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. : ‘The preparhtion and execition of this
: Plan of Correction does not consti
A standard health survey was conducted on ana: d?niss(i,orff)r 2 eemgill(i ]': ;f:tute
09/04-06/12. Deficient practice was idenfified ovidon of the ot oF 5 o
with the highest scope and severily at 'E' level. provider ol the {ruth of the facts
alleged or conciusion set forth in the
An abbrevialed standard survey (KY189689) was Statement of Deficiency. This Plan of
also conducted at this fime. The complaint was Correction is prepared and executed
substaniiated with deficient practice identified. solely because it required by Federal :
F 226 | 483.13(c)(1)(i}-Giil), ()(2) - (4) F225) and State law, i / H /, 7
3$8=0 | INVESTIGATE/REPORT ’
ALLEGATIONSANDIVIDUALS Allegations from resident #13 were

The facility must not employ individuals who have
been found guilly of abusing, neglecting, or
mistreating residents by a court of law; or have
had a finding entered into the State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misapprepriation of their property;
and report any knowledge it has of actions by a

| court of law against an employee, which would

indicate unfithess for service as a nurse aide or
other facility staif to the Stale nurse aide regisiry
or ficensing authorities.

The facility must ensure that afl allsged violations
involving mistreatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident propery are reported

immediately to the administraior of the facility and-

to other officials in accordance with State law
through established procedures (inciuding to the
Sfate survey and ceriification agency).

The facility must have evidence that all alleged
viclatians are thoroughly investigated, and must
prevent further potentiat abuse while the
investigation is in progress.

called to Aduit Protective Services on
£/27/12 by the Administrator and
investigated by the survey team on
9/06/12,

It was determined by the Administrator
after interviewing involved staff that no
other resident was adversely affected
by CNA #5 working on 8/26/12.

The director of Social Services spoke
with all interviewable residents to
determine if any incidents of abuse had
occmred. Allnon interviewable
residents received a skin assessment to
identify any potentiai abuse.

DON reviewed 24 hour report for past
3 wonths prior to alleged incident in
attempt to identify any behavior that
would signify potential abuse or any
complaints voiced.

The 5 day repost was filed on 8/30/12
by the Administrator,
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The results of all investigations must be reported
{0 the administrator or his designated
representative and to other officials in accordance
with State law {including to the State survey and
certification agency) within 5 working days of the
incident, and if the afleged viclation is verified
appropriate corrective action must be taken. -

This REQUIREMENT is not met as evidencad
by:

Based on interview and record review it was
defermined the facility failed to ensure alleged
violations involving mistreatment and abuse were
immediately reported to the Administrator of the
facility for one of fifteen sampled residents
{Resident #13). In addition, the faciity faited to
ensure further potential abuse did not occur
during the investigation process. Inferviews
revealed the facility alowed an alleged
perpetrator to continue to provide direct resident

| care after the facility had received an allegation of

abuse and prior to the compfetion of the
investigation.

The findings include;

A review of the facility policy/procedurs titled
"Abuse Prohibition," dated August 2010, revealed
ihe Administrator and the Director of Nursing
were to be notified immediately by the charge
person who initially recsived a report of abuse.
Further review of the policy revealed any
Individual suspected of causing abuse would be
removed from direct patient care and reassigned
non-patient care duties or suspended from duty

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, £938-0391
STATEMEMNT OF DEFICIENCIES X1 PROVIDERISUPFLIERICLIA {X2) MULTIPLE CONSTRUSTION X33 DATE SURVEY
AND PLAN OF GORRESTION JDENTIFICATION NUMBER: COMPLETED
A BUILDING
B.WING C
) 185211 ' 05/08/2012
. NAME QF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
: 58 CAL HILL ROAD .
MCCREARY HEALTH AND REHABILITATION ’
) PiNE KNOT, KY 42635
o) 1D SUMMARY STATEMENT OF DEFIGIENCIES [a] PROVIDER'S PLAN OF GORRECTION 5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULG BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AF PROPRIATE DATE
DEFICIENCY) .
F 225 | Conlinued From page 1 F 225

Administrator/DON reviewed all abuse
allegations for past 6 months to ensure
all components of abuse policy had
been followed.

In services were provided on 8/28/12
and 8/29/12, and again on 10/31/12
and 11/01/12 to staff by the
Administrator/DON/Department Heads
on the facility abuse policy, including
the definition of abuse, what constitutes
an altegation of abuse, how and fo
whom to report an allegation of abuse,
and the investigation process with an
allegation of abuse. Staff were also re-
educated on the 24 hour report and the
use of the report to document any
incidents occurring during the shift,
The in-service will be repeated
monthly for 3 months then no less than
annually. All newly hired employees
will be in-serviced during the
orientation process by the DON,

RN #2 was re-educated on her
responsibilities by the DON including
the need to immediately notify
Administrator/DON of allegations of
abuse.

All allegations will be investigated by
the Administrator/DON

FORM CMS-2667{2-98) Pravious Varsions Obsolela

Event iD: BWBIH

Facility iD: 100635

if continuation sheet Page 2 of 29



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 09/20/2012
FORM APFROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (35) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185291

(%2) MULTIPLE CONSTRUCTION £X3) DATE SURVEY
COMPLETED
A BUILDING -
C
B.WING
08/46/2012

NAME OF PROVIDER OR SUPPLIER

MGCREARY HEALTH AND REHABILITATION

STREET ADDRESS, CITY, STATE, ZIP CODE
- 68 CAL HILLROAD

PINE KNOT, KY 42635

untit an investigaiidn was completed and an
administrative decision was made by the
Adminisirator. According to the policy, events
that shouid be reported and that would be
investigated included any act of mistreatment,
witnessed vesbally or physically abusive incidents,
and verbat reporis/complaints by residents,

A record review conducted for Resident #13
revealed the resident was assessed by the facility
to be alert and oriented, A review of the most
recent Minimum Data Set {MDS) assessment for
Resident #13, dated 08/20/12, revealed the
facility assessed Resident #13's interviewabie
sfalus as "13-15" on the Brief Interview for Mentai
Status {(BIMS), a tool {o assess a resident's
cognitionfinterview status. Based on the BIMS
repor, the resident had been identified as
interviewable,

An interview conducted with Resident #13 on
09/06/12 at 10:15 AM, revealed the resident had
reported to Registered Nurse (RN} #2 that
Certified Nurse Aide {CNA) #5 had been "mean”
to hi/her when the CNA assisted the resident
with a shower on 08/25/12, According to
Resident #3, CNA #5 was rough with the resident
whila bathing him/her and when the GNA used a

hair dryer to dry the rasident's hair she held the

hair dryer in one place too long.

An inferview conducted with CNA#5 on 09/06/32
at 12:55 PM, confirmed the CNA had bathed
Resident #13 on 08/25/12, According to CNA #5,
Resident #13 had complained about the water
being too hot, the CNA adjusted the water, and
then the resident complained the water was too
cold. According to CNA#5, Resident #13 had

.of the Allegation/Abuse Log to ensure
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Upon receiving initial complaint Vice
President of Clinical Services or
corporate clinical consultant will be
contacted to ensure compliance.

An Allegation/Abuse Log will be
maintained in the Administrators office
where a copy of the completed form
will be logged. :

Beginning 11/1/12 and ending 11/3/12
DON/A dministrator/Department Heads
will interview all staff to determine
their understanding of the Abuse
Policy, the definition of Abuse, what
constitutes an allegation of abuse, how
and to whom to report an allegation of
abuse, and the investigation process
refated to an allegation of abuse. Any
misunderstanding of the policy will be
clarified during the interview process.
Beginning 11/1/12 the Director of
Social Services will include in her
quarterly interviews with al}
residents/responsible party a question
as to if there have been any incidents or -
complaints voiced by the resident to
the staff related to abuse or neglect and
if the response is affirmative this will
be reported to the Administrator for
follow up which will include a review

all atlegations were reported and
investigated as per facilify policy.
Director of Social of Services will
reporf findings no less than quarterly to
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complained fo the nurses that she had been
"mean" to the resident. Additionatl inferview with
CNA#5 revealed RN #2 had talked to her about
the incident on 08/25/12 and she had besn
allowed to provide resident care the next day.
However, CNA#5 stated she was informed by the
facility on 08/26/12 that she could rot return to
work; four days after the allegafion had been
reparted to the faciiity by Resident #13.

An interview with Licensed Practical Nurse (LPN)
#2 on 0970812 at 10:50 AM, revealed LPN #2
had received & report on the morning of 08/25/12
frorn CNA #7 that CNA #7 witnessed CNA #5
Leing hateful fo Resident #13. According 1o LPN
#2, she immediately reporied this io RN #2,

- An interview conducted with RN #2 on 09/06/12 )
at 12:10 PM and 12:23 PM, revealed that she had
been made aware of the allegation by LPN #2 on
08/25/12, and went to the resident's room.
According to RN #2, Resident #13 was crying and
reported that CNA #5 had been verbally mean to
the resident by calling the resident & complainer,
scrubbing the resident tao hard when bathing,
and holding the hair dryer in one place while
drying the resident's hair. Additional interview
revealed the RN had assessed the resident and
found no evidence of physical abuse and the
resident's haad was still wel and had not
completely drizd with no signs of burns,
According to RN #2, she did not consider the
repori by the resident an allegaticn of abuse but
considered the incident a persanality conflict
between CHA#5 and Resident #i3. RN #2
acknowladged she had not contacted the
Administrator or the Director of Nursing {DON} to
inform them of the resident's complaint; it was a

Beginning 11/1/12 the Administrator
will discuss the facility Abuse Policy
with the Resident Council monthly for
3 months then quarterly for 3 quarters

- to solicit information regarding any
allegations of abuse to determine if any
allegations have been reported to staff
that were 1ot reported to Administrator
as per facility policy. The
Administrator will report any findings
no less than quarterly to the facility QA
Committee.
Beginning 11/1/12 DON will review 24
hour reports to identify any incidents
reported that may constitute Abuse or
Neglect and will review the -
Aliegation/Abuse Log to ensure all
allegations had been reported as per the
facility policy. These findings wiil be
reported no fess than quarterly io the
faciiity QA Committze.

DON/Corporate Consuliant to review
all reports of suspected abuse and
injuries of unknown origin monthly to
ensure the abuse prohibition is
followed, if indicated. Results of these
teviews will be presented to the QA
Committee no less than quarterly to
_ensure all complaints of abuse policy
are followed including appropriate
notifications, protection of residents,
investigations and reporting.
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" 1'Saturday and the DON was not'at the facility. RN
#2 had left a note under the DON's office door .
regarding the incident,
An interview conducied with the Adminisirator on
09/06/12 at 1:20 PM, reveated the Administraior
was made aware of the allegafion by the DON on
08/2712, two days after the alleged incidert.
According to the Administrator, an investigation
was started, the required sfate agsncies were
notified, and CNA #5 was stiispended, Additional
inferview revealed the aliegation of abuse could
not be substantiaied by the faciiity. However, the
Administrator stated CNA #5's behavior was
inappropriate with Resident #13 and CNA #5 was ,
temminated on 0B/29/12.
F 280 | 483.20(d)(3}, 483.10(K)(2) RIGHT TO F 280 .
=D | PARTICIPATE PLANNING CARE-REVISE CP Care PlBIl for resident #3 was updated

The resident has the right, unless adjudged
incompetent or otherwise found & be
incapacitated under the Jaws of the State, fo
participate in planning care and treatment of
changes in care and treatment.

A comprehsnsive care plan must bs daveloped
within 7 days after. the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, thai includes the attending
physician, a registered nurse with responslbility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent praciicable, the participation of
the resident, the resident's family or the resident's
lagal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

on 9/5/12 by MDS Coordinator to
reflect residents’ current intervention

9/10/12 MDS Coerdinator/DON
reviewed all resident care plans/nurse
aide profiles to ensure all appropriate
terventions were i place,

9/10/12 MDS Coordinator/DON nrade
rounds to ensure all interventions were
being implemented according to the
care plan/nurse aide profifes.

9/17/12 DON in-serviced all licensed
nurses on updating care plans and
monitoring that care plans are
implemented,

T’lg!n,

FORM CMS-2567(02-99) Previous Versions Obsolele

Event ID; DWBIT

Faciity 1D: 100535

If cantinuation aheet Page 5 of 25




o ‘ R ' o - PRINTED: 09/20/2012
DEPARTMENT QF HEALTH AND HUMAN SERVICES ' C : ) . FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES - ~_ OMBNO.0038-0391
STATEMENT OF DEFICIENCIES ~ §X1) PROVIDER/SUPPLIERICLLA - (X2) MULTIPLE CONSTRUCTION {X3 DATE SURVEY
AND PLAN OF CORRECTION FDENTIFICATION NUMBER: : ’ . COMPLETED
: 3 ’ “§ A, BULDING
i B. WING C .
185211 ' 09/06/2012

NAME OF PROVIDER OR SUPPLIER

MCCREARY HEALTH ANT: REHABILITATION

STREET ADDRESS, CITY, STATE, ZIP CODE
&8 CAL HILL ROAD

PINE KNOT, KY 42635 -

This REQUIREMENT is not met as evidenced
by .

Based on observation, intarview, record review,
and policy review, it was determined fhe facility
failed to ensure the comprehensive plan of care
for ane fifteen sampled residents (Resident #3)
had been revised/updaied to reflect ihe resident's
needs. Resident #3 had sustained a fall on
08r18/12 with no injuries. A review of the fall
investigation for Resident #3 revealed the facility
documented a chalr alarm would be placed on
the chalr when the resident was sitting, However,
a review of the resident’s comprehensive plan of
care revealed a chair alarm had not been added
fo the care plan, and there was no avidence a
chair alarm had been placed on the resident's
chair. In additian, the resident sustained another
fall on 08/19/12 from the wheelchair with no
injuries.

The findings include;

A review of the facility's policy fitled "Care Plan
interdisciplinary Téam Meetings Palicy and
Procedures,” with a revision date of March 2009,
ravealed the facllity would develop a
compnehensive care plan for each resident that
Included measurable objectives and timetables o
meet a resident’s medical, nursing, menial; and
psychosocial needs {hat are identified in the
comprehensive assessment.

A review of the facility’s policy fifled "Falls

9/17/12 DON/MDS Coordinator wilt
audit each resident care plan 1X week

_for { month then 1X monthly X3
maonths to verify that all appropriate
interventions are on resident care
plans/nurse aide profiles.

After 3 months, DON/MDS
Coordinator will perform 10 care
plans/murse aide profile audits and
resident observations monthly to
ensure compliance.

Assurance commitiee quarterly to
ensure sustained compliance.

These will be presented to the Quality
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- Management,” dated 01/01/10, revealed staif was
ta review the current plan of care and revise or
develop & plan of care to reduce ths kelhood

that the fall will reoccur andfor minfmize the risk

of injury related fo a fall.

A review of the medical record for Resident #3
revealed the facility admitted the resident on
08/10M12, with diagnoses that included Left Hip
Fraciure with Repair, Hypertension, Carotid Artery
Disease, and Dementia. A review of the
Admission Minimum Data Set (MDS) dated
08/17/12 revealed the fdcifity had assessed the
resident fo require the extensive assistance of
two persons for all transfers.

A review of a fail investigation for Resident #3,
dated 08/18/12 at 2:00 PM, revealed the resident
sustained a fafl, without injury, when he/she
attempled to fransfer from the wheelchair to the
bed. The fall investigaiion revealed a chair and
bed afaym would be ufilized when the resident
was siifing in a chairfwheslchair.

A review of a falf investigation for Resident #3,
dated 08/19/12 at 8:20 PM, revealed the resident
fell from hisfher wheslchair while attempting io
place trash in the trash container and sustained
no injuries. The fall investigation revealed the
residert had not been using a bed alarm at the
time besause the resident was not in bed and a
chair alarm had not been checked as being in
usa,

A review of the comprehensive care plan for
Resident #3, dated 08/22/12, revealed
approaches identified to prevent fafls included a
bed alarm, keeping the bed in the lowest position,
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- | non-skid footwear whike out of bed, schedu!ed
loileting to assist to 1he bathrcom or bedpan
every three howrs, and that the resident would
use a wheelchalr to navigate throughout the
facility. Continued review of the care plan
revealed no evidence staff had included the use
of a chair alamm as an intervention as indicated on
the fall investigation compietad on 08/18/12 aﬁer
the resident susteined = fall,

Observation of Resident #3 on 0904712 at 12:20
P, 12:50 PM, 1:55 PM, 3:00 FM, 4:10 M, and
5:15 PM,; and on 08/05/12 at 10:30 AM and 12:00
PM, rovealed the resident was sitting in a
wheelchair and there was na alarm on the
resident's wheelchair,

An interview conducted with Licensed Practical
Nurse (LPN) #2 on 09/06/12 at 9:30 PM, revealed
she was responsible for Resident #3's care on
G8/18/12 when the resident susiainad a fall. The
LPN stated she was responsible for placing the
new interventions on the care plan after the
resident had fallen. The LN stated she had just
forgotien 1o place the chair alarm on the care pian
and should have.

An interview sonducted with the MDS Coordinator
on 08/05/12 at 3:45 PM, revealed she had besn
responsible for comptleting the cemprehensive
care plan for Rasident #3. According fo the MDS
Coordinalor, when a resident was admitied fo the
facllity the nurse conducting the admission was
also required fo begin the interim care plan.
Continued interview revealed if a resident
experienced a changs in conditfon, such as a fall,
the nurse providing care for the resident at the
time was required to add an intervention to the
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care plan. The MDS Ceordinator also stated
Reslident #3 shauld have had an intervention for a
chakr alarm on the ¢are plan and i had just besn
missed.

An interview conducted on O2/06/12 at 12:30 PM,
with the Director of Nursing {DON) revealed the
DON had reviewed the fal investigation for
Resident #3 but failed io ensure the care plan
had been revised/updated.

An interview conducted on 09/06/12 at 12:30 P,
with the DON revealed the DON had reviewed the
fail investigation for Resident #3 but failed to
ensure the care plan had been revisedfupdated.

F 282 | 483.20(K){3)(i)) SERVICES BY QUALIFIED F 282
$5=0 | PERSONS/PER CARE PLAN

The services provided or amanged by the facllity
must be provided by qualified persons in
accordancs with each resident's written plan of
care.

This REQUIREMENT is not met as evidenced
by: _

Based on abservation, inferview, record review,
facility policy review, and a review of ’
manufacturer's guidefines, it was defermined the
facility fafled to ensure services ware provided in
accordance with the plan of care for two of fiteen
sampled residents {Resident #5 and Resident
#7). Resident#5 had a care plan intervention fo
have a bed alasm aftached fo the resident to afert
staff if the resident attempted o rise unassisted in
an effort to prevent falls; however, on 09/04/12

FORI CMS-2567{02-819) Frevious Varsions Obsolete Event |D; DWaI1Y Facfity t0: 100635 If continsafion sheet Page 9 of 26
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intervention to have fall mats at the resident's

| bedside when the resident was in bed; however,
on (8/04/12 and 09/05/12, Resident #7 was

-| observed in bed and fall mats were not In place at
the resident’s bedside. Resident#7 also had a
care plan Intervention to place the resident back
in bed after breakfast. However, on 09/04/12 and
08/05/12, the resident was not placed in bed after
breakfast.

The findings include:

A review of the facility's policy tifled "Falls
Management,” daied 01/01/10, revealed staff was
to complefe a fails risk assessment upon
adrmission, readmission, and quartedy, and with
any significant change. Upon completion of the
assessmeant, a plan would be developed fo
address any risk factors idenfified.

A review of the faciiity's policy tifled "Pressure
Ulcars,® dated 01/01/09, revealed it was the
practice of the facility to assess each residant for
the risk of developing pressure ulcers, identifying
eisk faciors, and io provide care and services to
reduce the risk of developing pressure ulcers.

A review of the Personal Sentry Fall Monitoring
System's manufacturer's guidelines revealed the
meni{or was designed o sound an alarm when a
resident exceaded his/her safe range of
movement from a wheelchair, chair, orbed. The
guidelines also revealed the monitor basa was to
be mounted io either a chair or bed, using the dip
on the back of the monitor-or using the opfional

[X451D SUMMARY STATEMENT OF DEFIGIENDIES D PROVIOER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 282 | Confinued From page 9 F 282 ‘
and 09/05/12, the resident was obsarved to be 9/5/12 resident #5 bed alarm was .:i / ® [
lying in bed and the bed alarm wag not attached removed and care plan updated by care ! oflZg:
to the bed. Resident #7 had a care plan - plan committee.

9/5/12 resident # 7 fall mats were
removed and care plan updated by care
plan committee.

9/10/12°MDS Coordinator/DON
reviewed all resident care plans to
ensure all appropriate interventions
were in; place.

5/17/12 DON in-serviced ail licensed
nurses on following care plan process

9/17/12 Administrator/DON/designee
will round 1X week X30 days then 1X
monthly X3 months fo ensure
appropriate care plan interventions are
in place.

After 3 months, DON/MDS
Coordinator will perform 10 care
plans/murse aide profile audits and
resident observations monthty to
ensure compliance.

These wiil be presented to the Quality
Assurance comumittee quarterly fo
ensure sustained compliance,

FORM CMS-2557(02-95) Psavious Versions Obsclata : Event |D; DWEIH

Feclily iT: 100635 If confinvalion sheat Page 10 of 25




L T EET ‘ " PRINTED: 0972012012
DEPARTMENT OF HEALTHAND HUMAN SERVICES -~ . - S . FORMAPPROVED

CENTERS FOR MEDIGARE & MEDICAID SERVICES = ' - - OMB NC. 08380391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLEA (X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFIGATION NUMBER: . COMPLETED
: : A BUILDING ) -
B. WING ©
185211 T 09/06/2012
#AME OF PROVIDER OR SUPPLIER : | sTREET ADRRESS, CITY, STATE, 71P CODE
- ’ 58 GAL HILL RO&D
MCCREARY HEALTH AND REHABILITATION :
] PINE KNOT, KY 42635 . S
a0 ) SUMMARY STATEMENT OF DEFICIENCIES o - PROVIDER'S PLAN OF CORRECTION 5 ’
PRESIX {EACH DEFICIENCY MUST BE PRECEBED BY FULL ' PREFIX - (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
: : DEFICIENCY)
F 282 | Continuad Fram page 10 ‘ F282| ‘ 1 -

universal mounting bracke! or éhair sirap, and
aitached to the resident’s clothing with a string.

1. Areview of the medical record for Residani #5
revealed the faciiity admitted the resident on
09/01/09 with diagnoses including Dementia,

1 Hypertansion, Delirium, Psychosls, and _
Depression.

A review of the comprehansive care plan for : T
Resident #5 with a review date of 06/27/12 '
revealed the resident had an interveniion for a
bed afarm io prevent falls, :

Areview of {he quarterly Minimum Data Set.
{MDS} assessment dated 07/13/12 revealed the
facility had assessed the resident to require the
total assistance of two persons for bed mobility
and for all transfers. A review of a fall risk
assessment dated 07/13/12 revealed the resident
had been assessed by the facility fo be ai nisk for
falls. :

Obsarvation of Resident #5 on 02/04/12 at 11:55
AM, 12:25 PM, and 1:50 PM, and on 08/05/12 at
9:45 AM, revsaled the resident fo be in bed with 2
persopal alarm attached to the clothing on the
resident's left shoulder and the base lying on the
bed and not altached to the bad,

An interview conducted with State Registared
Nursing Assistant {SRNA) #3 on 09705712 at 1:30
PM, revealed both she and SRMA #4 were
responsible for the care of Resident #5 on
09/04/12 and 09/05/12, The SRNA stated
Resident #5 was 1equired o have a bed alamm
because the resident was at risk for fafls. The
SRNA stafed she had placed the personal alamm
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in bed with the resident because the alam
sounded whenever the resident turned over, The
SRNA stated she couid not recall attonding an
in-service on perscnal alarms and how o
properly altach them, The SRNA stated she was
reqquired fo check the care plan at the beginming
of every shift to iearn the cars needs of the -
resident,

An interview conducted with SRNA #4 an
0Y/05/12 at 2:10 PM, revealed the SRNA was
responsible for the care of Resident #5 along with
SRNA #3 on 09/04/42 and 09/05/42. The SRNA
also revealed the alarm had been placed in bed
with the resident because it would sound if the
resident tusned over in bed. The SRNA siated
she could not recall attending an ir-service
related fo personal alarms and how 1o properly
attach them. The SRNA stated she was required
io check the care plan at the beginning of every
shift to locate the care needs of the resident.

An interview conducted with Licensed Practical
Nursa (LPN) #1 on 09/05/12 at 1:50 PM, revealed
she was responsible for the care of Resident #5
on 09/04/12 and 09/05/12, and staled she made
founds every two hours to ensure the residents
received the care they required, The LPN siated
the staff was required to check the care plan at
the beginning of every shift to identify the care
needs required by the residents. The LPN stated
personal bed alarm bases were to be attached to
the bed with a clip. The LPN staied she had not
observed that Resident #5's personal alarm base
was not altached to the bed and stated It should
have been.

Aninterview conducted the Director of Nursing
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{DON} on 09/05/12 at 12:30 PM, revealed the
DON makes rounds every day fo ensure
residents are getting the care they require. The
DON also révealed nurses were requirad to make
rounds every two hours to moniior the residents’
care. The DON stated all personal bed alarmis
were.required to be atiached to the bed with the
clip. The DON stated she had not idenfified any
issues regarding personal alarms not being
altached properly. '

2. Areview of the medical recard for Resident #7
revealed the facility admitted the resident on
03/08/06 with diagneses inciuding Alzheimer's,
Senile Dementia, and Cerebral Artery Occlusion,
A review of the Significant Change Minimum Data
et {MDS) assessment dated 07/23/12 revealed-
{he resident was assessed by the facility io have
severely impaired cognition and fo require the
total assistancs of two persons with bed mobility
and all transfers. The MDS also revealed the
facility had assessed the resident to be af risk for
skin breakdown. A review of a skin assessment
for Resident #7 dated 09/03/12 revealed the
frasident had been assessed to have no skin
breakdown.

| Areview of the comprehensive care plan for

Residant #7, with a revision dafe of 08/12/12,
revealed the resident had been assessed by fhe
facility to be at risk for falle. The care plan also
revealed an infervention for fall mats to be at the
resident's bedside. in addition, staff assessed
Resident #7 to be at risk for skin breakdown. The
care pian revealed an intervention for the resident
to return to his/her bad after breakfast.

Observation of Resident #7 on 09/04/12 at 10:50

F 282
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AM, 12:25 PM, 12:55 PM, and 2:00 PM, revealed
the resident fo be up in a high-back wheeichalr
with a walst restraint in place, and at  2:50 PM,
4:00 PM, 4:55 PM, and 5:15 PM, the resident was
observed lying in bed but there were no fall mats
observed lying by the resident's bed.

Additional observations of Resident #7 on
09/05/12 al 9:40 AM and 10:0D AM, revealed the
resident to be up in a high-back wheelchair with a
waist restraint in place, and at 11:00 AM and
11:55 AM, the resident was observed lying in bed

_but there were no fafl mats beside the resident's

hed.

Observation of a skin assessment of Resident #7
completed by LPN 3 on 09/05/12 at 10:10 AM,
revealed the resident was observed to have a
Stage If pressure sore area to the coctyx
measuring 1.0 czntimeder in length and 0.5
centimeter in width,

An interview conducied with SRNA #3 on
09/05/12 at 1;30 PM, revealed both she and
SRNA #4 were responsible for the care of
Resident #7 on 09/04/12 and D9/05/12." The
SRNA stated Residant #7 used o have fall mats
but had not had themn in a "long” fime. The SRNA
stated she was required to check the care plan at
the beginning of every shift to identify the care
needs of the resident. The SRNA also revealed
Resident #7 was required to be turned and
repositioned by staff every two hours. The SRNA

.also revealed she was aware the resident was

raquired to return to his/her bed after breakfast.
The SRNA stated if there were activities going on
they would ieave the resident up after breakfast.
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An interview conducted with SRNA #4 an
09/05/12 at 2:10 PM, revealed the SRNA was
responsible for {he care of Resident #7 along with
SRMNA#3 on 09/04/2 and 09/05/12. The SRNA
also teveated Resident #7 used 1o have fall mats
but has not had them in quile some time, The
SRNA stated she was required to check the cars
plan at the beginning of evary shift ic lecate the
care needs of the resident. The SRNA also
stated they got the resident up at around 6:30 AM
for broakfast and she realizad the resident should
have been placed in his/her bed by 9:00 AM. The
SRNA stated on 09/04/12 the resident had been
up after breakfast because of activities as well,

An interview conducled with LPN #1 on 09/06/12
at 1:50 PM, revealed she was respansibie for the
care of Resident #7 on 09/04/12 and 08/05/12,
and she made rounds every two hours to ensure
the residents recelved the care they required.-
The LPN stated the staff was required 1o check
the care plan at the baginning of every shift to
locate the care needs required by the residents.
The LPN stated Resident #7 had not had fal
raats in a white and was unsure when the fall
mate had been removed. The LPN stated she
had not been aware fall mats had still been jisted
as an intervention an Resident #7's care plan.
The LPN afso stated she had not been aware the
SRNAs had not placad the resident back in bed
after breakfast on either day. The LPN stated
she had been busy and nervous.

An interview conducted with the DON on 08/06/12
at 12:30 PM, revealed she made rounds every
day tg ensure residents received the care they
required. The DON also revealsd nurses were
required to make rounds every two hours to
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Based on the comprehensive assessment of a
rasident, the facility must ensure that a resident
who enters the facility without prassure sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
they were unavoidable; and a resident having
pressure sores receives necessary freatment and
sarvicas to promots heafing, prevent infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenced
by: .
Based on observation, interview, record revisw,
and a review of faclity policy, it was determined
the facility failed to ensure one of fifteen sampled
residents (Resident #7) received nacassary
treatment/services to promote healing or io
prevent fhe deveiopment of new pressures sores.
Resident #7 was assessed {o be at risk for the
development of pressure sores and had a care
plan intervention 1o ba ratumed to bed after
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menitor the residents’ care. The DON stated she
-teviewed alf resident care plans at least svery
hree months during the care plan mesting. The )
DON also stated Resident #7 should have been
placed back in his/her bed affer breakfasi, B
An interview with the Administraior on 09/06/12 at
2:00 PM, revealed he had removed the falt mats
from Resident #7 “a couple of months™ aga Sy, . )
during an investigation of an employee fall ‘Resident # 7 care plan was reviewed
because he felt the resident did not require the and revised by the care plan committee
fall mat. The Administrator stated he had failed to on 9/5/12 to reflect current . Ci I 18 I 12
nofify the DON of the removal of the fall mats. : interventions in place related to
F 314 | 483.25({c) TREATMENT/SVCS TO F 314 resident skin breakdown.,
88=D | PREVENTHEAL PRESSURE SORES

On 5/11/12 residents stage LI pressure
sore was healed with continued use of
pressure relieving foam mattress for
pressure relieve prevention.

Effective 9/10/12, DON/MDS
Coordinator reviewed all residents
Pressure Ulcer Risk Screens/resident
care plans/murse aide profiles to ensure
appropriate pressure relief
mterventions are in place and being
followed for each resident,

On 9/17/12, all nursing staff was in-
serviced regarding reviewing and
following Residents Plan of Care prior
to beginning shift by DON.
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breakfast; however, staff failed to place the
resident back in hisher bed after breakfast on
09/04/12 and 09056112, in accordancs with the
resident's comprehensive plan of care in an effor!
to prevent the development of pressure sores. A
skin assessment condusted on 09/05/42 at 10:10
Ab, revealed the resident had a Stage H pressure
sore fo.tha coceyx.

The findings include:

A review of the facility's policy titled "Pressure
Ulcers," dated G1/01/09, revealed it was the
praclice of the facility to assess each resident for
the tisk of developing pressure ulcers, identifying
risk factors, and to provide care and services to
reduce fhe risk of developing pressure ulcers.

A review of the medical record for Resident #7
revealed the facility admitted the resident on
03/09/06 with dlagnoses including Alzheimer's,
Senile Dementia, and Cerebral Artery Occlusion,
A review of a Significant Change Minimum Data
Set {MDS)} assessment dated 07/23/12 revealed
the resident was assessed by the facility to have
severely impaired cognition 2nd required the total
assisiance of hwo persons with bed mohifity and
all transfers. The MDS also revegled the facility
had assessed the resident to be at risk for skin
breakdown.

A revisw of the comprehensive care plan for
Resident #7, with a revision date of 08/12/12,
revealed the facility assessed the resident o be
at fisk for skin breakdown. The care plan
revealed an intervention for staff to assist the
resident fo his/her bed after breakfast.

rovnd X30 days and then weekly X3
months te ensure residents at risk by
Pressure Ulcer Risk Screens are being
tréated per plan developed from screen
forming. ‘

Afier 3 months, DON/MDS
Coordjpator will perform 10 care
plans/nurse aide profile audits and
resident observations monthly to
ensure compliance.

These will be presented to the Quality
Assurance committee quarierty to
ensure sustained compliance.
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Continued review of the medical record revealed
staff conducted a skin-assessmeni of Resident
#7 dated 09/03/12 and noted the resident had no
skin breakdown. '

Observation of Resldent #7 on 09/04/12 at 10:50
AM, 12:25 PM, 12:55 PM, and 2;00 PM, and on
09/05/12 at 9:40 AW and 10;00 AM, revealed the
resident was sitting in a high-back wheelchair with
& waist resiraint in place.

Observation of a skin assessment of Resident #7
completed by LPN #1 on 09/05/12 at 10:10 A,
revealed the resident had a Stage ! pressure
sore fo the coccyx. Staff was observed to
measure Resident #7's Stage i pressure sore
and noted the area measured 1.0 centimeter in
length and 0.5 cenfimetar in width,

An interview conducted with SRNA #3 on
09/0&/12 at 1:30 PM, revealed both she and
SRNA#4 were responsible for the care of
Resident #7 on (9/04/12 and 090542, The
SRNA stated she was required io check the care
plan at the beginning of every shift to focate the
care needs of the resident. The SRNA revealed
Resident #7 was required to be turned and
repositioned by staff every two hours, and that
staff was required to refurn the resfdent to hisfner : .
bed after breakfasl The SRNA stated I there -
were acliviiies going on they would leave the
resident up afier breakfast, The SRNA stated
she had not observed any skin breakdown when
she had gotten the resident out of bed on
09/05/12 and revezled if she had she would have
reperied it to the nurse,

An intervisw canducted with SRNA #4 on
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09/05/12 at 2:10 PM, revealed the SRNA was
responsible for the cars of Resident #7 along with
SRNA#3 on 09/04/12 and 09/0512, The SRNA
stated she was required to check the care plan at
the beginning of every shift o locate the care
needs of the resident. The SRMA stated they got
the resident up at around 6:30 AM for breakfast
and she reaitzed the resident should-have been
placed in his/her bed by 9:00 AM. The SRNA
stated on 09/04/12 the resident had been up after
breakfast because of activities as well, The
SRNA revealed she had not observed any skin®
breakdown on Resident #7 when she assisted the
resident out of bed and revealed if she had she : ‘
would have notified the nuree, :

An interview conducled with LPN #1 on 09/05/12
at 1:50 PM, revealed she was responsible for the
care of Resident #7 on 09/04/12 and 09/05/12,
and that she made rounds every two hours to
ensure the residents received the care they
required. The LPN stated the staff was requirad
to check the care plan at the beginning of every
shift to locate the care needs required by the
residents. The LPN stated ahe had not been
aware the SRNAs had not placed the resident
back in bed afier breakfast on either day. The
LPN stated she had been busy and hervous, The
LPN stated she had not been nofified of Resident
#7 having any skin breakdown,

An interview conducted with the DON on 09/06/12
at 12:30 PM, revealed she mads rounds every
day to ensure residents recaived {he care they
required. The DON also revealed nurses were
required to make rounds every two hours fo
monilor each resident's care. The DON stafed
Resident #7 should have been placed back in
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The facility must ensure that the resident
environment remains as free of accident hazards
as Is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidonced
by: ) .

Based on observaiion, interview, record review,
facility policy/procedure review, and a review of
the manufacturer's guidelines, it was determined
the facility failed 1o ensure one of fifteen sampled
residents {Resident #3) received approprate
assistive devices to prevent accldents. The
facility failed to follow manuiacturer's guidetines-
related to applying a bed slarm for Resident #3,
Residant #3 had'a care plan intervention for &
bed alarm fo prevent falls, however, observations
conducted on 09/04/12 and 09/05/12 revealed the
bed alarm pull sting was clipped to the resident's
elofhing but the bed alarm bage was unatteched
and lying on the resident's bed. Areview of the
manufacturer's guidelines revealed the alarm was
io be attached {o the bed.

The findings include:
A review of the facility's policy fitled *Falls

Ma nagemt_en't," dated 01/01/10, revealed staff was
to complete a falls risk assessment upon
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his/her bed after breakfast, Restdent #3 assessed on 9/07/12 by Cf]l 8!
F 323 { 483.25(n) FREE OF AGCIDENT F323}  care plan committee to determine z
§8=D | HAZARDS/SUPERVISION/DEVICES . continued need for bed alamm. Bed -

alarm was discharged,

On 9/10/12, DON/MES Coordinator
reviewed all residents having been
assessed and needing personal safety
alarms. All residents that were

- assessed for having needed alarm were
reviewed to ensure manufacture
gnidelines for personal safety alarms
were followed. '

On 9/17/12, all staff was in-serviced to
ensure knowledge of manufacture
puidelines and personal safety alarms.

Administrator/DON will round 1X
week for I month and then 1X a month
for 3 months to ensure manufacture
guidelines for personal safety alarms
are followed,

After 3 months, DON/MDS
Coordinator will perform 5 care
plans/nurse aide profile audits and
resident observations monthly to
ensure compliance.

These will be presented to the Quality
. Assurance comupittee quarterly to
ensure sustained compliance.
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admission, readmission, and quarterly, and with
any significant change. Upon completion of the ) : ’ ’ !
assessment & plan would be developed to !
address any risk factors identifted.

A review of the Personal Sentry Fall Monitoring
System's manufaciurer's guidelines revealed the
manitor was designed io sound an alarm when a

't resident excesded hisfher safe range of
moverment from a wheelchair, chair, or bed. The
guidslines also revealed the monitor was o be

" mounted o either a chair or bed using the clip on
the back of the monitor or using the optional
universal mounting bracket or chair strap.

A review of the medical record for Resideni #5
revealed the facility admitied the resident on
09/01/09 with diagnoses indluding Dementia,
Hypertension, Delirium, Psychosis, and
Depression.

A review of the comprehensive care plan for -
Resident #5, with a review date of 06/27/12,
revealed the resident had an intervention for a
bed alarm fo prevent falls.

A review of the quarterly Minioum Data Set
(MDS) assessment, dated 07/13/12, revezled the
facilily had assessed the resident fo require the
total assistance of two persons for bed mobiity
and for ali transfars. A review of a fall risk
assessment, dated 07/13/12, revealed the
resident had been assessed by the facilily to be
at risk for falls.

An observation of Resident #5 on 09/04/12 at
14:556 AM, 12:25 PM, and 4:50 PM, revealed the
resident lying in bed with a personal atarm

FORM GM$-2567(02-99) Pravious Yerslons Obsoleie Event ID:DWBIH FacTiyiD: 100535 -~ if continuation shast Page 21 of 25




o e ‘ ‘ o : S PRINTED:" 09/20/2012
_DEPARTMENT OF HEALTH AND HUMAN SERVICES . : ‘ FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0938-03¢1
STATEMENT OF DEFICIENGIES {*1} PROVIDER/SUPPLIER/CLIA (%2} MULTIPLE CONSTRUCTION . (%3 DATE SURVEY
AND PLAN GF GORRECTION JDENTIFICATION NUMBER: COMBLETED -

. . - A BUILDING '
B.WING __ c
185211 | 09/06/2012
NAME OF PROVIDER OR SUPPLEER ) ‘ ‘ STREEY ADDRESS, GITY, STATE, ZIP CODE )
68 CAL HILL ROAD :

MCCREARY HEALTH AND REHABILITATION

_FINE KNOT, KY 42836-

{X4) D SUMMARY STATEMENT OF DEFICIENMCIES [y PROVIDER'S PLAN OF CORRECTICN &5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDES BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG -~ REBULATORY ORLSC |DENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
: - + DEFICIENCY)

F 323 | Continued From page 21 F 323

altached io the clothing on the resident's left
shouider and the monifor base was lying on the
bed, beside the resident's piltow, and was nat
aitached io the bed.

Addifional observation of Resident #5 on 09/05/12
at 9:45 AM, revealed the resident lying in bed - with
a personal alamm atiached fo the clothing on the
residant's Iseft shoulder; the bed alarm base was
_observed lying, unatiached, on the bed.

An interview conducted with SRNA #3 on
09/05/2 at 1:30 PM, revealed hoth she and
SRNA #4 were respensible for the care of
Resident #5 on 09/04/12 and 09/05/12. The
SRNA staled she was required to check the care -
plan at the baginning of every shift to Jocale the
care needs of the resident and that  siaffwas
required to have a bed alarm on the bed of
Resident #5 due ko the resident’s risk for falls.
The SRNA stated she had piaced the personal
alam in bed with the resident and stafed the
alamm sounded whenever the resident
repositioned in bed. The SRNA sfaled she could
not recalf altending an in-service on personal
alarms or how to propetly altach thermn.

An interview conducted with SRNA #4 on
09/05/12, at 2:10 PM, revealed the SRNAwas
responsible for the care for Resident #5 along
with SRNA#3 on 09/04/12 and 08/05/12, The
SRNA aiso revealed the alarm had been placed
in bed with the resident because it would atarm i
ihe resident turned over in the bed. The SRNA
stated she could not recali attending an n-service
related to personal alarms and how to properly
attach them. The SBRNA alsc stated she was
required io check the eare plan at the beginning
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of every shift o locate the care needs of the : : ' .
resident. :

An intarview conducied with LPN #1 on 09/05/12
at 1:50 PM, revealed she was responsible far the
care of Resident #5 on 09/04/12 and 09/05/12,
and she made rounds every two hours to ensure
the residents received the care they required.
The LPN stated the staff was required to check
the care plan at the beginning of every shift to
locate the care needs required by the rasidents.
The LPN staied personal alarms were tc be
attached io the bed with a clip. The LPN stated
she had net identified that Resident #5's alamm
was nol attached to the bed and stated it shouid
have been. '

An Interviaw conducted with the. DON on 09/06/12
at 12:30 P, revealed the DON made rounds
every day to ensure residents received the care
they required, The DXON also revealed nurses
were required io make rounds every two hours to
monitor each resident's care. The DON sfated all
personal bed atarms were required to be allached
to the bed with the ¢lip. The DON stated she had
not identified any issues regarding personal
efanms not being attached properly.

F 371 | 483.35() FOODR PROCURE, ; F 371
58=E | STORE/PREPARE/SERVE - SANITARY

The facility must - .

{1} Procure food from sousces approved of
considered satisfaciory by Federal, State or local
authorities; and

{2) Store, prepare, distribute and serve food
under sanitary conditions
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’ No residents were identified.
, Effective 9/17/12, | q| Z(a)fz
This REQUIREMENT is not met as evidenced . ) Administrator/Dietary Manager will .
by: vound and review #he cleaning schedule
. 'Bgsed on observation, interview, and review of 1X a week 12 weeks,
facility policy/procedure it was defermined the ] On 9/14/12 all dietary staff was re-

facility failed {o ensure the Dietary Department
was maintained to ensure food for resident
consumption was prepared under sanitary
conditions, The range, deep fryer, and
convection oven were observed during the survey On 9/07/12 the range, deep fat fryer,
to have a buildup of grease and food particles. and convection oven were cleaned and
mspected by the Dietary Manger,

educated by Dietary Manger regarding
the cleaning schedule.

The findings include;
On 9/25/12 a Dietary sanitation check

Review of the facility policy/procedure, . list was completed by the Dietary
"Environmental Sanitation/infection Conirol," Consultant

dated 2006, reveaied ali food sarvice workers
woulfd be frained in the proper cleaning schedules

and routines, The policy/procedure stated staff The Administrator/Dietary Consultant

was 1o follow the cleaning schedule forms, will audit the cleaning schedule on a
Review of the cleaning schedule forms revealed weekly basis with the results being

the range hood, deep fat fryer, and ovens were fo reported at Quality Assurance meetings
be cleaned weekly. X6 months,

Observation on 03/04/12 at 4:00 PM, revealed the
side of the range adjacent to the deep fat fryer
had a buildup of grease down the side with food
particles adhered to the surface. The soiled area
was approximately two fest long and two feetin
width. The side cf the deep fat fryer adjacent to
the range had a buildup of grease and food
parlicles on the side of the fryer surface, Tha
side of the convection oven adjacent to the deep
fal fryer had a buildup of grease and food
particles on the side surface of the convection
oven.
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Review of the August 2012 cleaning schedule for
dietary staff reveaied cleaning tasks were
documented on the schedute with the day of the
week o be completed and an area for staff to
initial when the task was completed. Review of
the cleaning schedule for the week of August 5th
to 1tih revealed the oven was scheduled io be
cleaned on Thursday; however, there were no
staff initiais {o Indicate the task had been
completed. For the week of August 26th o
September 1st, again there were no staff initials
to indlcate completion of the task.

Inferview with the Cook on 09/04/12 at 4:20 PM,
revealed she was responsible for ensuring the
range, convaction oven, and deep fat fryer were
cleaned weekly. The Cook stated she was
unakble to thoroughly clean the appliances
because they were foo close fogether and she
could not pull them out. According to the cock,
she wouid reach as far as she could to clean the
sides of the appliances.

Interview with Dictary Aide #5 on 09/06/12 at 9:25
AM, reveated she could not reach io the bottom

of the range, deep fat fryer, or convection oven to )
ensure a thorough cleaning. The Distary Aide
stated the appliances were oo close together {o
reach the boitom and back.

Inierview with the Dietary Manager on 09/04/12 at
4.00 PM, revealed she was unaware staff had not
been cleaning between the range, convection

oven, and deep fai fryer. According fo the Dietary
Manager, those appliances were schaduled 1o be
cleaned on a weekly basis,

.
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Addendum Tag F 225

An Allegation/Abuse log will be maintained by the Administrator and kept in the Adninistrator’s office. The
purpose of the log is to maintain a list of all allegations and a timeline for reporting, investigating, and the conclusion
of the incident. When an allegation of abuse is made the nurse is responsible for reporting the allegation to the
Administrator/DON, upon which the Admin/DON will start an investigation, report the allegation to the appropriate
agencies, then complete the investigation. Upon completion the allegation will be logged in the Allegation/Abuse

log with dates and outcome noted. This log will be used as a QA tool to check that al! allegations are reported
investigated and concluded per the facility abuse policy.

M, dpst cee-n1 P

am Hutchinson, NHA, MA, CCC-SLP

Administrator
N4 ?/ z_

Division of Haaith Care
i Southern Epforcemert Branch






