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An abbreviated standard survey (KY18819) was
conducted on 03/06-07/13, The complaint was
substantiated. Deficient practice was identified
with the highest scope and severity at "E” level. ' ' :

F 280 483.20(d)(3), 483.10(k){2) RIGHT TO F 280| (SEE ATTACHED) 4-12-13
85=p | PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompetent or otherwize found to be
incapacitated undar the laws of the State, to
participate in planning care and treatment or
changes jn care and treatment,

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that inciudes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal represantative; and periodically raviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and review of
the fagility pofity, it was determined the facility
failed to ensure the comprehensive care plan was
reviewed and revised based on staff assessment
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for one of three sampled residents (Resident #2).
Review of Resident Incident Reports dated
02/26/13, 02/271 3. and 03/04/13 revealed the
rezident had sustained thrae falls and new
interventions were to be put inte place, howsver,
reviaw of the "at rigk for falls” care pian revealed
the care plan had not been revised to mclude the
new interventions.

The findings include:

A review of the facility policy for "Resident Status
Kardex," not dated, revealed the purpose was to
ensure appropriate care was provided for
residents residing in the nursing faciity. The
policy stated it was the responsibiiity of the
licensed nurse to update the Kardex as changes
occurred or place new problems on the Care Plan
Update. In addition to a verbal report given by
ficenzed nurses to State Registered Nurse Aldes
{SRNA), it was the responsibility of the SRNA to
review the Kardex to ensure appropriate care was
being delivered to the resident.

A review of the fagility policy, Falls Prevention
Program, not dated, revealed the purpose of the
policy was for all residents to be mobile safely.
The policy further stated a goal of the program
was to put in place interventions {o limit or
aliminate risk for residents that are & high fali risk,

A review of the madical record for Resident #2
revesled the facility admitied the resident on :
02/15/12 with diagnoses including Dementia and
Hypertension. A raview of the Minimum Data Set
{MDS) admission assessment dated 02/21/13
revealed Resident #2 sustained a fall in the
pravious month before admission to the facility.
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Further review of the MDS revealed the residant
required supervision with one person to assist
with ambulation. A review of the comprehansive
care plan dated 02/27/13 revealed the resident
was at risk for falls bacause the resident was
unstable when on his/her feat and the resident
had a fall "in the last month.” The care plan
further revealed Resident #2 received antianxiety,
antidepressant, and antipsychotic medications
that couid contribute to risk for falls.

A review of the Resident Incident Report, dated
02/26/13, revealed Resident #2 sustained a fall
while ambulating bacause his/her "feet became
tangled up." Further review of the incident report -
revealed preventative measures to be taken to
prevent further falls were to encourage Resident
-#2 to wear shoes when ambuiating. A review of
Resident #2's Kardex revealed no evidence the
intervantion was added 1o the Kardex. A review
of the comprehensive care plan for "at risk for
falis" and Care Plan Update revealed no evidence
the care plan was updated to include the fali that i
accurred on 02/26/13 or with tha new .

| preventative intervention.

A review of the Resident Incident Report dated
02127113, revealed Resident #2 sustained a fall
while walking due to losing his/her balance.
Further review of the incident report revealed
preventative measures to be taken to prevent
further falls were for one person to assist the
resident when ambulating if the resident was
wegak or tired and to encourage the resident to
wear shoes. A raview of Resident #2's Resident ' : ‘
Kardex revealed no evidence the new |
interventions had been added to the Kardex. A
review of the comprehensive care plan for "at rigk
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for falls" and Care Plan Update revealed no
evidenoe the care plan had been updated with the
fall or with the new preventative interventions.

A raview of the Resident Incldent Report dated
03/04/13, revealed Resident #2 sustained a fall
when the resident attempled o sit on the edge of
the chair. The cushion moved and the resident
fell. Prior ta tha fall, the resident was ambulating
and carrying a personal bianket around his/ber
shoulders. Further review of the incident report
revealed preventative measures to be taken to
prevent falls were to redirect the rasident to
another chair when sitting, leava the residenfs
personal blanket in his/her room when ‘
ambulating, and to place two-sided tape to the
cushion on the chair from which the fall ocgurred,
A review of Resident #2's Kardex, comprehensive
care plan, and Cara Plan Update revesled the
interventions were not added to Resident #2's
care plan or care plan update, '

Interviews on 03/07/13 with SRNA #1 at 11:24
AM, with SRNA#2 at 11:56 AM, with SRNA #3 at
12:20 PM, and with SRNA #4 at 4,57 PM
revealed Resident #2 required supervision with
ambulation, which the SRNAs stated was
"keeping an eye on" Resident #2 or "watching the.
regident close." The interview further revealed
the SRNAs received a verbal report from the
nurse at the beginning of the shift and were
supposed to review the resident's Kardex to know
what care each resident requires. The SRNAs
were not aware of the interventions that were
listed on the Resident Incident Reports for
Resident #2.

Interviews on 03/07/13 with LPN #1 at 12:45 PM
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“and with LPN #2 at 1:05 PM revealed the nurse

that was working when a fall occurred should
investigate the fall and put new fali prevention
interventions in place. The interview further
revealed the Resident Kardex should be updated
with the new interventions by the nurse, but the
charge nurse should update the care plan,

Interview on 03/07/13 at 4:31 PM with LPN #3
revesled the LPN was working when the fall on
02/21M3 ocourred and the LPN felt like the
intervention of providing Resident #2 with needed
assistance with ambulation when weak or tired
was appropriate and should have been added to
the Kardex, but the LPN got busy and fargot to
add the intervention, The intarview further
revealad it was the Charge Nurse's responsibility
to add new interventions to the care plans.

Interview on 03/07/13 at 5:18 PM with Registered
Nurse (RN) #2 (Charge Nurse on Closed Unit)
revealed it was histher rasponsibility to sign off on
incident reports and to ensure interventions
added were appropriate. The RN further stated it
was also his/her responsibility to update the care
plans and to ensure the Kardex was updated with
information from the incident reports, The
inferview further revealad the RN updated the
cara plans weekly and checked the Kardexes
occasionally,

Interviews on 03/07/13 at-7:30 PM with the Nurse
Consultant, the DON, and the Administrator
revealed the interventions that were put in place
after each fall should have been added to the
Kardex when the interventions were put in place.
The interview further revealed the care plan
should have also been updated with new
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Interventions by the charge nurse, but the charge
nurse was new to the position and may not have
been aware to update the care plan.

F 314 | 483 25(c} TREATMENT/SVCS TO : F314| (SEE ATTACHED) , 4-~12-13
$8=D | PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment of g
resident, the facllity must ensure that a resident
who snters the facility without pressure sores
does not develop pressure sores unloss the
individual's clinical condition damonstrates that
they were unsvoidable; and a resident having
pressure sores receives necessary frestment and
services fo promote healing, pravent infection and
prevent new sores from devaloping. '

This REQUIREMENT i not met as evidenced
by: _

Based an interview and record review it was
determined the facility failed to ensure one of
three sampled residents having pressure sores
receivad nacessary freatment and servicas to
‘promate healing, prevent infection, and prevant
new sores from developing (Resident#1). A
review of Residart #1's medical record revealed
facility staff identified an area to the resident's
right outer foot on 02/28/12 that was unstageable.
However, further raview of the medical record
and interviews with facility staff reveated the
facility failed to implement interventions to
promote healing, prevent infection, and prevent
new sores from developing. Further review of the
medical record and Interviaws with facility ataff
revealed Resident #1 was transferred to the
hospital on 03/08/12. A review of the hospital
admission record reveated hospital staff
assessed Resident#1 to have an unstageable
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area to the right outer foot and had an
unstageable area to the resident's left hegl at the
time of admission to the hospital.

The findings include:

A review of the facitity's policy titled Skin Ulcers,
not dated, revealed facility staff was to provide a
systemic approach in the prevention and healing
of skin ulcers, Further review of the policy
revealed facility staff was to inspect potential sites
of breakdown each nursing shift, and was to
utilize pressure relief devices as indicated. The
policy also revealed facility staff would conduct
weekly skin integrity assessments on all facility
residents.

A review of Resident #1's medical record
revealed the facility admitted the resident on
01/04M12, with disgnoses including Alzheimar's,
Hypertengion, and a history of Bladder Cancer. A
review of a Significant Change Minimum Data Set
{MDS) Assessment dated 02/20/12 revealed the
resident reguired extensive assistance of two
staff members with bed mobility, transfering, and

‘| bathing.

A review of the weekly skin integrity assessments
conducted on 02/28/12 (55 days after Resident
#1's admission) and 03/02/12 (57 days after the
resident's admieston), revealed facility staff
docurnanted Resident #1 had an unstageable
area ta the right outer foot.

A review of the resident's care plan updated
02/28/12 revealed staff was to monitor the
dizcolored area to the outer aspect of the
resident's right foot. Continued review of
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Resident #1's care plan revealed no further
interventions were implemented to promote
healing or to prevent new pressure sores from
developing,

Further review of the medical record revealgd
Resident #1 was transferred to the hospital on
03/08/12 at approximately 10:30 PM and was
later admitied. A reviaw of the hospital admisslon
record reveaied hospital staff conducted an initlal
skin aszessment on 03/09/12 at 2:00 AM and
also noted Resident #1 had an unstageable area
to the outer aspect of the resident's right foot.
However, documentation by the hospital staff on
the day of the resident's admission revealed
Resident #1 also had an upstageable area to the
left heel,

An intepview with Unit Manager (UM) #1 on
03/07/13 at 5:00 PM revealed she had been
responsible to review and develop a plan of care,
inciuding interventions to be implemented, for the
unstageable area on the outer aspect of Resident
#1's right foot that had been identified on
02/28/12. Howevar, the UM stated monitoring the
unstageable area to the resident's outer foot was
the only intervention she had developed for staff
to implement.

An interview with the Director of Nursing (DON}
on 03/07/13 at 7:30 PM revesaled nursing staff
was responsible to develop and implement
interventions related to the prevention and/or
treatment of pressure areas. According to the
DON, staff shouid have impiemented other
interventions for Resident#1's unstageable area
identified on the resident’s right outer foot
including "floating the resident's foof” an pillows to
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relieve pressura to the heel ares. The DON was
not aware of Resident #1's unstageable area that
had developed 1o the left heel prior to the
resident’s fransfer to the hospital on 03/08/12,

F 323 | 483.25(h) FREE OF ACCIDENT F 323, (SEE ATTACHED) : | 4-12-13
85=b | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as iz possible; and each resident receives
adequate supervision and assistance devices o
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, inferview, record review,
and review of the facility policy it was determined
the fadility falled to ensure one of three residents
recelvad adequate supervision. Rasident #2
sustained three falls at the facility from 02/26/13
to 03/04/13 (six days). The facility listed
interventions on the incident report after each fal;
however, the facility failed to include the
interventions on Resident #2's Kardex and care
plan (guides the staff uses to enaure approprigte
care is heing defiverad). In addition, Resident #2
often refused to wear shoes and refused to allow
stafl to assist the resident with ambulation;
however, the facility failed to revise interventions
to prevent falls and continued to list waaring
shoes and assisting the resident on Incident
Reports as an intervention to prevent falls.

The findings include:
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A review of the facility policy entitled Falls
Prevention Program, not dated, revealed the
purpose of the policy was for all residents to be
mobile safely. The policy further stated a goal of
the program was o put in place interventions to

| limit or eiiminate risk for residents that were a
high fall risk. Further review of the palicy
revealed if a fall occurred, the incident should be
evaluated to determine if areas of risk could be
identifled and interventions should be
implemented that were based on the causative
factor of the fall, eliminating or reducing the risk
of injury related to the fall, -

A review of the medical record for Resident #2
revealed the facility admitted the resident on
02115113, with diagnoses including Dernentia and
Hypertension. A review of the Minimum Data Set
{MDS) admission assessment dated 02/21/13
revealed Resident #2 sustained a fall in the
previous month before admission 1o the facility.
Further review of the MDS revealed the resident
required supervision of ope person to assist with
ambulation. A review of the comprehensive care
plan dated 02/27/13, revealed the resident was at
risk for falls because the residert was unstable
when on hig/her faet and had a history of a fall “in
the last month.” The care plan further revealed
Resident #2 received antianxiaty, antideprassant,
and antipsychotic medications that could
contribute to risk for falls. Further review of the
care plan revealed interventions in place to
provide non-skid footwesar wien out of bed and to
assist with ambulation to allow as much freedom
as possible. A review of Resident #2's Kardex
revealed the resident required supervigion for
ambulation. : :
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A raview of the Resident Incident Report, dated
02/26/13, revealed the resident sustained a fall
while ambulating because his/her "feet became
tangled up," resulling In no injuries, Further
review of the incident report revealed preventative
measuras ta be taken o prevent further falts were
to encourage Resident #2 to waar shoes whean
ambulating and continue with Physical
Therapy/Occupational Therapy. A review of
Resident #2's Resident Kardex revealed no
evidence that encouraging the resident fo wear
shoes had been added to the Kardex. A review
of the comprehensive care plan for “at risk for
falls" and Care Plan Update revealed no evidence
the care plan was updated to include the
resident's fall and was not revised with the new
preventative intervention that was listed on tha
Incident Report.

A review of the Reszident incident Report, dated
02/27/13, revealed the resident sustained a fall
while walking due to loging his/her balance
resulting in a "scrape” to the outer orbit of the lefi
eye. Further review of the incident report
revealed preventative measures to be taken to
prevent further falls wera to provide the
asgistance of one staff person when the resident
wars ambulating if the resident was weak or tired
and {o encourage the resident to wear shoes
when the resident permitted. A review of
Resident #2's Resident Kardex, comprehensive
care pian, and Care Plan Update revealed no
evidence they were updated to include the need
for onie staff person fo assist the resident with
ambulating when the resident was tired or
encouraging the resldent to wear shoes.
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A review of the Resident Incident Report, dated
03/04/13, revealed Resident #2 sustained a fall
when the resident attempted to sit on the edge of
a chair. The cushion moved and the resident fell.
Prior to the fall, the resident was ambulating and ‘ . i
carrying a personal blanket around his/her
shoulders, The fall resulled In 2 hematoma to the : ?
left eye and a discoloration to the upper left arm
and shoukier, The resident was sent o the
Emergancy Room for an evaluation. Further
review of the Incident report revealed praventative
measLres to be taken to prevent falls were to
redirect the resident to another chair when =itting,
leave the resident's personal blanket in histher
room when ambulating, and apply two-sided tape
ta the cushion on the chair. A review of Resident
#2's Resident Kardex ravealed thesa
interventions ware not added, A review of the
comprehensgiva care plan ang Care Plan Update
for Resident #2 revealed no avidence the care
plan had been updated with the fall or with the
new preventative intervantions.

A review of radiology reports dated 03/04/13
revealed Computed Tomography (CT) scans of
the spine, head, and face were normal,

Observation of Residant #2 on 03/06/13 at 1:45
PM revealed the resident stood up from the
couch and unsteadily ambulated approximately
25 feet unassisted and sat in a chair, Further
observation on 03/07/13 ravaaled the resident
stood up from the couch and unsieadily
ambulated unassisted approximately 30 feet,
stopped to {alk to other residents, and satin a
chair at a table. Resident #2 then stood up
unassisted and was assisted by staff to sit on the
end of a chaise lounge chair.
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Interviews on 03/06/13 and 03/07/13 with SRNA
#1 at 11:24 AM, with SRNA #2 at 11:56 AM, with
SRNA#3 at 12:20 PM, and with SRNA#4 at 4:37
-{ PM revesled Resident #2 required supervision
with ambulation. The interview further revealed
Resident #2 refused to wear shoes and st times
would refuse assistance. The SRNAs denied
being told In repott or observing the Kardex being
updated with any new interventions after the
resident's falis,

Interviews on 03/07/13 with LPN #1 at 12,45 PM
and with LPN #2 at 1:05 PM revealed the nurse
that was working when a fall occurred shouid
investigate the cause of the fall and implement
interventions based on the cause of the fall in an
attempt to prevent another fall of that nature from
ocourring. The interview further revealed
Resident #2 would at times refuse agsistance and
refused to wear shoes, but to their knowledge no
other interventions had been attempted. The
interview further revealed the Resident Kardex
should be updated with new interventions after
each fall. The LPNs stated Resident #2 weas
appropriate to ambulate on his/her own most of
the time, but required physical agsistanca st
times. The interview further revealed if fall
interventions were not successiul new
interventions should be implamented,

Interview on 03/07/13 at 4:31 PM with LPN #3
revesled the LPN was working when Resident #2
fell on 02/27/13. LPN #3 stated she felt assisting
Reasident #2 with ambulation when the resident
was tired/weak was an appropriate intervention
after the resident fell. LPN #3 stated the
intervention should have been added to the
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Kardex, bitthe LPN got busy and forgot to add
the intervention. The LPN further stated he/she
felt the resident should wear shioes to prevent
falls; however, the resident refused to wear shoes
most of the time, The interview further revealed if
the interventions were not effective new
interventions should be tried.

Interview on 03/07/13 at 5:19 PM with Registered.
Nurse (RN} #2 (Charge Nurse on Closad Unit)
reveaied resident falls interventions were
reviewed in the moming meetings and signed off
on if appropriateffurther recommendations were
made. The RN further stated it was her
responsibility to update tha carg plans with new
interventions and to ensure the Kardex was
updated. The interview further revealed the RN
updated the care plans weekly and checked the
Kardexss occasionally.

interviews on 03/07/13 at 7:30 PM with the Nurse
Consultant, the DON, and the Administrator
revealed falls should be investigated by the floor
nurse and new fall prevention interventions put in
place immediately. The interview further revaaied
if an intervention was not successful or was
refused by the resident, a new intervention shouid
be tmplemented. The Administrative staff furthar
revealed the new interventions should be updated
on the Kardex by the floor nurge and on the care
plan by the charge nurse,

483.70(f) RESIDENT CALL SYSTEM -
ROOMS/TOILET/BATH

The nursas’ station must be equipped to receive
resident calls through & communication system
from rasident roams; and toiiet and bathing
facilities.

F323

F463] (SEE ATTACHED)

4-12-13
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This REQUIREMENT is not met as evidenced .
by:

Based on observation and interview it was
determined the facility failed to ensure the nurses'
station was equipped to receive resident calls
through a communication systemn from resident
rooms for three umsampled residents,
Observations on 03/06/13 revealed unsampled
Resident B pushed/activated hisfher call light and
no evidence was observed that the
communication system was functional, Intarview
with Resident B revealed the resident had bean
unable to alert staff for the need of assigtance "all
morning.” Interviews with unsampled Residents A
and C revealed they had been unable to ajert
staff for the need of assistance "a few times”
because the facility's call system was not working
properly. Interviews with staff confirmed the
facillty’s call system had not functioned properly
at imes.

The findings include:

Interview with the Maintenance Director on
03/07/13 at 6:45 PM revealed the facility did not
have a policy related to the call light system. The
Maintenance Director stated he checked call
lights monthly to ensure they were working but
had no documentation available for review, The
Maintenance Director stated during the monthly
chacks he had identified resident call lights which
did not work, and the cal! lights were repaired
when identified to be non-functional,

OCbservation on 03/06/13 at 11:35 AM revealed
Resident B activated the call light and the light on
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the outside of the door did not turn on or the call
bell did not chime at the nurses' station.

Interview on 03/06/13 at 11:41 AM with Resident
B revealed the resident's call light had not worked
all moming because he/she had pushed it several
times and staff had not corne tp the resident’s
reom. The interview further revealed the
resident's call light does not work often,

An interview with Housekeaper #1 on 03/06/13 at
12:00 PM revealed the facility's call system
"somatimes doesn't work right.” The
Housekeeper stated when the cord connection
had been "jerked on too hard” the call lights
waould not work properly,

An interview with Certified Nurse Aide (CNA) #5
on 03/06/13 at 12:05 PM confirmed the call light
gystem in resident rooms had not worked
"sometimes” (unable to recall a timeframe), The
CNA stated she was responsibie to make sure
call lights were within reach of the residents but
was not responsible to ensure the systemn was
working correctly.

Interview with Resident A on 03/06/13 at 4:00 PM
revealed his/her call light had not functioned "a
few times " which left the resident unable to alert
staff of needed assistence. The resident
continued to state he/she racalled on one
occasion, when the oall systern hadr't functioned,
it took facility staff “almost all day to realize my
light was torn up."

Interview with Resident C at 4:10 PM on 03/06/13
reveated his/her call system had not functioned "a
few times” and stated, "It's a scary feeling when

FORM CMS-2567(02-98) Previous Veralons Qbsolale Evenl ID; 5L1.QM Facllity 1D: 1004G2 If continuation sheet Page 16 of 17

Received Time Mar. 29 2013 1:12PM No. 5765



03/29/2013

13:29 16064362378

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MERICARE & MEDICAID SERVICES

DENISE HAZ NRH

PAGE 13/23

PRINTED: 03/21/2013
FORM APPROVED

OMB NQ. 0938-0381

you ara unable to reach somebody.”

An interview with the Director of Nursing on
03/07/13 at 7:30 PM revealed CNAs were
responsible to ensure call lights were within reach
and working at the beginning of their shifts,

CNAs were to notify Maintenance when the call
lights were not wnrking'properly,
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1. The Care Plan and Kardex of Resident # 2 have been updated/revised to include
the new interventions for cach fall. These interventions are given to the SRNA’s
during their verbal report prior to each shift.

2. All residents’ Kardexes and Care Plans were reviewed for inclusion of all
individualized interventions for that resident. All Care Plans were developed
within seven days of the Comprechensive assessment. They were developed by
the appropriate members of the Interdisciplinary Team and with the resident
and/or Responsible Party invited to participate if they desired. The Care
Plans/Kardexes were reviewed and revised after each assessment and as needed.

3. Anin-service was conducted on March 13, 2013 by the DON and the
Administrator with alf Nursing Supervisors regarding the timeliness of
updating/revising the Kardexes/Carc Plans. An additional in-service was
conducted by the DON on March 21, 2013 with all other licensed nurses as to
completion of incident reports and individualizing interventions that address the
cause of the incident and then placing those interventions on the incident report
and the Kardex immediately in order for all staff to know what that resident
nceds. '

4. The CQI Committee Designees will select up to 4 residents per unit. These
residents’ IKardex and Care Plan will be reviewed for inclusion of all
individualized interventions and observations made to ensure interventions are in
place. These audits will be conducted on a weekly basis for one month then
monthly for one quarter. Any identified concerns will be corrected immediately
and reported 1o the CQI Committee for further follow-up and review.

5. Completion Date: April 12, 2013
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DISCLAIMER: THE COMPLETION AND SUBMISSION OF THIS PLAN OF
CORRECTION DOES NOT CONSTITUTE AN ADMISSION THAT THE FACILITY
AGREES WITH THE DEFICIENCIES AS STATED IN THE 2567. THE FACILITY IS
COMPLETING THE PLAN OF CORRECTION BECAUSE IT IS REQUIRED BY
STATE AND FEDERAL LAW. THE FACILITY DISAGREES AND DISPUTES THE
DEFICIENCIES STATED IN THE 2567.

1. Resident # | is no longer a resident here.

2. All residents have been assessed for betng at risk for skin breakdown aud
interventions are in place to prevent worsening or new breakdown. All necessary
interventions are documented on the Kardex, Care Plan and Nursing Flow Sheets.

3. An in-service was conducted by the DON on March 21, 2013 with all licensed
nurses. The in-service included individualizing interventions for those residents
at risk of developing pressure ulcers and the iraportance of documenting those
interventions. Also the in-service reviewed importance receiving necessary
treatments and services to promote healing, prevent infection and prevent new
sores from developing. ' :

4. The CQI Committee Designees will select 2 residents per unit that have or are at
risk of developing pressure ulcers. These residents Kardex/Care Plan will be
reviewed for interventions for the prevention of pressure ulcers or the
development of new ulcers. They will also observe these residents to assure the
interventions are being carried out. These audits/observations will be conducted
weeldy for one month then monthly for one quarter. Any identified concerns will
be corrected immediately and reported to the CQI Committee for further follow-
up and review. ' '

5. Compleﬁon Date: April 12, 2013
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1. The Kardex and Care Plan for Resident # 2 have been revised to include
interventions to prevent her from falling again, These interventions include new
interventions that Resident # 2 will allow. Her environment is as free as possible
of fall hazards. There is a SRNA Monitot in the Common Area to supervise
residents at risk for falling & assist as necessary, Resident # 2 has not had
another fall/incident.

2. All residents’ environment is as free of accident hazards as possible and are being
supervised as much as possible. Each resident has an up-to-date Fall Risk
Assessment and appropriate, individualized interventions in place if assessed to
be at risk for falling. All interventions arc on each resident’s Kardex and Care
Plan. - '

3. An in-service was conducted by the Administrator & the DON on March 21, 2013
with all nursing staff. This in-service included identifying those residents at xisk
for fall/accidents using the Fall Risk Assessment, individualizing the interventions
and placing the interventions on the Kardex and Care Plan. The in-service will
also stress the importance of monitoring the effectiveness and modifying the
interventions when necessary.

4. The CQI Committee Designees will select 4 residents per unit. They will assure
these residents have been assessed as to see if they are at risk for falls and if so if
they have individuvalized interventions listed on their Kardex and Care Plans.
They will also check to see if these interventions have been reviewed/revised as
needed. They will observe to see that the interventions are being carried out.
Duting these observations they will also observe for any environmental hazards,
presence of assessed needed assistive devices and staff supervision to prevent
accidents. The audits will be conducted on a weekly basis for one month then
monthly for one quarter. Any identified concerns will be corrected immediately
and reported to the CQI Committee for further follow-up and review. .

5. Completion Date: April 12, 2013

Received Time Mar. 20, 2013 1:12PM No. 5765




@3/29/2813 13:29 16964362378 DENISE HAZ WH : PAGE 23/23

Hazard Health and Rehabilitation Center, INC.
Plan of Correction
Complaint Survey — 3/7/13

F 463

1. 'Rc:31dents A, B and C call lights were immediately checked with only one
needing repaired Maintenance immediately assessed and repaired the non-
functional call light,

2. All residents call lights (in their rooms, bathrooms and showers) were assessed to
be functioning properly both outside the doors and at the Nurses’ station. No
further issues have been identified.

3. An in-service was conducted by the ADON with all nursing staff on March 12,
2013. The in-service stressed the importance of assuring all resident call lights
are functioning properly. The call light policy was reviewed. In order to assess
this each resident’s call light will be pulled at the beginning of each shift. The
SRNA will step to the door to assure the light is on over the door as well as at the
nurses” station. Any non-functioning call lights will be reported immediately to
Maintenance staff and the resident will be provided with a cow bell to use until
the call light is functioning properly.

4. The CQI Committec Designees will select six residents” call lights at random per
wnit. They will pull the light on & assure it is functioning propetly both over the
door and at the nurses® station. These audits will be conducted weekly for one
month then monthly for one quarter. Any identified concerns will be corrected
immediately and reported to the CQI Committee for further follow-up and review,

5, Completion Date: April 12, 2013
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