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the wheelchair afier the fafl, on 05/15/12;
however, it was not working properly and staff
removed the alarm. He/she was unsure how fong
ago the alarm had been removed. The resident
revealed it was never repiaced.

An interview with Certified Nurse Aide (CNA) #1,
on 07/12/12 at 3:05 PM, revealed she was the
dayshift caregiver for Resident #3, on 07/10/12,
07/11/12, and 07/12/12. She revealed she was
supposed to follow the resident's care plan;
however, she was aware the alarm was not on
the resident's wheelchair because the resident
*did not like it."

An interview with the Director of Nursing (DON),
on 07/13/12 at 3:40 PM, revealed she expected

Committee.
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dated 04/20/12, revealed the resident was at a The licensed uu::sing staff and CNA staff
high risk for falls. A review of the significant received in-service education and training
change Minimum Data Set (MDS}, dated from the Director of Nursing on 07-24-12,
05/22/12, revealed the facility assessed the 07-25-12, and 07-27-12 relating to falls
resident as cognitively intact and required care plans and use of devices to prevent
extensive assistance of one for transfers and falls. CNA # 1 received individual
ambulation. instruction by the Director of Nursing
. i . related to fall devices on 7-17-12

A review of the "At Risk for Injury from Falls" Care
Plan, dated 06/01/12, rev‘ea[et.:l an :nlerver‘ltlon for Overseen and monitored by the Director of
a sensor alarm to the resident's wheelchair to Nursi Hity Assur tudv of th
prevent unassisted transfers. ursing a Quality Assurance study of the

center’s compliance with fall care plans and
Observations, on 07/10/12 at 11:20 AM, 07/11/12 devices used on individual residents to
at 11:30 AM, 12:25 PM, 1:55 PM, and 3:30 PM, prevent falls will be conducted monthly x 2
and 07/12/12 at 11:30 AM, revealed Resident #3 beginning in August 2012, The findings
was sitting In the wheelchair, in his/her room, with will be reported to the Quality Assurance
no alarm noted to the wheelchair. committee. The monitoring and training

will be continued by the DON or as
An interview with Resident #3, on 07/12/12 at directed by the Quality Assurance
11:30 AM, revealed the facilily placed an alarm on 7/28/12
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staff follow the care plans when providing care for
a resident. She revealed staff should report

resident noncompliance to the charge nurse. F 323
F 323 | 483.25(h) FREE OF ACCIDENT F 323
sg=b | HAZARDS/SUPERVISION/DEVICES It is the policy of NHC Madisonville to
ensure that each resident remains as free of
The facility must ensure that the resident accident hazards as is possible; and each
environment remains as free of acciden! hazards resident receives adequate supervision and
as is possible; and each resident receives assistance devices to prevent accidents.

adequate supervision and assistance devices o

prevent accidents. Qverseen by the Director of Nursing

resident # 3 was reassessed on 07/13/12 for
safety measures. Based on the reassessment
it was determined the sensor alarm attached
to her clothing was no longer needed;

This REQUIREMENT is not met as evidenced however resident # 3 did require a sensor
by: alarm placed in the chair to alert staff to
Based on observation, interview, record review, resident self rising.

and review of the facility's policy/procedure, it was

determined the facility failed o ensure each Overseen by the Director of Nursing a
resident received adequate assistance devices to 100% audit was conducted on all current
prevent accidents for one resident (#3) in the resident fall care plans to ensure written fall
selected sample of eight residents. The facility care plans matched the alarms currently in

failed o follow their Falls: Causes and
Interventions policy and procedure to ensure
interventions to prevent falis were implemented.
The facility assess Resident #3 as at risk for falls.
After having experienced a nasal fracture from a

use by each resident. All fall devices were
found to be in commpliance.

Overseen by the Director of Nursing an

fall on 05/15/12 the facility developed and alarm log was developed and implemented
implemented an intervention for a sensor atarm to on each unit as a quick reference and

be applied to the Resident's wheelchair to alert auditing tool. The alarm log will be

staff when the resident attempts to transfer maintained by the ADON/Fails Coordinator
unassisted. Observations on 07/10/12, 07/11/12 and updafed as changes occur.

and 07/12/12 revealed the facility failed o ensure
the sensor alarm was applied to Resident #3's
wheelchair in order to prevent further falls.
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The licensed nursing staff and CNA staff

Findings include: . : ' : _
received in-service education and training

A review of the "Falls: Causes and Interventions" from the Director of Nursing on 07-24-12,
policy/procedure, undated, revealed residents 07-25-12, and 07-27-12 relating to use of
must be assessed appropriately and interventions devices to prevent falls. CNA # 1 received
put into place prior to any falls. individual instruction by the Director of

Nursing related to fall devices on 7-17-12.
A record review revealed Resident #3 was
admitted to the facility on 01/20/12 with diagnoses Overseen and monitored by the Director of

to include Debility, Osteoarthrosis, and Nursi : .
; | ;. . ursing a Quality Assurance study of the
Osteopenia. A review of the Fall Risk Evaluation, center’s compliance with devices used on

dated 04/20/12, revealed the facility assessed the individual residents to prevent falls will be

resident as a high risk for falls. Co e
e e g conducted monthly x 2 beginning in August

Review of the nurse's notes, on 05/15/12 at 3:45 2012. The findings will be reported to the

PM, revealed the resident fell from the wheelchair Quality Assurance committee. The

attempting to pick up an object from the floor and monitoring and training will be continued

was subsequently sent fo the emergency room. A by the DON or as directed by the Quality 7/28/12
review of the general instructions from the Assurance Committee.

emergency room, dated 05/15/12 at 4:09 PM,
revealed diagnoses of a Displaced Nasal
Fracture, Laceration to the Face, Head Injury,
and Contusion to the Head and Face,

A review of the significant change Minimum Data
Set (MDS), dated 05/22/12, revealed the facility
assessed the resident as cognitively intact and
required extensive assistance of one for transfers
and ambufation. Review of the "At Risk for Injury
from Falls" Care Plan, dated 06/01/12, revealed
the facility developed and an intervention for a
sensor alarm to the resident's wheeichair to
prevent unassisted transfers.

Observations, on 07/10/12 at 11:20 AM, 07/11/12
at 11:30 AM, 12:25 PM, 1:55 PM, and 3:30 PM,
and 07/12/12 at 11:30 AM, revealed Resident #3
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was sitting in the wheelchair, in his/her room, with
no alarm noted to the wheelchair. An interview
with Resident #3, on 07/12/12 at 11:30 AM,
revealed the facility placed an alarm on the
wheelchair after the fall, on 05/15/12; however, it
was not working properly and staff removed the
alarm. He/she was unsure how long ago the
alarm had been removed. The resident revealed
it was never replaced.

An interview with Certified Nurse Aide (CNA) #1,
on 07/12/12 at 3:05 PM, revealed she was the
dayshift caregiver for Resident #3, on 07/10/12,
07M1/12, and 07/12/12, She revealed she was
responsible for ensuring the resident’s wheelchair
alarm was intact and funtioning properily. She was
aware the alarm was not on the resident's
wheelchair as the resident "did not like &."

An interview with the Director of Nursing {DON),
on 07/13/12 at 3:40 PM, revealed she expected
staff to check alarms for placement and
functioning at least once a shift. She revealed
staff should report resident noncompliance to the F 441
charge nurse.
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441

$S=D | SPREAD, LINENS It is the policy of NHC Madisonville to

maintain an Infection Control Program

The facility must establish and maintain an designed to provide a safe, sanitary, and

Infection Control Program designed to provide a comfortable environment and to help
safe, sanitary and comfortable environment and prevent the development and transmission
to help prevent the development and transmission of disease and infection.

of disease and infection.
Overseen by the Director of Nursing

{a) Infection Control Program . CNA’s # 2 and # 3 received individual
The facility must establish an Infection Control instruction and education on the removal of
Program under which it - visibly soiled gloves and to wash hands

{1} Investigates, controls, and prevents infections post removal and/or post patient contact,
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in the facility; The individual instruction occurred on 07-
{2) Decides what procedures, such as isofation, 16-12,

should be appfied to an individual resident; and
{(3) Maintains a record of incidents and corrective

actions related to infections. All licensed nursing staffand all CNA staff
. . received in-service education and training
{b) Preventing Spread of Infection by the Director of Nursing related to the

{1} When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident,

(2) The facitity must prohibit employees with a
communicable disease or infecied skin lesions

necessity of hand washing, in addition, to
the donning and dofting of gloves. The
staff returned demonstrated hand-washing
technique. The in-service education
occurred on 07-24-12, 07-25-12, and 07-

from direct contact with residents or their food, if 27-12.

direct contact will transmit the disease,

(3} The facility must require staff to wash their By providing in-service education to the
hands after each direct resident contact for which licensed staff and the CNA staff, all

hand washing is indicated by accepted residents are protected related to hand
professional practice. washing, donning, and doffing of gloves.
(c) Linens Overseen and monitored by the Director of

Personnel must handle, store, process and

fransport linens so as to prevent the spread of Nursing a Quality Assurance study of the

center’s compliance with hand washing,

infection. donning and doffing of gloves will be
conducted monthly x 2 beginning in August
2012. The findings will be reported to the
Quality Assurance comnittee. The
This REQUIREMENT is not met as evidenced monitoring and training will be continued
by: by the DON or as directed by the Quality
Based on observation, interview, and review of Assurance Conmmnittee. 7/28/12

the facility policy/procedure, it was determined the
facility failed to ensure appropriate handwashing
and glove use by staff while providing care to
residents. The facility failed to ensure staff
followed the facility's handwashing policy and
procedures to prevent the spread of infection.
Observations on 07/12/12 revealed certified
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nurse aides (CNA) #2 and #3 failed to wash their
hands after providing care/having contact with
each resident.

Findings include:

A review of the policy/procedure for
Handwashing, revised 10/01/08, revealed to wash
hands before and after contact with each patient,
after tolleting, smoking, or eating, and before and
after removal of gloves. An interview with the
Director of Nursing (DON}), on 07/13/12 at 3:40
PM, reveafed she expected staff to follow the
policy refated to handwashing.

1. An observation, on 07/12/12 at 10:05 AM,
revealed CNA #3 visibly soiled her gloves with
bowel movement, during the provision of
incontinent care. She applied a new brief to the
resident, adjusted the resident’s gown, covered
the resident up, and placed an item in the
resident's drawer while wearing the soiled gloves,
After removing the gloves, she did not wash her
hands prior to leaving the resident's room,

An interview with CNA #3, on 07/12/12 at 2.00
PM, revealed she should have changed her
gioves and washed her hands after gioves were
visibly soiled. She reveated she should wash her
hands before and after providing care to a
resident.

2. An observation, on 07/12/12 at 12:15 PM,
revealed Certified Nurse Alde (CNA) #2 assisted
in providing care for a resident; however, did not
wash her hands prior to leaving the resident's
room. She then waiked down the hallway and
entered another resident's room without washing

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:LOMY 1 Facility iD: 100185 If continuation sheet Page 7 of 8



PRINTED: 07/20/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS £OR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFtCATION NUMBER: COMPLETED
A BUILDING
B, WiING c
185015 ' 0711372012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

419 NORTH SEMINARY ST

NHC HEALTHC , MADISONVILL
ARE E MADISONVILLE, KY 42431

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION s
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 441 | Continued From page 7 F 441
her hands,

An interview with CNA #2, on 07/12/12 at 2:55
PM, revealed she should have washed her hands
after providing resident care.

An interview with the DON, on 07/13/12 at 3:40
PM, revealed she expected staff to change their
gloves and wash their hands after becoming
visibly soiled. She revealed staff should wash
their hands or use hand sanitizer after providing
resident care,
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