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- , DEFICIENGY) ,
F 000 | INITIAL COMMENTS ; F 000| The following constitutes  the :
o ' o facility’s response to the findings of -
An Abbreviated Survey investigating ARQ the Department for Health Services
#KY00015454, KY00015472; and, KY00015285 - : ission |
was initiated on October 14, 2010 and concluded and does not constitute an ia dl:l'llS lf) t '
on October 20, 2010, KY00015472 was found to of the facts alleged or conclusions set ,
be unsubstantiated. KY00015285 and ' forth on the summary statement of:
KY0005454 were substantiated. Deficiencles deficiencies. ;
wera Clted with the highest scope and severity
- being “D". - . T :
F 157 | 483.10(b)(11) NOTIFY OF CHANGES F 157 Thls.plan of correction is prepar;d }E:S-E
$5-D | (INJURY/DECLINE/ROOM, ETC) required by the provisions of the:
1 ‘ Health Safety code, 42 CFR and;
-Afacility must immadiately inform the resident; constitutess %ﬁ? T s written;
consult with the resident's physician; and if b T W g’“ R1; '
) A . crgdible aHegation of cofnpliance
known, notify the resident's legal representative L .
or an intarested family member when thers Is an o TG - 2 2&19
accident invoiving the resident which results In F {5 '
injury and bas the potential for requiring physician g 1 - !
intervention; a slgnificant change in the resident's L T
physical, mental, or psychosocial status (l.e., a . ..
deterloration In health, mental, or psychosocial - | Resident # 1’s incident report was
status in either ife threatening conditions or completed, POA notified 10/11/10
clinical complications); a need to alter treatment |- and physician notified 10/21/10 of

significantly (8., a need to discontinue an
existing form of trealment due 1o adverse probable fall. 1
consequences, or fo commence a new form of ' i

treatment); or a declslon to transfer or discharge Other resident’s conditions were |
the resident from the facillty as specified in . reviewed and staff interviews were |
§483.12(a). _ - conducted to ensure all other!
The tacility must also promptly notily the resident required reports were completed and |
and, If known, the resident's legal representative the MD/POA were notified of all
or interested famlily member when there is a changes in condition. No other!

change In room or roommate asslgnment asg
specified in §483.15(e)(2); or a change In
regldent rights under Federal or State law or
regutations as specitied in paragraph (b){1} of
this section. :

incidents  were  noted.  Audit]

LABORATORY PIREFCTOHS OR PROVID (X8} DATE

WUEH REPREEENTATIVE'S SIGNATURE . . TlTLE -
/IO v — [ cpdistra o sa-a10

Any deficiency statement ending with an asterisk {*) dg s a deficlency which the Inatitutlon may be excussed from carrecting-providing it I1s determined that
othér safaguards provide sufficient protection to the p ts. (See Insiructions.) Except for nucaing homes, the findings steled abovs are disclosable 80 days
following the date of aurvay whether or not a plan of correction ls provided. Fof nuraing homas, the above findings and plans of correctian are diaclosable 14
days lollowing the date these documents are mads avallable to the facillty. It deficlencles are cited, an approved pian of comection Is requlsite to continued
program parilicipation,
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The facility must record and periodically update
the address and phone number of the resident's
legal representative or interested family member.

This REQUIREMENT s not met as evidenced
by: .

Based on interview and record review, It was
delermined the facility failed to immediately
inform the resident's physician and legal
representative of an accident with the potential for
alteration in freatment for one (1) of eleven (11)
sampled residents (Resident #1). Resldent #1
alleged having an unobserved fall on September
30, 2010, the unit nurse was notified; however the
resident's physiclan or legal representation was
not notified of the fall for Resident #1, ‘

The findings include:

Review of Resident #1's medical record revealed
diagnoses which included Hypertension,
Congestive Heart Failure, Hypothyroldism,
Chronic Obsiructive Pulmonary Diseass,
Coronary Artery Disease, Anxiety, Depression,
Sanlle Dementia, Psychosis, and Aizhsimer's
Disease, Review of the Comprehensive Care
Plan for Resident #1 revealed the facility
assessed the resident to be at risk for falls.

Interview with Resident #1 on 10/19/10, at 11:30
AM, revealed the resident was unabie to say if a
fall had occurred. The resident was able to
answer simple yos and no questions; however the
resident became easily confused.

interview with Resident #1's family on 10/19/10,
at 11:30 AM, revealod the resident told the family
of the fail sometime at the end of September,

WINDSOR CARE CENTER .
_ ) . MOUNT STERLING, KY 40353
") ID SUMMARY STATEMENT OF BEFICIENCIES ID PROVIDER'S PLAN OF CORHECTION {i8)
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F 157 | Continuad From page 1 F 157| conducted by unit managers, MDS

I
coordinators and completed 11/1/10 il
|

Nurse’s  re-education  initiated !
10/08/10-and completed 11/01/10 on|
incident reporting, documentation !
and MD/POA. notification. |
Conducted by DNS, QA nurse and
weekend supervisor '

Residents changes in condition forms |
will be reviewed daily (Monday
through Friday)by members of the
QA committee or designee and six
random chart reviews will be].
conducted weekly x 8 weeks and
then monthly thereafter utilizing the
QA audit tool by DON, QA Nurse or
designee o ensure notification of
.changes were conducted. -2 o
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- halt way that Resldent #1 resided. According to

2010. The family stated the Direotor of Nurslng
{DON) was notlfled by the famlly of the fall on
10/11/10, at which time the DON stated to the
family an investigation would be completed.

Interview with Certifiod Nurse Assistant (CNA) #1,
and CNA #2 on 10/19/10, at 5:05 PM and 5:15
PM, revealed Resident #1 had reported faliing to
the CNAs. Further interview revealed the CNAs
had reporied the fali to the unit marager on the .

the CNAg, Resident #1 did not have any injuries
that were vislble, and the resldent denied any
complaints of pain, other than what was usual for
the reslident,

Interview with the Unit Manager (UM) of Sterling
Place (unit whete the resident reslded) on
10/19/10, at 2:00 PM, revealed, the CNAS had
reported that Resident #1 had fallen sometime on
09/30/10; however, the UM stated the UM was
unsure if Resident #1 had falien related to the
close proximity of Restdent #1's room to the
nursing station, and no complaints from Resldent
#1 were volced. The UM stated no investigation
was Inittated, the physician was not contacted,
and the responsible party was not contacted
tegarding any fall.

Interview with the Director of Nursing {DON) on
10/20/10, at 3:00 PM, revealed when Resident
#1's tamily notified the DON of the alleged fali, an
Investigation was conducted which included a
review of Resident 1's medlcal record, x.ray
reports, diagnoses from the hospltal, Nursing
Notes, transfer summary, and pain medication.
The DON interviewed CNAs and Nurses who
work on the Sterling Place hall way and
conciuded that a "fail occurred most likely, and
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F 157 éontinued From page 3

wag not addressed”. The DON stated :
re-education was Initiated with the unit manager,
nurses and CNAs that worked on the Steriing
hallway. The DON stated that an invesligation,
‘physician notification, and the responsible party
must be notified when any fallfalieged fail
occurred.

Review of the facility's policy for physician/ffamily
notification polley/procedure dated September 1,
20086 stated the physiclan and family must be
notified of any fall, with/without Injury, as well as
an Investigation into the cause of the fall.

F 274 483.20(b)(2)(/) COMPREHENSIVE ASSESS
88=p | AFTER SIGNIFICANT CHANGE

Afacility must conduct a comprehensive
assessment of a resident within 14 days after the
facility determines, or shouid have determined,
that there has been a significant change in the
regldent's physical or mental condition. (Far
purpose of this section, a significant change
means a majar decline ar Improvement ir the
resident's status that will not normally resolve -
Itseif without further intervention by stalf or by
Implementing standard disease-related clinical
interventions, that has an impact on more than
one area of the resident's health status, and
requires Interdisclplinary review or revision of the
care plan, or both.)

‘This REGUIREMENT Is not met as evidenced
by: _
Based on observation, interview, and record
review, it was determined the facliity failed to
Identify and conduct a comprehensive Minimum
Data Set { MDS) Significant Change assessment

for two (2) of eleven (11) sampled residents

F 157

F 274

"Resident #1 was in the process of

F274

having a  significant change
assessment completed with an ARD
of 10/15/10 was completed on
10/21/10 by the MDS coordinator
per RAT guidelines and submitted to
CMS.

Resident #6 had a full MDS and
RAPS completed that did address the
significant change in. condition but
was coded as an annual instead of a !
significant change. The assessment ;
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.| fall on 08/48/10. However the next assessment

1 milligrams (mgs) every eight (8) hours. The

(Residents #1, and #6). Resident #1 had a
quarterty review dated September 10, 2010 which
did not reflect a parsistent ieve! of pain, and
reflected a decline in activities of dally fiving
including bathing hyglene, and changes In mood
from the previous annual assessment dated
March 23, 2010. in addition, Resident #6 had a
quartetly review dated 08/02/10, then had a
decline in muitiple activities of daily living after a

dated 08/26/10, was coded as an annual
assessment instead of a significant change
assessment, '

The findings include:

1. Review of the medical record for Resident #1
reveaied, physiclan's orders for pain management
regarding iower back pain dated August 26, 2010
with Lortab (narcotic pain medication) 5/500

physicians orders were changed related to
continued pain on August 31, 2010 to Lortab
7.5/500 mg every six (8) hours scheduled for
paln. Further review revealed on September 3,
2010 orders were written for Lortab 10/500 mg
every eight (8) hours for paln, and on September
19, 2010 orders were written for Percocet
{narcotic pain medication) 5/325 mg every four
{4) hours as neeaded 10 be allernatad with Lortab
10/500 mg every elght (8) hours routine, and
schedule an MR! {magnetic resoriance imaging)
of the back, on September 30, 2010 discontinued
Lortab, and changed Percocet to 10/325 mg
every six (6) hours routine. Furthet review of the
medical record revealed Resldent #1 was
exhiblting a decline In walking to the dining room
for meals, an increase In confusion, and mood
swings.

Unable to correct coding in system
related to time frame, the coding
error did not result in negative
outcome for the resident. Change in
condition was noted and care
planned appropriately. '

The MDS coordinators and unit
{ manager  utilizing the quality
indicator  report reviewed the
residents that triggered to ensure that
a significant change of status was
performed per the RAI guidelines.
Review was completed on 11/1/10

The MDS coordinators were in-
serviced on the definition of a
significant change in status, time

change, completing care plans when
a-change occurs, how to document
significant change assessments and
the difference between an annual
-assessment and a significant change
assessment per the RAI guidelines
on 10/28/10 by the Regional Nurse
Consultant, '

Nurses were educated on the |
condition change form and the|
condition change policy. Education ;

frames for completing a significant |
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F2 ' it

74| Continued From page 4 F274| was  transmitted  and accepted.
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F 274 | Continued From page 5 | -
Continued From pag F274 was completed on 11/01/10 by DNS
Interview with the MDS Coordinator on 10/20/10 and QA nurse.
at 3:00 PM, revealed the quarterly review for ’
Resldent #1 was due on 09/10/10 and the Resident changes in condition forms
Coordinator was watching for a significant changs 11 ; :
and hoping Resident #1 would "puil out". will b.e revxewe;d daﬂ{i by the QA
However, the resident went to the hospital on commitice members or csignee, any
October 4, 2010- Qclober 8, 2010 and returned resident that meets the criteria for a ]
| on Medicare. Thé MDS Coordinator stated significant change in status per RAI |
he/she was not satislled the significant change guidelines will be documented at the |
was needed. The MDS Coordinater stated a A . d the DON
Nurse Assessment Coardinator (NAC) note was QA meeting an e LX or
usuglly generated and attached to the MDS; designee  will  direct = MDS
however no NAC note was generated or attached coordinators  to complete a
- | tothe September 10, 2010 quarterly assessment, ignificant change assessment
-{ The MDS coordinator stated the MDS was dus Sten : ang
and the MDS 3.0 assessments were starting in , . . \ )
September, and the significant changa was not | Readmissions will be reviewed by
done. The MDS coordinator stated the significant the QA team on the next business |
change should have been completed for Resident day to ensure that if a resident has |
#1 on September 10, 2010, "
. had a significant change, that the g
2. Record raview revealed Resident 46 was proper assessment is completed by |
admitted to the facility on 03/17/09 with diagnoses the MDS coordinator per the RAIL:
which included Diabetes Mellitus and guidelines, The MDS coordinator is
Osteoporosis. Review of the quarterly MDS ‘ —
| dated 06/02/10, reveaied the facility assessed the responsible for compliance.
resident as being independent in bed mobility, , . i
requiring supervision with transfers, ambulation, The DON, QA Nurse or designee |
dressing, toileting, hygiene, and bathing. will conduct six chart reviews'
Observation of Resident #6 on 1019/10 at 11:15 \ﬁeekbé X f.8 \yeel‘(; and h‘month!y
AM revealed the resident was alert and oriented thereafter for significant changes in
and sitting in & recliner chair In his/her-room. condition per the QA audit tool and
Intarview with Resident #6 at that ime revealad ‘the audits will be reviewed with the |
the resident sustained a fall on 08/15/10 and A committee
fractured the left tibia. Intsrview funher reveajed Q J-2-1e
he/she felt like the fracture occurred and caused :
the fall. '
Facillty 10: 100468 ) If continuation sheet Page 6 of 39
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Review of the next MDS assessment dated
08/26/10 revealed the facility coded tha
assessment as an annual agsessment even
though they assessed the resident as having a
decline to extensive assistance in bad mobliity,
transfers, dressing, tolleting, personal hyglene,
and bathing.

Interview with the MDS Nurse on 10/20/10 at
10:15 AM revealed she was aware Resident #8

[ had a decline after the tall but feit the coding in
the annual assessmént would reflect the
significant change in activiiles of daily living. She
further stated the MDS should have been codad
as a significant change assessment. ‘ :
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO , F 280 F280 ' :
58D | PARTICIPATE PLANNING CARE-REVISE CP i

Resident #1°s care plan was updatedg;
to include  current.  nutrition!

The resident has the right, uniess adjudged
incampetent or otherwise found to be

incapacitated under the laws of the State, to approaches and " refusal to wea_ri
participate in planning care and treatment or . _ oxygen, as well as an overall review !
changss in care and treatment. . of the care plan to ensure accurate%
A comprehensive care pian must be developed care planning by the MDS |
within 7 days after the completion of the coordinator on 10/15/10
-comprehensive assessment; prepared by an i
interdisciplinary team, that includes the attending Resident #8’s floor mat was added to

hyslcian, a reglsterad nurse with responsibility : i
Forylhe resident, and other ﬁu:rproprleuepl staff In care plan approaches on 10/21/10 by’
disciplines as determined by the resident's needs, the unit manager f
and, to the extent practicable, the participation of :
the resident, the resident's family or the resident's
legal representative; and periadically reviewed
and revised by a team of qualified parsons after
‘aach assessment. i .

lontinaed o pa &
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F 280 | Continued From page 7 F280) Other care plans for residents

|| Based on observation, Inlerview, and record

faclity on October 8, 2010. Admission weight

"1 (178) pounds. Review of a physician's order,

This REQUIREMENT s not met as evidenced
by:

review It was determined the faciiity fafled to
ansure Comprehensive Plans of Care were
reviewed and/or revised for two {2) of sleven (11)
sarnpled residents (Residents #1 and #8).
Resident #1 sustained & thirteen (13) pound
welight toss, which was seven and thres tenths
percent (7.3%) loss, from October 8 to October
20, 2010. Physician's orders were obtained for
Ensure three (3) imes a day between maals;
however, the Comprehensive Plan of Care was
not revised to Include that Intervention. In
addilion, Resldent-#1 had oxygen ordered via
nasal canula at two (2) liters per minute: however,
Resldent #1 frequently removed oxygen from
nostrils and the Comprehensive Pian of Care did
not reflact the resident's frequent refusals to wear
oxygen as ordered. Resident #8 had a fall mat in
place however, the Comprehansive Plan of Care
was not revised to include that intervention,

The findings include:

1. Review of Resident #1's madical record-
revealed the resident was re-admitted to the

was documented to be one hundred seventy-six

dated October 12, 2010, revealed an order for
Ensure supplements three times daily.

Review of the resident's Comprehensive Care
Plan, dated September 2010 revealed the '
rasident's Comprehensive Care Plan had not
baen revised to include the ensure supplement

receiving supplements, oxygen and
residents that had fall preventions in
place were reviewed, by the unit
managers and QA Nurse 10/22/10
through 11/1/10 to ensure care plans
were updated accordingly

All residents care plans were
reviewed as a whole to ensure
accurate care plan revisions -were
compleled.  Review completedi
10/22/10 through 11/1/10 by the
MDS Coordinators and designated]
unit manager. B

The MDS coordinators were in-
serviced on 10/28/10 by the Regional
Nurse Consultant on updating care
plans as needed to reflect the!
residents current status, updating
care plans with new orders as
indicated,  making  sure  the
approaches and goals are realistic,
completing resident centered care!
plans, reviewing new orders and the
24 hour shift reports daily Monday
through Friday, and change of
condition policy. -
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F 280 Continued From page 8 . _ F280| Nurses were in-serviced on 11/1/10
' ;S:arvemion. related to an Intervention for weight by the DNS and QA Nurse on the
' _ ' new . change of condition. policy, !
Further review of tha resldent's medical record completing the change of condition|
revealed on Octobar. 20, 2010, the resident's form which includes the care plan
weight was documented to be one hundred update secti th I t
sixty-thres (163) paunds, a thirteen (13) pound, P ]d.a ¢ section, the new supp emenr
welght loss, which was a seven and three tenths policy.
percent (7.3) loss. o : :
: : All change in condition forms wil] be
a1 11150 AM rovastocafour () pommriio, 2010 reviewed daily by the DON, QA
on bed side table and water pitcher with a straw nurse or designee to ensure care plan
and Ice water available to drink. There was no updates are completed. The MDS
Ensure observed to be provided for the resident Coordinators ‘will review: care plans
on Qetober 19, 2010. Interview with-Resident - during the care plan meetings and
#1's family, at the time, revealed staff who . Co
brought the snacks provided a ginger ale for with significant changes to ‘ensuEe
Hesldent #1.to drink’ not Ensure_ that care planS I‘eﬂCCt the I‘eSldent 5
current status. The QA committee
Interview with CNAs #1, #2, #3, #4, and #5 on will review resident charts re-
October 19, 2010 from 1:45 PM until 5:50 PM, : o -
revealed no Ensure was providsd on the trays for admitted to the famhty fo ensure care 1
Resident #1, or at snack times, plans are updated to reflect current
) status
Further review of physiclan's orders revealed an
rder for oxygen at two (2) liters Inute .
3;;, c‘;’,,ﬂu‘ig. 2 @ perm ‘ via The DON, QA Nurse or designee
, . . will randomly review six care plans
Observatlon of Resident #1 on Octaber 19, 2010 weekly x 8 then monthly thereafter
at 11:30 AM, 1:20 PM, and on October 20, 2010, T it tool ure |
al :00 AM, 11:30 AM, and 2:00 PM, revesied ““"z‘“ig the Qg‘ at‘d‘t to ’tto aidon |
oxygen was in place and on two (2) fiters per care pians retlect current resident!
minute. However, interview with Fesident #1's | condition. The QA audits will be:
family on October 19, 2010 at 11:30 AM revealed reviewed through the QA processes g
Resident #1 frequently took off the oxygen from after audits completed. ; -
‘the resident's nose and lald the tubing aside. ' J1-2 40
Interview with Ceriified Nursing Assistants (CNAs)
=6RM GMS-2507(02-99) Proviaus Varsions Obeolsts Event ID; HAHT1 -Facility D: 100488 If continuation shest Page 9 of 39
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place.

"1 October 20, 2010 at 4;30 PM revesled the Cara

-| Inta the resident's medical record and used to
-update the Care Plan, The DON was unaware

#1, #2, #3, #4, and #5 on October 19, 2010 from,
1:46 PM untl 5:50 PM, revealed Resident #1 took
the oxygen from his/her nostrlls and threw the
tubing on floor. The staff stated the resident
required monitoring for the oxygen to remain in

Review of the Comprehensive Care Plan, dated
September, 2010 revealed no dooumented
evidence the Care Plan had been revised to
inciude Interventions related 1o the resident's
frequent removal of the physiclan ordered
oxygen,

Interview with the Diractor of Nursing (DON) on

Plan should be updated at each quarteriy and
comprehensiva review by the Minimum Data Set
(MDS) Coordinators, The DON stated when a
nurse wrote a physiclan's order, the orders
contained three (3) parts, with one part to be put

Resident #1's Care Plan had not been revised.

2. Review of Resident #8's medical racord
fevealed diagnoses which included Dementja,
and Osteoporosis. Review of the Quarterly
Minimum Data Set (MDS) Assessment dated
07/21/10, revealed the facility assessed the
resident as being severely Impaired in cognitive
skills for decislon making and required extensive
to total assistance with all Activities of Daily
Living. :

Observation of Aesident #8 on 10/19/10 at 11:25
AM, 1:30 PM, 1:50 PM, and 2:15 PM revealad the
rasldent was in the bed. Fall interventions were
noted which included a perimeter matiress, a
pressure alarm, bolster pillows on either side of

| STATEMENT OF DEFICIENGIES (X1} PROVIDERVSUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BULONG
B WIrJG c '
7 185242 : . 10/20/2010
NAME OF PAGVIDER OR SUPPLIEA STREET ADDRESS, CITY, STATE, 2P CODE : '
125 STERLING WAY
WINDSOR CARE CENTER
. . MOUNT STERLING, KY 40353 _ _ )
(X4} Ip SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION _ (X6)
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS8-REFERENCED TO THE APPROPRIATE AT
. _ DEFICIENGY)
F 280 | Continued From page 9 - F 280
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F 280 ] Continued From page 10 F 280 '

the resident, and the bed In low position. There
was a folded mat standing upright against a wall.

Further observation of the resident on 10/19/10 at
3:00 PM revealad the resident was in the bad with
tha mat on the floor on the left side of the hed.
Review of the Comprehensive Plan of Care dated
05/20/00 revealad the resident was at risk for
injury due to falls related to a history of dizziness,
a history of attempting to self transfer, was
non-ambulatory, unsteady on her/is feet,
recelved paln medications and psychotropic
medications, incontinence of bowel and bladder,
and had a History of Falls. Furlher review of the
Plan of Care revealed the fall interventions dld not
Include the use of a fall mat.

Interview on 10/20/10 at 10:15 AM with Certified
Nursing Assistant (CNA) #10 revealsd she was
assigned to the regident on the day shift on
10/19/10. She stated someone else had assisted
the resident back to bed and she did not realize
the mat was not on the floor until she did rounds
shortly before 3:00 PM. Review of the Nursing
Assistant Plan of Care dated 10/10 revealsd there
was no fail intervention noted for the use of & fall
mat.

interview oh 10/20/10 at 3:00 PM with MDS
Coardinator #1 revealed the nurse who Initiated
the fall mat should have revised the Plan of Care
to include the fall mat. She furlher stated she
aleo revised the Care Plans during Quarterly and
Comprehensive MDS review. She stated, she
raviewed the resident records, and observed the
-regldents for any fall interventions whan revising a
Plan of Care. Further review, revealed she was
unsure why the fall mat was not on the Care Plan,

ORM GMS-2567(02-98) Prevlous Verslons Obsclets Event 1D: H3HT11 Faciliy ID: 100488 if continuation shest Page 11 of 39 .
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{X2) MULTIPLE CONSTRUGTION

‘The services provided or arrﬁnged by the facllity

must meel professional standards of quality,

This REQUIREMENT is not met as evidenced
by &

Based on observation, interview, and record
roview, Il was determined the facllity failed to
provide services to meet professional stendards
of quality for two (2) of aleven (11) sampled
residents (Resident #1, and #2). Resident #1
sustained a significant walght loss of thirteen (13)
pounds, seven and three tenths percent (7.3%)
from Qctober 8 to October 20, 2010, Physician's
orders, dated Oclober 12, 2010, rovealed
Resident #1 was to receive Ensure supplements
three times dally. There was no evidence the
resident racaived the supplements as ordared. In
addition, Resident # 2's Physiclan's Orders were
not followed regerding a motion detector for
prevention of talls, Physical Therapy, and

to include current approaches and the !
fac1hty ensured that the resident was;

receiving the ensure as ordered by
the nurse manager on 10/19/10 '

Resident # 2’s motion detector was:
repaired on 10/20/10 by the umtl
TUTSE Mmanager. :

Resident #2’s therapy order wasi
clarified to meet resident’s current.
restorative needs on 10/21/10 by the-
physical therapist director. -
Restorative nursing program level 3
re initiated on 10/21/10 per MD
order. ‘
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F 280 Continued From page 11 F 280
Interview on 10/20/10 at 4:10 PM and 4:20 PM
with the Dlractor of Nursing(DON) revealed the
falls were reviewad weekly in the Fall Meeting
and the Plans of Care were reviewed and
| updated at that time for new falls, She was
unsure why the fall mat was not on the Care Plan,
Further interview with the DON on 10/20/10 at
4:20 PM revealed she had just called and spoken
with the nurse who assessed the resident aftér
the resident sustained a fall on 07/28/10. She
stated the nurse had initlated the fall mat and had
falled to revise the Pian of Care and
communicate the intervention to nursing.
281 | 483.20(k)(3)(l) SERVICES PROVIDED MEET Fa81| pagy .
88=0 | PROFESSIONAL STANDARDS Resident # 1’s care plan was updated .

EQAM CMS.2667(02-08) Previous Verslona Chsolete
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1, Hev!eu} of Resident #1's madical records
‘| revealed Resldent #1 was re-admilted to the

| The medicat record further revealad a dietary

{RD), on October 11, 2010, which resulted in a

- | Resldent #1 did not receive the ensure

-1 The AD stated Ensure was recommended for

Restorative Nursing.

The findings Include:

facility on Qctober 8, 2010 with an admlsslon
welght of one hundred seventy-six (176) pounds,

recommendation from the Registeréd Dieticlan

physician's order dated Qctober 12, 2010, for
Ensure thrae ( 3) times per day belween meals,
Further review of the walight racord for Resldent
#1 ravealed a weight of 170 pounds on Oclober
15, 2010, A physician communication form was
completed and {axed to Resident #1's physiclan
stating, "Resldent has had approximately twanty
(20) pound welight loss since acute lliness and .
low back paln, current welght 1s 170 pounds®.
Orders were obtained far Megace ES 625 mg
avery day from Reslident #1's physiclan. Resident
#1's welght was 183 pounds on Qctober 20,
2010, a total weight loss of thirteen (13) pounds
since readmission from the hospital on October 8,
2010.

Observations on Octaber 19, 2010 revealed
supplament at the 10:00 AM snack.

An interview with the Registered Dieticlan (RD} on
Qctober 19, 2010, at 4:00 PM, revealed Resident
#1 returned from tha hospital on Qctober 8, 2010.

Rasldent #1 three (3} times a day, between
meais, 10 ba given as a snack at 10:00 AM, 2:00
PM, and 8:00 PM.

| unit

} required the supplements in order to |

WINDSOR CARE CENTER . MOUNT STERLING, KY 40353 _
" {X4) ID SUMMARY STATEMENT OF DEFICEENCIES 1D PROVIDEF'S PLAN OF CORRECTION e
PREFIX (EACH DEFICIENGY MUBT BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION BHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
- DEFICIENCY)
F 281} Continued From page 12 £ 281| Other charts were reviewed to ensure |

that all residents with orders ?f‘orl
supplements were receiving them per
MD orders. No other dlscrepalwleS'
were noted; conducted 10/20/10 ;
through 11/1/10 by the unit.
managers and the QA Nurse, A

Other residents with alarms/motionf
detectors were reviewed to ensure:
that the equipment was functioning:
properly. No other discrepancies|
noted, completed 10/21/10 by the
managers and MDS :
Coordinators.

The dietician reviewed all. residents |
receiving supplements on 10/26/10 :
through 10/28/10. Supplements were |
reviewed to ensure that they were |
ordeted and if the residents still

switch over to our new supplement
policy.

Therapy Director on 10/22/10°
reviewed residents that had been
discharged in the past 30 days to
ensure that the orders were written
appropriately

FORM CMB-25687{02-08} Pravicus Verslons Obsolele

Event iD;H3HT11
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(Y 1D SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER’S PLAN OF GORRECTION 5)
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F 281 /C:or-ltltnue’d Fro;rh;i:ra'g? : X tD!eta Manaq F 281 Physician’s orders were reviewed for
n interview w & Assistan ry Manager :
on October 19, 2010 at 3:50 PM, revealed the the last 30 days to ensure orders,
tray cards for Resident #1 indicated the resident were being followed. Reviewed by
was to receive the Ensure supplement. The the unit mana :
assistant Dletary Manager stated staff In the 11/1/10 ?ﬁgegs. 10/22“9 through
| kitchen sent suppiements 1o 1he floor, as ordered, N0 other discrepancies noted,
and the floor staff distributed the snacks for )
residents. The interdisciplinary team was in-
serviced by t i
An Interview with CNA #6 on October 19, 2010 at Consultant y hel 01/?288%110(;1 al Nurse
4:00 PM, revealod snacks wete passed at 10:00 , on on the
AM., 2:00 PM, and a.snack was passed on the equipment check procedure, the new |
second-shilt at 8:00 PM.. CNA #6 was _ supplement policy/ system change. |
responsible for distributing hydratlon snacks and . i
ordered supplements. This CNA was unaware " . J
Ensure was ordered for Resident #1 unti the ngses were In-setviced by the DON |
tamily asked about the supplement. CNA #6 and QA Nurse on 11/1/10 on the new |
stated shacks were prapared In the kitchen, the equipment check policy, transcribing |
| CNAsg on the ficor obtalned the snack cart from and carrying out the orders, !
the kitchen and distributed what was on the cart. completing the condition chanee !
The CNA slated all residents wilh supplements f i change
ordered had thelr name, date and the time the orm and the new supplement policy. |
supplement was due on the side of the : ;
supplament. Therapy director was in-serviced onig
: 10/21/10 i i i
An interview with the Kitchen empioyess #1 and the ofh l:g -hl—s r egional d.l rector‘andé
#2, on Qotober 20, 2010 at 10:20 AM until 10 130 Other therapists were in-serviced |
AM., revealed kitchen staff prepared snacks on by the rehab director on 10/25/10 on |
separate lrays with the residents name, date, and the policy and procedure for writihgf
time the supplement was due on a sticker affixed discharge orders, : H
to the side of the supplement. Kitchen employees i
#1 and #2 were unaware of the physician's order
for Ensure supplements for Resident #1 until
October 20, 2010 when Resident #1's family
notifled the staif of the physician's arder. The
kitchen employees stated Ensure snacks wore
sel aside for Resldent #1 starting on October 20,
2010, when they became aware of the physician's
ordet,
Faclllty 1D: 100468 - i continuation shast Page 14 of 39
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(Xd) 1D SUMMARY STATEMENT OF DEFICIENCIES it PROVIDER'S PLAN OF CORRECTION (<8}
PREFIX {(EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAQ AEGULATORY OH LSC IDENTIFYING INFORMATION} TAG cnosa-HEFEﬂEggFE&E Tg éy)e APPROPRIATE DATE
F261) Continued From page 14 F281) The nursing assistants were in-
An Interview with the Assistant Dletary Manager scrv1cec_i on docum_ecri\tmg ,the
(ADM} on October 20, 2010 at 10:35 AM revealed restorative programs and reporting
the Ensure order was placed in the computer by refusals - to the nurse starting
!hedDit;stat;v Manegetr&;wdA 5‘?;‘;‘* on J!Le ;mv 10/22/10 and completed 11/1/10 by
cards to be given a , y an .. : : :
The ADM stated staff who perform the tray line :ll:e QAknu:ise, mgh.t shift nurse and
| services were difforont from the snack line ¢ weekend supervisor. ,
service, agd Sktjaff f"lf_:r:?:élﬂgdsna‘-‘f'ks E«rere b Supplements have been added to the
unaware Resident #1 had orders for Ensure to be o .
given between meals unit October 20, 2010 ' med;.catrond (rlecord for nurs mgk to
when the family of Resident #1 told CNA #8 that provide and document amount faken,
| Residant #1 had not recsived the Ensure. the DON, QA Nurse or designee will
-audit the medication records weekly
2. Review of Resident #2's medicai record x4, then twice monthly and monthly
revealed diagnoses which Included.Dementia, th ’ fier to et ’ it
and Cerebral Vasoular Disease. Réview of the erealter to ensure compiiance wit
Minimum Data Set (MDS) Assesement dated the system change. Audits will be
08/26/10 revealed the facillty assessed the : reviewed through the QA processes.
resident as gustalning falla'in the past thirty (30)
days and thirty-one to one hundred eighty ' . .
(31-180) days, and recelved restorative nursing Alarms/motion  detectors  will ~ be
for Active Rangs of Motion (AROM) and audited by. department supervisors
ambulation for the past seven (7) days. daily as assigned utilizing the safety
| Review of the Physiolan's Orders daled 10/10 device audit tool to ensure placement
revealed Orders for a bed motion detection to the and functioning. QA aud.sts tools will
bed, and to check placement and function every be reviewed at the daily (Monday
shift. thru Friday) QA meeting for
b o fﬁ dent #2 ' 10/20/10 a1 9:00 compliance. The QA committee will
servation of Resident #2 on at9: : ;
AM revealed the resident was in the bed with two rev:je-_w the c;uréent processes and.
(2) one half (1/2) side rails up and a bed alarm in modify as needed.
place. Interview with the Certitied Nursing
Assistant (CNA) #11 who was emptying the trash Restorative documentation sheets|
on the resident's side of the room, revealed shie added to the unit manager’s task listil
was sometimes assigned to he realdent to review weekly with any trends to
‘| however, was nel assigned to him/her that day. : Y yit
Shae stated she was assisting another CNA who be reported to the QA committee. |
FORM CMS-2667(02-99) Provious Vorstons Ohsolote Event ID:HaHTH FachRy ID: 100488 if cantinuation sheel Page 16 of 30
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{ the nurses and CNAs were to check the function

‘Interview on 10/20/10 at 9:30 AM with CNA #12

-awera there were any motion detectors in the

1 intervention for the bed mation detectoy.

was assigned (o the resident. Further interview
with CNA #11 revaaled the resident did not have a
bed motion detector. ' _

Observation of the resident on 10/20/10 at $:20
AM with the Nurse Manager assigned to the
resident, revealed there was a motion detector on
the bedside 1able; however, the detector did not
alarm with movement in front of the detector.
The Nurse Manager checked the detector and
stated It was on "chime” and was delayed In
alarming. She stated It was set wrong and should
have been set on "afarm” in arder to-alarm with
motion I front of the detector. She further stated

of the molion detectors evary shift to ensure they
ware functioning properly. She stated CNA #12
was assigned to the resident.

who was assigried to the resident, revealed the
resident had a bed alarm, but no motion detector
which she was aware. She stated she started her
shift at 6:45 AM and was not aware she was
assignad to the resldent bécause she had been
gelting residents up for breakfast all morning,
Further Interview revealed she did not check bed
alarms al the beginning of the shift and was not

building. She stated she reviewed the Nurse Aide
Care Plans which were In a book at the nurses
station when caring for the residents. Review of
the Nursing Assistant Plan of Care revealsd an

Further review of the Physician's Qrders dated
10/10 revealed Orders for the Restorative Nursing
Program Level two (2) to the upper extremities,
parlicipate In exercize group and activities for flve

(STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION - IDENTIFIGATION NUMBER: COMPLETED
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B, WING ‘ : c
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DEFICIENCY)
F 281 | Continued From page 15 F 281 Therapy supervisor to provide the

QA committee with a list of residents |
discharged from ‘therapy weekly,.
utilizing the list the restorative
manager or designee will conduct a
weekly audit to ensure they have a
copy of the discharge order and a

restorative order as applicable upon
discharge. ‘

Physician orders will be reviewedf
daily by the unit managers, weekend |
supervisor or designee to ensuref
orders are transcribed correctly. Unit|
managers or designee will audit|
orders weekly to ensure orders are|
being followed ' >
197/
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Continued From page 18

| restorative aldes completed level Il, and the aides

-attended the exerclse program which was

| Interview on 10/20/10 at 2:45 PM with CNA #11,

to seven days per week and Festoratlve Nursing
Program Level three (3) for ambulation with
roliing walker five (5) to seven (7) days a week,

Further review of the Physlcian's Orders dated
08/16/10 revealad Orders for Physical Therapy to
evaluala and treal four (4) times per waek for four
(4) weeks and to disconlinue the restorative
nursing pragramn for the lower exiremities.

Review of the Dally Documentation for
Restorative Nursing for 10/10 revealed a "W" was
documented for the minutes for 10/01/10 through
10/18/10 for ambulating the resident to the
bathroom with a rolling walker.

Interview on 10/19/10 at 2:00 PM with the
restorative aide revealed Physical Therapy and
Occupational therapy completed laval }, the

on the floor completed levei Ili rastorative
aclivitles. She further stated the residant

consgidered level ll. Centinued Interview, revealed
the resldent was level Il for ambulation to the
bathroom and the aldes on the floor were
rasponsible to ensure it was done.

Interview on10/20/10 at 9:30 AM with CNA #12
who was assigned to the resident, revealed she -
did not ensure the resident was ambuiated to the
bathroom. She indicated she was unaware the
resident was lo receive restorative nursing
although she was completing the Daily
Documentation Sheet for Restorative Nursing.

who worked on Resident #2's unit revealed she
was sometimes assigned to the resident and was

F 281
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.carried out, because it was the Nurse Managers

‘Interview on 10/20/10 at 1:50 PM with the Nurse

Conhnued From page 17

unsure if the resident was to be ambulaied. She
stated she did not ambulate the resident o the
bathroom when she was assigned to the resident,

Inferview an 10/20/10 at 3:00 PM with CNA #13
revealed she was oftan assigned 1o the resident,
and she ambulated the resident to the bathroom .
some days,; however, the resident sometimes
refused. She stated if the resident refused she -
would document “W* for withheld on the Daily
Documentation Sheet, She stated the resident
often refused; however, she had not reported it to
the nurse because the nurses were responsible
for checking the sheets and shouid be aware If
the resident was refusing.

interview on 10/20/10 at 1:45 PM with the
Restorative Nurse revealed the rasident was on
tevel Hll for ambulation and the aides on the floor
wore to ambulate the resident to the bathroom:.
She stated the resident attended the leval It
exercise program and somelimes participated.
Continued intarview revealed she was unable to
tell if the resident was ourrently receiving Physical
Therapy (PT) by record raview. She further
staled, she was to ensure the aides on the floor
were completing the Restorative Nursing
Program {RNP); however, she depended on the -
Nurse Managers to let her know when a resldent
was no longer gelting the RNP due to refusal or
decline.” Further intervlew revealed she did not .
review the Daily Documentation for Restorative
Nursing Sheets to ensure the RNP was being

responsibility.

Manager revealed she reviewed the hydration
and bowel sheets; however, did not review the
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‘was currently recelving Physlcal Therapy (PT)
-and could not tell by record review. She stated, if
| the resident were receiving PT, the Daily.

| with the restorative nurde. He further stated he

Dally Documentation for Restorative Nursing.
She further stated she was unaware the
intarvention to ambulate the resident to tha
bathroom was being withhéld. Continued
Interview revealed she was unsure if the resident

Docurmantation for Restorative Nursing Sheet
should have been pulled out of the book and
placed in the book with new interventions at the
completion of PT, o

Interview on 10/20/10 at 4:20 PM with the Director
of Nursing, revesled the Rostorative Nurse was to
check the documentation to ensure the Daily
Documentation for Restorative Nursing was being
completed and was responsible for ensuring the
restorative nursing was completed by the aides
for the lovel Il and level I} programs.

Phone Interview with the Physlcal Theraplst and
racord review of the Physical Therapy (PT) Dally
Treatment Record on 10/20/10 at 3:20 PM,
revealed the Physical Therapist had been working
with the resident in PT fram 09/19/10 through
10/06/10. He stated ha had failed to complete the
discharge summary to included the instructions
for restorative nursing and failed ta communicate

should have written instructions for restorative
nursing on the Physician's Orders to be signed by
the Physician. Continued interview raevealed
there was a weekly meeting held to discuss
whether residents altending PT needed to be
discharged to restorative nursing, The mesting
inciuded the Administrator, the Director of
Nursing, the Unit Mangers, and the Quaiity
Assurance Nurse. He stated the resident had
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been discussed in the meeting recently, haowever,
the Physiclan's Order for restorative nursing did
not gel written due to It belng a "crazy" month,
F 282 | 483.20(k}(3)(ll) SERVICES BY QUALIFIED F282) F2R?

S8=D P’ERSONS/PEH CARE PLAN -

{ The services provided or arranged by the facility
must be provided by qualified parsons in
accordance with each reslident's written plan of
care, :

This REQUIREMENT s not met as evidence

by ‘
Based on observation, imterview, and recotd
review it was determined the facility failed to
ansure services were provided In accordance with
each resident's written Comprehensive Plan of
Care for one (1) of elght (8) sampled residents
{Resident #2), ,

The findings include:

Review of Resident #2's medical record reveaied
diagneses which included Dementia, and
Cerebral Vascular Disoage. Review of the
Minimum Data Set (MDS) Assessment dated
08/26/10, revealed the facility assessed the
rasident as sustaining falls in the past thirty (30)
days and thirly-one to one hundred eighty
(31-180) days.

Review of the Comprehensive Plan of Care dated
08/31/10, revealed the resident had a history of
falls refated to decreased mobility, cognitive
status, and bowef and bladder incontinences.
Review of the fall interventions revealed an
Interventlon for a bed motion datector.

Resident #2°s motion detector was -
repaired 10/20/10

Other residents with alarms/motion
detectors/ fall prevention equipment
ordered were reviewed to ensure the -
equipment in place and functioning,

Rooms were checked for any other
‘equipment not ordered, Completed
on 10/20/10 by the unit managers

and MDS Coordinators

All care plans were reviewed by the
MDS Coordinators and designated
unit manager 10/22/10 through
11/1/10  to  ensure care plan:
interventions are being implemented.

The interdisciplinary team was in-
serviced by the Regional Nurse
Consultant on 10/28/10 on the

equipment checklist p'rocedure_ and
the QA audit tool.
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