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F 000 | INITIAL COMMENTS FO00! The following constitutes the -
: ' facility’s response to the findings of :
An Abbrevlaled’?‘t{wey invezsligaﬂn%\no the Department for Health Services |
#KY00015454, KY00015472; and, KY00015285 : Teal
was Initiated on October 14, 2010 and concluded and does not constitute an Iadr_mssnor: :
on October 20,2010. KYQ0016472 was foundto | of the facts alleged or conclusions set ,
be unsubstantiated. KY00015285 and forth on the summary statement of |
KYO0005454 were substantiated. Deficiencias deficiencies. :
were cited with the highest scope and severity
: being “D". - " This plan of correction is prepared as -
F 157 | 483.10(b)(11) NOTIFY OF CHANGES F 17| 1S plan ofct 8 prep ;
88=D | (INJURY/DECLINE/RQOM, ETC) ' required by the provisions of the!
- Health Safety code, 42 CFR and;
-Afacilily must immediately inform the resident: CoRSHtu \? L8N s - written:
consult with the resident's physician; and if c @eﬁ%m o cobibliance ,
known, notily the resident's legel representative g {1 b
or an interested famlly member when there is an R DEC - 2 2010 l
accident involving the resident which resuits in F§% ‘ ?
injury and has the potential for requiring physician u\ j !
intervention; a signlficant change in the resident's ) ‘
physical, mental, or psychosoclal status (l.e., a ) ..
deterloration In heaith, mental, or psychosocial Resident # 1's incident report was
statug in elther life threatening conditions or “completed, POA notified 10/11/10
clinical complications); a need to alter treatment and physician notified 10/21/10 of

significantly {l.e., a nead to discontinue an

existing form of treatment due to adverse probable fall

consequences, or o commence a new form of :

treatment); or a decislon to transfer or dlscharge Other resident’s conditions were |
the rasident from the tacillty as specified in reviewed and staff interviews were !
§483.12(a). _ o conducted to ensure all other]

The facllity must also promptly notify the resident required reports were completed and |

and, if known, the resident's legal representative the MD/POA were notified of alll

or interested family member when there is a changes in condition. No other;

change in room or roommate agsignment as
specified in §483.16(e)(2); or a change In
resident rights under Federal ar State law or
regulations as specified in paragraph (b)(1) of
this seclion,

incidents  were  noted.  Audit]

LABORATORY RIRECTOR'S OR PHOVID%&EH REPFIEGENTATIVE'S SIGNATURE {X8) DATE

. WTLE
(L L nistra oy sa2-9-40

Any deliclency slatement ending wilh an asterisk (*} dﬂg a deficlancy which the Inafitutlon may be excused from corecting providing it la determined that
othér safaguards provide sufficient protection ta the p 1. {See Instructions.} Except for nursing homes, the findings stated above are disclosable 0 days
following the date of survey whather or not a plan of correction is provided. For nursing homes, the above findings and plans of corredtion are disclosable 14
days faliowing the dale these documents are made avallable to the facilty. If deficlencles are clled, an appreved plan of correctlon fs requisite to continved
program paricipation.
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F 157 | Continued From page 1

The facility must record and periodically update
the address and phone number of the residant's
logal representative or Interested family member.

Thig HEQU!REMENT Is not met as evidenced

¥ .
Based on interview and record review, it was
| dstermined the facliity falled to Immediately
inform the resident's physician and legal
representative of an accident with the potential for
alteratian in treatment for one (1) of eleven (11)
sampled residents (Resident #1). Resident #1
alieged having an unobserved fall an September
30, 2010, the unit nurse was noftified; however the
resident's physician or legal representation was
not notifled of the fall for Resident #1.

The ﬁ'ndings include:

Review of Resident #1's medical record ravealed
diagnoses which included Hypertension,
Congestive Heart Fallure, Hypothyroldism,
Chronic Obstructive Pulmonary Disease,
Coronary Artery Disease, Anxiety, Dapression,
Senife Dementla, Psychosis, and Alzheimer'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 unable 1o say it a
fall had occurred. The resident was able to
answer simple yes and no questions; however the
resident became easily confused.

Intarview with Raesident #1's family on 10/19/10,
at 11:30 AM, revealed the resident told the family

of the fall sometime at the end of September,

F157| conducted by unit managers, MDS |
coordinators and completed 11/1/10 !
|

Nurse’s  re-education initiated|
10/08/10 and completed 11/01/10 on |
incident reporting, documentationf
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 bel
conducted weekly x 8 weeks and
then monthly thereafter utilizing the
QA audit tool by DON, QA Nurse or
designee to ensure notification of
changes were conducted. | p-a- o
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F 157

| hall way that Resident #1 resided. According to

‘09/30/10; however, the UM stated the UM was

nnursing station, and no complaints from Raaident

Continued From page 2 ]
2010. The famliy stated the Director of Nursing
(DON) was notifled 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 Cerlified Nurse Aasistant (CNA) #1,
and CNA #2 on 10/19/10, at 5:05 PM and 5;15
PM, revealed Resident #1 had reported falling to
the CNAs. Further interview revealed the CNAs
had reported the fall to the unit manager on the .

the CNAs, Resident #1 did not have any injuries
that were visible, and the resident denied any
complaints of pain, other than what was usual for
the resident. :

Interview with the Unit Manager (UM) of Sterling
Place {unit where the resident resided) on
10/19/10, at 2:00 PM, revealad, the CNAS had
reported that Resident #1 had fallen sometime on

unsure if Resident #1 had fallen related to the
ciose proximity of Resident #1's room to the

#1 were vaoiced. The UM stated no investigation
was Initlated, the physician was not contacted,
and the responsible party was not contacted
regarding any fall.

Interview wilh the Director of Nursing (DON}) on
10/20/10, at 3.00 PM, revealed when Resident
#1's family notified the DON of the alleged fall, an
Investigation was conducted which included a
review of Resident 1's medical record, x-ray
reparts, diagnoses from the hospital, Nursing
Notes, transfer summary, and pain medication.
The DON interviewed CNAs and Nurses who
work on the Sterling Place hali way and
concluded that a "fall oceurred most likely, and

F157
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$8=0 | AFTER SIGNIFICANT CHANGE

A facility must conduct a comprehensive
assessment of a resident within 14 days after the
" | Hacifity determines, or should have determined,
that there has been a significant change In the
resident's physical or mental condition. (Far
purpose of this section, a significant change
means a major dacline or improvement In the
resident's status that will not normally resolve -
Itseif without further Intervention by staff or by
implementing standard disease-related clinical
interventions, that has an impact on more than
one area of the resident's health status, and
tequires intardisciplinary review or revision of the
care plan, or both.)

| This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview, and racord

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
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F 157} Continued From page 3 F 157
was not addressed”. The DON stated :
re-aducation was Inifiated with the unit manager,
furses and CNAs that worked on the Sterling
haiiway. The DON stated that an investigation,
‘physician notification, and the responsibie party
must be notifled when any fall/alieged fall
aacurred. :
Review of the facliity's policy for physicianfamily
notification polley/procedure datad September 1,
2006 stated the physician 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)(ii)) COMPREHENSIVE ASSESS F274] F274

Resident #1 was in the process of
having a  significant change
assessment completed with an ARD
of 10/15/10 was completed on
10/21/10 by the MDS coordinator
per RAI 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 ;

FORR CMS-2667(02-08) Previous Varslons Qbedlete Event iD:HAHT 11
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(Residents #1, and #6). Resident #1 had a
quarterly review dated September 10, 2010.which
did not reflect & persistent leve! 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, Residant #6 had &
quarterly review dated 08/02/10, then had a
decline in multiple activities of daily living after a
fail on 08/15/10, However the next assessment
datad 08/26/10, was caded as an annhual
assessment instead of a significant change
assessment, '

The findings include:

1. Review of the medical record for Resident #1
revealed, physiclan's orders for pain management
ragarding lower back pain dated August 26, 2010
with Lortab (narcotic pain medication) 5/500
miilgrams (mgs) every eight (8) hours, The
physicians orders were changed related to
continued pain on August 31, 2010 to Lortab
7.5/500 mg every six (8) hours scheduled for
pain. Further review revealed an September 3,
2010 orders were writtan for Lortab 10/600 mg
every eight (8) hours for pain, and on September
19, 2010 orders were written for Percacet
(narcotic pain medication) 5/326 mg every four
(4) hours as needed o be alternated with Lortab
10/500 mg every eight (8} hours routine, and
schedule an MRI {magnetic resonance imaging)
of the bdck, on September 30, 2010 discontinued
Lortab, and changed Percocet to 10/325 mg
evary six (6) hours routine, Further raview of the
medical record revealed Resident #1 was
exhibiting a deciine in walking to the dining room
for meals, an Increase in confusian, and mood

swings.
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F 274 | Continued From page 4 F 274 was  transmitted and accepted.

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 TI
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. j
Review was completed on 11/1/10

The MDS coordinators were in-
serviced on the definition of a
significant change in status, time
frames for completing a significant
change, completing care plans when
a change occurs, how to docuiment
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 |
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- | to the September 10, 2010 quarterly assessment.

| September, and the significant changa was not

| Interview with Resident #6 at that time revealed

Interview with the MDS Caoordinator on 10/20/10
at 3:00 PM, revealed the quarterly review for
Resldent #1 was due on 09/10/10 and the
Coordinator was watching for a significant change
and hoping Resident #1 would "pull out*,
Howsver, the resident went to the hospltal on
October 4, 2010- October 8, 2010 and returned
on Medicare. The MDS Coordinator stated
he/she was not satisfled the significant change
was neoded. The MDS Coordinator stated a
Nurse Assessment Coardinator (NAC) note was
usually generated and aitached to the MDS;
however no NAC note was generated or attached

The MDS coordinator stated the MDS was due
and the MDS 3.0 assessments were starting in

done. The MDS coordinator stated the significant
change shouid have been completed for Resident
#1 on September 10, 2010, '

2. Record review revealed Resident #6 was
admitted to the facility on 03/17/09 with dlagnoses
which Included Diabetes Mellitus and
Osteoporosis. Review of the quarterly MDS
dated 06/02/10, revealed the facllty assessed the
resident as being independent in bed mabllity,
requiring supervision with transfers, ambulation,
dressing, tolleting, hyglene, and bathing,

Observation of Resident #6 on 10/19/10 at 11:15
AM revealed the resident was alert and oriented
and sitling in a recliner chair in his/her room.

the resident sustalned a fall on 08/15/10 and
fractured the left tibia. Interview further reveajed
he/she feit like the fracture occurred and caused
the fall.

-Resident changes in condition forms !

| Readmissions will be reviewed by
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F 274 | Continued From page 5 F27r4

was completed on 11/01/10 by DNS 5
and QA nurse.

will be reviewed daily by the QA
committee members or designee, any
resident that meets the criteria for a |
significant change in status per RAI |
guidelines will be documented at the i|
QA meeting and the DON or!
designee  will  direct MDS
coordinators  to  complete a
significant change assessment

q

the QA team on the next businessl ‘
day to ensure that if a resident has |
had a significant change, that the;g
proper assessment is completed by !
the MDS coordinator per the RAI
guidelines. The MDS coordinator is |
responsible for compliance. ;

The DON, QA Nurse or designee
will conduct six chart reviews'
weekly x 8 weeks and monthly
thereafter ~for significant changes in
condition per the QA audit tool and
the audits will be reviewed with the

QA committee
2719
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-1 had & decline after the fail but felt the coding in

Continued From 'pageﬁ '

Review of the next MDS assessment dated
08/26/10 revealed the facility coded the
assessment as an annual assessment even
though they assessed tha resident as having a
decline to extensive assistance in bed mobility,
transfers, drassing, toliefing, personal hygiene,
and bathing.

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

the annual assessment would reflect the
significant change In activittes of daily living. She
further stated the MDS should have been coded
as a signlficant change assesament,
483.20(d){(3), 483,10(k)(2) RIGHT TO _
PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompetent or otherwise found 1o be
incapacitated under thie laws of the Stats, to
participate in planning care and treatment or
changss in care and treatment.

A comprehensive care plan must be developed
within 7 days afler the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the altending
physictan, a registerad nurse with rasponsibility
for the resident, and other appropriate staff In
disciplines as determined by the resident's heeds,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal reprasentative; and periodically reviewed
and revised by a team of qualified pergons after
each assessment.

F 274

F 280 F280

to  include  current

care planning by the MD

coordinator on 10/15/10

care plan approaches on 10/21/10 b
the unit manager

fv’(}'\r‘}}fﬂu{fcl o P4 8’

i
3

Resident #1°s care plan was updated |
nutrition |
approaches and refusal to wear |
oxygen, as well as an overall review
of the care plan to ensure accurate |

S:

Resident #8’s floor mat was added to |

y'
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F 280 Continued From page 7 F280 Other care plans for residents

- | review It was determined the facllity failed to

"| {176) pounds. Review of a physician's order,

This REQUIREMENT s not met as evidenced

by: .
Based on observation, interview, and record

ansure Comprehensive Plans of Care were
reviewed and/or revised for two (2) of eleven (11)
sampled residents (Residents #1 and #8).
Resident #1 sustaired a thirtean (13} pound
welght loss, which was seven and three tenths
percent (7.3%) loss, from October 8 to Qctober
20, 2010. Physician's orders wera obtained for
Ensure three (3} times a day batween meals;
however, the Comprehensive Plan of Care was
not revised to Include that intervention. In
addition, Resident #1 had oxygen ordered via
nasal canula at two (2) liters per minute; howsver,
Resident #1 frequently removed oxygen from
nostrils and the Comprehensive Pian of Care did
not reflect the resident's frequent refusals to wear
oxygen as ordered. Resident #8 had a fall mat in
place however, the Comprehensive Pian of Care
was not revised to include that intervention.

The findings include:

1. Review of Resident #1's medical record:
revealed the resident was re-admitted to the
faclity on October 8, 2010, Admission welght
was documented to be one hundrad sevanty-gix

dated Qctober 12, 2010, ravealed an order for
Ensure supplements three times daily.

Review of the resident's Comprehensive Care
Plan, dated September 2010 revealed the
resident’s Comprehensive Care Plan had not
been rfevised tc include the ensure supplement

receiving . supplements, oxygen and
tesidents 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 plang were,|
reviewed as a whole to ensure
accurate care plan revisions were
completed.  Review completed |
10722/10 through 11/1/10 by the| |
MDS Coordinators and designatedl

unit manager,

f
i

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.

FORM CMB-2667(02-88) Pravious Versions Obaalels Event ID: HAHT 11
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F 280 Continued From page 8 _ F 280 Nurses were in-serviced on 11/1/10
' :géesr‘venﬂon. related ta an intervention for weight by the DNS and QA Nurse on the
new change of condition. policy, !
Further revisw of the resident's medical record completing the change of condition|
revealed-on October. 20, 2010, the resident's form which includes the care plan
welght was dacumented to be one hundred unda . t
sixty-three (163) pounds, a thirteen (13) pound, p ld fe section, the new supplement
weight logs, which was a geven and three tenths policy.
percent (7.3) loss, :
: ' All change in condition forms will be
Observation of Resident #1 on October 19, 2010 reviewed daily by the DON, QA
at 11:30 AM revealad a four (4) ounce ginger ale . :
on bed skie 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 Octaber 19, 2010. Interview with Resident - during the care plan meetings and
1 #1's family, at the time, revealed staff who : Y S :
brought the snacks provided a ginger ale for with significant changes to cnsure
Resident #1 to drink, not Ensure. that care plans reflect the resident’s
current status. The QA committee !
Interview with CNAs #1, #2, #3, #4, and #5 on will review resident charts re-
October 19, 2010 fram 1:45 PM until 5:50 PM, . y i
ravealed no Ensure was providaed on the trays for admitted to the fac1llty to ensure care %
Resident #1, or at snack times. plans are updated to reflect current
) status
Further review of physiclan's orders revealed an !
et for oxygen at two (2) liters inute vi . ;
g;‘;a; c‘;'nnu‘{g, (2) liters por m ut‘e. @ The DON, QA Nurse or designee !
i . will randomly review six care plans |
Observatlon of Resldent #1 on October 18, 2010 weekly x 8 then monthly thereafter
at 11:30 AM, 1:20 PM, and on Qctober 20, 2010, Yzt ; e
at 9:00 AM, 11:30 AM, and 2:00 PM, revealed ““hzmlg the ng a:‘d’t t‘ml’t o e
oxygen was In place and on two (2) liters per carc plans retlect current resident!
minute. However, interview with Resident #1's condition. The QA audits will be
famity on October 19, 2010 at 11:30 AM revealed reviewed through the QA processes
Resident #1 frequently took off the oxygen from after audits completed. 1
the resident's nose and laid the tublng aside. J]-2-40
interview with Certifled Nurslng Assistants (CNAs)
"ORM CMS-2667(02-90) Pravious Vargions Obsolata Evant ID; HIRT11 -Fachity 10: 100468 It continuatlon sheet Page 9 of 39
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F 280 | Continued From page 9 - F 280

M1, #2, #3, #4, and #5 on October 19, 2010 from
1:45 PM untll 5:50 PM, revealed Resident #1 took
the oxygen from hisfer nostrils and threw the
tublng on floor. The staff steited the resident
required monttoring for the oxygen to remain in
place. : .

Review of the Comprehensive Care Plan, dated
September, 2010 revealed no documented
evidence the Care Plan had been revised fo
Include Interventlons related to the resident's
frequent removal of the physiclan ordered

oxygen.

Intarview with the Director of Nursing (DON) on
Octaber 20, 2010 at 4:30 PM revealed the Care
Plan should be updated at each quarterly and
comprehsensive review by the Minimum Data Set
(MDS) Coordinators, The DON stated when &
hurse wrote a physician's order, the orders
contained three (3) parls, with one part to be put
Into the resident's medical record and used to
update the Care Plan. The DON was unaware
Resldent #1's Care Plan had not been revised.
2. Review of Resldent #8's medical record
revealed diagnoses which Included Damentia,
and Osteoporosis. Review of the Quarterly
Minimum Data Set (MDS) Assessment dated
07/21/10, revealed the facility assessed the
resident as being severaly impaired in cognitive
skills for decision making and required extensive
to total assistance with all Activities of Daily
Living. :

Observation of Resident #8 on 10/19/10 at 11:25
AM, 1:30 PM, 1:50 PM, and 2:15 PM revealad the
resldent was in the bed. Fall Interventions were
noted whish Included a perimeter matiress, a
pressure alarm, bolster pillows on sither side of

FORM CMS-2587(02-98) Pravious Vorsions Obsclote Event {0 HIHTH
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resldents for any fali interventions whan ravising a

Continued From page 10

the resident, and the bed in low posltion. There
was a folded mat standing upright against a wali.

Further observation of the resident on 10/19/10 at
3:00 PM revealed the resident was in the bed with
the mat on the floor on the left slde of the bed.

Review of the Comprehensive Pian of Care dated
05/20/00 revealed the resldent was at risk for
injury due to falls related to a history of dizziness,
a history of attempting to seif transfer, was
non-ambulatory, unsteady on her/is feet,
recelved paln medications and psychotropio
medications, incontinence of bowel and bladder,
and had a History of Falls. Further review of the
Plan of Care revealed the fall Interventions dlid not
include the use of a fall mat.

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

Interview on 10/20/19 at 3:00 PM with MDS
Coordinator #1 ravealed the nurge who Initiated
the fall mat should have tevised the Plan of Care
to Include the fall mat, She further stated she
also revised the Care Plans during Quarterly and
Comprehensive MDS review. She stated, she
reviewed the resident records, and observed the

Plan of Care. Further review, revealed she was
unsure why the fall mat was not on the Care Plan,

F 280
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Interview on 10/20/10 at 4:10 PM and 4:20 PM
with the Director of Nursing(DON) revealed the
falls were reviewsd weekly in the Fall Meeting
and the Plans of Care were reviewed and
updated at that time for new talls. 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 after
the resident sustalned a fall an 07/28/10. She
staled the nurse had initiated the fall mat and had
faited to revise the Plan of Care and
communicate the intervention to nursing.
281 | 483.20(k)(3){}) SERVICES PROVIDED MEET F 281| pag81 3
$8=D | PROFESSIONAL STANDARDS Resident # 1’s care plan was updated ,
The services pravided or arranged by the facliity to include current approaches and the
must meet professional standards of quality. facility ensured that the resident was
| receiving the ensure as ordered by
This REQUIREMENT Is not met as evidenced the nurse menaget on 10/19/10 |
by: . . :
Based on observatlon, interview, and record Resident # 2's motion detector was!
review, It was determined the faciilty falled to repaired on 10/20/10 by the umt?
provide services to meet professional standards nurse manager,
of quality for two (2) of aleven (11) sampled '
residents (Resident #1, and #2). Resident #1 . ,
sustained a significant welght loss of thirteen (13) Resident #2’s therapy order was|
?ounds. seven and three tenths percent (7.3%) clarified to meet resident’s. current
rom Qctober 8 to October 20, 2010. Physiclan's restorative needs on 10/21/10 by th
orders, dated October 12, 2010, revealed Poioal e o t 211 ireton
Resident #1 was to receive Ensure supplements physteal '?_r apis trector..
three times dally. There was no evidence the Restorative nursing program level 3
resident recaivad the supplements as ordered. In re initiated on 10/21/10 per MD
addition, Resldent # 2'a Phiysiclan's Orders were order. '
not followed regarding a motion detector for :
prevention of falls, Physical Therapy, and
Facllity 1D: 100468 If continuation sheot Page 12of 39
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F 281} Continued From page 12 F 281]| Other charts were reviewed to ensure |
Restorative Nursing. ‘that all residents with orders for |
supplements were receiving them per !
The findings include: | MD orders. No other discrepancies :
1, Fevlew of Resident #1's madical records were noted, conducted 10/20/10,
revegied Resldent #1 was re-admitted to the through 11/1/10 by the unit
facility on October 8, 2010 with an admission managers and the QA Nurse. 5
| welght of one hundred seventy-six (178) pounds. ' :
The medical record further revealed a dietary . . Lo
recommendation from the Registeréd Dietician Other residents with alarms/ m0t10n§
(RD), on October 11, 2010, which resulted in a detectors were reviewed to ensure:
physiclan's orde; dated October 12, 2010, for that the equipment was functlonmg
Ensure thres ( 3) times per day belween meals. roperly. No other discrepancies |
Further review of the walght record for Resldent Eotgd }(; ompleted 10/21/10 113) the !
#1 revealed a weight of 170 pounds on October ! p y the.
15, 2010. A physiclan communication form was |unit  managers and .- MDS
completed and faxed to Resident #1's physiclan Coordinators. :
stating, "Resident has had approximately twenty :
- | (20) pound weight loss since acute liiness and ;i : :
1 tow back pain, current welght Is 170 pounds®, Th‘e.d.i etictan reviewed all. re51dents
Orders were obtained far Megace ES 625 mg receiving supplements on 10/26/10 i
every day from Resldent #1's physician. Resident through 10/28/10. Supplements were %
#1's weight was 163 pounds on Qctober 20, reviewed to ensure that they were |
2010, a total weight loss of thirteen (13) pounds ordered and if the residents still
since readmisslon from the hospital on Qctober 8, . . !
2010. required the supplements in order to :
o , “ switch over to our new supplement
Observations on October 18, 2010 revealed policy. :
Resident #1 did not raceive the ensure :
supplement at the 10:00 AM snack. Therapy Director on  10/22/10°
An Interview with ihe Registered Dietician (RD}) on reviewed residents that had been
Qctober 19, 2010, at 4:00 PM, revealed Resldent discharged in the past 30 days to
#1 returned from the hospital on October 8, 2010. ensure that the orders were written -
-1 The RD stated Ensure was recommended for appropriatel
Resident #1 three (3) times a day, betwaen Pprop Y
meals, to be given as a snack at 10:00 AM, 2:00
PM, and 8:00 PM,
FORM CMB-2567(02-99) Pravious Versions Obsolele Event iD:HIHT 11 Faciity ID; 100468 H continuation sheet Page 13 of 38
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F 281 20':":’“9? Fmg'hﬁﬁg tant Dietary Ma F281) physician’s orders were reviewed for j
n interview with the Assista nager
on October 19, 2010 at 3:50 PM, revealed the the last 30 days to ensure orders
lray cards for H’esfcéent #1 indictliled ihe resident were being followed. Reviewed by
was to recelve the Ensure supplement. The t ; '
assistant Dietary Manager stated staff In the ]h;{?{! (l; man}:gers. 10/22/“-) thr_ough!
kitchen sent supplements to the floor, as ordered, 1710 no other discrepancies noted.
and the floor staff distributed the snacks for !
residents. The interdisciplinary team was in-!l
serv i
An Interview with CNA #6 on October 19, 2010 at Cm;ﬁf tby -thel zegg“’"al Nurse|
4:00 PM, revealed snacks were passed at 10:00 putant on 10/28/10 on  the
AM., 2:00 PM, and a.snack was passed on the equipment check procedure, the new |
socond shift at 8:00 PM.. CNA #8 was supplement policy/ system change. |
responsible for distributing hydration snacks and !
ordared supplements. This CNA was unaware - : .
Ensure was ordered for Resident #1 until the Nurses were in-serviced by the DON,
tamily asked about the supplement. CNA #6 and QA Nurse on [1/1/10 on the new |
stated snacks were prepared in the kitchen, the equipment check policy, transcribing |
CNAs on the floor obtained the snack cart fram and carryin 0 N
the kitohen and distribuied what was on the cart, completing e oangi tt.he orders,
The CNA slated all residents with supplements e 8 thon  change |
ordered had thelr name, date and the time the orm and the new supplement policy. |
supplement was due on the side of the i
supplement. _ Therapy director was in-serviced on|
An Interview with the Kitchen employess #1 and tl}:)/z It;lIO bar his y egional d_lregtor .and ;
42, on October 20, 2010 at 10:20 AM until 10 :30 ¢ other therapists were in-serviced |
AM., revealed kitchen staff prepared snacks on by the rehab director on 10/25/ 10 on |
separale trays with the residents nama, date, and the policy and procedure for writingi
time the supplement was due on a sticker affixed discharge orders. |
to the side of the supplement. Kitchen employees ]
#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
nolitled the stalf of the physician's order. The
kitchen employees stated Ensure snacks wera
-set aside for Resident #1 starting on October 20,
2010, when thay became aware of the physician's
order.
Evant ID:HIHT 14 Facliity ID: t00468 #f continuaton sheet Page 14 of 39
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F 281 Continued From page 14 . F281| The nursing  assistants were in-
An Interview with the Assistant Dletary Manager servxce(‘i on  documenting -the
(ADM) on Octaber 20, 2010 at 10:36 AM revealed restorative programs and reporting
the Ensure order was placed in the compuler by refusals to the nurse starting
thede?ta;y Manage‘r%ng ;:fggad O“Jr‘aegﬁy 10/22/10 and completed 11/1/10 by
cards to be given a an : :
The ADM stated staff who perform the tray line g:e QAk"“'"dS"’ night shift nurse and
| services were different from the snack line & Weexend supervisor. ,
service, and stalf dlstributlngdsnacfks were Supplements have been added to the
unaware Resident #1 had orders for Ensure to be . ot .
glven between meals until Oc¢teber 20, 2010 medl.t(:iatlond ;ecord for nursmgk to
when the family of Resident #1 told CNA #6 that provide and document amount taken,
| Resident #1 had not received the Ensurs. the DON, QA Nurse or designee will
2. Review of Resident #2 dical ' audit the medication records weekly
. Review of Resident #2's medical recor :
revealed diagnoses which Included Dementia, x;, th%n twice m onthly arllfl montfgl;:
and Cerebral Vascular Disease. Raview of the thereatter to ensure compliance wit
Minimum Data Set (MDS) Assessment dated the system change. Audits will be
08/26/10 revealed the facility assessed the reviewed through the QA processes.
resident as sustalning falls In the past thirty (30)
days and thirly-one to one hundred elghty ' . , .
(31:180) days, and received restorative nursing Alarms/motion ~ detectors  will  be
for Active Rangs of Mation (AROM} and audited by department supervisors
ambulatlon for the past seven (7) days. daily as assigned utilizing the safety
device audit tool to ensure placement
Review of the Physiclan's Orders dated 10/10
ravealed Orders for a bed motion detection to the and functioning. QA audits tools will |
bed, and to check placement and funotion every be reviewed at the daily (Monday|
shift. thra Friday) QA meeting for
ob tion !.R dent 42 ' 1020110 &t 9:00 compliance. The QA committee will ! ‘
servation of Resident #2 on atg: j
AM revealed the resident was in the bed with two revilew the cur:i'ent processes and
{2) one half {1/2) side rails up and a bed alarm in modify as neede i
place.  Interview with the Certified Nursing
Assistant (CNQ) #11 who was emptying the trash Restorative documentation  sheets|
on the resident's side of the room, revealed she added to the unit manager’s task list! |
| was sometimes assigned to the resident; ‘ Wy with rrend
| however, was not assigned to him/her that day. o review weekly with any trends to!
She stated she was assisting another CNA who be reported to the QA committee,
FORM CMS-2567(02-90) Provious Vorsions Obsolets Faciitly 1D: 106468 If continuatlon sheel Page 16 of 39
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| Intervention for the bed mation detector.

| 10/10 revealed Orders for the Restorative Nursing
_{ Program Level two (2) 1o the upper extremilies,

resident had a bed alarm, but no motlon detector
which she was aware. She stated she started her
shift at 6:45 AM and was not aware she was
assignad to the resident because she had been
getting residents up for breakfast all morning,
Further Interview revealsd she did not check bed
alarms at the beginning of the shiit and was not
aware there were any motion delectors In the
buliding. 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 revealed an

Further raview of the Physiclan's Orders dated

participate in exerclse group and activities for five

WINDSOR CARE CENTER MOUNT STERLING, KY 40353
{4y ID SUMMARY BTATEMENT OF DEFICIENGIES 10 PROVIDER'S PLAN OF CORRECTION (8)
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F 281 | Continued From page 15 F 281| Therapy supervisor to provide the _
was assigned to the resident. Further interview QA committee with a list of residents ||
with CNA #11 revealed the resident did not have a e
bed motion detector. dl.S(‘.'h.a rged ﬁ‘on? therapy week']y :
: ‘ : utilizing the list the restorative
Observation of the resident on 10/20/10 at 9:20 manager or designee will conduct a
AM with the Nurse hMarlager assigned to the weekly audit to ensure they have a
resident, revealed there was a motion detectar on : .
the bedside table; however, the detector did not copy of the discharge order and a)
alarm with movement in front of the detector. restorative order as applicable upon
The Nurse Manager checked the detector and discharge. '
stated it wes on "chime* and was delayed In ,
alarming. Sha stated It was.set wrong and shoutd L . .
have been set on "alarm"* in erder to alarm with Physician orders will be reviewed j
| motion In front of the detector. She further stated daily by the unit managers, weekend |
| the nurses and CNAs were to check the function supervisor or designee to ensure!
ot the motlon detectors every shift to ensure they orders are transcrib it |
were functioning properly. She stated CNA #12 mana an ;n 'ed correc?ﬁy. Unfti
wes assigned to the resident. anagers or designee wi audltg
orders weekly to ensure orders are|
Interview an 10/20/10 at 9:30 AM with CNA #12 being followed \
who was asslgried to the resident, revealed the ) e M /¢
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-attended the exercise program which was

to seven days per week and Restorative Nursing
Program Leval three (3) for ambulation with
rolling walker five (5) to seven (7) days a week.

Further review of the Physician's Orders dated
09/16/10 revealed Orders for Physical Therapy to
evaluale and treat four (4) times per week for four
{4) wesks and to discontinue the restorative
nursing program for the lower exiremities.

Review of the Daily 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
Ocoupational therapy completed level I, the
restorative aides completed level Il, and the aides
ot the floor completed tevel l| resiorative
activitles. She further stated the resident

considered level il. Continued Interview, revealed
the resident was level il for ambulation to the
bathroom and the aides on the flaor were
responsible to ensure it was done.

Interview on 10/20/10 at 9:30 AM with CNA #12
who was assigned !0 the resldent, revealed she -
did not ensure the resident was ambulated to the
bathroom, She indicated she was unaware the
resident was to receive restorative nursing
dlthough she was completing the Dally
Documentation Sheet for Restorative Nursing.

interview on 10/20/10 at 2:45 PM with CNA #11,
who worked on Resident #2's unit revealed she
was sometimes assigned to the resldent and was
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Interview on 10/20/10 at 1:50 PM with the Nurse

Continued From page 17

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

Interview on 10/20/10 at 3:00 PM with CNA #13
revealed she was oftan assigned to 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 withhetd on the Daily
Documentation Sheet. She stated the resident
often refused; however, she had not reported It to
the nurse bacause the nurses were responsible
for checking the sheets and should be aware If
the resident was refusing.

Interview on 10/20/10 at 1:45 PM with the
Restorative Nurse revealed the resident was on
level 1l for ambulation and the aides on the floor
were to ambulate the resident to the bathroom,
She stated the resident attended the level Il
exercise program and somelimes participated.
Continued interview revealed she was unable to
lell If the resident was currently recelving Physical
Therapy (PT) by record review.- She further
stated, she-was to ensure the aides on the floor
wera completing the Restorative Nursing
Program (RNP), however, she depended on the -
Nurge Managers to let her know when a res!dent
was no longer getting the RNP due to refusaf or
decliine,” Further Intervlew revealed she did not
review the Caily Documentation for Restorative
Nursing Sheets 1o ensure the RNP was being
carried out, because it was the Nurse Managers

responsibility.

Manager revealed she reviewed the hydration
and bowel sheets; however, did not review the

F 281
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Continued From page 18 |

Dally Documentation for Restoratlve Nursing.
She further stated she was unaware the
intarvention to ambulate the resident to the
bathroom was being withhéld. Continued
interview revealed she was unsure if the resident
was currently recelving Physical Therapy (PT)
and could not tell by record review. She stated, if
the resident were recelving PT, the Daily .
Documantation 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,

Interview on 10/20/10 at 4:20 PM with the Director
of Nursing, revealed the Restorative Nurse was to
check the documentation to ensure the Daily
Documentation far Rastorative Nursing was bsing
completed and was responsible for ensuring the
restorativa nursing was completed by the aides
for the lavel Il and lavel it programs.

Phone Interview with the Physical Theraplst and
record review of the Physical Therapy (PT) Daily
Treatment Record on 10/20/110 at 3:20 PM,
revealad the Physical Therapist had been working
with the resident in PT from 09/19/10 through
10/06/10. He stated he had failed to complete the
discharge summary to Included ths instructions
for restorative nursing and failed ta communicate
with the restorative nurde. Ha further stated he
should have written instructions for restorative
nursing on the Physiclan's Orders to be signed by
the Physician, Continued interview revealed
there was a weekly meeting held to discuss
whether residents atlending PT needed to be
discharged to restorative nursing. The masting
Inciuded the Administrator, the Director of
Nursing, the Unit Mangers, and the Qualty
Assurance Nurge. He stated the resident had

F 281
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been discussed In the meeling recently; however,
the Physiclan's Order for restorative nursing did
not get written due to It being a "crazy" month,
F 282 | 483,20(k)(3)(i) SERVICES BY QUALIFIED F282| p282
88=D | PERSONS/PER CARE PLAN
The setvicas provided or arranged by the facllity Resi.dent #2’s motion detector was
must be provided by qualified persans in repaired10/20/10
accordance with each resident's written pian of
care. Other residents with alarms/motion
detectors/ fall prevention equipment
This REQUIREMENT Is not met as evidenced ordered were reviewed to ensure the
by: equipment in place and functioning,
Based on observation, interview, and record Rooms were checked for any other
review it was determined the facllity falled to o )
ensure services were provided in accordance with equipment not ordered.. Completed
each resident's written Comprehensive Plan of on 10/20/10 by the unit managers
Care for one (1) of elght (8) sampled residents and MDS Coordinators
(Residant #2). ' Al care plans were reviewed by the
MDS Coordinators and designated
The findings include: .
gs ® ‘ unit  manager 10/22/10 through
Review of Resident #2's medical record reveated 1171710 to  ensure care plan-
diagnoses which included Dementla, and interventions are being implemented.
Cerebral Vascular Disease. Review of the
Minimum Data Set (MDS) Assessment dated The interdiscipli .
08/26/10, revealed the faciity assessed the © Interdisciplinary team was in-
resident as sustalning falls in the past thirty (30) serviced by the Regional Nurse
days and thirly-one to one hundred elghty Consultant on 10/28/10 on the
(31-180) days. . .
cquipment checklist procedure and
Review of the Comprehensive Plan of Care dated the QA audit tool.
08/31/10, revealsd the resident had a history of
tails related to decreased mabliity, cognitive
status, and bowe! and bladder incontinence.
Review of the fall Intervantions revealed an
intervention for a bed motion detector.
Facliity 1D: 100488 It continuation shest Page 20 of 39




