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‘ unsupervised. The resident fell from the bed and

sustained an intracranial hemorrhage (bleeding
within the skult), and subsequently expired on
05{19/11, Intracranial hemorrhage was listed as

; the underlying cause of death on a certified copy

- of Resident #1's death certificate. Furthermora,

 the facility's Investigation failed to identify neglect

" occurred which pravented the facility from
initiating action to prevent future neglect.

This failure caused or is likely to cause serious
injury, harm, impalmment, or death to a resident,
Immediate Jeopardy was identified on 02/16/12
and determined to exist on 05/14/11. An
acceptable Allegation of Compliance (AoC) was
received on 02/22/12. Immediate Jeopardy was
removed, effective 02/19/12, as alleged in the
AoC with the scope and saevarity lowered toa "D"
based on the need of lhe facility to continue to
evaluate the implemnentation of changes and
quality assurance activities.

F 224 . 483,13{c) PROHIBIT

§8=J) MISTREATMENT/NEGLECT/MISAPPROPRIATN

The faglility must devefop and implement written
poiicies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident properly.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and review of
the facllity's policy and procedure, it was
determined the facility failed to implement their
policy and procedura to prevent neglect for one

|
)
4
z DEFICIENGY)
i

F 000

F224] F124

4/00/12

| 483.13(c} Prohibit Mistrentment! Neglect/

! Misappropriation
It is the practice of Princeton FHealth and Rehab
Center to develop and implement writlen |
policies and procedures that prohibit :
mistreatment. negleet. and abuse or residents.
Corrective Measures for Resident Identified

in the deficlency:

Resident #1 was discharged from the facility on
5/14/11 to the hospital and expired on 03/19/11,
s0 no additional measures were possible for this
resident.

How Other Residents Were 1dentified Who
May Have Been Impacted by the Practice:
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F 224 ' Continued From page 2

resident {#1}, in the selected sample of four
residents. The facility assessed Resident #1 as at

. risk for falls and placed the resident on the Faliing

Star Program. Intervlews with staff revealed the

" resident required extensive assistance, having

poor sitting balance, stating the resident should
not be left unattended, On 05/14/11, at
approximately 2:00 AM, a PRN {(as needed) dose
of Lortab {pain medication} was administered to
Resident #1. At 4:00 AM, the staff assisted
Resident #1 up to the side of the bed to a sitting
position, then left him/her alone in the room,
which resulied in Resident #1's fall from the bed
to the floor. The resident sustalned an intracranial
hemorrhage {(bleeding within the skull}, and
subsequently expired on 05/19/11. Intracranial
hemoirhage was listed as the underlying cause of
death on a certified copy of Resident #1's death
certificate, Furthermore, the facifity’s investigation
falled to idenlify neglect occurred which
prevented the facility from initiating action to
prevent future neglect.

This failure caused or is likely to cause serious
injury, harm, impairment, or death to a resident,
Immediate Jeopardy was identified on 02/16/12
and determined to exist on 05/14/11. An
acceptable Allegation of Compliance {AoC) was
receivad on 02/22/12. immediate Jaopardy was
removed, effective 02/19/12, as alleged in the

' AoC with the scope and severity lowered fo a "D
" as the facility had not completed the QA initiative

related to stafl monitoring, analysis of monitoring
audit results and the development and
implementation of lhe POC fo ensure
interventions are effective and will prevent
recurrence, in order {0 achieve and maintain
compliance. Substandard Quality of Care was

17224 (continued)
F 224 A Fall Risk Amalysis was completed on cuch
" resident currently residing in the facility hy the
MEXS Coordinator, Unit Churge Nurses or
ticensed Nurse designee and was completed by
02/18/12 und was verificd as completed within
this statement of deficiency on 02/23/12,

Resident's whao scored a 10 or higher on the Fall
i Risk Analysis were identified as high risk for

| falls and are provided supervision hy staff while
© sitting on the side of the hed or toilet. Fhis was
placed on the nurse alde data sheet and
comprehensive care plan for these identilied
residents. This was completed on 02/88/12 by
the unit Charge Nurses, loensed stff and MDS?
Coordinator and was verified as completed
within this statement of deficicney on (121’23.’12.<

Measures Implemented or Systems Altered loi

Prevent Re-occurrence:

All fucility stafl” tncluding the Nuesing
Assistants, Medication Aides. Administrative
und Licensed Nurses, Administrator, Social
Services, Activities, Dictary. Lnvironmental
Service. Housckeeping, and ]aundry huve heen
rescducated on the tacility's Abuse/ Neglect
Policy by the StafY Development Coordinator /
designee und Quakity Munagemuenl Speciulist
and was completed on 02/23/12 and was verified
us initiated on 02/87/12 cominuing until
completed within this statement of deficiency on
02/23/12. Education for any inactive stafT will

be completed prior o returning to uctive status

by the DON/ designee prior to their first shifi, A
post test was given to employees to verily
understanding of the training provided. The
administrator was provided re-education by the
Repivnal Vice President of Operations on
(12/17/12 on establishing and oversecing potictes
and practices to avold instanees ol abuse or
neglect.
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F 224 . Continued From page 3

- identified at 483.13 Resident Behavior and
Facitity Practices and 483.2% Quafity of Cere.
- {Refer to F278, F323, F480, and F520)

Findings include:

. A review of the facifity's policy/procedure,"Alleged

- Abuse Reporting/Investigation,” revised 06/17/11,

- revealed the facility defined neglact as a faiiure or

" omission on the part of the care giver to provide

- the care, supervision, and services necessary to

- malntain the physical and mental health of the
disabled adult or elderly person, including, bui not

" limited to providing food, clothing, medicine,
shelter, supervision and medical services that a

‘ prudent person would consider essential for the

- well being of the disabled aduit or etderly persen.
Neglect can also maan the failure of care givers

" to make a reascnable effort to protect a disabled

" adult or elderly person from abuse, neglect or
exploltation by othars. Neglect can be either
repeated conduct or a single incident of
carelessness which produces or could be
reascnably expected to result in serious physical
or psychological injury or a substantial risk of
death,

A review of the document, "Falling Star Program,”
undated, revealed the purpose was to promote
recognition of residents who have bean Identified
as being at risk for falls. Residents who were
identifiad through the Falls Risk Analysis as being
at nsk for falls would be included in the Falling
Star Program. Falling Star residents would have a
large star placed haside thelr name plate outside
{heir room. Upon a resident's transfer or room
change, the designated staff member would

- remove or move the star to the appropriate room

1°224 {continued)

F 224| Al facility Heensed nurses were educated in the

’ revised process to provide a consistent

| methodical process for determining the fevel of

. supervision to be provided for resident's care

g while silting on side ef bed or on the toilet. In
addition they were re-edueated in falls, fail
prevention, supervision, conducting an
investigation. interventions. implementing and
updating care plans und nurse dide data sheets
by the Quakity Management Nurse, Director off
Nurses, Assistant Birector of Nurses. and the
Stafl Development Coordinator and was
completed on 02/23/12 und was verified as
inftiated on 02/§7/12 continuing until completed
within this statement of deficienes on 02/23/12,

Monitering Measures to Maintain On-goiug
Compliance;

A specially called Quality Assurance ((QAA)
Assessment meeting including the
Administrator, Director of Nurses, Assistant
Director of Nurses. Clinical Nurse Supervisor,
MDS Coardinater, 1nil Nurses, Rehab Directon
Activitics. Business Office, Admission Office.
Dietary manager, Medical Records, und Social
Services was conducted on 02/17/12 that
validated the completion of the fall risk analysis
updates to the comprehensive plans of eure and |
nurse aide duta sheets for all residents currcmiyf
residing in tie facility and was validated as
completed within this staement of defivieney od
02/23/12.

The [rector of Nurses £ desigree will review
the Fall Risk Analysis for completion with
corresponding updates to the cumprehensive
plan of care and nurse aide data sheels, upon
admission, readmission, quarterly. annual,
significant change, and following a fall cvent
through the daily AQA process using un

. nvestigation checklist and the revised daily

i AQA form to validate that interventions are
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F 224 Continued From page 4

and the resident Falling Star Program-would be
reviewed quarterly,

Staff was alerted to a residant baing on the
Falling Star Program with a green star by the
resident’s name outside thelr door. Residents on
the Falling Star Program had alarms, floor mats,
required assistance with bed mobility, transfer,
ambulation and required two staff assistence at
all times.

Arecord review revealed the facility admitted

- Resident #1 on 04/26/11 with diagnoses to

- include Status-post Cerebral Vascular Accidant

{Stroke), Paralysis of the left side, Traumatic

! fracture of the left Clavicle {coflar bone),
Hypertension, Faligue and Weakness. The
resident also received Coumadin Therapy (a
blood thinner).

Areview of the Falls Risk Analysis, dated
04/26/11, revealed the facility assessed the
rasident as high risk for falis refated to having
three or more falls in the past three months prior
to admission to the facility. The document
delailed the resident had balance problems,

- decreased muscular coordination, and was on
four medications (Antihypertensive, Diurefic,
Hypoglycemic, and a Narcolic), with side effects
to include dizziness and unsteadiness,
Predisposing factors for Resident #1 included
Stroke, Fractures, Diabetes, and Anemia.

A review of the admission Minimum Dala Set
{MDS), dated 05/03/11, revealed the facilily
assessed Resident #1 as cognitivaly Intact.
He/she required extensive assistance of two staff
for bed mobility, transfers, ambutation and

j

F224 (continued)

F224  implemented. On weekends the charpe norse
will be responsible to validate the Fall Risk
Analysis for completion with corresponding
updates to the comprehensive plan of care and
nurse gide data sheets following any fall cvent or
new admission with validation that the
interventions are implemented. Ay issues
identified with the above process will have re-
education provided to the individual siatt
member by the Stalf Development Coordinator /
designee.

Additicnal re-education o the Faciiity's Abuse 7
Negleet policy will be condueted monthly tines:
i three months then quarterly for one year by the |
Statf Development Coordinator / designee, :
Follow up post tests on abuse policy and
supervision will be ulilived to vatidate ongoing -
understanding of training received. The results
of the revicws and post 1ests will be reported 1o
the monthby QA&A commitiee, I any findings
indicate w concern the {reguency of monitoring
pray be increased to validate ongoing
comphiance and re-cducation will be provided
on an individual basis i indicated.
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F 224 Continued From page 5 F 224:

toileling. A review of the Comprehensive Care

Plan for "Falls," dated 05/12/11, ravaalad

Resident #1 was at risk for falls related to

weakness, clavicle fracture, and impaired E
mobility; however, there was no evidence the ;
facility addressed the resident's condition related !
to balance, or the potential for dizziness and ;
unsteadiness associated with his/her medication, :

An interview with the Unit Nurse (UN), Registered
Nurse (RN} #1, on 02/14/12 at 10:20 AM,
rovealed, on 04/26/11, she completed Rasident
#1's admission assessment, She recallad the
resident required much assistance. She stated
the resident was weak and it was nol safe for the
resident to sit up alone on the side of his/her bed.

¢ Interviews with State Registered Nursa Alde

: {SRNA} #2, on 02/15/12 at 12:10 PM, SRNA#3,
on 02/15/12 at 11:55 AM, SRNA #4, on 02/13/12
at 10:43 AM, SRNA#5, on 02/15/12 at 12:45 PM,
SRNA #8, on 02/15/12 at 10:55 AM, and SRNA
#7 on 02/14/12 at 1000 AM, revealed Resident .
#1 had periods of weakness and was anly abfe to i
maintain balance white sitting on the side of the
bed for a maximum of ten minutes with
assislance because the resident swayed end was
"wobbly.” Each of the SRNA interviews revealed it
was not safe to leave Resident#1 alone sitting on
the side of the bed.

An interview with SRNA#1, on 02/13/12 at 10:30

AM, revealed, on tha morning of 05/14/41, at

approximately 4:00 AM, Resident #1 requesled to i
slt up on the side of his/her bed. She stated the |
resident was restless during the the night and ’
was up and down, Often, he/she sat up on lhe

sida of the bed to dangle his/her legs when
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F 224 Continued From page 6

having feg cramps. She stated she assisted the
resident to sit up in the bed, propped a pillow
undar his/her left arm, then feft the room fo go
answer other call lights. She stated Resident #1
was able to brace himself/hersell with the right
hand white sitling on the side of the bed. There
was a personat clip alarm altached lo the right
side of the resident’s gown whan she left the
room. She stated she was in a room down the
hall when she heard a loud noise, like a chair
moving, and ran back down the hall to Resident
#1's room to find the resident on the floor mat,
Resident #1 was bleeding from nis/her knees angd
from an area on his/her head. She stated the
alarm did not sound. When she entered the
room, the alarm was not attached o Resident #1.
The alarm was on the left side of the bed
altached {o the alarm box. She stated the
resident could have taken the alarm off, Further
interview with SRNA #1, on 02/15/12 at 1:00 PM,
revealed she was aware Resident #1 was on the
Faliing Star Program, which meant the resident
was at high falls risk. She revealed she was alone
while providing care for Resident #1 because
SRNA #4, who was working with her that night,

- was down the hall answering lights. She stated

. sho was aware Resldent #1 was paralyzed on the

* left side, and required extensive assistance with
all care. She stated Resident #1 would only want
to sit up 5-10 minutes at e time, than would ask to
lay back down. She stated she should not have
teft the resident alone sitling on the side of the
bed, but il was a busy night and she "had to do
what she had to do." Additional interview with
SRNA#1, on 02/27/12 at §:27 AM, revealad
Residant #1 constantly asked for pain medication.
She slated she let the nurse know that the
resident requested medication for leg pain and

F 224

FORM CM5-2367(02.99) Previgus Varsions Obsolete Event ID; KEKKEH

Facility |D: 100049

if continuetion shaat Page 7 of 74




PRINTED:; 03/19/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES _ OMB NO. 0938-0381
STATEMENT OF DEFICENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MILTIPLE CONSTRUCTION {X3) DATE SURVEY
AMD PLAN OF CORRECTION IDENTIFICATION HUMBER: COMPLETED
A, BUILDING
W ¢
B, WING
185316 02/2712012

NAME OF PROVIDER OR SUPPLIER BTREETAODRESS, CITY, STATE, ZIP CODE
\ 1333 WEST MAIN BT,

PRINGETON HEALTH & REHAB CENTER, INC PRINGETON, KY 42445

JS SUMMARY STATEMENT OF DEFIGIENGIES 10 PROVIDER'S PLAN OF CORREGTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
e - REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE . bamE
OEFIGIENCY) .
; ;
F 224 Continued From page 7 F 224

the nursa gave pain medication to Resident #1 en
hour prior to the fall.

© An interview with Licensed Practical Nurse (LPN)
#1, on 02/14712 al 9:40 AM, revealed Resident #1
" complained of leg cramps and Loriab was
administered for pain. She stated that the
resident had frequent leg cramps, and the
request was not unusual. She stated Resident #1 )
requested to sit up on the side of the bed due to :
his/har leg cramps, as he/she had requested to :
do so in the past. She stated the SRNA assisted
the resident up on the side of the bad, then left
the room to go check on another resident, The
SRNA returned to Resident #1's room after
hearing a ncise and found the resident on the
floor. LPN #1 stated she went back to the room
and observed Resident #1 face down on the floor ) :
mat at the bedside, Resident #1 told LPN #1 lhat ' X
he/she lost histher balance and fell forward onto ' ;
the floor mat. She stated Lortab was
administered prior to the resident’s fall and may
have caused the resident to be "light-headed." ]
She stated they should not have left the resident
afons sitting up on the side of the bed.

An interview with the attending Physician, on i
02/13/12 at 9:10 AM, whose signaiure appeared
on the cerlified copy of Resident #1's death
cerlificate, revealed ihe Intracranial Hemoirrhage
listed as the underlying cause of death on
Resident #1's death certificate was the result of
the fall he resident sustained while at the nursing
facility and was the cause of Resident #1's death.

An interview with the Administrator and the
+ Director of Nursing {DON), on 02/14/12 at 3:00
PM, revealed Resident #1 was on the Falling Star
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Program which meant the resident was a high
risk for falls and it should have been "common
knowledge™ that the resident should not be left
sitting on the side of the bed. On 02/15/12, the
. Administrator staled no further investigation was
conducted related to the resident's fall from the
bed because the resident said he/she lost histher
balance and fell; therefore, that was thought to be :
" the cause of the fall. Any further investigation !
would only be completed if abuse, neglect or
exploitalion were involved. Thus the facllity did
not identify through theit investigation thal neglact
had occurred as staff lelt a resident unsupervised
who the facility assessed as requiring extensive
assistance due lo a "wobbly" balance, and at high
risk for falls, This failure prevented the facility
from taking aclion to prevent neglect recurrence.

An acceptable Allegation of Compliance was
received on 02/22/12 and detailed the following:

Al facility staff including the Nursing Assistants,

Medication Aldes, Adminisirative and Licensed

Nurses, Administrator, Social Services, Activities,

Dietary, Environmental Service, Housekeeping, H
and Laundry have been or wilt be re-educated on :
the facility's Abuse /Neglect policy by the Staff i
Development Coordinator and the Quality

Management Specialist starting 02/17/12 and will

continue with each oncoming shift until

completed.

Verification of removal of Immediate Jeopardy
. was completed as follows: i

The Quality Management Nurse trained the DON,
Assistant Direclor of Nursing {ADON), and Steff
Development, who educated licensed nurses In
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F 224 Continued From page 9
the process related to falls, falls prevention,
supervision, conducting an investigation,
- interventions, implementing and updating the
care plans, was initiated on 02/17/12 and verified
by a sign-in sheet.

Interview with RN #2, on 02/23/12 at 9:20 AM,
rovealed she was inserviced on falls and fali
prevention, suparvision, investigation, updating
the care plan and abuse/negiect.

Interviews with LPN #1 on 02/23/12 at 9:50 AM,
LPN #2 on 02/23/12 at 9:10 AM, LPN #3 on
02/23/12 at 3:.00 PM, and LPN #4 on 02/23/12 at
- 1:40 PM, revealed they were inserviced on falls
and fail prevention, supervision, investigation,
* updating the care plan and abuse/neglect.

Training on supervision was initiated on 02/17/12
by the Staff Development and verified by a
sign-in sheet,

Interviews with SRNA #7 on 02/23/12 at 1:15 PM,
SRNA#8 on 02/23/12 at 2:07 PM, SRNA#9 on
02123712 at 1:35 PM, and SRNA #10 on 02/23/12
at 9:30 AM, revealed they were inserviced about
not feaving the residents sitting on bed or tollet
alone, unless they were independent. They were
to keep dependent residents within arms’ reach
and to ensure al alarms were in place and in
working order.

Housekesping, laundry and dietary staff was
educated on 02/17/12, and was verified on
02/23/12, by a slgn-In sheet and by interviews

staff #2 on 02/23/12 at 1:50 PM, as well as the
Beautictan on 02/23/12 at 2:05 PM.

with Housekeeper #1, Dialary staff #1 and Dietary

F224
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A Falls Risk Analysis wilt ba complsted for alf

current residants by the Unit Managers, or other ,
Licensed Nurse designee, and was verified by :
observation, on 02/23/12. The analysis completad

on all cumrent residents, care plans and purse

aide data sheeis wers updated as indicated and
varified.

~ A Quality assurance and Assassmant meeting

" was conducted, on 02/47/12, lo validate that the
analyses were complete and that the

- interventions based on the scores were added to
the Interdisciplinary Care plans and the
corresponding Nurse Aide Data Shest. Verified by .
a sign-in sheet and observation of the updated :
Faills Anelysis Forms and Care Plans on all
residents in the facility on 02/23/12 .

Based on the above intervliews and record
reviews, it was determined the Immediate
Jeopardy was removed , effective 02/19/12 , as
alleged In the AoC with the scope and sevarity
lowered to a "D" as the facility had not completed
the QA initiative related to staff monitoring,
analysis of monitoring audit resufis and the
development and impfementation of the FOC to
ansure interventions are effective and will prevent
racurrence, in order to achieve and maintain
compliance,

F 279 483.20(d), 483.20(x}{(1) DEVELOP

§8=) COMPREHENSIVE CARE PLANS

A facitity must usae the resulls,of the assessment
to develop, review and ravise the resident’s
comprehensive plan of care.

The facility must develop a comprehensive care

F 224

F279 o9

483.20(d}, 483.20(k)(f) Develop
Comprehensive Care Plang

It is the practice of Princeton lealth and Rehab
Center to use the results of assessments to
develop, review and revise the resident's

04/06/12
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plan for each resident that includes measurable
objectives and imetables to meel a resident's
- medical, nursing, and mental and psychosocial
" needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are
to be furnished to attain or maintain the rasidant's
highest practicable physical, mentai, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b){4).

This REQUIREMENT is not met as avidenced
by:

Based on interview, record review and review of
the facility’s policy and procedure, it was
determined the facility failed to provide services
to meel professional standards of quality for one
rasident (#1), in the selected sample of four
residents, in accordance with care planning. The
facility assessed Resident #1 as a fails risk, upon
admission on 04/26/11, related 10 batance
problems, decreased muscular coordination,
receiving four medications {Antihyperiensive,
Diuretic, Hypoglycemic, and a Narcotic}), which
have side effects, to include dizziness and
unsteadiness; however, these risk factors ware
not addressed in Resident #1's “Falls” Plan of
Care. On 05/14/11, at approximately 2:00 AM, the
facilily administered a PRN {as needed)} dose of
Lorlab (pain medication) to Resident #1. At 4:00
AM, the staff assisted Resldent #1 up to a sitting

© F279 {continued)
£ 279  comprehensive plan of care and provide services
to meet professional standards of guality.
 Corrective Mensures for Resident Identified |
i in_the deficiengy:

Resident #1 was discharged from the facility on
S/EAA1E (o the hospital and expired on O3/19/HL,
su no additional measures were possible for this
resident,

| How Other Residents Werg Identified Who
May Have Been Impacted by the Praciice:

Al residents comprehensive care plans were

reviewed. Those residents identitied as receiving

anti-hypertensive and pain medication have had;E

© side effects of the medication wdded to their

I comprehensive plan of care by the MEXS

¢ coordinator. In addition resident’s wha scored &
i0 or higher on the Fall Risk Analysis were
identified s high risk for falls and are provided
supervision by staff” while sitting on the side of -
the bed or toilet. This was placed on the nurse

. aide data shewt and comprehensive care plan for]

| these identified residents. This was completed

P on (/18712 by the unit Charge Nurses, licensed
staft and MBS Coordinator and was veriticd as
complcted within this statement of deticieney on
02/2312.

Measures Implemented or Systems Altered tol
Prevent Re-occurrence:

The MDS Coordinator and cire plan tewmn to
inckude DON/ ADON/ and Unie Charge Nurses
were educated on including side offects of anti-
hypertensives and pain medications on the
resident fifl comprehensive plan of care by the
Guality Management Nurse on 02/17/12 with
return verhal understanding of the training :
provided. ‘This was verified as sompleted within
i this statoment of deficiency on 2/23/12.
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F 279" Continued From page 12

position on the side of the bed and left him/her
alone without supervision. Resident #1 fell
forward from the bed and suslained an
intracranial hemorrhage {bleeding within the
skull}. Resident #1 subsequently expired on
05/19/11. Intracranial Hemorrhage was listed as
the underlying cause of death on a certified copy
of Resident #1's death ceriificate.

This failure caused oris likely to causs serlous
Injury, harm, impairment, or death {o a resident,
Immediate Jeopardy was identified on 02/16/12
and determined to exist on 05/14/11. An
acceptable Allegation of Compliance {AoC) was
recelved on 02/22/12. Immediate feopardy was
removed, effective 02/19/12, as alieged in the
AoC with the scope and severity lowered to 2 "D"
as the facilily had not completed the QA initiative
" related to staff monitoring, analysis of monitoring

F 279! Education for any inactive stafl wil be
completed prior to returning to active status by
the DON / desipgnee prior (o their first shifl.
‘The MDS Cogrdinator will continue to place
side effects of the medications on the falls
comprehensive plan of care for admissions.
eeadmission’s. quarterly, aneaolly and with any

significant change b status.

Compliance:

Monitoring Measures tv Maintain On-going :

| A specially called Quality Assurance (QAA}

Assessment meeting including the

Adminisiralor, Divector of Nurses, Assistant
Director of Nurses, Chintcal Nurse Supervisor,
MDS Coordinator, Linit Numses, Rehab Director,
Activities, Business Office, Admission Oftice,
Dictury manager. Medical Records, and Social
Services was conducted on 0278 7/E2 that
validaied the completion of the fall risk analysis.

audit results and the development and
implementation of the POC to ensure

updates to the comprehensive plans of care and :
nurse alde data sheets Tor all residents currently,
residing in the facility and was validated as
completed within this statement of deficiency on

interventions are effective and wilt prevent
recurrence, in order to achleve and maintain
compliance. Subsiandard Quality of Care was
identified at 483.13 Resident Behavior and
Facllity Practices and 483,25 Quality of Care.
{Refer to F224, F323, F480, and F520)

Findings include;

A review of the facifity's policy and procedure,
"Comprehensive Care Plans,” revised 06/14/11,
revealed it was the facility's policy that residents
would have a plan of care for assessed needs, A
written plan of care would be initiated at the time
of admission and would be incorporated into a
comprahensive plan of care following the
comprehensive assessment and Minimum Data

N2/23/12.

The DON or designee will randomly audit three
residents care plan from cach unit weekly

{approximately) 10% to verify that the
comprehensive care plan includes the side
effects of pain and anti-hypertenasive
medications. ‘The audits will continue weekly
times 8 weeks then monthly times 6 months, The
results of the reviews will be reported to the
monthly QA&A commitice,  any findings
indicate a concern the frequencey of monitoring
may be increased 1o validate ongoing
compliance and re-education will be provided |

on an individual basis if indicated.
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: Set (MDS) process. The care plan established

. would be Individualized to the resident and their i

- identified risk factors and problems. The care

_ plan would be easily followed by designated staff

- members, The care plan would be accassibie to
staff and some interventions would be provided
through methods such as the Nurse Aide Data
Shest, assignment sheet or other communication
tools.

An interview with Unit Nurse (UN}, Registered
Nurse (RN} #1, on 02/14/12 at 10:20 AM,
revealed the admission assessment was
completed within 24 hours of admission and the
MDS staff formulated a care plan after the
assessment was completed.

An interview with Unit Manager #1, on 02/14/12 at
12:00 PM, revealed she signed off on the ;
comprehensive admission assessmant and the

MDS staff farmutated the inifial care ptan within

24 hours of a resident's admission.

The facility admitted Resident #1 on 04/26/11 with
diagnoses lo Include Status-post Cerebral
Vascular Accidant {Stroke}, Paralysis of the left
side, Traumatic Fracture of the left Clavicle (collar
bone). Hypertension, Fatigue and Weakness.
The resident also received Coumadin Therapy {a
biood thinner},

On 04426111, the facility completed a Falls Risk
Analysis which determined the resident was at
high risk for falls related to three or more falls in
the pas! threa manths prior to admissian o the
facility,balanca problems, decreasad muscular
coordination, receiving four medications
{Antihypertensive, Diuretic, Hypoglycemic, and a

F 279
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Narcotic) which have side effects to include : ,
dizziness and unsteadiness. The document : '
detailed Resident #1 had three or more '
predisposing conditions to include Stroke,
Fraclures, Diabetes and Anemia.

The admission Minimum Data Sei (MDS), dated !
05/03/11, revealed the facility assessed Resident
#1's cognition as intact, He/she required
extensive assistance of two staff for bed mobility,
" transfers, ambulation and toileting. The
Comprehensive Care Pian for "Falls," dated
05/12/11, detailed Resident #1 was at risk for falls
refated to weaknass, clavicle fracture, impaired
mobility; however, there was no dogumented
evidence the facility addressed the resident's
problems with balance or the potential for
dizziness and unsteadiness associated with !
histher medications. On 05/14/12 the resident '
was administer Lorlab at 2;:00 AM and at 4:00 AM
sustained a fall when he/she was teft alone sitting
on the side of the bed.

 An interview with Unit Nurse {UN), Registered ,
Nurse {RN) #1, on 02/14/12 at 10:20 AM, h
revealed, on 04/26/12, she completed the ! ‘
admission comprehensive assessment on
Resident #1 and recalled the resident required
much assistance. She stated the resident was !
weak and would not be safe to be ieft alone
sitting on the side of the bed.

An interview with the MDS Coordinator, on .

02/14/12 at 1:35 PM, revealed she was ultimately ' i

responsible for the accuracy of the individual care '

plans. Furher interview, on 02/15/12 at 4:40 PM, :

revealad she did not address the issue of '
. dizziness or unsieadiness on the falls care plan, i
|
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Sha stated side effects from narcotic use were
addressed on the care plan for pain. and included
meoenitoring for signs and symptoms of dizzinass,
unsieadiness, blurred vision and oversedation,
howevar raview of the care plan for "Pain” did not
menitor for the side effects. She offered no
explanation as to why no interventions, that
addressed Resident #1 having balance problems,
decreased muscular coordination, being on four !
medications (Antihypertensive, Diuretic, ,
Hypoglycemic, and 2 Narcotic) with side effects to ‘
include dizziness and unsteadiness, were noted

on the initia! or the comprehensive care plans.

. An interview with the Administrator, on 02/14/12

" at 3:00 PM, revealed Resident #1 was on the
falling star program which designated a resident
was at high risk for falls, and a green star was
placed outside the resident's doaor ta alert the
stalf. She stated if a resident was at risk for falls,
it should be commen knowledge that a resident
should not be left sitling on the side of the bed
unsupervisad, and it was not not nacessary to
document all the risk factors refated to balance.

. An acceptable Allegation of Compliance was
- recalved on $2/22/12 and detalled the following:

The facility's system for screening was reviewed
to establish the amount of supervision a resident :
required to avold preventabte falls. The process ¥
was modified to provide a consistant methodicatl i
process for detarmining whether or not a resident
may sit an the bed or the toflet unsupervised. The
modification enhanced the communication of this
infarmation to the facility staff. The revised
procass required a resident be evaluated for
his/her fall risk using the facility's fall isk analysis

|
!
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tool. The falls analysis will be completed by the

MDS Coordinator, Unit Chharge Nurses and

Licensed Nurses. This will be completed on

admission, re-admission, quarterly, significant

change, and after each fall. Upon compleiion of '
this screening tool, a resident who scored a ten or |
higher on the analysis should not be seated on i
the side of the bed or toilet by staff and ieft

unsupervised. Supervision means the reskient .

must be within arms' reach of the staff member, ;

Even if a resident scored less than ten, there may !

- ba instances whera the interdisciplinary team
determined that a resident should be supervised,
The detarmination as to whether or not the
resident may be unattended on the bedside or
toilet, based on the Falls Risk Analysis, wilt be
placed on the resident's interdiscipiinary plan of .
care by the Unit Charge Nurse/Licensed Nurse i
and updated after admission and readmission,
quarterly, annually, significant change, and after
each fall. it will be recorded on the resident's ;
Nusse Aide Data Shest, which is the instruction I
guide Nursing Assistants utilize to provide carse to
assigned residents. ,

The Quality Management Nurse irained the
Director of Nursing {DON), Assistant Director of
Nursing (ADON), and the Stafl Development in
the pracess, on 02/17/12, and they were
responsible for providing training lo all other
nursing staff to include Nursing Assistants (NA),
Medication Aides {MA), Licensed Nurses (LN), ,
* MDS/Care Plan Coordinators, Administrative
Nurses and the Administrator, and 1o continue
with nurses and nurses assistanis on each
oncoming shift uniil training is compieted.

A Falls Risk Analysis will be completed for alt i
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current rasidents by the Unit Managers, or other
Licensed Nurse designee. The nurse who
completed the analysis will be responsible for
updaling the care plan and the nurse aide data
shest, The Falls Risk Analysis for all current

: residents were reviewed and revisad, if indicated,

on 02/16/12 and 02/17/12, The Care Plans and
Nurse Aide Data Sheots for those residents were
reviewed and/or revised to reflect their need for
supervision while sitting unattended on the
bedside or toilet.

A Quality Assurance and Assessment meeting

; was conducled, on 02/17/12, to validate that the

analysis were completed and the Interventions
based on the scores were added to the
Interdisciplinary Care plans and the
corresponding Nurse Aide Dala Sheat.

The nurse who completed the the falls risk
analysis will be responsible for the revision of the
care plan and the nurse aide data sheet. The
DON or her designee will review for completion of
this task through the admission audit process.

The UM and/or DON or designee will review for

- completion after a fall through the Daily AQA

process.

Tha Quarterly Fall Risk Analysis will be checked
by the designated MDS nurse responsible for the
quarterly MDS.

On weekends, the CN will be rasponsible to
validate that all falls risk analysis were completed
and the care plan and nurse aide data sheet are
ravise with the proper information.
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Verification of removal of Immediate Jeopardy \
. was completed as follows: i

The Quality Management Murse trained the DON,

ADON, and the Staff Development on the )
process on 02/17/12, and they were responsible !
for providing training lo all other nursing staff
including Nursing Assistants (NA}, Medicatlon
Aides {(MA), Licensad Nurses (LN}, MDS/Care
Plan Coordinators, and Administrative Nurses
and the Administrator, and to continue with
nurses and nurses assistants on each oncoming
shift until training was completed, and verified by
sign-in sheels initiated on 02/17712.

A Falls Risk Analysis will be completed by the

Unit Managers or other Licensed Nurse deslgnes

for all current residents verified as completed on :
each unit. i

The nurse completing the analysis will be :

responsible for updating the care plan and the |
* nurse aide data sheet. The Falls Risk Analysis for

alt current residents were reviewed and revised, if

indicated, on 02116/12 and 02/17/12, and was

verified by the care plan and the nurse aide data

sheet for each resident on each unit, !

" The Care Plans and Nurse Aide Data Sheets for
those residents were reviewed and/for revised to
refect the need for supervision with sitting
unattendad when placed on the bedside or toilet
by staff, was verified as completed by review of i
the care plan and the nurse alde daia sheet for
each resident on each unit.

Based on the above interviews and record
reviews, it was determined the Immediate
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Jeopardy was removed , effective 02/19/12 , as
alleged in the AoC with the scope and saverity
lowered to a "D as the facfiity had not completed

' the QA initiative related to staff monitoring,

analysis of monitoring audit results and the
development and implemantation of the POC to
ensure interventions are effective and will prevent
racurrence, in order to achisve and mainlain

. compliance.

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 to be
' incapacitated under the faws of the Stale, to

participate in planning care and ireatment or
changes in care and {reatment.

. A comprehensive care pfan must be developad

within 7 days after the completion of the
comprahensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibllity
for the resident, and other appropriate staff in
diseiplines as datermined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's famiiy or the resldent's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment,

This REQUIREMENT is not met as evidenced
by:

Based on cbservation, interview and record
review, it was determined the facility failed to
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483.20(d)(3}, 483.10(k}(2) Right to Participate
in Care Planning Care-Revise CP

It is the practice of Princeton Health and Rehab
Center to honer the residents right o panicipmt]
in planning care and treatment. develop a
comprehensive plan of care within seven days of
the comprehensive assessment. prepared by an
interdisciplinary feam and 1o the extent possible
involve the resident. resident's lanyily or tegal
representative: and periodically review and i
revise the plan of care aller vach assessment. !

Corrective Measures for Resident Identified

in_the deficiency:

Resident #4 vare plan has been reviewed and
revised by the Director of Nurses (o reflect the
bruising potential refated to lung term steroid
usc refated to Rheumatoid Arthritis and refusal
of the padding intervention to decrease risk of
bruising. i

How Othier Residents Were identificd Who
May Have Been Impacted by the Practice:

All resident's comprehensive care plans and
nurse aide data sheets were revicewed and revised
to retlect current inlerveniions. T'his was
completed by the MDS Coordinator, Unit
Charge Nurses and licensed nurses.
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ensure tha comprehensive care plan is
periodically reviewed and rovised by a team of

- quallfied persons after each assessment for one
resident (#4), in the selected sample of four
residents. A review of the resident's care plan,
dated 11/17/11, revealed no documentad
evidence the facility updated the falls care plan to
reflect the padding added to the resident's

* bedside table.

This failure caused or is likely to cause serious
injury, harm, impairment, or death to a resident.
Immediate Jeopardy was idenlified on 02/16/12
and delermined to exist on 05/14/11. An
acceptable Allegation of Compliance {(AoC) was
received on 02/22/12. Immediate Jeopardy was
removed, effective 02/19/12, as alleged in the
AoC wilh the scope and severity lowered 1o a "D"
as the facility had not completed the QA initiative
related to slaff monitoring, analysis of monitoring

- audit results and the development and
implemantation of the POC to ensure
inlerventions are effective and will prevent
recurrence, in order to achieve and maintain
compliance, Substandard Quality of Care was
ideniified at 483.13 Resident Behavior and
Facility Practices and 483.25 Qualily of Care.
{Refer to F323, F490, and F520)

Findings include:

Arecord review revealed the facility admitted
Resident #4 on 12/08/09 with diagnoses to
inglude Rheumnatoid Arthritis, Osteocarthritls,
Degererative Joint Disease, Dlabetes Type (i,
Malaise and Fatigue.

A review of the Comprehensive Care Plan for

on the Fall Risk Analysis were identitied as high
risk for fulls and arc provided supervision by
stafl while sitting on the side of the bed or wilet,
This was plaved on the nurse aide data sheet and
comprehensive care plan for these identified
residents. This wis completed on 02/18782 by
the unit Charge Nurses, Heensed staft and MDS
Coordinator and was verificd as completed
within this stateroent of deficiency on 02/22/12,

Measures Implemented or Systems Altered td
Prevent Re-occurrence:

The MDS Coordinator, Unit Charge Nurses, and
ficensed stall have been re-educited by the Stafl’
Development Coordinator / designee on
updating the comprehensive plan of care with l
new interventions when indicated and
implementation of interventions. This wis
compteted on N2/18/12 and was vadidated as
completed within this stalement ol defieiency on
02/22/12 with verbal understanding of the
training pravided. Education for any inuctive
stafl will be completed prior to retumning to
active status by the DON 7 designee prior to
their first shilt worked.

onitoring res (o Maintain Ou-going

A specially called Quality Assurance {QAA}
Assessment mceting including the
Administrator, Director of Numses. Assistunt
Dircctor of Nurses, Clinical Nurse Supcervisor.
MBS Coordinator, Unit Nurses. Rehab Dircetor,
Activities. Business OlTice, Admission Office.
Bictary manager. Medical Records. and Sucial
Services was conducted on 02/17/12 1hat
validated the completion of the fall risk analysis,
updates to the camprehensive plans of vure and
nurse aide data sheets for all residents cureently:
restding in the lucitity and was validated os
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Falls, dated 11/17/11, revealed Resident #4 was
at risk for falls related to an unsteady gait and
impaired mobfity. Interventions included
assistance should be provided before the resident
attempted o {ransfer or ambulate, updated
02/01/12. A personal-clip alarm was to be used in
the bed and wheelchair and staif were to obsarve
for placement. Low bed with a mat placed on the
floor and one helper rail, updated 02/16/12.
High-sidad mattress was placed on the bed, and
dycem in the wheelchair. Call light and frequently
used ilems were to be In reach of the rasident,
The resident removed the alarm at times: remind
the resident of the impertance of the personal dlip
alarm, Anti-rollbacks on the wheelchair and
his/her bed against the wall, was added on

- 0211512,

A review of the Fall Risk Analysis, dated 01/18/12,

" revealed the resident was assessed at high risk

for falls. A review of the quarterly Minimum Data
Set (MDS}, dated 01/24/12, revealed the facility

¢ assessed Resident #4 as moderately cognitively

impaired and required extensive assistanca of

-two staff for bed mobility and tolfeting. The

resident required extensive assistance of one
staff for ambulation, dressing, hyglene and
bathing.

" A review of the Nurses® Note, dated 01/29/12 at

3:30 AM, revealed documentation of two
quarer-sized purple discolorations to the lefl
cheek from lying on the left side with hisfher hand
under his/her heed. Areview of the physician's
progress notes, dated 01/29/12, revealed

- documentation by the Advance Practice

Registerad Nurse {APRN}, who noled twe
quarter-sized dark bluish brulses on the resident's

7280 {cortinued)
F 280, completed within this statement of deficiency on
| 62/23/12, The Direttor of Nurses / designee will
© review the Fall Risk Analysis for completion :
with corresponding updutes to the
comprehensive plan of care and nurse aide data
sheets, upon admission, readmission, quarterly,

' unnual. significant change. and following a falt;
event through the daily AQA process using an
investigation checklist and the revised daily

| AQA form to validate thal interventions are

f o implemented. On weekends the charge nurse

wiil e responsible to validate the Fall Risk

Anatlysis for completion with corresponding

updates o the comprehensive plan of care and

T nurse afde data sheets foHowing any fat event qr
new admission with validation that the :
interventions are implemented. Any issues

i identified with the ubove process will have re-

' edueation provided to the individual stat¥ ?
member hy the Stafi Development Coordinator ¥
designee,

! In addition the DON / designee will awdit 3
residents comprehensive care plans from vach
unit weekly times 8 weeks then manthly tirmes 6

| months to verity that the care plan refleets

current interventions. The results of the reviews
will be reported 10 the monthly QA&A
commyitiee. I any findings indicate a coneern the
frequeney of monitoring may be increased to |
validate angoing compliance and re-cducation

will be provided on an individual busis i

I indicated.

b
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lef cheak and forehead, and the resident stating i
helshe bumped thal area irying to get out of the !
bed,

A review of an Incident/Accident report, dated
01/29/12, identified two quarter-sized bruises on
the lefl cheek and stated the cause was related to
the resident lying on the fefi side with his/her

" hand under his/her head. For action to be taken,
it was noted that the bruising would be monitored
for fen days and lhen reassessed. Further review |
of the Incident fAccident report revealed to pad
the bedside table, moniter bruising and start on
anti-inflammatory medication in the merning. An
interview with the Asslislant Director of Nursing
{ADON), on 02/16/12 al 3:55 PM, revealed i
Resident #4 mentioned that hefshe fell and hit the '
table, so she added an intervention to pad the
badside table as a precautionary measure,

Areview of tha care plan, dated 11/17/11,
revealed no documented evidence the facility
updated the resident’s falls care plan fo reflect the
padding added 1o the bedside table.

An observation of Resident #4, on 02/13/12 al !
7.10 AM, revealed the resident was sitting in a
wheelchair in hisftier room. The resident was
noted wilh a large pink and purple bruise en the I
left chesk. When questioned about what
happened to his/her cheek, the resident staled i
he/she fell off the bed and hit his/her face on the

_lable, Observation of the resident's room i

- revealed no bedside table having padding. '
interviews with Certified Medication Technician ;
#1, on 02/16/12 at 11:10 AM, and State :
Registered Nurse Aide (SRNA) #11 and #12, on i
02/16/12 at 12:20 PM, revealed thal the facifity '
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had not padded the resident's bedside table prior

; b 02/16/12. The resident's Power of Attorney, on

02/16/12 at 12:30 PM, stated that she vislis the
resident weekly and had never witnessed the
bedside table padded since the incident on
01/29/12,

_Aninterview with the Administrator, on 02/22/12

al 9:30 AM, revealed whenever there was an
accident or incident, the liceansed nurse was
notified and that person initiated an investigation
by utifization of the incident/Accident Form, and
also completed an investigative analysis which
indicaled the what, when, how, and why the
incident occurred. When a determination was
made, the physician and the family were notified.
Every incidant was addraessed in the Abbreviated

_ Quality Assurance (AQA) meeting hefd Monday
" through Friday. I the Incident occurred on the

weekend, the Staff Development/Week-end
Supervisor reviewed it In the AQA meeting,
interventions are discussed. The licensed nurse

. is conlacted with any questions. The resident's

record is reviewed. The care plan and the the
Nurse Aide Data Sheet are updated, A care plan
progress note was documented In the care plan
sectlon of the resident's racord.

An acceptable Allegation of Compliance was
received on 02/22/12 and detailed the following:

" The facility's syslem for screening was reviewsd

to establish the amount of supervision a resident
required lo avoid preventable falls, The process
was modified lo provide a consistent methodical
process for determining whether or not a resident
may sit on the bed or the toilet unsupervised. The
modification enhanced the communication of this

1
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information te the facility stalf, The revised
frocess required a resident be evaluated for
his/her fall risk using the faciiity's fall risk analysis
loal. The falls analysis will be completed by the
» MOS Coordinator, Unit Charge Nurses and
Licensed Nurses. This will be completed on
admission, re-admmission, quarterly, significant ;
change, and after each fall. Upon completion of
this screening tool, a rasldent who scored a ten or | ;
higher on the analysis should not be seated on ‘
the side of the bed or toilet by staff and lefl
unsupervised. Supervision means the resident i
must ba within arms’ reach of the staff member., i
Even if a resident scored less than ten, there may i ‘
be instances where the interdisclplinary team
determined that a resident should be supervised. |
! The detarmination as to whether or not the !
resident may be unattended on the bedside or
toitet, based on the Falis Risk Analysis, wilt be
placed on the resident's interdisciplinary plan of |
" cars by the Unit Charge Nurse/Licensed Nurse '
and updated after admission and readmission, !
quarterly, annually, significant change, and after
. @ach fall. It wilt be recorded on the resident's
Nurse Aide Data Sheet, which is the instruclion
guide Nursing Assistants ulitize to provide care to
assigned residents,

The Quality Management Nurse trained the |
Director of Nussing (DON), Assistant Director of
- Nursing {ADON}, and the Staff Development in
the process, on 02/17/42, and they were
responsible for providing training to all other
, hursing staff to include Nursing Assistanis (NA), |
' Medicatton Aides (MA), Licensed Nurses {LN),
MDS/Care Plan Coordinators, Administrative i
: Nurses and the Administrator, and to continue I
with nurses and nurses assistants on sach ' 1
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" ancoming shifl until training is complated,

A Falls Risk Anaiysis wilt be completed for all
current residents by the Linit Managers, or other
Licensed Nurgse designee. The nurse who
completed the analysis will be responsible for
updaling the care plen and the nurse aide dala

" sheet. Tha Falls Risk Analysis for all currant
" residents were reviewad and revised, if indicated,

on 02/16H2 and 02/17/12. The Care Plans and
Nusse Aide Data Sheets for those residents were
reviawed and/or ravised to reflect their need for
supervision while sitting unattended on the
bedside or toilet.

A Quality Assurance and Assessment maeting
was conducted, on 02/17/12, to validate that the
analysis were completad and the interventions
based on the scores were added to the
Interdisciplinary Care plans and the
cofresponding Nurse Aide Data Sheet.

The nurse who completed the the falls risk
analysis will be responsible for the revision of the
care plan and the nurse aide data sheet. The
DON or her dasignee wili review for completion of
this task through the admission audit process.

The UM and/or DON or dasignee will review for
compistion after a fall through the Daily AQA
process.

The Quarierly Fali Risk Analysis will be checked
by the designated MD'S nurse responsible for the
quarterly MDS,

On weekends, the CN wilt be responsible to
validate that all falls risk anaiysis were completed

F 280
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and the care plan and nurse alds data sheet are
revise with the proper information.

Verification of removal of Immadiate Jeopardy
was completed as follows:

The Quality Management Nurse trained the DON,
ADOCN, and the Staff Development on the

. process on 02/17/12, and they were responsible
for providing fraining to all other nursing staff
including Nursing Assistants (NA}, Medication
Aides (MA), Licensed Nursas (LN), MDS/Care
Plan Coordinators, and Administrative Nurses
and the Administrator, and to continue with
nursas and nurses assistants on each oncoming

* shift until training was completed, and verified by
sign-in shaats initiated on 02/17/12,

A Falls Risk Analysis will be completed by the
Unit Managers ar other Licensed Nurse deslgnee
for all current residents verified as completed on
each unit.

The nurse compteting the analysis will be
responsible for updating the care plan and the

" nurse aide data sheet, The Fails Risk Analysls for
alt curent residents were reviewed and revised, if
indicated, on 02/16/12 and 02/17/12, and was
verified by the care plan and the nurse aide data
sheel for each resident on aach unit.

. The Care Plans and Nurse Aide Data Sheets for
thosa residents were reviewed andfor revised to
refact the need for supervision with sitting
unattended when placed on the bedside or loilet
by slaff, was verified as complated by ravlaw of

" the care plan and the nurse alda data sheet for
each resident on each unit,
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Based on the above interviews and record
reviews, it was defermined the Immediate
Jeopardy was removed , effective 02/19/12 , as
alleged in the AoC with the scope and severity

" lowered to a "D" as the facility had not completed

the QA initiative related to staff monitaring,
analysis of monitoring audit results and the
development and implementalion of the POC to
ensure interventions are sffactive and will prevent

" recurrence, in order to achieve and maintain

compliance,
483.20(k){3)(ii) SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN ’

The services provided or arranged by the facifity
musi be provided by quelified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT is not met as evidenced
by:
Based on intorview and record review, it was

" determined the facilily failed to ensure services

provided or arranged by the facility were provided
by qualified persons in accordance with each
resident's plan of care for one resident (#3), in the
selected sample of four residents. A raview of the
Comprehensive Care Plan for falls, dated
05/17411, included an intervention for non-skid
sacks {o be on at bedtime as the resident
allowed. Further review of a Fall Risk Analysis,
dated 01/03/12, revesled the resident was
assessed as high risk for falls. On 02/14/12, the
resldent experienced a fafl white using the toilet
during which time the staii was assisting him/her.

F 280,

P Fae2 04/06/12

483.20(k)(INii) Services by Qualified
| Persons / Per Care Plan

It is the practice of Princeton Health and Rehabj
Center to provide services by qualified person's!
in accordance with cach resident's written plan
ol care.

Corrective Measures for Resident Identifie a
. in the deficiency: !

Resident #3 fall risk analysis was updated on
b D216/12, was sercened by Physical Therapy on
02/18/12 and placed on cascload with the =
following recommendations: will transter to
! bedside commode only at this thne with wssist of
. 1 with rolling walker. Resident's ptan of care
f and nurse aide data sheet were updated o reflect
these changes by the Unit Charge Nurse, This |
5 was completed on 02/18/12. Resident was seen
by an erthopedic surgesn en 0272872 with only
| recommendation 10 keep u knee immobilizer or
' brace 1o % knec while out of bed. Al non skid
socks identificd by the resident as wormn out werg
vatidated to ensure non skid grips were intact.
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i

This failure caused or is likely to cause serious
injury, harm, impairment, or death to a resident.
Immediate Jeopardy was identified on §62/16/12
and determined to exist on 05/14/11. An
acceptable Allegation of Compliance (AoC} was
received on 02/22/12. Immediate Jeopardy was
removed, effective 02/19/12, as alleged In the

AoC with the scope and severity lowered to a "D*

i as the facility had not completed the QA initialive

* related to staff monitoring, analysis of monitoring
audit resuits and the development and
implementation of the PCC to ensure
intarventions are effective and will prevent
recurrence, in order to achieve and maintain
compliance. Substandard Quality of Cara was
identified at 483.13 Residenl Behavior and
Facility Praclices and 483.25 Quality of Care.
{Refer to F323, F490, and F520}

Findings include:

A record review reveafed tha facility admitted
Resident #3 on 04/27/11 with diagnoses lo
include Osteoarthritis, Anticoagulation use,
Hypertension, Anxiety, Daprassive Disorder and
Anemia,

A review of the Comprehensive Care Plan, "At
Risk for Falls,” dated 05/17/11, Included an
intervention for non-skid socks to be on at
bedtime as the resident allowed. Areview of a
Fall Risk Analysis, dated 01/03/12, revealed
Resident #3 was at high risk for falls.

Areview of the quarterly Minimum Dala Set
(MDS), dated 01/18/12, revealed the facility
assassed Resident #3 as cognitively intact,
requires exlensive assistance of two staff for bed

May Haye Been Impacted hy the Practice:

‘The comprehensive care plans and nurse aide
data sheets were reviewed and updated as
indicated with all current interventions w
validate identified interventions

are care planned and implemnented on cach
resident cursently residing in the ficility by (he
MDS Coordinator, Unit Charge Nurses or
Licensed Nurse desigaee. This was completed
by 02/18/12 and was vakidated as complete
within this statemient of deficiency on 02/22/12.

In addition resident's whae scored u 1 or higher
oo the Fall Risk Analysis were identified ax high
risk for falls and are provided sapervision by
stalT during care provided while sitting on the
side of the bed or toilet. This wos placed on the
nurse aide data sheet and vomprehensive care
plan for these identificd residents. This was
completed on 02718712 by she unit Charge :
Nurses, licensed stall and MDS Coordinator anii
was verified as completed within this statement
of deficiency on (2/22/12,

Measures Implemented or Systems Aliered to

Prevent Re-occurrence:

All facility licensed nurses and adntinistrative
staft were educated in the process refated to
conducting an investigalion, interventions,
implementing and updating care plans and nurse
aidw data sheets by the Quality Management
Nurse. Director of Nurses, Assistant Director of
Nurses. and the Stalt Development Coordinutor.
This was completed by 02718712 and validated ;
as complete within this statemeat of deticicncy
an 02/22/12 with verbal understanding of the
trainting provided. Education lor any inagtive
staft will be completed prior o returning 1o
uctive status by the DON / designee

priur to their first shift.
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F 282 Continued From page 29 F 232; Mouitoring Measures to Maintain On-going
mability, ransfars, ambulation, toileting, and i Compliance:
exiensive assistance of one staff for personal 5

hygiene and bathing. A specially called Quality Assurance {QAA)

! Assessment meeting including the
Administrutor, Director of Nurses, Assistant

An. interviow wilh Residant #3, on‘021'14f12 at Jirector of Nurses, Clinienl Nurse Supervisor,
32‘00 PM, re\fealed hefs!’le expen.enc:ad a fall i MDS Ceordinator, Unit Nurses. Rehab Director,
_ last night wh;le | was usmglthe toilet. Resi.dent I Activitics. Business Office, Admission Office,
_#3 stated while a State Registered Nurse Aide " Dictary manager. Medical Records. and Social
* {SRNA} assisted him/her to pull up hisiher pants, Servives was conducted on 02/17/12 that
" his/her feet slipped out from under him/her, and validated the completion of the fall risk analysiy,
caused him/er to fall back onto the toifet. ; updates 1o the comprehensive plans of vare and’
Resident #3 was not able to recall the staff who i nurse aide data sheets Tor all residents currently
assisted him/her. The resident stated he/she ' residing in the Tacility andt was validated as

completed within this statement of deficicncy on

required the staff's assistance to the toilet, on and
l 02723712,

. off the toilet, and to pull hisfher panis up and

" down due to hand weakness. On 02/15/12 at 9:20
AM, Resident #3 voiced complaints of hip pain,
and was not sure the pain was assoclaied with

The Birector of Nurses / designee will review
the Fall Risk Analysis for completion with
corresponding updates to the comprehensive

the recent fall on 02/14/12. On 02/15/12 ‘:t 1 :32 plan of care and nurse aide data sheets, upon
AM, the resident statod the hip pain was "better. : admission, readmission, quarterly. annual.
. On 02/16/12 at 3:25 PM, Resident #3 stated the I significant change, and following a fall evem
: hip pain was worse and he/she could hardly sit on through Lhe daily AQA process using an
the commoda. When asked if he/she wore investigation cheekligt and the revised daily
non-skid socks the night of the fall, Resident #3 : AQA form to validate that interventions are
stated the non-skid socks hefshe wore when the l implemented. On weckends the charge nurse
fall oceurred, on 02/14/12, were worn out and did will be respensibie to validate the Fall Risk

not prevent his/her feet from sliding. The resident . Analysis for completion with corresponding
| updates to the comprehensive plan of care and

stated the staff had baen mado aware of the nead | > - A
for new socks; however, the facility had not nurse md.c d'um sf}ccm fgltm‘wng any falf event or
provided new socks until 02/15/12 rew admission with validation that the

) interventions are implemented. Any issues

i dentified with the above process will have re-

The facility presented an Int?identhcmdent feport, education provided 1o the individugsl stafT

on 02/16/12 at §:45 AM, which included three . member by the Stalt Development Coordinstor /
staff statementls that did not address the incident ! designee.

as was reporled by the resident. Licensed

Practical (LPN) #1 was ihe charge nurse and her i DON 7 designee will audit 3 residents
statement stated no fall was reported to her on comprechensive eare plans from each anit weekly
the night of 02/13/12. SRNA #8's slatement © titnes 8 weeks then monthly times 6 months 1o

j  verify that the care plan reflects current
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F282 (continued) ]
F 282 Continued From page 30 - ! interventions. The results of the reviews will be

revealed she fock Residen! #3 to the tollet and
the resident always "plops" down hard on the
toilet and this was usual behavior for the resident
so she did not feel the need to report it to the
nurse. She staled the resident refused help with
sitting down on the toifet and did not complain of
pain. SRNA #9 denied any knowledge of the
incident. The facility did not present evidence of
an investigation which determined a root cause of
the falt, identified the resident's non-skid socks

" ware worn out of replaced the non-skid socks
were iImplemented to prevent the fall.

An interview with the Administrator, on 02/22/12
at 9:30 AM, revealed when there was an accident
arincldent, the licensed nurse was nolified and
that person was to initiate an invastigation by
utilization of the incident/Accident Form, The

. nurse also filled cut an investigative analysis
which Indicated the what, when, how, and why the
incident occurred. When a determination was
made, the physician and the family were notified.
If it was an emergent situation, care was provided
before this took place and the Administralor and
the Director of Nursing (DON) were nolified.

. An acceptable Alfegation of Compliance was
receivad on 02/22/12 and detailed the following:

The facility's system for screening was reviewed
lo establish the amount of supervision a resident
required to avoid preventable falls, The process
was modified to provide a consistent methodical
process for determining whether ar not a resident
" may sit on the bed or the toilet unsupervisad, The
madification enhanced the communication of this
- information to the facility staf, The revised
process required a resideni be evaluated for

|

F 282

reported 1o the monthly QAXA commiteec. IT
any findings indicate a concern the frequency of;
monitoring may be increased to validate angoing
compliance and re-cducation will be provided
on an individual basis il indicated.
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his’her fall risk using the facility's fall risk analysis
locl. The falls analysis will be completed by the
MDS Coordinator, Unit Charge NMursas and
Licensed Nurses. This will be completed on
admission, re-admission, quarterly, significant I
. ¢hange, and after each fall. Upon comptetion of
this screening tool, a resident who scored a ten or
higher on the analysis should not be seated on
the side of the bed or toflet by staff and left
unsupervised. Supervision means the resident
must be within arms’ reach of the staff member.
Even if a resldent scared less than ten, there may H
be instances whera the interdisciplinary leam ’
_ determined that a resident should be supervised.
The determination as to whether or not the
- resident may be unattended on the bedside or
. {oilet, based on the Falls Risk Analysis, wili be
placed on the rasident’s interdisciplinary plan of
care by the Unit Charge NurseiLicensed Nurse
and updated after admission and readmission,
quarterly, annuaily, significant change, and after
each fali. It will be recorded on the resident's :
- Nurse Aide Data Sheet, which is the instruction |
gulde Nursing Assistants ulilize to provide care to
assigned residents. .

The Quality Management Nurse irained the ' l
Director of Nursing {DON}, Assistant Director of
Nursing (ADON3}, and the Staff Development in \
" the process, on 02/17/12, and they were
responsible for providing training to all other
nursing stalf to include Nursing Assistanis {(NA),
Medlcation Aides (MA), Licensed Nurses {LN},
MDS/Care Plan Coordinators, Administralive i
Nurses and the Administrator, and to continua '
with nurses and nurses assistanis on each |
oncoming shift untif fraining is completed.
I
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F 282! Continued From page 32

" AFalls Risk Analysis will be completed for all '
current residents by the Unit Managers, or other
Licensed Murse designes, The nurse who
completed the analysis will be responsible for .

" updating the care plan and the nurse aide data i
sheet. The Falls Risk Analysis for all current
rasidents were reviewed and revised, if indicated,
on 02/16/12 and 02/17/12. The Care Plans and

* Nurse Aide Dala Sheets for those residents were
reviewed andfor revised to reflect their need for
supervision while silting unattended on the
bedside or toilet.

A Quality Assurance and Assessment meeling
was conducied, on 02/17/12, to validate that the
analysis were compieled and the interventions
. based on the scores were added to the '
" Interdisciplinary Care plans and the
corresponding Nurss Aide Data Sheet.

The nurse who completed the the falls risk |
" analysis will be responsibie for the revision of the
care plan and the nurse alde data sheet. The
BON or her designee will review for completion of
this task through the admission audit process.

The UM andfor DON or designee will review for
completion after a fall through the Daily AQA !
pracess.

. The Quarterly Fall Risk Analysis will be checked
t by the designated MDS nurse respansible for the
quarterly MDS,

On weekends, the CN wiil be responsible to i
validate that alf falls risk analysis were completed ‘
and the care plan and nurse aide data sheet are

- revise with the proper information. |

F 282
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1

. Verification of removal of Immediate Jeopardy ‘
- was compleled as follows: %

The Quality Management Nurse trained the DON,

ADOCN, and the Staff Development on the

process on 02/17/12, and they were responsible I

for providing iraining to all other nursing staff

including Nursing Assistants (NA), Medication :
" Aldes (MA), Licensed Nurses (LN), MDS/Care ;

Ptan Coordinators, and Administrative Nurses ‘

and the Administrator, and to continue with i

nurses and nurses assistants on each oncoming

shift until raining was completed, and verified by i

sign-in sheets initiated on 02/17/12.

A Falls Risk Analysis will be completed by the

Unit Managers or other Licensed Nurse designes '
for all current residents verified as completed on

each unit.

The nurse completing the analysis will be i
responsible for updating the care plan and the

‘ nurse aide data sheet. The Falis Risk Analysis for
alt current residents were raviewed and revised, If
indicated, on 02/16/12 and 02/17/12, and was !
verified by the care plan and the nurse aide data
sheet for each regident on each unit.

The Care Ptans end Nurse Aide Data Shests for
those residents were reviewed and/or revised to
refact the need for suparvision with sitting
unattended when placad on the badside or tollet i
by staff, was verified as completed by review of

the care plan and the nurse aide data sheet for

each residant an each unit.

Based on the above interviews and record
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reviews, it was determined the Immediate '
Jaopardy was removed , aeffective 02/19/12 , as
alleged in the AoC with the scope and severity
lowered to a "D" as the facility had not completed i
the QA iniliative related to staff monitoring, !
analysis of monitoring audit results and the
development and implamentation of the POC to
ensure intarvenlions are effective and will prevent i
racurrence, in order to achleve and maintain :
compliance. :
F 323 483.25(h) FREE OF ACCIDENT F323 F3 | 0d/06/12
ss=) HAZARDS/SUPERVISION/DEVICES 483.25(h) Free of Accident Hazards / !
i Supervision / Deviees
The facility must ensure that the resident IE is the practice of‘PnnccmrJ Heath apd Rehab
. . Center to ensure that the resident environment
environment remains as fres of accidant hazards : ains as free of accident hazurds as fs
i ible; and each resident receives jromains as trec ol accivent hazards as s
as is possible; - ) 1 possible! and each resident receives adequale
adequate supsrvision and assistance devices to " supervision and assfstance deviees 1o prevent
prevent accidents. accidents.
i
! Corrective Measures for Resident Identified
’ in the deficiency:
I Resident #1 was discharged from the tacility on
This REQUIREMENT is not me! as evidenced * 5/t4/11 1o the hospital and expired on 05/19/1 1,
by: 50 no additional measures were possible for thig
Based on observation, interview, record review, rcs:flcm. ) - :
and review of the facility's policies and [')it_d_ézf;Gf;'; B3 Tall risk ng:;)fysib w t_\b:‘llrr;q;lcd on
procedures, it was determined the facllity failed to : » was sereencd by Physical Therupy on
ensure three residents (#1, #3, and #4), In the | U2/18/12 and placed on cascload with the
sl tod ff "d ' s N d | foltowing recommendations: will transfer to
selacled sample .0. our resy e.n - Tacelve hedside commode only at this time with assist of
adequate supervision and assistance devices to . I with olling walker. Resident's plan of care 1
prevent accidents. The facility failed to follow i and nurse aide data sheet were updated to reflect
their "Falis” and "incident/Accident” policies and ] these changes by the Unit Charge Nurse, This
procedures, The facility's staff failed to provide was completed on 02/18/12. Resident was seen
nacessary supervision to prevent accidents, faifed | by an onthopudiv surgeon on 02/28/12 with only
to ensure Interventions were implemented o ! recommendation to keep a knec immaohilizer or
prevent fal occurrence, and failed to thoroughly . brace to ® knee while out of hed. AH non skid
investigate to identify causal factors of falis in | socks identified by the resident as worn out werg
! validated to ensure non skid grips were intact,
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F 323 Continved From page 35

order to prevent recurrence. The facllity had
assessed Resident #1 as high risk for falis upon
admission and facility staff was knowledgeable
that Resident #1 required extensive assistanca,
having poor sitting balance and was identified on
the falling star program. On 05/14/11, at
approximately 2:00 AM, the facility administered a
PRN (as neaded) dose of Lorlah to Resident #1.
Al4:00 AM, the staff assisted Resident #1 to the
side of the bed to a sitting position, then left
him/her alone in the room unsupervised.

. Resident #1 fell forward from the bed landing on
the floor, sustaining an Intracranial hamorrhage

{bleeding within the skull} and subsequently
expired on 05/19/11. Intracranial Hemorrhage
was listed as the underlying cause of death on a
cenlified copy of Resident #1's death cerlificate.
The facility's investigation failed to identify staff
had not provided supervision to the resident, nor
developed a care plan which identified all the falls
risk factors, Resident #3 sustained a fall, on
02/14/12, when his/her feet slipped from under
him/her as staff as staff assisted him/her to stand
up fram the toilet. The facility's investigation failed
to identify the causal factor of the fall and failed to
identify that facility staff did not ensure
interveniions were effeclive. Resident #4 who
sustained a fall from bed which rasulted in a
bruise to the Ieft cheek, The facility's investigation
falled to address and investigate that resident's
statements that he/she had fallen, faited to
identify the causal factors and failed to ensure
that preventive measures detailed on the
investigation were care planned and implemented
to prevent further occurrence.

This failure caused or is likely to cause serious
injury, harm, Impairment, or death to a resident,

#323 (continucd)
F 323  Resident #4 fall risk analysis was updated on
02/16/12, l:ad the care plan reviewed and
i revised by the Dircetor of Nurses to reflect the
f bruising potentinl retated to long term steroid
use related to Rheumatoid Arthritis and refusal
of padding to table to decrease risk ol bntising,

How Other Residents Were Identified Who
May Have Bee acted by the Practice:

A Fall Risk Analysis was completed on cach
i resident currently residing in the facility by the
i MDS Coordinatar, Unit Charge Nurses or
Heensed Nurse designee and was completed by .
02/17/12. Resident's who scored a ) or higher -
on the Fall Risk Anabysis were identificd as high
risk for falls and are provided supervision by
staff while sitting on the side of the bed or when
on the wilet. This was placed on the nurse aide
data shect and comprehensive care plan for these
identified residents. This was completed by
02/18/12 by the unit Charge Nuarses, Heensed
stafTand MDS Coordinator. These items were
verificd as completed within this stalement of
deficiency on 92/23/12.

The comprehensive care plans und nurse aide
I data sheets weee reviewed and revised as
indicated to validate all residents have current
interventions identified for those residents i
currently residing in the facifity. This was
compicied by the MDS Coordinator. Unit charge
nurses or f.icensed Nurse designee hy 02/17/12,
These jtems were verified as completed within
; this statement ol deficiency on 02/23/12,

Measures Implemented or Systems Altered to!
Prevent Re-accurrence:

Al [acility stafl inchuding the Nuorsing,
. Asststants. Medication Aides. Administrative
i and Licensed Nurses, Administrator, Sovial
T Serviees. Activities. Dictary, Environmental
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F 323 Continued From page 36 F 323 re-uducated on the facility's Abuse/ Negleet

Immediate Jeopardy was Identified on 02/16/12
and determined to exist on 05/14/11. An
acceptable Allegation of Compliance {AoC) was
received an 02/22/12, Immediate Jeopardy was
removed, effective 02/19/12, as alleged In the

- AoC with the scope and severity lowered to a "D"
" as the facility had not completed the QA initiative

related to staff monitoring, analysis of monitoring
audit results and the development and
implementation of the POGC to ensure
interventicrs are effective and will prevent
recurrence, in order to achieve and maintain
compliance. Substandard Qualily of Care was
ideniified at 483.13 Resident Behavior and

~ Facility Practices and 483.25 Quality of Care.
- {Rafer to F224, F279, F280, F282, F490, and

F520)
Findings include:

Araviaw of the facility's policy and procedure,
"Falls,” dated 04/28/11, revealad upon admission,
the facility would identify residents at risk for falf
by ulillzation of the "Falls Risk Analysis” form,
Based on the falis analysis, preventivefsafety
measures would be implemented as appropriate,
for residents identified at risk for fafls. In the
event of a fall, a post fall analysis was to be
conducled to ald in identifying contributing
factors,

A review of the facility’s policy and procedure,
“incident/Accident,” dated 06/09/11, revealed
residenis were reviewed routinely and through the
care planning process for factors that may place
them at risk for incidents or accidents.
Interventions wold be implemented based on the
analysis findings. The facifity would investigate

Pelicy by the Staft Development Coordinator /-
designee and the Quality Management
Specialist. A post fust was used to validate
understanding of the education provided.
Edueation for any inactive stafi will be
completed prior to returning to active status by
the DON / designee prior to their first shifi. ‘This
cducation was completed on 02/23/12 and was |
verified as completed theough in-service sign in!
sheets and interviews within this statement of
deficiency on 02/23/12.

AH facility ticensed nurses were educated in the
process related (e falls, fall prevention.
supervision, condiicting an investigation.
interventions, implementing and updating care
ptans and nurse aide data sheets by the Quality |
Management Nurse. Director of Nurses, i
Assistant Dircctor of Nurses, and the StatT
Development Coordinator / designee and was
compfeted on 02/23/12. A post test and or return
verbal waderstanding was used 1o validate
understamding of the education provided.
Education for any inactive staft’ will e
complieted prior to returning to active status by
the DON / designee prior to their first shift, This
was verified as completed through in-service
sign in sheets and interviews within this
staternent of deficiency on {12/23/12.

Monitoring Measures to Maintain On-going

A speciatly cafled Quality Assurance (QAA)
Assessment meeting inclueding the
Administrator, Director of Nurses, Assistant
Dircctor of Nurses, Clinical Nurse Supervisor,
MDS Coordinator, Unit Nurses, Rehab Director!
Activities, Business Office. Admission OlTice.
Dietary manager, Medical Records, and Sovial
Services was condueted on 02/17/12 that
validated the completion ol the Fatl risk analbysis,
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F 323 Coniinued From page 37

- incidents, accidents and injurtes to idantify the
. potential coniributing factors Based on the

findings of the investigation the care plan would
be reviewed and ravised if needed to include
preventative interventions to decrease the
potential of recurrence.

1. Arecord review revealed, on 04/26/11, the
facility admitted Resident #1 with diagnoses to
include Status post Cerebral Vascular Accident
(Stroke), Paralysis of tha left side, Traumatic
Fracture of the left Clavicle (collar bons),

- Hypertension, Fatigue and Weakness. The

resident also received Coumadin Therapy {a
blood thinner). A review of the Falls Risk
Analysis, dated 04/26/11, revealed upon
admission the facifity assessed the resident as
high risk for falls related io having three or maore
falls in the pas! three months prior to admission
to the facility, Further record review revealed the
resident had halance probtems, decreased
muscular coordination, and was on four
medlcations (Antihypertensive, Diuretic,

' Hypeglycemie, and a Narcotic) with side effects to

include dizziness and unsteadiness.
Predisposing factors for Resident #1 included
Stoke, Fractures, Diabetes, and Anemia.

A raview of the admission Minimum Data Set
{MDS), dated 05/03/11, revealed the facitity
assessed Resident #1 as cognitively intact, The

_ assessment detalled that hefshe required
- extensive assistance of two staff for bed mobility,

transfers, ambulation and toileting. A review of
the Compeehensive Care Plan for "Falls,” dated
05/12/11, revealed Resident #1 was at risk for
falls related to weakness, clavicle fracture, and
impaired mobility; however, there was no

F323 {continued)

F 323  updaies lo the comprehensive plans of care and
nurse aide data sheets for all residents corrently
residing in the facility and was validaed as
completed within this statement of deficiency orf
02/23/42.

In the event u resident refuses supervision,
assistance or other Tall sefety interventions, they
I will he informed of the risks associated with
refusal. offered adternatives. 11they continue tol
refuse supervision, atiendance.or other ’
inferventions they will be asked w sipn a
Refusal of Treatment Form il they are alert and
v ariented. A Won-Complisace Form is utilized for
I residents with cognitive impaimment and is .
discussed und reviewed with the respunsiple
persen, The facility will continue to
develop/implement interventions o meet the
, tesident’s safety necds while respecting the
l resident’s rights. The resident’s choice to decline
the recommended intervention will be included !
in the resident’s plan of care and Nurse Aide
Dala Sheet, but resident will stifl be encouraged
to accept the planned interventions and
altematives 10 mect the resident's needs will be
offered to the resident and or decision muaker.
This will he documented on the resident’s plan
of care.

_The Director of Nurses / designee will review

i the Fall Risk Analysis for completion with

! corresponding updates ta the comprehensive
plan of care and nurse aide data sheets. upon
Admission, rendmission, quancrly, annual,
significunt change, and (ollowing a fall event

| through the daily AQA process using an

investigation checklist and the revised daily

AQA form to validate that intervemtions are

implemented. On weekends the charge nurse

i will be responsible (o validate the Fall Risk

i Anilysis for completion with corresponding
updates to the comprehensive plan of care and |
nurse aide data sheets fotlowing any fall event ot
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: ¥323 (continued)
F 323 Continued From page 38 F 323; new admission with validation that the

evidence the facilily addressed the resident's
condition related to balance or the potential for

. dizziness and unsteadiness associated with

his/her medication,

An intarview with Unit Nurse {UN), Registered
Nurse {RN) #1, on 02/14/12 at 10:20 AM revealed
on 04/26/12, she completed Resident #1's
admission assessment. She stated the resident
required much assistance, was weak, and not
safe fo sit up alone on lhe side of the bed.
Interviews with SRNA #2 on 02/15/12 at 12:10
PM, SRNA #3 on 02115/12 at 11:55 AM, SRNA #4
on 02/13/12 at 10:43 AM, SRNA #5 on 02/15/12
at 12:45 PM, SRNA#6 on 02/15/412 at 10:55 AM,
and SRNA #7 on 02/14/12 at 10:00 AM, revealed
Resident #1 had pericds of weakness and was
only able to maintain balance while sitting on the
side of the bad for a maximum of ten minutes

_ with asslslance because the resident swayed and

was “wobbly™. Each of the SRNA interviews
revealed it was not safe to leave Resident #1
alone sitting on the slde of the bed.

Interview with SRNA #1, on 02/27/12 at §:27 AM,
revaaled SRNA#1 stated Resident #1 constantly
asked for paln medication. She stated she let the
nurse know on 02/14/12 that the resident
requested medication for leg pain and the nurse
gave pain medication to Resident #1. An
Interview with LPN #1, on 02/14/12 at 9:40 AM,
revealed, on 05/14/11 at 2:00 AM, Resident #1
complained of leg cramps and Lorlab was
administered. She stated this was not unusual
behavior as the resident frequently complained of
teg cramps.

Furlher interview with LPN #1 and intervlew with

interventions are implemented. Any issucs
identificd with the above process will have re-
cducation provided to the individual staf?
member by the Staff Devetopment Coordinator §
designee. '

Additional re-cducation on the lacility's Abuse/
Negleet policy, process refated to fails. fall
prevention, supervision. lor all staft. condueting
un investigation, interventions. implementing
and updating care plans and nurse aide datu
sheets. for all nursing stail, wilt be conducted
muonthly times three months then quarterly for !
one year by the Staft Development Courdinator ¥
designee. A post test and or cetum verbal
understanding will be wilized to validate
understanding of truining received, The DON
will audit 3 charts per wing {approximitely
10%) weekly times § weeks then monthly times
6 months (o validate that the fall risk analysis
has heen completed. and interventions and Jevel:
of supervision have been placed on the '
comprehensive plan of ¢are and nurse aide data
sheets.

‘The audit resuits will be reported to the monthly
QAA meeting by the Dircctor of Nurses /
designee for the next six months to ensure
interventions are effective to achieve und :
maintain compliance. H uny findings indicatc a |
coneern the frequency of monioring may be
increused to validate ongoing compliance,
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F 323 Continued From page 39

SRNA#1, on 02/13/12 at 10:30 AM, revealed tha!

" Resident#1 requasted to sit up on the side of the

" bed due o leg cramps and the SRNA assisted

! the resident up on the sids of the bed. Further

"interview with SRNA #1 revealed she assisted the
resident to sit up on the side of the baed, propped
a pillow under his/har left arm than laft the room
to go answer other cal lights. leaving the resident
unsupervised. She stated Resldent #1 was abla
to brace himselffherself with the right hand while

" sitting on the side of the bed. There was

' Personal Clip (PC} alarm atlached to the right
(Rt} side of the resident's gown when she left the
room. She stated she was in a room down the
hall when she heard a loud noise, like a chair
moving, and ran back down the hall to Resident
#1's room to find the resident on the floor on the
floor mat. Resident #1 was bleeding from his/her

" knees and from an area on his/her head. Both
SRNA#1 and LPN #1 revealed the resident was
found face down on the floor mat at the bedside.

Areview of the Skilled Assessment, datad
05/14/11 at 4:00 AM, revealed documentation by
LPN #1. The documentation revealed Resident
#1 was sitting on the side of the bed, fell forward
and was found on the floor in his/her room.
Additional documentation revealed the residant
complained of severa pain lo the left shoulder
and feft leg and a laceration was noted to the
corner of Resident #1's lefl aya, which was
swollen. Further interview with LPN #1 revealed
Resident #1 told her that he/she lost his/her
batance and fell forward on to the floor mat. LPN
#1 stated the Lortab was adminisiered prior to the
resident’s fali and may have caused the resident
to be "light headed.” She stated they should not
have left the resident alone siiting up an the side

|
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F 323 Continued From page 40 $ Fa23 i
of the bed, I

A review of the Post Fall Analysis, dated 05/14/11
at 4:00 AM, revealed Resident #1 was in his/her i
room, silting on the side of the bed with a floor : ‘
mat in place. The Personal Clip (PC} alarm was : '
in place and sounded at the time of the fall, )
Detailed under "Environmental factors that may !
be refaled to the fall,” was, "Resident was sitting !
" on the side of the bed, lost histher balance and
felt forward.” While the facility had assessed the !
resident as high risk related to teft sided '
paralysis, balance problems, decreased muscular
" coordination requiring extensive assistance and
had administered a narcotic two hours prior to the I
fall with side effects to include dizziness and |
" unsteadiness; there was no documented
evidence the facility's investigation had ideniified \
that staff had left the resident alone sitting on the ; '
 side of the bed, unsupervised, prior to the fall.

Asecond interview with SRNA #1 on 02/15/12 at

1:00 PM, revealed she was aware Resident #1

was on the Falling Star Program and detailed ihat |

meant the resident was a high falls risk. She : '
* stated residents on the Falling Star Program had

alarms, floor mats, required assistance with bed i

mobllity, transfer, ambulation and required two '
- slalf assistance at all imes. She revealed she
was alone while providing care for Resident #1
because SRNA #4, who was working with her that
night, was down the hall answering lights. She §
stated she was aware Resident #1 was peralyzed i
on the lefl side, required extensive assistance alf '
~ care. She stated Resident #1 would only wani to

sit up 5-10 minutes at a time, then wotdd ask to !

iay back down. She stated she should not have

left the rasident alone sitting on the sids of the
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F 323 Continued From page 41

bed, but it was a busy night and she “had to do
what she had to do.” An interview wilh SRNA#4
on §2/13/12 at 10:43 AM revealed at the time

! Resident #1 fell from the bed, she was in the

shower room with another resident. When she
entered Resident #1's room she observed the
resident face down on the mat with blopd under
hisfher head.

Record review revealed the facllity transfesred the
resident to the hospital where the resident was
diagnosed with Intracranial Hemorrhage and
subsequently expired on 05/19/12. Interview with
the Attending Physiclan on 02/13/12 at 9:10 AM,
whose signature appearad on lhe cartified copy
of Resident #1's death certificate, revealed the

. Intracranial Hemorrhage listed as Lhe underlying

cause of death on Resident #1's death certificate
was the resuit of the fall the resident sustained
while at the nursing facility and was the cause of
Resident #1's death.

An interview with the MDS Coordinator, on
02/14/12 at 1:35 PM, end on 02/15/12 at 4:40
PM, revealed she was ultimately responsible for
the accuracy of the individual care plans, She
stated she did not address the issue of dizziness
or unsteadiness on the falis care pfan. She
revealed side effects from narcotic use were
addressed on the care plan for pain, and included
monitoring for signs end symptoms of dizziness,
unsteadiness, blurred vision and oversedation.
She offered no explanation as ta why no

* interventions were noted on either the initial care

plan or the comprehensive care plan,

An interview with the Administrator and the
Director of Nursing (DON}, on 02/14/12 at 3.00

t
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PM, revealed Resident #1 was on the Falling Star :
Program which meant the resident was a high !
risk for falls and it should have been "tommon :

" knowledge™ that the resident should not be left '
sitting on the side of the bed. On 02/15/12 at 9:52 :
AM, the Administrator stated no further
Investigation was conducted related fo the
resident’s fall from the bed because the resident
said hefshe lost hisfher balance and fell; therefore
that was thought to be the cause of the fall. Any
further investigation woutd only be compieted if
abuse, neglect or exploitation were involved,

; Review of the facility's investigation revealed no
evidence the facility considered this accident as
possible neglect. i

2. Arecord review revealed the facility admitted ;
Resident #3 on 04/27/11 with diagnoses to i
include Osteoaribrilis, Anticoagulation use,
Hypertension, Anxiety, Depressive Disorder and {
Anemia. A review of the Comprehensive Care
. Plan, dated 05/17/11, included Risk for falis
* revealed an intervention for non-skid socks to be
on at bedtime as the resident allows. A Fall Risk
Analysis, dated 01/03/12, raevealed Resident # 3
was high risk for falls. A reviaw of the quarterly |
MOS, dated 01/18/12, reveated the facility
assessed Resldent #3 to be cogritively intact, i .
raquired extensive assistance of two staff for bed . ‘
i mobility, transfers, ambutfation, and toiteting, |
Extensive assistance of one stafl was required for )
personai hygiene and bathing. i

An interview with Resident #3, on 02/14/12 at
12:00 PM, revealed he/she experisnced a fall
“last night whife | was using the tollet,” Resident

* #3 stated while an SRNA was asslisting him/her to
pull up his/her pants, hisfher feet out slipped from

| {
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. under him/har causing him/er to falf back onto

" the toilet. Resident #3 was not able to recall the

. staff who was assisted her, The rastdent stated
he/she required staff assistance to the follat, on
and off the toilet, and to pull hisfher pant up and
dewn due 1o hand weakness. On 02/15/12 at 9:20
AM, Resident #3 voiced complaints of hip pain,
and was not sure the pain was associated with
the recent falf on 02/14/12. On 02/15/12 at 11:30

* AM, the resldent statad the hip pain was better.
On 0216/12 at 3:25 PM, Resident #3 stated hip
pain was worst and he/she could hardly sit on the
commode. When asked If he/she wore non-skid
socks lhe night of the fall, Resident #3 stated the
non-skid socks he/she wore when the fall
occurred on 02/14/12 were worn out and did not
pravent his/her faet from sliding. The resident
stated staff as aware of the need for new socks,

An Interview with the Assistant Director of Nursing
(ADON} and Unit Manager (UM} #1, on 02/15/12
at 6:00 PM, revealed they were unaware of an
Incident Invelving Resident #3 related to a fali in
the bathroom. The ADON presented an
Incident/Accident report on 02/16/12 at 9:45 AM
which included three staff statemenis which did
not address the incident as reported by the
resident. LPN #1 was the charge nurse and her
statement revealed no fall was reported to her on
the night of 02/13/12. SRNA #8's statemant
ravealed she took Resident #3 to the toitel and
the resident always "plops down hardon the toilet
and this was usual behavior for the resident so
she did not fes! it was necessary to report it to the
nurse. She stated the resident refused assistance
to sit down on the toilet and did not complain of
pain. SRNA#9 denied any knowledge of the
Incident. The facility did not present documentad
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evidence of an Investigation establishing the root

cause of the fall nor did it identify that the

rasident's non-skid socks wera no longer

embelfished with tha non-skid application to ‘
prevent falls, |

3. Arecord review revealad the facility admitted
Resident #4 on 12/08/09 with diagnoses to

include Rheumatoid Arthritis and Osteoarthritis,
Degenerative Joint Disease, Diabeles Type I,

Malaise and Faligue. A review of the Fall Risk

Analysis, dated 04/26/11, revealed the facilily ;
assessed the resident as high risk for falis. A
review of the Comprehensive Care Plan for Falls
dated 11/17/11, revealed Resident #4 was at risk
for falis related to an unsteady gait, and impaired
maobility.

Areview af the quarterly MDS, daled 01/24/12, !

revealed the facility assessed Resident

#4 as moderately cognitively impaired and

required extensive assistance of two staff for bed ‘

mobility, and toileting. Further review revealed the

resident required extansive assistance of one :

staff for ambulation, dressing, hygiene and i
- bathing.

A roview of the Nurses’ Noles, dated 01/26/12 at
3:30 AM, revealed documentation of two !
quarter-sized purple discolorations to the (sft ;
cheek from lying on the left side with his/her hand
under hisfher head. A review of a Physician's
Progress Note, dated 01/29/12, revealed
documentation by the Advance Practice

. Reqistered Nurse {APRN), who noted two
quarter-sized dark bluish bruises 10 the left cheek |
and forehead, and the resident stating he/she !
bumped that area trying to get out of the bed.

, ;
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A review of an IncidenlUAccident repart, dated ; ;
01/29/12 identified two quarter-sized bruises on !

- the lsft cheek and stated the cause was related to
resident lyling on ihe left side with his/her hand
under histher head. It was noted that the bruising
would be manitored for ten days and then
reassessed. Further review of the ;

_ IncidenVaccidant report revealed interventions to ;

- pad the bedside table, monitar bruising and the
resident was {o receive anti-inflammatory
medication In the mornings. An Interview with the
ADON, on 02/16/12 at 3:55 PM, revealed the
next day Resident #4 mentioned that hefshe hit

- his/her head on the tahle, so she added an |
intervention lo pad the bedside lable as a
precautionary measure. The occurrence of a fall
from the bed was not mentioned in the report nor
were causal factors identifled related to the injury. !
Further interview with the ADON revealed she did I
not know why an investigation was not |
completed. |

An observalion of Resident #4, on 02/13/12 at i

7:10 AM, revealed the resident was sitting in a ;

wheelchair in hisfher room. The resident was

noted with a large pink and purple bruise on the

left cheek. When questioned about what

happenad to hisiher cheek the resident stated ;

hefshe had fallen from the bed and hit his/her )

face on the table. Obsaervatlon of the resident's i

room revealed no bedside table having padding.

Furthermore, interviaws with Certifled Medication

Technician #1, on 02/16/12 at 11:10 AM, and !

SRNA#11 and #12, on 02/16/12 at 12:20 PM,

revealed that the facility had nat padded the

resident's bedside tabte prior to 02/16/12,

Interview with the residant's Power of Attorney, on i
1

FORM CMS-2567(02-59} Previous Yarskens Obsolele Evant iD; KEKK11 Facidity 10: 100049 if cenlinualion sheet Page 48 of 74




PRINTED: 03/19/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER'CLIA {X2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A.BULDING
WING C
B. WiN
185316 02/27i2012
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, ZIP GODE
PRINCETON HEALTH & REHAR CENTER, INC 1333 WEST MAIN 5T.
’ PRINGETON, KY 42445
(X4} B SUMMARY STATEMENT GF DEFICIENCIES E 3] ' PROVIDER'S PLAN OF CORREGTION {xs)
FREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX | {EACH CORRECTIVE ACTION SHOULD BE ) COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE i DATE
: DEFIGIENCY) !
i
F 323 Continued From page 46 F 323

C02/16/12 at 12:30 PM, revealed that she visits the

resident weakly and had never witnessed the
bedside table padded since the incident on
01/29/12,

~ The facility was unable to provide evidence of an

Investigation which determined causal factor to
the injury despite the resident's continued
statemants to the APRN and the ADON that
hefshe bumped the area while frying to get out of

- the bed. Furthermore, there was no evidence

that the facility implamented the intervention of
padding the bedside table as detailed on the
incident/accident report. Additionally, review of
the resident’s falls care plan revealed the facility

" had not revised the care plan to include the

padded bedside table,

An interview with the Administrator, on 02/22/12

- at 9:30 AM, reveaied whenever thare was an
" accldent or incldent, the licensed nurse was

notified and that person initiated an investigation
by utilization of the incident/Accident Form and

“filled out the investigative analysis which indicated

the what, when, how, and why the incident
occurred. When a determination was made, the
physiclan and the family were nofifled. if it was an
emergent situation, the resident was provided
care before this took place and the Administrator
and the DON were nolified. Every Incident was
addressed in tha Abbreviated Quality Assurance
{AQA)} meeting held Monday through Friday, If
the incident cccurred on the weekend, the Staft
Development/Week-end Supervisar reviewed it.
In the AQA meeting, interventions were
discussed. The licensed nurse was contacted
with any questions. The resident's record was
reviewed. The care plan and the the Nurse Alde

i

i
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Data Sheet were updated. A care plan progress
" note was documented on the care plan section of I
the resident's record. If the resident was sent to
the hospital they ware to be reassessed upon |
return from the hospital. i

An acceptable Allegaticn of Cornpliance was
raceived on 02/22/12 and detailed the following.

Resident #1 was discharged from the facility on
05/14/11 10 the hospital and expired on 05/19/11, 1
_ 50 no additional measures were possible for i
' himvher, ' |

Tha Fall incident Reports of Resident #3 and
 Resident #4 were reviewed to identify additional i .
factors that may have contributed to the falls. The ) i
care plans were raviewad and revised, and the
: Nurse Aide Data Sheets was revised to reflect i
" new Interventions as of 02/18/12.

Resident #3 was screened by Physical Therapy
for evaluation and trealment, An order was
obtained and the evaluation was completed on
- 02/18/12. The resident's care plan was updated
" with the following interventions on 02/17/12 and
02/18/12: the resident was unsafe to be seated !
on the stde of the bed or toilel without
suparvision; the resident refused the : -
recommandation of a PC alarm, Slaff coniinued |
to encourage and advised the resident to follow i ‘
" the recommendations of the care plan team: ’ H
restoralive ambulation was discontinued; for i '
. toileting, transfer to the bedside commode only |
“with assistance of one staff at this time and with !
resident’s rofling walker; place tha gatt beit above
- the resident's chast lavel secondary to rib
fractures; do not leave the resldent alone on the
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! bedside commode; and remove the bedside
! commode from the room when not in use per the
rasident's requost,

Resident #4 was reviewed for falls and for
bruising concerns. The resident's care plan was
ravised, on 02/17/12 and 02/18/12, with the ;
following interventions: the resident may have :
dizziness from psychoaclive medication use and i
- have Increased risk for falis; Falls risk analysis ] :
indicated resident maybe unsafe to be seated on ' :
the side of the bed or on the tollet unsupervised;
the resident refused to follow the facility's i
recommended Interventions; PC alarms to the !
bad and the wheelchair; continue to encourage
and advise to follow recommendations of care;
non-skid footwear at badtime; and bruises easily
refated to long-term steroid use for Rheumatoid
Arthritis.

The facility's system for screaning for establishing
the amount of supservision a rasident required to

- avoid preventable falls was reviewed. The
process was modified to provide a consistent
methodical process to determine whather or not a
resident may sit on a bed or toilet unsupervised.
The medification enhanced the communication of
this information to the facilily staff. The revised

- progess required that a resident be evatuated for
his/her fall risk using the facility's fall risk analysis :
tool. The falls analysis will be completed by ihe :
MDS3 Coordinator, Unit Charge Nurses and g
Licensed Nurses. This will be completed on ;
admission, or re-admission, quarterly, significant
change, end after each fail. Upon completion of
this screening tool, a resident who scored a ten ;
{10} or higher on the analysis should not be ?
seated on the side of the bed or toilet by staff and

FORM CIMS-2567(02-99) Previous Versions Chsolete Event |D: KEKK t1 Faally ID; 100049 if continualion sheel Page 49 of 74




PRINTED: 03/19/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN GF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A_BUILDING
8, WING c
185316 ' 02/27/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF GODE
PRINCETON HEALTH & REHAB CENTER, INC 1333 WEST MAIN ST.
! PRINCETON, KY 42445
X4y 10 SUMMARY STATEMENT OF DEFICIENGIES ' 10 4 PROVIDER'S PLAN OF GORRECTION {x5}
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX § {EACH CCRRECTIVE ACTION SHOULD BE . COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG ' CROSS-REFERENCED TO THE APPROPRIATE . DATE

PEFICIENCY)

F 323 Continuod From page 49

left unsupervisad. Superviston meant the
resident must be within arms’ reach of the staff
member.. Even if a resident scored less than ten
{10}, there may be some instances whers the
Interdisciplinary team determined that a resident
should be supervised. Tha determination as to
whether or not the resident may be unattended on

- the bedside or loflet, based on the Falis Risk
Analysis, will be placed on the resident's
interdisciplinary plan of care by the Unit Charge
Nurse/Licensed Nurse, and updated after
admission and readmission, quarlerly, annually,
significant change and after each falt. It wili also
ba recorded on the resident's Nurse Aide Data
Sheet, and the insfruction guide Nursing

- Assistants utilized to provide care to each of the
assigned residents.

The Quality Management Nursa trained the DON,
ADON, and the Stafl Development on the
process, on 02/17/12, and they were rasponsible
for providing training to all other nursing staff to
include Nursing Assistanis (NA), Medication
Aides {MA), Licensed Nurses, MDS/Care Plan
Coordinators, and Administrative Nurses and the
Administrator, to bagin on 02/17/12, and to
cantinue with nurses and NAs on each oncoming
. shift untit fraining was completed.

A Falls Risk Analysis will be completed for all

- current residents by the Unit Managers, or other
Licensed Murse dasignee. The nurse complsting
the analysis will be responsible for updating tha

- care pfan and the nurse aide data sheet. The
Falls Risk Analysis for ail current residents were
raviawed and revised on 02/16/12 and 02/17/12.

. The Care Plans and Nurse Alde Data Shests
wera reviewed and/or revised 1o refect the need

F323
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for supervision with sitting unattanded when
placed on the bedside or {oilet by stafi.

A Quality assurance and Assessment meeting
was conducted, on 02/17/12, o validate that the
anaiyses were completed and the interventions
based on the scores were added 10 the

" Interdisciplinary Care plans and the

corresponding Nurse Aide Data Sheet.

. The nurse completing the the fall risk analysis will

be responsible for the revislon of the care plan
and the nurse aide data sheet.

The DON or her designsee wilf review for
completion of this task, on admission through the
admission audit process.

The UM and/or DON or designee will review for
completion after a fali through the Dally AQA
process.

The Quarterly Fall Risk Analysis will be checked
by the designated MDS nurse responsitle for the
quarterly MDS,

On weakends, the CN will be responsible to

- validate that all falls risk analysis were completed

and the care plan and nurse alde data sheet were
revised with the proper information.

Observations to moniter residents who have baen

identifiad as high risk began, on 02/16/12, to

. validate placement of Interventions for these

residents and wifl be completed by the charge

nurses and licensed nurses every shift,

In the evenl a resident refused suparvision,

F 323!
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" attendance or other fall safety interventions, they

will be informed of the risks associated with tha
refusal and offered altematives. If lhey continued
not to accept supervision, attendance, or other
interventions, they will be asked lo sign a Refusal

" of Treatment Form if alert and oriented. A

Non-Compliance Form will be utilized for the
resident with cognitive impairment and was
discussed and reviewed with the responsible
person, The facility will continue to develop

- impiement interventions to meet the residents
* safety needs while respecting the residents

rights. The resident’s choice to decline the
recommended intervention will be on both the
resident’s plan of ¢are and the nurse aide data

- sheet. The resident will be encouraged to accept

the planned interventions, and alternatives to
mest the residaents’ needs wilt be offered to the
resident and or decision maker. This will be
documented on the resident's plan of care.

The Quality Management Nurse irained the DON,
ADON, and the Staff Development in this
process, on 02/17/12, and they were responsible
for all othes staff beginning 02/17/12 and

" conlinuing until completed.

Housekeeping , laundry and dietary staff were
educated, on 02/17/12, by the Development
Coordinater, that if they observed a resident
sitting independently on the side of the bed, they
should alert the staff and continue to monitor the
rasident until such time as a nursing staff
representative arrived to assist. The education
will conlinue with on-coming shifts until
completed.

©On 02/17/12, a Iraining conducted by the Quality

T
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Management Nurse re-educated the
Administrative Nurses, Licensed Nurses, and the
MDS/Care Coordinator on the facility's Falls
policy and procedure, including the campletion of

- & prompt. through investigation that assisted In

identifying contributing factors to the falls. The
goal of the Investigation was fo identify what
happened, when if happened, how it happened,
where it occurred, who it happened to, what

- caused it, who might have information about what

happened, and what can be done 1o prevent it
from happaning again. The same group was
provided aducation on Falls Prevention, including
numerous butl not all inclusive, common factors
that contribute to falls. Nurses that were not
educated on 02/17/12 by the Quatity
Managemant Nurse, the DON, ADON, or the
Staff Davelopment, will be provided training on or
before their next shift worked.

The DON or her designee in her absence will
monitor the investigation process for
thoroughness, accuracy and appropriatensss of
interventions. A second review will be conducled
by the Administrator A chack-list will be utitized to
validate that all tasks ware completed. The check
list will be reviewed In the AQA mesting and
findings reviewed In the Quality Assurance and
Assessment (QAA} Committes meeling.

Verification of removal of Immadiate Jeopardy
was completed as fallows:

Revlew of Resldent #3's record revaaled all
modifications were in place.

Review of Resident #4's record revalad afl
modifications ware in place.

H
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The Quality Management Nurse trained the DON, |

ADON,and the Staff Development, who aducated

licansed nurses about the process of falls, falls ;
- prevention, supervision conducting an ’

investigation, intervantions, implementing and i

updating the care plans, was initiated on 02/17/12

and verified by a sign in-sheet. i

Interview with RN #2, on 02/23/12 at 9:20 AM, ! ,
revealed she was inserviced on falls and falls , i
pravention, suparvision, investigation, updating !

the care plan and abuse/neglect.

Interviows with LPN #1 on 02/23/12 at 9;50 AM, ;
LPN #2 on 02/23/12 at 9:10 AM, LPN #3 on !
- 02/23/12 at 3:00 PM, and LPN #4 on 02/23/12 at |
1:40 PM, revealed they were inserviced on falls
and falls prevention, supervision, invastigation,
updating the care pian and abuse/neglact.

Training on supervision by the Staft Devalopment
was Initlated on 02/17/12 and verified by a sign-in
sheet, ’

Interviaw with SRNA #7 on 02/23/12 at 1:15 PM,

SRNA#8 on 02/23/12 at 2:07 PM, SRNA #9 on )
+02/23/12 at 1:35 PM, and SRNA #10 on 02/23/12 !
at 9:30 AM, revealed they were inserviced about .
not leaving the rasident sitting on the bed or the :
toifet unless they were independent and to keep i
dependant residents within arms’ reach and to ) i
ensure all alarms were in place and in working | '
. order.

Housekaaping, laundry and dietary stafl were

educated, on 02/17/12, and was verified, on i
02/23/12, by a sign-In sheet and interviews with .
; i
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Housekeeper #1, Dietary staff #1 and Dietary ;
staff #2, on 02/23/12 at 1:50 PM, and the
Beaullcian on 02/23/12 at 2:05 PM, !

A Falls Risk Analysis will be completed for ail

current rasldents by the Unit Managers, or other ;

Licensed Nurse designee verified by observation, |
_on 02/23/12, of the analysis completed on all .

current residents and care plans and nurse aide !

data shest that were updated as indicated. '

A Quelity assurance and Assessment mesting,
- conducted on 02/17/12, validated that the i

analyses were completed and that the

interventions based on the scores were added to |

the Interdisclplinary Care plans and the ;

carresponding Nurse Aide Data Sheet, Varified by ,
" a sign-in sheet on 02/23/12.

Based on the above interviews and record i
reviews it was determined the Immediate
" Jeopardy was removed , effective 02/19/12 , as
alleged In the AoC with the scope and severily
lowered to a *D* as the facility had not completed
the QA Initiative related to staff monitoring,
analysis of monitoring audit results and the
development and implementation of the POC to
ensure interventions are effective and will pravent
recurrence, in order to achieve and mainiain I
compliance. : ]
F 490 483.75 EFFECTIVE | F480  Fdop “Ddfoe12
§35=J ADMINISTRATION/RESIDENT WELL-BEING ' ~ 483.75 Effective Administration / Resident
. i Well-Being ‘
A facility must be administered in a manner that h is the practice of Princeton Health und Rehab
enables it to use its resources effectively and Center W use its resourees cﬂ‘cclivcl)‘ and !
efficiently to attain or maintain the highest ' . efficiently to attain or maintain the highest
practicable physical, mental, and psychosocial ! pmcuca.hlc p}}ysncal. rr_u:mut and pivehosocial
well-being of each resident. . well-being of cach resident.

i
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F 430" Continved From page 55 F490] Corrective Measures for Resident Identified
" in the defictency: :
1 Resident #1 was discharged from the facility on
. . , " 5714711 to the kospital and expired on 05/19/1 1
Th?s REQUIREMENT is not met as evidenced ' so no additional measures were possible (o this
: by: o ) ) i resident,
Based on Dbsery'_ati’on, Interview, record review, Resident #3 fall risk analbysis was updated on
review of the facility's policy and procedure, and ! 02/16/12. was screencd by Physicat Therapy on
: review of the Administrator’s job description, it ' 02/18/12 and placed un cuscload with the
was determined the facility failed to administer in ollowing recommendations: will transter 10
a manner which enabled it to use it's resources bedside commide only at this time with assist of
" effectively and efficiently to atiain or maintaln the i U with colling walker. Resident’s plan of care
highest practical, physical, mental, and | and nurse aide data sheet were updated to refleel
psychosocial well-being for three residents (#1, l thesc changes by the Unit g‘hurgff Nurse. ”,"s
' #3 and #4), in the selected sample of four :’“S ComplelCt‘len‘n 02/18/12. ?;;;%j?;“d"h”e”; i
residents. The faciiity failed to have an effective ! ¥ an orthopedic sutgeon or 02/28/12 wit ORIy
system in place to ensure risk factors were . recommendation to keep a knee ammohtlmr.or
Y iy identified . ' brace to ® knee whike out of bed. All non skid ;
properiy identified and cgmmuntca!ed, .and to socky identified by the resident as wom out weré
ensure adequate supervision was provided to validated ty ersure non skid prips were intact,
- brevent accidents for Resident #1. The facility £ Resident #4 fall risk analysis was updated on
failed to ha_ve an el{actwe systemin place to ! 02/16/12, has had the care plan reviewed and
ensure Incident’Accidents were thoroughly i Tevised by the Director of Nurses to refleet the
investigated to identify the causal factors for  braising problcin refated to Jong tenn steroid use
Resldents #1, #3 and #4. {Refer to F224, F279, " refated 1o Rbeumatoid Artbritis and refusat of
F280, F282, F323, and F520) i padding the table to decrease risk of hruising.
The facility assessed Resident #1 as a high risk ! How Other Residents Were Identified Who
- for fall, and staff was knowledgeshle regarding ¢ May Have Been Impacted by the Practice:
the resident's need for supervision due to balance . . )
conces.On 054/, f aprosiatly 200 i s s omptcon e
o - esident currently residing ol
dAM. th?ia(r:;il'l;r adr.mmstzlredt.a PI?NR(’as ‘gaad;t:) | MDS Coordinator, Unil Charge Nurses or
OS? of Lortab (pain medication) o Resl ent #1. ‘ ticensed Nurse designee and was verilied ax
A 4:00 AM, the staff assllst.ed Resident #1 upan I completed withie this statement of deficieney on
the side of the bed to a sitting position and then ! 02/23/12. The comprehensive plag of care and
. left him/her afone in the room unsupervised. v nurse aide data sheet were reviewed and revised
Resident #1 fell forward from the bed, sustaining * based on ihe results of the ils risk analysis on
an intracranial hemorrhage {bleeding within the | cach resident currently residing in the facility,
t skull). Resident #1 subsequently expired on | This was cotnpteted by the Unit charge nurses or
05/19/11. Intracranial Hemorrhage was listed as | licensed Nurse designee and was verificd as
' i
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i‘ F490 (continued}
F 490 Continued From page 56 F 490  completed within this statenent uf deficieney on

the undetlying cause of death on a cerlified copy
of Resident #1's death certificate, The facility's
investigation failed to identify staff left the resident
without supervision despite their knowladge of the
resident’s needs and falls risk. Furthermore, the
facllity failed to identify through their investigation
that neglact occurrad which prevented the facility
from taking necessary action to pravent
recurrence associated with Resident #1's fall,

" related to no evidenca the facility determinad the

resident, who was assessed as high risk for falls
related to lsft sided paralysis, balance problems,

. decreased musgular coordination, and having
- teceived a narcolic two hours prior to the fall,

which had side effecis to include dizziness and
unsteadiness, was left alone sitting on the side of

: the bed prior to the fall. Resident #3, on 02/14/12,

and Resident #4, on 01/29/12, both experenced
fails; however, the facility's Investigation failed to
identify causal factors which prevented the facility
from implementing corrective action to prevent
recurrence,

This failure caused or is likely to cause serlous

* injury, harm, impairment, or death to a resident.

Immediate Jeopardy was identified on 02/16/12
and determined to exist on 05/14/11. An
acceptable Allegation of Compliance {AoC) was

' raceived on 02/22/12, Immediate Jeopardy was

remaved, effective 02/19/12, as alleged in the
AaC with the scope and severity lowered fo a "D"
based on lhe need to ensure the facility was
administered effectively and efficiently .
Substandard Quality of Care was identlfied at
483.13 Resident Behavior and Facility Practices
and 483.25 Quality of Care. {Refer to F224, F279,
F280, F282, F323, and F520)

02423412,

Measures Implemented or Systems Altered to

Prevent Re-occurrence:

All facikity stafl tncluding the Nursiang
Assistants. Medication Aides, Administrative
and Licensed Nurses, Administrator. Social
Services, Activities. Dictary, Environmental
Service. Housekeeping. and Luauandry have been,
re-edueated on the facility™s Abuse/ Neghect !
Policy by the SwlT l)wulupmcnt Coordinator /
designee and the Quatity Munagement Specialis
by 02/23/12. A post test was used 1o validate
understanding of the gchucation provided.
tiducation Jor any inactive staff will be
compicted prior (o returning 10 sctive status by
the DON/ designee prior to their first shift, This
was verified ns completed through in-service
sipn in sheets and interviews within this
statement of deliciency on 02/23/12.

All facility Freensed nurses were educated in thc
process refated to falis, fall prevention,
supervision, conducting an investigation.
interventions, implementing and updating vare
plans und nurse aide data sheets by the Quaiu}
Management Nurse, Director of Nurses,
Assistant Dircctor of Nurses, and the Stafl’
Development Coordinator / designee hy
Q2/23/12. A pust test and or refurn verbal
understanding was used to validute
understanding of the educittion provided.
Education for any inactive staff will be
completed prior to returning Lo sctive status by ;
the XON / designee prior to their first shifl, This
was verified as completed through in-service
sign in sheels and interviews within this
statement of deficiency on 02/23/12,

The Administrator wos provided re-education h;,
the Regional Yice President of Operations on
02/17/12 to re-educate on administration of the .

FORM CMS-2567(02-99) Pravious Yerslons Qbsoleln

Evanl I):KEKK1t

Faciity ID. 500049

1f continuation sheet Page 57 of 74



PRINTED: 03/19/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NOC. 0938-0391
STATEMENT GF DEFICIENCIES (%1} PROVIDER/ISUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETEQ
A, BURDING
B.WING ¢
185316 . 02/27/2012
HNAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, 2iP CODE
1333 WEST MAIN ST,
PRINCETON HEALTH & REHAB CENTER, INC
PRINCETON, KY 42445
(X431D SUMMARY STATEMENT OF DEFICIENCIES i D PROVIDER'S PLAN OF CORRECTION 1X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX |[EACH CORRECTIVE ACTION SHOULD BE COMTLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY) ,
f H
‘ - F490 (eontinued)
F 480 : Continued From page 57 F490| facility in a manner that enables it to use #s

Findings include:

A review of the Facility Administrator’s job
description, undated, revealed the Job Summary
as overseeing patient/rasident care, managing
overall operation, employee management, fiscal
management, and ansured compliance with State

: and Federal requlations, Job responsibilities
included development of a faciiity organizational
structure and participation in the development,
Interpretation and implementation of policies and

- procedures, ensured the facllity was free of any

~ unsafe conditions, reviewed, monitored and
followed-up on incident reports, adverse
incidents, and developed plens of action to
correct and responded to Identified quatity and
risk Issues.

, A reviaw of the facility's policy and procedure,
"Falls,” dated 04/28/11, revealed upon admission,
the facility would identify residents at risk for fails
by utilization of the "Falis Risk Analysis” form.
Based on the falls analysls, preventive/safety
measures were implemented as appropriate, for
rasidents identified at risk for falls. In the event of
. afall, a post fall analysls was to be conducted to
* aid In identifying contributing factors.

Areview of lhe facility's "Alleged Abuse
Reporting/Investigation,” revised 06/17/11,
revealed lhe facliity defined *Neglect” as a failure
or omission on the pant of the care giver (o

_ brovide the care, supsrvision, and sarvicas
necassary to maintain the physicat and mental
heaith of the disabled adult or elderly person,
inchuding but not limited to providing food,
clothing, medicine, sheiter, supervision and
medical services that a prudent person would

i

resources elfectively and citiciently to attain or
maintitin the highest practicable physical, mental
and psychosocial well being of cach resident.
This inctudus establishing and overseeing
policies and practices 1o avoid instances of
ubuse or neglect. As the adiinistrator and
teader of the facilities QA& A commiutee, the
administrator Jeads the group and suppons them
in implementing process to identify arcas of
quality that may be deficient and to develop
action plans o achieve desired quatity. The
Administrator verhalized vndezstanding of the
training provided.

Monitoring Measures to Maintain On-going l

A specially called Quality Assurance (AA)
Assessment meeting incfuding the
Administrator, Direcior of Nurses, Assistant
Dircetor of Nurses, Clinical Nurse Supervisor,
MDS Coordinator. Unit Nurses, Rehab 1irectod
Activities. Business Office, Admission Oflice.
Dictury manuper, Medical Records, and Social
Services was conducted an 02/] 7412 that ]
validated the completion of the falk risk analysis,
updates to the comprehensive plans of care and
nurse aide data sheels for 2l residents currently
residing in the facitity and was validated as
completed within this stulement of deficiency or
02/23/12.

The Regional Viee President uf Operations from
our resource team will provide oversight to the
administrator monthly times 3 months then
quarterly times 6 months,

‘The Rirector of Wurses / designee will review
the Fall Risk Analysis for completion with
vorrespending updates to the comprehensive
plan ol care and nurse aide data sheets, uponn |
admission, readmission. quarterty. annual.
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[ F490 (continued)
F 490 . Continued From page 58 significant change. and following a faH vvent

consider essential for the well being of the
disabled adult or elderly person. Neglect can also
mean the failure of care givers to make a

* reasonable effort to protect a disabled adult or

elderly person from abuse, neglsct or exploitation
by others. Neglect can be either repeated
conduct or a singfe incident of carelessnass

- which produced or could be reascnably expected

to result in serious physicat or psychological injury
or a substantial risk of death.

A review of the Falls Risk Analysis for Resident
11, dated 04/26/11, revealed, upon admission lo
the facility, the facility assessed the resident as at
risk for falls related to having three or more falls
in the past three months prior to admission to the
facilily, having balance problemns, decreased
muscular coordination, being on four medications
{Antihypertensive, Diuretic, Hypeglycemic, and a
Narcotic) with side effacts to include dizzinass
and unsteadinoss. Predisposing factors for
Resident #1 included Stoke, Fractures, Diabetes,

- and Anemia.

A review of the Post Fall Analysis, dated 05/14/11
at 4:00 AM, revealed Resident #1 was in histher

- room, siiting on the side of the bed with a mat

and a PC alarm in place. it was documented the
PC alarm sounded at the time of the fail. Further
documentation revealed, under "Envirenmental
factors Lhat may be related to the fall,” was
“Resident was silling on the side of the bed, lost
balance and fell forward.” The resident was

. assessed as high rfsk for falls related to left sided

paralysis, batance problems, decreased muscular
coordination, and had raceivad a narcotic two
haurs prior to the fall with side effects to Include
dizziness and unsteadiness. Thare was no

F490§

through the daily AQA pracess using an
investigation checklist and revised daily AGA
torn to decument this review with validation
that intervertions are implemented, On
weekends the charge nurse will be responsible [f’
vatidate the Fol Risk Analysis for completion
with corresponding updates to the
comprehensive plan of care and nuese aide data
sheets following any Jai event or new admission
to validate that the interventions are :
implemented.

Any issues identificd with the ahove process
will have re-education provided 1o the individug)
staff member by the StafY Development
Coordinator / designee. Additionat re-cducation
on the facility's Abuse / Negleel policy. process
related to falls, fall prevention, supervision witl
be completed for all faciliey stafl, Additional red
education on conducting an investigation.
interventions, implementing and updating care
plans and nurse aide data sheets will he
completed Jor alf nursing siaft. These :
cducational sessivns will be conducted monthly
times three months then guarterly for one year
by the Staft Development Coordinator /
designee. A post test will be utilized 1o validate
understurding ol training
reecived. The audit results will be reponicd to
the monthly QAA mecting by the Director of
MNurses / designee for the next six months 1o
ensure intervertions are effective to achieve and
maintain compliance. I any findings indivate p
cancern the frequeney of monitoring may be
increased to validate angoing conpliance.
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F 480 Continued From page 59

" evidence the facility determined the residen! was

left alone sitling on the side of the bed prior to the
fall; however, interview with State Registered

" Nurse (SRNA) #1, on 02/13/12 at 10:30 AM,

revealed on the moming of 05/14/11, at
approximately 4.00 AM, Resident #1 requested to

. situp on the side of the bed. She stated she

assisled the resident up on the side of the bed,
then left the room to go answer other call lights.
She stated a personal clip {PC) alarm was

! attached to the right side of the resident's gewn

as she left the room. She stated she was ina
room down the hall when she heard aloud noise,

~ like a chair moving, and ran back down the hall to

Resident #1's room to find the resident on the
floor mat. Resident #1 was biesding from hisfher

. knees and from an area on his/her head. She

stated the resident's alarm did not sound, Sha
stated she was aware Resident #1 was paralyzed
on the left side, and required extensive
assistance with all care. She stated Resident #1
only wanted to sit up 5-10 minules at a time, then
asked to lay back down, She stated she should

" not have left the resident alons sitling on the side

of the bed, but it was a busy night and she "had to
do what she had to do.* An interview with SRNA
#1,0n 02/27/12 at 9:27 AM, revealed she made
the nurse aware about Resident #1's request for
medication for leg pain on the night of the fall,
The nurse gave Resident #1 pain medication
about an hour prior to the fall.

- Interview with SRNA #2 an 02/16/12 at 12:10 PM,

SRNA#3 on 02/15/12 at 11:55 AM, SRNA #4 on
02/13/12 at 10:43 AM, SRNA #5 on 02/15/12 at
12:45 PM, SRNA #6 on 02/15/12 at 10:55 AM,
and SRNA#7 on 02/14/12 at 10:00 AM, revealed
Resident #1 had periods of weakness and was
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only able to maintain balance while sitting on the
side of the bed for a maximum of ten minutes
with assistance bacause the resideni swayad and
was "wobbly,” Each of the SRNA intaerviews
reveated it was not safe to leave Resident #1
alone gitting on ths side of the bed.

An interview with the MDS Coordinator, on

. 0214112 at 1:35 PM, and on 02/15/12 at 4:40

PM, revealed she was ullimately responsible for
the accuracy of the individual care ptans. She
stated she did not address the issue of dizziness
or unsteadiness on the falls care plan, She

" revealed side effects from narcolic use were

addressed on the care plan for pain, and included
monitoring for signs and symploms of dizziness,
unsteadiness, blurred vision and oversedation.
She offered no explanation as to why no
interventions were noted on either the initial care

plan or the comprehensive care plan.

An interview with the attending Physician, on
02/13/12 at 9:10 AM, whose signature appeared
on the certified copy of Resident #1's death

. certificale, revealed the Intracranial Hemorrhage

listed as the underying cause of death on
Resident #1's death cerlificate was the result of
the falt the resident sustained while at the nursing
facility and was the cause of Resident #1°s death.

An interview with the Administrator and the
Director of Nursing (DON}, on 02/14/12 at 3:00
PM, revealed Resident #1 was on the Falling Star
Program which meant the resident was e high
fisk for falls and it should have been “common
knowledge" that tha resident should not be left
sitting on the sida of tha bed. Cn 02/15/12 at 8:52
AM, the Administrater stated no further

i
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investigation was ¢onducted related to the
resident's fall from the bed because the resident
stated hefshe lost his/her balance and tell;
therefore, that was thought to be the cause of the
fail.

2. Arecord review revealed the facility admittad
Resident #3 on 04/27/11 with diagnoses to
include Cslecarthrilis, Anticoagulation use,
Hypertension, Anxlely, Depressive Disorder and
Anemia, The Comprehsnsive Care Plan, "Af Risk

- for Falls,” dated 05/17/11, included an
interventlon for nori-skid socks to be on at
bedtime as the resident allowed. A review of a
Fall Risk Analysis, dated 01/03/12, revealed
Residant #3 was high risk for falls,

A review of the quarterly MDS, dated 01/18/12,
revealed the facility assessed Resident #3 as
cognitively inlact, required extensive assistance
of two staff for bed mobilily, transfers,
ambuiation, tolleting, and exiensive assistance of
one staff for person hyglene and bathing.

An interview with Resident #3, on 02714712 at
12:00 PM, revealed hefshe experienced a fall
"ast night while | was using the tollet.* Resident
#3 stated while an SRNA assisted him/her to puil

up histher pants, hisiher feet slipped out from
under him/har, and caused him/her to fall back
onto the toilet. Resident #3 was not able to recall
the staff who assisted him/her. The resident
stated he/she required the staff*s assistance lo
the toilet, on and off the toilet, and to pull his/her
pants up and down due to hand weakness,

- Residant #3 stated the nan-skid socks hefshe
wore when the fall occurred, on 02/14/12, were
womn out and did not prevent his/her feet from

F 4905
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sliding. The resident stated the staff was aware of
Lhe need for new socks.

The facifity presented an IncidenUAccident raport,
on 02/16/12 at 9:45 AM, which included three
staff statements which did nol address the

- incident as was reported by the resident. LPN #1
was the charge nurse and her statement revealed
no fall was reported {o her on the night of

- 02/13/12, SRNA #8's statement revealed she
took Resident #3 to the tilet and the resident
always "plops down hard® oh the toilet and this
was usual behavior for the resident, so sha did

" nat feel it was necessary to report it 1o the nurse.
She stated the resident refused assistance to sit
on the toilet and did not complain of paln, SRNA

¢ #9 denied any knowledge of the incident, The
facility did not present evidence of an
investigation establishing the root cause of the
fall.

3. Arecord review revealed the facllity admitted

_Resident #4 to the facility on 12/08/09 with
diagnoses to include Rheumatoid Arthritis,
Osleoarthritis, Degenerative Joint Disease,

: Diabetes Type I, Malaise and Fatigue. The
Comprehensive Care Plan for Falls, dated
11/17/11, revealed Resident #4 was at risk for

" falls related to an unsteady gait and impaired
mobility,

A review of the Falt Risk Analysis, dated 01/18/12,
ravealed the resident was assessed o be at high
risk for falls, A review of the querterly MDS, dated
01/24/12, ravealed the facllity assessed Resident
#4 as requiring exiensive assistance of one staff
far ambulation, dressing, hyglene and bathing.

i
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A review of the Nurses' Note, dated 01/29/12 at
3:30 AM, revealed documentation of two
quarter-sized pueple discolorations o the [eft
chaek from lying on the left side with his/her hand

- under histher head. Areview of the physician’s

progress noles, dated 01/29/12, revealed
documentation by the Advance Practice

* Registered Nurse {APRN), who noted two

quarter-sized dark bluish bruisas on the resident's
left cheek and forehead, and the resident slating
hefshe bumped that area trying to get out of the

bed.

Areview of an Incident/Accident report, dated

. 01/28/12, tdentified two quarter-sized bruises on

the teft cheek and siated the cause was related to
the resident lying on the lsit side with his/her

: hand under his/her head. For action to be taken,

it was noted that the bruising would be monitorad

_for ten days and than reassessed. Further review
" of the Incident /Accident report revealad to pad

the bedside table, monitor bruising and start on

- anti-nflammatery medication in the morning. An

interview with tha Assistant Director of Nursing

. {(ADON}, on 02/16/12 al 3:55 PM, ravealed she

did not know why an investigation was not
compleled. She stated the next day Residant #4

- mentioned that he/she fell and hit the tabla, so

she added an intervention {o pad the badside

- table as a precautionary measure. The

occurrence of a fall from bed was not mentioned
In the report. The facility was not able to provide
evidence of an invesligation as to the roof cause
of the injury,

An observation of Resident #4, on 02/13/12 at
7:10 AM, revealed the resident was sitting in a

. wheelchalr in his/her room. The resident was

F 490’
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noted with a large pink and purple bruise on the

left cheek. When questicned about what ,
- happened to hisfher cheek, the resident stated i

he/she fell off the bed and hit hisfher face on the

table. !

An interview with the Administrator, on 02/22/12
at 9:30 AM, revealed when there was an accident !

“orincident, the licensed nurse was notified and :
that parson was to iniliate an investigation by '
utilization of the Incident/Accident Form. The

' nurse also filed out an investigative analysis
which Indicated the what, when, how, and why the
incident accurred. When a determination was
made, tha physiclan and the family were notified.
i it was an emergent situation, care was provided |

- before this took place and the Administrator and I
the DON were nofified. Every incident was '
addressed In the AQA mesling held on Monday

" through Friday. If the incident occurred on the
weekend, the Staff Development/Week-end |

. Supervisor reviewed it. Intervention are discussed |
in the AQA mesting, The licensed nurse is lo be
cantacted with any questions, The resident's
record Is to be reviewed. The care plan and the
the Nurse Alde Data Sheet are updated. A care i
plan progress note is to ba documented on the !
cara plan sacton of the resident's record. If the '
resldent was sent to the hospital they ware
reassessed upon return from the hospital. White
the facility Administrator detailed this as their |
process the facility was unable to provide i
evidence that their process was thorough in in
Identifying causal factors, abuse, neglest in order .
to address concerns. and prevent furlher \
fecurrence,

An acceptable Allegation of Compliance was i
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received on 02/22/12 and detailed the following:

The Administrator was re-educated by the
Regional Vice President of operations from our
resource toam, on 02/17/12, The requirement of
the administrator to administer the facility in a

- manner that enablsd it fo use its' resources

effectively and efficiently to attain or maintain the
highest practical, physical, mental and
psychosoclal well-being of each resident. This
included the need to oversee the invastigative
process for incidents and accidents and utllize the
facility rasources to validate the interventions
were developed, cars planned, communicated

. and implemented. It slso included establishing

and overseeing policies and procedures {o avoid
instance of abuse or neglect. As leader of the

- {acility's Quality Assessment and Assurance

Commitiee, the Administrator leads the group and
supporis them In Jmplementing processes to
identify areas of quality that may be deficient and
lo develop action ptans to achieve desired quality
and monitor the effectiveness of the plans.

- The ADON will be responsible to monitor

onceming shifts to assure that all staff scheduled
to work have been trained in the planned
sducation for their position. The ADON will train
or assign a qualified designee to provide training
lo anyone oncoming who lacks the required
training. Any employee not avaitable for their
tralning due to leave or valid reason, wil be sent
a cerlifled leiter instructing them that they may
not work untif they have successfully completed
afl raining.

A post test that covers training provided will be
administered a week after training was initiated.

]
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The test will be tailored for each department to
validate retenlion and understanding, Additional
testing will be conducted monthly for three
months and quarterly for one year. Education of
the process will be included in the orientation of
new employees in the respective depariments

Verification of removal of Immediate Jeopardy
was completed as foliows:

Training of the Administrator, on 02/18/12, was
verified by a review of the sign-in sheet on
02723712.

A review of the complated post test and a

" scheduled up-coming post test validated the

- untit they have successfully completed all training,

process was in place on 02/23/12.
The facility presented a copy of the fetter of

notification mailsd to staff on {eave or otherwise
absent instructing them that they may not work

Based on the above intarviews and record

" roviews, it was determined the Immediate

Jeopardy was removed, effective 02/19/12, as

. alleged In the AoC with tha scope and saverity

F 520
58=J

lowared to a "D" based on the need of the facility
lo continue o evaluate the implementation of
changes and qualily assurance activities,
483.75{0)(1) QAA
COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

A facility must maintain a quality assessment and
assurance committee consisting of the director of
nursing services; a physician designated by the

i
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483.75(0)(1} QAA Committce-Members /

Mect Quarterly/ Care plans )

It is the practice of Princeton Heath and Rehab

| Center to maintain a yuality assessment and

" assurance committee {QAA) consisiing of the 4
director of nursing services, a physician, and at

| Feast 3 ather facility stail that meets at least

quartesly to identify which issues with respect 0
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facility; and at least 3 other members of the
facility's staff,

The quality assessment and assurance
committee meets at least quartarly to identify
issues with respect to which quality assessment
and assurance activities are necessary, and
develops and imptements appropriate plans of
action to correct identified quality deficiencies.

A State or the Secretary may not require
disclasure of the records of such committee
except insofar as such disclosure is retated to the
campliance of such committese with the
requirements of this section.

Good faith attempts by the committee to identify

" and correct quality deficiencies wilt not be used as

a basis for sanctions.

This REQUIREMENT is not met as evidenced

7 by:

Based on interview, record review and review of
the facifity's policy and procadure, it was
determined the facility’s Qualily Assurance
Program failed to idenlify quality issues ralated to
fall investigations, causal factor identification, and
faited to develop and implement appropriate

plans of action to correct identifiad quality

. deficiencies for three residents (#1, #3 and #4), in

lhe selected sample of four residants,

On 05/14/11, at approximately 2:00 AM, a PRN
{as needed) dose of Lortab {pain medication} was
administered to Resident #1. At 4:00 AM, the staff
assisted Resident #1 upon the side of the bed to
a sitting position and ihen left him/har alone in the

1
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implements appropriate plans of aciion
correet ilentitied guality deficiencies.

Corrective Measures for Resident Identified :

in the deficiency;

Resident #] was discharged trom the faciity ont
S/H4710 to the hospital and expired on G3/19/11,
o no additional measures were possihte for thn
resident,

Resident #3 full risk analysis was updated on
02/16/12. was screened by Physical Theeapy on
02/18/12 and placed on cascload with the i
following recommendations: wilt transtur to
bedside commode only at this time with assist of
I with rotling watker. Resident's plan of care -
and nurse aide data sheet were updated Lo reflect
these changes hy the Unit Charge Nurse, ‘T his .
was completed on 02/18/12. Resident was seen |
by an erthopedic surgeon on 02/28/12 with only
recommendation to keep s knev immohilizer or
brace to ® knee while vut of bed. All aon skid
socks idewtified by the resident as worn out were
validaled to ensure non skid grips were intacl, i
Resident #4 fall risk analvsis was updated on
02/16/12, has had the care plan reviewed and
revised by the Dircetor of Nurses 1o reflect the
beaising problem related 1o fong teri sleroid use
retated 1o Rbeunvatoid Arthritis and relusal of
padding to table to decreuse risk of hraising.

How Other Regidents YWere Identified Who
May Haye Been Impacted by the Practice:

A Fall Risk Analysis was completed un each
resident currently residing in the facitity by the .
MDS Coeordinator. Unit Charge Nurses or
leensed Nurse designee and was verified oy
completed within this statement of deficiency on
02/23/12. The comprehensive plon of care und
nurse aide data sheel were reviewed and updated
as needed with al) current interventions on eacl
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roam, which resulied in Resideni #1 falling from

" the bed, sustaining an intracrania! hemorrhage
(bleeding within the skull), Resident #1

" subsequently expired on 05/19/11, Intracranial
Hemorrhage was listed as the underlying cause
of daath on a certified copy of Resident #1's
daath certificate. The facility's investigation failed
to identify that the staff did not provide the
necessary supervision to preven! accidents and

- the comprehensive care plan was not complete
with risk risk faclors Resident #3 sustained a
fali, on 02/14/12, when his/her feet slipped from
under him/her as staff pulled his/her underwear
up, after being on the toilet. A review of the

* facility's Incident/Accident Report, dated
02/16/12, revealed the investigation did nat

. Include evidence of the cause of Resident #3's
feat siipping from under him/her. Resident #4
sustained a fall from the bad resuliing in a brulse
to the left cheek. The facilily's Incident/Accident
Report, dated 01/29/12, submilted as an
investigation, faifed to address the issue of the fall
from bed. The facllity could provide no evidence
that the Quality Assurance Program identified
fhese quality issues and took action to prevent
Fecurrence,

This failure caused or is likely to cause serigus
injury, harm, impairment, or death to a resident.
Immediate Jeopardy was identified on 02/16/12
and determined to exist on 05/14/11. An

. acceptable Allegation of Compilance {AoC} was
recelved on 02/22/12, Immediate Jeopardy was
removed, effective 02/19/12, as afleged in the
AoC with the scope and severity lowered to a "D
as the facility had not completed the QA initiative

- F520 {continued)
F520!  resident currently residing in the facility by the
Unit charge nurses or Licensed Nurse designee
and was verified as completed within this
staiement of deficiency on 02/23/12.

i Mensures Implemented or Svstems Abtered to

Prevent Re-ocgnrrence;

The facitity members of the Quality Assurance
Committee including the Administrator. Director
of Nurses, Assistant Director of Nurses. Clinica

; Nurse Supervisor. MDS Coordinator, Unit
Nurses, Rehab Director, Activities, Business
Office, Adinission Office, Dictary manuger.

t Medical Records, and Social Services.
conducted a QAA meeting on 02/17/12 and
02/20/12. During the 02/17/12 mecting al}

I attendees were provided education by the
Quulity Management Specialist atfirming the !

i commitee is to facilitate a process thal involved

areas of the facility operation o systematicatiy

monitor (he perfermance of the varjous areas of”
voneern or guality deficiencies with fility
systems, and develop action plans to eerrect
areas identified. ‘They were akse educated that it

b was the responsibility of the committee to )
oversee implementation of the plans, moniter this

i effectiveness of the plans, and make adjustents
to the plan if' the desired ouicomes were not
achicved. On 02/20/12 the Medical Pircetor wak

i trained or this above process by the Quality
Managemen Specialist with retum verbat
understanding uf the training provided. The

I above education process was verified as

completed within this statement of deficicocics

on 02/23/12. The QAA meetings beld on

02/17/12, 02/20/12, and 03/14/12 reviewed the,

implementation of the plans developed lor

I cormection, monitored the effectiveness of the
plans. and evaluated for the newd for changes 1o

retated to staff monitering, analysis of monitoring y the plan,
audit results and the development and I '
i
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implementation of the POC to ensure

- interventions are effective and will prevent

recurrence, in order to achieve and maintain
compliance. Substandard Quality of Care was
identified at 483,13 Resident Behavior and

. Fadility Practices and 483.25 Quality of Cars.

{Refer ta F224, F279, F280, F282, F323, and
F490)

Findings include:
Areview of the facility's policy and procedure,

Quality Assessment and Assurance Committee,
revised 05/26/11, revealad the policy of the facility

' was fo establish and maintain a Quality

Assessment and Assurance Committee for the
purpose of monitoring compliance with regulatory
quidefines and identifying quality of care and
quality of life issues within the scope of servicas
provided by the facility. Procedures include the
authority {o supervise, and make
recommendations and take correclive actions on
concerns identified which impacted resident
service or facility oparations. The commiltes
would have formal methods to identify issues in
the facility which required review and would
respond to identified issues.

An interview with the Adminisirator, on 02/22/12

' a19:30 AM, revealed when there was an accident

or incident, lhe licensed nurse was notifled and
that person was to initiate an investigation by
utilization of the Incident/Accident Form. The
nurse also filled out an Investigative analysis
which Indicated the what, whan, how, and why the
incident occurred. When a determination was
mads, the physician and the family were notified.
if it was an emergent situation, care was provided

i

Compliance:

A specially called Quality Assurance (QAA)
Assessment meeting including the
Administrator. Dircetor of Nurses, Assistant
Director of Nurses, Clinical Nurse Supervisor,
MDS Coordinator, Linit Nurses. Rehab Lirector,
Activities. Business Offfce. Admission Otfice,
Dietary manager, Medical Records, and Sociat
Services was conducted on 02/17/12 that
vatlidated the completion of the fall risk gnabvsis,
updales to the comprehensive plans of care and
nurse aide dats sheets for all regidents currently
residing in the facitity and was validated as
compieted within this statement of deficiency on
02723742,

‘The Quality management Nurse or designee will
atiend the Quality Assessment and Assurance
meetings for the next 6 months to provide
guidance and or direction iF indicated. The
Quality Management Specialist will review the |
minetes to the meetings and any action plans
deveioped to validate ongoing compliance with
identification of potential quality issues. The
resbits of the review will be discossed with the
Administrator, Director of Nurses and QA&A
members. 'The resulls will also be reviewed with
the Medical Director during her quarterly
participation in the QA&LA meeting. It any
oppenunitics for improvement are identitied
during the review, re-cducation will be provided
by the Quality Management Nurse.
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before this took place and the Administrator and

" the OON were notified. Every incident was

" addressed In the AQA meeting held on Monday
through Friday. If the incident occurred on the
weekend, the Slaff DevelopmentWeek-end
Supervisor reviewaed it. Interventions are
discussed in the AQA meeting. The licensed
nursa is to be contacted with any questions. The
resident’s record is to be reviewed. The care plan
and the the Nurse Aide Data Sheet are updated.
A care plan progress note is to be documented on
the care plan section of the resident's record. If
the resident was sent to the hospital they ware
reassessed upon return from the hospital,

An Interview with the Administrator, Director of

- Nursing (DON}, Assistani Director of Nursing
{ADON;} and the Quality Management Nursa, on
02/22/12 at 3:00 PM, revealed all incidenis are
teviewed Monday through Friday in the
Abbreviated Quality Assurance {AQA) mesling
and if a trend was Identified, they developed an

. action plan, An action plan was in place on
01/27/11 through 06/09/11, during which time
insarvices related to fall precautions and alarms
ware completed. The Licensed Nurses and
Charge Nurses were to complete checks to
ensure alarms were in place and working, Audils
were completed, but were shredded after being
verified as completed. Validation of the the
process was compieted by review of the the
individual care plans, progress notes complated

_ by the Minimum Data Set (MDS)Coordinator,
Licensad Nurses, or the Unit Manager. During the
period of 01/27/11 through 06/08/11, problems
were identified regarding Resident #1 and were
discussed in the AQA meeting on 05/16/11. The
facility's AQA identified the resident was sliting on

F 520
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the side of the bed unsupervised and fell forward, i
They initiated mandelory inservicing for all staff
on 05/14/11, related to not leaving residents
sitting on the side of the bed. They did not have a
- monitoring tool, as all departments ‘ i
{Housekeeping, Laundry, Dietary) were i
responsible for monitoring residants observed ‘
silting on the side of the bed, Tha outcome was
" no other falis "fike that” had occurred. Inservices ;
continued through 06/09/11, which was a period i
of maintenance. While the facility's AQA process
. identifled staff had left Resident #1 unsupervised I
" and provided training to staff, the AQA system |
failed to identify that the resident's care plan did
not detail all the fali's risk factors, the facility's
investigation falled to initially identify that the i
facility staff left the resident unsupervised, and J
the facllity did not identify that neglect had
occumed. These fallures prevented the facility )
from {aking necessary action to correct the quatity i
deficiencies. While the facility re-opened the i
Action Pian in November 2011, affer an increase
in falls had been Identified by the AQA commitiee, !
there was no evidence that the facility had
Identified and took corrective action related to the
failures in their Investigations to ensure that
causal factors were identiffied and effective |
interventions were imptemented to prevent the . .
recurrence.

An interview with the Administrator and the ;
. Director of Nursing (DON), on 02/14/12 at 3:00 J '

PM, revealed Resident #1 was on the Falling Star )

Program which meant the resident was high risk
 for falls. [t should be “common knowledge” that i

the resident should not be left alone silting on the !

side of the bed; therefore, it was not necessary to

document risk factors rejated to balance. On |

!
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02/15/12 at 9:52 AM, the Administrator stated no
further investigation was conducled relaled to the
resident’s fall from the bed, because the resident
stated he/she lost hisfher balance and fell;
therefore, that was thought to be the cause of the
fall.

An acceptable Allegation of Compliance was
received on 02/22/12 and detailed the following.

- The members of the facility's Quality Assurance

and Assessment {QAA) Committee include the
Administrator, the DON, the Assistant Director of
Nursing (ADON}), Glinical Nurse Supervisor, MDS
Coordinator, Unit Nurses, Rehab Director,

" Aclivities, Business Ofiice, Admission Office,

Dietary Manager, Environmental Services
Manager, Medical Records, and Social Servicas.
All were provided re-education to affirm that the
committee is to facilitate a process that involved

. areas of the facility operation to systamatically

monilor the performance of the various areas of
cancern or quality deficiencies with facility
systems, and develop action plans o correct

‘ areas identifled. They were alsa educated that it

was the responsibliily of the committee to
oversee the implementation of the plans, monitor
the effectiveness of the plans and make

" adjustments {o the plan if desired outcomes were

not achieved,

The QAA cammiflee will review the audits and
checklist ulilized fo monitor the completion of the
lask related to fall risk, care plan revisions and
incident investigation through AQA meetings hald
daily on standard work days and at monthly QAA
meelings. This education was provided by the
Quality Management Speclalist on 02/17/12, and
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will be repeated for any member not initially
trained on their next scheduled work day. The |
Medical Director will be educated on or before het g
next visit. H

Verification of removal of immediate Jeopardy
was compieted as foliows:

The education was initiated on 02/17/12 and
" verified by review of the sign-in sheet and an
interview with LPN #1, on 02/23/12 al 2:10 PM,
who was a QAA commiitas member, validaled
the content. i

Discussion with the Medical Director was
completed, on 02/20/12, and validated by
signature on the sign-in sheet.

Based on the above interviews and record
reviews, it was determined the Immediate
Jeopardy was removed, effective 02/19/12, as
alleged In the AoC with the scope and severity
lowerad to a "D" as the facifity had not completed
the QA initiativa ralated to staff monitoring,
analysis of monitoring audit results and the
development and Implementation of the POC to !
ensure interventlons are effective and will prevent :

recurrence, in order to achieve and maintain |
compliance. i

% ;
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