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F 000| INITIAL COMMENTS . ‘ F 000 Faoo
A Recertification Survey was initiated on Owentan Center provides this

04/0715 and concluded on 04/09/15 with ' plan of correction without
ggggiﬁr;c;?sa g;‘gg:'i at the highest scope and adn"\itting or denying the

F 246 483.15(s)(1) REASONABLE ACCOMMODATION | F 246, validity or existence of the
88=D I OF NEEDS/PREFERENCES i alleged deficiencles. The Plan

| A resident has the right to reside and regeive of Correctlon is prepared and

services in the facility. with reasonable executed solely because it ig
accommodations of Individual needs and required by federa
preferences, except when the health or safety of 4 Y Jand state
i the individual or other residents would be faw.
endangered.
F-246

1. Theadministrator and

This REQUIREMENT is nat met as evidenoed maintenance director provided
by: L anappropriate dining t

| Based on chservation, Interview, recard raview: Pprop fate dining table on
and facility policy review, it was determined the 4/29/2015 to accommodata-the .
facility failed to provide tables at the appropriate physical needs inclyding with
helght in the 200 Joy Dining Room for two (2) of 4 : '
ten (10) unsampled residents, Unsampled appropriate seat height for
Resident A and Unsampled Hesident B. The staff unsampled residents A and B,
sat Unsampled Resident A and B at a table that ' ‘
was too high for the residents (equal to the height 2. " All reside iti ve -
of their shoulders), of which they had to raise . h sid n?s of the facility have
their arms to obtain food from the plate. _ the potential ta be affected The

director of Nursing and
Maintenance Director checked

Review of the facility's policy titled OPS200 all tables in the 200 oy room
Accommodation of Neads, dated 09/01/13,
revealed the facility individualized the residents’ 4/8/2015 to'assure they .meet
physical environment, Including the facliity's the appropriate table height of
common fiving areas, to accommadate the needs residents during the dining

k LABOWH PROW UF‘.PUEH REPHESENTATWE'S BIGMATURE TTLE ‘ {X6) DATE '
14 L'} R
B St Qo) X Mﬂ\x{\\.—;\ wlne X o

Any deficiency staternent ending with an astbdsk {*) denotas a daficlancy which the institution may ba dkcusad from corvecting providing it Is determined that
other safeguards provide suflivient prolaction B the patiants. (Sem Insiructions,) Sxcept for nursing homes, the findings slated above ars disclozable 80 days
foflowlng the date of survey whather or not a plan of corraction Is providad, For nursing homes, the above findings and plans of corraction ara disclosabla 14
days following the date thesa dacumants are mada available to the fachity. If deficienciss are cited, an approved plan of corection iz raguisite to continued
program parilcipation, '

The findings Include;

Y

4

o
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; and preferences of the individuals, The facility

; #risured the fumiture In the common areas
frequented by the resldents was accommodating
of physical limitations, including providing seating
| with appropriate ssat height and positioning of
tables for conveniencs of the residents.

Observation of the lunch meal service, on
04/07/15 at 12:15 PM, revealed Unsampled
Resident A and Unsampled Resident B wers
sitling and eating at a table in the 200 Jay dining
reom. The height of the table came to shoulder
level with each of these two residents and was

| such that the residenits had to raise their arma to
haad level to reach the food itermns on the table,
The two (2) residents had each placed thelr
plates/bowls into their laps and wers eating their
food from their iap.

{ Observation of the lunch maal service, on
04/08/15 at 12:12 PM, revealed Unsampled
Resident B was sitting at a table in the 200 Joy
‘Rooim gating lunch. The resident was taking
bowls of histher food off of the table and placing
them lower Into his/her lap, looking inside the
bowl, then replacing the bowl to the table and
obfaining another bowl. The resident had {6 lift
hisfher arms in order 10 reach the bowls on the
table. Once Unsampled Resident B decided to
eat from a bowl, hefshe placed 1t in hisher lap
and ate from the bowl,

Review of the Weights and Vitals Summaty,
dated 04/09/15, revealed the faciiity assessad
Unsampled Resident A at sixty (60} inches tall,
Thefacllity assessed Unsampled Resident 6 at
shdty-four (64) inches tall. :

Review of the Minimum Data Set (MDS), dated

(X4} 1D SUMMARY STATEMENT OF DERGIENGIES ) PROVIDER'S PLAN OF CORREGTION (¥s)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL, PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAG CROSS-HEFERENCED TO THE APPROPRIATE DATE
e DEFICIENGY)
. ' éxperience. No other areas of
F 246 | Continued From page 1 F 248 P

concarn were jdentified,

Licensed Nurses and Nursing
Asslstants weare re-educated on
4/08/2015 by the Director of
Nursing to include & posttest
to validate understanding of
resldent physical needs and
dignity during dining: This test
will be graded by the Assistant
Director of Nursing and the
Director of Nursing with a
required 95% to pass. Staff not
avallable during this time frame
will be provided re-education
including posttest by the
Assistant Director.of Nursing
tpon return to work.
Monftoring of the 100 and 200
Joy rooms will be monitored
daily x 2 weeks across all 3
meals, then 3x weekly x 2
weeks then weekly x 2 weeks,
then as determined by the
monthly Quality Improvement
i:omvmitt,eewith any corrective
action if needed,
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F 246 Continued From page 2 F246 4 The Director of Nursing or
i | 03/06A 5, revealed the {acility conducted a Brief ; Assistant Director of Nursing
Intervisw for Mental Status (BIMS) evaluation and M submi fthe
scored Unsampled Resldent A at athree (3), Will submit a summary o :
i indicating severe cognitive Impairment. The findings to the monthly Quality

| facllity records further maintained diagnoses of Assurance/Performance
Dementia, Hypsdens;on, Depression, . .
+ Osteoarthritis, and Osteogorosis for Unsampled Improvemeant Committee
| Resident A. The facility Assessed Unsampled consisting of Administrator,
| Rasident A'as having nesded to use a wheelchalr. ,
Director of Nursing, Activity

Review of the facility's Dist Type Report, dated Director, Housekeeping
04/08/15, revealed the faclity placed Unsampled " ‘ P
Resident B was on & Dysphagia Advanced diet. Director, Health Information

Manager Coordinator, MDS

Raview of the Minimum Data Set (MDS), dated Coordinator, Saclal Services,

02/27/15, revealed the facility conducted a BIMS

@valuation and scored Unsampled Resident B Food Service Manager, Business |
with a three (3), indicating severe cognitive Office Manager, and

impairment. The facility records further Mai ‘ Director for
malintained diagnoses of Heart Failure, : aintenance birectoria
Hyperlension, Peripheral Vascular Digease, further review and

Gastroesophages] Reflux Disease, Arthiitls,

Osteoporosis, Dementia, and Moderate to Severe recommendation for three

Vision impairment for Unaampled Resident B, months.
Thae facility assessed Unsampled Resident B as
having needed 1o use a wheelchalr, 5. Completion Date: 5/2/15

interview with Certified Nursing Assistant (CNA)
#3, on 04/09/15 &t 2:10 PM, revealed Unsampled
Reasident Aand Unsampled Resident B ate mast
of thelr meals at the lower table in the 200 Joy
dining room because these residents were lower
1o the ground. The CNA stated the table may.
hava been too high to accommodate these '
residents and the residents gould benefit from ’
having a lower table. ‘

Interview with Licensed Practical Nurae (LPN) 46, !
on 04/07/15 at 12:30 PM, revealed Unsampled ; ‘
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F 246 | Continued From page 3 F 246
Resident A and Unsampled Resident B ate at that
specific table because the table was lower than

the other tables in the 200 Jey dining room. The
LPN stated the table was still tall for these two (2)
residents to eat at and the reaidents would have
benefited from sitting at an even lower table,

Interview with the 200 Unit Manager, 6n 04/09/15
at 2:56 PM, revealed the faclity chose to place 1
Unsampled Resident A and Unsamplad Resident !
B at the low table to eat because this table was

the lowest table in the facility.

interview with the Occupational Therapist, on
04/09/15 at 220 PM, revesaled the low table was,
not acocommodating to the physical neads of
Unsampled Resident A or Unsampled Resident B.
She further revealed the facility did not
adequately turnish the 200 Joy dining room with
the correct table heights to accommodate the

' needs of the residents. Oceupational Therapy

: consuited with the facility two (2) vears ago to

[ gnsure Unsampled Resident A and Unsampled

¢ Rasident B had & lower table. The Oceupational

; Therapist observed the low table and the other

{ tables in the 200 Joy Roam and found the low
“1able measursd approximately one (1) inch
“sharter than the other tables in tha room. The

. Occupational Therapist stated a table coming up
"{o or above a resident's shoulders would indicate

| the table was too high for the resident. The

; Qccupational Therapist stated a resident sating at
; & tahle that was too high was a problem because
' the residenis may not be abile 1o see thelr food, A
j resident may also have spiiled drinks or food on
. themselves more oftan due to reaching up for

% tems on the table,

1

- Interview with Speech Therapiat #2, on 04/09/15
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F 246

Continued From page 4

at 2:45 PM, revealed the facility did not

; accommodate the dinaing needs of Unsampled

: Resident A or Unsampled Resident B in the 20¢
day dining room. The Speeéoch Therapist statad
she completed a speech evaluation on

i Unsampled Resident B and recommended

: dletary change the resident's diet to ground due

' to chewing difficulty and signs and symptoms of

; aspiration. She comploted a speach evalyation
on Unsampled Resident A due to dysphagia.
Speach Therapist #2 stated It had been over one
(1) y=ar since she had complstad an avaluation
on elther of these rasidents. Speech Therapist
#2 stated atable that comes up 1o a resident's
shoulders or eyes would not be accommodating
to that residents needs and could impede the
functioning of that resident. Sheé stated I 2 table
was foo high, causing a resident to have to reach
up to obtain food, the resident would have an
increased risk of spilling hot goffee on themselves
or spliling food due to not being abls to see what
was on the table. The Speech Therapist further
stated a resident with dysphagia would be at an
increased risk for aspiration due to having to lift
the head back to see and eat food from the tabla.

intarview with the Director of Nursing (DON), on
04/09/15 st 3:30 PM, revealed the facllity placed
Unsampled Resident A and Unsampled Regident
B at that able because it was the lowest tabls in
the facllity. The DON stated sha had observed
these iwo (2) residents eating, but had not
observed them placing thelr plates in their faps to

to reach up for food because it could be a dignity
Isaue as well as be Yiring for the resident. The
facility placing a resident at a table that was too
high may keep the resldent from eating an entire

meal. The DON furher stated the facility did not

eat. The DON stated residents should not have -

F 246,

i
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F 246 | Continued From page 5 F 246 o280
accommodate for the physical limitations of
Unsampled Resident A or Unsampled Resident B
in the dinning room.
F 280 | 483.20(d)(3), 483.10{k)}(2) RIGHT TO F 280

58=D

s
)

PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompetent or otherwise foundtabe
incapaciated under the laws of the State, to
participate in. planning care and treatment or
changes In care and treatment.

A comprahensive case plan must be developed
within 7 days after the completion of the
comprehensive assessment, prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responhsibility
far the resident, and other appropriate staff in
disciplines as determined by the resident's neads,
and, to the extent practicable, the panticipation of

the resident, the resident's famiily o the resident's |

legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assassment.

This REQUIREMENT is not met as evidenced
by o

. Baged on observatien, interview, recard raview,

and review of the facility's policy and
investigations, it wag determined the facility falled
{o review and rovised the care plans for two (2) of
sighteen (18) sampled residents (Residents #1
and #11). Resident #1 had six (6) falls and

. Resident #11 had eight {8) falla with no

1. The director of Nursing and the

Unit Manager reviewed fall care
plans for residents # 1 and

resident # 11 for root cause to
reduce the risk for falls and
minimlze reoccurrance on
4/10/2015. Each intervention
was reviewed for effactiveness.
with corrective action including
updating of care plan and
Kardex If indicated.

2. All residants of the facility have
the potential to be affected
including residents that have
experienced falls. A review will
be completed on 4/27/2015 of
residents that have experienced
fails over the past 30 days by
the Director of Nursing,
Assistant Director of Nursing
and the unit managers to
assure interventions in place to
reduce the risk for falls and
minimize recccurrence were
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I The facility would develop an individualized plan

interventions added to the care plan to prevent
further falls,

The findings Inciude:

Review of the facility's policy for Falls, datad
05/14/14, ravested residents at risk for falls
received appropriate cate and the cause of falls
would be Investigated to reduce tha risk for falis
ard minimize the actual ocourrence of falls. Afall
risk assessment would be completed and '
residents with scores of twelve {12) and above
would be congldered to have a high risk for fallg,

of care. If aresident fell, the facility would
dactment the fall on a Change of Condition Note
and investigate using the Fall Investigation. The
care plan would be updated to reflect new
interventions.

Review of the facliity's policy for Gare: Plans,
datad 01/02/14, revealad the care plan should be
revised on an ongoing basis to reflact the
residant's responss to care and changing needs
and goals. The care plan must be customized to
each individual resident's needs.

1. Review of Resident #1's clinical record,
revealed the facilily admitted the resident on
06/06/12 with diagnoses of Chronic Obstructive
Pulmonary Disease, Dysphagla, Congestive
Heart Failure, Anxiety and Depression. The
faclity completed. a quartetly Minimurn Data Set
(MDS) assessment on the regident on 011915
which revasled a Brlef Interview for Mental Status
score of twieve (12) which meant the reaident

; was cognitively intact, howevet, the resident

! exhiblied little Interest in the environment, felt

\ down and tired, The residerit required lirited

were no concerns identifled.

A review of current residents
fall risk score will be done by
The Director of Nursing,

' Assistant Director of Nursing

and the unit managers on
4£30/2015. Any resldent that is
identified with a fall risk score
of 12 or gregter wiil have a
review of diagnosis, mobility
function, mental status, sensory
and medicatlons any risk
Identified will have care plan
and Kardex revised if indicated
and communicated to
caregivers through re-
education.
Licensed nurses and nursing
‘assistants were re- educated
beginning-on 4/26/2015 by the
Director of Nursing with a
posttest to valldate
understanding of supervision
and fall pravention including
care plan and Katrdex revision if
indicated. Posttest will be
graded by the Assistant Director

| , . OMB NO. 0938-03G1
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i assistance of one person for transfers and | Nursing with a required 95% to
dressing, Wa? ambuiatory with a8 walker and was pass. Staff not available durlng
incontinent of bowel, The resident had an I J :
Indwelling catheter related to yrinary retention, this time v‘im be provided re-
The resident had pain daily and recsived education including postiest by
antidepressants, antlanxisty medications and the Assistant Director of
hypnotics, .
_ Nursing upon return to work,
Further review of the clinical record for Resident
#1, revealed the facility completed a Fafl Risk Director of Nursing, Assistant.
; Assesament on the resident on 01/16/15 which _— ;
i scored a twelve (12) and indicated the resident varector of Nursing, or Unit
t was a high fatis risk, After a fall on 01/20/15, the Manager wlll review daily 5
! facility reavaluated the residant's fall risk and +
1y . oy , i rwee dent who
determingd the rasident's score wes twenty-four times pe . k resident wh
(24). This score was twice the scors from has experienced a falf for
01/16/18, intrinsic and extrinsic factors,
Review of the Care Plan, dated 01/12/15, for review of current interventions,
Resident #1, revealad the resident's risk for falls implementation of new
was identified on 05/28M14. Interventions for falls :
included: educating the resident on the need {o Interventions, or remove risk
ask for assistance when ambulating ot feaching factors to prevent further falls
for itema; 1o educate the resident on safe including reeducation of staff
tachniques; the resident was educated on using "
the call light and keeping personal items within and updating the care plan and
| reach. Nursing staff were to assist the resident Kardex if indicated. All new
| with toilsting needs this was added to the care . \
plan on 05/26/14, There wers non-skid strips on admjssions re/admissions will
the floor from the bed to the bathroom and a also be reviewed to identify fall
toileting evaluation was to be completed on .
0V/20/15. risk score.
Review of the Risk Management System, for The Director.of Nursing or
D1/16/15 at 2:30 AM, revealed Resident #1 . N 8 .
attempted to ambulate to the bathroom when the Assistant Director of Nursing
walker overturned and the resident fell, There will submit a summary of the
ware no injuries. The resident complained of pain;. . ,
| however, the facility determined the pain was not findings to the monthly Quality
FORM GMS-2587(02-69) Previous Verefong Obsolste Event ID; 3YNH11 Faoility 1D: 100308
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associated with the fall. The resident had an
unsteady gait, received psychotropic medications,
and had a history of funcfional decfine. The
facility determined the cause of the fall to be the
resident's failura to ask for assistance from staff.
The preventative measure in use &t the time of
the fall was a low bed not listed on the care plan.
ARer the fall, the facility updated the care glan to
provide the resident with occupational therapy
and physical therapy, however, the resident
refused the therapy. There was no evidencs the
factlity reviewad or revised the care plan with an
intervention to immediately attempt to prevent
fusther fajls.

Review of the Risk Management Systern, for
01/20/18 at 2:45 AM, ravesied Resident #1
atternpted to ambulate to the bathroom in the

. Toom, lost their balance and fell. The resident

i was found on the floor by staff and no injuries

! were noted. The preventative measures In place
I were a low bed, not found on the care plan,
sncolrage the resident to ask for assistance with
toileting; keep the resident's parsonal ftems in
reach; and calt light in reach, added to the care
plan on 05/26/14. There was a note, which
stated the resident was non-compllant with asking
for assistance. Contributing factors were :
identified as having bare feet and unsteady galt.
The root cause was identifled as a decline in the
resident's function and non-compliance with
asking for assistance, The facility determined the
cotractive action was to continue to redirect the
resldent. There waa no evidence the facility
reviewed or revised the pare plan to attempt to
prevant further falls,

Raview of the Risk Managsment System, for
01/30715 at 10:00 PM, revealed Resident #1 was
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Irmprovement Committes
consisting of Administrator,
Director of Nursing, Activity
Director, Housekeeping
Director, Health Information
Manager Coordinator, MDS
Coordinator, Social Services,
Food Service Manageér, Business
Office Manager, and
Maintenance Director for
further review and
recommendation for three
months,

Completion Date: | 5/2/15

FLRM CMS-2567(02-99) Pravious Verslons Obeolete

Evart [[13YNH11

Fagiity ID: 100808

If continuation sheet Page 9 of 41




AFK/ 33U/ LULD/ 10U U330 T UWenton Lenter FRL NO, [-DbUZ-484- 2301 FoULD

DEPARTMENT OF HEALTH AND HUMAN SERVICES P A Apneaa0il
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ, 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CUIA {X2) MULTIPLE GONSTRUCTION (X3} DATé SURVEY
AND PLAN OF CORAECTION . IDENTIFICATION NUMBER: A BUILDING COMPLETED
185364 8. WiNG 04/09/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8T ATE, ZIP CODE
. 905 HWY 127 NORTH
TON CENTER ‘ -
OWENTON OWENTON, KY 40359
X4 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF COBREGTION {s)
PREFIX | {EACH DEFICIENGCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORREGTIVE AGTION SHOLLD BE COMPLETION
TAG BEGULATORY OR LEC IDENTIEYING INFORMATION) TAG CROSS-REFERENGED TG THE ARPROPRIATE | DATE
: ! PEFICIENGY)
} :
F 280 Continued From page 9 F 280

found on the floor yelling for help. The resident

replied he/she lost balance and fell 1o the floor in
. the reom. There were no injuties noted. The
preventative measures in place at the time of the
fall were non-skid socks and the non-skid strips.
by the hed. The facllity detarmined the root
cause of the fall was the resident's
non-compliance. The action taker o pravent
further falls was o remind the resident to seak
assistance.. There waa no evidence the faoility
reviewad or revised the care plan to attempt to
prevent further falls,

Review of the Risk Management System for
02/27/15 at 10:20 AM, revealed Resident #1 was
{ found on tha floar in front of the closet. The
resident reported weakness developed and
he/she fell. No injuries were noted. The facility
detarminad the root cause of the fall was the
resident’s health and mental status, The facility's
action was 1o request the resident to. seek:
assistance whan gelting up out of bed, There
was no evidencs the facility reviewed or revigad
the care plan 1o attempt o prevent{urther falla.

: Review of the Risk Management Syatem, for
03/14/18 at 12:00 PM, revealed Residont #1 was
found on the floor in the bathroom dodrway
yelllng for help. The rasident fried to assist self o
the bathroom. The preventative measures in
place at the time of the fall ware non-skid socks

i and the call light in reach. The fagility determined
the root cause of the {all was the resident's
non-compliance with fransfers and asking for
assistance with ambulation. The faciity's action
to preveni further falls was to encourage the
rasident to ask for assistance, Thers wasno
evidence the facility reviewed or revised the care
pian to atternpt to prevent further fails, |

FORM CMS-Z‘SG?(OQ-QQ) Pravious Varsicns Qbuolste Event ID:3¥NH1 Felity [0 100508 If continuation sheet Paga 10 of 41
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| cuea o use tha walker and to wear nonskid

Continued From page 10

Raview of the Risk Managemant System, for
03/16/15 at 2:30 AM, revealed Resident #1 was
found on the floor In the deorway to the:
bathroom. The resident indicated he/she slipped
and fell going to the bathroom. The preventative
meastre I place at the time of the fall was a
walker, There were no infuries noted. The fagility
determinad the root cause of the fall was the
resident slipped and was weak from a winary
tract infection. The facifity's action to attermnpt to
prevent further falls was to educate the resident
to use the call light 1o ask for assiatance using the
bathroom, although recard review revealed the
resident had sustalned six.(6) falls and did not
use the call light. There was no evidence the
faclity reviewed or revised the care plan to
attempt to prevant further falls,

Ravisw of the Kardex, dated 11/28/14, for
Rasident #1 revealed Resident #1 needed verba!

socks. The resident was Independent with
transfers, walking and personal hygiene; although
the resident's record revesled they had sustained
six (B) falis without the use of the call lightor -
azking for assistance. The resident needed lotal
care of ong assistant to toilet.

Obsgaervation of Resident #1, on 04/07/15 at 10:25
AM, revealed the resident was in bed sleeping
with the call Hight in reach. The resident's bed
was in a Jow position.

Observations of Resident #1, an 04/07/15 at
11:45 AM, 2:10 PM, 2:01 PM and 3:55 PM
revealed the resident was sleeping In a low bed.

Interview with Rasidant #1, or 04/08/15 at 8:15

F 2801

]
}
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i
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i
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AM, revealed the resident preferrad to stay in bed
most of the time. The resident was invited to

; activities; however, refused and stated they had

i no interest in most activittes, The resident stated
he/she would not get out of bed today. The
resident stated all meals were taken in big/her
room by choice, The resldent stated there had

| baen some falls related to going to the bathroom
alone, He/she stated it was sasier 10 9o to the
bathroom witholit walting for assistangs. Tha
resident stated the desire to uc to sleep and the
interview was terminated.

Interview with Certified Nurse Aide (CNA) 4, on
04/08/15 at 1:20 PM, revealed she checked her
assigned residents svery two (2) hours and mors
ofier: at times, She.stated thers wers no
instructions on the Kardex requiring residents to
be checked more frequently. She stated the
Kardex contained the instructions for providing
care for each resident and Resident #1 needed
total care when walking to the toilet. She stated
: otherwisa the resident was independent with
“care, She stated the call light was left within

" reach of the rasident when in bed; however, the

res!dent frequently got up alone and fell. She did

" not remernber the resident ever belng injured

: during afall. She stated the resident was
unisteady when walking and did need assistance
to prevent faills. She stated tha resident rarely
used the call light even though slaff provided
reminders daily.

on 04/08/15 at 1:40 PM, revealed the facility
required stalf to see every resident avery two {2)
houra. She stated Resident #1 was reminded ta
use the call ight fo summon assistance when
gaoing to the bathroom. She stated the resident

interview with Licensed Practical Nurse (LPN) 45,

'(
i
{
!
l
i
i
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{ Interview with the Unit Manager, o 04/08/15 at

Continued From page 12

was reminded daily by gtaff; however, the
resident rarely used the call light. She stated the
resldent was not steady when walking. She
stated the resident had never been Injured during
a fall. She stated the facility had provided
in-service training on investigating falls and filling
out the paperwork, She stated the facility
continued to remind the resident to use the call
light for assistance as there was little else thay
could do to prevent falls.

3:20 PM, revealed a dally alinical meeting was
held and incident reports were reviewed by
nursing management to. determine what occurred
and what action the facility took to attempt to
pravent further falls, She stated the care plan
was reviewad and changed if needad by the Unit
Managers to make the resident safer. She
indicated Interventions already In ptace were
reinforced especially ancouraging residents to
agk for asslstance prior to transferring
independently. She staled Resident #1 would
ask for assistance at times, however, the
requests were inconsiatent.

2. Review of the clidical record for Resident #11,
revealad the faclity admitted the resident on
11/27112 with diagnoses of Congestive Heart
Failure, Hypertension, Diabetes, Dapression, and
Chronic Obstructive Pulmonary Disease,

Review of the quarierly MDS, dated 01/19/15,
revealed the BIMS score was & twelve (12) which
meant the resident was cognitively intact. The
resident had little Inferest in any activities and fait
down. The resident required limited assistance
with eating, ambulation and hygiene. The
resident was able to stabilize when standing

F 280
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without staff assistance. The resident was.

: continent of bowei and incontinent of bladder at
times. The resident had frequent pain and
received antipsychotrople medications.

Review of the Comprehensive Care Plan, dated
05/26/14, revealed the resident had a risk-for
falle. The cara plan intarventions to prevent falls
included: non-skid strips to the ared in front of the
bed; educate resident regarding using the call
fight to request assistance and lsave the Dycem
in the seat of the redliner; encourage resident to
wear non-skid foptwear; monitor blood pressure
and report to physician as needed; and,
encourags to wear glassas alt dated 06/1 8/14.
Dycem ta rectiner, was dated 08/05/14. Educate
resident regarding using the-call hght 1o request
assistance and leave the Dycem in the seat of the
recliner, was added again on 01/28/15. Educate
rasident to ask for assistance when galng to the
vending machineg, was dated 01/3016. Int
addition, the care plan problems included poor
batance, inability to heé indepandent with activities
of daily living, antipsychctmpic medications and
! smaoking., The fall care plan listed falls accurring
: pan DI24/E, BIPRE, 227115, 3/28/15, 3/25/15

! 3/26/15 and 3/30/15 with Therapy to evaluate
' added 03/31/15,

l : Raview of the Kardex, dated 11/28/14, used hy

{ the CNAs for Resident #11, revealed the resident
had nan-skid foctwear, Dycem to the recliner

seat, halo bars 1o assist with bed mobility and

transfers, a tranafer pofe and a low bed against

the wall.

Review of the Risk Management System (RMS8)
for Resident #11, on 01/22/15 at 8:18 AM,
revealed the resident was found on the floor after

F 280

FORM CMBS-2567(02.99) Pravious Versiona Obsalste Evant ID: AyNH11

Faclity {0:100508

I continuation shest Page 14 of 41




AR/ DU/ LULD/ 10U U330 T Uwenton Lenter

‘DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

0. 1-0UZ-464-2357

PRINTED: 04/22/2015
FORM APPROVED
OMB NO. 0938-0391

A, BURDING

185364 B, WiNG

STATEMENT OF DEFIGIENGIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION
ANE PLAN OF GORRECTION IDENTIFICATION NUMBER:

{X3} DATE SURVEY
COMPLETED

_04/09/2016

NAME OF PROVIDER OF BUPPLIER
OWENTON CENTER

STREET ADDRESS, QITY, STATE, 2P CODE
805 HWY 127 NORTH
OWENTON, KY 40359

(xa) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFIDIENCIES
(EACH DERICIENGY MUST BE PRECEDED BY EULL
REGULATORY OR LBC IDENTIFYING INFORMATICN)

1S T PROVIDER'S PLAN OF CORRECTION

X5
PREFIX {EACH CORRECTIVE ACTION SHOULD 85 couivu:?'nc:w
ATE

TAG CROSS-AEFERENCED TO THE APPROPRIATE

DEFIGIENCY)

F 280

Continued From page 14

attempting to stand. A tranafer pole and non-skid
| strips were in place at the tima of the fall. The

. root pause was determined to be the resident's

: fallure to use the call light for assisfance and the
resident way educated 1o uze the call light for
assistan¢e. There was no evidence thie facility.
reviewed and revised the care plan to aiteript to
prevent further falls,

(

Review of the RMS for Resident #11, on 01/27/15
at 4:00 PM, reveaiad the resident was found on.
the floor aiter reaching for something while
seated in a chair covared with Dycem (a nonslip
material), The facliity determined the root cause
was the resident's health and mental status and
the resident was educated to feave the Dycem in
the ¢halr, There was no evidence the faclity

: ravlewed or revised the care plan to attempt to

! prevent further falls,

F!eviaw of the RMS for Resident #11, on.01/29/15
‘ at B:30 PM, revealad the resident was found on

| the floor in front of the vending machine after
bending over to ratrieve a purchasa. The facility
determined the root cause to be the resident's
health and mental status and the resident was
encourage to ask for assistance. There was no
avidence the facility reviewed or revised the care
pran to attempt to pravent furthar fails,

Review of the RMB for Resident #11, on 02/2715
at 3:05 AM, revealed the resident was found on
the figor hokdsng on to the fransfer pole after
slipping off the side of the bed. The bed was in
low position and nion-akid strips were on the floor
next {¢ the bed. The root cause was determinad
by the facility {o be the résident's heatth and
maental status, The facility had the resident wear
non-skid foolwear; however, non-gkld footwear !

F 280
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was added to the care plan on 06/18/14. There
1 was no evidence the facility reviewed or revised
I the care plan in an gttempt {0 prevent further falls.
: _ ' R

t
j Review of the RMS for Resident #11, on 03/14/15 :
at 8:20 PM, revealed the resident was waliking .
with a walker o take g smake break. The !
resident reached for the smokihg apron draped
over the walkier and lost balance and fell, Tha
facility determined the root cauge of the fall was
the smoking apron belng unsecured. There was
no evidence the facllity reviewed or revised the
ocare plan to atternpt to prevent further falls,

Review of the RMS for Resident #11, on 03/18/15
at 8115 AM, revealed the resldent was found on
the floor after reaching for some shoes while
geated in a chair. The call light and transfer pole.
were available. The facifity dstermined the root
-cauge of the fall was the resident's health and
mental status and non-compliance. The faciity
encouraged the resident to ask for assistance.
"Thers was no evidence the facility reviewed or

' revised the care plan to aitempt {0 prevent further
; falia.

{ Review of the RMS for Reaident #11, on 03/26/15
at 4.40 AM, revealed the resident was found on
the flaor coming from the bathroom. The facility
datermined the root cause of the fall was the
resident's non~compliance and advised the
resident to ask for sasistance, There was no
evidence the facility reviewed or revised the care
plan to attsmpt to prevent further falls,

Review of the RMS {or Resident #11, on 03/30/15
at 5:45 PM, revealed the resident was found on
the floor in front of the snack machine after
reaching for & purchase. The facility determined

* FORM GMS-2667{02-29) Pravioua Varslans Obsolets Event |D:3YNH11 Faclity 0 100508 I continuation sheet Page 16 of 41
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' reviewed or revised the care plan to immediately
: atternpt to prevent further falla,

: Observation of Resident #11, on 04/0715 at 2:10

walker. The resident stood in the doorway to the

Continued From page 16

the root cause of the fall was the residani's ‘
noncompliance and health and mental statua, An
Oceupational Therapy evaluation was raquestad;
however, there was ng evidence the facility

P, revealed the resident was seatedin a
wheelehair next to the bed without shoes or
non-skid footwear. Piles of belangings were
noted around the room. The area under the
resident's bed was full of plastic bags, shoes,
clothing and other items. There were several
pairs of shoes and some clothing on the Hoor
rext to the bed and by the bedside table with
parsonal items on the flocr next to the bathroom
doarway.

Observation of Resident #11, on 04/0B/15 at
11:15 AM, revedled the resident was up in the
room without any foolwear and not using the

hall while staff walked by without taking any
action 1o redirect the residant.

interview with CNA#8, on 04/08/15 at 12:46 PM,
revealed Resident #11 was non-compliant with
care and did not use the call light to ask for
assistance of staff. She stated the resident
continuously removed the non-skid socks and
shoes. She stated the resldent was not able to
use the transter pole when getting up from bed
due to weakness. She revealed the resident had
& rolling walker that the resident did not use due
to forgatiliness. She Indicated the residents
wera checked every two (2) hours and that was
the training she had received from the faclity,
She stated a fall could restit in an injury to the

F 280
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resident.

Interview with CNA #4, on 04/08/15 at 1:10 PM,
ravealed she cared far Resident #11 frequently
and the resident fell often. She stated the

walk off and leave the walker, She indicated the
resident would take off the non-skid socks or
shoes and slip and fall. She stated the faclity
trained staff to check residents every two (2)
hours for Rygiene and to make sure they were all
right. She stated falling could cause an injury,

interview with Licensed Practical Nurse (LPN) #8,
'on 04/08/15 at 3:10 PM, revealed Resident #11
used a transfer pole to assist with getting out of

| bed and walking around the bed. She stated the
: resident was stubborn and did not like anyone to
; assist with care. She stated the resident wag

i Ingentinent at night and wore an adult briaf at all

i fimes in case of amergency. She stated the

i tesident's room was right acroas from the, nyrsing
station and was checked by staff avery twa (2)
hours, She.stated the resident did as the resident
pleased. She stated the resident hoarded and
there was often clutier in the room on the floors.
She indicated the resident would not use thé call
light. She stated she did not have any
responsibility for the resident’s care plan. She
stated the residsnt had no injuries; however,
falling could cause an injury.

Interview with the Unit Manager, on 04/08/15 at
3:20 PM, revealed Resident #11 was inconsistent
in raquesting assistance from staff. She statad
the Director of Nursing, the Unit Managers met
every Sha business day in the morning and all
falls were reviewad. She stated the fall reports
were reviewed to determine what happened to

resident would be walking with the walker and‘just5

3
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Continued From page 18

cause the fall and why. She indicated the cars
plan for the resident was reviewed and changes
wera made to make the resident safer and often
those changes were to reinfarce interventions
already in placa.to pravant falls, She stated the
care plan was not evaiuated, but added to.

interview with the Minimurm Data Set (MDS)
Hegisterad Nurse (RN}, on 04/09/18 af 2:10 PM,
revealed all incident reporls were reviewed the
next business day by the Director of Nuraing, Unit
Managers ahd MDS FN. She stated the dlinical
! meeting svery morning reviewad falls and
! discussed them daijly. She stated she did.attend
the meeting as did the Unit Managers. She
} stated the Unit Managers updated the care plan
i after a resldent's fall. She Indicated reusing
Uintarventions wag practiced in the facillty, s0
E i reemphasizing verbal cues or instructions was a
3 common practice. She revealed the care plan
lntervent:ons wera not working and the residert
3 cantinued to fall. She was unable to provide
mors information.

Additional interview with the MDS Coordinatar, on
04/09/15 at 3:40 PM, revealsd she was
responaible for the comprehensive care plan.

She stated she did not updaté the care plans on a
daily basia unless an MDS was completed. She
stated the Unit Manager wag responsible for
updating care plans on a dasty basis, She stated
all residents were checked every two (2) hours.
She atated Resident #11's care plan was not
waorking to prevent falls.

Interview with the Director of Nursing, on
04/09/15 at 2:10 PM, revealad the Unit Managers
were frained by the facality to update care plans
when a resident fell.. She stated a clinical

F 280

!
j
%
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meeting was held each busineas day and falls
wers raviewed (o determine if the fall report was
complate and to add to the care plan if needed,
She afated the cause of falls was determined by
the facllity and involved what happsned {o the
resident. She stated the care plan for Resldent K
#11 was not preventing the resident from falling. | i
F 282 1 483 20()(3)(I) SERVICES BY QUALIFIED F2az2 F-282
a5:=D | PERSONS/PER CARE PLAN
| The servicea provided or arranged by the facllity 1. Resident #4 of sampled
must be provided by qualified persons in residents care plan was
accordance with each resident's written plan of reviewed by the Director of
care, _
{ Nursing and unit manager and
EQUIREMENT | ‘ updated if indicated on
This REQUIREMENT s not met as avidenced 4/8/2015 to include the risk

by:
Based on observation, Interview, record review,
and review of the facility's policy, it was

. determinad the facility failed to follow the

comprehensive care plan for one (1) of elghteen
{(18) sampled residents and nine (8) of ten (10)
unsampled residents, (Resident #4 and
Unsampled Residents A, C, D, B, F, &, H, | and

. J3. The tacllity stafi left the residents, who they

assessed as needing monitoting during meals
due to the risk of aspiration, unatiended In the
dining room,

The findings include:

Review of the facility's policy regarding Care
Plans, dated 01/02/14, revealed the purpose of
the comprehensive care plan for each resident
was o provide necessary physical, mental and
psychosocial care to residents to malhtain their
wall-being.

involved of being left
unattended/unsupervised in
the 200 Joy room. Unsampled
Residents A, C, D, E, F, G, H,I
‘and J care plans were
reviewed by the Director of
Nursing and unit manager and
updated if indicated on
4/8/2015 to include the risk of
being left
unattended/unsupervised in
the 200 Joy room. involved
nursing staff was reeducated
regarding supervision and
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Obsgervation of the 200 Joy Dining Room, on
04/08/15 from B8:25 AM - 8:39 AM, revealad

; fourtean (14) residents in the dining room with na
staff present and trays of food In front of the
twelve (12) reaidents. Ten (10) of the twalve (12)
rasidents with food weré physician ordered to be
on dysphagla diets; Resident #4 and Unasampled
Residents A, G, D, E, F, G, H, land J,

Review of the facllity's Dist Type report, dated

04/08/15, revealed Resident #4 ahd Unsamplsd

Residents A, C, D, &, F, G, H, | and J weré all
ordered d,ys;ahagia diets.

. Review of the physician orders revealed Resident
. #4 had a diagnosis of dysphagia (difficulty
. swallowing} and was ordered a dysphagia pureed
s dist, dated 02/27/15, Unsampled Resident A had
, an order for a dysphagia diet, dated 10/01/14.
: Unsampled Resident C had an order for a
dysphagila diet, dated 04/02/15. Unsampled
Resident D had an order for a dysphagia dief,
dated 0/17/14. Ungampled Resldent E had an
order for a dysphagla diot, dated 07/26/14.
Unsampled Resident Fhad an orderfor a
dysphagia diet, datad 04/03/15. Unsampled
Resident G had an order for a dyaphagia diet,
dated 02/27/15, Unsampiled Resident H had an
order for a dysphagia diet, daied 11/26/14.
Unsampled Residant !, had an order for a
dysphagia diet, dated 12/02/14. Unsampled
Realdent J had an order for a dyaphagla diet,
dated 07/31/14.

Review of the comprehensive care plan, dated
10/11/14, revealed Resident #4 was o be
monitored for signs/symptorns of aspiration dus
{o the diagnosis of dysphagia.

’

I
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F 282 | Continued From page 20 Fogs'  services by qualified staff as

- determined by the care plan,
’ This re-education was
completed by the Director of
Nursing on 4/8/2015 upon
discovery with a posttest to
validate understanding.
Posttest was graded by the
Director of Nursing with a
reguired 95% to pass,

2. All residents of the facility
have the potential 1o be
affected residents that require
Ssupervision and assistance
during meals due to rlsk of
aspiration review will be
completed 4/29/2015 by the
Director of Nursing, Assistant
Director of Nursing, and/or
Unit Marnger of current
residents’ including residents
on speech thersipy caseload to
determine residents that may
be at risk or require
supervision with dining. There
were no concerns identified,
Al new admissions/re-
admissions will be reviewed by
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1 Review of the comprehengive care plan, dated

: 07/29/14 revaaled Unsampled Resldent A, was

i !to be monltored for slgns/symptoms of aspiration
' due to the diagnosis of dysphagia.

Review of the comprehensive care plan, dated
04/11/14, revealed Unsampled Resident & was to
be monitored for signs/eymptoms of aspiration
due to the diagnoais of dysphagis,

; Raview of the comprehensive care plan, dated

| 09/15/14, revealed Unsampled Resldent D was
to be monitored for signs/symptoms of aspiration
dug to the diagnosis of dysphagia.

Rewew of the comprehensive care plan, dafad

.05/08/14 for Unsampled Resident E was to be

' monitored for signs/symptoms of aspiration due
{10 the diagriosis of dysphagia,
i Review of the comprehensive care plan, dated
01/29/15, revealed Unsampled Resident £ was to
he monitored for signe/symptoms of aspiration
due to the diagnosis of dysphagia.

Review of the comprehansive care plan, dated
06/14/11 revealed Ungamplad Resident G was to
be monitorad for signs/symptoms of aspiration
due to the diagnosis of dysphagla.

Review of the comprehensive care plan, dated
11/10/14, revealed Unsampled Resident H was to
be monitored for signs/symptoms of aspiration
due to the diagnosis of dysphagia.

Raview of the comprehensive care plan, dated.
11714711, revealed Unsampled Resident | was to
be monitored for signs/symptoms of aspiration

Assistant Director of Nursing
and unit managers to identify
any risk or supervision needs
with dining with corrective
action if indicated.

Licensed Nurses, Nursing
Assistants and Speech Therapy
were re-educated on 4/8/2015
upon discovery with a posttast
to validate understanding of
need to provide adequate
supervision and assistance for
residents at high'risk for’
aspiration during mealtime as
determined by the resident
care plan. The posttest was
graded by the Director of
Nursing with a required 95% to
pass. Departrment Mangers
will be re/educated on
4/15/15 with a posttest to
validate understanding with a
required 95% to 'pass, The
posttest was graded by the
Director of Nursing with 2
required 95% to pass. RNS,
LPN5 and CNAS that were not
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| due ta the diagnosis of dysphagia.

' Revlew of the comprehenaive care plan, dated

1 08/05/14 revealad Unsampled Resident J was to
- be monitorad for signs/symptoms of aspiration
due to the diagnosis of dysphagia.

{ Interview with Certifled Nursing Assistant (CNA)
#5, on 04/09/15 at 5:4D PM, ravealed she was
aware Resident #4 and most of the other
residents who ate in tha 200 Joy Dining Reom-
wera g swallow risk which meant staff should be
in the dining room when thoze resldents were
ealing. She stated she was assigned to the 200
Jay Dining Room on (4/08/15 at the breakfast
meal and she left the room to answer & eall light,
but she was not.aware afl of the other staff had
aiso left the room. She indicated the residenta
who needed to have staff atay with. them at
maealtimes was listad on the CNA care plans.

Interview with Licensed Practical Nurse (LPN) #7,
on 04/09/15 at 5:45 PM, révealed she was the
nurse assigned {o the 200 Joy Dining Room for

i the breakfast meal on 04/08/15. She stated a

: nurse was always assigned to the 200 Joy Dining
i Room for afl meals due ta the high risk of

i agpiration for the residents who ate their meals

; there. She stated the-information about the. high
risk of agpiration was fisted on the residents!
comprehensive care plans and leaving the
residents unattended Indicated she was not
following the residents' care plans. LPN #7
revealed she left the 200 Joy Dining Room on
04/08/15 ta start her medication pass even
though sorne of the resldents had not finishad
eating and had their meal trays available. She
further stated it was a standard of practice to
follow the residents’ comprehensive care plans

[
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'OWENTON GENTER Sy
. OWENTON, KY 40359
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‘ available during this time will
F 282! Continued From page 22 F 282

be re/educated upon return to
work with a posttast to
validate understanding.

The Director of Nurses,
Assistant Director of Nurses or
Unit Manager will observe
residents determined to be at
risk for aspiration across all
meals to ensure adequate
supervision arid assistance as
tareplanned is provided daily
times 2 weeks then 3 times
per week times 2 weeks then
as detertnined by the monthly
Quality
Assurance/Performance

Im pr‘ov‘eme‘n‘c Commitiee with
corrective action if indicated
upon discovery.

The Director of Nursing or
Assistant Director of Nursing
will submit a summary of the
findings to the monthiy Quality
Assurance/Performance
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improvement Committee
. F 282! Continued From page 23 F ogp! psistin of Administrator
and resldents could be harmed If they choked or : con g L
aspirated their food, : Director of Nursing, Activity
Director, Housekeepin
Interview with the Director of Nursing (DON), on . =eping )
04/09/15 at 5:50 PM, revealed any resident who ; Director, Health Informatien
;vas at r;skdo;y asg:t;fan%r;‘ during Sx rgna[tnme should : Manager Coordinator, MD5
& watche sta e stated the i . ‘ .
comprehensive care plans for ths residents who . Coordinator, Social Seryices,
ate iri the 200 Joy Diniirig Room did indicate those ! Food Service Manager, Business
who were at high risk for agpiration-and the staff ! Office Manager, and
were not following their care plans when they left ’ e Manag r‘, o
the residents unattended during a mealtime. The , Maintenance Director for
DON revealed it was a standard of nursing ! further review and
practics for her ataff to foliow the résidents’ .
comprehenawe care plans and they were trained recommendation for three
to {allow the residents’ care plans. She stated it months,
; was the responsibliity of the Unit Managers to 5/2/15
i monitor the staff regarding following residents' 5. Completion Date:
1 care plans, but that monitoring was not : ' ‘
; doctmanted as to how well the care plans were i f.373
fDl(OWEd |
F 323  483.25(h) FREE OF ACCIDENT F 323 ‘ o
8=E | | HAZARDS/SUPERVISION/DEVICES 1. The Director of Nursing and the
Unit Manager reviewed fall care
; The facility must ensure that the resident 1onde A ‘
i environment remains as fres of accident hazards plans for residents #1, and # 11
: 85 is possible; and each residant recelves for current intervention and
. adequate supervision and assistance davices to : .
' prevent aceldents. new Interventions to decrease
; the risk of falls for this resident
: and reviewed the care plan for
resident § 4 on 4/8/2015 and
This REQUIREMENT is not met as evidenced up~dated to determine the risk
by :
Based on observation, interview, record review involved of being left
and review of the facility's palicy, it was unattended/unsupervised in %
determined the facility falled to provide adequate the 200 Joy room. i
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supervtsmn 1o prevent accldents based on
assessed resident needs for three (3) of sighteen
(18) Sampled Residents and nine (9) of ten (10)
Unsampled Residents, Resident #1, #4 and #14
{and Unsampled Resldents A, C, D, E, F, G, H, |
{and J. Resident #1 and Resident #11 had ‘
‘multiple falls and Resident #4 and Unsampled
Residents 4, C, D, E, F, G, H, | and J, assessed
by the {acillty as at rxsk for aspiration, and staft
left them unattended during a meal.

The findings Include:

Review of the facility's policy regarding Accldents,
Incidents, and Adverse Events, dated 08/01/13,
revealed the purpose of the policy'was to provide
& 8afe and healthful environment for residants,
visitars, and staff.

Review of the facility's policy for Falls
Management, dated 06/15/14, ravealad residents
were agsessed for falls as part of the nuraing
assessment process. Those determined to be at
risk for falls would receive appropriate
Interventions to reduce the rigk and minimize
injury. An individualized care plan would ba
developed and reviewed and revised regularly.
An Investigation would be conducted uging the
Falt Investigation/QA and other appropriate tools
in Risk Management Systermns.

Observation of the 200 Joy Dining Room, on
04/08/15 from 8:23 AM - 8:39 AM, revealed
fourtesn (14) residents in tha dining room with no
staff present and trays of food In front of twelve
{12} of them. Ten (10) of the twelve (12)
residents with food were physician ordered to be
on dysphagia diets, Resldent #4 and Unaampied

Residents A, C, D,E, F, G, H, land J,

F, @, H, 1 and J care plans were
reviewed by the Director of
Nursing, Assistant Director of
Nursing and unit manager’s on
4/8/2015 to determine risk of
being laft
unattended/unsupervised in
the 200 Joy room during
mealtime, Staff was
reeducated regarding
supervision and services by

qualified staff as detarmined by
the care plan, This re-education

was completed by the Director
of Nursing on 4/8/2015 upon
discovery and a posttest was
given to validate understanding
with a required 95% to pass.
Test will be graded by the

| Director of Nursing or Assistant
Director of Nursing,

2. All residents of the facility have
the potentiz! to be affected
Including residents that have
experienced fall$ and residents
that require supervision and
assistance during meals due ta

x4y & SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S FLAN OF CORRECTION e
PREFIX EACH DEFIGIENCY MUST B8 PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DERICIENGY)
: Unsampled Residents A, C, D, B,
F 323 Continued From page 24 F 323 p cerTe
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! Review of physician orders for Unsampled

' Review of Resident #4's clinical record revealed
‘the facility admitied the resident on 12/01/14 with
diagnoses to include Alzheimer's Dementia and
Afltercare Lower Leg Fracture. The facility
i assessed Resident #4 on 01/16/15 with a Brief
! interview for Mental Status (BIMS) acere of a
three (3) indicating a severs cognitive loss.
; Raviaw of the physician orders, dated 02/27/15,
% revealed Resident #4 had a diagnosis of
1 dysphagia (difficulty swallowing) and was ordered
' a dysphagla puteed dist. Review of Resident
#4's comprehensive care plan, dated 12/11/14,
revealed the resldent was to be monitored for
signs/symptoms of choking and/or aspiration
{entry of foed into the lungs).

Heview of a facility Diet Type report, dated
04/08/15, revealed Resident #4 and Unsampled
Resgidenis A, €, D, E, F, G, H, | and J wete all
orderad dysphagia diets,

Review of physician orders for Unsampled
Resldent A, dated 10/01/14, revealed an order for
a dysphagia dist. Review of the comprehensive
care plan, dated 07/20/14, revealed Unsampled
Resident A, was to be manitored for
s!gns/symptoms of aspiration due to the
diggnosis of dysphagia.

Review of physician orders for Unsampled
Resident C, dated 04/02/15, revealed an order
for a dysphagia dist. Review of the
comprehengive care plan, dated 04/11/14,
revealed Unsampled Fesident C was o be
monitored for signs/symptoms of asplration dus
to the diagnosis of dysphagia.
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F 825 Continued From page 25 risk of aspiration A review will

be completed on 4/27/2015 of
residents that have experienced
falls over the past 30 days by
Ditector of Nursing, Assistant
Director of Nursing and Unit
Manager to assure
Interventions in place 1o reduce
the risk for falls and minimize
reoccurrence were and are still
effective. There were no
concerns identified.

A review of current resldents
fall risk score will be done by
the Director of Nursing,
Assistant Director of Nu‘rsi‘ng
and unit managers on
4/30/2015. Any resident that Is
identified with a fall risk score
of 12 or greater will have 3
review of diagnosis, maobility
function, mental status, sensory
and medications any risk
identified will have care plan

and Kardex revised if indicated
and communjcated to

caregivers through re-
educatlon.

FORM CMS.2687(02-88) Pravious Versions Obsoleta

Evant ID:SYNH11

Faollity 10 100508

If continuation sheat Page 26 of 41




AFK/ U700/ 10U Udhdd P UWenton Lenter

DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRA NG, [7DUZ74047 4307 r.ouad

PRINTED: 04/22/2016

; Resident D, dated (/17/14, revealed an order for

| & dysphagia diet. Review of the comprehensive
i care plan, datad 09/15/14, revealed Unsampled
Resident D was to be monitared for
signs/symptotns of aspiration dus to the
dizgnosis of dysphagia.

Review of physician ordars for Unsampled :
Rasident E, dated 07/26/14, revealed an order for |
a dysphagia diet. Revlew of the comprehensive !
care plan, dated 05/08/14 for Unsampled !
Resident E was ta be monitored for :
signs/symptoms of agpiration dud to the
diagnosis of dysphagia.

Raview of physician orders for Unsampled
Resident €, dated 04/Q3/18, revealed an order for
a dysphagia diet. Review of the comprebansive.
care plan, dated 05/08/14 for Unsampled
Resident E was to be monitored for
signs/symptoms of asplration due to the
diagnasis of dysphagia.

Review of physician orders for Unsampled
Resident G, dated 02/27/15, revealed an order for
a dysphagia diet. Review of the camprehensive
care plan, dated 06/14/11 revealed Unsampled
Fesident G was t6 be monitored for

' gigns/symptoms of aspiration due to the

- diagnosis of dysphagia.

“Review of physician orders for Unsampled

: Resident H, dated 11/26/14, revealed an grder for
a dysphagla diet. Review of the comprehensive
care plan, dated 11/10/14, revealed Linsamplad

! Rasldent H was to be monitored for
signs/symptoms of aspiration due to the
diagnosls of dysphagia.
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4/30/2015 by the Director of
Nursing, Assistant Director of
Nursing, and/ar Unit Manger
of current residents’ including [
residents on speech therapy
caseload to determine
residents that may be at risk or
require supervision with
dining. Thers were no
concerns identified. Alf new
admissions/re-admissions will
be reviewed the Director of
Nursing, Assistant Director of
Nursing and unlt managers to
identify any risk or supervision:
needs with dining with
corrective action.if Indicated.

T

3. Licensed nurses and nursing
assistants were re- educated
beginning on 4/26/2015 by the
Director of Nursing with a
posttest to validate
understanding of supervision
and fall prevention including
care plan and Kardex revislon.if
indicated. Posttest will be

FORANM CMS-2567(02-98) Pravious Versions Obscleta Evant I AYNHT

Facifity 1D 100508

‘

if confinuation sheet Page 27 of 41




AR/ DU/ LULT/ 10U U3 00 T

UWeTLon Lenter

DEFPARTMENT OF HEALTH AND HUMAN SERVICES

FAL No, [=-0UZ-484-2307

FoU33

PRINTED: 04/22/2045

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTHUCTION {X3) DATE BURVEY
AND PLAN OF CORBECTION - IDENTIFICATION MUMBER: A, BUILDING COMPLETED
185364 B. WING 04/09/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDFESS, CITY, STATE, ZIP CODE
905 HWY 127 NORTH
OWENTON CENTER y
OWENTON, KY 40359
(#4) 10 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAM OF CORRECTION (28)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIK {EACH GORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OFt L8G IDENTIEYING INFORMATION) TAG CROSS.REFERENCED TO THE APPROPRIATE DATE,
BEFICIENGY) |
' ' graded by the Assistant Director |
F 323 Continued From page 27 ‘¢ FaRa ;

; Resident J was to be monitored for

' Review of physician orders for Unsampled
Resident |, dated 12/02/14, revealed an order for
a dysphagia diet. Review of the comprehensive

| care plan, dated 11/14/11, revealed Unsampled

| Resident | was to be monitored for
signg/symptoms of aspiration dus to the
diagnosis of dysphagia,

i Beview of physiclan orders for Unsampled

¢ Resident J, dated 07/31/14, revealed an order for
& dysphagia diet. Review of the comprehensive

i care plan, dated 05/05/14 revealed Unsampled

; signa/aymptoms of aspiration due to the
 diagnosis of dysphagla.

interview with Cerilffed Nursing Aaglstant (CNA)
#4, on 04/08/15 at 9:10 AM, revealed she was
assignad to the 200 Joy Dining Room for the
breakfast meal that day and two staif were In the
raom when she left 1o answet & call light. She
stated it was her understanding at least one staff
was to be in the 200 Joy Dining Roorn at ait times
due 1o tha choking tisk fer most of the residants
whao dined thers.

interview with the 200 Unit Manager, on 04/08/15
at 9123 AM, revealed staff were supposed 1o ba in
the 200 Joy Dining Room at all imes dug to the
choking/aapiration risk of the residents whoe dined
thare. She indicated most of the residents who
ate In that dining room were diagnosed with
dysphagia and were at risk of choking and/or
aspirating their food.

Interview with the Director of Nursing (DON), on
04/09/15 at 9:00 AM, revealed she assigned a
nurse and two (2) CNA's to the 200 Joy Dinlng

of Nursing or Director of
Nursing with a required 95% to
pass. 5taff not available during
this time will be provided re-
education including posttest by
the Assistant Director of -
i Nursing upon return to work.
Licensad Nurses, Nursing

: Assistants and Speech Therapy
were re-educated on 4/8/2015
upon discovery with a posttest
to valldate understanding of
need to provide adequate
supervision and assistance for
residents at high risk for
aspiration durjng mealtime as
determined by the resident
care plan. The postiest was
graded by the Director of
Nursing with a required 95% to
pass, Department Mangers will
be re/educated on 4/15/15
with a posttest to validate
understanding with a required
95% to pass. The posttest was
graded by the Director of
Nursing with a required 95% to
pass. RNS, LPNS and CNAS that
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: Room for every meal due to the high risk of
" choking/aspiration of the residants who ate in that

* dining room. She indicated staff were trained to

stay In that dining room with tha residents
bacause they were af high risk of ‘
choking/asplration. However, the staff were in
the procass of taking some residents back to

i their rooms after the meal, on 04/08/15 at 8;25

AN, and did not make sure st least one staff was
in the room at all times. Tha DON indicated a
resident left alone in that dining room could have
choked and/or aspirated on thelr food and could
have baen harmed. The DON stated the Unit
Managers were responsible to maonitor the dining
roons for staff presence as assigned and when.
the 200 Unit Manager identifled no staft in the
room on 04/08/15 the problem was corrected
immediately. The DON atated she did random
mortltoring of the dining roems, but that
monitoting was not documented.

Review of the facility's policy for Falls

)

Management, dated 06/15/14, revealed residents

‘ were assessed for falls as part of the nursing

. 8szessment proceas, Those determined to be at
- risk for falls would receive appropriate

- interventions to reduce risk and minimize injury,

An investigation would be conducted using the
Fall Investigation/QA and other appropriate tools
in the Risk Managemant Systams,

Review of the clinical record for Residant 41,
revealed the facility admitted the resident on
1112712 . with diagnoses of Congestive Heart
Failure, Diabetes, Chronic Obsiructive Pulmonary
Disease, and Depression.

i
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time will be reeducated upon :
return to work with a posttest i
to validate understanding. ‘

The Director of Nurses,

Assistant Director of Nurses or
Unit Manager will review daily 5
times per week any resident
who has experiznced a fall for
intrinsic and extrinsic factors,
review of current interventions,
Implementation of naw
interventions, or remove risk
factors to prevent further falls
including reeducation of
nursing staff and updating the
carz plan and Kardek if

indicatad. Al new admissions
re/admissions will also be

reviewed to identify fall risk
score,

The Director of Nurses,
Assistant Director of Nurses or
Unit Manager will ohserve.
residents determined to be at
risk for aspiration across all
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Revlew of the quarterly MDS assessmeant :
compieted by the facility for Resident #1, on i
: 01/071 5, revealad a Brisf intarview for Mental
Giatus scare of twelve (12) which meant the
resident was cognitively Imtact. The residant
required limited assistance with tranafers and
dressing, and supervision when using the walker.
i The resident wasg frequently incontinent of
biadder and wore briefs at all timea, The resident
recaived antidepressant and antianxiety
madications. The resident exhibited little interest
in the environment and was tired. The resident
was assessed as having no recent hehaviors or
talls.

Review of the Comprehensive Plan of Care,
dated 01/12/15, for Resident #1, revealed tha
resldent had a care plan for falls. The care plan
included: non-skid floor strips; assess for
changes in status; dycem to chair; educate
resident to ask for agsistance when going to the
vanding machine; educate resident on use of the
call light and to leave dycem in the recliner;
encourage to use non-skid footwear; encourage
to ask for assiatande; monitar for orthostatic
hypatension; Occupational Therapy evaluation;
-place dycem in chair; glasses; ask for assisianca;
replace non-skid strips; call light; give verbal cues
for salety; and, a low bed.

Review of the Risk Management System for
Resident #1 revealed the resldent sustained falls.
an 01/168/15 at 2:30 AM; 01/20/15 at 2:45 AM:
01/30/15 at 10:00 PM; 02/07/15 at 10:20 AN,
DB3/14/15 at 12:00 PM; and, 03/16/15 at 2:30 AM.
On 0116715 the resident was taking self to the
bathroom when the walker overturned and the
resident fall. On 01/20/15 the resident was taking
self to the bathroom and lost their balance and

)

. The Director of Nursing or

(x;i) D SUMMARY BTATEMENT OF DEFIGIENCIES {3} PROVIDER'S PLAN OF COBRECTION {XS)
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F 323 Continued From page 29 Fgpgl Medlstoensure adequate

supervision and assistance as
careplanned Is provided daily
times 2 weeks then 3 times per
week times 2 weeks then as
determined by the monthly
Quality Assurance/Performance
Improvement Committes with
corrective action if indicated
upon discovery.

Assistant Director of Nursing
will submit 2 summary of the
findings to the monthly Quality
Assurance/Performance
Improvement Committee
consisting of Administrator,
Director of Nursing; Activity
Director, Housekeeping
Director, Health Information
Manager Coordinator, MDS -
Coordinator, Soclal Services,
Food Service Manager, Business
Office Manager, and
Maintenance Director for
further review and
recommendation for three
menths.
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felf. On 01/30/15 the resident was found on the i
 floor yelling for help. On 02/27/15 the resident ]
was found on the floor In front of the ¢leset, On
03/14/15 the resident was found an the floor in
: the bathroom doorway yelling for help, On
03/16/15 the resident was found on the floor In
tha doorway to the bathroom. There wers no staff
| present during any of these falfs. The facility
datermined the cause of the falls to be the
1 resident's failure to ask for assistance from staff;
| however, there was ne evidence the facility
Hidentifiad the root cause of the falls and
implemeant interventions based on the resident's
asgeased needs and the causative factors o
include supervigion, There was no evidence the
facility determined the cause of the fali or
evaluated the elfactiveness of the cars plan
Interventions to determine if the rasident required
rore frequent checks than every two hours,

Review of the Kardeyx, dated 11/28/14, for
Resident #1, revealed Resident #1 needed verbal
cues to use the walker and to wear nonskid
socks, The rasident was independent with
transfers and walking and personal hygiene.
Although record review revealed the resident
sustained six (6) falls taking 2sif to the bathroom
or going to the ¢losel. The rasident required total
care of one assistant o toilet.

Observation of Resident #1, on 04/07/15 at 10:25
AM, revealed the resldent was In bed sleeping
with the call fight in reach. The resident's bed
was in a low position.

Otbservations of Resident #1 on 04/07/15 at 11:45
AM, 2:10 PM, 3:01 PM and 3:55 PM revealed the
resident was sleeping in bed.
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interview with Resident #1, on 04/08/15 at 8:15
AM, revealed the resident preferrad to stay in bed
most of the time. The resident was invited ta
activitiss and rafused and expressed no interest
in most activities. The rasident stated he/she
would not gat out of bed loday, The reaident
stated that all meals were taken in hig/her room
. by choice. The resident further stated thare had
been some falla related fo going to the bathroam
alone. The resident then stated the desire ta go
to sleep and the interview was terminated.

Interview with Certifled Nurse Aide (CNA) #4, on
04/08/15 at 1:20 PM, revealad she checked het
assigned residents every twe (2) hours and more
often at imas, She stated thers wereno
instructions on the Kardex requiring residents to
be checked more frequently. She stated the
Kardex contained the instructions for providing

{ care for each rasident and Resident #1 nesded
total care when walking to the toilat. She stated
otherwise the resident was independent with
care. She stated the call Ight was feft within
reach of the resident when in bed; however, the
resident frequently got up alone and fell. She did
not remember the resident ever being injured
during a fafl. She stated the resident was :
unsteady when walking and did need assistance i
to prevent falls. She stated the resident rarely
used the call light even though staft provided
reminders daily,

; Interview with Licensed Praciical Murse (LPN) #5,
LK i o 04/08/15 at 1:40 PM, revealed the facitity
 required the staif to sea every resident every two
i (2) hours. She stated Resident #1 was reminded
to use tha call light to summon assistance whan

going to the bathroom. She stated the resident
FORM CM3.2867(02-89) Previous Versions Obaolete Evanl 1D BYNHT Faeflity ID: 100808 1§ continuation aheet F‘agé 32 of 44
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{ was reminded daily by staff, however, the

| resident rarely used the call light. She revealsd
‘the rasident was not steady when walking and

. frequently fell. She stated the resident had never
 been injured during a fall. She stated the facility
had provided in-service training on investigating
falls and tilling aut the paperwork. She stated the
facllity continued to remind the resident to use the
call light for assistance aa thare waa little else
they could do to prevent falls,

Interview with the Unit Manager, on 04/08/15 at
3:20 PM, revealad a daily clinical meating was
held and incident reports were reviewed by

! nursing management to determine what ooeurred
- and what action the facility took 1o attemnpt to

; brevent further falls, She stated the cara plan

! was reviswed and changed if needed by the unit

- managers to make the resident safer. She

¢ indilcated interventions already in place were
reinforced espacially encouraging residants to
ask far assistance prior to transferring
independently. She stated Resident #1 would
ask for assistance at times, hawever, the
requests were inconsistent, She stated she had
recaived fraining on determining the cause of falis
and care planning.

Interview with the Minimum Data Sat (MDS)
Registered Nurse (RN), on 04/09/15 ai 2:10 P,
revealed the care plan interventions were nat -
working for Resident #1 as the resident continues
to fak.

3. Review of the clinjcal record for Resident #11,
revealed the facility admitted the resident on
11/27/12 with diaghoses of Congestive Heart
Failure, Hypertension, Diabetes, Depression, and
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: i Fa23
i Chronic Qbstructive Puimonary Disease. :

: Review of the quarterly MDS, dated D1/19/15,
' revealed a BIMS score of twelve (12) which
meant the resident was cognitively Intact, The
resident had fittle interest in any activities and felt |
down. The resident required imited assistance
with eafing, ambulation and hyglens. Tha

: resident was able to stabilize when standing

' without staft assistance. The resident was ,
continent of bowa! and incontinent of Bladder at - !
-timas, The resident had frequent pain and ' ;
: recelved antipaychotropic medications.

Review of the Comprehensive Care Plan, dated
05/28/14, revealed the reésident had a risk for

{ falls. The care plan interventions to prevent falls
included: non-akid sitips to the area in front of the |.
hed; dycern tothe recliner; edugate rasident to
ask for assistance when gaing to the vending

| maching; educate resident regarding using the
. calf ight to request assiatance; to ieave the
dycem in the seat of the recliner; encourage
resident to wear non-skid footwear; Therapy to
evaluate; monitor blood pressure and report to
physician.as needed; and, encourage to wear
glassen.

Review of the Kardex, dated 11/28/14, used by
the CNAs, for Resident #11, ravealad the resident
had non-skid footwear, dycem to thé recliner
seal, halo bars to assist with bad rmobility and
transiers, a transfar pole and a low bed against
the wall.

| Review of the Risk Management System (RMS) E
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for Resident #11 revealed the resident sustainad
falls or 01/22/16 at B:15 AM, on 01/27/15 at 4:00
PM, on 01/29/15 at 8:30 AM, on 02/27/15 at 3:05
AM; on 03/14/15 at 8:20 PM; on 03/18/15 at 9:15
AM; on 03/26/15 at 4:40 AM; and on 03/30/15 at
5:45 PM. On 01/22/15 the resident was found on
the floor after attempting to stand. On 01/27/15
the resident was faund on the floor after reaching
for something while seated in a chair covered
with dycem (a nonslip material). On 01/29/15 the
resident was found on the floor in front of the
vending machine after bending over to retrieve &
purchase. On 02/27/15 the resident was found
on the floor holding on to the transier pole after
slipping off the side of the bed. On 0814/15 the
resident was walking with a walker 1o take g
smoke break. The resident reached for the
smoking apron draped over the walker and fost
their balance and fell. On 03/18/15 the resident
was fourd on the floor after reaching for some
shoes while seated in a chair. On 03/26/15 the
resident was fourid on the tiaor coming from the
bathroom. On 03/30/13 the resident was found
on the Hloor in front of the snack machine after

1 reaching for & purchase. The root cause was
determined to be the resident's failuta to use the

call light for assistance or ask staff foy assistance,
There were no staff nresent during thesa falis,
There was no evidence the facility identified the
raot cause of the falls or determined if additional
supsrvision besides the evary two hour chacks
would be appropriate for the resident based on
the resident's assessad neads,

Observation of Rasident #11, on 04/07/15 at 2:10

PM, revesaled the resident was seatad in a

wheelchair next to the bed without shoes or
non-skid footwear. Piies of belongings were
noted around the room. The area under the

Fa23
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resident's bed was il of plasiic bags, shoes,
clathing and other items, Thers weare several
| pairs of shoes and some clothing on the foor
| next to the bed and by the bedside table wih

| peraonal items on the floor next to tha bathroom

doorway.

Observation of Residant #11, on 04/08/15 at
11:15 AM, revealad tho rasident was up in the
room without any fooiwear and not using the
walker. The resident stood in the doorway to the
hall while ataff waiksd by without taking any
action to redirect tha resident.

Interview with CNA #5, on 04/08/16 =t 12:46 PM,
revealed Resident #11 was nor-compliant with

» care and did not use the cali light o ask for

t assistance of stali, She stated the resident

- continuously removed the non-skid socks and

; shoes. She stated the resident was not able to

| use the transfar pole whan getting uo from bed
due to weakness, %o revealed tha resident had
! & rolling walker that the resident would forget to
usa dus o forgetfulness. She indicated the
residents werd chackegd every two (2) hours and
that was the training she had received from the
facility. She statad 2 fall could result in ar Injury
1o the resident.

interview with CNA #4, on 04/08/15 at 1:10 PM,
revealed she carad for Resident #11 frequently
‘and the resident fell often. She indicated the
resident would forget the walker 2nd or take off
the non-skid socks of shoes and slip and fall.
She stated the facility traingd staff to check
residents every two (2} hours for hiygiene and to
make sure they wara alright. She stated falling
could cause an injury.
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interview with Licensed Practical Nurse (LPN) #6,
an 04/08/15 at 3:10 PM, revealed Resident #11
used a transfer pole to assist with getting out af
bed and walking around the bed. She stated the
resident was stubborn and did not like anyone to
assist with care. She stated the resident was
maostly incentinent at night and wore an adult brief
at all imes in case of emergency. She stated the
fasident's room was right across from the nursing
station and was checked by staff every two (2)
hours, She stated the resldent did as the resident
pleased. 8he stated the resident hoarded and
there was often clutter in tha roofri on the floors.
She indicated the resident wauld not use the call
light. She stated the resident had no injuries;
howaver, faling could cause an injury.

interview with the Unit Manager, on 04/08/15 at
3:20 PM, ravealed Resident #11 was inconsistent
In requesting assistance from staff. She stated
the Diractor of Nursing and the Unlt Managers
met every business day in the morning and all
falls were reviewed. She stated the fall reporis
ware reviewad o determine what happened 1o
cause the tall and why, She stated she was
sducated on completion of the falls report and
determining the cause of falla.

Continued interview with the MDS RN, on
04/08/15 at 2:10 PM, revealed 4l Incident reports
were reviewad the nexi business day by the
Director of Nursing, Unit Managers and MDS RN.
She stated the clinical mesting every motning
raviewed falls and discussed them daily. She
stated she did attend the meeting as did the Unit
Managers. She stated there were no
interventions for rasident supervis:on,

“ Interview with the Director of Nursing (DONY, an
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| 04/09/15 at 2:10 PM, revealed Sne stated a
clinical meeting was held each business day and
i talls were reviewed to determine i the fall report

to determine the cause of what happaned, who
was invelved and why something happened.

2138 PM, revealed sha had not thought io have

i resldents supervised more fraquently than every
 two hours. She. stated there were no
 interventions on the care plans for supsrvision of
the resident. She stated the care plan for
Resident #1 did not work and the residents have
continued to fafl,

F 441 483,65 INFECTION CONTROL. PREVENT
a8=b | SPREAD, LINENS

The facility must esiablish and maintain an
Infection Cantrol Prograrn desinried to provide a
safe, sanitary and comforiable aqvironment and

of disease and infection.

{a} Infection Control Program
The facllity must establish an Infaction Control
Program under which it -

in the facility

' (2) Decides what procadures, suc- as isolation,
should be applied to an individuza) rasident; and
(3) Maintains a record of incidens and corrective
actions refated to infectons.

{b) Praventing Spread of Infaction

1 {1) When the Infection Contro) Program

- determines that a resident needs isolation fo
prevent the spread of infection, the facility must
isolaie the resident,

‘was complete. She stated each fall was reviewed

Continued Intarview with the DON, on D4/09/15 at

1o help pravent the devejopment ans t“ansmission

. (1) Investigates, controls, and prevents infections

i 7
F a23

{
H

\F-441
Faar.

Hand washing policy and

with a posttest to validate

of Nursing. Unsampled

experience any negative

!‘
{
i
% outeome.

{

1. Re-education regarding the

procedure was provided to
Certified Nursing Assistant # 4
upon discovery 4/8/2015 by
Assistant Director of Nursing

understanding, with 3 reqitired
95% to pass. Posttest will be
graded by the Assistant Director
of Nursing and/or the Director

residents #2, B, C, and D did not
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{2} The facility must orohibit ernployses with a
commuynicable diseasa or infected skin lesions
from direct contact with residents or their food, if
i direct contact will transmit the disease,

}(3) The facility must requirs staff to wash their
hands aftar each direct resident contact for which
hand washing is incicated by acee: e
professional practice,

{e) Linens

Personnel must handle, store, process and
transpott linens so as o pravent the spread of
infection.

This REQUIREMENT is rot mat as svidenced
by:

Based on observation, intarview, record raview
and faciity policy for Handwasning, it was
determined the facility failed to ensurs one (1) of
three (3) nursing staif serving food in the Joy
Dining Room followed handwashing procedures.
Certified Nurse Aide (CNA) #4 was observed to
go fram resident to resident (Unsampled
Resgidents A, B, C, and D) during the meal service
without sanitizing hands,

Thae findings Include:

Review of the facility's palicy for Handwashing,
dated 10/01/13, revealed hanawashing reduced
the transmission of pathogenie misroorganisma.
Handwashing or santizing was comaleted before
any direct contact with a residert, a’tar contact
with inanimate objects In the immadiate vicinity of
| a resident, and before and after sssicting

i
H

i

2. All residents of the facility have

the potential to be affected,

“The Director of Nurses,

Assistant Director of Nursing
vbserved handwashing
performed by staff during meal
service on 4/30/2015 with
corrective action if indicated.

All staff including Licensed
Nurses and Nursing Assistants
will be re-educated on Hand
washing policy and procedures
on or before April 30th 2015 by
the Assistant Director of
Nursing with a posttest to
validate understanding with a
required 95% to pass., Posttest
will be graded by the Assistant
Director of Nursing or Director
of Nursing.

RNS, LPNS and CNAS will be
observed during meal times to
ensure handwashing is

completed as per policy

between residents at mealtimes
daily across all meals for 2

OWENTON CENTER ‘
€ OWENTON, KY 40359
{(X4) 1D SUMMARY STATEMENT OF DE‘:SGIEI\!CIES [} PROVIDER'S PLAN QF CORRECTION § (X5}
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F 441, Continued From page 39 Fd441] weekg then 3 tmés per week i
! residents with meas, ; timed 2 weeks then as .
i determinegd by the monthly
: Observation of the noon maai service in the Joy : ‘ :
{ Dining Floom, on 04/07/15 at 12:27 PM, revealed Quality Assurance/Performance
| CNA #4 moved from resident to resident without Improvement Committee with
; Saﬂmzing fianda, She was DbgeAVEd‘QOiﬁg to corrective action at the time of
1 Unsampled Resident A and picking Lp the spoon , ‘
: and feading the resident a few bites o food then observation.
* giving the spoon 1o the resident. #he toughed the
rasident on the shoulders and movad the
wheelchair closer to the table thar left the dining )
room fto take g trdy off the food cart, She ' 4, The Director of Nursing or
} delivered the fray to Unsampled Resident D and : Py of Nursin
set the tray up for the resident. She touched the | AEfSlStant P“ gctor wr 'g
resident's hajr and shouldsr then went to will submit a summary of the
Unsampled Resident B and revositionad the findirigs to the monthly Quality
* resident's wheselchair and piskad up the residents £ ‘
glass for the resident to heid. She then went to Assurance/Performance
Unsampled Resident C and sat dewn and began Improvement Committee
faeding the resident. Bhe dropped! the spoon to : iy
the floor, picked it up and placed it on the counter tc?nsisting ?f Admmtstrat?r,
then retumnad 1o feeding the resident, She was Director of Nursing, Activity
not observed to wash/sanitize her hands before Director, Housekeenin
or after direct contast with a resident. ur H keeping
Director, Health Information
Interview with CNA #4, on 04/07/15 at 2:40 PM, Manager Coordinator, MDS
revealed she had recsived training on ) -
handwashing/sanitizing and forgot 1o wash her Caordinator, Sacial Services,
hands. She stated she was In & hurry and should Food Service Manager, Business
have washed/sanilized her kands beween ) ‘
residents where she had direct ¢ontact to pravent Ofﬁ‘ce Manager‘, and i
the transmission of germs that oould make: Maintenance Director for i
residents sick. : further review and
H ¥
Interview with Licensed Practical Nurse (LPN) #4, . recommendation for three
on 04/08/15 at 2:02 PM, revealed months.
handwashing/sanitizing shouid occur after any
dirsct contact with a resident and using utensils 5. Co fan Date:
: : g s . mpletion Date: 5/2/1
the resident had touchad. P /2/15
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" F 441 | Continued From page 40 F 441 ,
| interview with the Director of Nursing, on :
1 04/08/15 at 2:50 PM, revealed nursing staif were ;
i tralned to wash/sanitize their hands before and i
i after direct resident contact and after picking up a
spoon off the floor, She stated this could cause
residents to ba sick. :
!
H
:
i
i .
| :
j
i
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K 000 ' INITIAL COMMENTS I Kooo] KOOO
f , | Owenton Center provides this ¢
| CFR: 42 GFR 483.70(a) | plan.ef eorrection without i
: i admitting or denying the :
: BUILDING: 01

validity or existence of the !
i alleged deficiencies. The Plan
: of Correction Is preparad and.
executed solely because itis |
required by federal and state |
law.

' PLAN APPROVAL: 1977

' SURVEY UNDER: 2000 Existing
}

. FACILITY TYPE: SNFINF

; TYPE OF STRUCTURE; One story, Type IIl,
Unprotected Construction,

| SMOKE COMPARTMENTS: Four (4) smoke
_:compantments.

’ FIRE ALARM: Comyplets fire alarmi system with
: smoke detectors.

| SPRINKLER SYSTEM: Complete, automatic, dry

¥

| sprinkler syster. ! 5

i
; GENERATOR: Type i, 200 KW generator,
“installed in 1991. Fuel source is diesel.

" A Recertification Life Safety Code Survey was

| conducted on 04/07/16, The facility was found
not to ba in comptiance with the Raguirements for |
Participation in Medicare and Medicaid in :
accordance with title 42, Code of Federal
Reguiations, 483.70 (a) ot seq. (Life Safety from

- Fire )

© i Ao e e o e b
e Tt o8t e A mmm—— 1 1 b < A= 2

« noncompliance with Title 42, Code of Federal
Regulations, 483.70(a) et seq, (Life Safety from

LABW’ ROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE TYLE . .( ) DATE
. 4
= W\ X B o, D4 30]S

T

Any deficiency statomant ending with an asterisk (*) denotes a deficiency which the institution may be excuser from cornecting ‘providing ¥ iz determined that
ofhier safeguards provide sufficlent protection to the patlants. (Sea instructions.) Exospt for nursing homes, tha findings atated above are disclossble 50 days
following the date of survey whether of not a plan of corection is provided. For pursing homes, the above findings and plans of correction ara Qisclosable 14
days following the dats these documents are made avallable to the facilly. W daficiencles are ciled, an approved plan of corrsction s requishe 1o continued
program participation.

!
i
. The findings that follow demonstrate g
i

reg
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/ 1
K 000 Continued From page 1 K 000
- Fira).
| Deficiencies were cited with the highest ;
! deficiency identified at "E” laval, . . !
K O56. NFPA 101 LIFE SAFETY CODE STANDARD K056' K56

!
§9=D- , i
If there is an autormatic sprinkler system, it is ]
Uinstalled in accordance with NFPA 13, Standard |

- for the installation of Sprinkler Systems, to :

- provide complete coverage for alf portions of the
building. The system is properly maintained.in |

. accordanca with NFPA, 26, Standard for the :

.- " Inspection, Testing, and Maintenance of i
- Water-Based Fire Protection Systams. it is fully ;

| supervised, There is a reliable, adequate water |

" supply for the system. Required sprinkler !

systems are equipped with water fiow and tampaer

. switches, which are electrically connected to the |

building fire alarm system, 19.3.5 !

3
H

I
 This STANDARD s not met as evidenced by, |
; Based on observation and interview, it was |
- determined the facliity falled to maintain the :
: automatic sprinkler system in accordance with |
! National Fire Protection Agsociation (NFPA) |
 standards. The deficiency had the potential to i
; affect two (2) of four (4) smoke compartments, all !
‘ residents, staff and visitors, The facliity has :
{ ane-hundred (100) certified beds and the census
- was eighty-eight (88) on the day of the survey.

: The facility falled to ensure sprinkler head spray
| patterns were not obstructed.

i The findings Include:

i
i i
o i

b e R = S e - A At el b et b idette oo vt 8 ek onbesm

i
i
i
|

1. The Maintenance Director will
order and install new lights in
the Janitor Closet and Dietary
Managers offlce and placed at -
least 12" fram the sprinkler
heads on or by 04/28/2015. |

2. All residents have the 5
potentlal to be affected. A ‘
complete audit was
conducted by the
Maintenance Director on
04/14/2015 to identify any |
other lights that may be
mounted within 12” of a
sprinkler head. All other areas
ware In compliance,

3. Re-education was given to the
Maintenance . Director on
04/28/2015 by the
Administrator with a posttest
to validate the understanding
regarding any future installed
lights or sprinkler heads need
to be mounted with 3

© separation that is at least 12
from one another maintaining
the automatic sprinkler ]

I
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1 1. Observation, on 04/07/15 &t 11.45 AM, with

; Short Hall had its gpray pattern obstructed by a
- strface mounted exit light fixiure. The light

; fixture was positioned less than six (6) Inches
 from the spririkler head and extended further

: down from the ceiling than the sprinkier head

i fusible link did,

\
:

I Interviaw, on 04/07/15 at 11:47 AM, with the

the positioning of the surface maunted light
* fixtures would obgtruct the spray pattern of the
! sprinkler head upon activation of the autornatic
| sprinkier system.

i office was located within the Kitchen and the

i sprinkler head and extended further down from
! the celling than the sprinkier head's fustble link
: did.

! interview, on 04/07/15 at 113 PM, with the
the pasitioning of the surface mounted light
fixtures would obstruct the spray pattern of the
. sprinkler head upon activation of the automatic
i sprinkler system.
! The census of eighty-eight (88) was verified by

+ acknowledged by the Administrator and verified

: the Maintenance Director revealed the sprinkler
" head located in the Janitor's Closet within the 200

i Maintenance Director revexied he was unaware

{2. Qbservation, on 04/07/15 at 1:11 PM, with the

t Maintenance Director revealed & sprinkier head

: located within the Distary Managsr's Office. The
.. . sprinkler head had its spray. pattern obstructed by

; @ surface mounted light fixiure, The light fiture
1 was positioned less than six (8) inches from tha

. Maintenance Director revealed he was unaware

, the Administrator, on 04/07/15. The findings were

| by the Maintenance Director at the exit interview
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER, A. BUILDING 01 ~ MAIN BUILDING 0% COMPLETED
185364 &, WiNG 04/07/2015
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY. STATE, ZIP CODE ‘
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OwWE OWENTON, KY 40359
FHID SUMMARY STATEMENT OF DEFICIENCIES ; D : PROVIDER'S PLAN OF CORRECTION %8
PREFIX | {EACH DEFICIENGY MUST BE PRECEDED BY FULL , PREFIX ! {EACH CORRECTIVE ACTION SHOULD BE GOMELETION
o TAB i REGULATORY OR LEC IDENTIFYING INFORMATION) i TA@ ¢ CROSS-REFERENGED TD THE APPROPRIATE | DATE
| : | DEFICIENCY) '
1 ] T -
K 056 | Continued From page 2 Kosg: ~ SYsteminaccordance with !

: National Fire Protection i
Assoclation {NFPA) standards

{ and that any lights installed by
the Maintenance Director will
be at least 12° from a
sprinkler head, This test will
require 95% to pass and be
graded by the Administrator,

¢ o b e ke b

The Maintenance Director will
conduct observations audits
monthly throughout the
center {¢ ensure that the
automatic sprinkler system is
malntained in accordance
with National Fire Protection
Assoclation {NFPA) standards.

A ———— . 2 ot B e P B

The Maintenance Director will 1
submit a summary of the
findings to the monthly
Performance Improvement
Committee consisting of the
Administrator, Director of
Nursing, Assistant Director of ;
i Nursing, Business Office |
Manager, MedIcal Records 3
i Director, Dietary Manager,
[ Maintenance Director, Unit
Managers, Social Secvice i
Director, MD5 Coordinator :
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i 7 T
K 058 Continued From page 3 L K05 and Medical Director monthly :
‘ or DAI07/1S. } . fOr review and Il
. j ‘ § recommendations for six H
. Referance: : months,
i i 5, Completion Date: :
i {NFPA 101 (2000 Edition) | . 5/2/15

; 4.6.12.1. Every required sprinkler syster shall
. be continuously maintained in proper operating
; condition.

" NFPA 13 (1999 Edition)

5-5,5.2" Ohstructions to Sprinkler Discharge
, Pattern Development,

5-86,5.2.1 Continuous or noncontiguous
obstructions leas Than or equal to 18 in,
(457 mm) below the sprinkier deflector
That prevent the pattern from fully developing.
Shall comply with 5-5.5.2.

g obstructions to discharge requires at least one

i foot clearance between sprinkler heads and
obstructmns to spray patterns that are fevel with
or taller than the sprinkler head.

5 NFFA 25 (1998 Edition)

i 2-2.1.1. Sprinkiers shall be inspected from the
! floar lavel annually. Sprinklers shall be free of
| corrosion, foreign materials, paint, and physical
i damage and shali be installed in the proper
- orientation (e.g., upright, pendant, or sidewalt),
i Any sprinkler shall be replaced that is painted,
, corroded, damaged, loaded, orin the improper
i orientation.

2—2 1.2*, Unsoceptable obstructions to spray
{ | patterns shall be corrected.

Table 5-8.8.1.2. Puositioning of sprinklers te avoid

P

E

i

1
|
|
f
{
H

.

!
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[

SS=E
Medrca! gas storage and administration areas are |
i protected in accordance with NFPA 89, Standards
i for Health Care Facilities,

: * (@) Oxygen storage locations of greater than

‘ ! 3,000 cu.ft. are enclosed by @ ans-hour

| separation.
(b} Locations for supply systems of greater than
! 3,000 cu.ft, are vented to the outside. NFPA 99
4.3,1.1.2, 19.3,2.4

!
5
1

' Tnfs STANDARD s not met as evidenced by:
: Based on observation and interview, t was

: detarmined the faciisty falled to ensure oxygen

: cyhnders ware stored in accordance with National
: Fire Protaction Association (NFPA) standards,
* The deficiency had the potential to affect two (2)
of the four (4) smoke corapariments, resldents,
. staff and visitors. The facility has oneg-hundred
(‘3{30) cartified beds and the census was.

i a:ghty~e:ght (88) on the day of the survey.

H

. The findings include:

H .

i 1. Observation, on 04/07/15 at 11:23 AM, with the

| Maintenance Director reveraled an unattended
: oxygen cylinder located within resident room 208 |
" that was not secured In a rack to prevent falling or -
- being knocked over.

1 Interview, on 04/07/15 at 11:25 AM, with the

[

e ———— ] 54§ 15 i Pt ¥4

1. The 02 eylinder that was
discovered not in a rack In
room 208 was placed in a rack
on 04/07/15 by the
Maintenance Director. The
Maintenance Directormoved
the light switch that was
below 5’ ihside the Oxygen
Storage Room to the outside
of the room in the haliway on ‘
04/14/2015.

2. Allresidents of the farility
have the patential to be
affected. The Maintenance
Director conducted an audit
aof the other rooms an 4/7/15
and all other cylinders in :
resident rooms were already
placed in a rack, There are no
additional oxygen storage :
rooms located in the factlity. ;

STATEMENT OF DEFICIENCIES {*1) PROVIDERISURPUER/CUIA {X2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING 01 - MAIN BUILDING 01 COMPLETED
185364 8. WING 0410712016
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
808 HWY 127 NOR'TH
OWENTON CENTER : i
N OWENTON, KY 40359
XHID | SUMMARY BTATEMENT OF QEFICIENCIES 1D 1 PROVIDER'S PLAN OF CORRECTION (Xt
PREFX © (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG ¢ REGULATORY OR L3C IDENTIFYING iNFORMATiON) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
H : DERICIENCY) |
2
K076: i NFPA 101 LIFE SAFETY CODE STANDARD K076 K76
{

3. Registered Nurses (RNs) and
Licensed Practical Nurses
(LPNs) will be re-educated by
05/01/2015 by the Nurse
Practice Educator (NPE) on
proper storage or placement
of oxygen cylinders, In
partictilar, all oxygen cylinders  §
that are placed in resident ;

FORM CMS-2867(02.99) Previoue Veralang Obaclele

Event 10 3YNHZA
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o ID SUMMARY BTATEMENT OF DEFICIENCIES [ o PROVIDER'S PLAN OF CORRECTION T o
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; ! : DEFICIENCY: !
1 ! ! :
K 076 | Continued From page 5 . KO8 reoms need to ba placed in a i
" Maintenance Director revesled he was unaware | i rack with a posttest to

, the oxygen cylinder was Improperly stored, and

; unattended within a resident's room, The

i Malntenanca Director acknowledged the potentlal
E hazard involved.

validate the understanding of

proper oxygeh storage. This

test will require 95% to pass

! and be graded by the NPE,

e ethotull B I R T e

; Storage Room lacated in the 200 Shaxyrt Hall had & duri e his time will be
provided re-education

!fight switch instalted within the room and located g
: balow five (5) feet from the flaor, including posttest by the NPE.

i Irterviow, on 04/07/15 at 11:67 AM, with the
: Maintenance Director revealed he was not aware
i of the requirement that any electrics! ignltzon
: source located within the Oxygen Storage Room
; was required to be installed above five (5) feet
¢ from the floor and acknowiedged the potential

' 3 hazard invoived.

The Administrator re-
educated the Maintenance
Director on 04/28/2015 that
all light switches located in
oxygen storage roots need to
be at least 5’ from the floor
rack with a posttest to
validate the understanding.
This test will require 95% to
pass and be graded by the
Adminlstrator.

The census of sighty-wight (88) wag verified by
{ the Administrator on 04/07/15. The findings were
i i acknowledged by the Administrator and verified
by the Mainienance Director at the exit interview
i on 04/07/18.

§
‘ Refarence‘ NFPA 99 (1999 Edition).
The Maintenance Director will i
conduct-daily rounds X2
weeks, then conduct rounds
3X aweek for 2 weeks, and :
then weekly for 8 weeks to
ensure all oxygen cylinders i
are properly placed in I

’ 4—3 1.1.2 Provisions shall be made for racks or
;  fastenings to pratect evlinders from accidental
i damage or dislocation.

i

i

- be individually secured and located to prevent !
i 'falling or being knocked over,

| 4-5.1,1.1 Cylinders in service and in storage shall |

resident rooms. Any concerns
will be immediately corrected.

8-3 1.11.2 Stoiage for nonflammable gases less
i than 85 m3 (3000 #3)
é (a) Storage locations shall be ouﬁdoors inan : :

FORM CMS—2§6?(€13»»Q§) Piavious Verslons Obsolets Evard 10 3¥NH2Y Faciity I: 160508 if continiiation shaet Pege 6 of 8
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! .
' i
- K078 Continued From page 6 P Kkore,

s enclosure or within an enclosed interior space of
i ! noncombustibla or limited-combustible

» construction, with doors (of gates outdoors) that
; can be secured against unauthorized entry.

. (b) Oxidizing gases, such ag oxygen and nitrous
’ , oxide, shall not be stored with any flammable

f gas, Hquid, or vapor.

¢ (c) Oxidizing gases such as oxygen and nitrous
| oxide shall be saparated from combustiblas or

| materials by one of the following:

s (1) A minimum distance of 6.4 m (20 ft

(2} A mifnimiim distance of 1.5 m (5 ft) if the entlr&

" storage location Is protectsd by an automatic
; ; spiinkler systerm designed in accordance with

" NFPA 13, Standard for the Installation of Sprinkler |

Systems
(3) An enclosed cabinel of noncombustible
! construction having a minimum fire protection
' rating of V2 hour. An approved flammable liguid

| storage cabinet shall be permitted to be used for

', cylinder storage.
! (d) Liquefied gas container storage shall comply
| with 4-3.1.1.2(b)4.

. (e) Cylinder and container storage locations shall |
s meeat 4-3.1.1.2(a)11e with respect to temperature | !

; limitations.

(f) Elsetrical fixtures In storage locations shall
, meet 4-3.1.1.2(a)11d,
i (9) Cylinder protection from mechanical shock
shall meet 4-3.5.2.1{h)13.

| i (h) Cylinder or container restraint shall meet.

; 4-3,5.2.4(b}27.

(:) Smoking, open flames, electric heating

. elemenits, and other sources of ignition shall be
; prohibited within storage

Uiocations and within 20 ft (6.1 m) of outside

¢; storage locations. ,
i {j} Cylinder valve protection caps shall meet
14-3,5.2.1(b)14.

4, The Malntenance Director will
submit a summary of the
findings to the monthly
Performance Improvement
Camrmittee consisting of the
Administrator, Director of
Nursing, Assistant Director of
Nursing, Business Office
Manager, Medical Records
Director, Dietary Manager,
Maintenance Director, Unit
Managers, Social Service
Director, MDS Coordinator
and Medical Director monthly
for review and

i recommendations for six

| months, .

i 5. Compietion Date: - 5/2/15

i
!
i
|
f
|

|
i

i‘

!
| i
i
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8 3.1.11.3 Signs. A precautionary sign, readable
1 from a distance of 5 ft (1.5 m), shall be

the storage room or enclosure, The slgn shall
* include the following wording as a minimum:

" conspicuously displayad on each door or gate of -

i

o | GAUTION OXIDIZING GAS(ES) STORED ’ :
WH‘HIN NO SMOKING ;
. |
i | :
i
!
" E .?
j i :
z ' :
« i ! 3
i i
‘ i s
;
; % |
% | | !
| ; | |
i
| | |
s z }
| | =
i ! s
i !
1 ! '
i f ‘
f | | ;
; i i !
s ’ 5 =
i ! ; o
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