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F 000 | INITIAL COMMENTS F 000,
" A standard health survey was conducted on |
07/18-21/11, Deficient practice was idertified :
with the highest scope and severity at "G” level, |
with no opportunity to correct. ' ,
. | . :
| An abbreviated standard survey (KY16637) was F 28] SERVICES PROVIDED MEET E
also conducted at this time. The allegation was PROFESSIONAL STANDARDS
substannateq with related deficiencies. The facility has ensured the following corrective
F 281 483.20(k)(3)(i) SERVICES PROVIDED MEET “F 281 actions: '
88=D | PROFESSIONAL STANDARDS s On 7/20/11 Licensed Practical Nurse (TPN)
#] received 151 counscling and additiona) in-
The services provided or arranged by the facility - service aining by the Director of Nursing
must meet professional standards of quality. regarding the verification of g-tube placement
: when administering enteral ihe medications,
{Anachment #1}. i
This REQUIREMENT is not met as evidenced The facility has taken the following action to
by: - prevent this practice from affecting nther
Based on observation, intarview, and record | residents:
review, it waz determined the facility faited to A Protacel for G-Tubg Adminisiration of
. meet accepted professional standards of qualtty Medications was developed on 7/21/11. All
- for one of eighteen sampled residents. The , Nursing 8taff (RN & LPN) were in-sorviced
facllity failed to verify Resident #18's gastrostomy on the protocol on that date. or prior to.
tube piacement prior ta administering ’ AhwwmefwMWﬁﬁmm
medications vi (Alrachment 42
, ns via the gastrostomy tube. On 7/20/11, an immediate verbal in-service
P : ; review was conductcd by the Dircctor of
The ﬁ”d'"gs includea: Nursing with nursing staff on duty, and
. o ) . followed up with the remainder of the nursing
b R35|deﬂt'#1la was admitted to the fac_:ﬂlty on staff prior to beginning their assigned shift.
05'f 13/04, with d_zagnoses of Traumatic Brain regarding the requirement for verification of
injury, Dysphagia, and Gastrostomy Tube g-iute placement when administering emeral
Placement. A guarferly review assessment tube medications. (Atachment £3)
| completed on 08/28/11, revealed the resigent - L ; :
! : ; . B ' The facility has initiated the following systemic
! geciqlur‘r_eq extensive assistance for all activities of | changes to prevent this practice from recurring:
ally #ving. ‘ o *  Review of the G-Tube Administration of
i v : Medications bas heen added 1o the orientation
An observation of medication pass conducted on checkliat for new stall nurses. '
07/20/11, at 11:30 AM, revealed Licensed {Attachment #4)
|
LABORATORY DIRECT OR'S OR PROVIRERISUPPLIER REPRESENTATIVE'S SIGNATURE TTLE , , @ DATE

&ny deficlency statament ending with an astersk (*) denotes a deficiency which the institutien mey be excusad from comecting providing it ks determined that

Aher safeguards provide sufficiant

‘llowing the

pratection te the patlents, (See instructions.) Except fofl nursing hornes. the findinge stated abowve are disclosabls 30 days

date of survey whethar or not a plan of comection is provided. Far nursing homes, the above findings and plang of comection are disclasabls 14

izye following the data these documents are made avaliable to the facifly. if deficiencias 4m clted, an dpproved plan of correctian is reguisite 19 continuad
Jogram participation, )
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F 281| Continued From page 1 F 281 The facility will sustain performance
Practical Nurse (LPN) #1 administared through the following maniforing practice:
medication to Resident #18 via the gastrostomy fv  Ags part of the monthly QI review chocks. the
tube route. LPN #1 flushed the resident's l Director of Nursing and/or Dasipnes will
gastrostomy tube with water and then compictca 25% random sampling of the of -
administered the medication; however, the LPN 1 faility residents who receive enteral
was not ohserved to check the gastrastomy tube i medications and shall visually monitor the
placament prior to administering the medication, adminietration of n rosident’s g-tube

medication. The sampling shall cross all
’ . i shifts, residents who receive enlaral
Q{:ﬁniir;j;‘: gg:gf;{:&dsohlszgg L;;J 1:45 AM. meujiica.ti on, .a‘nd allvnurscsq on g 1:ol.'a-tiona.l
Reslident #18's gastrostorny tube placement prior Ej:ltat;::gf] :?::qﬂiilﬂds.?:;ﬁ g:?::fmpiishcd
to administration of the medications. The LPN at the time of each 1:1obscrvation.
further reveaied gastrostomy tube placement {Attachment #5)
should have been verified pnor to admrmsfenng The Director of Nursing shall summarize the
medication, number of times a g-bio veriGcation of
‘ placement crror occuired on the departmental
An interview conducted cn 07/20/11, st 4:00 PM, Menthly CQI report. (Attachment #6)
with the Director of Nursing (DON) revealed a The Director of Nursing and / or Designee
resident's gastrastomy tube should have been (ADON. Pharmacist, etc.) shall continue Lo
| checked to verify propar placement prior to the make monthiy obscrvations of Nurse/CMA
administration of any medication. The DON $tafT during medication pass io manilor for
further revealed the facility had no policy ' cg”?c!n.ﬁf.-“m‘ mci’c?msfnd fheir I
regarding the administration of gsstrostomy tube :\m:;:;;r:cﬁnp::;g:b o e ongomng quably
medicationg, :
F 282 | 483.20(k)(3)(if) SERVICES BY QUALIFIED F 282 COMPLETION DATE: .7f29f11
$5=G | PERSONS/PER CARE PLAN F 282 SERVICES BY QUALIFIED

The services provided or arrangad by the facility
must be provided. by qualified parsons in
accordance with each regident's wnitten plan of
care,

This REQUIREMENT is nét met as evidenced
by :

Based on Interview, record review, incident
reports, and fall investigation review, itwas
determined the facility failed to pravide care in

PERSONS/PER CARE PLAN

The faeility hag ensored the following corrective
actions:

_seatbelt placed on the wheelchair per

On 7/11/11, Resident £1 had an alarming

physician orders. {Attachment #7)
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| accordance with the resident's written care pian
 for one of eighteen sampled residents. Resident

#1 was assessed and care plannad to require an
alarming seat belt restraint to the wheelchair at all
times, However, on 07/11/11, the resident was
placed in @ wheelchair withcut an alarming seat
belt, stood up unassisted, and sustained a fal}
resulting in & left elbow fractura,

The findings include:
The facility admitted Resident #1 on 04/10/11,

with diagnoses of Status Post Cerebral Vascular
Accident, Osteoporosis, Dementia, Hypertansion,

. Chronic Pedat Edema, and Pain.

' An Incident Report completed on 06/10/11,

revealed Resident #1 was found lying on the floor
and unabie to explain what happened. A review
of the Fall Risk Evaluation dated 06/10/11,
reveatsd the facility assessed Resident #1 at high
risk for falls with a score of 20. Accarding to the
evaluation, a score of 10 or above répresentad a

.| high risk for falls. A review of the Physical

Restraints Care Area Assessment (CAA) dated
06/14/11, revealed Residert #1 requured an
alarming seat belt restraint while up in the
wheeichair due to attempts to get up without
assistance.

A review of the resident's comprehensive care
plan revealed Resident #1 had a care need
identified related to potential for falls which was
updaled an 06/14/11, to Inciude an alarming seat
belt. Review of the Certified Nursing Assistant

' (CNA) care plan (no date) revaaled an alarming
. seat beli restraint was to be utilized when the
- resident was up in the wheelchair,

i The facility has initiated the followiny systemic

» off-zhift and the onc corming on-ghif] will complete
- a welking round of Resident rooms to verify
. placement of all safety dovices as listed on the

' appropriate signatures and forward o the DON,

%43 1D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S #LAN OF GORREGTION i)
PREEX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
™G REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROZS.-REFERENCED TO THE APPROPRIATE DATE
_ DEFICIENCY)
, ‘ The facility has taken the following action to
F 282 Continued From page 2 F 282/| prevent this practice from affecting other

restdents:

*  On 71111, 8l Residents” safcty devices wer ¢
inspeeted for accuracy and proper usage by the
Medical Records / Central Supply Clerk. and-
verified by the Assistant Dircetor of Nursing
an¢l Restorative Nurse Coordinator with each
Resident's Physician’s Orders and Tndividual .
P’lan of Care.

chn nges to prevent this practice from recurring:
A comprehensive list of all Saftty Devices
used by facility Residents was develeped on
7/12/11hv the ADON and Restorative Nurse
Coordinator (Interventions/Alarms Fiow
Sheet: Attachment #8a - North and #8h
South), All facility nurging staff (RNs. 1.PNs,
CMAs, SRNAS) were informed vid an in-
service training to inidate the following
practice:

1) Al cach shift change, the SRNA going

Interventions/Alarms sheet for their assigned unil.
The completion of this review will be cvidencéd by
each SNRA s signatire o the Interventions/Alarmn
shoet, The completed sheet, with signatures, is
then to be given to the on-coming Shifl Charge
Nursge. : .
2) The Shift Charge Nurse will complete
a scparais walking round Lo verily each device afier
the change of shifi round has been compieted, Thig
visual check shall be ovidenced by the Charge
Nurse's individual signature on the Interventions /
Alarm sheet, The Charge Nurse shall place the
completed shecet in the ADON mailbax for review.
3} The ADON shall review for

who shall review and then forward the signeture
sheets to the Adminiatrator for review and fling.
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i Review of the nurse's note dated 07/11/11, at
1 10:50 AM, revealed Resident #1 was sitting in a
wheelchair by the nurses' station on the South -
Hall, The resident stood up and fell to the fioor,
The resident was assessad with complaints of left
elbow pain and was transferred to the hospital for
evaluation. The resident was diagnosed with a
fractured left elbow.

'| A review of the Incident Report and Fall Review

! Assesement dated G7/11/11, revealed Resident

i #1 was in the wheelchair when the resident
attempted Io standftransfer unassisted and fell to

the floor. The report identified an alarming seat

beat restraint was not implemented or in place as

required on the resident's plan of care when the

resident fall,

Resident #1 was observed on 07/20/11, at 10:15

Hall nurses’ station. A chair and seat belt alarm
| were in place. A sling was ohserved on the

: resident'a left upper arm.

LAR interview with CNA #1 on 07/21/14, &t 11:15
AM, revealad she was assigned to provide
Resident #1's care on the day the fall occurred
{07/11/11). CNA #1 stated resident restraints
would be included on the CNA care pian. The
CNA reported she did not always look at the care
pians at the start of her shift and would
sometimes get verbal report from the CNA on the
prior shift. CNA #1 reported she received
in-service training sbout once a month on
restraints and stated she was trained to apply
alarming seat belt restraints per the residenl's

. care plan. CNA #71 stated on the day Resident #1

AM, sitting in the wheeichair in front of the South | -

The facility will sustain performance through
the following monitoring practice: i

EDGEWOQOD ESTATES 5
. FRENCHBURG, KY 40322

(%4) 10 SUMMARY STATEMENT OF DEFICIENCIES ] 1 | PROVIOER'S PLAN OF GORRECTION (X5
PREFIX (EACH DEFICIENGCY MUST BE PRECEDED BY FULL 1 PREF)X (EACH CORRECTIVE ACTION SHOULD RE COMPLETION

TAG REGULATORY OR L5C IDENTIFYING INFORMATION) iOTAG CROSS-REFERENCED TO THE APPROPRIATE DATE

. 1 DERCIENCY) ‘
] f ¢ ¢ Atraining Protocol was d.cvclopcd on i
FF 282 | Continued From page 3 ' F 282 T/124  for Monitoring of Alarms and Safety

Devices. (Attachment #9).

In~service Lreining provided by the Director of
Nursing on 7/12/1 [(verbally on 7/1 1/11) to
licensed and eerlifed nursing ataff on the
Monitoring af Alarms and Safetv Devices
Protocol, {Aitachment #10)

The Director of Nursing shall updaie ali
Resident Care Plans dafly for any change in
safery device orders per physician directive,
The Director of Nurgimg shall ensure the
Restorative Nurse Coordinator is informed of
any change via mailbox notifiestion on the
Safety Device Change Form. (Altachmont

#1113} The Restorative Nurse Coordinator shall
ensure each device is installed and updates are
made 10 the comprehengive Interventions/ |}
Alarm shett. !
In the weekly Fall Commitice Mecting, each
Resident’s safety device(s) shall he reviewed
by the intendisciplinary team for 1) medical
symptom that warrants device: 2) nther
devices that may be least restrictive: and 3
documentation of reason device should/should
not be continued. An updated list will be
placed at each nurse station by the Restorative
Nurse Coordinator. or assigned designee. of
the commities changes, This now 1 is to be
used by all dircet carc staff as the daily
checklist for the upcoming week,. - -

The Restorative Nurse Coordinator shall
continue 1o monitor the use of Resident safety
devices as part of the departmantal
Continuous Quality [rprovement process.
The Director of Nursing and / or Designee
shall comtinue to monitor resident care plans
through the multidiseiplinary care pianning
process & minimum of : on
admission/readmission; quarterly: for
significent change, & PRN.
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' s The Dircctor of Nursing and / ar Designee
F 282 | Continued From page 4 ' F282|  shalexpand the monthly chart audit to
fell she (CNA #1) failed to check the CNA care | nciudz o 20% (14 cherts) random sampling of

resident care plans te moniter for correct

plan prior to caring for Regident #1 and failed to irslementation,

check the alarming seat belt restraint after ! _
 transferring Resident #1 to the wheelchalr g | COMPLETION DATE: 7/22/1}

An infarview with CNA #2 on 07/21”1 at 1:40
PM, revealad she assisted CNA #1 {o transfer
Resident #1 into the wheelchair on the day of the
fallincident. The CNA stated she had taken care
of Resident #1 earlier in the month and

.| remembered the resident had & seat belf restraint
‘| atthat time. CNA #2 said she did not naotice if
Residant #1's alarming seat belt was in place as
she was only assisling CNA #1 with a transfer.
CNA #2 stated she would have expected CNA-#1
 to manage any application of rastraints. CNA #2
. reported all CNAs are frained to review the CNA
care plans at the beginning of each shift to
defermine the resident care needs, -

. | An interview with Certified Medication Assistant
(CMA) #1 on 07/21/11, at 9:50 AM, revealed seat
belt restraints and alarms were documented on
the resident's Medication Administration
.| Record/Treatment Adrninistration Record
{MAR/TAR) and the CNA care plans. The CMA
stated it was the CMA's responsibility to ensure
the CNAs were applying alarms/restraints as ;
; required and to document this on the MAR/TAR — i B
_twice per day, at 9:00 AM and 8:00 PM. ‘
According [0 the CMA, on the day of the
: resident's fall with injury, she only varified the
chalr alarm to be in place, and did not check for
the alaming seat belt. However, record review of
Resident #1's MAR reveaied staff had signed the
MAR on 07/11/11, indicating the saat belt was in
place at 7:00 AM, prior to the resident's fall.
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F 282 | Continued From page 4 - FR82
‘ fell she (CNA #1) failed 1o check the CNA care
plan prior to caring for Resident #1 and failed to

check ths alarming sest belt restraint after
i transferring Resident #1 to the wheelchair.
An interview with CNA #2 on 07/21/11, at 1:40
PM, revealed she assisted CNA #1 to transfer ‘ L
Resident #1 info the wheelchair on the day of the ‘ : A i
fallincident, The CNA stated she had taken care '
of Resident #1 gariier in the month and
ramemberad the resident had a seat belt restraint
at that time, CNA #2 said she did not nofice i
Resident #1's alarming seat belt was in place as
she was only assisting CNA #1 with a transfer. ‘_‘
CNA #2 stated she would have expected CNA #1 :
' {o manage any application of restraints, CNA#2 | -
.| reportad all CNAs are trained to review the CNA
care plans at the beginning of each shift to
determine the resident care needs,

An interview with Cerfified Medication Assistant
{CMA) #1 an 07/21/11, at £:50 AM, revealed zeat
belt restraints and alarms were dotumented on
the resident’s Medication Administration
Record/Treatment Administration Record
(MAR/TAR) and the CNA care plans. The CMA
stated it was the CMA's responsibility to ensure
the CNAs were applying alarmsfrestraints.as

| reguired and to dacument this on the MARTAR
-twice per day, at 9:.00 AM and 2:00 PM. _
' According to the CMA, on the day of the ‘
 resident's fall with injury, she only verified the
chair alarm te be in placa, and did not check for
the alarming sest beft. However, record review of
Resident #1's MAR revealed staff had signed the
MAR on 07/11/11, indicating the saat belt was in
place at 7:00 AM, prior to the resident's fall,
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An interview with the Diractor of Nursing (DON)
on 07/21/11, at 2:10 PM, revealed nurses were

i frained in orientation to monitor the use of
restraints. The nurse was responsible o check
behind the CMAs to see if they were documenting
on the MAR/TAR that residents’ restraints were in
place. The DON stated nurses were also traihed
to go behind CMAS and do visual checks o - .
ensure restraints were in place.

An interview conducted with LPN #2 on 07/21/11,
at 6:40 PM, revealed on the day of the incident
she abserved Resident #1 stand up and also
heard the chair alarm sounding. The LPN stated
befora she could get to the resident he/sha fall.
Further interview revealed seat belt restraints

| were monitored through the sign-off on the ! ‘
: TAR/MAR. Tha LPNs were responsible to check _ |
after the CMAS to ensure restraint and alarm |
check-offa were being performed. Furthermore,
the LPN staied visual checks were performed to
ensure resldents’ alarms and seat belt restraints
werg in place. LPN #2 reported she was famitiar
with Resident #1 and aware Resident #1 had an
order for a seat belt restraint. The LPN stated
she "had not goltten around to checking CMAs'
MARS/TARS" and had not ensured the seat belt
was applled prior to the f=il on 07/11/11.

An interview with the Administrator 07/21/11, at _ :
7:00 PM, revealed the facility had no policy : ;
| related to Care Plans or Care Plan, -

impiementation, .
F 323 | 483.25(h) FREE OF ACCIDENT F 323
: : F 323 FRKEE OF ACCIDENT HAZARDS/
S8=G | HAZARDS/SUPERVISION/DEVICES SUPERVISION / DEVICES
‘ The facility must ensure that the resident
s environment remains as free of accident hazards
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The facility has ensured the féllowing corrective
F 323 | Continued From page 6 F 323 retions: -

as s possible; and each resident recefves
adequate supervision and assistance devices o
prevent accidents.

;’his REQUIREMENT - is not met as evidenced
V.

Based on infarview, record review, policy review, .
and review of the facility's fall investigation, it was
determined the facility failed to ensure one of
eighteen sampled residents (Resident #1)
received adequate supervision and assistance to
prevent accidents. Resident #1 was assessed as
. & high risk for falls and to require an alarming
seat belt rastraint while up in the wheeichair due
to attempting to get up unassigted, The facility
failed to ensure resident safety by monitoring
implementation of interventions determired
necessary to prevent accidents/injuries to
Resident #1. On 07/11/11, Resident #1 was
placed in a wheeichalr that did not centain an
alarming seatbelt. The resident stood from a
sitting position in the wheelchair and fall. The
resident sustained a fracture of the left elbow.

| The findings include;

A review of the facility's Fali/Risk Comrnittee

. Poiicy Statemant (revised 06/61/11) revealed

: staff was required to assess all residents for fall
! risk upon admission, quarterly, and as needed.
i Residents identified as having a high fall risk
 would have individualized interventions
documernted on their care pian,

The facility admitted Resident #1 on 04/10/10,

+ Om 7/11/11, the Directar of Nursing
completed individval emplovee warning
/enunseling scasions for all nursing staff
assigned to Resident #1°s care. regarding (1)
the daily review of Resident Care Plans for

| updates / changeas prior to cierent shifl: and. ]
(2) monitoring of safety device plagement and |
usage, (Reviewnd by Survey Team ot time of
inspection),

The facility has taken the following action to
nrevent thig practice from affecting nther
residents: .

= On 71211, the Director of Nursing
completed in-service training to ali mursing
employees regarding the daily review of
Resident Care Plans and monitoring of afi
safefy devica placement and usage.
{Atachment #7}

The facility has initiated the following systemic
changes tn prevent this practiece from recurring:
= A comprehensive list of afl Safety Devices
used by facitity Regidents was developed on
7/12/11 by thc ADON and Restorative Nursc
Coordinator (Interventions/Alarms Flow
Sheet: Attachment #8e - North and #3b

i South). All facifity nursing seaff (RNs, LPNe,
CMAs. SRNAs) were informed via an n-
service training to initiate the following
practice: .
i) At cach shift change. tho SRNA going ,
! off-shift and the one coming on-shift will complcte |
h walking round of Resident rooms to verify
placement of all safety devices as fisted an
helnterventions/Alarms shedt Tor their assigned
unit. ‘The completion of this roview will bo
rvidenced by cach SNRA's signaturc-on the
Interventions/Alarm sheet. The complcted shect.
Jwith signatures, is then to be given to the on-
cnming Shift Charge Nurse,
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' A review of the Incident Report and Fall Review

- with dlagneses of Status Post Cerebrat Vascular
| Accident, Osteopeorosis, Pain, Dementia,’

‘03/13/11, revealed the facility assessed the

'and unable to explain what happened. The Falls

- A'raview of nurse's notes dated 06/10/11, at 8:30

I times, and an alarming seat belt whileupm a
. wheelchair, to be checked eveary 30 minutes and

Insomnia, Depression, Hypertension, Weight
Loss, and Ancorexia, Review of the Quarterly
Minimum Data Set (MDS) Assessment dated

resident to be totally dependent and to require the
assistance of twa staff parsans for transfers.

An Incident Report completed on 06/10/11,
revealed Resident #1 was found lying on the floor

Risk Evaluation dated 06/10/11, revealed the
facility assessed Resident #1 to have a summary
score of 2. According fo the evaluation, a score
of 10 or above represented a high risk for falls.

AM, revealed Resident #1 sustained a fall, reason
unknown, Further review of the nurse's notes
revealed the Falls Committee met on 08/14/11,
and determined due to Resident #1's cognitive
ioss/Demenfia and attempts to get up without
assistance, an alarming seat bailt restraint would
be implemented while up in a wheelchair,

Record review revealed on 06/14/11, Resident#1 |
was care planned {0 need a bed/chair alarm at all

released every 2 hours. This intervenfion was
added to the resident's Certified Nursing
Assistant (CNA) .care plan and the resident's
Medication Administration Record (MAR) tc bz
checked each shift,

Assessment dated 07/11/11, at 10:566 AM,

oo | SUMMARY STATEMENT OF REFICIENCES o PROVIDER'S PLAN OF CORRECTION (x5
PREEX ! (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION”
TAG REGULATORY OR L.SC IDENTIFYING INFORMATION) . TAQ CROS5-REFERENCED TO THE APPRCPRIATE DATE
: DEFICIENGY) !
2) The Shift Charge Nurse will compicte
F 323 | Continued From page 7 F 323 . aseparate walking round to verify cach device afier

the change ofshill round has been completed. This
vigual check shall be evidenced by the Charge
! Nurse's individual signature on the Interventions /
Alarm sheel. The Charge Nurse shall place the
completed sheet in the ADON mailbox for review.
3} The ADON shall review for
appropriate signatures and Forward to the DON.
who shall review end then forward the signatore |
sheets to the Administrator for review and fiing.
* A training Protocol was developed on 7/12/11
for Monitoring of Alarms and Safety Devices.
(Attachment #9).
¢ In-service training provided by the Ditector of]
Nursimg on 7/12/1 1{verbally on 7/11/11) to
licensed and certificd nursing staff on the
Monitoring of Alarms and Safety Devices
Protocnl. (Attachment #10)

The facility will sustain performance through

. the following monitoring practice:

*  The Director of Nurging shall update all
Resident Care Plans daily for any change in
safcty device orders per physician directive.
The Director of Nursing shall ensore the
Restorative Nurse Coordinator is informed of
any change via mailbox notification on the
Safety Deviee Change FForm. (Atmachment |
#11) The Restorative Nurse Coordinator shall] -
ensure cach device is mstalied and updates arc
made Lo the comprehensive [nterventions /
Alarm sheet . '

*  Inihe weekly Fall Commitice Mzcting. cach

3 Resident's sufety devieo(s) shall bo reviewed

bv the interdisciplinary team for: 1) medical

symptom that warrants device: 2) other

devices that may be ieast resirictive; and 33

documentation of reason device should/should

not be continucd. An updated list will be
piaced at cach nurse station by the Restorative

Nurse Coordinator. or assigned designee. of

the commitiee changes. This new Hstis to he

used by all direct care staff as the daity
checkiist for the upcoming week.
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revealed Resident #1 was in the wheeichair when
the resident attempted to stand/transfer without
assistance and fell to the floor. The report noted
the alarming seat belt was not in place/use at the
time of the fall,

Review of nurse's notes dated 07/11/11, at 10:50
. AM, revealed Resident #1 was sitting in a

| wheelchair at the nurse's degk on the Sauth Hall
| Resident #1 stood up and then fell forward onko

I the floor. The bed/chair alarm was sounding and
| Licensed Practical Nurse (LPN) #2 witnessad the
fall. Resident #1 complained of left elbow pain
and was transferred to the hospital. The resident
was diagnosed with a fractured left elbow.

Resident #1 was ohserved on 07/20/11, at 10:15
AM, sitting in a wheelchair in front of the South

Hall nursas’ station. A chair and seat belt alarm |
were {n place. A sling was observed on the
resident's left upper arm. !

An interview with Centified Medication Assistant
(CMA) #1 on 07/21711, at 9:50 AM, revealed staff
was respansible to ensure seat belt restraints
were in place. The CMA stated seat belt
resfraints and alarms were documented on the
resident's Medication Administration '
Record/Treatment Administration Record
(MAR/TAR) and the CNA care plans, The CMA
stated it was the CMA's responsibiiity fo check for
the presence of the resident rastraints/alarms and
te document this on the MAR/TAR twice per day,
at 9:00 AM and 0:00 PM. Furthar interview with
CMA #1 revéaled the CMA had verified the
resident's chair alarm on 07/11/11, but had not’
checked the resident's seat belt. Review of .
Resident #1's MAR revealed staff had signed the

To ensure the environment is free of potential

COMPLETION DATE: 7/22/11

STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUFPLIER/CLIA (X2} MULHPLE CONSTRUCTICN {%3) DATE SURVEY
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3
\ |+ The Restorative Nurse Coordinator shall
F 323. Cantinued From pags 8 F 323 continuc to monitor the usc of Resident rafcry

decvices as part of the departmental
Continuous Quality Improvement process.

hazards that could Iead to ot cause an
accident, the Safety Cominitree, chaired hy the
Environmental Services Dircctor, shal}
continuc to compicte the saftly checklist i
during monthly rounds to monitor all areas of \
the environment. A summary of the rounds
shall continue 1o be presented to and acted

upon a5 necded. by the safety committes

during the monthly meetings
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MAR on 07/11/11, indicating the sest bait was in
place at 7:00 AM, prior to the resident's fall.

An interview conducted with CNA #1 on 07/21/11,
at 11:15 AM, reveaied she was assigned to
provide Resident #1's care an 87/11/11. CNA #1
 stated if a resident utilized a restraint it would be
_indicated on the CNA Care plan. The CNA stated
' she did not always look at care plans at the
 beginning of the shift and would sometimes get

i verbal report from the CNA on the prier shift.
CNA #1 stated sha transferred Resident #1 to the ;
i wheslchair from a personat reclinerwith the
assistance of another CNA, CNA #1 stated she
did nof check to ensure the seat belt restraint was
on the resident. The CNA statad she had not
taken care of Resident #1 in July until two days
prior to Resident #1's fall. Review of records
revealed CNA #1 signed Resident #1's Restraint
Flow Sheet indicating she had chacked the.
restraint every 30 minutes and relzased the
restraint every 2.hours. Further interview with
CNA #1 revealed, ") didn't pay attention fo the
checklist | was signing; thought it was the chair
alarm.” The CNA said she could see Resident #1 |
had a chair alarm. The CNA stated she had been | !
trained to sign the restraint checkiist after , : ;
observing the restraint on the resident
Furthermora the CNA reported she should have
'checkad the CNA care pian to see if restraints
were ordered,

| An Interview conducted with CNA #2 on 07/21/11,
at 1:40 PM, revealed she was familiar with
Resident #1 but was not responsibla for Residant
#1's care on the day of the fall. The CNA
reported she helped CNA #1 transfer Resident #1
to the wheeichair from the commode and did not
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notice if the seal belt restraint was in place. The
CNA stated she had taken care of Resident #1
earlier in the month and remembered the resident
had a seat belt restraint at that ime. The CNA
said sha expected CNA #1 would manage
Resident #1's restraint since she was assigned {o
pravide Resident #1's care.  Further interview
revealed it was the CNA's responsibility to review
the CNA carg plan at the beginning of-each shift
to determine each resident's care needs. The
CNAs were also responsible to check restraints
avery 30 minutes, release every. 2 hours, and
document in CNA restraint checklist check that
the release was performed.

An interview conducted with LPN #2 on 07/21/11,

at 6:40 PM, revealed she was at the South Hall
nurses' desk at the time of the incident. LPN #2
stated she observed Resident #1 stand up and
also heard the chair alarm sounding. The LPN
stated before she could get fo the resident he/she
fell. Further interview revealed seat balt _
restraints were monitored threugh the sign-off on
the TAR/MAR. The LPNs were responsible {o
check after the CMAs Yo ensure restraint and
alarm check-offs were being performed.
Furthermarse, the LFN stated visual checks wera
performed to ensure residents’ alarms and seat
belf restraints were in place. LPN #2 reported
she was familiar with Resident #1 and awara

Residant #1 had an order for a seat belt restraint. |

The LPN stated she "had not gotten around to
checking CMAs' MARS/TARS" prior to Resident
#1's fall on 07/11111.

An interview with the Director of Nursing (DON)
an 07721/11, at 2:10 PM, revealed nurses were .-
trained in orientation to monitor the use of seat

F 323
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by ‘
i Based on observation, interview, and facility

| trays to be distributed. o

: 07/19/11, revealed the food cart was delivered

| The last tray was removed from the carf at 12:07

Each resident receives and the facility provides
food prepared by methods that conserve nutritive
value, flavor, and appearance; and food that is
palatable, attractive, and at the proper ’
temperzture,

_ . | |
This REQUIREMENT is not met as evidenced |

policy review, it was determined the faciliy failed
to provide foods/liquids that were palatable and at
the proper temperature during the noon meal on
Q7/18/11.

The findings include: -

A review of the Meal Timeframe palicy (revised

on 01/18/10) reveaied meals were to be served
that were palatable and in accordance with
accepted professipnal practice. The policy did

not include specific timeframes for resident meal |

I
\

Qbservation of the noon meal service on
from the kitchen to the South Hall at 11:30 AM.

PM (37 minutes after the cart was delivered 1o the
floor). A food temperature and palatabillty test
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' belt restraints by fallowing behind the CMAs to
 see if they were documenting on the MAR/TAR
that residents' restraints were in place. Nurses
were also Yrained o go behind CMAs and da
_ visual checks to ensure restrairits wers in place.
F 364 | 483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR, F 364 :
S5=D | PALATABLE/PREFER TEMP : : F 364 NUTRITIVE VALUE / AFPEAR,
PALATABLE/PREFER TEMP

The Facility has ensured the following
corrective actions: ’
*- Op 8&/11111, a rcvision was made to the
Meal Timeframe Policy and Schedule,
with the addition of specific timeframes
for the delivery of Resident meal trays
from the food carts. (Attachment #12)
Dietary and Nursing personnel ware in-
gerviced on the timeframe rovision on this
datc, (Attachments #13 & 14) )

The facility has taken the following action to
prevent thig practice from nffecting other
restdents: 7

- % The facility's revised Meal T'imeframe
Policy includes specific time limits for
meal tray delivery 1o ensure all meals are
served in sccordance with professional
standards of ptactice. On 7/20/11, the
Registered Dictitian conducted an :
immediate in-service with dietary staff
regarding meal temperatures and
seasoning of foods. [Attachment #15)

The facility ias initinted the following
systemic changes to prevent this practice
from recurring: '
¢ The Meal Timeframe Policy and attached
mea! delivery schedule were revised to
indicate specified time limits for the
. delivery of meal trays from the (ood carts.
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was conducted of the pureed food items from the
last tray with the Dietary Manager (DM). The
food temperziures revealed the chicken and
dumplings was 101.2 degrees Fahrenneit, the
mashed potatoes was 35.5 degrees Fahrenhaeit,
the broceoli was 84 degrees Fahranhet, the

: cerange gelatin fruit dessert was 86 degrees

i Fahrenheit, and the thickened milk was 51.8
degrees Fahrenheif. The palatability test
revealed the chicken and dumplings, mashed
potatoes, and broccoli tasted cold, . The gelatin
dessert tasted cool and the thickened milk tasted
warm, Furthermore, the mashed potatoes and
broccoli tasted bland with iittle seasoning.

Resident #7 recaived a tray pricr to the fast tray
being removed from the lunch food cart.
Resident #7 stated his/her food tasted cold. ‘

Observations of the evening meal service on
07/19/11, revealed the food cart was deliverad fo
i the South Hall from the kitchen at 4:50 PM, and

i the [ast tray was removed at 5:15 PM, i
| Temperatures obtained revealed the pureed fish
was 108.8 degrees Fanrenhett, the potato soup
was 1268 degrees Fahrenheit, and the thickened
milk was 83 degrees Fahrenheit. The palatability
test of the foods revealed the fish tasted
lukewarm and bland, and the potato soup tasted
warm and biand,

A group interview was conducted on 07/20/11, at
2:30 PM, with eight alert/oriented residents.
Residents stated foods were sometimes "not as
hot as they should be™ when served and needed
more seasoning.

An interview conducted with the DM ort 07/18/11, ;

The facility will sustain performance
through the following monitoring practice:

COMPLETION DATE: 8/12/11 -
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. ¢ The Dictary staff shall contact the Charge
F 384 | Continued From page 12 F 364 Nurse oh duty. or designee. on each unit

priot to sending the meal cort from the
kitchen arca. Thc Dictary persorme] shall
record the cart exit time from the kitchen
once the cart has been 2et in the haliway
outside the kitchen area {Mealtime
Delivery Record - Attachment #16). Tha
certified nurse aides stafl shall pass the
trays within the allocated tmeframe of 15
minutes per the schedule, The Charge
Nurge on duty shall oversee and record the
time the lasi tray [eaves the meg] cart..and
return the record of times io the Dictary
Dircctor, or, on weekends, placc it in her
mailbox for review.

Al Mealtime Delivery Record sheets shall
be reviewed weckly. and acted upon if
nceded, by the Director of Nursing and
Dietary Manager.

A sumrmary of Mealtime Delivery Records
shall be reviewed ai the Dictary Review &
Quality Assurance Audit heid cach month
between the Registered Dictitian. the
Director of Nursinig, the Dictary Manager
and the Adrinistrator. o i
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al 12:20 PM, ravealed the food trays should be
distributed to the residents within 15-20 minutes
after the food cart was dalivered to the floor. The
DM stated test trays were conducted weekly to
evalugte/monitor food termperatures and/or
palatabiiity. The DM stated the facility had not
identified problems related to cold food
temperatures and palatability. The DM also
stated the facility did not have a spegific
pelicy/procedure refated to meal service.

An interview conducted with the Registered
Dietician {RD) on 07/19/11, at 5:15 PM, revealed
thefacility had used low-sodium chicken bouilien
to season the potato soup and only a small
amaount of salt.

STATEMENT QOF DEFICIENCIES (1) PROVIDER/SUPPLIER/CL 1A x2) MULﬁPLE CONSTRUCTION [X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER! COMPLETED
A. BUNDIR
B. WING C
_ 185423 ' 07/21/2011
'NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, 7P CODE
195 BERRYMAN ROAD
EDGEWOOD ESTATES
FRENCHBURG, KY 40322
(X8) b SUMMARY STATEMENT OF DEFICIENCIES D ; PROVIDER'S PLAN OF CORRECTION | XE)
PREFX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORREGTIVE AGTION SHOLILD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATIONY TAG || CROSS-REFERENCED TO THE APPROPRIATE DATE
: | DREFICIENGY)
F 364 | Continued From page 13 F 384

“ORM CMS-2587 (02-69) Previous Varsions Obsolow Event iDr OTVI1 1

Received Time Aug. 24, 2011 5:07PM No. 1678

Faclly 101 100700

If continuatian sheet Page 14 af 14





