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009 Johason Mathers Nursing Fome 5
Wwledges receipl of the Statement of

i
F 000 | INITIAL COMMENTS

! 7
. An Ablreviated survey Investigating %i e

| KY#00019431, KY#00019433 and KY#g 019448+ - B Ml ; _
j was initiated on 12/04/12 and concluded an ‘of findings is factually correct and in i
' jorde# to maintain compliance with

1205712, KY#00019431 was sy bstantiated with | ioraes arn
ta deficiency cited at a Scape and Severity S/S of | - - ,applicable rules and provisions of 1he i

-a'D’. KY#00019433 was substantiated with no ‘quality of care of residen's. The Plan of
' deficlencies cited. KY#00019446 was j i Correction is submitted s a written
i Unsubstantiated with no deficiencles cited. i  allegation of compliance. Johnson :

F 241 483.15(a) DIGNITY AND RESPECT OF ; F 241 : Mathers Nursing Home's response lothis |
$8=0' INDIVIDUALITY I  Statement of Deficiencies and Plan of

i  Correction does net denote agreement

. The faciiity must promote care for residents ina | - with the Statemen) of Deficiencies nor .
I manner and in an environment that maintains or | "thal any deficiency is accurats. Further,
 enhances each resident's dignity and respectin | ! Johnson Malhers Nursing Home reserves 3

’ full recognitlon of his or her individuality. :  the righl to refule any of the Deficiencies
- ! through Informal Dispute Resolution,
! formal appeal procedures and/or any other

. . ) J

! g;!;rs REQUIREMENT is not met as evidenced | ; administrative or lega proceeding, !
f Based on interview, record review and review of ! gf 241 ' f
i th ity book enti "Resi ights ;
i the facility's handbook entitled "Re fdent Right | Resident #29 was visited by |he

for Residents In Kentucky Long Term Care i e
! Facilities”, it was determined the facifity falled to j j Administralor on 12/10/12and 12/12/12 to {

. Promote care for residents in a manner and In an | | ensure he/she was receiving the care needed

| residents dignity and respect for one (1) or eight i i Reslden| #29 was again visited by 1he ADON/
- (8) sampled residents (Resident #29). The facility. on 12/21/2012 to ensure services continued;
j faited to preven{ residents who were depgndent i to provided in @ manner as needed to !
. Upon staff for toileting from having incontinent i maintain dignity

I episodes related to staff not asslsting residents to ! : ) f
. the toilet timely. i ! ) . :
! ! i All residents have the potential to be i
 Resident #29 had an episode of bladder f | affected. Residents.werevisited by he |
- incontinence reated to the call bells fot baing : | Administrator on-12/10/2012 through

I answered when he/sha needed assistance fo the 12/13/2012 to-identify any-other residents:
l.’ toilet., ; ! affected..Residents were. interviewed

!
!
!

i
1
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|
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s a deficiency which tha institution may be excused from vorTecting proviging it is determined that
ts. (See instucions.} Excapt for rursing bomes, the fndings stated above arg disclosable 90 days
ectlon is provided. For nursing homes, the above findings and plans of correction are disclosabie 14
flable fo the faciity. If deficlencles are sited, an approved plan of comaction tg réquisite to continued
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F 241, Continued From page 1
i The findings include:

i Review of the facility handbook, entitleg "Resident
Rights for Residents in Kentucky Long Term Care

! Facilities”, revealed each resident should be

. treated with consideration, respect, and full

' recognition of higsher dignity and individuality,
i Including privacy in treatment and in care for

_personal needs,

. Record review reveated the facility re-admitted
' Resident #29 on 11/09/12 with diagnoses which

| Included Difficulty Walking and Dementla without

. Behavioral Disturbance, Review of an Annual
"'Minimum Data Set {MDS) Assessment, dated
1 11719112, reveated the facility assessed the

fesident as having a Brief Interview for Mental

| Status (BIMS) score of thirteen (13) out of ffieen X

(15) indicating the resident was alert ang
! oriented. Further review revealed the facllity
; assessed the resident as always continent of
‘ bowel and bladder.

; ;
: Review of Resldent #28's record revealed hesshe ;

{ was admitted to the facility on 03/13/11 with

. diagnoses of Difficuity Walking, Macutar

! Degeneration, and Dementia with Behavicral
. Disturbances. Review of the Quarterly MDS

" dated 08/24/12 revealed the facility assessed the

; resident as having a BIMS score of fifteen (15)

' indicating the resident was alert and oriented,

' Interview with Registered Nurse (RN) #3, on
112/05/12 at 3:10 PM revealed when Resident

| #29 returned from the hospital on 11/09/12 afler
! having fuid taken off of histher shoulder he/she
. required a litfle bit more help. RN #3 revealed

' Resldent #28 had been protective of Resident

F 241 i regarding call light wait thmes; choices in

-Brooming, activitles.and dressing; privacy
“and respect shown by staff. Residents unable!
Lto provide answers to the Administrator :
[ were abserved.for dignil yissues, Al

; CONCEFTis expressed by the residents were
' addressed with staff and, corrgcted at the
I time of the discussion with the resident,

: Resident #.11.s)ated response-time to call
 bells.was much improved.

I

I All staff were re-educated 11/28/2012 |
| hrough 12/13/2012 by-the Staff Facifilator, .
- DON and/or-Administra) or with regardto
! dignily for-all residents; and 1hat I he facility |
| must promote care for residents in 3 manner;
, and Inan environment that maintains or |
enhances each resident’s dignityang respectf
i in-full recognition of hls/her individuality;

i including answering call.lights for. any {
' resident who rings.regardless of thejr ;
! assigned staff member. This education wit
i beprovided.to allnew.employees du fing |
. orientation. :
| In additton, 11/23/2012 through
- 12/14/2012, the DON-and ABON took the

! laptop compuler to each resldent room to ‘
! observe the resident and.their needs as i
; comparedto theircare plan and care guide. |
' The care plans and care guides were revised,
for toileting according to the contiience |
i assessment of | he. resldent as well as

: revisions to other.areas as changes.in ]
! residents care-warran ted. Thoseresidenls ,
| identified as often needing to-be-assisted-to [
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‘f :
F 241 . Contlnued From page 2 ;

' #29 prior to Resident #29's hospitalization, and |
: became more protective of Resident #29 upon
. his/her return from the hospital. i
! :

I Interview with State Reglstered Nursing Assistant |
- (SRNA) #21, on 12/08/12 at 1:50 PM, reveated |
! upon Resident #29's retum from the hospital on

i 1109112, he/she required more assistance. ,
" SRNA #21 stated Resident #29 was good about |
i calling for assislance, including assistance tothe :
; bathroom, aithough sometimes it took second '
" shift a little while to respond as "there are so !
{ Many people jon the unit] that need two assist*. |

i Interview with SRNA #16, on 12/05/12 at 10:29 f
i AM, revealed upon Resident #29's return from
' the hospital staff had to assist the resident to the
 bathroom as he/she was kind of weak. SRNA |
; #16 stated she was unaware of Resident #29 i
! having any incontinent episodes, ;

Interview with Resident #28, on 12/05/12 at 9:30
| AM, expressed concerns the facility needed more |
i help. He/she shared concerns for Resident #29 !
: deserving more help, and went on to reveal |
y he/she went to visit Resident #29 one night afler :
“ he/she received shouider surgery. Resident #28 |
| revealed Resldent #29 was unable to move !
. histher over-bed table oyt of the way to get out of !
 bed, and had his/her call light on. Resident#28 |
. Stated Resident #29's rcommate, Resident #32, |
! stated to him/her that Resident #29's call light had |
' been on for one half of an hour and noone had |
responded. Resident #28 stated he/she helped |
| Resident #29 move the over-bed table out of the |
; way and helped him/her to the bathroom, but |
' Resident #20 wag already wel. Interview with

i Resident #29, on 12/05/12 at g:50 AM, revealed

|

f

lollet during meal times.will be provided an
F2q pppartunity to toilet prior to meal time.
!

Wiso, effective 12/5/2012 the DON asslgned |
@ staff position on the daily staffing gulde o
answer call lights during meal ) imes..

'Admin Ny rse Team, including the DON,
/ADON, Qf Nurse, MDS Nurses and Staff
;'Facilitator will contlnue to monitor.that
resident care Is being provided in a manner |
%that-respects- each resident’s dignity as a partf
‘of their dally rounds, Monday | hrough .
{Friday. The results of these rounds wili be J
. documented on
 the Daily Rounds Qf tool. Any concerns i
{ identified during these rounds wiif be ;.
 addressed.& corrected as indlcated. Theq) |
 Rounds tools and-| he results of these rounds]
" will be reported at the weekly Qi meeting foq
! four (4) weeks then monthly | hereatter.

I
 In addition, effective 12/13/2012, weekly
 audits of call light response time will ba !
| conducted at random times during a twenty-
. four hour period-by a-member of-the Admin ,'
| Nurse Team and/or the Adminis)rator, i
f The results of these audits will.be reported
i 10.the. DON upon completion-and-at the !
i weekly Qt meetIng for four (4} wesks then !
; monthly thereafter, I

| !
The resuits of these monthly meetlngswill f
| -be reporied quarterly to the Quallty I

i
F

i Improvement Executive Committee |
| consisting of the Administrato r, DON; ADON,-
: !

FORM CMS-2567(02-09) Pravious Versions Cosdiete Evert I2: PUXG 11

Factlly 10; 106348 - If continuation shaet Page 3of4

A w5t



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

PRINTED: 1211812012
FORM APPROVED
QMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X?) PROVIOER/SUPPLIZR/CLIA
IDENTIFICATION NUMBER:

(X2} MULTIPLE CONSTRUCTION

{X3) DATE SURVEY
COMPLETED

AND PLAN OF CORRECTION
A. BUILDING
8. WING c
185028 ) 12/05/2012
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS, CITY, STATE, 21p CODE
2323 CONCRETE ROAD
JOHNSON MATHERS NURSING HOME
CARLISLE, Ky 40311
(X4 | SUMMARY STATEMENT OF DEFICIENCIES : D PROVIDER'S PLAN OF CO RRECTION P e
PREFIX (EACH CEFICIENCY MUST BE PRECEDED BY FULL ¢ PREFIX (EACH CORRECTIVE ACTION SHOULO BE | COMPLETION
TAG ! REGULATORY ORLSE ICENTFYING INFORMATION) . TAQ CROSS-REFERENCEQ TO THE APPROPRIATE ! DATE
i : DEFICIENCY) !
} : ; :

F 241 Continued From page 3 -
“when the staff member (he/she could not
{ remember which staff) responded lo the call light,
. they said they were tog busy fo help. Resident :
' #28 revealed this occurred the night Resldent #2g !

i i
' Fu Tarnurse, Medical Director and any other

persons requlred to provide information
ﬁer‘tfnenl ta lhe reports belng discussed at
the Executive Committee meeting. The
Executive Q! Committee will make ;

| returned from the hospital 11/09/12}. i .
! ™ pral( ! : recommendal lons for further action such as '
: more staff education, change In process,
3 i procedure. or policy or other course of action _.=
i g' hased upon the data presented.
: ;' |
5 !
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