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s8=D | PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompatent or otherwlse found (o be
incapaciated tinder the laws of the State, o
participate in planning care and {reatment or
changes in care and treatment,

Acomprehansive care plan muslt be developed
within 7 days aftar the complation of tha
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physiclan, a registered nurse with responsibility
for the resident, and othar appropriate staff In
disciplines as defermined by the resident's needs,
and, to the extent praclicable, the participation of
the rasident, the resident's family or the resident’s
tegal representative; and periodically raviewed
and revised by a {eam of quallfied persons after
each assessment,

This REQUIREMENT is not met as evldenced
by:

Based on obsarvalion, interview, record review,
and review of the faclity's policy/precedure, it was
determined the facility failad to review and revise

- it s the practice of Bradford Health and Rehab

participate planning care-revise CP.

Cenier io priiodically review and revise the plan of
care by a wam of qualified persons after erch
lassessment,

Corrective Meusures for Residont Identified in
ithe deficipmey:

Resident #1's comprehensive care plan aud Nuse

approprizte and new interventions on 11/29/12 This
was completed by the unit manager. Gripper socks
wele placed i resident ¥ 1's room per the plan ol
cave on 11/26712.

How other residents who suay have heen affected

Aide Data Sheet was reviewed and revised to veflect

>4) D SUMMARY STATEMENT OF DEFICIENGIES b PROVIDER'S PLAN OF GORREGTION {35y
PREFIX {EACH DEFICIENCY MURT 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETON
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APFROFRIATE DATE
. DEFICIENCY)
F 000 | INITIAL COMMENTS F 000 pubmission of this Plan of Correction does ot
constitute admisston or agreement by the provider
. bf Lae rath or the facts alleged or conclusions set
An abbreviated survey (KY #19319) was Tor(ly In the Statement af Deficiencies. ‘Che Plan of
conducted on 11/27/12 through 11/28112 fo Correction is submitted solely because it is required
deterrmine the facllily's compliance with Federal by the provision of federal and state law, 0L/05/2013
requirements. iKY #19319 was substantfated with '
deflclencles citod. 260 483,20(d)(3),482,10(1)(2) Righ
F 280 | 483.20(d)(3), 483.10(0(2) RIGHT TO F 280 20(d)(3),482.10(10(2) Right to

by this practice were identilied:

The Comprehensive Care Plans and Nurse Aide
Dita Sheets of all cusrent residents were reviewed
on 12/13/12 1o verify the interventions Wstedt For (all
prevention are appropriat® and reflective of the
residents assessed needs. This was completed by
staff dev, unii manager, DON, Care coordinator, In
addition, ab audit was conducted of all euwcrent
residents and verified that all listed interventions avd
in place, This audit was complesad on 12713712 by
Staff dev, DOM, Cave Coordinator, Unit Manager,

11-280 {cont)
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Any doflsloncy stetemant ending with an aslerdsk (1) denotes a deficiency which the institmtion tay be excused front correcting providing It iz delermined that
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SUNMMARY STATEMENT OF DEFICIENCIES

PROVIDER'S PLAN OF COARECTION

{4
COMPLEFION

the care plan for one resldent (#1), in the selecled
sample of thrce residents. Revlew of the care
ptan for "Falls," dated 12/29/11, revealed an
intervention to Include “refuses to ask for
assistance with transfers.” Residen{#1 sustained
a falt on 10/08/12 while transferiing self from
nis/her bed to the wheelchair. The intervention
implemenled, as a resuit of the 10/08/12 fall, was |
*remind the-rasident to ask for help when
transferring,” On 10/17112, the resident
transferred himselffherself uhassisted from
hisiher bad to the wheelchair to go to the
bathroom, and fell to the floor. The resident hit
histher head oh the wheelchalr when hofshe fell
bebtwvean {he wheelchalr and the bad,

Findings inciude:.

A review of the facility's policy/procedurs,
"Incident/Accident,” dated 08/06/12, revealed ihe
facility was to invesligate incldents/accidents and
take appropriate Interventions as needed. The !
"eidentfAceldent Clinieat Practice Guidelings,”
daled 08/06/12, revealed the facllity was to
invesligats the incident, accident, or Injury and
reviewad/ravised the care plan to include
praventative inferventions to decrease polential
for recurrence.

A record review revealed the facility admilted
Resident #1 on 068/01/06, re-adimitted on
11/03/10, and again on 10/24/12, with diagnoses
to include Dermentta, Dysthymic Disorder, Golter, |
Cardiopulimonary Disease, Hyperlension, !
Depression, Anxlety, insomnia, and Esophageal
Refiux,

Areview of the "Falis® care plan, dated 12/29/11,

tn N
F?}(;gm)( {EACH DEFICIENCY MUST BE PRECEDED BY FULL {EACH CORRECTIME ACTION SHOULD BE e
TAG REGULATORY OR LEC IDENTIFYING RFORMATION) CROSS-REFERENCEQ TO THE APPROPRIATE
) DEFICIENGY)
, .. Measures Tiplementedt o7, Sysiems Ablered to
F 280 Conlinued From page 1 . F 280peeyent Re-acenrrence;

rducation for all nuising staff was initiated 12/14/12
On -
crifying that the interventions listed on the care
lan for the residents is in place and appropriate for
ach resident and following the Care Plan
olicy. The education was conducted by Stdf
Dev. The education will continue until alf nuvsing
taff have hoen re-cducated. This will be conducted
y the
ON /Unit Manger or staff Developmen: Nurse,
The DON will be responsible Lo provide ov
larrange the education for any wrsing staff wha are
Tnavailabte for the educational sessions,

I:uonitarina Measures Implemented to Muintitin

Ongoing Compliance:
L DON/Unit Manager/ and MDS Coordinators

ill vandemly select 3 residents from each wing
pprox 1096} to review the Plan of care and audit
ach residents room to verify that all listed
interventions ave appropriate ad i place.
hig ondit will he conducted 3 dmes a weelk for 6
ceks, then 2 times a week for 4 weeks, then
reekly thereafter for 4 weeks., Results of the audits -
#E be reported to the DON and e
uatity Assessinent xnd Counniilee for review.
any areas of concem are Identified thé
treguency or ducation of the audit may ba nereased
(b validate ongaing compiiance and re educaron
7ill be provided on an individoal basis if indicated.

Pl
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!
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COMPLETION

13 1D SUMMAR STATERENT OF DEFIGIENCIES ID
PREFIX {EACH DEFICIENGY MUST BE PRECHOED BY FULL PRIEFIX {EACH CORRECTIVE AGTION SHOULD BE f
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DEFICIENGY)
F 280 | Continued From pago 2 F 280

floor. The resldent hit hisfher head on the
: wheelchalr when he/she fell between tha

revealed the intervention "refuses to ask for
assistatice with trahsfers. Encourage the resident
to ask, assist the resident as the resident will
allow, and encourage use of the call belf (often
will not use).”

Review of the Care Plan Progress Notes, dated
08/08/12, revealed stafl was to assist with
iransfers and encotlrage the resident o use the

call light.

A review of the facility's Fall incident investigation,
dated 10/08/12, revealed Resident #1 fell gelting
out of bed as reported by the residant’s
roommate. The resident stated he/she "did not hit
this/her] head, just [histher] buit" The findings of
the Investigation revealed the resident fell out of
bed when trying to sslf-ransfer while the wheels
on the wheelchair were untocked, Additionally,
the resident refused to use the call light to
request assistance for ransfer. The Intervention
implemented was to "remind the residont lo ask
for assistance wheh kansferring.

Ateview of the facility's Fall Incident investigation,
dated 10717/12, revealed Resident #1 transferrec
himself/herself unassisted from his/her bed to the
wheelchair to go to ihe bathroom, and fell to the

wheelchair and the bed. The wheelchair was
found io be unlocked and the resident did nol
hava any foolwear on histher feet. The post felis
analysis revealed the resident did not have any
footwear or nan-skid socks on, and the room
lighis were low. The Intervention implemented
was "non-skid socks to be I place at all imes.”
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F 280

i Obsarvation, on 11/28/12 at 5:55 PM, revealed

' 44/28/12 at 5:30 PM, revealed Resident #1 used

Continued From page 3

A review of the Minimum Data Set (MD3)
assessment, dated 10/31/42, revealed tho facilily
assessed Resident #1 to he severely cognitively
impaired, with behaviors to include refusal of
care. The resident was assessed (o require
exlensive physical assistance of ohe staff for
transfers. Review of the falls MDS assessment
revealed lwo falls with no injury. Further review of
the Care Plan Progress Notes, dated 10/31/12,
revesled staff was o agslst with iransfors and
encourage the resident to use the call iight.

Review of the "Falis” care plan, dated 11/06/12,
revealed the intervaniion "encourage use of the
call bali {often will not use)," and "refuses to ask
for assistance with ransfers, Encourage the
resident to ask, assist the resident as rasident
allows " and "educale to call for assistance with
transfers - resident seli-transfers and is usually
noncampliant with asking for asslstance.”

Resident #4 was self-propelling in the haliway
after the evening meal, The resideni asked the
Nurse Alde to straighten the covers on his/her
bad. He/she was told it would be done afler alt
meal irays were delivered. The resident
self-propelied into the room, and self-transferred
{o hisfher bed. The resident changed clothes
without assistance and waited for the Nurse Aide
to come and straighten the cover,

Interview with Certified Nurse Aide (CNA)#2, on

the call light at times, but usually transferred

himseiifherself into the wheelchalr and came out
in the hall and got someone. The CNA stated the
only thing the resident really usually wanted to do

F 280
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in PROYINER'S PLAN CF CORRECTION

b e
CRMPLETION

| assistance. The DON stated her expectations of

was smoke.

Intervew with CNA#, on 11/28/12 at 6:00 PM,
revealed Reasident #1 went lo the balbroom
unassisted and staff must catch him/her in the
bathroom to get the bed changed. The resident
tranaferred himselitherseif without assistance
from the bed to the wheelchair and vice verse.
Hefshe was able o lock and uniock the whesls
an the whealchair. The resident used the call light
at imes, but usually fust came out on the hallway.

Interview wilh the Director of Nursing {DON}), on
14i28/12 at 6:27 PM, revealed the post falls
intervention of "encourage use of the call bell
(often will not use)” for assistance was
implernented 12/29/11 and had been ineffective.
The Intarvention was implemented again, on
11/06/12, with the additional intervention thal the
resident was usuaily noncompliant with asking for
assistance. Currently, Resident #1 was Known fo
aalf-transfer and go to the bathroom without

the CMAwith an incident/investigation was to
ensure the resident was safe, and then notify the
charge nurse. Her expectation of the chargs
nurse was o do a complete physical assessment
of the resident, nolify the physician, notify the
family/responsible parly, and notify the DON and
the Adminlstrator, The incident investigation was
to be initiated by the charge nurse. The charge
nurse was to interview the staff and take written
statementsa if the DON was not In the facility. The
DON stated the rool cause of an incident was
determined by gathering information refated to
how the incident occurred, The information was

reviewed in the morning meeting and if the cause ;

was not clear, the staff were interviowed. The

PREFIX (FAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFX (EACH CORRECTIVE ACTION SHOULO BE
TAG REGULATORY OR LSO IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APFROPRIATE DATE
: DEFICIENCY)
F 2801 Contiued From page 4 F 280
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x4y D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION P )
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F 280} Continued From page 5 F 280
intervention was delermined by the group
ettending the morning meeting and was specific
{o the Issue which caused the incldent. The DON
stated the care plan revision was the
i responsibllity of the MDS Coordinator and the i
nurses. The nurses were expecled lo make ;
changes and update the Care Plan as to whether
the interventlons were effective or ineffective,
F 323| 483.256{h) FREE OF ACCIDENT F 323
ss=p | HAZARDS/SUPERVISION/DEVICES 1]
F323 1/05/2018
The faclilty must ensure that the resident 483.25¢h} Free of Accident Hazards/
environment remains as free of ancident hazards Supervision
as is poesible; and each resident recolves Tt s the facility's routine practice 1o maintain
adequate supervision and assistance davices to ¢ the facility in a manner that the resident
prevent accidents. enviranment remains as fiee of hazards as is
possible; and each resident receives adequate
supervision and assistance b prevent accidehls
This REQUIREMENT is not met as evidenced Corrective Measures for Resident Identified
hy: in the deficiency:
i Based on observation, interview, record review,
and review of the facilily's policy/procedure, it was Resident #1's comprahensive care plan and
determing the facility failed to provide adgquate Nurse Ajde Data Sheet was reviewed and
supervision and assistive devices to prevent fails revised to reflect appropriate and new
for one resident (#1), in the sclectod sample of inderventions on 11/2B/12.This was campleted
three residents. Resident ##1 had a care plan for by Unit Munager. Gripper socks were placéd
"Falls," dated 12/29/11, with an intervenfion to in yesident# 1's room on 11/28/12 per the plan
include "Refuses to ask for assistance with of care,
transfars," On 10/08/12, the rssident sustained a
i fail while transferring himseliffherself unassisted
from the bed to the wheelchair. The Intervantion
Implemented was to “remind the resident fo ask
for help when transferring.” On 10/17/12, the i
resident sustained another fall while transferring - : | .
himselffherself unassisted from the hed to the I ! ! chiif)
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{ Findings include:

wheelchair,

A review of the facilily's policy/precedure, ,
"ncldent/Accident,” dated 08/06/12, revealed the |
facifity was to investigate incidents/accidents and |
take appropiiate interventions as needed. The
"Incident/Accident Clinleal Practice Guidelines,”
dated 08/08/12, revealed the facllity was to
investigate the incident, accident, or injuty and
reviewed/revised the care plan fo include
preventative interventions to decrease potential
for recusrence.

Atecord raview revealed the facility admitied
Resident #1 on 06/01/06, and ra-admitled on
14/03/10, and agaln cn 10f24/12, with diagnoses
to include Dementia, Dysthymic Disorder, Goiter,
Cardiopulmonary Disease, Hypertenston,
Depression, Anxiely, Insomnia, and Esophageal
Refiusx,

A review of the "Falls” care plan, dated 12/29/11,
revealed the intarvention "refuses to ask for
assistance with transfers. Encourage the resident
to ask, assist the resident as the resident wlil
altow, and encourage use of the call bell {often
will not use)." .

Areview of the faclity's Fall incldent Investigation,
dated 10/08/12, revesled Resident #1 feli getling

out of bed, The resident stated he/she "did not hil
this/her] head, just {histher] butt." The findings of
the investigation revealed the resident fell out of

i bed when trying to self-transfer white the wheels
fon the wheelchair were unlocked. Additionally,
i the residant refused to use the call light to

i SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF GORRECTION 6)
}iﬁ:;)':lg( {i‘;a'l.C)H DEF{CIENCY MUST BE PRECEDED BY FULL PREFLY {EAGH CD_RREC'I JYE ACTION SHOULD RE COML;];]\.TEEHON
TAG REGULATORY OR LSC IDERTIFYING INFOAMATION) 6 CRO53-REFERANGED TO THE APPROPRIATE
: DEFICIENGY)
F 323 | Continued Fror page 6 F323| tHow pthep residents who may have been

affected by this practice were idendfied:

The Comprehensive Care Plans and Nurye
Aide Data Sheets of all current residenty
were reviewed on 12/13/12.to verify that
the interventions listed for fall prevention
are appropriate and reflective of the
residents assessed needs, This was
completed by Staff Dev. Unit Manager,
DON, Care Coordinator. In addition
addition, an audit was conducted of all

current residents and verified thai alt listed
: interventions are in place. this audit was
i completed on 12/13/12. This audit was |

completed by Staff Dev. DON, Unit
Manager, Care Coordinator.

Measures Implemented ox Systems Altered to,

DPrevent Re-ovencrences

Education for all nursing statt was initiated

ot 12/14/12. on

verifying that the interventions listed on
the care plan for the residents is in place
and appropriate for each resident. The
education was concucted by Staff Dev.
Nuzse,. The education will continne until,
all nursing staff have been re-educated.
This will be conducted by the

- 323
{cont)
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request asslstance, The post falls analysis
revealed the bed was in the iow posilion ahd no
mats, landing ships, or alarms were in use. The
intervention implemented was to "remind the
resident to ask for assistance when transferring.”

Areview of the faclity's Fall incident investigation,
dated 10/17/12, revezlad Residant #1 transferred
himselffherself unassisted from his/her bad to the
whssalchair to go fo the bathroom, and fell lo the
floor. The resldant hit hlsfher head on the
wheelchair when he/she fell between the
whaelchair and the bed,

A review of the Minlmum Dats Set (MDS)
assessment, dated 10/31/12, revealed the facility
azzeszed Resident #1 {o be soverely cognitively
impaired, with behaviors to inciude refusal of
care. The resident was assessed lo raquire
extonsive physical assistance of one staff for
transfers. Review of the falls MDS assessment
revealed two falls with no Injury.

Review of the "Falls" care plan, dated 11/06/12,
revealed the Interventton “encourage use of the
cali bell {often will not use),” and "refuses to ask
for assistance with transfers. Encourage the
resident to ask, assist the resident as resident
allows," and "educale o call for assistance with
transfers - resident self-transfers and is usually
noncompliant with asking for assistance.”

Observation, on 11/28/12 al 5,56 PM, revealed
Resident #1 was self-propeliing in the haliway,
self-propelted info the room, and self-transferred
ta hisfher bed. The resident changed clothes
without assistance and walted for the Nurse Aide
fo come and slraighten the covar.

DON /Unit Manger or staff Developmg
Nurse.

for all nursing staff was initiated on
12/14/12, This was conducted by Staff
Developmeut Nurse, This was continuc
until all staff have been re-educated.
The DON will be responsible to provid
arvange the education for any nursing s
who are wnavailable for the educational
sessions. :

Education on the incident/accident policy

Mouitoring Measures (mplemented to Mamtlm

t

]
]

b or
raff

Ougoing Corpliznce:

ADON/Unit Manager/ and MDS
Coordinators will randomly select 3
residents from each wing (approx 10%6)
review the Plap of care and audit eacly;
residents room to verify that all listed
interventions are appropriate and n pl
This audit will be copducted 3 times a
week for G weeks, then 2 times a week
4 wecks , then weekly therealter for 4
weeks, Results of the audits will be
reporttd to the DON and the Quality
Assessment and Commitlee for review
If any areus of concern ace identified b
frequency or duration of the audit may
increased to validate ongoing complia.nl

To

for

D

be

and re education will be provided on a;
individual basis in indicated. ’
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Interview with Certifisd Nurss Aide (CNA) #2, on
11728712 at 5:30 PM, rovealed Resident #1 used
the call light at times, but usuatly transferred

himselt/herseif Into the wheeichalr snd came out |
In tha hall and got sameone. :

Interview with CNA#1, on 11/28/12 at 8:00 P,
revealed Resident #1 went to the bathroom
unassisted and staff must catch himther It the
bathraom to get the bed changed. The resident
transforred without asslstance from the bed to the
whealchair and vice versa. Hefshe woas abls to
lock and uniock the wheels on the wheelchair.
The resident used the call light at times, but
usually jusl came out on the hallway,

Interview with the Diractor of Nursing (DON), on
11/28/12 at 6:27 PM, revealed the post falls
intervention of "encourage use of the call bell
(often will not use)" for assistance was
implemented 12/29/11 and had besn ineffectiva.
The intervention was implemented again, o
11106112, with the additional intervention that the
resident was usually noncompliant with asking for
asslstance, Currenily, Resident #1 was known to
self-transfer and go to the bathioom withotit
assistance. The DON stated her expectations of
the CNA with an incidentfinvestigation was to
ensure the resident was safe, and then notify the
charge nursa, Her expectation of the charge
nurse was to do a complete physical assessment
of the resident, notify the physician, notify the
family/responsible party, and notify-the DON and
the Administrator. The incident investigatioh was
to be Initlated by the charge hurse, Tha charge
nurse was 1o inierview the staff and take wilten
statements if the DON was not in the facility, The

F 323
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DON staled lhe roof cause of an Incident was
determined by gathering information related {o
hew the incident occurred, The Ihformation was
reviewed in the morming mesting and if the cause
was not cfear, the staff were interviewed, The
intervention was determined by the group
attending the morning meefing and was speclfic
{0 the igsue which caused the incldent. The DON
stated the care plan rovislon was the
responsibility of the MDS Coordinator and the -
nurses. The nufses Were expected fo make

; Ghanges and update the Care Plan as to whether
the interventions were effective or ineffective.

i i
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