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An abbreviated standard. survey (KY17620) was : ‘
initiated on 01/09/12 and concluded on 01/10/12, . EAISIE OR THAT ORE WAS CHER. COMRELRY, Hl!i AN
- - . o OF CORRECHION 5 SWEMITED 1O HEET KSQUINEHENTE
The complaint was substantiated and deficient ESIABAISICL B STATE. AND. FERLRAL LAWS,
practice was idenlified at "D" ievel. Resident #1 hacl a MIDS
F 276 | 483.20(c) QUARTERLY ASSESSMENT AT F 276 us:-‘;_‘s;:m ‘ u‘;l‘l‘“j;md-
§5=D | LEAST EVERY J MONTHS . coon 12731711 with aa

A facility must assess a resident using lhe i updated care plan. He will

quarlerly review insirumenl specified by the State | beassessed on 03/12/12 o
and approved by CMS nol less frequently than and continue fo be assessed

once every 3 months ' : timely in the future,

Asof 0120712 1007% of all residents

This REQUIREMENT is not met as evidenced were reviewed by MPS staff to o
by : ensure all Quarterly Assessments wure [
Based on inlerview snd record review it was completed timely,

determined the facility lo ensure the federally
required Minimum Dala Set (MDS) guarterly
review instrurnent was utilized to assess one of

;
i

NHGC soflware vendor Accu-Med will i

sampied residents (Resident #1). Documentation conduct a training session on assessment
revealed facility staff had completed a quarterly : requirements on 02/06/12. The DON
Minimum Data Set (MDS) assessment, with a House Supervisor, Restorative '
reference date of 07/05/11, for Resident #1 and S;xpc;rvisor and MDS stalf will uttend
"} wouid have bean requirec! to complete the nex! A new policy on timely MDS assessn;ent !
St issar drty by onn N petule e
. ' T ) (Atlachment A). MDS staff will print

documentation, the facilily completed the
assessment on 12/13/11, approximately five
months from the asse:ssment completed in July
2011, . _ -

a monthly schedule of assessments due,
This schedule will be listed on a bulletin
board in MDS oflice with due date

and type of assessmeni. A copy of Lhis
galendar will be given to DON and’
Adiministrator. A daily ‘

The findings Include:

An Interview conducied with the Director of | MDS completion log will be kept by
Nursing on 01/10/12, at 5:00 PM, revealsd the . each MDS worker and a copy given
facility did nat have a policy related to the timely : DON and Administrator weekly. '

"” Al
leficiency state ,r‘ t ending wilh au asterisk () d:nulss a deflckency which. the Ins@ilution may be excused from comecting providing W s delermined that
safeguarns provide sulficiant prolection to the patlents. {See insbructions.) Excepl for nursing homes, the findings stated above are disclosable 50 diys
ving the date of survey whether ar nit B plan of correction is provided. Fer nursing hornes, the sbove findings and plans of cormection are disclosable 14
following the date these docurments are made available ko the facility. If deficiencies are clted, an approved plan of correction Is requisite to continued |

am parileipation, '

PSP PLIER REF SENTATIVE'S SIGNATURE / ..‘T|TLE‘ (X8) DATE ’
(fA A ﬂ, iy fyaee  A2-07-] N
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_ 185112 01/10i2012
ML OF PROVIDER OR SUPPUICR STRLET ADUKESS, CITY. STATE. 21 CODE
. _ 420 JETT DRIVE
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x4} 0 SUMNARY 5TATEMENT OF DEFICIENCIES T EROVIDCR'S PLAN OF CORRECTION o !
RETIX (EACMH DEFICIENCY MIJST BE PRECEDED BY FULL | PRETIX (LACH CORRECTIVE ACTION SHOULD H8 ¢°"I;’:T‘£ e '
TAG REGULATORY OR LSC IDENTIFYING INF ORMATION) i TAG CRUDSS-REFERENCED TO THE APPROMRIATE -
. ) DEFICIENCY) f
F e Conlmu?d From page‘i F 278 The duily MDS completion log will be i
complelion of the MDS assessment. reviewed weekly by DON for fimely
i A review of MDS assessments compleled for ' i‘l".‘%fﬁf',m:m Fumpl.etiun y '?d ?“y probleiss
: . L iscussed with the adminisurator.
i Resident #1 revealed the lacility compleled a
quarierly MDS gssessiment with an assessment . The care plun ¢ wice will mect week]
relerence dale of 07/05/11 for Resident #1, and @ care pliln commillee willmest week 'y
did not complele ancther required quarerly u'nd review all resident assessments due for
assessment until 12/13/11: timely and accurate completion. The
*muathly printed sepurt from the MDS will
An inlerview conducled with Ihe MDS Coordinalor - easure that 100%% of the residents ARD
revealed the MDS Coordinator was not aware of dales are maintained, Ouce weekly sll care
the requirement to comiplete a federally required plans that are due based on the ARD dates
quarterly MDS assessment when the resident are reviewed and revised by a qualified
was having Medicare gssessments compleled. committee. The QA commitee will be
The MDS Coordinalat reportedly lhoughl notified of any continued problems.
residents ware nol required lo have a quanterly 02436/12
MDS assessment completed unll they were no
longer under Medicare.
280 4B3.20(d)(3), 483.10(k)(2) RIGHT TO F 280
‘S=0| PARTICIPATE PLANNING CARE-REVISE CP
The resident has the righl, unless adjudged
incompetent or otherwise found lo be
1 Incapacitaled under the laws of the Stale, lo
parlicipate in planning care and lreatment or .
changes in care and beatment. Resident #1 was sssessed by MDS staff on
: 12/31/1) with updated care plan and
FA comprehensive care plan must be developed wanderguard applied. Assessment and care
; within 7 days afler the completion of the . i plan for resident #] coinpleted timely
| comprehensive assessment; prepared by an in the future, 1
interdisciplinary leam, thal includes the altending H
physician, a registered ivrse with responsibility All residents were reassessed by MDS stall
for the resident, and otter appropriale staff in by 01/05/12 and elopement scores updated.
 vdisciplines as delermined by the resident's needs,
and, to the exlent practicable, the participalion of
the resident, the resident's family or the resident's
legal representative; and perlodically reviewed
and revised by ateam of qualified persons afier
MS-2567 (02-08) Previous Veisisns Obailoke Evenl 1D; TKDF11 Facity 1D; 200040 ' ¥ conlipuation sheef Page 2016
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ATEMENT OF DUFICIENGIES 2] PROVIDERSUPPLICR/CLIA (A%} MULTIPLE CONSTRUCTION . | txaroATE suRvTY )
L PLAN OF CORRCC TION ICENTIFICATION NUMUL R COWPLEYED
A BUILIIING
_ c
185172 B WING 01102012
ME OF PROVIDLK DR SUTTILK BI1RLLT ADDRESS, CUTY, STAILE, ZIP CODE .
420 JETT DRIVE /
IM HENSON GERIATRIC CUNTILR . JACKSON, KY 41339 . .
X4} SUMMARVSTAWRWNTHFDEHCENUCS [} PROVIDER'S PLaN Of CORRECTION {X5)
REFIX {LACH DLFICIE NCY MUST BE PRECEDED BY [ ULL IREFX (EACH CORRECYIVE ACTION SHOLAN [ BE GomP) ETHN
TAG HCGULATURY OR LSC IOENTIFYING INEQGIMATION) TAG CROSS-REFERLNCED 10 THE APPROMMATE DATE
‘ DEFICIENCY) .
, |
* 280 [ Continued From page 2 F280| The clopement/reduction policy lias been '
each assessment. updated 1o include the removal of :
wanderguard. Sce Altachment B.
All nurses will be inserviced on this policy
by 02/06/12 MDS S1afY, DON, Nurse |
. Supervisor and Restorative Nurse will be !
This REQUIREMENT s not met as evidenced trained on required assessments and care ,
by: . . _ : plans by NHGC soflware vendor.
Based on inlerviews, ri:cord revigws, and a Accu-Med on 02/06/12. 100% of ul
{ﬁ;‘e:‘;:g;a;;g vpv:ls'cge\thi' fadcggdf?:izég te)ns:re resident assessments due based on
[ teanﬁ of gualified persurslsear?er each assess:nen! ' ! amsl:lm G"LH:rTm"fﬁ :l) ule ';O'.“
Hor one of five sampled residents {Resident #1). | ,D"' ¥ B¢ fl wie will udvcbl f" care
1 A Teview of Resident #1's medical record plan reviews and revised by the care
: revealed Ihe resident was confused and plan commitice weekly,
+ allempled Lo leave Lhe Lacility on D7/20/1 1,@nd a ] . . .
: wanderguard device was implemenled at that The care plan commitiee will monitor
lime. Documentation revealed Resident #1 had | all duc asscssments weekly for limely
nol exhibited any additional elopement behaviors : completion and the development of a
and the wanderguard device was discontinued | comprehensive care plan. The
from use on 09/15/11. However, there was no . DON/Designee will do ¢ monthly
evidence the facility canducted an assessment audit for compliance. QA commilice
relaled to the discontinuiion of the wanderguard will be consulted for input
device and, based on documentalion, the i when necessary,
resident exiled the facilty withoul staff knowledge ; :
on 12/31/11. 02/06/12
The findings include;
A review of the facilily pulicy entitled Elopement
Policy and Procedure (with a revision date of
04/1S/0B) revealed all residents wers assessad
Upon admission and quarterty, annually, and
when a significant change: occurs, According to
; lpe policy, residenis identified as an glopernant
sk would have a wanderguard device placed on
their person to alert staff if the resident atlempled
to leave the facility. The policy did nol address
the removal of the wandes guard device from the
~2567(02-88) Previous Versions Ohaciale Eveni ID: TKOF11 Facility I0: 100040 IF contiruation shee! Page 3 of 6 ‘
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ta)iD SUMMARY STATEMENT OF DEFICIENCIES 18] FROVIDER'S PLAN OF CORRECTION xs}p
IEFIX {EACH DEFICIENCY MUYT BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOLILD BE 00‘5";5;? 1N
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185112

AE OF PROVIDER OR SUFFLIER

= 280 | Continued From page 3 ‘ F 280
' resident's person if the resident was no longer
identified as an elopement risk.

A review of the record for Resident #1 revealed
the facility admilled the resident on 04/23/10, with
diagnoses that included Depression, Anxiety, and
Late Cardiovascular Accident. Additional review
of the record revealed the resident was confused
and attempted to leave the facility on 07/20/11.
According to the record a wanderguard device
was place on the resident at that time, However,
documentation revealed Resident #1 had not
exhibited any elopemnant behaviors since
application of the device and the wanderguard
device was disconlinued from use on 08/15/11.

A review of a facillty incident/accident report for
Resident #1 daled 12/31/11, revealed a famity
member of another resident had reporied to
faciiity stall that an elderly gentlernan was on the
road in front of the facility with a wheelchair.

An interview conducted with Residenl#1 on
01/09/12, at 12:30 PM, confirmed the resident
had made an attempl tu leave the facllity "a
couple of weeks ago.” According to the resident,
facility staff found the resident outside In the
parking ot and had taken him/her back into the
facility. ‘ _

An interview conducted with Registered Nurse
(RN) #1 on 01/09/12, at 1:10 PM, revealed the

| RN was notitied by a family member of another
resident on 12/31/11, during the noon meal that a
.| resident was on the road in front of the facility.
The RN stated she want outside, found Resident
#1 walking on the road in front of the Facility, and -
assisted the resident back inside the facility.

CMS-2567(02-99) Previows Versions Qlsolele Evert ID:TRDF11 Faclity iD: 100040 If confinuation sheet Page 4 of &
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*280

Conlinued From page +

According to RN #1 the resident wasinno
distress and staled tha he/she was going home.

A review of video surveillance revealed that on
12/31/11, at 12:27 PM, Resident #1 dressed in a
coal and hat and exiled the back doorof the
; facility and was relurned to his/her room by facility
staff al 12:49 PM.

i
i
1
i
1

' An interview condueted with Licensed Practical
Nurse (LPN) #1 on 0109/12, at 2:45 PM, - -
revealed LPN #1 had called Resident #1's
physiclan an 09/15/11. and informed the
physician that Residen! #1 had not continued to
exhibit wandearing bebaviors and the physician
had requested the use »f the wanderguard device
to be discontinuad. Fuither interview with the
LPN revealed Resident #1 only exhibited
exit-seeking behaviors when the resident had
canfusion related o an finess, had not exhibited
wandering behavior since 07/20/11, and the LPN
had informed the physivian and discontinved the
device without the completion of an assessment
According to LPN #1, a care plan uptate to
discontinue the wanderguard device was
completed by the LPN on 09/15/11, and the care
plan had not been revised to reflect the nesds of
the resident related to supervision or monitoring.

An’interview conducted with the MDS Coordinator
on 01/09/12, at 4:20 Py, revealed the facility did
not have specifiy assessment guidelines related
to the discontinuation of a wanderguard device
nor was aware of any specific assessment criteria
for the discontinuation of a wanderguard device.
Further interview reveaied the resident's care
plan was not revised to include interventions to
ensure monitoring of the resident after the

F 280

‘M3-2557(02-29) Provious Versions Obosléle

Event ID. TKDF1

A8 Fovd

OTM1FTHADNOSNIHWIN

Facllity ID: 100040

9/ 6999939

Fb:TT

If mndnuaﬂén sﬁeﬁl Paga 5 0f6

FTAZ /CCA /7



DEPARTMEN I OF HEALTH AND HUMAN SERV!CES

0965 1o WHLp: 1L TL0T 6 apd W) e 5oy

FRINIED? vszute

FORM APPROVED
CENTERS FOR MEDICARE & MED?CAID SERVFCES OMB NQO. 0838-0391
STATEMENT OF DEFICIENCIES (%1} PROVIDER'SUPPLIER/CLIA, K ‘ A
AND FLaAN QOF CORRECTION IDENTIFICATION NLUMBER; 2 MULT“’LE CONSTRUCTMN (m)gghﬁfgr%w
‘ A kit |a suUrLDING ‘
- . C
S B WING ‘
‘ ‘ _ 185112 : 01M0/2012
NAME OF PRCMUFH OR SUPPLIER ‘ ETREET ADDRESS, GiTY, sTATE, P CDDE o
NIM HENSON GERIATRIC CENTER 420 JETT BRIV -
. : . JACKEON, KY 41339
©(X4)ID SUMMARY STATEMENT OF DEFICIENCIES - D : " PROVIDER'S PLAN OF RECTIO ) o
(PREFIX T {EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX ' (EAcH coansc#i?s”am%fsnoum"as | comignon
TAG . | REGULATORYDRLSGIDENHFWNGENFDRMAﬂON) . TAG CROSSREFERENCEDTOTHEAPPROPRMTE ' ¢, DATE
o . ‘ nEFich.mn ' R PR
;. o , ] .\ ‘ ] ] . . - i
F 280 Contirued From page § F 280.
wanderguard was discontinued, S
P
r 0
FORM cpnﬁ-zsa7(né-sg) Frevious Versiors Obsalele : Evert ID: TKDF11 Faciilty ID; 100040 ] If continuation sheet Pags 6 of 6

eE Emd

ALY T EENOSNSHWIN

9/669999389  &b:TT1  Z107 /83770



09E8 ON WYLb L1 T00T "6 984 swi] panladey

MDS ASSESSMENT POLICY

The goal of Nim Henson Geriatric Center is to provide excelfent care for all

residents. All resident assessments will be completed per the RAI manual. Both OBRA

and PPS guidelines will be foliowed to ensure timely assessments.

ATTACHMENT A
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Wanderguard Reduction Policy

In the évent .it is determined by the care plan committee and physician that
resfdent no longer needs the wanderguard device the folioWing measures will take
place. The device wiil remain in place until the elopement assesément is updated to see
if the residentis an ap;;ropriate candidate for reduction, the seven day reduction form is
completed to determine if still appropriate, the elopement assessment is completed
- again in 30 days after the seven day reduction to assure that red_uction is still |

appropriate and then discussed once again with the care plan committee to ensure the

device can be reduce:d.

ATTACHMENT B

BT 3ovd DI YT HEFENOSNIHWIN 9/E69999p@49 EP'TIT 7TIRA7Z /EQ@ /7@



