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F 000} INITIAL COMMENTS F 000 Preparation andfor execution of this plan of
Forrection does not constitute admission or
KYH00017045 was oo oadate e alego of cnchvsions set forth i the
\ Facts alleged or conclusions set fo
through 08/12/11 and a Partially Extended Survey S?:tsniemg of deficiencies or the scope or
It aopary kot o o oty e e gl s
d iencies. The plan
was (dentified on 08/12/11 in the areas of 42 CFR 2211:(1:[;51? is I‘;‘;fﬁ‘ed and/or executed solely
:ﬁgi‘g gggs eg?ss(ﬁpgz?gtlissﬁgﬂty (S/8): ", because it is required by the provisions of
: - law.
Substandard Quality of Care was identified in 42 federal and state law
CFR 483.25 (F328). The facllity was notified of . s trued as
the Immediate Jeopardy and Substandard Quaiity This Plan of Comection ?h:dtgtzng el
of Care on 08/12/11. the facilities allegation o
' compliance as of September 23, 2011,
The taoliity falled to provide an environment free
from accidental hazards, and failed to provide
adequate supervision and monitoring to prevent
accldents for residents requiring supetvislon,
The facllity falled to have a system In place to
ensure the exit door to stairway three (3) was not
accessible to residents identified as having
dementia and assessed as ambulatory or mobile
non-ambulatory with assistive devices. On IVE .
08/03/11, Resident #1, while being unsupervised- 1Y
by staff and without staff knowledge, self E G E i |
propelled his/her wheelchalr through the exit door OCT 1 1 20M X
at stairwell #3. At approximately 3:45 PM, the \ L
facllity utilities staff heard a voice calling for help
through an elevator shaft, staff went into stairwell BY:
#3 and found Resident #1 lying at the bottom of a
| flight of six (6) stairs. Resident #1's wheelchair
was at the top of the flight of six (6) stairs.
Record review and interviews revealed Resident
#1 sustalned bruising to both palms and a skin
tear to his/her left elbow. Interviews with staff and
observations revealed the exit door to stairwell #3
was not equipped with any type of locking
mechanism or alarming system and.no staff had
TITLE {X8) DATE

LABORATORY DIREOTOH'S__,QH PROVIDER/SUPPLIER. REPRESENTATIVE'S SIQNATURE

sther safeguards provide sufficient protection to the patlents. {See Instructions.) Excapt for nireing homes, the findings etated above are dlsclosable 90 days
oliowing the date of survey whether or not-a plan of correction is provided. Fer nursing homes, the above findings and plans of corraction are disclosable 14
fays following the date these dacuments are mads avallable to the faollily, If dafiolencles are clted, an approved plan of correotion le requisite to continued

ogram participation.
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. F 000 | Continued From page 1 F 000
been trained to provide monitoring or supervigion
of the exit door prior to or after the incident on
09'03/11 in order to prevent recurrence.
The facliity could provide no evidence of aotion
taken to engure the safety of all residents having
access to the exit door at stairwell #3.. Further
moremefaolluyoouid provide no evidence of
the unsecured door ag being the cause
of the Incident with Resident #1 on 1.
iaox&endods was conducted from
09/12/11 through 08/18/11 which determined
Immediade Jeopardyoadmd from 08/03/11
through 08/14/11. The faoliity provided an
credible Allegation of Compliance
(AOC) for the removal of the Inmediate Jeopardy
on 08/14/11. The state agenoy verified
Immédiate Jeopardy was removed prior to exit on
09/18/11, with remahhg:on—eompﬁanee at 42
CFR 483.25 Quallty of Care (F323) and 42 CFR
483.75 (FA90) Admlnlstmtlon. ata &/Sofan“E"
KY#00017046 was determined to be :
mr”|wtmd with reguiatory violations olted as ‘The facility ensures that the resident 9/23/1
F 323463 26(h) FHEE QF ACCIDENT F 323 environment remains as free from accident
98K HQZQRDSBUPERVISIOI*IDEV!CES hazards as is possible and that each resident
' has ongoing adequate supervision and
| The faciiity must ensure that the resklent assistance devices to prevent accidents.
environment remaine aa free of accident hazards
a8 is possible; and each resident receives | Resident #1 was assessed and sent to ER for
adequate supervision and assistance devices to evaluation immediately following incident
prevent accidents. 19/3/11. A Wander Guard bracelet was put in
place on this resident immediately upon her
return to the facility and an acute care plan
was initiated on 9/3/11 This unfortunate
accident occurred without warning and
FORM GMS-2607{02-00) Previous Versions Obsoiote " Event ID:HNG1 Faociity I: 100056 If continuation sheet Page 2 of 26
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pgg F 3.23 fortunately the resident received only minor 9/23/11
This REQUIREMENT Is not met as evi denced injuries. No other residents were affected.
{ by: : ' :
Based on observation, interviews, and record Director of Nursing assessed all residents in
reviews, It was determined:the facility failed to the facility and those determined to be at risk
have an effective system in place t0 ensure an for wandering related to cognition and
environment free from accident hazards and ability/desire to propel self throughout the
failed to provide adequate supervision and facility were placed on & wandering monitor
- | monitoring for one (1) of tweive (12) sampled | and visually observed by staff member(s)
| residents, (Resident #1). The facility failed to - every 15 minutes continuoysly beginning
identify the causal factors of a fall, which 9.10.11, or a Wander Guard was put in place.
prevented the facllity from implementing effective This continued until a staff member was
Ir)terventlons to prevent the recurrence of permanently stationed at stairway 3.
accldents. ' ‘
' The Facility has in place a comprehensive
On 0_9,03/11' Resident #1, while being accident prevention/fall prevention. Quality
'L:naurlaervised by staff and without staff - Assurance monitors conducted and
nowledge, seif propeiled his/her wheelchair documentation completed in resident charts as
.| through the unsecured and unalarmed exit door pertinent.
at stairway #3, At approximately 3:46 PM, facllity
“'"_"y staff-heard a voice calling for help through On 9/12/11 staff supervision of stairway door
an-elevator shaft. The utility staff went into imiti i
) 3 was initiated by placing 1 staff person, 24
stairwell #3 and found Resident #1 lying at the “hours a day, at the door to prevent egress of
bottom of a flight of six (6) stairs. Resident #1's : - F remai proveH cgross
wheelchalr was at the top of the flight of six (6) residents. Stafl remained continually until
stairs. Resident #1 sustained bruising to both : fani
palms and a ekin tear to hisfher left efoow. There keypad access installed and functioning
was no evidence the faollity identified the resident properly.
as having access to an-unsupervieed exit door as I . .
a oausal factor resulting In the faciiities fallure to All staff monitoring door were in-serviced
Implement corrective action to prevent Incident one (1) on (1) one by Assistant Administrator,
recurrence. Director of Nursing or Maintenance Director
: : on procedures to monitor the door and
The faciilty had assessed and idsntified five 5) residents coming to the area to promote safety
residents, which included Resident #1, as belng of all residents. Prior to being stationed at the
demented and ambulatory with assistive devices. door, staff was instructed to observe resident
Atter review of the faoility's Roster Matrix, there -activity in the area and prevent egress through
were twenty four (24) residents assessed as the stairwell door. ;
“ORM CM8-2567(02-99) Pravious Versions Obaolele Event ID:H7)G11 .Fa.olllly ID: 100050 I gontinuation sheel Page 3 of 25
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F 323 | Continued From page 3 F323 Stairway 3 dooi‘ was maglocked with keypad ‘9 /23711
being independently ambulatory or mobile " [access and audible alarm with the door
non-ambulatory with assistive devices who had connected to fire system to automatically
access to stalrwell #3 and who attended activities '
In the area without being supervised by staff. unlock in the event of fire.
The facility failed to provide an environment free alarm. 9.14.11.
from accidental hazards and failed to thoroughly . . he need of
investigate the accident to determine causal ﬁé:::gléﬁsg?gﬁzigg ;He dlf;‘s ?o srovent
factors, and_implgment effactive action plans in egress of residents. In-services conducted by
response, The fallure and the facility's E%r fion Director bewinning 9.13.11
non-compliance caused or was likely to cause ucation Lire etod 9g 151 f et
Resident #1 and other residents, identified as Inservices completed 9.15.11.
having the potential to access the unsecured exit . )
door, serious injury, harm, impairment, or death A QA Monitor on doqrs being locked and
to a resident. alarmed to ensure resident safety was
developed by the Maintenance Director:
An acceptiable Allegation of Compliance was 9.13,11. The Monitoring is being conducted
received on 08/14/11, which alleged removal of by the Maintenance Director, Mamten.ance
Immediate Jeopardy on 09/14/11. On 09/16/11 Staff or Security personnel, three (3) times
the State Agency verifled the Immaediate Jeopardy per day at the beginning/end of each shift, for
was removed on 09/14/11, prior to exit. seven (7) days, once daily for seven (7) days
' ' at the beginning/end of day shift, for four (4)
The findings include: weeks on day shift, then monthly on day shift
to monitor door being locked and alarmed.
Record review revealed the facility admitted - : :
Resident #1 on 09/12/07, with diagnosis which The results of the QA Monitors will be
included Psyohosis, Demernitia with-Behavior reviewed by the QA Committee with potential
Disorders, Depressive Disorder, Esophageal additional recommendations and a
Reflux, Glaucoma, Anemia, Hypertension, determination of the need for further ongoing
Anxiety Disorder, and Aphasia, Review of formal monitoring of the doors.
Resident #1's Wandering Asséssment, dated
05/24M, rev_ealed the facility assessed him/her Maintenance Director immediately conducted
as.nm being & wander risk. Review of Resident monitoring on 9.13.11 of all stairwell and exit
#1's Fall Assessment, daled 05/24/11, revealed doors checking for security of locks and/or
the facility had assessed Resident #1 as a risk for D sttty € 1 doors -
falis. Review of Resident #1's Plan of Care, alarms and-accessibility to B dotormined that
dated 06/24/11, revealed the facllity had Resident locked and/or alarmed. It was determined tha
#1 care planned as a fall risk, cognitive loss all other stairway and exit doors were
. adequately secuted.
FORM CM8-2667(02-90) Previous Varolons Obaclete Event ID: H7JG 11 Facillly ID: 100056 If continuation sheet Page 4 of 26
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F323 | Continued From page 4 ' F 323 Maintenance Director immediately initiated a |9 /23711

| to start gathering trash and it was around 3:40

‘Review of the Incldent Report, dated 09/03/11,

| door after leaving the Activity Room, fell and

related to Dementia, and Glaucoma, The faciiity
pieced the Intervention to monitor for, anticipate,
and intervene for factors causing prior falls, also
to orient to facllity and environment on admit,
reotient confused resident as needed, Review of
Resldent #1's Minimum Data Set (MDS)
Assessment, dated 08/22/11, revealed the facility
hed assessed Resident #1 as having short term
and long term memory problems and his/her
cognitive skills for daily decision making were
moderately impaired. Resident #1 was unable to
-complete the Brief Interview for Mental Status
(BIMS). Further review of the MDS revealed the
facliity assessed Resident #1 as having one (1)
fall for that review period.

Interview with Utilities Staff, on 08/10/11 at 6:30
PM, revealed he last saw Resident #1 in the
activity room at approximately 3:10 PM when he
was gathering the trash. He further stated he
looked at the clock hefore he went to another unit

PM and that was when he went to get on the
elevator outside of stairwell #3. He stated he
heard a volce calling for help and he preceded to
iry and looate the person calling for help. Further
Interview with Utllities Staff revealed when he
entered stairwell #3 he saw a wheelchalr sitting at
the top of a flight of six (6) stairs and when he
turned the comer he saw Resident #1 lying at the
bottorn of the flight of six (8) stairs.

revealed Resident #1 sustalned bruising to both
palms.and a laceration to the left elpow. Review
of the Falls Investigation Report, dated 09/03/11,
revealed Resident #1 pushed open the stairwell

policy and procedure for securing all
entrances/exits for resident safety with

approval by the Administration. In-service
for, all staff regarding new policy and
procedure included in in-services conducted
by Education Director, 9.13.11, 9.14.11, and
9.15.11.

Maintenance Director immediately repaired
loose carpet area in stairwell # on 9.13.11.
Other stairwells were inspected throughout
the facility and no other loose carpet was
identified.

.The Maintenance Director performs monthly

rounds that include a variety of differént
physical plant safety issues including the
safety and security of stairwell and exit doors.
The results of the monthly physical plant
rounds are provided to the Administrator for *
review and the information is provided to the
QA Commiitee as a component of the
facility's QA process.
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There was no locking or securing mechanism in

| Observation, on 09/12/11 at 1:50 PM, revealed

-PM , and #3 at 3:20 PM, Ceriified Nursing

sustained injury to both palms and left elbow.
Further review revealed Resident #1 complained
of pain was sent to the hospital via Emergency
Medical Services (EMS) for evaluation.

Observation, on 09/09/11 at 5:00 PM, revealed
the door leading to stairwell #3 was abls to be
accessed by pushing on the door's push bar.

place to prevent the door from belng opened by a
resident. There was no Wander Guard alarming
system in place on the door. Further observation
revealed a plastic strip securing the carpet to the
first stair was lose and sticking out approximately
two (2) inches.

the door leading to stairwell #3 remained
unsecured and able to be opened by pushing on
the push bar. Further observation revealed no
staff in the area observing or supetvising the
unsecured door. Interviews on 09/12/11 at times
ranging from 2:00 PM, revealed with License
Practical Nurse (LPN) #1 at 3:00 PM, #4 at 3:15

Assistant (CNA) #3 at 4:05 PM, #4 at 3:30 PM,
and #7 4:30 PM, revealed at no time had
Administrative Staff or Supervisors instructed
them to increase observation and supsrvision of
the unsecured door leading to stairwell #3.

interview with Maintenance Assistant, on 09/10/11
at 2:15 PM, revealed he had not been told about
the incident until sometime later in the week by
the Utilities staff who had found Resident #1. He
further stated no staff from Administration notified
him of the incident nor had they address what to
do to secure the door to prevent further accidents
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.Continued From page 6

wlth another resident. He further stated he felt
with the door left unsecured another resident
could have gained access to the area and susiain
injury.

Interview with the Maintenance Director, on
09/10/11 at 2:00 PM, revealed after the incident
oceurred the unsecured door should have been
addressed to-prevent another resident from
sustaining a injury. '

interview with Registered Nurse (RN) #2, on
09/10/11 at 3:20 PM, revealed she was the
nursing supervisor the day the incident involving
Resident #1 occurred. She stated no
administrative staff addressed increased
supervision or observation of the
unsecured/uniocked door leading to stairwell #3
She stated the door being unsecured/uniocked
had never been addressed with her in anyway
related to this incldent involving Resident #1.

Interview with RN #1, on 09/10/11 at 4:00 PM,
revealed she updated Resident #1's Care Plan
with the interventlon of placing the wander guard
on the resident's wheelchair; however, no other
interventions were discussed on the date of the
incident or during Administrative staff meeting on
09/06/11 when the incident was discussed.
Further interview with RN #1 revealed at no time
was the unsecured door to stalrwell #3 discussed
or interventions placed to prevent another
resident from entering the area through the
unsecured doot.

Interview with Assistant Administrator, on
09/10/11 at 3:40 PM, revealed the incident had -
been discussed in the meeting on the following

F 323
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Tuesday, 09/08/11. She further stated the cause ’
of the incident had not been discussed in that
meeting and at no time was the unsupervised
door to stairwell #3 identified as the cause of the
incident. Further interview revealed at no time .
was the unsecured door addressed as needing to
have extra supervision or observation to prevent
further accidents with residents who would had
access to the area. She further stated by leaving
the door unsecured another resident could enter
the area leading to another accident in the
stairwell, :

Record review and interview with the Director of
Nursing (DON), on 09/10/11 at 2:00 PM, revealed
the facility had assessed and Identified five (5)
residents, which inciuded Resident #1, as being
demented and ambulatory with assistive devices.
After review of the facility's Roster Matrix, there
weare twenty four (24) residents assessed as
being independently ambulatory or mobile
non-ambulatory with assistive devices who had
access to stairwell #3 and who attended activities
in the area without belng supervised by staff.

Interview with Director of Nursing (DON) and
Administrator, on 09/10/11 at 4:30 PM, revealed
the Administrator stated during the meefing with
Administrative Staff, the unsecured door was
never brought up and no interventions were
discussed to be put into place to prevent another
accident.

Observation, on 09/12/11 at 3:00 PM, revealed an
elastic band stretched across the door leading to
stairwell #3 with a red stop sign in the middle of
the band. The door leading 10 stairwell #3 was
still unsecured and no staff was observed in the
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Recdrd review and interview with the Director of

~| been addressed the day of the incident, with staff

Continued From page 8

area for increased observation or supervision of
the unsecured door,

Nursing (DON} , on 08/10/11 at 2:00 PM,
revealed the facllity had accessed and identified
five (5) residents, which included Resident #1, as
being demented and ambulatory with assistive
devices. After review of the facility's Roster
Matrix, there were twenty four (24) residents
assessed as being independently ambulatory or
mobile non-ambulatory with assistive devices who
tiad access to stairwell #3 and who attended
activities In the area without being supervised by
siaff.

Interview with the DON and Administrator, on
09/12/11 at 6:10 PM, revealed the cause of the
incident with Resident #1, on 09/03/11, was the
unsecured door leading to stairwell #3. The DON
further stated the unsecured door should have

being in-serviced on and being placed one (1} on
one (1) in front of the unsecured door until the
Maintenance Director was able to set up an
electrician to code and secure/lock the door.
Further interview with the Administrator revealed
the Intervention of placing the stop sign across
the unsecured door was not an appropriate
Intervention to prevent residents from accessing
the stairwell and potentially causing another
accident. The facility did not to identify the
unsecured door as the cause for the incident on
09/03/11, and further failed to place appropriate
interventions to prevent further injury to other
residents who had access to the unsecured door,
placing the resldents with access to this door in
danget.
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An acceptable AOC was received on 09/14/11
and the Immediate Jeopardy was found to be
corrected prior to exit on 09/16/11,

Areview of the AQC revealed the following:

Immediately on 09/12/11, the facility initiated staff |
supervision of Terrace level, stairway door #3 by
placing staff person, twenty four (24) hours per
day, at the door to stairway #3, the root cause of
probliem, to prevent egress of residents. Staff
remained continually until the keypad access was
installed and functioning properly.

The facility recognizes that the lack of supervision
of the door, and the door being unlocked, lead to
the "Immediate Jeopardy” of residents.

Security personnal and maintenance were
responsible for maintaining coverage of staff at
Terrace leve!, stairway door #3, twenty four {24)
hours dally until the key pad was installed and
functioning properly. All security and
maintenance staff have been in serviced one (1)
on one (1) by Assistant Administrator, DON, ot
Maintenance Director on procedures to monitor
the door and residents coming to the area to
promote safety of all residents. Prior to being
stationed at stairway #3 door, staff was instructed
to observe resident activity in the area and
prevent egress through stairwell door.

To prevent further incidents of this nature, the
facility will "lock and alarm” the Terrace level,
slairway door #3, work to be performed
immediately. Staff members will continue to
monitor door until keypad is installed and
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functioning properly. Electrician installing
hardware 09/13/11.

Ali staff will be in-serviced on the need of
supetrvision for this and all doors to prevent
egress of residents. In-services have been
conducted by the Education Director beginning
09/13/11, Staff not in-serviced will not be
permitted to work until attending in-service
program.

A "Quality Assurance Monitor" which monitors all
doors being locked and alarmed to ensure
resident safety has been developed by the
Maintenance Director, and conducted by the
Maintenance Director, Maintenance Staff, or
Security personnel, three (3) times per day at the
beginningfend of each shift, for seven (7) days,
once daily for seven (7} days at the beginning/end
of day shift, weekly for four (4) weeks on day
shift, then monthly on day shift to monitor door
being locked and alarmed.

{ Maintenance Director to immediately conduct
"Quality Assurance Monitor" on 09/13/11 of all
doors checking for securlty of locks andfor alarms
and accessibility to assure all doors heing locked
and alarmed.

Maintenance Director to immediately initiate on
09/13/11 a policy and procedure for securing all
entrances/exits for residents safety. In-service
for all staff regarding new policy and procedure

.| included in in-services conducted on 08/13/11 by
Education Director.

Administration has coordinated installation of the
keypad on 09/13/11 and any other repairs and
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enhancements of the door security/alarm system.

Administration has patticipated in any policy and
procedure creations or revisions and had final
approval for all such creations or revisions and
 assured staff was knowledgeable on any new or
revised policies.

The following corrective measures taken by the
facility were validated as completed prior to the
survey exit on 09/15/11:

Observations made on 09/13/11 and 09/14/11
revealed staff wers silting at the door leading to
stairwell #3. Interviews with those steff on
08/14/11 and 09/15/11 revealed the Maintenance
Director and DON had in-serviced them on the
reason for the one (1) on one (1) cbservation of
the door. Record review of the one (1) on one (1)
sign on/off sheet revealed staff was to sign,
name, date, and time when they started the
observation of the door and time they were
relieved. Further review of the sign on/off sheet
revealed instructions for staff to observe for
residents in the area and to prevent egress
through stairwell door,

Record review, on 09/13/11, revealed staff were
in-serviced addressing the reason for the one (1)
on ong (1) observation of the door leading to
stairwell #3. Further review revealed signatures
of staff on the form Indicating they had been
instructed to observe the area for residents and to
prevent egress through the stairwell #3 door.
Interview with the Maintenance Director, oh
09/13/11 at 4:40 PM, revealed he had instructed
all staff who were to do the one (1) on one (1)
observation of the door, to sign in and out on the
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lock would be functioning by the end of the day;

]

Continued From page 12

sheet, to use the radio to call for help if a resident
was trying to egress or they needed a break, and
to never leave the door until another staff whom
had also been in-serviced could take over the .
post.

Observation and Interviews, on 09/13/11,
revealed the electrician for a contracted company
was Installing a lock/alarm mechanism for the
door leading 1o stairwell #3. Interview with the
electrician, on 09/13/11 at 3:00 PM, revealed the

however, the parts for the alarm would not be In -
until the following day. He further stated the door
would be a lock/alarm door, if the bar to open the
door was pushed without the code being entered
the alarm would sound to alert stalf someone was
trying to bypass the code. Observation of the
door, on 9/13/11 at 5:00 PM, revealed the locking
mechanism was functioning, the door was
secured and a code had to be entered for the
door to be opened. Interview with the
Maintenance Director, on 09/14/11 at 3:00 PM,
revealed the electrician was still working on the
wiring for the alarm; therefore, stalf continued
with the one (1) on one (1) observation of the
door until the electrician was done and the door
was secured.

interview with the Education Director, on 08/14/11
at 2:00 PM, revealed she had began the
in-services with staff on 09/13/11. Review of the
in-service,"Resident safety-Doorway access and
supaervision” revealed the facility had in-serviced
staff on door safety and awareness for. resident
safety, instructions for responding to a door alarm
going off, and review of the new policy and
procedure titled, "Maintenance" dated 09/13/11. -

F 323
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returning to work. She stated she had made a list

| facility. The monitors will be reviewed weekly by

address if the monitors were effective and to

Further interviews conducted with staff from
09/13/11 at 2:00 PM, to 09/14/11 at 4.00 PM,
revealed staff was knowledgeable of the policy
regarding doorway access and supservision and
material covered In the in-service provided by the
Education Director. Further interview with the
Education Director revealed any staff not at work
wlill be mandated to attend the in-service before

of all staff who had not attended the in-service
and had forwarded a copy to their supervisor to
ensure they were not permitted to work the floor
until they attended the in-service.

A review of the monitoring tool the Maintenance
Director created revealed daily monitoring of the
doors which were locked and/or alarmed was
conducted on 0943/11, and was on going.
Interview with the Maintenance Director, on
09/14/11 at 3:30 PM, revealed he planned to
continue to perform the monitors per the AOC.
He further stated he had in-serviced the
Maintenance Agsistant and security staff to
perform the monitors when he was not in the

the Administrative Staff in the weekly meetings to
ehsure interventions placed were effective.

On 09/14/11 at 3:30 PM, an environmental tour
with the Maintenance Director revealed all doors
were secured and functioning properly on Terrace
level. When the door to stairwell #3 was tested
and the alarm sounded, staff responded to the
area in under one minute, Observation of door to
stairwell #3 revealed the electrician had finished
Installing the alarm and it was secured and
functioning at this time, .
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Interviews with the Maintenance Director, DON,
and Assistant Administrator, conducted on
08/14/11, revealed the monitors wouid be
reviewed daily In Administrative Staff meetings
and when determined appropriate wouid then be
reviewed weekly in the Quality Assurance
meetings.

Interview with the DON, on 09/15/11 at 11:00 AM,
revealed the Administrative Staff held a meeting
and discussed the coordination of placing staff on
continuous observation of the door leading to
stairway #3 until the electrician could secure and
alarm the door. He stated the Administrator,
Asgsistant Administrator, and himself have been
and will continue to work directly with the
Maintenance Director and Education Director to
continue to monitor and address issues, on a
daily basis. He further stated that once the
Maintenance Director and Administrator had
finalized the new policy and procedure
"Maintenance" they had a m‘eeting and reviewed
| the final draft and then it was given to the
Education Director to incorporate into the
in-service.

The State Agency determined the Immediate
‘Jeopardy was removed on 09/14/11, prior to exit,
| which lowered the scope and severity to an "E" .
while the faciiity monitors the effectiveness of the
systemic changes and.quality assurance
activities,

F 490 | 483.75 EFFECTIVE F 490
85=K | ADMINISTRATION/RESIDENT WELL-BEING

-Atacility must be administered in a manner that
enables It to use its resources effectively and
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efficiently to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and review of hospital records it was determined
the facility failed to use its resources effectively
and efficiently to attain or maintain the highest
praclicable physical, mental psychosocial
well-being for residents in providing an
ehvironment free from accidental hazards and
regarding adequate supetvision to prevent
accldents for one (1) of twelve (12) sampled
residents, Resident #1. The facility administration
failed to identify the root cause of Resident #1's
accident on 09/03/11 as being the
unsecured/unsupervised door leading to stairwelt
#3, failed to ensure residents received adequate
supervision 1o prevent accidents, and failed to
provide an environment as free from accident
hazards as possible.

Record review and interview with the Director of
Nursing (DON), on 09/10/11 at 2:00 PM, revealed
the facility had dssessed and Identified five (5)
residents, which included Resident #1, as being
demented and ambulatory with assistive devices.
After review of thé facility's Roster Matrix, there
were twenty four (24) residents assessed as
being independently ambulatory or mobile
non-ambulatory with assistive devices who had
access to stalrwell #3 and who attended activities
in the area without being supervised by staff.

enables its resources to be used effectively
and efficiently to assist the residents to attain
or maintain the highest practicable physical,
mental and psychosocial well-being of each
resident,

The facility has a well experienced
administrative team and this unfortunate
accident was taken seriously and
interventions were put into place to address
the situation and prevent future issues,
Adminisiration coordinated installation of the
keypad on 9.13.11 and any other repairs and
enhancements of the door securltyfalarm
system.

Administration has coordinated effective
repairs to any hazards identified through dally
inspections 9.13.11.

Administration has participated in each policy
and procedure creation or revisions and had
final approval for all such creations or
revisions and assured staff was
knowledgeable on any new or revised
policies, )

Administration has conducted daily alarm
audits/checks and prescribed appropriate
measures/repairs to’ensure acceptable
operation, and compliance with policies and
procedures.

Resident #1 was assessed and sent to ER for
evaluation immediately following incident

CARMEL MANOR
_ FORT THOMAS, KY 41075

(%4} ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFOAMATION) TAG . CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 480 | Continued From page 15 F 490 : -

R ' pag : The facility is administered in a manner that [9/23/11

FORM CMS-2567(02~5§9) Previous Verelone Obsolete

Event ID; H7JGN

Factllty ID: 100056

if contlnuation sheat Page 16 of 26




PRINTED: 09/28/2011

DEPARTMENT QOF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:; COMPLETED
A. BUILDING o
185208 B.wine 09/16/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
: 100 CARMEL MANOR ROAD
CARMEL MANOR FORT THOMAS, KY 41075
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION, (X6)
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULO BE’ COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i , - DEFICIENCY)
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F 490 | Continued From page 16 F490| place on this resident immediately upon her
On 09/03/11, Resident #1, a cognitively impaired return to the facility and an acute care plan
resldent, was found at the bottom of a flight of six was initiated on 9/3/11. . This unfortunate
(6) stairs by a Utilities Staff. The fac“lty failed to accident occurred without waming and
recognize the unsecured/unsupervised door fortunately the resident received only minor
leading to stairwell #3 as the root cause of this injuries. No other residents were affected.
incident on the day the incident occurred and : :
again on 09/06/11, in their weekly administrative
meeting. The door leading to stairwell #3 was left Director of Nursing assessed all residents on
unsecured and unsupgrvisepl from 09/ 03/11 untl the nursing unit and those determined to be at
09/12/11 when the facility failed to identify the root risk for wandering related to cognition and
cause of the incident as being the ability/desire to propel self throughout the
unsecured/unsupervised door. The unsecured facili laced deri it
door leading to stairwell #3 was located in the acility were placec on a wandering monitor
o : d visually observed by staff member(s)
same hallway as the activity room. an Y hed et
every 15 minutes continuously beginning
The facility had assessed and identified five (5) 9.10.11, or a Wander Guard was put in place.
| residents, which included Resident #1, as being This continued until a staff member was
demented and-ambulatory with assistive devices. permanently stationed at stairway 3.
After review of the facilily's Roster Matrix, there L .
were twenty four (24) residents assessed as On 9/12/11 staff supervision of stairway door
being independently ambulatory or mobile 3 was initiated by placing 1 staff person, 24
non-ambulatory with assistive devices who had hours a day, at the door to prevent egress of
access to stairwell #3 and who attended activities residents. Staff remained continually until
in the area without belng supervised by staff. keypad access installed and functioning
: properly. .
Based on the above findings, it was determined
the facility failures to Identlfy the . All staff monitoring door were in-serviced
unsecured/unsupervised door as the root cause, one (1) on (1) one by Assistant Administrator,
placed other residents with access to the Director of Nursing or Maintenance Director
unsecured door at risk for serious injury, hard, on procedures to monitor the door and
impairment, or death. The facllity was ihformed residents coming to the area to promote safety
of the Immed|ate Jeopardy and Substandard of all residents. Prior to being stationed at the
Quality of Care on 09/12/11 at F323 ata S/Sof a door, staff was instructed to observe resident
K" and F490 at a S/S of a "K". activity in the area and prevent egress through
the stairwell door.
The facility provided an acceptable Allegation of
Compliance (AQC) on 09/14/11. Immediate
Jeopardy was verified to be removed prior to exit
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F 490 i '
Continued Fro.m page 17 F 490 Stairway 3 door was maglocked with keypad 9/23/11
on 09/15/11 with remaining non-compliance at 42 ; :

. access and audible alarm with the door
CFR 483.25 Quality of Care (F323) and 42 CFR .
connected to fire system to automatically

483.76 (F490) Administration, at a scope and . unlock in the event of fire :
severity (S/S) of an "E" while the facillty monitors alarm. 9.14.11 -

the effectiveness of the systemic changes and o

quality assurance activities. All staff inserviced on the need of supervision
The findings include: of t‘his_and all doo.rs to prevent egress of

residents. In-services conducted by

Review of Resident #1's Clinical Notes Report Education Director beginning 9.13.11.
revealed, on 09/03/11, Resident #1 was found by Inservices completed 9.15.11.

Utilities Staff at the bottom of a flight of six (8) ) .

stalrs of stairwell #3. It further revealed Resident A QA Monitor on doors being locked and

#1 was alert with confusion, and combative with alarmed to ensure resident safety was
staff. It was further documented the fall was developed by the Maintenance Director
unobserved, and Resident #1 had bruising to 9.13.11. The Monitoring is being conducted
both palms and a laceration to the left elbow. by the Maintenance Director, Mamten;mce _
Review of hospital records from the Emergency Staff or Security personnel, three (3) times
Room revealed Resident #1 was seen in their per day at the beginning/end of each shift, for
facility on 09/03/11, with diagnosis which seven (7) days, once daily for seven (7) days
included, Mental Health Problems, Low at the beginning/end of day shift, for four (4)
Potassium Level, Fall, and Open Wound. weeks on day shift, then monthly on day shift

' to moenitor door being locked and alarmed.

Record review and interview with the Director of The results of the QA Monitors will be
Nursing (DON), on 09/10/11 at 2:00 PM, revealed reviewed by the QA Committee with potential
the facility had assessed and Ildentlfied five (5) additional recommendations and a
‘residents, which included Resident #1, as being determination of the need for further ongoing
demented and ambulatory with assistive devices. formal monitoring of the doors.

After review of the facility's Roster Matrix, there '

were twenty four (24) residents assessed as Maintenance Director immediately conducted
being independently ambulatory or mobile monitoring on 9.13.11 of all stairwell and exit
non-ambulatory with assistive devices who had doors checking for security of locks and/or
acoess to stairwell #3 and who atterided activities alarms and accessibility to assure all doors

In the area without being supervised by staff. locked and/or alarmed. It was determined that

. . h i it d
Interview with RN #2, on 09/10/11 at 3:20 PM, all other stairway and exit doors were
: : adequately secured.
tevealed she was the nursing supervisor the day
the Incident occurred with Resident #1. She
Facllity ID: 100058 If gontinuation sheet Page 18 of 26
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| the weekend the incident with Resident #1

.| administrative staff identified the root cause of the

stated interventions were put into place when
Resident #1 returned to the facility from the
hospital; however, at no time was it addressed by
the Administrator on call to address any
interventions regarding the unsecured door where
the inciderit occurred to ensure satety to other
residents who had access to the unsecured door.

Interview with RN #1, on 09/08/11 at 4:00 PM,
revealed she was the Administrative Staff on call

occurred. She stated at no time was the
unsecurad door identified as the cause of the .
incident.

Interview with the Assistant Administrator, on
09/10/11 at 4:30 PM, revealéd at no time had the

Incident involving Resident #1. She further stated
the Administrative Staff had a mesting on
09/06/11, and the incident involving Resident #1
was discussed In the meeting, but no staff
identifled or brought up the cause of the incident
therefore no interventions were put Into pltace
regarding the unlocked door at stairwell #3.

Interview with the DON, on 09/12/11 at 6:10 PM,
revealed the administrative Staff met every week
to address any problems or issues which had
occurred the week prior to the meetings. Further
interview revealed the root cause of the incident
involving Resident #1 was the unsecured door
leading to stairweli #3 and the interventions
placed by the facility were not adequate to
prevent another resident from entering the
stairwell and becoming Injured. He further stated
the only way to ensure the other residents safety
would have been to place a staff member in

policy and procedure for securing all
entrances/exits for resident safety with
approval by the Administration. In-service
for all staff regarding new policy and
procedure included in in-services conducted
by Education Director, 9.13.11, 9.14.11, and
9.15.11.

Maintenance Director immediately repaired
loose carpet area in stairwell # on 9.13.11.
Other stairwells were inspected throughout
the facility and no other loose carpet was’
identified.

The Maintenance Director performs monthly
rounds that include a variety of differont
physical plant safety issues including the
safety and security of stairwell and exit doors.
The results of the monthly physical plant
rounds are provided to the Administrator for
review and the information is provided to the
QA Committee as a component of the

- facility's QA process. Overall compliance

will be monitored by the Administrator.
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| unsecured door was a Velcro strip across the

Continued From pagé 19

constant observation of the door until the
Maintenance Director could contract with a
electrician to place a code/alarm on the door,

Interview with the Administrator, on 09/12/11 at
8:20 PM, revealed at no time was the cause of
the incident involving Resident #1 addressed by
Administrative Staff. She stated, to her
knowledge, there had never been a resident fall
or get injured in the stairwell so the need to
secure the door was not brought up or discussed.
She further stated the Administrative Staff had a
meeting on 09/06/11 and had addressed the
incident involving Resident #1; however, the
unsecured door was never brought up and there
was no interventions implemented to prevent
further accidents. Further interview revealed the
only interventlons the facllity implemented to
prevent another resident from accessing the

door with a stop sign in the middle of the Velcro
strip. When the Administrator was asked how
she felt this would keep other residents from
entering the stairwell, she stated, "Because it
says to stop, so they wlll stop and tum around.”
When the Administrator was asked if she felt the
stop sign alone would keep all residents whom
had access to the unsecured door from entering,
she stated, "Maybe not alt of them, but most of
them would see the sign and stop." Further
interview revealed the Administrative Staff should
have identified the cause of the incident as the
unsecured door and placed more appropriate
interventions to keep ali residents with access 1o
the door safe from actidents and injury.

There was no documented evidence the
Administrative Stalf had attempted to identify the

F 480
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root cause of the incident or place appropriate
interventions to. prevent other residants from
sustaining an injury.

An accéptable AOC was received on 09/14/1%
" .| and the Immediate Jeopardy was found to be
corrected prior to exit on 08/15/11.

The following corrective measures taken by the
facility were validated as completed prior to the
survey exil on 09/15/11:

Immediately on 09/12/H, the facility initiated staff
supervision of Terrace level, stairway door #3 by
placing staff person, twenty four {24) hours per
day, at the door to stairway #3, the root cause of

| problem, to prevent egress of residents. Staff
remained continually until keypad access installed
and functioning properly.

The faéilily recognizes that the lack of supervision
of the door, and the door being unlocked, lead to
the "Immediate Jeopardy" of residents. '

Securily petsonai and maintenance were
responsible for maintaining coverage of staff at
Terrace level, stairway door #3, iwenty four (24)
hours dally until key pad installed and functioning
properly. All security and maintenance staff have
"heen in serviced one (1) on one (1) by Assistant
Administrator, DON, or Maintenance Director on
procedures to monitor the door and residents

.| coming 1o the area to promote safety of all
residents. Prior to being stationed at stairway #3
door, staff were instructed to observe resident
‘activity in the area and prevent egress through
stairwell door.
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To prevent further incidents of this nature, the
facility will "lock and alarm" Terrace level, stairway
door #3, work to be performed immediately. Staff
members continue to monitor door until keypad is
installed and functioning properly. Electrician
installing hardware 09/13/11, .

All staff will be in-serviced on the need of
supervision for this and all doors to prevent
egress of residents, In-services have bheen
conducted by the Education Director beginning
09/13/11. Staff not In-serviced will not be -
permitted to work until attending in-service
pregram.

A "Quality Assurance Monitor" which monitors all
doors being locked and alarmed to ensure
resident safety has been developed by the
Maintenance Director, and conducted by the
Maintenance Director, Maintenance Staff, or
Security personnel, three (3) times per day at the
beginning/end of each shift, for seven (7} days,
once daily for seven (7) days at the beginning/end
of day shift, weekly for four {(4) weeks on day
shift, then monthly on day shift to monitor door
heing locked and alarmed. .

Maintenance Detector to immediately conduct
"Quality Assurance Monltor" on 09/13/11 of all
doors checking for security of locks and/or alarms
and accessibility 1o assure all doors being locked
and alarmed.

Maintenance Director to immediately Initiate on
09/13/11 a policy and procedure for securing all
entrances/exits for residents safety. In-service
for all staff regarding new policy and procedure
included in in-services conducted on 09/13/11 by
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Education Director.

Administration has coordinated Installation of the
keypad-on 08/13/11 and any other repairs and
enhancements of the door security/alarm system,

| Administration has participated in any policy and

procedure creations or revisions and had final
approval for all such creations or revisions and
assured staff were knowledgeable on any new or
revised policies.

The surveyor validated the corrective action taken
by the facility as follows:

Observations made on 09/13/11 and 08/14/11
revealed staff sitting at the door leading to
stairwell #3. Interviews with those staff revealed
the Maintenance Director and DON had
in-serviced them on the reason for the one (1) on
one (1) observation of the door. Record raview of
the one (1) on one (1) sign on/off sheet revealed
staff were to sign name, date, and time they
started the ohservation of the door and time they
were relieved. Further review of the sign on/off
sheet revealed instructions for staff to observe for
residents In the area and to prevent egress
through stairwell door.

Record review, on 09/13/11, revealed in-service
addressing the reason for the one (1) on one (1)
ohservation of the door leading to stairwell #3.
Further review revealed signatures of staff on the
form Indicating they had been instructed to
observe the area for residents and to prevent - ‘
egress through the stalrwell door. Interview with
the Maintenance Director, on 09/13/11 at 4:40
PM, revealed he had instructed all staff who were
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to do the one (1) on one (1) observation of the
door, to sign in and out on the sheet, to use the
radio to call for help if a resident was trying to
.egress or they needed a break, and to never
leave the door until another staff whom had also
been in-serviced could take over the post.

Observation.and interviews, on 09/13/11,
revealed the electrician for a contracted company
installing a lock/alarm mechanism for the door
leading to stairwell #3. Interview with the
electriclan, on 09/13/11 at 3:00 PM, revealed the
lock would be functioning by the end of the day;
however, the parts for the alarm would not be in.
until the following day. He further stated the door
would be a lock/alarm door, if the bar to open the
door was pushed without the code heing entered
the alarm would sound to alert staff someone was
trying to bypass the code. Observation of the
door, on 9/13/11 at 5:00 PM, revealed the locking
mechanism was functioning and the door was
secured and a code had to be entered for the
door to be opened. Interview with the
Maintenance Director, on 09/14/11 at 3:00 PM,
revealed the electrician was still working on the
wiring for the alarm; therefore, staff continued
with the one (1) on one (1) observation of the
door until the electrician was done and the door
was secured.

Interview with the Education Director, on 09/14/11
at 2:00 PM, revealed she had began the
In-services with staff on 09/13/11. A review of the
roster for staff attending the in-service. Review of
the in-service,"Resident safety- Doorway access
and supervision" revealed the facllity had
in-serviced staff on door safety and awareness
for resident safety, instructions for responding to
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a door alarm going off, and review of the new
policy and procedure titled, "Maintenance" dated
09/13/11. Further interviews conducted with staff
from 09/13/11 at 2:00 PM, to 09/14/11 a1 4:00 PM,
revealed staff were knowledgeable of the policy
regarding doorway access and supervision and
material covered in the in-service provided by the
Education Director. Further interview with the
Education Director revealed any siaff not at work
will be mandated to attend the in-service before
returning to work. She stated she had made a |Ist
of all staff who had not attended the in-service
and had forwarded a copy to their supervisor to
ensure they were not permitted to work the floor
until they attended the in-service.

A review of the monitoring tool the Maintenance
Director created revealed daily monitoring of the
doors which were locked and/or alarmed was
conducted on 09/13/11, and was on going.
Interview with the Maintenance Director, on
09/14/11 at 3:30 PM, revealed he planned to
continue to perform the monitors per the ACC.
He further stated he had in-serviced the
Maintenance Assistant and security staff 1o
perform the monitors when he is not in the facility.
The monitors will be reviewed weekly by the
administrative staff in the weekly meetings to
address [f the monitors are effective andto”
erisure interventions placed are effective.

On 09/14/11 at 3:30 PM, an environmental tour
with the Maintenance Director revealed all doors
were secured and functioning properly on Terrace
ievel. When the door to stalrwell #3 was tested
and the alarm sounded, staff responded to the
area in under one minute. Observation of door to
stairwell #3 revealed the electrician had finished
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installing the alarm and it was secured and
functioning at this time.

Interviews with the Maintenance Director, DON,
and Assistant Administrator, conducted on
09/14/111, revealed the monitors will be reviewed
daily in administrative staff meetings and when
determined appropriate will then be reviewed
weekly In the Quallty Assurance meetings.

Interview with the DON, on 09/15/11 at 11:00 AM,
revealed the administrative staff held a meeting
and discussed the coordination of placing staif on
continuous observation of the door leading to
stairway #3 until the electrician could secure and
alarm the door. He stated the Administrator,
Asslistant Administrator, and himself have been
and will-continue to work directly with the
Maintenance Director and Education Directorto -
continue to monitor and address issues, on 8
daily basis. He further stated that once the
Maintenance Director and Administrator had
finalized the new policy and procedure
"Maintenance" they had a meeting and reviewed
the final draft and then it was given to the
Education Director to incorporate into the
in-service.

The immediate Jeopardy was verified removed
on 09/14/11, prior to exit, with remalning
non-compliance at 42 CFR 483.75 :
Administration, S/S of an "E" while the facility
monitors the effectiveness of the systemic
changes and quality assurance activities.
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