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The services provided or arranged by the facility
must be provided by quatified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT Is not met as evidenced

Dy.
Based on iﬂteNIEW FalliChange in Funchonal

: Status report, writter statements, Care Plan
-policy, and record review, it was determined the

facllity failed to ensure services were provided to
one (1) of three (3) sampled residents (Resident

| #38) in accordance with the resident’s

Comprehensive Care Plan (CCP). The facility

. assessed and care planned that staff was to

place Resident #38 in a high visual area at fimes
of confusion. However, on 09/04/11, Resident
#38 had increased restlessness and confusion,
staff did not place the resident in a high visual -
area, and the resident sustained a fall which

to establish any standard of care,
contract obligation or position and
the Facility reserves all rights to raise
all possible contentions and defenses
n any type of civil or criminal claim,
action or proceeding. Nothing
contained in this plan of correction
should be considered as a waiver of

any potentially applicable Peer

Review, Quality Assurance or self

critical examination privilege which
the Facility .does not waive and
resérves the right to assert in any
adininistrative, criminal
claim, action or proceeding. - The
facility offers-its response, credible
allegations of compliance and plan of
correction as part of its ongoing
efforts to p.rovide quality of care to

avil  or

LEE COUNTY CARE & REHABILITATION GENTER 249 BAST IMAIN S
: : : _ BEATTYVILLE,
4D | SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER' SER ;“é";gm -
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH © Mﬂtmm
. TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSSREFERENGED TO THE APPROPFHATb DATE
- - DEFICIENCY)
FOOO INITIAL COMMENTS ) F o0 ~ Lee County Care and Rehabilitation
b R (Center does not believe and does not
. An abbreviated standard survey (KY16965, admit that anv deficiencies existed
KY17050) was conducted on 02/08/11-09/13/11 ) Y ' ’
in comjunction with a revisit. KY16935 was before, during or after the survey.
unsubstantitated with no deficient practice The Facility reserves the right to
identified. KY17060 was substantitated. contest the survey findings through
Deficient practicpT waslidtentiﬁed \gw'th the highest_ informal dispute resolution, formal
| fg{;};i :cr:\td severify at 'G' level, with no opportunity appeal  proceedings or  any
F 282 | 483.20(K)(3){ii} SERVICES BY QUALIFIED Fpgy| administrative or legal proceedings.
sg=3 | PERSONS/PER CARE PLAN This plan of correction is not meant

. resulted in a right hip fracture. ' residents.
The ﬁndings include:;
Review of the faclhtys Care Plan policy (dated
LABORATORY DIRECTOR'S OR JEUPPLIER REPRESENTATIVES SIGNATURE TITLE {X6) DATE
% &\é Administrator 10/24/11

Any deficiency statement ending with an asterisk (*) denrotes a deficiency which the institution may be sxcused from comecting providing i is determined that
other safeguards provide sufficient protection to the patients. (See instrucions.) Except for nursing homes, the findings stated above are disciosable B0 days
foliowing the date of survey whather or not & plan of correction s provided. For nursing homes, the above findings dnd plans of correciion are disclosablz 14
days following the date these documents are made avabable Io the facility. If deficiencies ars cited, an approved plan of corraction is requiste fo conhnued
program participation. .
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. Address what corrective action will
F 282 | Continued From page 1 F 282

December 2010j revealed resident care plans
provided guidanca to-all staff canng for residents.

A review of the medical rer:ord revealed the -

: facility admitted Resident #38 on 04/27/07, with

be accomplished for those residents
found to be affected by _the deficient
practice/specific corrective action.

Resident #38: The director of nursing

diagnoses that includad ey, Dficuly
Walking, Chronic Pain, Dementia, and Vlsuczi
Loss.

A review of Resident #38's psychosacial CCPR,
dated 07/21/11, revealed the resident was easily

: annoyed, had mood symptoms, was
: short-lempered, and experienced episodes of

increased confusion. A review of inferventions
related fo the facility's assessment of Resident
#38 revealed the resident was to be placed ina
high visual area when upset or annoyed. Staff
was fo monitor for the resident being
shorf-tempered and annoyed and provide
distractions such as activifies, one-to-one visits,

. and wheeichair rides.

Interview with State Registerad Nurse Aide
(SRNA) #1, on 09/08/11, at 6:36 PM, revealed the
SRMNA had prov:ded care fo Resment#BB on the
evening of 09/04/11, stating the resident had

: been restless and "kept getting up” numerous
‘times. SRNA#1 had been in Resident #38's

réom a&nd provided assistance to the resident with
toiteting, redirecting the resident and assisting the
resident back to the recliner six to seven fimes.
SRNA #1 further stated Resident #38 was
confused and continually talked about the need to

: "put the baby away” on the night of the fall,
: Further interview revealed Resident #38 had

been restless the previous night, 09/03/11, and
staff had placed the resident at the nurses' station
for closer observation. However, SRNA #1 stated

- Address how the facility will identify

. residents’

and the MDS coordinators reviewed
the resident’s care plan for any
rlevision‘need'ed. The SRNASs and the
Nurse working the night of the
incident were eduicated on 9-13-11 by
the Director of Nursing and
Administrator to read the CN.A.
care record or the comprehensive
care plan to ensure the care plan is
being followed.

other residents having the potential
Io_be affected bv the same deficient

Qractlce

The director of nursing and the MDS
coordinators  reviewed other
care plans for any

revisions needed.

On 10/03/11, the Director of Nursing
or Staff Development Coordinator
completed in-services with- nursing
staff regarding the "direct care
services and expected outcomes of
the care plan for each resident. On
10/03/11, nursing staff was in-
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serviced: on  implementin the
F 282 | Continued From page 2 F 282 P &

fac:lhty staff had not moved Resident #38 to the
nurses' station, as per care plan, on the night of
the residents fall on 08/04/11.

Review of & writien statement by SRNA #5, dated

interventions on the care plan and to
notify the charge nurse for further
direction when interventions are not
working.

09/04/11, revealed she heard an afarm sounding
from Resident #38's room and when she arrivad
to the room Resident #38 was on the floorin front
of a chair. The SRNA's written statement also
revealed Resident #38 had been “confused all
evening woiried about her bables and how she
was going to get them home.” Further review of
the statement revealed staff had toileted Resident
#38 pror to the fall, the resident had non-skid
socks or both feet, and a chair sensor pad alarm
was in place. The writien statemeant further
reveszled the resident had been "up & down ali
day 1 had put her back in her chair several times
this evening.”

Interview on 09f12/11, at 9:55 AM, with :
Registered Nurse (RN} #2, revealed on the night
of 08/04/11, Resident #38 had bsen upset and
"up and down" numerous times. According io the
RN, she had been in the resident's room several
times o the evening of 09/04/11, to either assist
the. resident to the bedside ccmmode or to tatk
with the resident. The RN further revealed when
the resident was restless and getfing up and
down on previous occasions, facility staff assisted
the resident to the nurses’ station in order to
ohserve the resident RN #2 stated she did not
know why Resident #38 was not taken to the
nurses’ station, as par care plan, on the night of
the fail.

A review of the Fall/Change in Functionat Status
report, dated 08/04/11, revealed facility staff had

n developed

Address what measures will be put

into place or systemic changes made
to ensure that the deficient practice

The nursing administrative team
and implemented a
revised C.N.A. care plan record to

include more of the falls, skin, and:

interventions from the
comprehensive care plan. Also, the
C.N.A. care plan gives.insu'ucﬁons to
notify the charge nurse for further
direction when interventions are not
working, The nursing administrative
team initiated new shift change

behavior

walking rounds for nurses and

SRNAs,
communication poard at each nurses
station to communicate resident
change in condition and/or change in
resident plan of care.

"and  implemented a

Each nurse

and nurse aide will sign a log sheet -

to verify walking round report is

"given at each shift change.

The Director of Nursing or Staff
Development Coordinator
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F 282 | Continued From page 3 | Fa282 conflfpiete; ” se;‘vlces W.lth naTsing
" | assessed Resident #3835 restiess on the sttt on .e implementation, and us
evening of 09/04/11, Confinued review revealed | of ,the revised SRNA care record, the
the resident sustained a fall on the same evening, { shift: change rounds, and  the
09/04/11, complained of right hip pain, and was ¢ communication boards at each
assessed o have an outwardly rotated leg that , nursing station on 10-3-11,

was not egual in length tc the resident's other leg.

i q - -y
Interview With the Director of Nursing (DON} an : Indicate how the facility plans to

$06/12/11, at 11:33 AM, revealed Resident #38 did - monitor its performance to ensure’
have increased confusion at imes especially f that solutions are sustained.
the resident's family had been to the facility fo | , '
visit the resident. The DON further $tated - | The Director of Nursing/nursing
Resident #38 should have been assisted to the ' administration  team  will make

nurses' station when the resident exhibited signs

of increased confusion. rounds and zreview 10% of the

F 323 | 483.25(h) FREE OF ACCIDENT | Faga| residents weeldy to ensure the
58=@ | HAZARDS/SUPERVISION/DEVICES : ‘ resident care plans are being carried
) - ' out. The administrative feam will

The facility must ensure that the resident monitor walking rounds once’ daily

enwronme_nt remains as freg of accldgnt‘hazards on different shifts for ‘compliance of
s is possible; and each resident receives :

adequate supervision and assistance devices to : rounds' with th‘? SRNAs and nurse.
prevent accidents.- Any issue will be addressed,

- immediately. All findings will be
reported. to the QA Committee
i monthly, with revisions, staif
- training, and/or dlsc1p1mary actions, |

This REQUIREMENT ' is not met as evidenced : as needed.

by: ' , .

Based on interview, record review, written : Include dates when corrective action 10/03/11
statements, and the faciity's incident/Ceeurrence will be completed.

Investigation, it was determined the factity failed

fo ensure that one (1) of three {3} sampled a3

residents (Resident #38) received adequate . . .

supervision fo preventinjuries. The facility Address what corrective action will
assessed Resident #38 as a falls risk due to be accomplished for those residents
having a history of unsafe transfer attempts and ‘found to be affected by the deficient
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falls. The facitity failed to follow the deveioped
care plan to bring the resident to a high visual
area for closer observation when confused. On
the evening of 08/04/11, Resldent #38 had been
resfless and confused; staff did not place the

Resident #38 was assessed by -the
nturse Debbie Wﬂsoh, RN and sent to
Marcum and Wallace hospital for
treatment and evaluation.

(%4) ID SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION (x5 -
. PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC {PENTIFYING INFORMATION) TAG CROSS-REFERENCED TC THE APPROPRIATE DATE

DEFICIENCY}
i practice/specific corrective action.
F 323 | Continuéd From page 4 F 323 :

L

resident in a high visual area for closer
observation, Resident #38 sustained a fall whlch

resuited in a fractured hip.

The findings include:

A review of the falls policy (dated December
2010) revealed it was the intenit of the facility to
provide residents with assistance and supervision
in an effort to avoid falls and minimize njury and
compiications that may result from a resident
faliing. ' :

A review of the medical record revealed the
facility admitted Resident #38 on 04/27/07, with,
diagnoses that included Debility, Difficulty -
Waiking, Chronic Pain, Dementia, and Visual
Loss. Review of the facility's fall risk assessment,
dated 07/12/11, ravealed the faciity had '
assessed'Resident #38 as a high risk for falls.

: Review of the Comprehensive Gare Plan (CCP),
¢ dated 07/12/11, reveaied Resident #38 was easily

annoyed, had mood symptoms, was
short-tempered, and experienced episcdes of
increased confusion. Interventions, dated

07/12/11, revealed staff was 1o place the resident |

in d high visual area when upset or annoyed,
monitor the resident for being short-tarmpered and
annoyed, and provide distractions such as

| activities, one-to-one visits, and wheeichair rides,

A review of fthe nurse’s notes written by RN #2,
dated 09/04/11, and timed 10:15 PM, revealed

The Director of Nursing and the

MDS coordinators reviewed the

. resident’s care plan for any revision

needed. The SRNAs and the Nurse
working the night of the incident

were . educated on 9-13-11 by the -

Director of Nursing and

. Administrator to read the CN.A.
- care record or the comprehensive

care plan to ensure the care plan is
being followed. ' ‘

'Address how the facility will identify

other _residents having the potential
to be affected by the same deficient

practice.

All residents have the potential to be
affected regarding accidents as
numerous and various accid}-mt
hazards exist in everyday life. The
facility staff understands the
facility’s responsibility as well as
their owm, to ensure the safest
environment possible for residents.

On 9/12/11, fall assessments were
done on all residents by the Unit

i
i
1

i
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between 8:00 PM and 8:30 PM, Resident #38's -
alarm was heard, staff went into the room and
observed the resident walking to the bedside
cofmmode, at which {ime staff assisted the

Nursing.

The care plans were revised if
needed. .
The Director of Nursing or Staff
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o ‘ Managers and the Director of
F 323 | Continued From page 5 F 323 g )

“1 alarm and found the resident sitting in the floor in

front of the chair. Resident #38 complained of

-1 right hip and leq pain at the time the nurse aide

entered the room.

Interview on 09/08/11, at 6:36 PM, with SRNA #1
revealed Resident #38 attempted to get up
unasgisted on numermus occasions on the
evening of 08/04/11. SRNA #1 stated Resident
#38 “was having a bad night.” SRNA #1 further
stated she went into the resident's room sixto
seven times to assist the resident back to the
chair because the resident "kept getting up,"
causing the chair alam to sound. She stated
Resident #38 was very confused, "talking about
pulting the baby away." SRNA #1 stated the
resident continually got up fo attempt to get-facial
tissues even though the tissues were within

i reach, SRNA #1 stated on the evening of -

08/04411, she left the floor to chart on the
computer, lzaving SRNA #5 on the floor to care
for the residents. During the time she was gone,
Resident #38 sustained the fall. Further inferview
revealed Resident #38 had been restless the
previaus night, 09/03/11, and staff had placed the
resident at'the nurses' station for closer
observation. SRNA #5 stated that when Resident
#38 had periods of increased confusion and
restiessness facifity staff would place herat the
nurses' stafion, in a high visual area, for closer

! observation. However, SRNA #1 stated facility

services and expected outcomes of
the care plan for each resident.

Address what measures will be put
into place or systemic changes made
to ensure that'the deficdent practice
will not recur.

; On 10/3/11, the Director, of Nursing -

completed in services with licensed
staff on falls, skin and any change in

| resident condition and placing all

néew interventions on the white

board to communicate to the SRNA’s -

any new interventions for that
resident, On 10/3/11, the Director of
Nursing completed in-services with
nursing staff on the implementation
of interventions for residents with a

change of condition such as falls,

skin, behaviors, iliness or weight
loss: -

The Administrator implemented a
daily schedule from 1:00 PM to 9:00

i PM for a member of the management

team to provide additional

_ resident to sit on the commode, At 3:40 PM, Development Coordinator
! Resident #38's alarm sounded again and the completed in-services with musjng' """" i
nurse aide from across the hall answered the staff regarding the -direct care
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supervision during that time period.
F 323 | Continued From page 6 F 323 P g tha e period

staff had not moved Resident #35 to the nurses'
station, as per the care plan, the night of the
resldent’s fali on 09/04/11. :

| Review of a written statement from SRNA#5,

The schedule will be on-going and
times revised, as necessary

monitor_jits, performance to ensure

Indicate how _the facility plans to

|'dated 02/04/11, révéaled SRNA #5 was
answering a call lighi in another resident's room
and heard Resident #38's chair alamm sounding.
The statement revealed when SEMNA #5 arrived in
Resident #38's room, the resident had fallen and.
was on the floor in front of a chair. The written

| statement further revealed the regident had been
confused all evening, "worried about her babies &
"| how she was going to get them home.” SRNA .
#5's statement further reveaied Resident #38 had
been "up & down al day | had put her back in her
i chair several fimes this evening.”

Interview with Registered Nurse (RN) #2 on
09/12111, at 9:55 AM, revealed on the evening of
09/04/11, Resident #38 had been upset and "up
and down” numerous times, RN #5 had been in
the resident's room to assist the resident to the
bedside commode, talk with the resident, or
assist another resident from Resident #38's
rcom. Interview further revealed when the
resident was restiess and getting up and down on
previous occasions, facility staff assisted the
resident to the nurses’ station in order fo nbserve
the resident. RN #2 stated she did not know why
Resident #38 was not taken to the nurses' station-
" 1 on the evening of 09/04/11.

A review of the facility's Incident’Occurrence
investigation, dated 08/04/11, revealed Resident
#28 had been restless, up and down, and staif
had been in the resident’'s room several times

! prior to the resident's fall.

that solutions are sustained

Administrative  staff will be
performing daily monitoring and
observation of the residents. The
monitoring will include walking
rounds to observe the residents and
their environment for any safety
- concerns, observing social areas, and

“monitor at various times to ensure
that staff is utilizing walking rounds
-and  the  white = board for
communication of change in resident
condition and/or change in plan of
care. A member of the management
"~ team  will provide additional
supervision from 1:00PM to 9:00 PM.
Any issue identified will be
addressed, immediately, All findings
will be reported to the QA
Committee monthly, with revisions,
| staff training, and/or d15c1p1mary
actions, as needed.

Include dates when corrective actior
will be completed.

the dining room at various times.’
Administrative  staff ‘will also -

10/03/11
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F 323 | Continued From page 7

A review of the Fall/Change in Functional Status
repon, dated 09/04/11, revealed facility staff had
zssessed Resideni #38 as restless on the

| evening of 08/04/11. Continued review revealad

F 323

the resident sUstained a fall on the safme evening,
(9/04/11, complained of right hip pain, and was
assessed to have an cutwardly rofated leg that
was not equal in length to the resident’s other leg.

A review of the hospital record for Resident #383
revealed the resident had surgical repair of & right
hip fracture on 09/05/11. '

Interview with the Director of Nursing (DON) on
09/12/11, at 11:33 AM, revealed Resident #38
should havs been taken to the nurses’ station on
the evening of 09/04/11, and further stated there
was no staff to monitor the resident at the nurses'

1 stafion since the nurse aide on the floor was in

ancther resident's room at the time of the fall.
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