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The facility must not employ individuals who have
been found guilty of abusing, neglecting, or
mistreating residents by a court of law; or have
had a finding entered info the State nurse aide
registry conceming abuse, neglect, mistreatment
of residents or misappropriation of their property;
and report any knowledge it has of actions by a
court of law against an ernployee, which would
indicate unfitness for service as a nurse aide ar
other fachity staff to the State nurse aide registry
or licensing authorities.

The facility must ensure that all alleged vioiations
involving mistreatment, neglect, or abuse,
ingluding injuries of unknown source and
misappropriation of resident property are reported
immediately to the administrator of the facility and
to other officials in accordance with State law
through established procedures {including to the
State survey and certification agency).

The facility must have evidence that all alleged
violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is in progress.
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F 000 | INITIAL COMMENTS F 060 iTh . .
1 'NE preparation and executicn of this Plan
A standard health survey was conducted on of Correction does not constitute an
10/18-18/12. Deficient practice was identifiad admission or agreement by the provider of
ith the highest s d severity at 'E' level. y
with the highest scope and severity vel ithe truth of the facts alleged or conclusios
An abbreviated standard survey (KY 19179) was set forth in the Statement of Deficiency.
also conducted at this time. The complaint was This Plan of Correction is prepared and
substantiated with deficient practice identified. executed solel o .
F 226 | 483.13(e)(1)(ii)iil), (c)(2) - (4) F 225] ed soiely because it is required by
58=0 | INVESTIGATE/REPORT Federal and State law.” :
ALLEGATIONS/INDIVIDUALS : . ’

1)
The incident related to resident 6 was
teported to us as a complaint of neglect,
The incident was investigated by the
Administrator per facility policy and a 5 da¥
report was filed as required. Our
j:mclusion was that the cause of the fal|
! as related to the resident leaning and was
flot the result of staff action

2)

he DON is to review all reports of
incidents, injuries of unknown origin,

g| ievances, and the facility 24 hour reports
for the past 3 months to ensure that al F
incident and injuries of unknown origin L
{re indeed investigated per facility policy.

Social Services is to interview all

inE erviewable residents to inquire about
any incidents that may have occurred to
ensure a report of the incident was made
and that the incident was investigated per
fafility policy. Administrator/DON reviewed 1

LABORATORY DlRiCT 'S O PROVIDERISLUPP PRESENTATIVE'S SIGNATURE
¢ A

TITLE {%6) DATE

Al -4y

Any deficiency statement ending with an asterisk (*) denates a daficiency which the institution may be excused from correcting providing it is determined thal
olher safeguards provide sufficient prolection to the patiets . (See inatructions.) Except for nursing homes, the findings staled abave are disclosable 90 days
fallowing the date of survey whether or nof a plan of correction is provided. For nursing homes, the above findings and plans of correction are discloseble 14
days following the daie these documents are made availabla to the facliity. if deficiencies are cited, an approved glan of corection is requisite to continued

program participation.
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: The results of all Investigations must be reported

! to the administraior or his designated

i representative and to other officials in accordance
* with State law (including to the State survey and

| cerfification agency) within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by

Based on interview, record review, and review of
the facility poiicy it was determined the facility
failed to ensure an incident of suspecied neglect
was immediately reported to the state survey and
certification agency and failed to have evidence
that the incident had been thoroughly investigated
for one of eleven sampled residents (Resident
#6). On 10/03/12, the facility’s Administrator and
Director of Nursing were made aware Resident
#6 sustained a fall from an unlocked wheelchair
while sitting unsupervised in the facility dining
room. Interview revealed the facility did not
consider the staff's faiture to ensure safety
measures were followed Yo prevent Resident #6
from sustaining a fall as an allegation of neglect
and did not conduct an investigation or notify the
state agencies of the report. (Refer to F 323.}

The findings include:

A review of the facility's Abuse Prohibition Policy
and Procedure (not dated) revealed the policy
defined negiect as a failure to provide goods and
servicas necessary fo avoid physical harm,
mental anguish, or mental iflness. The policy

iensure timely reporting of each to the state
lagencies, including the state survey and
certification agency. This will be completed
by 11/29/12.
3)

The DON will present an in-service to staff
i - on11/30/12 regarding the facility abuse

any incident, This in-service will be
frepeated monthly for 3 months then
annually. All newly hired employees will be
ducated by the DON during orientation,
torporate Consultant will review Abuse
i’olicy with the DON and Administrator on
11-25-12 to ensure understanding of the.
ﬁacility policy on reporting all allegations of
abuse immediately to the state agencies
inciuding the state survey and certification
gency. Upon receiving a report of '
suspected abuse or neglect, the facility DO
cTr Administrator will notify the VP of
(:Dperations or the facility corporate
consultant to ensure compliance with the
f: cility abuse policy. A copy of the initial
report and 5 day report will be sent to the
P of Operations for review to ensure r
i
|

=

mpliance with the facility policy.

}Jolicy and the investigation that occurs with
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F 225 | Continued From page 1 F 225 i
all abuse allegations for past 6 months to
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further stated all incidents and reports of resident
abuse/neglect would be reportad to all agencies
as required.

A review of the medical record for Resident #6
revealed the resident was admitted to the facility
on 05/18112 with diagnoses of Alzheimer's
Dementia, Bipolar Disorder, Depression, Muscle
Weakness, and Ostecporosis. Review of the

: Care Area Assessments (CAA} completed with

| the admission assessment, dated 05/24/12,

" reveaied Resident #6 was at risk for falls due to
impaired mobility retated to muscle weakness.
The CAA revealed Resident #5's risk for falls was
increased due to the resident's cognitive status
which impacted transitions, coordination, balarice,
walking, and safety awareness. Review of
monthly physician's orders revealed Resident #6
| had routinely received the medications, Aspirin

{ and Plavix, which can increase bleeding/bruising
| tendencies.

Review of the Comprehensive Care Plan that
addressed falls, dated 05/24/12, revealed
measures to prevent falis for Resident #6
included a bed/chair alarm, low bed, and to
posifion the resident in the center of bed with use
of a wedge.

A review of Resident #6's most recent Quarterly
Minimum Data Set (MDS) assessment dated
0B/24/12, revealed facility staff assessed
Resident #6 to be cagnitively impaired and to
requite extensive assistance from two staff

| members for any activity of daily living.

f
! Review of the Incident Report dated 10/03/12 at
11:15 AM, revealed Resident #6 sustained a fall
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)
The DON is to review all reports of incidents
and injuries of unknown origin to ensure
Ithe investigation is completed appropriatgly
:and the root cause of ali incidents is
i_dentified. The corporate consultant will
review all incidents monthly for 3 months
e:md provide additional training as necessafy
on the facility policy. Regarding
investigations. The DON and Corporate
onsultant are to report findings to the
qaci!ity QA committee. Corporate
Consultant to review all reports of

%uspected ahuse, neglect or injuries of
L;lﬂkl"lDWﬂ origin monthly to ensure the
fgcility abuse policy is followed including
the reporting requirements. Results of
these reviews will be presented to the
f;ci!ity QA committee no less than quarterly
1o ensure ongoing compliance with the

abuse policy including notifications, 1

i

Hrotection of residents, investigations and
reporting.

12/01
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from a wheelchair. The Incident Repart
concluded the faill was congistant with the
rasident lnaning forwart in the whealchair but the
report failed o identity causative factors for
Resident#6's fall. The report revealed Residant
#8 was found on the floor fying on his/her left side
near a dining room table. However, tha Incidant
Report filed to indicate if Resident #6 had been
supervised in the dining room, if the regident's
wheelchair had been locked/sacured, or ifthe
chair aiarm was in place and activated.

Review of the nurse's notes and facility transfer
form revealed Resident #8 was evaluated
following tha fall on 10/03M12 at a clinic next door
to the facility and sta¥f was instructed to arrange
for Resident #6 to be evaluated at the Emergency
Room. According to the nurse's notes deted
10/03/12 2t 5:00 PM, Residant #6 returned to the
faciiity with a diagnosis of minor head injury with a
hematoma to the laft frontal region without
fracture or intracranial hemorrhage.

Qbsarvation during the initial tour on 1016712 at
8:20 AM, ravoaled Residant #6 lying on a
pressure refieving curved edge matiress with the
bed positioned low to the figor, A bedétab alarm
was attached to the resident's clothing. Resident
#8's face was severely bruised. Resident #5 did
not respond verbally to questions asked.

Observation during a skin assessment conducted
by LPN #1 on 10/15/12 at 3:30 PM, revesled a
large hamatoma above the resident's st eye,
Bruising was noted of the resident's knoes
bitaterally, inner thigh, and chast area. Resident
#6 was wearing an incontinence brief and was
dependent on staff for tuming and pasitioning

FQRM CMS-2587(02-B83 Previous Varsions Obaolets

Event 10; 050Kt

Facility 10: 100602

If confinualion shaet Page 4 of25




PRINTED: 11i0%
DEPARTMENT OF HEALTH AND HUMAN SERVICES 0y/2d12

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
ETATEMENT OF DEFIGIENCIES X1} PROVIDER/SUPPLIER/CLEA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIACATION HUMBER: COMPLETED
A BUILDING
B, WING ¢ ’
185249 ' 10/18/2012

NAME OF PROVIDER OR SUPPUER STREET ADDRESS, CITY, STATE, ZP CODE

98 HIGHWAY 3444, P O BOX 184
JACKSON MANDR '
ANNVILLE, KY 40402
X410 SUMMARY STATEMENT OF DEFICIENCIES : D ! PROVIDER'S PLAN OF CORRECTION x5
PREETX {EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ; CROSS-REFERENCED TO THE APFROPRIATE DATE
i DEFICIENCT)
. f
!
F 225 | Continued From page 4 F 2251

during the skin assessment.

interview with Licensaed Practical Nurse {LPN} #3
on 10/16/12 at 4:40 PM, revealad she assessed
Residont #8 after 2 Rl on 10/0312, LPN#3
stated Resident #6 had been transferred from the
bed 1o @ wheelchair by CHA #4 and CNA #12,
and was transported to the dining room by CNA
#12. LPN #3 revealed stalf assigned to the
dining roorn for iunch was 1o be there at 11:15 !
AM, to prepare drinks for residenis and assist
with applying dlothing protectors 1o residents.

LPN #3 stated CNA #9 was assigned to the dining
room on 10/03/12 but was not in the dining room
when Rexzidenl #6 was taken fo the dining room
at approximately 11:15 AM. LPN #3
acknowledged CNA #12 should not have left
Resident #5 unattended/unsupervised in the
dining room. LPN #3 stated upon assessing for
contributing factors to the fall she determined !
Residant #6's wheeichair had not been locked, :
the chair alanm hed not been attached to
Residant #6, and the rasidant had bean laft
unattended/unsupervised in the dining room.
LPN #3 stated she completed Verbal/Coaching !
Forms for CNAS #9 and #12 because the CNAs
did not perform their job duties as assigned.

Interviaw with Licansed Practical Nurse (LPN) #2
on 10/17/12 at 12:15 PM, revealsd she went to
the dining room when natified of Resident #6's fall
on 10/03/12. LPN #2 acknowledged she maved
the wheelchair back from the resident to assist
with an assessment of the resident. LPN #2
confirmed the whaslchair was not locked and
revealed the chair alarm had not sounded,

Intervigw on 10/17/12 at 1:30 PM, with CNA #3
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revesied ghe chserved Residant #5 on the dining
room floor on 10/03/12. CNA #3 confirmed the
wheelchair was not locked and the chair alarm
did not sound and stated both ware in goad
working order. CNA#3 stated the cord from the
chair alarm was henging on the back of the
whesichair. CNA #3 stated when the cord is .
clipped to the resident's clathing and the rasident
lsans forward, the alarm cord will detach from the
alarm box and will activata the alarm; however,
CNA #3 stalad Resident #6's alarm was still
connacted to the alarm box at the time of the fall.
CNA #3 staked when a resident was taken {o the
dining room in a wheelchair the person that
transported the resident was responsible to
ensure the whealchair Incks wers sngaged and
should stay in the dining rcom until the GNA
assigned te the dining room was present.

An interview attempiad with CNA #12 by
telephone on 10/17M12 at 2:25 PM, was
unsuccessful, howaver, CNA #12 ratumed the
call and an isterview was conducted at 9:26 PM
on 10M7/12. CNA #12 stated she applied the
chair dlarm after transferring Rasident #5 from
the bed to the wheslchair and had locked
Resident #6's wheealchair when sha positioned :
the resident at a tabte in the dining room, CNA !
#12 slated she routinely checked to ensure
rasidents’ whealchairs were locked. CNA#12
stated several residents had completed an
activity when she enlered the dining room and
approximataly 20 residents were in the dining
roam awaiting lunch. CNA#12 stated CNA #9
was assigned to the dining room and even though
CNA #9 or other staff was not presant in tha
dining room when she amrived to the dining room '
with Resident #5, she loft the rasident

F225:
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unsupervisad in the dining room. CNA#12
acknowledged she should not have left Resident
#6 in the dining area unsupervised.

Review of the Verbal/Coaching Form dated
1Q/03712, for CNA #2 revealed the CNA was
assigned to the dining room for lunch but was not
in the dining room as agsigned when Resident #8
sustained a falt.

Raview of the Verbal/Coaching Form for CNA #12
revaaled Resident #8's chair alarm was not
properly attachad and did not sound when
Resident #8 fell from the wheslchair; howaver,
dacumentation revealed CNA #12 reported the
alarm had been ettzched to Resident #6's lower
back. The form kurther revealed Resident #8's
wheelchair was not locked bul CNA #12 reporied
she had locked the wheslchair, According to the
Verbal/Coaching Form, performance
improvement was expected from the CNAs and
both CNAs had been instructed to provide
resident cans according lo the care plan. The
forms revesiad CNAs #9 and #12 were
suspended for three days, Further review
revealed the Verhal/Coaching Forms had besn
signed by the Diracter of Nursing (DON).

intanview with the DON on 10/17/12 at 4:30 PM,
confimned she had been notified of Resident #6's
fall on Q03712 by LPN #3 and had recaived
Verbal/Coaching Forms ragarding CNAs #8 and
#12. The DON confirmed she had interviewsd
CNA #12 and the CNA stated she had attached
the chair alerm and locked the whesichair. Tha
DON confirmed CNAS #9 and #12 were
suspended for three days due to repeaied poor

i job parformance reports, fraquent sbsentesism,

F 225
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and termination had been considered before
Resident #6's fall, The DON confimed CNA #9
did not follow her assignment by not being in the
dining room as required and CNA #12 apparently
did not lock the wheelchair as required. The
DON confirned CNA #12 should nct have (aft
Resident #5 in the dining room
unsupervised/unatiended. The DON
acknowladged she had not considered the fall
incldent as a result of neglect and had not
theroughly investigated to determine causative
factors. The DON stated the Administrator was
respongible to report abuse aliegations to state
agencies.

Interview with the Administrator on 10/1812 at
2:45 PM, revealed the Administrator had not
considered Resident #&'s falt to be an allegation
of abuse or neglect, and therefore had not
thoroughly investigated the incident or reported
the akiegation to state agencies when the incident
occurred on 10/03A12. The Administrator
acknowledged when Adult Protactive Services
entered the facllity on 10/15/12 to investigate an
allegation of neglect/abuse related to Resident
#6's fall, he notified state agencies and began an
investigation.

483.15(h}(2) HOUSEKEEPING &
MAINTENANCE SERVICES

The facility must provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable interigr,

This REQUIREMENT is not met as evidenced
by: '

Based on observation and intarview, it was

b

H

F 225

F 253,

)

he tile in both hathrooms was cleaned on
20/17/12 by the DOM and housekeepers. !
The missing grout was replaced by the DOB
r, 11/02/12. The area where the small
iece of tile was missing was repaired and
he small cracks in the tile were grouted by

¢

=
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detemrnined the fadijity failed to provide
maintenance and housekeeping services o
maintain a sanitary, erdarly, and comfortable
intarior. The womaeri's shower room had
broken/cracked tile on the wall of the showaer stalt
with sharp edges and the drain on the floor of the
shower room had shamp edges. In addition, the
men's and women's shower rooms had a black
"mold-like” substance on the tile grout of the floor
and walls of the shower stalls.

The findings include:

Interview with the Administrator on 10/18712 at
12:55 PM, revealed the facility did not hava a
policy for housekeeping/maintenance for the
shower roams, The Administrator stated when
the housakesper was hirad the Housekeerping

| Supenvisor toured the facility with the newly hired

housekeaper and told them what greas they
would be responsible to clean.

Obsenvations of the shower rooms during the
environmental tour on 10/17/12 and 10/18/12
revesled the women's shower room had
broken/crackad tiles on the showar stall wall that
had sharp edges, and a drain on the floor had
sharp edges. In addition, the men's and women's
shower rooms had a black "moid-like” substance
on the foors and walls in the tile grout.

Interview with the Maintenance Supservisor on
10/16/12 at 9:55 AM, revealed the Meintenance
Supearvisor did nat know about the
broken/cracked thes, the drain with shamp edges,
or the black "moid-ke" substance on the tile
grout. The Maintenance Supervisar stated the
hausekeepers usually ook care of the shower

on 11/02/12.

2)

ihe DOM, housekeeping superviser and
gministrator made rounds of all common
reas and shower areas to insure no other
reas were in need of repair on 11/08/12.

3}
ounds will be made no less than monthly
y the DOM, housekeeping supervisor and
dministrator to inspect all common areas
hower rooms and resident care areas to

ensure all maintenance and housekeeping

. issues have been identified and addressed.

A facility checklist wil! be used to identify !

nd issues.

)

ur regional director of maintenance will
|tour the facility no less than quarterly to
ilensure all maintenance and housekeeping
issues have been addressed. The facility
tl,meck[ist will be reviewed and any assues
will be reported no less than quarterly to
the facility QA committee,
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rooms, and CNA2 and nurses were o
reportidocument damages on a logbook that was
kept at the nurses’ station. The Maintenance
Supervisor stated he reviewed the log daily to see
if there was anything that needed repair, and had
not bean made aware of the shower rooms,

intarview with the Housekesping Suparvigor on
10718/12 at 12:4C PM, raveaiad a weskly
inspection was completed on alt rooms including
the shower rooms. The Housekesping
Supetvisor was unaware of the broken cracked
tile, the drain with sharp edges, or the black
“mold-fike” gubstance on the tie grout. The
Housekeeping Supervisor statad tha shower
roams should be cleansed once in the modning
and once in the evening, and any
broken/damaged areas should bs reported fo the
Maintenance Supervisor for needed repairs.

Interview with the Administrator on 10/1B/12 at
12:55 PM, ravealed the tile grout in the shawer
rooms was to be cleaned daily in the moming and
in the svening. In addition, the Administrator
stated staff was ta report anything that was in
need of repair to the Maintenance Supervisor,
and the Administrator was unaware staff had not
followad the facility's process,

483,25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as Is possible; and each resident receives
adequates supsrvision and assistance devices 1o
pravent accidents,

F 253

F 323 1)
Tha incident related to resident 6 was
reported to us as a complaint of neglect.
The incident was investigated by the
Administrator per facility policy and a 5 day
report was filed as reguired. Qur
onclusion was that the cause of the fali
-iwas related to the resident leaning and w rs
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This REQUIREMENT is not met es evidanced
Dy,
Based an cbservation, interview, record review,

and review of facility policy it was determined the -

facility failed to ensurs one of alaven samplad
residents (Residents #5) received adequate
supervision and appropriate use of assistive
devices to prevent accidents. Facility staff had
assessed Resident #3 to be cognifively impairad,
require extensive agsistance with activities of
daily iiving, require the use of a bed/chair alarm
whan up, and at risk for falls due to impaired
mobility related t¢ muscle waakness. On
10/03712 at 11:158 AM, Resident #6 sustained a
fail from a wheelchair. The facility failed to
ensure staff maintained Resident #5's safety
while hefshe was in a wheelchair in the dining
room and faited to ensure staff monitored the
resident's safety whilg in the dining room.
Additionally, the facility failed to identify the
causative factors related to Residant #5's fall.
(Refer to F 225.)

The findings include:

Review of the facility policy titied Falls
Management, {dated 01/01/10) raveaaled the
facility would screen all rosidents to identify
possible risk factors that may place a resident at
risk for falls, to evaluate those risks, implement
interventions to reduce thosa tisks and monitor
those interventions, and modify when necessary.
The policy further revealad ali resident falls would
he investigated {o determine appropriate
interventions to put in place to raduce the
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! Continued From pags F 323 0t the result of staff action. The resident

was evaluated by the therapy department
or seating recommendations on 10/04/12
ﬂiesident care plans were updated to reflegt
the therapy recommendations.
) The DON is to review all reports of
ihcidents, injuries of unknown origin,
rievances, and the facility 24 hour reports
for the past 3 months 1o ensure that all
incident and injuries of unknown origin
were indeed investigated per facility policy.
ocial Services is to interview all
interviewable residents to inguire about
ny incidents that may have occurred to
ensure a report of the cindicent was made
and that the incident was investigated per |
cility policy. This will be completed by
11/20/12. The DON and ADON are to
view all Fall Risk assessments by 11/20/1
ensure ali risk factoars have been
identified and appropriate care plans are in
yiace. The DON and ADON are to make
ounds to ensure all safety measures that
are care planned are in place, this will be
jomplete'd by 11/20/12.
3)
'*he nursing staff is to be re-educated by the
DON on 11/30/12 regarding following the
esident care plans related to safety
measures and on general safety measures
qlhat should be in place for all residents, |.E
::iall bell in raach, wheelchairs locked when,l

2]
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. likgiihood that & fall would reocgur and/or

minimize the risk of injury related to a fall.
According to the DON, the facility did not have a
policy addressing wheeichair safety,

A review of the medical record for Resident #8
ravealed the facllity admitted the rasident on

05/18M12 with diagnoses of Alzheimer's Dementia,

Bipolar Disorder, Depression, Muscle Weaknass,
and Osteoporosis. Review of the Care Area

. Assessments (CAA) dated 05/24/12, completed

with the admission assessment, revealed
Resident #6 was at risk for falls due to impaired
mability refated lo muscle weaknass. The CAA
revealed the risk for fafls was increased dua to
the rasident's cognitive status which impacted
transitions, coordination, balance, and walikdng
and safety awaroness. Review of monthly
physician's ordars revealed Resident #5 had

: routinely receivad the medications, Aspirin and

Plavix, which can increase bleeding/bruising
tendencies.

Reviaw of the Comprahenzive Care Plan that
addressad falls, dated 05/24/12, revealed
measurss o prevent Resident #8 from falls
included a bed/chair alarm, low bed, and for staff
to pasition the resident in the center of the bed
with usa of a wedge. The care plan failed to
address any interventions to prevent falls from
the wheelchalr.

A review of Resident #6's Quarterty Minimum
Data Set (MD3) assessment daled 08/24/12,
revealed facility staff assessed Resident #6 to be
cognitively impaired and to require extensive
aasistance from two stafl members for any
activity of daily living.
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stationary, beds locked, etc. This in-service
will be repeated monthly for 3 months thes
ho less than annually. Afl newly hired
employees will be educated by the DON
during orientation. Staff nurses are to make
reunds dally to ensure safety measures are
In place per the resident care plan.
4)

he DON and ADON are to make rounds:

eekly for 4 weeks then no less than every
¢ weeks for 3 manths then manthly to
ensure all safety measures are in place as
dentified for each resident based on facility

ssessment andaccording to the resident
care plan. Problems will be addressed with
itaff when identified. Results of these
rounds will be reported to the facility QA
commitiee no less than quarterly,

11/36/12
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Review of the Incident Report dated 1070312 at
11:15 AM, revealed Resident #6 sustained a fall
from @ wheelchair, The report revealed Resident
#6 was observed on the floor lying on histher left
sida. The Incident Raport concluded the fall wes
consistent with the resident isaning forward in the
wheelchair.

Review of the nurse's notes and facility transfer
form reveaied Resident #5 was evaluated

following the fall on 10/03/12 at a clinic next door -

to the facility and staff wes instructed to arange
for Resident #5 to he evaluated at the Emergency
Roeom. According to the nurse's notes datad
10/03/12 at 9:00 PM, Resident #5 returned to the
Facility with a diagnosis of minor head injury with a
hematoma to the left frontal region withaut
fracture or intracranial hemorrhage.

Observation during the initial tour on 1071612 at
9:20 AM, revealed Resident #8 lying on &
presaure ralieving curved edge mattress with the
bed positionad low o the floor, A bedfab alarm
was attached to the resident's clothing. Resident
#6' face was severely contused and Bruised, and
the resident did not respond verbally to questions
asked,

Observaticn during & skin assessmant conducted
by LPN #1 on 10/15/12 at 2:30 PM, reveaisd a
large hemnatoma above the resident's feft eye.
Bruising was noled of the resident's knees
bilaterally, inner thigh, and chest area. Resident
#5 was wearing an incontinence brief and was
dapandant on stafl for turning and positioning
during the skin assassment.
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interview with Licensed Practical Nurse {LPN) #3
on 10/16/12 at 4:40 PM, revealed she assessed
Resident #5 after a fall on 10/03/12. LPN #3 - '
statad Resident #8 had been transferred from the
bed to a whaelchair by CNA #4 and CNA #12,
and was transported to the dining room by CNA
#12. LPN #3 revealed staff assigned to the

dining room for lunch was {0 be there at 11:15
AM, to prepare drinks for residents and assist
with applying ¢lothing protectars to residents.

LPN #3 stated CNA #3 was assignad to the dining
room on 10/03/12 but was net in the dining room
when Resident #6 was taken to the dining room
at approximately 11:1% AM. LPN #3
acknowledged CNA #12 should not have left
Resident #5 unatiendediunsupervised in the
dining room. LPN #3 stated upon assessing for
contributing factors to the fail she determined
Resident #6's wheelchair had nol besn locked,
the chair alarm had not been attached io
Rasident #6, and the residant had been left
unattended/unsuparvised in the dining room.

LPN #3 stated she completed Verbal/Coaching
Forms for CNAs #39 and #12 for failure to follow
assignments and ensyre resident safaty.

Irtarview with Licansed Practical Nurse (LPN) #2
on 10M7/12 at 12:15 PM, revealed she went to
the dining room when netified of Resident #5's fall
on 10/0312, LPN #2 acknowledged she moved
the wheelchair away from tha resident to assist
with an assessment of the resident. LPN #2
confirmed the wheelchair wes not locked and
revealed the chair alarm had not saunded.

interview on 10/17712 at 3:45 PM, with CNA #4
revealed she assisted CNA #12 with transferring
Resident #5 t0 a wheelghair on 10/03/12. CNA
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#4 stated she had applied a pillow for positioning
for Resident #5 and was in front of the wheelchair
whiie CNA #12 applied the chair alarm to the
back of Resident #6's wheelchair. CNA #5 slated
she did not obsearve CNA #12 attach the chair
alarm clip {o the eeidant's clothing but felt she
had applied it since sha removed the alarm from
the bed and placed it on the resident's
wheelchair, CNA #4 stated CNA #12 transported
Residant #6 1o the dining raom.

Intarview on 10/17/12 at 1:30 PM, with CNA#3
revaalad she observed Resident K6 on the dining
room floor on 10/03/13. CNA #3 confirmed the
wheelchair was not locked and the chair alarm
did not sound and stated both were in good
working order. CNA #3 stated tha cord from the
chair alarm was hanging on the back of the
whaelchair, CNA#3 stated when the cord is
clipped to tha residents clothing and the resident
leans forward, the atarm cord will detach from the
alamm box and will activale the atarm, but
Resident #5's alarm was still connected 1o tha
alarm box at the time of the fall. CNA#3 stated
when a resident was taken to the dining room in a
wheelchair the person that transported the
resident was responsible 1o ensure the
wheelchair locks were engaged, and should stay
in the dining room uritil ihe CNA assigried to the
dining reom arrived.

An intervisw was conducted with CNA #12 on
10/17/12 at 9226 PM, CNA#12 stated she
transferred Resident #5 from the bed to the
wheelchair on 10/02712 and had locked Resident
#6's wheeichair when she positioned the resident
at a table in the dining room. CNA#12 stated
CNA#9 was assigned to the dining room and
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aven though CNA #9 or other staff was not
present in the dining reom whan she arrived to t
the dining room with Residant #5, she ieft the '
s@sidant unsupervised in the dining room. CNA
#12 acknowledged she should not have left
Resident #8 in the dining area unsupervised.

Reaview of facility in-services revealed an
in-service had been conducted on 06/17/12 and
 diracted staff not to leave residents alone in the
dining room prior to mea! service. According to
the facility in-senvice sign-in sheet, CNAs #12 and
#9 had attended the in-servica.

Review of the Verbal/Coaching Farm dated
10/03/12, for CNA #S revealed the CNA wes
assigned to the dining room for lunch but was not
in tha dining room as assigrned when Resident #6
sustained a fall.

Reaview of the Verbal/Coaching Form for CNA #12
revealed Resident #8's chair alarm was not
properly attached and did not sound when
Resident #6 fell from the whoelchair; howsver,

; documentation revealed CNA #12 reported the
alarm had been attachad to Resident #8's lower i
back. The form further revealed Residert #6's
wheslchair was not locked but CNA #12 reported :
she had locked the wheelchair. According 1o the '
Verbal/Coaching Form, parformanca
improvemant was expectad from tha CNAs and
both CNAS had been instructed te provide
resident care according to the care ptan. The

| forrns revealed CNAS #9 and #12 wers
suspanded for three days. Further review
revealed the Verbal/Coaching Forms had been
signed by the Director of Nursing (DON}.

|
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intenvigw with tha DON on 10/17/12 at 4:30 PM,
confirmed LPN #3 notified her of Rasident #6's
fall on 10/03/12 and the DON received the
Varbal/Coaching Form ragarding CNAS #9 and
#12. The DON confirmaed she interviewad TNA
#12 and the CNA informed the DON she had
attached the chair atarm and locked the
wheetchair, The DON confimed CNAs #9 and
#12 were suspended for three days due to
repealed poor job perfortnance reparts and
frequant absenteelsm, The DON acknowledged
CNA #12 should not have left Resident #8 in the
dining room unsupervisediunatiended, The DON
canfimed the incident Report and Post Fall
invastigation Tool form did not address causative
factors related to Resident #€'s fali and she
depended on the pursing staff to conduct the falls
investigations.

483.25(m){1) FREE OF MEDICATION ERROR
RATES OF 5% OR MORE

The facility must ensure that it 1s free of
medication error rates ¢f five percent or greater.

This REQUIREMENT is not met as evidencad
by:

Basad on observation, interview, and record
raviaw it was determined the facility failed to
ensure the medication error rate was not, and did
not exceed, five percent.  Staff was observad an
10117112 o administer forty-five medications
during a medication pass observation. Ofthe
forty-five medications, staff fajied to administer
tevothyroxine (a thyroid Hormaone) in accordance
with the manufacturer's recommendations on four
: different pceasions during the medication pass.
|

F 323

F 332 The correct medications were given as

ordered by the physician to the correct
resident, at the time ordered, at the dosafe
ordered, using the route ordered. TSH:
levels were monitored and were normal.
1)
The administration times for the J
Levothyroxine have been changed as notsgd
befow. These actions were completed on
10/18/12 by the charge nurse.

Resident C time changed to 6 a.m. with na
contraindicated medications.
‘Resident 11 time changed to 6 a.m. with no
contraindicated medications.

Resident 6 time changed to 6 a.m. with ng
contraindicated medications.
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As a result of the four errors, the facility's Zjesade!\t D time chaqged‘ to 6 AM. with na
medication error rate was 8.8 percent. ontraindicated medications.
)
The findings include: he DON reviewed the physicians orders
Acconding to the Directer of Nursing (DON), the 'nd M_edicatlon Administration Records fo
facility did not have a palicy related to medication I residents on 11/08/12 to ensure that any
administration but pravided Hterature from an medication recommended to be
in-service conducted on 06/10/12 related to ddministered on an empty stomach were |
medication administration. Tha In-service lcheduled before breakfast. |
diracted staff 1o follow the five rights (right patient, ;)
right drug, right dose, right ime, and right route} ] .
when administering medications to residents. ;L':e pharmacy will review ali records
monthly to make sure for appropriate
Review of the manufacturer's recommendations iming {before or after meals, on an empty
and the facility's PDR 2012 Edition Nurs's Drlg 1tomach and etc.) and for administration of
Handbook for administration of Levothyroxine |ln dication i binati ith oth
: revaaled the medication should be taken off an € tcatfon incom 'nfi ion wit (_) er
[ empty stomach preferably before breakfast. medication that may interfere with
[ Further raview reveated Levothyraxine should not | i:ffectiveness. Any problems will be

bﬁia.ﬂmi”mer;d “'“:” four hours ";;::kigg fommunica’ced with the DON and will be
cacium & menis or on su nis as

these pmdusgis interfere with h:F;bsomﬁm of eferred to the MD for changes. The
Synthroid. J:onsultant pharmacist is to provide

ducation to rurses and KMA's on
medications recommended to be given on
l n empty stomach, with meals and

1. Observation of a medication pass on 10/17/12
revealed staff failed 1o foliow manufaciurer's
guidefines when administering Levothyraxine (a

thyroid hormone). Obsarvation reveaed medication that may interfere with the
Kentucky Medication Aide (KMA) #1 administared ffectiveness of other medication when
100 micrograms (meg) of Synthroid 1o unsampled iven together on 11/27/12 to ensure that

Resident C in combination with seven other

tions includi - any medication recommended to be
::_l:(:;;zmm)' 2?;;2;_0%:;2;:? 2 received dministered on an empty stomach were
fhe iron supplement with the Synthroid which was cheduled before breakfast. .
not in accordance with the manufacturer's A)
recommendation. Additionally, Resident C he administrator is to review consultant
received the medications after the breakfast mesl Fharmacist reviews monthly for 32 months
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had bean served and as a result, KMA #1 failed
ta enslire the Synthroid was administered to the
resident on an empty stomach as recommended.

F33R
{hen no less than quarterly to ensure

recommendativns are being addressed.
Don 1o review MAR's monthly for 3 months
then no less than quarterly to ensure that

anufacturer recommendations are bein
tollowed in regards to medication

dministration. Results of these reviews
+viil be reported no less than guarterly to
ﬁ'he facility QA committee.

2. At 915 AM on 10/17/12, KMA#1 administered i

fiva ora! medications ko Resident #11. KMA #1 ’

was observed to administer 88 meg of Synthroid

in combination with Os-Cal (a calcium |

supplement). KMA #1 failed to ensure Resident

#11 did not recaive the Synthroid within four '

hours of taking a caicium supplament as

recommandad by the medication’s manufacturar. r

Resident #11 received the medications afler the

breakfast meal had been served and, as a result, I

KMA #1 fafied to ensure the Synihroid was ‘
I

11/30/12

administered fo the resident on an empty
stomach as recornmendad by the manufacturer.

3. Continued observation revealed KMA#1
administered 25 meg of Synthroid in combinaticn
with six additions! medications to Rasident #5 at
8:50 AM on 10/17/12. However, the medications,
including the Synthroid, were administered after
the breskfast meal had been sarved.

4, At 10:08 AM on 10/17/12, KMA #1 prepared
Synthroid 50 meg along with eight oral
medications and administared the madications to
unsampled Resident D. The Synthraid was
administered after tha breakfast meal had been
served.

Jnterview with kitchen staff on 10/16/12 at 9115 |
AM, revealed the scheduled time for the !
breakfast meal to begin was 7:30 AM. ) '

KMA#1 confirmed in interview conducled on
10117112 at 10:40 AM, that she administered the
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Synthroid following the breakfast meal and in
combination with other medication. KMA #1
stated she was not aware of any specific
recommendafions for administering Synthroid
and administered the medications at the times
specified on the Medication Administration
Record (MAR),
Interview on 10/17/12 at 10:50 AM, with the DON
tevealsd Synthroid should be administered bafore
breakfast and the MAR shouk have the
medication scheduled for administration at 8:00
AM. The DON statad iren supplernents should
not be glven with Synthroid. The DON stated she
was not aware Synthreid was scheduled on the
MAR for 10:00 AM.
F 441 ; 483.65 INFECTION CONTROL, PREVENT F 441
§5=E | SPREAD, LINENS l}

The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfartable anvimnmert and
to help prevent the development and transmission
of disease and infoction,

() infection Confrol Program

The facility must estabiish an infection Control
Program under which it -

(1) investigates, conirals, and prevents infactions
in the facility;

(2) Decides what proceduras, such as isalation,
should be applied to an individual resident; and
{3) Maintzins 2 reeord of incldents and corrective
actions retated to infections.

(b} Preventing Spread of infection
{1) When the Infeclion Control Program
determines that a resident naeds isolation to

|
|
|

the bag of soiled faundry was removed
rom the floor when noted by staff and sent
0 the jaundry. The soiled brief and wipes
ere removed from the floor as soon as
f oted and disposed of properly by staff.
2)
DON made rounds on 10/18/12 and
10/19/12 to observe for any other infectio
control issues, she observed shower areas
resident rooms, and dining rooms for
pvidence of hand washing, for handling of
toiled linens, of dispasal of soiled briefs an
E:ipes and for appropriate glove usage.
) .
iNursing staff is to be re-educated on
infection control policies refated to handlipg

=

o
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isolate the resident,

(2} The facility must prohibit employess with a
communicable disease or infecied skin lesions
from dirsct contact with residents or their food, if
direct contact will transmit the disease,

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

{c) Linans

Parsonne! must handle, store, procass and
transport linans s as to prevent the spread of
infaction,

This REQUIREMENT s not meat as evidenced
by

Basad on observation, intarview, and review of
facility in-services, it was determined the facility
failed io maintain an effective infactiorr Control
Program designed to provide a safe and sanitary
environment to prevent the development and

eleven sampled residents {Residant #3).
Observation on 10/16/12 during a skin
assessment revealed Kentucky Medication Aide
(KMA) #3 failed i properly dispose of a soiled
incontinence brief and soiled moistened wipas.
KMA #3 provided inconlinence care for Resident
#3 and placed the soiled incontinence brief and
soifed moistened wipes on the floor beside the
resident's bed. Additionally, observation an
10117112 at 4:.00 PM, of the shower room
revaalad staff had placed a plastic bag of
sofled/wet finen on the showar room floor,

transmission of disease and infection for ong of -
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peg s ) F 441qf soiled finens, disposal of sciled briefs,
prevent the spread of infection, the facility must

hand washing and glove use by the DON or]
111{'30/12. This in-service will be repeated
' onthly for 3 months then no less than
nnually.. All newly hired nursing staff witl
e educated during orientation by the DOY.
Le DON will make rounds twice a week, ¢
ath day and avening shifts, for 4 weeks
hen weekly at random times to observe fg
aficient practice. This will continue for 3
onths. Findings will be reported to the
cility QA committee for evaiuation and
etermination of frequency of rounds aftel
three months.

7

=

.y

11/08/12
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The findings inciude:

Review of the facility's policy titled Standard
Pracautions, dated 08/01/12, revealad soiied
clathing, personal care items, and soiled/dirty
lingns should not be placed on the fioor. Review
of an in-service provided to staff, dated 08/15/12,
revealed staff was instructed to never place
soifed briefs on a resident's chair or bed, or on
the figor,

Observation during a skin assessment for
Residst #3 on 10/16/12 at 12:25 PM, revealed
KMA #3 assistad Licensed Practical Nurse (LPN}
#1 with turning the resident. During the skin
assessmaent, Residert#3 became incontinent of
vowel. KMA #3 provided incontinence care for
Resident #3 and used disposable moistenad
wipes. KMA #3 was observed to place the soiled
incontinence brief and solled disposable
moistened wipas directly on the floor next to
Resident #3's bed,

Interview conducted on 10/MB/M2 at 11:25 AM,
with KiMA #3 revealed she was knowledgeable of
the raquiremant to place soiled items in a trash
tag and not 1o place items on the floor. KMA #3
siated she had helped LPN #1 with urning of
Rasident #3 for a skin assessment hut was not
prepared for incontinence care, KMA#3
acknowledged she should have obtained a trash
bag for the sciled brief, and confirmed that by
placing the soiled brief and wipes on the fioor
germs could be transmitted throughout the Eachity
on staffs shoes ang would be an infection control
IESLE,
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In addition, observation of the women's shower i
raom on 10/17/12 at 4:00 PM, revealad a plastic

laundry bag containing wet soiled linens had been
placed directly on the shawer room floor.

Interview with CNA #5 and LPN #3 on 107117712 at
4:05 PM and 4,10 PM, revealed staff was not io
place soiled Jaundry and/or linens on the floor. !
According to CNA#S and LPN #3, staff was to i
place soiled items in bame|s located in the shower i
rooms in an effort to avoid cress -contamination of
the shower ficor,

|
i
i
1
1
i
|
1
1

interview with the Director of Nursas (DON) on
10/18/12 at 2:45 PM, ravealed staff was trained fa
never place sciled items on the floor in an affort
to prevent cross-contamination. The DON stated i
she was unaware staff was not foliowing the !
facility's established policies to pravant
transmission of germs.

F 500 | 483.75(h) OUTSIDE PROFESSIONAL F 800
§5=B | RESOURCES-ARRANGE/AGRMNT

If the facility does not employ a quatified ‘
professional person to furnish a specific service 1
to be provided by the facility, the facility must ln agreement was received on 10/17/12
have that servica fumished to residents by a for one of the dialysis center and the other

person or agency oulsids the facility under an ' ialysis center has stated they they will
arrangement described in section 1561(w) of the i d thei tby11/12/12
Act or an agresment described in paragraph {h) s)n their agreement by 1 :

(2) of this section,
he Administrator reviewed agreements
with any other outside agencies to
Insureagreements were present and up to
date on 11/9/12.
3
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profassionals providing services in such a facility;
and the timeliness of the servicas.

This REQUIREMENT is not mat as evidanced
by:

Based on intefview and record review, tha facility '

failed to ensure there was a written agresment
with an outside dialysis center for two of two
sampled residents (Residents #9 and #10) that
raceived dialysis freatments.

The firdings include:

Interview with the Administrator on 10/18/12 at
11:00 AM, revealed the facility did not have a
contract with a dialysis center to provide dialysis
to residants of the facility.

1. Review of tha medical record for Rasident #10
revealed the facility admitied Resident #10 on
12/20/11 with a diagnosis of End Stage Renal
Diseasa. Documentation revealed Resident #10
recaived diatysis from Dialysis Center #1 on 2
weskly basis.

2. Raview of the madical racord for Resident #9
revealed the facility admitted Resident #9 an
101112 with a diagnosis of End Stege Renal
Diseasa. Documentation revealed Resident #9
raceived dialysis from Canter #2 on a weekly
basis.

Interview with the Administrator on 10/18/12 at
11:00 AM, revealed the facility did not have a
contract with a dislysis center. The Administrator
stated untl Residents #9 and #10 were admitted
to the facility, the facility had not had any

F 50(1_

4)

a2 +1 }

he administrator is responsible to ensure
that agreements with all outside agencies
remain current.

The administrator will report on status of
%reements with outside agencies no less
han quarterly for 2 quarters then annually
b the facility QA committee.

11/13/12
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residants for a while that required dialysis,
Altheugh the Administrator was aware the facility
was required to obiain a contract, the
Administrator stated they had forgotten to obtain i
contracts when the rasldents were admitted and
required dialysis.
;
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N0 INITIALCOMMENTS N 000
The preparation and execution of this Piah

A relicensure survey was conducied on . .
of Correction does not constitute an

10/16-18/12. Deficlent practice was identified.

admission or agreement by the provider gf
A complaint investigation (KY19179) was also the truth o .
conducted at this time. The complaint was Fthe facts alleged or conclusions
substantiated with deficient practice identified. set forth in the Statement of Deficiency.
This Plan of Correction is prepared and
N 110] 902 KAR 20:300-5(3)(d) Section 5. Resident M0 bxecuted solely because it is required by

Behavior & Fac. Practice L
Federal and State law,”

1 (3} Staff treatment of residents.
(d} The facility shall document alleged violations
involving mistreatment, neglect, or abuse, The incident related to resident & was

including injuries of unknown source, are .
reported immediately to the administrator of the feported to us as a complaint of neglect.

facility or to other officials in accordance with The incident was investigated by the
KRS Chapters 209 and 620. Administrator per facility policy and a 5 day
neport was filed as required. Qur

gonclusion was that the cause of the fali
was refated to the resident leaning and was
This requirement is not met as evidenced by: not the result of staff action.
Based on interview, record review, and review of
the facility policy it was determined the facifity The DON is to review all reports of

failad to ensure an incident of suspected negiect heidents. iniurt .
was immediately reported to the state survey and » Injuries of unknown crigin, !

cartification agency and failed to have evidence grievances, and the facility 24 hour reports
that the incident had been thoroughly investigated for the past 3 months to ensure that ali
for one of eleven sampled residents (Resident incident and injuries of unknown origin

- #6). On 10/03/12, the facllity's Administrator and
! Director of Nursing were made aware Resident
#5 sustained a fall from an unlocked wheeichair
: while sitting unsupervised in the facility dining
room. Interview revesled the facility did not
consider the staff's faiture to ensure safety

were indeed investigated per facility policy

Spcial Services is to interview all

nterviewable residents to inquire about

Oy incidents that may have occurred to
fisure a report of the inci

measures were foliowed to prevent Resident #6 hd that th P incid ' mc@ent vgras made

from sustaining a fall as an allegation of neglect - .e et er'lt .was nvestigated per

and did not conduct an investigation or notiy the facility palicy. Administrator/DON reviewed

state agencies of the report. (Refar to F 323.)
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