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F 000! INITIAL COMMENTS Fooop -
Preparation and execution of
An sbbreviated standard survey (KY20735) was is plan o ‘
conducted on 09/18/13. The commplaint was th'? p_a f t;orrection does not
substantiated with deficdent practice identified at constitute an admission of or
: ‘D' lovel, agreement by the provider of
F 282 | 483.20(k)(3)(il) SERVICES BY QUALIFIED F282(  the truth of the facts alleged or
PERSONS/PER CARE PLAN . .
$8=D N conclusions set forth in the
The services provided or arranged by the facitity statement of deficiency. This
must be provided by qualffied parsons in Plan of Correction is prepared
accordance with each resident’s written plan of
care. and executed solely because
Federal and State law require
. ) it. Compliance has been and
This REQUIREMENT iz not met as evidenced . <
by: will be achieved no later than
Based on observation, interview, medical record the last completion date
review, and facilty poficy review, it was identified in the POC.
determined the facility failed fo provide care in . . "
accordance with the written Plan of Care for one Comphai:lce will be maintained
of three sampled residents (Resident #1), as provided in the Plan of
Resident #1's Plan of Care stated staff was not to cOrrection. Failure to dispute
leave the resident unattended when the rasident
was in the bathroom. However, on 09/15/13, at or challenge the alleged
3:00 PM, Resident #1 was found on the fioor of . deficiencies below is not an
the locked shower room and was nofed to have a - admission that the alleged facts
0.5 centimeter diameter skin tear fo the right ' -.
ankle. Based an interview and a review of - occurred as presented in the
documentation, facility staff Jeft Resident #1 - statements.
unatiended in fhe bathroom &t the fime of the '
resident’s fall on 09/15/13.
Tha findings include:
Review of the facility's undated policy entitted
"Activities of Daily Living" revealed all residents
would be assessed for leve! of assistance
required to safely complete each activity of daily
ER REPRESENJATIVE'S SIGNATURE TILE (X6) DATE

= L. D doion

k () denuotes a defidency which the institufion may be excused fran: comecding providing i Is determined that
other safeguards provide s o the patients . (Ses instructions.) Except for nursing homes, the findings stated abovs are disclosable 60 days
following the date of survey er or not & plen of comection s provided. For nursing homes, the ahove findings and plans of correction ars disclosable 14
days following the date these documents are made avalable o the facility. If deficiencies are cited, an approved plan of correction is reguisite to continued
program participation.

S
/4

Any deficiency statement enj

[0/(-20/3

FORM CMS-2567{02-59) Pravious Yersions Obsolete If continuation shest Page 10f8

Event ID:78YT11 Facilly I 100528



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/03/2013
FORM APPROVED

GENTERS FOR MEDICARE & MEDRICAID SERVICES OMB NO. 09380381
STATEMENT GF DEFICIENGIES 00) PROVIDER/SUPPLIER/GLIA £42) MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN GF GORRECTION IBENTIFIGATION NUMBER: A BUILDING COMPLETED
C
186273 B. WING 0B/18/2013

NAME OF PROVIDER OR SUPPLIER

OWSLEY COUNTY HEALTH CARE CENTER, INC

STREET ADDRESS, CITY, STATE, ZIP GODE
HIGHWAY 11
BOONEVILLE, KY 41314

living (ADL). According to the policy, resident
care plans, including the Comprehensive Care
Plan and the nursing assistant care plan were o
refiact the resident's degree of independence and
include interventions that were specific to the
resident based on the resident's preferences,

neads, and abiities.

Review of the facilily's undated policy entitled
"Individual ang Interdisciplinary Plan of Carg"
revealed the faciity wouki maintain an up-to-dete
plan of care on each resident. The plan of care
was {0 be comprehensive/reasonable and contain
approaches to care that would reflect and benefit
the needs of the resident. The plan of care was
also to have a resideni-focused approach for
favorable outcomes in consideration of sach
resident's characieristics, severfly of condition,
strengths, needs, abllities, disabillties, disease,
Impairment, and other significant factors,

Review of Resident #1's medical record revealed
the facility admitted the resident on 12/26/12, with
diagnoses including Chronic Obstructive .
Pulmanary Disease, Alzheimer's Dementia, and
Cerebral Vascular Accident. The record revealed
Resident #1 had severely impaired cognition.

Review of Resident #1's current Comprehensive
Plan of Care (04/12/13) revealed two staff
members were fo provide assistance to the
resident with all transfare andfor folleting needs.
Continued review of the Comprahensive Plan of
Care also revedled staff was not to lsave the
resident unattended in the bathroom.
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QUALIFIED PERSONS/PER _ CARE
PLAN

Residents Found to Hove Been
Affected
Resident #1 was fransported to the
hospital and  evaluated on

. 8/15/2013 and has no side effects
from the incident. The staff -
involved in this incident with
Resident #1 is no longar employed
by the facility.

' Identification of Other Residents with .
the Potential to be Affected i
All residents’ Comprehensive Care’ |
Plans were reviewed to Include
degree of independence and
interventions  specific to the
resident’s preferences, needs, and
abilities. These Comprehensive
Care Pians were compared fo the
SRNA Care Plans. Care Plahs were
revised and updated as needed on
9.17.2013.

Interview on 09/19/13, at 2:25 PM with Siate
Registerad Nursing Assistant (SRNA) #2 revealed
Resident #1 could verbaily request assistance t©
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go to the bathroom but never used a cal! light for
assistance. SRNA#2 revealsd at the end of her’
shift on 09/15/13, at approximately 3:00PM, the
SRNA went to the shower room to wash her
hands and entered the four-digit code on the
shower room doar in order to opsn the door. The
SRNA stated whern she opened ths door, she |
obsarved a wheelchsir in the middle of the floor
facing the shower stalls and Resident #1's legs
axtended out of the shower stall,. SRNA#2 stated
the resident was zlone in the shower room.
According to the SRNA, Resident #1 was alert
and the SRNA steppad outside of tha shower
room 16 obtain help.  SENA#2 stated she and
LPN #1 had to re-enter the door code fo enter the

“shower room. SRNA#2 stated Residont #1 did

not have the cognition to remember or enter a
four-digh code and enter the shower room
lndependeﬂtly

Interview on 089/M8/13, at 1:50 PM with Licensed
Practical Nurse (LPN) #1 revealed Resident #1
was "pleasartly confused,” requirad assistance
with transfers and toileting, and satupina
wheelchair mosf of the day. The interview

revealed on 09/15/13, SRNA#1 came fo work at -

approximately 2:00 PM and was at the nurses’
statlon having a discussion with LPN #1. During
the conversation, Resident #1 voiced a need to
go to the restroom and LPN #1 asked SRNA#1
to assist the resident to the bathroom. According
to LPN #1, SRNA #1 assisted Resident #1 away
from the nurses’ station. LPN #1 stated at
approximately 3:00 PM; she heard SRNA #2 cali
for assistance due tu a resident being found on
the floor.-According to LPN #1, she-responded-to
the SRNA's call for help, went to the shower ‘
room, and cbserved Regident #1 lying on the
fioor. LPN #1 stated the resident reported that

- that
-recommendations and follow-up,

Changes

On 9.156.2013 through 9.20.2013
the DON provided in-servicing for
all nursing staff on following the
resident’s individual care plans,
including resident transfers and
toileting. Mursing staff were also

in-serviced by the Occupational
 Therapist on transfer technigques

‘on  10.8.2013. Nursing staff
compieted post-test following all
in-services to ensure

comprehension of the education.

The Director of Nursing developed

| a monttoring system that will be
| utilized by the Un® Managers to

compare the care plans to the care

being provided to the residents.

These audits will be completed

. weekly on five percent of nursing
. staff membaers.

. Monitoring of Performance for
| Sustainment
" The Director of Nursing will present'
- resulis of the monltoring system with’
. The Quality Assurance Commitiee.
their;;

meets monthly for

|
;
1
i
!
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hefshe had hit the back of his/her head as a
result of the fall. LPN #1 sssessed the resident
and observed a small skin tear to the resident's
right ankle. The LPN notified the physician and
the resident was transported 1o the hospital for
further evaluation. The intarview reveated the
regident remained alert following the fall, and a
Computarized Tomagraphy (CT) scan obtained at
the hospital revealed normal results,

Interviews on 09/19/13, at 4:00 PM with the
Director of Nursing (DON) and the Administrator
revealsd staff notified them on Sunday, 09/15/13,
at approximaiely 3:15 PM that staff had found
Resident #1 zlone in the shower room and lying
on the ficor, According to the DON and the
Administrator, staterments were obtained from the
staff that had worked during the imeframe
Reslident #1 was found on the bathroom floor,
and nong of the staff reporied having assisted
Resident #1 to the shower room. The facility
initiated an Investigation and on Monday moming
(D9/16/13) the Administrator and DON reviewsd
the video footage for 09/15/13 and ohserved
SRNA #1 taking Resicent #1 into the shower
room gt 2:12 PM. According 1o inferview, the
video revaaled SRNA #1 left the shower room
within & minute without the resident, and SRNA
#2 entared the shower room at 2:58 PM. The
Administrator stated Resident #1 was left
unatiended in the showsr room for 46 rminutes.
The interview revesaied SRNA #1's employment at
the facility was terminated on Tuesday, 08/17/13,
The DON acknowledged staff failed to provide
care In accordance with Resident #1's Plan of

F282

F 323
55=0

Care.
483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

F 823
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. HAZARDS/SUPERVISION/DEVICES -
The fac_i}ity miust ensure that the resident
environment remains &s free of accident hazards Residents Found to Have Been
as is pessible; and each resident receives A ed
adequate supervision and assistance devices to . ﬂ‘?“
prevent accidents. ' - Resident #1 was transported to the
: ‘hospital and  evaluated on
| 9/15/2013 and has no side effects
_ {from the incident. The staff
This REQUIREMENT is not met as evidenced Jinvolved in this incident with
by ' o i Resident #1 is no longer employed
Basaed on observation, interview, medical record - by the facility.
review, and facility policy review, it was - ’
determined the facility falled to ensure each . . . ,
resident received adequate supervision to .‘dent:ﬁcan?n of Other Residents with
prevent accidents for one of three sampled the Potential to be Affected :
residents {Resident #1). A review of the medical All residents have the potentiat to
record, including the Comprehensive Plan of be affected F 323 recarding |
Gare, revealed Resident #1 required the ¢ @ by garding |
assistance of two staff members for transfers and accident hazards and supervision. ]
tofleting, and was not 1o be left alone in the Systemic and Monitoring actions
bathroom. However, interview revealed on listed  bel A includ m !
09/15/13, one staff member assisted the resident iste elow wilt Inclugde  a
1o the shower room and left the resident residents who have the potential to’
unattended. According to inferviews and a review
of docuientation, Resident #1 fell to the fioor be affected.
fram the wheeichair while in the shower room . .
unattended and sustairied a skin tear to the right Meuasures Put in Place or Systemic
ankle. o Changes
The findinas indude: On 9.16.2013 through 9.20.2013
n findings i u : the DON provided in-servicing for
Review of the facility's undated policy entitied all nursing staff on following the
"Fall Management Program,” revealed each resident’s Individual care plans,
resident would be thoroughly assessed to including Tresident transfers and”
‘establls.h.falllrisks ang_i care pla_nning anpl toileting, safety factors and the
implementation of gppropriate interventions o - . R
minimize falls and injuries in an effort o ensure
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the resident's safety.

Review of the facility's job description for "Nursing
Assistant” revealed the nursing assistant would
perform resident care activities necessary in
caring for the personal nesds, ssfety, and comfort
of the residents as assigned. The job description
further statad the nursing assistants were
required to implement the resident care plan.

Medical record review for Resident #1 reveaied
the faciity admitted the resident on 12/26/12, with
diagnoses of Chronic Obstruciive Pulmonary
Disease, Alzheimer's Demertia, and Cerebral
Vascular Accldent. The medical record revealed
Resident #1's cognition was severely impaired.

Comprehensive Plan of Care review for Resident
#1 revealed interventions implemented on
04/12/13, for two staff members to assist the
resident with all transfers/toileting and for staff not
to leave the resident unattended in the bathroom.

Interview on 09/19/13, at 2:25 PM with State
Registered Nursing Assistant {SRNA) #2 revealed
on 09/15/13, at approximately 3:00 PM the SRNA
antered the four-digit code to unlock the doarto
the shower room, entered, observed a wheelchair
int the riddle of the fioor facing the shower stalls,
arid saw Resident #1's legs extended out and on
the floor of the shower room stall. SRMA#2
stated the resident was aleri and had a smali skin
tear on the right ankle. According to SRNA #2,
she lsft the yoom to call for help, and she and
Licensed Practical Nurse (LPN} #1 re-entered the

staff were also in-serviced by the
Occupational Therapist on transfer
technigues on 106.8.2013 to ensure
safety. Nursing staff completed
post-test following all in-services to
ensure comprehension of the
education.

The Director of Nursing developed
a monitoring system that will be
utilized by the Unit Managers te-
check safety and supervision when'

delivering care to the residents.
These audits will be completed

weekly on five percent of nursing
staff members.

Monitoring of Performance for
Sustainment

The Director of Nursing will present
results of the monitoring system with
The Quality Assurance Committee
that meets monthly for their-
recommendations and follow-up.

Compliance Date
10/15/2013

shower roonrto-assess-and-offer-assistance to—
Resident #1.

Interview on 08/19M 3, at 1:60 PM with LPN #1
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revealad on 08/15/1 3, Resident #1 propelled
histher self in a wheelchair to the nurses’ siation
and voiced the need to go to the bathroom. LPN
#1 stated she asked SRNA#1 to assist the
resident and the SRNA assisted the resident
away from the hurses' station. According to LPN
#1, at approximately 3:00 PM, she heard SRNA
#2 call for assistance due to a resident found on
the fleor. The interview reveslad the LPN went to
the shower room and observed Resident #1
alone and lying on the floor, According to LPN
#1, the resident reported hiting the back of the
resident's head during the fall. LPN #1 assegsad
the resident and noted a small skin tear fo the
residant's right ankle. The LPHN notified the
physician and the resident was fransporied to the
local hospital for evaluation due to the fafi. LPN
#1 also stated she nofified the Administrator of
the incident.

Interviews on 09/18/13, at 4:00 PM with the
Director of Nursing (DON) and the Adminisirator,
revealsd oh Sunday, 09/15M3, at approximately
315 PM, staff called the Admintsirator and
reported Resident #1 was found alone on the
shower room fioor, Interviews revealed an
investigation was initiated and on Monday
marning the Administrator and the DON reviewed
the video footage for 09/15/13 and observed
SRNA #1 taking Resident #1 into the shower
room at 2:12 PM. According to interviews, SRNA
#1 left the shower room "within a minute™ without
Resldent #1. According to the Administrator, the
video footage revealed SRNA #2 enlered the
shower room at 2:58 PM and found Resident #1.

F 323

The video footage revealed Resident #1 was left
unaftended in the shower room for 46 minutes,

The inferview revealed SRNA #1 was terminated
from employment at the facllity on 08/17/13 as a
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result of the incident.
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