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F 000 | INITIAL COMMENTS F 000| i ggeway Nursing and
; Rehabilitation does not believe nor
An Abbreviated Survey was initiated on 04/03/12 does the facility admit that an
and concluded on 04/09/12 investigating the lacility Y
KY#00018075 and KY#00018117. KY#00018075 deficiencies exist.
was substantiated with no deficiency cited and : '
KY#00018117 was substantiated with deficient Ridgeway Nursing and
., | practice cited. ilitation reserves all rights to
F 2682 | 483.20(k)(3)(i) SERVICES BY QUALIFIED F 282 Rehabil&atmn res phig tﬁm &
§5=D| PERSONS/PER CARE PLAN contest the survey Tndings throt

The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resldent’s written plan of
care,

This REQUIREMERNT is not met as evidenced
by:

Based on.observation and interview it was.
determined the facility failed to ensure the
Comprehensive Plan of Care was followed for
one (1) of six (6) sampled residents (Resident
#1). Resident#1 had an intervention related to
his/her potential to cause injury to self andfor
others which included kKeeping the resident

- separated from the resident he/she had-an.

altercation with. The facility failed to ensure the
Comprehensive Care Plan was followed when
Resident #1 was documented as having two (2

which he/she threw a telephone which hit
Resldent #2 |n the back. Observations
throughoeut the investigation revealed the
residents continued to live in the same room
together,

informal dispute resolution, legal
appeal proceedings or any
administrative or legal proceedings.
This plan of correction does not
constitute an admission regarding
any facts or circumstances
surrounding any alleged deficiencies
to which it responds; nor is it meant
to establish any standard care,
contract, obligation or position.
Ridgeway Nursing and ~
Rehabilitation reserves all rights to
raise all possible contentions and
defenses in any type of civil or
criminal claim, action or proceeding,.
Nothmg contained in this plan of
na § 44 Gtk tion should be considered as a
T | wal f;' o of any type of civil or
rindial claim, action or proceeding.
NotlH g contained in this plan of
L.eorrection should be considered as a |
waiver of any potentially applicable
peer review, quality assurance or self

critical examination privileges which
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aNGY statement endlng with an asterisk {*) denotes a deficlency which the instilution raay he excused from correcting providing if is determined that
ther safeguards provide sufflclent protection to the patients. {See instruclions.) Excopt ‘for hursing homes, the findings stated above are disclosable 90 days
ilowing lhe_date of survaey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of corfection are disclosable 4

ays followlng the date these documents are made avaitable to the facllity. If deflclencles arg mted an approved plan of correction is requisite to continued
rogram participation. .
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) Ridgeway Nursing and
F 282 | Continued From page 1 ' o F 282 goway & |

Rehabilitation does not waive, and

The findings’inciude: . .
gs Inclu reserves the right to assert in any

Record review revealed the facility admitted -| administrative, civil, or criminal l
Resident #1, on 12/30/11, with diagnoses whish | claim, action, or proceeding.
included Acute Respiratory Failure, Chronic Ridgeway Nursing and
.| Obstructive Pulmonary-Disease, Tracheotomy, Rehabilitati ffors it
.. | Bipolar Disorder, Diabetes Mellitus and - ablitalion oliers 1ts responses,
* | Hypothyroidism. .| credible allegations of compliance

and plan of correction as part of its
ongoing effort to provide quality I
care to residents. |

Review of the guarterly Minimum Data Set (MDS)
Assessment, dated 01/27/12, revealed the facility
assessed Resident #1 as having verbal and other
behaviors towards others which occurred dally.

- Review of the Comprehensive Plan of Care, with Ridgeway Nursmg and
a revision date of 02/06/12, revealed a problern of Rehabilitation strives to p10v1de the
Potential Mood Problem related to multiple highest quality caro while assuring

sychiairic disorders with an increase in anxious . ;
Ee)tgawor due to acute lilness. Further review - the rights and safety of all residents.
revealed on 02/25/12 there was an update related |
to Resident #1's potential for injury related to : :
behaviors with the goal of the resident to be free F282 :
from Injury to self and/for others. Continued It is and was on the days of survey '
review revealed an interveéntion which stated oy of Rid Nursine and
"keep resident separated from resident he/she the policy of Ridgeway g
had altercation with", Rehabilitation that all of the

facility’s services be provided by
qualified persons in accordance with
cach resident’s written plan of care.

Review of the medical record revealed on
03/21/12 Resident #1 hit Resident #2 in the
ahdomen. Interview with Licensed Practical. |
Nurse (LPN) #1, 04/04/12 at 9:35 AM, revealed ‘
on 03/21/12 she observed Resident #1 hit 1. Resident #17s care plan was
Resldent #2 in the stomaﬁh while hRelsiﬁlenth#z J revised/updated on 4/10/12 related to !
was atlempting to enter the room he/she share :

with Resident #1. Further interview revealed LPN behaviors; at this time the

#1 revealed she felt the hit was intentional and intervention of “kecp resident l
not an accident. Continued interview revealed ‘ separated from resident he/she had
the residents were separated, Resident #2 was altercation with” was discontinued |

moved to-ancther room in the facility, then the from Resident #1°s plan of care since|
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F 282 | Continued From page 2 F 282 .thls mtf:rventxon was intended fqr
J immediate separation only. Resident
facility sent Résident #1 to the hospital. After ” disch 4 £ he facili
‘Resident #1 was sent to the hospital for 1 was disc arged trom the facility
evaluation, Resident #2 was moved back to the on4/14/12. Resident #2 remains in
original room. Interview with the Administrator, .| the facility with no effects from this
on 04/06/12 at 10:15 AM, revealed after the alleged deﬁcieﬂcy.
03/21/12 incident in which Resident #1 hit his/her
roommate, Reslident #2, in the abdomen the ] ) _
* | residents were separated and fiftean (16) minute 2. On 5/1/12 an audit of all residents *
checks were initiated until Resident #1 was sent care plans was completed by the
tothe hospital. - : ‘ MDS Coordinator to ensure that all
Review of the clinical record revealed the facility 1ntervent10n§ are appropriate and
readmitted Resident #1 on 03/23/12 at 12:00 PM followed as intended.
and place Resident #1 in the room with Resident .
#2. Continued review of the record revealed 3. Aninservice was conducted by |
Resident #1 was on fifteen minute checks upon | the Administrator on 5/1/12 with the .
readmission. Interview with the Administrator, on s d MDS ;
04/06/12 at 10:16 AM, revealed the facility felt MDS Coordinator and MDS :
Resident #2 was safe with Resident #1 in their assessment nurse; the inservice ;
shared room because Rasident #1 had been | included that all active interventions |

evaluated and treated for the behavior and

on the residents’ plan of care must be
hisfher medication had been adjusted to better ©5 P

manage the behaviors. - followed.
Further review of the clinical record revealed, on 4. The Director of Nursing will audit
03/25/12 at ©:25 PM, Resident #1 threw the 10% of the care plans weekly for the

facility's cordless telephone and hit hisfher

roommate, Resident #2, in the back, Further next six months to ensure that all

interview revealed LPN #1, 04/04/12 at 9:36 AM, interventions are active and being
revealed she was also working on 03/25/12 when followed accordingly. These audits
Resident #1 threw the facllity's cordless will be reviewed by the

telephone which hit Resident #2 in the back while
they were in their shared room. Interview

Administrator monthly. All audits

revealed the residents were separated after the and findings will be forwarded to the
incident. Resident #2 was taken to another room | . facility’s ongoing Quality Assurance !
while the facility initiated transfer of Resident #1 Program.

to the hospital for evaluation. Then the facility
moved Resident #2 back into the original room,

5. 5212 _ 5/2/12)
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Upon Resident #1's return to the facility on -
03/26/12, the facility again moved Resident #2 to
adifferent room. Continued review of the record
revealed the Physician evaluated Resident #1 on
03/27M2 and ordered to send Resident #1 o the
hospitat on 03/27/12 for-a direct admission for
evaluation of his/her behaviors. Review of the
record revealad ReS|dent #1 was cursing and
belligerent.

Review of the récord revealed the facility
readmitted Resident #1 on 04/02/12 at 5:00 PM,
and placed the resident in the room with Resideni
#2. Even though review of the Comprehensive
Care.Plan revealed an intervention which stated
"keep resident separated from resident he/she
had altercation with". Interview with Administrator
on 04/06/12 at 10:15 AM, revealed the facllity felt
Resident #2 was safe in.the room with Resident
#H1 because the hospital had treated Resident #1
and had changéd the resident's medication in
order to manage the behaviors better.

Observation during initial tour on 04/063/12 at 1:30
PM, revealed Resident #1 and Resident #2 were
in a gshared room at the facllity. Continued
observations from 04/04/12 through 04/07/12
revealed Resident #1 and Resident #2 were
roommates at the facility, even though the -
Comprehenslve Care Plan revéaled Resident #1 -
would be separated from the resldent he/she had

.| altercation with.

Interview with the MDS Coordinator, on 04/09/12
at 4:30 PM, ravealed the Comprehensive Care
Plan identified a current intervention of keeping
the resident separated from the resident he/she
had altercation with. Further interview revealed,
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‘ the intervention was only intended for an
immediate separation, but she should have
yellowed the intervention out indicating the
intarvention was discontinued. Continued
interview revealed, the facility failed to follow the
current, active Plan of Care.
s Interview with the Administrator, on 04/09/12 at
4:50 P, revealed she agreed the intervention of
keeping the resident separated from the resident
hefshe had altercation with was an active
intervention. Further interview revealed, the
intervention was an immediate plan but it was
curiently not being fellowed and the care plan
needed to be revised.
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