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ALLEGATIONS/INDIVIDUALS

The fagility 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 into the State nurse aide
reglatry concerning abuse, neglect, mistreatmant
of resldents or misappropriation of their property,
and report any knowledge it has of actione by a
court of law agalnst an employee, which would
indicate unfithess for service as a nurse alde or
other facllity staff to the State nurse aide registry
or llcensing authorities,

The facility must ensure that all alleged violations
invotving mistreatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resldent properly ara reported
immediately to the administrator of the facility and
o 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.

The reeults of all investigations must be reported

to the administrator of hls deslgnated
representative and to other officlale In accordance

| Unit Managers and/or Nursing

(%4) ID  SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (XB)
PAEFIX {EACH DEFICIENGY MUST BE PRECEDEC BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG AEQULATORY OR L3C 1DENTIFYING INFORMATION) TAG CRAOSS-REFERENCED TO THE APPACPRIATE DATE.

. OEFICIRNGY)
'F 000 | INITIAL COMMENTS F 000) “Thig Plan of Correction ia prepared and
_ submitted as required by taw. By
An Apbreviated Survey Investigating ARO submilting this Plan of Correction, Grramt
#KY00015260 was conducted 02/22/11 through Manor Care & Rehabilitation Center
02/24/11. ARO KY00015868 was substantiated. docs not admit that the deficiency listed
~I-Peficlenclés werecited with the highest scope "on this Torm exist nor docs the Cénter |
and severity of a "D". o 03 '_ns orm exast, nor of?s :l '1e ,61.1 cr
F 225 483-13(0}(1)(“)‘('“). (0)(2) - (4 F 225 a rnl: tq any 15%1&111611?‘3, |}|\'\ 'I"I'Igf?, fﬂcls, or
s58=p | INVESTIGATE/REPORT conclugions that form the hasis for the

alleged deficiency. The Center reserves
the right to challenge in Jegal and/or
regulatory or administrative proceedings
the deficiency, statements, facts, and.
conclugions that fonm the basis for the
deficiency.” ﬁ:ﬁ )

F 225
1. Resident #ﬁ%éé"’dischapge:d. _.fg
Manor Care and Rehabilitation Center on
date January 30, 2011,

2. The Director of Nursing Services,
Asgsistant Director of Nursing Serviccs,

Supervisors completed skin assessments
on current residents March 11, 2011 thru
March 14, 2011, Interviews alsa
conducted with residents and staff.
members by the Social Services Director
and Administrator on March 30, 2010
with no injuries of unlmown source and or|
abuse identified. Resident Council
mesting held on March 30, 2011 reviewed

(6) OATE

LABdnT. DIRECTOR'S QPHO\HDER PFPLIERA PRESENTATNE'5_3|GNATUHE TITLE
S B B, Ut " 2, Lo

‘Kﬁy deﬁcﬁpc}‘atateme#nalng with an asterisk (*} denoles a deflclenay which the fnstltutlbn may be exoused from correctln'gprovldlng it Is determined that

other aafeguarde provide sufiiolent protaction to the patients, (Ses Inatructions.) Except for nursing homas, the findings etated above are disclorable 80 days
tollowing the date of sufvay whether ar nat a plan of corraction la provided. For nursing homés, the above findings and plans of correotjon ara disclosable 14
daya lollowing the date these documents are made available to he factity. | deflclencles are cited, an approved plan of carrectlon 15 requlsite to nontinued
program participailon.

Evon 10: PPPM13 Fagflity 1D: 100584 H continuation shael Page 10l 19.
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with State law (including to the State survey and
certification agency) within 5 working days of the
| incident, and if the alleged violatlan is verified
appropriate corrective action must be taken.

This REQUIREMENT s riot met ag evidenced
by: ‘

Based on interview and record review, it was
determined the faoility failed to have an effective
system 10 ensure alt alleged violations involving
abuse, or injurles of unknown source were
immediately reported to State Agencies In
accordance with state |aw for one (1) of threa (3)
sampled residents (Resldent #2). Resldent #2
was noted to have bruising around the eye on
12/22/10: and was diagnosed with a Hip Fracture
on 01/30/11. Although the facllity completed

| investigations related to the injuries; there was no
dosumented evidence state agencies were
notified of the Injurles of unknown source.

- | The findings include;

Review of the facllity'a policy entitted "Abuse and
Neglact Prohibltion Program”, dated January
2008, revealdd the facilily ensured all alleged
vlplatlons involving mistreatment, neglect, -or
abuse, including Injuries of unknown source, and
misappropriatioh of resident properly were
reported Immediately to the administrator of the
faciiity and to other ofliclals in accordance with
etate law. The Policy stated, an Injury should be
classified as an “injury of unknown source” when
both of the {ollowing conditions were met: 1) the
source of the injury was not observed by any
petson, or the source of the injury could not be
explained by the resldent, and 2) the injury was

| Services Director to report any such

| by the Office of the nspector General on

"Director of Nursing Services were re-

0@y I BUMMARY STATEMENT OF DEFICIENCIES W PROVIDER'S PI.AN OF CORREOTION 1x8)
PREFIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL - . PREFIX (EACH CORREGTIVE AGTION BHOULD BE COMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROBS.AEFERENGRD TO THE APPROPRIATE DATE
. - DEFICIENCY) :
F226 | Continued From page 1 F 226| center procedure on abuse, neglect,

mistreatment, and misappropriation of
resident’s property. Residents in
attendance were educated by the Social

concerns to 8 member of management.
immediately. Payroll Coordinator also-
reviewed employee's personnel files to
ensure no individuals are omployed who
have been found guilty of abusing,
neglecting or mistreating residenta by a
court of law or have had a finding entered
into the state nurse aide registry
concerning abuse, neglect, mistreatment
of residents or misappropriation of their
property. Review completed on March 30,
2011. No other residents were identified
1o be affected. :

3. The Administrator, Director of Nurging
Services, and Social Services Director
attended Elder Abuse Trajning sponsored

March 10, 2011. The Administrator and

educated by the Regional Director of
Clinical Qperations on March 162011
regarding reporting allegation of abuse,
neglect, mistreatment, or
misappropriation of residents' property.
Grant Manor employees were re-educated
on abuse and neglect by the Administrator]
and/or Director of Nursing from March
11,2011 thry March 14, 2011, Bducation

FORM GMS-2567(02-05) Previous Varoldns Obaolots ' Evani (D: PFPFM11
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1. Hac&d .rél;le‘w,for ﬁesldsnt W2 revealed' B
| diagnoses which included Dementia,

Summary (RAPS) dated 08/02/10, revaealed the

suspicious bacause of the extent of the injury, or
the looation of the injury. The Policy further
stated "immaediately means immediately upon the
discovery of a potential incident”, ‘

Osteoarthritis, and Contractures of Multiple
Joints, Review of the Quarterly Minimum Data -
Set (MDS) Assessment dated 11/27/10, revealed
the facility assessed the resident as having
moderate impalrment in cognitive skills for
decision making. Further review of the MDS
revealed the facllity assessad the resident as
requiring total assistance with fransfars, dressing,
grooming, and bathing, and as being unable to
ambulata,

Review of the Rasldent Assesament Prot'ocol

| resident was at risk for falls related to the

| Activities of Daily Living (ADL's}), mobllity, and

1 1rtervernitions included a low bed, assist of two (2)

. misappropriation of residents’ property to

- FORMAPPROVED
CENTERS FOR MEDICARE & MED|CAID SERVICES QOMB NO. 0938-0391
STATEMENT OF DEFIC/ENGIES (X1) PROVIDEF/BUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (%3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: o COMPLETED
: A. BUILDING
. B. WING - C
105285 WING 02/24/2011
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZIP CODE
201 KIMBEALY LANE
GRANT MANOQR CARE AND REHABILITATION CENTER
‘ E WILLIAMSTOWN, KY 41097
(64 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION " (%6)
PREFIX (EACH DEFICIENCY MUST BB PRECEDED BY FULL PREFIX. (EACH CORRECTVE AGTION SHOULD BE GOMPLEYION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ™G CROEE-NEFERENCED TO THE APFROPRIATE DATE
DEFICIENCY)
F 225| Continued From page 2 F 228 incliaded the criteria for an injury to be

"unknown origin," and the center's
respousibitity of reporting all allegation o
abuse, neglect, mistreatment, or

]

local and state agencies.

A. The Director of Norsing Services or
Assistant Director of Nursing Services
will complete 5 skin assessments, staff
and resident interviews per week times 4
weeks, then montlily for 2 months to
ensure there are no injuries of unknown
gource and or abuse. Ldentified unknown
injuries and or abuse will be reported
immediately. The Administrator/Director
of Nursing Servicecs/Assistant Director of
Nurging Services/Unit Managers/Nursing

L1 1omoscboviou ail
Laam e

diagnoses of Alizheimer's Diseass, and Bilateral
Hip/Knee Contractures. Further review revealed
ihe rosident was totally dependent on staft for all

tranefors, and was transferred with a mechanical
liRt.

Review of the Comprehensive Plan of Care dated
07/29/10 revealsd the resident was at risk for falls
related to decreased safety awareness and had
self care deficits related to cognitive deficlis,
Ostaeoarthritls, and impalrad mobllity. The

with bed positioning, and use at least two (2)
people with a mechanical llft. '

Raview of the Intérdiselpllnary Progress Notes
dated 01/27/11 at 3:05 AM, revealad the resident

Supervier allomodey
incidents/accidents/grievances daity, In
the event that abuse, neglect,
mistreatment, or misappropriations are
suspected the Administrator/Director of
Nursing Services/Assistant Director of
Nursing Services/Unit Managets/Nursing
Supervigor will report to state and local
authoritics. The Director of Nursing
Services/Assistant Director of Nursing
Services will review findings and report
to the Performance committee monthly
for three (3) months for review and
recommendations.
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: : - DEFICIENCY)
[ 225 | Continued From page 3 F225| 5. Date of Compliance: March 31, 2011.

was in the diningroom and was brought to her/his
room due to having a seizure which lasted one (1)
minute. Further review of the Notes reveslad
three (3) persons lifted the resident to the bed

.| and.turned.the resldent.on harmis.side.. AL.9:20 ..
AM, acall was pleced to tha Physlclan's Office.

Review of ihe Interdisciplinary Progress Notes
dated 01/29/11 at 11:15 AM, revealed the nurso
atlempted one time to slart a new intravenoua line
and was unsuccessful. Further review revealed a
| call was placed to the physician's oftice for &
possible midline and the resident also complained
of right hip pain.

The next entry dated 01/26/11 at 2:05 PM,
revoated the resident complained of right hip pain
and had no signs and symptoms of distress. New
Orders were recalvad for an x-ray of the right hip.

A late entry note was written on 02/01/41 for
01/29/11 at 6:00 PM, revealed the resident's
complaints of right.hip paln wera reported tfrom
the previous shift. The resident's right jeq had no
digooloration and appearad to be of normal length
with comparison to the opposlte leg. The
rasident's bilateral legs were noted to have
contraciures limiting the range of motion
assessment. The resident had no complaints of
pain or slgns and symptoms of discomfort with
the current position but “yelled out" during
repositioning-for x-ray films placement. Paln was
also noted with the assessment of the right hip in
the frontal distal area,

Review of an entry dated 01/29/11 at 815 PM,
revealed stail was unable to obtain a hlp x-ray in \
the facliity; the physiclan was notified. New

orders were received lo send the resident to the

EGRM CMS-2687(02-89) Previous Vamiona Obaolats Bvont 10; PPPMYY Facliity 1D; 100584 i continuation shect Page 4 of 18
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F 226| Continued From page 4 F 225
hospital for @ hip %-ray. The resident's famlly was |
notitted, -

| The nexi entry dated-01/29/11 at 8:46 PM,
.|.rovealed.the.resident was transported to.the
hospltal emergency room for evaluation.

Raview of the x-ray report of the pelvis obtelnad
on 01/30/11, revealed the resident had a
Displaced Transcervical Right Hip-Fracture, and
'Demlineralization.

Review of the facllitys "Fracture Investigation”
ravealed the date of the event was 01/29/11 at
11:30 PM, the event was a self inflicted injury, and
the injury was a fracture. The investigation stated
the resident suffered a witnessed viclent Grand
Mal Seizura lasting over sixty (60) seconds on
01/27/11 while seated in het/his wheslchair. The
resident was asalsted to bed by three (3) staff
members and positionsd on hisfher leit slds to
keep the alrway open. Tha section entitied,
Cause of Injury: revealed the resident suffered a
Grand Mal Selzure prior to the discovery of a hip
fracture. '

Interview with the Director of Nursing (DON) on
02/24/11 at 9:45 AM, revealed she had received a
phone call from staff on 01/28/11 when the
| resldent was diagnosed with a fracture. She
stated the facliity was unaware of the cause of the
fracture and had to Investigate. She further
stated )} staff were interviewed who were
| assigned and worked with the resident from
01/26/11, which was the dete of re-admission to
the tacility from the hospital. Further interview
revealed the resident had not sustained a recent
fall; however, had a "violent seizure In the dining
room on 01/27/41. Continued Interview revealed,

FORM CMS-2507(02-00) Provious Varglong Obsolsta Evenl ID: PPPMH Faollity ID: 100594 I continuation shaest Page Gof 19
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: . DEFICIENCY)
F 225 | Continued From page 5 F 225

after staff interviews, the facility felt the selzure
was the cause of the fracture. She etated the
Administrator was in charge of the abuse
invastigations, ’

Interview on 02/24/11 at 1:30 PM, with the
Administrator revealed she was notified at 8:30
PM on 01/28/11 of the resldent complaining of
right hip paln and of the resident's transter to the
hospital @mergency room for an x-ray. Sha
further stated she was notified at midnight on
01/30/11 of the Hip Fracture and she Immadiately
‘started interviewing stafl. Continued interview
revealed, by Sunday Night (01/30/17) she had
completed most of the Interviews with staff and
telt the root cause of the Hip Fracture was the
gaizure. She statad the staff interviews revealad
the residant had not sustained falls, and had not
been out of the bed since the selzure on 01/27/11
due to recsiving intravenous antibiotics for a
Urlnary Tract intection (UT1) and lethargy.

Further Interview reveeled she did not notify the
state agencias of the Hip Fracture because after
interviews with staff, shea feit the Hip Fracture was

. | not an injury of unknown sSouUrce. '

2. Further review of the Interdisciplinary Frogress
Notes dated 12/22/10 at 7:00 AM, revealed there
was a brulse noted to the resident's left eye and
the resident guarded the oye when touched. The
Notes stated, the resident was unable to-voice the
cause, and the DON was notiflad.

Raview of the Interdisciptinary Progress Notes

| dated 12/22/10 at 7:30 PM written by the DON,
revealed completion of interviews with staff
revealed the resident had been noted to rub and
pick at the face and eyes lately and the
discoloration was attrbuted to this. The

FORM CM$-2567(02-06) Pravious Versiona Cbsolats ' Event ID: PPPM11 Faghily 1D: 100884 If éontlnual_lan shest Page 6ot 19
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F 225 | Continued From page 6 F 226

Responsible Party and Physician were notitled.

Review of the facllity's "Skin Investigation"”
revealad the date of the event was 12/22/10 at

.| 3:00 PM,.and.the event.was a.selt.inflicted injury.
The Investigation stated the resident had been
noted by staff to pick, scratoh, and rub at skin
which included the eyes and face. Accordingto .
the Investigation, the resident had a discolored
area to the left outer eys as a resuft.

| interview on 0222111 at 4:30 PM with Certifled
Nureing Assistant (CNA) #3 revealed she
ramemberad the rasident having black and biue
discoloration and sweliing of the eye lid. She
stated she asked the nurses how the resident got |
the black eye and the nurses did not give her an
answer,

| Interview on 02/23/11 at 9:46 AM with CNA #1,
ravealed she sometimes was assigned to the
resldent and she rememberad the resident had a
noticeable brulse of the eye around Chrlsimas.
She etated "t was a black eye" and no ona knew
-| how it happened,

Interview on 02/23/11 8t 10:00 AM with CNA #2,
revoaled the resident had a"black eye” and had
biack discoloration undsr the eyes around
Christmas. She statad she reported It to the
nurse who was already aware.

Interview with the DON on 02/24/11 at 9:45 AM
revealed she was notltied of the discoloration of
the realdent's eye and completed an invastigation.
She further stated the interviews with staff
reveated the resident was noted t0 pick at her/his
eyes non-stop. Continued interview revealed the
gtate agencles were not notified of the bruising

FORM CMS.2567(02-70) Provious Versions Obaolole Event iD: PPPM11 . Faalilty 10: 100594 # oonlinuation sheet Page 7 of 19
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around the eys because she had complaled her
Investigation within hours and felt they had
Identified the root cause.

~-Interview. on.02/24/11. at.1:30 RM-with-the ...
Administrator Indicated she did not feel the
bruising of the resident's eye needed 1o be called
into state agencies because the cause of the
brulsing was identified durlng the facility's
Invastigatlon. '

- - F 226
Although the facifity had to interview staff and
complate investigations in an attempt to find the
source of injurles sustainad including the right hip
fracture, and bruisa to the resident's left sye,

1. Resident #2 was discharged from Grant
Manor Care and Rehabilitation Center on

there was no evidence state agencies were date Janvary 30, 2011,

notified Immediatety of the Injuries of unknown :
' | source as per state law. ' 2. The Director of Nursing Services,
F 226 | 483.13(c) DEVELOP/IMPLMENT F 226| Assistant Director of Nursing Services,
55=0 | ABUSE/NEGLECT, ETC POLIGIES Unit Managers and/o Nursing

The facility must develop and Implement wrilten Supervisors completed skin assessments

policies and procedures.that prohiblt on current residents March 11, 2011 thru
‘mistreatment, neglect, and abuse of residents .| March 14,2011, [nterviews also
and misappropriation of resident properly. : conducted with residents and staff by the
o _ Social Services Director and

' Adminigtrator on March 30, 2011 with no
'| This REQUIREMENT Is not met as evidonced injurieg of unknown source and or abuse
gﬁsaa on Interview and record raview, it was identified, Regident Council meeting hold
determined tha tacility talled to ensure the "Abuse Olf Mth\BO* 2011' 1. r??"ewid centor
and Neglect Prohibition Program" Pollcy, dated procedure on prohibition of abuse,

January 2008, was implemented for one (1) of. neglect, mistreatment, and

three (3) sampled residents (Resident #2). risapprapriation of resident’s property.
Resident #2 sustained a Right Hip Fracture which Regidents in attendance were educated by
was dlagnosed on 01/30/11 and was noted to - | the Social Services Director to report any
have brulsing around the left eye on 12/22/10. such concerns to & member of

The tacllity failed to ensaure the injuries of
unknown source were immediately reported to

FORM CME-2667(02-86) Pravious Varglons Obyolote Bvent ID:PPPM4 Faciiity ID: 100684 It continuation shoet Page 8 of 19
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F 226 Continued From page 8 _ ‘ F 228 management immediately. Payroll
State Agencles In accordance with state law. Coordinator also reviewed employee's

personnel files to ensure no individuvals

The findings Include: are employed who have been found guilty

.| Reviaw.of.the facility's.poficy, "Abuse.and.Neglact | . ... .|ofabusing, neglecting or mistreating
Prohibition Program", dated January 2008, - | residents by a dourt of law ot have had a
reved)ed the facility ensured all ajleged violations finding entered into the State nurse aide
Involving mistreaiment, neglect, or abuse, registry concerning abuse, neglect,
includlng injur'.eﬂ of unknown S0Urce, and |-nistreah-n_eni'_ O'_F rcsidents. or
misappropriation of resident property were misappropriation of their property.

reported immediately to'the administrator of the . .
fagltlzty-and to other gﬁlclals in accordance with Review completed on March 30, 2011,
state law. Further review revealed, "immediately - No other residents were identified to be
means immediately upon the discovery of a affected.

potantial Incldent”.
3. The Administrator, Dircctor of Nursing

1. Review of Resident #2's medicsl record Services, and Social Services Director
ravealed dlagnoses which included Dementla, : sitended Elder Abuse Training d
o : ltene _ g spongore
?osi}'ﬁ:mhrms' and Contractures of Multipta by the Office of the Inspector General on
) March 10, 2011, The Administrator and
'| Review of the Interdisciplinary Progress Notes Director of Nursing Services were ro-
dated 01/20/11 at 11:16 AM revealed the nurse educated by the Regional Director of
notified the physician that the resident Clinical Operations on March 16, 2011
complalned of right hip pain. regarding reporting allegation of abuse,

ncglect, mistreatment, of
migappropriation of residents' property.
Grant Manor employees were re-educated
on abuse and neglect by the Administrator

The naxt antry in the Notes dated 01/29/11 at
2:06 PM revsaled the resident compialned of right
hip pain and had no signs and symptoms of
distrese. New Phyaician's Orders were recaived

for an x-ray of the right hip. _ o and/or Director of Nursing from March

' 11, 2011 thru March 14, 2011, Edueation
Alate entry In the Notes dated 02/01/11 for included the criteria for an injury to be
01/28/11 at 6:00 PM rovealed the'nurse, de.seribed _ "unknown origin," and the center's
the resident as having no compleints of pain or responsibility of reporting all allegation of

signs and symptoms of discomfort with the
current position but "yelled out" during
repoasitioning for x-ray fiims placement, The Note
further stated, pain was noted during the

abuse, neglect, mistreatment, or

FORM OM3-2667(02-00) Provioue Verslona Ohaolate Event 1D; PPPM11 Fachity 1D 100504 it continuation sheet Page 9of 10
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F226 Continuad From page 8 ' Faz28 misapbropriaticm of regidents’ property to
assessment 1o the right hip In the frantal dista) local and state agencies.
area. ‘

4. The Director of Nursing Sérvices

An entry in the Notes dated 01/29/11 at 9:16 PM, I ssistant Director of Nursing Services

.| revealed the physlcien..waa.notiﬁed.of.staff. being.--| --- -

unable to obtain a hip x-ray In the facllity and will complete S skin assesaments, staff
Physiclan's Orders were réceived to aend the and resident interviews per week times 4
resident to the hospltal for ahip x-jay. . weeks, then monthly for 2 months to
ensure there are no injuries of unknown
The next entry in the Notes dated 01 /28111 8t aource and or abuse. Jdentified unknown

9:45 PM revealed the resident was transported to

the hospltal emergency room for evaluation. injuries and or abuse will be reported

immediately. The Administrator/Director

Review of the x-ray report of the Pelvis completed of Nursing Services/Agaistant Director of]

on 01/30/11 revealed the resident had a Nursing Services/Unit Managers/Nursing

1 Displaced Transcervical Right Hip Fracture, and Sypervigor will review all
Demineralization. .| incidents/accidents/grievances daily. In

the event that abuse, neglect,
mistreatment, or misappropriations are
sugpected the Administrator/ Director of

Review of the tacllity "Fracture Investigation”
revealed the date of the event was 01/29/11 at
11:30 PM and the Injury was a fracture, The

soction antitled; Cause of Injury: revealed the Nursing Services/Assistant Director of
resident sufferad a Grand Mal Seizure prior to the Nursing Services/Unit Managers/N ursing
discovery of a Hip Fracture. Supervisor will report to state and local

. authorities. The Director of Nursing
Interview wlith the Director of Nursing (DON) on Services/Assistant Director of Nwrsing

02/24/11 at 9:45 AM revealed the facllity was : . . - .
unaware of the cguse of the tracture an{I had to Services d Il review ﬂndn.*ngs and repoft
investigate. She further stated the resident had a- | tothe Performance committoe monthly
nyjolent” selzure In the dining room on 01/27/11 for three (3) months for review and

and after staff staff Interviews, the facility et the _recommendations.

aeizure wag the cause of the fracture. :

interview on 02/24/11 at 1:30 PM with the : 5. Date of Compliance: March 31, 201].
| Administrator revealed she was notifled at ‘ ’
midnight on 01/30/11. Continued interview
revealed she did not notify the state agencies of
the Hip Fracture because after staff were
interviewed, she telt the Hip Fracture was not an

FORM GMS-2587(02-08) Pravioua Verelens Ohsolate Event ID:PPPMH Facliity 10! 100504 il continuation sheet Page 10of 18
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injuty of unknown saurce.

2. Further review of the Interdisciplinary Progress
Notes dated 12/22/10 at 7:00 AM, revealed there
was a-brulge-to the resident's left oye and-the - -} -
resident guardad the eye when touched. The
Notes stated, tha resident was, unabis to voice the
cause, and the nuree notified the DON.

Raview of the Interdisclpinary Progress Notes
dated 12/22/10 at 7;30 PM written by the DON,
revealed interviews were-.compieted with statf.
The Note further stated, resident had been noted
10 fub and pick at the face and eyes of late and
discoloration was attributed to this.

Review of the faciiity "Skin Investigation” revealed
the date of the event was 12/22/10 at 3:00 PM.
The Investigation stated the resident had been
noted by staff to plok, scratch, and rub at skin
which inciuding the cyes and tace. The
Investigation stated, the resident had a discolored
area to the left outer eye as a result.

inferview with the DON on 02/24/11 at 9:45 AM
revealed she compieted an investigation after
being naotified of the discoloration of the resident's
eye. She stated, interviews wlth ataft revealad the
resident was noted to pick at her/his eyes
non-stop. Further interview revealed the atate
agenoies were not notifled of the bruising around
ihe eye bacause after her investigation was
completed, the facility felt they had identitied the
root cauae. . .

Interview on 02/24/11 at 1:30 PM with the
Adminlstrator Indicated she did not feel it was
necsasary to notify the staie agencies of the
brulsing of the ragident's eye because the cause

FORM CMS.2667(02-95) Provious vomstohs Obsolcte Evant 1D PPPMU Faclily 1D: 100684 il continuation sheet Page 11 0f 190
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of the bruising was tdentifiad duting the facility
investigation,
There was no documented evidence the facility
| notified state.agencies iImmediately.of.the injurles Y -
of unknown source as per the taciiity policy. F 280
F 280 | 483.20(d)(3), 483.10(K)(2) RIGHT TO F 280
ag=0 | PARTICIPATE PLANNING CARE-REVISE CP 1. Resident #2 was discharged from Grang
Th dont has the right, uniess adjudged Manor Care and Rehabilitation Center on
a resldant has the right, uniess adju date | _
Incompetent or otherwise found to be ate January 30, 201

each assesament.

incapacitated under tha mws of the-State;-to
| participate in planning care and treatment or
changes (n care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
Interdisclplinary team, that Includes the attending
‘physician, & registerad nurge with regponasibllity
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, 1o the extent practicable, the partioipation of
the resident, the resident's tamily or the resident's
legai reprasentative; and perlodically reviewed

| and revised by a team of qualified persons after

This REQUIREMENT 8 not met as svidenced

Based on Interview and tacord raview, it was
determinad the facility failed to ensure Plans of
Care wore revised for one (1) of three {(3)
aampled residents (Resident #2), Resldent #2
was noled to have a Sefzure on 01/27/11;
howaver, there wag no documented avidence the

7. CurrenT Fesidents care plans wore
reviewed, revised and vupdated as
necessary to reflect current resident Gtatus
by the Administrator, Director of Nursing
‘Services, Assistant Director of N urging,
Services, Unit Managers and/or Nursing
Supervisors on March 14, 2011 thru
March 17,2011.

3. Resident plans of care are reviewed at
tinimum quarterly by the
Interdigciplinary team to ensure they meet
the needs of each resident. Liicensed
Nurses were re-cducated by the
Administrator and/or Director of Nursing
Services on 3/11/2011 through 3/14/2011
* on revising and updating care plans with
any resident change in condition ot
treatment. RN #1 was re-educated by the
Administrator on 3/14/2011, regarding
updafing and revising care plans timely as
resident condition warrants. .

FORM CME-2687(02-88) Proviaus Varslons Dbeolets
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Plan of Care was revised to afdress aslzure
precautions.

The findings include:

1. Resldent #2's medical record revealed

diagnoses which-included Alzheimer's Dementla,

Review of the Interdisciplinary Progrees Notes
dated 01/27/11 al 9.05 AM, revaaled Resident #2
was brought to her/nis room from the diningroom
due to having a seizure which lasted one (1)
minute. Further review revealed three 38
persons lifted the rasident fo the bed and turned
the resident on her/his side. Vital Signs were
obtained: biood pressure was 80/40, pulse was
130, then In one minute pulse was 02 which was
difficult to hear, and the resldent's oxygen
saturation was 98%. The resident was using .
accessory muscles for breathing, and aroused
with painful stimuli. At 8:20 AM a call was placed
to the Physiclan's Office.

Review of the Physician's Progress Notes dated
01/28/11, revealed the resident wae re-admitted
from the hospital on 01/26/1) secondary to a
Urinary Tract Infection. Further review revealed
ihe resident had her/is first seizure “yosterday
AM" and the Nursing Notes ware raviewed, -

Raview of the Comprehensive Plan of Care
revealed there was no Plan of Care to address
the seizure precautions needed related to the
resident's new diagnoais ot Selzures.

Interview on 02/23/11 at 9:28 AM with Licensed
Practical Nurse (LPN) #2 revealed she witnessed
the residant to have a selzure on 01/27/11 and
indicated the resident was "shaky and Jerky"

and recommendations.

4. The Director of Nurging Services,
Agsistant Directot of Nursing Services
will review 5 residents per week for 4
| weeks then monthty for 2monthsto 1.
determine care plan reflects cwrrent
resident status. The Director of Nursing
Services will report findings to
Performance Tmprovement Committee
meetings for three (3) months for review

Date of Compliance: March 31, 2011.
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.| during the seizure. She stated after the resident

stopped seizing she/he was only responsjve 10’

| paintul stimull. Further interview revealed she .
and two (2) stalf membaers lifted the resident to

\.bed-fromthewhealchair.. . - - - ey

intérview on 02/24/11 at 8:30 AM with the
Agslatant Diractor of Nursing (ADON) ravealed it
would have been up to the Unit Manager or the
‘nurae assigned to the residant 10 ravice the Plan
of Care o Include seizure precautions. She
stated the selzure precautions would include
assisting the resident to bed orto & sale
environment during the selzure, posiioning the
resident on har/is side, and plecing a iow bed o
the floor. She stated floor mats would need to be
placed by the bed. After raviewing the Plan of
Care, she stated thera Wag nNo Care Plan to

| addrass seizure precautions.

Interview on 02/24/11 at 3:16 PM, with Registarad
Nurse (RN) #1 revealed she was assigned to the
resident on 01 /07111 when the resident had the
seizure. She stated staff told her the resident had
movaments which looked as though she/he was
having a seizure. She stated the nurse assigned
was responsible for revising care plans as
needed; however, she dld not think of placing
seizure precautions, of revising tha Plan of Care,
She stated the rasident already had & low bad;
however, probably would need fioor mats,

Interview on 02/24/11 at 3:16 PM with the Unit -
Manager, revealed normally residents have Care
Plans to address selzures; however, she could
find no Plan of Care to address thie regidents
selzures.

Interview on 02/24/11 at 1:30 PM with.the

FORM CMS&-2667(02.08) Provious Viarglans Dbpotale Event 1D PPPM1 Feallity iD; 100584 It cohlinuation sheet Page 14 of 10



Ba/yl/Z2ull  14:41 8b4YB8244b14

[ e, GRANT MANOR PAGE  23/47
| PRINTED: 03/08/2011-

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MERICAID SERVICES OMB NQ, 0828-0391
STATEMENT OF OEFICIENCIES - (X1) PROV!DERIBUPPL!EHIGUA X2 MULTHIPLE CONSTRUCTION (X3) DATE BURAVEY
ANDO PLAN OF CORRECTION - DENTIFICATION NUMBER: . COMPLETED

A A, BUILDING
: G
185266 B. WiNG 02/24/2011

NAME OF PAROVIDER OR SUPPLIER

GRANT MANOR CARE AND REHABILITATION CENTER

&TREET ADDRESS, CITY, STATE, Z CODE
201 KIMBERLY LANE
WILLIAMSTOWN, KY 41097

{xa} 1D
PREFIX
TAG

AUMMARY STATEMENT OF DEFICIENGCIES
{EAGH DEFIGIENGY MUST BE PRECEDED BY. FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

N
PAEFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EAGH CORRECTIVE ACTION 8HOULD BE
CAOSG-AEFERENCED TO THE APPROPRIATE

. DERIGENGY)

(x6
comm.énou
DATE

F 28D

F 309
§8«0

-| Pased on interview and record review it was'

‘01/26/11 from breakiast until she/he was

Continued From page 14

Adminietrator revealed she was notitied of tha

resldant having the seizure on 01/2710 and it

was describad to hor as a Grand Ma! Selzure.

She further stated the Pians of Care should be

dlagnoses. She stated the nurse who transcribed
the Physiolan's Orders, of the nurse who was
assigned at the time, of A new diagnoaas such as
a selzure was rasponsible for updating the Care
Plans. _

483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Each resident must receive and the facllty must
provide the necessary care and services to attain
or maintain the highest practicable physicel,
mental, and pgychosoolal weli-belng, in
accordance with the comprehengive assessment
and plan of care.

This REQUIREMENT is not met as evidenced .
by:

detarmined the tacilily fajled to engure residents
received the necossary care and services to
maintaln the highest practicable physical, mental,
and psychosocial well-being in accordance with
the Comprshensive Plan of Care for one (1) of
three (3) sampted rastdents (Resident #2).
Resldent #2 experienced paln with movement on

transferred to the hospital emergency room at
9:45 PM. There wes no documented evidence
the resident received analgesics for pain rallef.
The residant was admitted to the hospital with a
diagnosis of a Dieplaced Transcervical Right Hip
Fracture, and Deminerailzation.

F 280

.|.updated for.any.new. Physiclan's Orders.ornew. ... . .w«|

F 309

Services, Assistant Director of Nursing

¥ 309

|. Resident #2 was discharged from Grant
Manor Care and Rehabilitation Center on
date January 30, 2011,

a2, Cutrent residents were re-assessed ar
pain management by the Administralor,
Directar of Nursing Services, Asgistant
Divector of Nursing Services, Unit
Managers or Nursing Supervisors on
March 15, 2011 thru Mavch 16, 2011,
The Administrator, Director of Nursing

Services, Umit Managers or Nursing
Supervisors reviewed all current
residents’ plan of care on March 14, 2011
thru March 17, 2011 to ensure they were
current and reflective of the care needs of
each resident. No residents were
identificd as being affected.

3. Licensed Nurges were re-educated by
the Administrator and/or the Divector of
Nursing Services on March 1 1,201 thru
March 14, 2011. Education included
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Evont i PPPMI

Faollity ID: 100584

If continuation sheet Page 16 of 18



yuq/ul/2ull

1l dal Hod844dbld

DEPARTMENT OF HEALTH AND HUMAN SERVICES

LRANT MANUK

FAuE  Z4/4¢

PRINTED: 03/08/2011
FORM APPROVED
OMB NQ,.0938-03M

CENTERS FOR MEDICARE 8 MEDICAID SERVICES

STATEMENT OF DEFICIEMCIES 1) PHOVIDEHISUPPUEFVCLIA {¥2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: COMPLETED
A, BUILDING
‘ B, WING C '
185285 ' 02/24/2011

NAME OF PROVIDER OR SUPPLIER

GRANT MANOR CARE AND REHABILITATION CENTER

STREET AUDRESS, CITY, BTATE, ZIP CODE
201 KIMBERLY LANE. :
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. | revealed.diagnoses which included Dementla,
-and Osteoarthritis. Raview of the Quarierly

| resldent as having moderate impalrment in

‘Activities of Dally Living (ADL's),

The findings Include:

1. Review of Rasident #2's glinlcal record

Minimum Data Saet (MDS) Assessment dated
11/27/10, revealed the facility assessed the -

cognitive skiils for decision'making. Further -
review of the MDS revealed the tacility assessed
the resident as requiring total assistance with

Revlew of the Comprehensive Pian of Care dated
07/29/10 revealed the resident had the potential
for pain related to Arthritis. The goals included,
will report pain (ess than daily, pain wlll decrease
within one hour of intervention, and wilt be free
from signe and symptoms of pain suctvas tacial
grimacing, meaning, or orying. The Interventions
Included administering psin medication as per the
Physician's Orders and note the offectiveness,
notity the Physician if pain not reduced, and
document and report complaints and non-verbal
signa of paln,

Review of the re-admission Physiclan’s Orders
dated 01/26/11, reveated there was no medioation
ordered for pain. o

Review of the Interdisciplinary Progress Notes

dated 01/29/11 at 11:15 AM revealed the nurse
notified the Physiclan's Office of the resident's

compiaints of right hip pain.

The next entry dated 01/28/11 at 2:05 PM

revealed the resldent compiained of right hip pain, |-

had no signs and symptoms of distress, and was

indicated by resident assessment and/or.

(¥4) 1D ~ SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF GORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PAECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD RE GOMPLETION
“raq AEGULATORY.OR LSGC IDENTIFYING INFOAMATION) TAG CROAA-REFEABNCED TO THE APPROPRIATE DATE
DEFIGIENCY)
F 308 | Continued From page 15 F 309! review of the center's Pain Management.

Program; notification of physician
regarding change in condition,
administration of pain medication a8

request, and updating plans of care with
new ordets, changes in condition or
treatment to ensure resident's care needs
are being met.

4. The Director of Nursing
Services/Assistant Director of Nursing
Servicea will complete 5 pain assessmenty
on different regidents for 4 weeks, then 3
pain assessments on different residents foy
4 weeks, and then pain agsessment on 1
vegident For 4 wecks. The Adminigtrator,
Director of Nursing Services, Assistant
Director of Nursing Services, Unit
Managers or Nurging Supervisors will
wtilize the 24 hour change in condition
books and review physician daily orders
to identify changes in resident’s plan of
care. ‘The Director of Nursing Services
wil) report findings to Performance
Improvement Committee meetings for
three (3) months for review and
recommendations,

5. Date of Compliance: March 31, 201 }

FORM CMB-2667(02-08) Previnus Vorslons Obacioto
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on antibiotics for a Urinary Tract intection (UTH)-
New Orders were recelved for an x-ray of the
right hip.

..|.Alate entry-written.on.02/01/14 for 01/29/11 at . |

5:00 PM, revealed the resident's compiaints of
right hip pain was reported from the previous
shilt. The resident had no complaints of pain or
signs and symptoms of discomtort with the
current position but "yelled out" during ‘
repositioning for x-ray films placement. Pain was
also noted with the assesament of the resident's
right hip In the frontal distal area.

An entry dateg 01/2¢/11 at 9:15 PM, revesaled
gtaff were unable to obtaln a hip x-ray in the
facility and the physician was notified. New
ordera were recelved to send the resident to the
hospital for & hip x-ray.

The next entry dated 01/29/11 at 9:45 PM
revealed the resident was transported to the
hospital emergency room for evaluation,

Review of the x-ray repart of the Pelvis abtained
on 01/30/11. revealed the resident had a
Displaced Transcervical Right Hip Fracture, and
Deminerallzation. :

Interviaw on 02/23/11 at 10:30 AM with Certifled
Nursing Assistant (CNA) #4 revealed she wag
assigned to the rasident on the day shift on
01/29/11. She stated when she went to assist the
resident up for breakfast, the resident guarded
het/his hip and would not roll over in the bed.

She stated it took two (2) staff te log rofl the
residant In the bed due to the resident's pain with
movement. She stated the resident would say
*my hip hurts". The CNA stated ghe reported the

FORM APPROVED
CENTERS FOR MEDRICARE & MEDICAID SERVICES QMB NQ. 0938-0391
aTATEMENT OF OEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {¥2) MULTIPLE CONSTRAUCTION {Xa) DATE SURVEY
1 AND PLAN OF CORRECTION ' IDENTERICATION NUMBER: _ COMPLETED
e A BUILDING c
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CENTERS FOR MEDICARE & MEDICAID SERVICES

 TATEMENT OF DEF}G!ENCIEE {1 PROVIDER/BUPPLIER/CLIA
WND PLAN OF CORAECTION " IDENTIFICATION NUMBER:

1852868

{¥2) MULTIPLE CONBTRUCTION
A, BUILDING

(3) DATE BURVEY
COMFLETED

B. WING

c

o 02/24{201]

NAME OF PROVIDER OR GUPPLIER

GRANT MANOR GARE AND REHABILITATION CENTER

201 KIMBERLY LANE

STREET ADORESS, CITY, STATE, XIP CODE

WILLIAMSTOWN, KY 41087

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF OEFICIENCIES
(EACH DEFIGIENCY MUBT BE PRECEDED BY FULL.
AEGULATORY OR LEC IDENTIFYING INFORMATION)

1D PROVIDER'S PLAN OF CORRECTION (x8)
PREFIX EACH CORRECTIVE ACTION 8HOULD BE COMPLETION
TAG CRADEE-AEFERENCED TO THE APPROFPRIATE - DATE

DETICIENCY)

s

F 3090

with-Reglstered-Nurse.(HN) #2.revealed she.was

Continued From page 17

resident’s pain o Registered Nurse (RN) #2 and
was instructed to leave the residant in the bed.

Interview on 02/23/11 at 11 00 AM and 1:30 PM

assigned to Resident #2 on 01/28/10 and was
told by CNA #4 the resident complained of pain.
Further interview revealed she natified the ‘
Physlcian's affice of the residents right hip pain
about 11:15 AM and received a call back from the
office apout 12:30 PM. 8he reviewed the
Madjeation Administration Record for 01/11 and
siated the resident had no schaduléd pain
medication and had Tylenol ordared for tever.
She stated the resident was in no distress, or she
would have obtained an order to adminlster pain
msdication. Further interview revealed she may
not have thought of obtalning an order for pain
madication because she was busy.

Interview on 02/22/11 at 6:30 PM with CNA #5
revealad she was assigned 1o the resident on the
evening of 01/29/11. She atated when the
iesldent was turned and repositioned in the bed
she/he would *scream out’ and complain of pain
in the hips. She stated she informed the nurse;
however, she wag ungure of which purse she told,
Continued interview revealed the resident had not
complained of pain with turning and positloning
untit 01/29/11, :

interview 'on 02/22/11 at 2:00 PM with Licensed
Practical Nurse (LPN) #2 revealad she was
assigned to the resldent on 01/28/11 and started
her shift at 3:00 PM. She atated she was
Informed by the previous shift, there was an Xeray
orderad due to the resident's hip pain. She
further stated she asseseed the resident and the
resident complained of pain whan repositioned or

F 308
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.| applesauce around.5:30 PM: however,.after. ... -

‘symptoms based on tha reportable or noticeable

when being turned for perineal care. Continued
inferview revealed she crushed Tylenol 850
milligrams (medfcation used for pain or tever) and
administered the medication to the resident with

review of the Medication Admilnistration Record
(MARY), ahe stated she did not document it on the
MAR. ‘

Review of the Paln Evaluation completed on
01/29/11 by LPN #2 revealed the regldent was
guarding the right hip and groaning/moaning with
ropositioning. Further review revealed the
rasident was assessed as having internal, aoute,
frequent pain at at rating of a seven (7) on a scale
ot zero (0} to ten (10) which was described a8
severefhorfible. The Evaluation stated the
resident received diversion aotivities for pain
management and pain-madications as nesdad.

Review of the Pain Management Program, datad
01/08, revealed pain was the fitth (5th) vital sign.
“The taam has the responaibliity to treat those

signs of pain for all of our rasidents-especlaily
those who are unable to teli us they are in paln.
By eftectively managing pain, the team continues
to provide the highest quality of care while helping
residents maintaln thelr maximum lavel of
independence".

(X2) MULTIPLE CONSTRUCTION (¥3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: GOMPLETED
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B, WING ' ;
_ 185268 02/24/2011
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