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F 000 | INITIAL COMMENTS F 000

An abbreviated standard survey {KY17520} was
conducted on 1272711, The complaint was
substantiated with deficient practice cited at "D”
level, After supervisory review the complaint was
recpened on 09/17-18/12. Immediate Jeopardy
was identified to exist from 11/24/11 to 12/05/11.

On 11116/11 unsafe items {(knives and fools) were
found in Resident #1's room after the resident
had threatened to harm seif. The facility fafled to
plan and impiement inferventions to ensure
Resident#1 did not have aceess to unsafe iferns. :
Resident #1 displayed mental/psychosocial . i
adjustrment difficulty and attempted to harm self : ?
by cutting hissher wrist with a butter knife on Co
1112411, at 12:30 PM. Although the resident : .
was placed on 15-minute monitoring checks, the ‘ 3
facility faiied {o adeguately supervise the resident : ﬁ
and ensure the resident did not have access to
unsafe items. On 11/24/11, at 4:15 PM, Residant !
#1 cut him/her seif with a razor the resident had
stored in his/her room. A search of the resident
roarn after this incident on 11/24/11, reveailed the
following ifems were discovered: a container of
approximately 20 to 30 razors, a dark-handled
lock blade pocket knife four to four and cne-half
inches iong, and & half botfle of Aspinn.

it was determined the facility had completed
cormective actions prior to the visit on 12/27/11,
thus resulting in the determination of Past
Jeopardy. It was defermined the immediate
Jeopardy was removed on 12/06/11. :
F 152 | 483.10{a)(2)&(4) RIGHTS EXERCISED BY F 152
ss=D | REPRESENTATIVE ,

in the case of a resident adjudged incompetent:

© (X8} DATE
I

TITLE
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Any dafipfen it ing with an as:eris{ [*) dendites a deficiency which thae instifuton may be excused from comecting previding & is determined that
ather s provide g¥fficient protection o the patients. (See instructions.) Except for nursing homes, the findings stated zhove are disclosable 50 days
foliowing The date of survey whether or not 2 plan of correction is provided. For nursing homes, the above findings and plans of comection are disciosable 14
days following the date these documents are made available to the faciity. i deficiencies are cited, an approved plan of correction is requisite to continued
pregram participation,
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1law to act on the resident's behatf,

| residents (Resident #1), who had been adjudged
| incompetent, were exercised by the persan

under the laws of a State by a court of competent
Jurisdiction, the rights of the resident are
exercised by the person appainted under State

In the case of a resident who has net been judged
incompetent by the State court, any legal 5
surregate designated in accordance with State
law may exercise the resident's rights to the
extent provided by State law.

This REQUIREMENT is not met a5 evidenced
by:

Based on interview, record review, and a review
of facility policies, it was determined the facility
falled to ensure the nghts of one of four sampled

appointed under state law to act on the residant's
behalf. Resident #1 was aflowed to leave the
facility without Resident #1's appointed guardian's
knowledge cr approval on a total of twenty-six
occasions from July 2011 to Navember 2011.

The findings include:

A review of the facility policy entled "Residents
Leavifg The Facility” (dated 09/15/08} revealad
residents were {o sign out upon ieaving the facility
and sign back in upen returning to the facility.
The policy further indicated residents who ware
cognitively impaired based on the Resident
Assessment Instrument (RA! must be ‘

! accompanied by a family membar or responsibie
| party when leaving the facility. However, the
policy did not address residents who had not
been assassed to be cognitively impaired and

C XAy in SUMMARY STATEMENT OF DEFICIENCIES i0 i PROYIDER'S PLAN OF CORRECTION X5}
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Preparation and execution
of this plan of correction
does not constitute an
admission of or agreement !
by the provider of the
truth of the facts alleged
or conclusions set forth in-
the statement of
deficiency. This Pfan of
Correction is prepared and
executed solely because
Federal and State Law
require it. Compliance has
been and will be achieved
no later than the last
completion date identified
in the POC. Compliance
will be maintained as
provided in the Plan of
Correction. Failure to
dispute or challenge the
alleged deficiencies below
is not an admission that
the aileged facts occurred
as presented in the
statements,
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had court-appointed guardians or restrictions
placed on the resident leaving the facility.

A review of the admission Minimum Data Set
{MDS) assessment completed on 05/14/11 and a2
quarterty MDS assessment cormpleied on
10/12/11 for Resident #1 revealed the facility had
assessed the resident as alert and onented.
Additional review of the medical record revealed
the resident had diagnoses which included
Anxiety, Depression, Alcohol Abuse, Cirrhosis of
the Liver, and a history of threatening o harm
self. Further review of the record revealed
Resident #1 had been adjudged incompetent and
a guardian was appainted on 08/20/09 to make
ali decisions and manage the resident's affairs,
both health and financiai, '

Continued review of the madical recard revealed

: the facility's Social Worker noted on 08/04/10 the
4 resident's guardian requested Resident #1 leave

the facility only for Physician appointments andfor
court hearings. The note was placed in the front
of the resident's medical record and directed staff
to caff the guardian if there were any questions.

A review of the document entitled "Release of
Responsibility For Leave of Absence Forms™ for
Resident #1 dated Juiy 2011 to November 2011
revealed the resident signed out and iefl the
facility on a total of twenty-six (26) occasions.
There was no documented evidence the
resident's guardian was notified nor permission
aptained from the guardian for the resident to
leave the factity.

An interview conducted on 12/27/11 at 3:50 AM,
with the guardian for Resident #1 revealed the

- Residents

{X4}1D SUMMARY STATEMENT OF DEFICIENCIES D ; PROVIDER'S PLAN OF CORRECTION x5
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Representative

Targeted Resident
Resident #1’s Guardian is
being notified and
permission is abtained
fram the Guardian prior to
this resident leaving the
facility.

ldentification of Other

The medical records of all
residents with court-
appointed guardians were
reviewed to ensure tha
guardians are being
natified and approval
obtained if or when the
resident leaves the facility.

Systemic Changes

The facility policy entitled
“Residents Leaving the
Facility” was updated to
include specific instructions
on notification and
obtaining permission of

i
Ever i, T2XR1Y
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-1 An interview conducted with the West Hall Unit

faciiity allowed Resident #1 to leave the faciity
with members of the resident’s family that the
guardian had not approved. Further intsrview
revealed the facility failed to notify the resident's
guardian or obtain permission fom the guardian
for the resident to leave the faciity with the family
members.

An interview conducted with Registered Nurse
{RN} #2 on 12/27/11 at 1:35 PM, reveaied RN #2
was not aware that Resident #1 could not sign out
of the faciiity without guardian consent until the
guardian voiced a concem in November 2011,
According to RN #2, Resident #1 would sign out
of the faciiity to attend a day treatment program
and would sign aut of the facility and ieave with
hisfher famity.

Manager (UM) on 12/27/11 at 6:30 PM, revealed
if a resident had a guardian, nurses were
respansible to call and obtain permission from the
guardian for the resident {o leave the facility.
According to the UM, the nurses did not
understand that even though Resident #1 was
alert and orientad, the resident's guardian had
been appointed by the Courts to make decisions
related to Resident #1's care, and was 1o be the
only one o make decisions.

An interview conducted with the Director of
Nursing (DON} on 12/27/11 at 6:40 PM, revealed
the facility did not have & palicy related to
residents who had court-appointed guardians
being aflowed o leave the faciiity without the
approval of the guardian. The DON siated she
was aware of the guardian’'s concem related to
Resident #1 being permitted by facility staff to
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when residents with court-
appointed guardians leave
the facility.

in-servicing has been
completed on the updated
policy with the Licensed :
Nurses on 12/16/11

and12/17/11.  In-services
were completed by the
DON and 5taff

Development Coordinator.
A listing of residents with
court-appointed guardians
has been complied and is
available at each nurse’s
station. The listing includes
the guardian’s name and
contact information.

Monitoring

The Social Service Diractor
is responsible for piacing
the guardianship court
documents in the
resident’s clinical record.
The Quality Assurance {QA)
Nurse will audit the
medical records of the
residents with court-
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jeave the building without the guardian’s consent weekly for 4 weeks and
The DON stated she initizted in-service training o monthiy thereafter to
nursing staff on 12/16/11 related to residents with ! : TS
guardians; however, the in-service training was | ensure notification and
completed for all of the nurses. According to the - permission is completed
DON, the facility was not always aware of where - when/if the resident leaves
Resident #1 went or with whom the residant left the facility
the facility with during the imeframe of July 2011 )
to November 2011. : Date of Compietion
F 280 483.20{(d)(3), 483.10¢(k}(2} RIGHT 7O . F2s0
§g=) | PARTICIPATE PLANNING CARE-REVISECP |

02-17-12

| The resident has the right, uniess adjudged
i incompetent or otherwise found to be
tincapacitated under the laws of the Sfate, to
i participate in planning care and treatmant or
changes in care and treatment

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive agsessment; prepared by an
interdiscipiinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as deterrnined by the resident's needs,
and, fo the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and pericdically reviewed
and ravised by a team of qualified persans after
gach assessment.

This REQUIREMENT is not met as evidenced
by: o :
| Based on interview, record review, and a review Past noncompliance: no plan of
| of facility policies, it was determined the facifity ; correction required.
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failed to ensure the Comprehensive Care Plan for
cne of four sampied residents {Resident #1) was

! periodically reviewed and revised hy a team of : ) : L
. | gualified persons after each comprehensive
i assessment.  The faciiity readmitted Resident #1 {
on 11/18/11 after the resident was hospitalized :
for psychiatric treafment. Resident #1 displayed
unstable behaviors and unsafe itemns {knives and |
tools) were found in the resident's roam on ;
11718411, The facility {ailed fo revise Resident
#1's plan of care to ensure the resident had
appropriate supervision to prevent the resident
from harming self. ©n 11/24/11 Residant #1
: became depressad because the resident’s
-+ guardian would not allow the resident {¢ leave the
| facility. The resident cut his/her wrist with a butter
knife at 12:30 PM, and a razor at 4:15 PM, which
the resident had stored in his/her room, The k
faiiure of the facility to review/revise Resident#1's |
plan of care to include appropriate interventions
reiated to supervision caused or was likely to : : : !
cause, serious injury, harm, impairment, or death ' o
1 to residents in the facility. The Immediate
Jeopardy was identified to exist on 11/24/11
through 12/05/11. The facility implemented
corrective actions which were completed prior to
the State Agency's investigation, and as a resuflt,
Past Jeopardy was determined. The immediate
| Jeopardy was determined to be corrected on
T2/0647.

The findings include:

A review of the facilify policy entiled "Behavicr
Management” {undated) reveaied facility staff
was to monitor and manage resident behaviors.
According to the palicy, if f was determined a
resident needed a behavior management care
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: plan the interdiscipiinary Team would develop a
"plan basad on the resident's behaviors and
overail condition. Further review of the policy
revaaied the resident would be menitored at ieast
guarterly and as needed for care plan
effectiveness and the pian would be revised as
indicated. There was no evidence the Behavior
Management policy outiined staff duties when a
resident's behavior was monifored.

Review of the medica! record revealed Resident
#1 was admitted to the facility on 05/14/11. The
resident's diagnoses included Anxiety,
Depression, Aicohol Abuse, and Cirrhosis of the |
Liver. In addition, the resident had a history of
suicide aftempts and threats to harm seif. A ;
review of Resident #1's Minimum Data Set (MDS}
comprehensive assessment dated 05/14/11 and
the quarterly MDS assessment daled 12/12/11
reveaied the facility assessed the resident as
alert and criented with a Brief Interview for Mental
Status {BIMS) score of 15, Further review of the
medical record revealed Resident #1 was
appointed a guardian by the state on 06/23/09. A
review of documentation revealed staff developad
a comprehensive plan of care on- 10/19/11 1o
address Resident #1's behavior related to mood
and anxiety. i ‘

| Review of the medical record revealed on

! 11/08/11 Resident #1's guardian informed the

. faciiify that Resident #1 was nat to leave the
faciiity with anyane other than the guardian or an
approved family member. Continued review of

: the medical record revealed the resident becama
: depressed related fo the resirictions placed by
| the guardian an visits cufside of the facility. On
11/16/11 the resident voiced a desire to harm
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himself a search of the resident's room reveaiad
unsafe tems (knives and {ools).

Review of Resident #1's comprehensive care
pian revealed the care plan was updated on
11/16/11 to include every 15-minufe checks, ina
response {o the resident's expressed desirs o
harm self. However, the facility failed to revise
the plan of care with interventions 1o address
unsafe itemns found in the resident’s room.

Review of the resideni's medical record revealed
on 11/24/11 Resident #1 became depressed
because the resident’s guardian would not aliow
the resident to lzave the facility. The resident cut
his/her wrist with a butter knife at 12:30 PM, and

| a razor at 415 PM, which the resident had stored
‘in his/her room. An arder was received from the

; resident's physician on 11/24/11 at 12:45 PM, to

: transfar the resident to the psychiatric hospital
and Resident #1 was transferred from the faciiity
atB:55 PM.

Interview with Licensed Practical Nurse {LPN) #1
on 01/17/12 at 12:20 PM, reveaied the resident’s
care-plan was revised 1o include 15-minute ‘ !
checks on 11/18/11 after the resident vbiced a
desire to harm himself. According fo LPN #1 the
intervention was for staff 1o monitor the resident
every 15 minutes. However, the LPN stated she
did not revisa the care plan to inciude what staff
was to monitor when they conducted 15-minute
observations or what actions facility staff was to
take to ensurs the resident did not harm his/her
self, ‘

An irterview conducted with the Minimum Data
Set (MDS) Nurse on 01/18/12 at 4:30 PM,

i .
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revealed the MDS Nurse had nct revised the
resident's plan of care related to the resident's
behaviors due to limitations placed on hisfher
visits being resiricted by the guardian, in
addition, the nurse stated she was not aware
Resident #1 had became upset, voiced
cisagreement, or exhibited behaviors as a resuit
of the restrictions the resident's guardian had
placed on hisfher visits autside of the facility. The
MDS nurse stated no other interventions were

! developed or considered for Resident #1 ather
. than monitoring the resident every 15 minutes

i when the resident had attempted to harm him/her
cseff. . :

! *The facifity implemented the following actions 1o
correct the deficiency:

- The facility placed Resident #1 on one to one
supervision on 11/24/11 at 4:15 PM, till the :
resident was transferred from the facility af 6:55
FM. .Resident #1's pian of care was reviewed
and revised to include interventions of one to one
supervision when the residenf was readmitted to
the facility on 12/09/11 and is cngoing.

- The facilily developed a new policy/procedure
entitled "Suicide Prevention” with procedures to
rermove the resident from any threat of immediate |
danger and to implement one to one monitoring |
when this level of supenrvision was determined to
ba safest for the resident. in addition, according
te tacifity policy, if a resident is at high risk for
iniuring seff or others the resident will be
transferred immediately to an acute care facility.

- Facility staff was in-servicad on the "Suicide %
Preverntion” policy and administered a post test
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| policy after the training was complated on

.

Continued From page 8

for competency by the faciiity staff development
nurse, In-servicing was initiated on 11/28/11 and |
completed on 12/05/11. §

~ Resident #1's supervision was documented '
every 15 minutes by the staff providing one to ore
supervision; documentation reviewed daily by the !
Unit Manager and the Director of Nursing; and is
ongoing.

“*The surveyor vaiidated the corrective action
taken by the faciiity as follows:

Gbservations, interviews, and record reviews
conducted an 01/17-18/12 revealed Resident#1 |
was provided ane to one supervision by facility }
staff when the resident was readmitted to the |
facility on 12/09/11, and is ongoing. Interview
conducted with the MDS Nurse aon 01/18/12at |
4:30 PM, reveaied staff had updated Resident
#1's care plan to include the resident's

supervision level and the resident was currentiy
undergoing a significant change assessment
related to hospice care. A review of Resident

#1's medical record confimed faciity staff had
updated the resident's care pian to include the

one fo tne supervision.

A review of the in-sarvice training records
revealed all staff currently employed by the facility
was irained on the policy and the employees
were tested for competency/knowledge of the

§12/05/11. Interviews with CNAs and Nurses on
: 01/17-18/12 revealed the staff had been frained
' and was kna\mndgeabie of the paolicy.

An interview conducted with the Director on

DERCIERCY)

F 280
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Nursing (DON)Y on 04/17/12 at 5:30 PM, revealed
Resident #1 was monitored each shift by nurses,
in addition the DON stated facitity staff discussed
Resident #1 and reviewed the resident's care
each day to ensure the resident continued fo

- | remain safe. ' -
F 323 483.25(h) FREE OF ACCIDENT : ' F 323
gs=]) | HAZARDS/SUPERVISION/DEVICES

The faciiily must ensure that the resident
environment remains as free of zccident hazards
as is possibie; and each resident receives
adequate supenvision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced

by:
Based on interview, record review, and a review Past noncompliance: no plan of
of facifity policies it was determined the facility : correction required.

falled to ensure one of four residents (Resident
#1) received adequate supervision 1o prevent ;
acciderts. On 11/16/11 unsafe items (knives and ;
tools) were found in Resident #1's room after the |
resident had threatened to harm self. The faciiity |
fatied to provide adequate supervisicn 1o ensure
Resident #1 did not have access to unsafe flems. | -
¢ Resident #1 displayed mentalpsychosocial | |
: adjustment difficulty and attempted o harm selff ' :
by cufting hisfher wrist with a butter knife on
11/24/11 at 12:30 PM, after the resident's
guardian denied the resident a family home visit.
Resident #1 was placed on 15-minute moniforing
at that time and at 4:15 PM on the same day,
11/24/11, Resident #1 cut his/ner wist again with
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& razor blade which the resident had stored in~ ‘z
sisiher room. The failure of the facifity to provide }.
adequate supervision to Resident #1 caused or | -
was likely to cause, serious injury, harm,
impairment, or death to residents in the facility.
The Immediate Jeopardy with substandard quaiity
i of care was identifted to exist on 11/24/11 through
1 12/25/11, The facility implemented cormective
actions which were compieted pricr fo the State
Agancy's investigation, thus ¥ was determined
Past Jeopardy. The Immediate Jeopardy was
determined to be corected on 12/06/11.

The findings include:

A review of tha facility's policy entitied "Increased
Resident Monitoring Policy” (undated) revealed
the policy of the facility was to provide
abservation as deemed appropriate for situations
or circumstancas that may warrant additionai
monioring for any resident who stated intent to
haim or kill themselves. Further review of the
policy revealed interventions could include, but
were not limited to, timed safety checks and (up

. to} one to one observation of the resident.

A review of the medical record for Resident #1
revealed the facility admitted the resident to the
facility on 05/14/11. The resident's diagnoses
included Anxiely, Depression, Cirrhosis of the
Liver, Bipalar Disorder, and a History of Suicide
Alempts and Threatening to Harm Self, A review
of the resident's Minimum Data Sat (MDS)
comprehensive assessment dated G5/14/11 and
the quarterly MDS assessment dated 10/12/11
revealed the facility assessed the residentas
alert and criented with 2 Brief Interview for Mental
Status {BIMS) score of 15.

I

|
%
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Review of the medical record revealad on
11/18/11 Resident #1 expressed intent fo harm
self upon returning from an inpatient psychiatric
hospital admission, The resident displayed
unstabie behavior and & search of the resident's
room revealed unsafe-items (knives and tocls),
The resident’s physician was notified and the
resident was referred for further psychiatric
treatmeni. However, the facility failed to
planfimplement adeguate interventions to prevent
the resident from harming self with unsafe items.

A review of nurse's notes for Resident #1
revealed cn 11/24/11 at 12:30 PM, the resident ;
returned fo the nursing unit from the main dining
room and stated to Licensed Practical Nurse
{LPN;} #1 that he/she nesded fc go to the
community mental health center. According to
documentation in the medical record, at that time,
tha resident then went into hisfher rcom and cut
hisfher wrist with 3 butter knife and sustained an
open area io the inner wrist seven centimeters (7 |
cm) lang that was "weeping® clear fluids. The !
resident’s physician was contacted at 12:45 PM,
and orders were received to send the resident to
the hospital for a psychiatric evaiuation.

Howeaver, the hospital informed the facility staff
the resident could not be admitted without a court
order because the resident had a guardian,
Resident #1 was placed on a 15-minute
manitoring schedule untif arrangements could be
rmade for the resident's transfer.

Further review of the nursing notes revealed at
12:45 PM on 11/24/11, the resident reported to
LPN #1 he/she had pocket knives in the room
and upon entering the resident's room, the

I
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resident informed the nurses the knives were ing
locked bax in the facility's front office. However,
there was no documented evidence a search was |
conducted of the resident's room to determine f |
there were knives in the resident's room. At 4:00 |
PM, when staff perfermed a 15-minute
assessment, the resident informed LPN #1 "if the ;
facility wasn't going to do anything hefshe would.™ !
Documentation in the medical record revealed at |
4:15 PM, Resident #1 cut hisher wrist again with
a safety razor biade which the resident had stored |
.|in his/her room. Facility staff provided firstaid, |
bandaged the resident's wrist, and 2t that ime |
Resident #1 was placed on one to one :
supervision. At the reques! of the Director of i
Nursing, nursing staff conducted an initial search
of Resident #1°s room and according to
documentation, nursing staff discovered a bag of
{ razors, a pocket knife, assorted tools, and a

| bottle of (unidentified) pils. Resident#1 was

i transferved from the facility fo the hospital on

D 11124711 at 6:55 PM,

| An interview conducted with Resident#1 on

1 01717712 at 11:45 AM, reveated the resident was

! depressed an 11/24/11 and had irisd to draw

t attention ta him/her self. According to Resident
#1, the resident had not fried to “kill* him/her self

‘1 'and had only "scratched" his/her arm with a butter
knife,

An irterview conducted with State Registerad
Nurse Aide (SRNA) #1 on 0117/12 at 1:40 PM,
reveaied when he arrived to work at 3;00 PM on
11/24/11, staff was observing Resident #1 every
15 minutes because of the resident's attempt to
harm self. According fo SRNA #1. Resident #1-
informed him at approximaiely 415 FM, that the

F323

i
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resident had cut his/her wrist with a razor. SRNA ° ;
#1 stated he immediately informed the nurse. : 1 I
The SRNA stated the nurse provided treatment to |
the resident's wound and placed the resident on
one to one supervision. Continued interview with
SRNA #1 revealed after the resident cut
himselffherself, the nurses searched the
resident's room and found an unknown amount of
razors and a knife thaf was approxirmately three

. inches iong.

| An interview conducted with LPN #1 on 01/17/12
gt 12:20 PM. revealed she was assigned to
pravide nursing services for Resident #1 on
11/24/11. According to the LPN, Resident #1
informed LPN #1 that he/she wanted to go fo the
comimunity crisis center because the resident
was Upset due ta the guardian's restrictions on
his/her visits outside of the facilify. The LPN
stated Resident #1 reported fo her that hefshe
had cut histher wrist with a butier knife. LPN #1
stated the resident was assessed to have 3 small |
scratch on hisfher wrist, was placed on 15-minute |
observations and the resident's physician was
notified of the incident The interview revealed at |
12:45 PM, the resident's physician requesied
Resident #1 be transferred to the hospitat for
psychialric evaluation., According o the LPN,
Resident #1 required a court order for admission
to the hospital's psychiafric unit and the LPN
cantacted the facifity's Administrator because the
LPN was not aware aof how to obtain a court arder
for the resident. The LPN stated she was not
aware if the facility had a policy/procedure reiated
0 a resident's threat ta harm himsalf/herseff.
Accarding to LPN #1, it was standard practice at
the facility to place the resident on 15-minute
observations for 24 to 72 hours if a resident
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 threatenad harm to him/her seif. Further.

Cinterview with LPN #1 revealed at 4:15 PM an
i 11/24/11, Resident #1 cuf him/her saif with 2
razsr white awaiting transfer {o the hospital The
LPN stated the resident was piaced on one to
one supervision and the Director of Nursing
{DCN) instructed the LPN to search the resident's
room to ensure the resident’s safety. The LPN
stated a search of the room was conducted and
staff discovered a container of approximately 20
0 30 razors, a dark-handled lock tlade pocket
knife four to four and one-half inches long, and a
half bottle of Aspirin. Further interview with the
LPN reveaied the resident was under constant
one o one supervision untif the resident was
transferred from the facility fo the hospital on
11/24411 at 6:55 PM.

Aninterview with the Director of Nursing (DON)
on 0117112 at 2:40 PM, reveaied the DON was
not aware LPN #1 was not knowledgeatble in the
impiementation of facility policy or how to ensure
residents who had threatened to harm .
themselves were protected and appropriate
.interventions implemented. According to the
DON, 15-minute observations of Resident #1 was
not appropriate due to the resident's threat to
harm himselffherself and the 15-minute
observations would not ensure the resident's
safety. According fo the DON, Resident #1
shouid have been placed on one to one
-} supervision after the first attempt to harm him/her
self and untii the resident could be ransferred
from the facility.

“The facifity implemented the follewing actions o
correct the deficiency: :

v

F 323

£
i
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| PM. Resident #1's plan of care was reviewed

: be safest for the residept. In addition, according
i to facility policy, if a resident is at high risk for

{ supervision; documentation was reviewed daily by
! the Unit Manager and the Director of Nursing;
i and is ongoing. '

Continued From page 18

- The facility placed Resident #1 on one to one
supervision on.11/24/11 at 4:15 PM, till the
resident was transferred from the facility at 6:55

and revised fo inciude interventions of one o one
supervisian when the resident was readmitted {0
the faciiity on 12/08/11 and is ongoing.

- The facility developed a new poficy/procedure
antitted “Suicide Prevention” with procedures to
remove the resident from any threat of immediate
darger and to implement one to one monitoring
whan this leval of supervision was determined to

injuring seif or others the resident will be
transferred immediately to an acute care facility. -

- Facility staff was in-serviced on the "Suicide
Pravention” policy and administered a post test
for competency by tha facility staff development
nurse. The in-service was initiated on 11/28/11
and completed on 12/05/11. ‘

- Resident #1's supervision was documented
every 13 minutes by the staff providing one to one

**The surveyor validated the corrective action
taken by the facifily as follows:

Observations, interviews, and record reviews
conducted on 01/47-18/12 revealed Resident #1
was provided one o one supervision by facility
staff when the resident was readmitted to the
facifity on 12/05/11, and is ongoing. Interview

Fazal
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conducted with the MDS Nurse on 01/18A2 at
4:30 PM, revealed siaff had updated Resident
#1's care plan fo include the resident's
supervision level and the resident was currently.
undergoing a significant change assessment
related o hospice care. A review of Resident
#1's medical record confirmed faciifty staff had
updated the resident’s care pian to include the
one te one supervision.

A review of in-service training records revealed alt
staff currently employed by the faciiify was trained
on the policy and the employees had been tested
for compeiency/knowledge of the poticy after the
training was completed on 12/05/11. interviews
with CNAs and Nurses on 01/17-18/12 revealag
the staff had been trained and was

1 knowledgeabie of the policy.

An interview conducted with the Director on
Nursing {DON) on 01/17/12 at 5:30 PM, revealed
Resident #1 was monitored each shift by nursas,
In addition the DON stafed facifity staff discussed
Resident #1 and reviewed the resident's care
each day {o ensure the resident continued to
remain safe.

An interview conducted with the Administrator on
01/18/12 at 5:30 PM, revealed as part of the new |
policy and procedure the Administrator is notified |

if a resident threatens to harm self to ensure the
. resident is provided appropriate interventions to
: ensure the resident's safety.
F 480 483.75 EFFECTIVE "F 480
88=4 E ADMINISTRATION/RESIDENT WELL-BEING _

I .
} A facility must be administered in @ manner that
| enables it to use its rescurces effectively and

|

S
l
s
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efficienily o attain or maintain the highest
practicable physical, mental, and psychosocial
wel-being of each resident.

This REQUIREMENT is not mst as evidenced

by: .
| Based on interview and record review, the facility Past noncompliance: no plan of
fafled fo be administersd in a manner which : carrection requirad.

enabled resources to be used effectivety and
efficiently for one {Resident #1) of four sampled
residents to ensure the resident's highest
practicable physical, mental, and psychosocial
well-being was attained or maintained. The
facility failed fo ensure policies and procedures
were impiemented to provide supervision fo
Resident #1 when the resident expressed a
desire to harm him/her seif on 11/16/11 and after
! the resident cut him/her self with a knife and raror
fon 14/24/11, The failure of the facility to have an
"1 gffective sysiem fo provide appropriate !
interventions and supervision for residents i
caused or was likely to cause, senious injury,
harm, impairment, or death to residents in the
faciiity. The Immediate Jeopardy was identified
+to exist on 11724411 through 12/05/11. The

1 faciiity implismented comective actions which
were completed prior to the State Agency's
investigation, and as a result, Past Jeopardy was
determined. The immediate Jeopardy was
determined {o be corrected on 12/08/11.

The findings include:

A review of the faciﬁtyé policy entitled "increased
Resident Monftoring Policy” {undated) revealed
-1 the policy of the faciiity was to provide
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. The facilty admitted Resident #1 on 05/14/11 with
; diagnoses of Amxety, Depression, Cirrhosis of
the Liver, Bipolar Disorder, and a Hisfory of

1 facility had a policy/procedure related 1o a

| the facility 1o place the resident on 15-minute

Continued Fram page 1§

observation as deemed appropriate for situations
or circumstances that may warrant additional
monitoring for any resident who stated intent o
harm or kil themselves. Further review of the
policy revealed interventions could inciude, but
were not limited to, imed safety checks and {(up
to} one to one observation of the resident

Suicide Attempts and Threatening to Harm Self,
Cn 11/16/11 unsafe iterns {knives and tools) were
found in Resident #1's raom after the resident
had threatened to harm sef. The facility failed fo
implement interventions to ensure Resident #1
did not have access to unsafe items.

Documentation in the medicai record revaaied on |

1172411 at 12:3C PM, Resident #1 injured hisfher | ;
wrist with a butter knife. There was no
dozumentad evidence 2 search was conducted of
the resident’s room to determine if there were §
knives in the resident's room. Resident #1was
placed on 15-minute monitoring af that time and
at 4:15 PM on the same day Resident #1 cut
hisfher wrist again with a razor blade which the |
resident had stored in his‘her room. A searchof |
the resident’s room after the second attemptio |
harm self revealed a bag of razors, a pocket '
knife, assorted tools, and a bottle of {unidentified}
pills.

An interview conducted with LPN #1 on 01/17/12.
at 12:20 PM, revealed she was not aware if the

resident's threat to harm himselffherseif.
According to LPN #1, it was standard practice at
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| ohservations for 24 to 72 hours f a resident
* threatensd harm o him/her self,

An interview with the Director of Nursing {DON} |
on 317112 at 2:40 PM, reveaied the DON was
not aware LPN #1 was not knowiedgeable in the
impiementation of faciity policy or how to ensure
residents who had threatened o harm
themselves were protected and apprepriate
interventions implemented. Per interview,
Resident #1 should have been placed on one fo
one superyision after the first attempt to harm
himselfherself ang until the resident coutd be
fransferred from the faclity. The DON sizated
15-minuie observations of Resident #1 were not |
appropriate due to the resident's threat to harm |
himself/hersef and the 15-minute pbservations |
'+ would not ensure the resident's safety.

An interview conducted with the Administrator on
01/18/12 at 5:30 PM, revealed the Administrator
was made aware of Resident #1's behaviors on
11/24/11 and came to the facility to assist with
obtaining a court order required by the psychiatric
hospitat to have the resident involuntarily
admitted to the hospital's psychiatric unit.
According to the Adminisiraior, she was not
aware the faciity policy was not effective in
providing supervision to residenis who had made
attempts to harm self ar o address/define unsafe
terns. Additional interview revealed the
Administrator realized the facility was not abie to
meet the resident’s neads and had started the
discharge procedure to give the resident a 30-day
discharge nofice. The Administratar stated
Resident #1 wouid remain on one to one
supervision unti} discharged to another facility to
ensure the resident's safety.
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*The fagcility implemented the following actions fo
correct the deficiency:

- The facility placed Resident#1 anonetoone
supervision on 11/24/11 at 4:15 PM, tilt the
resident was transferred from the facility at 6:55
PM. Resident #1's plan of care was reviewed
and revised io include interventions of one to one
supervision when the resident was readmitted fo
the facility on 12/08/11 and is ongoing. Resident
#1 was issued a written discharge notice on
12/16/11 because the faciity was unable to meet
the needs of Resident #1 related to suicidal
behaviors.

- The facility deveioped 2 new poiicyfprocedurs
entitied “Suicide Prevention® with procedures {o
remove the resident from any threat to immediate
danger and to implement ane to cne monitoring
when this level of supervision was determined to
be safest for the resident. in addition, according
fo facility policy, if a resident is at high risk for
injuring self or others the resident will be
transferred immediately {o an acute care facifity,

- Facility staff was in-serviced on the "Suicide
Pravention® policy and adminisiered a post fest
for competency hy the facility staff development
nurse. The in-service was initiated on 11/28/11
and compleled on 12/05/11.

- Resident #1's supervision was documenied

every 15 minutes by the staff providing one 1o one
supefvision with Resident #1; reviewed daily by i
the Unit Manager and the Director of Nursing;
and is angoing.
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“*The surveyor vaiidated the carrective action

takan by the facitity as foliows:

; Observations, interviews, and racord reviews

conducted on 01/17-18/12 revealed Resident #1
was provided one 1o one supervision by facility
staff when the resident was readmitted fo'the
facitity on 12/05/11, and is angoing. Interview
conducted with the MDS Nurse on 01/18/12 at
4:30 PM, revealed siaff had updated Resident
#1's care plan to include the resident's
superfvision level and the resident was currently
undergeing a significant change assessment
related {o hospice care. A review of Resident
#1's medical record confirmed facility staff had
upcated the resident's care plan toinclude the
one to one supervision.

A-review of the 30-day d%scharge notics for
Resident #1 revealed the notice was issued an
12/16/11 due 1o the facility not being able to meet

| the needs of Resident#1. Interview with the

facility Social Worker and the Administrator on
01/18/12 revealed Resident #1 in the process of
being discharged to another fagility to better meet
the resident's needs.

A review of in-service training records revealed all
staff currently empioyed by the facifity was trained
on the policy and the employees had been tested
for competency/knowledge of the policy after the
training was completed on 12/05/11. Interviews
with CNAs and Nurses on 01/17-18/12 revealed
the staff had been trained and was
knowledgeable of the policy.

I An intefview conducted with the Director on

: Nursing (DON} on 0917712 at 5:30 PM, revealed
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- | Resident #1 was manitared each shift by nurses.
‘In addition the DON stated facility staff discussed
Resident #1 and reviewed the resident's care
| each day to snsure the resident continued to :
i remain safe. !
: An interview conducted with the Administrator on
04/18/12 at 5:30 PM, revealed as part of the new
policy and procedure the Administrator is notified
if a resident threafens to harm self to ensure the
resident is provided approprigte interventions fo
ensure the resident's safely.
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