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: An abbraviated standard and partial exiended

[ survey (KY15498, KY15531) was initiated on

1 October 26, 2010 and concluded on Novemnber 3,
2010. Both allegations were substantiated.

i Immediate Jeopardy related fo KY15496 was

| identified on October 27, 2010, and determined to
exist an Oclober 16, 2010. The facility was
notified of the Immediate Jeopardy on October
27,2010, Deficiencies were cited at 483.10
Resident Rights (F167), 483.20 Resident
Assessment (F281), 483.25 Quality of Care
(F323), and 483.75 Administration {F490 and
F520) at 2 5/S of "J." Substandard Quality of
Care (SQC) was identified in the area of 483.25
Quality of Care (F323). Additional deficlencies
refated fo KY15531 were cited at 483.13 Abuse
(F225) and 483.60 Pharmacy Services (425) at 2
S5/S of D

The facility provided an acceptable Allegation of
Compliance (AOC) on November 1, 2010.
Immediate Jeopardy was verified to be removad
on October 30, 2010, with the S/S lowered to."D."
F 157 | 483.10(b){(11) NOTIFY OF CHANGES F 157 See Attachment 12/7/10
s8=J | {(INJURY/DECLINE/ROOM, ETC) : :

A facility must immediately inform the resident;
consult with the resident's physician; and if
known, notify the resident's legal representative
or an interested family member when there is an
accident involving the resident which results in
injury and has the potential for requiring physician
intervention; a significant change in the resident's
physical, mental, or bsychosocial status (e, a
deterioration in health, mental, or psychosocial
status in either iife threatening conditions or
clinical complications); a need to alter treaiment 5
significantly (L.e., a need fo discontinue an !

Ll

other safeguasds provide sufficient profettion-fo the patients. (Ses instructions.) Except for nursing bomes, the findings staled above are disclnsable 90 days
following the date of survey whether or not a plan of eorrection is provided. For nursing homes, the above findings and plans of correction ase disclkesable 14
days following the date these documents are made availabie to the facllity. If deficiencies are cited, an approved plan of corraction is requistie fo continued
program parlicipation.
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existing form of treatment due to adverse
conseguences, or to commence a new form of
treatment); or a decision to transfar or discharge
the resident from the fadility as specified in

L §483.12(g).

The facility must also promptly notify the resident
and, if known, the resident's legal repredentative
of interested family member whep there is a
-charnge in room or roommate assignment as
specified in §483.15(e)(2); or a change in
resident rights under Federal or State law or
regulations as specified in paragraph (b){1) of
this section.

The facility must record and periodically update
the address and phaone number of the resident's
tlegal representative or interested family member. :

i

This REGUIREMENT ig not met as evidenced
by: :

Based on chservation, interview, and record
review, it was determined the facility failed tc
notify the physician and responsible party when
the resident had a significant change in status
and a need to alter freatment for one of seven
residents (resident #1).

On admission, resident #1 required assistance to
get ouf of bed, but on Ociober 16 and 17, 2040,
resident #1 began attempting to get out of bed
unassisted. There was nao evidence the
resident's physician was nofified, and no evidence
the facifily infervened. On October 18, 2010, a
12:38 a.m., resident #1 was found on the floor
beside the resident’s bed. The resident sustained
+ g right orbital fracture, a fracture of the right

] zygormatic arch {the orbit and zygomatic arch are

il
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bones surrounding the eye), right supra and '
periorbital hematoma (around the eye), and six rib
fractures as a result of the fall. The resident
expired on October 26, 2010, as a result of
compiications from the fall. (Referto F281, Fa23,
K490, and F520.)

The faciity's failure fo notify the resident's
physician placed residents at risk for serious
injury, hamm, impairment, or death,

The findings incilde:

A review of resident #1's medical record revealed
the resident was readmitted to the facility on
October 14, 2010, with diagnoses that included
Sarcoma of the ieft thigh, Coronary and
Peripheral Artery Disease, Dementia, Chronic
Pain Syndrome, Osteoporosis, status post right
mastectomy, and urinary retention,

A review of the nursing notes dated Oclober 16,
2010, st 2:60 p.m., signed by nurse #1, revealed
staff found rasident #£1 *wedged between bedrail
and matiress.” The nursing note revealed the
resident had a slight red "mark” on the upper left
thigh. According to the nursing note, resident
#1's physician and the resident's family were
nofified. :

A review of physizian's orders dated Octobsr 16,
2010, {no time documented) revealed nurse #1

| documented a physician's telephone order for a

i bed aiarm for resident #1's bed. The physician's
{ telephone order stated the resident "sontinuously
atiempting to get out of bed by [histher] salf”
According to the order, resident #1's family was
nofified.
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A review of the Moot & Behavior Summary form
for resident #1 revealsd on Ociobar 18, 2010, on
the 11 p.m. to 7 a.m. shift, "Resident fried ta climb
out of bed;” October 18, 2010, onthe 7am. o 3
p.m. shiff, "Resident was trying to get out of bed
today" October 17, 2810, (no Eme/fshii
documented) "Resident had iried 3 or 4 times to
get out of the bed;" Cctober 17, 2010, 11 p.m. fo
.| 7 a.m. shift, "l discoverad resident laying on bed
rail facing the window with Thisfher] gown
complstely off.”

Interviews with CNA #1 on Oclober 26, 2010, at
4:00 p.m., CNA#2 on October 26, 2010, at 4:20
p.m., nurse #1 an Ocicber 26, 2010, at 5:25 p.m,,
CMA #1 on October 26, 2010, at 10:05 a.m., CNA
#4 on October 27, 2010, af 3:53 p.m,, CNA#5 on
October 27, 2010, at 3:30 p.m, and CNA#7 on
Novernber 3, 2010, at 2:20 p.m., reveaied
resident #1 attempted fo get out of bed numerous
fimes an October 16 and 17, 2010. In addition an
interview with & family member of unsarnpled
resident #1 on October 26, 2010, at 6:45 p.m.,
revealed hefshe observed resident #1 sitting on ,
the bedside on October 17, 2010, Interviews with
unsampled residents #2 and #3 on October 26, C
2010, al 6:35 p.m., revaazled they ohserved
resident #1 attempling to get out of bed. The
residents rang the call light and yelled for staff to
assist the resident at ieast three times after the
evening meal on October 17, 2010.

According to the facility's investigation, on
October 16, 2010, at approximaiely 5:00 a.m.,

| CNA #8 ohserved resident #1 attempting to get
out of bed. CNA #8's statement revealed, .
"[Resident #1] was almost out in the ficor,
[Resident #1] had [his/her] feg stuck in the rail."
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A review of the facility's palicy, Nofffication of
Rights and Sevices, revised on March 17, 2005,
revealed the facility would immediately consult
with the resident's physlician and nofify the
resident’s iegal representative or interested farmily
member when there was an accident which
resulted in injury, @ significant change in the
tesident's physical, mental, or psychosociat
stafus, a need to alter freatment significantly, or a
decision had been made o transfer er discharge
the resident from the facility. According to the
facility’s policy, if staff was unable o contact the
resident's physician, and ireatment was urgent,
staff should contact the Medical Director. The
policy stated ¥ treatment was not urgent, the
facility should continue to contact the resident's
physician.

An inferview with nurse #1 on Ocfober 25, 2010,
at 5:25 p.m., revealed nurse #1 was the nurse
responsible for resident #1's care on October 16
ard 17, 2010, onthe 7 am. to 7 p.m. shift
According to nurse #1, resident #1 requirad
assistance with fransferring toffrom bed. Nurse
#1 stated on Saturday, October 16, 2010, that
nursing assistanis reported resident #1 was
"wedged" between the side rall and the mallress.
According to the nurse, he/she assessed resident
#1 and the resident had a red area on the
resident's left thigh. The nurse stated that after
speaking with the nurse aides the nurse believed
the resident was not "wedged” but was "too closs
to the side rail” The nurse continued that the
resident's "arm may have been wedged." In
addition, on af least two occasions on October 16
and 17, 2010, resident #1 was observed with the
resident's feet off the side of the bed and sitfing
on the bedside. The nurse stated the resident
across the hall from resident #1 summonad the
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-#o the physician, hefshe was not nofified by the

attermpt to exi the bed unassisied.

nurse to assist resident #1.

According to nurse #1, resident #1's physician
and responsible party were nofified that the
resident was wedged between the side rail and
the bed, and & physician's order was obtained for
a bed alarm. However, a bed alarm was not
availabie and was not implemented for resident
#1. The nurse stated hefshe did not notify the
resident's physician of the residenis continued
atternpts o get out ¢f bed or the non-availabfity
of the bed alarm. ‘

An interview with resident #1's physician on
October 27, 2010, at 3:15 p.m,, revealed the
resident's physician did not recall being nofified
that resident #1 was attempting to get out of bed
or that the resident was caughifwedged in a side
rail. However, the physician stated he/she should
have been nofified, The physician stated he/she
did not give an order to implement a bed atarm,
but the intervention was appropriate. According

facility that a bed alarm was not availabie for
resident #1, or that the resident continued to

A subsequent interview with nurse #1 on October
27, 2410, at 4:10 p.m., revealed a different nurse
wrote the physician's order for a bed alarm for
resident #1 on Ogctaober 18, 2010, but nurse #1
signed the order. Nurse #1 stated he/she did not
recall if the resident's physician was actually
nofified. The nurse stated hefshe should have
nottfled the resident's physician but "honestly
didn't know what o do with [the resident's]
situation.” '

According to resident #1's medical record and
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interviews with staff, on Qctober 18, 2010, at
12:35 a.m., resident #1 was found on the floor by
the resident's bed with a large open area on the
right fareanm and above the residents right eve.
The resident was transferred fo the hospital,
According to resident #1's hospital record, the
resident sustained a right orbital fracture, &
fracture of the right zygomatic arch (the orbit and
Zygematic arch are bones surrounding the eye),
_ | right supra and periorbital hematoma (around the
eye), and six rib frachures as a result of the fall.

Further interview with resident #1's physician on
October 27, 2010, at 3:15 p.m., reveaied resident
#1 expired on October 26, 2010, as a result of
complications from the fall.

*An acceptable Allegation of Compliance (A0C)
refated to the Immediate J=opardy was submiited
by the facility on November 1, 2010, which
alleged removal of Immediate Jeopardy effective
Oclober 30, 2010. A pertial exiended survey was
conducted on November 3, 2010, which
determined the immediate Jeopardy was
remaved on October 30, 2010,

A review of documendation reveated on October
28, 2010, the facility nofified the physicians of all
residents who had faien in the last 15 months
with the number of falis and the interventions that
were in place to prevent falls,

A review of sign-in sheeis and interviews with
staff an November 3, 2010, revealed the facility
conductad in-services with nursing staff on
October 28, 2010, related to notifying the
resident's physician and legal representative or
interested family mamber when there was a
change in a resident's condition, parficularly if a
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| Cotober 28, 2010, and interviews with staff on

Continued From page 7

resident was irying to get out of bed, oraneed fo
after treafmert and that physician orders had to
be obtained from the physician. In addition,
aocording to the in-service sign in sheets dated

November 3, 2010, a iog was being kept to
further document when physicians were notified
and if there were any new orders as a result of
the notification. :

According to the AQC, the in-service information
would also be provided to new employees during
the orientation process.

A review of a call log audit form ravealed four
resident records were being audited daily to
ehsure physicians wera being nofified, and that
the facllity's policy/procedurs for physician
notificafion was being foliowed.

An interview with the Administrator, Assistant
Administrator, and Director of Nursing on
November 3, 2010, at 4:45 p.m. and 6:40 p.m.,
revealed all resident physicians were notified in -
writing with the name of each resident who had
fallen, the number of falls, and the interventions
the residents had in place. The administrative
stalf stated four residents’ charts were audited
daily {two from each floor) for changes in
condifion andior a need {o alter treatment ic
ensure the physician was notified in accordanca
with the facility's policy/procedure for physician
notification.

Based on the above findings, it was determined
on November 3, 2010, the Immediate Jeopardy
was removed effective October 30, 2010,
Noncomgliance continued with the scope and
severity lowered to "D"” based on the facility's

F 157
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nesd to evaluate the implermentation of
systematic changes and guality assurance
activities, ' P
F 225 | 483.13(c)(1){i-(iH), (@) - @) - F225| See Attachment - 12/7/10
s5=p | INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

The facility must not empioy individuals who have
been found guilty of abusing, neglecting, or )
mistreating residents by a court of law; or have
had a finding enterad into the State nurse aide
registry concaming abuse, negledt, mistreatment
of residents or misappropriation of their property;
and repori any knowledge it has of actions by a
court of law against an employee, which would ,
indicate unfitness for service as a nurse aide or 3
other facility staff 1o the State nurse aide registry
or licensing authorities.

The facility must ensure that all alleged viclations ;
invohving mistreatment, neglect, or abuse; !
including injuries of unknown source and
misappropriation of resident property are reported
immediately to the administrator of the facility and
to other officials in accordance with State law
throtgh established procadures (including to the
State survey and certification agency).

i The facility must have evidence that all alleged
: viclations are thoroughly investigated, and must
| prevent further potential abuse while the
investigation is in progress.

The resulis of all investigafions must be reporied
 to the administrator or his designated
representative and to other officials in actordancs
with Stafe law {including to the State survey and
certification agency) within 5 working days of the
incident, and if the alleged violation is verified
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appropriate corrective action must be taken,

This REQUIREMENT s not met as evidenced
by: :

| Based on interview and record review, it was

- determined the facilliy failed to ensure all alieged :
vilations of misappropriation of resident property |
were reported immediately to officials in
accordance with State Law. On October 23, : :
2010, the facility became aware that cerlifisd 0
medication aide ({CMA) #3 had repeatedly -
indicated that at least four of seven residents’
medications (residents #10, #11, #12, and #13)
were being wasted and the CMA allegedly forged
another nurse's initials as having witnessed the

|| medications being wasted. The facility failed to
report the aliegafion to the appropriate officials

- undl October 26, 2010. i

The findings include:

A raview of the facility's Resident Protection
Policy dated July 1999 revesaled when an incident
of misappropriation was reported an investigation
would bagin immediately, and the Administrator
or Director of Nursing would immediately report
the incident fo the state licensing agency and to
the adult protective services agency. !

Record review of resident #10's controlled drug
: record sigr-out for Ciohazepam 2 milligrams

; revealed from June 19-October 22, 2010, CMA
i #3 had wasted the Clonazepam a total of seven
fimes.

Record review of resident #711's confrolied drug
record sign-out for OxyContin 20 milfigrams
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! revealed from June 27-October 24, 261 0, CMA

#3 had wasted the OxyContin a iotal of {3 times. !

Record review of resident #12's controfled drug
fecord sign-out for Clonazepam 1 milligram
revealed from October 8-22, 2010, CMA #3 had

! wasted the Clonazepam one fima.

 Record review of resident #13's controlled drug
record sign-out for Lorazepam 1 milligram
revealed from June 15-October 2, 2010, CMA #3
had wasteq the Lorazepam a fotaf of three fimes,

i According to the facifity's investigation, the CMA

| Was observed by faciiity staff to have slurred
Speach, disorganized thoughts, and to be
unsteady and unable to complate a count of
nareotics on October 23,2010, The facility
became aware CMA #2 had wasted residents’
medication an unusually high number of tmes

rand had allegadly forged staff's initials as having

| withessed the medications being wastsd,

1

interview with the Diractor of Nursing (DON) and
the Administrator oh November 3, 2010, at 7:04
P.m., revealed they were unaware the allegation
needed ko be reported to the state agency, Tha
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DON stated the facility had reported the allegation :

 to the Kentucky Boarg of Nursing, but was.
F unaware the allegation needed fo pe reported fo
the State Agency.
F 281 483.20(k)(3)i) SERVICES PROVIDED MEET
88=J| PROFESSIONAL STANDARDS

i The services provided or arranged by the facifity
i must meet professional standards of guality.

This REQUIREMENT is ot met as avidehced
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: Based on observation, interview, and record
review, it was determined the facility failed to
ehslre sarvices provided by the facility met
professional standards of quality. The facility
failed fo ensure physician's orders were !
impiemented for one of seven sampled residents
(resident #1).

: On October 16, 2010, a physician's order was
writfen for a bed alarm for resident #1; however,
there was no evidence the bed alarm was
implemented. On QOctober 18 and 17, 2014,
resident #1 made attempts io get out of bed
unassisted: On October 18, 2010, at 12:35 am.,
resident #1 was found on the floor beside the
resident's bed. The resident sustained a right
orbital fracture, a fracture of the right zygornatic

i arch {the orbit and zygomatic arch are hones
surrounding the eye}, right supra and periorbital
hermatoma (around the eye), and six rib fractures
as a result of the fall. The residant expired on
October 26, 2010, as a result of complications
from the fall. (Refer to F157, F223, F490, and : -
£520.) ' !

The facility's fathurs to ensure services mef
professional standards of quality by failing to
implement physician's orders piaced residents at
risk for serious injury, harm, impairment, or death.

The findings include:

A review of resident #7°s medical record revealed
the resident was readmitted to the facifity on
Oclober 14, 2010, with diagnoses that included

. Sarcoma of the left thigh, Coronary and
Peripheral Ariery Disease, Dementiz, Chronic
Pain Syndrome, Osteoporosis, status post right
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mastectomy, and urinary retention. : ‘

A review of the Aursing notes dated October 16, |
2010, at 2:00 p.m., signed by nurse #1, revealed |
staff found resident #1 "wedged between bedrail
and mattress" and the resident's physician and
family were notified.

A review of physician's orders dated October 18,
: 2010, (no time documented) revealed nurse #1
documented & physician's telephane order for a
bed ajarm for resident #1's bed. The physician's
! telephone order stated the resident “continuously
| aftempting fo get out of bed by [hisiher} seif "

An interview with nurse #4 on October 26, 2010,
at 5:25 p.m., revealed on October 16, 2010,
resident #1's physician and responsible party
were nofified that the resident was wedged
between the side rail nd the bed, and a
physician's order was obtained for a bed alarm.
The nurse stated a bed atarm was not available
and wag not implemented for resident #1, as per
the physician's orders. According to nurse #1, a
bed alarm was not avaflable on Saturday, October
18, 2010, because bed alarms not being used by
residents were locked in the facility's stock roem
and staff did not have access to the stock room.

According to resident #1's medical record and
interviews with staff, on Gctober 18, 204 G, at
12:35 a.m., resident #1 was found on he floor by
the resident's bed with a large open area on the
right forearm and above the resident's right eye.
The resident was transferred to the hospital,
According to resident #1's hospital record, the
resident sustained a right orbital fracture, a
fracture of the right zygomatic arch (the orbit and
i zygomaile arch are bones surrounding the eye),
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right supra and periorbital hematoma (arour{d the
eye), and six rib fraciures as a result of the fall.

An interview conducted with resideni #1's ]
physician on October 27, 2010, at 3:15 p.m., '
revealed resident #1 sxpired on October 28,
2010, a5 a result of complications from the fall,

**An acceptable Allegation of Compliance (ACC)
related to the Immediate Jeopardy was submitted
by the facility on November 1, 2010, which
afieged removal of Immediate Jeopardy effeciive
October 30, 2010, A partial exiended survey was |
conducted on November 3, 2010, which i
determined the Immediate Jeopardy was
removed on October 30, 2010.

A review of documentation revealed the facility
sompleted an audit on Qctober 28, 2010, to
ensure all physician ordered safety devices,
including bed alarms, were being implemented
and the devices were documanted on the
Medication Administration Record (MAR).

Interviews with staff on November 3, 2010, and a ' |
review of sign-in shaets revealad the facility
conducted an in-service on October 28, 2010,
reiated o following physician's orders and the

| facility's policy for obtaining equipment.
According to the facility's Stock Control Poficy
{updated October 28, 2010), and interviews with
staff, a parsonal alarm and a bed pad alarm were
placed in the medication room for use after hours
i or an the weskends. In addition, staff stated
alarms in the medication rooms were being
audited at the end of each shift to ensure the
alarms were available, The interviews revealed
staff was completing a form when an alarm was
removed so stock room staff was aware that a

i
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.| the facibty audited 12 residents daily (three per

tMAR was initialed.

Continued From page 14

replacement alarm was nesded. Staff stated they
monifored o ensure alarms were being
implarmented and functional with each contact
with the resident. Nursing staff stated devices
were documented on residents’ Medication
Administration Records (MAR) and nurses
initisled the MAR once per shift fo indicate the
devices were present and functioning. Staff
explained that a key to the stock room was
available and staff would nofify the stock conliol
clerk or the Director of Nursing after hours if
supplies/ecuipment were unavailable.

Observation revealed one bed alarm and one
personal alarm were kept in the medication room
on each unit of the facility. Further review of a log
revealed staff was monitoring the presence of the
alarms pnee per shift since October 29, 2070,

A raview of a safely device audit form revealed

shift, per floor} to ensure safety devices/alarms
were in place, the device was operational, the
device was documented on the MAR, and the

An interview with the Administrator, Assistant
Administrator, and Director of Nursing on
Movernber 3, 2010, at 445 p.m. and 6:40 p.m.,
revealed 12 charis were being audited daily to
ensure that physician ordered safsty devices

stated any concarns idenfified were being
addressed/corrected immediately.

Based on the above findings, it was determined
the Immiediaie Jeopardy was removed effective
October 30, 2010. Noncompliance continued with

- the scope and severity lowered to "D besed on

i

were being implemented. The administrative staff|

F 281
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: the facility's need to evaluate the implementation

. of systematic changes and quality assurance

i activities. , :
I 323 483.25(h) FREE OF ACCIDENT F 323! See Atrtrachment: 1277710
ss=J 1 HAZARDS/SUPERVISION/DEVICES ' )

The facility rmust ensure that the resident :
-environment remains as free of accident hazards
as is possible; and each resident receives
atequate supervision and assistance devices fo
prevent acoidents,

This REQUIREMENT s not met as evidenced
by )

Based on observation, interview, and record
review, it was determined the facility failed to
ensure the resident environment remained as
free of accident hazards as is possible for one of
threa sampled residents (resident #1) and failed
to ensure one of seven residents (resident #1)
received adequate supervision and assistance
devices fo prevent accidents, ‘

On October 18, 2010, staff implemenied the use
of two Eree-quarter-length raised side rails for
resident #1, who was assessad by the facility to
be at high risk for falls. On October 16, 2010,
resident #1 began attempting to getf out of bed
unassisted, exiting the bed around the side rails.
The resident was observed by staff to be
wadged/caught in the side rail. Subsequently a
physician's order was writien to apply a bed alarm
{the: alarm alerts caregiver with sudio alarm when |
the resident atiempts to get out of bed). 5
However, there was no evidence the bed alarm |
was implemented. In addifion, the facility failad to :
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:A review of resident #1's medical record revesaied

Continued From page 16 : !
reassess the safety risks of the ralsed side rails

for resident #1 after the resident was observed
wedged/caught in the side rail.

Resident #1 continued to attempt to get out of
bed on Oclober 17, 2010, without evidence the .
safety of ihe side rails was reassessed, nor any
interventions implemented ic prevent the resident
from falfing.

On October 18, 2010, af 12:35 a.m., resident #1
was tound on the fioor by the resident's bed with
a large open area on the right forearm and above
the resident's right eye. The resident was
iransferred o the hospial. The resident

t sustained a nght orbital fracture, a fracture of the

{ ight zygomatic arch (the orbit and zygomatic arch
are bones surrounding the eye), right supra and
periorbital hematoma (around the eye), and six rib
fractures as a result of the fall. The resident
expired on October 28, 2010, as a result of
complications from tha fall.

The: facility's failure to ensure the resident

: environment remained as free of accident
hazards as is possible and the facility's failure to
ensure residents received adaquate supervision
and assistive devices (o prevent accidents placed
residents at risk for serious injury, ham,
impairment, or death,

The findings inciude:

the resident was readmitted to the facility on
October 14, 2010, with dizgnoses that included
Sarcoma of the left thigh, Coronary and -
Peripheral Arfery Disease, Demantia, Chronic
Pain Syndrome, Osteoporosis, status post right

F323

}
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facility would provide g safe envitonment for

‘quarterly thereafter. The policy further addressed

Continued From page 17
mastectomy, and urinary retention.

A review of the admission nursing assessment
dated October 14, 2010, revealed resident #1
was alert and oriented to person and place, with
pericds of confusion. According to the Hospice
care face shest, dated October 14, 2010, resident
#1 was "bedbound" and “required total care.™

A review of the facility's policy titled "Management
of Falis” revised in Septemnber 2001 revealed the

residents and would identily residents who were
at risk for increased falla, According to the policy,
all residents would have-a "Fall at Risk"
assessment completed upon admission and

procedures far residents who experienced a fall.
The policy did not address preventing falls for
resident who were at risk, :

A review of 2 fall risk assessment dated Octobar |
15, 2010, revealed resident #1 was at high risk for|
falls. A side rail assessment dated Octobar 15, !
2010, revealed the resident used iwo side ralls to
“"help with bed mobility.” According to the
assessment, there was evidence the resident had
or may have a desire to get out of bed, there was
no possibility the resident would climb over the
side rails, there was no risk to the resident if side
rails were used, and side rail
alternativesfinierventions did not create more
risks than side rall usage.

A review of the care plan dated Oclober 15, 2010,
revealed resident #1 was af risk for falis and fall
precautions should be implemented as needed.
A review of the CNA care record for October
2010 revealed resident #1 required the

F 323
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assistance of fwo staff for transferring fromfio
bed/chair. According to the CNA care record, the : :
resideni had "other side rails,” was a "fall risk."

An interview with the Assistant Director of Nursing
(ADON]) on Oclober 27, 28010, at 10:35 a.m. and ) :
3:50 p.m., revealed the ADON compleated the fall
Tisk assessment and the side rail assessment for
resident #1 on QOctober 15, 2010. Ths ADON
stated resident #1 required assistancs to getin
and out of bed and thers was no indication the
resident would attempt to exit the bed over the
side rails, or would get out of bed without s
assistance. According to the ADON, when the |
side rail assessreant was compleied the side rails ;
did not pose any risks fo resident #1. in addition,
the ADON stafed resident #1 was at high risk for
falls; however, there were no interventions in

' place to prevent falls. The ADON siated because
: the resident had not had any previous falts, staff

: would "just monitor to see what interventions are

: neaded "

A review of the nursing notes dated QOciober 18,
2010, at 2;00 pim., signed by nurse #1, revealed
staff found resident #1 ‘wedged between bedrail
and mattress." The nursing note revealed the
resident had a slight red "mark” on the upper left ‘
thigh. According to the nursing note, resident
#1's physisian and the resident's family wers !
notified.

A review of an Incident report dated Ostober 18,
2010, &t 2:00 p.m., revealed nurse #1
documented that an aide entered resident #1's
room and the resident was "caught” between the
rattress and the side rail. According to the

. incldent investigation, the resident was "at the

» end of the bed af the opening in the side rail.
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[The resident] was sitting with [hisfher] leg out of
‘the bed against the side rail.”

A review of physician's urders dated October 18,
2010, {no time documented) revealad nurse #H
documented a physician's telephone order for a
bed afarm for resident #1's'bed. The physician's
telephone order stated the resident "continuousty
atternpting to get out of bed by [histhet] self”

Aninterview with nurse #1 on October 26, 2010,
a{ 5:25 p.m., revealed nurse #1 was the nurse
responsibie for resident #1's care on October 16
and 17, 2010, on the 7 aum. to 7 p.m, shifis.

: According to nurse #1, resident #1 required

| assistance with transferring fo/from bed, but on
Saturday, October 16, 2010, nursing assistants
reported resident #1 was "wedged” between the
side rafl on the resident's bed and the matiress.
Nurse #1 stated he/she assessed resident #1 and
the resident had a red area on the resident's laft
thigh. The nurse explained the nursing assistants
had already assisled resident #1 to bed when the
nurse assessed the resident. However, after
speaking with the nurse aides, the nurse believed
the resident was not "wedged,” but was “too close
o the side rail." Nurse #1 revealed the resident's
"arm: may have been wedged." In addition, nurse
#1 stated that on at least two occasions on
October 16 and 17, 2010, the resident acrass the ¢
hatl from resident #1 summoned the nurse to
asgist resident #1. The nurse stated resident #1
was observed with the resident's fest off the side
1 of the bed and sitting up on the bedside.

: According to hurse #1 no reassessment was
conducted related to the safety of the continued
use of side rails for regident #1.

Further interview with nurse #1 on October 26,
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2010, at 5:25 p.m., revesled on October 18, 201¢,
resident #1°'s physician and responsible party
were notified that the resident was wedged
between the side rail and the bed; anda ' i
physician's order was obtained for a bed alarm
{the alarm aleris caregiver with audio alarm when
the resident atternpts to get out of bed). -
Howsver, a bed alarm was not available and was
not implemented for resident #1 because the
alarms were not avallable on weekends. The
nurse stated bed alarms that were not being used
! by residenis were locked in the facility's stock

i room and staff did not have access fo the stock
room. Nurse #1 stated he/she consuliad with the
other nurses regarding the unavailzhility of a bed
alarm and the staff believed a bed alarm would
not be avaliable until the following Monday
{Cctober 18, 2010).

A review of the Mood & Behavior Summary form
revealed staif documented on Ocicber 16, 2010,
on the 11 p.m. to 7 2.m. shift, " Resldent tried fo
climb out of bed:" Cetober 16, 2010, on the 7 a.m.
to 3 p.m. shift, "Resident was trying 1o get out of
bed foday;" Oclcber 17, 2010, {no time/shiit
docuimented) "Resident had tried 3 or 4 times fo
get out of the bad;" October 17, 2010, 11 p.m. to
7 a.m. shift; "l discoverad rasident laying on bed
rait facing the window with [his/her] gown

: completely off."

! {nterviews with CNA #1 on Qctober 26, 2010, at

i 4:00 p.m., CNA #2 on October 26, 2010, at 4:20
p.m.,, nurse #1 on Ociober 28, 2010, at 525 p.m.,
CMA #1 on Cotober 26, 2010, at 10:05 a.m., CNA
#4 on October 27, 2010, at 3:53 p.m., CNA#5 on
October 27, 201G, at 5:30 p.m., and CNA #7 on
November 3, 2010, at 2:20 p.m., revealed.
resident #1 atternpled to get out of bed numerous
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times on QOctober 168 and 17, 2010. [n addition an
interview with & family member of unsampled
resident #1 on October 28, 2010, at6:45 p.m.,
revealed hefshe observed resident #1 sitting on
the bedside on Ocfober 17, 2010, Interviews with
unsampled residents #2 and #3 on October 26,
201G, at §:35 p.m., revealed they observed
resident #1 attempting {o get oui of bed. The
residents rang the call light and yelled for staff to
assist the resident at least three times after the
evening meal on Ocfober 17, 2010. ;

According to the facilify's investigation, on
October 16, 2010, at approximately 5:00 a.m,,
CNA #8 observed resident #1 attempfing to get
outf of hed. CNA#8's statement revealed,
"[Resident #1] was almost out in the floor,
[Resident #1] had [his/her] leg stuck in the rail.”

According o resident #1's medical record and
interviews with staff, on October 18, 2010, at
12:35 a.m., resident #1 was found on the fioor by
the resident's bed with a large cpen area on the
right forearm and above the resident's right eye.
The resident was fransferred fo the hospital.
According to resident #1's hospital record, the
resident sustained a right orbitat fracture, a
fracture of the right zygomatic arch (the arbit and
zygomatic arch are bones surrounding the eye),

+ fight supra and periorbital hematoma (around the :
teye), and six rib fractures as a result of the {all.

Further review of the faciiity's investigation dated
October 18, 2010, revealed an alarm did not
sound and resident #1's alarm was not in the
resident's room when the resident fell, even
though the resident had an order for an alarm.
On October 26, 2010, at 7:10 p.m., an interview
was conducted with the nurse who completed the
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An interview with resident #1's physician on

| or that the resident was caughtiwadged in a side

: an order fo implement a bed alarm, however, the
! intervention was appropriate and the resident

_i been impiemented fo prevent resident #1 from

-| fractures. According to the physiclan, ruse

Yp20arch+inta+tSentencedqsre=28928&0=101993

Continued From page 22

investigation, nurse #5. Nurse #5 stated resident
#1's three-guarter-length side rails were raised
when the resident fell

Cbservation of resident #1 on Qcfober 26, 2010,
at 3:00 p.m., at the hospital, revealed the resident
was unresponsive and was having periods of
apnea (no breathing). The resident's right eye
was observed fo be swollen and purple. In
addition, the residant's right arm/hand was
swollen. An interview with the resident's daughter
during the observation revealed the resident was
geoing "to dia."

October 27, 2010, at 3:15 p.m., revealed the
resident's physician did not recall being notified
that resident #1 was attempfing to get out of bed

rail, however, stated he/she shouid have been ‘
nofified. The physician stated hafshe did not give

nzeded a bed alarm. The physician further stated
he/she was not nofified by the facility that a bed
alarm was not avatlable for resident #1 or that the
resident confinued to atternpt to gaf out of bed.
The physician stated he/she should have been
notified so that other interventions could have

falling. According to resident #1's physician,
resident #1 developad mucus plugs and
increased secretions in the lungs due o being
unable to clear secretions as a result of the rib

zygomatic arch i a Senfence
<http://ask.reference com/web?g=Use+zygomatic

>

F 323
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See images of zygomalic arch
<http:ffask_reference.com/piciu res’?qzzygomatic
%20arch&o=102285>

Search zygomatic arch on the Web

<htip:/iask reference.com/web?y=zygomatic%20
arch&c=102284>

esident #1 expired on October 26, 2010, at the

s hospital due to complications as a result of the

: fall.

A subsequent interview with nurse #1 on Ociober
27, 2010, at 4:10 p.m., revealed he/she was
unable o recall if the resident’s physician was
actually notified refated to resident #1's continued
attempts o exit the bed unassisted. The nurse
stated he/she should have nofified the resident's
physician but "hanesfly didn’t know what to do
with [resident #1's] situation.”

**An acceptable Allegation of Compliance {AOC)
refated to the Immediate Jeopardy was submitied
by the facility on November 1, 2010, which

i alfeged removal of Immediate Jeopardy effective
October 30, 2010. A parfial extended survey was
conducied on November 3, 2010, which
determined the Immediate Jeopardy was
removed on Qclober 30, 2010.

According to documentation on QOctober 28, 2010,
; the facility completed Fall Risk Assessments and
Side Rail Assessments for all residents who had
faien in the last 15 months. On October 28,
2010, the facility also complated reviews of
residents’ Minimum Data Set (MDS),
comprehensive care plan, and nurse aide care
plan to ensure fhat falls or fall risk faciors were
identified and appropriate prevention measures
were being implemeniad.
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Further review of documentation revealed the
facliity conducted an audit on October 28, 2010,
to ensure all physician ordered safety devices,
including bed alarms, were being impiemsnied
and the devices were documeniad on the
Medication Administration Record (MAR),

According to documentatian, the faciiity notified
the physicien of all residenis who had fallen in the
last 15 months and the interventions that were in
placea. '

interviews with staff on Novermnber 3, 2010, and a
review of sign-in sheets confirmed the facility had
in-servicad staff on Ocicher 28, 2010 and
October 29, 2010, related to notifying the
resident's physician and legal representative or
Interested family member when there was a
change in a resident's condition or a need to alter
treatment and that physician's orders had fo be
obtained from the physician; following physician's
orders; the fadlity’s policy for oblaining equipment
{Stock Conirof Policy updated on Qolober 28,
2010); and the facility's fall risk assessment policy
{updated on October 28, 2010). According to the
in-service sign-in shesis and interviews with -
nurses, nursing staff was educated on assessing
residents and completing & fall risk and/or side
rall assessment when there were changss in
residents, or as needed, Staff slated they would
stay with & resident who was trying to get out of

| According to the facility's Stock Goritrol Poficy
: (updated October 28, 2010) in-service and

 interviews with staff, a personal alarm and a bed

: pad alarm were available in the medication room

| for use after hours or on the weekends. In
i addition, staff stated alerms in the medication

i

F 323
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rooms were being audited af the end of each shift
io ensure the alarms ware avaiiable. The
interviews revealed staff was completing a form
when zn alamm was removed so stock room staff
was aware a replacement alarm was needed.
Further staff stated they monitored to ensure
alarms were being implemented and functiona
with each contact with the resident. Nursing staff
revealed devices were documented on residents'
Medication Administration Records (MAR) and
nurses initialed the MAR once per shift to indicate
the devices were present and functioning
properly. In addition, staff stated in inferview that
a key o the stock room was available and staff
would notify the stock.controt clerk or the Direclor
of Nursing after hours if supphesfequapment was
unavaiizble.

Accarding {o the AOC, the information wilf be
provided fo new employees during thelr

crientatien process.

A review of a call log audit form revealed four
resident records were being audited daily to

ensure the facility's policy/procedure for physician | ‘

notification was being followed and appropriate

i documentation was in the resident's medical

record.

A review of a safety device audit form revealed
the facility audited 12 residents daily (fhree per
shift per floor} fo ensure safety devices/alarms
were in place, the. device was operational, the
device was documented on the MAR, and the
MAR was inifialed.

An interview with the Administrator, Assistant
Administrator, and Direcior of Nursing an
November 3, 2010, at 4:45 p.m. and 6:40 p.m.,

i
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| meet with residents and families on the day of

; The fachity must provide routine and emergency
drirgs and biologicals to its residents, or obtain

‘A facility must provide pharmaceuticai services

: a licensed pharmacist who provides consultation

Continued From page 26
revealed the Interdisciplinary Tearm (T} would

admission to defermine the history of fallsfinjury
and identify other potential risk factors for injury
and an individualized care plan would be
implemented fo better meet the resident’s needs.
In addifion, the Fall Risk Assessment Policy was
reviewed and updated and two charts would be
audited every week to ensure the fall risk
assessment and side rail assessment was
accurate.

Based on the above findings, it was defermined
the Immediate Jeopardy was removed effective
October 30, 2010, Noncompliance continued with
the scope and severity lowered to "D" based on
ihe facility's need to evaluate the implementation
of systemalic changes and quality assurance
activities, ‘

483.80(=a),(b) PHARMACEUTICAL SVC -
ACCURATE PROCEDURES, RPH

them under an agreement described in
§483.75(h) of this part. The faciity may permit

unlicensed personnel o administer drugs if State -

iaw permits, but only under the general
supervision of a licensed nurse.

{inciuding procedures that assure the accurate
acquiring, receiving, dispensing, and

-administering of all drugs and biclogicals) o meet |

the needs of each resident.
The faciiity must empioy or obtain the services of

on alt aspects of the provision of pharmacy

F 323

F425] See Attachment

12/7/10
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sarvices in the facility.

This REQUIREMENT is not met as evidenced
by : S
Based on interview and record review, it was
determined the facility failed to ensure a
procedure was in place for reconcifiation of
controlled medication logs. -Four (4) sampled
residents {residents #10, #11, #12, angd #13) were
scheduled fo receive cantrolled medications per
physician's order. The facility failed to have a
procedure to monitor the controlled medication
iogs for the four residents, and was unaware
Certified Medication Aide {CMA) #3 was signing
medication as wasted during his/her shiffs, and
had allegedly forged staff's initials as having
witnessed the medications being wasted.

The findings inblude;

Review of resident #10's controlled drug record , : ) |
for Clonazepam 2 milligrams revealed on June | '
24, 2014, August 6 and 13, 2010, and October '
21, 2010, CMA #3 documehted the meadicaficn
was wasted because the Clonazepam was efther
"dropped” or the resident spit out the medication.
According o the documentation, a second
Clonazepam was then signed out with the same
date and time.

Review of resident #11's controlled drug record
sheeat for OxyContin 20 milligrams revealed on -
July 2, 14, 21, and 29, 2010, August 13 and 31,
; 2010, September 15 and 29, 2010, and Ociober
i 3,4, 5,9 and 14, 2010, CMA #3 had signed out

- tha OxyContin and documented the medication
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was wasted because the medication was either

dropped, knacked out of the CMA's hand, or spit
out by the resident.

i Review of resident #12's controlled drug record

for Clonazepam 1 milligram revealed on Qctober
22, 2010, CMA #3 had signed out the
Clonazepam and documented the medication
was wasted due to being dropped.

Review of resident £13's controllad drug record
for Lorazepam 1 miligram revealed on July 14,
2010, August 23, 2010, and September 1, 2010,
CMA #3 documented the resident's medication
was wasted because the resident refused the
medication or medication was knocked out of
his/fher hand. In addition, according to the
controlied drug record, CMA #3 documented that
Lorgzepam was administerad fo resident #1328
times from June 17, 2010 to August 31, 2010,
however, no other staff member had administered
Lorazepam to resident #13 during that ime
period.

| Review of the facllity's investigation, initiated afier

CMA #3 was observed to have siurred speech,
discrganized thoughts, fo be unsieady and unable

1 to complete a count of narcotics on Qetober 23,
2010, reveaied the facility became aware CMA #3

had wasted residents’ medicafion an unusually
high number of times, in addition, the
investigation indicated the CMA had allegedly
forged staff's initials as having witnessed the
medications being wasted.

Inferview with the pharmacist on November 3,
2010, at 4:50 p.m. and 6:58 p.m., reveaied sach
month residents’ medications were reviewed,
along with tab monitoring, drug intsracficns, and a

i
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general overview, According o the pharmacist,
pharmacy staff conducted a quarterly review of
medication administration and reviewed narcotic
records to ensure drugs were signed out when
they were administered; however, no one
reconciled medications or monitored the
medication logs for irregularities.
interview with the Direclor of Nursing (DON) and
the Administrator on November 3, 2010, af 7:.04
- p.m., revealed that confrolled drug records ware
"ocoasionally” reviewed for discrepancies, such
as staff not signing out medications, but the
faciiity did not have a system for mohitoring
controlled drug administration, :
F 480 | 483.75 EFFECTIVE - ‘ F 430! See Attachment 1277710
55=4 | ADMINISTRATION/RESIDENT WELL-BEING

: by:
' Based on observation, interview, and record

A facility must be administerad in 2 manner that
enabies if fo use its resources effectively and
sfficiently to attain or rmaintain the highest
practicable physical, mental, and psychosocial
well-being of each resident

This REQUIREMENT is not met 25 evidenced

review, It was deianmined the faciiity faed o be
administerad In a manner that enabled the facilify
0 use its resources sffectively and efficiently fo
provide the required care and services to the
residents. The facility Admintstration failed to
ensure resident #1's environment remained as

free of accident harards as is possible and failed

to ensure resident #1 received adeguate
supervision and assistance devices to prevent
accidents. (Refer fo F157, F281, F323, and
F490.)
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‘be at risk for falling, feli at the facility on October

: However, the facfiity failed to reassess the risks of
" side rail usage when the resident began

. The findings include:

-at 12:35 a.m., resident #1 was found on the fioor

Confinued From page 30

Resident #1, who was assessed by the facility to |

18, 2010. The facliity faited to implement f
interventions to prevent the resident from faffing.
In addition, the resident was assessed fo need
two three-guarterdength side rafls on the bed.

attempiing fo get out of bed around the side rails,
and was chserved with body parts eaughtivedged
in the side rails.

The facility Adminisiration’s failure 1o ensure
adeguate supervision and assisiive devices were
provided and the failure to ensure the
envirohment rematned as free of acgident
hazards as is possible placed residents in the
factlity at risk for serious injury, harm, impairment,
or death.

Observation of resident #1 on QOctober 26, 2010,
at 3:00 p.m., at the hospital revealed the resident
was unresponsive and was having periods of
apnea (no breathing). The resident's right eye
was observed to be swollen and purmple, and the
right armvhand was swollen. An interview with the
resident’s daughter during the observation
revealed the resident was going "o die.”

According o resident #1's medical record and a
review of an incident report, on Ociober 18, 2010,

by the resident's bed with a large open area on
the right foresarm and above the resident's right
eye. The resident was transferred to the hospital. |
The resident sustained a right orbital fracture, a

F 480
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]

{right supra and perorbital hematoma (around the

‘ October 16, 2010, However, according to an
- interview with nurse #1 on October 26, 2010, at
: 5:25 p.m., the bed alarm was not implemented

Continued From page 31

fracture of the right zygomatic arch (the orbit and
zygomatic arch are bones surrounding the eye),

eye), and six rib fractures as a result of the fall,
According fo an interview with the resident's
physician on October 27, 2010, at 3:18 pam,,
resident #1 expired on Oclober 26, 2010, as a
resulf of complications from the fall, ‘

Review of the resident's medical record revealed
the resident had been admitisd to the facility on
October 14, 2010, four days prior to the fall. A
review of the medical record revealed the faciiity
completad a fall risk assessment on Dctober 15,
2010, and determined the resident was at high
risk for faling. However, further review of the
medical record revealed ne interventions were
implemented to prevent the resident from falling.
In addition, on October 15, 2010, the facility
conducted a side rail assessment and deterniined
side rail usage was needed 1o assist the resident
with bed mobility.

Agccording to the nursing notes, Mood and
Behavior form, and the facility's investigation, on
Qctober 18, 2010, resident #1 began atternpting
o ext the bed or was observed to be sitfing on
the side of the bad between the boitom of the
sida rail and the end of the bed. In addition, the
resident was observed io be wedged/caught in
the side rail on two occasions. There was ne
evidence the facility nofified the resident's
physician or reassessed ihe resident’s fall rsk or
the risks the side rails posed for resident#1. A
physician's order was written for a bed alarm on

because bed alarms were locked in the stock

F 490
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126, 2010, at 8:35 p.m., revealed staff should have :

i'to get medical interventions for resident #1, and

were on the fiving units of the faciity. In addition,

room and weare not avajlable to staff,
An interview with the Administrator on October

nofified the Director of Nursing (DON) when they
did niot have = bed alarm available for resident

#1. The Administrator stated the facilify had
atways kept alarms in the stock room bacause
hefshe did not want staff to put alarms on
everyone without afl staff being aware of the
intervention, According to the Administrator, the
nurse sholild have called the resident's physician -

should have called the resident's family to
possibly visit the resident when the resident was
frying to get out of bed. Ascording to the
Administrator, a nurse assessed residents’ fall
risk and side rail usage on admission. In addition,
all residents newly admitted to the faciiity were
discussed in & morning meeting with
administrative staff and department heads.
According to the Administrafor, if resident #1 had
a history of falls, the faciiity would have
implemented an alarm on admission. However,
accoiding to the Administrator, the resident did
not have a history of falls or a histery of
attempting 1o get out of bed unassisted. The
Administrator stated staff nurses should then
assess residents and use nursing judgment fa
previde care for residents, According to the
Administrator, the nurse for resident #1 should
have used nursing judgment to provide care for
resident#1 and the "senior nurses on the floor
should have given the nurse guidance.

An interview with the Assistant Adiministrator on
Qctober 27, 2010, at 4:40 p.m., revealed
administrative staif monitored care when they
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Ty the facility on November 1, 2010, which

| 2010, to discuss the facilify's plan of action

" Areview of a list of residents who had fallen at

: had in-servicad the staff members on fal

the nursing supervisors were respansible for -
monitoring {0 ensure care was being provided
apprepriately; however, the supervisor was on
sick leave.

**An acceptable Allegation of Compliance (AOCY
related to the Immediate Jeopardy was submitted :

alieged removal of Immediate Jeopardy effective
Cclober 30, 2010. A partial extended survey was
conducted on November 3, 2010, which _
determinad the lmmediate Jeopardy was
removed on October 30, 2010,

A review of documentation and an interview w'rth
the Administrator revealed the Medical Director
met with the facility Administrator on October 28,

necessary to remedy the Immediate Jeopardy.
The Medical Director reviewed all resident falls
and interventions that were in place for sach
resident. According o the AQC, the Medical
Director will provide oversight and supsarvision
during the compliance process and during the
Qualify Assurance process to remove jeopardy.

the facilify and the interventions that were in place
for each resident revealed they were signed by
the Medical Director.

According to documentation and an interview with
the facility Administrator, Assistant Adminisirator,
Director of Nursing, and Assistant Director of
Nursing on October 28, 2010, Hesith Care Excel

preveniion measures,

Based on the above findings it was determined
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the Immediate Jeopardy was removed effective
Octeber 30, 2010, Noncompliance confinued with
the scope and severity lowered fo "DJ" based on
the facifty's need to evaluate the implementation
of systematic changes and quality assurance
activities. '
F 520 483.75(c)(1) QAA Fs20 See Attachment . 12/7/10
55=) | COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS '

A facility must maintain a quality assessment and
assurance commitiee consisting of the director of
nursing services; a physician designated by the
facility; and at least 3 ofher members of the
facility’s staff.

The quality assessment and assurance
committee meets at least quarterly to identify
issues with respact fo which quality assessment
and assurance activities are necessary; and .
develops and implements appropriate plans of
action to comrect identified quality deficlencies.

A State or the Secretary may not require
disclosure of the records of such commiftee
except insofar as such disclosure is related {o the
compliance of such commitize with the
‘requirsments of this section.

Good failth attempts by the committee to ideniify
and correct quality deficiencies will not be used as
a basis for sanctions.

: This REQUIREMENT s not met as evidenced
by ‘

" : Based an record review and interview, the facliity
| failed fo ensure the quality assessment and
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assurance commitee identified izsues to which
quality assessment and assurance activities wers
necessary. There was no evidence the facility
Quaiity Assurance Committee identified fail
interventions or side rail assessment as quality
concemns in the facility.

Resident #1 was admitted to the facility on :
October 14, 2010, and the facility assessed the
resident to be at high risk for falls, and to require |
the use of two three-quarter-length side rails for
bed mobility. On Qotober 18 and 17, 2010,
resident #1 experienced a change in siatus and
began to exit the bed unassisted. Even though a
bed alarm was ordered, the alarm was not.
implemented. I addition, there was no evidence
the side rail usage was reassessed to ensure
resident safety. On Qclober 18, 2010, resident
#1 sustained a fall at the facility, was fransported
1o the hospital, and expired on Oclober 26, 2010,
dug to complications from the fall.

The facility's failure to ensure a Quality Assurance
Committee was in place which identified gquality
concerns in the facifity, and impiemerted action
plans to correct the concert:s placed residents at
risk for serious injury, harm, impairment, or death.

The findings include:

A review of the facility's "Quality Control” policy
{not dated) revealed the facility had developad a
guakty control program that identified specific
deficiencies, measured the level of the quaiity of
services provided by facility departments, and
continually furnished information that would aid
the facility in taking corrective action. The Quality
Control policy further stated items requiring

corrective action would be discussed with the

F 520 _ g
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: prevent further occurrences.

In addition, the facilify's Physical Restraint Use

Continued From page 38 |
Administrator "as they arise.”

Areview of the facllity's Resident Accident and
incident Review form revealed the facifity _
reviewed resident falis after they occurred. i
According to the form, the facility reviewed to
ensure care after the accidentincident was
appropriate, whether or not the accident/incident
was avoidaple, if measures were faken
beforehand te prevent the occurrence, and if
ihere was evidence a plan was implemented ic

Review form revealed the facility monitored
restraint use in the {acility's CQI program.

An interview with the Assistant Administrator, the
staff member in charge of Qualily Assurance, on |
Ockober 27, 2010, at 440 p.m., revealed the
facility monitored resident falls in Quaiity _
Assurance. According to the Adminisirator, the
facility monitored side rails that were used as
restraints, and if a resident who utiized side raits
experienced a fall, the facility' would review the -
side rail usage as a possible causative factor of
the fall. According to the interview with the
Assistant Administrator, the facility's Quality
Assurance program had. not identified & concem
with interventions not being implementad o :
prevent falts. In addition, the facility Quality !
Assurance program had not identified side rails
as accident hazards, According to the Assistanf |
]

Administrator, the faciliy monitored residents'

medicat records to ensure physician's orders ;
were on the record, but did not manitor o ensure
orders were implemented. Further, the facility's
Quality Assurance program had not identified that :

staff was unaware how to abtain equipment when |
t

F 520
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administrativelstock room staff was not at the
faciiity.

Review of resident #1's medicat record revesled
the resident was admitted on October 14, 2010.
Review of the fali risk assessment, dated Cctober !
15, 2010, revealed the resident was assessed by
the facility to be a high risk for falls. In addition,
the facilify conducted a side rail assessment, and
determined side rail usage was needed o assist
the resident with bed mobility.

Review of nursing notes, the Mood and Behavior
form, and the faclliy's investigation revealed on
Ocleber 16 and 17, 2010, resident #1 began fo

: exit the bed unassisted, was observed by staff to
: be sitfing on the edge of the bed between the

: botiom of the side rail and end of the bed, and
had become wedged/caught in the side rafl on

-1 two separate occasions.

Review of the resideni's medical record revesgied |
no evidence any interventions were implemented
to prevent falls for the resident nor any
reassessment of the safety of the side rail usage
when the resident began axiting the bed around
the side rails on Ogteber 16 and 17, 2010.
Accaording to the medical record, resident #1' was
found on the floor by the resident’s bed on
Octaber 18, 2010, at 12:35 a.m. The resident
was observed to have a large open area on the
right forearm and above the resident's right eye.

| According to hospital records, resident #1

- i sustained a right orbital fracture, fracture of the

' ight zygornatic arch (bones which surround the
eye), right supra and periorbital hamatoma
{(around the eye), and six rib fractures. Interview
| with the resident's physician, on October 27, .
{ 2010, at 3:15 p.m., revealed resident #1 expired ]

FORM CMS-2587(02-99) Previous Versions Obsolets Evert 10 ES2811 - Facility 1: $008388 If continuation sheet Page 38 of 407



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/G2/2010

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENGIES 1) PROVIBER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION MUMBER: GOMPLETED
Z AUIDING
B. WING C
185414 ' 11/03/2610
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1625 EUGLID AVENUE
MOUNTAIN MANOR OF PAINTSVILLE : :
_ : PAINTSVILLE, KY 41240
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION (x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION |
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY}
F 520 | Continued From page 38 F 520

an Qctober 28, 2010, as a resulf of complications
from the fall

refated to the Immediate Jeopardy was submitfed
by the facility on November 1, 2010, which
alleged removal of Immediate Jeopardy effective
October 30, 2010. A partial extendad survey was
conducted on November 3, 2010, which
determinad the Immediate Jeopardy was
removed on October 30, 2010,

According to documentation and interviews with
the Adminisirator, the facility had a Continuous
Quality Improvement (CQI) meeting on October
28, 2010, with the Medical Director and
developed the facllity's Allegation of Rermnoval of
immediate Jeopardy. Accarding to the "CQl
Problem Follow-Up Forms,” the facllity obtained a
new fall risk and side rzil assessment and
conducted the assessments for every resident

-{ who had fallen in the past 15 months. According
o the AQC, the Fall Risk Assessment Policy was
reviewed and updated, and two charts would be
audited evary week fo ensure the fall risk
assessment and side rail assessment was
accurats, and physician nofification and

i documentafion was in the nursing noles.
According to the CQI, the audits would begin on
October 29, 2010. ’

In addition, a review of audits reveaied four

was being followed and appropriate
documentation was in the resident's medical
recard. .

Further, a safety device audit was conducted for

*An acceptable Allegation of Compliance (ACC)

resident records were audited daily ic ensure the |
facili's policy/procedure for physician notification -
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12 residenis daily {three per shift per floor) to

ensure safety devices/alarms were in placs, the

device was operational, the device was
documented on the MAR, and the MAR was
initizled

A review of the audits and interviews with the
Administratar, Director of Nursing, and the
Assistant Administrator on November 3, 2010,
revealed the audits were being conducted and
any concerns that were identified were being
corrscted immediately and the results of the
audits would be discussed in the facility's next
CQi meeting scheduled for the last week In
November 2010.

Based on the above findings, it was determined
on November 3, 2010, the Immediate Jeopardy
was removed effective October 30, 20140.
Noncompiiance continued with the scope and
severity lowered io “D" based on the {&cility's
need fo evaluaie the implementation of
systematic changes and guality assurance
activities,
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Mountain Manor of Paintsville does not believe and does not admit that any deficiencies

existed, either, before, during or after the survey. Mountain Manor of Paintsville reserves ail
rights to contest the survey findings through infermal dispute resolution, formal legal appeal
proceedings. This plan of correcticn 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 of care, contract obligation or position, and Mountain Manor reserves all
rights to raise all possible contentions and defenses in any type of civil or criminal cléim, action
or proceeding. Nothing contained in this plan of correction should be considered as a waiver of
any potentially applicable peer review, quéiity assurance, or self-critical examination privileges
which Mountain Manor of Paintsville does not waive, and reserves the right to assert in any
administrative, civil, criminal claim, action or prcceeding. Mountain Man or of Paintsville offers
its responses, credible allegation of compliance, and plan of correction as part of its ongoing
effort to provide guality care to its residents.

F 157
483.10(b}{11) NOTIFY OF CHANGES (INJURY/DECLINE/ROOM, ETC)

It is the policy of this facility that the resident’s family and physician be notified when thereis a
change in the resident’s physical, mental, or psychosocial status. This is evidenced by the
following.

1. |cannot correct this as it relates to this resident.

2. The chart of every resident who has had a fall was reviewed. Every attending physician
at this facility was notified in writing on October 28, 2010 of each of their residents that
has had a fall at this facility in the [ast 15 months, the number of falls and the safety
device/s being used for each resident to prevent falls. They were asked to sign the
letter and return it. Anna Caldwell, Robyn Akers and Mary Arms completed this.

A printout {Custom Report for safety tx appliances) was obtained from pharmacy. This
report was compared to every resident/resident room to identify if residents had safety
devices. The charts were then reviewed and the physicians were notified when
necessary to ensure that the physicians are aware of the need for a safety device, that
all devices are ordered and are appropriate and that all physician orders related to fall
prevention devices/safety devices were implemented and were on the MAR. This was
completed on October 28", 2010 by Christy Moore, RN.




The attending physician of all residents having side rails/safety devices/fall prevention

devices were notified of the behavior/change in resident condition that was exhibited
by the resident before altering the treatment by using a safety device/fall prevention
device. This was completed on 12/3/10 by Mary Arms. ‘

In addition the Medical Director, Dr. Charles Hardin was at the facility on October 28,
2010. The IJ and Type A Citation and corrective action was discussed with him by the
Administrator, Deborah Fitzpatrick and he reviewed the list of residents, their safety
devices and signed each of the physician notification letters as well.

On October 28, 2010 Mary Arms, DON and Deborah Fitzpatrick, Administrator inserviced
Licensed Nurses on Notification of Changes. Special attention was given to not writing
orders without contacting the physician. This inservice also included nofitication of
physician and family concerning changes in resident condition. '

Nurse aides were inserviced on reporting changes in resident condition to the nurse on
October 28, 2010 by Mary Arms and Deborah Fitzpatrick.

Physician Notification is currently covered during orientation. Additional information
was added to the orientation packet on 10/28/10 to reinforce the importance as well as
family/respansible party notification. This was completed by Mary Arms/Robyn Akers.

Each nurse was inserviced on and given a copy of nursing “Scope of Practice Guidelines”
a brochure from the Kentucky Board of Nursing titled “Assuring Safe Nursing Care in
Kentucky” on 10/28/10. These were also added to licensed nurses orientation. A copy
of the inservice given on 10/28/10 was placed in the orientation packet and will be
covered during orientation. Mary Arms will ensure this is covered during new employee
orientation.

Each individual nurse involved was reprimanded.

. A physician call log was implemented at the suggestion of Dr. Hardin (Medical Director)
to monitor physician notification as wéll as physician response time. Nurses are to log
each time they call a physician. The call log will be compared to the nurse’s notes and
the physician order sheets to verify physician notification.




A maximum of 4 calls will be audited daily (2 calls j)er floor) from the call log by the

DON, ADON or Charge Nurse for 6 weeks. Any problems identified will be corrected
immediately and we will continue to monitor.

Ifno problems are identified we will continue to monitor 4 calls weekly (2 calls per floor)
fc()r 6 months.

In addition 10 charts (5 from each floor) will be randomly audited on a weekly basis to
ensure that calls are being logged and that physicians are being notified of changes in
resident condition. This will continue for 6 weeks. This will be done by the DON, ADON,
or Charge nurse. If no problems are identified we will continue to monitor 4 charts per
week (2 charts from each floor).

The results will be reported monthly to the Medical Director and quarterly through CQi
by Robyn Akers.

5. DOC 12/07/2010

F 225 -

483.13 { ¢ } (1) (if)-{iii}, ( ¢ )(2) ~ (4) INVESTIGATE/REPORT ALLEGATIONS/INDIVIDUALS

It is the policy of this facility to report all allegations involving mistreatment, neglect or abuse,
including injuries of unknown source and misappropriation of resident property immediately to

the State survey and certification agency and other state officials as required by state law. This
is evidenced by the following.

1. This incident was reported to the state survey and certification agency on October 26?’.

2. An audit of all current resident narcotic sign out sheets was completed on 11/19/10 by
Mary Arms, DON. Narcotic sign out sheets were audited for excessive wasting or other
discrepancies. There were no other incidents of suspected misappropriation of resident
medication. '

3. All licensed staff were inserviced concerning misappropriation of resident property
related to medication as part of the Abuse Prevention Policy and proper reporting
procedures on 11/19/10 by Mary Arms, DON. See attachment #1.

The CMA is no longer employed by this facility.



A special incident report has been developed and will be required when wasting a

narcotic. This must be signed by both nurses and reported to the DON/ADON. The
DON/ADON will investigate each instance of medication wasting and report any
suspected misappropriations as stated in the abuse prevention policy. LlCEﬂSEd staff
were inserviced an 11/19/10 by Mary Arms, DON/ADON.

A narcotic wasting policy has been developed and staff were inserviced on 11/19/10 by
Mary Arms, DON.

Enclosed is a copy of the Narcotic Wasting Policy, Wasted Narcotic Incident Report,
Misappropriation of Resident Property from the Abuse Prevention Policy and the sign in
sheet. AII licensed nurses attended. See Attachment #1.

4. The narcotic sheets will be audited bi~weekly for three (3) months by the DON/ADON
and/or designee for improper wasting of narcotics. All instances of wasted narcotics on
the narcotic sign out sheets will be compared to the Wasted Narcotic incident Reports.

During this audit the DON will randemly select 6 residents (3 from each floor) and count
narcotics with the nurse to monitor proper counting proecedures.

If no significant problems are |dentE’Fed then the monitoring will continue on a monthly
basis.

This will be repbrted monthly to the Medical Director and quarterly through CQl by
- Robyn Akers

5. DOC 12/07/2010

F 281 |
483.20(k){3){i) SERVICES PROVIDED MEET PROFESSIONAL STANDARDS

It is the policy of this that services provided or arranged by the facility must meet professional
standards of quality. This is evidenced by the following.

1. lcannat correct this as it refates to this resident.

2. Aprintout (Custom Report for safety tx appliances) was obtained from pharmacy. This
report was compared to every resident/resident room to identify if residents had safety
devices that were not ordered or had orders but did not have safety devices. The charts
were then reviewed and the physicians were notified when necessary to ensure that the
physicians are aware of the need for a safety device, that all devices are ordered and are



appropriate and that all physician orders related to fall prevention devices/safety

devices were implemented and were on the MAR. This was completed on October 28",
2010 by Christy Moore, RN.

Licensed Nurses were inserviced on 10/28/2010 by Mary Arms and Deborah Fitzpatrick.
Special emphasis was placed on physician notification for orders, noting orders and
implementation of orders.

All Licensed Nurses were inserviced on 10/28/10 by Mary Arms and Deborah Fitzpatrick
concerning their responsibility as nurses. Each was given a copy of “Scope of Practice
Determination Guidelines” and a brochure titled “Assuring Safe Nursing Care in
Kentucky”. These will be added to the licensed nurses orientation.

Alarms were placed in the medication room along with a sign out sheet to ensure that
alarms can be replaced as used. Nurses are to count at the end of their shift and sign
indicating that alarms are available. Madge Arnett, Mary Arms completed this on
10/18/10.

All Licensed Nurses were inserviced on 10/28/1C by Mary Arms and Deborah Fitzpatrick
concerning alarms being placed in the med room, signing them out, counting at shift
change and on the facility policy concerning how to obtain supplies if not readily
available. This inservices was started again for licensed nurses on December 3, 2010 and
will be completed by 12/6/2010.

. A safety device audit form was developed and implemented to monitor the proper use
of safety devices as ordered. A calendar was developed to include all residents who
have safety/fall prevention devices. Three residents per shift per floor or twelve (12) per
day will be audited to ensure that the proper safety device is in place and is operational.
These audits are being completed by Administration/Nursing Administration. This audit
will continue daily for six (6} weeks. If no problems are identified the audit will decrease
to six (6) residents per week for 6 months. These audits will be completed by Deborah
Fitzpatrick, Robyn Akers, Mary Arms, Anna Caldwell and charge nurse/s as designated.

A physician call log was implemented at the suggestion of Dr. Hardin {(Medical Director)
to monitor physician notification as well as physician response time. Nurses are to log
each time they call a physician. The call log will be compared to the nurse’s notes and
the physician order sheets to verify physician notification and that orders have been
carried out as ordered. These audits will be completed by a designated charge nurse,
Anna Caldwell or Mary Arms. '

In addition 10 charts (5 from each floor) will be randomly audited on a weekly basis to
* ensure that calls are being logged and that physicians are being notified of changes in
resident condition. This wilt continue for &6 weeks. This will be done by the DON, ADON,



or Charge nurse. If no problems are identified we will continue to monitor 4 charts per

week (2 charts from each floor).

The results of the audits will be reported monthly to the Medical Director and quarterly
through CQl by Robyn Akers. :

5. DOC 12/07/10

F323 ‘
483.25 (h) FREE OF ACCIDENT HAZARDS/SUPERVISION/DEVICES

It is the palicy of this facility that the resident environment remains as free of accident hazards
as is possible; and each resident receives adequate supervision and assistance devices to
prevent accidents. This is evidenced by the following.

1. !cannot correct this as it relates to this resident.

" 2. All residents/rooms with fall prevention measures were audited to ensure that all safety
devices were in place and care planned per physician order and that all devices were
operational. This audit was completed by Christy Moore, RN on 10/28/10.

The MARs were audited to ensure that all devices ordered are on the MAR. This was
comp!eted_ by Christy Moore, RN on 10/28/10.

An updated version of our current fall risk assessment was obtained and completed on
all residents who have had a fall within the last 15 months by Anna Caldwell, Mary Arms
and Roberta Thompson on 10/28/10. All other residents had their current fall risk -
assessment reviewed on 10/29/10 by Anna Caldwell and Christy Moore. All ather
residents current fall risk assessment was reviewed again on 12/01/10 and 12/02/10 by
Christy Moore and Anna Caldwell. Currently 66 residents have been evaluated using the
updated fali risk assessment. The remainder of the residents will have their fall risk
assessment updated using the updated assessment with their next MDS or sooner if
indicated.

An updated version of our current side rail assessment was obtained and completed on
all residents who have had a fall within the last 15 months on 10/28/10 by Anna
Caldwell, Roberta Thompsen and Mary Arms. All of the other residents had their



current side rail assessment reviewed on 10/29/10 by Anna Caldwell and Christy Moore.

All other residents had their current side rail assessment reviewed again on 12/01/10
and 12/02/10 by Christy Moore and Anna Caldwell. Currently 66 residents have been
evaluated using the updated side rail assessment. The remainder of the residents will
have their side rail assessment updated using the updated assessment with their next
MDS or sooner indicated.

A side rail review was completed on 11/15/10 on al! residents to ensure that the
appropriate side rail length was in use as ordered. This was completed by Anna
Caldwell.

The MDS, Comprehensive Care Plan and Nurse Aide Care Plan of all residents was
reviewed to ensure that falls or fall risk factors was identified and appropriate
prevention measures are care planned and being implemented. This was completed by
Roberta Thompson, MDS Coordinator on 10/28/10.

On 10/23/’10 Anna Caldwell and Christy Moore reviewed the Comprehensive Care Plan
and the Nurse Aide Care Plan of all the other residents to ensure that fall or fall risk
factors and side rails were identified and appropriate prevention measures are being
implemented. - ‘

Anna Caldwell and Christy Moore reviewed comprehensive care plans and Nurse Aide
Care Plans on 12/01/10 and 12/02/10 for fall risk factors and fall prevention measures.

‘Cn 11/10/10 and 11/15/10 Anna Caldwell reviewed all resident records for side rails and
compared them to what they had on their beds. Physicians were notified of any
discrepancies and clarification orders were received.

Both nurses and nurse aides were inserviced on 10/28/10 by Mary Arms and Deborah
Fitzpatrick to assess the safety devices/fall prevention devices used by the resident to
see if they are on the bed/person or are in the specified location in the room and are
operational. The MAR should be initialed to indicate devices are in place and
operational.

Nursing staff were inseviced on resident supervisien and accident prevention on
10/28/10 by Debarah Fitzpatrick and Mary Arms. Nurses should make rounds between
med passes at a minimum. If working with a CMA the nurse should make rounds on all
the patients the CMA is giving medication to. The CMA should make rounds between



med passes also and assist the nurse aides in providing direct patient care if necessary.

Nurse aides should make rounds between turn and change. Staff were inserviced that if
residents are exhibiting unsafe behavior such as climbing out of bed, the nurse should
be notified, the physician should be notified and someone should stay with the resident
until precautions can be putin place to protect the resident.

Health Care Excel provided inservice training for all staff on facility wide falls prevention
program on November 2”‘*, 3”, and 11" of 2010. One hundred and five (105}
employees attended over a three day period. See Addendum #2

Inservices were started for all Licensed Nurses on December 3, 2010. by Mary Arms
concerning fall risk and side rail assessments policies, why these assessments are
necessary, how to complete the assessments, when they should be completed and who
should complete them. The inservices will be completed by December 6, 2010 by Mar'y
Arms

Pad and persona! alarms were placed in each med room with a sign out sheet on
10/18/10. When an alarm is used per physician order the alarm should be signed out
and the slip sent to stock control so it can be replaced. ‘The alarms are counted at shift
change to ensure that alarms are available. Mary Arms began inservicing on 10/18/10.
All licensed were inserviced on 10/28/10 Deborah Fitzpatrick and Mary Arms,

Licensed staff were inserviced on stock control policy and how to obtain supplies not
readily available on 10/28/10 by Deborah Fitzpatrick and Mary Arms. See Addendum
H3.

The stock control employee relabeled all the cabinets in the supply room on each floor.
There is a list of items that is available in the supply room on each floor. Each nurse will
be inserviced on the list, the door labels and the supplies in the room by Mary Arms.

A key is available to the main stock room at each nurses station. Employees were
inserviced by Mary Arms on 12/3/10 '

All alarm pads and personal alarms were repiéced with new alarms. This was complefed
by Madge Arnett on 11/12/10.



4. Three residents per shift per floor (12 per day) are being audited daily to determine is

they have the appropriate safety devices as ordered by the physician and if the device is
operational and if the nurse has initialed that she checked the device. This audit will
continue for six (6) weeks. If no problems are identified the frequency will decrease to
six (6) residents once a week for 6 months. The audits are being completed by Mary
Arms, Anna Caldwell, Robyn Akers, Deborah Fitzpatrick and charge nurses as designated
by the DON.

The charts of all new residents or residents returning from a hospital stay will be audited
during the morning CQl meeting to ensure that side rail and fall risk assessments were
completed timely and accurately, that the ph\,;sician was notified if necessary to alter
treatment to prevent injury and that physician orders were implemented. Mary Arms
Anna Caldwell, or designated charge nurse will complete this.

Ten (10) resident records (5 per floor) will be audited weekly for 6 weeks to ensure that
side rail and fall risk assessments are updated as necessary and the physician is notified
if it is necessary to alter treatment based on these assessments. If no problems are
identified then the audits will decrease to 4 records {2 per floor) per month for 6
months. Mary Arms, Anna Caldwell or designated charge nurse will complete this.

The results of the audit will be reported monthly to the Medical Director and quarterly
through CQI by Robyn Akers, '

5. DOC 12/07/10

425
483.60{a},(b) PHARMACEUTICAL SERVICVES-ACCURATE PROCEDURES. RPH

It is the policy of this facility to provide pharmaceutical services {including procedures that
assure the accurate acquiring, receiving, dispensing, and administering of all drugs and
biological) to meet the needs of each resident. This is evidenced by the following.

1. The narcotic records of those residents identified during the survey as being affected
were audited for inaccuracies or excessive wasting on 11/19/10 by Mary Arms.

2. All current narcotic sign out sheets of all residents were reviewed on 11,/19/10 for
excessive wasting or other discrepancies by Mary Arms, DON. There were no other
suspected misappropriation of resident medication.



3. All licensed staff were inserviced concerning misappropriation of resident property

related to medication as part of the Abuse Prevention Policy and proper reporting
procedures on 11/19/10 by Mary Arms, DON. See Attachment/Addendum #1.

A special incident report has been developed and will be required when wasting a
narcotic. This must be signed by both nurses and reported to the DON/ADON. The
DON/ADON will investigate each instance of medication wasting and report any
suspected misappropriations. Licensed staff were inserviced on 11/19/10 by the DON.
See Attachment/Addendum #1.

A narcotic wasting policy has been developed and staff were inserviced on 11/19/10 by
Mary Arms, DON. See Attachment/Addendum #L1.

4. The narcotic sheets will be audited bi-weekly for three (3) months by the DON/ADON
and/or designee for improper wasting of narcotics. All instances of wasted narcotics on
the narcotic sign out sheets will be compared to the Wasted Narcotic Incident Reports.

During this audit the DON will randomby select 6 residents (3 from each floor) and count
narcotics with the nurse tc monitor proper counting procedures.

If no significant problems are identified then the menitoring will continue on a monthly
basis. :

5. DOC 12/07/2010

F 450
483.75 EFFECTIVE ADMINISTRATION/RESIDENT WELL-BEING

it is the policy of this facility that it be administered in a manner that enables it to use its
resources effectively and efficiently to attain or maintain the highest practicable physical,
mental, and psychosocial well-being of each resident. This is evidenced by the following.

1. F157, F281, F323, F480, F520 cannot be corrected as it relates to this resident.

F225 - The incident concerning the misappropriation of narcotics was reported to the
state survey and certification agency on October 26", 2010.

F425 - The narcotic records of thase residents identified during the survey as being
affected were audited for inaccuracies or excessive wasting on 11/19/10 by Mary Arms.



2. The chart of every resident who has had a fall was reviewed. Every attending physician

at this facility was notified in writing on October 28, 2010 of each of their residents that
has had a fall at this facility in the last 15 months, the number of falls and the safety
device/s being used for each resident to prevent falls. They were asked to sign the
letter and return it. Anna Caldwell, Robyn Akers and Mary Arms completed this.

A printout (Custom Report for safety tx appliances} was obtained from pharmacy. This
report was compared to every resident/resident room to identify if residents had safety
devices. The charts were then reviewed and the physicians were notified when
necessary to ensure that the physicians are aware of the need for a safety device, that
all devices are ordered and are appropriate and that all physician orders related to fall
prevention devices/safety devices were implemented and were on the MAR. This was
completed on October 28", 2010 by Christy Moore, RN.

The attending physician of all residents having side rails/safety devices/fall prevention
devices were notified of the behavior/change in resident condition that was exhibited
hy the resident before altering the treatment by using a safety device/fall prevention
device. This was completed on 12/3/10 by Mary Arms.

in addition the Medical Director, Dr. Charles Hardin was at the facility on October 28,
2010. The ) and Type A Citation and corrective action was discussed with him by the
Administrator, Deborah Fitzpatrick and he reviewed the list of residents, their safety
devices and signed each of the physic-ian notification letters as well. ‘

An updated version of our current fall risk assessment was obtained and completed on .
all residents who have had a fall within the last 15 months by Anna Caldwell, Mary Arms
and Roberta Thompson on 10/28/10. All other residents had their current fall risk
assessment reviewed on 10/29/10 by Anna Caldwell and Christy Moaore. All other
residents current fall risk assessment was reviewed again on 12/01/10 and 12/02/10 by
Christy Moore and Anna Caldwell. Currently 66 residents have been evaluated using the
updated fall risk assessment. The remainder of the residents will have their fall risk
assessment updated using the updated assessment with their next MDS or sooner if
indicated.

An updated version of our current side rail assessment was obtained and completed on
all residents who have had a fall within the last 15 months on 10/28/10 by Anna
Caldwell, Roberta Thompson and Mary Arms. All of the other residents had their
current side rail assessment reviewed on 10/29/10 by Anna Caldwell and Christy Moore.
All other residents had their current side rail assessment reviewed again on 12/01/10



and 12/02/10 by Christy Moore and Anna Caldwell, Currently 66 residents have been

evaluated using the updated side rail assessment. The remainder of the residents will
have their side rail assessment updated using the updated assessment with their next
MDS or sooner indicated.

A side rail review was completed on 11/15/10 on all residents to ensure that the
appropriate side rail length was in use as ordered. This was completed by Anna
Caldwell.

The MDS, Comprehensive Care Plan and Nurse Aide Care Plan of all residents was
reviewed to ensure that falls or fall risk factors was identified and appropriate
prevention measures are care planned and being implemented. This was completed by
Roberta Thompson, MDS Coordinator on 10/28/10.

On 10/29/10 Anna Caldwell and Christy Moore reviewed the Comprehensive Care Plan
and the Nurse Aide Care Plan of all the other residents to ensure that fall or fall risk
factors and side rails were identified and appropriate prevention measures are being
implemented.

Anna Caldwell and Christy Moore reviewed comprehensive care plans and Nurse Aide
Care Plans on 12/01/10 and 12/02/10 for fall risk factors and fall prevention measures.

On 11/10/10 and 11/15/10 Anna Caldwell reviewed all resident records for side rails and
compared them to what they had on their beds. Physicians were notified of any
discrepancies and clarification orders were received,

An audit of all current resident narcotic sign out sheets was completed on 11/19/10 by
Mary Arms, DON. Narcotic sign out sheets were audited for excessive wasting or other
discrepancies. There were no other incidents of suspected misappropriation of resident
medication. o ‘

Dr. Hardin {Medial Director) was consulted on October 28, 2010 concerning our survey
resulting in deficiencies and Type A citation. The plan of correction was discussed with
him.

On November 24, 2010 a meeting was held with Dr. Hardin to discuss his participation
in CQl and oversight in quality of care.



On October 28, 2010 Mary Arms, DON and Deborah Fitzpatrick, Administrator inserviced

Licensed Nurses on Notification of Changes. Special attention was given to not writing
orders without contacting the physician and impiementation of physician orders. This -
inservice aiso included nofitication of physician and family concerning changes in
resident condition.

Nurse aides were inserviced on reporting changes in resident condition to the nurse on
October 28, 2010 by Mary Arms and Deborah Fitzpatrick.

'Physician Notification is currently covered during orientation. Additional information

- was added to the orientation packet on 10/28/10 to reinforce the importance as well as

family/responsible party notification. This was completed by Mary Arms/Robyn Akers.

Each nurse was inserviced on and given a copy of nursing “Scope of Practice Guidelines”
a brochure from the Kentucky Board of Nursing titled “Assuring Safe Nursing Care in
Kentucky” on 10/28/10. These were also added to licensed nurses orientation. A copy
of the inservice given on 10/28/10 was placed in the crientation packet and will be
covered during orientation. Mary Arms will ensure this is covered during new employee
orientation. '

Each individual nurse invelved was reprimanded.

All licensed staff were inserviced concerning misappropriation of resident property
related to medication as part of the Abuse Prevention Policy and proper reporting
procedures on 11/19/10 by Mary Arms, DON. See attachment #1.

The CMA involved in the medication misappropriation for residents #10, #11, #12, and
#13 is no longer employed by this facility.

A special incident report has been developed and will be required when wasting a
narcotic. This must be signed by both nurses and reported to the DON/ADON. The
DON/ADON will investigate each instance of medication wasting and report any
suspected misappropriations as stated in the abuse prevention policy. Licensed staff
were inserviced on 11/19/10 by Mary Arms, DON/ADON. See attachment #1 -

A narcotic wasting policy has been developed and staff were inserviced on 11/19/10 by
Mary _Arms, DON. See attachment #1.

Enclosed is a copy of the Narcotic Wasting Policy, Wasted Narcotic Incident Report,
Misappropriation of Resident Property from the Abuse Prevention Policy and the sign in
sheet. Alllicensed nurses attended. See Attachment #1.



The stock control employee (Madge Arnett) relabeled and rearranged the supply room
on each floor on 11/19/10. A list of items found in the stock room is available in the
supply roam. All nurses were inserviced on the supplies and their location by Mary
Arms December 3, 2010.

A copy of the stock control policy will be included in new orientation for nursing staff.

Pad and personal alarms were placed in each med room with a sign out sheet on
10/18/10. When an alarm is used per physician order the alarm should be signed out
and the slip sent to stock control so it can be replaced. The alarms are counted at shift
change to ensure that alarms are available. Mary Arms began inservicing on 10/18/10.
All licensed staff were inserviced on 10/28/10 Deborah Fitzpatrick. Attachment #3

Mary Arms inserviced licensed staff again December 3, 2010 concerning supplies, what
is in the supply room on each floor, the location of the main stock room, the stock
control policy and the location of the key to the main stock room. Attachment #4

All alarm pads and personal alarms were replaced with new alarms. This was completed
by Madge Arnett on 11/12/10.

Both nurses and nurse aides were inserviced on 10/28/10 by Mary Arms and Deborah
Fitzpatrick to assess the safety de#ices/fall prevention devices used by the resident to
~ see if they are on the bed/person or are in the specified location in the room and are
operational. The MAR should be initialed to indicate devices are in place and
operational.

Nursing staff were inseviced on resident supervision and accident prevention on
10/28/10 by Deborah Fitzpatrick and Mary Arms. Nurses should make rounds between
med passes at a minimum. If working with a CMA the nurse should make rounds on all
the patients the CMA is giving medication to. The CMA should make rounds between
med passes also and assist the nurse aides in providing direct patient care if necessary.
Nurse aides should make rounds between turn and change. Staff were inserviced that if
residents are exhibiting unsafe behavior such as climbing out of bed, the nurse should
be notified, the physician should be notified and someone should stay with the resident
until precautions can be put in place to protect the resident.



Health Care Excel began inservice training for all staff on facility wide falls prevention

program on 11/2/10. One hundred and five {105) employees attended over a three day
period {(November 2, 3 and 11 of 2010). See Addendum #2 for education material.

Inservicing began for all Licensed Nurses on December 3, 2010 concerning fali risk and
side rail assessments policies, why these assessments are necessary, how to complete
the assessments, when they should be completed and who should complete them.
These inservices will be completed on December 6, 2010 by Mary Arms.

. Alarm pads and personal alarms are available and their availability is monitored at shift
change. A form will be filled out when an alarm is used so that it can be restocked. This
will be monitored by the stock control employee Madge Arnett. Any problems will be
corrected immediately and monitored through CQlL.

A safety device audit form was developed and implemented to monitor the proper use
of safety devices as ordered. A calendar was developed to include all residents who
have safety/fall prevention devices. Three residents per shift per floor or twelve (12} per
day will be audited to ensure that the proper safety device is in place and is operational.
These audits are being completed by Administration/Nursing Administration. This audit
will continue daily for six (6} weeks. If no problems are identified the audit will decrease
to six (6} residents per week for 6 months. These audits will be completed by Deborah
Fitzpatrick, Robyn Akers, Mary Arms, Anna Caldwell and charge nurse/s as designated.

The charts of all new residents or residents returning from a hospital stay will be audited
during the morning CQl meeting to ensure that side rail and fall risk assessments were
completed timely and accurately, that the physician was notified if necessary to alter
treatment to prevent injury and that physician orders were implemented, Mary Arms
Anna Caldwell, or designated charge nurse will complete this.

Ten (10} resident records (5 per floor} will be audited weekly for 6 weeks to ensure that
side rail and fall risk assessments are updated as necessary and the physician is notified
if it is necessary to alter treatment based on these assessments. |f no problems are
identified then the audits will decrease to 4 records (2 per floor) per month for 6-
months. Mary Arms, Anna Caldwell or designated charge nurse will complete this.

Break times are being monitored daily to ensure that adequate staff remains in patient
" care areas to provide resident supervision. This will be completed by the charge nurse,
DON, ADON or Assistant Administrator.

A physician call log was implemented at the suggestion of Dr. Hardin {Medical Director)
to monitor physician notification as well as physician response time. Nurses are to log



%ﬂ_ﬁ_ea;h_nmaﬂma&a_phmmn‘_lhﬂ_aMg will be compared to the nurse’s notes and

the physician order sheets to verify physician notification and that orders have been
carried out as ordered. These audits will be completed by a designated charge nurse,
Anna Caldwell or Mary Arms.

A maximum of 4 calls will be audited daily (2 calls per floor) from the call log by the
DON, ADON or Charge Nurse for 6 weeks. Any problems identified will be corracted
immediately and will be monitored through CQl.

If no problems are identified we will continue to monitor 4 calls weekly (2 calls per floor}
for 6 months.

In addition 10 charts (5 from each floor) will be randomly audited on a weekly basis to
ensure that calls are being logged and that physicians are being notified of changes in
resident condition. This will continue for 6 weeks. This will be done by the DON, ADON,
or Charge nurse. If no problems are identified the audit will decrease to & charts per
month for 6 menths. '

Written orders will be compared to the call log for 6 weeks. Nursing Administration will
monitor.

The narcotic sheets will be audited bi-weekly for three (3) months by the DON/ADON
and/or designee for improper wasting of narcotics. All instances of wasted narcotics on
the narcotic sign out sheets will be compared to the Wasted Narcotic Incident Reports.

During this audit the DON will randomly select 6 residents {3 from each floor) and count
narcotics with the nurse to monitor proper counting procedures,

If no significant problems are identified then the monitoring will continue on a monthly
basis. '

The results of all audits will be reported monthly to the Medical Director and quarterly
through CQl by Robyn Akers.

5. DOC 12/07/10
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483.75(0)(1) QAA COMMITTEE-MEMBERS/MEET QUARTERLY]PLANS

it is the policy of this facility to maintain a guality assessment and assurance committee that
identifies deficiencies and develops and implements appropriate plans of action to correct the
quality deficiencies. This is evidenced by the following.

1. F157, F281, F323, F490, F520 cannot be corrected as it relates to this resident.

F225 - The incident concerning the misappropriation of narcotics was reported to the
state survey and certification agency on October 26", 2010.

F425 - The narcotic records of those residents identified during the sﬁrvey as heing
affected were audited for inaccuracies or excessive wasting on 11/19/10 by Mary Arms.

2. The chart of every resident who has had a fall was reviewed. Every attending physician
at this facility was notified in writing on October 28, 2010 of each of their residents that
has had a fall at this facility in the last 15 months, the number of falls and the safety
device/s being used for each resident to prevent falls. They were asked to sign the
letter and return it. Anna Caldwell, Robyn Akers and Mary Arms completed this.

A printout {Custom Report for safety tx appliances) was obtained from pharmacy. This
report was compared to every resident/resident room to identify if residents had safety
devices. The charts were then reviewed and the physicians were notified when
necessary to ensure that the physicians are aware of the need for a safety device, that
.all devices are ordered and are appropriate and that all physician orders related to fall
prevention devices/safety devices were implemented and were on the MAR. This was
completed on October 28", 2010 by Christy Moore, RN.

The attending physician of all residents having side rails/safety devices/fall prevention
devices were notified of the behavior/change in resident condition that was exhibited
by the resident before altering the treatment by using a safety device/fall prevention -
device. This was completed on 12/3/10 by Mary Arms.

tn addition the Medical Director, Dr. Charles Hardin was at the facility on October 28,
2010. The 1 and Type A Citation and corrective action was discussed with him by the
Administrator, Debarah Fitzpatrick and he reviewed the list of residents, their safaty
devices and signed each of the physician notification letters as well.

An updated version of our current fall risk assessment was obtained and completed on
all residents who have had a fall within the last 15 months by Anna Caldwel!, Mary Arms



and Roberta Thompson on 10/28/10. All other residents had their current fall risk

assessment reviewed on 10/29/10 by Anna Caldwell and Christy Moore. All other
residents current fall risk assessment was reviewed again on 12/01/10 and 12/02/10 by
Christy Moore and Anna Caldwell. Currently 66 residents have been evaluated using the
updated fall risk assessment. The remainder of the residents will have their fall risk
assessment updated using the updated assessment with their next MDS or sooner if
indicated.

An updated version of our current side rail assessment was obtained and completed on
all residents who have had a fall within the last 15 months on 10/28/10 by Anna
Caldwell, Roberta Thempson and Mary Arms. All of the other residents had their
current side rail assessment reviewed on 10/29/10 by Anna Caldwell and Christy Moore.
All other residents had their current side rail assessment reviewed again on 12/01/10
and 12/02/10 by Christy Moore and Anna Caldwell. Currently 66 residents have been
evaluated using the updated side rail assessment, The remainder of the residents will
have their side rail assessment updated using the updated assessment with their next
MDS or sooner indicated. )

A side rail review was completed on 11/15/10 on all residents to ensure that the
appropriate side rail length was in use as ordered. This was completed by Anna
- Caldwell. '

The MDS, Comprehensive Care Plan and Nurse Aide Care Plan of all residents was
reviewed to ensure that falls or fall risk factors was identified and appropriate
prevention measures are care planned and being implemented. This was completed by
Roberta Thompson, MDS Coordinator on 10/28/10.

On 10/29/10 Anna Caldwell and Christy Moore reviewed the Comprehensive Care Plan
and the Nurse Aide Care Plan of all the other residents to ensure that fall or fall risk
factors and side rails were identified and appropriate prevention measures are being
implemented.

Anna Caldwell and Christy Moore reviewed comprehensive care plans and Nurse Aide
Care Plans on 12/01/10 and 12/02/10 for fall risk factors and fall prevention measures.

On 11/10/10 and 11/15/10 Anna Caidwell reviewed all resident records for side rails and
compared them to what they had on their beds. Physicians were notified of any
discrepancies and clarification orders were received.



An audit of all current resident narcotic sign out sheets was completed on 11/19/10 by
Mary Arms, DON. Narcotic sign out sheets were audited for excessive wasting or other
discrepancies. There were no other incidents of suspected misappropriation of resident
medication.

Dr. Hardin (Medial Director} was consulted on October 28, 2010 concerning our survey
resulting in deficiencies and Type A citation. The plan of correction was discussed with
him. He will review the plan of correction prior to submission. He will also be more
involved with CQJ and provide oversight as necessary during the correction process as
well as the CQl process to prevent further incidents.

The care plan team will meet with all new residents/family members on admission to
identify history of falls and potential risk factor. An initial care plan will be developed
that is individualized to meet the residents needs.

On October 28, 2010 Mary Arms, DON and Deborah Fitzpatrick, Administrator inserviced
- Licensed Nurses on Notification of Changes. Special attention was given to not writing
orders without contacting the physician and implementation of physician orders. This
inservice also included nofitication of physician and family concerning changes in
resident condition. ‘

Nurse aides were inserviced on reporting changes in resident condition to the nurse on
October 28, 2010 by Mary Arms and Deborah Fitzpatrick. S

Physician Notification is currently covered during orientation. Additional information
was added to the orientation packet on 10/28/10 to reinforce the importance as well as
family/responsible party notification. This was completed by Mary Arms/Robyn Akers.

Each nurse was inserviced on and given a copy of nursing “Scope of Practice Guidelines”
a brochure from the Kentucky Board of Nursing titled “Assuring Safe Nursing Care in
Kentucky” on 10/28/10. These were also added fo licensed nurses orientation. A copy
of the inservice given on 10/28/10 was placed in the orientation packet and will be
covered during orientation. Mary Arms will ensure this is covered during new employee
orientation. ' '

Each individual nurse involved was reprimanded.



ALl | ctaft inserviced N i of resid ‘

related to medication as part of the Abuse Prevention Policy and proper reporting
procedures on 11/19/10 by Mary Arms, DON. See attachment #1.

The CMA involved in the medication misappropriation for residents #10 #11, #12, and
#13 is no longer employed by this facility.

A special incident report has been developed and will be required when wasting a
narcotic. This must be signed by both nurses and reported to the DON/ADON. The
DON/ADON will investigate each instance of medication wasting and report any
suspected misappropriations as stated in the abuse prevention policy. Licensed staff
were inserviced on 11/19/10 by Mary Arms, DON/ADON. See attachment #1

A narcotic wasting policy has been developed and staff were inserviced on 11/19/10 by '
Mary Arms, DON. See attachment #1. :

Enclosed is a copy of the Narcotic Wasting Policy, Wasted Narcotic Incident Report,
Misappropriation of Resident Property from the Abuse Prevention Policy and the sign in
sheet. All licensed nurses attended. See Attachment #1.

The stock control employee {Madge Arnett) relabeled and rearranged the supply room
on each floor on 11/19/10. A list of items found in the stock room is available in the
supply room. All nurses were inserviced on the supplies and their location by Mary
Arms December 3, 2010. :

A copy of the stock control policy will be included in new orientation for nursing staff.

Pad and perscnal alarms were placed in each med room with a sign out sheet on
10/18/10. When an alarm is used per physician order the alarm should be signed out
and the slip sent to stock control so it can be replaced. The alarms are counted at shift
change to ensure that alarms are available. Mary Arms began inservicing on 10/18/10.
All licensed staff were inserviced on 10/28/10 Deborah Fitzpatrick. Attachment #3

Mary Arms inserviced licensed staff again December 3, 2010 concerning supplies, what
is in the supply room on each floor, the Jocation of the main stock room, the stock
control policy and the location of the key to the main stock rcom. Attachment #4

All alarm pads and personal alarms were replaced with new alarms This was completed
by Madge Arnett on 11/12/10.



