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F 000 | iNITIAL COMMENTS | Fooo
An Abbraviated Survey investigating - Johnson Mathers Nursing Home _
KY#00017811 was conduoted on 02/16/12 and acknowledges receipt of the Statement of -
02/17/12. KY#00017811 was substantiated with - | - Deficiencies and purposes this Planof
deficlencies.cited. Correction to the extent that the summery
F 157 | 483.10(b)(11) NOTIFY OF CHANGES F 167| of findings is factually correct and in
§5=D | (INJURY/DECLINE/ROOM, ETC) . order to maintain comphqn‘ce with
- applicable rules and provisions of the
A facllity must immediately inform the resident; -] quality of care of residents. The Plan of
consult with the resldent's physician; end if Correction is subrm_tted as a writien ;
known, notify the resident’s legal representative allegation of compliance. Johnson -
or an interested family member when there is an Mathers Nursing Home's response to this
actident involving the resident which rasults in Statement of Deficiencies and Plan of
injury and has the potential for requirir:g physiclan = Cotrection does not denote agreement
intervention; a significant change In th.. resident's with the Statement of Deficiencies nor
physlcal, mental, or psychosoclal stati:s (l.e., a that any deficiency is accurate. Further,
deterioration in health, mental, or psy::0social Johnson Mathers Nursing Home reserves
status in elther life threatening conditi:ns or the right to refute any of the Deficiencies !
clinical complications), a need to alter ‘reaiment through Informal Dispute Resolution, :
significantiy (i.e., a need to discontinus an formal appeal procedures and/or any other '
existing form of treatment due to adveise administrative or legal proceeding. f
consequancas, or to commence a new form of :
treatment); or a decision o transfer or discharge S F157
t&%?:i?t from th_e Facillty as epacified in ) Resident #1's physician and family were"é
} : Db;ﬁi.ﬁ‘?ﬂ of resident’s injury by = ,
The facility must also promptly notify the residént s s o X 'LPI’\I"#@L& 4:53 PM January 28, 2012.
and, if known, the resident's legal represantat‘ly;& XN Vst g . -
of erested famiy marmbor wnen hero 5 || e} sas counseled by the DONon |
spetified in §483.15(e)(2); or a change in Janusty 28, 2012 regarding failure 1o |
resident rights under Federal or State law or follow facility fall protocol including ;
reguiations as spscified in paragraph (b)(1) of | failure to document incident and i
this section. assessment of resident timely and :
| . L notify physician and responsible party
The facllity must record and periodicaily update 0 tlzepor fFaill P party i
the address and phone number of the resident's | ’ :
{ega asentative or interested famiiy member, '
SORATORY

OR PROVIDE

: CSENTATVES SIGNATURE e AT T
A Wi NN/

y deﬁcié\cy statement ending with a?f’aateﬂsk (") denctes a deficlency which the?nsiltu{lm may bo exoused from comecting providing it is determinad that
er safegqarda provide eufficient protection to the patlents. (See Instructions.) Except for nursing homes, the fiidings stated above are disclosable 80 days
owing thes date of survey whother or not a plan of correction 15 provided. . For nursing homas, the above findings and plans of correction are disolosable 14

yé following the date thesa documents are made evailable to the facliity. 1f deficlencles are clted, an epproved plan of correction is requisite to continued
gram participation. . .
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A. BUILDING- c
N _ 186026 B WiNG 7 0211712012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, BTATE, ZIP CODE
: 2323 CONCRETE ROAD
JO_HNSON MATHERS NURSING HOME - GARLISLE, KY 40311
0t4) 1D SUMMARY STATEMENT OF DEFIGIENCIES 0 PROVIDER'S PLAN OF GORRECTION s
PREFIX (EACH DEFICIENGY MUST BE PRECEQED BY FULL PREFIX (EAGH GORREGTIVE AGTION SHOULD 8E COMPLEYION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG _ CROSS-REFERENCED TO THE APPROPRIATE DATE
: : _ DEFICIENCY)
i All residents have the potential to be
F 167 | Continued From page 1 F167| affected. The Nursing Admin Team
' including the PON, Qf Nurse, MDS
This REQUIREMENT is not met as evidenced Nurses, Treatment Nurse and SDC . t
by: Nurse reviewed progress notes for the:
Based on record review, interview, and policy last 30 days on 2/20/2012 for all other
review it was determined the facility failed to residents to identify other residents
ensure thet:es!dent's P:‘}fis’gila“ a"g]'etgia' ( where notification of changes may be -
reprasentative were notified immediately of an ,
accident which resulted in injury and admittance Wa".alntEd' .ﬂ?mv concerns Identified
to the hospital for one (1) of three (3) sampled were immediately addressed as
residents (Resident #1). Resident #1 was found indicated up to & including a new
sitting on the floor of his/her room and the nurses assessment of the situation and/or
failed to identify this as a fall, as defined by the MD/RP notification if indicated.
facility, and follow related facility aceident protocol
to notify th ici d ' . -
fy the physician and responsibl party Altlicensed nurses were re-educated
| The findings include: on 2/23/12 by the DON regarding the :
right of all residents to have their
Interview, on 02/17/12 at 12:15 PM, with the physician and. family member/legal
Director of Nursing (DON) revealed the facility : : e .
defines a fall as anylime a resident goes rep reszntatwe mf orm.e d‘When tfhﬁrg s
unintentionally from one level to another, whether an accident/incident, including falls,
observed or unobserved, or was assisted or involving the resident; there is a change
unassisted, If the resident is on the floor it would in condition or the resident’s physical,
ba OlOnS'idBFEG a fall. Further interviaw revealed mehtaL or psychosocial status; a need :
the protocol for a fall would include completion of to alter treatment significantly or a
an incident report. . _
, decision to discharge or transfer the
Review of the facility's policy "RN Hall Nurse", resident. '
dated 11/21/08, revealed under Major Duties and
Responsibilities subsection fiftean (15) they were Progress notes will continue to be
taocgi%t;rr):tg;i?\ ggﬁga" of patient reviewed by the Nursing Admin Team
) -daily, Monday through Friday, for
Review of the facllity's policy titied: Reporting and - appropriate notification of physicians :
Investigation of Resident Events end Incidents, and family members/legal !
| revised 011’24’12. Slectiqn 2 Included Compleﬂon _representatives_:- The réSU'tS of these !
of the Phyeician notifioation and reviews and actions taken willbe !
RM CIMS-2087(02-98) Previous Verslons Obsolete Event ID: 0X4E41
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SUMMARY STATEMENT OF DEFICIENCIES

X4} 1D D ~ PROVIDER'S PLAN OF CORRECTION b
PREFIX |  (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREF| (EACH CORRECTIVE ACTION SHOULD BE coupLeTIoN
TAG 'REGULATORY ORLSC IDENTIFYING INFORMATION) TA CROSS-REFERENCED TO THE APPROPRIATE OATE
) DEFICENCY)
F 157  Continued From page.2 F 167! reported at the weekly QI meeting for

Famulleespons&bIe Party notification sectlon

Review of Resident #1's medical record revealed
the resident was admitted by the facllity on
09/21/11 with diagnoses which included Altered
Menta| Status, Anemia, Chronic Obstruction
Pulmonary Disease, Congestive Heart Failure,
and Demantia with Behaviors. Review of the
Quarterly Minimum Data Set (MDS) Assessment,
dated 12/11/11, revealed-the facilily assessed the
resident as moderately impaired in cognitive skills
for decision making. - Further review revealed the
fecllity assessed the resident as needing one
person assisiance for ambulation in his/her room.
Review of the. Care Plan, last revised on 12/11/11,
revealed the tsident was care planned for being
at risk for fali: related to Impalned balance and
unsteadiness.

Review of Re sident #1's medical record revealed
prograss not.s for 01/28/12 by Licensed Practical
Nurse (LPMN)}#1 at the following times regarding
the resident's condition and status:.

At 4:63 PM, she was called to the resident's room
by a Certified Nursing Assistant (CNA) and the
resident was noted to have bruising to (eft ear, left
cheek had a small amount of dried blood. The
resldent complained of left arm pain. Neuro -
checks were initiated. The physiclan and family
were notifled.

At 6:04 PM, the resident was noted te not easily
be aroused and continues to complain of palnin
left arm and lsft rib area.

At 6:47 PM, the resident was sant to the ER for
X-rays.

~ consisting of the Administrator, DON, |
- ADON, QI Nurse, Medical Director and

Completion Date: 3/09/2012

four (4) weeks then monthly thereafter.

The results of these weekly Qi
meetings will be reported at the
quarterly meeting of the Quality
Improvement Executive Committee

any other persons required to provide
information pertinent to the reports
being discussed at the Executive ;
Committee meeting with further action :
taken as directed by the committee. |
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. DEFICIENCY)
F 157 | Continued From paga 3 F 167

At 10:02 PM, the resident was admitted to the
Hospital with a diagnosis of status post fall soft
lissue injury to face and scalp. Family at bedside
and aware.

'| Raview of the Hospital Discharge note for
Reasident #1, from 01/28/12 admission, reveatad
no evidence of new Injuries to the face or head as
well as chest and pelvis. Residant will be
transferred back to the nursing home.

interview, on 02/16/12 at 3:25 PM, with LPN #2
revealed she worked the day shift on 01/28/12
and was assigned to Resident #1. She roported
she was not informed of a fall. \fyou fincta
rasident on the floor it was considered a iall even
if the resident told you they did not fall. The
procedure after a fell was to assess the 1asidant,
call the physician, family; and on-call nurse, and
DON. Furiher interview revealed staff was to
document the svent In the progress note,

.1 completa an incident report and put it on the daily
rapori sheet. LPN #2 stated she did not assess
Resident #1 because she was not aware of any
acute problems. She should have been Informed
gbout the fell by the previous shift.

interview, on 02/16/12 at 3:07 PM. with Licensed
Practical Nurse (LPN) #1, who worked the
evening shift on 01/28/12, reveaied she was not
told abaut a fall by etaff from the prior shift. The.
LPN slated falls that occur should be put on the
roport sheet, She should have been-informed of
the event and she did not assess the resident for
-changes at the beginning of her shift She
further statad anytime a resident was found on
the floor it was a fall regardless if it was

ih CMS-2687(02-99) Pravious Varstons Obsolota ~ EventiD: OX4E11 Fagllity ID: 100340~ If contlnuation sheel'Page 4 of 10
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| foliowed the fali pmtocol

witnessed. Further interview revealed after the
CNA Informed har the resident had brulsing on
her face and head she reviewed the report sheet
and notes but could not find anything. She
assessed the resident, started neuro-checks and
notified the DON, physician, and family She

Further review of Resident #1's medical record
revealed a late entry progress note, on 01/28/12
at 11:48 PM, by RN 1 regarding an unobserved
fall on 01/28/12 at 3:16 AM. The resident was
found seated on the ficor at side of bed on
butlocks, with both 123s outstretched. The
resident stated she «.id not fall, she was on the
floor putting on her ©oes, No injuries, no
complaints, no probl. ms noted.

Interview, on 02/46/° 2 at 4:40 PM, with RN #1
who cared for the Re:sident #1 on 01/28/12,

revealed she and ansther nurse (LPN #3) went to _‘

the room and fourid the resident on the Roor
about 3:16 AM. She assessed.the resident for
range of motion, vitals, pain, and did a head to
fos assessmant, but did not see any type of
injury. The resident denied falling, but stated she
was putting on her shoes. RN #1 falt It should
have been reporied as a fall. The RN stated the
nurse she was with, LPN #3, told her it wasn'ta
fall so she did not chart it. Further interview
reveeled she did assess the resident, but did not
document the assessiment at the time and did not
notify the physician or the family of the event.

Interview, on 02/16/12 at 8:45 PM, with LPN #3
ravealed she went to Resident #1's room with RN
#1 and found the resident on the floor. The other
nurse, RN#1, assessed the resident. 1t should

M CMS-268T(02-00) Provious Versions Obeolels
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have been treated s an unobserved fali, if a
resident is found on-the floor it is considered a
fall. They are supposed to assess the resident,
compiete an incident report, notify the physician,
family, end administrator. They are supposed to
report to the next shift. Further interview,
revealed because the other nurse was caring for
the resident she would be expected to complete
the progress note.

Continued interview, on 02/17/12 at 12:15 PM,
with the DON revealed the nurse, RN #1, failed to
understand the resident had a fall per the faciiity's
definition of a fall. Psr the fall protocol, an -
incident report should have been complated
immediately-upon discovery of the fall. It shoulr
have been documented in the progress note
which would include who was notified. The nutce
falled to follow the documentation protoco! and
failed to notify the proper persons. .

Interwew. on 02/17/12 at 11:46 AM, with the
Administrator revealed a fall was defined as
anylime a resident goes from ona level 1o another
unintentionally. After a fall the facllity protocol
was staff should assess the resident as soon they
knew there had been a fall. When staff ensured
the resident was safe, staff should document the
event and call the physician to possibly get
orders. The nurses taking care of Resident #1

| did not follow protocol. _

F 323 4683.26(h) FREE OF ACCIDENT Faz23
88=D | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as Is possible; and each resident receives
adequate supervision and assistance devices to

ORM CMS-2507(02-09} Previous Varslons Obgolste o Evenl ID:OX4E1Y - Faclllty ID; 100348 if cohinyation sheet Page 6 of 10
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F 323 Continued From page 6 F 323| F 323

prevent accidents.

| This REQUIREMENT is not met as evidenced

by:

Based on record review and interview, it was.
determined the facility failed to provide an
environment that Is free from accident hazards of
which the faciiity has control and provide
supervision and assistive devices to gach
resident to avold accidents for one-(1) of three (3)

. | #amplec residents (Resident #1). Resident #1
vias fourid sitting on the floor of her roomn and the |

rurses failed to identify this as a fall, as defined
Ly the fecliity's policy, and follow related facitity
acclden® protoco! to initiate preventive measures.

The findings include:

Review of the facllity’s policy titled: Reporting and
Investigation of Resldent Events and Incidents,
revised 01/24/12, revealed upon becoming
aware of an event, the nurse or nursing
supervigor is to complete the Quality .
improvement (Qif) reporting form. It inoludés the
event date/time, assassments and.interventions.
Further review revealed on completion of the Qi
form it is to be routed to the Director of Nursing
{DON}) or designated administrative nurse to
datermine If Interventions were to be initiated.

Interview, on 02/17/12 at 12:16 PM, with the
Direotor of Nursing (DON) revealed the faoility
definad a fall as anytime a resident goos
unintentionally from one tevel to another, whether |

Resident # 1 was provided with an

assistive device by LPN #1 at 4:53 PM
on 1/28/2012 when she assessed the
resident, she placed a pressure cushion

she got up. Resident #1 was
transferred to the hospital on
1/28/2012 at 6:47PM for diagnostic
tests per physician order. A new fall .
risk assessment was completed on
1/28/2012 for Resident #1 and upon
her return fram the hospital on ;
2/1/2012, the following interventions
were put in place: high/low bed ‘_
adjusted to appropriate height for the -
resident; wirged mattress; and :
pressure cushion alarm under resident :
at all times to alert staff that she is up. :

resident sitting on the floor as a fall
even though unobserved and thus
failed to follow the facility fall protoco!
which includes completing a new fall
risk assessment and initiating
appropriate interventions.

risk. A review of fall risk assessments

RN#1 was counseled by the DON on }
2/28/12 regarding fallure to Identifya :

under the resident to alert staff when

All residents have the potential to be at 5
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F a2 . for all residents including review of 7
323 | Continued From page 7 F 323 assistive devices in place was :

.| would be considered a fali. Further Interview

| No injuries, no complaints, no problems noted,

observed or unobserved, or assisted or
unassisted. If the resident was on the floor it

revealed the protocol for a fall would include
completion of a fall risk assessment and initiation
of preventive measures.

Review of Resident #1's medical record revealed
the resident was admitted by the facility on
09/21/11 with diagnoses which included Altered -
Mental Status, Anemia, Chronic Obstruction
Pulmonary Disease, Congeslive Heart Failure,
and Dementia with Behaviors. Review of the
Quarterly Minimum Data Set (MDS) Asgsessment

dated 12/11/11, revealed the facility assessed the

resident as modsretely imperad in cognitive skills
for decision making. The ferility assassed the
resident as one person assistance for ambulation
in his/er room: Review of 1ae Car Pan, revised
on 12/11/11 revealed the resdent was care
planned for being at risk for talls related to
impaired balence and unsteadiness. The care’
plen included assist during transfer and mobility,
encourage the resident to wear glasses, have
commonly used articles within easy reach, propsr
ang non slip footwear, and wheaslehalr when out
of bed. '

Further review of Resident #1's medical record
revealed a late entry progress note, on 01/28/12
at 11:48 PM, by Registered Nurse (RN) #1 '
regarding an unobserved fall on 01/28/12 at 315
AM. The resident was found seated on the floor
at side of bed on buttocks, with both legs
outstretched. Agked if he/she feli, the resident
stated, no he/she was pulting on hisfher shoes.

| bazards or risks identified.

| In-services for nursing staff regarding

completed by the DON and MDS Nurses:
on 3/8/2012. No additional residents ;
were identified as being at risk for falls :
and no new assistive devices were ;
identified as being needed through this:
review. ‘ :

A visual round of the facility was
conducted by the Administrator, DON,
& Environmental Services on 3/8/2012
to identify hazards or risks in the :
resident’s environment and to
implement interventions to reduce any:

the following: !
- Definition of a fall
- Assessment of resident after a fall
and completion of new fall risk
assessment
- Compietion of incident report
- ldentification of cause of fall and
frplementation of appropriate
interventions
- Completion of wandering risk
assessments -
were conducted by the DON, QI Nurse |
and SDC Coordinator on 2/23/2012. :

E
To identify any changes in condition or f
behavior that could potentially indicate i
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(X4) 1D - BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACRH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ‘COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: ) DEFICIENCY)
‘ ‘ ~ | anincreased risk for falls in all _
F 323 | Continued From page 8 F 3231 residents, including those not currently :

A

Interviaw, on 02/16/12 at 4:40 PM, with RN #1
who cared for the Resident #1 on 01/28/12,
revealed she and another nurss, Licensed
Practical Nurse (LPN) #3, went to the room and
found the resident on the fioor about 3:15 AM.

The resident denled falling and stated he/she was |

putting on histher shoes. RN #1 stated she did
not put anything in the progress notas about the
event and it should have been documented.
Further interview revealed RN #1 did not
complets an incident report until. after being called
on 01/28/12 at 8:00 PM by the DON. It should
have been reported as an incident and she had
requasted help to complete the report but LPN
#3, 1old her the resident sat down and it wasn't a
fall.

Interview, on 02/16/12 at 8:46 PM, with LPN #3
revealed she went to Resident #1's room with RN
#1 and found the resident gn the fioor. The other
nurse, RN #1, ageessed the resident, It should

't have been treated as an unobserved fall,

because Resident Resident #1 was found on the
floor. She stated staff was supposed to assess
the resldent, complete an incident report, do a
twenty-four hour note to alert other staff and notify
the physician, famity, and administrator.

Continued interview, on 02/17/12 at 12:15 PM,
with the DON revealed the RN #1 failed to
understand the resident had a fall per the-facllity's
definition of a fall. The assessment should have
besn documented at the time of the fall ahd
subsequent neuro checks should have been
performed, She falled to notify the day shift nurse
80 no fall assessments were done. They should .

‘have put it on the twenty-four (24) hour report and

the resident should have been assessed for injury

identified as at risk for falls; and to
ensure that for any resident(s)
identified as being at risk for falls, the
fall risk assessment has been compfeted%
properly and assistive devices have
been put In place as appropriate, the
DON, MDS Nurses, Qi Nurse, SDC Nurse |
and/or Facllity Registered Nurse
Consultant will read nurse’s notes, _
review 24 hour nursing reports, talk to :
direct care staff and observe residents
during rounds, daily, Monday - Friday.

To monitor facility performance to
ensure that solutions are sustalngd ,
_ through the QI process, the progress

"notes and 24 hour reports for all
residents, including Resident #1, will
continue to be read by the DON, Q!
Nurse, SOC Nurse and/or MDS Nurses
daily, Monday — Friday to ensure that ;
interventions implemented for a
resident identified at risk for falls ‘
remain effective. The results of these
audits and action taken will be ;

. reviewed weekly for four weeks, then '
monthly thereafter by the QI i
Committee, consisting of the ;
Administrator, DON, Qi Nurse,
Treatment Nurse, SDC Nurse and/or
DS Nurses. Trends & any

- accompanying actions from these
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FORM APPROVED .

OMB NO. 0938-0391.

and if appropriate neuro checks should have ,
been performed. Tha nursa failed to follow the
fali- protocol and failed to notify the proper
persons. The nurse did not initiate a preventive
measures as per the facility's policy.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
) : . A BUILDING -
B. WING
- 7 : 185028 ) . 021712012
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
JOHNSON WATHERS NURSING HOME 2323 GONCRETE ROAD
CARLISLE, KY 40311
o) 1D . SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION s
PREFIX {EACH DEFICIENCY MUST BE PRECEOED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG - CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENGY)
_F 323 Continued From page ¢ F 323| audits in additions to reports from the

Falls, Wandering Residents, Restraints,
Safety, Event & Incident, and the
Physical Plant Quality Improvement
Committees will be reviewed quarterly
by the QI Executive Committee,
consisting of the Administrator, DON,

ADON, Q! Nurse, Treatment Nurse, MDS:
Nurse, Mgdical Director, &/or any other

persons required to provide
information pertinent to the reports

- being discussed, with further retralmng

or other such interventions
|mp|emented as directed by the
commitiee,

Completion Date: 3/09/2012
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