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© Tre Abbreviated Survey lo investigate , f

. KYOCQ?_OB?‘I was initizted on D?/(}.EHS@Q@X

; concluded on 07/03/13. Both allegations were

" substantiated with identifled deficenc
F 282 483.20(k)(3)i) SERVICES BY QUAL!
$3=0 | PERSONS/PER CARE PLAN

! The services provided or arranged by th .é'e’ititg ‘

must be provided by qualified persons in s
i accordance with each | esidents written plan of j
Leare. ;

s . :
t This REQUIREMENT Is not et a5 evidenced . :
i Based on interview, record review and review of | ;
_the facility's pofiey, # was determined the facility | !
| Tailed to ensure sta¥ provided care-to one Mel | .
- three {3) sampled residents (residerd #1Yin : .
; accordance with the residents written Plan of
| Care (POC). Residen: #1's personal alarm was | :
' not turned on resulting in a fafl,

‘ The findings Inciude:

| Reviaw of the facility's palicy, "Cére Plan - Using
“the Plan", dated 6170041 3, revealed it wasthe

- peticy of this facitity that the care plan he vsed in
. developilg the resigent's daily care routines,
Daily care and documentation must be consistent i
| with the resident's care ptan. :

; Record revisw revealar the facllity adrmitted ;
i Résldent #1 on 05/08/13 with diagnoses whick
s inctuded, Alzheirrer Dementa, Paralysis Agitans,

(R ID © SUMMARY STATEMENT OF DEF IGIENGES I FROVIDERCS PLAN OF CORREGTON D .
FREF Y [FACH BEFICIENCY MUST BE PRECEDED By FliL PREFIX (EACH COFRECTIVE ACTION SHOULD BE | CORPLETION
TAG REGULATORY OR LSC DENTE YIHNG INF OREAATION; h 2] CROEE-REFERENCED TO THE APFROPRIATE R = 5
; N DEFICIENCY) ;
F 000 1 INITIAL COMMENTS F oooi Ridgeway Nursing and

Rehabilitation does not believe nor
does the facility admit that any
deficiencies exist.

;2

idgeway Nutsing and
chabilitation reserves alf rights 1o

~ coutest the survey findings through

informal disputes resolution, legal
appeal proceedings or any
administrative or legal proceeding.
This plan of correction does not
constitite-an admission reparding
any facts or circumstances
surrounding any alleged deficiencies
to which it responds; nor is it meant
to establish any standard care,
contract, obligation or position.
Ridgeway Nursing and
Rehabilitation reserves all rights to
raise all possible contentions and
defenses in any type of civil or
criminal claim; action or proceeding.
Nothing contained in this plan of
correction shouold be considered as a
waiver of any potentially applicable
peer review, quality assurance of self
critical examination privileges which

£
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Any deficiency Sialedient ending wilh 8n asterick ('} deroles & deficiancy which Ine lnslufion mé b extused frim correcling providing ItIs determirad Thal

Sthar safeguards provide sufficien) frorsctlon 1o the pallents, {See hsnictions i

Extept for nursing bomies, the findings stgted abovs 2rs distissebic ol days

flbwing Ine daw of survey dhather o not a pian ol earmacllon is provided. Foy fAbrsing homes, the abows findings ard alsns of corresion are dissosanle 14

days feliowing 1he dale Ihese documents are madds svallablg ko llse fachity. 1| dellclencios are dien,

program padicipalion,
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- Difficulty it Watking, Lack of Coordination,
. Muscle Weakness, and History of & Eractored
“Laoccyx related to & fail,

I Review of the Fall Risk Asgessinent datsd
0517113, revealed the facilty had assessed

- Resident#1 as high fisk for falis. Review of

‘ Resident #1's Admission Minfmuom Data Set

- {MDS). dated 05/22/13 revested the facility

- @ssessed Resident #1 with o Brief Intendiew for

. Mental Status (BIMS) of three {3) out of fiftesn
H{15}, indlcating the resident was severgly

- impaired in cognition, Continued review revealed !
| Resident #1 required imited assistance of one {(1}.
" person physical sssistance for transfer, to walk i |
. room and the corrider. ‘ :

- Review of the POC revealed 2 focus ares of risk

i for falis related to resident being unaware of
“safety needs, confusion, vision/hearing problems
| wandering secondary lo Alzheimer, Demantia and
! Parkinson's. Interventions Included bed asd chair |
" alarm at 2ll tmes,

 Interview with the Licensed Practicat Nurse (LPN}
#4, on 07002113 at 1555 PM, revealed Resident #7 ¢
i had @ fall ont 08/05/13. She stated Resldamt #1 |
twas found on the fiod by housskeeper, LAN #4 |
- stated white investigating the cause of the fall, it
- was found that the aterm or the wheelchalr had
_hot besn tirned on.

" Interview with the Restorative Aide (RAY#, on
O3 at 200 PY, revested she had just
Fcornplated Resident#1°s restrative tharapy of
transfers and ambutation, wher the resident

| stated he/she needed to be tollsted. RA#1 sald

i she took the residsnt to the bathroom, then put

FAHD SIRAAARY STATEMENT OF DEFICIENGIES : I _PROVIDER'S MAN.OF CORRELTION S e
PREFIX | {EACHDEFICIENCY MUST BF PRECECED BY FULL 1 PREFIX | (EACH CORRELTHE ACTION SHOULE BE I eousienion
Tagt i REGULATORY OR LEC IDENTIEYING TNF ORIAATION : e | CROSS REFERERCED TO THE APPROPRIATE PAYE
N ! DEFICIENCY)
3 T )
. . ¢ Ridgeway Nursing and
F 28z ¥ Continued From oage 1 F 282 dg &

Rehabilitaion does not waive, and

reserve the right to assert in any

administrative, civil, or criminal

. claim, action, or proceeding.

i Ridgeway Nursing and _

 Rehabilitation offors Hs responses,

. oredible allegations of compliance

' and plan of correction as part of its
ongeing effort to provide quatity
care to resident.

1282

| Itisand was on the day of survey the

! policy of Ridgeway Nursing and

- Rehabilitation to provide or arran ge
services by a qualified person in
accordance with each resident’s plan

I of care:

. 1. The-employee who failed to turn

i the resident’s alarm back on has been-
. re-educated and disciplined on the
following the residents plan of care.
Resident #1 did not sustain
significant injury related o her fall ‘
- on06-05-13. She has been assessed °
' by her physician, |

FORM CMS-ZEERD2:5D) Pravisus Versians (taolere Event IP: ¥ 4EQY

Faciliy 10 100427 1 conliruation sheet Pega 2.of 10
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185254 _ EWING ; 00372043
NAME OF PROVIDER ORSUPFLIER ' ' STREETADIRESS, CITY, STATE, 2P CODE h
; MG HC
RIDGE WAY NURSING & REHABILITATION FACILITY ;ﬁ?&%ﬁig‘?ﬁ it
X o SUMMARY STATEMENT OF DEFICIENCIES B _PROVIDERS FLAN OF CORRECTION I
PREFIX 1 {EACH DFFICIENCY MUST AE PRECEDED BY FULL , PREFIX (EACH CORRECTIVE ACTION SHOULD B8 ! coMPETION
TG ¢ REGULATORY OF LSE iDENTIFYING INFDRMATION . THG GRO$$~RE?ERESEC§§EEC T?;;E APFRUPRIATE | BATE
e o . , e 2. All employees (RN, LPN and
! Gonttinued Fromi page 2 : 282, SRNA® o e )
b . . . = S 8] were fe-e o ~10
¢ himiher back in the wheslehair, She stated she - ) er ~educdted on 07-1
b was aware of the care plan intervenfion for the - i 13 by the Staff Development Nurse
- alarm when in the bed and in the wheaichair. She ; i (RN)on the following résident’s

 Btated she thought she had turned the alesm back o S i
‘o, but must not had. plan of care. Resident’s with special
i © e D . (DO i i care needs are veviewed weekly in

¢ Inferviewwith the Direcior of Nursing Ny on : TR -
 D7/02/13 2t 3:30 PM, revealed the facilty had the facility’s Quality of Care
: ¢isciptined RA %1 and had dons sorme

l; meeting, Those attending this
. re~education for faiture to follow the BOC, !

: mecting are the Administrator,

F 309 | 483.25 PROVIDE CARE/SERVICES FOR - Fapel MM e ues
$5=D : HIGHEST WELL BEING : i Directorof Nursing, QA nurse,
f . Dietary manager. Activisi
~Eachresident must recelve and the facitity must . 1 agaber, Adtivities and
i ramtenance,

 provide the necessary care and services fo attain ; ;
- or mantzin the highest practicable physizal, -
. mental, and psychososial weli-being, in ‘ 3, chkly the }j)irmmf.efmmqiﬁg

| iﬁﬁiﬁ? ::{r: the comprehénsive assissment or the Staff Development Nurse will
; © audit those residents who are
scheduled for an assessment to
cusure the resident’s plan of care and
the care being provided are the same.,

| This REQUIREMENT s niot me: as svidenced - This will ensure each resident is
by Crevi : .

; Based onobservation, interview, record review X ewed at least Quarierly.

- and review of the facility's dolicies/forms it wes R . .

, determined the facllity failed to ensure aach “ | 4. Aspartof the facility’s ongoing
 resident receives the necessary care and ‘3 - guality assurance program; weekly

; services to etiain or maintain the highest _ : the Staff Devel J o
j practicable physical, mental, and psychososial oo otk Leveiopment RN will audit
i well being in accordance with the comprehensive I 10% of the residents to ensure staff

fassessment and plan of cars for twa (2} of three
P {3) sampted residents (Residents #1 and #2). ; . _
' Resident #2 was found to have a brulsed area to | ; :
| hisfher left foot, on 06/28/13. Howsvar, the fagllity | :

FQRM DMS-256T(02.95) Previovs V0 s Obsotels Evenrt i WAEQ1 Fagily 1t 100427 I} eontinuaton shegl Page 30f 18
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i faited o immedistely intiate an investigationto

" identify the cause of the bruise and there was no

; Cocumented evidence of the briise in Resident

F#2's madicat record. Residont #1's wes found

. with & bruise to ks right axxillary but the facility did

: not investigate It unt! after reported o the faciity
by the rasident's daughter on 88731413, In ;

- addition, there was not documented evidence the
Brulse found dusing the skin assessment, on :

D702 3 duting the survey, had baen dertfied. !

. The Bndings include: :

. Review of the facility's poticy titled, ‘Changes Ina |
! Resident's Condition or Status®, dated o4/0803,
 T&vealed itwas tha policy of tha facility to notiy
 the resident, hisfher atiending physician, and ;
. histher reprasentative of Changes in the resident's |
: condition andfor status. The poficy continued onto |
, State nursing services at the facifity would be ;
| responsible for notifying the resident's attending
- Physicien and responsible party when a resident
- Is involvedin any accident or incident that
' resulted ininjury, inctuding Injuffes of unknown
; sourca, Inaddition, the policy stated g changes |
Lin the resident's medical condition would be
property recorded in the resident's medicat
i rpcord.
: Review of the facility form titled, “Eardy Warning |
| Tool Stop and Waich”, undated, revesled whan j
“steff members kientifed changes such as thass
| in skin color of condition, they weri o indicate tnel
' change observed on the forr, and then disouss
. the change with the Charge Nurse before the end |
; of the shift. The form contained an ereaforthe
“resldent’s name, siaff 1eporting, 83 well as date,
{ time and who the change was reporied to.
3

STATEMENT OF DERICERCIES %1} PROVIDERSLPPLIERICLIA {(XZIMULTIELE CORSTRUGTION (X3} DATE SURVEY
ARD PLAN GF CORRECTION IDENTFICATEON NUNMBER: A BUILRRG COMPLETED
C
1848254 B VNG - - —y . DIe32613
NANE OF PROVIDER OR SLPPLIZR STREET AODRESS, CITY. STATE, ZIF CODg o
) . 458 WYOMNG ROAD
DGEWAY MNURSING & REHABILITATION FACILITY N ° .
R i _ OWINGSVILLE, KY 40380
XA SUMMARY STATEREWT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECT iow ook
PREEDC | (EACH BEFICIENCY MUST BE PRECEDED BY FULL | PREFIX ¢ [EACH CORRECTIVE ACTION BHOULO BE P COUPLETION
TAG REGULATORY ORI LSC ENTIFY NG IMF ORMATION) i TAG ‘ CﬂBSS—RﬁFERENC{ED TS THE ARPROPRIATE : LATE
? ! CEFIGIENGY] ,
P _ _ is providing services as outlined in
F 309 ! Centinued From page 3 Faos ! E

. periodically. The Continous Quality |
Improvement commitiee consists of
¢ the Medical Director, Director of

" Nursing, Administrator and various

- monthly,

. the plan of care. This sudit will

continue for the next four months
and If no further issues are identified
the audits will be conducted

department supervisors-and direct
care staff, This commiitee meets

5. 07-20-13

gy e

FOR CMSQEE‘?{S?«BQ] Previous Versiong Oisoiste E"_L'Eéil IBIWHEQS]

Faciity I3 1005y

if contincalion shesl Page 4of 19
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F 309 { Conlinued From page 4

the the nurss immediaiely, regardiess If the

the Director of Nursing {DON}If they felt the
nurse did not teke action,

,included Acute Ischemic Stralke, O Laht

! reviaw revealsd Resident #2 reguirad the
. assistance of two (2) staff merrbers for bad

eating,

- Care (POC), intiated 0370371 3. revsalad the

use of Plavix. The goal of the POC was for

£

- Revtew of g Tacitity in-setvice, dated 08/21113,
revesed staff was o report a1 bruises no'ed o

- bruisewas & new or oid area to the resideni's
- skin. Atso, the in-service siatod sialf was o calt

1. Record review tevealad the facility admittad
‘ Resident #2, on 0214113, with diagnosis which

| Oocipital Stroke, Laft Eye Blindness, Macutar
Degeneration, Hypertension, Chronic Kidrey

: Disease, Dementia, Dvsphagis, Dyslipidemis,

" Hypothyroidism and a history 6f Colon Carncer,

' Reéview of Resident #2's admission Minlmum

" Data Set (MDS) Assessment, dated 02724 /1 4
i Fevealed the facitity assessed Resident #2 1o i
F have a Brief Inlerview for Mental Status (BIMS) of !
_nine (8} out of fiftesn {15}, indicating the resident
Fwas moderately impaired in cognition. Continued :

i mabllity, transfers, dressing, tolle! use, and 18-13.
- hygiene. The residert was also coded asan :
- ansistof one (1) staff member for tacomution and | 3, weekg}z the nurse who performs

| Review of Resident #2's Comprehensive Plan of
rasident had a potental for brusising retated to the

Resident #2 to be fres from complications retated |
to bruising threugh the review oate, of 08/21/13,
- As part of the inferventions tisted, nursing staff
“were to monitor for indications of skin Impatrment

I It is and was the policy of Ridgeway

3 . Mursing and Behabilitation to cnsuge
* each resident must recejve angd the

. facility must provide the necessary

| care and SEIvices to attain or i
" maintain the highest practicable
- physical, mental, and psychosocial
- well-being in accordance witl

- tomprehensive assessment and plan
" of care, :

1. Resident #1 and #2's bruised
:  Areas have healed,

2. All residents have been assessed
: for any bruising or injuties by the
skin assessment nurse {LPN) on 07-

skin ussessments will also complete
alist of any resident who has

FORLS CMS-2867152.80) Provitus Vigrsions (bsolate Evang ID:WQEGH Fagdiy 10 100427 Fooninuation shos Page Sof 12
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xs40 | . SUMMARY STAIERENT OF DEFICIENGIDS . o FROVILER'S PLAN OF CORRECTION

RIDGEWAY NURSING & REHABILITATION FACILITY

: - } : ; . " i X5}
PREFIX 3 1EACH OFFICIENGY MUST BE PRECZDED By FULL i PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMLETION
TEG FEGULATORY OR LSC MENTIFYIG SNFGHRMATION iOTAG CROSEREFERENCED 10 THE APPROPRIATE Pobae
! i ;

DEFICIENGY)

F 308 | Continued From page 5 . Fass oruising noted. This list wil] be

| during cars. Another POC, initiated 03103/13, | - reviewed by the Administrator to
s related to Residen: #2°s Activities of Daity Living ! i ensure that the causative factors and

(ADL} setfcare parformance deficits stated staf
P were to observe the regidont's BKin for Brulses
- and report to the nurse wher found. Review of

" documentation has heen completed.
An in-service was conducted on 07-

! Resident #2's Physiclan's orders dated, 05/04/13_ . j ' - Therts ol eviser e v
' revegted heishe received Plavix (a medication | £5-13 by ih‘ﬁ Staff De:x elqp‘mem RN
, #sed to thin blood cells) 76 milicrams daily. j for all nursing staff discussing

- Record review of Resident #2's Nursa's Notes | reporting of bruises and utilizing the

- revealed there was no documented evidence “stop and watch” documentation,

, Resident #2 fizd a bruised area o histher left Stop arid Watch tool is partofthe |
{ ool Continusd review revealod therg was no i . i
 documented evidence Resident #2's Physician of - SBAR documentation system. Stop
 Respansibie Party had been informed of the ; and Wafeh is an early warning 6ol

" bruised area to Rasident #2's tefe foat, ! ; .

; : for staff 1o utilize,

! Record review of Resident #2's Weekly Skin ;
Assessments, lzst dated O8/26/13. revealed there | 4., As part of the facility’s ongoing

' was no doournented evidence hefshe had a ; “

' brulsed area to his/her lefl foot, : quality assuranee program the

' Director of Nursing will conduci

i ;
- Recoid review of Resident #2's 24 Moyr Mursing head i .
_ Assessment, datad B6/28713, reveated the : ; head tf) t‘l}§ S]fm‘ gssessmant on al o
| section to ldentify whetner or not the resident had | : least five residents weekly to ensure |
- bruising, was not completed, Contirued, review of ¢ “all noted skin onditions are ?
i the 24 How Nursing Assessments for Resident : Ca ©
#2, datad 06120113 and 06130/43, reveated the | - docuniented correctly. The

residen! was assessed to have b uising; however, | Contitnous Quality Improvement
; the tocation nor ofigin was noted. : ; . . R
: 9 Committee consists of the Medical
_An additional, Weekly Nurse's Note, dated Director, Administrator, Direcott of

1 07/01/13, revealed Resident #2 was assessed 1o i . _‘
“ have muttipte healing/oid bruises. Yer, there was Nursing and various d-ep&ﬁm?ni
no indication as to the location or arigin of the g managers and direct care staff
% assessed bruised areas to Resident #2's skin.

; Observation of Regidant #2's head to toe skin ) 3. 07-20-1 )

FORM CM3-256T(02-98) P revinis Verssns Obsoiete Evenl fx peasicy ) Fagdy1D: vouauy : If cerinualion shest Page 6 of 48
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DEFICIENCY |

F 300 Corttirued From page 8 F 309; r
- assessment, on 07/02413 at 13:54 AN, revealed 2 : i
- bhie bruised srea lo his/her leit foot thatwos
" approximately half dollar sized, Resident #2'5
- Responsibe Party was presant during this

: assessmeant. H
) !
| Interview with Resident #2, ony QFO2113 at4:34
" PM, revesled she was ursEvare how the bruise 1o
i histher left foot oceurred. :

Interview with Resident #2s Responsiite Party,
I on 07/0312 at 10:56 AM, revealed pririothe | . . ;
skin assessmant perfermed, on DF/02/13 with the | ! ;
i BuUrveyor prosent, she was unawsre of thia ; :
* bruised area to Resident #2' toft foot.

. Irterview with Certifiag Nursing Assistant (CNA)
R, on 072113 at 2:43 PM, revealed she had ] i :
- wiorked with Resident #2, on 06/23/4 3, andhad | ; ;
‘noted a hruised area tg fisfer left foot white i :
; Femoving Resldent #2's shoes, CNA 121 reported ,
| she informed Licersed Practical Nurss (LPNy#2 i
- Of the bruised area noted to Resident £2' 165 I ' i
| foot during second shift, on 06/28/1 3. CNA #1 :

' stated she was unaware what actions were taken

. by the LBN, and she further stafted she did not

| complete any dosum entatlon of forms related lo

‘thls mrea, ' !

| interview with LRN #2, on 070313 at 10:00 AM, ; ;

‘revealed she had been assigned to Resident #2, i

jon 08/28/13. Howsver, LPN #2 could not renall ;
; staff reperding a bruise 1o Resident #27 leftfoqt, | : !
- LPN #2 stated she was unaware of arty brjised | ’ ‘
[ Breas to Resident #2's {eft fool. The LPN stated i°

 the bruisa to Resident #2's left foot had besn

: FEPOrted to her, she would have com pleged an :

| ihcident report and Irvestigation to detefmine the

FORM GME-2567(52-98) Pravicus Versicrs Dbsolie Evenl £:W4ED 13 Facdity i 100427 1 cortinuslion sheel Page 7 of 18
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F 309 Corlinued From page 7
| ceuse of te bruise. Then she resorted she would |
- have contacted the Physician, Responsible Party |
. &nd the Director of Nursing (DON) immediatsly,
| LPN#2 alst reporied when completing the 24
* Haur Nursing Assessment, brulsas were to be
- Incizated by location. LPN #2 also stated eny
. bruises noted to & resident should tie
| documented by location in the nurse's noted.

lertarview wilth the DON, on 07/02/13 at 3:24 M, :
| revealed when bruises were noted to a resldent's :
f skir: the CNA should inform the nurse and the
I nurse should contact the Physiclan ard

Responsible Parly. The DON further reparted an |
: Inzident report shoutd be completed 1o dogument
the bruise and determine the cause, so action i
: oouid be taken to pravent further bruising. The

DON reported prior to surveyor questioning, she
;¥vas unawara of the pruised area ti Resident #2s
left foot. The DON staled nursés ware to :
| zemplate a head to toe skin sRsessmentdailvin )
greer 1o complete the 24 Hour Mursing
Assessment Form, The DON steted 2n additianal |
skin assessmant wag performed weekly by the
; Skin Nurse. Lastly, the DON staled she expected
“all brulsing to be documented in the resident's
~medical recard.

interview with the Administretor, on 07/03713 at

: hisiher left foot kad not been documentad, and & |
| Stop and Wateh™ form had net been completed.

i origin of the bruise to Resident #2's fogt dtd not
immediately begin when found by the CHN&, on
| 06/26/15.

i. 2. Revord review revealad the faciity admitted

F 3081

1

¢ 11:70 AM, revealed Resldent #2'5 bruised grea to '

1 As aresul, the investigation to determine the |

i
]
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e

of tha POC was for

" avoid falls,

| Observation dufing

- right inner forearm,
i reported the bruise

- anticuagulation ther.

c Bvary waek and PRN

F 308 Continved From page
. Resident #1 on 05716/13 with disgnoses which
{ included Transiernt lschemle Atiask, Alzheimer
: Dementia, Paralysis Agitans, Bifficulty in Wa
! Lack of Ceordiriation, Musele W
" History of s Fraciured Caccyx retated to 2 fall.

" Review of Resident #1's admission Mirdmum
Data Set (MDS) Assessment, dated 08/22/13,
reveated the facllity assessed Regidant #1 with.a

; Brief Interview for Mentat Status (BIMS) of three

' {3) out of fifteen (15) indicating the residan was

- Evelyn impalred in cogrition, Continued review

! revealed Resfdent #1 reguired fimiled assistance

_of one {1) person physical assistance for transfer,

! to walk in his/har room and the corridor.

i Review of Residert #1's redication orders for
_June and duly 2013, revealed the resident was on -
: Coumadin (anticoaguiant?blood thinner :
¢ medicatian) four {4) miliigrams given daily,

Review of Resident #1's Comprehansive Blan of
| Gare (POCH revealed a focus area of

king,

sékness, and

F 309]

apy refated to TIA's. The goat '

Resident #1 10 be free fram
i Ciscamfert or adverse reactions retated to

~anticoagufant use hrough the review date of ;
: 9812513, Interventions Inciuded labs as ordered, |
: report abnormal labs to MD, Skir gssessment
{=s neaded), avold activities |
| that could resuft in Injury and take precaution to |

the skin assessment on

- 0770213 vith LPN #4 revealed 2 quarler sized

i purrple red bruize was found ont Residert #1's
LPN #4 stated ro one hag
to her. Sne stated during Al

FORK CIS-2587(02-50) Previsus Versicrs
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F 309 | Continued From page ¢ F 3091

- Caréthe CNA should have reperted the bruise, so |

i the cause could be investinated, LN 24 {
conlinued by saying on CB31/13 & bruise had

! Bern found under the right axifia, she statad it

- was fading. She stated the daughter was with

“an Incident repert had bean completed,

! interview with Resident #1's Responsibe Party,
F 0 O7A03/13 &t 10:30 AM, revealed she was
- gware that Resident #1 was on an a bood

" brulse easier. She stated on two [2) escasions
; she found two (2} targe bruises and reported

; the truises to her. She stated the first tima she

" found a large bruise under Resldent #£1's axilla

. &ndthe second time it was three days-after the
Ffall which ooourred 06/05/13, She siated Resident
 #1's arm was black. The Responsible party did

{ not befieve the bruising was due to the fall,

| (nterview with the DON, on 67/02113 at 2:00 W,
| was Investigated, She stated they came to

- the aides were Iransferring Resident #1. She
! stated inservices were dore.

! Interview with the Administralor, on G7/03/13 at
11170 AM, revealed she had in-serviced staff

s racently on the reporing of bruises. The

| Administrator reported she had reticed a

; breakdown iry this arei, and therefore she held a
¢ staff meeting to addrass s conicern
_approximately two (2) weeks ago. The

| Administrator reporiad stafiCNAs were to
" coreplete the "Stop and Walch™ form when

i Resident #1 when the sruise was discovered and |

* them to hé fachity Instead of the facility réparting |

- Genclusion the bruise was caused dus to the way _

; thinner, and that people on blood thinners tend to |

_revezied the brufse in Resident &1 ‘s axillary drea

]
P
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- The facility must ensure that the resident
T environment remains as free of accident hazards :
; @ is possible; and euch residan! receives
» adequate supervision and assistance devices o |
| prevent mcgidents, '

*This REQUIREMENT s riot met 2s evidenced
Py ;
!’ Based on interview, record review and raview of ¢
i the facility's policy, if was detarmined the facility

' failed to ensure one 1) of three {3} sampled i
; residenis (Resident #1) received adecuate
Supervision ang assistive deviees to remzin as
 free from acciderits as possible, Resident #1 had |
ia fafl whlla at the facllity and the investigation ;
. revadled staff failed o ensire the fall prevention
| @larm was turned on.

' The finding Include:

1 Revigw of the faciiity's “Falls Frogram®, mo date,

“revealed the facility would identify residsnts af ,
- risk fer falls, the Administrator and the Director of i
¢ Nursing vaould review incident repérts. Further |
Teview revealed resident falls were tracked by the |

. 4068 WYOMING #OAD
IDGEWAY NURSING & REHABILITATION EA - )
RIDGEWA TATION FAGILITY QWINGSVILLE, KY 40368
ey SUMMARY STATEMENT OF OFF IGIRNCTES o PROVIDERS BLAN OF CORRECTON P
PR 5 (RAGH DEFICIERDSY JIST BE F’RRCEQEO g FulL PRES X (EADH CORREDTNE AGTIOR BHOLLD BB tCOMPLETION
Tad REGULATORY ORLSC IDENGIFYING [MFOHMATION) TaG CROSS-REFERENCED TO THE APPROPRIATE | D&
. i OEFIGIENGY) (
F 309 Continued From page 10 . F 309
- brulses were found in addition to reporting to the ! i
¢ nurse verbally, The Admiinistrator also stated she ; :
, expacied staff to document the gresence ard ; i
Hocation of brulses on tha resident's progress ; ;
- moles as well as on the weelkly skir assessmants. . i
F 323 ' 483.25(h} FREE OF ACCIDENT F 323
$S=13 HAZARDS#’SUPERV&&ION:‘DEViCES

F323

Itis and was on the day of sutvey the
policy of Ridgeway Nursing and ;
Rehabilitation to ensure that

residents remain as free of accidents
hazards as possibile and cach resident
Teceives adequate supervision and
assistive devices to prevent

accidents.

1. Resident #1 has been assessed by
her pliysician since the fall on
06-03-13 on 06-07-13. On 07-05-13
her falls risk was reassessed and she
continues to be at risk for falls, :
Additional hip ptotection underwear
have been purchased so that
laundering does not interfere with

the application,

FORL Gra$-2567,02-94) Frevious Varsions Bogaie

Evenl 1D WSEQI |
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HIE WYDMING ROAD

wxﬁ{l?ﬁssv_l;_,z__é, KY 40360

facility designee. At risk residents would be
‘ placed on the falling star program and the :
| ervironment would be assessed after aach fail.

~Record review revealed the facil'ty admitted :
| Resident #1 or 05/19/13 with diagnoses which !
“included Aizheimer Dementia, Parslysis Agitans,
Difficulty in Walking, Lack of Courdination,
Muscle Weakness, and History of g Fractursd
 Cotcyx related to a fai,

Review of the Fall Risk Assessment dated :
08117713, revezled the facility had assessed i
: Resident #1 as high risk for falls. Review of )
 Resident #1's Admission Minimum Data Set
: (MDS) Admission, 08/22/13 revealed the: facility

' assessed Resident #1 with 2 Rrief Intervisw for
dental Status {BIMS) of thies {3} out of fifteen
{15, indicating the resident was severely

im paired in cognition. Continued review revealed ;
Resident #1 required limited assistance of orie (13-
| persan physical assistance for ransfer, fo walk in
¢ hisrher raom and the corridor. Revlgw of i
, Resident #1's medication ordere revealed the ;
‘resident was on Cournadin {anticoaguiant/bloog |
thinner medicationy four (4) milligrams given daily. |

Review of Resldent #1's Comprehansive Plan of ’
; Care (POC) revealed 2 fociss area of rigk for falls
related to resident being unaware of selety ;
| heeds, confusion, vision/nesring problems
D wandering secondary to Alzheimer, Dementia and :
; Parkinson's. The goal of the POC was for i
 Resident#1 to sustain rio fall retaled injries,
Interventions listed to prevent fails on the POC for:
‘ Resident #1 include, anticipate and meet the :
, resident’s needs, bed and chairdlarm, door alarm
; to bathroom door, usas wheeichair for rabihity,

I SUMMARY STATEMENT OF DEFIGIENCIES I PROVIDER'S PLAN OF GORREC TaN ,
PREFIX ,  (EACH DEFICIENCY f4UST BIE PRECERED BY FLLL PREF( (EACH CORRECTIVE ACTION SHOULDBE | cosrrenon
TAG | REGULATORY OR L8O IDENTIFYIFG INF ORMATION, TAG CHOSS-REFERENCED 10 THE APPROPRIATE LATE
: : CERICIERGY)
R | - 2. All employees (RN, LPN and
F 323 Continued From page 1 F 323] ployees (RN,

. Staff Development RN on 07-19.13
T on maintaming assistive devices for
. those residents who are care planngd
- to require their assistance.

3. Weekly the Director of Nursing or
. Staff Developmeant Nurse will audit
' those regidents who are schedule for

“planned,

4. As part of the facility’s ongoing

SRNA) have been re-sducated by the

assessment to ensure their
environment is as free of accident
hazards as possible and assistive
devices are being ufilized as care

quality assurance program, the Siaff
Development RN will weekl y audif
10% of the regidents’ environment as .
compared to their care plans to
ensure each is receiving the assistive |
devices to prevent accidents, Weekly
the Quality of Care committee :
reviews any incident or accident for ,
causative factors and interventions, r

X
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? ambulates with assistance of staff. ;

; Review of the fackity's investigative repar

' ravealed Resident#1 was found on tha fdoor i

« Bls/her room by a housekeeper on 0610513 al
P 10:45 AM. Centinved review revasled Resident |
. ¥1 was unable to say what pracipitated the fali
: due to Resident #1's mental stalug, Tha
investigation alsé indicated that & personal alerm |
L Was in use, but was turned off.

| Interview with the Licensed Practical Nurse (LPN}
4, on 07/02/13 at 1:85 PM, revealad Resident #1 ;
S had & fall on 06/0513. She stated Resident #1 i
*was found on the fingr by @ housekeeper. LPN#4 .
; stated whils investigating the cause of the falt, it |
" was found that the alarm o the wheelchair hag |
1 notbeen turned on. Diring the nterview on LPN |
P#4, an O7/03/13 at 10:75, she stated Resident 11 |
; did by to get up withaut assistance, but when the |
+ alarm sounded off the staff had been ablg to
; Feach the residant orior to a fa 4, '
_ Interview with Restorative Aide {(RAY#1, on g
FOTOI at 2:00 PM, revesled she had just

" completeg Resident #1's réstorative therapy of

: ransfers and ambulation, whan the resident ;
| slated hefshe neadad 'o be milsted. RA #1 stated |
- she took the resident {o the bathroom and put

- hirmfher back In the wheelchair. She stated she ;
; Was aware of the order for the alarm when i the
; bed and in the wheelichair. She stated she '
" thought she had tumad the alarm back on, Hut

| must not have,

: Interview with the Director of Nursing {DONY, on
FUF023 gt 500 BM, revealed when the nurse

, Wwent Into Resldent #1 room sfter the fzil, she saw
! i

STATEMENT OF DEFICIENCIES x4 PROVIBERSUPEL IERITE 1A ) WULTIPLE DONSTRUG oM (%3 DATE EURWEY
AND PLANOF OORRECTIN IDEMTIFICAT IQN NuMars. A BURDING - COMPLETED
B _
I o
_ 188254 } B NG : i _ O763720143
HAKE. OF PROVIER DR SUPPLIER - “STREET ADDRESS, CITY, BTATE, ZIP COBE
» . . 496 WYOMING ROAD
GEWAY MURSING & REHARILITATION BAC) Ty . - .
RIDGE L FACILI C OWINGSVILLE, KY 40340
D | BUMMARY STATERENT OF DEFICIENTIES (s | PROVIDES'S PLAN OF GORREGTION o mam
PREFIX {EALH BEFICENGY WAST BE PRECEDED BYFULL FREFIX | (EAGH CORRECTIVE ACTIGN SHOWL.O &5 L SORFLENON
TALE. HEGULATORY OF LSO INERTIF e IHFORMATIONS TAG ¢ CROSSHREFERENGET TS THE ARPRIPRIGTE LATE
; DEFICIENCY) &
ol + The Continous Quality Improvement
F 323! Continued Frorm page 12

F 323' committee consists of the Medical

. Director, Administrator, Director of
' Nursing and various depariment
| supervisors and direct care staff
members. This committes nicets

monthly.

3. 07-20-13

!
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$8=D ' SPREAD, LINENS :
N .
' The facility must establish ahd reaintgin an ;
. Infection Contro; Program designed to provides !
‘ safe sanitary and comfortabie environment and
. {o help prevent the development and Fansmission
| of diseaseand infectior, :

i {a) Infecion Control Program !
- The facillty must estatish an Infection Contro!
i Program tnder which it -
- {1) Investigates, controls, and prevents infactions
In the facifity: :
i {2} Desidas what procedures, such as isclation,

. 8hould be spplled to an Individus resident;and
1 {3) Maintains a record of incidents and dorrective i
" actions related ta iNfections.

L (b} Preventing Spread of infection !
: (1) When the Infaction Cortrol Program

| determines that a resident needs Isolatior fo

' prevent the spread of irfaction, the facility must
. Isolate the rasldent,
1 {2) The fachity must prehibit employees with a

. Cormmunicable diseasé or infected skin lesions
i from dicect contact with residents or their food, 1 -
| direct contaat will transmit the disesse.

. (3) The facility mist reguire staff (o wash their H
; hands after each direct resident contaot for which

o _ A5 o PROVIDERE FLAN OF GORRECTION T
SREFEC | (EA0H DEFICIENCY IUST BE PRECESER By Fiji PREFE (EACH CORRECTIVE ACTION BHOLLDBE, - contirion
Tae ! REGULATORY OK LSCIDENTIFVING INFGRMATION, THE CROSS REFERENCED TO THE AFPROPRIATE | OATE
: DEFICIENGY) i
F 323 Gontinued From sage 13 . Fags; '
 Ihe glarm hed not been turned on. She stated | : :
. they checked the device for malfunction, but there|
i had been nothing wrong with it. She stated they |
- €id disgiplinary action with RA #1. : :
F 441, 48365 INFECTION CONTROL, PREVENT Fa41 F44]

It i3 and wag the policy of Rj dgeway
Nursing and Rehabilitation o :
establish and maintain on Intection
Conirol Program designed to prevent
the development and transmission of
disease and infection,

1. Resident #2 has not shown signs
or symptonis of infection. This
resident has been assessed on an
ongoing basis by the facility’s
licensed nursing staff utilizing vital
signs including temperature and
Systems gssessment,

2. Al licensed nurses (RN’s and
LPN’s) have been re-educsted by the
Direcior of Nursing on 07-12-13
concerning the proper skin
assessment procedure and general

~ hand washing is indicated by accepted ; $ Bt irol Btino
. . tion rinciples. All
i professional praciies. ] mf?cnqn conirol princip e, _
: residents are assessed weekly by a
. (¢) Linens nurse who has been specifically
FORM C143-236%(02-35) Pravious Versions Oteslore " Everl I WSEQ| ! Facly I3 190427 f comtmmtion sheet Page 14.0f 19
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- trained in skin care. Al residenty are

F 441 | Gontirued From page 14 - P4 monitored on an engoing basis for
, Persennel must hande, store, process and ions and f infection by |
 transport linens sa as to prevent the spread of : SIENS and symptoms of infection by
- fnfection. : the facility's licetise nursiong staff,

This assessment includes vital signs

: {including temperature) and system
Mrhig REQUIREMENT is not met as svidenced

by ‘ assessment,

| Basad on observation, interview, record review | I L .
2 review of the faciiity's pollcy, it was ; 3. Weekly, the Director of Nursing
| determined the facility failed to provide & safe and will observe at least one Head to toe
- sanitary environment to prevent the development . ki - .

 and transmission of disease for one (1) of three : SKIL assessment to-ensure proper

" {3) sampled residents (Resident #2), : teehnique is being utilized by all

. Observations during a kead to loe skin i oy .
t assessment of Resldent #2 revealed Registered Turses. In addition, the Director of :
. Nurse (RN} #1 assessed the perineal area snd i Nursing tracks and trends infections, ;

| : ' 2 E

1 buttocks of the rasident's bady and assessed X o 4 b far i Bor
ather areas of the body witholt changing gloves | i?rgalflsms.anf;l mfecno‘n‘s bjaae:d on

{ and washing or sanitizing hands. location within the facility i an

“the firdings include: i effort fo recognize any issues or
P ' ‘i concems. These reports are made

' Raviéw of the facllity's poficy thled, "infection ] part of the facility’s Continaus
{ Prevention Program Overyview”, undated, ' . T o
‘revealed the faclity would Gecrease the risk of Quality Improvement Program.,

- infection to residerts and idenify and corpect ¢
| prablems related to infection prevention practices. |
Also, the paiicy stated the irfection prevention ;
| program was compratiensive and gddressad

- getection, pravention, and cehtro) of irfections

- among residents. Lastly, the policy stated staff

¢ foltowed policies, proGadures and aseptic : '
- practices when performing proceduras. { ; ;

 Reviewof the facility's policy titled, “Hand
. Hygiene”, undated, reveated the purpose of hand |
i hygiene was to decrease the risk of transmission
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BUMMARY STATEMEHT BF DEFENEIES

; of infection by appropriate hand hygiene. The

- policy stated handwashing/handg hyglene was

: generally considered the most important single
" pracedure for praven®ing healthcare assooiated
i infections,

| Record review revealed the facility admittad

- Resident #2, on 02/14/13, with diagnosas which
- included Acule Ischeric Stroke, Old Latt

. Decipital Stroke, Left Eve Blindness, Mactilar

! Degeneration, Hyperlension, Chionte Kidney

- Disease, Dementia, Dysphagia, Dyslipdeamia,

" Hypotyroldism and & history of Colon Gancer.
" Record raview reveated 3 Physiclan's Grder,

! dated OB/17/43, Tor Resident #2 to recejve

~ Nystatin Powder (an antifunga powder} to

: grolndhack three {37 times sally for tan {10) days.

- This arder also stated Resident #2 was (o receive ;

| Difiutan {used to treat yeast infection) 100

, milligrams (Mg} by meuth o Percutanecus

: Endoscopic Gasrostomy {PEG)daily for seven
(73 days,

Record review revealed an additiona Physician's

:

| Order, dated 07/02/13, for Resident #2 to receive |

" Nystatin Posdet fhree {3} times daily to

- abdominal folds and perineal area for ten {10

" days. Thisarder afso staied to administer

: Diftucan 100 mg daity by mowth/PEG for five {5}
" days due to yeastthrosh.

" Observafion. on 07/02/13 at 1G:54 AM, of

| Resident #2's head to e skin assessment,

: performed by RN #1 revezlad during the
assessment RN #1 assessed the resident's

! abdominal Tolds and perineal ared firgt fwhich

H
i
i

| was afiected by a Yeast Infection per RN #1) then |

isedy o PROVIDER'S FLAN OF CORBECTION -
PREFEX | (EACITDEFICIENCY MUS T BE PRECEDED BYFLILL BHEFY JEACH SORRECTIVE AGTION SHOULD BE | COMPLENON
TAG | REGULATORY GR LEC INENTIFYING INE ORMETIDY TAG CROSS-REFERENGED 10 THE ARPROPRIATE BATE
: DEFICIENGY)
~ V 4. Aspart of the tacility’s ongoing
F 441 Continued From page 15 Fag1:

i

quality aysurance program each
licensed nurse will conduct head to
toe skin assessnient utilizing proper
infecfion control technigues. These
performance evaluations will be
condueted on a quarterly basis for
the next year. The contintious
Quality assuranee comunittee
consists of the Medical Director, _
Administeator, Director of Nursing,
various departieit supervisor and
direet care staff. This committee
meets inonthly

3. 07-206-13
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(xa 0 SUMMARY STATEMENT OF DEFICRENGIE S : o _ PROVIDERS PLAN OF CORRECTION : iy
PREFIX (EAGH DEFILIENCY MUST BE PRECEDED BY FULL . OPREERIK (EACH CORRRECTVE AGTIGN SHOULD BE | SOMPUE RGN
TRG | FEGULATCRY O LEC MENTIF NG INEORMATION| S > CROSS-REF E-szz_;:c};ag TO "f'l;_E APPROPRIATE | Date
. ; BERCIENGY) :
i 7 e
F 441 Gonlinued From page 15 EoFa4n

proceaded to the resident's chest, breasy, legs
| and feet without removing the contarminated
gloves and washing her hands, Prier to sesessing |
| Residont #2's postarior surface, BN #1 apsrad .
“thedoor and eft the room te obtain assistance
| While she continued to wear the contaminatad
“gloves. Upon returr: to the room RN #1 artered
| Resident #2's room gtoved and again touthed the |
" door handle with her gloved hands. Aftar gliding
» Resident #2's brief down, RN #1 assessid the |
resicent's butiocks and then proceeded te sssass |
1 the resident's back; ears. neck end hair with the
- same gloves, :

Interview with Certified Nursing Assistarce {GNA) ¢
| H4 on DT/02/13 at 2:35 PM, revealed during skin |

assessments or while providing incontinence cars !
i1t was important for staff to change gloves ang :
“wash hands after any contact with aress that
. were potentially contamiriated such as the ’
' perines) area or areas affectad by yeast, prior to

. touching other parts of the resident's body. CNA |
" #4 reported proper handwashing and glaving was ¢
s Important to prevent the spread of infection. CNA |
' #4 reported she had been trained &t the facility to |
; use a“clean to dinty™ tachnique.

, Interview with the RN #1, on 07/03/13 at 1110

: AM, revealed skin assessmenis werg fo be
conducted follawing a head teo toe approach. RN

{47 stated when gloves were soited they wers to

- be removed and hands should be washed, RN #1 |

{ dlse reported when exlting the residant's réoim

* during & skin assessment, gloves should ba

| removied and hands should be sanitized prior to

+ leaving the room, RN #1 denied having touched

, the dear handie with contaminated glovas during |

| Resident #2's skin agsessmert and statéd she
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T xajio BUNMARY STRYERENT OF CEFICIENGIFES : B PROVIoERY PLAN OF CORREG Hon P
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TAG  © REGULATORY 0% LSC OENTIFY I INFORMAT M Az | CROBS-REFERENGED TO THE APPROPRIATE [ baTE
1 : ; ORFICIENCY]
F 421 Continved From page 17  Faa1;

; did rot fully leave the reom, but siaod only in the

i doot way. However, RN #1 stated when ;
; B8%985INg A remident's skin s shauld bagin with !
{ clean arsas of the body and then move to areas
. that wers potentiaily soiled such aa the Berineal

P araa and buttocks. RN #1 stated she receivad

: training on-infection soritrol during her orlentziion

i to the fackity in May 2013, !

 Imterview with the Skin Nurse, on 07/03/13 at :
1'10:20 AM, revealed staff way in-saiviced yearly |

: On proper infection coniral tehnigues. The Skin : i
i Nurse reported after having assessed an.area : ‘ ,
" potentially affected by yezst, gloves should he ;
| removed and hands should have bsen washed
" prior to moving te ather areas of the body.

; Addltlonaty, the Skin Nurse raportad Jgloves :

* 5nould bs remaeved and hands showld bewashed '

. Priof to exiting a resident's room diring askin ' ‘

| assessment.

| Interview with the Director of Nursing i : j
{DONVnfection Contrel Nurse, on Q723 gt : : j
. 3124 PM, revealed staff was itserviced when ' ; f
i hired and amnually on proper Infesion CONro; §
- during skin assessmerits, The DON reporied the .
; riirses at the faciity were taugit to begin resident |
' skin assessinants by essessing clean areas such ; :
as.the residents head, then procesd to thg
i perineal areas or any area possibly contaminated
* by & yeast infection |ast, The DON also repories ;

proper hargwashing and gloving was important1s !

. decresse the spread of garms and infestign,

Interview with the Administrator, on 07/03/13 at
- T1:30 AWM, revealed staff was trained by the DON |
- ON praper infection conirol praciices, The

i Administrator reported the faurses received
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PREERC | (BACH UEFICHENGY 1uSY e PREGEOED BY FuLy, DoeRERn ABACH GORRECTIVE ACTION SHOLILO uF [ CUMPLETIoN
TAG | REGULATORY DR'LEC I0BNTIFY 0G WEGRIMXTION) R T CROSS-REFERENCEQ 10 THE APPROPRIATE P bare
; : CEFICIENEY; :
i | :
F 441 ; Coniinued From page 18 . F 441

! annual com petancy related o infaction control

assessmants. The Administrator stated stap
£ s hould wach thajr rands and change gloves :
, UTTY 2 Siin assessment afar having contaet ;
Pwitha _dir‘iyfcomaminate;f ared. Lastly, the i :
Administrator algn reported during a skin

| assessment, gloves should be removed and

" hands should be wasied prlof 16 touching the
"doorand exiting the resident's room, ; ;
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