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{F 000} INITIAL COMMENTS - {F 000}
Based on the facility's acceptable Plan of
+ Correction received on 08/23/15, the facility was
deemed to be in compiiance on 09/01/15 as
: alleged.
-ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE ' TITLE (X6} DATE

Any deficiency statement ending with an asterisk {*) denotes =z deficiency which the institution may be excused from correcting providing it is determined that
sther safequards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated abave are disciosabie 90 days
ollowing the date of survey whether or not a plan of correction is provided. For fwrsing homes, the above findings and plans of correction are disciosable 14

lays following the date these documents are made available fo the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
wogram participation.

‘ORM CMS-2567(02-99) Previcus Versions Obsaiete Event I 3C2112 Facility ID: 100349




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FRINTED: 3813720158
FORM APPROVED
CHAB MO, B038-0301 ‘

F 000 INITIAL COMMENTS

© An Abbreviated Survey investigating complaint
KY0O0023540 was initiated on 07/27713 and
completed on 07/30/15. KYOQ023840 was
subsiantiated with deficiencies cited.
F 241 483 .15(a) DIGNITY AND RESPECT OF
S8=0 INDIVICUALITY

¢ The facility must promote care for rasidents in s
mannar and in an environment that maintains or

- enhances each resident's dignity and respestin
full recognition of his or her individuality. :

- This REQUIREMENT is not met as evidenced
by

© Based on ohservation, imerview and rescrd
review, it was determined the facility falled ©

Cpromela carg 0 a manner which snhancad or

- maintained ¢ach resicent's dignity for one (1) of
four {4} samoled residents {Resident #3).
Hesident #3 did not recelve showers as

“schaduled.

* The findings include:

' Review of the facility's poiicy titled, "Bathing®,
undated, revealed residents would be given two
{2} "ull" baths per week, according to their heaith
status, and s partlal or complets had bath on
other davs,

Review of Resident #7's medical record revealsd
the facility re-admitted the resident on 7730/ 14,
with diagnoses which inciuded Dementia, Chronic *
Pain, Coronary Artery Bypass Graft and Benign
Prostatic Hypertrophy. Review of the Quarterly

Johnson Mathers Mursing Home

F GO0 acknowledges receipt of the Statement of

Deficiencies and purposes this Plan of
Correction to the extent that the summary of
findings is factually correct and in order to
_maintain compliance with applicable rules and
provistons of the guality of care of residents, .
The Plan of Correction is submitted as a
written allegation of compliance. Johnson

; Mathers Nursing Home’s response to this
Statement of Deficiencies and Plan of
Correction does not denote agreement with the

. Statement of Deficiencies nor that any

* deficiency iSacourate. Purther, Johnson
i Mathers Nurging Home reserves the rightto
7 crefiteany ofthe Deflclencies through

ute Resolution, formal appeal
proceduregand/or any other administrative or
“epalproceeding.

- FZ241

_ Resident #3 received 2 shower with the

' assistance of a SRNA on 7/29/2015. The StaH
Facifitator [SDC) provided education to
SRNAs #8 and #9 on 8/8 and 8/7/2015,
regarding giving baths/showers as scheduled
per the care plan and communicating with
their nurse should a resident refuse care.
This education also included proper
documentation of rasident care provided.

4ll residents have the potentiai to be
affected. Residents were visited by thel
Administrator on 8/18/2015 through
8/21/2015 to identify any other residents
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MDS datéd 068/09/15, revesled the facility

i i :
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! : i ovide i , 4 pians of correction are discios:

days following the date these documents ars made availabie to the facilily if deficiencies are cited, an approved plan of garrecﬁcn is reguisite to G:ﬂﬂa:i';’f; ‘

program participation.

FORM CMS-2567(02-89) Pravious Versions Obestets Event 'D: 3CZH1

Facifity [0 100349

i continuation sheet Page 1 of 33

BB T



TED: O8/13/2618
FORM APPROVED
SR

A slE

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FIXTY PROVIDERSSUPPLIERCLA § (X2 RULTIPLE SONSTRUGTION

| STATEMENT OF DEFICIENCIES

E
| AND PLAN OF CORRECTION | IDENTIFICATION MUMBER: |5 BULONG )
| ﬁ § C
; 185028 JECWING P gTIaneoz
| NAME OF PROVIDER SR SUPBLER ' T ' i STREET ADDRESS, 1Y, STATE, 2P o008
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. SUMMARY STATEMENT OF DEFICENCTES 0 PROVIDER'S FLAN OF CORRECTION
| PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL BREFIX (EACH CORRECTIVE ACTION SHOLULD BE
Vv REGULATORY OR LSC DENTIFYING INFORMATION; Y- S CROSS REFERENCED TO THE APPROPRIATE !
i DEFICIENGY) i
| £ ou1 L _ .. @ffected. Residents were interviewed ;
f 1, Continued Ffﬁ,m page 1 N Brief intervi i regarding bathing/showering frequency, j
! assessed Resident #3 o have a Brief In er“‘f@“.ﬁf Residents unable to provide answers to the i
| for Mental Status (BIMS) score of fourteen (14 o had thei d revi 0t ;
j " out of fifteen (15}, indicating the resident was Administrator had their record reviewed for ;
I cogritively intact. Further review reveaied the . shower/bath frequency. Any concerns i
i facility assessed Resident #3 as requiring identified were addressed with staff and i
f physical help of one (1) person for bathing. : corrected at the time of the discussion with |
i . i
| Review of the Comprahensive Plan of Care - the resicent. J
f revised 10/16/14 revealed the resident required |
| assistance for bathing related to cognitive Ail staff were re-educated 8/20/2015 - i
| Impairment , impaired mobity, and weskness. 08/23/2015 by the Staff Facilitator, Qf Nurse, ;
; The goai stated the resident would be neat, _ N e "
! . clean, and odor free. The interventions siated the bON ‘_’ﬁdﬁ ?r Aqm'm“m‘?r wfm regard t? ;
; resident required two (2) person physical assist . BNSUFing ail residents maintain good body ;
: _with bathing. Review of Resident #3's Care " hygiene by routine bathing/ showering per i
; - Guide revealed the resident was to recaive their preferences. This education will be ;
| . gf:g?sai assistarice of two (2) persons for provided to all Agency staff and new |
! aming. + employees during orientation. |
| Interview with Resident #3 on 7/28/15 at 12:30 f
! P, revealed the resident had not had receiver a * The Bathing Plan developed through the O |
i shower in three (3) weeks, Per interview, Process, by the Person Centered Care ;
| Resident #3's shower was supposed o be on Bathi !Com ittee is in th ¢ of A
s . Wednesuays and Saturdayvs at 3:00 PM, sng mittee, is in the process o f
; ‘Fawever, Resident #3 stated when hefshe asked - being implemented and will be fuily ;
i for a shower, staff would ted the resident they _ implemented by 8/31/2015. Under this plan ;
i woult be back in a faw minutes, but never cams ; ; :
«; back or f they did they brought him/her 3 bag of : iz::;zs;::r::;:};i:ﬁ:ziej iizaér ;
wipes and told the resident to wash off with the h B garding the E
wipes. - preference for type of bath/shower, !
_ frequency of bath/shower and time of day to ;
CInterview, on 7/28/15 at 4145 PM, with Certified | receive bath/shower. A schedule was :
ng Assistants (CNA's) #8 and ; !
; Nursing Assisiants '(QNA 5) #8 cfnc‘. #9 revesled developed to meet the residents’
‘they wers both assigned to Resident #3 and : tor . b id . ; !
werking the hall together providing resident care. preferences, two shower ai es have been ;
Continued interview revealed Resident #3 was to  identified by the DON to provide showers to ]
receive a shower on Wednesdays and Saturdays, the residents Monday through Saturday of g
bu{oﬁeﬂ refusad tha(shawers, Eer interview, if * each wesk, tub baths and bed baths willibe i
] residents refused thelr showers, it was lo be ‘ ]
FORS CME-2567(02-89) Frevious Versions Obsaiste Syent i ICZiTt Facility I3 100348 i confinuation shest Page 2 of 33
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| tdocumented on the bath flow sheet as a refusal
“and the nurse was to be notified.

Review of ihe faclity's Documeaniation Survey

Report (bath flow sheetl for July 2015 for

Resident #3 revealed there was no documented
Fevidence the resident had a shower or full bath

from 07/16/15 10 07/28/15, aten {10} day pericd,
: with no refusals documented during that time.

Interview, on 7/289/15 at 5:15 PM, with Licensed

 Practical Nurse (LN} #7 who was assigned o
Resident #3 revesled she was not aware the
resident had not recaived g shower from 7719418

o 7/28/15. She stated she was always assigned
te the hall where Rasident #3 resided on second

- shift and she did rounds every two (23 hours 1o
ensure resident care was complated. Further
warview revealed she had not bean notified of

| Resident #3 refusing showers, LPN #7 stated
ahe did not review documentation, such as, the

- Documeniation Survey Reoer! to ensure showers
had been compisted,

| Interview with the Director of Nursing {DONY on
Q7IC0/1E at 12:40 PM, revealed she was unawars
Resident #3's showers were not being given,

- however, thay should have been. Per interview,
the facility was in the process of pussibly having a

- shower aide who would only do showers, The

+ DON revealed nurses wers responsible for
ensuring all rasidents’ care plan interventions

cwere followad. She staled the nurses had acoese E

- to residents’ Comprehensive Care Plans in the
computer and the CNA's had access 1o the Care
i Guide posted inside each residents' closst door.

' The DON stated nurses should be checking sach |

- resident's Care Guide to ensure the CNA's wers
following the resident’s care through during

- daily showers/baths, those will be provided
by the primary aide on Sundays in
accordance with the residents’ request. The
shower aides will be responsible for ensuring

* that all residents receive their shower per

. the schedule and for the documentation of
care provided. Residents who choose to-
deciine taking their shower or bath per
schedule will be regorted to their nurse who
will then approach the resident to offer care
and document offer and outcome. Residénts

 who consistently refuse care {7 day periéd}
will be referred to Social Services for an
interview to determine reason for refusal
and if concerns cannot be fully addressed by
Social Services, 2 Family meeting will be heid

. with the resident and responsible party for
resplution of the concern,

Admin Nurse Team, including the DON,
ADON, Qf Nurse, MDS Nurses and Staff

 facititator will audit the Bathing Plan daily,
Monday through Friday, to ensure all
showers were provided according to the
schedule and any that were not have the
appropriate notification and decumentation.
Any concerns identified during the audit will
be addressed & corrected as indicated. -

The results of the audits will ba reporied to
the DON upon completion and at the weekly

TOF DEFICIENCIES |

AR PLAN OF CORREDTION ! MR TIFICATHON MUMERR, ; A EUHLDING 3
c

g +35078 S WG 07/30i2ms |

MARE HF P?.G‘;EEEF% DR SUPPLER E STREET ADDRESE, QITY, STATE, 79 CO0E 5
JOHNSON MATHERS NURSING HOME | 225 CONCRETE ROAD |
i H g & H

CARLISLE WY 40311 i

()i SUMMARY STATEMENT OF DEFICIENGES ! PROVIDER'S PLAN OF CORBECTION X5 |
PREENK (EACH DEFICIENCY MUST BE PRECEDED BY FULL paEEy {EACH CORRECTIVE ACTION SHOULD 8E COMPLERION |
TAL REGULATURY OR LB IDENTIEYING IMFORMATION] TAG CROES-REFERENCED TO THE APPROPRIATE DaTE |

5} H

DEFICIENGY? i

F 241 - i provided per the resident’s primary aide. A

. : § i1 . . . {

F 241+ Continued From page 2 Faa very fimited number of residents requested |

i

|

;

E
|
f
§
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| JOHMSON MATHERS NURSING HOME fi CARLISLE, KY 40311
Lo SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S FLAN OF CORRECTION
iopmErix {EACH DEFICENTY MUSY BE PRECEDED BY FULL PREE {EACH SORRECTIVE ACTION SHOULD 86
L 1A REGULATORY O LEC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRISTE
J DEFICIENCY)
f Qf meeting for four (4] weeks then monthly %
H £ LN Tl = 2 . :
[ F2#1 Continued From page 3 o - P24 43 The results of these monthly review will |
: rounds, She stated the facility had formed a .Eeam be reported to the quarterly Quality |
! for person centered care related 1o bathing anc : £ tive C it §
! the team met every two (2) weeks. Per interview, fmpe"oa{emem xecutive Lommittee !
| the faciity's adminisirative staff, which included consisting of the Administrator, DON, ADON, |
| the Administrator, the Qualily Improvement {4} - Qi Nurse, Medical Director and any other {
i ?Wi& the ﬁSSiSfag ggicmrg ?\f‘fursmg ;Aé)f?}, persons required to provide information §
i regtment Nursa, ocordinators, and St ‘ . : . . ]
} . Develepment Nurse, were [0 do rounds three {3 pertinent t.g the r%‘?m being cfsscussed a !
| 1o four (4) times a day to ensure residents wers - the Executive Committee meeting. The !
receiving the care necessary. Continued Executive Qf Committee will make i
} interview revealed the administrative staff had : racommendations for further artion based
i iry } e + i Fm Talsi i
; ceﬁam haliways on .m%\,'xch to perform th?mu:‘iﬁs, upon the data presented. |
; and they used a rounding audit sheet which they
: used weekly as a Quality Improvement (Ql) tool, |
i The DON stated the administrative staff was to
! ook at the scheduled residents showers daify and i F282 |
j ensur;e they were camgietefi.‘ Fur;ﬁe; interview SRNA #1 was educated by the SDC Nurse on a
revealed however, :ihe‘admmzstrafsv& ;e?f was 8/6/2015 regarding following the care nlan j
nat routingly checking the documentation of ) e . el |
showers on the Documentation Survey Report in and providing incontinence care in a tsme.y i
i | the faciiity's computerized system. - manner. SRNA#1, through 8/31/2015, will
: have unannounced audits of care practicss |
i Frvdgniy o a0 . Atk b ; . L :
. ,ﬁéergzﬁ;w; or O7/30/15 at 122 PM, with the : - by Heensed nurses to determine if she j
Adrrinistrator revealed she was awars there was ontinues o foil er procedure and |
i a problem with residents receiving their baths and . continues w OHOW proper pro ) |
I + the facitity had been working on a plan to ensure the care plan in providing care. Any concerns |
i residents recaived their baths as scheduled, She will be addressed immediately. §
§ stated the facility was in the process of possibly I
scheduling showsr aides who would be - . o s _ i
responsible for providing the showers and | All §RNAs involved in failing to{tra&sf&r i
_ documenting them in the computerized system. Resident #2, as per the care plan, on '
Further interview revealad the bathing plan was  4/25/2015 were educated by RN #4 on
ready, but had not been implemented becauss " that date regarding making sure they
' they had not inserviced staff yet. B followed residents’ care plan/guide.
F 282 483.20{)(3)() SERVICES BY GUALIFIED BBz
$5=£ PERSONS/PER CARE PLAN . )
_ interviews by the DON on 8/20/2015
The services provided or arranged by the facility - with care staff, including licensed nursas
. i
Bvanl L1 3CEM Fatility 10: 100344 if continuation sheet Page 4 of 33
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185028 § Bowihe B7IA0I2045
AME OF PROVIDER OR SUPSLIERA | SYREET AQDRESS, OTY. STATE, 2P oitn
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| 2323 CONCRETE ROAD
I
|

éEqCﬁ DEFICENGE UGt B |
REGULATORY OR LG IDENTE

PROVIDER'S PLAN DF CORRECTION

IBACH ‘“ﬁm:wu ACTION SHOULD B8R

CROSS-REFERENCED TO THE APPROSRIATE
CEFIGIENCY)

i Based on ohsarva

1o provision of
. Hesident #1 ra

- Continued From page 4

must be provided by qualified BEFSONS i

P accordance with each resident's writfen pian of
care,

This REQUIREMENT is not met as evidenced
by

tion, inferview, and record
review i was determined the facility fafted to

s provide service in accordance with each rasi idants

pian of care for three (3) of four {4} sampled

| residents {Residents #4, 2 and #4).

5 care plan was not followsd raw tad
neordinence care, On 0772805,
ewed incontinence care at
approximately 7:18 AM, prior to lwaving the faciity
for an appointment. Resident #1 returmed 1o the
faciity at 10:45 AM; however, incontinence care
was nol performed again until 2:08 P, after

Residant #1

- resident's daughter asked staff to assis? the

resident in hed.

Resident #2's care plan was not followsd re fetﬂqﬁ
to fransferring the resident with 2 gait belt

shoes,

- Resident #4's care plan was not followed related
. o provision of assistance with toffating.

The findings inciuda:
interview with the Adminisirator on 7/30/15 2

related (o ensuring staff followad residents’
Comprehensive Care Plan interventions.

However, the Administrator stated it was the
s respaonsibility of all staff 10 ensure each resident's
“care plan interventions were followed,

F.282 that Resident #4 was independent with

122 PM revealed the facil ty did not have & pancy :

and SBNAs, and Resident #4 revealed

rolling walker for mobility, transfers and
toileting. Care plan was updated
8/20/2015 to reflect the change in the
resident’s independence.

All residents have the potential to ba
affected by the failure of staff to provide
care according to the written plan of
care. To identify other residents, rounds
to resident rooms to observe care being
provided were compieted by the
Administrator 08/18/2015 through
08/21/2015 to audit for care being
provided by staff in accordance with the
resident’s plan of care. No other
residents were identified as being
affectad,

Alf staff who provide care to rasidents
inciuding ficensed nurses, nursing
assistants, activities staff, social services

|

!

H
and dietary were educated by the Staff ;7 rj o

s

Facilitator, Qf Nurse and/or DON Xg’ f’;z
8/6/2015 - 8/24/2015 regarding refarring

to the plan of care prior to providing care

t0 any resident. Care guides are iocated

inside each resident’s closet door for

quick easy reference of information

contained in the care plan. Agency staff

and new employees will receive this

education as a part of orientation,

FORM CMS-2587(02-59) Pravious Versiang Cheolsle

Event I 3CTIM
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F 282

1. Review of Resident #1's medical record
. revealed the facifity re-admitted the resident an
- 06/10/15, with diagnoses which included Closed
. Fracture of the Right Femur and Dementis, :
Review of the Significant Change Minimum Data
Set (MD8) Assessment dated 06/16/15, revealed -
: the facility assessed Rasident #1 as having a
Briaf Interview for Mental Status (RiMS) score of
- @ three (3} out of fifteen (15). indicating severe
cognitive impairment. Further review of the MDS :
ravegled the facility assessed Resident #1 as '
frequently incontinent of bowel and biadder and o
: require extensive assist of two (2) for tofeting,

!

!

;

|

i

|

!3 F 282 Continued From page 5
f

|

§

. Review of Resident #1's Comprehensive Care
~Plan dated 06/24/15. revealed the facility had

care plannad the resident for a problem of Urirary
“Incontinence related o a Non Displaced Right
f Femur Fracture with a goal stating the resident
Pwould be free of skin treakdown. Continued
review of the care pian revealed the interventions |
included: a bedside commads; encouraging fluid
irtake; and perineal care after sach incontinent

- acisode.

Cbservation of Resident #1 on 07/28/15 at 12:30
| PM, revesied the resident was in FPhysical
Therapy exercising her/his arms.

Interview with Resident #1's daughter on
0772815 at 2:00 PM, revealed Resident 2 had

| returned from an appointment at 10-45 Al and
had been sitting in the wheeichair ever since

i returning fo the facility. Continued Interview
revealed staff had not offered and she had not

- asked staff to change Resident #1 yet.
Observation revealed during the interview with
Resident #1's daughter, sha (the daughter) rang

‘To monitor the effectiveness of this

-education and ensure continued
comphiance with providing care in

-accordance with the written plan of care,
the Administrative Nursing Team,
including the Director of Nurses,

. Assistant Director of Nurses, G Nurse,

MDS Nurses and Staff Facilitator will

. monitor that resident care is being
orovided in accordance with the care
plan and care guide as a part of their
dally rounds, Monday through Friday.

- The results of these rounds will be

- documented on the Daily Rounds Qf tool.
Any concerns identified during these

srounds will be addressed and corrected

. as indicated. The results of these rounds
will be reported at the weekly QI meeting
for four {4) weeks: then monthly x 2 The
resyults of these weekhy/monthiy O

- meeting will be reported to the quarterky
Quality Improvement Executive :

' Committee consisting of the

~Administrator, DON, ADON, Of Nurse,

" Medical Director and any other persons
requirad to provide information

" pertinent to the reports being discussed
al the Exscutive Q] Committee. The
executive O Commitiee will make
recommandations for further action
based upon the data presented.

!

FORM CMS-2567{02-56) Pravious Versions Dhsolele

Event 1330711 Faciity I 100548
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;é the resident's cail beil and at 2:05 BM Certified

i Nursing Assistant (CNA) #1 and another CNA

i assistad the resident o bed. Further observaiion .
! : reveaied Resident #1's adult pull up brief was wet
i “and CNA #1 performed perinesi/incontinence

| care for the resident, approximately three {3}

| hours and twenty (20} minutes after ratuming

! from the appoiniment.

!

i

Cinterview, on O7/28/15 at 2:15 PM, with CNA 21,
who was assigned to Resident #1, reveaied she
had last changad the resident at 7115 AM, when
geiting the resident ready for an appoiniment,

. She stated she Knew Resident #1 was back from

" the appoiniment hours ago bacause the resident
had eaten lunch after returning. Centinued

| interview revealed incontinencs care was 1o be
performed every two (2) hours, but she had gight
(8) residents assigned fo her that day, and also

- had to give another resident a shower during the

; ShEL CNA#1 sfaled sha got behingd on her work,

{ but failed to report it to the nurse and falled to ask ;
for help, She stated af times she would change
residents when getting them up in the momings

L and then not change them again until after Junch
at .00 PM or 2:00 PM, because it was a busy

: hall and it ook a ot of time feeding residents.

Evan though Resident #1's care plan intervention
was for perineal carg to be provided efter sach
fincontinent episode, stalf had not checked the

. resident after return from the appointment to
provide the incontinent care, 35 per the cars plan.

Interview, on 07/2815 at 2:30 BM AM., with
Licensed Practical Nurse (LPN) #1 who was

assigned ¢ Resident #1, revesied the residents
s were ta receive incontinence careftileting every

two (2) hours. She stated however, at imeas the

!
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CNA's would report (o the nurses they wers

¢ behind or could not get their work done and tha
CNA's would miss their own lunch breaks in an
atternpt 1o gel caught up. Per interview, she had
spoken o the Dirsctor of Nursing {DON) about

. how busy the unit was and how difficult it was for

the ONA’s to get the work done 3 faw weeks 6o,
Continued interview revealed as a nurse she dig
rounds checking on the residents in the merning
and at the end of the shift, as well as, during

. medicalion pass. LPN #1 reportad she was

- unaware of residents going longer than two (2}
and a half hours without receiving incontinence
care. According to LPN #1, Resigent #1 should
nave been changed as soon as he/she relurmed

from the appointment that day, and she was

- unaware the resident had not been changed unti

205 PM.

interview with the DON on 07/30/15 a1 12:40 534,
| revaaled incontinence cara was (o be performed
at least every two (23 hours or as ner the
scheduled toileting olan. She stated if 2 resident
"was out of the facility for an appointmant, thay
should receive incontinence care as soon as thay
returned from the appointmant. The DON stated

s incontinence care should be provided as soon as

possible after return, because going too long

without incontinence care could lead o skin

breakdown, as well as, Urinary Tract infections

({UTlsk Continued interview revealed the nurses
or the units should be ensuring incontinence cars
was providsd by talking (o the ONA'z and

| checking residents to ensure they were not wet,
Far interviow, the facility was in the process of

. possibly having a shower aide who would only do '

showers which would free up CNA's to provide
care more timely, Further interview revealed all
- nurses were responsible for ensuring alf

|
|
|
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residents’ care plan interventions wers followed.
She stated the nurses had access 1o residants’

Comprehensive Care Plans in the computar and
the ONA's had acoess o the Care Guide posted

Linside each residents’ closet door. The DON

siated nurses should be checiing sach resident's |

Care Guide to ensure the CNA's were folfowing
the resident's care through during rounds.

2. Review of Rosident #2's madical reqord

: reveated diagnoses which included Nan
. Alzheimer's Disease, Urinary Retention and
" Chronic Kidney Disease, Review of the Quarterly -

MOS Assessments dated 0202718 and 080415,

s revealed on both Assessments the facility

assessed Resident #2 as having 7 BIMS score of

- thirteen (13} out of fifteen (15), indicating the

resident was cognitively infact, and to redisire

L exlensive assist of two (2) staff for transfars.

Review of Resident #2'5 Comprehansive Care
Plan inifiatad 12/24/12 revealed the facility had

to a history of falls with injury with muliple risk

: faciors noted for falls including an unsteady gait,

“mental disorder and anfidepressants and

¢ cardicvascular medications. Continued review of

the fails care plan revealed the goal stated

| Rasldent #2 would be free from serious injury dus

footwear. Continued review of Resident #2's
Comprehensive Plan of Care revesied a care
plan initiated 08/09/12, for the resident requiring

assislance/potential o restors or maintain
furction of self-sufficiency for fransfarring from

fone (1) position {o ancther related o decreased

maobility and muscle weakness. Confinued review

. of the seff-sufficiency for transferring care plan
revesled the goal stated Resident #7 wouid

s care planned the resident for "aotual” falls ralsted

- to falls with interventions which Inciuded nen-skis |

!

L
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receive the necessary physical assistance for
transfer and the interventions included two {2}
parson assis! with & gait belt for transfers.

¢ Continued record review revesled 5 FPrograss
Mote dated 04/25/15 at 11:52 PM, written by

| Registered Nurse {RN) #4, which noted twe {2}
CNA's were in Resident #2's room and sat the

- residert on the side of the bed with his/her feat
dangling. The Note revesied after sitting

{ Resident #2 on the side of the bed, the fwo (2)
CNA's attempled (o transfer the resident o the

fwhaelchair, The Note stated Rasident #2°s legs
wers weak and during the tfransfer atteript hefshe

FWEs unable 10 ranster and was assisled bask o

. bed where the resident laid down diagonally

3 - across the bed with her/his fest hanging over the

i bed, Perthe Note, ancther CNA walked in the

Creom, rean Resident #2's cars plan, placed shoes |
on he resident and 2 gait belt arcund he

tregident. Ancther afternpt was made to ransfer
Resident #2 from the bed fo the whesichair

| however, as they raised the resident to a sitting
position, he/she began o siide off the bed.

f Continued review of the Note revealed the three
{3} CNA's then lowerad Resident #3 io the fioor,

: and the resident was assisted off the fioor with a

 Viking Lift (mechanical #ft} with the assist of two

H{2) staff. The Notes reveaiad the ONA reporied
Resident #2 sliding to the floor o the nurse who

- assessed the resident with no injuriss found, and
hefshe dented pain. Further review revealed 3

| fall huddie was called and siaff wers sducated

_related to fall precautions and residents’ Care
Guides {Nurse Aide Care Plan),

- Review of the facility's "Investigation” document,
- dated 04/25/15, revealed Resident #7 was being
{transferred by slaflf from the bed to the chair on

(X430 i
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04725715 when the resident had o be lowsred o |

the floor per staff. Continued review revealed
Hesident #2 was attempting transfer with two (2)
staff, but was not participating in fransfer and had

o sit back down on the bed. The Investigation

document revealed during the ransfer, Resident

‘#2 had on plain socks and stai was not using =

gait belt to assist the resident with the transfer (as

par the care plan). Per the Investigation

“documeant, another CONA arrived to heip and
. placed a gailt belt and socks and shoss on
‘Resident #2. Another transfer was attempied

with thrae (3) CNA's howsver, the resident was
unable to complete the transfer and startad

stiding off the bed and was lowered io the floor by '
- the CNA's. Review revealed aftar being lowerad

to the floor, Resident #2 was assessad o have

N irury noted and hed to be assisted off floor

with the Viking Lift. Continued review revesfed
aducation was sompleted with siaff at the tme of
the incident regarding following residenis’ Care

Guides/care plans and what o do if thay sea
s ancther member ransferning a resident

incorractly,

Viaterview, on G7/30/15 at 10:00 AM. with Nursa

Aide in Training {NAT) #1, revealed on 04/95/15

| she was asked by Agency CNA #13 to assist with
transferring Resident #2 from the bed to the

wheelchair to take the resident to the shower

Lroom. She stated she was awars Resident #2's
Care Guide was inside the residant's closat door:
 however, she did not check the guide for

Resident #2's transfer requirerments. Per

¢ Interview, she was aware Resident #2 was to
have shoes and a gait belt for transfer, but she
- and Agency CNA #13 tried to fransfer Resident 27
- without shoes and a gait belt. NAT #1 siated
Resident #2 started to slide and ihey assisted the |
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F 282 Continued From page 11
- resident to sit on the bed. Continued interview

revealed she weni o gat Agency CNA #5 who put 5

s shoes and g gal belt on Resident #2 while the
resident was lving sideways on the bad. NAT #7

i stated she, Agency CNA #13 and Agency CNA 45
then attempted to ransfer Resident #2 again, but

: they had to lower the resident io the fioor, She
stated no one went {o inform the nurse Resident

#2 was on the floor though, and CNA #12 came In

and the four (4) CNA's fransferred Resident 57
from tha floor to the wheelchair, Per nterview,
Agency ONA @13 then ransportad Resident #2 to

the general bathroom where NAT #1 and Agency

CNA #12 transfarred the resident from the
: whasichalr to the whirlpoo! bath with the Viking
Lift,

Phone interview was 1o be attempted with Agency
P CNA#13, however, the Surveyor was unabls 1o
reach Ageney CMA#13, 25 the agency was
: unable to find histher phone number,

interview with Agericy ONA #5 on 07/30/15 &t
9130 AM, revealed, on the day of the incident
involving Resident #2, she noticed a call bell
gomg off and slopped 1o check on Resident #7
She stated two {2) CNA's were in the roorm with

- Resident #2 and the resident was lving sideways

" across the beg, at the end of the bed. Per

| Interview, she checked Resident #2's Cars

- Guide, which wasg inside the resident’s ginset

- door, and noted the resident was to have shoes

“or non skid socks and a gait belt for ransfer.

- Agercy CNA #5 stated however, Resident #2 did

: ot have shoes or nonskid socks or & gait helt on.
Continued interview revealed the CNA's put the

- gait belt and shoes on Resident #2 and attempted

; to raise the resident to a sitting position and had
! to e himdher back c_i_own an the bed. Agency
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CNA #5 stated the four {4) CNA'S, inclding
herself, fried to stand Resident #2, but had to
ease the resident to the fioor. She stated she
went and got the Viking mechanical it and the

P CNA's then assisied Resident #2 1o the

wheelchalr, and the resident was faken to the
whirtpoot bath.

tnierview with RN #4 on 07/30/15 at 2:20 PM,
reveaied NAT #1 and the CNA's invoived in the

s incident did not notify her Resident #2 was on the
floor at the lime of the fall. Per intarview, she was
not notified In order 1o assess Resident #2 until
the: resicent was airsady in the whirlpool bath,

: She stated Resident #2 had sustained no infuries
and she immediately inserviced all staff invalved

; In the incident on ensuring they got the nurse
immediately if a resident had an accident and an

- making sure they followsd residents’ care plans.

< interview with the Quality Assurance {CA) MNurse
o 8728715 at 3:00 PM, revealed Resident £2
had muscle weskness snd was recalving

i Physical Therapy at the time due to a previous

fall. Perinterview, she had reviewed the incident

Linvolving Resident #2, and determined the wo {2},

staff initially assisting Resident #2 to transfer did

| not follow the resident's care plan refated to using |
" & galt belt and ensuring he/she had shoes on, but |

: shauld hava,

interview with the DON on 07/30/15 at 12:40 P,

revealed the CNA's caring for Resident #2 at the
time of the incident, should have ensured they

| had the shoes and gait beit on the resident prior
to the fransfer, as per his/her Care Plan. Sha

. stated the CNA's Care Guides wers kept inside

the residents’ closet doors for review prior to

; providing cars,
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i

3. Review of Resident #4's Madical Record
reveaied the facllily re-admitted the resident on |
G4/02/15, with diagnoses which included Chronic !

- Obstryctive Puimenary Dissass (COPD), i
Cearebral Vascular Accident (CVA) and weakness.
Review of the Quarterly MDS dated 07/07/15,

I revealed the facility sssessad Resident #4 as

i having a BIMS score of fiffesn (18), indicating the

resident was cognitively intact, Further review

; revealed the facility assessed Resident #4 as

' requiring extensive assist of one { 1} person for
ransfers, ambulation and toileting.

Review of Residernt #4's Comprehensive Cars

- Plan dated 04/03/15, revealed the faciily cara
planned the resident ko require assistance for the |
physical process of loileting refated to impaired
motility. Continued review revealad the goal
stated Resident #4 would ask for and recalve ihe
necessary assisiance. Further raview revealed
the interventions included Resident #4 required
one {1} person consiant supervision and oiwysical |
assist for safety, for adjusiing clothing, for '

Swashing hands and for perineal care, Continusd ;
review of the Comprehensive Care Plan ravegled |

. the facllity care planned Resident #4 10 alsc
require assistence for transfers from one (1)

- position {o another related 1o unsteady gait with 3

 goal stating the resident would recsive the
necessary physical sssistance for transfers.

| Review of the cars plan revealad interventions
which included Resident #4 was 1o have one {1}

- person assist for constant guidance and physical

- assis! with a galt belt for transfers,

' Review of Resident #4's CNA Care Guide
, reveaied the resident required: one (1} person : ]
“assist with a gait belt for ambutation: one (1)
Evan ID: 307111
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persen constant guidance and phvsical assist

- with & gait belt for transfers; and staff @ provids

aduit briefs and wipes for sccasional incortinence

. of hiadder,

Observation, on 07/28/15 at 12:45 PM, revealed
Residant #4 stood up and ambulated with a
walker to the closet to get an adult brief, then

"ambulated to the bathroom and transferrad on

fisiher own to the tollst without staff's supervision |

for assistanca, Continued observation revealed

Resident #4 transferred without assistances of

s staff from the todet and stoad at the watker,

cleansed himself/fMerself and put on the new adult

- brief without staff's supervision or assistance.

Further observation revealed Resident #4 then
ambulated with the walker without stafi's
suparvision or assisiance out of the bathroom
and into hisfher room and aat down in 3 chair,

- interview with Resident #4, immediately after the

cbservation, revaaled the resident usually

s transferred, wileled and ambulated independently

whhout stalf's supervizion or assislance. Even
though Residant £4's Comprehensive Care Plan

had interventions which included one {1} person

constant supervision and physical assist for

- safety, for adjusting clothing, for washing hands

and for perineal care with the use of a gait beit.

Interview, on 07/29/15 at 1:45 PM, with CNA #11,
who was assigned io Resident #4 revesiad she

had locked at the Care Guids kept inside the

- resident's closet door for the cars hefsha
reguired. However, she siated Resident #4 was

independent with ambutation, transfers and

“toileting. Review of Resident #4's

Comprehensive Care Plan revealed however, the |

! resident's interventions included one {1) person
_constant supervision and physical assist for

H

i
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F 282 Continued From page 15
- safely, for adjusting clothing, for washing hands

and for perineal care with the use of a gait belt.

interview with RN #1 on 7/29/13 &t 1:45 PM,
revealed she was assigned to Resident 24, Per
intarview, the CNA's were to refer io the
residents’ Care Guides located inside the
resident’s cioset door to see what type of care
residents required. She stated she ¢id 2 walk

flhrough each shift to ensure the care was giver

for residents, as per their care plans: however,

. staled she was unaware Resicent #4 was

toileting independently instead of as per hisfher
care plan.

Further interview with the DON on 07/30/45 at

F12:40 PM, reveated all nurses wers rasponsible

for ensuring all residents’ care plan interventions
wers foltowed. She atated the nurses had access
to residenis’ Comprahensive Care Plans in the
computer and the CNA's had access to the
residents' Care Guides posted inside sach

- resident's closet door. The DON stated nurses
s should be checking sach resident's Care Guide to

ensure the CNA's were following the resident’s

“ care through during rounds.

483 25(d) NO CATHETER, PREVENT UT),

| RESTORE BLADDER

Based on the resident's comprehensive

| assessment, the facility must ensure thal &

resident who enfers the facility without an

- indwelfing catheler is not catheterized uriess the

rasident's clinical condition demuonstrates that

- catheterization was necessary, and a resident
whe is incontinent of bladder raceives aporopriate

treatment and services o prevent urinary fract

infections and fo restore as much normal bladder :

F 315

F2a2

F315

SRMNA #1 was educated by the SDC Nurse on
8/6/2015 regarding following the care plan
and providing incontinence care In a timely
manner. SRNA #1, through 8/31/2015, will
have unannounced audits of care practices
by licensed nurses to determine if she
continues to follow proper incontinence care
procedures. Any concerns will be addressed
immediately,

All residents incontinent of bladder have
the potential to be affected by the failure
of staff to provide incontinence care as
needed. All incontinent residents were |
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furction as possible,

This REQUIREMENT is not met as evidenced

Based on observation, interview, record review

i and review of the facility's policy, it was
“determined the facilily failled to ensure a resident

who was incontinent of bladder recaived

appropriste treatment and services for one {1y of

four {4} sampled residents (Resident #1).

Resident #1 received inconiinence care at
approximately 7:15 AM. and left left the facility for
Can appointment. Hesident #1 returmed o the

facilily at 10:45 AM, however, incontinence cerse

- was not provided for the resident again unti 2:06

M, after the resident’s daughter asked sizf o
assist {ne resident o bed,

The findings include:

Review of the {aciiity's, "Incontinence Care

Policy”, undated, revesiad perinesl care would be :
L given afler sach incontinent apisode,

Review of Resident #1's medical record revealed :
. the facility re-admitted the resident on 08/10/15,
“with diagnosas of Dementia and a Closed
. Fracture of the Right Femur. Review of Resident
“#1's Sigrificant Change Minimum Dats Set

(MDS) dated 06/16/15, revealed the facility
assessed Resident #1 to have a Brief Interview

for Mental Status (BIMS) score of three (3} out of |

fifteen (18), which indipated hefshe was severaly

- cognitively impaired. Further review of the MDS
revealed the facility assessed Resident #1 to be

- frequently incontinent of bowet and hladder and io .
| requirs extensive assistance of two {2} for

ey
PREFIX {EACH CORRECTIVE ACTION SHOULD BE co
TAG CROSS-REFERENGED TG THE APPROPRIATE
BEFICERNGY)
- 315 observed by the Administrator 8/18/2015
£

“ through 8/21/2015 to audit for
incontinence care being provided by staff
as needed and in accordance with the

. resident’s plan of care, No other

residents were identified as being

- atfectad.

Al Nursing staff were educated by the
Staff Facilitator, QI Nurse and/or DON

8/6/2015 ~ 8/23/2015 regarding the ﬁ;’fj

e E

: tmely and appropriate provision of :
incontinence care to any rasident. Agency

- staff and new employees will receive this
education as a part of orientation.

70 monitor the effectiveness of this
aducation and ansure continued
compliance with providing timely and

. eppropriate pravision of incontinence
care 1o any resident, to prevent any :

*infections to the extent possible and care
in accordance with the written plan of

- care, the Administrative Nursing Team,

' including the Director of Murses,

© Assistant Director of Nurses, Qi Murse,
MDS Nurses and Staff Facilitator will

- monitor that resident care is being
provided in accordance with the care
pian and care guide as a part of their
daily rounds, Monday through Friday.
The resuits of these rounds will be

!
f
237 2o
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F 315 Continued From page 17
toileting.

Raview of Resident #1's Comprehensive Care
Plan dated 06/24/15, revealed the resident had a

- care plan for a problem of Urinary incontinence
related to a Non Digplaced Right Fermur Fraciure
with a goal stating the resident would be free of
skin breakdown. Continued review of the care
olan revesled interventions which includad
providing perineal care after sach incontinent
apisode.

Observation of Resident #1 on 07/28/15 a1 12:30
. PM, revesled the resident was in Physica
Therapy exercising hisfher arms.

" interview with Residant #1's daughter on
07128115 at 2:00 PM, revealed the resident had

tqone out for and appointmeant and retumed at
101456 AM. Per inferview, Resident #1 had besn
sifing up in the wheelichair since returning and
she had not asked staff to change the rasident
yel. Resident #1's daughter rang the call jight

* during the inferview, and at 2:05 PM, Certifiad
Nursing Assistant #1 and another CNA assistad

: the resident to bed. Observation at that time

- revealed after transferring Residant #1 o bed, the

CNA's removed the resident adult pull up brief
Dwhich was wet, then CNA #1 provided
perineallincontinence care for him/her,

interview, on 07/28/15 at 2715 PM, with CNA #1,
who was assigned to Resideni #1's care,
ravealed revealed incontinence care was to be
nerformead every two (2) hours, but she was
- assigned 1o eight {8) residents care that day and
had a resident's shower also to give during her
; 8hift, She stated she had last changsd and
- provided incontinence care for Resident #1 at

Any concerns identified during these
rounds will be addressed and corrected

as indicated.

The resuits of these rounds will be
reported af the weekly Of meeting for
“four {4} weeks; then monthiy x 3, The
results of these weekly/monthiy 0
meeting will be reported to the quarterly
Quatity improvement Executive i
Committee consisting of the ‘:
. Administrator, DON, ADON, Of Nurse,

Medical Director and anv other persons
required to provige information
periinent to the reports being discussed
at the Executive Of Commitiee. The
Executive O Committes will make

- recommendations for further action
based upon the date presented.
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F 315" Continued From page 18
7115 AM, when she was preparing the reaident to
ieave for his/her appointmant. Per interview, she ;
knew Resident #1 had returned from the :
appointment as the resident ate lunch. Continued
interview she had gotten behind on her work that
; day which she had failed o report o the nurse
and failed to ask for help. CNA#1 siated there
were times she would change residents when
“getting them up in the mornings, and then ba
unable te change them again until after lunch at
F1O0 PM or 2:00 PM. Further intarview this was
due to the hall she was assignad to being very
tbusy and a lot of her time was taken up with
feeding residents thelr meais.

interview, on 07/28/15 at 2:30 PM, with Licensed
Practicai Nurse (LPN) #1 who was assigned to
' Resident #1, revealed residents wers o be
provided incontinence care or toileting every wo
{2} hours. LPN #1 siated however, somelimes
the CNA's wouid come to the murses and tell
; them they were hehind with resident care and
would miss thelr own lunch break to iy o get
- caught up. According to LPN #1, she had taikad
1o the Director of Nursing (DON) a few week age
about how difficuft if was for the CNA's to get their |
“work done and how busy the unit was. She
slated as a nurse she did rounds on the residents |
 to check on them in the morning, at the and of
her shift and during her madication pass. Further |
interview revealed howaevar, she was not gware of
any residents guing lungsr than fwo (2) and a haif ;
hours without having incontinence care provided.
LPN #1 stated Resident #1 should have received
incontinence care and hesn changed 35 soon as
. the resident returned from the appoiniment. She
" stated she was unaware Resident #1 had not
. been changed until 2:05 PM, but should have

: been.
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fravested incontinencs cars was o be done at

| toileting plan. The DON stated when residents
went out for appointment, they should have

¢ incontinence care provided as soon as they
retirned because going too long without

as well as, possible Urinary Tract infections
{UTr's}). Bhe stated the nurses on the unils

CNA's and checking residents (o enswe they
Cwere nof wel, Further interview revegled the

facility was in the process of possibly having a
! shower aide who would ony do showers. She

stated if the facility did that it wouid free up the
s other CNA's 10 be abie o provide more timely

care.

Interview with the Administrator on D7/30/15 at
122 PM, revealed Resident #1 should have
“recelved ncontinence care as soon 25 the
resident arrived back &t the facility from the
s appointment,
F 323 483.25(h) FREE OF ACCIDENT
58=0; HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
as is possible; and each resident receives

prevent accidents.

! This REQUIREMENT is not met as evidenced

i
| |
! i C
I 185028 jEwiNG G7IaGI2015
MARE OF PROVIDER OR SUPBLIRR f STREET ADDRESS, CIfy, STATE, 2IP CO0E |
i
| 2323 CONCRETE ROAD
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AR SUMMARY STATEMENT OF DEFICIENDIES b PROVIDER'S PLAN OF CORRESTION
PREFIX (EACH DEFCIENCY MUST BE PRECEDED 8Y FULL SREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY CR L3C IDENTIFYING PFORMATION) Tal CROSS-REFERENCED TO THE ARPPROPRIATE
DEFICIEMNCY:
Fais

interview with the DON on 07/30415 at 12:40 B,

ieast evary two {2) hours or as per the scheduled

incontinence care could lead to skin hreakdown,

should be ensuring this was done by talking fo the

" environment remains as free of accident harzards

adequate supervision and assistance devicas o

(F323

. The bottles of insulin and syringes were
secured inside the medication cart by RN:#1
upcn her interview by the Surveyor. RN #1 !
was counseled by the Administratoron

8/13/2015 regarding leaving her medication
cart unatiended with medications ang
sharps unsecured on its top.

F 323 Al SRNAs involved in failing to notify the
¢ nurse regarding the fall of Resident #2, on
- 4/24/15, during transfer were educated by
. RN #4 on that date regarding making sure
_ they reported any fall immediately to
licensed sta¥f for assessment before moving
. the resident. ;

- All residents have the potential to fall. 4
- visual round was conducted by the DON,

FORM CMS-2887(02-99) Previous Versions Obsolete Event 1D 307111
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by
Based on observation, interview, record review
and review of the facility's poiicy, it was

: determined the facility fafled to ensure the
resident anvironment remsained as free of

i accident hazards as was possible, and sach
resident received adequate supervision and

. assistance devices to prevent accidents for che
{1 of four {4} sampled residents (Resident #23

- and two (2} unsampled residents {Unsampled
Residents A and B).

Coservation revealed ten (103 vials of insulin
- medication and fwo (2} insutin syringes on top of
an unatiended medication oart.

in addition, Residert #2 was lowerad to the bed
cand then to the floor after an inappropriate
transfer,

' The findings include:

1. Review of the facility's poiicy tittad, "Madication
Storage”, undated, raveated medications were (G

. be stored in the medication cart. Per the Policy,
the medication cart should be lockad at all Hmes

. when not under the dirsct ohysical supervision of

" alicensed rurse, :

“Observation, on 07/28/15 at 3:42 AM, revealed a

. medication cart in hallway unattended by staff.

- Continued observation revealed stored on iop of
the medication cart was a box containing ten (10)

- vials which included the following: one (1) vial of
Humulin R insulin; three {3) vials of Novolog

L irsuling two (23 vials of Humulin insuiin; and four
(4} vials of Lantus insuiin. In addition,
observation revealed there was two (2) insulin
syringes in their wrapper stored on top of the

‘Maintanance Oirector & Environmental
F 323 services on 8/18/2015-8/20/2015 to
Jidentify any other hazards or risks in the .
residents’ environment. Interventions
fwers implementead to reduce any hazards
or risks identifiad,

- Al nursing staff were educated by the Staff
Facilitator, Q) Nurse and/or DON through
mandatory in-services held 8/6/2015 -
872372015 regarding the absoiute need for
an assessment by licensed nurse of any
resident who has faflen prior to being #
moved. in addition, all licensed nurses and
KY Medication Aides were in-serviced
regarding to completely secure alf sharps
and medications before leaving the '
medication/treatment cart unattended.

To monitor the effectiveness of this
aducation and ensure continued
compliance with secured medication/
sharps, the Administrative Nursing Team,
including the Director of Nurses,
Assistant Director of Murses, Of Nurse,
MDS Nurses and Staff Facilitator will
monitor medication carts during their
daity rounds, Monday through Friday.
The results of these rounds will be
documented on the Daily Rounds Qf toal.
Any concerns identified during these
rounds wiil be addressed and corrected’
as indicated,

e,
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323 nuad F : " 5
: Cantmc... ra: 239?21 5 . od 1h Faz3 The results of these rounds will be
medication carl. Further obsarvation revesied the . .
: - reported at the weekly Q) meeting for
| nurse returned to the medication cart ar $:45 AN, eported < ¥ Q g
“four [4) weeks; then monthly x3. The

- interview with Registered Nurse (RN) #7 on results of these weekly/monthly Gl

FOTIZTAS 8L 9:45 AM, at time the nurse returned

to the medication cart, revealed she did not think

: thers was enough room in the medication cart for

her to sfore the insulin, Observation revesied RN

- #1 opened drawers on the medication cart and
*found space (o store the Insulin inside where it

could be locked, Continued interview reveaied

| RN #1 stated she should have ansured the insufin |

was stored in the iocked medication cart when

i she left the cart unatiended. RN #1 siated

" Unsampled Resident A was a wandsrer who oftan :
- wandered the hallway where the madication cart
~was parked at the time of the Surveyor's

obsgrvations, and Unsampied Residen! # also

- wandered from the other side of the facility aver

w0 that hallway.

- Interview with the Assistant Director of Nursing

{ADON} on O7/28/15 &t 110 PM, revealed
medicalions should naver be left stored out on

top of the medication cart unattended hecause

someons could gain access o them and lake the

| medications. She stated she knew of just two (Z
wanderars who were confused and would -

ambulate on that hall, Further interview revealad
the two (2) residents indicated were Unsampled
Resident A and Unsampled Hesident B,

Interview with the Lirector of Nursing {DON) ¢n
O7/30/18 gt 12:40 PM, reveaied the medication
i carts should be locked with all medications

locked inside when unattended, as per the

- facility's policy and for residents’ protection.

- meeting will be reported to the quarterly
- Guality Improvement Executive

* Commitige consisting of the

. Administrator, DON, ADON, G Nurse,

Medical IHrector and any other persons

¢ required to provide information

periinent to the reports belng discussed”

. at the Executive O Commities. The

Executive Gl Committee will make

Crecommendations for further action

based upon the data presented.

The QI Nurse will monitor for appropriate
reporting of falls and documentation of

i assessment of residents prior to moving of

any resident who has fallen through her
invastigation and review of falls monthiy x3.
Any concerns identified during this review
will be addressed at the time and included
with her monthly report to the Qi
Committes,

The resuits of these monthly meetings will
be reported to the quarterly Quality
Improvement Executive Committes
consisting of the Administrator, DON, ADON,
Qi Nurse, Medical Director and any other
parsens required to provide information

. 2. Review cxf_ ﬁesiﬁem #2's medical record

Cvard T3 30T
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. 523" Continued F 2o . pertinent to the reports being discussed at
# 323 Contin o 2 F 323! = : ; e TS
£ ont '“;d: rom ?;agi N " 329" the Executive Committee meeting. The !
i W ;f “ H H i :
| revealed diagnases which included Non - Executive Qi Committee will make '
; Alzheimer's Disease, Urinary Retention, and ; T g
é : recommendations for further action based !
|

Chronic Kidney Disease. Review of Rasident #2
 Quarterly Minimum Data Sef (MDS) Assessments
dated D8/04/15 and 02/02/15, reveaied on hath
f Assessments the facility assessed the resident to
have g Brief interview for Mental Siatus (BIMS)
s seore of thirleen (13), which indicated no
" cognitive impairment, and o reguire extensive
_assist of two {2} for ransfers.

- upon the dats presentad,

Raview of the Comprehensive Cara Plan initiated
12724712, for Resident 82 reveaisd the resident
had g higtery of falls with injury and had muitiple

s sk factors for falls including an unsteady gait, |

antideprossants and cardiovascular medications
and mental disorder. Per the care plan the goal
stated Resident #2 would be free of sericus injury |
from falls with interventions which included
nonsiid footwear. Continued review of tha
Comprehensive Care Plan initiated 08/09/13, |
raveaied Rasident #2 required assistance for '

s transferring from one (1) position © anothar §
rafeted to decreased mobiily and muscle

P weakness with a goal noting the resident would
racelve the necessary physical assisiance to

 fransfer. Further review of the care plan revealed

[ the interventions include a two (2) person assist

" with gait belt for transfers,

{ Continued record review revealed 3 Progress
Mote dated 04/25/15 at 11:52 PM, written by
Registered Nurse (RN} #4, wiich noted two (23
Certified Nursing Assistants {CNA's) were In

- Resident #2's room altempting 1o transfer the _
resident and sat him/her up on the side of the bad :
with his/her feet dangiing. According to RN #4's i

- Note, the two {2} CNA's attempted to assist
Resident #2 to stand and transfer i the

Event 1D 302111 f
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wheelchair; however, the resident’s legs wers
weak and he/she was unable lo compista the

: transfer ang the CNA's gseisted him/her back o
bed. Continued review of the Note reveaied

¢ Resident #2 laid down on the bed diagonally with
the resident's feat hanging over the edge of the

: bad. The Note reveaied ancther CNA came to

Resident #2's room, read the resident's care pian,

cand put a gait belt around the resident and shoes

on him/her. Review of the Note revealed the

{ UNA's attempted to fransfer Resident #2 again,
but as they assisted the resident to a sitling
position, ha/she started o silde oF the bedd.

According to the Note, as Resident #2 was sliding |

off the bed the CNA's lowered the resident o the

floor with his/her back against the bed. The Note |

stated the ONA's assisted Resident 22 off the
fioor with the use of g Viking Lift {mechanical it
~with the assist of wo {2) siaff. Further review
revesied the CNA then reporied the resident
: siiding to the fipor io the nurse. The nurss
assessed Resident #2 with no injuries found ang
. the resident dendad pain. Further review of the
" Note revealed a fall huddle was called and siaff
wars sducated about fall precautions and
‘residents’ Care Guides (Nurse Aide Care Plan).

' Raview of the facility's "Investigation” document,

. dated 04/25/15, revealed Resident #2 was being

: ransferred per staff from the bed o the chalr on
(4/25/15, when the resident had to be lowered to

| the fioor by staff. The Investigation decument
revealed Rasident #2 was alfempting to transfer

- with two (2) staff, but was not participating in
teansfer, and had 0 sit back down on the bed,

: Por the Investigation document, at the tima of the

fransfer attempt, Rasident #2 had on plain socks
+ and staff was not using 2 gait belt o assist the
" resident with the transfer. Continued review
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‘revegied another CNA arrived to help and placed
& gail beif and socks and shoes on Resident #2.

| The Investigation document revealed a transfer

. was atlemptled again wih the three {3 CNA's

* assisling; however, Resident #2 was unable o
compiets the transfer, started fo siide off the bed

fand was lowsred to the floor. Further review
revealed Resident #2 was assisted off the floor

Fwith a Viking Lift, and had no injury, with
education completed for staff at the time of the

¢ inoident in reference to following residents’ Care
Guides and whal to do if thay see another
member transferring a resident incorrsctly. In
addition, raview of the Investigation document

~e bed and was lowered (o the floor when they

wers ying io transfer the resident. RN #4's
written stalement revealed Resident #2 was in
the bath b when she was notified, and after the
resident was transfarred baok (o bed she
assessed him/her with no injuries noted, Further
review of RN #4's written siatement revealad a

: fall hyddie was called o determine what
happened.

interviaw, on G7/3G/15 ab 10:00 AM, with Nurss
Aide in Training INAT #1, reveaied on (4/258/115

transferring Resident #2 from the bed to the

- wheelchair in order o take the resident to the

. shower room. She stated she was aware

. Resident #2's Care Guide was posted in the

- resident’s closet, bul she did not check the Guide.

¢ According to NAT #1 she was aware Resident 2

- was 1o have shoes and a gaii helt when being

| ransferred, however, she and Agency CNA #13
still aftermpted to iransfer the resident without
shoes and a gait beft, Per interview, Resident

Crevealed RN #4's written witness statement which |
noted the CNA's reportad Resident #2 had siid off

she was askad by Agency CTNA #13 1o asslst with |

:
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#2's feet started to slide and so they assisted the

she want lo get Agency CNA #5 who put shoes
and a gait belt on Resident #2 while the resident
was lying sideways on the bed. Continued
interview revealed the three (3) CNA's attempted
‘o transfer Resident #2 again, but they had o
lower the resident to the floor. According to NAT
L1, no one went 10 get the nurse when the
resident was lving on the floor. She stated CNA
 #12 came in Resident £2's room aise, and the
“four {4) CNA's transferred the resident from the

C#13 then transported Rasident #7 to the facility's
general bathroom whers NAT #1 and Agency

P CMA#13 transferred the resident from the
wheelchair io the whirlpoo! with the Viking Lift,

- Further interview revesied she should have

informed the nurse they were having difficuity

- ransferring Resident #2, and also should have

to the floor, so the nurse could assess the
| resident.

. The Survevor was unabie to phone Agency CNA
#13, as tha agency was unable to find a phone
number for the TNA.

- Interview with Agency CNAES on 07/30/15 at

- 3:30 AM, revealed on the day of the Ingident

involving Resident #2 she had noticed the call
Hight going off and slopped 1o check on the

President. Per interview, two (2) CMNA's were In
the room with Resident #2 who was lving

. sideways af the end of the bed. She stated she

i checked Resident #2's Care Guide which was

. insice the resident’s closet door, and noted the

a cait beil fcr__tra__ﬂ_sfers. Continuad interview

- resident to sit back down on the bed. She stated -

floor to the wheaelchair. Par NAT #1, Agency CNA

notified the nurse when the resident was lowered |

: resident was to have shoes of nonskid socks and
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F 3231 Continued From page 26 Faza
revealed the CNA's placed the gait belt and
' shoes on Resident #2 and attempled to assgist the
resident to a sitting position, but had o Jay the
s resitient back on the bed, She stated CNA #7172
came in and got the stand up machanical lift sut
; they could not get the beit for the 1 around
‘Resident #2. According to Agency CNA #5, the
four (4) CNA's tried o stand Resident #2 up, but i
i had to ease the resident to the flocr, Agency !
CNA %5 stated the CNA's did noi rotify the nurse
Resident #2 was on the foor becauss the
resident’s legs were straight and there did not
appear o be an injury. She stated she got the
Viking mechanical lift and they assisted Resident
#2 to the wheelchair. Furthar interview reveaisd
f Agency CNA#1S took Resident 42 straight lo the
whirlpool before the nurse assessed the raesident,
. She further stated she and CNA #12 went straight
i o RN #4 and told her about the incident so she
i could agsess Resident #2,

interview with RN #4 on 07/30/15 a8t 2:20 B,

i raveaied NAT #1 and the CMNA's involved in the
incident did not notify her Resident #2 was on the
floor at the time of the fall. She stated she was

- ot notified in order o assess Resident #2 until

the resident was already in the whirlpool bath.

. Per interview, Resident #2 susiained no injuries

:as a result of baing lowersd to the foor. Further

interview revealed she had immediately

Cinserviced all the siaff involved in the incident

- regarding immediately getting the nurse 1o assess

i @ resident had an aceikdent and to follow :

! residents’ care plans,

- Interview with the Quality Assurance (QA) Nurse
Con 07/29/15 al .00 PM, revealed she had i
reviewed the incident and the two {2) staff initially
assisting the resident to transfer did not foliow the
Event 130211 Faaifity iDr 100348 if continuation sheet Page 27 of 32
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F 323 Continued From page 27
care plan reisted {o a gait belt ard shoes and the
resident had muscle weakness and was receiving
physicaf therapy at the fima due to a previous fall,

interview with the Staff Development Nurse
{SDN) on 87/30/15 at 12:00 PM, revesled the QA
Nurse reviewed the incidents and would have her |
fellow up with staff inservices as needed, and let
her know whether the insarvice nesded o he for
Fall facility staff, or gl nursing siaff or most of the
nursing staff. She sisted after the incident
involving Resident #2 she did an nsarvics; |
however, that inservice was not mandatory and
therefore, not ail nursing staff was inserviced.
Further interview revealed she had inservices on
. payday as she could inservice staff on all shifts,
She stated however, sgency staff did not
- necsessarlly get the same inservices as faciity
siaff,
H

interview with the DON on 07/30/15 at 12:40 PM.
revealed ihe CNA's should have ensured thay
- had the shoes and gall belt on Resident #2, as
per the resident’s Care Guide, prior 1o attempting
' Cto transfer the resident. Per interview residant's
Care Guides, were the Nurse Aide Care Plans,
i and were posted inside the residents’ closet
“doors. Continued interview revealed Resident #2
i should have been assessed Immediately afer the
“fall by the nurse due to possible injury. in
. addition, she sialed the nurse should have aiso
* been notified of the gifficulty in transferring
Resident #2 prior o the fail.
F 441 48365 INFECTION CONTROL, PREVENT
35=0 SPREAD, LINENS

 The facility must establish and maintain an
-~ Infection Conirol Prograrm designed to provida a
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Fa41. SRNAs #1 and #6 were re-educated by the :

F 441 Continued From page 28
- safe, sanitary and comfortable envircnment and

te help prevent the development and ransmission

: of disease and infection,

- {a] infection Control Program
The facility must estabiish an infection Conirol

" Program under which if -
{1} Investigates, conirals, and prevents infoections
in the facility;
(2) Dacides what procedures, such as isoiation,

" should be applied fo an individual rasident: and
{3} Maintains a record of incidents and corrective
actions refated to infections.

b} Preventing Spread of Infection

- {1) When the Infection Control Program
determines that a raskdent needs isolation o
prevent the spread of infection, the facility must
isolate the resident,
(2} The facility must prohibit employees with a
cormnunicable disease or fected skin lesions
from direct contact with residents or their fooad, if
dirgct contact will fransmit the diseass.
{3} The faclity must require staff 1o wash their
hands after sach direct resident contact for which
hand washing is indicaled by accepted
professional practice.

“{c} Linens

. Personnei must handle, store, process and
*fransport linens so @is o prevent the spread of
- infection,

This REQUIREMENT is not met as avidenced
by

Staff Facilitator on 7/28/2015 regarding the
procedure for perinesl care inciuding
changing of gloves and washing of hands.
This education involved a successful return
demonstration by the SRNAs,

Al incontinent residernts have the potential
" to be affected by the failure of staff to follow
. procedures for incontinence care,

Al SRNAs who provide care to incontinent
residents, were In-serviced on proper
incantinence care. All SRNAs were checked .
off by the SDC Nurse on 2 return ey
demonstration of providing perineal care in
accordance with infection Control Policies

and Practice 7/28/2015 - 8/23/2015.

To manitor the effectiveness of this
education and ensure continued compiiance
with the Infection Contro! Program, the
Administrative Nursing Team, including the
Director of Nurses, Assistant Director of
Murses, Of Nurse, MDS Nurses and Staff
Facilitator will monitor resident incontitience
care is being provided in sccordance with
the infection Control Program through daily
rounds, Monday through Friday. Each
Admin Nurse will chserve one cccasioniof

e

?
f
{
!
f

i
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Faag ved F o perinesl care per round each day for the
: . A _
Continued From page 2 F 441 next four weeks and then three {3} occasions

Basad on observation, inferview, record review
t and raview of the facility's policy, it was
detarmined the facility fafled to establish andg
. mantain an infection Contral Program designed

"o provide a safe and sanitary erwironment and to

heip prevent the development and ransmission
of disease and infection for two (2] of four (4)
sampied residents {Resident #1 and €2,

Observation of perinesl care for Resident #1
revealed staff cleansed the resident’s bultocks
while he/she was standing, then assisiad the
resident to lie down on the bed. The staff person
then parformed perineal cars witly the same
solled gloves used fo ceanse Resident #1's
butiocks. Further ohservation revesied after
performing the perineal care, the steff parson
touched items in the resident's room with the

! soiled gloves,

. Observation of perineal cara for Resident #2
‘revealed staff performed perineal care by wiping
the perineal area back fo front

PPRA L,

The findings includs:

- Review of the facility's policy titled, "Handwashing
Procedure”, dated Seplember 2014, revealed

. staff should wash thelr hands after handling

" contaminzied items, such as, solled ncontinent

. briefs, inens or trash, and before and aftar

" contact with residents,

| Raview of the facility's policy titled, "Perineal
Care”, dated April 2013, revealed the shjective

. included to prevent infection. The Foiicy revealed

{ the perinaal care procedure shouid be explained
. to the resident, and the perineal area then
' exposed and washed front to back.

‘oof perineal care for the following two weeks
foilowed by one occasion of perineal care

“the following two weeks, The results of

- these rounds will be documented on the
Daily Rounds Of tool, Any concerns
identified during these rounds wiil be
addressed and corrected as indicated.

The resuits of these rounds will be reported
at the weekly (i meeting for four (4] weaks;
then monthly x 2. The results of thess
weekiy/monthly G meeting will ba reported

" to the guarterly Quality bmprovement
Executive Committee consisting of the

CAdministrator, DON, ADON, O Nurse,
Medical Director and any other persons
required to provide information :

;. pertineni {0 the reports being discussed at
the Executive (f Committee. The Executive

G Committee will make recommendations
for further action based upon the data

i prasented.
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1. Review of Resident #1's madical record
revealed diagnosas which included Alzheimer's
Disease, and Closed Fracture of the Right
Femur.  Review of the Significant Change
Minimum Data Set (MDS) Assessment dated
GB/01T6/15, revealed the facility assessed
. Resident #1 to be severely cognitively impaired,
Fas frequently incontinent of bowed and hladder
and o requirg ex*ef*zs ive assislance of two (2)

- staff for toleting,

Observation, on 07/28/15 at 2:05 PM, of perineal
care performed Tor Resident 81 by Certified
Mursing Assistant {CNAY #1 revealed the CNA
wiped Resident #1's buttocks with a wet wipe,
then she and another CNA assisted the resident
“to lle down on the hed, Confinued ohservation
revealad CNA#T, with the same soiled gloves
and new wipes, then orovided perinesl cars for
Resident #1. Further observation revealed ONA

opened Resident #1's dresser drawer and placed
the wipes in the drawer, without removing the
solled gioves and washing or sanitizing her
hands. In addition, ohsarvation revealed CNA #1

_then removed the glove from her right hand and

used that hand on the bed control fo lower the
bed: however, did not wash or sanitize her Rand
prior {6 fouching the bed control.

Interview with CNA #1 on 07/28/15 al 2:15 FM,
revealed she did not realize she needed o wash
or sanitize her hands after cleansing the buttocks
- and prior fo performing perineal care. She stated
howaver, she couid see how that could cause
: £ross contamination. Further infarview reveaied

her hands after pez‘f{}rming the perineal cars and

#1 then, with the same soiled gloves stiff in place,

she should have removed her gloves and washed
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Continued From page 31
: prior to touching tems in the resident's room.

2. Revisw of Residert #7's medical record
" revealed diagnoses which included Non
Aizheimer's Dissase, Urinary Retention and

- Chronic Kidney Disease. Review of the Quarterly

MDS dated 08/04/15, revealed the faciiity

assessed Resident #2 as cognitively intact, as
cccasionsily iIncortinent of bowal and fraquantly

incontinent of urine and to require extensive
assistance of two (2) staff for loileting.

Observation, on 07/28/18 51 12:30 PM, revealed

Resident #2 was standing in the batbroom

assisted by CNA#S and another ONA. Continued

observation revealed CNA #5 proceedad o

- perform perineal care by wiping Resident #2's
perineal area from the perineum to the vaginal

arag.

interview with CNA 26 on 07/28/15
revealed she should have

difficult to serform the perinesl care for the

resident while he/she was slanding. She siated
' she had been inserviced at the faciiity in the past
wipe front to back when performing

Cand knaw to
nerineal care.

Interview, on 07/30/15 at 12:40 PM. with tha
Director of Nursing {DOM) revealed she was

- unaware of any routine auditing by the facifity of

" staff nerforming perinsal care o ensure it was
baing done correctly. The DON stated however,

- the facility had verbal inservices in the recent past

riterview, perineal
care should be done by wiping the perineal area

- front to back, Further inferview revesied siaff

related to perineal care. Perin

shouid wash thelr hand prior to performing

at 12:40 P,
wiped Resident #2's
perineal area from from to back; however, it was

i

{
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perinesi care and after the perineal care bafore
touching other fems i & resident's room, The
DON revegied If staff did not do this, it was an
infection control concar.
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