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F 000 " INITIAL COMMENTS ' - 000! j

An Abbreviated Survey investigating ‘
KYHO0020258 was initiated on 08/05/13 and f
concluded on 06/07/13, KYH0OD020258 was i

- unsubstardlated with related deficlencies cited. i
F 280 | 483.20(d)(3), 483.10(k)2) RIGHT TO - F 280/
ssmml' PARTICIPATE PLANNING CARE-REVISE Cp

{ The resident has the right, unless adjudged ' !
| Incompetent or otherwise found to he i
| Incapachtated under the laws of the State, to )
participate in planning care and treatment of
| changes in care and treatment.

A comprehensive care plan must be developed t
wlihin 7 days after the complation of the
comprehensive assessment; prepared by an
Interdisciplinary team, that includes the attending
physiclan, a registered murse with responsibility
for the resident, and other appropriate staff in
dlsclpiines as determined by the residents needs, | ! i
! and, to the extent practicsble, the participation of i
the resident, the residents family or the resident's }
: legel representat|ve: and perodically reviewed ! |
and revised by a team of qualifled persons aftar ' .’
each assessment, .

l This REQUIREMENT 13 not met as evidonced
by: ]
Based on Interview, record review and review of : 5
the facllity's poficy, It was determined the facility r I ;
fatled to revise the Comprehensive Plan of Care : ! |
i _

XE) DATE

Aaow DIRECTOR'S OR PROVIDERSUPPLIER REPRESENTATIVE'S SIGNAT IR e U f N E
NIV Do - a5l

Wy deficizney slistamont ending with an asterisk (*) denolos & deficienay which 1he ingilwtsn oy & graused from conesting providing it is delermined thal

Her safeauants provide syfficient protection to the palients. (Sea Instrustions.) Excepl for tuirelng fomes, the Fndings stelsd sbova are disclosaible 90 days
Mawing the deto of survay whelher o ot plan of eonreclion ie proviied, For tirsing homes, the above findings and plans of Gorrat ton ara dischsable 14

ays following tho date thase documents are made available to the faciity, 1l deficienties am tited, an spproved plan of conecen is requisite to conffmiad

fonaram parbeipation,

I for one (1) eut of five (5) sa mpled residents |

pan————— —_——
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(Restdent #1). The facility faited to revise f
Resident #1's care plan after the resident had ’
i falls on 04/24/13 and 04/30/1 3. There was no '
| docurnanted evidence the faclity added | :
i Interventions o reduce the riak of falls after the ; FRR0385 =D

1. Resident 41 was reasscesed by the Mintmmm
Data set cosrdinator (MDS coordinstors and by
| therapy for ndequate assistlve device, by 6/7/13.

Reviaw of the facility's policy: Incident Repaortirg, ‘ Resident #1 comprehensive Plan of Care was
| Shactve date 12/2010, revealed the Charge ! : reviewed ond revised on 6/10/13 by the ]
l Nurse/d@signea wes to add nterventions to the- Interdisciplinary  ieam  which  includes the
icare plan 85 neaded. ! Inllowing: rohab service maneger, direstor of
: { pursing, assistant directol of nnrsing, dietary
manager, s0cigl service direlor, minimum deta
sel coordingtor, qualily of life director, chaplain,
mid  the =zdministrator (IDTY  fo  include |
individualized interventlons based on resident #1
asscesment to he measurable objestives and
timetables to meet resident #1 medical nursing
i and mentgl and peychosocinl needs. The Brief
i Interview of Mental Status (BIMS)  was

| fall incidents as per the facllity's poticy, . ;
i

! The findings include: ?

,' Review of the facliity's refergnce: Educational

| Guideitnes / Incldent Reporting, dated October ;

1 2009, revealed under Saction 5 Fall: staff were o '
document rew interventions put In place to ;

prevent further falls, |

i Interview, on 06/07/13 at 11:30 AM, with the 'I
Minlma! Data Set (MDS) Coord Inator revealed the
purpose of the care plan was to identify care
needs of the residents and the Interventlons to

' meet those needs, She further stated by knowing
| the interventions in place they could montor thely
, effoctiveness in meeting the restdent's nesds,

rearzessed by the socinl sevvlee dircctor on
6/10/13 accyrarely capture The cogpition statrs of
resident #1. The Stric Registered Nureslng
Aszgiglant (@{NA} carc plan was reviewed wnd
reviscd by the Interdisciplingry teem IDT on |

[ :
Record review revealed Resldent #1 was | 6/10/13. The reaident chalr alamm was replaced by
admitted to the facility on 04/4 2/13, with diagnosis , the director of nursing en 6-7-13. ‘

{ which inctuded Cerebrat Vascutzr Accident | i

| (Stroke), Muscle Weszkness, Ustepporosls,
| Salzure Disorder, Piabates, and History of
f Pitultary Tumor with Panhypopltuitarism.

' | Review of the Fall Risk Evaluation, completed "
04/1213, revealed the residant was gssessod a3 '
1 & high fall risk. Review of the Inltial MDS | l
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Assessment dated 04/23/13, rovealad Resident
#1 had moderate cognitive impairment. The
resifent was assessad, under the Functional

|
]
I
. ]
F 280! Continued From page 2 |'
!
Status section, 1o require staff assistance with
i transfers and was not steady with walking, anu
l_. surface {o surface transfers. i
j Review of the Resident #1'g Comprehensive Plan
of Care, Initlated 04/23/13, reveated the resldent
was at risk for fall retated injury due to seff care
doficits, stroke, selzures, and weakness, The
goal of the plan of care was for Res|dent #1 o -
sustain na falt retated Injuries. Intorventions fisted
to prevant falls on the Comprehensive Plan of
Cafe for Residert #1 included educate / ramind
resident to request sssistance priof to ambutation |
and /or ironsfars, staf assistance with
! @ambutation, and monttor use of assistive devices,

Review of the facllitys 04/24/13 investigative
report, revaaled Resldent #1 was found an the
bathroom floor on his/her buttocks at 9:45 Ab.
The resident stated he/she walked into the
hathroom and took & spill. Continued review of
the report reveated siaff reportad the resident's
chalr alarm was not sounding,

Review of the Comprehensive Care Plan and the |

Ceriffied Nursing Asslstant {CNA) Care Plan for

i Resident #1 at the time of the fall on D4/24/43
revealed the care plans did not includa an

i Intervention for g chalr alarm.  Further review of

the Comprehensive Care Plan revealed It was not

updated to Include the 04/24/13 fall or a new

| intervention to try and reduce the risk of fals,

i Interview, on 06/05/13 &t 4:10 PM, with !
Registered Nurse (RN) #1 revealed the resident

!
i 2. All residents will recetve 2 hriel interview of !
fmgntal stutus (BIMS) by the Imtcrdisciplinary f
ream (DT hy 7/312/13  Any resident that has a I'
Brief Intervicw of Mental Status (INIMB) of eight |
or less will be reported lo the directar of nrrsing |
for fellow up to the administrator and e |
Interdisclplinary toum (IDT). Any residen: who
has & Bricl Interview of Mcatal Status (RIMS)
seors of oight  or less  will reccive a
compeehensive review of their minimum data sct
(MD3) assessment by the Interdisciplinary toam
(X3 to be completed hy 7/19/13 1o ensurc the
msscssmient rosufts are usced to develop the cars
plan  and the care plan reflects  specific
intervenlions and deficits of the residest with
Individualized interventions based on the
regidents current Misimum Teta set {(MDS)
ssgessment. The Minimum Data sot eovrdinator
(MIIS}  cecrdinafor will  cnsure  resiclont
sasegsments, to mchyle the falls risk cvatyation
and the eare planming are accurately reflecied for
ecach resfdent identified hy 7/19/13. All residans |
with alarms will he checked by 6-7-13 by the unit

supervisor for hitory strepgth, placement and
function,
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hiad & chair aterm, byt the intervention was not
listed on the Comprehensive Care Pian. Sha
further stated she did not know when the chair
atarm was placed,

A The Intcrdisciplinary temn (DT will receive
edicationn  from  the  Reginpal  Clinfeal
Reimbursement  Cepsyllant by 7/12/13 o
Pdeveloping & carc plan otilizing assessments
resifis and refleelion. of the speelfic abilities and

Interview, on 06/07/13 at 10:00 AM, with RN
| #1/Transitionat Care Lin: (TCU) Menager about

l the fall on 04/24/13 revealed affer the fall the i defichs ‘ol" & res{dcnl with in.diviclnghmhd F
| CNA checked on ina resident more frequently, | | Imerventions. Tac directur of miring and the |
' but it was not put on the care plan and was met © | MDY coordinglor will cduoite and train the
| sure if it was passad on in roport, RN stoted licensed siaff on the care planning process |!

; after a fall they were supposed to add o I poleyfprocedute,  and  cliniosd meciing |

} irterventions s the cane plan fo 1y and reduce complisnes by H12/13. The  facility !
the risk of 2 fall, but na interventions were adges. Intcrdisclplioary lcam (XY will review caclt |
Irr addltion, RN #1 stated the afarm was not lieted comprehiensive  care  plan, the falls  risk [
on the CNA care plen but should have been sg | cvaliation, snd alaom mtdil compliance with any |

l‘ the CNA’s knew to check and montter the atarm, resident admission, incident ond or change of

i : ‘ | condition during the daily clinleal meeting which

i Continued review of Investigative reports revealed is dirceted by tire ditector of mitrsing. Jdentificd

J Resldent #1 had = fall on 04/30/13 at 8:00 AM non- compliance of the care plan process, falls

i When the residant got up out of his/her wheealchaly risle cvaluation and or the alarm andit will be

i to use the bathroom. Me/She was found on the reported to the director of nmrsing  and

| flogr &nd the c}aalr alarm was sounding. Una_:ier . c?;'m‘:}i strator immedlatcly, and forwarded to the

: the gection of interventlons already in piace it was i weekly at risk meeting for review and ollow up,
reported the resident had a bed and chalr atzarm. ’

: Revlew of the interventions added revesled they

‘ had the resident demonstrate use of the call fight |

l'whita in the whealshair three {3 thnes and

| epeech therapy was to continua cognitive

therapy.

' Review of Resident #1's Comprehensive Plan of
Care revealed the care pan was not updated to
Inctude the 04/30/13 tall or any added
Interventions. Further review revealed no !
documentation the resident had an intervention of |
i a bed sfarm. Reviow of Resident #1's CNA Care |

Plan revealed no bed atarmsa were listed.

;
{
i

ORM CMS-2807(02-99) Praviowus Vemtons ObzOigle Event ID: ISME11 Faclty [D; 160281 If cantinualion shes| Page 4 of18 -



a7/e8/2v13 A3 37 582-B63-6594

DEPARTMENT OF HEALTH AND HUMAN SERV|CES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PaGE B3/22

GEORGE TGM

I et A TR et T

PRINTED: 06/20/2012
FORM APPROVED
QMB NO. 0938-0301

STATEMENT OF DEFICIENCIES > P?!OWDER?'SL!PPLIERJ‘CL!A

ANG PLAN GF CORRECTION IDENTIFICATION NUMBER: A EULDING COMPLETED
_ c
185141 B WiNG — 06/07/2013

{(X2) MULTIPLE COMSTRUSTION

|X3) LATE sURVEY

NAME O Pﬁ OVIDER OR SUPPLIER
SIGNATURE HEALTHOARE OF GEORGETOWN

STREETADLRESS, CITY, $TATE, 2P copx
102 PFOCAHONTAS TRAIL
GEORGETOWN, KY 48324

(R4 BUMMARY STATEMENT OF 1E FIe [ENCIES 1o j PROVIDER'S PLAK OF CORMECTION 125
PREFIX (EAGH DEFICIENCY MUST BE FRECEDEL: AY £ULL ! OPREFX I {EAGH CORRELTIVE ACTION SHOULD 3 COMPETDN
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROUSS-REFERENCED TO THE AFERQ BRIATE DATE
i DEFICIENCY)
(]
- _ i
#2801 Confinued From page 4 F 280/

Intarview, on 06/06/13 et 340 PM and on

1 DE/OT/13 at 9:40 AM, whh RN

f the investigative report of the 04/30/13 fatl, !

' reviated she took care of Resident #1 and halshe |

' had bad and chalr alarms. After review of the

| Care Plan RN #2 stated ff the resldent had alarms

It should have been listed on the care plan ao

{ everyons was on the seme page. She further |

| stated she could not believe it was not on the l

care plan. Continued Interview wth RN #2,

r revealed after the fall sha discussed possaible

| Interventions with the DON, who nstructed her fo

| have the resident demonsirate caft light use while |

- up Inthe wheelchalr, She siated they were aware

| tha resfdent could already use his/her cal fight,

| but the DON totd her to put down this intervention i
on the investigative report, !

§
!
i
|
!

#2, who complated

Interview, on 08/06/13 at 1:15 PM and on
1 06/07/13 at 10:00 AM, with RN #1/TCU Manager |

about the fall on 04/30/13 revealed there were no I
new documented interventions putin place after !
the fall that thoy wera not aready doing, She
Stated the residant could use histher cal fight, but |
thaught he/she could do anything on his/her awn.

ector of Nursing

Interview with the Interim Bir
PM, revesied there

(DON}, on 08/07/13 at 12215
; Was no naw Interventlons added ta the cara plar
| after the falls on 04/24/13 and 04/30/13. She i
i stated the Incldent Report an 04/24/13 noted they -
would Inform therapy about the fall, but letting [
therapy know was & notification not an
interventton. She further stated falis were brought ;
to the clinlcal meetings and interventions were l
 reviewed to determine if they needed to be :
| revised, in both cases It eppeared the care plan {
i !

|
|
|

| |
4. The dlractor of nureing/ asslstant director of |
BIsing fminimurm dota set coardators {MiD3)
angl the Inferdiseiptinary tearm DT} witt apdi !
guarterly, timas twe quarters, and or untll 100w ’
compllance Is met for sl resident care plang to
Ensire compliance with the care plan process |
policy and procedire along with process to |
Include  Individualized Istgrvantions based on
fesltient zssessment to be measurzble objectives
and timetables to mest restdent’s  medical
nursing sad mentaf and psychosoclal needs. Tha
resldent care plans audit resy'ts #will be forward
quarterly to the direcenr of nutsing and
adminlstratnr for follsw up and review, Cgre
Plan audit resulrs will be reported to the
" quarterly guality assuranes comimittee to Inclyde
the  adminlstrator and  the facllty  medical
director for review snd follow up for further
recommandations.

)23
i

i

v
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was not revised and interventions shouid have l
been added. The DON stated both falls occurred

when the resident was trylng to use the bathroom, !
they could have used the data coliectlon for [
baseline elmination as zn intervantion, :

the resident was transferred to the skifled side of |

j the facility on 051413, ;
j Interview, on DBAI6/13 at at 11:05 AM and 12:00 !
PM, with Licensed Practicat Nurse (LPNJ #2, who |
’ cared for Resldent #1 on the skilled slde revealed |

l Raview of Resident #1's medical record revealed |

the resldent had 2 chalr alarm, but was not sure I :
’ he/she had a bed alarm. She stated she shouid

have known if heyshe had a bed alarm and she
Fdid not see alarms on the resident's care plans
which was uzed to communicate to gtaff, She
further stated she was unaware If the hed atarm
was discontinued. !

I Review of the facility's investigative reports
' revealed on 05/20/13 Residert #1 was found on
the floor at 5:30 AM et reported he/she wag gioing
downstalrs to the bathroom. Under Interventicns

they had Inltiated a 72 hour tracking for pattern.

Further review of the resident's Care Plan
revealed, the fall care plan was not updated with
new interventions urfil 05/30/13 when the
foltowing interventlons ware added: Cordinue to
rernind the resldent to ask for assistance pricr o |
transfer: Continue alarms to chalr, Assist of ane |
with titing as needed, and 1/2 side ralls, |

Continued interview, on 08/06/13 at 11:05 AM
and 12:00 PM, with LPN # 2, revaaled the {
| restdant had fallen after getting up out of bed to i

!

i
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use the bathroom. The PN siated after the fal
the DON had her inltiste 2 data collection for i
bowel snd bladder as zn imtervention. After i
j reviewing Residant #1's medical chart the L PN ‘
1 stated she did not see the compieled document
t In the chart :

! Interview with the DON, on 06/07/113 at 12:15 PM :
l revested the fall on 05/20/13 aceurred when the !
; resident got out of his/her bed to use the i
hathroom and the incldent report did not indicate |

an @larm was sourding. She furlher statad she '
did ot know why Rasident #1 did not hava a bed
 @larm which could have alerted staff the resident | i
was rying to get out of the bed. The DON stated l ! {
the Intervertion was to Irittate the Data Collection i
! Basellne Eimination, but it did not appear the
document was compisted,

Contlnued Interview with the MDS Coordinator,
on 08/07//113 at 11:30 AW, reveated she did not
recall If she had been made sware of the falls an
04/24/13, 04/30/13, and 05/20/13. The MRS

. Coordinator stated the fall should have béen
added to the care plan to track the effectiveness
of the goal, She stated it was her responsibility to
ensure the care plan was updated with a new
Intervention after a fall. Ths MDS Coardinator

- further stated the care plan was not updzated with :
interventions after the fal's on 04/24/1 3, G4/30013
; &nd was unaware of the results of the folleting

j tracking data from the 05/20/13 fall to datermine If i
[ an Intervention should have be added. She '

further stated she should heve been notified of
the alarms sa they could have been added to the !
care plar; and i the slarm was discontinued she | '
i would note It on the care plan, The MDS !

Coordingitor added, she did not know how to ' )
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F 280. Continuad From page 7

monltor the effectiveness of the Interventions 1
they were not all llsted on the care plan and she
was not made aware of the falts,

P 12015 PM, reveated staff was made aware of the
l tnterventions, to meet the resldent negds, vig the
! care plan and CNA care plan. She stated al|
{ interventions should have been listed on the care
plan and should be dated when the interverition
was putIn place or removed. The DON stated
when they had ofinlcal meetings it was the NIDS
Coordinator who Updated the Compretensive
Care Pian and CNA care plan with changes/new
: Interventions. She further stated ft was &
bragkdown In their process for not putting all the
Interventions that werg In place on the care plan
; and by not having alf the falls and interventiona
Hsted it would Impact the facility's abifity tp
. monitor the effectivenass nf the Intervertions in

| trying to prevent falls,
F 323| 483.25(h) FREE OF ACGIDENT
58=p | HAZARDS/SUPERVIS IONIDEVICES

The facliity must ensure #hat the resident
environment remalns as free of accidant hazards
as {s possibla; and each resident receivas
adeauiale supervislon and assistance devices o
pravent accidents,

' i This REQUIREMENT Is not met as avidenced
by
{ Based on abservation, Interview, record review,

| Contiued interview with the DON, on 06707113 at

i

|

F 2801

F 323

[
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TAG REGULATORY OR 1L5C IOENTIFYING INFORMATION) TAG CROSS-RMERENCED TO THE APPROFRIATE DATE
OEFICIENG Y}
Y
F 3237 Cantinued From page 8 F 323
!

| &nd review of the facility's polley, t was I323 $5=D .
dstermined the facllity falled to ersure one (1) of :
i five (B) sampled residents recelved gdeqiiste
stipervision and assistive devices to remasin as
: free from accidents as was possible. Resldent #1
' had thres (3} falls while at the faciltty and Plan of Cars end nursing cate plan was
: investigation of the falls revealed the facility falied teylewed and revised vn 6/10/13 by the
{ to enure fall prevention alarms were routinety ; Interdiseiplinary toam which includes
; chacked for function/placement and faited to the fellowing: rehab service mandpsr,

f I Resident #1 was reassesscd by the
Minlmim Date et coordinator (MDS)
8113, Resident #1  comprebensive

|
Impfemgnt new Intervertions after the falls to | ; director of nursing, assistent director of
reduce risks, o mursing, dietary manager, socinl service !
] B i : director, minimom data set courdinator,
The findings includa: i l guality of Iifs directsr, chapiain, and |
: ; © the administratar, (IDT) to refloct
] Revlew of the facility's pollcy: Incident Reporting, adequate supervision reguired nnd 5
i @g%cigoeifﬁ:ﬁ;fgﬁél;zv?halafi;gg‘é;fu'deme aasistlve devices to prevent aecidonts |
= L= 4 i . .I. 3 o t g .‘)‘,‘ ]
environmant was as free of acclden! hazerds as i?;nf';s';i::;]ffﬂm%;ﬂi;: B;Z::;:s:d
was possible and each resident was to recelve 5 thc" social sorvice  dircctor om |
adequate supervision and assistive devices to 7?’ 12713 : acopratcly canture  the !
reduce acclidents. Further review of the pafley " Ut tis bf reside f #1' on |
revealed the Charge Nursefdesignee was to add ! ;?;‘-‘;’f';“ ;’]3 ‘SM';HE;; “Dm’ wr !
Intervention to the care plan as needed. ' : ‘ ' T
P ! coordinntr (MIDS) completed & falls l
Review of the faciilty's reference: Educational ‘ rigk wsscssment 1o enpture the enmrent |
Guldefines/Incldent Reporting, dated Qatober ; fall vislc of resident #1. Edication was
2009, revealed under Section 5 Fall: staff was to complered by the divectdr of nursing on
document new Interventions put in place to §/14/13 1o the olinical nursing staff
prevent further falls. garing for resident #1 1o Inchide the fall
is | and the spervision roquired
| Review of the faclity's polley: Residart Alarms, ! ?jtnl:z t:'; q:-r:ry (?:mdcnt #? The
: effective date 12/2010, revealed resident alarms ! ot O recidant #1 won emnediately
were to be monitored by the restorative nurse o eed and rostacod by the direefor of
each week, Function and changing of the battery cree 2:3‘? " b yime
; were checked weekly, The restorative nurse was | g, 67712
! to check the strength and function of each alarm
weekly and the battery was o be changed when :
'. the battery tester Indicated = chiange was nasdod, _ |

O CMS-2662(02-08) Previaus Ve atons Dbsolete Evanl I Q8Ne1 Fealltty 10: 100381 Il eonitnuztion sheet Page $ of 18 ..
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! Record review rovesled the facllity edmitted : ' f
; Resident #1 on 04/12113, with dlagnosis which i o : : -
i Included Cerabral Vascutar Accldent (Stroks), 2 ?Lﬁlrg:ﬂfi W;]l:c;cc?ve ; f]‘all }{tr;r\
! Muscle Wealiness, Osteoporosis, Selzira f ! resident B hoce g, 2l the
; Disorder, and History of Pltuttary Tumor with ' it may bave, a Beief lterview of
! Fanhypopituitarism, Merstsfl Status  (BIMI) v e

interdissiplinary toam hy 7/19/13. The !
.comprehensive care plans and the state

I
; Review of the Fali Risk Evaluation, cotriplated . )
rogistered nuesing assistant (SERNA)

| 04/12/13, revealed the eesident was assessed as |

- & high fall risk. Review of a Inthial Minimum Date
Set (MDS) Assessment, dated 04/23/1 3, revealed
Resident #1 had moderate cognitive Impairment.

- The Initial MDS indleated, under Functionat |
Status, the resldent required staff asslstance with -

 transfers and was not steady with walking, and

i Surface to surfaca transfers.

i Review of Resident #1's medlcation arders
revealed the resident was on Plavix,
{anticoagulant/blood thinner madication) 75
: milligrams given daliy.

Review of the Resldent #1's Comprehanaive Plan
: of Caro, initlated D4/23/13, revesled the resident
was at fisk for fall retated Injury due to self care
deficlts, stroke, seizures, and weskness., The

i goal of the plan of care was for Resldent #1 to -

I sustaln no fall related injuties. Interventlons Hatad

| 10 prevent fatls on the Comprahensive Plan of

' Care for Resident #1 included educate / reming |

| resldent to request assistance prior fo ambulation
and / or fransfers, staff asststance with

- ambutation, and monttor Use of sssistive devices.

; Further review of the restdent's cere pian

| reveated, tha fall care plan was not tpdated with

‘ new Interventions untt 08/30/13 when the

i following Interventions ware addad Continue to

carty plans will be revicwed ang trevisod

by the Mhivmm Dwa set cooardinator

(MDS) sssistant dirdctor of nntsing
- (ADON) directer of v ng {DON) by

Hi913  rceotding to the eompletod ;

evaluations 40 epsure adequnte
I supervision and sdsistive devices are
clhiccked for campliance, logped for
flrongth, placcment and function, to
prevant acoidenis weekly by the pait
Matagor,

ORM CS-EEX02-09) Paulous Varslons Obsolate
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- ; resident sat back down In the wheelchalr.

L remind the resident to ask for asslstance prior to

l‘ transfer; Continue alarms to chalr: Assist of one

| with tollting &s needed, and 1/2 side refls. :

! i

ig Further review of the Comprehensive Pian of l
Cere revealed the resldent was also eare planned |

. for abnormal bleeding and bruising relalad to the

] anticoagutant medlcatlon,

; Further review of [Residont #1's medleal record

r reveated no orders for alarms or documentation
i In the Treatment Adniinlstration Record (T, AF?) of
[ @ny alarms In place for the resldent,

- Review of the facility's 04/24/13 Investigative
| report revealed Resident #1 was found on the |
! bathroom floor on hisfher buttocks at 9:45 AN, |
| The resident stated hefshe walked Into the

bathroom and took a spill. Continued review of
the report revealed staff reported the rezident's

chair alarm was not sou ndlng. |

interview with Reglstarad Nurse {(RNY®3, on

| 06/05/13 at 4:10 PM, revealed Resldent #1 was
 found sitting on the bathroom floor and reporied
| hefsha took a lttle spil, The resident's
wheelchair was not near the resident and the
chalr alarin was not sounding. The RN reported
the alarm was plugged in and was unable to
determine why the alartn was not working, but it
had soundad eadior in the morning. The RN
 further stated she chacked to see If the device |
| was working, but did not check the alarm itself
and only checked to see if It heeped when the

Interview with Licensed Practical Nurse :
! (LPN)/Reastoretive Nurse #1, on 06/08/13 at 12:45

STATEMEN'T OF OEFICIENCIES {¥3) PROVIOERSUPPLIER/SCL 1a {(%2) MULTIPLE CRNSTRUCTION (X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING COMPLETED
e
185141 B. WiNG 06/07/2013
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(X4 10 ; SUMMARY STATEMENT OF OEFICIENGIES oo PROVIOER'S PLAN OF CORRECTION =
PRERX {EACH OEFICIENCY MUST BE PRECEDEO BY BULL i  PREFIX (EACGH GORRECTIVE ACTION SHOULOBE - | combrbrion
TAG REGULATORY 01 LEC IDEMTIEYING INFORIMATI Gy i TAG CREXE-REFERENCED TO THE AFPROPRIATE OATE
} CERKEIENCY)
F 323 Continved From page 10 ] P33

Te Interdisciplinaty team 10Ty win
recaive education Frem fic Repiona
Ldinleal Rofmbursement Consuitant hy !
12113 on developing 8 care plan :
ulillzing assesemenl resnlts 10 cpsure
adequate supervision lg assessod, core
planiied and assistive devices gre fpart i
of the plan provided te cnsurc g safs
cavirontnat 8 prevent aceidorits for
tosidents. The director of nursing will
educate and traln the liccnsed staff on
the aare panniog process :
policy/procedire, and the utilization of I
the (BRNA} carc plav for speeific
essistance,  supetvision, placcnaen it
sirength and Aimotion, for the vse of Ihe
reguired assistive device (atarms) for i
each  resident, The  faciliy
Interdisciplinary tesm (IDT) will
review each comprchensive care plan
with eny restdent tdmission, incident
and o change of conditien fn the dally
elinical meeting, which is directed by

tite director of nursing, to determine the
sipervision and of assiglive device
required fiir cach resident. Any resldent

assgeged to have a (IMMS) of loss than efght
will be provided supervigion and "asslstive
deviess It pravenl aceldanta, The direciur of
nursing and  unit manager will continue to
sducate  and meonftor staff  for none !
complinace of placement and Fanction of the |
alarms and supervigion of any resident wilh

a {BIMS} loss than sight ‘
i

-~
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i

P, revealed if a resident had alarms thay were
puton the TAR and stalf was to make sure the
resident had the atarm and the alarms were

: functioning each shift. |.PN #1 stated 1 was a

4. The director of nursing’ Assistar

performance Improvement tool. Further interview I dicstor of pursing /mininwam dats gel |
Pwith LPN#1 revealed she was responslble for i ooordinaters (MDS) will monltor weekly |
: monltoring resident alarms on the skilled side | 20% of the tacility residents and stfl to
| ©ach week and did not test the alarms on the i engiife supervigion i4 provided to cach
Transitional Care Unit (TCU) slda, where ' resident per the comprehensive asscasment
| Resident #1 reslded. She statad she tonk out the | I end ptan of care, All ner-campliance for ;

supervision to 4 residert will be repored
immediately to the director of pumsing and
adminfstrator. The staff member tesponsible
i, non-compliance will be coached and

' alarm bttery each week and tested It o Make
sure it was sl good. ‘

 Interview with RN #1/TCU Manager, on 06/06/13 disciplined  nccordingly hy the  direcias
| at 1:18 PM and 06/07/13 at 10:00 AM, revealed ! m;ﬂg, Supervision Eai;ultsf alarm checks f
she was under the Impresslon the person on the will ho reported W lhe quarterly qualily
| skilled slde wes suppozed to check the resldent a4SAUrANCE  commuttee o {neledes  the
alarms throughout the bullding, She was not sdminlstrator  and  the  facility  medies
aware thay were not checking the alarms on the i direclar for review ond follow up for further
TCU gide. The RN further stated she thought recornmendations.
they wers supposed to get an order for alarms, r-z ! '
but upon review of Resident #1's chart could find | Zi “ 27

no order. In addition, she steted she was not
| @ware of documeanting alarms on the TAR.

Furiher Interview, on 06/07/13 at 10:00 A, with
RN #1/TCU Manager atiout the fall on 04124113
 revealed the nurse should have checked the j
i i batteries and replacad the alarm If there was &
problem with the device. The RN stated after o {
fall they wera supposed to add Interventions to !
i the cara plan, but no new Interventlons were !
- added. In addition, the RN stated the alarms was
not listed on the Cerfifled Nursirigs Asslstant
{(CNA) carg plan and should have been so the

+ CNAs would know to chack and menitor the

ll alarm.

, ; |
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] (DON), on 06/07/13 at 12:16 PM, revealed there
¢ Was na new interventions added to the care plan

; reason why it had not sounded and would have

[ expected them to raplace the atarm, The DON
; stated staff should have listad the slarms on the
. resident's TAR so siaff could menitor ta inake

! sure they were functloning. The DON alse

| mdded, the facllity did not follow the Alarm Policy

the alarm function and battery weekly,

aftor the fall on 04/24/13, She stated if the alarm
» Was not working they should have addrassed the

j on the TCU slde, because they were not chéckingf
I
!

resldent got up out of Wisher wheelchalr to use
the bathroom. He/Sha was found on the floor

i demonstrate use of the call Hght white In the
whoealchalr three (3) times and speech therapy
was to continue cognitive therapy.

J Review of the Resldent #1's record revealed the
Daily Skilod Nurse note on 05/06/13 at 5:00 P,

: noted the restdent had large brising to the right

, flanl and left flank from pravious falls, The
brulse to the right fiank was observed today by

| the CNA.

[ ‘

| Interview, on 06/06/13 &t 1:15 PM, with CNA #4

revesled on 04/30/13 the resldent gotupto try

I and use the bathroom without using his/her call

- | fight. The CNA stated he heard the chalr alarm
* sounding and went to check on the resident. He
! steted {he resident had redness to his hand and
E loft hip but no brutsing, The CNA further stated

&nd the chalr alarm was sounding. Reviaw of the |
Interventions llsted revealed they had the resident

Continued review of Investigative reports revealed
Restdent #1 fall an 04/30/13 &t 8:00 AM when the |

i

H
H

|
|
|

E
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| Intervlew with the Interim Director of Nursing

|
|
I
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F 323‘ Contnued From page 13

he was unaware of any revislon to the CNA plan
of eara after the fall,

Interview, on 06/06/13 at 3:40 PM and on

1 06/07/13 at 9:40 AM, with BN #2 revealad on
- 04/30/13 she completed the Investigative report |
rolzted to Resident #1's fall. Sha stated after the |
fall she discussed Interventlons with the DON,

i they were aware the resldent could not use

i hisfher call light, but that was what the DON toid

© her to put down as an intervention. She further
stated thls wag no different then the interveritions
already In place. The RN stated the resldent had
some brulsing to thelr right side a couple of days
after tha fall,

i Interview, on 06/07/13 at 10:00 AM, with RN

[ #1/TCU manager about the fall on 04/30/13
revealed there were no new documentes

i Interventions put In place after the fall that they
| were not already dolng,

: Contlnued Interview with the DON, on 06/07/13 at
12:15 PM, revealed after the 04/30/13 fall no rew
interventions were put In place. She stated falls i
wara brought to the clinleal meatings and '
interventions were reviewed to determina i thay
neaded to be revised. She further statad after

: ravigw of the falls on 04/24/13 and 04/30/13 no
haw Intarvantlons were added and they shotld
have besn. The DON stated both falls occurred
whan the resident was trving to use the bathroom,
| they could have used tha data collection for

r baselina efimination as an Intervention.

" TFurther review of the 04/30/13 Investigative report
; revealed, under the section Intarventions slrendy '
| n place, the resident had a bed and chalr alarm.

F 323

i
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Revlew of Resident #1's Comprahensive Plan of
Care for Falis revealed no bed atarm Nated and
only an added Intervention on 05/30/13 to i
continue chair alarm. Review of Resident #1's
CNA care plan ravealed no bed alarms were
Natad. !

FEurther Interview, en 06/06/13 at 1:15 Fra, with
CNA#4 revealed he took care of Resident #1

| routinely on the TCU slde and when the resldent
' came In he/she had both & bed and chair alarm;
| He stated the resident would take off his/her bed
alarm gt times and throw It on the floor hecause
the resldent did not Iike it golng off whan ha/she ,
| rroved It bed, i
)

Interview, on 068/07/13 at 12:00 PM, with CNA, #a
revealed she took cere of Resldent #1 on the
TCU side and the residant had both & bad and
chalr alarm. She stated the alarms let them know |
when the resldent was attempiing to get up and
; they were able to get to the resldent and asslst
himfer,

! Interview, on 06/06/13 at 2:10 PM and aB/07/13
at 12:05 PM, with CNA #1 revealed she took cara
of Resident #1 on the TCU slde and the purpose
of putting the alarms on the CNA eare lan was to
! let them know of tha Intervantions. She further
stated she was unaware the rasideni had a hed
alarm.

Continuied interview, on 06/06/13 at 3:40 PM and
-1 on 06/07/113 at 9:40 AM, with RN #2 raveslad '

' Resident #1 bad a bed and chalr alarm, Tha RN |
: reported the resident would puft out the bed alarm |
at times because it would go off whan hatshe
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maved In bed. RN #2 further stated the alsrms
should have been lsted on the care plan so !
: averyone could be on the same page. In ] !
[}
i
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addltion, she stated If alarms were diseontinued
yoll were supposed to note this on the care plan
' 50 the CNA's were aware,

_.I Continued Interview, on 06/07/13 at 10:00 AM,

- with RN #M/TCU Manager revesled they should
: have put the atams on tha CNA care plen
because [t allowed the CNA's to know to check
and monttor. If an alarm was discontinued they:
. Were to assess why It was okay to discontinue, |

Review of Resident #1's medical record revealed
| the resldent was transferred to the skilled s/de of
the faclity on 05/14/13.

! Interview, on 06/06/13 at 10:30 AM, with CNA #5
revealed she took gare of Resident #1 on the !
skilled side and he/she had g bed and chair alarm
; in the past, She stated she was aware the

: resideni had a chalr alarm, It was listed on the
current CNA care plan on the skilled slde.

Interview, on 06/06/13 at 3:15 PM, with CNA #2
revealed he took care of Resldent #1 on the

skllted slde and the resident had a chalr alarm, ,
bitt no bad alarm, ’

Interview, on 08/08/13 at at 11:05 AM and 12:00
B, with LPN #2, who carad for Resldent #1 on ;
the skilled slde revealed the resldent had a chair |
| atarm, but not sure if he/she had a bed alarm, |
- | She statod she should have known If he/she had
; @ bed alarm and she dld not see alarms on the
i resldents care plan which was usad to |
| commuricate to staff, She further siated she was ' !
’ ' , ]

‘DRI OM3-7667(02-89) Previous Varsions Dbaolate Event J0: Q5NG11 Facillty ;160381 i contlnuation shest Page 16 of 18 5




av/pas2zels  83:37 5B2-BE3-6934 GEORGE TOWM
PRINTED: 08/20/2013
CENTERS FOR MEDICARE & MEDIGAID SERVICES OMB NQ, 0938-0391
STATEMENT ©OF OEFICIENCIES X1} PROVIDERSUPPLIER/CLIA (X2 MULTIFLE CONSTRUCTION (X3 DATE slirvey
ANO PLAN OF GORRECTION IDE'NTIFICATIQN NusaER: A, BLILOING COMPLETED
C
185141 B. WiNG | ___o6/a7/2013
NAME OF PROVIOER O BUPPLIER ITREET AQGRESS, CITY, 8TATE, 2IP COOE
. . 102 POUAHONTAS TRAIL
H £c
8IGNATURE HEALTHGARE OF GEORGETOWN GEORGETOWN KY 40324
(X) 1o SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN Dff CORRECTION Iy
PREFIY, (EACH OEFICIENGY MUST BE PRECEOED BY FULL L OPREFI (BEACH CORRECTIVE ACTION SHOULO BE S powsLETION
TAG REGULATORY OR L.5C IDENTIFYING INFORMAT|ON i TAG CROMSS-REFERENCED TO THE APPROPRIATE 4 MATE
| OEFIGIENGY)
F 323 | Continued Frem page 16 F 323}

unaware [f the bed alarm was discontinued. The ;
LPN stated she dld not put alarms on the TAR, | j

Review of the facility's Investigative reports
revealed on 05/30/13 Resldent #1 was found en ;
! the floor at 5:30 AM and reéported helshe was !
| @oing downstalrs to the bathraom., ‘

‘ Intorview, on 06/06/13 at 11:05 AM and 12:00 |
: Pl with LPN #2, revealed the resident had [
i fallen, on 0B/20/13, after getiing up out of bed to
! use the bathrodm, She staied the Incident renort |
| did not Identify 1 bed alarm. The LEN state after
i the fal the DON had her Inltiated & data coliection
; for bowe! aind bladder as an intervention, but she

J cid not sea the completed document In the chart. )
| The LPN further stated after the fall the resldent

| developed brulsing to the chest area, but did not
complain of paln. I

Record review revealad Resldent #1 was sent out
to the hospital on 05/23/13 sfter the resident
complalnad of chest paln, Review of the
Dlagnostic imaging Report of the tesldent's ribs,
dated 05/23/13, revealed numerots rib fraciures s
of uncertain age, although it was suspected there . i

; was anacute riby fracture bllaterally of the left fiith T
1 fib and & possible acute fracture of the tenth or
aleventh right rin,

Interview with the DON, on 06/07/13 at 12:15 PM,

revesled the 04/30/13 Incldent report listed

: Resldent #1 had a bed and chalr alarm The
DON stated she did not know what happened to ;
the bed alarm, when Resldent #i was transferred

| to the skilled side. She stated the fall on 08/20/13 |

! oceurred when the residant got out of his/her bad | ]

; t0 use the bathroom and the Incident report did | i

[ - : e
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i appear the document was completed. She
stated it was the DON's responsibiiity to

thair policy on checking alarms.

not indlcate an alarm was sounding. She further
stated she did ot know why the regldent did not
have a bed atarm which could have alerted ataff
the resident was trying to get out of the bed. The |
DON stated the Intervention was to initlate the

Batg Collaction Baselins Elimination, but it did net

follow-up, but the DON at that time was no tonger
at the facllity and It appeared the Interventlon was
not followed througn, Continued Interview with 5
the DON revealed it appeared the facility did not
follow their fall prevention policy for puiting new
Interventions in place to reduce the risk of falls or
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