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F 000 | INITIAL COMMENTS

F ooo| Preparation and execution of this
Plan of Correction does not :

An annual survey was conducted on 08/30/10
through 08/02/10 to detarmina cempliance with
Fadaral certification requirements. The facility
was found not to mest Federal requirsments for
racertification with the highest § & S balng a “D",

constitute admission or
agreement by the provider of the
truth of the facts alleged or
conclusions set forth in the

F 157 | 463.10(b)(11) NOTIFY OF CHANGES
88D | (INJURY/DECLINE/ROOM, ETC)

F 167/ S

Plan of Correction is prepared

tatement of Deficiencies, This

A facllity muat Immediatsly Inform the resident:
cangult with the resldent's physiclan; and If
known, notify the resident's legal represantativa
or an Intarestad family member whan there Ia an
accldent Involving the resident which resulta In
Injury and has the potential for requiring phyaician
Intervantion; a significant changae in the resldent'a
physlcal, mantal, or peychasoclal gtatus (l.e., a
deterioration In health, mental, or psychosgocial
atatus In elther lifs threatening conditiona or
clinical complications); a nesd to alter traatment
significantly (1.6, a need to discontinue an
axisting farm of treatment due to adverse
consaquances, or to commence a new form of
traatment); or a declsion to transfer or diacharge
the resldant from the facility as specified In
§483.12(a).

The facllity must also promptly notify the resident
and, If knawn, the resldent's legal representative
or interanted family member when there is a
change In room or roommate aasignment as
speclfied In §483.16(8)(2); or a change In
resldent dghts under Fedaral or Stata law or
regulations as spacified in paragraph (b)(1) of
thie sactlon,

The facility muat record and perlodically updata

thafaddress and ber of the resldent's
laghl representgtive or Interasted family member.

and executed solely because it is |
required by federal and state
laws. The facility reserves the
right to revise/improve corrective
actions as defermined to be
warranted.

F157

1) Physician was notified of
resident #8’s significant change in
condition at 10:00 AM on 5/7/10.

| Effective 9/3/10, physician and
family will be notified immediately
of a significant change. Licensed
staff were in-serviced immediately

upon their next scheduled shift ag
well as at a scheduled in-service on.
9/8/10 related to the “Change of
Condition” palicy,

2) All resident’s with a significant
change have the potential to be
affected by this practice.

3) All licensed staff was in-
serviced on 10/13/10 by the DON
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ORFICIENCY)
F 157 | Conlinued From pege 1 F 157 | regarding the “Change of
Condition” policy (see attached)
and more often as deemed
This REQUIREMENT ig not met as evidenced necessary. The DON in_sewiced
hy: R . .
Based on Intervisws and record review, it was staff to notify the physician
datarmined the facliity failed to immediately immediately of any change of
conault with the physiclan when thera wes a condition.,
significant change In condition, which resulted In . )
an Injury for one resident (#8), in the sefected 4) To ensure the continuation of
sample of 18, Findings include: proper physician notification,
A racord review revealed Resident #3 was Amaznfia Bquard’ RN. (o other
admittad to the faclilty on 12/20/08 with dlagnases administrative nurse in her
to include Ostecarthritis, Alzhalmer's diseass, absence) will review charts on
Demantia without behaviors, Malalse, Fatigue, resident’ s with identified
Fraclurad Humerus-Closad and Oifficulty significant changes to ensure that
Walking. . s .
e the physician was notified, Results
A review of the signlficant change Minimum Data from these checks will be reviewed
Set (MDB), dated 05/07/10, revenlad the resident for monthly for wo months by the
was not interviewsable due 1o hismhar cognitive 4 . :
status. Hesghe requirad extenslve zassistance of QA, team. This time frame is
two staff with bed mobillty and transfer. subject change dependent on the |
findings of the QA program. All
A review of the nurse's note, dated 06/06/1C at licensed staff wera in-serviced on
8:10 PM. revealed Rasldant #8 waa found lying . )
besids his/her bved on the fioor with no apparsnt 50/ 13/10 by the D‘ON Eega{ding the
irjurles noted, Furthar reviaw of the nurse's nota, Change of Condition” policy (see
on 05/07/10 at 4:45 AM, revealed dlacomfort was attached) and more often as
noted when Residant #8'a legs and hip area were deemed necessary.
palpated; howsvar, na swelling, bruising, or Ty |1 Figh
broken aress were notad at this time. According R YISV
io documentation In the nurae's note, on 05/07/10 '
at 5:20 AM, guarding of tha resident's right lower E280
oxtremity and right hip with adema were noted.
Additionally, # review of tha nurse's nobe 1) The care plan has been _
revaaled paln medication was administered to reviewed and changed for resident.
Resident #3 al this time. #4 related to falls and potential
Event 1D X2LT 1Y FaciRly ID: 100312 i continuation shast Page 2 of 18
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F 157 | Continued From page 2 r 457| BeCident hazards (tecliners) on

Accarding to the nurses’ notas and physiclan's
orderg, the resigenl's physician was not notifiad of
the sligaificant chenge ln conditian untit 05/07/10
at 10:00 AM, al which time an order wes recalved
for an x-ray of the right hip, peivis and leg. At
10:30 AM, an x-ray waa completad at the facility,
which ravaslad comminuted Intartrochantsric
fracture of the right famur. The resident was sent
by ambulance to a Ipcal hospital, where he/zhe
wag sdmitted. A review of the Discharge
Summary from tha hospital, revaalad the rasidsnt
had suigery 1o repalr tha right hip on 05/08/10
and returnad to the facliity on 05/12/10.

An interview with Registered Nurse (RN) #2 on
09/01/10 at 2:15 PM, ravealed Resldent #8 was
found lving on the floor on 05/06/10 at 8:10 PM
with no apparent injury. She further revealed, the
ragidant complalnaed of general pain "sll over”
after the fall.

An interview with RN #3 on 08/02/10 at 10:056 AM,
rovenled Resldent #8 was not experlancing paln
at midnight, but was guarding hie/her right hip
latsr in the sady moming hours on 06/07/10, She
further reveaied Tylenol was administerad sround
£:00 AM because of the resident's faclal
exprassians, The RN staled she rated the
resident’s pain as 8 "7" on & pain gcale of "G {o
10", "0" baing the worst. Sha statad, "l did not
feal the nead to call the physlclan at 5:20 AM on
0&/07/10." She further revealad the physician
shoukd have been notified with a chengs In
condition.

An Interview with the Director of Nurslag (DON),
on 08/02/10 at 8:45 AM, revealed sha was not
aware whather or not Resident #8 had a change
in conditien an 05/07/10.

9/1/10.

2) Any resident with the potential
to fall will have individualized care]
plans to address falls. Al] current
residents at risk for falls care plans
have been reviewed and updated to
reflect individualized care plans to
address falls.

3) To ensure that the deficient
practice does not reoccur, the
following has been implemented.:

- Any resident with the potential to
fall will have individualized care
plans to address falls.

= This facility will assess
admissions and readmissions with
or without known histories of falls.,
This facility will properly identify |
those who are at increased risks for,
fells and initiate further fall
prevention measures.

- All licensed staff have been in-
serviced regarding the “Fall
Prevention” policy (ses attached).

4) Care plans addressing residents
with the potential for falls will be
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F 167 | Continuad From page 3 r 157 | revised and updated quarterly,
annually, with significant changes '
g;f’or;;fgfﬂr";gg‘;x 0”"‘38'!' %hygida“- on ot and as needed. Falls will be
ate . rovealed she expscte e .
nelified of a resldant's chonge In condition. She assessed by. the _fall c;)rnmlttcc
atated sha was not notifled of a significant change under the direction of Sue Iacksoz},
In Residant #8's sondition until 08/07/10 at 10:00 RN, Care plans related to falls will
AN | be reviewed and revised by the fall
A review of the facility's "Change in Resldent's cgmﬂce as necfc}cd g;;niz?;ed 1n
Caondition or Status” polley, undated, reveslad t © mstance IOf a first fall.
“The facilty shall promptly notify the resident, his resident’s with a current fall care
or her attsnding physician, and famlly/responslble p}an have been reviewed by Sue
S;ritz;':f changes In the resident's conditlon and/or Jackson, RN by 10/9/10. Results
F 280 | 483,20(d)(3), 483.10(k)(2) RIGHT TO F 200/ ahd outcomes related to fall care
s8=D | PARTICIPATE PLANNING CARE-REVISE CP plans and approaches will be
. reported to the QA team monthly
Tha resldant has the right, unlass adjudged for two months, then quarterly. 80
incompatent or otharwise found to be S
incapacitatad under the laws of the Stats, 1o \o/1"/1Q
participata In planning care and treatment or
¢hanges In care and treatment. E282 _
A comprehangive care plan must ba developed 1) Physician was notified of
within 7 days after the completion of the resident #8°s significant change in
comprehansive asssssment prepared by &n condition at 10:00 AM on 5/7/10.
Interdisciplnary temm, that includes the attending This facility h d that
physician, a reglatered nurae with responsiblllty 18 1acl lt!;' as ensurcd tat
for the resldent, and other appropriats staff in resident #8’s care is provided in
dlsgipiings sa delermined giy th: rasi?ﬂer;t‘slrl\eed!fi. accordance with the written plan of
and, to the extant practicable, the pafticipation o : ‘
the rasident, the regident's family ot the reaident's cire’.s? ec1ﬁca_1;_ly rt?lated.[;lo‘ “
imgal represantative; and pariodically reviewed physiclan not ma_ o1n. ' 18 was
and reviged by & team of qualifisd persons aftar accomplished by in-servicing
each assessmant. licensed staff by the DON on
9/8/10 and 10/13/10. |
FORM CM§-2687(02-83) Pravious Verslont Cbedlels Evant 1D: X2LT11 Facllhy [D: 100312 if conlinuation shest Fage 4 of 18
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This REQUIREMENT Is not met a8 evidenced
by:

Besed on cbaervations, interviews, and record
raview, It was datormined the faoility faliad to
anaura the care plan was reviewed and ravised
by a team of guallfied parsons for one resident
(#4) in the neleates sampla of 16, related to fails
from a recliner, Findings Include: ‘

A record review revegied Resident #4 was
admitted on 02/058/08 with diagnosea 1o inciude
Syncope and Ccllapae, Hypartension, Dementla
with behaviars, Paychosis, Alzheimars Dlasase
and Afrisl Fibrittation.

A raview of the anhual Minimum Data S+ (MDS},
dated 01/20/10, revesied Realdant #4 was not
interviewable due to balng cognitivaly Impalired.
The resident required extensiva azalstance of two
staff members for bed mobility and transfer,

Ouzervations of Resldent #4 on 08/31/10 at 10:28
AM, 11:B0 AM, 12:20 PM, and 3:35 PM, revealed
the resldent was sitting in a reclined positlon In a
recliner in his/har room.

A review of the nurass' notes, dated 05/25/10 at
1110 AM, 071010 at 8:16 PM, and 07/11/10 at
10:20 AM, revaaled Resident #4 was found altting
on the fisor In front of hisfher racliner.
Additionally, & review of ths nurse's nots on
07/10/10, ravaglad the resident stated he/she
“slid out of the recliner.”

A raview of Rasldent #4'e "Falls" care plan, dated
0412010, revaaled thare ware no appmaches
addressing the resldent’s falls from the recliner on
0572810, 07710110 or 07711110,

FORM APFROVED
DICAID SERVICES QMB NO 09380301
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA 0(2) MULTIPLE £ONSTRUCTION (%3} DATE SURVEY
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A, BUILOING
B WING
, 185227 08/02/2010
NAME OF PROVIDER OR SURFLIER STREET ADDRESS, CIYY, STATE, 2IP CODE
. 8UPERIOR CARE HOME 3100 LAY STReET
FADUCAH, KY 42001
X410 SUMMARY STATEMENT OF DEFICIENGIZE] ] FROVIDER'S PLAN OF CORRECTION (%88
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION BHOULD 82 COMPLETION
TAG AEGUUATCRY OR LAC IDENTIFYING INFORMATION) TAG CROSB-REFSRENGED TO THE APPAOPRIATE BATE
DEFICIENCY)
F 280 | Continued From page 4 F 2a0| 2) On 9/2/10, the DON reviewed

charts of resident’s with significant
changes with a focus on physician
notification. Licensed staff were
in-serviced regarding following |
residents plan of care specifically |
related to physician immediate |
notification at scheduled in- 1
services on 9/8/10 and 10/13/10 by
the DON. (Sce #4 for audits and |
results)

3) To ensure that the deficient
practice does not reoccur, the
following has been implemented.;

« Licensed staff were in-serviced
on 9/8/10 and 10/13/10 by the
DON related following care plans
specifically and physician
immediate notification.

4) Amanda Ballard, RN (or otheri\
edministrative nurse in her
abgence) will review charts for
three resident’s a week with
identified significant changes to
ensure that the written plan of care
was followed with a focus
specifically on physician
notification. This will be done for
two months. Results from these
checks will be reviewed monthly |

FORN CMB-2567(02-85) Previowa Varsiany Obwolsie Evend IO XZLT1L
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NAME OF PROVIDER OR SUPPUER

S8TREET ADCRESS, OITY, STATE, 21 GQDE
3100 CLAY STRERET

The sarvices provided or arranged by tha facllity
rmust be provided by quaiifled psrsons in
accondance with each reeidant's written plan of
car.

Thls REQUIREMENT s not met as evidenced
by:

Basad on Interviews and record raviaw, it was
determined tha facllity faliad 10 provide services in
accordance with @ach rasldent's writien plan of
cars for ons resident (#8), in tha salacted sample
of 18, relatad to a fall from the bed sustainad an
05/08/10. Findings Inciude:

- SUPERIOR CA
RE HOME PADUCAH, KY 42001
X4y 1D SUMMARY S8TATEMENT OF DEFIGIENGIES [+ PROVIDER'S PLAN OF CORRECTION {X3)
PREFIX {2ACH DEFICIENGY MUBT BE PRECEDED BY FULL PREFX (EACH CORRECTWVE ACTION SHOULD 8 comENON
TAG REGLAATORY OR LBC IDENTIFYING INFORMATION TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 280 | Continuad From page & F 280 for. twf’ months t!)’ the _QA team,
An intervlew with Reglstarad Nuras (RN) #4 on This time frame is subject to
0B/31/10 at 10:55 AM, revealed the resident change depandent on the findings ,
wolld "wiggled out” of the recliner, but did not of the QA program, Licensed sta
atternpt to pet up without agaigtance, She steted : : !
the resident's recliner should havae baan were in-serviced on 9/8/10 and !
addroased In the care plan, and an rssessment 10/13/ I 0 by the DON related /
ghould have baen completed for Resident #4's following care plans specifically [
recliner relatad to falls and safely, "Wa wers and physician notification.,
chacking on him/har evary hour gfier the falle. | phy E&Eﬁ:
thaught that would ¢over the racliner assssament: 19/17/10
aven though, [t wag not addressed on the care
plan."
Tha faclity's pollcy/procadure "Falls Prevention” F309
dated 02/09/05, revealad "Plan of cara 1) The facility will thoroughly
raquiremants Include if & currant care plan assess residents for evidence of
included potantial for Injury related to falls, add . d foll d .
additional intervensisns for pessible prevantions pain and Tollow approved practice
of falls, Liat appropriate interventians for to attempt to minimize the
tesolution of Identified conditions without occurance/intensity of pain for
vomplications.” residents. Resident #8 care plan
F 262 | 483.200)(3)(l) SERVICES BY QUALIFIED F 282 has been reviewed to meet t}l:e
asw0 | PERSONS/PER CARE PLAN review!

above policy statement.

2) All resident’s have the potential

to be affected by pain and

individualized care plans to address
pain. These care plans have been

reviewed. Ongoing pain
assessment’s will be comp

using the Wong-Baker pain rating

scale for all resident’s.

3) Licensed staff were in-serviced .
upon their next scheduled shift s |
well as at a scheduled in-service by|

have

leted

FORN CMS-Z84T{0299) Pravioun Versiona Obsalats
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the physiclen on my shift."

An interview with the Direcior of Nursing (DON)

1) Resident #4 was assessed for
fall safety in the recliner on 9/1/10.

X4 1D BUMHMARY STATEMENT OF DESIGENCIER 1o PROVIDER'S PLAN OF GORRECTION 48
PREFIX [EACH DENICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION 6HOLILD B CONPLETION.
TAG REGULATORY OR LBC IDENTKFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE oATE
DEFICIENGY)
F 282 | Contlnued From page 6 F 262! the DON on 9/8/10 regarding our
g E

A record reviaw revealed Resldent #8 was “Pain Management” policy (see -
admittad to the facility on 12/20/08 wilh diagnoses attached) specific to interpretation
{o Include Ostoorrthritls, Aizhelmer's dlsease, : : i ;
Dementla without Bshaviors, Malaise, Fatigus, and implementation. Licensed staff
Fractured Humerus-Closed and Difflcully will be in-serviced during the next |
Walking. two motthly in-services. This |
A review of the significant change Minimum Data fecility utilizes the Wong-Baker :

nificant chan um Dal . / |
Set (MDS), datad 06/07/10, ravealed the rasident scale. To kecp this practice from !
wag not interviewable due to hieher cognitiva IeCUITINg, pain management has ;
status, He/she required extensiva sasistance of been incorporated in the QA :
two staff with bed mobility snd transfar, program (see #4).
A ravlew of tha care plan for "Falla®, dated 4) All resident’s have the potential |
05/08/10, reverlad Residant #8 sustainad an to be affected by pein and have !
unwitnessed fall from hig/her bad on 05/08/10. M .
Addldonally, the care plan revealad to raport the mc,iw:duahzed carc, plans to add_ress
fall t the physician, pain. Implementation of the pain |

N management program has been

An intarview with Registared Nurse (RN) #2 on incororated in A program.
08/01/10 &t 2:15 PM, revealed aftar the fall which E mhart to ﬁbe ?l b prog
occurred on 0B/08/10 at 8:10 PM, a messege ouro sa ch w1 e d
was |efl for @ raturn call with the physician's randomly audited to ensure thata
anawan:g a0rvice at 8:10 PM. She further cere plan has been implemented for,
revesled the physician naver returned the call on i i H
har shift, which endsd at 11:00 PM; howaver, the p au:imanngemspi. 'I};{tu; will (IifN !
Information was reported to the nurse on the next conducted by Diana . 0 gers. "
shift. RN #2 etated, "If the physician had returned Results from the audit will be
my call that evening, | would have documented brought 1o the QA program ,
i monthly for two months. Audits |
An Intarvisw with RN #3 on 09/02/10 at 10:05 AM, will be extended as necessary | ewa
revaaled she oould not racall If RN #2 reported dependent on QA findings. \We
informatior to har about contacting the answering ¢
safvics of about no return cali from the physician,
She atated, "l did not recelve & retum call from F323
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F 262 | Continued From page 7 F 282|2) All current resident’s having the;
on 09/02/10 &t 8:46 AM, revaaled a follow-up potentia! for falls and risk/accident’
from the phyalclan after placing a call to the hazards ( recliners) will be assessed!
answering asrvice was expected to ba , T ‘ ’ . H
documented In the rasldent's racord. in the facility. Resldenlt S,wm also
be assessed upon admission and
A raviaw of tha facility's pollcy/procedure, "Care quarterly or in the event of a fall
Plang", undatad, revealed "The fadility shall for fall risk and accident hazards
promptly notify the resldent, his or her attanding : . s qas -!
physician, and family/responelbla party of (reclmers)_ m ?rder to avoid ?ju‘ry ai‘
changes In the resident's condition and/or status.” and ‘? m.amtam maximum paysic
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 308{ functioning as much as possible.
s8=p | HIGHEST WELL BEING

Each resident must recaive and the fedllity muat
provide the nacasaary ¢sra and services to attaln
or malntain the higheet practicable physical,
mental, and psychosocial wall-balng, In
accordance with the comprehanaive sssassment
and plan of cara.

This REQUIREMENT Is not met as avidencad
by:

Based on Interviews and racord review, it was
determined the facllity failad to provide neceseary
care and sarvicas to attain or maintain the highest
practicable physleal, mental and pasychosoclal
wall-balng, In accardance with the comprehensive
assessment and plan of care, for one resldent
{#8), In the salectad aemple of 16. Resident #8
sustained an unwitnassed fall from his/her bad on
05/06/10 at 8;10 PM and Initlally complalnad of
pain. Pain madication was not administered to
tha residant untli 08/D7/10 at £:00 AM and tha
physiclan was not nottfiad of the changs in
condition untll 66/07/10 at 10:00 AM. Findings
inchids:

3) Facility system changes
utilizing the Assistive Device
Assessment in conjunction with the
Fall Assessment will ensure f
resident's will ba identified and |
assessed upon admission and ;
quarterly for risks for falls and
potential accident hazards related to
assistive devices. The assessments
will be completed jointly by
nursing and the therapy staff. If
necessary, individualized care plans
will be implemented based upon
the assessment findings,

Care plans are put in place
immediately by licensed staff in the
event of a fall. The post-fall
assessment is completed after any

fall and, along with the event |
report, forwarded to the Fall |
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A racord raview revealsd Resldent #8 was at regular meetings. Corrective
admitted to the facility on 12/20/06 with diagnoses action is implemented by licensed
to maudy O_ﬁeoanhdﬁs.ln.lzhelmar‘e disssse, staff, if pessible, to prevent
Dementia without Bshaviors, Malslse, Fatigue, recurrence of identified ti
Fraclurad Humerug-Closed and Difficuity °ne cn }.le {:‘.a}1§a ve ,
Walking. factors. A standardized initial fall ;
A roviow of the alanil X i D assessment and post-fall l
review of tha glgnifiicant change inimum Data gsessment 1s used to accurate
Sat (MDS), dated 05/07/10, reveslad tha residen! goc ment ibl 4 l}’
wae not interviewable due to hig/her cognitive u possible causative
status. Halahe requirad extensive asslistance of factors, revision of interventions tOi
two slaff with bed moblilty and transfer. prevent further occurrence, and any|
medi ired.
An interview with Registersd Nurse (RN) #2 on p alld cal tr‘egtmentafequzreﬁ The
00/01/10 at 2:15 PM, and review of the nuree's committee evaluates the care
note, revealed Resldent #8 was faund lylng on the plan implemented for the resident
floor besids his/her bed on 05/06/10 at 8:10 PM, after a fall, making any changes
complalning of general paln all over, She further deemed necessary to the -
raveaiad during & paln essessmant of Regldent h The fall ;
#9, sho evaluated himvher for grimacing and approachcs. 1he fall committee
complalnte of psin when touched, RN #2 stated consists of therapy, activities, :
Realdent #8 was able to express verbally whan nursing, sccial services and dietary.!
haishe was In pain. 8he stated, "l dld nol ' i
admirister the resldent pain medlestion; It would 4) T 1 ,
have been charted an the Medication ) To ensure compliance with ,
Administration Record (MAR) If | had.” completing admisgion and quarterly
A intord ,t'h State Realstered Nuras Ald assessments regarding risks for
n imarviaw wi A1S ey AL uree L] H 1 !
(SRNA) #1 on 09/02/10 at 8:16 AM, revealsd she fails and potential accident hazards;
worked on 06/06/10 until 11:00 PM. She stated, related to assistive devices, Sue
whila Rasident #8 was belng reposiioned after Jackson, RN will review three
the Y;H- ﬂ:‘? fi‘:\"lds 2‘;8; *htﬁ rjﬂlld?hﬂ' ':i-'lflv saying charts weekly to include
“ouch” whils the stood In the hallway dmissi arte
outalde the restdent’s room. She stated, "l sould a ssions and qu rly
toll Residant #8 was in pain becavse you could .assessmcl:xts. Results will be
hear It in hia/ner tone of voice." included in the next two monthly
QA meetings. Audits will be
An Intervigw with SRNA #2 on 09/02/10 at 18:40
AM, revaaled Resldent #8 waa comnplaining abaut
FORM CNE-2657(02-09) Previous Verdons Otacke's Evand JO:XRT1 Facily D: 100312 It continuption shoot Page 8 of 18
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A review of the MAR, dated May, 2010, revealed
Resldant #8 received Acetaminophan {psin
refisver) 325 milligrams (mg), two tablets by
mouth (PO} on 05/07/1C at 5:00 AM for
complaints of log and hip paln, The MAR further
ravaalnd Resldent #8's painwasrated a "7 ocna
pain scale of "0 lo 10." There was no svidencs of
any results of the medication effeclivensze on the
MAR,

An inlervisw with RN #3 on 00/02/10 at 10:05 AM,
ravaaled Rasldent #8 did not experlence eny pain
at midnight, but was guarding his/her right hip
iater In the aarly moring hours on 05/07/10. She
siatad Tylenol was sdminiatered atound 5:00 AM
bacause of the residents facle) expressions. The
RN stated she rated tha resldent's pain be a 7"
on a paln scals af "0” to "M0", "10" being the
worst, She stated, " falled o chart tha
affactivaness of the medication on the MAR. | did
not feaf the nead to cafl the physiclen at 5:20 AM
on 05/07/10."

A revigw of nuraas’ natea and physlclan's ordam
ravealad the physician was notified of a significant
change In the reskient's conditlon and an order
was recqlved on 05/07/10 et 10:00 AM for an
x-ray, which was completed on 05/07/10 at 10:30
AM and showead a fracture of the right famur. The
raaident was sent by ambulance to a lacal
hospital, where ha/she was admitted, A review of
g Dischange SBummary from a local hoapital,
révaaled the resident had surgery to repalr the
Heht hip on 05/08/10 for a fractured right hip, from

1) Lab work was repeated on '
8/31/10 with the results being faxed
and called to the nurse practitioner,,
with no new orders received, Lab |
director was notified by the
Administrator informing them of
the interruption of service for the
interface providing lab results to
the physicians. The new policy |
was established and is attached,

2) All residents have the potential
to be affected when lab values are
not reported to the physician

promptly,

3) Lab director was notified by the\
Administrator informing them of |
the interruption in service for the |
intexface providing lab results. The,
new Relay Health Downtime
Notification policy (see attached)
wag established. In addition to the
aforementioned policy, Superior
Care Home will continue to follow
Superior Care’s Clinical Lab

policy(see attached).
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F 308 | Continued From page 9 F 300| extended as necessary dependent \ F323
hip pain bafore baing returned to bed afier the on QA fmdings, W40
fa)l, Reskdent #8 wae asked by the charge nurse if
he/ahe was hurting aftar the fall and the residaent
rapliad, “Yos, my leg.” !

F303 !

|
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F 309 | Continued From page 10 F 308] Administrative nursing and

F 323
88=0

a fali gt the nuraing facllity on 0B/08/10. Tha
resfdent raturnad {o the facllity on 06/12/10.

The facility's polioy/pracadura "Pain
Management” undated, ravealad "The facility wil
thoroughly assess residents for evidenca of pain
and follow approved practice to attampt to
minimize the vcourrencefintensity of pain for
regidenta ”

483,25(h) FREE OF ACCIDENT
HAZARD&/SUPERVISION/DEVICES

The facility must snaure that the residant
environment remains as free of accldant hazards
aa iu posalbla; and each residant recelvas
adequate supervision and asalatance devices 1o
prevent accldents,

This REQUIREMENT Ia not met a8 evidenced
by:

Basad on obssrvations, Interviews, and record
raview, it was daterminad the facliity falled to
ansure the residant's environmen! remalng 25
free of accident hazards as posslbla for one
regldent (#4) in the selocted sample of 18, related
to falls which occurred from the use of & recliner
withaut balng properly assessed. Findinga
Include:

A record review revaaled Rasident #4 was
admitted on 02/06/08 with diagnoses to include
Synoope and Collapss, Hypertenalon, Damantla
with bohaviors, Payehosis, Alzhelmers Dissase
and Alrlal Fibrillatlon,

A review of the annual Minimum Data Set (MDS),

Administration have been made
aware of the updated Relay Health)
Downtime Natification policy. |
Licensed staff have been in- '
serviced on 10/13/10 by the DON
regarding the Clinical Lab policy
and will continue for the next two °
F 323 monthly in-services.

4) Amanda Ballard, RN, will
randomly audit three charts a week
to ensure that labs have been ‘
followed thru on according to the |
facility Clinical Lab Policy. The
results of this review will then be
reported to the QA program weekly
for the next thirty days to ensure

dependent on QA findings. i

appropriate follow thri. Audits Fsos
will be extended as necessary WB/NAD
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F 323

Continuad From page 11

datad 04/20/10, revaaled Rasidant #4 was not
intervigwable dus to being cognitively impaired.
The rasident required extansiva assistance of two
staff membars for bed mobility and transfer.

A review of the nurses' notes, dated 06/25/410 at
11:10 AM, 07/10/10 mt 6115 PM, und 07/11/10 at
10:20 AM, reveslad Rasldent #4 was sitting on
the flaar In front of hie/nar recliner with no
apparant injuries noted,

Obsesrvations of Resident #4 on 08/31/10 at 10:25
AM, 11:60 AM, 12:20 PM, and 3:35 PM, revazled
the rasident was sitting In a reclined position In &
rechiner in hisfher room.

An Interview with Regiaterad Nurss (RN) #5 on
08/31/10 af 10:36 AM, revealad residents &t risk
for falis wore asseseed prior to a resident's
adrmiaslon to the facllity by the administrative slaff
and upon admission by the nursing statf. She
further revealed any fall that ocourred over the
186t 24 hours was addreasad In the moming
meating. If the fall occurrad on the weekend, It
would be addressad on the following Monday.
She statad, " | do not Knaw If Resident #4 was
gsmessad for the recliner In his/her room, but RN
#4 would have besn responsible for the
assgsament.”

An Irtarview with RN #4, on 08/31/10 at 10;88
AM, revealed anytime a regident fall, the Inckient
was addresasd In the morming meeting. She
siated she had placed Resident #4 on an hourly
fali monitoring prograpa for thity days eqch time
na/she had mora than ona fall In & thiry-day
period. She revesled an assessment would have
baen complated on the residant for the use of the
recliner If a problem hed been identified. She

F 323
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F 323 | Continuad From page 12

stated, "l ahould have completed an sasasament,
but probebly did not."

A review of Resaldent #4's care plan for "Falis”,
dated 01/20/10, revealed no approachas to
address (he rogidanta falls from tha reclinar on
06/26/10, 07/10/M0 or OT/11/10.

A ravisw of the "Post-Fall Assesamenis,” dated
05/25/10 at 11:10 AM, 07/10/10 at 6;16 PM, and
07141110 at 10:20 AM, reveaied thera were no
Immediate actions {aken to prevant Resident #4
from further falls from the racliner,

A roview of the facility's policy/procedurs "Falls
Pravantion”.undated, revaaled "A standardized
inllal fall assesamant and post-fall aszeasment is
used to accurately documant poasible causative
factors, ravislon of interventions to prevent furthar
pceurrencd, and eny medical treatment raaulred.”
F 505 | 482, 75(X2)(Il) PROMPTLY NOTIFY PHYSICIAN
g3=p | OF LAB RESULTS

Tha facllity must promptly notlfy the attending
physiclan of the findings.

This REQUIREMENT I8 not mat as avidenced
by, - o

Based on record review and Interviews, It was
determinad ihe facility failed to ensure laboratary
valuas provided to the faciity, were cailed and/or
faxad {o the physician [n a timaiy manner for one
reskient (#2), In the selactad sample of 16,
ralgted to the reaults of a Prothromblin Time
(Pro-Time) end intemnational Normalized Ratlo
(INR). Findings includs:

Residant #2 was admittad to the faoiity on

F 323

F 505

FORM CMB-2857102-53) Previowd Verskina Ohaalate Event 10; X2LT14

Fasiy (D: 100312

|f conlinuation sheet Page 13 of 16




Oct 19 2010 8:37PM _ SUPERIOR CARE

DEPARTMENT OF HEALTH AND HUMAN SERVICES

2704423296 p.16

PRINTED: 08/14/2010
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES QMB NO, 0836-0301
STATEMENT OF DEFICIENCIES {4y PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {%8) DATE SURVEY
AND PLAN OF CORRECTION JOENTIFIGATION NUMBER! COMPLETED
A, BUILDING
8. WING
186237 09/02/2010

NAME OF PROVIDER OR SUPALIEA

STREET ADDRESS, 1T, 8TATE, 2P GODE
MO0 CLAY STREET

03/04/10 with diagnosss to Include Chranlc
Systolle Heart Faliure, Coumadin Therapy,
tmchemle Hoan Diseasa, and history of hip and
numerus fracture,

A review of Resident §2's current physician
ordera, dated 08/27/10, ravesled an order for the
Pro-Time ta be drawn avery wesk and o give
Coumadin 2.5 milligrams every day by mouth.

A review of the ¢linical lab repart, dated 08/25/10,
rovealad the resident's Pro-Time result was 36.2
and the INR was 3.70. A reviaw of the clinlcal
record revealad neither the Physician nor the
Nurse Practiionsr (NP} were notified of the
residant's [ab result from that date. Another
physician's ordar was recelved, on (8/31/10, fora
Pra-Time and INR ta ba drawn, Tha results of
the Pro-Time 15.4 and INR 1.82, were faxed and
callsd 1o the NP, with no new orders racaived.

An interviaw with Reglstered Nurae (RN) #1, on
09/10/10 at 8:30 AM, revealed routine |aboratory
{Iab) servicas were proviiad daily with the fargest
1au day balng on Wedneaday. RN #1 staled
when lab results were compleled, they wars
faxed to tha facility fram the local hospltal fab.
Tha lab rosults ware than faxed o tha physicisn’s
office. RN #1 statad whan there was a "panic
vaius", then tha lab results ware immediately
called to the physician's office or to the NP. RN
#1 further stated thet all iabs, except for lab
results for two spacific physiclans wars faxad,

RN #1 stated, "Thoze labs were raviewsd on the
intarface (hespitat computer program) from the
nospitel, 8o we da not contact those physiclans,
since they review tha lab resuils on the
computar”,

SUPERIOR GARE HOME
PADMJICAH, KY 42001
o4 1D SUMUARY STATEMENT OF DEFICIENCIES ) PROVIDER'S FLAN OF CORRECTION o8
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Intarviaws with the Director of Nursing (DON), on
06/0110 at 10:48 AM and at 3:20 PM, rovealed
the Interface betwean the two apacific phyaicians,
as wall as tha NP, had baan down since "iaat
waak somelime®, The DON further stated the
{acility was not aware of the system being down,
The DON revealed the facllity recelved all coplaa
of labs by fax from the |ab, regerdiess of whether
the Interface waa down or not. The DON stetad
when the labs were completed, tha facriity
feceivad the iebs by fax, The iabs ware then
fsxed 1o the resident's physician, Tha siaff then
inHlaled and datad the lab requisition reaulte, after
the resulis ware faxed or calied to tha physiclan's
offica. The physiclan's office then aither called
with & new order or faxed back on tha lab rasulta
sant to ihe physician's office. The DON further
stated, "Wa are responsible for the labs and [
know that. 1t just happened.”

An intarview with tha NP, on 08/Q1/10 at 3:05 PM,
ravealed she was not awars of the interface
"helng dewn" the pravious week. The NP stated,
"Thinge ars Just out of ths *norm’ this week.

Whan the intarface is working, | can saé &l of the
lab raaults”. The NP furthar stated the facility
would have had no way to know to call her with
any result, "because the facility did not know the
system was down and naithar did I*,

A reviaw of the facility’s policy enthtlad Clinlea! Lab
Pallcy, undaled, revealed it waa the policy of the
facliity to notify the phyaldlan or other healthcars
pravidars of lab valuss, The policy further stated
that a ficensad nurae would review the lab resulis
and the resuils weare to he faxed or callad ta the
providera. The policy further stgtad in the event
of a critical value, the lab would notify the nurse
and the nuree would in tumn call the resull to the
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A Life Safety Code survey was initiated and
conducted on 09/02/10 to determine the facility's
compliance with Title 42, Code of Federal
Regulations, 483.70 (Life Safety from Fire) and
found the facility to be in compliance with NFPA
101 Life Safety Code 2000 Edition. No
deficiencies were identified during this survey.
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