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An Ori-site Revisit Survey was conducted : !
: 06/24/14 through 06/26/14, to determine if the _ 5
. faciiity was in substaniial complianes o 06/18/14, :
! as alleged per their acceptable Plan of Correction :
{PQC) for the 05/08/14 Recertification Survey. '
¢ The findings of the revisit determined the taciity
fafled 10 ensure the POC was implemented and
 the following deficiencies were not corectad on
06/18/14 as alleged: 42 CFR 483,10 Resident
{ Rights {F186), 42 CFR 483,13 Resident Behavior
arxi Facility Practices (F225 & F228), 42CFR
P 483.20 Resident Assessments (F282), and 42
- CFR 483.25 Quality of Care (F323). Two new
" deficiencies were cited ai 42 CFR 483.75
. Administration (F490 and FS20) with the highest
" Scope and Severify of a "B :
{F 166}, 483.10(7(2) RIGHT TO PROMPT EFFORTS TO |  {F 166},
85=0 RESCLVE GRIEVANCES 5

" A resident has the righi to prompt efforis by the

- faciiity to resolve grievances the resident sy :
" have, including those with respect to the behavior |
. of other residents. ;

' This REQUIREMENT is not met as evidenced

by :

" Based on interview, record review, and review of

i the facility’s Plan of Comrection (POC) it was
determined the faciity failed fo implement the

: PQC which was developed 10 address the

findings of the Recertification Survey conducted

: 05/06/14 through O308/14. The Recerifification

" Survey determined the facility failed to resolve

: Unsampled Resident A's grievance prompily, i
faited to seek a resolution, and falled to keep the

i residerd informed of the follow-up regarding :

XEDATE
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. his/er report of missing money. ;

Review of the facility's Plan of Correction (POC)
! revealed: &t residents in the facility with a Brief |
“Interview for Mental Status (BIMS) score of eight
. {8} or greater were 0 be inferviewed periaining to -
i any issues, financial or otherwise, that might have |
been unresolved; a new Grievance Form was to
. be created o report issues lo the Social Services |
¢ Director (SS0); and, aii staff was {0 be inserviced
on the new form and procedures by the SSD and
: Birector of Nursing (DON) by 05730114, However, |
"interview and record review revaaled the facility
~, failed to implement the POC.

The findings include:

" Review of the facility's POC, dated and signed by
the Administrator an 06/13/14 with 2 compliancé
F date of 05/31/14, revesied Unsampled Resident A |
was interviewed by the SSD regarding hisfher
- genaral fesdings of well-being In regards to the
: facilily. Review of the POC revealed all residents
in the Tactlity with a Brief tnterview for Ments! ‘
; Status (BIMS) score of eight (8) or greater were
: to be interviewed periaining to any issues, :
financial or otherwise, that might have been g
; unresolved. Continued review of the POC
‘revaealed 8 new Grigvance Form was to be
created to report issues o the Social Services
- Director, and al staff was 1o be inssrviced on the |
" new form and procedures by the 58D on ?
0813414, 05/M19/14 and 0528714 through
' 05/30/14. Additionaily, the Director of Nursing
(DON) was to have assisted with the staff
_Inservices on the new form and procedures on
(05114114 and O5/27/14.

! frderview with the S80), on 08725714 at 1:33 P,

. higher were interviewed by the SSD bet-

| ween 6/26 and 7/7/14. No residents
voiced any converns regarding complaints,

© treatment of staff, missing Htems, quality

* of care, staff resolation of grievances or

o igsues of any kind. No grievances were

- voiced that were curren or in the past.

t The Administrator is in possession of the

list of residents and the questions asked by

© the SSD during the time period in question.

© A new Grievance form was created on 6/26,
* by the SSD and copies of the form were ;
. placed in the main office and at both musing -
! sations. The Administrator is in possession |

of a copy of the Grievance form.

All employees in the facility were in- i
serviced between 6/26-7/7/14, on Abuse and -

Grievance procedures, incheting where the

forms are housed, how to prepare the form,
. and how 1o contact the SSD. Even those

employees in-serviced previonsly were
in-serviced a second time,

The Administrator has reviewed all of the
sign-in sheets pertaiming to the Im-sarvices
and has verified that all employees have

received the in-services required. A copy
of the sign-in sheets, materials covered in

the in-services, and the employee roster are ;

in the possession of the Administrator.
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revealad there were no further encounters
. regarding Unsampied Resident A's missing
property after she had notified the daughier, She?
- continued by stating that 4 complete and
thorough mvestigation should have been
s condueted, The S50 revealed she had not
Cinterviewed Unsampled Resident A as to hisiher
. general feslings of well-being regarding the
* facility as alleged in the POC. Continued
. interview revealed she had alse not conducied
interviews with other residents as alleged in the
POC. The SSU stated she must have been

- ot and when she was supposead to do the
Cinterviews. She stated she had not developed a
“new" Grievance Form, and indicated her only
 involverment was to add Management staff who

. should receive a copy of the compieted
| Grievance Form to the lower left hand corner of

: she look the revised Grievance Form when she

inserviced staff in May. She indicated she had
: not been educated on the POC process by the
- DON or Administrator,

D interview with the Director of Nursing (DON), on

: Form was deveiaped either 05708/14 or 080614,
nght afier the survey. The DON stated she took

; the new form with her to share during the staff
inservices she completed on 05/14/14 and

P OG/2714.

. However, interviews with staff revealed they had
not recefved education retated 1o tha "new”
. Grievarce Form. Inferview with Licensed

. and 06726114 at 9:43 AM, and with LPN #13, on
- 0672514 at 3:56 PM, revealed they had no

' Praciical Nurse (LPN) #8, on 06/25/14 8t 2:40 PM |

g

the previousfcurrent form. According to the SSD,

06/25/14 3:18 PM, revealed the "new” Grievance ;

' confused as to what she should have interviewed |

F 166 A new position has been created: that of
Staff Coordinator. The Staff Coordinator
is now responsible for ensuring that staff
in-services are completed by all staff and
‘has created = log on 7/14/14, that will keep
& running Hat of all employees and the
‘statas of their in-services,

‘A new Quality Assurance Professional
Improvement program has been adopted
‘from the CMS.gov website and has been
put into place in the QA Comrmittee,
‘creating a completely new means of
-establishing compliance of all issues within
* the facility wilizing Action Plans,
; assignmment, required completion dates,
thereby emsunng aceountability,

: Compliance wilt be monitored by the Staff
: Coordinator and the QA Committes,

Fl166 : Completed 7/15/14
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{F 166} | Continued From page 3
knowledge of any new Grievance Form and had
[ not been inserviced on a new Grievance Form.

. Interview with LPN #9, on 06/26/14 at 10:00 AM.
' reveated o her knowledge there was not 2 new
Grievance Form, nor had she been educated on
. & hew Grievance Form since the May 2014

that morning, 06/26/14, to verify she knew the
forms were kept at both murse's siations,

CLPN #3 at 10:48 AM, and LPN #12 at 1114 AM,
revealed they were unsure if the Grievance
. Forms were new or not and did not remember
| being educated on any new forms after the May
2014 survey. LEN #3 stated she had aot
: received education on the Grievanes Form undl
f that morming, 06/26/14, when the S8 "came
arcurd” {0 educate her un the use of the form
: aﬂci the focation of it

intemew with Registered Murse (RN} #3, on

- D6/26/14 at 12:27 PM, revesled she had worked
" since 05/13/14; however, had only recaived the
inservice on the Grievance Form “yesterday”,
06!251‘14

irterview with the Administrator, on D6/25/14 at

: 328 PM and 6:45 PM, revesled it was his

' expectation that the SSD had understood that he |
had wanted her to interview all residents in the

: facility with a BIMS of eight (8} or greater about
fany issue, financial or otherwise, that had besn
resoived and their general feslings of watl-being

* been his expestation for the S8D to conduct the

“survey. LPN #0 stated the SSD had came to her

Interviews with LPN #6, on 06/26/14 at 10:20 AM, '

- about the facility. The Administrator stated it had |

resident intarviews indicated in the POC a5 soon
; &8 possible. He continued by stating it was clear

{F “iﬁvﬁ}é
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1o him who should have conducted the interviews | :

{F 228}
35=D.

. and also that all staff was to be inserviced.

4831 3N TR, ()2) - (4) . {F 208,
INVESTIGATEIREPORT ’ '

- ALLEGATIONSANDIVIDUALS

| The facility must not empioy individuals who have ;

heen found guilty of abusing, neglecting, or

: mistreating residents by 8 court of law; or have
“had a finding entered into the State nurse side

; registry conceming abuse, neglect, mistreatment ;
“of residents or misappropriation of their property:
. and report any knowledge it has of actions by a

- court of law against an employes, which would
 indicate unfitness for service as a nurse aide or
“ather facllity staff to the State nurse aide registry
_of licensing authorities.

The facility must ensure that ail alieged violations ;
! involving misireatment, neglect, or abuse, '

nchuding injuries of unknown source ang i

; misappropriation of resident property are reported |

immediately to the administrator of the facility and ;

i i other officials in accordance with State iaw
" through established procedres ( including o the
. State survey and cerfification agency).

The facility must have evidence that alt alleged

: vinlations are thoroughly investigated, and must

pravent further potential abuse while the

§ investigation Is in progress.

: The results of all investigations must be reponted
{0 the administrator or his designated
; representative and o other officials in sccordance
- with State law (including to the State surveyand
- cerfification agency) within 5 working days of the
“incident, and i the alleged violation is verified
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{F 225} Continued From page 5
. appropriate corrective action must be taken,

. This REQUIREMENT is not met as evidenced

by
. Based on interview, record review, and review f:xf

'the faciity's Plan of Comection (POC) it was
; determined the facility failed io implement the

* POC which was developed {0 address the

: finddings of the Recertification Survey conducted

- 05/06/14 through 05/08/14. The Recertification

; Survey determined the facility falled to have an

" effective system in place to ensure injuries of

* Administrator and approizte Stale Agencies.

Revmw of the facility's Plan of Correction (POC)
; revealed the Social Services Direcior (S8D) was
' to interview all residents in the facility with a Brief |

| (8) or greater and all staff were ta be inserviced
: on the all aspects of Abuse, to include injuries of
i unknown origin by the S8D and Director of

' the POC revesled ®al existing empioyeas® had
_baen inserviced. However, interviow and record

POC
The findings include:

: the Administrator on 06/13/14, and with an
alleged compiiance date of 061014, reveaisd
i the Sacial Services Director [SSD) was to
" interview all residents with a Brief Interview for

' The POC revesied the SSO was to have

| review revealed the facility failed to implement the |
Rewew of the facllity's POC, dated and signed by

; Mental Status (BIMS) score of eight (8) or above, ?

H

; anknown origin were immediately reported 1o the

. Interview for Mental Status (BIMS) score of eight ;

- Nursing (DON} by 05/30/14. Continued review of : ;

- {F2za5)

© F225  Allresidents with a BIMS score of 8 or
higher were imterviewed by the 835D bet-
ween 6/26 and 7/7/14. No residents
voiced any concerns regarding complaints,
treatment of staff, missing items, quality
of care, stf¥ resofution of grievances or
issues of any kind. No resident indicated
they had any grievance current or in the
past that was unresolved,

The Administrator is in possession of the
tist of residents and the questions asked by
the S8D during the time period in question.

All employees were in-serviced between
6/26-7/7/14, on Abuse and Grievance
procedures, cluding mjuries of imknown
origin by the SSD and the DON. Even
those employees in-gerviced previously
were in-serviced a second time.

The Administrator has reviewed all of the
sign-in sheets pertaining to the in-services
iand has verified that 41 employess have
received the n-services required. A copy of
‘the sign-in sheets, materials covered in the
in-services, and the employee roster are in
‘the possession of the Administrator.
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“ conducted inservice education for all staffon all | F225 A new position has been created: that of
i aspecis of abuse, to include injuries of unknown Staff Coordinator. The Staff Coordinator
" oiigin. The inservice education was to have bean | 1% now responsible for ensuring that siaff
: eonducted on 06/13/14, 05/19/14 and 05/28/14 m-services are completed by all staff and
“through 05/30/14. Per the POC, the DON has created a log on 7/144, that will keep
; assisted with conducting th_e abuse inservice a running list of all emplovees and the
education on the same fopics on 05/14/14 and status of their m-services.
- 05/19/14 for aff staff. :
 Inferview with the SSD, on 06/25/14 at 1:33 PM. 2 new Qm‘?’ Assmh";i“ f%jg"‘a}“wd
 revealed she had not conducted interviews with . PrOVErAnt program w0 acop
. afl residents in the facility with a Brief interview for | from the CMS.gov website and bas
I Mental Status (BIMS) score of eight (8) o greater : been put into place, creating a completely
. @s indicated by the POC to determine no other hew means of estsblishing compliance of
 residents were impacted by the deficient practice. | all issues within the facility utilizing
Continued interview with the SSD revealod she ‘Action Plans, assignment, and required
. must have misundersiood what she was ; complstion dates.
supposed to do. The SSD indicated the DON or 5
: Adminisirator had mot educated her on the POC Compliance will be monitored by the
process. [nterview further revealed the 38D had Staf’f' Coordinator and the QA committee.
; eorducied the inservice education for staff on 5
"OBM3M 4, 051814, Q5/28M4. O5/20{14 ang F 335 Cempleted THEM4
U536/ 4 as per the PQC, ] ;
. However, review of the facility's Abuse education !
- Inservice sigrn-in sheets compared fo the faci lity's
_masier employee list revealed twenty-four (24) of
- one hundred and forty-five (145) employees were |
not inserviced and had been aliowsd to work :
i without the Abuse in-services.
| interview with the DON, on 06/26/14 at 12:40 PM
“revesled she had not monitored to ensure alf siaff ;
: had received the inservices. The DON revealed
- staff she knew could not make # in were
. inserviced when "they came in on their shift™.
| She stated she "thought” all staff had atiended
. the inservices; however, indicated she should
{ have had a system in place to assure all sif had : :
Facilty 10; 150450 ¥ coninuation sheet Page 7 of 23
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{F 2258} Continued From page 7
| been inserviced.

- Interview with State Registered Nursing ASS{S{aﬂf
(SRNAj #17 on 06/26/14 at 11:26 AM revealed

. she indicated she had not recefved abuse tmmmg

" since May 2014, _

: interview with Medical Recorda Clerk #1 on
O6/26/14 at 11:37 A, revealed she had not

- altended abuse inservice since the survey in May
2014, She further stated she had not bean

: advised by the Administrator or the {DON) that
she needed io atterd the Abuse insarvice.

*Interview with Registered Nurse (RN) #4 on
CDE28/14 at 1114 AM, with SRNA #20 at 11:50
CAM, with RN#3 at 12:22 PM, with LPN #5 on
06126014 at 1:06 PM, with LPN #14 at 110 B,
[ with SRNA#18 at 2:05 PM, with SRNA #16 of
2:15 PM, with Acﬁvrtyf()ienca! Staff # on
- 06/26/14 at 3:15 PM and with Laundry Staff #1 on |
06/26/14 at 3:35 PM revealed they had not
. received abuse inservice fraining afier the survey
-in May 2014,
: interview with the Administrator, on O8726/14 gt |
545 PM, reveslad the facility's abuse policies had
- been used as an education toof o educate the |
- 880 on the abuse protocol, He revested it had
been his understanding that staff involved with
: the POC were aware of what their assignments
were regarding the POC,
{F 226} . 483.13(¢) DEVELOPAMPLMENT
535=D ABUSENEGLECT, ETS POLICIES

' The facility must develop and implement written
poficies and procedures that prohibit
: mistreatment, neglect, and abuse of residents

{F 225}5

IF 226}
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" and misappropriation of resident property. ¥226 All emplovess were in-serviced between
: 6/26-7/7/14, on Abuse and Grievance
procedures, inclading injuries of unknown
P B wrigin by the SSD and the DON. Even
- This REQUIREMENT s not met as evidenced those employees in-serviced previously
ity . . , . were In-serviced a second time.
Based on inferview, record review, and review of
. the facitity's Plan of Correction (POC) it was : st "
' determined the facility fafled o implement the e Adminsrator has reviewed all of the
. sign-io sheets pertaining to the In-services
. POC which was developed to address the and has verified that all fovees hay
“findings of the Recertification Survey corducted 20 . verts Lall employees have
| 05/06/14 through 05/08/14. The Recertification received the in-services required. A copy of
' Survey determined the facility fafied o have an ithe sign-in sheets, materials covered in the
_ effective system in place to ensure policies and  n-services, and the employes roster arc in
" procedures were implemented related to ‘the possession of the Administrator.
. Feporting injuries of upknown origin. 5
i " & new position has been created: thar of
Rewview of the facility’s Plan of Correction (POC) . Staff Coordinator. The Staff Coordinator
' revealed the Social Services Director (S50 and * is now responsible for ensuring that staff
the Director of Nursing (DON) were to have - in-services are compieted by all staff and
ﬁrfgdw u{:m edum;fhﬁr:e “;ith i{a_:;,ex?sgiag has created a log on 7/14/14, that will keep
_ employees pects SGilly's souse ; a running list of all emplovees
| policies and procedures by 0513014, Confinued s oot e oyees and the
review of the POC revealed staff not in . ’
, compliance with the inservice training . ,
requirements wolid not be allowed to werk until A new Quality Assurance Professional
. they had received the inservices. However, ; Improvement program has heen adopted
! record review and interview revealed the facility from the QMS,gov websqe and has
failed to implement the POC, - been put into place, creating a completely
new means of establishing compliance of
~ The findings include: . all issues within the facility utitizing
: * Action Plans, assignment, and required
Review of the facility's POC. dated and signed by : ; completion dates,
. the Adminisirator on 06/13/14, and with an '
- alleged compliance date of 06/10/14, revesied . Cormpliance will be monitored by the
: the Social Services Director (S5SD) was o have ' Staff Coordinator and the QA Commitice.
' conducted inservice education for all staff on aff ;
 aspects of all aspects of the facility's abuse F226 Completed 7/15/14
| polivies and procedures, to include injuries of ;
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t urknown origin and timeliness and accuracy of
reporting. The inservice education was io have

- been conducted on 05/13/14, 05/19/14 and :
05/28/14 through 05/30/14. Continued review of

i the POC revealed on 05/14/14 and 05/19/14, the -

" DON assisted with conducting the inservice

: education on the facility's abuse policies and
procedures. The POC revealed siaff notin

. compliance with the training reguiremenis would :

" not be allowed to work untif they had received the

1 inservice education. ;

i However, review of the facility's Abuse education |
-sérvice signHn sheets compared to the facility's ,

i master ernployee list reveated twenty-four {24) of

“one hundred and forty-five (145) employees were

not irvserviced as indicated in the POGC, and had |

been allowed to work without the inservice

- education on the facility's abuse policies and

" procedures.

* Interview, on 08/26/14 at 11:14 AM with

. Registered Nurge (RN) #4, on 06/26/14 at 11:14

P AM, with Medical Records Clerk #7 at 11:37 AM,
_ witlt SRNA #20 at 11:50 AM, with RN #3 at 12:22 |
| PM, with LPN #5 on 06/26/14 at $:08 PM, with
 LPN#14 at 1:10 PM, with SRNA #18 at 2:05 PM, |
: with SRNA#16 at 2:15 PM, with Activity/Clericat ,
~ Staff #1 on 06/26/14 at 3:15 PM and with Laundry |
: Blalf #1 on 06/26/14 at 3:35 PM revealed they

_ had not been educated in May 2014 on the

: facilty's abuse policies and procedures, as
indicated in the POC which stated afi existing

: employees were to have received the education

" by 05/30/14,

*Inierview, on 0G/25/14 at 2:25 PM and 5:45 PM,
. with the Administrator revealed he had depended
' on stafl o ensure the POC was camied out and

£
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i The services provided or arranged by the facility
must be provided by qualified persons in

: accordance with each resident's written plan of

L care.

This REQUIREMENT is not met as evidenced
Chy :
Based on interview, record review, and review of |
| the facility's Plan of Gorrection (POC) i was :
" determined the facility failed to implement the
: POGC which wes developed b address the
“findings of the Recertification Survey conducied :
- O5/06/14 through 05/08/14. The Recertification |
< Suitvey determined the facility faled o ensure
| interventions on the Comprehensive Care Plan
. were implernanted related to ransferring
resident with a Hoyer lift. Stoff was utilizing &
"towel” method, instead of the Hoyer lift, which
resuited in a resident fail with injury.

' Review of the facility's Plan of Carrection (POC)

- revealad inservice education was provided to all

: staff regarding transfers and foliowing the
Comprehensive Care Plan. However, interview

: and record review revealed the facitity failed to
impigment the PO,

The findings include: ‘
' Review of the faciity's POC, dated and signed by

_ the Administrator on 06/13/14, with an alieged
: compliance date of 06/13/14, revealed inservice

DOVER MANOR GEORGETOWN, KY 40324
XD SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDERT PLAN OF CORRECTION %)
PREV, (EACH DEFICIENCY MUST BE PRECEDED BY FULL SREF [EACH CORRECTIVE ACTION SHOULD BE | COMPLETION

Tas EEGULATORY OR LEC TENTIEYING INFORMATION] TAG CROSS-REFEREMNGED TO THE AFPROFPRISTE oaiE
DEFICIENGY)
{F 226} : Continued From page 10 {F 226},
. tid not verify the education was completed per
" the POC. :
F 282 483.20(kX3XH) SERVICES BY QUALIFIED F 282
Sg=0 | PERSONS/PER CARE PLAN ;
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F 282 Continued From page 11 F 282
- education wes conducted by the Director of F282 Al nursing staff was m-serviced by the
. Nurse (DON} and Physical Therapy (PT) on DON and Physical Therapy, Leshie Shipley,
T 05/19/14, O5/20/14 and 05/22/14 regardin between 5/14-7/7/14 in the facility Lift
egarding
. uliizing the lifting technique indicated on the and Transfer Policy.
* Comprehiensive Care Plan. The POC reveajed ‘
; the DON educated Minimum Data Set (MDS) The Administrator has verified the sign-in
‘ Nurses regarding changes in the procedyre for sheets against the employes roster and has
. care plans on 05/28/14. Continued review of the a copy of these materials, as well as the
- POC revealed the DON provided inservice ’ solicy in his possession
_education to all Registerad Nurses (RNs), POTICY 1l g poss ’
- Licensed Practical Nurses (LPNs), Kentucky " " .
. Medication Aides (KMAs), and State Registered A now position has been created: that of
' Mursing Assistants (SRNAs) regarding following SmeCﬂo 0L The Smi?Coordmamr
 the Comprehensive Cate Plan on 06/09/14, As now Tesponsible for ensuring that staff
|06/10/14, 0611114, and 06/12/14. The POC In-services are commpleted by all staff and
_ stated "alf nursing staff altended the fraining™. ‘has created a log on 7/14/14, that will keep
: ‘o rusaing list of all emplovees and the
. However, review of the facility's care plan status of their in-services.
" inservice attendarice record compared 1o the )
. Tacility's master emploves st revesied -A pew Cuality Assurance Professional
iwentyvfour {24) of one hundred and five (105) Improvement program has been adopted
: ggfmng employee’s had not received the “from the CMS.gov website and has
; tcation on fOHGWPnQ the care plan, been P o place, creating a COE]pletel}f
| interview on 06/26/14 with SRNA#18 at 1415 | v means of Sstablishing sorp fiance of al
| AM. with SRNA #17 a( 11:26 AM, with SRNA #20 | ‘sues within the facility utilizing Action
Lat 11:50 AM. SRNA #21 at 2,35 PM, with Plans, assignment of tasks, and required
. SRNAKMA #19 at 12:31 PM, with LPN #5 2t 105 - completion dates.
' PM, and with LPN #7 at 3:30 PM, reveaied they - : . . .
. add not received the care plan inservice ‘ * Compliance will be monitored by the
' wducation provided by the BON as per the POC. _ Staff Coordinator and QA Committee,
{interview with the DON on 0625014 at 300 FM ¥ 282 Completed 7715/14
_and on 06/26/14 at 12:40 PM, revesled she -‘
{"thought” aft the nursing staff had attended the -
_ care plan inservice education. The DON ‘
“indicated she did not have a system in place to
_track and ensure all nursing staff received the
care plan inservice education per the POC, but : :
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F 282 . Continued From page 12
- should have had a sysiem.

mterwew with the Administrator on GB/25/14 at

* had taken “the word” of the eMpOYeEs assigned
- to ensure the education was provided as per the
* POC; howaver, should have “done more
; checking” and not just relied on the employess’
‘word. He stated the facility should have had 5

. system in place to assure education was

: compieted and o monitor for any issues,

{F 323} 483 25(h) FREE OF ACCIDENT
8= | HAZARDS/SUPERVISIONTIEVICES

“The facility must ensure that the resident

i as is possibie; and each resident receives
. adequale supervision and assislance devices o

! prevent accidents.

This REQUIREMENT is not met as eviderced
thy:

 the facility's Plan of Correction {POC) i was
 determined the facility failed io implement the

: POC which was developed to address the
findings of the Receriification Survey conducted
: O5/06/14 through 05/08/14, The Recertification
$urvey detennined the faciiity fatied to ensurs

: required devices ware Utilized during & transfer
wh;c:h resulted in a resident fall with injury.

Rev:aw of the facility's Plan of Correction (POC)
i revealed ofl State Registered Nursing Assistants
(SRNAS}, Kenfucky Msdication Aides (KMAs) and

F 282

. 1:00 PM and on 08/26/14 at 2:25 PM, revealed he.

{F 323}:;.

. environment remains as free of accident hazards

Base(f on irterview, record review, and review of :
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{F 323} Continuad From page 13 {F 323}
 all nurses were to have been inserviced by the N 323 Al nursing stoff was in-serviced by the
. Director of Nursing {DON) on safe lifting D¥ON and Physical Therapy, Leslic Shiplsy,
“techniques and the use of equipment during ‘ between 5/14-7/7/14 in the facility Lift
transfers. However, record review and interview and Transfer Policy.
‘reveated the faciity falled to implement the POC.
. S The Administrator has verified the sign-in
 The findings include: sheets against the employee roster and has
: Review of the facility's POC, dated and signed by 2 ol?p Y ;;f!g;esc g:i:;lfs’ as well as the
the Administrator on 06/1 3f’!4 with an alieged | pc' ¥ po ’
! compiiance date of 05/31/14, reveated all State ‘ N .
' Registered Nursing Assistants (SRNAs), : A new pcmmcm has been\cree‘lied: ﬁl._m of
; Kentucky Medication Aides (KMAs) and 2l nurses Staff Coordinator. The Siaff Coordinator
were inserviced by the Director of Nursing (DON} ¢ 15 now responsible for ensuring that siaff
; on 05/14/14 and 05/27/14, on safe lifting m-seTvices are completed by all staff and
" techniques and equipment during transfers. thas created a log on 7/14/14, that will keep
a running lst of all emplovees and the
H{:swever review ot the Taciiity's master em;:ioyee istatus of their in-services.
st in comparison to the inservice attendance ‘
f ret;ogds ﬁgﬁm twent%o;;e (21} of one hundred ‘A new Quality Assurance Professional
and five nursing employees had nol Timprovement program has been adopted
. received the education on use of equipment and :ﬁ?;fn the Cu;{&prov website and ha;p °
' safa lifting techniques during transfers, o have : - o
been provided by the DON the POC. been put into place, creating a completely
i Y per ‘new means of establishing compliance of all
Inferview with SRNA £20, on 06/26/14 at 10.56 issues within the facifity utilizing Action
" AM, revesled she had not received the inservice ‘Plans, assignment of tasks, and required
education on transfers as she worked night shift _completion dates,
; et was not at the facility when the education :
"was provided. Compliance will be monitored by the
: : Staff Coordinator and QA Committee.
mtervéewwﬁh SRNAH#17, on 08/26/14 5t 11:26
AM, revealed she had not received the inservice F323 Cempleted 7/158/14
educatien on transfers uniil the morning of
0672614, She firther stafed sha had worked and
{ had transferred residents with the “sting™ Hift.
: Interview with SRNA #22, on 06/26/14 at 11:30
' AM revealed she had not received any inservice ;
FORM CMS-2257(02-99) Previous Yetsions Dhaotate Event IDn4Y1H2 Fachty iD: 100480 ¥ vorfinuation sheet Page 14 of 23
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{F 323} ' Continued From page 14 {F 3231,

- education on transfers, as she was busy during

" the fraining and “didn’t have tims® to attend.

. SRNA #22 stated she had received fraining on

- the "fransfer sling” eardier that moming. She

_stated she had transferrad two (2) residents with -

i the sling everyday she had worked since
06/02/14.

Interview with SRNA#1S, on 08/26/14 at 1:38 :
i PM, revealed she worked as the Activity Aide and

she did agsist to transfer residents into chairs for
t activilies, She further stated she had not received -
the inservice education on fransfers; however, |
: was scheduled o attend the inservice at 2:00 PM
" that day, 06/26/14. ;

" interview with SRNA#18, on 06/26/14 at 2-06

. PM, revealed she had not received the inservice

*education on ransfers, She stated she sed the

. "sling lift" when she worked. SRNA#18 indicated °

! the DON had told her she would provide her the

, fransler education; however, she had not done 50

{at that fime, According to SRNA#18, she had
never been trained by anyone but other SRMAs

- on the lifts and siing jift".

Interview with LPN #7, on 06/26/14 at 3:30 PM,
reveaied she had not attended the inservice
- education on transfers in May 2014.

Interview with RN #4, on 06/26/14 at 11:14 AM
i revealed she had not reseived inservice
sducation on transfers since the survey in May
| 2014, However, she stated she had provided
ingervice education on transfers to the SRNAs

: "the other day”,

 Interview with the DON, on 06/26/14 at 12:40 PM
“and 2:25 PM, revealed she had no system in

FORM CHE-2E87(02-00) Previaus Versions Dbsokete Event I0: aYLH2
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- Afacilily must be administerad in a manner that
- enables it to use ifs resources effectively and

" efficiently to attain or maintain the highest

. practicable physical, mental, and psychosodial

: well-being of each resident.

- This REQUIREMENT is not met as evidenced

bry:

: Based on interview, record review, and review of -
- the facility’s Plan of Correction (POC) it was

- determined the facility fafied to implement the

: POC which was developed to address the

- findings of the Recertfication Survey conducied

: 05/06/14 through 05/08/14. The faciity Tailed to

. ensure lf residents were interviewed: failed to

| ensure inservice education was provided to
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{F 323} Continued From page 156 {F 323}
, piace 1o rack the inservice education attendance | F 490 The Administrator has available resources
to assure all staff received the required education in mulriple forms that were otilized to
_per the facility’s POC. According to the DON, she | develop systems required to bring the
- "thought” alt the nursing staff had received the facility into compliance and to continue
_inservige education; hqwever, she stated she had | 0 attaln or maintain the highest practicable
¢ not performed monitoring of the insarvice ‘physical, mental, and psychosocial well-
education to ensure all staff had received it. being of ach resident.
it Moot on 14 T Ao s et i
" documented evidence the Inservice educaiion ; glée%ﬁ%wm?: eflh;hfamhéy SHice .;?m
. had been completed. The Administrator revealed | 20, SOR4, A5 W 83 public and non-public
the "only way” he would know if & problem areas.
s aantred during the DON's and nurses’ ? . .
 observations was if there was a negative  The Administrator has provided the
; outeome which wouk! resdit in re-educgtion of {TESQUITES NECessary 1o provide in-services to :
" staff. _all employees, to restructure staff creating
F 480 483 75 EFFECTIVE E 490 the new position of Staff Coordinator,
55=0 ADMINISTRATION/RESIDENT WELL-BFING  developing and creating a new Quality

- Assuratioe Professional Improvement

. (QAPY) program, new Action Plan forms,
-and adopting a new QA Committes pro-
_cedure, as well as 2 new facility maintenance
log. ’

' The Administrator has assisted in develop-
: men and creation of forms, reviewed records
 for accuracy and consistency, monitored :
, mealz daily, participated in weekly QA
- Commiittee meetings, participated in stand-
! up meetings on a daily basis, assisted in
' conducting in-services, and provided
{ progress reports to Board of Dhrectors,
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. employees as indicated; and faited to monitor as F 490 Cont
- per the POC. This failure resulted in continued ;
nen-compliance at 42 CFR 48310 Resident * Further, the Admimistrator has had direct
: Rignts {F1686}, 42 CFR 483.13 Resident Behavior | _resident observation and interaction,
- and Facility Practices (F225 & F228), 42 CFR : ! direct staff observation and interaction,
483.20 Resident Assessments (F262), and 42 and interaction with family members on
CFR 483.25 Quality of Care {F323). - multiple shifts on a regular basis. If :
. " immediate action were o be required before
. The findings inoude: . Teport 1o the QA Committee, the Adminis-
: ) . ) ! trator would take this action. The action is
- Review of the facilty's POC with an sleged )
compliance date of 06/18/14, reveated al ; tasked 1o the role that would resolve the
: residents in the facility capable of understanding ; ISSUeE.
"the quastions pertaining to any grievancss were . L. L
interviewed; however, interview with the Social . The Administrator will direct the efforts of
| Services Director (SSD) an B6/26/14 at 1.33 PM  the employees of the facility and directly
revealed she had not interviewed the residents, : oversee their actions in order to implement
(Refer to F166} . the Plan of Correction. Additional financial :
. resources will be made available ag needed
Conﬁnued review of the faciity's POC reveated alt{ i to ensue the success of the implementation.
. staff had been in-serviced on the grievance : '
urweﬂ;ure agd forms (Refer ;Q F ; 66}, abuse wﬁz | The Administrator will be available on a
special emphasis on injury of unknewn origin an " daily basis twentv-four ho d
. reporiing (Refer to F225 and F226), it equipment e el Y- OUF hours per day as
. needed 1o answer questions, provide
i (Reder o F323), and implemeniation of care . guidance, and authorize utilization of
plans (Refer to F282). However, review of the Y onrons -
. facility's master employee list comparsd to the 5 a3 mecessary.
Hinservice sttendance records revealed . o .
twenty-four (24) of one hundred and forty-five + Furthermore, the Administrator will
- {145) empioyees had not received inservice , directly participate in the QA Committee
: education per the POC and had worked in the | meetings In order fo monitor the perfor-
facility since 06/18/14. Interviews with staf © mance of employees and measure their
reveaied they had not received education per the . progress.
: POC. : |
* ‘The Board of Directors have taken an active :
Interview with the Director of Nursing (DON), on . part in overseeing the operation of the )
- 06/26/14 2t 12:30 P, revealed she had no © facility,
sysiem In place to fack inservice education )
+ attendance {o assure all staff received the i F490 Completed 7/15/14 .
FORM CMS-236T(02-99} Pravieus Versions Obsoke Event iD:4YLit2 Faclity 10 100480 W contiramtion sheet Page 17 of 23




Ui i/ 2014 14021 5028838523

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

#EESE P 02G/025

OOYER HMANDR

PRINTED: 07/11/2014
FORM APPROVED
OME NO. 00350301

r
STATEMENT OF DEFICHNCIES (K1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION IBENTIFICATION NUMBER:

185208

{X2) MR TIPLE CONSTRUCTI N (X3} DATE BLivEY

B BLuELDHMNG COMBPLETED
R

~ §

5WNG 06/26/2014

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZiP CODE
112 DOYER DRIVE

‘ required education per the facility's POC.

. Continued review of the facility's master ;

- employee list compared to employee time sheets :
revealed a new employee was allowed to work an |

P 1100 PM to 7:00 AM shift prior o receiving abuse

, raining education. However, review of the

< facility’s POC revealed new hires would receive :

- Iraining on abuse procedures prior to working the

“floor, Continued inferview with the DON revesied i
the facility tried to compiate abuse traiting for

' new hirgs before they worked the floor: however,

. thiz new employee couki not come in during the |

" day, and so she (the DON) had come in early the |

; hext moming o do the abuse training, ;

: Interview with the Adminisirator, on 06/26/14 at
F2:25 PM, revealed staff had been assigned greas |
: of the POC, and he had depended on the staffs
" word” they had completed their assignments,
i He stated however, he should have checked
" himself to make sure the siaff knew wht they
; were to do and had correcty completed their
“assignments, The Administrator indicated he
1 shoutd have had a monitoring system in place to
assure the POC was implemented.
F 520 453.78(0)1) QAA
55=0 COMMITTEE-MEMBERSMEET
: QUARTERLY/PLANS

' Afacility must maintsis a quatity assessment and
: Essurance commiitee consisting of the director of |
' nursing services; a physician designated by the

. facility, and at least 3 other members of the

: faciity's starff, ;

'The qualily assessment ang sssurance
: commities meets ot least quarteriy to identify

DOVER MANOR
GEORGETOWN, KY 40324
o SUMMARY STATEMENT OF DEFICIENCES o PROVIDERS PLAN OF CORRECTION -
PREEX (EACH DEFICIENCY MUST BE PRECEDED BY FLLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | GOMMLETION
TAG |, REGULATORY OR LSC IDENTEYING INFORMATION; TAG CROSS-REFERENCED TO THE APPROPIIATE DATE
; DEFICEENCY)
F 490 " Continued From page 17 F 490

F526 Quality assurance meetings have been
held on 7/1, 7/8, and 7/14/14 to
address the corrective actions necessary
to implement in order to achieve com-
pliance with Tags cited at F166, F225,
F226, F282, F323, and F490.

The structure of the Quality Assurance
Committee has been altered, and a new
Quality Assurance Professional Improve-
ment (QAPT) program has been adopted
and utilized to initiate action. Additional
employees have been added to the
‘committee from several levels in order to
;addd a new perspective fo resolving issues,
‘consistent with the QAP approach. We
thave also begun utilizing Action Plans
;-fihﬁi are assigoed to fndividuals or groups,
.4 Tequired, to require completion dates
.and accountability for resolution of issues
‘identified by the commities.

* Additional temporary individuals may be
e ; added to the Committee from time to time
520" in order 10 best address the issues at hand.

' 'We bave added a position of Staff Coor-
; dinator to the facilify. That individual

. wili be responsible for ensuring that it

: employees in the facility rerain current

. with all in-service requirements.

FORM CME-256 (0239} Pravicus Versions Obosclete Evar D 4v1012

Factty {3 100480 M contimsation sheat Page 160f 23




MLZ LW s P L0 nuZsngddals

DEPARTMENT OF HEALTHAND HUMAN SERVICES

OOvVER

MalGR #8686 P 0271/024

PRINTED: 07/11/2014
FORM APPROVED
OMEB NO. 0938-0301

CENTERS FOR MEDICARE & MEDICAID SERVICES _
STATEMENT OF BEFICIENGIES 1) PROVIDERSUPPLIER/CLIA {_ {XZ) MULTIPLE CONSTRUCTION [X5) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A SO COMPLETED

L]
! 185285 8, WING 06/256/2014

NAME OF PROVIDER OR SUPPLIER STREET ADORESS, GITY, STATE, ZIP CODE

12 DOVER DRIVE
DOVER MANOR GEORGETOWN, KY 40324
e iD SUMMARY STATEMENT OF DEFICIENCIES o PROVIDEFR'S PLAN OF CORRECTION Lo
PrREFX | {EACH DEFICIENCY MUST B PRECEDED BY FULL BREFIX {EACH CORRECTIVE ACTION SHOULD B | COMRLETION
Yoo REGULATORY OR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE APPROPRIATE LatE
DEFICIENCY?
F 520! Continued From page 18 F520°
, issues with respect to which quality assessment F52¢ Cont.
" and assurance activities are necessary, and '
; develops and implements appropriate plens of QA meetings will be held every Monday
" action to correct identified quality deficiencies. at 11:00 AM, The members of ihe QA
tommittee will assemble in order to
A State or the Secretary may not require identify issues within the facility that
: disclosure of the records of such commities ; require QAPI Action Plan assignment,
- except insofar as such disclosure i refated to the -
: compliance of such commitiee with the The Quality Assurance Committee will
‘ requirements of this section. have the authority to ntilize the resources
' Good faith attempts by the commiites to identfy of the facility to“t'he best &dva,néage G.f the
i and comect quality deficiencies will not be used as ! mieeds of the facility. The QA Committes
" & basis for sanctions. will have the sbility to have direct contact
k wwith the Board of Directors of the facility
) if'so desired to meet the needs of the
i Hacility.
This REQUIREMENT is not met as evidenced :
i by “The QA Committee will have ready access
- Based an inferview and review of the fackity's ‘to the Medical Director of the facility as
: Plan of Correction (POC) with an aileged ‘necessary. The Medical Director will be
compiiance date of 06/18/14, it was determined :personally involved in effecting the
; the facilily failed to have an effective Quaiity ’ ‘resolution of the issues in the facility as
Assessment and Assurance QA) Program 1o ‘ : identified.
i monitor and implerment the POC which was : 5 '
developed i address the findings of the .
through 05/08/14 at 42 CFR 483.10 Resident ‘
: Rights (F166), 42 CFR 483.13 Resident Behavior |
and Facilty Practices (F225 & F228), 42 CFR .
i 483.20 Resident Assessmonds {E28), and 42
CFR 483.25 Quality of Care (F323).
" The findings include:
Review of the facility's POC with an slleged
: compliance dafe of 06/18/14, reveaied residents
in the facility with a Brisf Interview for Mental
| Status (BIMS) scora of eight (8) or greater were :
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F 520 Continued From page 19

{ to be interviewed pertaining to any issues,
tinancial or otherwise, ihat might have been

. unresobved, & new Grievance Form was fo be

| crealed to report issues to the Social Services
Director (S8D): all staff were o be inserviced on

: the new form and procedures by the S8D and

" Director of Nursing (DONY, and, & griesvance

_resolution was to be added to the agenda and

: monitored by the Continuous Quaiity

" improvemery (COI) feam in weekly meetings,

. However, the facility failed to ensure grievance

- resolution was added to the CQI team’s sgends :
and failed o ensure it was monitored in the GO i

 weelkly meetings. Interview and record review

' revealed resident interviews and staff education
an the grievancs process was not conducted

L andfor monitored per the POC. (Refer to F166)

. Review of the POC revealed all staff were to have |
* been inserviced on abuse with emphasis on :
injuries of unknown arigin and reporting.
Compliance was to be monitored by the CQ|

- team in weekly mestings with aff alleqations of :
abuse addressed and reviswed for completenass |
and accuracy of the handiing uf the allegation.

: However, the faciiity failed io ensure all siaff :
. received the abuse inservice education and failed

i o snsure documented evidence of the CQY :
‘team's monitoring as indicaled in the POC.
Review of the weekly {CQI) meeding notes for
May 2014 revealed no documented evidence of
the COQI team monitoring the inservice education
. and no documentad evident the CQI team was

i discussing the inservice education in the weekly
- mestings. {Refar to F228)

| Review of the facility's POC revealed al existing
empioyees were 1o have received inservice
: education provided by the Social Services

F 520
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F 520! Continued From page 20
. Director (35D} and the Director of Nursing (DON)
“on all aspects of the facility's abuse policies anc
procedures. Continued review of the POC :
_revealed the fucility's compliance with the facility's _
: policies and procedures was 1o be monitored by
the DON, Minimum Data Set (MDS) Nurses and
Administrator in the faciliiy's weekiy CQL
However, the facility falled io ensure ail staff
received the inservice education and failed to
: ensure documented evidence of the monitoring to :
" have been performed by the DON. MDS Nurse
. and Adrministrator. Review of the May 2014
- weekly CQI mesting notes revealed no
decumented evidence the DON, MDS Nurses or
: Adrministrator ware monitoring to ansure staff's
* compliance with the faciity's poficies and
procedures as indicated in the POC. Further
review of the CQl meeting notes revealed no
" documented evidence the abuse poiicies and
procedures inservice education was being ;
i reviewed or monitored by the CQf team inthe
meetings o ensure compliancs was maintained,
. {Refer to F228)

Review of the facility's POC revealed inservice -
. education for all nursing staff was provided by the
¢ DON related to staff foliowing the Comprehensive ;
Care Plan. The POC revealed the DON and :
: MDS Nurses were 1o monitor stafPs compliance
“ with following residents’ Comprehensive Care :
. Plans and the montoring was to be addressed in |
: the facility's CO! weekly meeting, However, the
facility failed to ensure all nursing staff received
_the inservice education and failed to ensure
! documented evidence of the DON's and MDS
Nurse's monitoring for compliance and that the
: monitoring was addressed in the CQI team's
“ weekly meeting. Review of the facility's Quality
; Assurance {QA) Meeting Monitoring form
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F 520:
i revealed it included previcus deficiencies cited :
- with questions, and "ves” and "no" areas tobe |
; checked. Continued review of the form revealed
' no documented evidence of monitoring fo ensure ;
; the care plan inservice education was provided
- as per the POC, nor monitoring fo ensure :
. Comprehensive Care Plans were followed. (Refer :
i 1o F282) :

: Review of the facility's POC revezled alf nursing

" staff was to have been inserviced on it

: equipment and proper transfer techniques by the
-DON. The POC revealed fhe DON snd nurses
. were 1o monitor resident lifting procedure safety

* daily, and the CQI tearn was to monitor for

. compliznce during weekly meetings. However,

- the facility falled 1o ensure ali nursing staff had

. received the inservice education, and failled to
 ensure & process for the observations o monior |
the resident lifting procedure was developed.

, Additionally, the facility failed to ensure

" documented evidence the OOt team monitored :
: Tor compliancs in the weekly meetings. (Referio |
{F32®)

! interview, on 06/26714 at 2:00 BM and 226 i,
with the MDE Nurse, who was 2 CQl feam

; member, revealed she had not been aware she

- was responsibie to hefp monitor staif's inservice |
education. ’

Irderview, on 06/26/14 21 12:30 PM, with the
: DON, who was a COI teem member, revealed
she had not mondtored o ensurs staff received
{ the insenvice education indicated in the POC.
- 8he stated she "thought” all the staff had received |
 the inservice education; however, reporied she
" had no system in place fo track staff's inservice
; education atlendance in order to monitor and

3
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- ensure staff had received the required education ;
- @& Py the POC, :

- Interview, on 06/25/14 at 1:00 PM and on

L 06/26/14 at 2:25 PM, with the Administrator

. revealed he had laken staff's "word” that they _

: were compleling the education and monitoring &s
per the POC. He stated he should have had a

: system in place 10 ensure the POC wes
implemented, The Administrator stated no audit

. tools were developed 1o monitor for

" implementation and effectiveness of the POC to

_correct the cited deficiencies. The Administrator

F further stated the facility's QA process was

. incftective as the facility had not ensured “hings” |

: were completed "as we said they were”, '
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A Recertification Survey was initiated on
05/06/14 and conciudad an 05/08/14, with
veficiencies cited al the tighest Scope and J
Severity of 2 "G". !
166 483.10(7)2; RIGHT TO PROMPT EFFORTS TO F 166
$5-D RESOLVE GRIEVANCES !

E{ Aresident has the right to prompt afforts by the

! faciity o resolve grievances the resident may
aave, including those with respact to the hehavior
of other residents,

This REQUIREMENT s nol met as evidenced

of the facility's policy. i1 was determined the
facity faied (o resolve Unsampled Resident A's
grievance with prompt efforts. The facitity faled o

PN e

PR

3w
T

hy:
{ Based on interviews, recard review, and review
: . . |
actvely seek a resolution and Taited to keep j
Unsampled Resident A apprised of the foliow- ia] |
[ refated to the resident's report of six (8} dollars [
being missing. {
!
f

The findings include

f

F Review of the facility's policy titied, "Dover Manor

t Grievance Policy", revised September 2013,
revealed it was the policy of the facility 1o address

) grievances prompfly. Further review revealed the |
Social Services Director (S5D) was to folow up F
on grievances with the appropriate depariments,

[ and all grievances/complaints wera to be }

' commurnicated on the daily log sheet. Continued |
review revealed the SSD was to pick up the fog f
sheet each morning. In the absence of the 580
the Director was to be notified hy phane of any [5

l ;

LABORATGAN DIBHCTOR'GAR FROVIGE Ry RR?%SE FATIVE'S SIGNATURE - TITLE xBIDATE
g a T i - . Ll
o ! . - i
bl SEL M A e _!..._’4_*‘ Ic;ﬂ‘_‘/‘_ v A ik e j
rdensles a deficiency which the inshtution may be excused from correlling providing i is determisld tha:

Any cefscncy stalement ending with bl asterisk "
other safeguards provide sufficient pritection to the patents. {See insiructions.) Except for nursing homes. the findings stated above are disciosabie 30 dayt
foilswing the date of survey whether o not a plan of corectian is provided. For nwrsing homes. the above finhings ang pians of correction are disclosable 14

days foliowing the dale these documents are made available to the facility. ¥ deficiencies are cited, an approved pian of correction is requisile to continued

program participation.
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A Recertfication Survey was initialed on l
F 166  Alihcugh there was no verification i

defictencies cited at the highest Scope and trom tamily or stafT that Resident A
Severity of a "G". had any money that conid have
166 483.10(1(2) RIGHT TO PROMPT EFEFORTS TO F 166 been missing, the resident was
given the $6.00 in question and this
seemed to relieve her anxiety over

05/06/14 and concluded or 05/08/14, with

:

]

|

J

|

|

|
| |
f |
|

|

F‘
55-p RESOLVE GRIEVANCES

r A rlegm‘em has the r_ag’nf. to promapt efforts by the the siluation.
I facility to re§o}ve grievances the resident may
I 2?;; mciiqmg those with respect io the behavior Residen A was also interviewed by
! ISF resients. the Social Serviees [heector regard-
g her general feelings of well-
This REQUIREMENT is not met as evidenced being in regard o the facilit. She
indicated that she had no fearful-
Based on interviews. record review. and review
of the facility's policy. it was determined the the facility. and that she was quite
satisted overail. She was seen on

facility faded 1o resolve Unsampled Resident A's
grievance with prompt efforis. The faciifty failed to
aclively seek a resolution and faiisd to keep
Unsampled Residem A apprised of the follow- Lp
lated 1o the resident's report of six (6) dollars

being missing.

4728429, 430, and 0. by the
Social Services Dircetor,

All residents in the facility capable
of understanding the gquestion were
questioned pertuining to any issue,
fmancial or otherwise, thar may

e

|

H

by: ‘ N |
ness. that she wished to remain in i

i

|

|

The findings include; |
H

|

!

the Director was to be notified by phone of any of gricvances to be followed at a
olance,

LABORATQE,W‘S OR ym’//ﬁf REPAESENTATI NATURE %L 7 j y
o p v - o
- 4
ty which the institution may be excused from COMreChng providing it is ceterm"inedxﬁa:

Any ee{;cien{f;{!%mem ending with an asterisk [ yfenotes a deficien

ofher safeguards prowide sufficient protection 1o thé patents. [See mstructions.} Except for nursing homes, the findimgs staled above are discicsabia 90 davs
folitwing the date of survey whether or not & plan of comection is provided. For nursing homes. the above findings and pians of comection are discicsable 14
days following e dale these documents are made avaiiable o the facility. if deficiencies are cited, an approved plan of correction is requisiie o continued

program participation.

avie he sanly | ape
‘ Review of the facility's policy titled, "Dover Manor fit@:;f; uzrﬁti;‘l;fins;:z:;i;:

Grigvance Policy”, revised September 2013, - Ph he facilies have been

revealed il was the policy of the facility to address m?{ o e facility hive been
| grievances promptly. Further review revealsd the resolved fully.
E Social Services Director (SSD) was to follow up . ) ,
{ on grievances with he aporopriate departments. Anew Urievance Form has been
! and all grievancesrcomplaints were to be created for facitity stalt use 1o ;
! communicated on the daily log sheet. Continued report to the Social Services }
f review revealed the SSD was fo pick up the oG Direcror, and a new log has been !
{' sheet each marning. In the ahsence of the 38D, developed that will ailow resolution j

§

N, o

N,
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reparted grevance. Further review of the policy
revealed all grievances/complaints were 1o be
reviewad by the Continuous Quality Improvement
(CQN Committee, and the Quality Assurancs
team was {6 review all grievances to ensure the
process was completed.

Review of the medical record revealed
Unsampied Res:dent A was admilied by the
faciity on 02/13/13  Review of the Brief interviaw
for Mental Status(BIMS), dated 02/12/14 review
the resident scored a tweive (123, which indicated
the resident was moderately cognilively impaired

During the Group Interview, on 05/06/14 at 3:30
FPM. Linsampled Resident A revealed he/she had
six (8) doifars missing for approximately two (2)
weeks. The rasident staled hefshe had reporied
tha missing money but the facility had failed 1o
foilow up with the resident regarding a resolution,

Review of he Norses Nole. dated 04/25/14 at
10:G0 PM, revealed Licensed Practical Nurse
(LPN) #5 documented Unsampled Resident A
regorted six(6) dolars was missing from his/her
change purse on 0424714, Continued review
reveated LPN 85 natified the resident's caughter,
who stated she would halp look for the missing
six (6) dollars when she came o visit the
following day. Further review of the nurse's
documentation revealed she searchad the
resident's room bit the missing six (§) dollars
was not found. LPN #5 documented she fiffied out
& Missing ltem Report and noted the resident's
missing six (6) doflars on the "Daily Log".

interview with the Director of Nursing {DONJ, on
05/08/14 at 11:30 AM, revealed she was aware of
Unsampied Resident A's reported missing six (6)

i
PREFIX EACH CORRECTIVE ACTION SHOUED HE
TAG CROSS-REFERENCED T3 THE APPRODRIATE
DEFICIENCY:
F 158

Flee Con't

Al stafThave been in-serviced on
new forms and procedures by
Social Services Director on 5713,
319 5/28. 5295730 and by the
Director of Nurses on 5/14. and
527, 2004,

Grievanee resolution has been
added o the weekly COf meeting
agenda and comphiance will be
monitored in the weekly CQJ
meghings,

F 166 33172014

|
|
}
E
J
|
J
|
I
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F 166 Continued From page 2
dollars. She directed the surveyor 1o discuss the
mnedentwith the SSD for further questions, as it
was her responsibihity to follow up on all

] 185295 B WING e : | 05/08/2014
!sr NAME OF PROVIDER OR GUPPLIER STREET ADDRESS CITY. STATE. 217 0008
; 112 DOVER DRIVE
| DOVER MANOR ! ;
I [ GEQRGETOWN, KY 40324 ‘
> 4 1
I oo SUMMARY STATEMENT OF DEFITIENCIES ) PROVIDER'S PLAN OF CORRECTION i i
PREFIX (EACH DEFICIENCY MUST BE PRECEDE! BREFIX EACH CORRECTIVE ACTION SHOULD BE SRR
TAG REGULATORY QR LSO IDENTHYING INF TAC CROSE-REFERENCED TO THE APPROPRIATE LA ]
| DEFICIENCY)
| !
] <
F 168
i
|
I
i
|

e S

grievances.

Interview with the 38D, on 05/08/14 ai 1135 AM.
revealed she was sware of Unsampled Resident
A's missing six {8) doliars, and she had notified
the resident's daughter who was supposed to
check fo see ¥ the missing money had carme
home accidentally in the resident's faundry.
Further interview with the S8D revealed she had
not heard back from the resident's daughter
regarding the missing money. The SSD stated
she could not remember the exact date she had
contacted the daughter. She further stated she
cid not document in the resident's chart about
contacting the daughter, nor had she completed
any documentation regarding her
Invastigatonfollow-un related o the resident's
missing six (6) dollars,

Subseguen! nterview with the SSI, on 0548714
at 4:00 PM, revealed whenever a resident
reportett missing an item or money, & Missing
tems Report was to be compisted by the siaff
person who received the iniial complaint from the
resident. However, she stated. staff did not
aiways compiele the Missing Hens Report but
would leave a note for the SSD on her desk. The
550 reported she did not receive 3 Missing ltems
Report for Unsampled Resident A's Missing six
{6} doliars, but did find a note on her desk about
the incident. Further interview revealad no
foow-up or investigation was done by the SSD
after she rotified the resident's daughter
regarding the missing six (8 dollars. The 58D
stated that an investigalion should have been
done and the investigation findings should have

CRR CMS. 2696 735594 Previous Versions (Ohesete

Eent TD4v11t

Facviity 1D 00480

T conbnuahon sheet Fage 3 of 34
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H

3

FEBIE6 Resident 56 has been treated by her priman

F 166 Continued From page 3
care Physician twice, by an orthopedic t
i

i

[

been communicaied with the resident

physiciar once, had x-rays. has been lied

I nterview with the Administrator, on 05/08/14 at for and received a strap-on splint. and her
3 . - 1
{ 4.20 PM. revealed ne expected to see pain management efforts have been success- |
i y ! - . . . H
dqcumeﬁ.fa[;:on i the resident's chart and on a ful to the point thal she has denied a need for |
’ grz@vaﬂge,msssmg ems report any ime 5 pain medicalions on accasion, ’
resident’s belongings or money couwld not be
] found. Further interview revealed the process of . ‘ . - -
i o L Fhrough ohservation and interview with
an nvestiganon and a resolution should have L . : i
heen documented in Unsampled Resident A's residents no additional residents have been ]
| chart and on a grievance/missing ilems report identified by the deficient practice. fnter- f
i regarding the missing six (8} doflars. views conducted by Social Services Director |
S . ] ) ' . 517 5 BENLTEP:
| F225 4B343(cH ) (0)(2) - (4) Fo2zs on IS and 142074 i
s5=0 INVESTIGATE/REPORT L i J
ALLEGATIONSANDIVIDUALS Social Service Director conducted i
conducted interviews with all residents in I
The facilty must nol employ individuals who have the factlity with a BIMS score of' 8 or more. |
been found guity of abusing, neglecting. or Residents unabie to comprehend due 1o fack |
mistreating residents by a court of law; or have of cognitive function were not interviewed. é
had & finding enterad into the State nurse aide }
registry concerning abuse. neglecl. mistreatment Abuse In-services have been conducted with ;
pt vesidents or mrgapprpor@t}son oxi their pro(pert‘y: atl employees by the $SD on 313, §/19. f
and report any k‘ﬂUWIBDQE’ it has of ?;tf@ﬂs ay a 5728, 329,530 and by the DON on 514 |
co_Ll:rt of law_agamst an er’rjployee‘ which vyouid and 3727, 2014, covering the necessity for
mdicate uniitness for service as a nurse aide or i ‘ |
PR . o T ‘ reporting atleged violarions within the
other faciity staff to the State nurse aide registry L E
. - iy s facility and to regulatory agencies (immed-
or licensing authorities. i
tatety within the facility and within 24 hours
I
¥ ey !
The facility must ensure that ail alleged viclations w0 Regulatory agencies. ivestigation pro f
involving mistreatment, neglect. or abuse. cedures and necessary corrective actions, f
nctuding ruuries of unknown source and prevention, identification. and protection of |
musappropriation of resident property are reported resident’s safety once an allegation of abuse
immediately to the admuristrator of the facility and hag been made.
io other officials in accordance with State faw
in-services covered all aspects of abuse

through established procedures (inciuding to the

i State survey and certification agenecy).
| known origin. Al existing employees have

been in-serviced and all new employees will
be educated op_Abuse Policies and Pro-
Facerggtlapessto include injuries of opknomen sheet Page 4 of 34

I
|
including, but not timited 0. injuries of un- f
|
|

The facility must have evidence that all allegad
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| |
F o ‘ Employess not i compliance with training f
| F22% Centinued From page 4 F 225 requirements will not be allowed to work in |
viotations are thoraughly investigated. and must the facibity until thelr in-services are made F
orevent further potential abuse while the current. i
investication :s in progress. ’

in-services alse covered the use of Hover

T ps My L5 inn T b 4 { - - ~ .
The resuits cnf all ;nves.\.ganm._s must be reporied lift by nursing personnicl. transfer of resi- f
fo the administrator or his designated dents by both | and 2 persons, use of gail :
represantative and o other officials in accordance efen o br e o |
: ) N belts, and transfer shing. Accuracy of :
with State law {(including to the State survey and ) ine suspected abuse was emnhasized I
1 certification agency) within 5 working days of the r_epomnft Subpc‘;{e, q tse was emphastze !
incident. and if the alleged violation Is verified as well as the requirement for the DO, !
apprapriate corrective action must be taken, SSD.and ADM to be notified immediately,
‘ E

Additional in-services were conducted by :
the DON and Physical Therapist on 5719 1

This REQUIREMENT s not met as evidenced 3720, and 3722, addressing sute Hifting
uchmques. In-services also addressed the

1

!

by i
v { issue of the rowel Hill. which hag been i

Based on inlerview, record review and review of
the facility's policy. it was determined the facility chminaled as # means of transfer in the

tight knee with no documented gvidence of 3
cause for the injury of unknown onigin. Further,
the faciity faited to conduct a thorough
investigation of the injury or report the injury to

"Steps 10 be Taken When There 15 an
investigation in Place.” This manual gives
cuidance regarding investigation require-

1 failed to have an effective system in place lo Faclity.
! ansure mjuries of unknown origin were ’ i
i: ] H ] f‘ § i ] v . -~ . . .
J r}"n"edlat?lysr?ptor;?d 0 he Aagliﬂéstrator and nvestigations of alleged abuse wre initiated ;l
appropriate State necies, O en ; ; e .
! Rpropriate Siate Agencies, anc 1o ensure a by the Social Services Dircctor at the |
thorough Investigation was conducied in T . e
; i X > ) dircction of the Administrator. The Social l
accordance with facilty policy for one (1) of S ) L LT :
| seventeen (17} sampled ms;dﬂnts (Resident #6) :Sen ices 'D;reci‘m has received i{iszrachioez !
! Dn 04/253/14. Resident #6 experienced 3 fall in abuse investigation protocoel from the ﬁ
dUﬂng transfar. On 04/24/14 thrOUgh a2 2614, Administrator and is ﬁin} farmihiar with the i
- i
prior to x-rays being obtained. Residen! #6 Regulatory reguirements. J
axperienced pain, redness and swelling to the |
A new manual has been crated entitled ;
ﬁ
the State Agency, per faciity policy. Ments. ;
The findings include; i
; i
Review of the facility's policy tiffed. "Abuse |
Prevention Policy and Frocedure”, adopied
J
Fwent 10 4L Fagihty 1D 100480 if comtinuation sheet Page & of 32
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F 2256 Continued Fram page 5

02/22/13. ravesled it was the policy to ensure

each resident was free of any type of abuse,
| neglect. aor mizappropriation of resident property
i whille a resident in the facility. Each resident had
[ the right to be free from abuse. corporal
punishment, and mvoluntary seclusion. Any
allegation of resident abuse required appropriate
ntarvention to ideniify the event, investigate the
allegation, protect all parties involvad, report to
the proper agencies, and prevent further
occurrence of abuse  Further review of the policy
reveaied injuries of unknown ongin were o be
investigated and reported as potential abuse in
accordance with the policy if the cause of the
ijury could not be determined with certainty.

! Review of Resident #6's medical record revealed
he facity re-admstted the resident on 04/13/12,
f with diagnoses including Senility, Ostecarthritis {3
condition of chromc arthritis without
inflammation}, and Anemiz. Review of the
Significant Change Mirimum Data Set (MDS)
Assessment, dated §2/10/14, revealed the faciity
assessed Resident #8 as having a Brief Interview
for Mental Status {BiMS) score of an eight (8) out
of fifteen (15}, inticating the resident was
moderately impaired in cognition function.
Further review of the MDS and the associafed
Comprehensive Care Plan, dated 02/10/14.
revealed Resident #6 required Lhe assistanece of
twa (2) staff and a Hoyer {mechanical) §fi for
transfers.

Review of the Nurse's Notes, dated 04/23/14 at
17:15 and written by LPN #1 revealed aides
reporied while transferring Resident #6 to a
ger-chair, the char slipped behind the resident
and the reuc‘ent to scrape hisfher shin on the
metal part of the chair. Continued review of the

F 225 Compliance will be monitored i the weekly
CQI Commitee meetings. Al atlegations of
abuse wil} by addressed in this weekly
meeting and each will be reviewed by the
COE Committes for completeness and
accuracy of handling in accordance with
Regulatory requirenents.

6/10/14

o
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F 225 Cantinued Erom page &
Note revezled Resident #6 susiained a skin tear.
measunng 1.0 centimeter (cryx 0.1 cmas a
result. Resident compiained of pain in Right (R}
knee and Tylenol was given, Further review
reveared no documerted evidence of an
assessment of Resident #68's (R} knee was
assessed by the nurse,

Review of the Nurse's Nates dated 04/24/14 at
10:30 AM revealed the Advanced Registerad
Nurse Practitioner (ARNP! was notified of the
skin tear on left fowsr extremity. Continued
review reveaied the ARNP addressed the pain
Resident #8 was having in the R knee,

Continued review of the Nurse's Noles revealed a
iate antry dated 04/24/14 a1 715 AM, which
indicated Resident #6 continued to compiain of R
rnee pain and the knee was swollen. Tylenoi was
given for the pain, However. there was no
documentad evidence the swelling in Resident #8
was identitied as an injury of unknown origin, or
that the Administrator, Dhirector of Nursing (DON)
or State Agency was notified of the injury,

Review of the tale enlry in the Nursa's Notes,
dated O4/24/14 at 3:00 PM. revealed Resident
#&'s daughter, and Power of Atlorney (POAY, was
called related to the resident's knee pamn.

Review of the Nurse's Notes dated 04/25/14 ai
8:00 AM reveaied Resident #6 complained of
right leg pain, with Tylenol given.

Continued review of the Nate on 04/24/14,
revealed Resident #6's family voiced concerns
about the edema (sweiling) and warmth in the
Resident's right knee and requested an xray be
dore. The nurse noted the family's request for the

SORM CMS 236710799 Pfrevious Yersions Obgoiee

Event DY
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F 228 Continued From page 7
x-ray was faxed to Resident #6's Physician.
However, there was no documented evidence the
! Administrator, DON or State Agency was notified
of the inwry of unknawn origin or of an
investigation into the cause.

Review of the Nurse's Notes dated 04/26/14 &t
$:00 AM revealed Resident #6 complained of
pain in histher right feg, but refused pain
medicabion af that time. Review of the note at
10040 AM revealed the ARNP was nolified
concerning the fax sent on 04/25/14 at 7:00 PM
1o the resigdent’'s Physician, and a new order was
received for a Venous Doppler study of the right
leg, secondary o the warmth and edama.
! However, there was no documented evidence the
Administrator, DON or State Agency was notified
of the injury of unknown origin or of an
nvestigation into the cause.

Review of the Nurse's Notes dated 04/26/14 at
1:00 PM revealed Resident #68's POA called the
facility upset, and stated a Cerlified Nursing
Assistant (CNA) informed her the POA's sister,
on 04/23/13. Resident #6 had been "dropped”
while being transferred {o the geri-chair.
Continued review of the note revealed the POA
demanded an x-ray of the righl leg and the nurse
nformed the POA there was no report Resident
#6 had been dropped during the transfer. Review
of the Nurse's Notes at 2:40 PM, ravealed
Resident #5's Physician was contacted regarding
the POA's reguest for an x-ray of the resident's
right leg, and a new order was received for an
x-ray of the knee, secondary o the knee being
warm to touch and edematous. The portable
x-ray company performed the exam at 5:00 PM.
At 6:45 PM. the x-ray company called the facility
| to report Resident #6 had an Acute Nondisplaced

|

Fusnt [ 4YI1
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Distal Femorai Fragture, Further review of the
Nurse's Note reveaied Resident #5's Physician :
wae paged at 710 FM and again at 745 PM 10
inform him of the x-ray report. The Physician :
refurned the calf at 8:00 M. Continued review of
the Nurse's Note revealed the nurse informed the
Physician Resident #5's POA wanted the resident
[ transferred o the hospial for Ireatment and the

; Physician approved the request. with 3 tefephone
orcer written and faxed. Further review revealed
! Resident 86 was transported 10 the hospital as

craered,

gvidence the facility notified the Administrator,
DON or State Agency of Resddent #8's injury of
f dnknown origin, regarding the pan, redness and
" sweling of the R knee, prior to the resident being
|
|

|
’ Further record review reveated no documented

transferred to the hospital.

Interview, on 08/07/14, at 4.05 PM, with LPN £5
revealed she talked with CNA#3 on 04/25/14
concerning the incident with Resident #8 on
04/23/14. She stated CNA #3 reveated Resicent !
%6 was being transferred to a geri-chair when the \[
chair rofled backwards and Resident #8 was i
lowered to the floor. LPN #5 slated CNA #3
revealed she did not report this as a fall to LPN
#1 who was working on 4/23/14. LPN &5 furthar
stated she requested CNARSZ write a statement as

o what transpired during the trangfer. Continued i
interview revealed on 04/26/14 LPN #5 and L PN '
#1 were working together and LPN #5 toid LPN
#1 what CNA ¥5 reported had occurred during the
transfar of Resident #6 on 04/23/14 LPN #5
stated the DON needed to be contacted
regarding the incident and the DON was called
between 3:30 and 4:00 PM on 4/26/14 and
informed of Resident #6's fall. LPN #5 stated she
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F 225 Contnued From page 8 F 225
should have done somathing about the F 226 Resident €6 has been rreared by her primar I
information she received from CNA care Physician twice. by an orthepedic |
3 IS : IS . YA I .. - R
#3 on 4/25/14 instead of wailing until 04/26/14, physician once. had x-rays. has been fued |
but stated shs%:‘eiik she did not hSEeNem“gf , for and received a strap-on splint, and her ‘
:jnrormat‘igfm o ) '}e{}i}g'g?‘id i?e ; fmu C; n?"e pain management etforts have been success-
I 9 Bar - . . -

SEN NOWEE On Uslearte when sne eamead o ful to the point that she has denied a need for

the resident’s fall. . T
pain medicatons on oocason.
Interview, on 08/08/14 5t 6:23 FM, with the DON, U resid g5
reveated she was not made aware of the incident All resicents were assussed fot any
Lt 04968/14  She stated al the fme she was injuries that may have been of unknown
natified, an investigation was started and origm per DON. MUS nurses. Staff
re-education was initiated immediately, The DON nurses. on 379, and 3712, 2014, and none
revealed the facility should have reported an were recognized.
infury of unknown origin to the State Agency.
F 226 Abuse in-services have been conducted with

483.13(c) DEVELOF/IMPUMENT
ABUSEMNEGLECT. ETC POLICIES

The facility must develop and implement written
poticies and procedures that prohibi
mistreatment, neglect, and abuse of residenis
and misappropriation of resident property.

This REGUIREMENT s not met as evidenced
by:

Based on interview, record review and review of
the faciity's policy, it was detenmined the facility
feiled (o have an aeffective system mn place (o
ensure policies and procedures were
implemented related io injuries of unknown origin
for one (1) of sevenigen {17} sampled residents
(Resident #6).

The facilty dentified sweling and redness 1o
Resident #6's right knee beginning on 04/24/14;
however, the facility falled (o report the injury of

all emplovees by the SSDon 5713, 5719,
5728, 529 5:350: and by the DON on 5714,
and 5737, 2014, covering the necessity [or
repotting alleged violations within the
facifity and to regulatory agencics (inwned-
iately within the tacility and within 24 hours
to Regulatory agencies, investigation pro-
cedures and necessary corrective actions,
prevention. identification. and protection of
resident's safery once al ailegation of abuse
has been made.

Speciaf emphasis was placed on injuries of
unknowe origin, and upon the need for
accuracy of reporting,

Emplovees not in compliance with raiing
reguirements will not be allowed 10 work in
the facility until thetr in-services are made

current,
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unknown arigin or conduc! an investhgation o
determine the cause of the injury. as per facility
policy. untd 04/26/14,

J

|

i

i

i

!

|  F226 Continued From page 10

f

1

|

| The tindings include:

f Review of the facility's policy titied, "Abuse

i Prevention Policy and Procedure”, dated

Q2/22/13, revealed the facility was o ensure

‘ residents ware free of abuse and neglect. The
Policy and Procedure stated an injury of unknown

origin was 1o be investigaled and renorted as

potential abuse in accordance with the policy if

the cause of the injury could not be idenbfied.

Continued review of the Policy and Procedures

revealed residents weare (¢ be observed for signg

of physical and verbal abuse and neglect such as

"non-explained injuries”.  Further raview revealed

all allegations of abuse were lo ba reported

immediately to the Charge Nurse. of one {1) of

the following: Adminisirator, Director of Nursing

{DONY or Secial Services {S3Y Drector.

Furthermore, reports were {0 be made within

twenty-four (24) hours 1o the State Survey Agency

after an allegation of abuse.

Review of Resident #5's medical record revealed
the facility re-admitted the resident an 04/13112,
with diagnoses which included Anermia,
Osteoarthritis (chronic arthritis} and Senility,
Review of the Significant Change Minimum Data
| Set {(MDS) dated 02/10/14 revealed the facility
assessed Resident #8 1o be moderately
cognitively impaired and to reguire two (2) person
assistance wih transfers,

Review of a Nurse's Note, dated 04/24/14 &t 3.00
AM, reveaied Resident #6 complained of pain to
his/her right teg and there was swelling in the

F 226

Con/t

All existing employees have been in-
serviced and all new employees will be
cducated on Abuse Policies and Pro-
cedures 1o include injurics of unknown

ofigit.

Emplovees not in compliance wibrt training
requirements will not be allowed 1o work in
the facility until their in-services are made

CLETCIL

Complance wiil be monitored by the DON,
MDS nurses. and ADM . and weekly in the
Cl Cammitlee meerings.

5/3172014

FORM CMS 2567(02-31 Prevous Versions Cbsolee Event D 4vidys

Facity 1D 10080

H continuation sheet Page 11 of 34



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 05227201
FORM APPROVELD
CMB NO. 0938-0381

§

CENTERS FORMEDICARE & MEDICAID SERVICES
[rts PROVIDERSUPPL IERACLIA
[ IRENTIFICATION NUMBER

15

§ STATERMENT
A

]
| ANG PLAN O
]
[

185285

lowne

NARE DF PRGAVIDER OR SUSRLER

DOVER MANOR

STREETADDRESS 207Y STATE, ZiP CODE

T
! 112 DOVER DRIVE
’ GEORGETOWN, KY 40324

Kol SUMMARY STATEMENT OF DERICIENCIES i ARAVIDER'S PLAN OF CORRECTION
PREFiX (EACH DEFICIEMNCY MUST B PRECEDED BY CuULL. CREFIX (EACH CORRECTIVE ACTION SHOULD BE
TaG REGULATORY OR LEC (DENTIFYING INFORMATION: TAG CROSS-HEFERENCED 70 THE APPRDPRIATE
DEFICIENCY ]
F 225

right knee. Continued review revealed a Note at
10:30 AM. which noled the Advanced Registered
Nurse Fractifioner (ARNPY was notfied of
Residant

#6's night knee pain with no new orders received,
ang the ARNP would examineg the resident's knea
o her next faciity visit. Review of the 4/24/14
“late entry” Note timed 7:15 AM revealed
Resident #6's nght knee was swollen with rio
redness or warmth noted. and the resident
complained of nght knee pain. However, review
revealed no documented evidence this
informalion was reported to the Siate Agancy and
investigaled as an injury of unknown origin as per
the facilty's policy.

E
|
H
]
{ F 226 Continved From page 11
§
|
]

Review of a 04/25/14 Nurse's Note. at 7:00 PM,
revealed Resident #8's family members were
"voncerned” regarding the sweiling and "warmth”
In the resident's right knee and requested an
x-ray be performed. Continued review of the
Nole revealed the Physician was notified by fax of
the family's request,

FE—
e et

Interview with Licensed Practical Nurse (LPN) #5.
on 05/07114 at 550 PM. revealed afier shift repart
on 04/25/14 she assessed Resident £8's right
xnee and observed swelling (edema} and warmth
to the area. However, according to LPN #5,
Resident #6 had swelling in his/her right knee "a
few manths back" and staff had "not realy
theught too much about it". 3he stated family
members visited Resident #6 an the evening of
04/25/14, and reported to her the resident was
having "a ot of pain” in his/her right knee. LPN
#5 stated she reminded the family members of
Resident #6 having sweiling in his/her right knee
it January related to "fluid on the knee® which
was painful. Record review and review of the

e -
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F 226 Continued From page 12
facility's documentation revealed no documentad
evidence of an investigation to identify the cause
of the swelling and warmth, or of it being reported
to the State Agency as an iniury of unknown
GrIgH.

i Review aof the Nurse's Note dated D4/26/14 hmed
4:30 PM. reveaied Resident 86's nghl knee
continued 1o have edema (sweiling! and
remnained "warm 1o touch” with complaints of pain
in the nght leg from the resident.

Further record review and review of the faoility's
documentation revealed no documentad
avidence an investigation o identify the cause of
the swelling and warmth in Resident #6's right
knee was performed. or that it was reported 10
the Slate Agency as an injury of unknown origin,

interview on 05/08/14 at 8:23 PM, with tha DON
reveated she became aware of Resident £6's
right knee pain, sweiling and warmth on 04/24/14
nowever, she had not performad an investigation

State Agency as such. She siated this was

occurred in January, when the resident had fluid
on histher knee. The DON statad the faciity
would normaily repoert an injury of unknown arigin
to the proper State Agencies. Further interview
with the DON revesled she indicated the
resident’s swelling, warmih and pain to the right
knee should have been reported as an injury of

on 04/26/14 Resdent #8 was diagnosed with 3
right femur fracture.
F 282 483 20(k){3)n) SERVICES BY QUALIFIED
58=¢3 PERSQONS/PER CARE PLAN

for an injury of unknown origin or reporied it ta the

because staff thought it was the same thing which

unknawn origin and investigated as such because

F 228

F 282

|
g
|

i
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XF D SUMMARY STATEMENT OF DEFICIE NCIES it PROVIDER'S PLAN OF CORRECTION ;
BREFIX TACH DEFICIENGY MUST 88 PRECEDED BY BREFIX EACH CORRECTIVE ACTION SHOULD BE S ~od
TAG REGULATORY OR LSC IBENTIE YING INFORMATION; 143 CROSS-REFERENCED TC THE APPROPRIATE |
DEFCIENGY! }
|
£ 282 Continued From page 13 F 282 {
] The services provided or arranged by the facilty |
| st be provided by qualified persons in F 282  Resident #6 has been treated by her primany |
| accordance with each resident’s written plan of care physician twice, by an orthopedic ‘
[ care. physician once. had x-rays. has been fitted |
‘, for and received a strap-on spling, and her ‘
_ : . ain manazement efforts have been success-
| This REQUIREMENT is rot met as evidenced pall nanase s e - =
by: ful to the point that she has denied a need for ]
I Based on mterview and record review, it was pain medications on accasior. f’
: determined the facillly failed to ansure the ) o . ;
r Comprehensive Plan of Care was followed for All residents were assessed for injuries of g
| ane (1) of seventeen (171 sampied residenis unknown origin that may have resuited from 'f
% {Resident #8). the same deficient praciice. but none were f
: identified. Assessments were completed |
! Resident #6 was care planned to be fransferred per DON. MDS nurses, and staff nurses on ik
j per the Hoyer lift with assist of two (2) staff, 59 and 5712,2014, ]
; However, on 04/23/14 two {2) Certified Nursing
l Assislants (CNAs) Iransferred Resident #8 using The Care Plan for Resident #6 was revised J
T o i - . . - . -

i 2 iowelhnzethoa and the rasident experenced a on 57972014 1o climinate towel 1ift and in-
| ;ail whic! !dg "asfrife?qm a nigr;t Famur F,raRcmre Cr services were conducted by the DON and !
! iagnosed in the hospital Emergency Room (ER) P on $719, 5720, and 37222014, i
on 04/26/14 . e 3 ]
; addressing sale Hfling technigues. i
I The findings include: . !
] A new procedure has been established that J
{ Interview on 05/08/14 at .23 PM with the will ensure that orders are received by the E
Director of Nursing (DON) revealed she indicated MDS Nurses with certamty. A new fax ]
the faciity nad no palicy for staff fo follow machine has been instalied in the MDS !
residents’ care plans, however, indicated she office and the MDS oftice has been added !

would expect staff to do so. 1o the group notice of all orders faxed o

pharmacy and physicians offices . The MDS |
Review of Resident #6's medical record revealed nurses will continug 1o retrieve writien i
the tacility re-admitted the resident on 04/13/12. orders each morming and will compare the '
with diagnoses which included Ostecarthrosis (a faxed orders to the physical orders to make }
chronic 3ﬁh”“i‘cof’f“h0”)| Anemia and Senility. certain all erders have been received and !
Review of the Sigrificant Change MDS are entered on the Care Plan, E

A4
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F 282 Continued From page 13 F 282]
! The services provided or aaanged by the facility :
- rnust be provided by quakiﬁed Sersons in F 282 . Con't,
: accordance with each resident’s written plan of . Our gew procedure inciudes a duplication
| cEre. . of all orders for all residents to be sub-
;  mitted to the MDS/Care Plan nurse, The
e . . ¢ new fax machine was installed in the
;‘:_13 REQUIREMENT is not met as evidencad MDS office on 5/28/14. and the MDS
. Based on interview and record review, it was | murses were educated in regia;r d fo the
 determined the facility faled 1o ensure the ; pew procedure on that date by the DON.
. Comprehensive Plan of Care was followed for ¢ This )
-one {1} of sevenieen (1 7) sampled residents . allows for a consistent double check
- {Resident #8). * system for placing orders on Care Plans
: ¢ and removing all old orders from existing
: Resident #6 was care planned to be mansferred © Care Plans,
! per the Hoyer fift with assist of two {2} st :
. However, on 04/23/14 two {2 Certified Nursing © Additional in-services were conducted by
! Agsistants {CNAs)Y ransforred Resident 48 using ! the DON regarding changes in proceduwre |
. & “towel" method and the resident exparienced a . . for Care Plans on 6/9. 6/10, 6/11, and 6/12,
[ fail which resuited in a right Femur Fracture : © with all RNs, LPNs, KMAs, and CNAs,
g;?g(}?ﬂc};gﬁ f the hospital Emergency Room (ER) . All nursing staff attended training.
e . Compliance will be monitored by the DON
The findings inctude:  in conjunction with the MDS mses and
} Inferview on 05/08/14 at 6:23 PM with the _ . addressed i the weekly CQI cormitieo
: Director of Nursing (DON; revealed she indicated , Theetings.
: the facility had no policy for staff to follow i _
 Tesidents’ care plans; however, indicated she F282 6/13/14
: would expect staff to do so. ;
Review of Resident #'s medical record revealed
; the facility re-admitted the resident on 04/ 3712,
- with diagnoses which inchuded Osieoarthrosis (a
: chronic arthritis condition), Anemia and Senility,
- Review of the Significant Change MDS :
; Assessment. dated 02/10/14, reveaiad the facility .
- assessed Rasident #5 to be moderatsly : 1 :
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F 282 Continued From page 15 F 282 |

CNAs assisted Resident #6 to the figar.

Interview. on 05/08/14 a: 3:.20 PM with CNA #3
revealed she was not aware of what Resident
#G's care pian stated regarding how the resident
was o be transferred. She indicated she cig not
know she was supposed to use 3 Haover [ift with
Resident #8. CNA #3 revealad she had been ioid
to transier Resident #8 using a "towel transfer”
which she indicated she had not bheen formaily
trained by the facility io do. However review of
the resident's Comprehensive Care Plan and the
CNA's Care Plan revealed a Hover iift was
indicated prior to 04/26/14. There was no
intervention for a "towel transfer” on either care
plan. Continued iferview with CNA #3 revesled
on G4/23/14, she and CNA #13 were trying to
transfer Resident #6 from the bed to the
geri -chai using a lowel under the resident's
knees and lifiing under resident's arms. the "towel
transfer". She stated she and CNA #13 were
bath holding under Resident #5's arms and
haiding the ends of the towel to transfer the
resident and during the transfer the geri-chair
began to rolf backwards because it was not
'ocked. CNA #3 further stated she and CNA #13
had to lower Resident #6 to the floor on his/her
knees. She reporfed Resident #6 complained of
paln in the right knee when they got himsher Lp
off the floor inte the geri-chalr. Additionatty, she
stated Resident #6 had a skin tear on histher leg;
but, ¢id not remember which leg.

Interview with CNA#13 was attempted per
felephone contact on 05/08/14 21 9:533 am ang
again at 4:00 PM. No answer was recaived and
the Surveyor was unable (o leave a message
either time as the volce mail indicated the voice
malbox hiad not heen sat-up.

.i
|
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Interview, on 05/08/14 at 1019 AM, wilh Licensed
Practical Nurse {LPN} #1 revealed LPN #2 came

10 her on 04/23/14, and asked her ta look at &

skin tear on Resident #6's left lower leg. LPN #1 i
stated two {2) CNAS were oresent, CNA's #3 and
#13, and informed her they had transferred the

resident using the "lowel method”. the geri-chair [
had rolled and the resident it his/her shin on the
chair causing the skin tear. She stated the "lowel
| mathod” transfer was one (1) staff person fifting 2
g resident undar his/her arms and ancther staff

J persan hfting the resident's knees using a lowel

| placed under the knees and then fransferring the
[ resident, She indicated she was not aware

Resident #6 was still to be transferred per a
Hoyer kit LPN #7 stated staff ransfemred
Resident #6 using the "towel methad” because it
was easier on the resident as hefshe was afraid

of the Hover lift

Inferview with LPN #2 on 05/08/14 at 4:30 PM.
revealed ke had assassed Resident #6's skin tear

on 04/23/14 after the “aides” told him about i, !
LPN #2 stated LPN #1. who was the Charge
Nurse that day. spoke o the CNAs regarding how

the skin tear occurred; however. he did not hear {
whalt she was told by the CNAs. He stated he
heard on (4/24/14, when he came to work.
Resident #6 had a fall associated with when
hesshe received the skin tear. LPN #2 sialed
CNAs had care plan access which contained
residents’ “lifting procedure”, and indicated CNA
#3 and CNA #13 should have followed Resident
#8's care plan, ‘

interview, on 05/08/14 at 5:40 PM, with CNA 811
and CNA#12 at 6.10 revealed they iooked at
residents’ care plans 1o know how residents were

!
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and had never received fraining on how io
perform if. CNA #12 stated i a residant's care

iift as per the care plan.

the marning meeting on 04/24/14. The DON
stated Resident #6 had been care planned {or

had started using a "lowe!” to transfer him/her

resident's Comprehensive Plan of Care.
F 323 483250 FREE OF ACCIDENT
s8=3 HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident

as s possible, and each resident receives

prevent aocidents.

This REQUIREMENT is not met as evicenced
by:

o he transferred. CNA £11 indicated she used a
Hover [ift for residents # they were care plarned
for that and she had never used a “towel ransfer

plan stated to use a Hoyer H, then she used the

interview, on 05/03/14 at 6:23 PM. with the DON
revaaied she iearned of Resident #5's skin tear fo
the feft shin which occurred on 04/23/14, during

use of a Hoyer ift. however. had become “fearful”
of Ihe Hoyer lift. She staled therafore, the facility

, with. However. she indicated the faciiity had no
! formal training for the slaff on performing ihe
towel” ransfer. The DON reporied because of
Residant #6's fear of the Hoyer [ift she thought it
vad been discontinued m January. She indicated
the intervention (o transfer Resident #5's per the
Hoyer lift should have been discontinued from the

environment remains as free of acadent hazards

adeguate supervision and assistance devices o

|
|
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. Based on observation, interview, record review i F323 The missiog toilet bolt covers were replaced
fand review of the facility's Accident/incident : :on the three toilets found on the date of the

. Repart form and policy, it was determined the -survey by the Mamtenance Supervisor. Alj

: facility Taled fo ensure each residen received itoilets in the facility were inspected at that

_ adequate supervision and assistive devices to time and any miissing bolt covers wers

| prevent accidents for one {1) of seventeen (17} Hmmediately replaced.

sampled residenis (Resident #6). ; 7
Resident #6 was assessed by the facility 1o ‘ f’Ihe Care Plan f(ﬁ: R_e:mde:nt #6 was rcvz.sed

: : A - : :on 5/9/2014 1o eliminate towel {ift and in- ;
. requive the assistance of two {2) staff for transfers | L nducted with CNAs, KMAs, |
' per the Minimum Data Set (MDS) Assessment Services were conducted wi : "
: daled 0210/14. Review of the Comprehensive and all Nurses by the DON and

- Plan of Care revesied Resident #6 was to be :PTon /19, 5"703 %ﬂd S22/ ?UM”

; ransterred per Hover fift. On 04/23114, two (2)  addressing safe lifting techniques.

{ Certified Nursing Assistants (CNAs} atterpled to :

; ransfer Resident ¥6 without the use of the Hoyer - i In-services conducted by the DON on 5/14
‘Hift and the resident sustained 5 fall. The CNAs | - and 5/27/2014 with all CNAs, KMAs, and
 falled 10 report Resident #5's fall to the licensed ; Nurses covered the necessity to

. nurse as per the facility's policy. Therefore,  refer to the Care Plan for proper lifting

. Resident #8 was not assessed by the licensed ¢ procedure for each resident. Also covered |
i nurse after the falf and the resident continued to : : were use of Hover lift, transfer by both [ and |
- camiplain of right leg pain, On 04/26/14, Residen : ! 2 employees, use of gait beits, and wensfer
 #6 was sent to the Emergency Roam (ER} and i sling. Towel lift was eliminated as a means
“ diagnosed with a fracture of the right fernur. | of transfer in the faciliry. :
- In addition, the facitity fallsd t0 ensure the : D . :
. residents’ environment remained free of accident . Tollet bolt covers are now being eminm
 hazards as evidenced by missing toilet boit 5 ; daily by Housekeeping Supervisor on her
| covers in three (3} rasident bathrooms, | oom mspection rounds. Resident lifimg
i ; procedure safety will be monitored by i
* The findings include: i Staff nurses and DON daily. :
: 1. Review of the faciiity's, "Fall Assessment and : Compliance to be monitored weekly in :
. Prevention” Poficy, undated, revealed it was the : ¢ CQI Committec meetings. :
! poficy of the facility to facilitste an interdisciplirary :
. @pproach to care planning to prevent injuries, to ¥323; /312014
| appropriately monitor and agsess a resident’s :
' status following a fall, and to accelerate the plan
- of care to address factors related fo the incident, | : i
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The Policy stated a "polential for injury” care plan
would be initiated, when appropriate, tased o
the results of the Resident Fali Assessment.
According o the Policy. an mterdisciplinary care

F 323

plan was to be individualized to refiect the speciic

needs and risk factors of the resident. Continued
review of the Policy revealed all staff providing
care to the resident were o be familiar with the
care plan and the interventions necessary 1o
provide for the resident’s safety, The Policy
indicaled f a resident sustained a fall, the
rasigent was not to be maved from the floar until
a licensed nurse determined it was safe 1o do so.
Further review revealed a licensed nurse was 1o
immediately assess the resident aftar a fall and
document the assessment and actions {aken in
the resident's medical record.

Raview of Resident #6's medical record revealed
the faciity admitted the resident an 08/03/10. and
re-admitted 04/13/12, with diagnoses which
included Qstecarthrosis {a condition of chronic
arthrilis without inflammation), Seniity and
Anemia.

Review of the Significant Change MES
Assessment, dated U2/10/14, revealed the facility
assassed Resident #6 as having & Briefl Interview
for Mental Status (BIMS) of ap eight {3) out of
fiffeen {10}, indicating the resident was
moderately impaired in cognition. Continued
review of the MDS Assessment revealed
Resident #6 was {otally dependent on two (2)
siaff for transfers. Review of the Comprshensive
Care Areg Assessments {CAAs) dated 02/11/14,
revaaled Resident #6 was tolally dependent on
staff with ADLs and required iotal staff assist
tmes two (2} with fransfers. Further review of the
CAAs reveaied Resident #5 was 10 be
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“transferred with two (27 person assist” and would +
“proceed 10" care plan.

Review of the Comprahensive Plan of Care,
initiated 11713/13, revealed Residen! #6 had 3
care plan for at risk for fails related to the resident
bemng unaware of safety needs, having a halance
probiem, seizure disorder and history of a Tail on
02/18/13. Contnusd review of the care plan
revealed Resident #6 was 0 be fransferred with a
Hoyer (mecharical) Bl for all transfers

Continued review of the Comprehensive Plan of

' Care revealed a care plen for Resident #6's
Activity of Daily Living (ADL) self-care deficit in
regards 1o his/her diagnosis of Dementia, iimiled
maobiiity and impaired baiance. Review of the
interventions for the ADL care pian revesied
Resident #6 was tolally dependent of staff for
transferring. fwo {2) person assist with transfers,

i
i
t
|

Review of the CNA Care Plan, dated Aprii 2014,
revealed under the "transfer section”, mechanical
ifi/Hoyer and assist times fwo {2) were checked,
However, continued review revealed these
transfer interventions were marked through with a

line and there was no documented evidence of 3 !
date to indicate when the interventions were
discontinued. Further review ravealed the i
Transfer Section was revised on 04/26/14 and |
| 04127714, |

Review of the Taciiity's Accidentincident Report f
form. undated, revealed on 04/23/14 at 5:15 PM, [
Licensed Practical Nurse {LPN) #2 had reported j
to LPN #1 that CNA#3 and CNA #13 told him .[
they were gefting Resident #6 out of bed when %i
the geri-chair "slipped out from under aids due to |
lock not locking”. Conlinued review of the ‘
Accident/Incident Report form revealed Residen:

Eveat 1D 4Y1011
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chair, knees buckied”. Further review of the
Accldent/tncident Report form revealed no
documented evidence Resident #6 had
expenenced a fail.

Review of the Nurse's Notes, dated 04/23/14 at

geri-chair and the CNAS had reporled when
transferring the resident the gen-chair "sfipped
behingd” him/her. Review of the Note revealed

shin on the "metal part” of the gerichair. The

! Note ravealed Residen! #6 had a 1 0 centimeter

{cm) by 0.1 em skin tear to the lower left shin
arega which was cleansed by Licensed Practical
Nurse (LPN) #2 and 2 steri-sirp applied fo the

Tvlenol {a non-narcotic pain reliever) was
administered and the nurse would continue 10

witich isg Rasident #6 complained of pain in
Review of the Note revealed Resident #6 was

review of the Nurse's Notes revealed a Note
timed 5:45 PM, which stated Resident #6 was

of complamnts of pain and the resicent
“mmadiaiely” closed histher eyes and stated
he/she just wanted to rest”,

interview on 05/08/14 at 3:20 PM with CNA #3,

Resident #6 on 04/23/14 with the use of a lowel
under his/her knees. She stated she and CNA

#6's arms to transfer the resident {o the

#6 "hit" hesihier shin an the "metal bar on side of

15 PM. revealed Resident #6 was up in his/her

this had "caused” Resident #6 to "scrape” his/her

skin tear. Contnued review of the Note revealed
Resident #6 complaned of pam in his/her leg and

moritor. There was no dacumentad evidence of
taken to the dining room “for dinner”. Continued

taken back io his/her room as requested because

revealed she and CNA #13, had been transferring

#13 each held the ends of the towe! and Resident

geri-chair. CNA#3 stated the geri-chair was not

FUORM CMS-Z5671G2-38) Previous Versions Obsoiete E
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locked i place and rolled backwards and they
had to "assist” Resident #6 to the fioor on his/her
knees. She stated they then lifled the resident
ang assisted him/er to the geri-chair. CNA #3
stated she had natl been trained on how to
perform a "towet ransfer” however, that was how
she was told o get Resident #6 up. However,
review of the CNA Care Plan revealed a Hoyer iift
was indicated as the method for transfar for
Resident #6, prior to 04/26/14. CNA #3 stated
she knew a2 fall was anytime a resident went to
the floor assisted or not. She stated she knew
the GNAS were to go get a nurse before moving a
resident after a fall. TNA #3 indicated they were
i Just such a spur of the moment” and did not
think to get the nurse as per the pelicy. She
stated she did not know whatl Resident #8's care
plan said regarding how hefshe was to be
transferred. and indicated she did nof know she
was supposed to be gelting the resident up with a
Hoyer [ift.  CNA#3 reported Resident #5 had 5
skin tear on his/her leg, however, could not recall
which leg. She stated Resideni #8 complained of
pair to his/her right knee after they got him/her in
the ger-chair. Accarding to TNA #3, they
ransported Residant #6 in the gen-chair io the
dining room for dinner where hefshe conbinved to
compiain of right knee pain. CNA #3 staled they
told LPN #1 and LPN #2 that Resident 8 was in
pain, had a skin tear and they had assisted
him/her to the floor. She stated they did not say
“fali" when telling the nurses of assisting Resident
#6 to the floor. Continued interview with CNA #3
reporited the nurses did not ask any questions in
regards to the fall after they explained the incident
to them. She stated she did not work on
04/24/14, did return 1o work on 04/25/14 and
Resident #5 compilained of his/her right knes
hurting and "moaning” all of her shift,
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friterview on 05/08/14 at 10:19 AM, with LPN #1
revealed on 04/23/14, LPN #2 came to her and
asked her to go to Resident #6's room hecause
the resident had a skin tear on his/her lefl leq.
She stated she went 1o Resident #8's room and
CNA#3 and another CNA, CNA#13, told her they
were transferring the rasident from the bad to the
geri-chair using the "owel methed” and the
geri-chair "rolied back (o the waill”. LPN #1 slated
the CNAs told her Resident £56's "knees buckled”
and one (1) of them "grabbed” the geri-chair and
they pul the resident in the geri-charr - She stawed
the CNAs did not "say” Resident #6 "falf 1o the
floar”. According to LPN #1, the "towe! methogd”
involved one (1) person getling "under the arms”
of a resident and the other person lifting the
resident's knees with a towe! and they transferrad
the resident that way. LPN #1 stated a fall was
considerad "anytime a person's body” went {o the
floor. except # it was the botiom of the person's
feet which touched the floor. She indicated she
“charted” what she had been told by the CNAS "at
the time", in Resident #68's medical record.
Additional interview on 05/08/14 at 14:30 AM. with
LPN #1 revealed "at nc time” had the CNAs
reported (o her Resident #6 was assisted to the
floer. She stated on 04/26/14 at 3:00 PM was the
first time she had heard anything aboul Resident
#6 being assisted to the floor on 04/23/14. LPN
#1 stated CNA #3 wrofe a statemant on 04/26/14
regarding Resident #6 being assisted to the floor
on hisfher knees. She stated CNA #3 and CNA
#13 stated "it was miscommunication between
themselves and me”. LPPN #1 indicated sha had
re-educated the CNAs on the protocol for falls to
included notifying the nursa so an assessment
coultd be performed: however, did not have "them

sign anything”.
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nterview on 05/08/14 a1 430 PM with LPN #2,
revealed on 04/23/14 the "aides” came and got
him to "check out” g skin tear "they had”. He
stated he thought it was after dinner and that was

all the “aides” had told him about. He reported he

told the Charge Nurse, LPN 21 who lalked to the
CNAs "about what happened” 1o cause [he skin
tear and he did not hear whal the "aides” {oid the
Charge Nurse. Continued interview with LPN #2
revealed he worked the "next day”, 04/24/14 he
thought, and that was when he "heard there was
a fali” associated with the skin tear. He stated he
was not certain who had told himy but, indicated
ke was lold CNA #13, who had assisted with the
transfer and had informed Resident #6's family
the resident had "falien”. According to LPN #2,
he had naver used "a lowel K" or seen it usaed;
however, knew it involved g towel under the
knees and under the arms” and then lift,. LPN #7
indicated the CNAs had access to the care plan
which had each resident's "ifling procedure™ on d
and thaey should follow i,

interview on 5/07114 at 550 PM with LPN #5,
reveaied she had worked on 04/24/14, 04/25/14
and 04/26/14, on the 3:00 PM o 11:00 PM shift.
She stated on 04/2514, she asked CNA #3 what
hat happened to Resident #6 on 04/23/14 LPN
#5 stated CNA #3 told her when she and CNA
#13 transferred Resident #6 from the bed o &
"new” geri-chair that was not locked which rofled
and the "owel" they were using for the transfer
“slipped” and they assisted the resident (o the
figor. She stated CNA 3 reported Resident #6
obtained the skin tear at that lime also.
According to LPN #5, she asked CNAE3 if she
realized assisting the rasident to the floor was
considered a fall. She stated CNA#3 said "ves,

|
|
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she knew it was a fali" however, had not reported
the fail 1o LPN #1. LPN #5 told CNA #3 10 write &
statement as fo what hapoened on 04/23/14,
which she indicated CNA #3 had dene.

Review of CNA #3's written statement dated
04126114, revealed she and CNA #13 were
transferrmg Resident #6 from the hed 1o a
geri-chalr, which was new 1o the resident.
Review of the written statement revealed CNA #3
and CNA #13 sat Resident #6 up on the side of
tha bed, placed a towel under histher knees and
proceeded o transfer the resident (o the
geri-char, Continued review of the written
statement revealed the ger-chalr was not locked
and the chair slid out from under the resident
causing the towel (0 stip and the CNAs had lo
assist Resident #6 to the floor.

Interview with CNA #13 was altempted per phone
contact on G5/08/14 at 5:53 AM and 4.00 PM:
however, no answer was recewed and a
message cound not be lefl as the recording
indicaied the voice mailbox had not been set-up.

Continued interview on 05/07114 at 5:50 PM with
LPN #5, revealed on 04/26/14 she had spoken to
LPN #1, who also had workad on 04/23/14, ang
asked her what had happened to Resident #6
that day (04/23/14) LPN #5 stated LPN #1 toid
her Resident #6 had raceived a skin tear io
hisfher left shin during a transfer and she (LPN
#1) had completed an Incident Report on
04/23/14 in regards to the skin tear. According to
LPN #5 LPN #1 reported LPN #2 had performed
the treatment on Resicent #6's skin tear. She
stated she infarmed LPN #1 what CNA #3 had
reported 1o her regarding Resident #6 sustaining
a fall during the transfer.
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Review of a Nurse's Note dated 04/24/14 OO
AM. revealed Resigent #8 compiained of pam
his/her right leg and there was "edema’” in the
right knee. However, Resident 86 refused pain
medication. Review of & Nurse's Note deted
04/24/14 at 7210 AM revealed a "tate entry” for
3:00 AM. which stated Resident #8's rightf knee
was "edematous” with “+3" (significant) "edema”
noted. Continued review of the 04/24/14 Nurse's
Notes reveaied at 10:30 AM. the nurse
documenied the Advanced Fractice Registered l
Nurse (APRN} was notified of the skin tear on i
Resident #5's [eft lower extremity and approved |
|
|

of the treatment, Review of the Note ravealed the
s APRN was aiso notilied of the right knee pain
Resident #6 was having, nc new orders were
recaived and the nurse documented the APRN
was to ook at” the residaent's knee on her next

visit

Review of the 4/24/14 "lats entry” timed 715 AM,
revealed Resident #8 complained of right knee
pain and rhe knes was swollen, wilh no redness

or warmith noted. Continuad review of the "late ;l
entry” Nete revealed Tyienol was administered
and the nurse woulid continue to monitor. The
"late entry” Note revealed at 1.30 PM, Resident
#8 complained of right knee pain and Tyleno! was
administered. Further review of the "late entry” !
Note revealed at 300 PM, Resident #6's !
daughter was notified related to the resident's :
complaints of right knee pain and that "PRN" {as
necessary) pain medications were being
administered to "control” the pain. The “late
entry" Note indicated the resident’s daughter was
“agreeable” with "alf".

Interview o 05/07/14 a1 550 PM with LPN #5,

Fyent I YL Facisty 10 100480
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F 323 Continuad From page 27
revealed she recewved inreport on 04/24/14
irformaltion regarding Resident #6 having a skin
tear on histher jeft shin which occurred during a
transfer on 04/23/14. LPN #5 stated she did not
have to agminister any PRN pain medication to
i Resident #6 on 04/24/14. LPN #5 reported one
(1) of Resident #6's daughters had inquired what
had happened the "night before” and she
mfarmed the daughler she had not worked on
04/23/14

Review of a 04/25/14 Nurse's Note, timed 8:00
AM. revesled Resident #6 complained of right leg
pain and PRN Tyienof and the nurse would
continue to monitor. At 9:20 AM, the nurse
documented Resident #8 was "resting in bed”
with no signs and symptoms of "distress” noted,
Raview of the 04/25/14 Nurse's Note, timed 7:00
PM, revealad Resident #6's family was
"concerned” about the "ederma” and "warmih” in
histher right knee. Continued review of the Note
revealed the family was requesting an x-ray and
the Physician was notified of lhe request,

; Continued interview with LIPN #5.m on 05/07/14
| at 5:50 PM reveated on G4/25/14, during shili
report, she was toid Resident #6 had "swelling” in
his/her rnight knes and "yelled out™ in pain during
the previous shitt and Tylenct had been
administered. LPN #5 reported she belisved
Resident #6's pain was addressed with the
APERN: however could not recall how she knew
this infarmation. Continued inierview with LPN
#5 revealed Resident #6 had experienced
“some" swelling in hisfher night knee “a few
months back” and therefore, no one “really
thought 1oo much about it". She stated she
assessed Resident #8 after shift report on
04/25/%4, and found swelling and warmth to the

XD SUMMARY STATEMENT OF DEFICIEN{IES 15 PROVIDER'S FLAN OF CORRECTION
PRESIK SEACH DEFICIENCY MUST BE PRECEDED BY FlLL DREFIN (EADH CORRPECTIVE ACTION SHOLLD BE hs
TAG REGULATORY OR LSC (DENTIF Y ING [WEORMATION TAS CROUSE-REFERERCED TO THE APFROPRIATE
CEFICIENCY;
F 323 |
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F 323 Continued From page 28
resident's right knee. LPN #5 stated she asked
the medicalion technigian {med tech} o
adrminister Tylenol to Resident #6 during the next
medication pass. She stated one (1) of Resident
#B's sons and another daughter were vigiting on
the evening of 04;'25’14 and made reference o
the resident having "a ot of pain”™in his/her kree
and they had been told he/she had been
“dropped” LPN #5 stated she toid Resident #6's
son and daughter there was no documentation of
the resident sustaining a fal and stated she
rerminded them of histher right knee "sweliing in
January from fluid on the knee". She reported
she told them "fluid on the knee” was painful and
she could ask the Physician for an arder for an
x-ray. LPN #35 stated Resident #6's son told ner i
would be ckay to ask the Physician the next
morting for an x-ray of the knee.

Review of the Nurse's Note dated 04/26/14 at
10:40 AM. revealed the nurse spoke with the
APRN regarding the fax to the Physician related
to Resident #6's family's concern about his/her
right knee edema and warm (o touch and request
for an x-ray. Cortinued review of the Note
revealed a new order was received for a "venous
doppier” {ultrasound) of Resident #6's right leg
secondary fo warm to touch and edema.
Resident #6's Power of Atlormey (POA) was
notified of this information per the nurse’s
documeniation.

Interview on 05/08714 at 405 PM with Licensed
Practicat Nurse Applicant (LPNA) #4 revealed she
was the Gharge Nurse on 04/26/14 and had
spoken to the APRN aboult the fax to the
Physician for an x-ray of Resident £68's right knee
and about the family's concerns. She stated the
APRN orderad a "venous doppler” instead of an

i
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F 323 Continved From page 29
x-ray. as she (LPNAj thought Residant #8's right
knee edema might have heen related io a Deap
Veln Thrombasis (DVT), a biood clot. LPNA #4
slated she called the portable x-ray company and
gave them the order for the "venous doppler”.
According to LPNA #4, the portable x-ray
company called back and said they could not
come ta do the ordered "doppier” until 04/28/14.

Continued review of the (4/26/14 Nurse's Notes
revealed al 11:20 AM. Resident #6 continued 1o
complain of right leg pain and PRN Tylenol was
giveri. Review of the Nurse's Note dated

called "upseticrying” and stated her sister had
told her the night "after” the skin ear incident
happened, she was at the facility when an "aide"
told her Resident #6 was "dropped” when the
geri-chair "slid" and hisfher right leg "buckled” at
that tme. The Mote revealed Resident #6's POA
was "demanding” an x-ray be performed of the
resident's right leg. Continued review of the Note
reveaied the POA informed the nurse; there was
“neglect” going on in the fac.!EEy: the "aides”
should not nave “dropped” Resident #8. and the
“aides” should have been Tess worried about that
| chair'. The nurse documenied in the Note she
‘ toid Resident #6's POA she "got ne report of* the
resident "being dropped” and had read through
the medical record snd there was nothing
charted. Further review revealed a Nole timed
1:29 PM, which revealed the nurse had notified
the faciity's Social Worker {SW) regarding what
the POA had said and the SW was to call the
POA. Review of a Note timed 1:40 PM, revealed
the SW called the nurse back and informed her
the family wanted an x-ray

’ Continued interview on 05/08/14 at 4:05 PM with

04/26/14 at 100 PM, revealed Resident #8's PQA
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Licensed Practical Nurse Appiicant (LPNA) #4
reveaied Resident #6's POA cailed her an
04/26/14, "orying and upset” and told her ancther
daughtar had visited the resident 04/24/14,
Continued interview with LPNA #4 reveaied
Resident #8's POA reporied the daughter who
wvisited on 04/24/14, was loid by a2 CNA the
resident was "droppad” on 04/23/14 when helshe
cbtained the skin tear. LPNA #4 stated she
called the faciity's Sociat Worker (SW)on
04/26/14 and informed her of what Resident #6's
POA had told her regarding baing upset because
the "aides were neglecting” the resident.

Review of the 04/26/14 Nurse’s Nole at 2:30 PM
revealed the nurse notified the Physician
regarding the POA's reguest for an x-ray and
received a new arder for an x-ray of Resident #8's

right knee.

Further interview on 05/08/14 at 4:05 PM with
LPNA #4 revealed she had "paged” the Physician
at 2:30 PM and the Physician returned her call
and crdered the x-ray.

Review of (he Nurse's Note dated 04/26/14 timed
4:30 PM, revealed a nurse documented Resident
#6's right knea remained "swollen and warm to
touch” and he/she had complainis of pain to the
right feg. Continued review of the Note at 4:20
PM. revealed Resident #8 did not want to be
moved or reposilioned. Review of the Note timed
5:30 PM, revealed Resident #6 was "yeliing in
pain when lransferred to geri-chair” and the nurse
attemptad to give Tylenol which the resident “spit
out". Review of the Nurse's Note timed 5:00 PM
revealed the portable x-ray company was at the
facility to perform the x-ray and Resident #6 had
"refused dinner and fluids". Review of the Nota

F 323
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F 323 Continued From page 31
timed 645 PM, revealad the nurse noted the
x-ray raport had been recaived and revealed an
“acute nondisplaced femoral fracture”. Further
review of the Nurse's Notes reveazied at 710 PM,
the Physician was notified. a Note at 800 PM
revealed the nurse noted the Physician called
back and she went over the x-ray repor with him.
Continued review of the 800 PM Note reveaiaed
the nurse documented the Physician ordered
Resident #6 sent to the ER. Review of the
Nurse's Note timed 8:30 PM revealad Resident
#6 was sent to the ER via ambulance.

Review of the Hospital ER Physician
Documentiation, dated 04/26/14 revealed
Residert #6 was diagnosed with a fracture of the
“distal” right femnur and a "knee immobilizer” was
placed. Continued review of the ER Physicran

i Documentation revealed Resident #8 was
discharged back to the facility on 04/26/14 at 858
P in stable condilion with narcotic pain
madication ordered,

Further interview on 05/07/14 at 5:50 PM with
LPN #5, ravealed on 04/26/14 she informed LEN
#1 they needed to call the Director of Nursing
{DON} and see what needed ta be dene. She
stated the DON was called between 3:30 PM ang
4:00 PM, everything she had learmed was
reported (o the DON. LPN #5 stated the DON
talked to LPN #1 and was also going o talk fo the
day shift nurse, LPNA#4 10 "see how the family
was that day". LPN #5 indicated she should have
"done something” on 04/25/14 after fearning of
Resident #8's fali, such as, contacting the
Physician: however, did not feel she had enough
tnformation at that time.

Interview on D5/08/14 at 6:23 PM with the DON,
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revealed she knew an incident occurred on
G4/23/14 during a transfer of Resident #6 when
he/she sustained a skin tear to the leff shin which
she had learned about during mormng meeting
on 0424714, She stated she and a day shift LPN
went and assessed Resident #6's skin tear and
right knee for oruising and swelling. She reported
lhey alsg reviewed Resident #6's medical record
which revealed Resident #6 had expernenced pain
and swelling in the right knee in January, 2014
The DON stated zt that time they thought they
just had a "bump and buckle of the knee”, nothing
more because of having the same prablem in
January. Continved interview with the DON
revealed on 04/24/14, the APRN was rotified of
Resident #6's nght knee being swollen, warm 1o
touch and painful. She stated LPN #5 should
have contacted the Physician on 04/25/14 after
she learned of Resident #6's falt however, had
not contacted anyone incfuding harself unti
04/26/14. The DON stated she should also have
been contacted on 04/25/14 s0 she could
mvestgale and re-educale as necessary. She
stated the facility had training for staff on
transfers including the use of gait belts and Hoyer
ifts. The DON reported Resident #6 had been a
Havyer Kt but became "fearfut” of the fift and the
facmty had initiated transferring him/her with &
“towel”. According to the DON, she though! the
Hoyer liff had been discontinued in January
hecause the resident "feared i1, However, she
indicated the facity had na format training for
CHNAs o determine they could safely fransfer
residents using the "owel"” method. She stated
“new aides” were trained on the "towe!” method
by their co-workers. The DON stated Resident
#6's Comprehensive Pian of Care shouid have
bean revised o discontinue the Hover 1ift and add
the "owel" transfer method. The DUON stated she
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axpecied the staff io follow the Care Plans.
Record review revealed the Hovyer [iff was listed
as an intervention an the Comprehensive Care
Plan and the CNA Care Plan prior to 04/26/14,

2. Observation of the facility on 0508114 at 11:10
AM. revealed there were no bolt covers on the
loitets in room 18, room 37, and room 44,

interview with the Maintenance Supervisor on
05/08/14 at 3:20 PM. revesled bolts should be

i covered on the toilets, He staled it was his

i responsibility to ensure the toilet bolt covars were
n place. The Mawntenance Supervisor stated he
had a log for repairs: however he had not been

"keeping up with it",

f Interview with the Administrator on 05/08/14 at
3:35 PM. revealed maintenance was responsipie
for checking areas ragarding the bolts on the
toilels to enswe residents were safe using the
bathroom. The Administrator stated he expected
everyone in the facility lo be responsible for the
upkeep and report to him when they noticed
areas of concern. Further interview with the
Adminisirator revealed the missing boit covers
placed residents at risk, as not having the bolls
covered, could cause a skin tear or cux The
Administrator revealed "witimately” it was his
responsibility 1o ensure alf fixtures were safe for

residents,

Xty 1D SUMMARY STATEMENT OF BERICIENGIES io PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DESKCHENCY MUST BE PRECEDED BY FULL PREFiX EACH CORRECTIVE ACTION SHOULD BE
Tas REGULATORY DR (50 DENTIFYVING IHEQRMATION) TAG CROSS-REF ERENCED T2 THE APPROPRIATE
CEFICIENCY i
F 323

FORR CMS- 255 702-49) Previous Vers.ons Obaclete cvent D4yl

]

Farminy 10 150480 If continualon sheet Page 34 of 33



CEERMCRAINT O LR T AT gy SLELLEL FORM APPROVEL
L CENTERS FOR MEDICARE & MEDICAI SERVICES GMB NO_ 09380301
lg FATEMENT OF DEFICIENCIES (X1 PROVIDERSUPPLIERICLIA (X2 MULTIFLE CONSTRUGTION ix3) DATE SURVEY
”f AN BLAN OF CORRECTION IBENTIFICATION NUMBER: A BUILDING 04 COMPLETED
H
| 185295 BOWING osmrionta |

112 DOVER DRIVE
DOVER MANOR
; GEORGETOWN, KY 40324

(XD SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION r5]
PREEIX {EACH DEFICIENCY MUST BE PRECEDED By FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 85 COMPLETION

TAG REGULATORY GR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENGED TO THE APPROPRIATE - BATE

OEFICIENGY: .
K000 INITIAL COMMENTS K o0,

 CFR: 42 CFR 483.70(a)
 BUILDING: 01

PLAN APPROVAL: 06/15/77
- SURVEY UNDER: NFPA 101 2000 Existing
FACILITY TYPE. SNFINF

SMOKE COMPARTMENTS: Four {4} smoke
- compariments

. FIRE ALARM: Complets fire Bisrm sustam with

b T
e lani

[+

SPRINKLER SYSTEM: Complete (wet) sprinkler
system

GENERATCR: One (1) Type Ul natural gas

cenoaraine

| A Standard Life Safety Code Survey was :
conducted on 05/07/14. The facitity was found to

" be in compliance with the requirements for
participatior: in Medicare and Medicaid in

. accordance with Title 42, Code of Federai
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tatement ending with an asterisk {*} denotes 4 deficienicy which the institution may be axcused from vorrecting providing it is determineft that
ather safequards provide sufficient protecton to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosabie 90 days
folfowing the date of survay whether or nat a plan of correction is provided, For nursing hamas, the above findings and ptans of Cofrechon are disclosabie 14
days following the date these documents are made availabie to the facility. If deficlencies are cited, an approvad plan of correction is requisite 1o confinuand

CUOTSH St ok

FORM CMS-RE8T02.89) Previcus versions Obsolere Event I 41421 Facity 1D 100480 If continuation sheet Page 1af 1



