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it is the practice of this facility to
ensure services are provided and

An Abbreviated Survey investigating arranged in accordance with each

#KYO0018516 was initlated on 068/12/12 and

concluded on 06/15/12. The allegation was j e resident’s written plan of care.
substantiated with deficient practice clted at !
483.26 Quality of Care, . Resident # 4’s care plan

F 282 |1483.20(k)(3)(il) SERVICES BY QUALIFIED

cert | PERSONS/PER GARE PLAN interventions were reviewed by

the unit manager on June 16,
2012, The care plan was revised

' The servtces"provlded or arranged t;y the facility

‘must be provided by qualified persons in : | toinclude an alarming floor mat
| accordance with each resident's written plan of | 1 at bedside. On June 16, 2012 the _

I'care, ' | - unit manager placed an alarming
' S floor mat at resident bedside as a

This REQUIREMENT Is not met as evidenced fall prevention Intervention,

| Basad on observation, interview, record review All other care planned

and review of the facliity's palicy, it was - interventions were in place and
: determined the facility failed to ensure the : approrpiate for Resident #4 at
{ comprehensive plan of care was followed forone | - yima of review on June 16, 2012

i (1) of seven (7) sampled residents (Resldent #4}. -
| The facility failled fo ensure Resldent #4 received
assislive devices, as per the Plan of Care, lo ‘
| prevent accidenst when he/she was observed

| walking In the hall outside histher room: No
alarm was sounding. Staff returned the resident

| to bed and did not apply an alarm. Accordingto |
| the Comprehensive Care Plan, the resident was
] to have a bed alarm. '

The ﬂndmgs InG]Ude. : ’ B{‘;;‘.-3r.:.%'.-;;:.«if-.'.k‘.':f.-‘:f'.‘.&@ll,lm'r::—.—.!-,r:-:r:x:a &

| Review of facility's "Falling Star Program" policy,
| effective 07/16/10, revealed "appropriate

| interventions with care plan updates will be
Implemented to prevent falls".

‘J\? (ATORY DIRECTOR'S OR PROVIDEF/SUPFLIER REFREGENTATIVES SIGNATURE ~ TITLE T 8 DATE

weabtrndhornton Aduninisiator  Hzzlzo12

by cfe!’iclen.cf statement ending with an asterisk (*) danoles a deficlency which Lhe institution may be excused from correcting providing it is thermIrJeti that -
alher safeguards provide sufficlent protection to the patlents. {(Sea instructions.) Except for nursing homes, the findings stalsd above are disclosable 90 days
‘ollowing the date of survey whether or not a plan of correction Is provided. For nursing homes, the ahove findings and plans of correction are disclosable 14
jays following the date these documents are mada avallabla to the faclllly. If deficlencles are cltad, an approved plan of correction Is requisite lo contlnued

srograrn participation. :
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 Clinical record review revealed the facility _
‘admitted Resident#4 on 08/21/07 with diagnoses
‘which included Chronic Obstructive Pulmonary
'Disease, Congestive Heart Failure, Hypertension,
Schizophrenia and Difflculty Walking.

‘Review of the Significant Change Minimum Data
.Sat (MDS) Assessment, dated 05/04/12, revealed,
‘Rasident #4 required limited assistance of one (1)-
-slaff for transfers, and supervision for ambulation.
‘Continued review revealed the resident scored 05.
'on the Brief Interview for Mental Status (BIMS),
JIndicating severe cognifive impalrment.

'Review of nursing documentation, dated

1/06/24/12, revealed Resident #4 had a witnessed
Jifall with & fracture when the regident attempted to
tise from the wheelchalr unassisted.

! -Review of the Comprehensive Care Plan

revealad it was updated on 05/24/12 to Include

.. linterventions for bed and.chair alarms. Review of
I-the Certifled Nursing Assistant (CNA) Care Plans

for the months of May and June 2012, revealed
the resident was to have bed and chalr alarms in

1iplace.

J:During the initial facility tour, on 06/12/12 at 11:50

1/AM, observation revealed Resident #4 was
walking in the hall outside hisfher room. No

| alarm was sounding. Continued observation

| revealed CNA #1 approached and redirected

1 Resident #4 back to bed. Because Resident #4

1 was noted to be short of breath, CNA#1 called

out for Licensed Practical Nurse (LPN)#1 to

asslst; The resident's oxygen was reappliod;

howaver no alarm was noted to the bed and none .
was applled.

XD | - ~ BUMMARY: STATEMENT OF DEFIGENCIES ‘ (X5) ,
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F 282 Contmued From page 1 F 282 Current resident care plans were

. completed by the QA Nurse and

_with revisions when applicable
" related to incidents or change in |

reviewed by administrative
nurses to ensure that
interventions are effective for
residents current assessed care
needs with updates to plan of
care as [ndicated. This action
was completed-on July 6, 2012

Observation audits were

House Supervisors to ensure care
provided to current residents
was in accordance with their
current comprehensive care plan.

On July 3, 2012 the Director of
Nursing re-educated the
Interdisciplinary Team (IDT)
regarding care plan interventions

resident’s assessed needs,

(1
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.Obsérvation, oh 08/12/12 at 3:30 PM, revealed
'Resident #4 was not In the room. No bed alarm
‘'was present. Subsequent observations, on
:06/13/12 at 9:30 AM, 9:42 AM, and 11:00 AM,
‘revealad Resldent#4 was In hed; however, no
-alé\rm was In place,

Intervlew with CNA #1, on 06/13/12 at 2:00 PM,
‘revealed Resident #4 was very non- comphant
-He stated he had just placed a new alarm on the
-bed. He further stated the resident had a history
‘of pulling the wire out of the alarm and throwing

|| the box across the room. He confirmed no bed

-alarm was in place, as per the Comprehensive .,
Care Plan, on 06/12/12 when the resident was

Jroutin the hall. When asked why the resident did

1 not have an alarm‘at that time, he repsated the

E resident "pulls the wire out".

| Interview with LPN #1, on 06/14/12 at 10:07 AM,
- f;‘revealed she was the Unit Manager for the

‘|| Breckenridge Unit, where Resident #4 residad.
‘['She confirmed no alarm was sounding on

1:06/12/12 when she entered the room after the
| resident had been found walking In the hall. She

1l 'stated the resident was non- compliant and fook
leverything off. She further stated Resident #4

‘{.had been known to throw the alarm in the trash,
{Continued interview revealed the aides were

| supposed to check the alarms at the begipning of
Jeach shift. She stated they documented the

| checks on an "internal document” which she

| reviewed dally. On further Interview, the Unit

| Manager stated It was not facility practice for the
:nurses o do narrative documentation regarding
the alarms. The Unit Manager could not explain

1 why the resident did not have an alarm on

The facility’s Continuous Quality
Improvement (CQl) committee
meets Monday through Friday
and will review all changes of
resident conditions to ensure
interventions consistent with
assessed needs are initiated with
appropriate care plan revisions
as applicable.

Provision of care audits will be
completed by the QA
Nurse/Administrative Nurses to
monitor that provislon of
resident care is congruent with
the care plan interventions based
on the resident's
current/assessed needs. The
audits will be completed 3 times
weekly for 2 weeks, then weekly
for 2 weeks and then monthly
thereafter.

. On luly 3, 2012 the Staff

| =~ Development Cocrdinator re-
educated nursing staff related to
; following interventions on

! resldents comprehensive care
plans.
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:
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This REQUIREMENT is not met as evidenced
by: ' ' - i
{ Based on observation, interview, record raview
{-and review of the facliity's policy, it was

The facility must ensure that the resident
shvironment remains as free of accldent hazards
as is possible; and each resident recelves
.adeguate suparvision and asslstance dewces to
prevent accidents. :

§ determined the fac;l[ty falled to ensure each

¥
P

will be reviewed monthly by the il
QOA committee with revislon of

the plan/monitoring as deemed {:
necessary by the QA Committee ; :

ND PLAN OF CORRECTION IDENTIFIGATION NUMBER: ABULDNG ) COMPLETED
e o
B. WING i 2k
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L :
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T eview of are planned i
k282 Continued From page 3 F282 interventions wri’ll occui during !‘T‘* :
1 06/12/12 or on 06/13/12 prior to 2:00 PM, per the ' the daily CQI review, weekl il
| Comprehansive Care Plan, : v ’ V.
= standards of care review and QA i
| Interview with the Director of Nursing (DON), on ,  Committee meetings with |
06/16/12 at 4:44 PM, revealed Resident #4's . revisions to the plan as indicated 7|
| alarm was moved from bed to chair as needed, by the QA Committee. CQI 1
‘tdepending on the resldent's activity. She ‘committee is composed of _
| explained Resident #4 had a history of remaving Administrator. DON ,
the alarm, and had been known to shove it under ministrator, DOR, _
| the mattress, or in the cloget, where it could not ;  Administrative Nurses, Social “
be heard from out in the hall, She stated the , ¢ Services, Activities, and Dletician. ' !
{ aldes documented alarm checks on a form that f The QA committee is composed
 was not part of the medical record. She . of the Medical Director, 13
' confirmed the form was an internal dogumeant. 1 : {q
‘The DON further stated the Unit Manager audited 1 igm:";s"atiof’ zON' Soclal E
'the forms and disclplinary action was initiated If i ministrative Nurses, Socla 1
.checks were not done. She could not explain ] Service Director, Activities,
why Resldent #4 did not have an alarm on i Maintenance, Pharmacist and g
'06/12/12 or 08/13{12 prior to 2:00 PM, per the : Dietician. il
Care Plan Interventions in place. ‘ ' i
F 323 1 483.25(h) FREE OF ACCIDENT F 323{ it ‘et k]
§5=0 | HAZARDS/SUPERVISION/DEVICES . || Auditsresults of provision of care |

The Adminlstrator and Director
of Nursing will be responsible for
overall compliance.

Corrective action 3
completed: July 20, 2012 't
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. 323% N ' .. -~ f  Itisthe practice of this facility to
_; Contifued From page 4 F323|©  ensure residents recelve

| résident received adequate supervision and
| asslistive devices to prevent accidents for one (1)

of seven (7) sampled residents (Resident #4).

| The facility failed to ensure Resident #4 recieved
adequate assistive devices to prevent aceldent

when he/she was observed walking in the hall

| outslde histher room. No alarm was sounding.
Il Staff returned the resident to bed and did not ‘
'| apply an alarm, According to the Comprehensive |

Care Plan, the resident was to have a bed alarm.

The findings include:

| Raview of facility's policy titled “Falling Star
| Program", effective 07/16/10, revealed

"approptiate Interventions with care plan updates

"will be Implemented to prevent falls".

Clinical record review revealed the facllity

admitted Resident #4 on 08/21/07 with diagnoses

which included Chronic Obstructive Pulmonary

‘Diseass, Congestive Heart Fallure, Hypertension, -
“Schizophrenia and Difficulty Walking.

' Review of the Significant Change Minimum Data

. Set (MDS) Assessment, dated 06/04/12, reveaied
‘Resident #4 scored 05 on the Brief intsrview for |
- Mental Status (BIMS), indicating severe cognifive

- |.Impairment. Continued review revealed the
‘resident required limited assistance of one (1)
‘staff for transfers and supervision for ambuiatlon

Review of nurslng documentation, dated

05/24/12, revealed Resident #4 had a withessed -
fall with a fracture when the resident attempted to
|rise from the wheelchalr unasmsted

T Review of the Cornprehenswe Care Plan

adequate supervision and
assistive devices to prevent
accidents,

Resident # 4 fall interventions
were reviewed and revised by
the unit manager on June 16,
2012 with revision of the plan of
care to include an alarming floor
mat at bedside. On June 16,
2012 the unlt manager placed an
alarming floor mat at resident
bedside as a fall prevention
intervention.
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NAME OF PROVIDER OR SUPPLIER - STREETADDRESS, CITY, STATE- 21P CODE b
' 1600 TRENT BOULEVARD
‘ NORTHPOENT).'II.EXINGTON HEALTHCARE CENTER | B B LEX!NGTON KY 405 15 o :
Ko | SUMMARY STATEMENT OF DEFICIENGIES « Ip PROVIDER'S PLAN OF. GORREGTION | g fE
PREFIX |,  (EACH DEFIGIENGY MUST BE PRECEDED BY FULL | PREFX il {EACH CORRECTIVE ACTION $HOULD BE . compLeTIon | +
JAG | REGULATORY OR LSG IDENTIFYING INFORMATION) 1 1A GROSS-REFERENCED TO THEAPPROPRIATE || DATE
: nencmncv) ,,
. 3‘2 3 :%Continued Fior"n pelse 5 . 323! Current residents were teviewed [
: . : by administrative nurses f i
irevealed it was updated on’05/24/12 to include : n:ed /revi:i;ns to a:;sifv eor |
“interventions for bed and chair alarms. Review of devi ‘ !
-{the Gertified Nursing Assistant (CNA) Care Plans devices to ensure that current i
| for May and June 2012 revealed the resident was | 'f Interventions are appropriate 1|
! fto have bed and chair alarms. : and Implemented for residents
i Ob tton d the Inial 06/12/12 at [ current care needs. Updates to
. [:Observation during the Initial tour, on at . : lan '
“ 1 11:50 AM, revealed Resident #4 was walking in o :damiﬁfs‘;i';‘:.“;e;e completed by - |
the hall outside his/her room. The resident's left - }SIrative nurses as :
| arm had Ace wrap unwound and hanging. No indicated. This action was
alarm was sounding. Continued observation _ ! completed on July 6, 2012,
1 revealed CNA#1 approached and rediretted { 3 Ok
Resident #4 back to bed. CNA#1 called for f On July 3, 2012 the Directorof . i
Licensed Practical Nurse (LPN) #1 to assist. The ; . Nursin‘; ;e-educated the IDT i
Jresident's.oxygen was reapplied and the arm was di .
| rewrapped. No alarm was noted to the bed and regarding supervision of
hone was applied. ; residents, compliance with
fi . assistive device and preventive il
: Observation, on 06/12/12 at 3:30 PM, revealed interventions with revisions to A
| Resident #4 \was not'in the room. No bed alarm . ’ those ihterventions. |
| was present, Observations, on 06/13/12 at 9:30 | o W‘g ' .grn‘?@,qnf&as anplicable il a
ﬁﬂ 9:42 Ft\)M .a'?d 11:00 AM, ]revealed I:?es;dent : {  ionluly3, 2012'the Statf "
[ #4 was in esi, owever, ho alarm was In place, | Development Coordinator re- |
| Interview with LPN #1, on 06/12/12 at 11:55 AM, | educated nursing staff related to |
| revealed Resldent #4 was non-compliant with following care plans and ensuring i
1 wearing oxygen and the Ace wrap. She stated assistive devices areinplaceand j *
| the rfis{dent was "one we have o watch'feal 7 functional in accordance with ‘ J
close": ‘ ‘ ] each resident’s established plan  |:
Interview with CNA#1, on 06/13/12 at 2:00 PM, of care.
revealaed Resident #4 was very non-compllant.
He stated he had just put a new alarm on the
‘bed. He further stated the resident pulled the
‘wire cut of the alarm and threw the box across
‘the room. He confirmed no bed alarm was In
“place on 06/12/12 when the resident was out in
the hail. When asked why the resident did not
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NAME OF PROVIDER OR SUPPLIER . ' R [y sy p———— -
.| 1500 TRENT BOULEVARD bt
NORTHPOINTIF?:'XINGTON HEALTHCARE CENTER B B LEXINGTON. KY 40515 ) .
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. : : | Provision of care audits willbe |
F 323 | Continued From page 6 © F323f  completed by the QA
have an alarm at that time, he repeated the Nurse/Adminlstrative Nurses to
: resident “pulls the wire qut : . monitor that provision of
Follow-up interview with LPN #1, on 06/14/12 at | . fesident care s congruent with ,
110:07 AM, revealed she was the Unit Manager for , the care plan interventions based N ‘
the Breckenridge Unit, where Resident #4 ~ onthe resident’s ‘ ;
residéd. She confirmed no alarm was sounding - current/assessed needs and that
: ! Aitagtd :
{on 06/ 11_3’ 1?1“;h;’" she elt';tered g’"? "tels'ct'ﬁm: ’ - all assistive devices are in place
foom arter he/she was obseérved out in ihe hall,  and functional in accordance

1 She stated the resident was non-compliant and
took everything off. She further stated Resident
i #4 had been known to throw the alarm in the

with each residents plan of care.

trash. Continued interview revealed the aldes did |.- : Audits will be completed 3 times
an alarm-chezk at the beginning of each shift, , - weekly for 2 weeks, then weekly

1 She stated. they documented on an internal for 2 weeks and then monthly
document and she reviewed the documentation | o thereafter by the QA ,‘

| daily. On further interview, the Unit Manager ; g
stated it was not facllity practice for the nurses to | : ‘l\!}[rse/admmlz‘;tratwe nurses.

do narrative documentation regarding the alarms. | rAudits of assistive devices results
She could not explain why the resident did not | 1 will be reviewed monthiy b
g . y the

{ hfave an alarm on 08/12/12 or on 06/13/12 prior to | QA committee with revision of

2:00 PM. y L '

the plan/monltormg as deemed .

Interview with the Director of Nursing (DON), on | by the QA Committee. The QA ;

06/15/12 at 4:44 PM, revealed Resident #4's : committee Is composed of the g
-alarm was moved from bed fo chalr as needed. . Medical Director, Administrator, :

She ekplained the resident shoved the alarm : DON, Administrative Nurses,

under the mattress, or in the closet, and It could
not be heard from out in the hall. She stated the
gides documented alarm checks on a form that

Social Service Director,
Activities, Malntenance,

was not part of the medical record. She - ; Pharmacist and Dieticlan.
confirmed the form was an internal document. ; '

The DON further stated the Unit Manager audited The Admlinistrator and Director
the forms and disciplinary action was Initiated If | of Nursing will be responsible for
'checks were not dohe. She could not exglain - overall compliance,

‘why Resident #4 did not have an alarm on :

08/12/12 or 06/13/12 prior to 2:00 PM. . Corrective action

completed: Iuly 20 2012
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