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An Abbreviated Survey investigating complaint
#KY20780 was conducted on 10/08/13 through
10/11/13 to determine the facility's compliance
with Federal requirements. ' KY 20780 was
substantiated with deficiencies cited with the
highest scope and severity of a "G",

Resident #3 was provided incontinent care while RN e
standing in the shower with two (2) Certified SN e T
Nurse Aides (CNAs) per care plan; however, one
{1) CNA left fo get a towel, leaving the resident
with one CNA and the resident lunged falling fo
the floor. The resident sustained a fractured right
hip, fractured right etbow and swelfing and
bruising to the penis.

Staff failed to transfer Resident #1 to the bed
from a care foam chair prior o providing
incontinent care. When the staff lurned the
resident to his/har side, the resident fell off the
chair to the floor and sustained a fractured knee
and faceration fo the left upper forehead.
Resident #1 required pain medication two to three
timas daily to try to contrel histher knee pain,

Resident #2 was being ambulated with one (1)
person assistance without a gait belt when CNA
#4 lost control over the resident resulting in an
assisted fall to the floor. While Resident #2 was
on the floor, helshe raised his/her head off the
floor and slammed his/her face on the floor
resuiting in a black eye to the right eye and a cut
above the right brow.

Residant #5 was attempting to get to the sink in
his/her room to brush histher teeth and a Broda
chair was blocking access to the sink resulting in
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Any deﬁ@kﬁement ending with an asterisk (*) denoles a deficlency which the institution may ba excused from correcting providing it is delermined that L |
other safégirds provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings staled above are disclosable $0 days
following the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of comection are diselosable 14
days following the date these documents are made available to the facility. if deficlencies are cited, an approved plan of comection [s requisite to continued
program participation. ’
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An Abbreviated Survey investigating complaint // :
#KY20780 was conducted on 10/09/13 through / b
10/11/13 to determine the facility's compliance /
with Federal requirements. KY 20780 was | NOV 2013

substantiated with deficiencies cited with the
highest scope and severity of a "G".

Resident #3 was provided incontinent care while
standing in the shower with two (2) Certified
Nurse Aides (CNAs) per care plan; however, one
(1) CNA left to get a towel, leaving the resident
with one CNA and the resident lunged falling to
the floor. The resident sustained a fractured right
hip, fractured right elbow and swelling and
bruising to the penis.

Staff failed to transfer Resident #1 to the bed
from a care foam chair prior o providing
incontinent care. When the staff turned the
resident to his/her side, the resident fell off the
chair to the floor and sustained a fractured knee
and laceration to the left upper forehead.
Resident #1 required pain medication two to three
times daily to try to control his/her knee pain.

Resident #2 was being ambulated with one (1)
person assistance without a gait belt when CNA
#4 lost control over the resident resulting in an
assisted fall to the floor. While Resident #2 was
on the floor, he/she raised his/her head off the
floor and slammed his/her face on the floor
resulting in a black eye to the right eye and a cut
above the right brow.

Resident #5 was attempting to get to the sink in
his/her room to brush his/her teeth and a Broda
chair was blocking access to the sink resulting in
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the resident attempting to move the chair and
sliding to the floor from the wheelchair which
resulted in redness to the resident’s shins and
minor pain, '

483.15{a} DIGNITY AND RESPECT CF
INDIVIDUALITY

The facility must promote care for residents ina
manner and in an environment-that maintains or
enhances each resident's dignity and respect in
full recognition of his or her individuality.

This REQUIREMENT is not met as evidenced
by:

Based on observation, Interview, and record
review it was determined the facility failed to
ensure privacy and dignity were maintained
during incontinent care for one (1) of five (5)
sampled residents (Resident #1). Cedified
Nursing Assistants (CNAs) were providing
incontinent care for Resident #1 in full view of the
resident's roommate.

The findings include:

Review of the facility's "Nursing Service Vision”,
(undated), revealed "Nursing through provision of
halistic care, will assist the residents in achieving
their optimal independence, maximum
participation in decision making and positive
feelings of self worth and dignity."

interview with Resident #1's roommate, on
10/09/13 at 10:25 AM, revéaled Resident #1 was
being changed and when staff turned the resident
to his/her side, the resident rolled out of the chair
onio the floor. When the resident was asked how

What corrective action(s) will be accomplished for
F 241( those restdents found to have been affected by the
deficient prasticej

One of the two Certified Nureing Assistants (CHAS)
failing to provide privacy, no loanger works at
the facility. Yhe other CNA was issved a
disciplinary action on 10/10/13 by the Staffing
Birector after discovering she failed to provide
privacy during care. S0P Section 3, fi4, {See
Attachment A} *Resident Rights“, was reviewed with
the CNA. She voiced understarnding of the irportance
of providing privacy with care,

How you will identify other residents having the
potential to be affected by the same deficient
practice, and what corrective action will be taken;

2411 residents have the potential to be affected by
this practice. ©n 1¢/18/13 video training and
check-offs were initiated for all direct care staff.
The video training discussed provision of privacy and)
was completed by the Director of Nursing (DOK}, the
Assistant Director of Mursing (ADON),the Staffing
Coordinator,Minimum Data Set (MDS}Coordinator #1,the
Clinical Coordinator and the 311 Registered Nurse
{RN} . A test was administered following the training
with a required 80% ecore to pass (See Attachment B) .
Also a return demonstration by all direect care staff
which included Registered Nurses {(RN),Licensed
Practical Murses {LPR}, Certified Medication Aides
{CMA) ,and Certified Nursing Assistants{CHA) was
conducted to ensure privacy is provided during care.
Additionally, the DON, ADON, Staffing birector,
Clinical Coordinator, MDS Ccordimators #1 and #2
Infection control Hurse,the Nurse Practitioner (APRR}
and the Incident Management Coordinatoxr were trained
and checked-off {See Attachment C). The Care Plans of
each resident were vpdated to include,” provide
privacy” (Ses Attachment D}, This was completed on
11/01/13 by MDS Coordinatore #1 and £#2. The Plow
Sheets of all residents {(See Attachment E} were also
updated to include provision of privacy with all care
on 11/01/13 by the MDS Coordimators #1 and $#2, SOP
Section 3,44, "Resident Rights” was reviewed with all
staff during the in-service (See Attachment A}. Any
staff that was not present during the in-service will
be in-serviced upon reture to work,

What measures will be put Into place, or what
systemlic changes you will make to ensure that the
deficient practice does not reoccur; and,
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5 I0/TI7IT A SOOIt waE IniEIAted by the DON for ail
. . three shifts to monitor privacy provision with
. resident care. This audit {See Attachmsnt F} was
F 241 Continued FI’OITI page 2 F 241 conducted on all thres shifts times three days on all
hefshe saw what was happened with Resident ecidente o each uniy esch shire tinse these days.
#1, helshe stated the curtain was not pulled and pfcervards ¢hres residents every shift will be
. itored randomly times two months, After this audit
hefshe saw everything i -
- ompleted, one resident on every shift each day
: ) will be monitored times three months, If at any time
f . . s the charge nurse notes privacy not provided for
fﬂtEFVISW, an 10/10”3 at 1100 AM: Wi{h Certlﬁed resident care, the iavolved staff memb::r will have
Nursing Assistant (CNA) #2] Who pfOVided care idisciplinary action conducted by the Charge Nurse of
- R that unit immediakely, Once complated these are then
for Resident #1 during the fall, revealed she could turned in to the Director of Nureing (DON}. Audits
H . H were coapleted for each visit {See Attachments H and
not rerr}emper if t‘he prwacy cur_taln W_aS pu!fefi or 1). Should any issues be noted the monftors will be
not during Incontinent care but if Resident #1's axtended and additional training will be complieted
145 f 3 with involved staff by the Staffing Coordinator and
roommate said It wasn l pU”ed then maybe it Clinical Coordinater. off shift visits were
wasn'i pulled. conducted by the DON, ADON, and the Adainistrative
[Rurses for each unit, These were condugted on all
three shifts times one week. These were completed from
Interview with CNA #1, on 10/10/13 at 11:15 AM, 10;'22/131;“32;30!29/13» There were 10 issues with
: f N rivag ex .
revealed if she was providing incontinent care to How the comective action(s) will be monitared to 12/613
. N . ensure the deficient practice will not reoccur,
a resident the privacy curtain would always be l.e, what quallty assurance will be put Into place.
pulled. She stated Resident #1's roommale does 7The Accident Nazard Monitor audits which included
not like to have the curtain pulled and if it was D e s oo aried dn £o the
pu][ed he/she would reach and pull it back so each unit and reviewed by that Administrative Hurse.
N . Any issues with privacy provision will be addressed
he/she was able to see what Wa$ gomg on with immediately by the assigned Administrative Nurse for
the roommate. The CNA revealed she could not that unit. They will thes forward the form to the
. . , Pirector of Nursing (DON)ox Agsistant Dizector of
remember if the curtain was pulled during Nursing (ADON} who will also check for completien of
incontinent care for Resident #1. the monitors and any issues which may have occurred.
Should any issves be noted, the administrative nurse
for the iavolved unit will complete training and
. : i : in-gservicing with the staff membar responsible for thd
interview with the Director of Nursing (DON), on provision of privacy. This will be imitiated
10/11/13 at 4:50 PM, revealed she expec!ed the imﬁe‘fi:tely upon discovery of the issue of privacy
. . . . h 1 f all i 11t
CNAs to provide privacy to all residents at all Teported Lo the Guslity nessrsace Cemmitres by the
t]mes' PON/RDON on a guarterly basis with action plans
i} . developed for any issues of non-compliance.
F 282 | 483.20(k)(3){ii} SERVICES BY QUALIFIED F 282
88=G PERSONS/PER CARE PLAN What comrective action(s) will be accomplished for
those resldents found to have heen affected by the
deficlent practice;
The services provided or arranged by the facility The Certified Wursing Assistants [CHAs) invelved with
. s ' Resident #2 and Resident #3 both received
must be pFOVlded by qua“ﬁed persons in Dieciplinary Action on 08/27/13 and 11/05/13, in
accordance with each resident's written plan of regards to not follewing the care plan. The charge
nurse for Resident #5 also received Disciplinary
care, Action on 10/16/13 related to care plan interventioas
not updated.
This REQUIREMENT s not met as evidenced
by:
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" How you wilt identify other residents having the
F 282 Contmued From page 3 F 282 potential to be affected by the same deficlent practice,
: 3 i . . and what corrective action will be faken;
Based 'C.ln 'Obsel:\’atlon, 'ntewiew' fec(?rd rfewew all residents in the facility have the potential to
and facility's policy and procedure review it was be affected by this practice. Policy #7.3
determined the facility failed to ensure services o pheaan, Cave hocorains &2
were provided in accordance with each resident's - revized Gctober 2013, which Sncluded changes to the
- Unit Staff Assignment Sheet (See Attachment G} with
wntten p'an OE care fOF Ehree (3) Of ﬁve (5) interventions as follows: &All (¥As andfor {MAs and
samp[ed residents (Resident #2,#3 and #5) licensed nurses will monitor and initial at the

beginning of shift and every two hours thereafter
that the care plas interventions are im place, This
was initiated eon 10/22/13 with follow up

Resident #3 was provided incontinent care while o comtioine bosinsin on 30725713, Aoy staff that

standing in the shower with fwo {2) Cerlified ) was not present during the in-service will be
Nurse Aides (CNAs) per care plan; however, one dn-serviced upon return te work,

{1} CNA left to get a fowel, leaving the resident What measures wiil be put into place, or what systemlc
with one CNA, and the resident lunged falling to e Hoaa aot vemearnaure hal the defictent

the floor. The resident sustained a fractured right OFf shift visits wera made by the DON, ADON,Clinical
hip, fractured right elbow, and swelling and Coordinator, MDS Coordinator $i and #2 on varying
bruising to the peris. it T e IR o0 T S e

. issues were found with care plan provisions, Should
. . a CMa and/or CMA be cobserved not providing care as
Resident #2 was care planned to receive two (2) per care plan, that staff mesber will immsdiately

H T 3 be removed from the floor and dleciplinary action up
pEFS.Oﬂ ?SSISta‘nGB Wlﬂ:! ambulation to and from ail to and/er ingluding termiration will be recomssnded.
destinations with a galt belt, HOW@VET. on Reminder signs were placed in each shower room and
09/26/13, Resident #2 was ambulated by one (1) Testroors Lo ensure staff has the appropriate

. ) ' A supplies needed prior to implementing care (Ses
staff with no gait belt which resulted in a fall. Attachments J-1 and J-2). This was completed on \
. . ' . 11/05/13. The Minimum Data Set {MDS} Coordinators #1
Resident #2 sustained a blackened right eye with and £2 reviewsd all ore plans With the Flow shest
a laceration above the l'ight brow area. and the MDS assesgment to ensuve all interventions
were accurate. This was completed by 10/24/13 {See
Attachments K).Om 10/22/13 an audit was initiated by
Staff failed to ensure Resident #5's room was the DON for all shifts to monitor that care was
kept uncluttered per care pfan by having an provided per the resident's care pilan (See
A 1 ] Attachment F). This audit was conducted on
unused "Broda" chair stored in front of the sink all three shifts by the wait charge murse times
. " " ', three cdays on all residents. The audit was then
Resident #5 attempted to move the "Broda" chair initiated for five residents on each unit each
H + ghift times three days.  Afterwards three residents
am‘i hefshe sled_out of the whe‘ei chair tp the floor cvery chift will be monitored randonly times two
which resulted in redness to histher shins and months. After this audit is completed, one resident
minor pafn on each shift each day wili be monritored times three
- months.

The findings include: ot el I
assurance will be put into place.

Review of the facility's Nursing Service Standard
of Operation No 3 titled: Assignment/Provision of
Reasident Care According to the Resident's
Comprehensive Plan of Care, last revised
03/2013, revealed the assigned Unit Nurse would
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be responsible for the supervision of the provision
of resident care according to the Comprehensive
Plan of Care. Staif will carry out spacific resident
care assignments through the utilization of the
resident's care plan and unit staff assignment
sheet (CNA flow sheet) which designates care
plan interventions to be provided.

1. Record review revealed the facility admitted
Resident #3 on 06/07/11 with diagnoses which .
included Dementia, Episodic Mood Disorder,
Hypertension, Renal Insufficiency, Ulcerative
Esophagitis, and Parkinson's Disease.

Review of the Quarterly MDS assessment, dated
07/30/13, revealed the facility assessed Resident
#3 as needing extensive assistance of two (2)
persons for fransfers and ambation.

Review of the Comprehensive Care Plan titled
"Self-care Deficit", dated 08/06/13, revealed the
resident was able to fransfer and ambulate with
one (1) staff assistance and a gaif belt. Further
review of the Comprehensive Care Plan revealed
two (2) staff should assist the resident if he/she
became resistive to care or exhibited combative
behaviors. Review of the CNA flow sheet, dated
10/04/13, reveated the resident required
ambulation with two (2) person assist using a gait
belt as well as to ambulate two-hundred {200}
feat with a rolling walker and one person
assistance using a gait belt twice a day on the
3-11 shift plus once on the 11-7 shift.

Review of the facility's "FINAL INVESTIGATIVE
REPORT", dated 10/11/13, revealed the resident
had a witnessed fall on 10/04/13 with no apparent
injury noted at that time. On 10/06/13, the
resident exhibited swelling to his/her right hip and

X4} 1D SUMMARY STATEMENT OF DEFICIENCIES B PROVIDER'S PLAN OF CORRECTION PO
PREFIX (EACH DEFICIENCY MUST 8E PRECEGED BY FULL PREFiIX (EACH CORRECTIVE ACTION SHCULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY}
. The audite are then turned in to the assigned
F 282 ] Continued From page 4 F 282 | agstnistrative Murse for each unit and are reviewed

by that Administrative Nurse. Any issues with plan
of care provision will be addressed immediately by
the Administrative Nurse for that unit. They will
then forward the audits to the DON or ADON, who wili
also check for completion of the monitors and issues
which may have occurred. Should an issue be noted,
the adminjstrative nurge for the invelved unit

wilZ complete training and in-servicing with the
staff member responsible for the plan . of care
provision. This will be initiated lmmediately upon
discovery of the issue of plan of care provision.
The results of all monitors will be reported to the
Quality Assurance Committea by the BOR/ADON ¢a a
guarterly basis with action plans developed for any
igeuss of non-complianca.
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bruising and swelling to the penis. Prior to
10/08/13, there had been no documented reports
of pain or abnormalities. The resident was sent to
the hospital on 10/06/13 and was diagnosed with
a right hip fracture; and, on 10/08/13 the right
elbow appeared to be abnormal and a diagnosis
of a right elbow fracture was revealed.

Inferview with CNA #3, on 10/10/13 at 2:45 PM,
revealed he and another CNA were giving
Resident #3 a shower. The resident was sitting
on a shower chair and when CNA #5 stood
him/her up to dry him/her off the resident began
to have a bowel movement and CNA #5 asked
the other CNA to get her a towel. When CNA#3
turned to get a towel] the resident lunged toward
the door resulting in CNA #5 Josing control over
the resident causing both the resident and the
CNA to fall. CNA#5 stated she attempled to
break the resident's falt with her body and the
resident pinned her betwesn the shower wall by
falling on her legs and ankle.

Interview with MDS Coordinator #1, on 10/11/13
at 1:47 PM, revealed if a resident required
extensive two (2) person assist with a gait belt,
then that was what should be on the ¢are plan
and the CNA flow sheet. Further interview
revealed the care plans were supposed to be
updated with changes. She stated the nurses
that worked the units were supposed fo let her
know if there was a change in the resident's
status.

Interview with MDS Coordinator #2, on 10/11/13
at 11:35 PM, revealed if she completed an MDS
assessment and the resident was assessed to
require extensive assistance with two (2) persons
then the care plan should reflect the correct
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stafus. She stated if the CNA fiow sheet needed
to be updated to reffect the resident’s status she
would do that as needed. She indicaled the
Comprehensive Care Plan, CNA flow sheet, and
MDS assessment should match the resident's
status, :

Interviews with Registered Nurse (RN) #1 and RN
#2, on 10/10/13 at 3:25 PM and 3:48 PM and on
10/11/13 at 1:25 PM and 1:33 PM respeclively,
revealed Resident #3 had fallen and was lowsrad
ta the fioor. Both RNs stated the resident did not
exhibit any signs of pain and when the resident
was in pain he/she revealed it by facial grimacing
and wincing. RN #2 stated after the resident
assisted to get up and dressed, hefshe was
ambutated out of the shower room fo the
wheelchair with no concerns noted. The RNs
stated it was the responsibility of the nurse on
each shift to check the CNA flow record to assure
accuracy and sign that it had been reviewed and
updated if needed. RN #2 revealed he checked
the flow sheet at the beginning and end of the
shift for accuracy and if there were any changes
he wauld update them on paper and in the
computer, RN #2 stated the Comprehensive
Care Plan, the CNA Flow sheet and MDS
assessment should match the resident's status.

2. Record review revealed the facility admitted
Resident #2 on 02/06/79 with diagnoses which
included Profound Mental Retardation, Transient
Organic Mental Disorder, Seizure Disorder and
Bone and Cariilage Disorder.

Observation, on 10/09/13 at 11:00 AM, revealed
Resident #2 was sitting in a wheel chair in the
talevision lounge with a sheep skin gait beit
around hisfher waist. The resident had a
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blackened right eye with a laceration above the
right eye.

Review of the Quarterdy Minimum Data Set
{MDS) assessment, dated 08/19/13, revealed the
facility assessed the resident’s cognition as
severely.impaired. Further review revealed the
facility assessed the resident as being ambulatory
with fimited, two (2) person assist.

Review of the Comprehensive Care Plan titled
"Injury, risk for", last revised 08/26/13, and the
Certified Nurse Aide {CNA) flow sheet, dated
09/27/13, revealed Resident #2 should be
ambulated o and from all destinations with a gait
belt and two (2} staff assist.

Review of the Nursing Note, dated 08/27/13 at
7:15 PM, revealed Resident #2 was being
ambulated by CNA #4 from the dining room and
the resident's knees buckled causing the CNA to
lose control over the resident, which resulted ina
fall. White Resident #2 was struggling to get up
after being lowered fo the fioor, the resident
bumped his/her brow ridge above the right eye
causing a one quarter {1/4) inch cut o the area.
Review of the Facility Resident Transfer form,
dated 09/30/13, revealed the resident was sent fo
the hospital for an x-ray to the right eye to rule out
a fracture related to the fall on 08/27/13. Review
of the Emergency Department Discharge
instructions, dated 09/30/13, revealed a diagnosis
of facial contusion and bruise.

Interview with CNA #4, on 10/10/13 at 2:30 PM,
revealed she was ambulating Resident #2 down
the hallway without a gait belt. CNA #4 stated the
resident's knees buckled and he/she began to fall
and she lowered the resident fo the flioor, She
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stated when she was satisfied the resident was
completely on the fioor she took a step back and
the resident lifted his/her head up off the floor and
then slammed it back on the floor causing a
bump to the head, The CNA revealed she knew
the care plan had been written to be specific in
addressing that the resident was to have a gait
belt and two (2) person assist for ambutation.

Interview with the Staffing Director, on 10/11/13 at
11:00 AM, revealed the staff should follow the
care plan and the CNA Flow Sheet when
providing care to the residents. The Staffing
Director stated CNA #4 should have used a gait
belt and ambulated the resident with the
assistance of another staff member.

Interview with the Director of Nursing (DON), on
10/11/13 at 5:00 PM, revealed the CNA should
have followed the resident's care plan utilizing a
gait belt and having another staff member assist
her.

3. Record review revealed the facility admitted
Resident #5 on 05/22/12 with diagnoses which
included Peripheral Vascular Disease,
Non-Alzheimer's Dementia, Gout, and Reflux
Esophagitis, and Bilateral Below Knee Amputee,

Review of a Nursing Note, dated 09/20/13 written
at 6:30 PM, revealed Resident #5 experienced a
fall on 09/20/13 while attempting to get to the sink
in his/her room to brush his/her teath. The sink
was blocked by a Broda chair causing the
resident to attempt to move the chair to get to the
sink. As a result, he/she slid out of the wheet
chair to the floor and complained of painto
his/her shin areas, with redness noted to histher
shins.
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Observation, on 10/11/13 at 4:40 PM, revealed
Resident #5 was sitting up in a wheel chair in
his/her room with no concerns noted. Inferview
with Resident #5, on 10/11/13 at 4:40 PM,
revealed hefshe was trying to get to the sink to
brush hisfher teeth and fell on his/her knees
bacause a chair was blocking the sink. He/She
stated "it hurt a litile bit" and (he/she} has some
pain with the incident.

Review of the Quarterly MDS assessment, dated
08/27/13, revealed the facility assessed Resident
#5 as requiring fotal assistance of two (2) persons
for transfer and was non-ambulatory related to
bilateral below the knee amputations.

Review of the Comprehensive Care Plan titled,
“impaired Cognition and Impaired Mobility", dated
06/41/13, revealed the resident's room should be
kept clutter free. Review of the CNA Flow Sheet,
dated 10/11/13, revealed staff should make sure
the resident's room was free of clutter and the
resident was able to get to the sink to brush
hisfher teeth. :

Interview with Licensed Practical Nurse (LPN} #3,
on 10/11/13 at 4:50 PM, revealed the Broda chair
belonged to another resident who had moved out
of the room approximately two (2) weeks ago or
longer. She stated the chair was moved out into
the hall after the incldent on 09/20/13 at least on
her shift and she did not know if it was left out in
the hall on the other shifts.

Interview with the Director of Nursing (DON), on
10/11/13 at 5:00 PM, revealed the CNAs had
been frained on keeping the residents' rooms
uncluttered to assist in preventing accidents and
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The facility must ensure that the resident
environment remains as free of accident hazards
as Is possible; and each resident receives
adequate supsrvision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and a review of facility's policy and procedure it
was determined the facility falled to ensure each
resident recelved adequate supervision and
assistance devices to prevent accidents for four
(4) of five (8) sampled residents (Residents #1,
#2, #3 and #5).

Resident #3 was being provided incontinent care
while standing in the shower with two (2} staff and
when one (1) staff left to get a fowe! the resident
lunged falling to the fioor. The resident sustained
a fractured right hip, fractured right elbow and
swelling and bruising to the penis.

Staff failed to transfer Resident #1 to bed from a
care foam chair prior to providing incontinent
care. When the staff turned the resident to his/her
side the resident fell off the chair to the floor and”
sustained a fractured knee and laceration to the
left upper forehead, Resident #1 required pain
medication two fo three times a day to control the
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to follow the care plans. She agreed the Broda
chair should not have been blocking the sink.
I What comective action(s) wiil be accomplished for those
F 323 483°25(h) FREE OF ACCIDENT F323 restdents found to have been affected by the deficient
ss=g | HAZARDS/SUPERVISION/DEVICES practice]
A1l resident rooms were cbserved to ensure they were

free of clutter In addition, the Charge Nurse for
each resident received Disciplinary Action related to
failure to provide supervision of their assigned
wnit, A1l direct care staff (which included ClAs,
cMAs, LINa, RNs} was in-serviced beginning on
10/21/13 regarding “Safe Lift, Transfer, Mobility
Assist, Falls Prevention and Resident rights and
Ethics” (See Attachmeats L and M}). All staff was
tested and must have a score of B0% to pass. NKurses
had an additional training on *Accountability and
supervision®, They also were required to have an 80%
paEsing score on the test.{See Attachment N} This was
completed by the DON, ADON, Staffing Director, the
Clinical Coordimator and ¥DS Coordinator #1i.

How you will identify other residents having the

potential to be affected by the same deficient practice,
and what corrective action will be taken;

1% residents who reside in the facility have the
potential to be affected, The Clinical Coordinator
will conduct rounds twice daily Monday through Priday
to monitor for accident hazards. ©n the weekend

the Staff Facility charge Nurse will conduct those
rounds. The Administrative Murse for each unit

will make rounds twice daily Monday through Friday to
ensure there are no accident hazaxds in the rooms on
their unit {See Attachment 0)}. The statf on the fliooj
will monitor the rooms on a continuous basis with
regards to observing for any acclident hazards.
Additvionally, the Unit Staff Assignment Shasts were
revised to include every twoe hour checks by all
licensed nurses and Certified Nursing Assistants
{5ee Attachment G}, These will then ke reviewed by thd
Administrative Nurses for each unit to ensure the

two hour checks were completed, Any direct care staff
vho fails to complete the two hour checks will receivd
gisciplinary action,

What measures will be putinto place, or what systemic

changes you will mahke to that the deficlent
practice does not resccun

The DON, ADON, MDS Ccordinators #1 and #£2 and the
Clinical roordinator conducted off-ghift rounds and
completed a checklist to ensure care was provided
per care plan and t¢ ensure there were no accident
hszards in the resident rooms, hallways, shower
rooms, dining rooms, and restrooms times & days on
varying shifts, This was completed from ¢9/15/13
through 09/27/13 {Ses Attachments H and E). Any
concerns were addressed immediately and corrected.
All care plans for each resident were updated to
include “Bosure rooms aze free of clutter™ (See
Attachmsnt A).

FORM CMS-2567(02-99) Previous Versions Obselste

Event [D:BISW1

Facility 10: 100430 If continuation sheet Page 11 of 23




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/30/2013

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUFPLIER/CLIA X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATICN NUMBER: : COMPLETED
' A BUILDING
C
185228 B WING 10/11/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
WESTERN STATE NURSING FACILITY 2400 RUSSELLVILLE ROAD
. HOPKINSVILLE, KY 42240
HHID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE PATE
: DEFICIENCY)
. ) SOP #7-2B , "Incident Management Asséssment” was
F 323 | Continued From page 11 F 323 | changed on october 2013 to imclude, *In the event a

pain to hisfher knee,

Resident #2 was ambulated by one person and
no gait belt instead of two (2) staff with a gait belt
per care plan which resulted in the one staff
having to lower the resident fo the fioor. The
resident raised histher head off the floor and
siam'med his/her face on the fioor, which resulted
right black eye and a laceration above the right
eye.

Staff failed to ensure Resident #5's room was
kept uncluttered per care pian, by having an
unused "Broda” chair stored in front of the sink.
Resident #5 attempted to move the Broda chair
and hefshe slid out of the wheel chair to the floor
which resulied in redness to his/her shins and
MiNor pain.

The findings include:

Review of the Standard Operating Procedure #7A
High Risk Situations: Resident High Risk Medical
Needs, Falls Risk, last revised 07/2013, revealed
the facility wilt utilize transfer and positioning
techniques to promote optimal resident and staff
safefy. Residents will be assessed at the time of
admission regarding areas of potential high risks
per the licensed nurse and within twenty-one (21)
days per the interdisciplinary overall plan of care
team. Reassessment will be completed quarterly
thereafter and with any change in status or as
otherwise identified with each risk area as
follows: residents assessed as high risk for falls
will have an individualized plan of care developed
and implemented to address specific
interventions to prevent falls and provide safety.
The licensed nurse will monitor resident fall
prevention interventions each shift to ensure

resident iz found on the floor and has had a fall,
the staff are to preotect resideat‘s head by placing
a pillow under their head and moving any object or
furniturs to prevent accident hazards® {Sse
Attachment P). SOP §4-7A, “*High Risk situvation”

was updated to include the same intervention for
falls {See Attachment Q}. This was initiated on
11/04/13 and in-gervicing has begun on the policy
changes with all direct care staff conducted by the
€Clinical Coordinator. Two heur checks by the
licensed staff and (WAe was initiated

on 10/24/13 to ensure all care is provided per
resident’s care plan. These checks will be initiated
at the beginning of each shift and occcur every two
hours theresafter until shift change and the next
shift will begin the two hour checks after coming on
shift (See Attachment G}. S0P §4-4H, "Rursing
Intervention Health Maintenance Promotion, Urinary
Incontipence Management® was updated to include,
“Any residank who ig incontinent of bowel and/or
bladder and requires a lift for transfer will be
transferred to the bed for appropriate incontinent
care” (See Attachment R}. S0P #4-4% "Nursing
Interventions-Bowel and Incontinence Management®

was updated to include, *Any resident who is
incontinent of bowel and requires a mechanical 1ift
for transfer will be tyvansferred to the bed for
appropriate incentinent care". {See Attachment S}
SOP Section 2, #3 “Nursing Supervision” was reviewed
with all staff by the DON and Clinical Cocrdinator
on 10/25/13 {See Attachment T}. S0P 4, 4A,
"Resident monitoring” was reviewed with all staff by.
the DON and Clinical Coordinator on 10/25/13 {(See
Attachment U). Thea Staff Coordinator added changes
to the New Employee Orientation check off that the
ataff is to ensure the residents who requirs a
mecharical lift for provisicn of care are placed
back to bed to ensure the care being provided is
safe and correct {See Attachment €}, Visual reminders
were placed on the door of all shower rooms and on
the wall of the bathroom reminding all direct care
staff to eansure they have needed supplies prior to
taking residents to the bathroow and/oy shower zoom
(See Attachments J-1 and J-2). These were placed on
11/5/13. Policy #Vil, SOP 13 was updated on October
2013 to include “Every resident's room free of
clutter to prevent accldent hazards® {See Attachment
¥). In-servicing began on 11/05/i3 by tke Clinical
coordinator/Staffing Coordinator. Every Care Plan and
Flow sheet wae updated onm 18/16/13 by the Clinical
Coordinator for any resident who required a pift for
transfer. The update was that those residents were
to have incontinent care in bed to ensure safety.
Monitors were initiated ¢n 09/38/13 to easure staff
memhers are providing care per the care plan, The
Hinimum Data Set {MDS} Coordinators § and §2
reviewed all care plans with the flow sheet and the
MDS to ensure all interventions were accurate and
inciuded on the flow cheet and cowmprehensive care
plan (See Attachment 9).
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interventions are in place as per the resident's
individualized plan of care so to prevent accident
hazards of falls,

1. Record review revealed the facility admitted
Resident #3 on 06/07/11, with diagnoses which
included Dementia, Episodic Mood Disorder,
Hypertension, Renal Insufficiency, Ulcerative
Esophagitis, and Parkinson's Disease.

Record review revealed Resident #3 was in the
hospital after sustaining a fall on 10/04/13 with
latent injuries noted. Further record review
revealed the resident was assessed, on 10/06/13,
to have sustained a right hip fracture and swelling
and bruising to the penis; and, a right elbow
fracture which was identified on 10/08/13.

Review of the facility's "FINAL INVESTIGATIVE
REPORT", dated 10/11/13, revealed the resident
had a witnessed fall on 10/04/13 with no apparent
injury noted at that time." On 10/06/13, the
resident exhibited swelling to histher right hip and
discoloration (bruising and swelling) to the penis.
Prior to 10/06/13, there had been no documented
reports of pain or abnormalities. The resident was
sent o the hospital on 10/06/13, and was
diagnosed with a right hip fracture, swelling and
bruising fo the penis. On 10/08/13, a right elbow
fracture was also identified as having occurred
from the fall on 10/04/13,

Review of the Quarterly MDS assessment, dated
07/30/13, revealed the facility assessed Resident
#3 as needing extensive assistance of two (2)
persons for transfers and ambulation.

Review of the Comprehensive Care Plan titled
"Seff-care Deficit”, dated 08/06/13, revealed the

the reom. &1} direct care staff will be wandated to
tour the room and document accident hazards within
£he room, This will be conducted om 211 shifts by
the Staff Pacility Charge Murse on each shift until
all staff has completed thie. A teaching session
will be conducted with all staff vhat did mot
igentify all hazards. This will be completed by
11/27/33.

How the commective actlon(s) will be monitored to ensure
the deficient practice will not reoccur, l.e. what quality
assurance will be put Into place.

A5 part of daily rounds, administrative staff will
moniter ail rooms for clutker Monday through Frigday.
on the weekend, the Staff Facllity Charge will
conduct the rounds (See Attachment O}.

Additionally, audits were initiated on 10/22/13 for
all shifte to monitor resident ¢are and providing
care per the resident’s care plan. This moniter
inciuded fall prevention, safe lifts, transfers and
mobility aesistance. This audit was c¢onducted on all
three shifts times three days on zll resideats. The
audit was then initiated for five residents on each
unit each shift times three days. Afterwards three
residents every skift will be monitored randomly
times two months, After this audit is cooplete,

one resident on ¢ach shift each day will be
monitored times three mwonths. The results of the
mopitors will be taken to Performance Improvement
Meeting (PI).
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resident was able fo transfer and ambulate with
one (1) staff assistance and a gait belt. However,
review of the CNA flow sheet, dated 10/04/13,
revealed the resident required ambulation with
two {2) person assistance using a gait belt, as
well as to ambulate two-hundred (200) fest with a
rolling walker and one person assistance using a
gait belt twice a day on the 3-11 shift plus once on
the 11-7 shift. Further review of the
Comprehensive Care Plan revealed two (2) staff
should assist the resident if hefshe became
resistive to care or exhibited combative behaviors

Interview with CNA#3, on 10/10/13 at 2:45 PM,
revealed he and another CNA were giving
Resident #3 a shower, The resident was sitting
on a shower chair and when CNA #5 stood
him/her up o dry him/her off the resident began
io have a bowel movement and CNA #5 asked
the other CNA to get her a towel. When CNA#3
furned to get a towel the resident lunged toward
the door resulting in CNA #5 losing control over
the resident causing both the resident and the
CNAto fall. CNA #5 stated she attempted to
break the resident's fall with her body and the
resident pinned her between the shower wall by
falling on her legs and ankle.

Interview with CNA #6, on 10/11/13 at 4:05 PM,
revealed she had taken care of Resident #3 and
did not notice any bruising or swelling to the
resident's hip until she was called into the room to
clean the resident and then she noticed swelling
to the resident’s right hip and swelling and
bruising to the penis, She further stated she did
not know that the resident had fallen on October
4th and would not have moved him/her if she had
known,
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interview with Medication Technician #1, on
10/11/13 at 4:10 PM, revealed she had given
medication to Resident #3 on this date and did
not notice anything unusual about the resident's
behavior and did not have to administer him/her
any pain medication.

Interview with MDS Coordinator #1, on 10/11/1%
at 1:47 PM, revealed if a resident required
extensive assistance with two {2) persons, and a
gait belt, then that was what should be on the
care plan and the CNA flow sheet. Further
interview revealed the care plans were supposed
to be updated with changes. She stated the
nurses that worked the units were supposed to let
her know if there was a change in the resident's
status.

Interview with MDS Coordinator #2, on 10/11/13
at 11:35 PM, revealed if she completed an MDS
assessment and the resident was assessed fo
require extensive assistance with two (2} persons
then the care plan should reflect the correct
status. She stated if the CNA flow sheet needed
to be updated fo reflect the resident's status she
would do that as needed. She indicated the
Comprehensive Care Plan, CNA flow sheet, and
MDS assessment should match the resident's
status.

interviews with Registered Nurse (RN} #1 and RN
#2, on 10/10/13 at 3:25 PM and 3:49 PM and on
10/11/13 at 1:25 PM and 1:33 PM respectively,
revealed Resident #3 had fallen and was lowered
to the floor. Both RNs stated the resident did not
exhibit any signs of pain and when the resident
was in pain he/she revealed it by facial grimacing
and wincing, RN #2 staled after the resident was
up and dressed, he/she was ambulated out of the
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shower room to the wheelchair with no concerns
noted. ' The RNs stated it was the responsibility
of the nurse on each shift to check the CNA flow
record fo assure accuracy and sign that it had
been reviewed and updated if needed. RN #2
revealed he checked the flow sheet at the
beginning and end of the shift for accuracy and if
there was any changes he would update them on
paper and in the computer. RN #2 stated the
Comprehensive Care Plan, CNA flow sheet and
MDS assessment should match the residenf's
status.

2. Record review revealed the facility admitted
Resident #1 on 06/12/12 with diagnoses which
included Type !l Diabetes Mellitus, Hypertension,
Multiple Joint Contractures, Depression, Anxiety,
Chronic Obstructive Pulmonary Disease, and
Post Traumatic Brain Trauma.

Observation, on 10/09/13 at 10:30 AM, revealed
Resident #1 was sitting In a care foam chalr In
his/her room with a laceration to the left forehead
and complaints of pain to the right knee.

Review of the Quarterly Minimum Data Set
{MDS) assessment, dated 09/06/13, revealed the
facility assessed Resident #1's cognition as
cognitively intact and required extensive
assistance of two (2) staff for transfer, bed
mobility and incontinent care. In addition, the
resident was not ambulatory.

Review of the Comprehensive Care Plan for
"Self-care Deficit", dated 08/09/13, and the CNA
Flow Sheet, dated 09/19/13, revealed staff should
use a mechanical lift with a blue sling for all
transfers.” The resident is incontinent of bowe!
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and bladder, totally dependent for incontinent
care, and on a check and change program every
two (2) hours and, as needed.

Review of the Nurse's Nots; dated 09/19/13 at
8:20 AM, revealed the licensed staff was called fo
Resident #1's room and the resident was found
lying on his/her back on the floor with a laceration
to the left forehead, redness to both knees and
facial gimacing. Further review revealed
Resident #1 verbalized pain with movement of
the right knee. The Advanced Practifioner
Registered Nurse was called and the resident
was fransfarred to the emergency room,

| Review of the facility's Final Investigation Report,

dated 09/26/13, revealed Resident #1 had an
assisted fall on 09/19/13 at 8:20 AM. However,
further record review revealed the resident rolled
out of the chair to the floor white two (2} Cedtified
Nursing Assistants (CNAs) were providing
incontinent care to the resident in a care foam
chair instead of placing the resident in the bed.
This fall resulted in injuries.

Review of an x-ray repon, dated 09/19/13,
revealed Resident #1 had a fracture to the right
knee. Review of the Emergency Department
Repor, dated 09/19/13, revealed the resident
presented with a laceration to his/her left
forehead as well.

Review of the physician's order, dated 09/20/13,
revealed Lortab (narcotic for pain) 5/325
milligrams {mg.) five (5) mg. every six (8) hours
as needed. A review of Nursing Notes, dated
09/19/13 through 08/23/13, and review of the
October Medication Administration Record,
revealed Resident #1 was given Lortab two to
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three time a day in September 2013 and three
times a day from 10/01/13 to 010/08/13 for
complairits of pain of the right knee.

Interview with Resident #1, on 10/09/11 at 10:30
AM, revealed hefshe had fallen out of the care
foam chair while having his/her adult brief
changad. He/She stated he/she was not sure how
the CNAs let him/her fall because one was on
each side of the chair. Further interview on
10/10/13 at 11:30 AM revealed Resident #1
preferred to be transferred to the bed with the
Hoyer {mechanical) lit for incontinent care and
felt safer in the bed.

interview with CNA #1, on 10/10/13 at 11:15 AM
and CNA#2 on 10710/13 at 11:30 AM, revealed
they were involved In caring for the resident when
the fall occurred. Both CNAs stated the two (2) of
them were changing the resident's brief when
CNA#2 rolled the resident too far causing
him/her to roll out of the chair. CNA#1 stated the
resident had requested to be left in the care foam
chair to be changed due to the Hoyer lift hurting
his/her legs. CNA #1 and #2 stated they had been
trained to transfer a resident with a Hoyer lift

back to the bed from a chair before providing
incontinent care.

Interview with Resident #1's roommate, on
10/09/13 at 10:25 AM, revealed the CNAs were
going to change Resident #1 and when they
turned him/her on his/er side he/she fell. She
stated the CNAs did not pull the curtain so she
saw everything that happened. ===Interview with
Resident #1's roommate, on 10/09/13 at 10:25
AN, revealed Resident #1 was being changed
and when staff turned the resident to his/her side,
the resident rolled out of the chair onto the floor,
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When the resident was asked how he/she saw
what was happened with Resident #1, helshe
stated the curtain was not pulled and he/she saw
everything.

interview with the Staffing Director on, 10/11/13 at
11:00 AM, revealed during orientation and trafning
the first thing she trained staff was fo follow the
care plan for a resident. She stated the facility
had skills check lists for all employees and it was
re-emphasized that a mechanical it required two
(2) person assist and if & care plan stated a

‘resident required two persons assistance for

ambulation or standing then the staff should
follow it. She further revealed she provided
training regarding providing incontinent care in
the bed and never in any kind of a chair,

Interview with the Director of Nursing (DON), on
10/11/13 at 500 PM, revealed the CNAs had
been trained on transférring residents as well as
how and where to provide incontinent care. The
training included transferring a resident to bed
from a chair to provide incontinent care. She
further stated that all staff had been inserviced on
safe transfers and ambulation.

3. Record review revealed the facifity admitted
Resident #2 on 02/06/79 with diagnoses which
included Profound Mental Retardation, Transient
Organic Mental Disorder, Seizure disorder, Bone
and Cartilage Disorder.

Observation of the resident, on 10/09/13 at 11:00
AM, revealed Resident #2 sitting in a whee! chair
in the television lounge with a sheep skin gait belt
around his/her waist. Further observation

revealed the resident's right eye was black with a
cut above the right eye that resulted from a fall on

F 323
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09/27/13.

Review of Nursing Notes, dated 09/27/13
revealed Resident #2 was being ambulated in the
hallway with one (1) person assist and no gait beft
when the resident's knees buckled resuiting in
CNA #4 assisting the resident to the floor. While
Resident #2 was sfruggling to get up after being
lowered to the floor, he/she bumped hisfher brow
ridge above his/her right eye causing a 1/4 inch
cut to the area. Review of the facility's Resident
Transfer Form, dated 09/30/13, revealed the
resident was sent io the hospital for an x-ray to
the right eye to rule out a fracture related to the
fall on 09/27/13. Review of the Emergency
Departmént Discharge instructions, dated
09/30/13, revealed a diagnosis of facial contusion
and bruise.

Review of the Qua'rteriy MDS assessment, dated
08719113, revealed the resident required {imited,
two (2} person assist for ambulation.

Review of the Comprehensive Care Plan titled
"Injury, risk for”, last revised 08/26/13 and the
Certified Nursing Assistant (CNA) flow sheet,
dated 09/27/13, related to ambulation revealed
the resident was to be ambutated to and from all
destinations with a gait belt and two (2} staff
assistance.

Interview with CNA #4, on 10/10/13 at 2:30 PM,
revealed she was ambulating Resident #2 down

-{ the hallway without a gait beft. She stated the
resident's knees buckled and he/she began to fall
and she lowered the resident to the floor. She
further revealed when she was satisfied the
resident was completely on the floor she took a
step back and the resident lifted hisfher head up
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off the floor and then slammed it back on the fioor
causing a bump to his/her head. Further review
revealed she knew the care plan was specific in
addressing the resident was to have a gait belt
and two {2) person assistance for ambufation.
She stated she was ambulating the resident
alone and without a galt belt because staffing was
one less than normal and she did nof want to take
the time to find a gait bslt and another parson to
assist her in ambulating the resident.

Interview with the Staffing Director, on 10/11/13 at
11:00 AM, revealed during orientation and training
the first thing she frained staff on was teo follow
the care plan for a resident. She stated they had
skills check off lists for all employees and it was
re-emphasized if a care plan stated a resident
required two (2) person assistance for ambutation
or standing then the staff should follow it.

Interview with the Director of Nursing {(DON), on
10/11/13 at 5:00 PM, revealed the CNAs had -
been trained on fransferring residents as well as
using a gait belt for all residents who regquired
assist with ambulation and {ransfers.

4. Record review revealed the facility admitted
Resident #5 on 06/22/12 with diagnoses which
included Peripheral Vascular Disease,
Non-Alzheimer's Dementia, Gout, and Reflux
Esophagitis, and Bilateral Below Knee Amputee,

Review of a Nursing Note, dated 09/20/13 written
at 6:30 PM, revealed Resident #5 experienced a
fall on 09/20/13 while attempting to get to the sink
in his/her room to brush his/her teeth. The sink
was blocked by a Broda chair causing the
resident o atiempt fo move the chair to get to the
sink. As a result, he/she slid out of the wheel
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chair to the fioor and complained of pain 1o
his/her shin areas with redness noted to the
shins.

Observation, on 10/11/13 at 4:40 PM, revealed
Resident #5 was sitting up in a wheel chair in
hisfher room with no concerns noted.

| Interview with Resident #5, on 10/11/13 at 4:40
PM, revealed he/she was trying to get to the sink
to brush histher teeth and fell on his/her knees
because a chair was blocking the sink. He/She
stated "it hurt a little bit and hefshe has some pain
with the incident.”

Review of the Quarterly MDS assessment, dated
08/27/13, revealed the facility assessed Resident
#5 to require total assistance of two (2) persons
for transfer and was non-ambulatory refated to
bilateral below the knee amputations.

Review of the Comprehensive Care Plan titled,
"Impaired Cognition and impaired Mobility”, dated
06/11/13, revealed staff should provide extensive
assistance with personal hygiene, oral care by
staff, and the resident's room should be kept
clutter free. Review of the CNA Flow Sheet, dated
10/11/13, revealed the resident was to be
assisted with bathing, dressing, and grooming as
well as make surs the resident's room was free of
clutter and the resident was able to get to the sink
to brush his/her teeth.

tnterview with Licensed Practical Nurse (LPN} #3,
on 10/41/13 at 4:50 PM, revealed the Broda chair
belonged to another resident who had been
moved out of the room approximately two (2)
weeks ago or longer. She stated it was moved
out into the hall after the incident on 09/20/13 at
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least on her shift and she did not know if it was
left out in the hall on the othgr shifts.

Interview with the Director of Nursing {DON}, on
10/14/13 at 5:00 PM, revealed the CNAs had
been trained on keeping the residenis' rooms
uncluttered to assist in preventing accidents. She
agreed the Broda chair should not have been
blocking the sink.
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