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A complaint investigafion (KY15282) was Resident #1 was discharged to the hospital | 05-13-11
conducted on April 13-14, 2011, The allegation on 1/29/11 and did not return to our facility.
was substantiated with deficient practice Licensed graff have been in-serviced on
identified. The highest scope and severity was at 04-25-11 regarding the process of proper
"B" lavel, notrfication of the attending physician and
F 157 | 483.10(b)(11) NOTIFY OF CHANGES F 157 [the responsible party. The staff nember
§s=D | (INJURY/DECLINE/ROOM, ETC) that failed to follow our policy regarding
' . ‘notification of the atrending physician
A fac':lllty_must immediately inform the resident 1and the responsible party has been
consult with the resident's physiclan; ang if disciplined.
known, notify tge resident's legal representative
or 2n intarested family member when there Is an o
aecident involving the resident which results in jl"hs_;dadmnf}lst:laior hasrhp ull;a ]cLIa lolg ‘j: s'1-11
Injury and has the potential for requiring physiclan e cens 1or a8 montas of March, April,
interveniion; a significant changs in the residents and May. The_r © was @ total .Of nine res’.d ents_
physical, mental, or psychosocial status (ie., a {who had sustzined » fall during this period of
deterioration in health, mental, or psychasocial itime.  The attending physician as well as
status in efther life trreatening conditions or the family member/responsible party has
clinical complications); a need to alter treatrment been contacted by the administrator to insurel
significantly (i.e., a need o discontinue an they received timely notification of these
existing form of treatment due to adverse falls. A form (Resident Fall Follow-up) was
consequences, or io commence a new form of completed on each resident thar sustained a
treztment); or a decision to transfar or discharge fafl. Contact was successful on 7 of the
the resident from the facility as specified in 9 residents. Messages were left on two
§483.12(8). occasions for the family members of the
- . . other two residents. An additional farmnily
The facility must alsc promptly nolify the resident was contacted for a resident who had a
2?%@;’;‘;:;“&:%?;’2;?; Levg:{‘rterg?:;nfwe fall in February. The results of each call
change in room or roommate eesignment as indicated they had bee“f:m.mﬂed rigeardxsg
specified I §483.15(e)(2): or a change in Fhe 'falis except for one family member who
resident rights under Federal or State Jaw or indicated that she was called each time
regulations as speclfied in paragraph (b)(1) of t her mother was sent out for t‘:h'alysm and
this =ackon. ! when she returned to the facility; however,
| she could not remember for certain that she
The facility must record and perodically update . was called in March regarding a fall her
P address W n}uiber of the resident's
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legal representstive or interested family member,

This REQUIREMENT is not met as evidenced
oy:

Based on interview and record review, the facility
failed o immediately notify the resident's
physician and the resident's responsible party
{RP) when there was an accidentfincident
involving the resident that had potential for
requiring physlclan Intervention for one of three
sampled residents (resident #1), Resident #4
sustained a fail at the fanility on January 28,
2011, However, the facility failed (o inform the
resident's physician and RE of the resident's fail,

The findings include:

Review of the faciity's Falls Policy, dated August
2008, revealed the resident's family and the
attending physician were to be notified when a
resigent susiained = fall,

Review of the medisa] record for resident #1
revesied the resident was admitted to the facilty
on August 4, 2010, with dlagnoses to include
Congestive Heart Failure (CHF), Hypertension,
Diabetes Malftus, Osteoarthitis, fron Deficiency
Anemiz Kidrey Fsllure and Chronle Obstructive
Fuimonary Disease (COPD).

Review of resident #1's medical record further
revezied resident #1 sustalnad a fall on January
28, 2011, at 12458 p.m. Further review of
resident #1's medical record revealed the facility
notified resident #1's physician at 12:45 p.m, on
January 28, 2011, of  decrease in the resident's

level of consciousness, weakness, and that the

mother sustained. She indicated that it
had been too long for her to remember.
She did say the staff were always good
1o call her and let her know anything thar
was going on with her mother.

The QA Coordinator has computer access to
all incidents and can readily review the
documentation of each incident to jnsure
the attending physician and the family
member/responsible party has been notified.
In addition, the QA Coordinator will follow
up on each resident that snerains a fall. She
will call the attending physician and the
family member/responsible party within 72
hours of the fall to insure notification has
been made. In the absence of the QA
Coordinator, the Director of Nursing or

the Administrator will make the calls.

The QA coordinator will complete a form
{Resident Fall Follow-up) for each resident
that sustains 2 fall. The calls will be placed
for & period of three months (May, June,
July, and August) and the forms completed.
:1f 100% compliance is sustained for a
‘period of three months, follow up calls

will be discontinued; however, random
calls (2-3 each month) will be placed to
insure compliance is maintained, The
forms will be reviewed each week by the
QA committee and will be filed in a three
ring binder. At the conclusion of sach
month, the forms will be atrached to the

|

[

4 1D SLMMARY STATEMENT OF DEFICIENCIES D PROVIDER'E PLAN OF CORRECTION ”
PREFX {EACH DERXCITNCY WMUST BE PRECEDED BY FULL PREF[X {EACH CORRECTIVE ACTION SHOULD BE COngL.E':ZTION
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE PATE
DEFICIENGY)
F 157 | Continued Eram page 1 F 157 F 157 Continued

FORM CM3B-2567(1Z-¢9) Pravious Varsions Obaclom

Received Time May. 22, 2011

Eveirt 1D, 6QF511

1:5 1AM No, 8993

Facdlty 1D, 100518

If comtinuation shost Page Z of 12



05/22/2011 01:28 FAX B0B4564011

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

GoodShepherd

@005/052

PRINTED: 051132011
FORM APPROVED

OMB NQ. 0938-0351

ETATEMENT OF DEFICIENCIES X1) PROVIDER/BLED| IERASLIA
AND PLAN OF CORRECTION 1) IDEN'I'IF!G—‘-\W ikUMBER: Fel MuLTPLE CONSTRUGTION &) DATIE? RIEY
|a BuiLDING COMPLETED
C
‘e fe vine J
85222 B 0414 4/201 %
RAME OF PROVINER OR SUPPLIER STREET ADDRESS, CITY, BTATE 2F CODE
BOOD SHEPHERD COMMUNITY NURSING CENTER 50 PHILLIPS BRANCH ROAD, PO BOX 424
PHELPS, KY 41553
X6 10 BUMMARY STATEMENT OF DEFICENGIES D PROVIDER'S PLAN OF CORRECTION
PREFIX | {EACH DERICIENGY MUST BE PRECEDTD BY FARL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CDMI{‘?-E)EHUN
TAG CROSE-REFERENCED TO THE APPROPRIATE BATE

TAG | REGLLATORY OR L8C IDENTIFYING INFORMATION)
]
]

DEFICIENEY)

F 157 | Continued From page 2

resident’s {ungs had audible rhoneh. However,
there was no documentation provided to indirate
Fesident #1's physician had been notified of the
resident's fall. Further review of resident #1's
medical record revealed the resident's RP was
notified at 1:00 p.m. on January 28, 2041, reiated
to resident #1's decrease In laval of
consciousness, weakness, and lung sounds,
However, there was no documentafion provided
that the resident's RP had been notified of the
residents fall.

Interview with Licensed Practical Nurse (LPN) &1
on Apil 13, 2011, at5:16 p.m., revealed LPN #1
provided care for resident #1 on January 29,
2011, the day the resident sustained s fall,
fnterview further revealed the LPN hag notified
resident #1's physician on January 29, 201 1, of
audibie rhonchi in the resident's Wngs, shortness .
of breath, and a change in the resident's level of i
consclousriess. However, LPN #1 could not }
i
H

recall if the physiclan had been notified of the i
.| resident's fall, LPN #1 further stated resident 15
RP had hot been notified of the resident's fall on
January 29, 2091,

interview with the Direclor of Nursing {DON) on
April 13, 2011, 8t 8:00 p.m,, revealec ¥ was e
raspanzibillty of the nurse who provides care for
the resident to nofify the physician amd-the RE of
accidentsfincidents. The DON further siated the
fall resident #1 sustained on January 28, 2011,
should have been reported to the residents
physician and RP.

F 279 | 483.20(d), 483.20(k)(1) DEVELOP

$5=D | COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment

E 157 |F157 Continued
monthly QA report.
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comprehensive plan of care.

to develop, review and revise the regldent's

The facility must develop a comprehensive care

assessment,

highest practicable physical, mental, and
psychosocial well-being as required under

under §483.10(b)(4),

by

(RAJ) to review and revise the residents

and aclivities of daily living.

The findings inciude: _

This REQUIREMENT s hot met as evidenced

plen for each resident that Includes measurabie
objectives and timetahles to mest & resident's
madical, nursing, and mental and paychesoclal
needs that are identified in- the cornprehensive

§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due fo the resident's exercise of rlights under
§483.10, including the right fo refuse treatment

The care plan must describe the services that gra
to be furnished to attain of maintain the resident's

| Based on Interview and record review the faciily |
! faiied o use the resigent Assessment Instrument

comprehensive care plan (CCP) for one of thes
sampled residents (resident #1). The fachiity
failed to individualize resident #1's CCP for s

and aotivities of daily living related to the number
of staif needed to assist resident #1 with transfers ‘

Based on medical record review, resident #1 wag
admitted to the facility on August 4, 2010, with

|
i
i
1
]
i
1
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F278 .' Continued From page 3 * F 279| The comprehexsive care plan for each 05-13-11

resident has been individualized to reflect
the needs for activities of daily living along
with staffing nesdad for transfers, tojleting
and resident safety,

The comprehensive care pian (Daily

Care Guide) for each resident has been
reviewed and individualized by MDS staff
to reflect the number of CNA’s needed for
transfer, bathing, dressing, eating, and
toileting, along with safety devices and
appliances needed. The plan also
addresses specific risks and interventions
of each resident,

For each admission or readmission to

the facility, the admitting nurse will be
responsible for devising/updating a
Daily Care Guide for each resident.

Upon completion of the firer MDS, the
IDT team will meet to individualize the
plan and detail the needs of each resident.
As changes oceur, the guide will be updated
by the charge nurse to reflect the change
and the needs of each resident. Upon
admission/readmission, the DON

and ADON wili review the Daily

Care Guide that bas been developed to
insure it is in place and it accurately
details the needs of the resident,

Compliance will be monitored by the
IDON and ADON. For each admission/
ireadmnission, the Daily Care Guide

will be reviewed by the DON and
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diagno i ti it ’ :
riagnoses that inCluded Congestive Heart Failure ADON for completion and acctiracy,

Renal Failure,

assessed resident #1 fo require extensive

(CHF), Diabetes Meliitus (DM), Vertigo, Chronic
Obstructive Pulmonary Diszase {COFD), and

Review of resident #1's quarterly Minimum Data
Set dated January 17, 2011, revealed the facifity

assistance of two staff members for transfers,

Additionally, two residents will be
randomly selected for review each
week to insure any changes in needs
have been addressed by the charge
nurse. The DON and ADON along
with the IDT will present to the selected
resident’s rooms to assess the resident

ambulation, and when moving on and off the toilet

, and review the Daily Care Guide. Any
due to the resident's unsteady gait,

revisions/updates will be documented on
the Daily Care Guide and = copy made

Review of resident #1's CCP dated August 17, for review by the OA commites.

2010, and reviewed on January 13, 2011,
revealed resldent #1 had been szsessed to be at
risk for fafls due to resident #1's unsteady gai,
Impaired mobity, antidepressant medication usa,
and vertigo, Interventions the facility put into
placa for resident #1 were to provide resident #1
with physical assistance andior support of staff
for transfers, ambulafion, and/or locomation as \
needed. Review of the CCP for impaired physical
mobility dated August 17, 2010, end reviewed
Januoary 13, 2011, revealad the faciifty developed
interventions for resident $#1 including the
assistance of staff for transfers as nesdad.
Further review of the CCP reiated to the
resident's risk for alteration in bowel efimination
and/or self<care daficit and tofleting revealed the
facility’s interventions included assistance with
tollefing, and transfers on/off the oliet, However,
the facility had not individualiized the CCP fo
address resident #1's assessed need of two staff
members for all transfers, ambulation, and toflat
use at ail times.

Interview with LPN #2 on April 13, 2011, at 7:00
p-m., revealed the LPN performad MDS

|
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Continued From page 5

assessments and developed care plans related to
residents’ needs. LPN #2 stafed staff inferviews
related to rasident needs were utfilzed o assist
the LPN in the development of care olans.
Further interview with LN #2 revealed if a
resident was assessed to raquire extensiva
assistanca of two staff members with tollefing,
there should be two staff membars with the
resident at ail times during tollefing. interview
further revealed if a resident was assessed to be
at rigk for falls, a care pian related to falls would
be developed.

Review of the nurse aide cars plan dated
November 2, 2010, for residenl #1 ravealad there
was no documeniation reiated o the nurnber of
staff required to assist resident #1 with
fransferring, ambulstion, and fofleting,

Review of resident #1's madical record and
incident report dated January 29, 2011, reveaied
resident #1 sustained a fall from the toilet on
January 29, 2011, Further réview of the incldent
report revealed resident #1 had been assisted to
the tolief by one staff member and the ataff

member had left the resident alone in the
restroom, i
Interview with certffled nursing assistant (CNA) #2 !
{(who provided care for resident #1 on January 29,
2011) on April 13, 2011, at 7:30 p.m., reveaied
resident #1 needed two sta members to assist
with olieting and transfers. CNA #2 stated if the
resident was “not going to.be in thare long” two
staff members would sty with the resldent.
However, according to the CNA, if the resident
was going 1o be In the restroom a long time, ohly
one staff member stayed. CNA #2 want on to

F 279
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daily living care. The Administrator etated that

stata that on January 29, 2011, only one staff
member had sssisted resident #1 to the
restronm, CNA #2 further stated that if the
resldent utilized a walker then one staff member
would assist the resident with the use of the
walker. Further interview revealed CNA #2 was
not aware if resident #1 had been asseszed or
care planned for fall risks. The CNA stated if he
resident was assessed and care planned as at
risk for falls, staff was not to iet the resident out of
thalr sight,

Interview with CNA #3 on April 13, 201 1, at 7:.05
F.m., revealad staff piaced nurse aide care plans
in the closet in each resident's mam. CNA #3.
further stated the care plan revealed the number
of staff required to assist each resident with
toileting and transfars. Howaver, CNA #3
reviewed the nurse aide cara pian for a random i
resident and was unable to find where the care [
plan stated how many staff was required to assist |
the regldent with tranzfers and tofleting.

Interview with the Director of Nursing (DON) and
Assistant DON on April 13, 2011, &t 2:00 pM,
revealed the faciiity required two staff members to
go into a resident's room for all activities of dally
fiving care, for the resident's and the staff
member's "safety." The DON further stated that
the DON had boen mads aware that only ona
nurse aide had transferred and tolleted resident
#1 at ths ime of resident #1's fall on January 29,
20711,

Interview with the Administrator on April 13, 2011,
at 8:34 p.m., revealed two staff members ware
required to go into resident roome for activities of
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anca the resident was assisted to the ioljet ong of ]
the staff members was parmitted to leave. The ]
Administrator further stated that the Administrator I
was not aware if the second staff member would |
then come back and assist with transferring the ;
resident back to bed or not. ;
F 323 | 483.25(h) FREE OF ACCIDENT F323' Staffhave heen instructed to folipw 5-13-11
$8=D | HAZARDS/SUPERVISION/DEVICES _ the plan of care that has been developed

in the Daily Care Guide for each resident

| The facility must ensure that the resident ; A
;! en\rironmﬁgnt remains as free of accident hazards which speoifically addressea the number
| @8 is possible; and each rasident receives of staff'and the equipment necessary for
adequate supervision and assistance devices fo safely transferving, toileting, and
prevent accidents. providing assistance with ADL's. A
copy of the Daily Care Guide is
enclosed. The CNA that failed to follow
the POC for the resident has been

disciplined,
This REQUIREMENT is not met as evidenced
by: The Daily Care Guide has been updated
Based on interview and record review the f'acility for each resident which reflects the
failed to ensure each resident recsived adeguate equipment and the number of staff needed
| Suparvision and assistance to prevent accidents to provide assistance to each resident for

for one of three sampled residents (resident #1),
The facility assessed residert #1 zs 2 falls risk,
and to require extensive assistance of two staff
members for all transfers and foileting, However,
on January 26, 2011, whila being assisted by one

safely transferring, toileting, and ADLs.

All staff have been advised of the updared
Daily Care Guide for each resident. Staff

staff member resident #1 sustained a fall, have been in-serviced on 5-12-11 regarding
the expectations required of them
The fimdlngs include; concerning the Daily Care Guide, and the
consequences of fziling to follow the
| Reviaw of the facility's fall protocol revealed as directions set forth in the guide, As )
| part of a resident's Initial assassment, the safety precaution, two staff members ars
! physician would help the facility staff identify required 1o be present for transfers,
¢ ingividuals with a history of falls and risk factors ! toileting, and ADL's.

| for subsequent falling. The facility pollcy further
,{ revealed the facility staf would docurment risk
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factors for falling In the resldent’s record. Further \ . .
review of the facility policy revealed the physician Compliance will be monitored by our
wollld identify medical conditions affacting fall risk licensed staff and QA committes. CNA
and the risk for significant compiications of fails. staff will be observed as they render
care to the yesidents to insure the Daily
Based on medical record review, resident #1 was Care Guide js being used as a tool for
admitted to ths facillty on Adgust 4, 2010, with the care, assistance needed, and any
diagnoses © include Congestive Heart Failure devices needed to insure the safety of
| (CHF), Diabstes Mellitus (DM}, Vertlgo, Chronlc the resident. Monitoring staff will be
Obstructive Pulmonary Disease (COPD), and asked to review the guide, observe at
Renal Faliure, Jeast one interaction between a resident
. o e et . who has been assessed s being et risk
Review of resident #1'¢ "Fall Rigk EV&TUS?EDH. for falls and 2 CNA on a daily basis,
dated January 12, 2011, reveaiad the faciity i ;
! o and to ask questions of the CNA shout
assessad resident #1 o be at risk for falls due to h ds of each resident. Any ob d
the resident’s impaired vision, problems with ¢ 1eeds of eack resident, Any obgerve
ambuiation, and the fadlllty's inabily to sssess deviation from the guide will be
the rasident's balance due (6 the resident's noed tmmediately addressed with the CNA,
for physical assistance. In addition. the resident decumenited on a copy of the guide, :
had been assessed fo have three or more health and followed up by the DON or ADON. i
conditions and recsived treeor more The QA committee will meet weekly to d
medications that placed the resident at risk for to review any documentad issues, and
falls. Based on the assecernent the rezident's take action to insure the safety of each |
score of 20 met the facility's oriteria of a score of resident. |
10 or more to identfy rasidents that were at rigk §
for falls. | '
Review of resident #1's wiariery Minimum Dala ,{
Set dated January 17, 2041, revealed the fecility |
assessad resident #1 1o raguire avtensive ’
assistance of two staff members for transfers, !
ambulation, and tofist use. Fuither review of tha i
MDE dated January 17, 2011, revealed the faclilty |
assessed resident#1 {0 have an unsteady gait |
and, whan maving on and off the Injlet, required !
human assistance due fo the resident being l
unsteady, |
. i !
| |
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Review of resident #1's "Resident Incident
Report,” dated January 28, 2011, revealed
resident #1 sustained & fafl on January 29, 2011,
at 12:45 p.m. Further review of the Incident
report revealed one staff member had assisted
resident #1 to the bathroam and had left the
bathroom area to give the resident “some
privacy." Based on documentation, the staff
member retumed to the bathroom and found
resident #1 lying on the floor. The resident had
reportedly bacome weak and fall to the floor from
the toilet. Continued review of the incident report
reveaied resident #1's physiclan was contacted
on January 28, 2011, at 12:45 pm.,duetoa
decrease In the resident's level of consciousness,
audible rhonchi in the resident's tungs, and that
the resident had stated thet he/she feit funry.
Resident #1 was transferred at 1:40 p.m. on
January 28, 2011, to a hasphtal for further
evaluation and treatment.

Review of resident #1's hospital records from

January 30, 2011, revealed regident #1 had an
enlarged raised araz with a "dluish tint” to the
right forehead. A repart of a Computed
Tomography (CT) scan of resident #1's head
periormed on January 31, 2011, was reviewed
and revealed s large sof tissue
swellingfhematome noted over the right forehead,
The CT scan repor{ further revealed no evidance
of a subdural hematoma or faciure.

interview with cartified nursing assistant (CHA) #2
on April 13, 2011, at 7:30 pum., revaaled the CNA
assisted resident #1 to the bathroom on January
28, 2011. The CNA siated resident #1 requirad
the assistance of two staif members for toiieting
and ransfers. CNA #2 stated he/she assisted
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! required two staff members o go into a resident's

resident #1 to the restroom, adjacent to the
residents room, on January 28, 2011, with no
other staff assistsnce present, CNA #2 further
stated on occasions resident #1 was able to walk
with the mssistance of one staff parson and a
walker, and that resident #1 was "usually steady”
on the toifet. The CNA steied ha/she left the
resident unattended or the toilet and went info
the: resldent's bedroom. The CNA stated hefshe
heard a noise caming from the bathroom, went
into the bathroom, and observed the resident
lying on the fioor and notified the nurse,

Interview with Licensed Practical Nurse (LPN) #2
on April 13, 2011, at 5:16 p.m., revealed CNA #2
had notified the LPN of resident #1s fali on
January 28, 2011, Further Interview with LPN-#2
revealed resident #1 required fhe assistance of
two staff members for tolleting.

Interview with the Director of Nursing (DON) on
April 13, 2011, at 5:00 p.m., revealed the faciliyy

roorm for all activities of daily living care, for the
residant's and the staff member's "safety.” The
DON further stated that the DON was aware anly
one nurse side was transferring and toilsting
resident #1 af the time of resident #7's fail.

Interview with the Administrator on April 13, 2011,
at 8:34 p.m., revealed two staff members were
required ta go Into resident rooms for activities of
daily living care. Further interview revealed the
Administrator was under fhe impression two staff
members assisted resident #1 to the resfroom on
January 28, 2011, and one s®ff member jeff the
room whiie the other ataff member stayed with
the rasident
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