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. F 000 | iNITIAL COMMENTS F 00| Mountain Mator of Paintsville does not
"| belicve and does not admit that any

deficiencies existed, cither, before, during or

A
standard survey was conducted on after the survey. Mountsin Manor of

01/03-06M2. Deficient praciice was identified

N . I - | Paintsville reserves all rights to contest the
with the highest scope and sevarity at "G" level, : . : X
|k 10 opmoront b s Y survey findings throngh informal dispute -
: - ) resolution, formal legal appeal proceedings.
i f correction does not constitute an
An abbreviated standard survey (KY17611) was - .| This plan of correction d
alzo conducted at this ime. The complaint was . sémission regarding any facts or -
substantiated with deficient practice identiied at circumstances surrounding eny alleged
“G" lavel, _ deficiencies to which it responds, nor is it
F 281 | 483.20(<)(3)() SERVICES PROVIDED MEET F2g1| moat to cstablish any standard of care,

contract obligation or position, and Mountsin
Manor reserves the right to raise all possiblz
The services provided or arranged by the facility | contentions and defenses in any type of civil
rmust meet professional standards of quality. or criminal claim, uetion or proceeding.
Nothing coniained in this plan of correction

: ‘ should be considered as a waiver of any
This REQUIREMENT is niot et as avidenced potentially applicable peer review, quality

S5=G { PROFESSIONAL STANDARDS

by . assurance, or self-criticel examination

Based on observation, interview, recerd reviaw, privileges which Motmiain Memor of

end facility policy review it was detsnmined the : _ Paintsville does not waive, and reserves the )
facility failed to ensure- admission care planning " right to assert in any administrative, civil,
was sufficient to meet the needs of newiy - criminal claim, action or proceeding,
admitted residants prior o complstion of the Mountain Menor of Paintsville offers its
resident's first comprehensiva assassment and responses, credible allegation of compliance,
care plan for one of twenty-four sampled and plan of comection as part of ifs engoing
residents (Residerit#21). Resident#21 . effori {o provide quality care to its residents.

_{ sustained a fall on 12730/ and 12/31/11, and

two fafls on 01/01/12; however, the facifity failsd ' _F28¢

i review/revise the resident's sdmission cane

plan to provent r2currence of the resident's falls. 483.20(kX3)(1) SERVICES PROVIDED
Afier the resident sustained the second fali on ' ) MEET PROFESSIONAL STANDARDS
01ID'[!12, Resident #21 was franefarmed 1o the .

hospital and diagnosed with & fractured left hip It is the policy of Mountain Manor of

that raquired surgical intervention. Paintsville that services provided or arrenged

: by the facility mmist meet professional

The findings Inciude: standards of quality.
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Any'deficiency statement anding with an/asteris Az b deﬁdaré'y'rwhlch the inutitution may be msed'ﬁ-on‘{mcing providing i s detenmined that
other safeguards provide sufficient protection Dlthe-patiei®. (See insfuctions.) Exceptfor nugsing hames, the findings shated above ane discioashle BO days
following the daile of Eurvey whather or ot plan of comection ts provided. For nursing homes, the above findings end plans of cofrection am disclosable 14
days following the defe thess dacumants ere made avatabla to the Saciity. I deficiencies are cited, an approved] plan of comection is requistis 1 continued
program participation. ’ . '
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1 Areview of Resident #21's admission care plan,

A raview of the facliity's fall prevention
policy/procedure, dated 04/27/11, ravealed any
resident that experlenced & pattern of falis (2 or
mare during a 30-day period) or an injury from a
fall would be referred for a falls assessmeant to be
completed by the nurse. Following complation of
the falls risk assessment, the interdisciplinary
teaminursing siaff would inform the family and
résident about the recommended fall prevention
management approach and adjust the care plan,

Review of the medicai record of Resident #21
revealed the facility admitted the resident an
12/07111, and readmitied the residant on
12/23/11, after a hospitalization for )
gastmintestingl bleeding. The faciity had not
completed a Minimum Data Set (MDS)
assessment becauss the resident had not besn
in the fagitity iong enough for the essessment to
be completad, )

dated 12/08/11 and updated on 12/27/11,
revealed the resident was at risk for fafls roiated
to generalized weakness. The interventiohs in
place for the prevention of falls mcluded the
following intarventions: :

1)."Falf pracautions as needed"

Z) "Orient to room including cali light and
bathroom” ’

3) "Cell kght within reach at all times"

4) "Piace an Level 3 restorative program for
acfive mnge of motion to extramities and
ambufation training.”

A review of ih;e nursing hotes for Resident #21

dated 12/30/11, at 2:00 PM, revealed the resident

F 281

. A copy of the minutes related to this resident

. implemented on 01/10/12 by Jeri Wright RN|

- on 01/11/12 by Crystal Cantrell, LPN. A
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F 281 | Continued From page 1 1. The falls committes met on 01/3/12

and discussed falls related 40 Resident
#21. A plan of action was developed to
itmplement on readmission to the facility,

is enclosed,

Resident #21 was readmitted to the facility
on 01/10/12 to room 220 -1 from 243 ~ 2,
This is closer 1o the nurse’s station,

Bed and chair alarms, floér mats and floor
alarms were added to the care plan and

On 01/11/12 Resident #21was placed in a
low bed with- % SR x 2 by Christic Moore,

'I_‘he fall risk and side rail assessments were
updated on readmission (01/10/12) by Jeri -
Wright RN. -

The initial care plan was reviewed and
updated on readmission (01/10/12) to includd
safety precantions and it was again reviewed

aised edge matiress 'was added to the bed on
011312

The resident was referred to PT & OT on
01/13/12.

A comprehensive care plan was completed
for resident #21 on 01/30712,
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. F281| Continusd From page 2 ~ Fog1| 2. Al residents with falls in the last 60 days
was found on the floor efier the resident had ‘ prior to 01-03-2012, had their 1:;]35 .
attempted to ambulats unassisted, Comprehensive Care Plaw/Initial Care Plan

Review of fhe resident's sdmission care plan
revealed the cane plan was updated again on
12/30/11, a¢ a result of the rosidents fall, The
care plan revealed the resident had fransferred
and ambutated withaut calling for essistance and
was unable to do so safely, Atihattima
interventions ware added for the rasident to wear
non-skid socks, to remind the resident to call for

| assistence, and noted the resident was at a high

risk for a fall with tnjury. . »

Furiher mview of the nursing notes revealed on
12/31/11, at 5:40 PM, Resident #21 attempted to
ambuiate to the bathroom withcut assistance and
fall orto the resident's rcommate who lowersd the
resident to the floor.

An intorview with Registered Nurse (RN) #3 cn
01/05/12, at 5:15 PM, revealad RN #3 was
responsibla for the care of Resident #21 on
123111, According to RN #3, Residant #21 had
attampted 1o ambulate o the bathroom, lost
hisfher batance and fell onto the mommate. The
RN stoted she reminded the resident to usa the .
cali light and to ask for assistance prior o
ambulating. RN #3 stated she felt the residant
neaded a bed alern to alert siaff to the resident'a
attampts of unassisted transfers; howavar, sha
was unable to find a bed alaim. The RN
informed the nurse on the next shift of the
resident's falls and thet there was no bed alarm
available

Interview with CNA #5 on 01/05/12, at 5:35 PM,
rovealed she was assigned to Resident #21's

-resident safety, supervi

and Nurse Aide Care Plan reviewed and
updateid to ensure that falls or fall risk factors
were identified and appropriaic prevention
measures were implemented. Roberta
Thompson, MD'S Coordinator comptleted
these andits and updates from 01-03-2012 to)
01-06-2012.

The comprehensive/initial care plan for all
residents was reviewed and updated as
needed to epsurs that falls or fall risk factors
were identified and appropriate prevention
measures were impiemented, This was
completed by Roberta Thompson RN, Donng
Famnin LPN, Crystal Canfrell LPN, Mary
Arms DON, Christy Moore RN and Emily
Jones-Gray, Assistant Administrator,

3. Inservices were started on 01-04-2012 angl
were completed on 01-07-2012 for all
licensed nurses by Mary Arms, DON. The
inservices included care planining and
assessment with emphasis on fall
prevention/interventions, suparvision of
residents, physician notification, location of
atarms, alerm check sheets, updated Alarm
Policy, Stock Control Policy, and updated
Fall Risk Assessment Policy, A cory of the
inservice is attached as well as the s:gn—m
shest

CNA’s were inserviced beginning on 01-04-
2012 and completed on 01-05-2012 ragarding
ision of residents,
transfers, following the CNA care plem,

FORM GMS-2557 (12-99) Previous Vegalma Oheolets

Event ID: IQGEW11

Faity 1D 100582

¥ confinuation sheet Page 3 of 20




.

DEPARTMENT OF HEALTH AND HUMAN SERVICES

| PRINTED: 02M0/2012

hallway on 1230711 and 12/3111, and stated she
found Resident #21 on the fioor on'both dates.
The CNA stated that after the first fall she
rginforced tha nead for the resident to call for
assistance with tranefers and embulation, GNA
#6 stated she informed the nursing staff that the
resident was not using the call fight and she
thought the nursing staff would obtaln a bed
alarm for the resident. The CNA stated an alam
would have slerted staff the resident was
attempting to get up. During the interview CNA
#6 stated nursing staff had to issue the hed
glarms and after tha fall on 12/31/11, the nuse
rosponatble for Resident #21 (RN #3) had stated
she waouid obain a bad atam tor the resident.

Review of the nursing notes revesled on
010112, at 240 AM, Resident #21 was found on
the floor in the resident's room and at £:25 AM,

the resident was again found on the corand had

sustained injury fo the leftleg. The resident was
transporied to the hospital and found to have a
fracture of the lefl hip 1:hat required surgical
inervention.

Further review of tha resident's admission care
plan revesled there was no evidence new
iMterventions were put into place after the
msidant sustained g fall on 12/21/11, or after an
additionel fall at 2:40 AM on 01/01/12, to prevent
further falls emd/or injury.

Inferview with unsampled Resident B on
(11/0412, at 2:50 PM, revealed on 12/31/11,
Resident #21 had attempled to ambuiate to the
bathroom and feil onte Rasident B. Resident B
stated the resident attempted unassisted
transfers on three separate occasions o the

inservices were completed by

sign-in shects

RN.

policy is attached.

Emily Jones-Gray, Assistant Admmlslmtor
and Ma.ryArms Director of Numsing. A copy
of the inservice is atached as welf as the

Al resident rooms with fall prevention
measurss were audited to ensure that aft
safety devices were in place as care-plaoned
per physician order by 01-03-2012 by
Kimberly Preston, RN and Christy Moore,

Fall Risk Assessment Pohcy ‘was updated on
01-03-2012 try Deborsh Fitzpatrick,
Administrator, Mary Arms, Director of
Nursing end Emily Jones-Gray, Assistant
Administrator to reflect the following
changes: #7 “If a resident has had any recent.
falls, the nurse should review the Fall Risk
Assessment and update it af that fime.” This
was added to the Fall Risk Assessmend
Policy. This policy was once again reviewed
on 01-07-2012 by the Administrator, ’
Assistant Administrator, and Director of
Nursing with minor changes. A copy of the

A new fall risk assessment was completed or)
al} residents who had fallen within the last 6¢
days prior to 01-03-2012 by Anna Caldwell,
ADON, Christy Moore, RN, Kimberly
Preston RN and Chanity Purcell, LPN. This
was completed on 01-03-2012,

' Alarms Policy was updated on 01-03-2012 by
Deborah Fitzpateick, Administrator, Mary
~Arms, Difector of Nursing and Emily Jones-
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avening of 12/31/11 and in the early morning on
01/01/12, and had not naqmasted staff o assist
him/ar,

Interview on 0170512, at 7:10 PM, with Licensed
Practical Nurse {LPN) #2 revealed she was
respansbie for the care of Resident #21 on
01/04/12, during the 7:00 PM to 7:00 AM shift..
LPN #2 stated she was informed by nursing staff
on the previous shift that Resldent #21 had
sustained a fall. LPN #2 stated earlier in the shift

-| Resident #21 had sustained a fall while she was

on her lunch break, According o LPN #2, she folt
the resident needed a bed alam but there was no
bed alarm in the medication rmom, and other
available staff did rot know where 1o find an
alam. PN #2 stated that if a bed alarm had

| bean placed on the bed of Resident #21, staf

would have been aleried the resident was trying
to get up unassisted and a fall might have been
prevented.

Interview on 01/06/12, et 10:10 AM, with LPN#3 .
revealed hefshe was on dufy on 01/01/12, during -
the 7:00 FM o 7:00 AM shift. According o LPN
#3, one of the Cerlifled Nursing Assistanis

{CNAg) cama to the nursing station and stated

she needed the LPN's asaistance. LPN#3 found
Resident #21 on the fioor outside the bathroom
deor lying on hisfher left side. According to LPN
#3, the resident informead the nurse that he/she
had usad the bathroom, felt tired, and had lain
down onthe ficor, LPN #3 was not aware f LPN
#2 had obtained a bed alarm for Residant #21.
According to LPN #3, if there were no bed alarms
on tha fieor staff could obtain one from the first
floor nursing unit or the facHity stack roont LPN
#3 stated slaﬂ‘ could always telephone the
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F 281 | Continuad From page 4 Fogq| Oray, Assistant Administrator to reflect the

following: #5 “If no alarm is located in the
medication room, staff should go 1o the other
floor to obtain an alarm. Staff should then
notify Siock Control, the DON, Assistant
‘Administrator or Administrator to replaee the

- glarm® and #7 “The Stock Conirol Clerk will
check the alarms at a minimum of three time:
per week to ensure they are in proper
working condition. The alarm checks will be

. documented. Any problems should be

reported immediately to the DON_" This
policy was cnce again reviewed and revised
by the Administrator, Director of Nursing
and Assistant Administrator an 01-07-2012.
A copy of the policy is attached.

A notation was added to the bottom of the’

- alarm check sheet on 01-04-2012 by Mary
Arms, Director of Nursing that states the
following: “Alarms arc available on each
floor. ¥ an alarm is missing, go to the other
floor and oblain one. Then notify stock
control, DON, ASST. ADM or AD:

-copy of this is attached.

An Alarm Replacement Form is now attached
to each alarm in stock in the med rooms to
. remnind nursing staff to communicate with
"Stock Contred to restock alarms. This was
compieted by Madgs Amett, Stock Control
Clerk on 01-06-2012. A copy of this form is
attached

A copy of the Stock Control Policy thet was-
updated on 12-06-2010 was reviewed on 01~
03-2012 with no changes by Deborah
Fitzpatrick, Administrator, Mary Arms,
Director of Nursing, and Emily Jones-Gray,
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Dirgctor of Nursing (DON) o assist with finding a
bed atarm. .

Interview with CNA #7 on 0111712, at 5:90 AM,
revealed the CNA was respoensibie for the care of
Resident #21 on the 11:00 PM to 7:00 AM shift
on 01/01/12. CNA #7 stated she feund Resident
#21_lying on the fioor, in front of the hathroom,
asieep. According to CNA #7, at that ime the ~
nursa discussed a bed alarm for Resident #21
but thens was no alarm available on the fioor.
The CNA ststed later that moming at

approximately §:00 AM, staff heard & "thud” and s

nurse and two CNAs ran to the resident's room.
The CNA stated the resident appeared to be hurt
and complained of pain In the left isg. The CNA
stated only mursing staff had access to the bed
alarm storage area and acknowledged the
resident did not have a bed alarm on tha bed.
CNA £7 stated in her opinion the resident's
second fall could have been prevanted if a bed
alarm had basn in place because stafl would
have been aleriad when the resident attsmpted to

1 get out of bed and could have

intervenad/assigled,

Interview with RN #4 on 01/05/12, at 5:45 PM,
revealed RN #4 had updated Resident #21's care
plan after the fall on 12/30/11, fo inckte the
addition of hon-skid socks. RN #4 stated all
nursing staff was responsible for
Tevising/updating the care plan for residents.

An interview was conduicted with the Direchor of
Nursing (DON]) on D1i05/12, at 11:25 AM. The
DON stated Resident #21 sustained the first fall
on 1273011, At that fime staff detarmined the
resident's socks ware "regular” and the socks

#OD . SUMMARY STATEMENT OF DEFICIENCIES _ o PROVIDER'S FiAN OF CORRECTION o
PREFIX {EAGH DEFIGIENCY MUST BE PRECEDED BY FLLL PREFX (EACH CORRECTINEACTION SHOULD BE - | COMALETION
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F 281{ Continued From page 5 Fogq| Assistant Administrator. -A copy of the

" Nursing and Emily Jones-Gray, Assistant

. #21 when the alleged deficit practice

process,  The results of all audits wil be

-discussed the falls related to resident #2} and

~ DON a copy of the inservice provided to the

- Emily Jones-Gray, Assistent Administrator.

policy is attached.

The Falls Prevention Policy was revised on
01-07-2012 by Deborah Fitzpatrick,
Administrator, Mary Armg, Director of

Administrator. This was under revision at the
time of the survey and was completed on 61-f
07-2012. A copy of this policy is aftached.

Licensed staff mombiers caring for resident

occurred were terminated and/or disciplined
by Mary Arms DON and Emily Jones-Gray,
Assistent Administrator, -

4. Dr. Charles Hardin, Medical Director wifl
provide oversight during the compliance

reported to the Medical Director quarterly .
through CQI by Emily Jones-Gray, Assistant
Administrator. This will be ongoing, .

Dr. Charles Hardin, the Medical Director at
the facility was telephoned by Mary Arms, |
DON on 01-03-2012 at 12:05 PM. They

the corrective actions taken by the facility,

Dr. Charles Hardin was faxed by Mary Anms

licensed nurses that began on 01-04-2012
was conducted by Mary Arms, DON and the
CNA inservice that began on 01-04-2012
was conducled by Mary Arms, DON and
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were the reason the resident had fallen on the
tied floor. Staff implemented nan-skid socks and -
documented the intervention to the resident's
care plan: The DON stated she had net been
informed by statf of the resident's falis from
12/31/11 1o 01/01/12, until the resident sustained
the fall with injury an 01/01/12. The DON stated
staff should have added interventions efter the fall
on 12/31/11.

F 282 | 483.20(k}{3)(i} SERVICES BY QUALIFIED

55=0 | PERSONS/PER CARE PLAN

The services provided or arranged by the facility
*| must be previded by qualified persans in
accordance with each resident's written plan of
care.

This REQUIREMENT is not met s evidanced
by:

Based on interviews, record review, and a review
of the faciiity's "Post Fall Investigation®, the facility
fafled to ensure sarvices provided by the facility
were provided by qualified persons in accordance
with each resident's writen plan of care for one of
twenty-four sampled residents, Facllity staff
assessed Resident #16 10 require the assistance
of a minimum of two staff persons for transfers.
On 10/02/11, one staff person attempted to
transfer the resident from the bed to a shower
chair and the resident sustained afall. Asa
result of the fall, the resident's ieft knee, right side
of the resident's underarm, and the left side of the
resident's left breast ares were bruised.

The findings include:

A review of the facility’s policy “Care

.| Dr. Charles Hardin, the Medical Director

F 281/ telephoned Mary Arms, DON on 01-07-2011
concerning the survey ending on 01-06-2011.
They discussed the alleged deficit practices
regarding Resident #21 and the corrective
actions taken by the facility.-

An Interdisciptinary Falls Committee was
formed in November 201 1. This committee
meets weekly and reviews all falls, and the
Care Pians (Comprehensive/Initial) of the

F 2g2| effected residents are reviewed for
appropriateness of fall prevention
imterventions, The results of the Falls
Comunittee Meeting will be reported
quarterty through CQl by Emily Jones-Gray,
Assistant Administrator.  This will be
ongoing.

The care pians of all new residents or
residents returning from a hospital stay will
be audited during the moming CQI meeting
to ensure 1het care plans accurately reflect the
resident’s needs. This will be monitored by
Mary Arms, DON and Erpily Jones-Gray,
Assistant Administrator and the results will
be reported quartetly through CQI. This will
be ongoing.

The Stock Control Clerk Madge Arnett wilt
check the alarms &t a minimem of three times
per week to ensure they are available md are
in proper working condition. The alarm
checks will be documented by Madge. Any
problems will be reported immediately to the,
DON and through guarterly CQI meetings by
Ernily Jones-Gray, Assistant Administrator,
This will be ongoing.
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A sofety device audit is performed three

F 282 | Continued From page 7 ' F282| times per week ata minimum by
" | Plans-Comprehensive Statement” {not dated) Administration/Nursing Administration. A
revealed it was the policy of the faciity to develop calendsr was doveloped 1o include ali
a comprehansive care pian for each resident that residents, Six residents are checked per andit
inciuded measurable objeciives and tmetables ta to ensure that the proper safety device is in
maet the rasident's medical, nursing, and place and is operational. The resalts of the
psychosocial needs. Further review of the policy audits are reported quarierly throngh CQI by
revzaled the comprehensive care plan had been Emily Jones-Gray, Assistant Administrator,
designedo incorparate identified problem areas, : This will be ongoing,
and to prevent declines in the resident's .
functional status andfor functional level. 3. Date of correction is 02-03-2012.
The facifity admitted Resident #16 on 06/01/11, F282.
with diagnoses of Coranary Artery Disease
(CAD), Chronic Obstructive Pulmonary Diseasa | 483.20(k)}3)(ii) SERVICES BY
{COPD), Congestive Heart Failure (CHF), QUALIFIED PERSONS/PER CARE PLAN
Dementia, Parkinson's Disease, and Arthrifis. i ‘ :
It is the policy of Mountain Manor of :
A review of the Admission Minimum Data Set Paintsville that services provided or arranged i
{(MDS) Assessment dated 06708/1, ravealed : by the facility must be provided by qualified
Resident #16 had an alteration in mobitity and persons in accordance with cach residént’s
was at risk for falls with injury. The MDS written plan of cure. ‘
Assessment revealed the facility had assessed ‘
the resident to require extensive physical 1. Resident #16°s quarterty nssessment,
assistance of a minimum of two staff persons comprchensive care plan and CNA care
with ransfers, Continued review of the (MDS) plan/assigniment sheet were updated on 12-
Assessment revealed CNAs were to assist the 07-2011 by Roberta Thompson, MD$§
resident with all ransfers and weres to apply Coordinator. The care plan and CNA care
non-skid footwear to the resident's feet for safety. plan/assignment sheet was again reviewed on | ..
01-06-2012 for accurscy by Mary Arms,
A review of the Nursing Care Plan dated Director of Nursing., No changes were made
06/21/11, also revealed Resident #16 was at risk 1o the care plan at that time.
for falls, had impaired mobility, and required .
assistance with transfers and modbility. ) Resident #16°s Fail Risk Assessment was
Furthermore, a review of the Certified Nursing . | completed on 12-07-2011 by Crystal
Assistant {CNA) Care Record dated Octobar | Cantrell, LPN. The Fall Risk Assessment

2011 revealed Resident #16 required iransfer ) ‘was again reviewed and updated on 61-06-
assistance of two and the use of a gaft belt. :
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A review of a Post Fall Investigation dated
10/11/11 revealad on 10/02/11, af 12:30 AM, @
CNA atternpted to transfer Resident #16 from
bed. The investigation stated the CNA did not
use a gait belt or have another CNA assist with
the transfer. The CNA grabbed the resident
under the resident's arms and tried to pull the
resident from bed, when the bed scooted and the
resident fell on the floor on hister left knee. The
resident sustained bruising to the left knez, the
right side of hisfher underarm, and the left side of
tlie left breast ae a rasult-of the fall,

An interview with Resident #16 on 0105712, at
3:18 PM, confirmed facility ataff had attempted to
transfer the resident from the bed to a shower
chair with the assistance of one. According to the
resident, the bed was not locked and the resident
was in bare fest.  The resident stated he/she
landed on his/her left knee causing a bruise, then
sat on the floor on his/her buttocks.

An interview conducied on 01/06/12, at 9;10 AM,
with CNA #3 revealed she failed to review
Resident #16's Care Record priar to her aflempt
to tranafer Resident #16 from the bed to the
shower chair. However, CNA #3 reporfed she
had been trained to review resident Care Records
to determine the resident's needs prior 1o
providing as&istance with care.

F 323 | 483.25(h) FREE OF ACCIDENT

55=G | HAZARDS/SUPERVISION/DEVICES

-| The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adeguate suparvision and assistance devices to
prevent accidents.

2012 by Mary Arms, DON. The fall risk
F282| score remained the same,

'CNA’s were inserviced beginning on 01-04-
2012 and completed on §1-85-2012 regarding
resident safety, supervision of residents,
transfers, foliowing the CNA care plaz,
restraints, use of the 1ift, and cail lights. The
inservices were completed by Emily Jones-
Gray, Assistant Administrator and Mary
Arms, Direclor of Nursing. A copy of the
inservice is aftached as well as the sign-in
sheets. .

2. All residents with falls in the last 60 days
prior to 01-03-2012 had their MDS,
Comprehensive Care Plan/Initial Care Plan
and Nurse Aide Care Plan reviewed and -
updated to ensure that falls or fall risk factors
were identified and appropriafe prevention
measures were implemented. Roberta
Thompson, MDS Coordingter completed
tiese sudits and updates from 03-03-2012 to
01-86-2012.

The comprehensive/initial oare plan for all
residents was reviewed and npdated as -
needed to ensure that falls or fall risk factors
were identified and appropriate prevention
measures were implemented.  This wos
completed by Roberta Thompson RN, Donna
F a03| Fannin LPN, Crystal Cantrell LPN, Mary
"~ | Arms DON, Chtisty Moors KN and Emily
Joncs-Ciray Assistant Administrator, '

'3, Inservices were started on 01-04-2012 and
were completed on 01-07-2012 for all
Hesnsed rurses hy Mary Arms, DON. The .
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' . imserviges included care planning and
F 323 | Continued From page 8 F 323 assessment with emphasis on fall

transfers, However, on 10/02/11, one staff

This REQUIREMENT is not met as evidencad
by:

Based on observation, interview, record review,
and review of facllity poficy/procedures it was
determined tha facility failed to ensure two of
twenty-four sampled residents (Residents #16
and #21) received adequate supervision and
assistive devicas to prevent acciderts.

Resident #21 was assessed by the facility to be at
high risk for falls, On 12/20/11, staff
implemented the use of non-skid socks for
Resident #21 after the resident sustained a fall.
On 12431111, Resident #21 sustained another fall
and staff failed to develop end implement
interventions to prevent further falls. On
04/01/12, Resident #21 sustained a fall at 2.25
AM, and again staff failed to mplement new
interventions. At 6:25 AM on 01/01/12, Resident
#21 sustained a socond fall. The resident was
transferred to the hospital and was diagnosed
with a fracture to the left hip. The resident
undenwent surgery on 01/01/12, and the fracture
was surgically repaired.

The facliity assessed Resident #16 to requins the
assistance of a minimum of two staff persons for

person attempted to fransfer the rasident from the
bed to a shower chair, and the resident sustained
afall. As a result of the fall, the resident’s left
kniee, right sida of the resident’s underarm, and
the left side of the resident's left breast area were

prevention/interventions, supervision of
residents, physician notification, location of
alarms, alarm check sheets, updaied Alarm
Policy, Stock Controf Policy, and updated
Fall Risk Asscssment Policy. A copy of the

- inservice is attached as well as the sign-in

sheet.

CNA’s were inserviced beginning on 01-04-
2012 end completed on 01-05-2012 regarding
resident safety, supervision of i
residents, transfers, following the CNA care
plan, restradnts, use of the lift, and call lights,
The inservices were completed by Emilty
Jones-Gray, Assistant Administrator and
Mary Arms, Director of Nursing. A copy of
the inservice is attached as well as the sign-in
sheets,

4. Random audits will be done weckly to
ensure resident care records are being
followed as per care plan. A minimum of
four observed transfers per week will be
compieted by Chanity Purcell, Staff
Development Coordinator, and a minimum
of four cognitive residént interviews will
completed by Chanity or other staff as
assigned by Emily Jones-Cray, Assistant
Administrator to cosure resident care records
are being followed with special attention to
transfer of residents, The aundits will be
completed for a minimum of three months.
The results of these audits will be reportad
through CQI by Emily Jones-Gray, Assistant
Administrator. A copy of this eudit form is
attached.

FORWM CMES-2567(02-88) Pravious Yersions Obaalete . Everl 1D: IOEW11
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bruisad.
The findings include:

Review of the stock control policy/procedure
{dated 12/06/10) reveaied a persona] alamn, bed

pad alarm, and a ¢hair pad alarm would be stored

in the medication.room for use after hours or on
weekends. In the event staff shouid run oul of
supplies after hours a key to the main stock
cantrof room was located at each nurses' station
in the drawer.

Review of the facility's Fali Prevention Poiicy
(dated 04/27/11) revealed any resident
experiencing a pattem of falls (2 or more during a
30-day perioc) o an injury from a fall would be
reforred for a falls assessment to be completed
by the nurse.

1. Areview of the medical record of Resident
#21 revealed the resident was initially admitted toy
the facility oh 12/07/11, and readmitted on

12/23H 1, with diagnoses that included End Stage
Cirrhosis of the Liver, Ascites, End Stage Chronic

Obstructive Puimonary Disease, and
Gastrointestinal Bleeding.

Review of Resident #21's admission care plan
dated 12/08/11, revealed interventions in place to
prevent falls were as foilows:

1) *Fall precautions as neaded"

2} "Qriznt to room including call light and
bathmom*

3) "Call light within reach at all times" and
4) "Place on Level 3 restorative program for

"active range of moticn to axiremities and

x4 D D PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULE PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IOENTIFYING INFORMATION) TG CROSS-REFEREMCED TO THE APPROFRIATE . ORTE
. DEFIGIENCY)
. . Dr. Charles Hardin, Medical Director will
. F 323! Continued From page 10 F323| provide eversight diring the compliance

5. Date of Correction is 02-03-2012.

progess.  The results of all audits will be
reported o the Medical Director quarterly -
through CQI by Emily Jones-Gray,
Assistant Administrator. This will be
ongoing.

D, Charles Hardin, the Medical Director
telephoned Mary Arms, DON on 01-07-2011
concerning the survey ending on 01-06-2011.
They discussed the alleged deficit practices
regarding Resident #16

and the corrective actions taken by the
facility.

Dr. Charles Hardin was faxed by Mary Arms, |
DON a copy of the inservice provided to the
licensed nurses that began on 01-04-2012 that
was conducted by Mary Arms, DON end the
CNA inservice that began on 01-04-2012 that
was conducted by Mary Arms, DON and
Emily Jones-Gry, Assistimt Administrator.

F323

483.25(k) FREE, OF ACCIDENT
HAZARD/SUPERVISION/DEVICES

Tt is the policy of Mountain Manor of
Paintsville that the facility must ensure that
the resident environment remains as free of
accident hazards as is possible; and that each
resident recetves adequate supervision and
assistance devices to prevent accideats.
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ambulation training.”

A review of the re-admission nursing notes dated
12723111, revealed Resident #21 was alert and
oriented to person, place, and time. The facility
assessed the resident to require assistance with
activities of daily Eving and ta be &t risk for falis
due o gereralized weakness. The admission
Minimum Data Set (MDS) assessment had not
been completed at the time of the survey.

Review of the nursing notes dated. 12/30/11, at
2:00 PM, revealed staff found Resident #21 lying
on the floor of the bedroom on his/her back,
between both beds. According to the nursing
notes, the resident had regular socks on and had
been sitting in a geri-chair. The resident had
att=mpied to get out of the chair without
assistance and fell, A review af the updated
admission care plan, dated 12/30/11, revealad

" | the resident had sustained a falt in ihe facllity due

to ambulating without calfing for assistance and

| an intervention had been implemented for the

resident to wear non-skid socks, Additionally, the
care plan update documented the resident was a

“high risk for a fall with injury.

Further review of the nursing notes dated
1231111, at 5:40 PM, revealed Resident #21 got
out of bed without calling for assistance and fell
onto his/her roommate on the way to the
bathroom. The resident's roommate reportedly

eased the resident to the floor and called staff for

assistance,

Interview on (1/04/12, at 2:50 PM, with the
rocommate (Resident B) of Resident #21
confirmed the resident had fallen onto the

X4 I SUNMMASTY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION o
PREF {EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) - TAG CROSS-REFERENCED TC THE APPROPRIATE DATE
. DEFICIENCY)
. : . 1, The falls commiftee met on 01/3/12 and
F 323 | Continued From page 11 F 323! discussed falls related to Resident #21. A

plan of action was developed to implement
on readmission to the facility. A copy of the
minutes related to this resident is enclosed.

Resident #21 was readunitied to the facility
on 01/i0/12 to room 220 -1 from 243~ 2.
This is closer to the nurse’s station.

Bed and chair alarms, floor mats and floor
alarms were added to the care plan and
impiemented on 01/10/12 by Jeri Wright RN.

On 01/11/12 Resident #21was placed in a
Jow bed with %4 SR x 2 by Christic Moore,
RN.

The fall risk and side rail assessments were
updated on readmission (01/10/12) by Jeri
Wright RN,

The initial care plan was reviewed and
updated on readmission {01/10/12) to include
safety precautions and it was again reviewed
on 01/11/12 by Crystal Cantrell, LPN. A
raised edge mattress was added to the bed on
01/1312.

The resident was referred to PT & OT on
01/13/12,

A comprehensive care plan was completed
for resident #21 on §1/30/12,

Resident #16°s quarterly assessment,
comprehensive care plan and CNA care
plan/assignment shest were updated on 12-
07-2011 by Roberta Thompson, MIIS
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Coordipator. The care plan and CNA care
F 323 | Continued From page 12 F3z3| plan/assignment sheet were again reviewed
roommate’s lap while ambuiating to the -| om 01-06-2012 for accuracy by Mary Arms,
| bathroam. According to Resident B, Resident Director of Nursing. No changes were made
#21 had not used the cal! light to inform ataff the to the care plan at that time.
resident needed assistance. Resident B stated . .
that on 12/31/11, Resident #21 had attempted ta Resident #167s Fail Risk Assessment was
ambulats to the bathroom and fell onto Resident compleied on 12-07-2011 by Crystal
B. Resident B stated the residert attempted to Cantrell, LPN. The Fall Risk Asscssment
transfer unassisted an three separate accasians was aggain reviewed and updated on 01-06-
on the evening of 12/31/11 and the early moming 2012 by Mary Arms, DON. The fail risk
of QY/01/12. 7 score remained the same.
Interview with CNA #6 on 01/05/12, at 5:35 P, CNA's were inserviced beginning on 01-04-
revealed she wes assigned to Resident #21's 2012 and completed on 01-05-2012 regarding
hallway on 12/30/11 and 12/31/11. According to. resident safety, supervision of residents,
CNA #8, she found Resident #21 on the floor on transfers, following the CNA care plan,
12/30/11 and 12/31/11, ‘and informed the restraints, use of the 1ifl, and call lights. The
resident's assigned nurse on both occasions, IRServices were c"ml?flﬁtﬁd by Emily Jones-
The CNA stated that after the first fall she Gray, Assistant Administrator and Mary
reinforced the need for the resident to call for Arms, Director of Nursing, A copy of the
assistance with transfers and ambuiafion. CNA inservice is attached as well as the sign-in
#6 stated she Informed the nursing staff that the shests.
residant was not using the call light and she . . . :
assumed the nursing staff would obtain a bed 2. All residents with falls m-the lost 60 days
alarm for the resident. The CNA stated an alarm prior to (1-03-2012, had their MDS,
would have alerted staff the rasident was Comprehensive Care Plao/Initial Care Plan
attempting to fransfer without assistance. During and Nurse Atde Care Plan rev IG'WGC} and
the interview CNA #6 stated nursing staff had to updated $o ensure that falls or fall risk factors
issue the bed alams and after the fall on ' were identified and appropriate prevention
12/31/11, the nurse responsible for Resident #21 measures were implemented. Roberta
{RN #3) had stated she would obtain a bed alarm Thompsop, MDS Coordimtor completed
for the resident. GNA #6 was unaware whether these andits and updates from 01-03-2012 te
the nurse had obtained a bad alarm for Resident 01-06-2012.
271. .
#1 ‘The comprehensive/initial care plan for all
Registered Nurse (RN) #3 stated in an interview residents was reviewed and updated as
on 01/05/12, at 5:15 PM, that she provided care needed to ensure that falls or fall risk factors
to Resident#21 on 12/31/11, and on that date the were identified and appropriate prevention
resident attempted fo ambulate to the bathroom
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unassisted but lost hisfher balancs and fell onto
the roommate, and was on the fioor when she
enterad the room. The RN sfated she assessed
Resident #21, found no injuries, and reminded
the resident to use the call ¥ght ang call for
assisiance prior to getting out of bed and walking
in the room. In addition, RN #3 stated due to the
resident’s prior attempts io get out of bed and
walk unassisted she planned to place a bed
alarm on the resident’s bad to alert staff whan the
resident attempted to get out of bed unassisted.
However, according to the RN, there wara no bed
alarms available an the nursing unkt and she had
informed the nurse on the next shift of the
resident's falls and that there were no bed alarms
available, e

Further review of Resident #21's admission care
plan revealed no additional interventions were
added after the resident sustained a fall on
12/3111,

*| Further review of the nursing notes revealed on

01/01/12, at 2:25 AM, Resident #21 was found on
the floor. The resident was assessed and no
Injuries were found. At 8:25 AM on 01/01/12,
Resident #21 again sustained a fall In the room,
and at that time, the resident complained of pain
to the ieft leg. The resident was transported to
the hospitat for evaiuation and was found to have
a fracture of the left hip that required sungical
intervention. -

Interview on 01/05/12, at 7:10 PM, with Licensed
Practical Nurse (L.PN) #2 revealed she was
responsible for the care of Resident #21 on
01/01/12, during the 7:00 PM to 7:00 AM shift.
LPN #2 stated she wais informed by nursing staff

Vannin LPN, Crystal Cantrell LPN, Mary
Arms DON, Christy Moore, RN and Emily
Jones-Gray Assistant Administrator,

3. Inservices were started on 01-04-2012 and
were completed on 01-617-2012 for all -
licensed nurses by Mary Arms, DON. The
inservices included care plenning and
assessment with emphasis on fall
prevention/interventions, supervision of
residents, physician notification, location of

. alarms, alarm check sheets, updated Alarm

Policy, Stock Control Policy, updated Fall
Risk Assessment Policy. A copy ofthe
insarvice is attached as well as the sign-in
sheet. :

CNA's were inserviced beginning on 01-04-
2012 and completed on 01-05-2012 regarding
resident safety, supervision of residents,
transfers, following the CNA cate plan,
restraints, nsc of the lift, and call lights. The
inservices were completed by Emily Jones-
Gray, Assistant Administrator and Mary
Arms, Director of Nursing. A copy of the
inservice is attached as well as the sign-in
sheets.

All resident rooms with fall prevention
measurcs wers audited to ensure that atl
safety devices were in place as care-planned
per physician order by 01-03-2012 by

imberly Preston, RN and Christy Moore,
RN. .

Fall Risk Assessment Policy was updated on
01-03-2012 by Deborah Fitzpatrick,
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Administrator, Maty Anns, Director of
F 323 | Continued From page 14 F 323| Nursing and Emily Jones-Gray, Assistant

on tha previous shift that Resident #21 had
sustained another fall. According o LPN #2,
when she retumed to the unit from break she was
informed Resident #21 had sustained a fall. |LPN
#2 felt the resident neaded a bed alarm but a bed
atarm was not available in the medication room.
LPN #2 stated she asked other staff on duty
where she could obtain a bed alarm and no ans.

| knew. The LPN stated she was unaware she

could obtain a bed alarm from the stock reom or
the first floor nursing unit. LPN #2 stated that if
Resident #21 had received a bed alarm staff
would have been alerted to the resident's atempt
at nassisted transfers and the fafl could have
heen prevented.

During an interview on ¢1/06/12, at 10:10 AM,
with LPN #3, it was revealed she was on duty on
010112, during the 7:00 PM to 7:00 AM shift. -
LPN #3 stated she provided nursing coverage to
pafients while LPN #2 was on lunch break.
According to LPN #3, ane of the Cerlified Nuising
Assistants (CNAs) came to the nursing station
and stated she needed the LPN's assistance.
LPN #3 found Resident #21 an the floor culside
the bathroom door kying on hisfher feit side.
According to LPN #3, the.resident informed the
nurse that he/she had used the bathreom, felt
tired, and had lain down on the floor. LPN #3
stated she assessed the resident's vital signs and
assassed for injuries. At that time, according to
|LPN #3, LPN #2 retumned to the nursing unit and
was informed the rasident had been found on the

floor and that she had completed the required

incident repart. LPN #3 was not aware if LPN #2

-| had obtained a bed alarm for Resident #21.

According to LPN #3, if there were no bed alams
on the fioer staff could have obtained one from

policy is attached.

was comppleted on 01-03-2012.

Administrator to reflect the following
changes: #7 “If a resident has had amy recent
falls, the nurse should review the Fali Risk
Assessment and npdate it at-that time.” This
was added to the Fall Risk Assessment
Policy. This policy was once sgain reviewed
on 01-07-2012 by the Administrator,
Assistant Administrator, and Director of
Nursing with minor changes. A copy of the

A new fall risk assessment was completed on
afl residents who had fallen within the last 60
days prior to 01-03-2012 by Anna Caldwell,
ADON, Christy Mporg, RN, Kimherly
Preston RN and Chanity Porcell, LPN. This

Alarms Policy was updated on 01-03-2012 hy
-Deborab Fitzpairick, Adminisirator, Mary
Arms, Director of Nursing and Emity Jones-
" | Gray, Assistant Administretor 1o reflect the
following: #5 “If no alarm is located in the
medigation room, staff should po to the other
floor to obtain an alarm. Staff should then
notify Stock Control, the DON,
Administrator or Administrator to replace the
alarm” and #7 “The Stock Control Clerk will
check the alarms at 2 mininmm of three times
per week to ensnre they are in proper
working condition, The alarm checks will be
documented. Any problems shouldbe .
reported immediately to the DON.” This
policy was once again reviewed and revised
by the Administrator, Director of Nursing
and Assistant Administrator on 01-07-2012.
A copy of the policy is attached.

Assistant

FORM CMS-2567{02-88) Previous Versions Qbsolele

EventlD:IOEVA 1

Facifity ID: 100688 -

if sontinuation sheet Page 15 of 20



" PRINTED: 02/10/2012

. DEPARTMENT OF HEALTH AND HUMAN SERVICES ‘ FORM APPROVED
CENTERS FOR MEDICARFE & MEDICAID SERVICES : ' OMB NO. 0538-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CIA, {X2) MULTIPLE CONSTRUCTION " }ex3 DATE SURVEY
AND PLAN OF CORRECTION ICENTIFICATION KUMBER: : COMPLETED
A BUILDING
c
185414 B WING ' . ‘ 01/06/2012
NAME OF FROVIDER OR SUPPLIER STREET ANDRESS, GITY, 5TATE, ZIP CODE
MOUNTAIN MANOR OF PAINTSVILLE 1028 EUCLID AVENUE ,
_ PAINTSVILLE, KY 41240 )
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S FLAN OF GORREGTION 5
PREFIX { - . (EACGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX, (EACH CORRECTIVE ACTION SHOULD BE - COMBLETION
TAG REGULATORY OR LSS IDENTIFYING INFORMATION) - TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
' . : A notation was added to the bottom of the
F 323 [ Ccontinued From page 15 - F 323 | alarm check sheet on 01-04-2012 by Mary -
the first fioor nursing unit or the fagility stock Arms, Director of Nursing that states the
room. LPN #3 stated staff could always following: “Alarms are available on each
telephene the Girector of Nursing (DON) to assist floor. If an alarm is missing, go to the other
with finding a bed alarm. . floor and obtein one. Then notify stock
‘ control, DON, ASBST, ADM or ADM.” A
An inferview was conducted with CNA #7 on .| copy of this is attached.
01/01/12, at 5:40 AM. The CNA stated she was
responsible for the care of Resident #21 on the An Alarm Replacement Form is now attached
11:00 PM fo 7:00 AM shift on-01/01/12. CNA #7 . to each alerm in stock in the med rooms 1o
had started to enter a room adjacent to Resident remind nursing stafl to communicage with
| #21's when she observed the bafhroom door in : Stock Control to restock alarms. This was
Resident #21's room was open. CNA #7 stated completed by Madge Amett, Stock Controf
she found Resident #21 lying on the floor in front Clerk on 01-06-2012. A copy of this form is
of the bathroom, asleap. According to CNA #7, at attached i
ihat tirme LPN #2 discussed a bed alarm for ’ ’
Resident #21 but LPN #2 informed the CNA a A copy of the Stock Control Policy that wag
bed alarm was not available. The CNA stated the updated on 12-06-2010 was reviewed on 01~
same moming at approximately 6:00 AM, staff , 03-2012 with no chnges by Deborah
heard a "thud" and LPN #2 and two CNAs ran fo Fitzpatrick, Administrator, Mary Arms,
the resident's room. The CNA stated the resident ) Director.of Nursing, znd Emily Jones-Gray,
"| appeared to be hurt and ¢emplainad of pain in the Assistant Administrator, A CUP)’ of the
left leg. The CNA stated onty nursing staff had policy is attached.
access to the bed alarm storage area and was to .
obtain the alamms and the CNAS would apply the The Falls Prevention Policy wes revised on
alarms ko the bed. CNA #7 acknowledged the 01-97-2012 by Deborah Fitzpatrick,
resident did not have a bed alam on the bed. Administrator, Mary Arms, Director of
CNA #7 stated, in her opinion the resident's Nursing and Emily Jones-Gray, Assistant
sacond fall could have been prevented if a bed Administrator, This was under revision at the
alarm had been in place because staff wouid time- of the survey and was completed on 01-
have been alerted when the resident attempted to " | 07-2012. A copy of this policy is aftached.
get out of bed and could have . -
intervenediassisted, - Licensed staff members caring for resident
- #21 when the alleged deficit practice
Further review of Resident #21's admission care occmred were terminated and/or disciplined
plan revealed no additional interventions were ) by Mary Arns DON and Emily Jones-Gray,
added after the resident sustainad Fafls on Assistant Adminjstrator,
01/01M12, .
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A visit was conducted to the hospital on 01/06/12,
and revealed Resident #21 was in the Infensive
Care Unit of the local hospital. The resident was
in bed with an oxygen mask in place. The
resident responded to questions with a shake of
fhe head. An interview with the resident could not
be obtained due to the resident's use of an .
oxygen mask and pain.

Review of the fadility's safety alarm checkiist
revealed staff was to.check to ensura a pad
alarm, a personal alarm, and a chair alarm ware
available on each fioor during the change of shift
medication count. The form stated that if an
alarm was missing sfaff was to contact Stock
Control or the Direcior of Nursing {DON). A
review of the safety alamm checklist for the
second floor alamms revealed staff had
documeniad on 12/31/11, that no pad alarm was
availabie, However, there was na evidence the
BON was netified of the need for a pad alarm.
Review of the safety alarm checklist for the pad
alarm for the first fleor revealed an zlarm was

1 available.

Interview on G1/06/12, at 10:00 AM, with the
Socizl Services Direcior (S50) revealed RN #3
had called her on 12/31/11, and informed the
SSD that staff was having trouble with Resident
#21 attempiing unassisted transfers and
ambulation. The SSD stated RN #3 asked her
why the resident did not have a bed alarm and
asked what she shouid do. Acconding to the

'SSD, she imfarmad RN #3 to notify the Charge

Nuree, The §SD stated she wes informed on
01/D02/12, that RN #3 had not notified the Charge
Nurse. The SSD stated slaff was aware that
alarms were stored in the medication rooms on
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. . 4. Dr. Charles Hardin, Medical Director will
F 323 | Continued From page 16 Fa23| provide oversight during the compliance

process.  The results of ail andits will be
reported to the Medical Director quarterly
through CQI by Emily Jones-Grey, Assistant
Administrator. This will be onpoing,

Dr. Charles Hardin, the Medical Director at
the facility was telephoned by Mary -
Arms, DON on 01-03-2012 at 12:05 PM.
They discussed the falls related to resident
#21 and the comective actions taken by the
Tacility. ‘

Dr. Charles Hardin was faxed by Mery Arms,
DON a copy of the inservice provided to the
licensed nurses that hegan on 01-04-2012 fhat
wes conducted by Mary Arms, DON and the
CNA inservice that began an 01-04-2012 that
was conducted by Mary Arms, DON and
Emily Jones-Gray, Assistant Administrator.

Dx. Charles Hardin, the Medical Director
telephoned Mary Arms, DON on 01-07-2011
concerning the survey ending on H1-06-2011.
They discussed the allgped deficit practices

" regarding Resident #16 and Resident #21 and
fhe comrective actions tmken by the facility.

An Interdiscipiinary Falle Committee was
formed in November 2011, This committce
mects weekly and reviews all falls, and the
Care Plans (Comprehensive/Initial) of the
effected residents are reviewed for
appropriateness of fall prevention
interventions, The resulis of the Falls
Committee Meeting will be reported
quarterly through CQI by Emily Jones-Gray, -
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each floor and alsa in the stock mom and that all
nursing staff had access to the stock room.

interview with the Director of Nursing (DON) on
01/06/12, at 11:25 AM, revealed Resident #21
sustained the first fall on 12/30/11. At thet time
staff determined the resident’s socks were
"egquiar’ and the socks were the reason the
resident had fallen on the filed floor.  Staff
implemented non-skid socks and documented
the intervention to the wsident's care plan. The
DON stated she had not been informed by staff of
the resident's falls from 12/31/1% to 01/01/12,
until the resident had sustained the fall with injury
on 01/01/12. The DON stated the facility had a
system in place fo aid in the prevention of falls
and staff had received education related fo falls
during the past year. The DON stated alf staff
had been trained related to accessing bed alarms
when needed and, according t the OON, a bed
alarm was always avaiiable to staff, if not on the
unit then in the stock room. - ‘

2. On 05/01/11, the facility admitted Resident
#16 with diagnoses of Coronary Artery Dissass
{CAD), Chronic Qbstructive Pulmonary Disease
{COPD), Congestive Heart Diseasa (CHF},
Dementtla, Parkingon's Disease, and Arthritis. A
review of the Admission Minimum Data Set
(MD3) Assessment dated 06/08/11, and the
Quarterly Minimurm Data Set (MDS) Assessment
dated 09/08/11, revealed the facility assessed the
resident fo require extensive assistance of a
minimuim of twe staff.persons fo assist with
transfers.

A review of the Nursing Care Plan dated
0621711, revealed Resident #16 was at risk for

4 1D SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION o5
PREFIX {EACH DEF{CIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATERY OR LSC {DENTIFYING JRFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE - DATE
. : . ~ DEFICIENGY)
) . : Assistant Administrator, This will be
F 323 | Continued From page 17 Faz3| onhgoing

" The care plans of all new residents or

The Stock Control Clerk Madge Amnett will

residents returning from a hospital stay will
be audited during the moming CQL

meeting to ensure that care plans accurately
refiect the resident’s needs. This will be
monitored by Mary Anms, DON and Emily
Jones-Gray, Assistant

Administrator end the results will be reported
quarterly through CQL This will be ongoing.

check the slarms at a minimum of three times
per week to ensure they are available ard are
in proper working condition. The alarm
checks will be documented by Madge. Any
problems will be reporied immediatety to the
DON and through quartarly CQI meetings by
Emily Jones-Gray, Assistant Administrator.
This will be ongoing,

A safety device audit is performed three
times per week at 8 minimmm by
Adoinistration/Nursing Administration. A
calendar was developed to include all
tesidents. Six residents are checked per audit
o ensure that the proper safety device is in
place and is operational. The results of the
audits are reported quartétfy through CQI by
Emily Jones-Gray, Assistant Administrator,
This will be ongoing,

Random audits will be done weekly to ensute
resident care records are being followed as
per care plan. A miniroum of four observed
transfers per week will be
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‘ " completed by Chanity Purcell, Staff
F 323 | Continued From page 18 F 323| Development Coordinator, and 2 mininmun

falls, had impaired maobitity, and required
assistance with transfars and maobility.
Furthermore, a review of the Nursing Care Plan
revealed Resident #16 was to wear non-skid
foatwear if available.

A review of the Cerlified Nursing Assistan (CNA)
Care Record dated October 2011 revealed
Resident #16 required the assistance of two staff
persons alang with the use of a gait belt during
transfers,

A revigw of documentation on the "Fall
Chronolegical™ (nc date) revealed on 10702411, at
12:00 AN, Certified Nursing Assistant (CNA) #3
atiempted to transfer Resident #16 from the bed
to a shawer chair unassisted. Documentation in
the report revealed as the CMA assisted Resident
#16 from bed the bed began to "scoot"back and,
as a result, the resident susteined a fall. The
documentation revealed the resident sustainad
no injuries othar than a bruise to the Isfl knee. iIn
addition, dogumentation revealed the resident did
not have socks on and was barefooted. A review
of the Post Fall Investigation dated 10/11/41,
revealed Resident #16 also sustained bruises to
the right side of the underarm and to the left side
of the left breast as a result of the fall.

An interview conducted on 01/06/12, at 9:10 AM,
with CNA #3 revealed she was assigned 1o
provide Resident #16's care for the night shift on
10/02/11. CNA#3 reported it was the .
responsibllity of the CNAs to obtain a mew CNA
Care Record at the start of each shift. The CNA
stated she was trained o review the Care Record
at the beginning of the shift and prior o the
pravision of care to the residents. Further

- completed for a minimum of three months,

of four copnitive resident interviews will
completed by Chanity or other staff as
assigned by Emily Jones-Gray, Assistant
Administrator to ensure resident care records
are heing foltowed with special attention &
transfer of residents. The audits will be

The results of these audits will be reported
throngh CQl by Emily Jones-Cray, Assistant
Administrator. A copy of this audit form is
attached.

5. Date of Correction is 02-03-2012,
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interview revealed CNA #3 was trained that a
resident should not be fransferred by the
assistance of one person if the resident's CNA
Care Record indicated the resident required the
assistance of two 10 transfer the resident. CNA
#3 reported she had not reviswed Resident #16's
Care Record bafore she atternpted to assist the
resident from the bed to the shower chair, had not
used a gait belt, checked the resident's bed to
ansure & was locked, and had not applied
non-skid socks to the resident's feet prior to
attempting the transfer. According fo CNA #3
Resident #16 had previously been aseigned to a
room on the second floor, and had been maved

1 to a room on the first finer. CNA #3 stated when

she had provided care fo the resident on the
second floor, the resident anly required the
assistance of one staff person and the CNA
assumed lhe residenf's plan of care had not
changed.

An interview conduded on 01/06/12, at 9:25 AM,
with the Director of Nursing {DON) revealed staff

was trained upon hire to obtain a new CNA Care

Record at the beginning of a new shift, and to
review the Care Racord before providing care to
tha resident. Further interview with the DON
revealed staff was trained if the Care Record
indicated a resident requlred the assistance of
two paople to transfer, they should not aftempt to
transfer the resident alone. The DON reponed
staff was also trained to check beds and
wheelchairs ta ensure they were locked prior to
transfering a resident.
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Notification of Changes

F157 A facility must immediately inform the resident; consult
with the resident’s physician; and if known, notify the
resident’s {egal representative or an interested family

‘member when there is

A)An accident involving'thé resident which results in injury

and has the potential for requiring physician |
‘intervention; -

B) A significant change in the resident’s physical, mental,
psychosocial status |
(ie:, a deterioration in health, mental or psychosocial
status in either life-threatening conditions or clinical
complications); -

C) A need to aiter treatment SIgmflcantIy (| e,a need to
discontinue an existing form of treatment due to adverse
consequences, or to commence a new form of
treatment); or |

D)A decision to transfer or discharge the res:dent from the
facility. |

(ii) The facility must also promptly notify the resident and if
“known, the resident’s Iegal representatwe or interested family
member when there i IS, '



' A)A change in room or roommate assignment |

B) A change in residents rights under Federal or State Iaw or
regulations as specified in paragraph (b){1) of this |
section. ‘

{iii) The facility must record and periodically update the |
address and phone # of the resident’s legal representatwe or
mterested famlly member.

This means:

You must notify the physician of changes (mental,

physical, wounds, '

falls, new onset of confusion.

¢ Nurse’s Do not write orders w:thout obtaining orders
from a physician! Nurses do not practice medicine.

e Nurse Aides: Report to the nurse any change in
condition. -

e Nurses, if an aide tells you something, you should go and

evaluate.
e Assess the resident.

o Notify the physician.

o Notify the family.



o Document thoroughly in the clinical record. {Use s/s,
what changes do you see?)

o What did you say to the MD; and what did he said to
you? Document in detail the new orders; “ You
should paint a picture of what is going on.”

If you contact a MD by fax, remember, it must be
Monday through Friday during office hours.
" Do not fax on the weekends! Dr. Caruso and Dr.
Hardin usually doesn’t respond to a fax. Do not fax
unless office staff tells you to do so. Remember; just
because; you fax something, you are still
responsible. You are the residents advocate and
caregiver; it is your responsibility to follow through
with obtaining Physician Orders.

~ All nurses are responsible to act in a professional
manner. This means you are expected to provide an

“acceptable standard of care for your residents as
required by law.

All nurses given a copy of “SCOPE OF PRACTICE
DETERMINATION GUIDELINES”.



Addeel

Care plan process. This is the basis of nursing

education and practice. You must follow it. Each

resident care plan is available.

Nurses must assess all residents using assessment

skills taught in school. You should assess first and
then contact the MD and the family. |

When you have a fall, you should ask yourself

Why did the resident fali?

Why were they trying to get up?

Did they need to go to the bathroom?

Are they experiencing discomfort?

Are they bored? |

Are they trying to reach something?

Have théy recently received a medication that
could alter their mobility or thought processes?

With each fall you must make changes to your

interventions to prevent a fall from reoccurring.

You must notify the physician and put an intervention



Added

Added

into place immediately.

Examples of interventions for falls:

Slip- Place non-skid socks on resident or strips
Weakness- Alarm pad |

Arising from chair- Chair pad alarm

Pain Medication- Agitation due to pain

Notify Family- Ask the famlly to come inand sit
with resident.

Cltmbmg out of bed- Get the resident upina
chair and bring them out to the lobby

Need for 1:1- Ask the hospitality aide to sit with
resident, read to them, play a game with them.
Involve activities for intervention.

Conquion- Contact MD concerning obtaining a
U.A. to rule out a UTL.

Going to Bathroom- Provide with a urmal or bed
side commode.

These are immediate interventions.

We can refer to therapy to screen for strength and

endurance to see if the resident is appropriate.

"~ When a resident falls

The nurse should assess the resident. Check for



injuries before trying to move the resident. If the
complains of pain or significant injury is noted, a staff
member should remain with the resident to prevent

. the resident from moving while the nurse calls the
physician, notifies EMS and prepares paper work for

transport.

_ Added Changes with falls
 With each fall, not only do you ﬁotify the physician
and the family. Now you have to notify the D.O.N,
the Asst. Administrator or the Administrator.
Their phone numbers are posted in the med room

and in the front of the incident book.

Document thoroughly the signs and symptoms the
resident is having. Document any behaviors.
Document any orders received. BE SURE TO DATE

" AND TIME ALL ORDERS AND DATE AND TIME WHEN

THE ORDER IS NOTED.



*NOTED MEANS THAT YOU HAVE TRANSCRIBED THE
ORDER AND CARRIED THE ORDER QUT.

The person that receives the order should carry out
the order. This means faxing pharmacy, notifying -
families of changes, notifying aides if their care has
changed, complete and file the care plan and
procuring and applying any type of device or
equipment available.

If the order is for equipment you should check the
clean utility room. If you are unable to find supplies
or equipment you should notify the stock control
person (Madge), the DON, Assistant Administrator or
Administrator.

It is your responsibility to insure the o-rder is carried
out before you leave or for some valid reason you
can’t, you should pass this on to the oncoming nurse
- and putitin the shift report.

One person only should write and sign the order. If
you are unsure about ah order you must clarify the
order with the physician. | |



A bed pad alarm and a personal alarm will be
available in each of the medication rooms. You will
sign a count sheet af each shift change to make sure
the alarms are available. Whenyou use one you
should notify stock control concerning who it was
used for and that it needs to be replaced. Aformis |
provided. |

Now, the Alarm Check Sheet Says: Alarms are

, available on each floor. If an alarm is missing, go.to
‘the other floor and obtain one. Then notify stock
_control, director of nursing, assistant administrator

or administrator.

Each resident has a fall risk assessment and a side rail
1ssessment in their record. Nurses should review
these assessments on all readmissions from the

~ hospital and update as necessary. You should also

review their plan of care for fall prevention and make
any necessary changes to prevent injury.

NEW: With each fall, the fall risk assessment must be
updated to reflect the new fall risk score.

if youseea reSident or-are notified by nurse aides
that a resident is exhibiting unsafe behavior you are



to evaluate the resident, notify the MD and family.
Implement orders from the physician. A staff member
should remain with them until precautions can be put
in place. _

If residents are up during the night one staff member
should bring the resident/s to the day area and
observe them. The can offer drinks or snacks or
provide some other type of activity for them until
they are ready to go to bed.

Nurses are to make walking rounds between shifts.
During this time you should check all exit doors to
make sure alarms are working properly. You should
visualize all residents and the nurse leaving should
give a report concerning the resident to the nurse
coming on. Nurses coming on should make walking
rounds on all residents even though another nurse
might be their shift nurse. Youare responsible for all
residents and may be asked to assist in their care. If
“you are working with a CMA you should make a
walking round on the group of residents the CMA is
giving medications to initially and between med
p'a'sses at a minimum.



Incident reports are to be completed at the time of an
“incident. They must be fully completed.

All corrections to documents must be according to
practice‘ You are never to correct someone elses
documentation. | |

All residents are to be supervised to prevent injury. If
you have a resident that is ekhibiting unsafe hehavior
a staff member should remain with them until the
MD has been notified. |

Break times are not to be abuéed. You are allowed a

15 minute paid break for every 4 hours worked and a
30 minute unpaid lunch. Your breaks and lunches are
scheduled to ensure coverage on the nursing units.

CNA’s |

You are to stay out on the floor circulating to monitor
residents, listen for alarms. Not all aides are to stay
on the same hall or huddle in the hallway or rooms.
You need to split up when not doing turn and
change. This will allow for the entire floor to be



covered and will improve your response time to
alarms and call lights.

Nurse’s |
If an aid reports something to you. You should go
immediately and check the resident. The only
exception would be if you are on a med pass and if
what the aide is reporting is not an emergency.

Updated: 1-3-12



faresiden FALL

You must notify one of the
following:

D.O.N
- Asst. Adm.
Adm.
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Nurse's: You should check the medication room at the beginning of you shift and

jnitial that you have an alarm pad and personal

#%NOTE: Alarms are available on each floor.
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Call Lights: Call lights should be answered promptly. ‘You should assist the resident before resetting the
call light. If you need the assistance of another CNA then you should leave the light on until you get
back to the resident’s room. Emergency call lights are just that AN EMERGENCY. These have priorityl!!

Resident alarms are also to be responded to promptly. These alarms are in place for a reason such as
reducing falls and alerting you that a resident is trying to get out of bed without assistance. You have to
pay attention to the alarms when they go off down other haliways. NEVER assume someone else is

. going to that resident’s room to assist them.

If you find a resident in the floor, NEVER move them on your own. Get the nurse. All residents who
experience a fall must be examined by the nurse. Also, when you walking to a resident’s room, look in
the door as you go down the hallway. You can see a lot when you are walking by. You may even see
someone up hy themselves who should have assistance. You should be checking on the residents more
than turn and change.

Restraints are to be checked at a minimum of every 30 minutes and released every 2 hours. When the
restraint is released, residents are to be walked, taken to the bathroom, repositioned, offered to lay
down, etc. They have to be repositioned in some way. The restraints should be released for at least 10
minutes.

Lifts are to be used with 2 people. When transferring a resident, make sure the chairs are locked and
you are guiding the resident from bed to chair, chair to bed, etc. Every effort should be made to avoid

doing. -

If there are any changes in the resident, you should report this to the nurse as soon as possible. If it is
an emergency, you should report it immediately.

Make sure to have and review your CNA care plans/assignment sheets on you at all times. This tells you -
how to care for the resident. This can include transfers, feedings, assistance, fall risks, and fluid needs
just to name a few. Do not assume the resident is the same when they move floors. For example, if you
worked with a resident on the Unit and he or she moves to the first/second floor, their care may have
changed. (For example from one assist to two assist.) Failure to foliow the CNA assignment sheet can
result in resident and employee injury and staff are subject to termination and write ups for not
following the assignment sheet. Information on a CNA assignment sheet is protected information.



Policy:

Falls Risk Assessment Policy

Tt is the policy of this facility that all new admissions be assessed for fall risk.

1.

The interdisciplinary care plan team will meet with residents and families on
the day of admission to determine the history of falls/injury and identify other
potential risk factors for injury.

.. The physician will be notified after the initial care plan meeting of any risk

factors.

An initial individualized care plan will be created to better meet the resident’s
needs.

A referral to therapy services will be made following the initial care plan
meeting if deemed necessary by the physician.

For new admissions, the admitting muse will complete a Fall Risk Assessment
and a Side Rail Assessment within 24 hours.

‘When a resident returns from the hospital, the admitting nurse will review the
Fall Risk Assessment and the Side Rail Assessment and update them at that
time. ‘

If a resident has had any recent falls, the nurse should review the Fall Risk
Assessment and update it at that time.

Updated: 01-03-2012

Revised: 01-07-2012



Policy:

Alarms Policy

It is the policy of Mountain Manor of Paintsville to use safety alarms as part of a
comprehensive fails management program.

Residents will be assessed for fall risk according to facility policy.

2. Alarms and other safety devices will be chosen based on resident fall risk, re5|dent

cognitive status and other individual factors on a case by case basis.

Alarms and other safety devices will be obtained from Stock Control according to facility
policy. :

Alarms are avaalabie in the medication room on each fioor and are accessible to nursing
staff.

If no alarm is located in the medication room, staff should go to the other floor to obtain
an alarm. Staff should then notify Stock Control, the DON, Assistant Administrator or
Administrator to replace the alarm.

Alarms wiil be changed on an annual basis according to manufacturer’s
recommendations by the Stock Contro} Clerk.

The Stock Control Clerk will check the alarms at a minimum of three times per week to
ensure they are in proper working condition. The alarm checks will be documented
when checked. Any problems should be reported immediately to the DON and through
quarterly CQl meetings.

Updated: 01-03-2012
Revised: 01-07-2012



“Alarm Replacement Form

Resident - Date
Type of alarm  personal

pad

chair

Signature of nurse

Alafm Replacement Form

Resident Date

Type of alarm personal
| pad
chair

Signature of nurse




Updated 12/06/10

Stock Control Policy
Policy: Supplies used in the usual routine are readily available in the utility room.

Supplies not normally stocked or special items which include but are not limited to mattresses,
raised edge mattresses, additional personal alarms and bed/chair alarm pads, bi-pap machines,
and floor pads are available upon request.

A personal alarm and a bed pad alarm is in the medication room for use after hours or on week-
ends. '

However, staff may also notify the stock contro! clerk, the Administrator or the Director of Nurs-
ing after hours and from Friday 4:30pm to Monday 7:30am. Their telephone numbers are listed
on each nursing unit. . '

In the event that you should rum out of supplies after hours, a key to the main stock control room
is located at each nurse’s station in the drawer. The stock controt room is located on the first
floor of the facility near the time clock. You are to sign out supplies on a clip board that is lying
onthe desk. If you need further assistance in locating a supply, please notify stock control, Di-
rector of Nursing or the Administrator.

Before applying any safety/fall risk equipment, the physician must be notified.



Floor Alarms MNo ol vi{1zli3T1el17118]19]20]231 2412512612730 3!
FPersonal Alarms No 10 l? i2. 131 16|171318119120123124125|26127|30¢3!
PIR Alarms No wlihizli3l1e|17]i8119120123|24125]26|27130]31




Chair Pad Alarm

NGO

i

13

19

20

23

24

25

27

30




|

No

16

i7

19

20

23

24

25

26

27

30

w

l

Bed pad Alarms




DS IS WDTUTE 1 T vl IR gl el

Stock Control Ala
l_ ock Coutro 1-11-12

1 |2[_3|4 | 5l a““mug 10111[12@%&113 1711e|19}9022|2a|z4125;26127m29|30

Med Room Ist Floor

ll 30~
Personal Alarm, Bed pad alarm, chau pad alam o

Hed Room an Flocrr

PersonaJ. Alarm, Bed pad alarm, chair

Tnit Med Room

Game=

Personal Alarm, Bed pad alarm, chair pad al ::‘.4133_1,?1_7_

. H 3 ! ' ) ! i i i 3 H -
e et T 7117213 BEa 15[ 16 [ 17| 18] 15 | 20 [0, 22 | 20 | 24 | 25 ] 26 | 27 [ 29 | X
' : T N R B

e

i
4
i

Wote: Each alam should have a form attached :Eor nu:l:se s to sign when a’ paﬂ is

Month/Year



Fall Prevention Policy

It is the policy of Mountain Manor of Paintsville to identify residents a risk for falls and to implement a fall preventioli
approach to prevent the resident from falling and to try to minimize complications from falling. The Fall Prevention
Approach is incorporated with the facility’s Quality Improvement Committee.

Procedure:

1.

Every resident will be evaluated for falls upon admission and subsequently thereafter upon readmission (ie.
return from hospital), after each fall, at least quarterly and following any change in condition. A new Falls Risk
Assessment should be filled out at these times.

. Within 24 hours of admission, a resident will be assessed for risk of falls. Nursing staff will complete the Falls

Risk Assessment. . .

Following the Falls Risk Assessment, the interdisciplinary team/nursing staff should notify the physician if the
resident is a fall risk. Based on the results of the Fall Risk Assessment and the physician’s recommendation(s), the
interdisciplinary team/nursing staff should inform the family and resident about the recommended fall prevention
management approach and adjust the care plan as needed.

A preliminary care ptan will be initiated upon 2 resident’s admission and will state the goals, interventions and
approaches for every resident who is identified as being at risk for falls. A comprehensive care plan is developed
within 7 days after the completion of the comprehensive assessment, at least quarterly and following any
significant change in condition. At that time, individual resident fall prevention goals, interventions and
approaches will be evaluated by the Interdisciplinary Care Plan Team for effectiveness and changes will be made
as necessary to reduce the fall risk for the resident. ‘

Staff will be instructed regarding approaches and goals for the management of the resident’s fall risk. Staff will be
trained to be alert to risks and hazards for falls in the environment. If a residents is identified as being a fall risk,
this will be identified on the CNA Care Plan/Assignment sheet. '

The falls prevention approaches will be evaluated by the Interdisciplinary Falls Committee/nursing staff to
determine the effectiveness of the approaches. With the recommendations of the commiftee, changes will be
implemented to reduce falls risk in the facility if needed. :

If a resident continues to fall, the Falls Committee/nursing staff will re-evaluaic the situation and will determine
whether it is appropriate to continue or change current interventions. The physician will help staff reconsider
possible causes and new interventions.

If a resident experiences a fall, nurses will completé an incident report and document the fall in the resident’s
record. Daily entrics regarding the status of the resident’s condition should oceur each shift for 72 hours following
the incident

Staff will notify the Administrator, Assistant Administrator, or Director of Nursing of any falls on the same day

the fall occurs. Phone numbers for the Administrator, Assistant Administrator and Director Nursing are posted in
the medication rooms.

Revised 01-07-2012



Date

CNA Name

CARE PLAN TRANSFER AUDIT

Observed Resident

Did the CNA follow the resident transfer care record accurately

Transfer Intefview as percareplan? Yes/No - if no why/Corrective action taken

Person conducting
Audit
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