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i An Abbreviated Survey investigating ARG

i #KY00021487 was initiated on 04/02/14 and

; concluded on 04/08/14. Deficient praclice was

" cited at the highest scope and severity of an "E."

F 280 ° 483.20(d)(3), 483.10{(k)}{2) RIGHT TO F 280, ;
ss:g;)_%' PARTICIPATE PLANNING CARE-REVISE CF ; L.OK 04/09/2014 Resident #5
: The resident has the right, unless adjudged [ care plan was revised to reflect
 incompetent or otherwise found to be f {  the intervention that was put in
 incapacitated under the laws of the State, to ! : place  afier the fall on
. participate in planning care and treatment or ! 1 03/30/2014, which included
! changes in care and treatment ;. discontinuation of the tab alarm
: " . and a sensor pad alirm being ;
I A comprehensive care plan must be developed ot in place
i within 7 days after the completion of the : i putinpiace.
. comprehensive assassment; prepared by an i .
mtergiscipiinary feam, that i’nc?udes the asfatending 5 i On  04/09/2014, 'Reszdent #
' physician, 2 registered nurse with responsibility | , care plan was revised to reflect
i for the resident, and other appropriate staff in . the immediate intervention that :
i disciplines as determined by the resident's needs, ; . was implemented on 03/31/14, ;
i @nd, to the extent practicable, the participation of © afier a fall.  The immediate ;
f ithe iesident, fhetresiderét‘s family clr the resident's - " intervention was communicated ;
_1ega; representative; and periodically reviewed | , : - ;
angd revised hy a team of qualified persons after | ;o Sg‘ff by verbal i
‘ : communication and by placing ;

{ each assessment. ; X
: the intervention on the CNA

"; Care Plan.  The immediate
% g ‘ intervention included the staff
,f ; . s being educated on providing X
i This REQUIREMENT is niot met as evidenced .! | activities  of interest  fou ;

i by: M " Ty 1 i
. Based on observation, interview, and record Resident #5 to redirect Resident s
! review, it was determined the facifity failed to : #5 [rom attempting o rise from
! ansure care plans were reviewed and revisad : 2 chair without assistance and
{ after each incident for two (2) of ten {10} sampled ! divert her anxious behavior.

j residents {Residents #5 and #7). Resident #5 i

: suffered a fall on 03/31/14, for which no a é

TITLE X6 DATE

LABGRATOR\; DIRE {l)R’S OR PROVIDER/ISUPPLIER REPRESENTATIVE'S SIG;JATURE i
XL{ML Az /Qﬁ;)dﬁf?‘a@{" slg/i4

Any deficiency sidtement ending will an asterisk {*) denotes a deficiency wiich the Institutiof’ may ba excused from soirecting providing it is detbrmined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing hames, the findings steted above are distlosable 90 days
following the date of survey whetier or fot a plan of correction is provided. For aursing homaes, the above findings and plans of correction are disclosable 14
days following the date these dotuments are made avaitable to the facility. If deficiencies are cited, an approved plan of correclion is requisite to continued

program pardicipation.
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F 280 Continued From page 1 F 28@; On 04/09/2014, Resident #7

 intervention was documented on the Interira Care | Care Plan was revised 16 reflect

i Plan. Resident #7 was placed on fifieen (15) : the QI5 minute checks that
( minute checks after a resident to resident i i were initiated on 03/18/2014.

: confrontation on 0341711 4, however, histher care |
i Plan did not detail the fiffeen {18} minute checks ;

; that were put into place following the
;confrontation. o i 2. On 04/0872014 a complete

review of all care plans was
initiated by Regional Nurse
i Consyitants, Director of
P Nursing, Assistant Divector of ;
[ Nuwsing, Staff Development ;
Coordinator, MDS
Coordinators, Unit Managers,
Evening Shift Supervisor, and :
Restorative Nurse and  was ;
completed on 04/11/2014. The
review was to ensure that all
i care plans were implemented
! : and revised according to any
i change in condition noted and
: | each Resident’s needs, which
; included appropriate
i interventions for all accidents
| and incidents for the past 90
i
i
i

: The findings include: ‘

' Raview of the facility policy titled, "Care

.E Planning”, dated December 2010 revealed the _
" Pian of Care was to be individualized basedon
| resident assessment, and staff was to document
' the pian of care, treatment and services, Further ;
! review revealed staff was to regularly review and
i revise the Plan of Care, treatment and services.

I'1. Review of Resident #5's medical record
| revealed Resident #5 was admitted to the facility ;
{ on 03/24/14 with diagnoses of Anxiety State NOS, |
: Dementia With Behavioral Disturbance, and
i Psychosis NOS. Additionally, Resident #5 was
: identified on histher Interim Plan of Care, dated
; 03/24/14, as a fafl risk. Admission Nurse's Notes ,
 for 03/24/14 revealed Resident #5 was admitted
f’ with a self-releasing lap buddy and alarm fo ;

., histher wheelchair, and also revealed Resident #5;
! was attempling to stand without assistance and |
"as being redirectable only for short periods of
 tirne,

|

days,

3. All licensed mursing staff was
educated on 4/10/14 related to
implementation of immediate
interventions for all accidents
and incidents and revision of
resident care plans. All nursing
staff was educated on 4/10/14

| Observafion of Resident #5 on 04/02/14 at 10:30 i
| AM revealed Resident #5 kept attempting to rise ! ;
| up from his/her wheelchair, setfing off his/her
| pressure alarm, despite therapy staff attempting |
i to engage resident in mnemonic activities, After |
; approximately ten (10) minutes of faifed altempts |
; to engage Resident #5 in activity, therapy staff |
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F 280 ! Continued From page 2
* wheeled Resident #5 over ta the central area of
! the dayroom where ofher residents were engaged

'in activilies. Resident #5 coniinued to attemptto |

rise, while repetitively stating “Jesus loves me" or
Lat times "Jesus help me",

!

i Roview of Resident #5's nUrsing assessments

| revealed hefshe experienced fhree (3} falls from

i histher date of admission, 03/24/14 through

i 04/02/14. Resident #5's first fall was on 03125114
j at 12:45 PM, at which time Resident #5 was

; found on the floor at bedside with no infury and no
 Withess to the fail. Review of the Interim Plan of

; Care revealed a bed alarm was placed on

. Resident #5's bed, and a referral to physical

. therapy and occupationa! therapy was made.

: Further review of the Interim Care Flan revealed
anti-ippers were added o Resident #5's

" wheelchalr on 03/27114. Resident #5

! experienced a second faif on (3/30/14 at 3:45

]
|
i
t

|
!
i

|
l
f
i
i

H

' PM, at which time Resident #5 was again found

t at bedside without injury. The nursing X

t assessment revealed a sensor atarm replaced

i the tab alarm that had been on Resident #5's bed |

i at that time, although review of the Interim Care

i Plan revealed no change, and the Interim Care

. Plan was not updated after this fall. Resident #5 1
. experienced a third fafl on 03/31/14 at 11:30 AM i
! in the dayroom, which was witnessed by staff, at i
! which time Resident #5 suffered a laceration to i
I hisfher forehead, to the bridge of the nose, and a
| skin tear {o hisfher left wrist. Further review of
| Resident #5's medical record revealed he/she
; received sulures for histher lacerations in the

i local emergenicy room and was refurned to the
 facility. The nursing assessment revealed no

; new nursing interventions were added, and

: review of the Interim Care Plan revealad no

I changes following the fall

i
i
H
¥
i

E

! Managers will review all care

i

' planning,

related to the care planning

process including updating the

CNA’s care plan to reflect any

revisions from & change in

condition. Al orders will be

reviewed Monday thru Friday 5
in the morning clinical meetings :
to ensure proper care planning
of any change in condition to
i reflect the resident’s needs and
! proper interventions are
| implemented and care planned
[ for all accidents and incidents.
LAl accidents and incidents are
then brought to the morning
stand up meeting Monday thru
i Friday to  review  the ;
I imtervention  implementation, _;
I effectiveness, and care ;

4. The DON, ADON, or Unit

piats to epsure any change in
condition is care planned or
revised as  needed  daily,
Maonday thro Friday for fwo
weeks, and the process will be
completed on  Saturday  and
Sunday by the weekend
superviser beginning on May
16, 2014, Then, the DON, i
ADON, or Unit Managers will
review 5 random Resident care

i
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: i
tom all units weekly for
F 280; plans from all u Y

F 280 ; Continued From page 3

i on 04/03/14 at 9:38 AM revealed fallowing

i Resident #5's falls on 03/30/14 and 03/31/14, the

; faclfity put in a request for another physical

; therapy screen, which was standard practice

. when a resident had a fall. LPN #1 revealed the
' request for physical therapy screen should have

{ Interview with Licensed Practical Nurse (LPN) #1

i

! been reflected on the care plan, and that any staff |

' could have updated the interim care pfan. LPN
V#1 revealed the nurse that put in the request

I shoufd have updated the care pian.

|

tinterview with Registered Nurse {RN) #2 on
i B4/06/14 at 3:05 PM revealed on 03/31/14 after

 Resident #5's third fall, she made sure fo ask the

i Director of Nursing {DON) if there was anvthing

| else they could be doing to help Resident #5, and

 shared the DON said to make sure to do more

j activities with Resident #5 and get himiher more
; Invalved, information which RN #2 stated she

i’ shared with the State Registered Nursing

- Assistants {SRNAs). RN #2 ravealed she didn't

" know for certain if the care pian was re-evaluated

" but said it should have been revised,

i 2. Review of Resident #7's medical record

i revealed Resident #7 was admitted to the facility

i on 01/07/14 with diagnoses which included
1 Alzheimer's Disease, Dementia NOS With
i Behavioral Disturbance, and Psychosis NOS,

. The facility assessed Resident #7. in a Significant ;

; Change Minimum Data Set (MDS) dated
- 02121714, as severely cognitively impaired with a

- Brief Interview for Mental Status (BIMS) score of |

104715, indicating severe cognitive impairment,

I Further, the facility assessed Resident #7 as

i having delusions and exhiblting physical behavier
i directed towards others.

]
i
i
i
i
{

four weeks, then 3 per week for
four weeks, and then 2 monthly
for two months. The ongoing _
process will be discussed in the
Quality Assurance comunittee :
meeting  menthly for five

momhs, for recommendations

and for further follow up as ;
indicated. The members of the %
Quality Assurance commitiee
include, but not limited to the
Medical Director,
Administrator,  Director of
Nursing, Assistant Director of
Nuzsing, SDC, Socizl Services
Director, Dietician, Quality of
Life  Director, and  Unit
Managers.
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F 280; Continued From page 4

i
[

. separated.

1
i
T

i

: fo reflect this intervention,

i Review of a Complaint/Grievance Report dated
 03/19/14 revealed on 03/17/14 the Ombudsman

| xpressed concerns that residents on the

: Reflections Unit were not being properly

| Supervised. The plan to resolve the grievance

; was to ensure the aclivities staff informed the

; nursing staff whenever they were leaving the unit.

f interview with the Ombudsman on 04/03/14 at

, 12:42 PM revealed he went into the Reflections
; Unit on 03/17/14 and witnessed two (2) residents,
, Resident #6 and Resident #7, in the dayroom, !
, one sitting in 5 wheelchair, one standing up, whao |
! were pulling and tugging on each other, with one
; @ppearing upset and trying to get away from the
. other. The Ombudsman revealed no staff was

. present in the dayreom, so he left the dayroom

' and went to the nursing station to get a nurse,

" and upon their return the residents were

Vinterview with LPN #5 on 04/08/14 at 2:47 PM
frevealed he had (o leave the unit on 03M17M14 to
! get oxygen for a resident, and when he came
! back, the Ombudsman told him what had :
Ftranspired between Resident #7 and Resident #6,

Interview with the Director of Nursing (CONyon .
| 04/08/14 at 1:15 PM revealed Resident #7's care

i

i

i

i

i Review of Resident #7's care plan revealed "New
i order, 03/18/14", with no indication what the new ;
| order was. Review of Resident #7's orders
 teveaied an order for fifteen (15) minute checks
; was initiated on 03/18/14 as a result of the

; incident on 03/17/14,: however, here was no

: documented evidence the care plan was revised

i

3

i
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PREFIX
TAG
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DATE

i

F 280 Continued Frem page 5
i plan should have indicated fifteen (15) minute
: checks were initiated instead of Fequiring anyone
. reviewing the care plan to go fo the chart logking
. for a docter's order,

Fa23 ! 483.25(h) FREE OF ACCIDENT

§8=E, HAZARDS/SUPERVISION/DEVICES

" The facility must ensure that the resident

: as is possible; and each resident receives
t adequale stipervision and assistance devices {o
i prevent accidents.

{
I

H

by

1 #7. The facility failed to provide adeqguate

- and tock several steps unassisted priof to siaff
| noticing and intervening o protect hinvher on

. 03/04/14, Resident #7 was discoverad ;
- unsupervised by the Ombudsman in the dayroom |
L of the Reflections Unit on 03A17/19 in a physical i
! altercation with Resident #6. Observations of i
I Resident #5 revealed repeated seff-rising ;
i behavior and constant supsrvision requirements. ,
i Additionally, interviews indicated frequent :
i Instances in which residents on the Reflections
i Unit were not sufficiently supervised to ensure a
;: safe environment,

i

L

P environment remains as free of accident hazards |

F'supervision to prevent accidents for four {4) of fen
£{10) sampled residents, Residents #4, #5, #6 and !

¥

i

i

| This REQUIREMENT is not met as evidenced |

! Based on observation, interview and record
'review it was determined the facility failed to
fensure each resident recaived adequate i

| Supervision consistent with each resident's needs
; when Resident #4 got up from his/her wheelchair |

F 280,

e

[, On G4/04/2014 the
Reflections Unit was assessed
by VP of Operations, Regional :

Nurse Consultants,
I Administrator, DON, Plant
| Operations, and Environmental
! Director to enswe the
I environment was safe  and :

. Residents #4, #5, #6, and #7 i
was properly supervised. The
environment was found to be
safe and proper supervision was
being provided.

2. On 04/04/2014 the
Reflections Unit was assessed
by VP of Operations, Regional
; Nurse Consultants,

! Administrator, DON, Plant

i
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F 323 Continved From page 6 £ ap3’ Operations, and Environmental 2
{ i Director to ensure the
; T~ : . i environment was safe for all :
The findings include: { residents residing on the
! ‘ . . . i it and that the
i 1. Review of Resident#4 ' s medical record EZ{?;:::I::;C%.G;m.]j,
1 revealed hefshe was admitted to the facility on | " supervised. D aily from
i 02/28/14 with diagnoses to include Dementia P e i
! . ; X ; ; : s 04/04/2014 thry 04/08/2014
- NOS With Behavioral Disturbance, Difficulty in = ¢ ! . X
: : ; » environmental safety rounds
Walking, and Muscle Weakness {General). The % e
(R . ; L . and adequate supervision
. facility assessed Resident #4, in an Admission " rounds were completed by
 Minimum Data Set (MDS) dated 03/07/14, as ; rown P
i " ; ; ) I ;  enviropmental services
' severely cognilively impaired. Further, the facility ; © department, nursing staff. DON
‘assessed Resident #4 as exhibiting physical S;fgi MDS, M nga R
! behaviors dirested towards others one (Mo i ! Supe}visor A dmin i:frat o
i i i i » : H
! three (3) days, verbal behaviors directed towards Admissions Coordinator, QOL,

i others four (4) to six (6) days, and other ; i _
i i i : ;. HR, Medical Records, Central ]
i behaviors not directed towards others for one (1) ,f Supply Coordinator, Chaplai,

i to three (3) days of the seven {7) day look back or Regional Management tearn i

{ period, which put Resident #4 and ofhers at risk | , " i
; and disrupted care or the environment. The ; ; loensure ﬁd?ql{afedwpdﬂ ‘;:Stio*}
; faciiity further assessed Resident #4 as an assist | | Was being provide o ;i "
. of two (2} with both transfers and ambtiation, ; . resident areas were free from :
: ! . environmenial hazards to :
. Review of a nursing assessment dated 03/08/14 ;  preventaccidents. The . :
Irevealed Resident #4 experiencad s fall in the ,  cnvironment was found to be
! dayroom after standing from histher wheelchair at ; safe ﬁﬂdﬁ propet SHPGW!S!O!j Was ;
16:15 PM. Resident #4 suffered no injury, and a ;  beingprovided. A [0 percent . i:
! pressure alarm was added to hisiher wheelchair | feV:{eiW ;fg] ta;:;ff;f; g‘;ﬁiys E
H i mciden s £

was complefed to ensure that

i at that ime. g
f immediate futervention !
: |

: Interview with State Registered Nursing Assistant i

: (SRNA) #1 on 04/02/14 at 2:00 PM revealed implementation was care

planred and communicated {o

; Resident #4 made frequent atternipts to arise .

; from his/her wheelchair, and SRNA #1 had been i allstaff The review was
. watching him/her on 03/04/14. SRNA #1 went on j  initiated on 4/04/2014 and was
! to reveal she had to go off the unit to recover a | i completed on 4/11/14 by DON, |

Regional Nurse Consultants,

! hair dryer, as SRNA#2 had completed a shower _ _
ADON, Restorative Murse, Unit ;

Fand needed it for a resident. SRNA#1 revealad
I when she refurned to the unit, Resident #4 was
i three (3) or four (4) feet away from hisfher : ;
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£

r ; ;
F 323 Continued From page 7 i F323;
! wheelchair, and although the nurse was present :
! she was turned around giving medications and
 didn't see Resident #4 untit SRNA #1 called out in :
‘a panic to Resident #4. SRNA #1 revealed she i
" got to Resident #4 and was able to assist him/her ;
o his/her seat. Further interview with SRNA #4 ;
{ revealed Resident #4 cursed, swung histher fists |
 at people, and took his/her clothing off, afl ;
! behaviors requiring extensive staff supervision | .
i and radirection. )
Finterview with SRNA #4 on 04/02/14 at 310 PM
t revealed Resident #4 had been aggressive to 5
fworkers, and had struck a nurse in the rose one
I night. Farther, SRNA #4 described Resident #4
| as "fidgety", and went on to reveal he/she
i frequently stood up from hisfher wheelchair, then ;
f sat back down, then stood back up, and could be |
: aggressive when attempts were made to redirect ;
i himvher.

i Interview with SRNA #2 on 04/03/14 at 1:02 PM N
: revealed Resident #4 frequently attempted to get
; up from or walking away from his/her wheelchair,
; which required extensive staff supervision to
; ensure hisfher safety. SRNA #2 went on to

. express, although staff was usually present, she | :
; felt accidents could be prevented if someone was
, available supervising the residents in the

! dayroom alf the time.

' 2. Review of Resident #7's medicai record
* revealed Resident #7 was admitted fo the facility
- on 01/07/14 with diagnoses which included
! Alzheimer's Disease, Dementia NOS With
: Behavioral Disturbance, and Psychosis NOS. ‘
| The facility assessed Resident #7, in a Significant ! ;
! Change Minimum Data Set {MDS) datad
i 1 62721114, as severely cognitively impaired with a *

Managers, MDS, SDC, and
Evening Shift Supervisor.

3. On 04/04/2014 education
was initiated by Regional Nurse
Consultant and Staff
Development Coordinator to afl
staff that was on shiff related to
proper supervision for all
residents, fall policy, accident
prevention, including CNA to
licensed nurse communication
to ensure  that  proper
supervision was being provided
for residents In the day room on
the Reflections Unit. Education
was continued for all staff by
the SDC, ADON, Weekend
Supervisor, and Evening Shift
Supervisor and was completed
by 04/11/2014.

On 04/04/2014, the supervision
of the Reflections Unit was
assessed by the ADON, DON,
Unit  Manager, and the
Restorative Nurse by reviewing
the Residents’ MDS and care
plans, The decision was made
to rearrange the staffing fto
include a SRNA for 12 hours a
day to supervise the residents in
the day room and one additional
SRNA was added to the 1ipm

|
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i Brief Interview for Mental Stalus {BIMS) score of

i 04/15, indicating severe cognitive impairment,
i Further, the facility assessed Resident #7 as

i of the seven (7) day look back period for the

, significant risk for physical Injury and disrupted
; care or the living environment,

 Review of a Complaint/Grievance Report dated
- 03119/14 revealed on 031714 the Ombudsman
. expressed concerns that residents on the

' Reflections Unit were not being properly

" supervised. The plan to resolve the grievance

' was to ensure the activities staff informed the

Interview with the Ombudsman on 04/03/14 at
1 12:42 PM revealed he went info the Reflections

I Resident #7 in the dayrcom, one sitting in a

i wheeichair, one standing up, who were pulting

i and tugging on each other, with Resident #7

i appearing upset and trying to get away. The

: Ombudsman revealed there was no staff in the
; dayroom at the time of the altercation he

; witnessed. He stated had io leave the dayroom
, fo go to the nursing station to get a nurse,

t and when he came back, the Ombudsman fold
I'him what had transpired betwean Resident #7
P and Resident#6. LPN #5 revealad he

| immediately assessed both residents and

[ ; recalling the incident. LPN #5 went on to reveal

i

Interview with Licensed Practicai Nurse (LPN) #5 i
' on 04/08/14 at 2:47 PM revealed he had fo leave |
Fthe unit on 03/17/14 to get oxygen for a resident, |

H
i

i interviewed them, both denying any pain, neither

i

I Unit on 03/17/14 and witnessed Resident #6 and |

' nursing staff whenever they were leaving the unit,
!

i having delusions and exhibiting physical behavior ‘
; directed towards others one {1} to three (3) days

; assessment which put the resident and others at

i

i

to 7am shift on the Reflections
Unit.

DON, ADON, Unit Managers,
and Rehab Service Manager
will review all accidents and
incidents daily Monday thra
Friday during morning clinical
mesting  to  enswre  that
immediate intervention
implementation has been care
planned and communicated to
all staff,

4. Beginning on 04/04/2014 &
daily observation of all areas
accessibie to  residents was
initiated by all department
management staff including bt
not limited to the following:
DON, Administrator, ADON,
Nursing Supervisors, Business
Office  Manager,  Human
Resource Manager, Admissions
Caordinator, Plant Operations,
Environmental Director,
Dietary Manager, SDC,
Restorative  Nurse,  Social
Service Directors, QOL
Director, angd Staffing
Coordinator fo ensure proper
supervision was being provided
and the environment is free
from accident hazards as

i
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: . : i issue is found
F 323 Conlinued From page 9 i Fa3pai Possible. Ifan :
:
i

: pull her [SRNA #4's]

i now.

L

f was gong from the unit for ten (10} to fifteen (15)
{ minutes, and there had been an SRNAn the
! dayroom when he feft,

Hnterview with LPN #1 on 04/03/14 at 9:38 AM
! revealed a nurse or activities staff should have
t been in the dayroom depending on the time. LEN|
t#1 further revealed if both nurse aides were inthe:
! shower room assisting a resident, thay were

‘ responsible for letting the nurse know, so the

! nurse could provide supervision of the dayroom,

Hinterview with SRNA #4 on 04/03/14 at 4,35 P
t revealed Resident #6 and Resident #7 were

! roommates, and Resident #6 had been known to |
flay in bed and yell, which caused Resident #7 to
i become agitated. SRNA #4 revealed she had
i withessed Residen{ #7 threaten Resident #5 one |
e night, saying " If you don't shut up,
ryou®, and had his/her fists balled up. SRNA#4
i revealed she had never actually withessed

i Resident #7 strike anyone, githough he/she did

'm going hit

hair on one occasion when

: she intervened between the resident and
; Unsampled Resident #C.

| Interview with SRNA#5 on 04/03/14 at 5:01 PM
| confirmed Resident #6's velling does irritate

' Resident #7, and although Resident #7 has not
"had any physical altercations wi
t hefshe had struck a nurse a couple of weeks ago.
I SRNA#5 stated it used to be sa
| the dayroom unsupervised, byt
i resident popudation exhibiting more behavioral
| issues, it was not safe for them unsupervised

| Interview with SRNA #2 on 04/03/14 at 1:02 Pl

th other residents, s

fe for residents in |
with the changing

H

!
i
!
i

i

the issue is to be addressed and
corrected fmmediately and if
the issue is not able to be
resolved immediately
notification to Plant Operations,
DON, or the Administrator is to
be made immediately. This was
provided by a departrent
manager daily for the first
week, then daily Monday thu
Friday beginning on May 8,
2014, for two months, then 3
days a week for three weeks,
then once weekly for two
weeks. All  accidents and
incidents will be reviewed in
the morning clinical meeting by
the DON, ADON, Unit
Managers, and Rehab Service
Manager daily Monday thr
Friday ongoing to ensure that
immediate interventions
implementation is care planned
and communicated to all statf,
The ongoing process will be
discussed in  the Quality
Assurance committee meeting
monthly for three months, for
recommendations  and  for
further follow up as indicated.
The members of the Qualify
Assurance committes include,
but not limited to the Medical

i
H
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o , : I Director, Administrator,
F 323 Continued From page 10 - P32, gizzt; of Nursing, Assistant
i . . H : i 3
. revealed Resident #6 tended fo bump into people ! ! Din tor of Nuwsing, SDC
; @ lotin his/her wheelohair, which aggravated 5 j JHeso ) gb. coton
; some residents on the unit. SRNA#2 revealed Social - Services  Director,
Dietician, Quality of Life

. Resident #7 could be agaressive, didn't like fo ba
. redirected, and sometimes when staff tried to

, redirect himiher he would shove or smack them.
. SRNA #2 revealed she hadn't seen Resident #7

- display any aggression towards other residents

; and didn't think he/she would intentionally hurt

; ahyone.

3 :
, Interview with SRNA#1 on 04/03/14 at 1:40 PM
 revealed a second incident Involving Resident #7
s and Unsampled Resident #C. SRNA s revealed
; 0N 03/22/14 late evening while they were
, assisling other residents, she saw Resident #7
; grab Unsampled Residant #0 by the upper arms
i when both residents were attempfing to entera
; room that belongad to pefiher. Per SRNA#1,

i Unsampled Resident #C screamed, and when

i SRNA#1 intervened and asked, Resident #7 fet

 him/her go,

i[ Review of a nursing assessment dated 03/22/14
; fevealed the incident occurred at 8:00 PM, with
. Resident #7 reporting fo staff Unsampled !
, Resident #C stated he/she was going to hite
. Resident #7. Further review revealed both

. residents were assessed and there WEre 1o
“injuries.

! literview with the Diractor of Nursing (DON) on

$ 04/03(14 at 3:36 PM revealed both sides were in
" the shower room at the time the ncident
"occuired. She state the facility implemented a

: shawer aide for the Reflections Unit so that both
! assigned aides wauld not be in the shower roam i
Fat the same time fo assist residents that required :
| two (2) assist for showers. i

L

Director, and Unit Managers.

; ?
i
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F 323 Continued From page 11
i
: Review of the SRNA Assighment sheets from i ; :
1 03/21H4, the date the shower aside was initiated,
1 through 04/01/14, the day prior to the initiation of
1 survey, revealed several instances in which a | :
| shower aide was either not assigned or was i
s reassigned 1o replace missing staff,. Shower | :
 aides wete not available, per review, on the - ; i
i following dates and shifte; 03/22/14 on 3-14; . .
1 03/23/14 on 7-3 and 3-11; 03/28/14 on 7-3; ; :
 03/30/14 on 3-11; and 04/01/14 on 7-3 and 3-11. ;

interview vith SRNA#1 on 04/07/14 at 217 P |
 revealed nursing aides told nursing staff ‘ight | !
| from ihe beginning” that they needed more .
 assistance on the Reflections Unkt, particutarly
; since the admission of Resident #5. SRNA #1

; went on to reveal nursing aides had spoken with ;
; "probably about all of thern {nurses]®, and nursing | ;

; slaff had witnessed Resident #5's behaviors of :

i altempting to exit histher wheelchair. SRNA #1
; went on fo reveal Resident #5 required a staff |
; member to be seated next to himiher at alf fimes { E
. to help ensure his/her safety, otherwise he/she :

, would likely fall.

! Interview with SRNA#7 on 04/04/14 at 12:40 PM
' revealed nursing aides had asked nursing staff o

! "call whoever they call” about getting assistance

L on the unit, but had been told “they" say "fwe ;

{ don't quit griping, they can move us off the unit".
| SRNA#7 revealed she didn't feef it safe for !
[ ragidents to be left alone in the dayroom, as they | ’ {
I could getinto an altercation, trip over a
i wheelchalr, or any number of othar things could A
 ooeur which would Jeopardize their safely. SRNA !
: #7 went on fo reveal when both aides need to be |
; in back working with a resident they try to get the |
| nurse to keep an eye on residents inthe
Event 1D LI5R 14 Facility 10: 100074
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F 323 Continued From page 12

i dayroom, but same nurses very seldom stay with |
1 Tesidents in the dayroom, and thers are times ne :
i one is at the nursing station. i
i 3. Review of Resident #5's madical record ;
j revealed Resident #5 was admitted to the facility
1 0n 03/24/14 with diagnoses of Anxiely State NOS,
i Demeaniia With Behavioral Disturbance, and )

i Psychosis NOS. Addifionally, Resident #5 was
1 identified on his/her Interim Plan of Care, dated !
i 03/24/14, as a falf risk. Admission Nurse's Notes ;
i for 03/24/14 revealed Resident #5 was admitted |
; with a self-refeasing lap buddy and alarm to i
i histher wheeichair, and also revealed Resident #5,
i as altempting to stand without assistance, and  ;
+ being redirectable only for short periods of time, |
i Observation of Resident #5 on 04/02/14 at 10:30
i AM revealed Resident #5 Kept attempting to rice

i up out of his/her wheelchair, setting off hisfher
i pressure alarm, despile staff attempting to ;
i ehgage resident in activities. Activity Staff #1 i
i altempted to engage Resident #5, mostly ;
!
i

i unsuccessiully, while also continuing her
 attempls to maintain the attention of other
i resident who had been participating in activities.

| Interview with Activities Staff #1 on 04/02/14 at

| 3:48 PM revealed the population admitied now

; consisted of residents with behavioraf issues,

; which didn't mix well with the Alzheimer's
; dementia residents, Activities Staff #1 went on to
 feveal her job was to direct resident activittes, |
; aithough that morning and on muftiple other :
. accaslons there had been no ofher staff in the g
: dayroom to assist with residents not participating ;
; in activities,

interview with the Ombudsman on 04/03/14 at
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F 323 Continued From page 13 P F323,
 12:42 PM revealed he had been to the i
. Refiections Unit dayroom on multiple occasions
; When there would be residents in the dayroom
{ with no staff present. The Ombudsman went on
i lo reveal he would sometimes have io walt ten
1 {10) minutes before a staff member would arrive
i in the dayroom.

f
!nterview with SRNA #2 on 04/03/14 at 1:02 by

' revealed she had come into the dayroom on .
" occasion and observed the Ombudsman sitting  : ;
"with residents white no other staff member were ; .
| present. SRNA#2 also revealed she had entered : !
; the dayroom before when there would be i !
i residents present and no one stpervising them. i
| SRNA#2 stated they fried hard to keep waitch on |
| the dayroom, however sometimes what you ; :
{ thought would be a minute heiping out on the hall _
 turned ot to be ten (10) minutos. ?
! I3
Hnterview with SRNA#8 on 04/04/14 at 2:27 PM }
i revealed shower aides worked day shift, as she ; i
Ihad not seen them on the Reflections Unit for ]
N i

H

i

H i

H

I second shift. SRNA #8 revealed some days not

all resident showers are completed. SRNA #

! revealed she had worked with Resident #twoor ;

! three times, and each fime she had to taka i :
* Resident #5 down the hall with her while providing | i
 care to other residents, never able to let Resident |
| #5 out of her sight for fear Resident #5 would fail
! SRNA#8 revealed the nurse in the dayroom !
 helped, but when passing medications wasn't ’ !
: able to walch Resident #5 sufficiently to prevent | !
s accidents. SRNA#8 siated she didn't feel
' residents were safe on the Reflactions Unit due to ‘

1

- lack of staff. ;

! Interview with LPN #2 on 04/02/14 at 5:0 Py ;
_revealed the nurse aides asked for her help on i
Event ID:LI5RH Facllity 10 500074 # continuation sheet Page 14 of 15
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' the Reflestions Unit, and sometimes she took it X
Fupon herself to Iry to help them, LPN #2 revealed |
{ her job was to concentrate on medications, but
{ with two (2) aldes she felt they needed another
i person to assist.

 Interview with Registered Nurse (RN) #2 on

; 04/07114 at 3:05 PM reveaied she did recall the
) Nuwrse aides expressing to her it was difficult
. supervising Resident #5, and expressed the
| aides as well as herself did the best they could |
| with the staff they had. RN #2 revealed they tried
' to have someane with Resident #5 at ai times :
“while hefshe was awake, and did their best to
' keep him/her close to them at all times to prevent
| him/her from falling. RN #2 revealed when two :
| (2} aides and a floor nurse were working, they did

i thelr best to keep residents safe. ;

i

H

; Interview with the Director of Mursing (DON) on
; 04/03/14 at 3:36 PM revealed her expectation

! was staff who was assigned to the Refiections

. Unit knew the dayroom needed lo be monitored.
* The DON stated she couldnt answer how long

' residents would be safe without supervision, but
! stated the area shouldn't be Jeft unmonitored for
{ more than fifteen (15} minutes.

!

i

H

i
!
! ,-

oD SUMMARY STATEMENT OF DEFICIENCIES iy PROVIDER'S PLAN OF CORRECTION 245)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIY {EACH CORRECTWE ACTION SHOULD BE | COMPLETION
TAG | - REGULATORY OR LSCIDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE Dare
DEFICIENCY)
F 3231 Continued From page 14 F 323,

i

;
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i
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