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F 000 INITIAL COMMENTS

" A Standard Recarbfieatiors Sinvay was conducarn ;
. ON 071613 through GHI13 whth deflciancies ,
aiied, The highest Scope ar Sevarity was a 'G*
Lol 47 GFR 483,28 Quallly of Cae {F-323yand 42 -
CUR 483,20 Pesiderd Asseasmen {F-280} with
" the Tacility hawing a6 Oppodunily iz correct hefore
remedies would ba recommended for mpesidlon,
Fzat 483.20(d43), 483, 10K X2) RIGHT 1O '
4541 | PARTICIPATE PLANNING CARE-REVISE op
| 3
" The resident bas the right, uriess adjudgad
s ncompatar! or oirkerwise foursd 1o b
- IncApaciated unider the faws of ha State, lo
" nailcipate i planning care and treatmend w
; changes inrnare and treatrant,

- Acomptehsnsive care plan must be clevedong)
within 7 days after tha completion of the

- comprehesive assessimont, rapared by an
interaisciptinary feam, that inchidas fhe altending
phyaiclan, 8 registered nurae with respongibility

far the mesidant, i other appropriate staff in _
discipthies as deteratined by the resicant's feeads, ¢

- 8red, W the oxterd praciicahle, the prarticipation of

the resittont's family or the resident's .

This REQUIREMENT is fia mst 25 evidences

: the rasican, . for further review and recommendations
Hegal represantative: and Rertodicatly reyewnd ™ o7 3% S LN . o
' _ ' : W iG-S ol I & el p’é*ecto: of Nu sing/Untt Manager/MDS RN will
- and revised by a feam of qualifed ae Bt T
¥ 5 g ' ; ée%/iew falls and address falls not deemed

- aach aseassment, 1ri 8 oo mpge | 1O
; Sy 4 LD adequately care planned by 8/16/13.
Do 3 Policies and procedures related to fall

F 000 preparation and/o1 execution of this plan of
collection does not constitute admission o
agreement by the piovider of the truth of the facts
alleged o conclusions set forth in the statement of
‘defidiencies. The plan of corl ection is plepaled
and/o1 executed salely because It is requiled by the

‘provision of feder al and state faws. A 1equest for an
IDR has been filed for deficiencies cited at tags F280

d F323.
F om0, "2

-1) For resident #2 Falt Committee reviewed 8/24/13
falls from 5/24/13 and 6/1/13 and reviewed
_chronic care plan. Falt Committee made
“recommendaltions regarding inltiation of new
 interventions for resident. Chronic Care Plan

was updated; staff was in-serviced by Director
~ of Nursing by 8/5/13.

' 2) All residents who had a fall since 5/15/13

- will have chronic care plan reviewed for

i evidence of purposeful interventions put in

. place related to fall. Any falls not satisfactority
care planned will be brought to Fall Committee

prevention, fall investigation committee and
. faltinvestigation and tracking will be reviewed
' and revised, as needed, by Director of Nursing
' asof8/12/13,
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F 280 Conlinued From page 1 Fop
- and reuew of the facity's potiey, it was : 4) tn-service afl nursing staff regarding
aelerminay e faciy faitod 10 ensra the ! : changes in policies, and procedures,
] ' Cratrprehamive Cara Plan wat levisad for oia interveniions will be completed by
‘ J é;j)nfﬁﬂeaft {15) sarmpled 1evidents (Residan! : ' Education Nurse by 8/23/14.
#4). : I [
Resident #2 had a history of Bal's price fn ard 5) Create a QI monitor that will monitor
; afted admission o the facility. Resldent a2 for appropiiate interventions in place for
exparienced fals while attempting to self " each fall. This will be created by Director
‘ gg’f‘;gﬁ ‘*Esfgﬁp‘:ﬁsi"g h:fﬁ*?: ;“’tf;f’;%mgﬂm - of Nursing. Monitoring will be completed é
afyed seal bolt. howevar, as iy faitas ‘ . . M
* thorougnty investigate the DS/24(13 fal and faled - by Directol of Nursing/Unit Manager/MDSs
: (0 ravise the Plan of care 10 ciude affective ! , Nurse/designee. Monitor will be
Virarventians to pravent further falls, On - completed for each fall x 4 weeks, then ‘
 D8AY1/13, Rastden! #7 fall and was dlagmnsed weekly x 8 weeks, then every other week x
with & right hip fiacture. {Refer to F-323) + 16 weeks, then monthty 5 months to begin
~ Tha findings include: : - 8/23/13.
Review of the Tasility's policy, “Fad hivasligation :
“Commiies”, undaled, revestad the Commitige
it Yo shara ideas 1o prévent, raduco and
provide safely for the facility's 1 esddents. The
s Lommiitee was 1o review the decuems! ances {
surratnding falls with recommendaations made
- based on the reviow, e care plan was 1o ba f
_revigwed and rew Infemvantions inflied,
, Raview of Residen £2's jocord revealad the
{ {actity adnified the resident on 0311212, with
dlagnoses whith inciuted a hislory of Falls, !
Hislovy of b fracluie prior to adntission: )
Abrarmally of Gail; Dementiz; Muscs Disuse 4
* Alraply; and Ansiely. Raview of the Sigmificant |
- Change Kinlmiw Data Set (MDS) Assessmant,
dited QIS 3, revesled the faullty assagsey
Resident #2 {0 have a Briaf Intarview of Mexial , |
. Status (BIMS] of ninstyaine (98} which indicated
Lhe dostdent was ungbly I complete the : ; ‘ 7 f
Faclkry 1 LN0G W aefimain sheel ;i’;ngs 2ar ¥4

LR ChE- 250 WOL 8 1 varvivus Voo Obralens

umnl 11 4T 31




FORM CMS-2567(02-29) Previous Verskons Obsorela

PRINTED: 08/02/2013
FORM APPROVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PHOVIDER/SUPPLIE R/CLIA (X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION 'DENTIFICATION NUSMBER: A BUILDING COMPLETED
185208 B. WING - 07/19/2013
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
100 CARMEL MANOR ROAD
CARMEL MANOR u
EL FORT THOMAS, KY 41075
(X ID i SUMMARY STATEMENT OF DEFICIENCIES : D PROVICER'S PLAN OF CORRECTION ]
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX (EACH CDRRECTIVE ACTION SHOULD 8E | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) CoTAd CROSS-REFERENCED TO THE APPROPRIATE | 0ATE
] ! ' DEFICIENCY) ;
F 280/

F 280 Conlinved From page 2
“inlerview. Conlinued review of the MDS revealed -
the facilily assessed Residen! #2 1o have short ¢
"ferm and long lerm memory impailment and 1o be
j moderately impaired with cognitive siill for daily
* decision making. The facilily assessed lhe
i residen! lorequile extensive assislance of ong
(1) staff for Activities of Daily Living (ADLs) and
: ambulalton; and 1o be fieguently incontineni wilh
_bowel! and bladder.
Review of Residen! #2's Comprehensive Care |
¢ Plan, daled 03/06/13, revealed the facllily had
. determined Residen! #2 was alisk fo falls
!1elated 1o falls priot to admission {o the facility
. whichesulled in a Mp fraclure and 1epail of the
"faclue. Review 1evealed the residen! was also |
i alvisk for falls 1elaled 1o poor declsion making, |
" safsty awalaness, poot balance and was agitaled |
j and restless al times. Inieiventions on this Caie |
Plan inciuded aflernoon 1est periods in bed or a
Lrectinel fiom either 2:00 PM o1 3:00 PM 1o 5:00
PM were {0 be inilialed by slaff and the 1esiden!
i was lo be assisted to a 1ecline! by 7:00 PM o
_right after dinner. Further review 1evealed
¢ inferventions inclirded a quick 1elease alaimed
~seat ball to histher wheelchair, j
Review of the Inciden! Report and Falls
i Investigation Report documentalion, dated
. 05/24/13, 1evealed Residen! #2 expelienced a fall |
{ on 05/24/13 at 5:55 PM, while ambhulaling :
_independently flom his/her wheeichalr. Review
| 1evealed Residen! #2 was found in the common |
. area of the unit on his/her "bollom" with no |
! appalent injury and the chair atarm had nol
- sounded relaled to dead balleries which wete
! taptaced. Further review of the Falls
tnvestigalion Report revealed no documented
< evidence of changes in interventions,

i

i

+
i

¢

Event ID: 4TMT11

Faclity ID: 130666
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F 280! Continued From page 3

"Review of lhe 08/31/13 Physical Restiaint
i Commilieg Review form 1evealed Resident #2

i 05/24/13. Fuither 1eview of the 05/31/13
. Commilee form revealed no documenied
j evidence of changes in inferventions.

; Review of Residen! #2's Compiehensive Cale

i 1o address the resident’s 06/24/13 fall,

i Review of the Inciden! Report, daled 08/01/13

i "bollom” and was assassed 10 have no injuries.,
F'urthel 1aview of the Incident Repon revaaled
: Residen! #2 complained of pain “seveial hous

: the x-1ay indicated the 1esident had a iight hip
'fiaclure and was senf 1o the hospital.

 fall on 05/24/13.
i
Interview, on 07/18/13 al 11:44 AM, with NA #3
[ revealed she was nol aware of any new

2013

| for Resident #2. She sialed Resident #2 had a
k h!story of falls and had several inferventions In

'had experienced a fall fiom his/her wheelchalr on

“Plan 1evealed the care plan had nof been revised

+

‘revealed al 11:45 AM, Resident #2 experienced .
1afall. The Incident Report indicated the 1esident |
“wenl Inlo anothel 1esident's room, shul the door, ;
{ and ambulaled Independently. According to the
Inciden! Report Resident #2 was found on his/her |

t
i

Hater”, an x-1ay ot der was oblained, and resufls of |

:
t

! inferview, on D7/18/13 al 11:25 AM, with Nursig |
. Assislant {NA) #1 1evealed she was nol awale of |
i any new inferveniions added afler Resident #2's

|

“inferventions added afler the resident's fall in May !

; inlerwew, on 07/18/13 al 3:23 PM, wilh Licensed '
! Practical Nurse (LPN) #4 revealed she had caled !

¥ continuation sheat Page 4 of 74
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F 280 Continued From page 4
i place. LPN #4 staled she was nol aware of any
. new inferveniions being added 1o the Care Plan
" after the resident's fal on 05/24/13,

t

* Inferview, on 07/19/13 at 3:37 PM, wilh

; Registered Nurse (RN} #1 1evealed he was not

" aware of any new inlerventions added lo

i Residen! #2's Carg Plan lo preven! furlher falls |

_afler his/her falt on 05/24/13. He staled when the !

i fall occurred on 05/24/13 the 1esident's chair

~alaim didn sound 1efaled 1o balleries tha ;

 needed fo be reptaced. The RN slaled lhe :
balteiles were 1eplaced and the alaim worked i

"after thal. RN #1 slaled inc1 eased supervision of °
+ Resident #2 might have helped io prevent fusther !

fails from pccurling.

lnterview on 07/19/13 a1 4:20 PM, whh RN #5
1evealed the 1esident had a history of falls and
_' hefshe was admilled elaled io a hip fraclure ]
[ hefshe had suffered priot to admission, She ‘
slated she was awale Resident #2 had
"experienced a fall in May 2013, The RN indicaled;
. N0 new inferventions were added 1o the Care
 Plan to peven! further falls, She stated "we wele
; {ust following thiough with our present -
tinferveniions, nothing changed”. Accerding o the | l
; RN she thaught it would have been good if they
coutd have had incieased supervision of the
-residen! and that might have preveniad the fall on

66!01/13

; lnterwew. on 06/19/13 al 5:37 PM, with the _
i Mintmum Dala Sel {(MDS) Nurse 1evealed 1he i
* Care Plan was nol revised with new Inferventions |
f after the 05/24/13 fall. She Indicaled Resident ¥2 |
" already had inferveniions which Included abed
: glarm, chair alarm, perimeler maliress, and seff
: releasing seal bell wilh alarm. According i the

¢
¥

!

H
i

i
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F 280 Continued From page 5
,MOE Nurse, Rosidend #2 had “prefly much” att
imervenitons avaltalie and thede was “only so
TRty o0 Gan da',

P IMterdtew, on DBAIHTS a1 350 P, with the Unit
Manager who was the acting Dirscion of Nursing
ID0ON] ravaaled af falls were discyssod in

it} meclings and o tha Fals Cammilfea

eatings do Altlempl o determine ibs rool cause
 of the fall and if new interveniions were indkaied,
She sigled the rool cause of Resloont #2's fali on

warking, the alarm would bave seunded and staff
Tyeould Trave baan able to gel o the rasidart 1o

" additionsd iderventions were inditaled o
 Resltiond #2% Care P,
[ 2811 483.20{K)3)i) SERVICES PROVIDED MEET
5= PROFESSIONAL STANDARDS

: The services provikiad or arranged iy the facilly
_must meat prelsssional standards of quality.

 Thir RECUEREMENT 15 not mst as avidenced
Ay :
- Based on elervisess, record review, and raview
- of tha tacoily's policy, i was determined the
facitity faed 15 ensura the semvites belng
« provided met professionsl standards of quality
"according 10 accepted slandards of dinicet
- practice for oo (1) of fiftean {151 rostdants
{Resident #5) ag avidanced by siaff nat folfowing
Physlcian's orders. Resident #5 had an order for i

OLI2474 3 was detarmined 16 ba “dead baitaries’
e chalr zbarm: which weee replacerd, The acting
¢ DON stsfed I the chale alatim balteries had been

prevant the fall on 05/24/13. Perinterview, no |

F 280

F 281 1) Resident #1's lab orders were reviewed 8/24/13
with resident’s physician on 7/19/13. New
orders were obtained by staff nurseand
‘put in place. Lab was notified of new
‘orders on 7/19/13,

2) All residents will have their current

."standing” tab orders reviewed by staff |
nurses and unit manager, and orders witl
be compared to current physician’s orders,
Any discrepancies will be reviewed with
resident’s physician by a staff nurse and

_new orders obtained/verified by 8/19/13.

" Current standing order sheets will be kept
in designated area on nurse’s station after

FORKS CRBHISENEAH1] Fresvimus Vi s Clsciate Fasntiit: STMT 3

Fatihy b 00004 W conripation sheal Pane 6 of 44




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

PIINTED: 080272113
FORM APPROVED

QME NO. 0938.0391

LI

{X3HODAIE BURVEY

- BUNC ealinino/Elacirolylas 1o be drawe every
. Seol and March. Review of lab rosalts for Sept
2012 gnd March 2013 ravealed only 1he BUN and

« Crearning wale oblained, :

Tre findings inchade:

“Reviaw of Facility's policy, *Tasts (Laboratory)",
with effective date of 05/13/08, 1evealad sialf was
lo chack Physician's order for specllic Individuat

_lests to be performed. Stalf was 11wn 1o place
yetow coplas of labs requisitions, fier

" Apecimans obtainod, In gesignaled aren for

fueiner follow-up. Qnoo teboralory repors were

“returned 1o the facily nursing staff was lg review )

, all fabosatory reports,

- Record revicw reventod Hie Facifity admled
Resident #5, on 06/16)06, wiih diagnoses which
included Hemiplegla, Hypestension, Muscle

Adrophy, Dysphagia, Parlpheral Arery Disease,
Chionic Alrway Qbstruction, Demantia, Abacrmat

. Posiure, Anamia, Depression, Ostooarthritls. and
history of Cerebral Vasaudar Accldent, ‘

Revigw of the Physkian‘s Order Sheet, for July
1 2013, revaalad order for Bload Urea Nirogen
{BUN, usad to neasdre renal furctiun),
‘Electiolyles (A subsianca that dissociates inta
fons in sofition and acqutres 1he capasity 1o '
t conduct alectricity. Sodium, potassium, chiorida,
 Laickim, and phosphale are examples of
slectrolyles, hformally known as LYTES), and
. Cepalining (CREAT: Used to monilee renal
Imps¥ment} o be drawn avery six (8) monins in
September anc March.

j Roviaw of the Medication Ragimen Raview sheet
{ fer Resident #5 reveated notatlons by the ’

nurse/unit manager/Director of Nuising/or

‘ designee for appropriate daily results,
. based on daily orders by 8/19/13.

3) Policy and procedure for Lab Tests will
" be reviewed and revised by Director of
Nursing and updated as needed by

8/12/13.

4) In-service will be completed for all staff
nurses by Educalion Director by 8/23/13

5} A QA monitor will be created by
Director of Nursing and initiated by
8/23/13. Monitor will be completed by
Director of Nursing/Unit
Manager/designee. Monitor will be done
weekly x 12 weeks, every other week x 12
weeks, then monthly x 6 months.
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F 281 '! Continued From page 7
i Pharmacisl, on 06/12/13, stating requesled BMP
. did not contaln elecirolvles. Furiher review .
“revealed a nolafion, on 07/13/13, stitl waiting fol

; electrolytes.

{ Review of Laboraloly Resulls for Resident #5,

- daled Seplember 2012 and March 2013)

* revealed the oniy resulis provided were for BUN

; and Creatinine. No results for LYTES were

: avaitable for September 2012 and Maich 2013.

 Interview with Licensed Practical Nurse {L.PN) #3 i

| on 07/18/13 at 11: :30 AM, revealed according lo f

j Physiciai's Crder, all thlee laboratory lesls (BUN, |
LYTES, CREAT) should have been drawn

; together every six (6) months.

U nterview with LPN #2,0n G7/18/3 at 11:35 AM,

; revealed the three laboraiory lesls (BUN, LYTES,

CREAT) should have been enlered Into the g
j laboratory computer system which would then

print oul the lests needed lo be performed duing

i the timeframe specified by the Physiclan's order. .

f Review of the Scheduled O1del Eniry for

1 boralory lests for Residant #5 revealed only

. Hepatic Function and Lipld Profile tesls were

i selected o be drawn every six {6) months,

! tnterview wilh the Nurse Manager, on 07/18/13 at !
. 11:45 AM, revealed her expectalion was the ;
aboratory tesis for BUN, LYTES, and CREAT :
shoutd be drawn every six (8) months as ordered !

! by the Physician. ;

lnterwew wiih the Madical Director, 07/18/13at |
£ 3:05 PM, revealed Residen! #5 should be having ;
. laboratory testing performed for LYTES to monitor
! Polassium Lavel since resident was currently i

| L
H : J
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F 281 Continuad From page &
prescribed Potasstum. The Medles! Direcior
furtiner staled ha wold have 1o review tho eurfent |
¢ bfond fevel of Potusstiom 10 Catermine whather or |
nof the resident would be at rsk for harm. (Note:

alecirolytis properles o condisc! nerse Inmpulses,

of acids and bases in the Wood, fasilitale
“hinchemicd processes and maintain proper ﬂwd
i favels inside and cotside calfs,)
F 282 483.20(k)(3){#) SERVICES BY QUALIFIED
§5=0, PERSONSIPER CARE PLAN

; The sorvicas peovided of arrangad by tha facikly
" ust be provided by quaitiisd parsons in
ACCOrdAnes with each rasiderd's wrilen plap of

cora.

.gh‘és REGUHREMENT iz not el as avidesned

¥

¢ Basad on observation, inlerview and record
rovigw, it was delermined the facitlty faded 1o

- ENSIG Services wara provided by the facllify in
“acondsnca with each residant’s weitton plan of

» care for one (1) of Mfteen (15 sampled rasidents
{Resident #2)

Cbsarvalling during the survey mvealad an
-algrming seal bell on Resident #2's wheelchair,
hoveaver, 1t wag either ot (astensd around fiha
- rasident's walst or it was fasfened during z fime in
. which # shouldnt ba fastened according to
s restraint reduction i place.

The findings include:

- The body depends upon the minersf potassiin's .

Ciniliate minstle contr acllors, ragutate the balznce

rose 1) Resident #2’s seat belt placement was

8/24/13
conected by slaff nurse in accordance to
+active Restraint Reduction Trial Plan on

’7/20/131 Staff nuises, unit manager, and

Restraint Coordinatol RN continued to
monitor resident for correct Use of the
- quick 1elease seat belt, pel the Restraint

‘Reduction Trial Plan, throughout the
duration of the restraint reduction trial.

2) A Restiaint Reduction Trial Plan will be
" established by Director of Nursing/Linit
. Manager/Restraint Committee
Coordinator or RN by 8/16/13, Currently, -

there are no residents with current
. Restraint Reduction Plans,

: 3) Policy and Procedures for Restraints will
be reviewed and revised by Director of
Nurstng by 8/12/13,

- 4) Restraint Committee Coordinator, and

all nursing staff wit! be in-serviced

J

PO M CS-ESGN07 951 Proding Vesens Jenoleie
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| Review of Residont #¢'s record rovealed the
facility admittat the resident on GX12/12, with

« diggnoses which mtiuded a history of Falls,
History of hip fraclure peios 1o admission:

- Abnormaity of Gait, and Demantia. Review of
Ihe Significant Change Mintmum Data Sel (MDS)

“Assessmenl, doted 0N05/13, ravaaled the facility
assessed Resident #2 1o have short lerm and

| tong term memary inglen) ont aed © be

_muderataty impaired with cogndtye skiis for dalfy

 Gectsfon making, Additerafty, the facitiy
A5503804 tha ragidant o require exfensive
assigfance of one (1) st for Acttvities of Dail
Lvirgr (ALLS) and ambolation.

Review of Resident ¥2's Cemprahengive Care
- Flan, dated 030643, ravaated the facilily nod
delermined Rastdent 22 was of sk for fally
- retaded to falls prior lo admission Yo the fachlly
“which residled in g 1ip rackure and repair of tha
{fraciure! und poos bafance. nterventions on (s
Care Pian included a qudck refeasa alarmed seat

; bed 1o whaolchair,

| Sontined sovigw of the record revaated Restilent
"2 had expetienced o fall resulting in & right hip

, fractues on OGO1/13, while attempling to sel

- ambidale from hsdher wheelshair,

- Revlaw of the Jtdy 2013 Nurse Aide Care Plan

levaaled Residany ¥2 wae 10 have an aitmnd

seat ball to his/her wheelchuir. Further raview
roveated 2 "tal o reduda seatbelt starting
Qs

- Review of the Restralat Redustion Plan' foe
- Residant #2 reveated the Velcro atarming seal
et was to be left off after braakfast until unch,

| CARMEL MANGR _
| CARMELM FORT THOMAS, KY 41075
ljlm) v SULRRAHY STATEMENT OF DEFICIENCKS H¥ PROVIDER'S MANOE CORREL FEIN ; i
PREFIN | [FANH QEACRAGY | ST WE PRESEDE ) HY FLAL MBS LEALH CLIRHED HVE AD TN 51 1{MA.0 OF fuda il TR T
TALS HEGLRATORY GARLEC IDENTIF YNNG INE QEBSA T IOH; TAG THCES-RRFERENOLY M §)iE APSEOPRNTE kIl
: OEFICHTHE TS
l L

F 232fregarding new tracking form, and updated
Policy and Procedure, by Education RN by

'8/23/13.

'5) A QI monitor will be created by Director
of Nursing/Restraint Coordinator RN and will
be initiated by 8/23/13. A Qf monitor will be
performed daily throughout each Restraint
-Reduction Trial x 12 months by Director of
Nursing/Unit Manager/Restralnt Commitiee
RN/other restraint committee members/or

designee.

if earviesalion shol] Page ot 24
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F 282_3 Continued From page 10
!V After lunch the Velcro alarming seat belt was to | )
_be used for the rest of the day. ' i

_Observations, on 07/16/13 at 4:10 PM, at 5:21
: PM, and 5:55 PM, of Rasident #2 revealed the
. resident had a-black Velcro seat belt strapped
: behind the wheelchair and not around his/her
waist. Observations, on 07/17/13 at 12:16 PM,
1 1:02 P, 3:50 PM revealed the black Velcro seat -
. belt remained strapped behind Resident #2's i
i wheelchair or dangling at the sides of the :

. wheelchair.
3

, Interview, on 07/18/13 at 11:25 AM, with Nursing

L Assistant (NA} #1 revealed the facility had ;
; "shaets" that totd NAs what residents care needs -
‘were; however, there were not always coples of |
. these "sheets” for MA's to use. She stated she
- had cared for Resident #2 before. Accordingta i
: NA #1 the resident was to wear an alarming seat |
" belt. Observation, at the time of this interview, !
i revealed Resfdent #2 did not have the alarming I
" seat belt on; It was observed fastened behind the : ‘
; wheelchair. Further Interview with NA#1 i
! ravealed Resident #2 should have the alarming

. seat belt on. Further observation revealed NA #1 ’
! proceeded to fasten the seat belt around the

. Resldent #2's waist. Additional interview, al 3:46 |
I PM that day, with NA #1 revealed she had heen
. Informed of the reduction after she had fastened
f the alarming seat belt around Resident #2 earller.
 She stated she had not worked with Resident #2 |
! for a while and was not aware of the reduction,

. The NA stated she shoutd not have placed the

| alarming seat belt around Resident #2's walst at

" 11:25 AM that morning as it was before lunch and !
| the reduction indicated it was to be off until after

. funch, )
i .i ;
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F 282 Continued From page 11
Interview, on 07/18/13 at 11:44 AM, with NA #3
i revealed she had cared for Resident #2 before.
. She stated she was aware Resident #2 had an
!atarming seat belt In place to his/her wheelchair.
: NA #3 stated the facility had started an alarm _
"resfraint reduction of the alarming seat belt, The |
: NA indicated the alarming seat belt was to be put
. on when the resldent was gotten up in the ‘
mornfng. it was to be removed after breakfast,
; and put back on after lunch for the rest of the day. |

i

! Interview, on 07/18/13 at 3:32 PM, with NA #4
; revealed she had been employed for ;
" approximately one {1) month and had cared for -
: Resident #2 approximately three (3) times. She |
~ stated she had never "put a seat belt® on the i
i resident when she cared for the resident. ;

| Observatlon, on 07/18/13 at 3:15 PM, revealed |
; Resident #2 to have the seat belt dangling at he
srdes of the wheelchair,

_ Fntawiew, on 07/18/13 at 3:42 PM, with NA #2
{ revealed Resident #2 should have had the

. alarming Velcro seat bek on at 3:15 PM because |
l'it was after lunch and that wag what was :
: indicated on the atarm reduction,

i Observation, on 07/19/13 at 10:10 AM, revealed
Resldent #2 to be sitling in a wheelchair andto
i have the black Velcro alarming seat belt strapped

[ ; around his/her waist.

; Interview, on 07/19/13-at 10:25 AM. with NA #5
j and NA #6 who were assigned to Resident #2's
i care, revealed they thought the resident should
; hot have had the black Velcro alarming seat belt
‘onat 10:10 AM. They stated they had not hada
i "chance” to check the form located on the ;

If confinualion sheel Page 12 of 24
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 clipboard, which included the informatton of the !

- alarm seat belt reduction in place as per lhe care |

. plan, Both NA's indicated they had not had a i

" "chance™ to ask the nurses about their resident's

i care yat that day either. NA #6 stated she was

. unaware Resident #2 had the alarming seat belt |

“on at 10:10 AM.

_ Interview, on 07/19/13 at 3:23 PM, with Licensed
‘ Practical Nurse (LPN} #4 revealed she had cared !
i for Resident #2, She stated Resident#2 hada
" history of falls and had an Intervention in place of
: an alarming self-refease seat belt. Accordingto
. the LPN, the alarming self-release seat belt )
" “seemed to work” because as soon as hefshe ; !
i fook it off the alarm would go off and staff would
. go lo him/her, She stated the facility had initiated !
" arestraint reduction of the the alarming seat bell :
; which the NA's were supposed to be aware of, :
" LPN #4 stated the NA's were supposed to review :
i Information located on the clipboard which ! ' i
. contained new interventions for residents. :

; Interview, on 06/19/13 at 5:37 PM, with the

" Minimum Data Set {(MDS) Nurse revealed the

i restraint reduction of Resident #2's alerming seat |
, beft was initiated on 07/15/13. She stated staff
fwas to read lhe information on the clipboard

; regarding the restraint reduction prior to

" beginning work. According to the MDS Nurse

i Resident #2 should have the alarming seat belt

_on after tunich. ' ;
! i

; Interview, on 06/19/13 at 3:50 PM, with the Unit | : _
~ Manager who was the acting Director of Nursing : i
{ (DON) revealed there was a clipboard iocated at i
. the nurse's station which contatned new

" information and new Care Plan interventions on

i residents, She expected staff to followthe new ; :
Event IQ: ATMT 4 FacHly I{: 100058 If conlinuarion shasl Page 13of 24
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" 1) For resident #2 Fall Committee 8/24/13

83=G - HAZARQSSUPERVISIONDEYIGES

 The facility must epgure that Ihe residem :

- Bnvironment remalns g6 ree of socident hazards
a8 15 possible; and each roswdem racuives :
adequate supervision and dssistance devices In

. fHaverd pocldants,

i

. This REQUIREMENT i3 not mat a8 svidenced

Chyr ‘

; Basad on ohservation, interview, record roviow

- and reviow of the facity's policy, It was !

. determinnd the fankiy failed 10 ansure each :
resilent recelven adequale supetvision and

- assisiance davices o prevent falls for one (1) of

ftean (15) samplad rasiden s [Resident 42,

i Rusident #2 sustained a fafl on 052413 whila

. Atempling Io self ransler after relagsing hisfher

- selfvataasing seat belt; howaver, there was #o

. documanied evidence the facdily condiicied 8

- thorough investigation to datarmins the ot :

- : oause of e falls andlor revised faf interventions

lo grervent further falfs, Qn 06/01/13, Rastdent 82 -

< sustained anather Tadl witle the resident was !
allempling f ambulale indeperdently and was

- isgnosead with 8 right hip lractura, (Refer 1p

E-280p

. The findings incude:

i

"reviewed falls from 5/24/13 and 6/1/13

: and reviewed chronic care plan. Fall

. Committee made recommendations
regarding initiation of new interventions
for resident. Chronic Care Plan was

© updated; staff was in-serviced by Director

_ of Nursing by 8/9/13.

2) Alt residents who had a fall since
5/15/13 will have chronic care plan
reviewed for evidence of purposeful
Interventlons put in place related to fall.
Any falls not satisfactorily care planned
will be brought to Fall Commitiee for
further review and recommendations.
Director of Nursing/Unit Manager/MDS
RN will review falls and address falls not
deemed adeguately care planned by

 8/16/13.

3) Policies and procedures related to fall
prevention, fall investigation committee

; and falt jnvestigation and tracking will be
" reviewed and revised, as needed, by
Director of Nursing as of 8/12/13.

4) In-service all nursing staff regarding
changes in policies, and procedures,

I
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F 323 | Corttnued From page 14
. Review of the tacility's poficy, "Falr Prevamtion
Peogram’®. undaied, reveslad the putpose was to
wentify rosidents al igh rlsk for falis and to
. Prvvent Inpury 1o restdants from falls. Pach
s resident fall was to be lhvestigated in regardato
j - Ume, lovaticn, medicston, Intrinsie amwt axirinsic
‘ lactors, A falls wara ts ba reviewed by e
» Director of Nursing {DON}Des ignae.

" Review of Rasidant #2's recoed reveated ha
factily adinitled the resldent on 0312412, with
diagrases which Included a history of Ealts,

| History of hip fracture prior ta admission;

~ Abnormelity of Gait: Dementia Mus cle Disuse

' Adraphy; and Anxeety. Review of e Significant
Change Milmom Daia Set (MDS) Assassinent,
daled GAS/1 3, reveated the faclity assessar!

i Rosident #2 to have. a Brisf Infaniaw of Menial
Slagus {BIMS) of nipety-nine {89} whith indlcated

the: restdant was unabife to complete the

- Intervigae. Contimued raview of the MDS reveslad

" the Fagilily assessed Rasicent 22 1o have short ,
teem and 1ong ferm memory impalement and 10 be
moderalety mparad with cogrilive skil for daity

-deciston making. The fasillty assessed the
rasiant o require extensive assislance of one

{1 staff tor Aclivities of Daity Living {ADLs) and i

- ambutation; and ko b fretuently inontinent with
bowe and bladder,

“Review of Rasiden| #2's Colmpreliensive Carg
- Plan, dated 03706113, revesled the fagillty hag
determingd Resldent #2 was at rish for lails
 related 1o falls prioe fo admissioe 1o the facklty
which rgsidted in a hip fracture and rapair of the
fracture; poot decision making, recall abinty, and
 safety awareness, poor balance; and hefshe gt
" a(itated and restless ot imes. Inlerventions o
" thin Care Pap inctuded siaff were to indiate

F 323 interventions will be completed by Education
Nurse by 8/23/14.

5) Create a Q! monitor that will monitor for
appropriate interventions in place for each
fall. This will be created by Director of
Nursing. Monitoring will be completed by
Director of Nursing/Unit Manager/MDS
Nurse/designee. Monitor will be completed
for each fall x 4 weeks, then weekly x 8
weeks, then every other week x 16 weeks,
then monthly 5 months to begin 8/23/13.

it Eontinueabion shet Pwge 16 0d g
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F 323! Continued From page 15
' aftgrnoon rest periods in bed or a recliner from
. 2:00 PMor 3:00 PM to 5:00 PM and assist the
i resldent lo recliner by 7:00 PM or right after ,
. dinner; and a quick release alarmed seat belt to -

! wheelchar.

' Review of the Nurse's Note, dated 05/24/13 at
{ 5:55 PM, revealed Resident #2 was "found in ;
" common area" on his/her “bottom™. The nurse
i documented the resident had *no injuries” and

. the alarm on histher wheelchair did not sound.

! Further review of the Nurse's Notes revealed no
; documented evidence the Comprehensive Care
" Plan was ravised to prevent further falls.

" Review of the Incident Report documentation,

{ 08/24/13, revealed Resident #2 fell on 05/24/13 at!
. 5:55 PM, while ambulaling without assislancs, :
: "was found in the common area”. fevlew of the

i Report revealed the resident was "unable to state
 what happened”. Continued review revealed the
; resident had no apparent injury, Further review |
revealed no documented evidence of whether
; Resident #2's alarming seat belt had been on and !

: was functioning.

Rewiew of the Fall Investigafion Raport dated
; 05/24/13, revealed at 5:55 PM Resident #2 had
been ambulating independently and was found
i sitting in the "common area" on his/her "bottom"
" and when asked what happened the resident
| stated "t don'l know”, Confinued review of the
* Fall Investigation Report revealed Resldent #2 !
i had a char alarm to hisfher wheelchair that did |
_not sound related to the batteries which were :

 raplaced.

' Review of the Physical Restraint Committee
: Review forms revealed Resident #2 had a quick

F 323!

If conflnuation sheet Page 16 of 24

FORM CMS8-2667(02-99) Pravious Versions Obsolele Even| [0: ATMT 1

Facilly ICk 100056

L ——



BRINTED: 0810272013
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NOC. 0938-0391
{XI) PROVIOER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3} OATE SURVEY
COMPLETEO

STATEMENT OF DEFICIENCIES
ANO PLANOF CORRECTION [OENTIF ICATION NUMBER: A BUILDING

07/19/2013

185208 8. WiNG

NAME OF PROVIOER GR SUPPLIER STREET AGORESS, CIYY, STATE, ZIF CODE
00 CARMEL MANOR ROAD

FORT THOMAS, KY 41073

X410 SUMMARY STATEMENT OF OEFICIENCIES i 5] PROVIDER'S PLAN OF CORRECTION T
PREFIX § {EACH DEFICIENCY MUST BE PRECEOED BY FLILL . PREFIX i {EACH CORRECTIVE ACTION SHOULO BE } COMPLETION
TAG REGULATORY OR LSC INENTIFYING INFORMATION) TAG CROSS-REFERENCEO TO THE APPROPRIATE DATE
; OEFICENCY)

CARMEL MANCOR

i

F 323 Continued From page 16

. release “Velcro" alarmed seat belt related lo poor !

! safety awareness, unsteady galt, and poor ;

. unsupporied standing balance since July 2012, !

‘ Continued revlew reveaied Resident #2 was

; noted from 07/31/12 to 05/31/13 fo “manipulate ;

"and release the seatbelt at times”. Review of the | [

: 05/31/13Physical Restralnt Commiltee Review ; ;

“form revealed Resident #2 had sustained a fall on’! ; ;

; 05/24/13 from the wheelchair. Further review of : :
the 05/31/13 form revealed no documented

i evidence of any changes to the resident's Plan of :

" Care to prevent further falls.

F 323] E

" Interview, on 07/18/13 at 11:25 AM, with Nursing -
| Assistant (NA) #1 revealad the facility had !

_"sheets” that told NAs what residents care needs i . !
i were; howaver, there was not always copies of i

these "sheets” for NA's fo use. She staled she |

: had cared for Resident #2 before she was not i
~aware of any new interventions being put in place | I
 after the 05/24/13 fall. i :

Fnlerview, on 07/18/13 at 11:44 AM, with NA#3 |

. revealed she had cared for Resident #2 before. |
i The NA staled she was not aware of any new ‘
_interventions being put in place after Residen! : ;
[ #2's fall in May 2013, ‘ i

fInterview, on 07/19/13 at 3:23 PM, with Licensed
_ Practlcal Nurse {LPN) #4 revealed she had cared | :
i for Resident #2. She sfated Resident #2 hada | :
"history of falls and had several interventons in~~ | ;
i place such as, the alarming self-release seat belt, [
" afall mat by the bed, and a low bed. LPN #4 i i
| stated Resident #2 tried to stand up on his/her f
"own and would bend over trying to reach for
i things. According fo the LPN, the alarming ;
self-release seat balt "seemed to work™ because
{ as soon as hefshe took it off the alarm would go f
Evert [0:4TMTY] Facility 10: 100056
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off and staff would go to him/her. She stated no
i new interventions were added that she was
. aware of after Resident #2's fall on 05724713,

i Interview, on 07/19/13 at 3:37 PM, with

. Registered Nurse (RN) #1 revealed he was

! aware of the resident's fall on 05/24/13, however
; he was unaware of any new interventions being
put in place to prevent further falls after that fafl.
i He stated at the time of the 05/24/13 the
resident's chair alarm didin't sound relzled to
" batteries that needed to be reptaced and this was |
j done. The RN stated Resident #2 had an :
afarmrng seal balt Implemented soon after being
! admitted to the facllity related to him/her

. attempting to ambulate unassisted. RN #1

! indlcated Resident #2 had a chalr alarm and fall
{ mats In place also. He staled this was related to |
- Resident #2 having several "tittle* falls prior to the

' alarming seat belt, chair alarm, and fall mats. ‘-
. The RN stated increased superwsron of Resident :
#2 mignt have helped to prevent further falls from

i occurring.

F Interview, on 07/19/13 at 4:20 PM, with RN #5
; revealed she had cared for Remdent #2. She
" stated the restdent had a history of falls and
¢ he/she was admitted related to a hip fracture
" he/she had suffered prior to admission. RN #5
i stated Resident #2 had an alarming self-refease i
, seat belt which he/she “focled with a lot" and
fwould get to the edge of the wheelchair seat
. whare he/she would slide out of the chair.
tAccording to the RN, she was knew Resident #2° :
i had experlenced a fall in May 2013; however, :
" didn't bekieve any new lnterventlons were added
o prevent further falls. She stated "we were just '
, foliowing through with our present Interventions, -
" nothing changed”. The RN stated staff attempted |

§
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o keep Resident #2 in the common area for :
{ observation; howsver, no one was assigned to ;
; only observe this area, staff had other duties an{F :

were busy.

; rntervrew on 06/19/13 al 5:37 PM, with the : i
Minimum Data Set (MDS) Nurse revealed no new ;
f interventlons were added after the 05/24/13 fall ’
as Resident #2 already had a bed alarm, chalr
" atarm, permeter mattress, self releasing seat belt |
f with alarm She stated Resident #2 had "pretty -
much'* allinterventions avaitable and there was
" "only so much you can do”. According to the {
- MDS Nurse, the main thing was to Iry and occupy | |

the resident. , ;
: i

! Review of the Comprehensive At Risk for Falls |
. Care Plan, dated 03/06/13, revealed no ‘
' documented evidence of any revisions to prevent :

i further falls after the 05/24/13 fall.

| Review of the Incident Report, dated 06/01/13
. revealed at 11:45 AM, Resident #2 experienced a * .
' fall when hefshe went Info another resfdent's ; i
i room, shut the deor, and ambulaled :
indepondently. Review revealed Ihe resident was |
! found on his/her "bottom”. Continued review _
: revealed Resident #2 was assessed to have no
_injurigs. Review revealed no documented i
P evidence the resident's alarming seat belt had
; been on and was functioning properly and no :
"indication if a chalr alarm was in ptace and : ! i
i sounding. Further review of the Incident Report | ;
 revealed a note which stated, "several hours later | S ;
' restdent c/o (complained of) paln, order for x-ray, . :
i has right hip fx {fracture), sent to hospizal”. !

i
i

fReview of the Nurse's Note, dated 06/01/13 at f * ‘
 12:57 PM, revealed Resident #2 was "found” on ! P
Event D 4TMT[| Facitify ID: 100056

FORM CMS-256 7{02-99) Previous Versions Obsolete IT continyation sheel Page 19 of 24




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/02/2013
FORM APPROVED

OMB NO. 0938-0391
[X3) DATE SURVEY

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES {XT) PROVIOER/SLUPPLIER/CLIA
ANO PLAN OF CORRECTION FOENTIFICATION NURBER: -

185208

{X2) MULTIFLE CONS TRUCTION
A, BUILDING

COMPLETEQ

B WING 07/19/2013

STREET AOORESS, CITY, STATE, ZIP COOE

NAME OF PROVIER OR SUPPLIER

CARMEL MANCR

100 CARMEL MANOR ROAD

FORT THOMAS, KY 41075
)

SUBMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST 8E PRECEDED BY FULL

XA
REGLLATORY OR LSC IOENTIFYING INFORMATION)

PREFIX
TAG

PROVIOER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULO BE
CROSS-REFERENCED TO THE APPROPRIATE
OEFICIENCY)

¢ COMPLETION

]
DATE

PREFIX
TAG

F 323} Continued From page 19
i the floor of another's resident's roem with the
; door closed. The nurse documented she
" assessed Resldent #2 before staff assisted
I him/her back into the chair. Continued revlew
; revealed Resident #2's range of motion was
" within normal limits “for all extremitles” and the
: resident had 'no pain". Review revealed the
, urse documented "no apparent injurles® the ;
' Power of Attorney (POA) was notified; and a !
i "nor-urgent” fax was sent to the Primary Care

. Physician's {PCP) office.

i Review of a Nurse's Note, dated (6/01/13 at 3:09
; PM, recorded by Registered Nurse (RN) #5, :
' revealed Resident #2's daughter/POA came to

I visit and reported the resident was "expressing

. pain™ in the right hip. The nurse documented

' Resident #2 was assessed by herself and i
i another nurse and the resident expressed pain by ;
. "yelping out" when his/her leg was raised and !
"lowered. RN #5 documented the resident had ;
i facial grimacing with the movement and an X-ray |

. order was obtained.

. Review of a Nurse's Note, dated 06/01/13 at 3:48 ;
" PM, recorded by RN #1 revealed the PCP ;
; ordered the x-ray STAT (as soon as possible), the |
" poriable x-ray company was called and informed
i of the order. Review of the Physician's Order |
, revealed an order dated 06/01/13 at 3:20 PM for |
" an x-ray of the resident's right hip STAT.

_Revlew of a Nurse's Note recorded by RN #1, at |
£11:03 PM on 06/01/13, revealed the STAT x-ay
: had teen obtained and revealed *an acute

- complete femoral neck fracture with complete |
! dispfaceiment”. The RN documented he i
; contacted the PCP for orders regarding the x-ray |
“results. RN #1 documented at 11:07 PM that :

F323.

i
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" Resident #2 was grimacing when his/her right leg
i was touched and hefshe was having pain, RN.#1 i
~documented he informed the medization nurse of i
" Resident #2's pain and the resident was to :
i receive Percocet (a pain medication). Review of |
“a Nurse's Note dated 06/01/13 at 11:11 PM :
'revealed the PCP had ordered Resident #2 to be
i sent to the Emergensy Room (ER) for evatuation. |

Review reveated the ambulance service was '
 notified and Resident #2 was transported at 8:20 i

. PM,

* Review of the Physician's Orders revealed an i
; order dated 06/01/13 timed 7:15 PM, to send :
* Resident #2 to the ER for evaluation. Further
f record review revealed a hospital Discharge i
- Summary dated 06/05/13, that indicated Resident ;
" #2 was admitted to the hos pital on 06/01/13
i where surgery was performed to repair the i
_ resident's fractured hip. Further review revealed
" Resident #2 was to be discharged from the
» hospital that day and back to the faciity. ]
: Interview, on 07/18/13 at 11:25 AM, with Nursing |
. Assistant (NA) #1 revealed on 06/01/13 she came !
' to work at 6:00 PM and Resident #2 was in bed ;
i and “locked like" he/she was "slck or someth ing". |
. She indicated the resident was not taiking or
" responding to her questions which was a change ;
; for Resident #2. According to NA #1 the resident |
' was to wear an alarming seat belt wiich was in !

Lplace o 06/01/13,

interview, on O7/18113 at 11:44 AM, with NA#3 |
: revealed she had cared for Resident £ on ;
. 06/01/13. She stated she had been on break and !
' came back to the unit between 11:00 AM and
i 12:00 PM. NA#3 stated she was told Resident ;
_#2 had been found in another resident's room on |

L |

F 323
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“the floor. The NA indicated when she went to the
/ room where Resident #2 was on the floor, she
~could hear the "afarm going off". She stated the | i
{ resident wasn't having pain when the nurse was : ) :
. moving histher arms and legs and inquiring of )
" Resident #2 if she had pain. NA #3 reporied she
; and other staff "got" the resident back up and into
 histher wheelchair and took Resident #2 to lunch, :
i She stated she didn't think Resident #2 "ate ; a
, much”. According to NA #3, Resldent #2 had ) !
* probably been wandering up and down the hall as : ‘
i he/she always did. She stated Resident #2 had .
 periods of "antsiness” and was always moving
i arourd in his/her wheelchair. The NA stated staff |

“tried" lo keep himsher up by the nurse's station,
y interview, on 07/18/13 at 4:16 PM, with RN #!1 f
' reveated he had cared for Resident #2 before.
, He stated he usually came to work at 3:00 PM.
' The RN indicated when he came to work on
: 06/01/13 he came into a "mess”. He stated e
. thought he was told by the nurses on duty that
' Resident #2 had fallen about 12:30 PM that day : i :
- and the Charge Nurse had assessed him/her and ! ‘f )
+ "it didn't look like anything was broken”, : :
; According to the RN, two (2} other nurses (RN #5 i
“and the wound nurse) told hirs they thought :
- Resident #2's hip was broken and the Charge i ' ,
“Nurse "refused to get an x-ray”. RN #1 stated he ;
| iImmediatety notified lhe PCP and obtained an :
. order for an x-ray which was obtained and
i showed Resident #2 had a right femoral neck

: fracture. , i

; interview, on 07/1%/13 at 4:20 PM, with RN #5 |
* revealed she had worked on 05/01/13 passing i
| medications; however, was not raade aware :
. Resident #2 had falien until approximately 2:15 ! 5
{ PM when Resident #2's daughter/POA came to : :

Evant ID;4TMT H Facilty ID: 100658
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“her and asked her to "check” the resident’s right
: leg. She stated the daughter/POA stated she
knew Resident #2 had fallen as someone had
t called her and informed her of this. The RN
i stated the daughter/POAtoid her Resident #2 i
was in pain and so she obtained pain medication
i for the resident and administered it. RN #5 stated ;
when she assessed Resident #2's right leg the
resident stated "oh, oh" as if in pain. The RN
, indicated she Informed RN #1 as soon as he
" came in at 3:00 PM and he got an order for an
; x-ray. RN #5 reported she asked the Charge
“Nurse how the fall had ocerirred and was told by
¢ her that she (Charge Nurse) guessed the resident ;
‘just got away” from staff, The RN stated she ' .
' was sure “gveryone had a reason they weren't i
. watching” the resident at the time of the fall. She .
" stated Resident #2 was constantly {aking the seif !
; release alarming seat beit off and it would sound. :
RN #5 stated staff just got "used to it going off, | i
i like with the Iitte boy who cried wolf" and didn't ;
. respond as promptly as they should have she :
‘guessed. The RN stated she thought it would _
. have been good if they could have had increased |
* supervision of the resident and that might have
; prevented the fall on 08/01/13. : ;

. Interview, on 06/19/13 at 3:50 PM, with the Unit
"Manager who was the acting Director of Nursing
¢ (DON) revealed falls were reviewed daily Monday |
through Friday in a morning meeting and a ’
i meeting was also held every Tuesday o discuss
. any falls that had occurred. She statedif a
! resident experienced Iwo (2) falls they were f i
. added to the Falls Committee for follow up; ; :
*however, all falls were discussed at the Falls
- Committee meetings weekly to attempt lo
“determine tha root cause of the fall. She stated ;
i Resident #2's fall orr 05/24/43 occurred on a ’ i
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! Friday and it was discussed in the Monday

; maming meeting and in the Tuesday Fails _
' Committee meeting. She stated the root cause of !
i Resident #2's falt on 05/24/13 was “dead
. batteries” in the chair alarm which were repiaced. |
{ According to the acting DON, had the chair alarm ’
. batteries been working, the alarm would have .
' sounded and staif would have been able to gatto i
i the resident to prevent the fali. Additional |
" interview, on 07/19/13 at 5:08 PM, with the acting
i DON revealed Resident #2 was laken out of the :
. Falls Committee in February or March 2013 by )
‘ the DON as he/she had been free of falls for 3

while.

]
i i
H !
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K 000 INITIAL COMMENTS K 000.

CFR: 42 CFR 483.70(a)
: BUILDING: o1
: PLAN APPROVAL: 08/09/89
- SURVEY UNDER: NFPA 101 2000 Existing

FFACILITY TYPE: SNF/NF

: TYPE OF STRUCTURE: Two stories with
, basemant Type Il (211)

; SMOKE COMPARTMENTS: 4

BN e

FIRE ALARM: Comptete fire alarm system

 SPRINKLER SYSTEM: Complete (wet and dry)
~sprinkler system

GEMNERATOR: One Type Il Diesel ganerator,

. Astandard Life Safety Code survey was
- conducted on 07/16/13. Carmel Manor was

- found to be in compllance with Tille 42, Code of

' Federal Regulations, 483.70(a) st seq. (Life

. Safety from Fire) the facility is licensed for
 sixty-five {65) beds with a census of sixty (60) on .
, the day of the survey. :
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U\BORATOR\.' DIRECTQR’S OR PROVIDEREURPLIER REPRESENTATIVE'S BIGNATURE .
/MM %ff L Lé"—«ﬂg(«[‘f" Q-pé]yui@g:@{/ o2& R F

’fﬁ\ny deliciency statement ending with an asterisk {*} denotegik deficiency which the institution may be excused from correcting providing it is deterniined Ihat
ather safeguards provide sufficient prolection 1o the palisntd! (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
folowing the date of survey whether or not & plan of sorection is provided. For nursing homes. the abova findings and plans of corraction are disclosabte 14
dzys foliowing the date thess documents are made avaliable ' the facility. If deficiencies are ¢ited, an approved plan of correction is raguisite o continuad

program parficipation,
Faclity 1D; 100056 If continuation sheet Page 1 of 1
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An on-site revisit survey was initiated on
10/15/13/ and concluded on 10/16/13. Based on

- the acceptable POC, the facility was found to be
in compliance as of 08/24/13 as alleged.
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