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An abbreviated/standard/extended survey
(complaint #KY23569) was initiated on 07/22/15
and concluded on 07/30/15. The complaint was
substantisted and Immediate Jeopardy was
identified on 07/23/15 and was detsrmined to
exist on 04/12/15 at 42 CFR 483.20 Resident
Assessment (F280 -"J") and 42 CFR 483.25
Quality of Care (F323 - "J"), with Substandard

| Quality of Care at 42 CFR 483.25 Quality of Care

(F323). The facility was notified of the Immediate

! Jeopardy on 07/23/15.

Tha facility failed to assess Resident #8's risk
factors for falls and failed to evaluate fall
interventions to determine if further
interventions/actions were needed when the
resident sustained a fall from the wheelchair on
03/05/15. Resident #8 sustained another fall
from the wheelchair on 04/12/15, which resulted
in a brain injury. The resident passed away on
04/23/15.

A standard health survey was conducted on
0/7/28-30/15 in conjunction with the abbreviated
survey. An acceptable Allegation of Compliance
was received on 07/30/15, which alleged removal
of the Immediate Jeopardy on07/30/15.

An extended survey was conducted on 07/30/15,
and the State Survey Agency determined the
Immediate Jeopardy was remaved on 07/30/15,
which lowered the scope and severity to "D" at 42
CFR 483.20 Resident Assessment (F280) and 42
CFR 483.25 Quality of Care (F323) while the
facility monitors the effectiveness of syslemic

rights to contest the survey findings

LI;hrough informal dispute resolution formal

ppeal proceedings or any administrative
tr legal proceedings. This plan of
orrectlon is not meant to establish any
ttandard of care, contract obligation or
osltion and the Facllity reserves all rights
to ralse all possible contentions and
I:!efenses in any type of civil or criminal
tlalm, action or proceeding. Nothing
contained in this plan of correction should
considered as a wavier of any potentially
pplicable Peer Review, Quality Assurance
r self critical examination privilege which
the Facility does not waive and reserves
the right to assert in any administrative,

t}:il or criminal claim, action or proceeding.

e Facility offers its response , credible
)allegations of compllance and plan of
correction as part of its ongoing efforts to
provide quality of care to residents.
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Prestonshurg Health Care Center does not
F 000 | INITIALCOMMENTS F 000 helieve and does not admit that any
deficlencies existed, either before, during
AMENDED r after the survey. The Facility reserves all,

cther s|

RPROVIDER/SUPPUER REPRESENTATIVE'S EIGNATURE

{X8) DATE

ney alatement ending with an asterisk {*) denctes e deficlency which the Institution may be excused from comecting providing it le determined that
guards provide sufficlent protection to the patienta . (See Instructions.) Except for nursing homes, the findings statad above are disciosable 60 days

follawing tha date of survey whether or not a pfan of comection fa provided. For nuraing homas, the above findings and plans of cofmeciion are disclosable 14
days following the date thesa documents are made avallable to the facility. If deficiencies are cited, an approved plan of cotrection Is raquisite to continued
program participation,
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changes and quality assurance activities. l
| Additional deficient practice was identified at 42

CFR 483.20 Resident Assessment (F278 - "E"
and F278 - "D") and 42 CFR 483.64 |nfection
Control (F441 -"D").

F 278 | 483.20(g) - {j) ASSESSMENT

ss=E | ACCURACY/COORDINATION/CERTIFIED

The assessment must accurately reflectthe
resident's status.

' A registered nurse must conduct or coordinate
each assessment with the appropriate
participation of health professionals.

A registered nurse must sign and certify that the
assessment is completed.

Each individual who completes a portion of the
assessment must sign and certify the accuracy of
that poartion of theassessment.

Under MedIcare and Medicaid, an Individual who
willfully and knowingly certifies & material and
falze statement in a resident assessment is
subject to a civil money panalty of not more than
$1.000 for sach assessment; or an individual who
willfully and knowingly causes another individual
to certify a material and false statement in a
resident assessment Is subject to a civil money
penalty of not more than $5,000 for each
assessment.

Clinical disagreement does not conslitute a
material and false statement.

' z

F 278 F278 483.20(g)-{J)ASSESSMENT ACCURACY |
COORDINATION/CERTIFIED |

‘Corrective action for resident(s) affected:

EDON, ADON, ADM, Regional MDS nurse or
fmound nurse reviewed #17, #18, #22, and |

23 MDS for accuracy on 9-11-15.
inaccuracy MDS were madified on 9-11-15
by DON or regional nurse.

|
|
|
|
|
|
|
|
|
|
|
|
|
l
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F 278 | Continued From page 2
This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review it was determined the facility failed to
ensure residents received an accurate
assessment by staff regarding relevant care
areas about the residents' status, needs,
strengths, and areas of decline far four (4) of
twenty-six (26) sampled residents (Residents
#17, #18, #22, and #23). Residents #17, #18,
#22, and #23 were assessed by facility staff on
the most recent Minimum Data Set (MDE)
Assessments to require extensive assistance
from staff for various areas of activities of daily
living (ADLs). However, observations and
interviews with facility staff and residents,
conducted on 07/30/15, revealed the

coded by the facility on the MDS.
The findings Include:

Interview with the Minimum Data Set (MDS)
Assessment Coordinator on 07/30/15 at 2:17 PM
revealed the facility had no policy related toMDS
assessments; however, she stated she utilized
the MDS manual In completing assessments for
facility residents.

A review of the MDS 3.0 manual revealed when
completing the ADL section of the MDS, staff
should review the documentation in the medical
record for the last seven days; talk with direct
care staff from each shift that has cared for the
resident to leam what the resident does for
himself during each episode of each ADL activity
during the seven day look-back period; and when
reviewing records, interviewing staff, and

assessments were not accurate and the residents
did not require the amount of assistance that was

How the Facility will act to protect |
F278 I\'esidents in similar situations: I

!

| ON, ADON, and ADM or Wound Nurse
Wwill reassess all other residents MDS for l
becuracy by 9-13-15. All MDS that are
found to be inaccurate will be modifled by
'DON or Regional MDS Nurse by 9-14-15.

Plleasures to prevent reoccurrence:

!Regiunal MDS nurse will train our new MD5
nurse on accuracy of MDS within 1 week of
f]ire date.

Fy’lonltoring of correction action:

.L[he DON, ADON, and or regional nurse will
!auctit 5 different residents MDS for
l’accuracy weekly for 4 weeks then manthly
for 3 months then every 3 months for 6
Imonths. Findings will be discussed in QAPI
nd issues identified will be addressed
rmmediately.

Farnpletion Date:

|10-1-15
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observing the resldent, be specific in evaluating
| each component as listed in the ADL activity
i definition.

| 1. Review of Resident #17's medical record
revealed facility staff admitted the resident on
04/02/15 with diagnoses that Included Lack of

I Coordination and Dementta. Review of a
significant change MDS assessment for the
resident, dated 07/03/15, revealed the resident

l required extensive assistance of two (2) staff

| had also assessed Resident #17 1o require
axtensive assistance of ona (1) staff member for
walking In his/her room and for locomotion on

| and off the unit.

However, review of Resident #17's physician’s

l orders dated 07/01/15 revealed the resident had
orders that he/she "May Transfer Independently.”
Further review revealed the order for theresident
to transfer independently was initiated on
05/25M15.

E Observations conducted of Resident #17 on
07/30/15 at 9:00 AM revealed the resident

! transferred from bed to a standing position and
l ambulated in the room and te the facility dining
l room with no assistance required fromstaff.

Interview with State Registerad Nurse Alde
| (SRNA) #6 on 07/30/15 at 11:00 AM revealed she
I had provided care to Resident #17 within the past
| 30 days. The SRNA stated she had never had to
provide assistance to the resident with
- transferring out of bed, and stated the resident
. lumed and repasitioned independently when in
I bed. The SRNA stated Resident #17 ambulated
i in and out of his/her room independently, and

members with bed mability and transferring. Staff

»
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1

required no assistance wilth ambulation.

2 Review of Resident #22's medical record
revealed facility staff admitied the resident on
07/01/15 with diagnoses that included Diabetes
and Weakness. Review of the admission MDS
assessment dated 07/08/15, revealed staff
assessed the resident to require extensive
assistance of two (2) staff members with bed
mohility, transferring, and walking in histher room.
Staff had also assessed that the resident required
exiensive assistance of one (1) staff member for
locomotion on and off theunit.

Observations of Resident #22 on 07/30/15 at
12:00 PM revealed the resident rose from thebed
and ambulated to his/her sink with no assistance
required. Continued observations revealed the
resident ambulated in the facility hallway and to
the dining room, with no assistance required from
staff.

Interview with SRNA #6 on 07/30/15 at 11:00 AM
ravealed she had provided care to Resident #22
often within the past 30 days. The SRNA stated
she had never had to provide assistance to
Resident #22 with transferring out of bed, and the
rasident was able to tun and reposition
independently when In bed. The SRNA stated the
resident ambulated in and out of the room
Independently, and required no assistance with
ambulation,

1, Review of Resident #18's medical record
ravealed the facility admitted the resident on
07/06/15 with diagnoses that Include Cerebral
Vascular Accident (CVA), Degenerative Disc
Disease (DDD), Spinal Stenosis, and Dementia.
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Review of the admission MDS assessment dated
07/13/15 revealed siaff assessed the resident to
require extensive assistance of two (2) staff
members with transfers and ambulation.

Resident #18's Brief Interview for Mental Status
(BIMS) score was 15, which revealed theresident
wasinterviewable,

Howaver, review of Rasident #18's physician's
orders, dated 07/07/15, revealed an order that the
resident may transfer with one (1) assist and a
gait belt.

Observations of Resident #18 on 07/30/15 at 8:45
AM revealed the resident up in the facility hall
ambulating with the assistancs of ane (1) staff
member and the use of a walker and a gait belt,

Interview on 07/30/15 at 9:45 AM with Resident
#18 revealed the resident required the assistance
of one (1) staff member and the use of a walker
and a gait belt for transfers and ambulation.

Interview on 07/30/15 at 10:05 AM with SRNA #&
revealed Resident #18 required assistance of one
(1) staff member and the use of a gait belt for
ambulation and transfers. The interview furiher
revealed the SRNA had worked with Resident
#18 often since his/her admission to the facility
and the resident had always ambulated with the
assistance of one (1) staff member and the use
of a gait belt and awalker.

4. Review of Resident #23's medical record
revealed ihe facility readmitted the resident on
07/13/15 with dlagnoses that include Peripheral
Vascular Disease (PVD), Difficulty Walking,
Muscle Weakness, and Neuropathy. Review of
the admission MDS assessment dated 07/20/15
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revealed staff assessed the resident to require
extensive assistance of two (2) staff membersfor
transfers and tolleting. Resident #23's BIMS
score was 13, which revealed the resident was
interviewable.

Observation on 07/30/15 at 10:05 AM of Resident
£23 revealed the resident iransferred
independently from the resident's wheelchair to
the toilet.

| Interview on 07730715 at 10:15 AM with Resident

| #23 revesled the resident was independent for all
activities of daily living except the resident

| required assistance withshowers.

|

|

I

|

I

[

l

|

Interview on Q7/30/15 at 2:25 PM with SRNA #8 |

revealed Resident #23 was independent for |
activities of daily living except ihe resident

required assistance with showers. The interview |

further revealed the SRNA had worked with |

Resident #23 multiple imes since the resident's |

I

|

|

|

I

| admission to the facility and the resident had
always been able to transfer and toilet
independently.

| interview with the MDS Coordinator on 07/30/15
at 2:17 PM revealed she was responsible tocode

| the Functional Status portion of MDS

| assessments for facility residents. The MDS

| Coordinator stated she coded the MDS from

| information obtained from the tracking forms

| completed by the facility SRNAs, and she also
reviewed physician's orders and therapy

| documentation. The MDS Coordinator stated

| even if sha had observed a resident's functional |

status that contraindicated the information added |

into the ADL tracking system by the SRNAs, she i

*still coded tha highest level of assistance
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|

|

|

documented by the" SRNAs, The MDS |
Coordinator stated when she had identified

discrepancies in the ADL tracking information |

related to a resident's functional status, she |

should have "clarified” the SRNA's "Auctuations" |

|

|

|

in documentation refated to the assistance the
resident was documented to require, prior to
coding information on the resident's MDS
assessment. The MDS Coordinator
acknowledged Residents #17 and #22 ambulated
independently in the facllity daity, Resident #18

| transferred independently and ambulaled with
one (1) staff mamber’s assistance and the use of
a gait belt, and Resident #23 was independent
with transfers and tolleting. However, she had
not identified that the MDS information she had
coded was inaccurate related to the residents’
functional status.

|
Interview with the facility Clinical Resource Il
Spacialist on 07/30/15 at 2:26 PM revealed she
conducted quarterly audits in the facility to ensure |
MDS assessment information had been coded |
accurately. She stated she had conducted an \
audit "a few months ago" at the facility and had |
not identified any "majorconcems.” |
F 279 | 483.20(d), 483.20(k)(1) DEVELOP | F279
|
l
|
|
|
|
|

f 279 483.20(d), 483.20(k}){1) DEVELOP
COMPREHENSIVE CARE PLANS

ss=p | COMPREHENSIVE CAREPLANS Corrective action for resident(s) affected:

A facllity must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of cara.

DON, ADON, MD$ Coordinator and or
nurse reassessed resident #3, #11, #20, and
F21 for assistance needed with Adls on 10-
]1-15. The care plans and CNA care plans
were update to appropriately reflect the

The facility must develop a comprehensivecare
plan for each resident that includesmeasurable
objectives and timetables to meet a resident's

| medical, nursing, and mental and psychosacial I
| needs that are identifled in the comprehensive findings by DON, ADON, and/or nurse on

| \1&1-15.
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assessment.

The care plan must describe ihe services that are

to ba furnished 1o attain or maintain theresident's

highest practicable physical, mental, and

psychosocial well-being as required under

| §483.25; and any services that would otherwise
be required under §483.25 but are not provided

| due to the resident's exercise of rights under
| §483.10, including the right to refuse treatment

l under§483.10(b)(4).

ll This REQUIREMENT Ia not met as evidenced
by:

] Based an interview, record review, and a review
of the facility policy it was determined the facility
failed to use the results of the assessment to

| develop the residents' comprehensive plans of
care for three (3) of twenty-six (26) sampled
residents (Residents #11, #20, and #21). Review

| of the Minimum Data Set (MDS) Assessmentsfor

l Residents #11, #20, and #21 revealed the

| residents were assessed using the MDS for the
level of assistance required to be provided by
staff. However, review of the Comprehensive

| care Plans for the residents revealed the

I information in the plan of care was not consistent

| with theassessment.

l Interview with the MDS Coordinator revealed she

| had not utiiized information from the residents’
MDS assessments lo develop, review, andlor
revise the residents' comprehensive plans of
care.

| The findings include:

! Review of the facllity policy titled "Care Plans,”

|n=:sir.|en1:s in similar situations:

DON, ADON, and/or nurse for assistance
Ineeded for adls by 10-1-15. Al other
esident’s care plans and CNA care plans
ill be updated to reflect these needs by
10-1-15 by DON,ADON, and/or nurse,

|

|
| I§ other residents will be reassessed by thel

|

!

|
!Measures to prevent reoccurrence: ||
5bc will inservice all nursing staff on
}appropriately identifying and documenting
esident ADL care needs along with
|updating resident care plans and CNA care
Elans by 8-21-15. Will train new MDS
Coordinator in all aspects of adl coding for
MDS and care plan by MDS Regional nurse
Wwithin one week of hire date.

|

r\llonltorlng of correction action: |

|The DON, ADON, and or nurse will audit 10
ifferent residents care plans for correct
dl assistance needed weekly for 4 weeks
then monthly for 3 months then every 3
|mcmths for 6 months. All findings will be
discussed in QAPL. Concerns will be
addressed immediately.
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last revised October 2010, revealed theresidents'
comprahensive care plans were based on a
thorough assessment which included, but was not
limited to, the MDS Assessment.

1. Review of Resident #21's medical record
revealed the facility admitted the resident on
07/08/15 with diagnoses that included Difficulty
Walking and Dementia. Review of an Admission
MDS assessment dated 07/16/15 revealed staff
| assessed the resident to require exiensive

| assistance of two (2) staff members with
transferring and ambulation in his/her room. Tha
resident was assessed to have a Brief Interview
for Mental Status (BIMS) score of 2, which
indicated the resident was not interviewable.

Review of Resident #21's comprehensive care
plan dated 07/16/15, revealed the resident
requirad assistance of ona (1) staff person and
use of a gait belt, instead of two (2) person assist
per the MDS assessment when he/she was
transferred. Further review of the cara plan
revealed the care plan falled to direct staff on
what level of assistance was required to assist
the resident with ambulation. The "Certified
Nurse Ajde" {CNA) care plan directed staff to
provide assistance with mobility to the resident;
however, the number of staff required to safely
assist the resident was not included on the
rasideni's plan of care.

Interview with State Registered Nurse Aide
(SRNA) #6 on 07/28/15 at 10:05 AM, revealed
she had provided care o Resident #21 a "couple”
of times since the resident's admission to the
facility. She stated the resident required
assistance of one (1) staff member for transfers
and ambulation, and had never required

|10-1-15
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2. Review of the medical record revealed the
facility admitted Resident #20 on 10/29/09 with
diagnoses that inciuded Mood Disorder, Anxiety,
Depression, Psychotic Disorder, Schizophrenia,
Difficulty Walking, Lack of Coardination,
Generalized Weakness, Urinary Retention, and
Gastroesophageal Reflux.

Review of an Annual Minimum Data Set (MDS)
assessment completed on 02/06/15 revealedthe
facility assessed Resident #20 to require
extensive physical assistance of two (2) or more
persons with transfers. Review of the Fall Risk
assessment for Resident #20 dated 02/13/15
revealed Resident #20 was assessed to be at
high rigk for falls. Further review of the medical
record revealed the comprehensive care plan for
Reslident #20 dated 02/08/15 did not address
Resident #20's need for two {2) persons to assist
with transfers as assessed on theMDS.

Review of the facility's fall Investigation for
Resident #20 revealed the resident sustained a
fall on 04/16/15 at 11:30 AM, when one (1) CNA
assisted the resident from the bed to the
wheel!chair. The nursing fall intervention that was
implemented on 04/16/15 was to refer Resident
#20 to Therapy 1o evaluate for transfer with the
assistance of two (2) persons instead of one 1)
person. However, the resident had already been
assessed on the annual MDS assessment dated
02/08/15 to require the assistance of two (2)
persons with transfers but the information was
not on the plan of care.

| 3. Review of the medical record for Resident #11

|
I
|
|

:

|
|
|
|
|
|
|
|
|
I
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revealed the facility admiited the resident on

| 02/22/10 with diagnoses that Include Muscle

I Weakness, Difficulty Walking, Lack of
Coordination, Mild Cognitive Impairment, Mood
Disorder, Osteoarthritis, Osteoporasis, and Senile

l Dementia.

I Review of Resident #11's Annual MDS dated

| 1117114 and Quarterly MDS assessment dated

| 04/18/15 revealed the facility assessed Resident

1 #11 to require the extensive assistance of two
persons to transfer. The MDS also revealed
Resident #11 had been assessed to have a Brief
Interview for Mental Status (BIMS) scora of 4,
which indicated severa cognitive impairment.

' Review of the comprehensive plan of care for

| Resident 211 dated 11/47/14 with a revision date
of 04/16/15 revealed the facillty developed a care

' plan that stated the resident required the
assistance of one person with a gait belt for

I transfers.

Review of the CNA care plan dated July 2015
' revealed the facility developed a CNA care plan
| that stated the resident required the assistance of
l one person with a gaitbell.

Interview with the MDS Coordinator on 07/30/15
at 2:17 PM revealed she had not utilized

I information from the resident's MDS to davelop,
review, or revise the resident’'s comprehensive

l plan of care. The MDS Coordinator stated she
had not been trained to develop, review, or revise
a resident's comprehensive plan of care from

l information contained in the MDS.

| Interview with the Director of Nursing (DON) on
| 07/30/15 at 11:45 AM revealed she didnot
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compare the MDS to the comprehensive care
plan to make sure they coincide. The DON
further stated she reviewed care plans, butnot
MDS assessments.

Interview with the Adminisirator on 07/30/15 at
2:35 PM revealed she was not aware that the
interventions on the resident's care plan did not
address the resident's assessed needs as
identified In the comprehensive assessment. She
also stated she was not aware that the MDS
Coordinator did not follow the MDS to formulate
the resident's care plans. Tha Administrator
further stated that the previous MDS Coordinator
trained the current MDS Coordinator, but she did
not think the current MDS Coordinator "gets it
related to developing the care plan according fo
the assessment.
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO

ss=4 | PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompetent or atherwise found fo be
incapaciiated under the laws of the State, to
participate in planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
discipiines as determined by the resident’s needs,
and, to the extent practicable, the participation of
the resident, tha resident's family or theresident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after

F27‘.:JI

F260 !280 483.20 (d) (3), 483.10 (k}{2) RIGHT TO

PARTICIPATE PLANNING CARE-REVISE CP

!Corrective action for resident(s) affected:

DON, ADON, regional nurse, and /or nurse
eviewed all incident and accident reports

in last 90 days to make sure appropriate

intervention were in place by 7-25-15.

'Resldent #8 no longer a resldent at facility.
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I eachassessment.

I This REQUIREMENT is net met as evidenced
by:
Based on Interview, record review, and a review
| of the facility policy and investigations/incident
| reports, it was determined the facllity failed to
' have an effective system in placs to ensure
residents' comprehensive care plans were
reviewed and revised after falis occurred for one
| (1) of twenty-six (26) sampled residents {Resident
| #8). (Refer to F323.)

| Resident #8 sustained a fall on 03/05/15 when
| the resident leaned forward in his/ner wheelchair
and fell through the breakaway lap buddy onto
the floor, hitting his/her head on the floor
sustaining an Injury. Facllity staff determined the
resident was 1rying to pick up a cup from thefieor
when the resident fell from the wheelchair. The
facility educated staff on 03/05/15 to "not |eave
| cups (stuff from hydration) with the resident” to
prevent further falls from occurring. However,
reviaw of the comprehensive plan of care for
Resident #8 provided no evidence that facility
staff reviewediravised tha resident’s plan of care
to prevent further falls from occurring. Resident
' #8 sustained another fali on 04/1 2115 when the
resident leaned forward in his/her wheslchair and
fell through the breakaway lap buddy onto the
floor. As a rasult of ihe fall, the resident was
diagnosed with a closed head injury on 04113115
and expired at the facility on 04/23/15.

The facllity's failure to ensureresidents'

L

‘How the Facility will act to protect
F 280 residents In similar situations:

|DON, ADON, regional nurse, and /or nurse
|reviewed all incident and accident reports
tn last 90 days to make sure appropriate

intervention were in place by 7-25-15 |

|Measures to prevent reoccurrence:

are plan appropriately to address
esidents current needs by 9-1-15.

Monitoring of correction action:

| rompletlon Date:

po-1-15

FDC will inservice all nursing staff on
ppropriate measures to do on accident
nd incident reports along with updating

he DON, ADON, and or nurse will audit 5
fccidentlincident reports for appropriate
ntervention along with resident care plan
| .\Neeklv for 4 weeks then monthly for 3
‘months then every 3 months for 6 months.
(AII findings wili be discussed in QAP and
findings will be addressed immediately.
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comprehensiva plans of care were reviswed and
' revised to pravent accidents has caused, oris

likely to cause, serious injury, harm, impairment,
or death to a rasident. Immediate Jeopardy was
identified on 07/23/15, and was determined to
exist on04/12/15.

An acceptable Allegation of Compliance was
recelved on 07/30/15, which alleged removal of
the Immediate Jeopardy on 07/30/15, The State
Survey Agency detemmined the Immediate
Jeopardy was removed on 07/30/15, which
lowered the scope and severity to "D" while the
facility monitors the effectiveness of systemic
changes and quality assurance activities.

The findingsinclude:

Review of the facifity's policy titled "Care Plans,”
last revised October 2010, revealed {heresident's
comprehensive plan of care was designed to
identify problem areas and incorporate risk
factors associated with the problems identified by
facility staff.

Review of the closed medical fecord for Resident
#8 revealed the facility admitted Resident #8 on
01/09/09, with diagnoses of Alzheimer’s Disease,
Ostaoporosis, and Psychesis.

Review of the resident’s quarterly Minimum Data
Set (MDS) Assessment dated 02/24/15 revealed
Resident #8 required extensive assistance from
staff with locomotion on and off the unit and the
resident utilized a wheelchalr as a mobility device.

Review of Resident #8's comprehensive plan of
care, dated 12/09/14 revealed staff had identified
that the resident was at risk for fall related injury
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and required the use of a "bieakaway” lap buddy
{a cushion that fits on a wheelchair at the
resident's lap. The middle of a "breakaway"
cushion is held together withVelcro}.

A review of a fall investigation revealed Resident
#8 sustained a fall on 03/05/15 when the resident
leaned forward in a wheelchair and fell through
the lap buddy onto the floor, hitting hisfer head
on the floor. Review of the resident's care plan
revealed staff revised the resident's plan of care
after the resident experienced the fal on 03/05/15
to include an intervention to "not leave cups (stuff
from hydration) with the resident.” The care plan
further revealed staff was in-serviced related to
the intarvention. However, review of the
comprehensive plan of care provided no evidenca
that staff assassad the resident or the breakaway
lap buddy to ensure the interventions that were
implemented were effective to prevent further
falls from occurring for theresident.

Further review of fall invesiigations for Resident
#8 revealed on 04/12/15, tha resident sustained
another fall when the resident leaned forward and
fell through the breakaway lap buddy a second
time. Resident #8 was transferred to the hospital
and was diagnosed with a closed head injury on
04/13/15 and expired on 04/23186.

Interview with the Director of Nursing (DON) on
07/23/15 at 6:26 PM revealed Resident #8's fall,
including the care plan, was reviewed on
03/05/15. The DON stated staff was in-serviced
to not leave cups/hydration items with the
resident. Howaver, the DON acknowledged staff
had not assessed the resident to ensure the
breakaway lap buddy was effective to prevent
further falls from accurring for theresident.

1!
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Interview with the MDS Coordinator on 07/30115
at 2:17 PM revealed residents’ care plans were
reviewed and revised during daily clinical
meetings. The MDS Coordinator stated care
plans were a "group effort” and they had not
identified any concerns with the revision of
Resident #8's care plan on 03/05/15.

Compliance (AOC) on 07/30/15. The facility
Immediate Jeopardy:
1) Resident #8 no longer resides at the facility.

the Regional Nurse Consuitant on 07/23M5.

2) The facllity has a current system to ensure
residents’ fall safety care needs are being met:

-Floor staff process:
a. Nurse notified of resident fall by State

Registered Nurse Alde (SRNA), housekeeper,
visitors, etc.

checks, pain, Range of Motion (ROM), skin,
joints, extremities, vitalsigns.

c. Nurse to provide immediate care as indicated
by the assessment.

d. Notify physician and Power ofAttomey (POA)
of the fall.

e, Document assessment and pertinent facts
related to the fall.

*The facility provided an acceptabie Allegation of

implemented the following actions to remove the

Resident #8's chart was audited and reviewed by

b. Nurse to assess resident including neurological
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f. Begin investigation of thefall.

g. Complele Incident/Accident [n eventmanager
systam.

h. Determine root cause of fall if possible.

1. Nurse utilizes root cause questionnaire fo
assist with root cause.

2. SRNAs draw aut a picture of thescene.
i, Update care plan with appropriate intervention.

|- Enter resident's name on Nursing
communication log for 72 hour follow-up charting.

k. Notify the Director of Nursing (DON) if the
resident is sent out; otherwise, the Admlnistrator
and the DON are notified by event manager
system.

-Clinical administration/IDT teamprocess:

The facility Administrator, DON, Assistant Director
of Nursing (ADON), Minimum Data Set (MDS)
Coordinator, Staff Development Coordinator
(SDC), Social Services Director (SSD), Therapy
Services Manager, Central Supply, and Quality of
Life (QOL) Director review event data, which
includes falls, weight loss, skin integrity, etc. in [
the avent manager system daily during morning
clinical meeting.

a. Daily clinical/Pl meeting conducted and all
Accident/Iincidents, care plans, SRNA careplans,
and pertinent resident data isreviewed.
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|
I
I
b. Resident is logged on the fall tracker log and l
| resident tracker log for tracking andtrending. |

|1

l c. Root cause is completad utilizing the five(5)
| why template.

l d. The resident chart s reviewed duringthe
| meeting.

I o. Tracking/trending, root cause, and infofrom
resident chart raview are all taken into
consideration for appropriate intervention.

I. . Care plan and SRNA care plan is updated with
newinterventions.

I g. Follow up for 72 hours to assessresident's
status and Intervention approprialeness.

3) All facility residents were assessed by
completing a falls risk assessment on each
resident and then comparing falls risk identified to
current care plan interventions by the DON, _
ADON, SDC, Nursing Supervisor, or Regional |
Nurse Consultant on 07/24/15 and then all |
‘ resident care plans were re-audited, by
comparing current resident care plans with
current resident ADLs assist level with latest
'| MDS, starting on 07/28/15 and completed on
07/29/15 to determine if safety needs were being
‘ met as outlined by resident's care plan, to include
| wheelchair (w/c) safety davices. Noted concems
from re-audit on 07/28 - 07/29 were five (5) l

| rasidents whose ADL care plan did not reflect the l
| rasidents' current level of ADL assistance |
| required. ' |

t

| 4) All accidentfincident reports, for the past 90 l
| days, have been reviewed, to include not just the 1
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individual incident/accident but a more global
approach by reviewing the trackingftrending of
individual resident falls fo include day, shift, time,
location on 07/24/16 by the DON, ADON, SDC,
Nursing Supervisor, or Signature Care Consultant
to identify any safely concerns, ensure thorough
investigation of all Accidents/Incidents was
completed, and implemented interventions on
care plan that address root cause. No concems
idantified by the facility.

5) Once resident assessments and
accidentiincident reviews along with
trackingfirending reviews were completed by
07/24/15, then all resident care plans and SRNA
care plans were audited, utilizing a census board
audit taol, by 07/24/15, reviewed and updated as
needed, 1o include wheelchair safety devices, by
the DON, ADON, Nursing Supervisor, MDS
‘ Coordinator, or Regional Nurse Consuitant to
ensure that each resident's care plan/SRNA care
| plan reflects current resident safety care needs.
The DON, ADONSs, Nursing supervisor, or MDS
Coordinator will audit all residents, with any
changes noted, care plan/SRNA care plan for any
updates, revisions, and/or new interventions,
during the morning clinical meeting with IDT
present, daily starting on 07/24/15, and continuing
until immediacy is lifted, then 10 different resident
l care plans/SRNA care plans will be audited
weekly for 4 weeks to ensure resident safety care
needs are being met. Results will be reviewed in
weekly (Quality Assurance Performance
Improvement) QAPI meeting. QAP commites
will determine ongoing frequency of resident care
plan audit at thattime

8) The DON, ADONs, SDC, MDS orNursing
Supervisor will review all A/l daily to ensure
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thorough (Individual incident along with
tracking/trending for that specific resident)
Investigation initiated, roct cause analysis
conducted and appropriate intervention, to meet
root cause, implemented, along with care plan
updated to reflect new intervention starting on
07/24/15. Compliance will be reviewed in weskly
QAPI meeting.

7) The DON, ADONs, Nursing Supervisor, or
MDS Coordinator will audit all residents, with any
changes noted, care plan/SRNA care plan for any
updates, revisions, andfor new interventions,
during the morning clinical meeting with IDT
present, dally starting on 07/24/15, and continuing
untll immediacy Is lifted, then 10 different resident
care plans/SRNA care plans will be audited
weekly for 4 weeks to ensure resident safety care
needs are being met. Results will be raviewed in
weekly QAPI meeting. QAP committee will
determine ongoing frequency of resident care
plan audit at thattime

8) The facility Administrator, DON, ADON, SDC,
RN Supervisor, MDS Coordinator, Business
Office Manager (BOM), Rehabilitation Service
Manager (RSM), Dietary Manager, QOL Director,
Human Resources (HR) Director, Environmental
Services Director, $SD, Admissions Director,
Medica! Records, and Chaplaln were educated
on 07/23/15 by the Signature Care Consultant on
tha fall program process/system noted in #2, cara
plan policy, to include revising and updating the
care plan along with interventions that meet not
only the individual accident/incident but also
patterns identified from tracking and trending,
accident/incident policy, and falls policy and
procedure, to include tracking and trending
procedure. This training was performed
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face-to-face in order o facilitate discussion and
question. Department Administrative Managers
could not return to work until the above education
was provided, post-test administered, and 100%
score oblained; if Manager did not score 100% on
post-test, ihen Manager was immediately
re-educated and post-test re-administered. This
process continued until all Managers obtained a
100% score on post-test. All post-tests were
raviewed for compliancs by the Signaturs Cara
Consuliant.

8) Once facility Administrator, DON, ADON, SDC,
RN Supervisor, MDS, BOM, RSM, Distary
Manager, QOL Director, HR, Environmental
Services Director, SSD, Admissions Director,
Medical Records, and Chaplain were
re-educated on the process in #2, care plan
policy, to include revising and updating the care
plan along with interventions that meet not only
the individual accldentfincident but also patterns
jdentifled from tracking and trending,
accidentsfincidents policy, and falls policy and
procedure, to include tracking and trending
procedure, they were then assigned to assist the
SDC in providing education to the staff on the
above policies and proceduses, which started on
07/23/15. No employee will be allowed to work
untii education is provided. The facility has 88

| employees. Seventy employees received the

education by 07/24/15, six employses were

| scheduled to receive education by 07/26/15, and

twelve employees had cerlified letier sent out on
07/24/15. Employees could not return to work
until the above education was provided, post-test
administered and 100% scara obtained; if
employee did not score 100% on post-lest, then
employes was immediataly re-educated and
post-test re-administered. Thisprocess
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|
continued until alf employees obtained a 100% I
score on post-test. All post-tests were reviewed I
for compliance by the Signature Care Consultant. |

This education will be included In the orientation
process for all newly hired staff members. No |

newly hired employee will be allowed to work until
education is provided, post-lest administered and |
100% score obtained; if employee did not score |
|

100% on post-test, then employee will be
immediately re-educated and post-test
re-administered. This process will continue until
employee obtains a 100% score on post-test. No
agency staff is utilized by the facliity.

10) A nurse from the Regional Team or Corporate
Office has been onsite since 07/23/15 and will
remain in the faciiity daily until {eopardy has been
lifted. The nurses from the Regional Team or
home office will be validating compllance with all
audits and reviews completed dally until
jmmediacy is lifted, then will validate compliance
weekly for 4 weeks. The Regional Nurse
Consultants will also be assisting with completion
of Investigations, root cause analysis, updating
andfor revising care plans, performing chart
audits, and providing oversight and consultation.
The Vice-Fresident of Operations, Special
Projects Administrator, or Director of Clinical
Programs wili be in daily contact with the
Signature Care Consultant and will review
compliance daily until immediacy is lifted, then
weekly for 4 weeks.

11) Administrative oversight of the facility will be
completed by ihe Vice President of Operations,
Signature Care Consultant, or Special Projects |
Administrator daily until the removal of immediacy

beginning 07/23/15, then weekly for 4 weeks, l ||

then monthly.
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12) Results of all audit and reviews will be
discussed daily for compliance and action plan
implemented immediately to address any
identified concems. Any identified concermns will
be discussed during weekly QAPI meeting. A
Quality Assurance meeting will be held weekly for
| 4 waeks baginning 07/23/15, then monthly for

| recommendations and further follow-upregarding
| the above stated plan. At that fime based upon
evaluation the QA Committee will determine at
what frequency any ongoing audits will need to
continue. The Administrator has the oversight to
ensure an effective plan is in place o mest
resident wellbeing as well as an effective plan fo
identify facility concerns and implement a plan of
correction to involve all staff of the facility.

*+*The State Survey Agency validated the
Immediate Jeopardy was removed as follows:

1) Record review revealsd the Regional Nurse
Consultant audited Resident #8's chart on
07/23/15.

2) Interviews on 07/30/15 with Housekeeping
Staff #1 at 10;58 AM, Dietary Staff #1 at 1:50 PM,
SRNA #8 at 9:57 AM, SRNA #0 at 10:08 AM,
SRNA #10 at 10:14 AM, SRNA #3 at 10:22 AM,
SRNA #8 at 10:30 AM, Licensed Practicat Nurse
(LPN) #4 at 10:38 AM, and Registered Nurse
(RN) #4 at 10:50 AM revealed the staff had been
trained and were familiar with the facility's fall
protocol. interviews on 07/30/15 with the
Administrator at 2:37 PM, DCN at 11:29 AM,
ADON at 2:08 PM, MDS Coordinator at 2:17 PM,
SDC at 12:15 PM, SSD at 12:01 PM, Central
Supply at 12:07 PM, and QOL at 11:03 AM
revealed the staff was familiar with thereview
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F 280 | Continued From page24
process for falls and accidents/incidents.

3) Record review of fall assessment and audits of
care plans and CNA care plans revealed any
issues identified were corrected by facllity staff

I beginning on 07/24/15 and completed on
07/29/15, Interviews on 07/30/15 with the DON at
11:21 AM, ADON at 2:08 PM, SDC at 12:15 PM,
and the Reglonal Nurse Consultant at 1:57 PM
revealed there were some issues identified with
ADL assistance requirements with the care plans,
MDS assessments, and the CNA care plans but
the Issues were corrected.

4) Review of faclity audits and tracking logs
revealed facility adminisirative staff bad reviewed
all accidentfincident reports related to falls for the
past 90 days and did not identify any concerns.
Intarviews on 07/30/15 with the DON at 11:21
AM, ADON at 2:08 PM, SDC at 12:01 PM, and
Signature Care Consultant at 1:57 PM revealed
all falls for the past 90 days had been reviewed
and no concems wereidentified.

5) Review of audits completed by adminlstrative
staff an 07/24/15 revealed no issues were
identified related to safety devices on care plans
and CNA care plans and no safety concerns were
identified with residents. The reviews continued
in the daily morning clinical mesting. Interviews
on 07/30/15 with the DON at 11:21 AM, ADON at
2:08 PM, and MDS Coordinator at 2:17 PM
revealed the audits were done for all residents
and continued in the daily morning clinical
meeting.

6) Interviews on 07/30/15 with the DON at11:21
AM, ADON at 2:08 PM, SDC at 12:15 PM, and
; MDS Coordinator at 2:17 PM revealed all

F 280
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accident and incident reports were reviewed daily
and any concemns identified would be corrected
immediately. The interviews revealed no

concems had beenidentified.

7) Review of audits conducted of all resident
charts, care plans, and CNA care plans for
changes noted revealed the reviews were done
daily during the momning chinical meeting.
Interviews on 07/30/15 with the DON at 11:21
AM, ADON at 2:08 PM, and MDS Coordinator at
217 PM revealed resident charts ware audiled
daily for changes fo ensure care plans and CNA
care plans were updated with changes.

8) Review of education provided on 07/2315to
the facility Administrator, DON, ADON, SDC, RN
Supervisor, MDS Coordinator, BOM, RSM,
Dietary Manager, QOL Director, HR,
Environmental Services Director, SSD,
Admissions Director, Medical Records, and
Chaplain Included information on the fall
process/program, care plan policy inciuding
revising and updating care plans, appropriate
interventions implemented, tracking and trending
of falls, the fall policy and procedure, and
environmental hazards. A review of the post-test
revealed no Issues were identified. Interviews on
07/30/15 with the Administrator at 2:37 PM, DON
at 11:21 AM, ADON at 2:08 PM, SDC at 12:15
PM, MDS Coordinator at 2:17 PM, RSM at 2:26
PM, Dietary Manager at 1:15 PM, QOL Director at
11:03 AM, Environmenta! Services Director at
9:45 AM, SSD at 12:01 PM, Admissions Director
at 12:01 PM, and Medical Records at 12:07 PM
revealed they were educated face fo face on the
fall policy and procedures, tracking and trending
of falls, care plan revision and updating, ensuring
appropriate inferventions are implemented after
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falls andanvirenmental hazards.

9) Review of education provided to direct care
staff revealed the staff was educated on the fall
policy and procedure, care plan revision and
updates, ensuring appropriate interventions are
implemented after a fall and environmenrial
hazards. Interviews on 07/30/15 with
Housekeeping Staff #1 at 10:58 AM, Dietary Staff
#1 at 1:50 PM, SRNA#8 at 9:57 AM, SRNA#9 at
10:08 AM, SRNA#10 at 10:14 AM, SRNA#3 at
10:22 AM, SRNA#5 at 10:30 AM, Licensed
Practical Nurse (LPN) #4 at 10:38 AM, and
Registered Nurse (RN) #4 at 10:50 AM ravealed
the stafl was knowledgeable about the fall
policy/procedures, environmental hazards, care
plan revision and updates, and ensuring
interventions implemented after a fall were
appropriate and related to the root cause of the
fall.

10) Interview on 07/30/15 at 1:57 PM with the
Regional Nurse Consuliant revealed he had been
in the facility daily since the Immediate Jeopardy
was identified and had been conducting audits to
validate compliance daily. The Reglonal Nurse
Consultant further revealed he had assisted with
fall investigations, chart audits, and care plan
audits.

11) Interview on 07/30/15 at 1:57 PM with the
Regionat Nurse Consultant revealed
administrative oversight had been provided by the
VP of Operations, Spetial Projects Administrator,
and the Signature Care Consultant daily since the
beginning of the immediate jeopardy and would
continue weekly for 4 weeks and then monthly.

12) Interviews on 07/3015 with the DON at 11:21
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AM, Administrator at 2:37 PM, and the Regional

Nurse Consultant at 1:57 PM revealed all audits
and reviews were discussed dally and any
jdentified concems were corrected immediately.
The interview further revealed all identified
concems were discussed weekly in the QAP
meeting and the weekly QAP! meetings would be
weekly for 4 weeks, then monthly, and then the
frequency would be evaluated and determined for
meeting and audits.
F 323 ' 483.25(h) FREE OF ACCIDENT

s5=J | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as Is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT Is not met as svidenced
by:

Based on cbservation, interview, record review,
and a review of the facllity's policy and
investigations/incident reporis, it was determined
the facility failed to have an effective system in
place to assess residents’ falls to determine if
other risk factors for falls were prasent or if
interventions were implemented and/or revised to
pravent falls for two (2) of twenty-six (26)
sampled residents (Residents #8 and#20).

On 03/05/15, Resident #8 leaned forward in the
wheelchalr and fell through a breakaway lap
buddy onto the floor, hitting his/her head on the
floor. The facllity determined the resident was

F 323!F 323 483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

Corrective action for resident(s) affected:

#8 resident is no longer in the facility. #20
as observed to address appropriate
assistance for transfers on 7-24-15.

ON, ADON, SDC, and/or nurse did a new
fall risk assessment on resident #3, #8, #13,
and #20 on 7-23-15. DON, ADON, SDC,

urse, and/or regional nurse audited
incident and accident reports for the last
|l90 days to Insure interventions were in
place for each incident on 7-24-15.

alntenance Director performed
mmediate safety rounds on all resident’s
‘tooms on 7-23-15. The floor nurses also

id a safety round on resident #3, #13, and

#20 on 7-24-15.
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trying to pick up a cup from the fioor, but falled to
assess the resident to determine if other risk
factors for falls were present or If interventions
that were in place to prevent falls ware effective.
Facility staff continued to utilize the breakaway
lap buddy as a fall prevention for the resident. On
04/12/15, Resideni #8 leaned forward again and
fell through the lap buddy onto the floor. The
resident sustained a head/brain injury and passed
away on 04/23/15 at thefacliity.

Resident #20 required the assistance of two {2}
staff persons with transfers; however, on
04/16/15, ons (1) staff person assisted the
resident and the resident fell. The facility falled to
identtfy that the assessed level of assistance was
not being provided when the resident felt.

The failure of the facility to assess residents'falls
to determine if other risk factors for falls were
present or if inferventions were implemented
and/or revised to prevent falls has caused, or is
likely to cause, serlous injury, harm, impairment,
or death to a resident. iImmediate Jeopardy was
identified on 07/23/15, and was determined to
exist on04/12/15.

An acceptable Allegation of Compliance was
received on 07/30/15, which alleged removal of
the Immediale Jeopardy on 07/30/15. An
extended survey was conducted on 07/30/1 5.
The State Survey Agency determined the
| immediate Jeopardy was removed on 07/30/15,
which lowered the scope and severity o D" while
| the facility monitors the effectiveness of systemic
changes and quality assurance acfivities.

i The findings include:

F 323 kesidents in similar situations:

How the Facility will act to protect

ON, ADON, SDC, and/or nurse did a new l
fall risk assessment on all residents on 7-
'7_3-15. DON, ADON, SDC and/or nurse
lssessed all residents to validate current
Ineed for adi assistance with transfers by
i'_lo-1-15. DON, ADON, SDC, nurse, and/or

egional nurse audited incident and
3ccident reports for the last 90 days to

nsure interventions were in place for each
kncident on all residents on 7-24-15. |
Maintenance Director performed
frnmedlate safety rounds throughout the
ifaci!itv 7-23-15. The floor nurses also did a
rfety round on all residents on 7-24-15.

Measures to prevent recccurrence:
‘rﬁll incident reports will be reviewed in
ﬁ:orning clinical meeting held Monday thru

riday by DON, ADON, SDC, and wound
|nurse. sDC will inservice on use of incident

nd accident report, “10 question”, root
icause analysis utllizing “5 Whys” and
Flcture drawing to all nursing staff by 8-28-
15. SDC will inservice nurse aides on adi
!documentation and process of changesto a
iresldent by 7-25-15.
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Review of the facility policy titied “Falls Policy,"
| dated April 2012, revaaled staff was to initiate an
investigation and determine the root cause of the
| fall if possible. Staff was to update the resident's
care plan, and the resident's fails and care plans
| were to be reviewed during the daily clinical
meeting for a minimum of three (3) days. The
policy further stated staff was required to continue
root cause analysis during the daily clinical
meeting and take appropriate action as indicated.

1. Review of the closed medical record for
Resident #8 revealed the facility admitted
Resident #8 on 01/09/08, with diagnoses of
Alzheimer's Disease, Osleoporosis, and
Psychosls. Review of the resident's quarterly
Minimum Data Set (MDS) Assessment dated
02/24/15 revealed Resident #8 required extensive
assistance from staff with locomotion on and off
the unit and the resident utilized a wheelchair as
mobility device. The resident had no Bref
Interview for Mental Status {BIMS) score coded
oh the MDS, therafore was not interviewable.

Review of Resident #8's care plan dated 12/09/14
revaaled the facility identified the resident was at
risk for a fall related injury and required the use of
a "breakaway" lap buddy (a cushion that fits on a
wheelchair at the resident’s lap with the middle
held together with Velcro).

Review of an Incident report dated 03/05/15
revealed Resident #8 leaned forward in his/her
wheelchair and fell through the lap buddy onto the
floor, hitting his/her head on the floor. As a result
| of the fall, Resident #8 was assessed to have 8
3.centimeter (cm} laceration to the left side of
his/her forehead and was transferred to a local
hospital, where the resident required sight (8)
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DON/designee will review Incident reports
daily Monday thru Friday to ensure that |
oot case analysis completed, appropriate
nterventions are in place and care plans
Eave heen appropriately updated. SDCor

esignee will monitor for appropriate
transfers for 5 residents a week x 4 then 5
residents a month x 3 months. Finding will
be reported in QAPI meeting weekly and

for 2 weeks then monthly.
Completion date:

10-1-15
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sutures for the laceration. A Computerized
Tomography (CT) scan of the resident's head was
also obtained and no brain injury was noted.
Facllity staff determined the resident was trying to
pick up a cup from the floor when the resident fell
from the wheelchair, but failed to assess the
resident to determine if other risk factors for falls
were present or if interventions to prevent falis
that were [n place were effective. Facility staff
continued to utilize the breakaway lap buddy as a
fall prevention for the resident.

Review of an incident report dated 04/12/15,
revealed Resident #8 sustained another fall from
the wheelchair when the resident leaned forward
and fell through the breakaway lap buddy a
gecond time. Record review revealed Resident
#8's "lap buddy came undone” and the rasident
sustained a fall to the floor. Faciilty siaff
assessed the resident fo have a 2 cm long
Jaceration, with a larga amount of blood observed
to the left side of the resident's forehead. The
rasident was also assessed to have an abrasion
to his/her left knee that was 2 cm long. The
resident was transferred to a local hospital.
Review of the resident's hospital record revealed
the rasident was diagnosed with a closed head
injury on 04/13/15. Review of Resident #8's CT
scan results, documented 04/13/15, revealed the
resident had a brain contusion, a 6.4 by 4.4
millimeter (mm) area in the brain that was either a
small hematoma (a collection of blood that has
leaked Into tissua whers it does not belong) or an
anaurysrm (an enlargement of an artery caused
by a weakening of the artery wall). The CT
further revealed blood was abserved in the
resident's right aterai ventricle of the brain.

Interview with State Registered Nurse Alde
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| (SRNA) #1 on 07723115 at 6:00 PM revealed that
on 04/12/15 she was assigned fo care for
Resident #8. The SRNA stated the resident
appeared weaker ant was \eaning forward in the
wheslchair more than usual. The SRNA stated
ghe had to "readjust" the resident "a few times"
on 04/12/15. The SRNA stated she did not notify
the nurse that Resident #8 appeared weaker and
was leaning forward in his/her wheeichair and
further stated no action was taken fo assess the
resident to determine if interventions continued to
| be appropriate for theresident.

Interview with Resident #8's physician on

| 07/23/15 at 3:15 PM revealed the resident was
observed to always be leaning forward when he
evaluated the resident in the facliity. The

| physician stated the resident had Dementia, had

| a history of terminal events, and “was close to
dying." He stated the injuries the resident
sustained from the fall probably hurried the
resident's death along and the resident's death
was "probably” related to the injuries sustained

| from the fali In the facility on04/12115.

I Interviaw with the Director of Nursing (DON) on
07/23/15 at 6:25 PM revesaled when a resident

I sustained a fall, the nurse who was working at the
time of the fali implemented an intervention to
prevent further falls, completed an incident report,
and initiated an investigation. The DON stated
the interdisciplinary team met each morning
Monday through Friday to review incident reporis
and fall investigations. She stated the team also
reviewed the interventions that the nurse had put
in place and implemented other interventions as
they saw fit. The DON stated Resident #8's fall
that occurred on 03/05/15 had been reviewed in

l the daily clinical meetings as required. TheDON

| F 323
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stated an intervantion was implemented to ensure
staff kept hydration itams away from the resident
to prevent cups from being on thefloor.

However, the DON acknowledged staff had not
assessed the resident or the breakaway lap

| buddy to determine if further interventions were
required to prevent the resident fromfalling.

2. Observation of Resident #20 on 07/28/16 at
4:15 PM revealed the resident was propelling
him/herself in a wheelchair. Observation of the
resident's room revealed the resident utilized a
low bed.

Review of the medical record revealed thefacllity
admitted Resident #20 on 10/29/09 with
diagnoses that included Mood Disordsr, Anxiety,
Depression, Psychotic Disorder, Schizophrenia,
Difficulty Walking, Lack of Coordination,
Generalized Weakness, Urinary Retantion, and
Gastroesophageal Reflux.

Review of an Annual Minimum Data Set (MDS)
assessment completed on 02/06/15 revealed the
facllity assessed Resident #20 to require
extensive physical assistance of two (2) or more
persons with bed mobility, transfers, and
locomotion on and off the unit. The resident
utilized a wheelchair as a mobility device. Further
review of the MDS revealed the resident's BIMS
score was 12,

Review of a Fall Risk Evaluation dated 02/13/15
revealed the facility assessed Resident #20 to ba
at high risk for falls, and the resident utilized a low
bed for a faliintervention.

Review of the comprehensive care plan dated
i 02/06/15 revealed the resident had an ADL

FORM GMS-2507({02-88) Frevious Verslons Obaclota Event ID: JA2E11

Facility \D; 100128

If continuation sheet Page 33 of 49




PRINTED: 111122015

DEPARTMENT OF HEALTH AND HUMANSERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA (XZIMULHPLECDNSTRUCTIDN {X3) DATE SURVEY
AND PIAN OFCORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED

c
185304 B. WING 07/30/2015
NAME OF PROVIDER ORSUPPLIER STREETADDRESS, CITY, STATE,ZIP CODE
147 NORTH HIGHLAND AVENUE

PRESTONSBURG HEALTH CARE CENTER
N H N PRESTONSBURG, KY 41663

o | SUMMARY STATEMENT OF DEFICIENCIES [ D

PROVIDER'S PLAN OF CORRECTION o5
PREFIX {EACH DEFICIENCY MUIST 8 PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TG | REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THEAPPROPRIATE DATE
| DEFICIENCY)
F 323 | Continued From page 33 F 323

(activities of dally fiving) self-care deficit and was
| at risk for complications related to difficulty

l walking and lack of coordination. The approach
to address the problem was to transfer the
resident with the asslistance of one (1) staff

i member and the use of & gait belt. The care plan
did not address Resident #20's need for two (2)
persons to assist with transfers as assessed by
the MDS.

|
I
|
I
|
I
|
|
I
|
l Review of the "Certified Nursing Assistant” (CNA) |
| care plan for April 2015 revealed that prior to |
04720/15, the care plan stated Resident #20 |
I required the assistance of one (1) person for
| transfer with a gail bell.

Resident #20 revealed the resident sustained a
fall on 04/16/15 at 11:30 AM, when one (1)"CNA"
assisted the resident from bed to a wheelchair.
According to the fall investigation, the resident's
knee gave out, and the resident went down to the
fioor on both knees. The investigation revealed
the resident's bed was in a low position and the
resident did not sustain injury from thefall.
According to the facility's investigation, the SRNA
who assisted the resident reported she was
helping the resident out of bed and the resident
was unable to support his/her own weight. The
resident became very weak and fell o the floor.
Reaview of the Fall Investigation revealed the
facility identified the factors contributing to thefall
wers the resident's poor balance, difficulty
maintaining sitting balance, impaired balance
during transitions, unsteady gait, and "change or
increasa in ADL assistance." There was no
avidence the facility identified that staff failed to
provide the assessed level of assistance required
to transfer Resident #20 as a factorthat l
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contributed to the resident's fall.

Further review of the facility’s investigation of
Resldent #20's fall revealed the facllity referred
the resident to Therapy to evaluate the need for
the assistance of two {2) staff persons instead of
one (1), even though the facillty had already
assessed Resident #20 to require extensive

| physical assistance of two (2) or more persons
with fransfers.

The SRNA involved in the incident no longer
worked at the facility and was not available for
interview.

Interview with the DON at 11:00 AM on07/30/15
revealed the clinical team which Included the
DON reviewed Resident #20's fall during the
moming clinfcal meeting and did not identify that
Resident #20 was already assessed {o need two
(2) persons to assist with transfers when the fall
occurred oh 04/16/15, The DON stated if the
resident had two (2) persons assisting with the
transfer on 04/16/15 as assessed on the MDS,
the falt probably would have been prevented.

=The facliity provided an acceptable Allegation of
Compliance (AOC) on 07/30/15. The facillty
implemented the following actions to remove the
tmmediate Jeopardy:

1) Resident #8 no longer resides at the facility.
Resident #8's chart was audited and reviewed by
tha Regional Nurse Consuitant on 07/23/15.

| 2) The facility has a current system to ansure
residents’ fall safety care needs are being met:

-Floor staff process:

F 323
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‘ a. Nurse notified of resident fall by State
Registered Nurse Aide (SRNA), housekeeper,
visitors, etc.

b. Nurse to assess resident including neurological
checks, pain, Range of Motion (ROM), skin,
joints, extremities, vital signs.

. Nurse to provide immediate care as indicated
by the assessment.

d. Notify physician and Power of Attorney {POA)
of the fall.

l e, Document assassment and pertinent facts
related to the fall.

f. Begin investigation of thefall.

g. Complete Incident/Accident In evantmanager
systern.

h. Determine root cause of fall if possible.

1. Nurse utilizes root cause questionnaire to
assist with root cause,

2. SRNAs draw out a piclure of thescene.
i. Update care plan with appropriate intervantion.

j. Enter resident's name on Nursing
communication log for 72 hour follow-upcharting.

k. Notify the Director of Nursing (DON) if the
resident is sent out; otherwise, theAdministrator
and the DON are notified by event manager
system,

|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
!
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-Clinical administration/IDT teamprocess:

The facllityAdministrator, DON, Assistant Director
of Nursing {ADON), Minimum Data Set (MDS)
Coordinator, Staff Development Coardinator
(SDC), Social Services Director (SSD), Therapy
Services Manager, Central Supply, and Quality of
Life (QOL) Director review event data, which
includaes falls, weight loss, skin integrity, ete. in
the avent manager system dally during moming
clinical meeting.

a. Dally clinical/P| meeting conducted and all
Accident/Incidents, care pians, SRNA careplans,
and pertinent resident data isreviewed.

b. Resident Is logged on the fall tracker log and
resident tracker log for tracking and trending.

c. Root cause is completed utilizing the five(5)
why template.

d. The resident chart is reviewed duringthe
mesting.

e, Tracking/trending, root cause, and infofrom
resident chart review are all taken into
| consideration for appropriate intervention.

. Care plan and SRNA care plan is updated with
new interventlons.

g. Follow up for 72 hours to assessresident's
status and intervention appropriateness.

3) All facility residents were assessed by
completing a falls risk assessment on each
resident and then comparing falls risk identified to
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current care plan interventions by the DON,
ADON, SDC, Nursing Supervisor, or Regional
Nurse Consultant on 07/24/15 and then all
resident care plans wera re-audited, by
comparing current resident care plans with
current resident ADLs assist level with latest
MDS, starting on 07/28/15 and completed on
07/29/15 1o determine if safety needs were being
met as outlined by resident’s care plan, o include
wheelchair {w/c) safety devices. Noted concerns
from re-audit on 07/28 - 07/28 were five (5)
residents whose ADL care plan did not reflect the
residents’ cumrent level of ADL assistance
required.

4} All accidentfincident reports, for the past 80
days, have been reviewed, to include not just the
individual incident’accident but a mora glabal
approach by reviewing the tracking/trending of
individual resident falls to include day, shift, time,
location on 07/24/15 by the DON, ADON, SDC,
Nursing Supervisor, or Signature Care Consuitant
to identify any safety concems, ensurs thorough
investigation of all Accidents/Incidents was
completed, and implemented intarventions on
care plan that address root cause. No concems
identified by the facility.

5) Once resident assessments and
accidentincident reviews along with
tracking/trending reviews were completed by
07/24/15, then all resident care plans and SRNA
| care plans were audited, utilizing a census board
audit tool, by 07/24/15, reviewed and updated as
needed, to include wheelchair safety devices, by
the DON, ADON, Nursing Supervisar, MDS
Coordinator, or Regional Nurse Consuitant fo
ensure that each resident’s care plan/SRNAcare
| plan reflects current resident safety care needs.

F 323
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The DON, ADONs, Nursing supervisor, of MDS
Coordinator will audit all residents, with any
changes noted, cars plan/SRNA care plan for any
updates, revisions, andfor new interventions,
during the morning clinical meeting with IDT
present, daily starting on 07/24/15, and continuing
unti! immediacy Is lifted, then 10 different resident
care plans/SRNA care plans will be audited
weekly for 4 weeks to ensure resident safety care
needs are being met. Resulis will be reviewed in

! weekly (Quality Assurance Performance
improvement) QAP meeting. QAPI| committee
will determine ongoing frequency of resident care
plan audit at thattime

6) The DON, ADONSs, SDC, MDS or Nursing
Supervisor will review all Al daily fo ensure
thorough (individual incident along with
tracking/trending far that specific resident)
investigation Initlated, root cause analysis
conducied and appropriate intervention, to meet
root causs, implemented, along with care plan
updated to reflect new intervention starting on
07/24/15. Compliance will be reviewed in weekly
QAP meeting.

7) The DON, ADONS, Nursing Supervisor, ar
MDS Coordinator will audit all residents, with any
changes noted, care plar/SRNA care plan for any
updstes, revisions, and/or new interventions,
during the morning clinical meeting with IDT
present, daily starting on 07124715, and continuing
until immediacy Is lifted, then 10 different resident
care plans/SRNA care plans will be audited
weekly for 4 weeks to ensure resident safely care
needs are being met. Results will be reviewed in
weekly QAPI meeting. QAP committee will
determine ongoing frequency of resident care
plan audit at thattime
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8) The facility Administrator, DON, ADON, SDC,
RN Supervisor, MDS Coordinator, Business
Office Manager (BOM), Rehabilitation Service
Manager (RSM), Dietary Manager, QOL Direclor,
Hurman Resources (HR) Director, Environmental
Services Director, SS0, Admissions Director,
Medical Records, and Chaplain were educated
on 07/23/15 by the Signature Care Consultant on
the fall program process/system noted In#2, care
plan policy, to include revising and updating the
care plan along with interventions that meet not
anly the individual accident/incident but also
patterns Identified from tracking and trending,
accidentfincident policy, and falis policy and
procedure, to include tracking and trending
procedura. This training was performed
face-to-face in order to facilitate discussion and
question. Department Administrative Managers
could not return to work until the above education
was provided, post-test administered, and 100%
score obtained; if Manager did not score 100% on
post-test, then Manager was immediately
re-educated and post-test re-administered. This
process continued until all Managers obtained a
100% score on post-test. All post-tests were
reviewed for compliance by the Signature Care
Consultant.

9) Once facllity Administrator, DON, ADON, SDC,
RN Supervisor, MDS, BOM, RSM, Dietary
Manager, QOL Director, HR, Environmental
Services Director, $SD, Admissions Director,
Medical Records, and Chaplain were
re-educated on the process in #2, care plan
poiicy, to include revising and updating the care
plan along with interventions that meet not only
{he individual accidentfincident but also patterns
identified from tracking andtrending,
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accidentsfincidents policy, and falls policy and
procedure, to inciude tracking and trending
procedure, they were then assigned to assist the
SDC in providing education to the staff on the
above policies and procedures, which started on
07/23/15. No employee will be allowed to work
until education Is provided. The facility has 88
employees. Seventy employess received the
education by 07/24/15, six employees were
scheduled to recsive education by 07/26/15, and
twelve employees had certified letter sent out on
07/24/15. Employees could not return to work
until the above education was provided, posi-test
administered and 100% score obtained; if
employee did not score 100% on post-test, then
smployee was immediately re-educated and
post-test re-administered. This process
continued untll all smployees obtained a 100%
score on post-test. All post-tests were reviewed
for campliance by the Signature Care Consultant.
This education will be included in the orientation
process for all newly hired staff membars. No
newly hired employee will be allowed to work until
education is provided, post-test administered and
100% score obtained; if employee did nol score
100% on post-test, then employee will be
Immediately re-educated and post-test
re-administerad. This process will continue until
emplayee obtains a 100% score on post-test. No
agency staff is utifized by the facllity.

10) A nurse from the Regional Team or Corporate
Office has been onsits since 07/23/15 and will
remain in the facility daily until jecpardy has been
fifted. The nurses from the Regional Team or
home office will be validating compliance with all
audits and reviews completed daily until
immediacy is lifted, then will validate compliance
! weekly for 4 weeks. The Reglonal Nurse

l F 323
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Consultants will also be assisting with completion
of investigations, root cause analysis, updating
and/or revising care plans, performing chart
audits, and providing oversight and consultation.
The Vice-President of Operations, Special
Projects Adwministrator, or Director of Clinical
Programs will be in dally contact with the
Signature Care Consuitant and will review

i compliance daily until immediacy is lifted, then
weekly for 4 weeks,

| 11) Administrative oversight of the facility will be

‘ completed by the Vice President of Qperations,
Signature Care Consultant, or Special Projects
Administrator daily until the removal of immediacy

| beginning 07/23/15, than weekly for 4 weeks,

I then monthly.

12) Results of all audit and reviews will ba
discussed dally for compliance and action plan
implemented immediately to address any
identified concemns. Any identified concems will
| be discussed during weekiy QAPI meeting. A
Quality Assurance meeting will be held weelkly for
4 weeks beginning 07/23/15, then monthly for
recommendations and further follow-up regarding
the above stated plan. At that time based upon
| evaluation the QA Committee will determine at
what frequency any ongoing audits will need to
continue. The Administrator has the oversight to
ensure an effectiva plan is In place to meet
resident wellbeing as well as an effective plan to
identify facility concerns and implement a plan of
correction to invalve all staff of thefacility.

»+Tha State Survey Agency validated the
" Immediate Jeopardy was removed asfollows:

| 1) Record review revealed the Regional Nurse

|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|

FORM CMS-2587(02-98) Pravious Vertions Obsclels Event ID:JA2E14

Facillty 1D: 100128

if continuation shest Page 42 of 49




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 11/12/2015

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2)MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
c
186304 £ WING 07130/2015
NAME OF PROVIDER ORSUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
PRESTONSBURG HEALTH CARE CENTER IOl S e
PRESTONSBURG, KY 41663
T SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION =8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
146 REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THEAPPROPRIATE DATE
i DEFICIENCY)
' I
F 323 | Continued From page42 | F323

| Consuitant audited Resident #8's chart on
' 07/23/15.

I 2) Interviews on 07/30/16 with Housekeaping

| Staff #1 at 10:58 AM, Dietary Staff #1 at 1:50 PM,
SRNA #8 at 9:57 AM, SRNA #0 at 10:08 AM,
SRNA #10 at 10:14 AM, SRNA #3 at 10:22 AM,

| SRNA #6 at 10:30 AM, Licensed Praciical Nurse
(LPN) #4 at 10:38 AM, and Registered Nurse

| (RN) #4 at 10:50 AM revealed the staff had been
‘ trained and were familiar with the facllity's fall
protacol. Interviews on 07/30/15 with the
Administrator at 2:37 PM, DON at 11:21 AM,
ADON at 2:08 PM, MDS Coordinator at 2:17 PM,
SDC at 12:15 PM, SSD at 12:01 PM, Central
Supply at 12:07 PM, and QOL at 11:03 AM
revealed the staff was familiar with the review

| process for falls and accidents/incidents.

| 3) Record review of fall assessment and audits of
care pians and CNA cars plans revealed any
issues identified were comected by facllity staff
beginning on 07/24/15 and completed on
07/29/15. Interviews on 07/30/15 with the DON at
11:21 AM, ADON at 2:08 PM, SDC at 12:15 PM,
and the Regional Nurse Consultant at 1:57 PM
revealed there were some issues identified with
ADL assistance requirements with the care plans,
MDS assessments, and the CNA care plans but
the issues were corrected.

4) Review of facility audits and tracking logs
revealed facility adminisirative staff had reviewed
all accidentlincident reports related to falls for the
past 90 days and did not identify any concems.
Interviews on 07/30/15 with the DON at 11:21
AM, ADON at 2:08 PM, SDC at 12:01 PM, and
Signature Care Consultant at 1:57 PM revealed

| all falls for the past 90 days had been reviewed
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and no concerns wereidentified.

5} Review of audits completed by administrative
staff on 07/24/15 revealed no issues were
identified related to safety devices on care plans
and CNA care pians and no safaty concermns wera
identifiad with residents. The reviews continued

| in the daily moming clinical meeting. Interviews

on 07/30/15 with the DON at 11:21 AM, ADON at
2:08 PM, and MDS Coordinator at 2:17 PM
revealed the audits were done for all residents
and continued in the daily moming clinical
meeting.

6) Interviews on 07/30/15 with the DON at 11:21
AM, ADON et 2:08 PM, SDC at 12:15 PM, and
MDS Coordinator at 2:17 PM revealed all
accident and incidant reports were reviewed daily
and any concems identified would be corrected
immediately. The interviews revealed no
concerns had beenidentified.

7) Review of audits conducted of all resident
charts, care plans, and CNA care plans for
changes noled revealed the reviews were done
daily during the moming clinical meeting.
Interviews on 07/30/15 with the DON at 11:21
AM, ADON at 2:08 PM, and MDS Coordinator at
2:17 PM revealed resident charis were audited
daily for changes to ensure care plans and CNA
care plans were updated with changes.

8) Review of education provided on 07/23/15 to
the facility Administrator, DON, ADON, SDC,RN
Supervisor, MDS Coordinator, BOM, RSM,
Dletary Manager, QOL Director, HR,
Environmental Services Director, 88D,
Admissions Diractor, Medical Records, and
Chaplain included information on the fall
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process/program, care plan policy including

l revising and updating care plans, appropriate
Interventions implemented, fracking and trending

I of falls, the fall policy and procedure, and
environmental hazards. A review of the post-tast
revealed no issues were identified. Interviaws on

| 07/30/15 with theAdministrator at 2:37 PM, DON
at 11:21 AM, ADON at 2:08 PM, SDC at12:15
PM, MDS Coordinator at 2:17 PM, RSM at 2:26

I PM, Dietary Manager at 1:15 PM, QOL Director at
11:03 AM, Environmental Services Director at

] 9:45 AM, SSD at 12:01 PM, Admissions Director
at 12:01 PM, and Medical Records at 12:07 FM

' revealed they were educated face to face on the

| fall policy and procedures, tracking and trending

| of falls, care plan revision and updating, ensuring
appropriate interventions are implemented after
falls andenvironmental hazards.

| g) Review of education provided to direct care

| staff revealed tha staff was educated on the fall

I policy and procedure, care plan revision and

I updates, ensuring appropriate interventions are
implemented after a fall and environmental
hazards. Interviews on 07/30/15 with
Housekaeping Staff #1 at 10:58 AM, Dietary Staff

l #1 at 1:50 PM, SRNA#8 at 9:57 AM, SRNA#9 at
10:08 AM, SRNA#10 at 10:14 AM, SRNA#3 at
10:22 AM, SRNA#6 at 10:30 AM, Licensed
Practical Nurse (LPN) #4 at 10:38 AM, and

| Registered Nurse (RN) #4 at 10:50 AM revealed

| the staff was knowledgeable about the fall

policy/procedures, environmental hazards, care

plan revision and updates, and ensuring

interventions implemented after a fall were

| appropriate and refated to the root cause of the

fall.

10) Interview on 07/30/15 at 1:57 PM with the

|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
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Regional Nurse Consultant revealed he had been
in the facility daily since the Immediate Jeopardy
was identified and had been conducting audits to
validate compllance daily. Tha Regional Nurse
Consultant further revealed he had assisted with
fall investigations, chart audits, and care plan
audits.

11) Interview on 07/30/15 at 1:57 PM with the
Regional Nurse Consultant revealed
adminlstrative oversight had been provided by the
VP of Operations, Special Projects Administrator,
and the Signature Care Consultant daily since the
beginning of the immediate jeopardy and would
continue weekly for 4 weeks and then monthly.

12) Interviews on 07/30/15 with the DON at 11:21
| AM, Administrator at 2:37 PM, and the Regional
Nurse Consultant at 1:57 PM revealed all audits
and reviews were discussed dally and any
identified concerns were corrected immediately.
The interview further revealed all identified
concerns were discussed weakly in the QAP
meeting and the weekly QAPI meetings would be
weekly for 4 weeks, then monthly, and then the
frequency would be evaluated and determined for
meating and audits.

F 441 | 483.65 INFECTION CONTROL, PREVENT
ss=p | SPREAD, LINENS

The facllity must establish and maintain an
infection Contro! Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disaase andinfection.

(a) Infection Control Program
The facllity must establish an Infection Control
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F 441 F 441 483.65 INFECTION CONTROL,
PREVENT SPREAD, LINENS

orrective action for Resident(s) affected:

esident was monitored by nursing staff
f’very shift for 72 hours, starting on

/22/15 and completed on 7/25/15, for
Fny sign of infection.
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How the facility will act to protect
F 441 ; Continued From page48 F 441 Residents in similar situation:
Program under which it-
(1) Investigates, contrels, and prevents infections
in the facility;

{2) Detides what procedures, such as isclation,
should be applied to an individual resident; and
{3) Maintains a record of incidents and corrective
actions relaled toinfections.

(b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facllity must
isolate the resident.

(2) The facility must prohibit employees with
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3) The faclilty must require staff to wash their
hands after each diract resident contact for which
hand washing Is indicated by accepted
professional practice.

{c) Linens

Pessonnel must handle, store, process and
transport linens so as to prevent the spread of
infection.

This STANDARD is not met as evidenced by:
Based on observation, interview, record review,
and a review of the facility's policy it was
determined the facility failed to establish and
maintain an effective infection control program
related to incontinence care provided to facility
residents for one (1) unsampledresident

Tl by DON, ADON, SDC or wound nurse on
/23/15. Residents noted with UTI
Fymptoms were all previously identified

gﬂ residents were assessed for any 5/S of

nd being treated appropriately. Nursing
taff will monitor all residents for signs and
ymptoms of UT] every shift.

SDC will inservice all nursing staff on
ppropriate pericare and on Infection
control policy by 8-28-15. SDC, DON,
’ADON, and/or nurse will observe and
perform a compentency check on all
ursing staff in regards to pericare/ glove
Fhanging routines by 8-28-15.

easures to prevent reoccurrence:

-

EDC will Inservice all nursing staff on
ppropriate pericare and glove changing
techniques by 8-28-15.

L’Ionitoring of corrective action:

DON, ADON, SDC and/or nurse will monitor
ericare performed by 5 nurse aids a week

F4 weeks. Then the DON, ADON, SDC

land/or nurse will monitor 5 nurse aides

|leuer\r month x 3 months for compentancy

Iln pericare and glove changing. All findings

will be discussed in QAPI and issues
ddressed immediately.
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to changs their gloves when the gloves became
contaminated, while providing incontinence care
fo ResldentA.

The findings include:

Review of the facility policy titled "Perineal Care,"
dated December 2010, revealed staff was fo
cleanse the rasident's perineum to pravent
infections and odors. The policy directed staff to
wear disposable gloves. The policy did not
address staff changing or discarding gloves if
they became contaminated with urine or stool.

Review of Resident A's medical record revealed
the faciiity admitted the resident on 08/08/14 with
diagnoses that included Senile Dementia and
Muscle Weakness. Review of the resident's
quarterly Minimum Data Set (MDS) Assessment
dated 06/30/15 revesled the residant was
incontinent of bowe! and bladder and required
extensive assistance of two {2) staff membersfor
{oilating needs.

Observations conducted of incontinence cars for
Resldent A on 07/22/15 at 1:20 PM revealed staff
provided perineal care, cleaned urine and stool
from the resident, and discarded the resident's
soiled brief. Staff was observed to apply a clean
brief and touch the resident's clothing, linen, and
bed railing without discarding the contaminated
gloves.

Interview with State Registered Nurse Alde
(SRNA) #2 on 07/22/15 at 4:20 PM revealed she
had provided incontinenca care to Resident A.
The SRNA acknowiedged she had failed to
change her gloves after they became
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(Resident A). Observations revealed staff failed 10-1-15 |
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contaminated with urine and stool. SRNA #2
stated she had been trained to change her gloves
| after they were contaminated, but forgot to do se.
Interview with the Director of Nursing an 07/23/15
at 6:25 PM confirmed staff had been trained to
change their oloves when they became
contaminated with urine ar stool, when
incontinence care was provided to facility
‘residents. The DON acknowledged the failure of
staff to change their gloves after they became
contaminated was an infection control concemnfor
facility residents.
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