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Prestons urg Hea t)Care enter oesno
FO00 INITIALCOMMENTS F000 hefieve and does not admit that any

An abbreviated standard survey (KY22481)was deflclencies existed, either before, durin

conducted on 11/198/14. The complaint was or after the survey. The Faclllty reserves
subetanlated with daficlent practice identiled et rights to contest the survey findings
F157 483.10(b)(11) NOTIFY OF CHANGES r1s7 through informal dispute resolution form
ss=D (INJURY/DECLINE/ROOM,ETC) appeal praceedings or any administrative
A facllity must immediately inform the resident; pr leBaI pmceedings' This plan of
consult with the resident’s physician; and if rorrection Is not meant to establish any
known, nolify the resident's legal representative tandard of care, contract obligation or
or an Interested famiiy member when there Isan '
accident involving the resident which resulisin position and the Facility reserves ali right
injury and has the potential for requirng physician o raise all posslble contentions and
intarvenlion; a significant change in theresident's e Fei .
physical, mental, or psychosacia! status (i.e.,a efenses in any type of civil or criminal
deterioration in heaith, mental, or psychosocial tiaim, actlon or proceeding. Nothing

status in either ilfe threatening conditions or

chinlcal complications); a need to aliertreatment rontained in this pian of correction shoul

significantly (i.e., a need to discontinue an ronsidered as a wavier of any potentially
existing form of treatment due to adverse .
consequences, or to commence a new form of ?pp"ca bh? 'Pee r Revlew, Quality assuranc
treatment); or a decision fo transfer ordischarge 3t self critical examination privilege whic
ghfsgaj'zd(ea’)“ from the faclity as specifiedin he Facility does not waive and reserves
T he right to assert In any administrative,
The facility must also promptly noify the resident ivil or criminai clalm, action or proceedin
and, if knawn, the resident's legalrepresentative . . :
or Interasted family member when there isa he Facillty offers its response, credible
change in room or roomn;tate aiﬂgnmentas illegations of compliance and pian of
specified in §483.15(e}{2); or a changeIn
resident rights under Federal or State lawor orrection as part of its ongoing efforts to
regulations as specified in paragraph {b){1)of rovide quality of care to residents,
this section.

The facllity must record and periodicallyupdate
the address and phone number of the resident's
legal representative or interasted family member.
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Any deficlency sla ment ending with an asterisk (*) denotes s deficlency which the institution may be excused from correcting providing [t la determined that
other safeguards provide sufficient protoction to the patlents. (See Instructions,} Except for nureing homes, the findings staled above aro disclosabls 90 days
followlng the date of survey whether or nat a plan of correction is provided, For nursing homas, the above findings and plans of commection are disclosable 14
days following the date thesa documents are madse available to the facility. If deficiencles am cited, an approved plan of correction is requisits lo continuad
program participation,
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This REQUIREMENT is not met as evidenced
by:

Based on interview and record review itwas
determined the facliity falled to immediately
inform the resident's physician and responsibie
party for one of three sampied residents
{Resident #2) of a fall that required physician
intervention. Resident #2 sustained a fali from

bed on 10/21/14 at 11:00 PM and required x-rays.

The findings include:

A review of the facility's fall policy dated April
2012, revealed if a fall occurred staffwas
required to notify the resident’s attending
physician and responsibie party.

A raview of the medical record for Resident#2
revealed the resident was admitted by thefacility
on 09/23/14 with diagnoses thatincluded
Difficulty Walking and Alzheimer's Disease.

An interview conducted with Resident #2's
responsible party (RP) on 11/19/14 at 2:20 PM,
revealed when the RP was visiting Resident #2
on 10/22/14, the resident’s roommate notified the
RP that Resident #2 had fallen out of bedon
10/21/14. When the RP questioned faciilty staff,
staff was not aware the resident had sustained a
faii on 10/21/14.

An interview conducted with Registered Nurse
(RN} #1 on 11/19/14 at 3:35 PM reveaiedon
10/22/14, Resident #2's RP asked her about a faii
the resident had sustained. According to RN#1,
she interviewad the resident's roommate andshe
suspected the resident had fallen from bedon
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Corrective action for resident(s) affected:

On 11-19-14 DON did incident report on
resident #2 and notified physician and
responsible party.

How the facility will act to protect
residents in similar situation:

On 11-19-14 thru 11-21-14 all charts were
reviewed by DON and ADON to make sure
all incidents were charted correctly. No
concerns were identified.

Measure to prevent reoccurrence:

All incidents wiil be charted on the 24 hour
report and the DON/designee will review
chart{s) to make sure appropriate charting
is done including notifying physician and
responsible party. All incidents will be
discussed in clinical meeting. Inserviced all
the nursing staff for complete fall policy
and incident policy on 11-20-14 by
DON/designee.

Monitoring of Corrective Action:

DON/Designee will audit 20% of charts for
documentation of any accident/incident
that needs to be investigated to ensure
accident/incident was handled as per policy

and procedure along with

FORM CM5-2567{02-99} Previous Versions Obsolete

Event ID;VZHX11

Facisly ID: 100126

If continuation sheet Page 2of 7



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/05/2014

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2)MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
185304 B. WING 11119/2014
NAME OF PROVIDER ORSUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
PRESTONSBURG HEALTH CARE CENTER 147 NORTHHIGHLAND AVENUE
PRESTONSBURG, KY 41653
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {%8)
PREFI {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
XTAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TOTHEAPPROPRIATE DATE
DEFICIENCY)

F 157 | Continued From page 2

10/21/14. Further interview with RN #1 revealed
she contacted the resident’s physician on
10/22/14, and orders were received for x-rays.

A review of Resident #2's medical record
revealed no evidence that the resident's physician
or responsible party was notified on 10/21/14 that
Resident #2 had sustained afall.

An interview conducted with the Director of
Nursing (DON} on 11/19/14 at 6:00 PM, revealed
Resident #2 sustained a fall from bed on
10/21/14. The Nurse assigned to theresident
that day did not fill out an incident report and had
not notified the resident's attending physician or
responsible party that the resident had failenas
required by the faciiity's policy.

F 280| 483.20(d)(3), 483.10(k)(2) RIGHT TO

ss=D | PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unlessadjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and freatment.

A comprehensive care plan must bedeveloped
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 staffin
disciplines as determined by the resident’s needs,
and, to the extent practicable, the participation of
the resident, the resident’s family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified personsafter
each assessment.

F 157|Completed thorough investigation that
identifies root cause, weekly for 3 months,
then monthly for 3 months. Results of the
audit will be discussed in QAPI meeting to
determine effectiveness and to determine
if further education and/or interventions

are needed.
Completion date:

11-25-14

F 280

residents in similar situation:

concerns were identified.

F 280 483.20(d)(3), 483.10{k)(2) Right to
participate planning care-revise CP

Corrective action for resident(s) affected:

Resident #2 ‘s care plan was updated by
DON/MDSC to clinically correspond to the
resident’s care needs on 11-19-14.

How the facility will act to protect

All resident’s care plans were reviewed
between 11-19-14 thru 11-21-14 by the
DON/ADON to compare the 24 hour report
land incident report to the care plan to
ensure each resident’s care plan
corresponded to their care needs. No
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This REQUIREMENT is not met as evidenced
by:

Based on interview and record review itwas
determined the faciiity faiied to review/revisathe
plan of care for one of three sampled residents.
Resident #2 sustained a fall on 10/21/14 at11:00
PM. The resident's plan of care was notravised
with interventions to prevent/attempt to prevent
other falls untii 10/23/14.

The findings include:

A review of the facility's fali poiicy dated April
2012, revealed if a resident sustained a fali staff
was required to review the plan of carefollowing
each fali and update the resident’s plan ofcare
with interventions indicated by an assessment of
the resident.

A review of Resident #2's medical record
revealed the resident sustained a fail on10/21/14
at 11:00 PM, and sustained noinjury.

An interview conducted with Licensed Practicai
Nurse (LPN) #1 on 11/19/14 at 5:35 PM, revealed
LPN #1 assessed Resident #2 after the fallon
10/21/14 and observed a problem with the
resident’s positioning being too low at the head of
the bed, but was busy training a newemployee
and forgot to review and revise the resident'splan
of care or communicate the problem with
positioning to the nextshift.

A review of Resident #2's plan of care revealed

Measures to prevent reoccurrence:
F 280

Any changes on the 24 hour report and all

incident reports will be reviewed and

discussed in clinical meeting. Care plans

will also be reviewed in this meeting to
ensure that the care plan has been
updated by the MDS nurse and
corresponds to the resident’s needs.
Inservice by the DON/designee was done
to all nursing staff on care plan policy on
11-20-14.

Monitoring of Corrective action:

The DON/ADON will audit 20% of resident’s]
care plans weekly to ensure they are
specific to each resident’s needs weekly for
3 months, then biweekly for 3 months,
then monthly for 3 months, Results of
‘audit will be discussed in QAPI meeting to
determine effectiveness and to determine
if further education and /or interventions
are needed.

Completion date:

11-25-14
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no evidence the resident's plan of care was
revised until 10/23/14, when the facility initiated
the use of a fall mat on the floor besidethe
resident's bed and the resident's bed inthe
lowestposition.
An interview conducted with the Director of
Nursing (DON) on 11/19/14 at 6:00 PM, revealed
the fali mat and bed in the lowest position
interventions were impiemented for Resident#2
on 10/22/14; however, the resident’s careplan
was not updated to include the interventions until
the moming meeting on 10/23/14. Further
interview revealed the DON was not aware that
LPN#1 had identified any concems regarding the
F 323 Zsai,dzesr}thj io:gjgg?}\ccmem Fazal 023 483.25(h) Free of accident
s5=0 | HAZARDS/SUPERVISION/DEVICES hazards/supervision/devices
The facility must ensure that the resident Corrective action for resident(s) affected:
environment remains as free of accldent hazards
as is possibie; and each resident receives On 11-19-14 the DON did an incident
adequate supervision and assistance devicesto report on resident #2 that included a
preventaccidents. . s . . .
tharough investigation that identified the
root cause.
How the facility will act to protect
This REQUIREMENT is not met as evidenced resident’s in similar situation:
by:
Based on interview and record raview itwas )
determined the faciiity failed to ensure oneof All items that were put on the 24 hour
three sampied residents (Resident #2) received report and all incident reports for month
adequate supervision and assistance devices to of November was reviewed by the
prevent accidents. On 10/21/14 at 11:00 PM, DON/ADON to make sure that a thorough
Resident #2 was found on the floor by facility investigation that included the root cause
staff. There was no evidence that the facility . .
initiated an investigation of the fall or were identified on 11-19-14 thru 11-21-14,
No areas were identified.
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implemented interventions to prevent further falls
until Resident #2's family questioned facility staff
about the resident's fail the next day, 10/22/14.

The findings include:

A review of the facility's fall policy dated April
2012, revealed if a fall occurred staff was
required to complete an incident/accident
occurrence form, determine the root cause of the
fall If possible, update the resident's pian of care,
and enter the resident's name on the 24-hour
repart for follow-up assessments andcharting.

A review of the medical record for Resident #2
revealed the resident was admitted by thefacility
on 09/23/14 with diagnosses thatincluded
Difficulty Waiking and Alzheimer's Disease. A
review of a nurse's note dated 10/21/14 at 11:00
PM revealed Resident #2 had sustained a fali but
denied pain, was moving ali extremities, and no
changes were noted to the resident'’s level of
consciousness. There was no evidence theroot
cause of the fall was assessed or thatthe
resident's care pian was ravised after thafali.

An interview conducted with Resident#2's
responsibie party (RP) on 11/19/14 at 2:20 PM,
revealed Resident #2's mommate told the RPon
10/22/14 that Resident #2 had fallen out of bed.
The RP questioned faciiity staff about the fali, but
staff was not aware the resident had sustaineda
fail on 10/21/14.

An interview conducted on 11/19/14 at 4:25PM,
with State Registered Nurse Aide (SRNA}#1
revealed when the SRNA was making rounds on
10/21/14 at approximately 11:00 PM, Resident#2
was lying on the floor. According to SRNA#1,

All items on the 24 hour report and all
incident reports will be discussed in clinical
meeting by DON/ADON to make sure a
thorough investigation with a root cause
are identified. Inservice to all nursing staff
was done on 11-20-14 by DON/ADON on
fall and incident policy.

Monitoring of corrective action:

DON/Designee will audit 20% of incidents
on the 24 hour report for appropriate
charting of a thorough investigation with a
root cause weekly for 3 months, then
monthly for 3 months. Results of the audit
will be discussed in QAPI meeting to
determine effectiveness and to determine
if further education and/or interventions
are needed.

Completion Date:

11-25-14
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she notified the nurse assigned to Resident #2
that the resident had fallen frombed.

An interview conducted with Licensed Practical
Nurse (LPN)#1 on 11/19/14 at 5:35 PM, revealed
she was notified that Resident #2 was onthe
floor. She stated she went to the resident'sroom
and assessed the resident and found noinjuries
to the resident. The LPN stated she documented
that the resident had fallen in the nurse's notes in
the rasident's chart. According to LPN #1, she
was training ancther nurse, had gotten busy, and
forgot to complete an incident report, notify the
resident's physician and responsible party, and
update the resident's pian of care.

An interview conducted with the facility
Administrator on 11/19/14 at 6:10 PM,revealed
when a resident sustained a fall the nursewas
supposed to assess the resident forinjuries,
notify the resident’s physician and responsible
party, review the plan of care, put an intervention
in piace to pravent further falis, complete an
incident report and fall investigation, and the
resident was to be monitored each shift forthree
days for additional concemns regarding the fall,
Further interview revealed the fail and the
interventions were reviewed in themoming
meeting for appropriate interventions.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2)MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER COMPLETED
A, BUILDING
Cc
185304 B. WING 11/119/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
PRESTONSBURG HEALTH CARE CENTER 147NORTHHIGHLAND AVENUE
PRESTONSBURG, KY 41653
{*4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFI (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
XTAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TOTHE AFPROPRIATE DATE
DEFICIENCY)
F 323 | Continued From page 6 F 323

FORM CM5-2567{02-93) Pravious Veralons Obsoisie

Event ID:V2ZHX1

Facility 1D: 100126

If continuation sheet Page 7of 7



