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fhis REQUIREMENT Ts nclt met as evidenced

: .
| Pasedon observaiion. intarview, record review

d facility policy rqview, it was determined the
cility failed to ensbire one (1) of twalve (12)
sampled residents (Residant #5) was free from
| y physical restraint that was not required to
at the resident’s nedical symptoms. Resident
5 was obsarved on 10/28/14, 10/29/14, and
0/14, in a wheslchair I|h a self-relsase belt
darm in front of the resident. Stalff interviews and
observations revealed Resi{ient #5 was unable to
move the self-release bel{ alarm on command,
ever, the facility had faifed to identify it was a
straini for the resident anti! there was no
dpcumented evidence the facility had identified a
dical symptom tat required the restriction of
b ement for Resident #5.

e findings include:

31

aview of the facllity's policy titled

AND PLAN OF A BUILDING
. &
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|
' | Received order for resid
F 000 | [NITIAL COMMENTS : F 000 eceived order for resident #5 by
| i Dr. Zetter on 10/30/14 to discontinue ,
! i self- release alarm bel '
¥ Recertification Survay was conducted on i s -
0/2B/14 through 10/30/14 to determine the . . s
| fachity's compliance with Faderal requirements, Af“ resui;nts lwnth ;phys;)cnlanhs orc:;ar
he facility failed to meet the minimum or A Seli- release alarm belt ave been
aquirements for recertification with the highest reviewed by the Director of Nursing
$cope and severity of a “D‘]. and Unit Manager. All residents were
F 221/ 48 .13(a) RIGHT 30 BE FREE FROM F 221 able to release u.pon command and have
55=D | PHYSICAL RESTRAINTS a documented diagnosis or medical
| symptom supporting use of belt on
ha resident has tr*a fightitp be fres from any | 1031714
fhysical restraints imposed for purposes of !
Jiscipline or convenience, Ind not required to Licensed Nurses and or MDS coordinator
raat the resident’s medical:symptoms. to review the resident’s ability to
self- release alarm belt upon

command with quarterlyassessments,
significant changes, and with -

any identifiable cognitive or physical
changes,

Director of Nursing and or Unit Manager
to monitor resident's ability to self -release
alarm belt as ordered weekly x 4 weeks;
2xamonthx 1 month; I x amonth x 1
month. ldentified issues will be

corrected upon discovery. The Director
of Nursing will report the results to the
Continuous Quality Improvement
Committee which includes: Administrator,
Director of Nursing, Food Services
Supervisor, Activities Director,

Social Services Director, Maintenance
Supervisor, Housekeeping/ Laundry
Supervisor, Rehab Director,

Medical Director, and Pharmacy

for further recommendations x 3 months.

AN |- 294y

de sulliclant pro

AP =
an ugmk [ Dldehotes a deficlency which the institutien may be excused from correcting providing (tis determined that
io the #nllenu . {See inatructions.) Except for nuraing homes, tha findinga stated above are disclosables 90 days

following the date pf survey whethar ar :\I:l'a plan of corection is provided. For nursing homaes, the above findings and plans of comaction are disclosable 14

8 these documents; are mads available to the faciily. if deficiencies are citsd, an spprovad plan of comection is requisita to continued
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F 221 | Continved From ppge 1 F221
Restraints-Physidal" dated 08/01/12, revealed 10/31/14

ighlighted parts in lines lqme (3), four (4) and six
B) in section titled: "Essemial Points" and
ocumentation to include the facility limited the
pse of restraints to protect.a resident from Injury
i himself or others and circumstances in which
fle resident had medical symptoms that warrant

i e use of restraints. Further review revealed all
lher means, of degling wilh the resident's
ndiﬂan must be exhausited bafore tha use of
psiraints can be . nside! id.

Record review revealed the facility admitted
[' esident #5 on 08/19/13 with diagnoses, which
hicluded Alzheimet's Disaase, Abnormality of

i ait, Senlla Delusion, and Depressive Disorder.

Raview of the quargerly Minimum Data Set (MDS)
gasassment, dated 10/21/14, revealed the facllity
yssessed Resideni #5's cognition as severaly
impaired with a Brief Interview for Mental Status
BIMS) summary sgore of ninety-nine (98)
ihdicating the resident was not intarviewabis.
further reviaw of the MDS revealed Resident #5
as assessed by the facilitr, during the quartarly

Fssessment, as livg'gfd assistance and two (2)

us persons physicat assist for functional status
» walk In room ang to walk in corridor, Further
pview of the MDS revaale& restraints were not
e Bd. 1 i
raview of the com, uterlzec:i Nurse's Notes for
asident #5, ravealed the residant fell without
injury on 16/28/13 and the r:esldent's Physician
afdered to use wheplchair with a sensor alarm.
j riher review revealed staff observed Resident
i atiempt to stand|on 12/02/13 while
participating in a ball throwipg activity. A staff
o mber assisted the resident to a seated
ppsition in the whesglchair. |A new order was
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F 221 | ontinued From page 2 | F 221
sceived from the resident’s physician for a

elf-release beit alarm to whesichair to alert staff
|- unsafa, unassistad transfers.

i eviaw of the C prehens'ive Plan of Care for

i esident ¥5, dated 08/19/13, revealed
Jocumentation, dajed 12/02/13-self-release

atarm balt in wheelchair to alert staff of

| nassistad transfo(s, release every two hours and
Lelf-release hlasm keat bali while in wheelchair, is
gble to remove upon command. Documentation,
ated 10/07/14, incicated I}Ie resident "does not
alk independently.”

!' eview of the Certjfied Nurse Aide (CNA) Care
Card for Resident #5, undétad. revealed
ecumentation to ipclude speclal equiprmant
densor pad to bed,'wheelchair, and self- release

dlarm bell. There was no c'locumanted avidencs
f a resiraint releasa scheduls.

)

aview of a Devi Evalualliurl for Resident #5,
gated 12/02/13, with quarterly evaluations daled
3/12/14, 05/20/14, 07/18/14, and 10/21/14,
svealed documentation tolinclude alert cognitive
talus, short attention span, short and long-term

vheelchair to alert staff of any unassisted
ansfers” and the fesident was able to
If-ralaase device on comlmand.

i eview of an e for Resident #5, dated
October 2014 with chedu?: times to include

:30 AM, 2:30 PM and 10:30 PM, revealed self-
i lease belt alarm to wheelchair to alert staff of
nsafs, unassisted iransfen]ls were marked with a

hack meaning "administered"”.
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Dbservation of Regident #5, on 10/2814, at 11:00
M, on 10/29/14 at 10:15 AM, 11:00 AM, 2:00 PM
And 2:40 PM, and on 10/30/14 at 8:15 AM,
vealed the resident sitting in a wheel chalr with

4 self-release alan}n balt in front of him/her.

0 bsarvation, on 10/29/14 at 10:15 AM and 2:00
M. revealec;l Resident #5 was unable to

alf-release alarm beit on command of CNA #1.

bservation, on 1#:30:14 4t 12:45 PM, revealed
esident #5 sitting in whedichair on The
ighthouse unit with anti-thrust cushion and
ateral support systems in place. Self-releass
Alarm balt in front éf resident. Resident was
nable to self-release an command of the
hirector of Nursing (DON).' The DON placed the
asident's hand on|top of the Velcro fastaner of
e self-release algm belt and the resident then
pulled the belt to activale the alarm, Tha DON
{tated she was unsure if she would get rid of the
hing".

I

i

i
terview with CNA #1, on 10/28/14 at 10:15 AM,
bvealed Resident #5's coghition had declined
ind he/she was urjable to Telf-relaase alarm belt
n command.

r

terview with CNA #2, on 10/28/14 at 2:40 PM,
svealed Resident #5 would not respond to
ir.release command. He stated he had

»l itnessed the resident setf-releasa whila playing
lith Velcre straps on the alarm belt.

| |

Interview with Registerad Nurse (RN) #1, on

9/14 at 2:45 PM, revesled Resident #5 would
ot self-release alarm belt on command. She
dtated the self-relagise alaq"n belt was used for
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onlinued From gage 4

he resident’s safety since he/she can stand and
alk. RN #1 statdd staff members would release
he belt often and {the belt was not considered a
astraint. She stajed flow sheets were not used
nd the belt was releasad during incontinent cars
vary wo (2) hours.

nterview with Ocqupational Therapist (OT), on
10/30/14 at 9:05 AM, revealed Resident #5 was
on caseload for p itionii}; in wheelchair from
10/17/14 through 10/21/14. She siated the
tesident’s ability tq parform activities of daily living
nhad diminished due to his/her decreased
cognition. OT stated she had not asked the
lesident to salf -re_iease the alarm belt. She
stated an anti-thrust cushion was placed in the
esident's wheelchjair seat|for positioning and the
Gelf-release alanm belt was no longer needed
nless the resident was attempting to stand.

| terview with the Directoriof Nursing (DON), on
| 0/30/14 at 11:30 AM, revealed Resident #5 was
pdmitted to "The Lighthouse® unit in August of
013 due to wandering bal;mvior and diagnosis of
i Izhelmer's. She tated the facility staff noticed a
Jecline in Resident #5 and moved him out of The
! Ighthouse and into the regular population of the
cility. She stated then the resident began
(vandering all over|the place so the facility moved
Resident #5 back into "The Lighthouse" unit. The
ON stated Resident #5 was ambulatory with
3ssistance on admiission and became unstable
i his/her Alzheimer's had progressed, She
ilated some Alzhejmer’s/Dementia residents go
fack and forth In the disease progression and
ftesident #5 had been going back and forth in the
disoase progressidn. The DON stated she had
ot mel with OT fof recommendations regarding

o salf-release alarm belt since the anti-thrust

F 22%

FORM CMS-2567({12-99) Previous Versions Dbaolats

Event ID:COWX1t Facllity 1D; 1001818

If eannuation sheet Page 5 of 12



11/24/2014 21:49 . 12786532262 ARBOR PLACE SIDE 2 PAGE @7/25

PRINTED: 11/14/2014
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
& MEDICAID SERVICES OMB NO, 0938-0381

IRI’J\."II:JIERI'SI.IPPI.IEF!.I'.'.IMA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
[ FICATION NUMBER: A BUILDING COMPLETED

STATEMENT Of DEFICIENCIES
AND PLAN OF ORRECTION

185469 B.WING 10/30/2014
STREET ADDRESS, CITY, STATE, ZIP CODE

ARBOR PLACE OF CLINTON 108 PADGETT DRIVE
I CLINTON, KY 42034

NAME OF PRIVIDER OR SUPPLIER

41D SUMBMARY. STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LEC IIENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
1 DEFICIENCY)

|
F 221 fContinued From page 5 F 221
tushions and lateral suppc{rt pads ware placed in
Resident #5's wheplchair. The DON stated she
vas made aware gf Raside;nt #5's inability to seif-
li leasa the alarm balt on command on 10/29/14.
he slated the resident used to release the belt

in command and had been care planned for a

:I alf-release alarm belt. The DON stated the balt
Wvas used because; Residunt #5 had been sliding
rward in the wheelchair not bacause hefshe had
ied to get up, Th DON|§‘lated the seat belt
does not restrict Resident #5's ability 1o get up
Because he/she "dbes not have the ability o get
and furthermore, when he/she was able to
telf- release, hefshe had the ablity to get up. In
dddition, the DON éiated the belt would alarm if
e resident fiddied with the straps. She stated
e seff-release alarm belt was not considered a
astraint since the resident could not get up
dependently. The DON stated a device
gvaluation and quarterly assessments weara
mpletad for the a'e!f-raleqse alarm belt and the
itervantlon was Intluded in the compraehensive

are plan. She stajed the a?elf-ralaase alarm belt
as used to treal symploms of Dementia and
Allzheimer's and confusion bacause “they think
ey can do things they cannot".
483.20(d), 483.20(k)(1) DEVELOP F 279
OMPREHENSIVE CARE PLANS .

Received order from Dr. Zetter on

10/30/14 to discontinue the use of the
self-release alarm belt on resident # 5.

F 279
§8=D

All resident's care plans with a self-

e facility must develop 4 comprehensive care release alarm belt have been

pran for each resident that includes measurable reviewed and correctly reflect the
jectives and timetables to mest a resident's resident’s ability to self- release upon
edical, nursing, td mental and psychosocial command on 10/31/14.

ified in the comprehansive

:
!
i

peads that are iden

FORM CMS-2587(02-00) Previcus Versions Qbsaleta Event 10: COWX 11 Facilty 1D: 001818 If continuation: sheet Page & of 12




11/2a/20l4 21:449 12/¥bb322b2 ARBOR PLACE SIDE 2 PAGE ©8/25

i PRINTED:
NT OF HEALTH AND HUMAN SERVICES FORM A;g??!‘g\fogs

DEPAR
FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GDRRECTION IDENTIFICATION NUMBER: T COMPLETED
|
’ 185469 LB 10/30/2014
NAME OF PRVIDER OR SUPPLIER | STREET ADDRESS, CITY, STATE, 2IP CODE
ARBOR PLACE OF CLINTON H 108 PADGETT DRIVE
v
, CLINTON, KY 42031
(X410 SUMMARY. STATEMENT OF DEFICIENCIES o PROVIDER'S FLAN OF CORRECTION o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR £5C IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
| DEFICIENCY)
F 279 | ¢tontinued From page 8 79 .
- pag = Licensed nurses and or MDS coordinator

to review the resident's ability to self-
release alarm belt upon command

he care plan mus! describe tha services that are . .
P : with quarterly assessments, significant

be furnished 1o attain or maintain the resident’s : v
ghast practicable physical, mental, and change.s, and wnth_ any identifiable
: ychosocial well-being a3 required under cognitive or physical changes and make
8483.25; and any services that would otherwise changes as indicated on the care plan.
s required under §483.2% but are not provided
e to the resldenjs exercise of rights under Director of Nursing and/or the Unit

£483.10, inciliding the right to refuse treatment Manager to monitor the resident's
: ability to self- release alarm belt as
ordered weekly x 4 weeks; 2xa

; month; 1 x a month, Identified
is REQU'REMENT is not met as avidenced iSSUeS Wil] be co t d upon

er §463.10(b)(4)

b ased on ob B3 discovery. The Director of Nursing
G i L b S UL will report to the Continuous Quality
| d facility policy review, it was determined the Improvement Committee which

icility fai Ol !

ey falod Io enisure a Cgmrehensive Plan of includes: Administrator, Director

are was developed that ndequately addressed
e care needs for one (1) of twelve (12) sampled
#sidents (Resident #5). Observatbn revealed

of Nursing, Food Services Supervisor,
Activities Director, Social Services

g Director, Maintenance Supervisor,
ace. Resident 5's comprehensive care plan Housekeeping/Laundry Supervisor,
aridressad the use of a selfirelease alarm Rehab Director, Medical Director,
spatbelt; however, the facility failed to develop and Pharmacy for farther

interventions to ensure Resident #5's ability to recommendations x 3 months.

e findings include:

{bview of a document provided by the Director of 10131114
reing (DON}), Ce@ners for Medicare and
pdicald Services (CMS) Resident Assessment
strument (RAI) 3.0 Manua, dated October

11, revealed sactjon 4.7 “The RAIl and Care
Pranning"”, with documentation to Include
highlighted sentanﬁ "The gare plan must be
gviewed and revised periodically, and the
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services provided or arranged must be consistant
l{with each resident's writien plan of care.* Further
fireview of the docyment révealed documentation
to include, "the care plan should be revised on an
ongoing basis to reflact changas in the resident
and tha care that the residant is receiving”.

Review of the facility policy titled
Restraints-Physical”, eﬁqctive date 08/01/12,
avealed docurmentation 1o include periodic
avaluation of continuad need and/or reduction will
be documented af a minimum on a quarterly
basis and/or with a significant changa in the
esident's condition. Further review of the policy
evealed, "“Medical Symptom" Is defined as an
ndication or characteristic of a physical or
bsychological contiition and medical symptoms
that warrant the use of resiraints must be

itimately accountable for the appropriateness of
at determination and the facility should engage
a systamalic and gradual process toward
educing restraints and the nurses notes should
thow evidence that methods other than restraints
ere inllially used to protect the resident from
| jury, and resirainis were used enly when other
| ethods were not adequate. In addition,
gocurnentation of rastraint usage must detail the
ct that the restraints were released every two
) hours and the resident exercised, toileted,
and/or re-positioned and his/her needs met.
festraint usage must be summarized in the
urses’ notes. The plan of care for the restricted
psident must detail: 1. When restraint is to be
sed, 2. For how |4ng, 3. Plans for alternative

easures, 4. Pariogic re-avaluation of reduction
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of the restraint, 5. Continued need. The plan of
care should demonstrate the interdisciplinary care
planning directed toward resolution of the

esident's problem and care plans should plan not
anly for care while the resident is restricted but
should show effori to find altarnative treatment to

pstraints, or there shoutd be documentation in

e medical record that no allemnative is
Bppropriate, |

ecord review revealed the fadility admitted

esident #5 on 08/19/13 with diagnoses, which
ncluded Alzheimer's Disease, Abnormality of

ait, Senile Dalusion, and Depressive Disorder.

aview of the quarterly Minimum Data Set (MDS)
hssessment, dated 10/21/14, revealed the facility
hasessed Resident #5's cognition as sevarely
impaired with a Brief interview for Mental Status
BIMS) summary score of ninety-nine {99}
indicating the resident was not interviewabls and
esiraints ware not used.

Dbservation of Resident #5 on 10/28/14, at 11:00
AM, on 10/29/14 at 10:15 AM, 11:00 AM, 2:00 PM
pnd 2:40 PM, and on 10/30/14 at 9:15 AM,
[ pvealed the resident sitting in a wheel chair with

i self-release alarm belt in front of him/her.
i aview of the comprehensive plan of cara for \
Resident #5, dated 068/19/13, revealed hS
Hocumentation {o include "12/02/13-self-release
glarm beit in wheelchair to alert staff of
| nassisted transfers, release every two hours.
2!02!1 3-sell-release alarm seat belt while in
wheelchair, is able to remove upon command
and 10/07/14-does not walk independently.”
turther raview of the comprehansive care pian
avealed Ihe facility failed to develop interventions
b ensure the residents ability to release the
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solf-release alarm belt on command.

Raview of a Device Evaliation for Resident #5,
dated 12/02/13 and included quarterly evaluations
dated 03/12/14, 05/20/14, 07/18/14, and

0/2114, revealad docurnentation to Include alert
ognitive status, short attention span, short and
ang-term memory impairment, and Impaired
balance. Fz.inher review r?vealed the facility ' s
summary of risk factors tojinclude "alarm
Lelf-release belt to wheelchair to alert staff of any
nassisted transfars" and the resident was able

o self-relsase device on command. In addition,
e area Quarterly One ((X1), dated 03/12/14 and
uarterly four (Q4), dated 10/21/14 were signed;
l[ owever the questions, "Has the Information in

| is evaluation changed?" and "Does the device
rnain part of the resident's care plan?" were

| nanswefed even though there wera Yes or No
theckboxes at the end of each question.

)

terview with RN #1, on 10/29/14 at 2:45 PM,
svealed Resident #5 would not self-releasa

Iarm belt on command, She stated the

da lf-release alarm bell was used for the resident’s
i fety since he/she can stand and walk. RN #1
ated staff members would release the belt ofien
and the belt was not considerad a restraint. She
glated flow shaeets were not used and the balt

as released during incontinent care every two
purs.

Interview with the Director of Nursing (DON} on
0/30/14 at 11:30 AM, revealed Rasident #5 was
dmitted to “The Lighthouse" unit in August of
2013 due to wandering behaviar and diagnosis of
Alzheimer's, She stated the faciity staff noticed a
dicline in Resident #5 and moved him out of The

I: hthouse and into tha regular population of the
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acility. Then the resident began wandering all
over the place so the facility moved Rasident #5
back into "Tha Lighthouse” unit. The DON stated
esident #5 was ambulatory with assistance and
came unstable as his/her Alzheimer's has
rogressed. She stated he/she has not had
any falis and does require tolal assist. The
ON siated she had met with the Unit Manager
f the Lighthouse and Sida 1, with RN #1, the
oclal Workar, and Adminfslrai-‘an. and discussed
turning Resident #5 to the regular population,
nd have not reached a decision. She stated
ome Alzheimer's/Dementia residents go back
nd forth in the disease progression and Resident
5 had been going back and forth in the disease
rograssion. The DON stated she planned to
eet with therapy for recommendations on the
alf-release alarm best since the anti-thrust
shions and lateral support pads were placed In
esident #5's wheelchalr. Furthermore, the DON
tated on 10/29/14, she was made aware of
esident #5's inability to self- release alarm belt
n command. She stated he/she used to release
© balt on command and was care planned to
ave a self-release alarm belt. The DON statad
e belt was used because Resident #5 was
liding out of wheelchair not because he/she was
ing to get up. She stated the seat belt does not
strict his/her ability 1o gat up because he/she "
oes not have the ability ta get up and
rthermore, when he/she was abla to
if-release he had the ability to get up and now
e were keeping him from sliding out of the
air.” In addition, the DOON stated the belt
ould alarm if the resident fiddled with the straps.
he stated the self-relzase alarm belt was not
nsidered a restralnt since the resident could not
and independently. The DON statad & device
aluation and quarterly assessments were
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i pleted for the self-release alarm belt and the
intervention was included in the comprehensive
ara plan. She stated the selif-release alarm belt
ras used to treat symptoms of Dementia and
Aizheimer's and confusion bacause “they think

oy can do things they cannot”. The DON

ementia diagnoses in the facility utilize
self-release alarm belts.

terview on 10/30/14 at 1:50 PM, with the
inimum Bata Set (MDS) Coordinator, revealed
she was responsible for care plan updates
henever there were resident changes. She
ated Resident #5 released the self-ralease
glarm belt on her command about a week ago;
aver, she did not remember the exact day
and the event was not documented.

terview with tha DON, on 10/30/14 at 1:55 PM,
gvealed she was hesitant to provide the facility's
astraint-Physical policy because sha does not
nsider Resident #5's self-release seat beit

amm & restraint.
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CFR: 42 CFR 483.70(a)
BUILDING: 01.

PLAN APPROVAL: 1967.
SURVEY UNDER: 2000 Existing.
FACILITY TYPE: SNF/NF.

TYPE OF STRUCTURE: One (1) story, Type lll
(200}

SMOKE COMPARTMENTS: Seven (7) smoke
compartments.

FIRE ALARM: Complete fire alarm system
installed in 1967, upgraded in 2012 with 38
smoke detectors and no heat detectors.

SPRINKLER SYSTEM: Complete automatic dry
sprinkler system installed in 1968 and upgraded
in 2012.

GENERATOR: Type |l generator installed in
2009. Fuel source is Diesel.

A standard Life Safety Code survey utilizing the
2786S short form, was conducted on 10/29/14,
The facility was found in compliance with the
requirements for participation in Medicare and
Medicaid. The facility is certified for eighty-eight
(88) beds with a census of fifty-eight (58} on the
day of the survey.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facllity. If deficiencies are cited, an approved plan of correction Is requisite to continued
program participation.
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