DA:33:08 p.m.01~30-2013 | 3 | 6087649003 |

P1/30/2015 17:35 6067689085 EDGEWOOD ESTATES PAGE 83
)
DEPARTMENT OF HEALTH AND HUMAN SERVICES n an A;;?gv‘gg
CENTERS \EDICARE & MEDICAID SERVICES 1
STATEMENT OF DEFICIENCIES 1) PROviDERavepuericud || | MMT =/ (X3) DATG SURVEY
AND PLAN OF CORRECTION IOENTIFIGATION NUMBER; A, BUILDING GOMPLETED
isian of Health Care c
185423 b :ﬂm b o Sielel ) 04/08/201%
NAME OF PROVIDER OR SUPPLIER STREET AUOREES, CTY, STATE, 2P CODR
' 198 BERRYMAN ROAD
SPORWOCD ENTATRS FRENCHBURG, KY 40322
(41 D SUMMARY STATEMENT OF DEFICIBNCIES 1D PROVIDBR'S PLAN OF CORRECTION -
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFDU (RACH CORRECTIVE ASTION SHOULD Gk | cowsyETien
TAG REGQULATORY OR LSG IDENTIPYING INFORMATION) TAG CQROAS-REFERENGED 70 THE APPROPRIATE paTH
DEFICIENGY)
' F225 Investigute/Report
F 000 INITIAL COMMENTS F000| Allegations/Individuals
An abbreviated standard survay (KY226831, The facility has cnsured the following
KY22847) was Initiated on 01/07/15 and corrective actions:
concluded on 01/08/15. Both complaints wera
substantiated. Deficient practice waa ldentified ¢ ® On 1/9/13, the ‘How to Complete
with tha highest scope and severtty at "E* lavel, the Investigative Report’ protocol
F 225 | 483.13(c)(1)()-(il), (¢)(2) - (4) . F 228 was deveioped outilning steps the
$S=D | INVESTIGATE/REPORT staff must take when completing an
ALLEGATIONS/INDIVIDUALS irwcsﬁg&tion of ab“sgmeg]ect'
The facillty must not employ individuals who hav "ﬂ:ﬂ:"‘s '?;:';d s
baen found guilty of abusing, neglecting, or ( L
mistreating rasidents by a eourt of law; ar have
had a finding entered into tha Stata nuree alde The facllity has taken the following
r'gl’tly concaming abuse, naglea. mistreatmant correctlve action to preveat this prlctll:e
of residents or misappropriation of thalr proparty; from affecting other residents:
and report any knowledge It haes of actions by a .
court of law against an employes, which would e On 1/15/15, the Soclal Services
indieata unfitness for service as a numa alde or Director interviewed all alert and
cther facillty staff to the State nurse aide registry oriented residents regarding being
or Hicansing autharkies. approached or entlced by another
resident in any manner that made
The facliifty must ensura that all elleged violations
involving mistreatment, neglect, or abuse, them feof uncomfartable. No
including injuries of unknown saurce and residents reported any iasues
misappropriation of resident property are raported regarding Resident #4.
Immadiately to the administrator of the facility and » On 1/19/15, the Director of Nursing
to cther officials in accordance with State law ‘ completed a review of weekly skin
thraugh astablished procedures (Including to the
Stste survey and certification agency), assessments on ail facility realdents
) for the time period of the Incident.
The faclity must have evidence that al allaged No suspicious markings or findings
violations are theroughly investigated, and must were noted.
prevent further potential abuse while the « On 1/715, the DON and SSD
investigation s in progress. reviewed all mood and behavior
The results of all invastigations must be reportad recordsffor residents with a BIMS
to the adminlstrator or his designated acore of § or fess for potential
_ -__changes. There were no indications

{#0) DATE

Adpcin it it Yao)s

Any daficiancy statemant anding with an asterisk (%) donotas n dafiziancy which the institution may be excunad fram correcting providing it ls dotarmined that
ather safaguards previde sufficient promation to he patients, (See Instruciions.} Except for nursing homes, tha findings swated abave are disclossble DO days
following the data of survay wivether of not @ plon of camrection |s provided, For nursing homes, the abeve findings and plans of corractian are disclovable 14
days follawing the datw thess documenis are mads avaiable to the faciity. IF deficiencies are citad, an approved plan of eorection io requisite io coninued
program participation.
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. of social withdrawal or other
F 225 Continued From pags 1 F 228 behavioral changes far any of the
represantative and t¢ other officlals in accardance records reviewed,
with State law (Including to tha State su and :
cartification g(ancy) wlngu In 8 working dar;:y aof the The facility has inftiated the following
Incident, and i the glleged viclafion s varified . systemlc changes to prevent this
appropriate corrective action must bg taken, practice from recurring:
« On 1/16/13, the Administrator
' provided In-Service training
This REQUIREMENT I not met as evidanced (Antachment #2) to the facility’s
by:
. Based on Interview, recard review, and review of nursing staff on the revised policy
the facillty's Investigation and policy and (Resident Abuse and Neglect —
procedures, it was daterminad the faciilty falled to Attachment #3) and the *How to
assess all residents In the facliity to determine if Complete the Investigative Report’
B:W:I Dﬂclllﬂﬁdlnf:;:;ﬁ (1) of f:ul' tﬂw ot protocol. (See Attachment #1).
bl Tt S0 L " » Afl facliity staff recaived the annual
faclty Investigation reveaied Nurse Alde (NA) #1 orientatloti review on 1/16/15, with
observad Resident #4 standing besida Realdent .
#3's Gerl-chair In the hallway, Resident #3 wes training that included the Resident
asleap and the resldent's brief was unfastened. Abuse and Neglect Policy.
Resident #4 had his/er hand inside Resident {Atmachment #4).
#3's brief. A revigw of the facility's Investigation
ravealed Resident #3 was assesged for injurles The facility wiil sustain performance
and Resident #4 was Interviewed about the through the following monitoring
incidant; however, the faciiity failad to assess ) practices:
cther hon-interviewable residents for signs of '
abuse, and failed to Interview residents to = On review of the Initlal findings on
determina if they had been affectad. tho Investigative Report following
The findings Include: an allegation of abuse / neglect (the
inu next business day If after hours / an
A review of tha fadllity policy titled "Residant weekends or same day If cvent
Abuse and Neglsct/Abuse and Neglest Protocol,” occurs during normal working
with a revision date of 03/04/13, revealed all hours), the Investigative Team
reported suspicions of rasident abuse would be ADM, DON, SSD) will sither
followed up and Invastigated by the fecilly. The gnsurulthe co;n letl)on of required
policy further revealed ail parties would be . p q
Interviewed and written statements obtalned. . interviews by the nursing staff, or
Continued review of the policy revealed the } I
FORM GM9-2067(02-408) Previoud Varxions Ousoisie Event 1D: MEW2 11 Faclity 1; 100700 It confinustion ahzet Page 3 af 18
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| initiate interviews as part of a
F 226 | Cantinued From page 2 F226|  continued Investigation.
resldent or residents would be asseseed for signa * The comrect compietion of the
of abusa by tha charge nurse on duty or the Investigative Report, including
Diractor of Nursing (DON) immediately fallowing required interviews, wiit be
the allegation. monitored by the Director of
A review of the medical record for Resident #4 Nursing as part of the monthiy
reveelsd the facility admitied the rasidant on Nursing Department Quality
12/05/14 with diagnoses Including Chronle Renal Assurance indjcators to ensure
Insufiiciency, Hypartension, and Pneumania, compliance with facitity protocel.
Further review of tha madical record revenled the o Resuits of the manthly audit wiil be

residant was discharged home 1o the care of

family on 01/08/5. A review of Resident #4's presented to the Administrator in the

admission Minimum Data Set assessment, dated monthly nursing QA reports and
12/12/14, revaaled ihe resident had a score of & Summarizad in & quarterfy report for
on the Brisf Interview for Mental Status (BIMS), the Medical Director. (Attachment
which revealed tha rasident had sevare cognitive #5),

Impaimnent,

A raview of the facllity Investigative Report, dated .
01/03/18, revenled NA #1 chserved Resident #3 | COMPLETION DATE: 1/16/18
in the hallway asleep In & Gerk-chair as tha NA
want Into another resident’s room ta provide care.
Furiher raview of the Investigation revealed when
NA#1 exited the rasident's room a coupla of
minutes latar, she obsarved Rasldent #4 besids
Resgident #3's Gerl-chalr. Resldent#3's briaf was
undona and Resident #4 had his/her hand |n the
rasident's brisf. Continuad review of the
Investigation reveaied Resident #3 was
Immediately taken to the nurses’ station and the
Incident was raported to tha nurse while ancther
NA toock Residant #4 to the rasidenta raem and
the resident was immediately placed on
ona-on-ene suparvision, The Investigation
ravealed Residant #3 was assessad and no

* Injuries ware Identified. Coniinued review of tha
Invastigation revealed the ataff attemptad to
Intarview Resident #4 about the incident and the
residant rasponded angrily, "its none of your

FORM CM8-2587(02-29) Provious Varsions Oiscisla Event [D!MEW2H Fecilly ID, 100700 If continuation shaet Paga 3 of 18
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1

F 226 Continued From page 3

business,” and refused to answer the stafl's
guestions about the incident. The Invastigation
containad one othar resident interview, a rasident
who possibly witnessad the Incident. Howaver,
thera wasa no documented avidence other
rasldents had been intarviewed to detsmmina if
they had baen affected by simiiar violatians. In
addition, tha investigation contained no
documented evidanca the facility assessed
non-intarviewable residents to determine if there
ware signs of abuse.

A raview of NA #1'8 witness staternent, dated
0170315, revesied the NA had left Resident 43
asleep in 8 Ged-chalr outside of the resident's
foorn whila tha NA went Into another resident's
room to provide cara, NA #1 gtated whan sha
walked up tha hallway, she cbasrved Rasidant &4
in his’her room, lying on tha bed, Further review
of the witnasa atatement revesied when tha NA
sxited the resident's room she cbserved Resident
#4 beside Rasident #3's Gerl-chalr, Reslident #4
had his/her hand In Resident #3's brief,
Continued revisw of the withass siaternent
revealad Renidant #3 was jmmediately teken to
the nursee’ station, the incldant was reported to
the nurse, and Rasidant #4 was taken {o higfher
room.

Interview on 01/07/15 at 4:20 PM with Reglsterad
Nurse (RN) #2 revealed the RN Initiated the
Investigation of the Incident with Residents #3
and #4, The RN statad she immediately
assessed Resident #3 for injuries and no Injurles
were identified and the resident did not appear to
be In any distress. The intarview further revealed
staff atternpied to interview Resldent #4, but the
resident was angry and refused to answer
questions. The Intarview revealad the RN

F 225
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F 228 | Continued From page 4 F228

intarviewed one rasident about tha incldent and
the resident denled seeing anything unusual in
the hallway; howaver, ather residents ware not
Interviewed becausa the residents were aslesp
during tha incident. The RN revaalad she dlid not
agsess cther residents for signs of abuse
bacause Resicent #4 was monttorad avery 18
minutes prior to the incldent and she dig nat fes)
that other residents had bean at risk,

interview on 01/0715 at 5:40 PM with the Soclal
Workar revealad the investigation did not include
interviews with other residants becauss the
rasidenta on that hail ware in bed so they could
not have witnessed an Incident In the hallway,

Interviaw on D1/07/18 at 5:30 PM with tha DON
ravaalad an investigation related {0 an aliegation
" of abuse should have Included residant intarviaws
. and skin assassmante sheuld have bean
complated on the residents that were net
interviewabla to detemine if other similar
allegations of abuse had ogcurred. The intarview
further revealed Intarviaws wera not compiated
becausa staff did not think other residents had
witnessad the Incident bacause the other
rasidents wars in bad. Staff did not consider tha
potantial that othar residents may have been

| abused,

interview on 01/07/15 at 6:45 PM with the i
Administrator revealed staff did not Interview
other residenis relsted to the Incident because
the staff did not feel that othar resklents had
witnessed the incldent. The intarview further
ravaaled an investigation should contain
Interviews with athar residents and skin
assessmants of nen-interviewsbla residents to
datermine if thera wara ather related Incidants of
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F230 Right To Particlpate Planning
F 228 | Continuad From page 5 F225| Care-— Revise CP
abuse.
F 280 483.20(d)(3), 483.10(k)(2) RIGHT TO F2s0| The facillty hax ensured the following

§8=E

PARTICIPATE PLANNING CARE-REVISE CP

The resldent has the right. uniess adjudged
incormpatent or otherwisae found to ba
incapacitated under the jaws of tha State, to
participata in pianning care and theatment or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehanalva agsessment; prapared by an
Intardisciplinary team, that includes tha attending
physician, a registered rurse with responalbility
for the resident, and other appropriats staff in
disciplinas ne determined by the resident's neads,
end, to the extent practicable, the participation of
the residant, the resident's family or the resident's
legal representative; and perlodically reviewed
and revised by a team of qualifiad parsons after
each assessment

This REQUIREMENT is not mat as avidencad
by:

Basad on Interview, record review, and a review
of the faciiity polley, It was detarmined the facility
falled to ensure residents’ comprahensiva cara
plans were reviewed and revised for three (3) of
four (4) sampled residents [Residents #t, #2, and
#3). Interview and record roview revealed
Rezident #1 had a fali an 11/24/14; however, the
facllity falled to revisa tha resident's care plan to
Include a new Intarvention that was implementad.

corrective actions:

o  The Director of Nursing and
Assistant Director of Nursing
reviewed the medical records for
Residents #1, 2, and 3, to ensure
that ail falls ocourring during the
past quarter were updated in the
resldent caro plan,

s The DON provided dicect
counseling / training with nurse
staff who were responsible for the
compietion of the Fail Report for
Resldonts #1, 2, and 3.
Counseling / training included
ataff failure to follow the
facility’s Fzll Protocol, which
includes: Asseasment, Causal
Factors, Safety Factors,
Interventions, and Care Plan
documentation, Attachments # 1
(A and B),

The facllity has taken the following
action to prevent this practice from

affecting other residents:
' «  The DON and ADON completed -
areview of all facility resident
Care Plans and made rovisions as
needed for falls that have

occurred within the past quarter.
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revaaled the resident had fallen on 10/16/14 and
12/0114. Staff idantifiad the ¢ausative factor of
the falis but failed to review/ravise the resident's
plan of care to pravent further accidams for
Residant#2, A review of Resldent #3's madical
record rovealad the rasident sustainad falls on

ravise the rasidant’s care plan with Interventions
to pravent further falia,

Tha findings include;

A roviaw of the facility's policy fitied "Care
Planning for the Rasident,” jast ravisad 05/01/14,
ravaalad facility staff was to establish a process
for the deveiopment of a resident's care plan
upen admisalon, and was to modify tha plan of

10/0314, 1171414, 12/0714, and 12/2314. Ths Comprchensive Assessment,
faciiity failed io assesa the resident to identity tha possibie causal factors,
causa of tha falls and why the rasident wag Interventions, and Care Plan
attempting 1o get up unassisted, and falled o revision as outlined in the

required steps outiined In the Fall
Protocol. Emphasis was placed
on the correct compietion of
resident assessment following the
occurrence of a fal] and included:

protocal, Attachments #2 (A-C)

The facitity has initiated the foilowing
systemic changes to pravent this
practice from recurring”

s The DON will review ali
Resldent fall documentation
using the Fall Review

FORM APPROVED
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«  In-service training was provided
F 280 | Continued Frem page 6 F 280 to all faclllty nurse staff by the
A ravisw of Reaident #2'¢ medical racord Director or Nursing regarding

care ag necessary {0 ensura an appropriaie care Assessmant Form (Attachment

Rlanning proceas. #3), taking immedlate steps to

1. A review of the medical record for Rasidant #1 correct any noted deficits with

revealed the faciilty admittad the resident on assigned staff,

04/07110 with diagnoses of Depression, ®  The Fail Revlew Agsesament will

Qstecarthritis, Daganerative Joint Disease, and be reviewed at the weekly Fall /

Prastata Cancer. Risk Committee meeting for

Areview of Resident #1's Fall Raview ‘dd"“’;’t;' '“]“mt"’.":; LS

Asgessments datad 11/24/14 revealed the Up, or otier Interdiscipiinary

resident was obsarved lying on tha floer I front of Team action,

his/ar eleciric reclinar. The assessmant s The MDS Coordinator will attend

revealed Rasidant #1 had raisad the sloctrie Fall/ Risk Committee weakly

racliner to the "highest level” and slid out onto the and will enter any changes made

floor, Tha Fall Raview Assessment form revealed by the Interdisc linary Team into

siaff would ensure the rasidant's racliner was th ident C pp]

 Unplugged as an intervention to pravent futher ¢ resident Care Plan, |
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The facility will sustain performance
F 280 | Continued From page 7 F280| through the foilowing monltoring
fails from occurring. practice:
1 A reviaw of Rasident #1's care plan last e The Nursing Department
reviewediravised on 12/18/14 revealed ataff Monthly Quality Assurance
identified the rasident wae at risk for falls; Report has been modified to
howaver, the care pian revealed no avidence inciude a summary of
Resident #1 had experiancad a fall on 11/24/14, ::Fiici; :hsat occ:rrzed ]:n:;:?d
or that the residant's electrio recliner had been | i
identified a5 a safety hazard. The fachity failed to documentation following a
raviss the resident's care plan to ensure staft was resident fall, and will inciude
aware that Residert #1's elsctric reclinar shouid steps take to address the problem.
remain unplugged for safaty. (Attachment #4),
1
An Intsrview with Licansed Practical Nurse (LPN) * aiﬁ’fz °ﬁl’i2$°t:t:’hi Ll
#1 on D1/07/15 at 4:30 PM revesied she i:"°
completad the Falj Review Assessment for Administrator for review. .
Rasident #1 on 11/24/14, The LPN identifled the ¢ A summary of the quarterly QA
causativa factor of the resident's fali but failed o reports will be provided to the
"}C‘“ﬂ:g’;mfe:eﬂﬂg en the m':'r::' ; cara Medical Director and the
plan, s she wes requ update
the residents plan of cars fo includs newly At':‘t':r:’";t:; ;'"d; AL
implamented Intarventions to prevent furthar falis qu Y ty Assurance
from eecurring. However, LPN #1 stated she meeting,
"struggled with care piana® and "wasn't sure” h
1o Updata care s, He e COMPLETION DATE: 13015
2. A raview of Resident #2's medical record
ravesled the facility admitted the resident on
02/25/14 with dlagnosea of Hypertanalon and
Ostacporosis.
A raview of Resitent #2's Fali Review
Assassmants dated 10/16/14 revealad the
rasident was abservad sitting on the floor of
his/her reem. The resldent stated he/she had
talien because "1 went 1o sit down in my
wheelchalr and i moved." Continued raview of
the Fall Review Assessment dated 12/01/14
ravanied the resident sustained another fall. Staff
FORM CMS8-2367(02-99) Praviaws Varsions Obsolele Evenl ID:MEWZ11 Fociiy 12 {04700 if continuation stieet Page 8of 18
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documanted the ¢susative factor of the fall was
that the "Resident want to 9it down in whaalchalr
at nursing station and it rolled:” ha/she "didn't

. have it jocked.”

A review of Resident #2's care plan last
reviewed/irevised on 11/20/14 revealed staff had
identified the rasident was at sk for falls. Tha
care plan reveeled no evidence Resident 82 had
experianced falls ar that a causative factor had
been idantiflad and intarventions implamanted {e
pravant further falls when tha reaidant feli on
10/18/14 or 12/01/14.

An interview with Reglstered Nurse (RN) #1 on
01/07/1B at 5:00 PM revealed sha completed the
Fall Review Assesaments for Resident #2 an
10/18/14 and 12/01/14, The RN stated ahe had
idartifiad that the causative factor of both falla
was that Resident #2 failad to lock hissher
wheelchalr. RN #1 stated she was raquired to
inventigate, identify causativa factors, and update
the residant's plan of care when fails occumred,
However, the RN failad to implament new
interventions and tailed to reviaw and ravise the
pian of care for Rasident #2 when fails occurmad
<n 10/16/14 or 12/0114.

3. Arevisw of the medical record for Resldent #3
revealad the faciiity admittad the resident on
10/49/112 with diagnoses Including Alzhaimer's
dlsease, Hypertansion, Diabatas Meliitus, and
Anxiety.

A review of Resident #3's cara plan dated
/11713 reveerled staff identiffed tha resident was
at risk for falls and implemented interventions
including a bolster mattress o the resident's bed,
a low bed with elevated upper side ralls, and | A

FORM CMA-2507(02-89) Previous Versiarm Obeciele Bvent ID; MEWZ T Faclity i 100700 It continuation ahaat Page 9 of 18
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Continved From page 9
positioning the resident's bed against tha wall.

A raview of Resident #3's Fall Review
Assessments revealad the resident sustained
four falis from 10/03/14 through 12/23/14. On
10/02/14, the resident was sitting in a chalr, gat
up, and iripped over the bedside table, A review
of Resident #3's nursing progress notas, dated
10/07/14, revaaled staff discussad tha residant’s
fall mt the Fail Commilitee Meeting and no furthar
recommandations wera made.

Furthar raview of Rasident #3's Fall Raviaw
Assesaments revealed on 11/14/14, staff
witnessed tha rasident attempting to get out of
bed. The resident's blanket was around the
rasident's feet and the resident fall to the flaor,

There was no documented evidence the faciiity
asszssed Resident #3 to [dentify why the resident
attempted to get out of bed unassisted on
10/03/14 and 11/14/14. In addition, the facility
falled to ravisa tha rasident's care pian to protect
the resident from further falis.

A review of Resident #3's Fall Review
Assessments revaaled on 12/07/14 and 12/23/14,
staff found the residant on the floor. Thare waa
no documented evidence that the facllity
sttemnpted to dentiy the cause of the falla, or if
the rasident was In bad or a chair prior to tha fall.
A reviaw of the resident's physician orders dated
12/11/14, ravezled an order for the resident to be
up in a Gari-chair as tolerated with an
: alarm-activatad seatbelt; howavar, thers wasa no
. evidenca the facility revised the residant's carm
plan with the naw Intervantion,

' Interview an 01/07/16 at 4:20 PM with RN #2

F 280
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Continued From page 10

reveeled the RN campleled Resident #3's Fall
Review Assessmant for the falls that occurred on
10/03/14 and 12/23/14. The RN stated hursea
were responsible for updating the residents' care
plana when new orders were recaived; however,
Rasidant #3 slready had several intervantions in
placs to prevant falla so no new orders were
given and the cam plan was not updatad.

interview on 01/07/15 at 4:30 PM with LPN #4
revesaled the LPN campietad the Fall Review
Assassment for Residant #3's falla that occurred
on 11/14M4 and 12/03/14, Theinterview furthar
ravaalad she was required to revise a residants
care plan when new physiclan arders wers
obtained. LPN#1 steted the resident's physiclan
did not order any new intarventions and the
resident's pian of care was not updatad with

. hawly Implamented Intarventions.

An intendew with the Minimum Data Sst (MDS)
Coordinator on 01/07/14 at 6:15 PM revealed
staff nurses wera responsible for updating
residents’ comprehansive plans of cara when falls
occurred, She further stated shs was nat
responsible for reviewing care plans to ensure
they had been reviewad/ravisad as required.

An interview with the Administrator on 0147116 at
8:45 PM ravealed she was aware tha facility's
care plans "needs work." The Administratar
stated she had discussed care plan concems with
tha formar Directar of Nursing, who was ne
longer employed at the facllity, but the
Administrator acknowledged that the facility had
no currant system to ensura resident care plans
wers reviewed and revised as raguired.

483,25(h) FREE OF ACCIDENT

F 280

F 2322
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The facility has ensured the following
Tha facility must ensure that tha resident corrective actions:

- revealed Resldent #2 had fallen on 10/18/14 and

aenvironmant ramaing as free of accident hazards
8s is possibie; and each resident recalves
adeguate supervision and assistanca devicas to
prevent accidents.

This REQUIREMENT I8 not met as evidenced
by:

Based on interview and racard reviaw it was
daterminad the faclilty falled to ensure the
residents’ anvironment was as frea from accident
hazards as possibie for threa (3) of four (4)
sampled residents (Residents #1, #2, and #3).
Intarview and racord review revealed Rasident #{
had a fall on 11/24/14. Staff Idantifled tha
cauaative factor of the resident's fail to be ha/har
electric reclinar, and had implamented an
intervention to isave tha rasidant'a raciinar
unpiugged but falled 1o update Resldent #1's care
plan fo include tha newly implemented
intervention. interview and record reviaw

12/01114. When bath falls occurred, the
causative factor was identified to be that Resident

#1 had falled to lock hishar wheelchair. Evan
though staff identified the causetive factor for the
resident's fails, staff failled ta revise the resident's |
care plan to includs the interventions and failed to
Implamant Interventions to raduca the risk of

further accidents for Resident #2, Resident #3
sustainad falls on 10/03/14, 11/14/14, 12/07/14,

and 12/23/14. Tha faciiity failed to asgess tha

resident to identify the causse of the falls and why

tha rasidant was attampting to get up unassisted, ;

o  The Director of Nursing and
Asslstant Director of Nursing
reviswed the medical records for
Residents #1, 2, and 3, to ensure
that 2l fails occurring during the
past quarter were updated in the
resident care plan,

e  The DON provided direst
counseling / training with nurse
staff who were responslble for the
completion of the Fall Report for
Residents #i.2, and 3. '
Counseling / training included
staff fallure to follow the
facllity's Fall Protoco), which
Includes: Assessment, Causal
Pactory, Safety Factors,
Interventions, and Care Plan
documentation. Attachments # 1
(A and B).

The facility has taken the following
action to preveat this practice from

AORM CME-2587103.99) Prndays Verxions Cosalem

Bvent ID:MEW21¢

affecting other residents:
*  The DON and ADON complated
a review of all facility resident
Care Plans and made revisions ag
needed for falls that have
oceurred within the past quarter,
Fadllly {0 100700 it antinuation sheat Pege 12 of 18
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F 323 | Cantinued From page 12 Fa23 to all facility nurse staff by the
and falled to ravise the resident’s care pian with Divectar or Nursing regarding
intarventions to prevent further falls. required steps outlined in the Fall

The findinga Include:

A raview of the facility's poilcy titled "Falt
Protocol,” last revisad 05/01/14, revealed fagiiity
staff was to provide a procass for fall reviews and
pravantion management. The poilcy further
stated to minimize tha rigk of serlous Injury, staff
was {0 recagnize riska and causaes of fallg, and
implement fall interventions to prevent further
falls frem ocsurring, Tha policy stated an
interdisciplinary team review would ba eonducted
weakly, and the team was to dooument meaeures
to pravant further falls and to minimiza tha
potential for sarlous injury to facility residanta.

1. Areview of the medicaj racord for Raaldant #1
ravealad the facllly admitied tha rasident on
04/07/10 with diagnoses of Depression,
Osteoerthritls, Daganerative Joint Disaasa, and
Frostate Cancer,

A raview of Resident #1's Significant Change
Minimum Data Set Assessment (MDS) dated
12/08/14 ravealad the facliity casessed the
resiclent to reguire extensive assistance of two
! staff membars for transferring, toileting, and
bathing. Staff agzegsed tha resident to be
raraly/never understood and not interviewabls,

A review of Resident #1's Fali Review
Assessments datad 11/24/14 revealad ths
rasldant was obearved lying on the flaor in front of
his/hver electrie recliner. The asseasmant
ravaaled Resident #1 had raisad tha elactric
reciiner to tha "highest tavel” and slid out onto tha
floor. The Fali Review Assessment form revealed

Protocol. Emphasis was placed
on the correct completion of
resident asscasment foliowing the
oueurrenca of a fall and included:
Comprehensiva Assessment,
possibie causal factors,
Interventions, and Care Plan
revision as outlined in the
protocol. Attachments #2 (A-C)

+ The facility has initiated the following
systemic changes to prevent this
practice from recurring” '

s The DON wiil review zll
Resldent fall documentation
using the Fall Review
Asssssment Form (Attachment
#3), taking immediate steps to
correct any noted deficlts with
assigned staff,

o  The Fail Review Assessment will
be reviewed at the weekly Fail /
Risk Committeo meeting for
additional Interventions, follow-
up, or other Interdisciplinary
Team action.

»  Tho MDS Coordinetor will attend
Fall / Risk Committee weekly
and will enter any changes made
by the Interdisciplinary Team into
the resident Care Plan,
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Tha facility will sustain performance
F323 Continued From page 13 F 323 through the following monitoring
staff would ansura the rasident’s reciiner was practice:
unplugged as an lntervention to prevent further
falls from accurring. e The Nunsing Department
Monthly Quallty Assurance
A ravisw of Resident #1's care pian last Report has been modified to
raviewad/revised on 12/18/14 revesalad staff d
Identified the resident was at fisk for falle. Tha L":é:n: ;ﬂ;&:ﬂ?ﬁu‘g‘d
care plan raveaiad no evidence Resident #1 had
experienced a fall on 11/24/14, or that the documentation following a
reaidant's aleciric recliner had been identified as resldent fall, and will include
a safely hazard, The cara plan failed to instruct steps take to address the problem. |
staff to ensura Resident #1's electric recliner (Attachment #4),
ramained unplugged for safety. o A copy of tha monthly QA report
An inferview with Licansed Practical Nurse (LPN) will be provided to the
#1 on D1/07/16 at 4:30 PM ravaaled sha Administrator for review.
completed the Fall Review Assesament for e A summary of the quarterly QA
Resldent #1 on 11/24/14, The 'LPN identifiad tha reports wiil be provided to the
:mrmf«?;ﬁ?:uﬁm: f‘la.l:?:“& stated Medical Dirsctor and the
she was required to updats the resident's pian of Ad::l:llstrato:i fmdArw:ewed at the
care o inclsda nawly Implemantad Inerventions quarterly Quality Assurance
to pravent furthar falls from accurring. Howavar, meeting.
LPN #1 stated ghe "struggled with care plang”
and "wasn't sure” how to update care plans, and COMPLETION DATE: 1’39&5
failed to update Resident #1's care pian as
requirad on 11/24/14 to include Interventions to
prevent further falis from ocourting.
2. A reviaw of Resldent #2's medical record
revealed the faclity admitted the resident on
02/25/14 with diagnases of Hypartension and
Osteoporcais, A review of the resident's quarterly
MDS dated 11/18/14 revealed tha facility
aseessad the residant to requira setup help only
with transferring, walking in histher room, snd
dressing. Facility staff assessed Rasident #2 to
ba interviewablg, with a Brief Interview for Mental
Status (BIMS) scora of 15,
FORM CMS:2587(02:08) Provious Varslons Gbadieia Event I0;MEWZ1Y Factity ID: 100700 If continuation shest Page 14 of 18
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A raview of Resident #2's Fall Reviaw
Asspssments dated 10/16/14 revealed the
resident was chuarved aitting on the floor of .
his/her roem. The assesamant furthar ravealed E
the resident stated he/she had fallen becausa |
went to sit down In my wheelchalr and iR moved.”
Continued review of the Fall Review Assessmant
dated 12/01/14 ravealed the resldent sustained
another fell, Staff decumented that the causativa
factor of the fall was that the "Resident went 1o sit
down In wheelchalr at nursing station and It
rafiad;" he/she "didn't have it locked.”

A raview of Resldent #2's care plan laat
reviewedirevised on 11/20/14 ravealad staff had
identified the residant was et risk for falls, The
cara plan revealad no evidanca Resident #2 had
exparienced falls or that interventiona ware
implemeantad to prevent further falla after tha
renident fell on 10/16/14 or 120114,

An Interviaw with Reglsterad Nurse (RN) #1 an
01/07/18 at 5:00 PM revealed she compieted the
Fall Raview Assesaments for Resident #2 on
10/168/14 snd 12/01/14. Tha RN stated sha had
{dentified that the causativa factor of both falls
was that Resident #2 failed to lock hig/her
wheeichair. RN #1 statad she was required to
Investigata, idantify cavseativa factors, and update
the resident's plan of care when fells ocourred.
Howavar, the RN failad {0 implemant new
intarventiong and falled to review and revise the
plan of care for Resident #2 when falls occurrad
on 10/16/14 or 12/01/14.

3. Areview of tha madical racard for Resident #3 |
: ravealed the facllity admitted the resident on
1 10/18/12 with diagnoses Including Alzheimer's
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diesase, Hypertansion, Disbetes Mellitus, and
Anxiety. Review of Resident #3's Quarterly MDS
assessment, dated 12/01/14, revealed the
reskient required extensive assistance of two
staff members for transfers, tollating, and
pemmanal hygiena. Staff assessed that the
resident was not interviewabla.

A review of Resident #3's care plan, dated
1111113 reveaied staff dentified the resicent was
at risk for fale and implemeantad interventions
Including a bolster matirass o the resident's bed,
a low bed with elevated uppar side rails, and
poslticning the resident's bed against the wall,

A raview of Regldent #3's Fall Reviaw
Asgessments revesied the resident sustained
four falla from 10/03/14 through 12/23/14. On
10/03/14, the resident was sitting in a chalr, got
up, and tripped avar tho badsida table. A review
of Resident #3's nursing progress notes, dated
10/07/14, revealed staff discussed tha rasidant's
fall at the Fall Committee Maating and no further
recommendations were mate.

Further roview of Resldent #3's Fall Review
Asgsessmeants ravealad on 11/14/14, staff
witneased the resident attempting to get out of
bed. Tha reaident's blankat was around the
resident's faet and the reaident fell to the floor.
Continued review of the Fall Review Assasament
revealed no documentad evidence the faciiity
agsessed the resident to determine why the
resident waa getting out bed unassistad or that
Intervantions wera implemented o protect the
resident from further falls.

A review of Resident #3's Fall Review
Assessmants ravaaled on 12/07/14 and 12/23M4.
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staff found the resident on the fioor, There was
no documantad avidance that the facility
attempted te identify the cause of the falls er if tha
resident was in bed or a chalr prior to the fall, A
raview of the resident'a physician ordars dated
1211114, revealed an order for the resident to ba
up in a Garl-chalir as tolerated with an
alamn-activeted seatbelt; however, there was no
evidence the facllity revised the resident's cam
plan with tha new intervention,

Intarviaw on 01/07/18 at 4:20 PM with RN #2
ravealed the RN completed Resident #2's Fall
Review Assesament for the falla that occurred on
10/03/14 and 12/23/14, The RN siated nurses
wara responsible for updating the residents’ care
plana when new orders were recsived; however,
Residant #3 already had saveral intarvantiona in
placa to pravent falis s no new orders were -
given and the ¢are plan was not updated.

Interviaw on 01/07/15 et 4:30 PM with LPN #1 E
ravealed the LPN completed the Fall Review
Assessmant for Resident #3's fails that aceurred
on 11/14/14 and 12/03/14, The Interview further
. ravealed sha was required 1 revise a resident's !
- care plan when new physician ordars wars
obtalned. LPN #1{ stated the resldent's physician
did not order any new intervantions and tha
resident's plan of care was not updated with
. hawly implemented Interventions,

An Interview with the MDS Coordinator on
01/0TH 4 &t 6:15 PM ravealed staff nurcas ware
responsible for updating residents’
comprehensive plans of care when falle eccurred,
She further stated she was nat responsible for
raviewing care plans to ansure thay had besn
raviawadiravised as required.
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An interview with the Administrator on 01/07/16 at
8:48 PM revealed she was awara the facility’s
care plana "nesds work." The Adminisirator
stated she had discussed care plan concerns with
the forrner Director of Nursing, who was no
longer employed bt the faciiity. The Administrator
acknewladged that the facllity had no currant
system 1o anaure resident care plans wers
raviewsd and revised as required.
]
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