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) ; "I'o the best ol my knywledge and belief, gs an
F Q00 INITIA M . :
0 ) N L COMMENTS ! F Oéojagent ol Carter Nursing & Reliabilitatlon '
; i . :
' An Abbreviated Survey investigating Ky : ;(,.cmcr_. thc lollowing plan r.}f correction . :
100019676 was Inltiatec on 07/22/13 and was _  constitutes s written allegation of substantial
! conclude; og 0172313, KY# 0001peys was : ! compliznce with Federal Medicore and i
i substantiated with defigiencies cited. ; Medi ’
i - Medieald requirements,
F 323, 483.25(h) FREE OF ACCIDENT L Ryl nare ;
$8+D ; HAZARDS/SUPERVISION/DEVICES ’ ; .
. ‘ ! Proparation and execution of this plan ol :
, Th"{ faclity ft'“USI BFSUI'B ;hat the regident ! " correction does not constitute an admission or i
; énviranment remslns as free of aceldent hazards ' -
' as is possible; and each resident receives ! 1 greement by the provider of the tmt{z of the i
+ adequate supervislon and assistanes devices to | » Ioets wlleged or coticlusions set forth In the ;
! prevent accidents. i - alleged deficiencles. 'This plan of correction is;
! : ' preparcd and/or executed solely because it is |
! * required by the provisions ol Federal and i
‘ te Law, ’
I This REQUIREMENT ='
s by: 's not met as is the polivy of Curter Nursing & ; 2/15/13
i Based on interview and record review; it'w: . oRehabilituion Center to ensure that the |
; dﬂﬁ?iﬁ’w the f:gilitg failefi to ensure i et tedidents’ environment remains as fres of |
resldent's recelved adequate supervision and ¢ D e e T bl e ;
I asslstance devices to prevent accldents, for gne | j accidents s Iy possible; and each mgl?cm i
'(1) of three (3) sampled residents {Resident #1) . | receives adequate suparvision and assistance j
y The faci'zity failed to ensure staff had checkthe « devices 10 prevent uccidents, i
 functioning of the sensor atarm for Resident #1, | ; ;
 who sustained a fall on 12/14/12 ang 1t was ‘ - . ith ol
, determined the sensor aterm was not working. I' Resident #1's stisor pad wos replaced with o]
. . ' functioning replacement by the Charge Nurse;
_‘ The findings include: : I ufter the fall o1 12/14/12. The Charge Nurse i
;' Interview with the Director of Nursing (DON), en dlyoe complcted 4 now fall assessment on |
i 01/23/13 at 6:00 M. revealed the faciiity did not 12/14/12. The residents’ care plan was ;
; hﬁve a ﬁ?”cy on C&ecﬁingl senﬁor alarms to reviewed by the Carc Plan Coordinator on |1
ensure they wers functioning; however, It was =~ i ) . i
“their system to check the sersor alarms atthe ! ¢ 121712 andno fhfmgm were mddc,' The i
+ start of every shift for function ang placement, t resident was receiving both oceupational and
(WRY DIRECTORS OR B mnmj'suﬁmm REPRESENTATIVE'S SIGNAT URE TITLE ; 91 OATE
mXamunld KU pp £ T Lolorigshy o 2fos/rors

Any deffelency statoment end|ng with an m ??s:k (*} gonotes a Asfcioncy which the Insqiution may bo oxcused from corracting provising It Is datornined that

othor satafusrds provide suffizient protectlo

fwllowilg tho dutn of SUrvoy whathar or net s plan of correction [y plovided. For nmusin
: A g homos, the abave Andlngs and plany of
ditys fallowng the date those documents are made avalloble to e taclllty. If daficiencies st et . A appraved plan afi carrection (s requlsite & continued

program particisation,

FORM CMS-2561102-65) Provious Versions Obaciete Beantintgevey

Faelliy T 100871

It continuation shawt F F-age 1 of8



0372672013 09:47 FAX

606 929 5449

DIVERSICARE KY

00030013

PRINTED: 02/06/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AP
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO ogfii%‘éé?
STATEMENT OF OEFICIENCIES 1X1) PROVIDERSUIPR ] i - - e
AND PLAN OF CORRECTION OENHFICATION Nicnmcry (X2 MULTIPLE CONSTRUCTION UXE) OATE SURVEy |
i A BUILOING OMPLETEL
C
185253 B. WING _
NAME OF PROVIDER OR SUPPLIE 01/23/2013
R STREETADDRESS. CITY, STATE, ZIP CODE
CARTER NURSING & REHABILITATION CENTER 256 MEDAVID BLvo
1 GRAYSON, KY 41143
X0 SUMMARY STATEMENT OF OEFICIENCIES iy) PROVIDER'S PLAN OF CORRECTIO ;
PREFiX R!EACHAD_EFICIENCY MUST BE PRECEDEQ BY FLEL PREFIX {EACH CORRECTIVE ACTION SHOULDNBE Comba by o
TAG GULATORY OR LSC IOENTIFYING INFORMALION) TAG CROSS REFERENCED T( THE APPROBRIATE onrE
DEFICIENGY)
F 323 Continued From page 1 F 303 pliysical therapy at the tiue of (e fall and
- and to also check for function and placement of - batls the Oceupational and Physical Therapist
; the sensor alarm throughoul the shift and when ‘ provided safety awareness education to the
, providing care for the residents who had sensor i residett on [2/17/12. Resident #1 was
i discliarged from the facility on Deceinber 18,

"~ alarms.

: Record review revealed the facility admilted
Residen! #1 on 12/13/12 with diagnosis which

“included personal hislory of Falls, Subdural

‘ Hematoma from a previous fall, a facial Fracture

. from a previous Fall, and Convulsions. Review of |
, the Admission Care Plan, dated 12/13/1 2, .
_revealed the facility assessed Resident #1 as

' being al risk for falls and pul into place

" Inlervenlions to prevent a fall, which included a
: &€nsor pad to Residen! #1's bed at all times. '
. Review of the Physician Order Sheet (POS),

, dated 12/13/12, revealed Resident #1waslo

* have a sensor pad at all limes due to increased

. risk for falls. Review of the Fall Risk Assessment, |
; dated 12/13/12, revealed Resident #1 had a i
. Score of twenly-six (26), residents who had a :
" score of ten (10) or higher, were at a high risk for !
falls, and interventions should be pulinto place |
, Immediately. ;

' Review of the Department Notes for Nursing,
- dated 12/15/12 at 1:.01 AM, revealed on 121412
~at 10:15 PM Resident #1 was found in the floor at .
" the bathroom on his/her back., Further review
' revealed Resident #1 stated he/she had hit
- his/her head on the floor, Further review
revealed Resident #1's sensor pad was in place
' but was not working. Further review of the
. Department Notes for Nursing revealed no
~ documentted evidence the sensor alarm was :
*working and in place for 12/14/12 and 121812, |

. Review of the Incident Report, daled 12/14/12,

¢ 2012, return not auticipated.
-~ assistive device il use to prevetit accideiits was
" cliecked by adiniistrative nursing staff on

" inchided, but 1ot liited to; seusor pads, break
. away alarms, wheel chair devices and bed

Each resident of the facility who had an

1/23/13 for placenient and functiost. Tlis

devices.

Eacli assistive device assigned or ordercd for
a resident will be recorded on the TAR
(treatment aduinistration record) by the
Charge Nurse and be checked every shift
daily for placement, function and proper use
by the reatment nurse. This will include
following the manufactures recomnteudations:
fur battery replacemeut ou1 sensor pads and
break away alanns, {These are the ouly
assistive devices used for safety in the
facility requiring batieries.) This was
cotnipleted by February 14, 2013.

A listiug of all resideuts witls assistive
devices ordered or i1 use for safety will be
maintained aud available for all staff at esch
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F 323 Conlinued From page 2 5
‘revealed Resident #1 was attempting to walk to !
; Ihe bathroom and was found by staff laying on the :

fioor. Further review revealed the answer to the
~question asking why the incident had occurred, it
* stated because the sensor pad was not sounding '
and had to be replaced. ‘

Interview with License Practical MNurse (LPN) 1,
0N 01/22/13 at 8 PM, revealed she was Reslident!
#1's nurse the night he/she fell She stated
Resident #1 had a sensor pad when he/she fell;
: however, the sensor alarm was not working and
: had to be replaced. Further interview revealed
- she could not recall if she had checked the
{ sensor alarm when she put the sensor pad on
; Resident #1's bed. She further stated the
~ Certified Nursing Assistant {CNA) who was :
" assigned to the resident shauld check the sensor -
- pac for placement and function at the start of f
. @ach shift and any time they were providing care: °
! however, there was not a place to documenl the
- sensor pad was checked for placement and
¢ funclion, therefore she did not know for sure if the °
i CNA who was assigned to Resident #1 the night -
_he/she fell had checked the sensor pad for i
“function. Further interview revealed she was not .
+aware of what the lights on the box of the sensor
. pads meant. She stated if the light was green '
. she assumed thal meant the batteries were good !
- and the sensor pad was functioning. She further
- slated she was not aware of the light being red or
- If the sensor pad had a different alarm sound if
the batteries were low or dead.

¢ Inlerview with CNA #5, 0n 01/23/13 at 1:20 P,
revealed the CNA's did not have an individual

: CNA Care Plan for each resident, He stated

_there was a binder al lhe nurses' slation that had '

‘nurse’s station begiuning 21713 Tliis st will ;-
F 323 be created and updated weekly by the Director ;'

"of Nursiug or designee. The iforutation for this

list will be gatliered from pliysician orders by

“' the Director of Nursing.

All staff received educatiou regarding the

5' safety of residents and the use of assistive

: devices by the facility Staff Developient

; Coordinator by 2/14/13. This included

. residents witli devices i use and/or ordered

- for resident safety; following manufacture

recounnendations for yse aud the replacement !

of batteries for sensor pads and break away

¢ alarnis. Staff also received additjonal

" editcation regarding the importauce of
ensuring the resident enviroument rentains

' free of accideit hazards as is possible; and

that each resideut receives adequate

supervision and assistive devices to prevent

accidenuts,

Daily for the next 30 days and weekly
thereafler the RN Supervisor will check one
third of all residents with assistive devices to ‘

assure tlicy have proper placetnent, funiction
aud are in use. This will iuclude following
the manufacture recommendations for
replacenient of batteries if applicable. Tlie
restilts of these cliecks will be provided to the
Director of Nursiug who will check at least

Evenl 10:865V11
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" interview revealed he would check each residen|
- at the beginning of his shift, and this included
checking the sensor alarm to ensure it was
tunctioning and in place. He further stated the
" CNA's did not do walking rounds or have a list
: they would keep wilh them to list every residen)
. who had a sensor alarm. He further stated the
$ensor alarms had a box and if the light was
~green this meant lhe batteries were working;
- however, if the light was red and there was an
; intermittent beep sounding, this meant the
batteries were low and would need to be
‘changed.

 Interview with LPN #2, on 01/23/14 al 4:00 PM,
_revealed she worked the desk and would lake off !
" orders; however, the treatment nurse was the one !
: who would check for placement and funclion of
t the sensor alarms every shift and docurment this

. on the Treatment Adminis!ralion Record {TAR).

* Further interview revealed, after review of :
' Residen! #1's TAR, she slated she thought the |
i sensor alarm would be listed on the TAR and the |
. Placemenl and funclion would have been
“documented every shift: however, she had not

i observed this on Resident #1's TAR. Further

; interview revealed she knew the sensor alarm
~had a box and there was g greern light, however,

' she was not aware the light would change colors

i and if The light color did change she did nol know
- what this would mean. |

“Inlerview with CNA # 5, on 01/23/13 at 410 PM,
: revealed he was the CNA assigned to Resident
#1 the night he/she fell. He slaled Residen| #1

had been attem pting to get oul of bed earlier in
: the shift, howaver, he had not heard the alarm

" a list of resident's who had sensor pads. Further ;

;ifivc resideuts randomly per week for the safie

F 323;ti111e period, 30 days. The audit toe! will also be:
intilized to visually review the resident '
envirouent to ensure the envirotvuent remaits,
i as free of accident hazards as possible; and that 5-
- residents receive adequate supervision it '
- addition to assistive devices as listed above.

! Results of these audits will be forwarded to tlie:
" facility's weekly Focus Meeting {a

* sub-cotitinittee of the Continous Quality
 Assurance Comintittee) for firther review and

" disciissiol to assure campliance. Meinbers of |
* the Focus committee include the Adminisiratof,
Director of Nursing, Assistaut Director of '
" Nursing, RN Supervisor, MDS/Care Plai .
Coordiuator, Dietary Manager, Social Workcr.;
Activity Director and Clinical Records
Coordinator,

Additionally, the results of the audits will be
frwarded to the facility's monthly COI '
{Contintous Quality luproveient) meeting
for further wonitoring and coititued
colnpliance, Members of the CQI Comnittee -
include the Admiuistrator, Director of '
Nursing, Assistant Director of Narsing, RN

‘ Supervisor, MDS/Care Plau Coordinator,

‘ Dietary Manager, Social Worker, Activity
Dvrector, Cliuical Records Coordiuator,
Euviromuental Mauager, Staffing Cuordiuamj*.
Business Office Manager, and Medical Dircc_ior.
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* sound since he had provided care for Resident #1:
i the last time before he/she was found on the floor :
_in his/her bathroom. Further interview revealed
“the sensor pad alarm was nol sou nding when

: Resident #1 was found on the floor in histher

_ bathroom. He further slated the sensor pad had

" a box it was connecled to and he wires had been !
i very easy lo disconnec! causing lhe sensor alarm ;
. notto sound. He further slated he was not aware :
" of a different color light on the box to the sensor
i pad which would indicate the wires had been

_ disconnected, and he was also not aware of a

' different beep Lhe sensor box would make if the

. batteries were gelling low and needed to be
“replaced. Further interview revealed if the light
“was green on the sensor pad box, the sensor

; alarm was working; however, if the light was red |
he would assume the batteries were dead and :
would need to be replaced. He further stated
there was nol a place for the staff to document |
“the placement and funclion of the sensor pads.

- Interview with the CNA #6, on 01/23/13 at 5:18
" PM, revealed she was the CNA who placed the
i sensor pad on Resident #1's bed the day he/she
was admitled to the facility. She stated she could
' not remember for sure if she had checked the
senser pad for function before she placed the
sensor pad on Resident #1's bed; however, she
“thought she had because she always checked
- function of the sensor pads before she placed (
“them on a resident's bed. Further interview
. revealed she was aware the green ligh! meant i
the sensor pad was tunctioning and if the
' balteries were getting low the light would change 1
, to red and the box would have made a very faint
“ beep to alert staff the balteries needed 1o be ‘
t changed. She staled once the batteries werg

F 323,
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: dead lhe light on the box would go out.

. Interview with the DON, on 01/23/13 at 530 PM,

. revealed when Resident #1 fell his/her sensor

~alamnt was nol working. She further staled she

" did not know if the sensor pad was not working :

‘ because the batteries were dead cor the wires had

¢ been disconnected: however, the pad was thrown

- away and & new sensor pad was placed. She :

, further stated slaff would check for function and

“placemenl of the sensor Pad at the start of the
shift and every time they would provide care for

the resident. Further inlerview revealed she did

i 110t know what the light colorg on the sensor pad

. box meant, or if there was a different sound thal

would have alerted staff the batteries were getting !

. low or were dead. Further interview revealed

“there was 1ol a certain day the balleries for the

sensor pads were changed and there was not a

' place on the TAR for staff to document thay had

: checked the placement and fu nclion of the

. 5ensor pads,

L
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