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I An Abbraviated/Partial Extended Survey

Investigating KY#00020804, KYODO20927, was ;

initiated on 10/28/13 and concluded on 11/08/13.
KYD0020927 was unsibstantiated with no |

| deficiencles cited. KY#00D20894 was _
substantiated with daflciencies. Immediate |

c— e - -l.Jeopardywas identfiedon 10/30M3 and
I
I

' determined to exist on 101813 with deficiencies

i cited at 42 CFR 483.20 Resident Assassiment
'E_281 and 42 CER 483 %5 Quality of Care F-323 |
{ at a Bcope and Severlty {312) of 2°Jd". i
| Substandard Quality of Care [SQC}) was identifled|
. at 22 CFR 483.25 Quality of Care F-323. The
i faclllty was notified of the Immediate Jeopardy on

i 10/30M3. I

" On 101913 at spproximately 9:00 AM, Resident
| #1, who was sitting In a wheetchair in front of the |
" Herftage Unit nursing station, was observed bya |
i nurse to have 2 lab specimen fube of blood with
" tha stopper removed, holding the tube to histher
i mouth. Residant #1 had a red substancs tn i
! hig/her mouth; on his/her face and hands; on the
; hlznket covering Residant #1's upper leg area;
| and, on the floor beside hisfer wheelchair. A
sacond lab specimen tube of blood was lylng on
i the floor fear Resident #{'s whaelchair, and the
| biohazard specirmen bag was lying on the blanket F
: covering the resldent's upper leg araa. Resident
| #1 was assessed and laboratoty tests ware |
. obfained for both Resident #4 and the resident
| from whom the speciman was drawn. Based on %
 the results of the assessment and tests no ;
{ negative impact on Resident #1 has bsen i

Identifled. :

—— —thatthe-deficiency listedon thisform

“I'hig Plan of Correction is prepared
and submitted as required by law. By
subtnitting this Plan of Correction,

Grant Manor Care & ‘
Rehabilitation. Center does not admit

exist nor does the Center admit to any
staternents, findings, facts, or
conchusions that foxm the basis for the
alleged deficiency. The Center
reserves the right to challenge in legal
and/or regulatory or administrative
proceedings the deficiency,
statements, facts, and conclusions that
form the basis for the deficiency.”
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|
F 000 Continued From page 1
| (ADC) was received on 11/01/13, which alleged

| prior to the Initiation of the abbreviated survey.
The State Survey Agency determined the
l deficlent practice was corrected related to

’ Irmmediate Jeopardy.

: 483.25 Quality of Care F-323. Additlonal
deficlencies were clted at 42 CFR 483.20

highest Scope and Severty (3/5) of an "E",

F 280 | 483.20{d)(3), 483.10(K)2) RIGHT TO
33- g.;i PARTICIPATE PLANNING CARE-REVISE CP

" The residant has the right, unless adjudged
| incompatant or othenwlse found to be
"incapacitated under the laws of the State, to
l particlpate in planning care and treatment or
{ changes in care and treatment.

i A comprehanglve care plan must be developed
“within 7 days after the completion of the
comprehensive assassment; prepared by an

| physicizn, a registered nurse with responsibility
! for the resident, and other appropriate staffin

i legal representative; and perlodically reviewed

i each assessment.

. removal of the Immediate Jecpardy on 10/22/13,

environmental hazards on 10/22/13 as alleged tn
| the AOC, therefore, It was determined to be Past

| Resident Assessment F-280 and F-282 with the

! [nterdlsclplinary team, that includes the attending

-’ and revised by & team of quslified persons after

I
'
.
|
f
i

' How&ver. defame nt practlcé was identfi ed related
i to falls, s0 non-complimnce continues at 42 CFR -‘

. disclplines as determined by the resident's needs, |
| and, to tha extent practicable, the participation of |
'the resident, the resident’s famlly or the resident’ s
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| ! | |
i;’;m REQUIREMENT is notmet as evidenced | F280
| Based on interview, record review, and review of | ) _
I the facility's policy, it was determined the facility 1. A Licensed nurse reviewed and
; fa"zd fo ensure tzeg?”ggfgﬁep?“l’ie ’:f’c':{” t‘::cf) %;;zf updated the care plans for residents
. - — - " was reviewed and revised after falls, fleriwo (ot oy -
i three (3) sampled residents {Residents #2 and i #2,-and #3-to reflect ﬂlﬁf gt:mdgnts e
current needs and conditions including

! #3), Resident #2 sustainad a fall on 10/24M3;

i owaver, the resident's care plan was not ) fall rigk interventions on November 7,

' reviewss andlor revised, Resident#J sustained . 2013
\ a fall on 08/26/13, The resident’s care plan was ’

U not reviewed and/or revised and the resident ) ) i

| sustained a second fall on 08/08/M13. i 2. Director of Nursing/Assistant

? o i Director of Nursing/Nursing unit
 The findings include: : managers compieted an audit on care

. Review of the facility's policy fitled "Care Blan;
i Patient”, with an effective date of 04/15/02 and

. revision date of 05/01/11, revealed care plans !

i plans of current residents to determine
that the care plans reflects the current
needs and conditions including fall

| ware fo be reviewad and ravised a minimurs of . .
quarterly and s needed to reflect responseto rlsk:ntarventlons a3 fffNO_W‘mber 15,
 care and changing needs and gozls. - 2013. Any concems identified were

: l addressed at that time.

| Review of the facility's "Falls Care Delivery |

! Process” dated 06/01/13, section "Response to & . .

Batient Fall* revealed to implement immediate 3. The Director of Nursing and

| interventions after a fall and update the care plan | Assistant Director of Nursing re-

, with new interventions as appropriate. ’ sducated the nursing staff on revising
resident care plans with current needs

i
1. Record review revealed the facllly adrmitted e \ .
| Resident #2 an 03/09/10, and readmitied himher | and conditions including buf not
: Jimited to updating care plans with fall

“on 01/30/13, with dlagnoses which included :

| Congestive Heart Failure (CHF), Chronic. | interventions at the time of the fall as

Obstructive Pulmonary Disease ‘(CGF’Q}. Anxiety, : of November 13, 2013.

i Depression and Opoid {a nareotic medication] | .

| Type Dependence. Continued reviaw revealed | | !

| the resident had fallen six {8) timas in the past six | ; !

£yvant 10 00BN Facily [D: 100884 If continuation sheel Page 3 of 48

FEFM CMS-2567]02-08) Previous Versions Disciate




$3E 2y

CRANT MANCE

DEPARTMENT OF HEALTHAND HUMAN SERVICES | it oo e i s e

FRINTED: 13.20/2013
OMB NO. 0838-0531

~ FORMAPPROVER

" CENTERS FOR MEDICARE & MEDICAID SERYICES
STATEMENT OF DEFCIENCIES (¥1} PROVIDER/SUPPLIEFYCLIA (%2} MULTIPLE CORBTRUCTION (X3} DATE SURVEY
AMIY PLAIY OF CORFECTION DENTIFIZATION NUMSER: A BLALEING COMPLETED

C
185285 5 WNG 11/05/2013
RNAME OF PROVIDER OR SUPPLIER STREET A0ORESS, CITY, STATE, ZiP COOE
201 KIMBERLY LANE
GRANT CENTER
WH LIAMSTOWN, KY 41087
(X410 SUMMARY STATEMENT OF DERGIENGIES 0 ] PROVIOER'S PLAN OF CORRECTION : {31
PREFIX | (EACH OEFICIENCY Wili5 T BE PRECEDEQ BY FULL | PREFIX IBACH CORRECTIVE ACTION SHOULO BE COMPLETION
TAG REGULATORY QR LSC IDBENTIFYING INFORMATION; ‘ TAG CRUSS-REPERENCED TO THE APPROPRIATE OATE
i i , DEFICIENCY} !
: i ! :
| 13
| i
F 280|i

F 280?' Continued Fronn page 3 |
L {8) months as follaws: en 07/07/13, hefsha :
l wippad avar the walker going outslde; on |
07/22M1 3, the resident was in the dining reom, :
| raised up from the chair, hisher faet siid and !
_hefshe fell; on 07/28/13, the resident was
| kneeling on bed to fix his/her fan and fell off the
, bed: on 08/04/13, the resident was taking hisiher. {
v -*-breakfast tray to-the cart in.the hallway and fal;

| 10/24/13, ha/she was self fransferring irying to go
' to the bathroom and fell.
| Review of Resident #2 Comprehensive Care Plan’ ;
. with =2 print date: of 0411813, revealed it was not j
' revised to include additional interventions to :
| prevent further falls after the 10/24/1 3 fall. !

| Interview, on 10/31/13 at 11:35 AM, with Licensed ! |
‘ Practical Nurse {LPN} #8 revealed she had cared |
 for Resident #£2. She stated as a nurse she
* should ravise care plans, In addition, to the Linit
i Managar when a fall occurrad.

1 2. Record raview revealad the facilley admitted
' Resident #3 on 12/28/11, with diagnoses which
1 includad Alzheimer's Dementia, Osteoarthritis,
Diabetes and Depression. Record review
| ravealad no documented evidence of fall risk
assessments prior to 07112113, Further review
i revealed a Fall Rlgk Evaluation compleied on
T 07213 which had a score of nine (8) and a F"aII
i Risk Cvaluation completed on 08/27/13 with a
- scare of eight (8], These scores indicated
| Beeident #3 was not a high risk for falls,
Continued record review ravealsd the resldent
i had experlenced thiee (3) falls on the following
; dates: on 05123113 while walking harefoot to the
| bathroom; on 08/28/13 after cormplaining of i

j dizziness during a faclity shopping trip where the |

an 10/15/13, helshe slipped from the bed,; and, oﬁr

|
\
}
i
'
I
P

4 The care plans of 5 residents will be
! teviewed to determine that care plans
" T Have been révised 10 reflect the
i residents current neeads and condition
31X per week for 4 weeks and then
l ¢ weekly x2 months by the Director of
| Nursing, Assistant Director of
i Nursing and/or Licensed Nurse
. Manager. Any concerns identified
‘ will be corrected at that time, A
! summary of the audit findings will be
l submitted to the Performance
hnprovement Committee by the
! Director of Nursing monthly x3
| months for further review and
recommendations.

5, Completion date: 11/16/13

|
f
!
f
b
4 1
i

P
1
: i

i
|
!
i
f
i
4

FORM CHS-Z967(02-99) Pravicus Versions Obaulsia Evard ID:CZDETY

Faciity 10: 100554 if continumion shael Page 4 of 48




. DEPARTMENT OF HEALTHAND HUMAN SERVIGES . .

PRINTED: 11/20/2013
FORMARPROVED - -

QB NO. 0938-0301

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (X} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIRCATION NUMBER:

185268

%) MULTIPLE CONSTRUCTION
A. BUILBING

B WiNG

(431 DATE SURVEY
COMPLETED

c
11/05/2013

NAME OF PROVIOER UR SUPPLIER

GRANT CENTER

STREET ADORESS, GITY, STATE, 2iF COOE

201 KIMBERLY LANE

WILLIAMETOWN, KY 41087

; FROVIOER'S PLAK OF CORRECTION

(X4310 SUMMARY STATEMENT OF DEFICIENCIES :
| {EACH OEFICIENCY MUST BE PRECEDEO BY FULL i

PREFIX
TAG RESULATORY OR LSC iDENTIFYING INFORMATION]
i

10 !

PREFIX !
TAG CROSS-REFERENCEQ TO THE APPROPH

i DEFICIENCY)

t#ACH CORRECTIVE ACTION SHOULD B8

' P50
! CoMpPLETION
WMTE | oaTE

iﬁ'

F 280§ Continued From page 4
, rasident was lowersd to the floor; and, on 1
| 99/09/13 the resldent was found slting in his/her
. roam on the floor and stated hefshe had fallen; |
| however, ha/she didn't know why. _'
i

! Reaview of Resldent #3¥'s Comprehensive Carg
. Plan with a print date of 7/23/13, revealed the
| followlng Interventions: on 08/23/13, t¢ re-aducate :
i
| footwear before ambulating. Continued review of
_the Comprehensive Care Plan revealed no ;
documentad avidence the care plan was revised
with additional interventions to prevent further |
i falls aftar the 06/26/13 fall. Additional review of
* the Cemgrehensive Care Plan revealed ¢on
 09/09/13 staff was to obtein a urinalysls to rule |
! aut a urinary tract infection {UT1). Review of the |
. recard revealgd a nurse's hand written note to the
i Physician requesting the urinalysis. Continuad |
. review of this hand written none revealed the
i Physiclan approved the order cn 091113, i
however, the nurse recelving the order on that
i date noted Resldent #3 was "ne lohger
symptomatic* and Indicated the urinalysis would
. not be obtained at that time. However, continued |
| review of the Comprehenslve Care Plan revealed |
" no documented avidence It was revised to inclu‘deli

I‘f this Information. !
’ i
| Intarview, on 11/04/13 at 11:30 AM, with LPN #7 |
! revealad she had failled to revise the care plan for !
_ Resident #3, after the resident's fall on 06/26/13, |
i for the resident to go on future outings In histher
" wheelchair, She indicated care plans should be {
i revised with each interventlon after a resident's

I fall.

' Interview, on 10/39/13 at 1:28 FM, with the ;
. Minimurm Data Set {MDB) Assistant revealed i

P

-y - - - -the resident-as needed-on-wearing-proper: - - & -

F 280,
|
i
i
|
t

!

I

|
|

i
}
!
i
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F 280* Continued From page 5
i Comprehenslve Care Plans were revised by MOS l ;

_ Nurses with the Guarterly, Annual or Significant i

a Change MDS Assessments, She stated the ! i
Comprehensive Care Plan was then printed out P i

| and Nurse Aide Care Plans were updatad with the |

, revistons made a8 indicated. ! |
. Interview, on 11/01/13 at approximaiely 12:10 j

-PM,mwnh Reglstered. Nurse. {RN) #rovealed
| nursas were respons ble for revising residents' |
¢ Comprehensive Care Plans the day after a ;
| resldent experienced a fall. She stated as the |

Unit Manager she checked the Comprehensive

i Care Plan the "next day" after a fall. RN #2 :

indicated the faclity's process was to take the | |

i records of residents who had fallen to the . :

*morning clinical” maegfing to discuas the fall and |

| &ny new interventions required. She stated ’

" Resident #2's Comprehensive Care Plan did not |

i "appear” to have been revised for the 10/24/13

“fall

e i s i 4 e o s i i ol s s, b tn s i it

| Intarview, on 110513 at 1.44 BM, with the | L
| Interim Director of Nursing {DON) revealed ‘ ! :
' nurses caring for resldents and completing i |
i Incldent Report paperwork were responsible to |
" gnsure care plans were revisad to include any
| ew interventions after a yesidents fal, She
“indicated all records for residents with & fallor | ;
i incident wers reviewed within seventytwo (72} i
hours by the Interdisciplinary Tearn (IDT). She |
; atatad Unit Managers reviewad the |
: Comprehensive Care Flan for revisions. The ; i
: Interlm DON stated for Resldent #2 she did not f
! know why care plan ravislons ware not completed i

aﬁer the 10/24/13 fall. Addiflonally, she stated for i [ :

| Resident #3's fall on 06/26/13 she did not know | i !
. why the care plan was not revised to Include : ] i
! additional interventlons to gravent further falls, |
Even ID: CZOETT Facifty 10; 190594

i ;
! g e
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F 280 ; Continued From page 8
' She indicated she did not know why the care plan

! was not revised on 09/11113 when the decision i

was made to not obtain the urinalysls. {

F 2841 483,20(k)X3)() SERVICES PROVIDED MEET ,

s5=J| PROFESSIONAL STANDARDS |

| The services provided ar arrangeat by the facility i
must maet prsfeSsmnaI standards of qualaty i

] i
! This REQUIREMENT I3 not et as evidenced
i by
* Based on observation, interview, record review, |
| review of the fazllify's policy and review of the
. World Health Organization's (WHOs) Guidelines |
| it was determined the facility failed to have an ;
i effective system to ensure services providaed met !
" professional standards of quality for one(1) of
: three (3) sampled residents (Resident #1). The
f fac;hty failes to ensure blood speclimens were
, held in & secured place away from regident

aCCESS

‘ {}n 10/18/13 at approximately 2:00 AM, Resldent :
| #1, who was sitting In a wheetchair in front of he |
" Heritage Unit nursing station, was observed by a
i nurse to have & tab spacimen tube of blood with

tha stopper removed, holding the tube to his/her I
[ mouth. Resident #1 had a red substance in ,

his/ler mouth; on hisiher face and hands; on the i
| blanket covenng Resident #1's upper leg arsa;

. and, on the floor bagide histher wheelchalr. A
| second lab speclmen tube of blood was lyingon
: the floor near Resldent #1's wheelchalr, and the i
* biohazard speclmen bag was lying on the blanket |
j covering the resldent’s upper leg area. Resident |
' #1 was asgessed ang laboratory tests wara i
{ obtaingd for both Resident #1 and the resident |
: i

3

F 280ir

: i
i i
i !
F281] :
I |
’ i
! :
: i
i {
o |
! Past noncompliance: no plan of i
| correction required. ;
i i
! i
|
; s
i
|
I ;
: !
|

I
! i
{ !
| H
!

i i
; !
! i
{ !
| i
! i
! i
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F 281 Continued From page 7 o Faan ' i

| from whom the specimen was drawn, Based on |
the results of the assessment and tests no
| negative impact on Resident #1 has been ’

icie.ntlf' ed,

= The farllity's failire te: have an effective system In - : ;
. place to services provkiad met standards of i | i

| { guality was likely to cause serious injury, barm, ' )

—impairment, or death._ Immediate Jeopardy (M) 1 ; _ |

| was Identified on 10/30/13, and was determined | i . e

“to exist on 10/18/13. The facility was notified of ; ; !

i the Immediate Jaopardy on 10/30/13, ! ! "

[N

i An acceptabla Credible Allagation of Compllance i
H{AQC) was recaived on 11/01/13, which alleged  °

| . removal of the Immediate Jeopardy on 10/22/13, i
! prior to 1he inttiation of the abbraviated survey. ;
" The State Survey Agency determined the !

a deficiertt practice was corrected related to ! :
'environmental hazards on 16/22113 as alleged in | |

: the A, therefore, it was determined to be Fast ! :

| iImmediate Jeopardy. 3 i .

i The findings include:

l Transpertation of $pecimens” dated 02/15/01
with & revision date of 10/01/13, revealad
| pracess for collecting Blood specimens and
' placing the speclmens in bio-hazard specimen | :
 bags. Fowever, further roview of this policy | i !
|, revealetf no documaeried evidence of a process
to indicate where specimens should be stored |
I while walting for lab pick-up. . i '
i

: Review of the facility policy filed, "Collection and i |
i |

I

i

Review of the "World Health Organization (WHO)
| guidelines on drawing blood: best practices in ! i (
' phletsotorny", dated 2010, revealed blood : . i
| spaclmen storage ghould he in a separate arga to I :
Evani ID:CZ0EN

i :
H !
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- keep "samples secure and away from the generai ;

| putilic”,

| Review of an Incident Report dated 10/19/13,
timed 9:30 AM, revealad Reskdant #1 was faund

i s siffingina wheelchalr in fant of the nursing

 station with a lab spacimen centalner in blisfher

hand. The stopper was off and lying on the lap of

—
| Fostl !

e e —I the-resident and-the.Resikdent #l.bad ared. _
' substance on histher face around the mouth, on
the blanket covering his/her upper leg area and

l on the floor,

| Observatlons on 10/30/13 revealed the nurse's
_station on the unit Resident #1 resided om,

" approximately four (4) leet hﬁgh which had & "cut |

! This “cut out” area allawed remdents access to
{tems left in this partof the nume s station,

: Prachical Nurse{LPN ) #1 revealed she found
i Resident #1 on 10/18/13 sitting at the "cut cut”
! arag of the nurse's statlon with tha tube of blood
| “prned up” 1o his/har mouth, Inierview, on
1 10131/13 at 10:10 Alt, with LPN #1 revealed (ab
specimens bad aways been placed on the desk
i atthe nursa's stetien a1 e "cut out” area
! awaiting lab plck-up. She indicated there was no
: procass in place to store the lab specimens
| elsewhara whie waiting for them 1w be plcked up

! by lab,

1
| Interview, on 10/30/13 at 6:20 PM, with

" Registerad Nurse (RM) #3 revealed she was the
i nurse who had drawn the two {2) tubes of blood
“from another resident on the Frovidence Unlt.
. She stated she had taken the tubes of blood to

i revesled it o be "L shaped with a raised counter |

; out” area sbout thrag (3) feet in width In tha front.

Imerwew on 10/30113 ai 10:40 AM, with Llaansad; !

|
i
| |
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¥ 281 Continued From page 9
. Resident #1's unit to await pick-up by the lab,
! Frar intenview, RN #3 revealad there never had
; been a speckic placa to put abk specimens
! awaiting lab pick-up.

i the facility supsrvisor on 10/18/13, ravealed the
: facitity'’s process had atways been to place lab
I I ivspac:imens,mthat did_not require refrigeration, on

! tha desk at the nurse's station at the “out out”
 area for lab pick-up. Sha indicatad she was not
aware of a process to place |ab specimens not

| requirlng refrigeration elsewhere.

! Interview, on 10/30/13 at 2:48 PM, with the

" Intarirn Director of Nursing (DON) revesled the

i' facllity had no pracess in place @s to where to
store lab specimeans that did not reguire

" lab pick-up had always been placed on the desk
| at the nurse's station near the “cut out” araa
« which made thé lab specimens accesslble to

] residents,

| interview, on 10/30/13 at 4:15 PM, with the
: Adminigtrator ravealed he was not awars, until

: hurses were using in which they placed lab
! specimens on the desk at the nurse's station to

: swalt lab pick-up.
i _
! The facllity provided an acceptable credible

atleged remaoval of the IJ effective 1072213,
| Review of the AQC revesled the facility
- implemented the following:

! Interview, on HY30M3 at 2:08 PM, with LPN #4,

| this incident involving Resident #1, of the process |

; Allegation of Complianca (AQCY on 11/01/13, that |

o e

| refrigeration. She stated [ab specimens awaiting '

|
|

|
|

{ 1) Gn 10719413, Resident #1 was assessed head |
j to toe with vital skins for any injuries, No injurtes |

FORM CMS-2887(02-88) Pravious Vargiony Dhsolels
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|

; were noted.

i 2y On 10/ t9/13, incident report entered into the

facilty electronic systerr,

i

" 3) On 1019/ t3 an entry was madse to the

| Trgatment Adminlstration Record (TAR) of the

. exposed resident, Residant #1, to monitor for

o e —= - ..Lsigns and.symptoms. (5/3) of infection each_shifl

i to include vital signs every shift time forty-sight
(d8) hours.

!
" 4) On t0/19/13 the Physician and family of each
t residert was notified,

[ 5) On 10/19/13 |ab work for the source rasideni

| arders for this resident. Lab work was obtalned
| &3 ordered for both the source resident and

" Resident #1 after the Incident to screen for

i Human Immunodeficiency Virus (HIV) and

" was to be repeated in thrag (3} months as
i racommended by the Physician for further

. monieing.

' 6) On t0M8/13 a complete audi of the faciliity
| areas that werg acoessible to residents (nursing
station, medication caris, hallways, day rooms,

, lobby} was perforrmed to detgrmine that no
potenﬂally harardous items were present and

Z any other resident abtained any iab spacimen or
! other potentially hazardous item. Any items

! wer e Identified after the audi.

! 7) On t0/19/13 the faciiity developed a protocol

i resident rooms, dining rooms, shower rooms, and

; identfied were to be secured. Mo other concerns -

was 10 be re-drawn to comply with the original lab |

i
1

! " Hepatitis B & C. No abnormalities were noted on ]
| the initial lab work for each resident. The iab work |

|
|

i
i

i
:

et s it i
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7 281! continued From page 11
for tha storage of lab specimens while waiting for
| lab pick-up, The protocol was for placement of a
. bin irr each medication roor labeled "Lab i
| Specimens” for all pending lab specimeans to be
~stored In until lab pick-up, !
*8) On 10/19/13 all nurses were educated by the i
; Director of Nursing (DQN) and Unit Managers on |

- FORMAPPROVELD - -

oo = = the-naw- 4 ab-Sneciment storage.location. ..,
. Nurses were educated on supervision of i

! residents znd to monkar for potentiaily hazardous | E

: " Hems in areas accessible to residants, All nurses |

i were educated efther in person or via telaphone,
" All new hires will be educated on this pretocol '
: during orientation. The facility did not use agency

! staff. !

;' g9} On 10/2t/13 aducation was provided by the |
S DON, Linit Manager, and Administrator for all !

i nursirig assistants, therapy, activity, dietary, ;
"housekeeplng, secial services, and malntenancs l
staff in regards to supervision of residents ang, to |

| monitor for potentially hazardous iterns in areas |
. accessible to residents, i

i

! t3) On t0/t8/13 and “ongeing”, the nursing )
; supervisor was to complete a round of the faciilty |
| daifly for five (5} days to include a weekend day.
! The nursing supervisor would then completa i
i rounds waekly for thres (3) weeks including a
s weekend day to determine that no potentially i
hazardous ftems were acoessible to residents,

| such as ab specimens. !

i 11) O 10/19/t3 and "ongoing”, the nursing

I | supervisor was to audit utiization of the lab g
. speclmen storage bin each morning for twe (2}

! weeks including & weekend. Then the nursing |

‘ supervisor was to audit utilization of the lab

FORK CMS-2587{02-99) Previcus Versions Obaolate Evani #: CZE1
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e e e lestall with the.Medical.Director. ...

F 281" Continued From page t2
*i specimen storage 9in weekly for four (4) weeks to |
! intlutie & weekend to determine that pending lab 1
specimeans were secure.
; i
| 12) On t0M9/13 a message was left by the
* Administrator for the Madlcal Director to notffy
him of the incident. On t0/21/13 the
i Administrator discugsed the incident in more

{ 13) On 16/2t/13 an "ad hoc" (which means for a

{ particular purpose only) Parformance .
_Improvement (P} mesting was held to review the |
Y AGKE plan for further review and !
: recommeidation. ;
: i

i t4) On t0/19/13, the Administrator was educated
I by the Manager of Ciinical Operations, on the ;
" protocol for storage of lab specimens and the !
. expectations of the Administrator as Indicated by

; the regulations. i
: :

" 15) On 10/2013, the iab was notified of the
! incidant and of the new faciity protocol for lab

spacimen storags.

. 18) On 10/19/t3, the DON checked lab vials in
the facility to determine that no defective iab vials |

were present,

: 17} On 10/21/13, the Administrator performed a ‘;
check of lab vials to detarmineg that no defactive

lab vials wera present.

i The State Survey Agency valldated the
 implemertation of the faciity's ACC as follows:

. 1) Review of the resident record revealed thatan |

i 10/t9/13, Resident #1 did have a head o toe
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Evant 10: CIDE

Faeiliy il 108854 If santirniatlon shes! Page t3of 48




CRANT MENDE

DEPARTMENT OF HEALTH AND HUMAN SERVICES

L)
Pt

PRINTED: 11/20/2013

e FORMAPPROVED.

OMB NO. 0838-0391

TUEENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT ©F OEFICIENGIES (X‘!f PROVIOE RSUPPLIERICLIA {32 MULTIPLE CONSTRUCTION X3) OATz SUIRVEY
AND pLAN OF CORRECTION IDENTIFIC AT 10N NUMBER: ' LOMPLETED

A BULDING
C
1852568 B. WING — tt&/2013%
MARE OF PROVIOER OR SUPPLER ATREEY AOTSRESS, GITY, STATE. ZiP CORE
204 KIMBERLY LANFE
CENTER
GRANT WILLIAMSTOWN, KY 41007
(Ra§i0 | SUMMARY STATEMENT OF OERICIENGIES : 10 i PROVILIER'S PLAN OF CORRECTION i e
PREFIX | (EACH DEFICIENGY MIJST 85 PRECEDEO BY FULL i PREFIX : {EACH CORRECTIVE ACTION SHOULO 6E I compenon
TAG REGULATORY OR LSC IOENTIFYihG INFORMATION) TAG J SROSS-REFERENCZ0 TO THE APPROPRIATE OATE
; [ X DEFICIENGY)
; i i i
| Fa2et i

F 281 ! Continued From page 13
i assessment comploted with vital signs.

l 2} Review of the facillty’s elactronic system for
. incident Reports revealed the Incident Report
I related to Regidant #1 was ertered on 10/19/13,

! 3) Review of Resident #1 Traatment
| Administration Record (TAR) reveaied the

SiGNS.

i and farmily were notified of the incident on
o913,

,E 5) Record review of the source resident revealed
| that the labg were re~drawn to comply with the

" original lab ordar and for the new lab order on

| t0/19/13. Review of Resident#1's record

, revealed iabs were drawn 25 ordered on

| t0/18/t3. Further racord review for Resident #t

I filed in both of the medical records for the labs
drawn or 10/18/13 with negative results for bath

} rasidents.

| 6) Review of the facility's investigation binder
- reveaied that audits of the faciiity areas
| accessible to residents was completed on

. 10/t8/13.
|
. 7) Review of the facility's investigation binder

" that was developad for safe secure storags of
! lab specimens that did not require refrigeration,

! 8) Ravlew of the facility's investigation binder

. and the source rasident revealed lab rasults were

I revegled it contained the protocol dated t6/19/13, |

- e - resident was._monitored every shift for forty-eight_
| (48) hours for S/S of Infection which included vital |

i

: 4) Record review for beth the source resident and |
! the exposed resident revealéd that the Physician !

i
i

i
:
i

i
!
i

if continuailon sfeet Pags 14 of 48
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F281. Continued From page 14 i F 331} !
| revealed all nurses were sdiicated fo the new kb ! :
- specimen storage protocol and expectations ; | |
| either in prerson or by telephene by t0/21/13 as | : i
" evidenced by the sign-in sheets. | | i
I i
3

i interviews on tH0t/13 at 2:25 PM, with Licansed | ‘
: Practical Nurse (LPN) #8; at 2:27 PM with LPN | ! :

V&7, a1 2:30 PM with Registared Nurse (RN) #4; ;
B —and.at 310 PM.with RN.#2, reveaiedtheyhad i & . _ . :
| been educated and wers aware of the new lab | ; o N

“protocal. These interviews revealed the nurses ;
i had alse been educated on supervislon of I : :
* residents and monitoring areas sceessibie to ; i i
i resldents for hazardous ifems. [ : :

-9} Review of the facility's investigation binder ; : :
I revealed that education on supervision of ) : ) i
" residents and to monlitor the environment for j ! i
'{ potentlally hazardous iterns was compieted with ! : ;
! all nursing assistants, therapy, activity, dietary, | {

. housekeeping, soclal services, and maintenange ' ; |
| staff on 10/21/13 as evidenced by the sign-in i i

" gheetis. ;
i ' ]

! interviews gn 11/0t/t3, at 2:35 #M with Siate !
Registered Nursing Assistant {SRNA) #6; at 2:45 | i
i
i

| oM with SRNA #1; at 310 PM with SRNA#3; and |
" at 4:00 PM with SRNA#Z revealed they had all

{ raceived tha education on supervision of ; i
i residents and monitoring areas accessivle to i : i
. residents for hazardous items. f i ’

! Interviews with other facility staff on 11/01/13, at
- 1:00 PM with an Actlvities personnel; at 3330 PM . E
| with Housekeeper (HK)#2: at 3:35 AM with HK | :
g1 at 3:00 PM with Cook #1; and at 3:15 PM with :
| a Maintenance personnel, revealed thay had all | :
" been inserviced on the supervision of residents |
j ami rnonitoring areas accessibie to residants for | f g ;
1f continuation sheal #age 18 of 48 :
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F 281{ Continued From page 15
I’ hazardous items,

10) Review of the facllity's invesiigation binder
[ revealed the mursing supervisor performed
rounds of the facility to determine that no
' potentially hazardous items wsrg accessible to
.‘ residents. Review of the forms revealed the
i rounds were initiated on 10/19/13 and thay
e e ._'campleted them.daily for_seven.(7). days versus.
{ five (8) days; and. were being performed weekly
" for three (3) weeks.

i
_ 1) Revisw of the facilify's investigation binder

; i revealed the NUSINgG supérvisor was audmng the
> utilization of the lab specimgn siorage bin esch
i morning for two (2) weeks which was inltizted on

T 10720713

|

' t2) Raview of the facility's investigation binder

| reveaiad the facility's Medlcal Director was

¢ notified of the incident involving Resident #1 and
; thes AQC plan, by the Administrator via a phone

| message on tO/t8/13. Further review revealed

v on t0/21/43, the Administrator covered the AOC
l plan in mora datail with the Medical Director.

| 13} Review of the facility's investigation bindar

‘Tevealed the Administrator did hold an "ad ho¢” =T

i meeting on t0/21/13, to discuss the incident and
s AQC plan. Review of the documentation
; révealed the DOMN, Sodial Services personnsl,
I Minimum Data Sst (MDS) persennel, and Unit
. Managers, were pregent in the meeting.
| Additionally review revealed two (2) Physicians
" and the Medical Director oarticipated i the PI
i meeting via phore. Interview with the DON
' confirmed a Pi meeting was hald on tH2t/13
; with discusglon of the incident and ACC pian.

i
!
!

F281;
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F 281" Continued From page 8
| 14) Review of the facility's investigation binder
! mnd interview revealed on 10/19/13, the
. Acministraior was educated by the Manager of
| Clinical Operations, on the protocol for storage of
" iab specimens and the expectations of the
! regulations in regards to the Administrator.

t5) Review of the facllity’s investigation binder
e —— .| -revealed.Med Lab, the. lab.utilized by the facility,
' was notifiad on t0/20/13, of the faciiity's new
, protocol for lab specimen storage of specimens
“ that dig not require rafrigeration.

16} Review of the facility’s investigation binder
! and interview revealed on 10/19/13, the DGN
checked all lab viais and no defective vials were

17} Review of the facility's investigation binder
: mand interviaw revealed thaton t0/21/t3, the
| Administrator checkad ali lab vials and no
' defective vials were found,
F 282 | 483.20(k)(3)(i) SERVICES BY QUALIFIED
o= | PFERSONSPER CARE PLAN

i The services provided or arranged by the facllity

i must be provided by gualified persons in
" accordance with each residen®'s written plan of

i This REGUIREMENT is not met as evidenced

! Based on observation, interview, and record
. review it was determined the facility failed to
[ ensure care was provided by quaiffied persons in |
! accordance with @ach residents' written Plan of
. Care for two (2) of three (3} sampled residents
3
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F 282; Ciontinued From page 17
i (Residents #t, and #2). Resldent #1 had an i
. interventians to be assisted 12 the recliner after
| meais. Observation on t0/28/2013 at 10:30 AM, |
* after the breakfzst meal, revealed Resident #1
| wag up in the wheel chair. Resident #2 had an
! tntarvantion to be walked to meals with staff
. assistance. Observation on 10/30/13 at t11;30 ;
| Al revealed the resident propeiling self In %

F282

1, Director of Nurging/Assistant
Director of Nuzsing reviewed the
resident and the care plans for
residents #1 and #2 to determine that

T i e whSeIE hE T the dinimgroont: i

3
' The firdings Include: )
|

| 1. Revisw of Resident #1's medical racord :
ravealad an admission date of 08/1t/1t and !
! giagnoses which included Dementia, Diabstes, ¢
| History of Falls and Anxiety. Record review
rovealed Resident #1had wo (2) falls in a fivs (5)
: month oeriod: Raview of the Annual Minimury ‘
* thata Set (MDS) Assessmant, dated 06/04/13 ]
. revealed the facility assessed Resident #1 as :
2 heing seversly cognitively imparred. Additional |
" raview of the MDS Assessment revealed the :
[ facility assessed Resident #1 to require exlensive ;
| msgist of ote (1) staff parson for all Activities of
, Daily Living (ADLs). Review of the Regident Fall
[ Evaluation form completed on 05/16/13, 03/22/t3 1
! and 08/01/13 revealed Resident #1 had fall risk
: factorg on all these Fall Evaluations. i

" Record review revealed Resident #t fall on :
i 0512213 while trying to seff transfer. Reviewof |
| Resident #t's Comprehensive Care Plan, dated :
' 05/14/13 revealed afier the fall on 05/22it3,an |
i intervention for a persanal pull tab alarm was to
! e on the resident when he/she was in the

. recliner; additicrally, the resident was to have a
[ pressure akarm. Record review revealad

" Resident #1 experienced ancther fali on

i 00/04/13; attempting to transfer self without :

. her recliner afier meals as she will

i assisting with ambulation to meals and .
* nonskid strips by the bed for resident

- Director of Nursing/Nursing unit

. identified were addressed at that time.

the care plan intervertions are in place — 7
and care plan interventions are noted
on the Nursing Assistants Care Plan

on Noverber 7, 2013 including staff

#2 and staff assisting resident #1 to

allow. Any concerns identified were
corrected at that time.

2. Dirsctor of Nursing/Assistant

managers completed an andit on
cwrrent residents, care plans, and the
Nugzing Assisiant care plans of current
residents to determine that the care
plans reflects the corrent needs and
conditions of the resident and that the
pare plan intervestions are in place as
of November 15, 2013, Any concerns

i
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F 282; C:or‘:tl ped From vpage i © 3. The Director of Nursing and
. assistance, Review of the record revesled no | : . :
| alarm was in place at the time of the fall. | i Assistaot Director of Nursing re-
: o f i educated the licensed nurses and
! Interview, on 11!’02;,:.)'13 at1 t:40;|!?\i§1,hwr:]h tliensad i | nureing assistants starting Novernber
' Practical Nurse (LPN) #3 revealed he had bean ¢ artn
' the nurse assigned fo Resident #1's care when |1 and completed on November 15,
| txg/stie fell on 08/04/t3. He statad Resident #t | . on th; expectation that resident care
. __, was lying infront of the recliner like he/she had i plan interventions are to be
[ tried to self transfer 1o Ehé'resﬁné‘;"fréﬁf’the“wh&el>~: —iipleiEiied a diteead o S
chair. According to LPN #3, Resident #1 did not | lan and that Nussing As ’ﬁstdlt C
| have an alarm in place as per the Comprehensive| bop ing Assistant Care
! Care Plan interventions. He further stated the i Plans are to be updated with new
i resident should have fad the alarm in place. | I interventions.
| H i
.. Comprehensive Care Plan revealed an i : 4. 5 resid thei .
! intervention was added after the 09/04/13 fallto - [ residents, their care plans will be
" agsist the resident to the recliner after meals for i i reviewed to determine that care plans
i rast periots and as requested. : ;  interventions are in place by
! ! ! . .
" {hservations on t0/29/13 at 10:30 AM, 10/31/13 ! ! comparing resident care plan t_O
{ at 9:30 AM and 11/01/13 at 10:30 AM of ; i resident and document o audit tool,
' Residant #1, revealad thar esident to be sltting up | : 3X per week for 4 weeks and then
/i the whael chair and not assistad fo the recliner | weekly x2 months by the Director of
| after the braskfast meals for rest penods as per : X . .
the Comprehensive Care Plan. ! . Nurs%ngi f}ﬁmﬂﬁm DIIE?G’C(?I of
i : | Nursing Director and/or Licensed
U nterview, on 11/4/13 at 3:54 PM, with State I . Nurse Manager. Any concerns
f E;g';g;igu{s';%xzfﬁg (rsasgi\;d#:fé wha , f identified will be corrected at that
! resident would not let staff assist him/her o the ! ti{ne, A Summm*y of the audit findings
- recliner sometimes.'She stated sometimes it was ; b will be scbmitted to the Performance
! "ust too busy'. She indicated she raportec itto | g Improvement Committee by the
tha nursa when they couldnt ;}!Et Rasujlem #to | Dircctor of Nursing monthiy x3
i assist him/her to the recliner after meals, i Do ‘ ! :
! assist himf ' | i months for further review and
_ Interview, on 11/04/t3 at 10:20 AM, with [FN H#7 i i recommendations.
| revealed she had bean informed at Smes by the ;
" SRNAs Hesident #1 refused to be ransferrad to ' 5. Completion date: 11/16/13
; the rectiner. i i ’ .
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F 282 ! Continued From page 18 ' !

' 2. Medical record review for Resident #2 revealad I‘
"the resident was admitted to the facility on

| 03/09/t0, and readmitted on 01/30/1 3, wit : ;

' Efiagncsas which Included Congested Heart . !
Farfure {(CHF}, Chraonic Obstructive Pulmonary | |
| bisease (COPD), Anxiaty and Depression. h ;

I

Raview of the Quaﬂaﬂy MDS dated 07/25/t3 ;

| rovesied_the facility. assessed Rasident #2 fo
. have Brief Interview for Mental Status (BIMS) : ]
i score of fifteen (18} which indicated the residant ! '

" had no cognitive deficits. .
|

J Raview of the "Resident Fall Evaluation” form ’ |
- dated 03/09/13 revealed the facility assessed -
Resident #2 to have fall risk factors. Review of
the *Fall Risk Evaluation" dated 10/24/43, which
i was a differant from the previous form, revealed a ! !
scors of seventeen (17) which indicated Resident |
. #2 was a high risk for falls. Continued raview !
| ravealed the resident had fallen six (6) times In
" the past six (6) months, Review revealad on
' 07/07/13 the resident tripped over the walker :
! golng sutside and sustained fweo (2) skin tears on i HIN
. the left arm; on 07/22/13, the resident's feet slid ¢ ;
| wher he/she was raising up from the chair, and | !
! hesshe fali which resulted in twe (2) skintears to !
| the lef: forearm; on 07/28/13, the rasident fell off
i the bed which resultad ¥ a skin tear to the right
" elhow and lsft shin; on 09/04/13, the resident was |
; | taking hisfher breakfast fray to the cartin the
! hallway and fell with no injuries noted; on :
- 10/M5/M3, the resident slipped off the bed with no ]
Umpuries noted: and, on t0/24/13, hefshe was self
_ transferring trying to go to the bathroom and fell | ; ;
| which resulted in a skin tear to the right wrist. ‘ i
i £

: i
. Review of Resident #2's Comprehensive Care | i
[ Plan, dated 08/15/13 revealed fall interventions |
Eegt (D C20ET? Facifity ID: 106594
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F 282 Continued From page 20 i
! which Included non-skid strips to the floor at ='
l bedside, for the resident to be walked to dining |
room with staff assistance, and for large print
eugns to remind the resident to ask for assistance. |
. _ Roview of Regldent #2's State Ragistarad !
! Nursing Assistant (SRNA) Care Plan for 07/13 |
through 10/13 revealad no documented evidence |
“dining room, for the resident to have non-skld i
! strips to the floor besice the bad, or large print
sugns to reming the resident to ask for assssﬁanc&

' Observation of Resident #2 on 10/30/13 at 11:30 |
| AM revealed the rasident in a wheelchair self i
" propelling 1o the dining room. Cbservation |
i revealad no staff assistance was offered towalk

' the resident to the dining room. Observation of )
; ; the resident on 10/30/13 at 8:30 PM revealsd the
! recident again rolling self to the dining room In ?ne!

whaelchalr, Interview with Resident #2, at the i
I time of this observation, revealed he/she never

_walked fo the dining room anymore, |

l Observation of Resident #2's room on 10/31/13 at
i 11730 AM, revealed no evidence of large ;
* raminder signs in tha rogm to remind the rasident
. to ask for assistance. Observation did revealed a |
E hand wrilten sign on the resident's refrigerator :
door approximately five (5) inches by four (4) |
twhich stated "ask for assistance”. Continued
' obgervation revealed no evidence of non-skid |
¢ strips on the floor heside the bed.” Further
! : observatlon revealed Rasident #2 self propelling |
. histher wheelchair towards the dining room; and,
| an Activity staff person asked Ihe resident§ |
* helshe wanted soma help to the dining rotm.
| Obsarvation revaaled the Activity staff person !
“then pushad Resident #2 to the dining reom In~

Lof directions-for SRNAs-to-walk-the resident-to-the+ - — mmw!w —

F 262!
E
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F 282 Continued From page 21
i the wheal chair.
Interview, on 11/04/13 at 2,38 PM, with SRNA#

! Resident #2 "sometimes”.. She stated she was
not aware the resident was to have non-skid

1 was to be walked to the dining room. She

’! nave on tha SRNA Care Plan as she moved
{ around to other units In the fagility and things

_changad.
i

D interview, on 11/04/13 at 3:54 PM, with SRNA
#12, who alse cared for Resident #2, revealed

! to the dining room or to have non-skid strips to
F Plan and stated this information was not on it.
t

Interview with Unlt Managar/iLicensed Practical

| Nurse (LPN)}#7, on 11/04/13 at 10:20 AM,

{ revealed it was the nurses' respansibility
update the care plans and the Unit Manager

i responsiollity to ensure the SRNA care plang

| were updale tg reflect current intarventions.

Intervisw, on 11/1/13 at 12:10 PM, with
I Rag'sterad Nurse (RN) #2 and the Intarim

. to review and monitor resident care i ensure
! i was the nurses’ respansibilty lo revise the pare

p!ans and monttor the regldents’ care to ensure

care pkin had not been followed to reduce the
- risk for firther falls. The Interim DON indicated
! care plan Interventions sheuld be in place and

i stripe on the floor at hedside or that the resident

{- == 2 -— ~ indicated-this-info rmatian-wauld-he-very helpful to.

| she was not aware the rasident was o be walked

. the hedside floor. She reviewad the SRNA Care

! Dirsetor of Nursing (DON) revealed nurses were

Interventions were heing followad. They stated il

| intgrventions were being implamentad a8 per the
| care plan, The Intarim DON stated Resldent #2's

i 14 revealed she was assigned to provide care for '

|

!
|
i
i
i
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F 282§ Continued From page 22

i followed to ensure residenl safety.
F 323 483.25(h) FREE OF ACCIDENT
58=J' HAZARDS/SUPERVISION/DEVICES

. The facility must ensure that the resident

' environment remalns as free of accident hazards
i a8 is posslble; and sach rasident receives

_ adequate supervision and assistance devices to
4 == - == ~bpreventaccidentss — v e e e
|

|

| g
. This REQUIREMENT is not met as evidenced
Yoy

i Based on interview, record review, and review of

the facility's policy ard Incldent Report it was
! determined the facilily faled to have an effective
: system to ensure the residents’ envirotimant

" ramained a5 free of accident hazards as possible.

| The facllity fated to have procedures in place to

j ensure all lab specimens were stored in a safe

‘ secure area to prevent resident access for one

i {1) of three (3} samplad residents (Resident #1).

_(Refer to F281)

]

i On T0/19/M13 at approximately 8:00 AM, Resldent

" #1, who was sltting in a wheelchair in frant of the

| Heritage Unlt nursing station, was observed by a

. nurse 1o have a lab specimen tube of blood with

"the stopper removed, holding the tube ks his/her

1 meuth, Resident #1 had a red substance in

. hisfhar mouth; on hisfher face and hands; on the

! blarket coverlng Resldent #1's upper leg area;

s and, on the floor beside his/her wheslchair. A
second lab speclmen tibe of blood was lying on

! the floor naar Resident #1's wheelchalr, arid the

| biohazard specimen bag was lying on the blanket
! ;

E
|
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F 323: Continued From page 23 ;
' povering the resident's upper leg area. Resldent !

| #1 was assessed and laboratory tests were i

' obtained for both Resident #1 and the rasident

! from whom ths specimen was drawn. Based on i

the rasults of the assessment and tests no ]
negahve Impact on Resident #1 had been i

lidantified.

envirgnment remained as free of accident j
‘ hazards as pOSS!bIB was likely to cause sericus
Cinjury, harm, impalrment, or death, Immediate |
| Jeopardy (W) was identfied on 10£30/13, and was |
" determined to exist on 10/18/13. The facillty was
% notifled of the Immediate Jeapardy on 10/30/13,

An acceptable credible Allegation of Compliance
(AOC) was recaived on 11/01/13, which allegad
i removal of the Immediate Jeopardy on 1022113,
! prior fo the initlation of the abbreviated survey.
The State Survey Agency determined the
|\ deficient practice was corrected related to
environmental hazards on 10/22/13 as alleged n
‘ the AQC, therafore, it was determined to be Past
‘  Immediate Jeopardy.

! It addition, basad &n intervew, record raview,
, and review of the facility's policy It was
| determined the facility falled to ensure residents
i recetved adequate supervigion to pravant
{ accidents for thrag {3) of three (3) sampled
: residents (Residents #1, #2, and #3). Resident
i #1 experienced a fall on 08/04/13 wiich resulted
tin comolaints of pain and the resident being f.
. fransported to the hospital for evaluatlon. The
f facilty falled to ensure the personal tab alarm and|
f
|

| chair alarmm were in place at the time of tha fall,
l Resident #2 experienced a fall on 10/24/13 and
' the facility falled to ensure revislons to t1é carg

-J-Fhefacility's-fallure-to ensure-the residents' .. L.

]
Fszsi
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F 323’ Continued From page 24 | E 323E I : l
- plan. Residert #3 experienced falls on 082613 ! i , g
i and 08/08/13; however, the care plan was not : ; |
_revised to include addifional Interventions to | .
| prevent further falls. (Refer to E280 and F282) F323 !
| j ; :
} | ; - _
Therefare, it was determined the facility had i 1. Al d - , !
| ! . N 1. A lcensed nurse reviewed fall.
| continued non-compliance 3t 42 CFR 483,250 . it P A ali
- ragards to falls at.z Scope and Severity (S/5) ofal  investigations, uptated e care p Gint
i "B while the facillty develups snd implaments fﬁé";"“—_"-;for-rasidems.#l S and#toreflect |
! pian of Correction (POC) and the facility's Quality | ! fhe residents current needs and ;
_ Agsurance manitors the effectiveness of the : . conditions including fall risk ;
| systemic change. ; * : _
Y 4 ! { interventions and alsg observed the |
i The findings Include: E [ residents to determine that I!
| , | interventions were in place as directed P
" Raview of the facilly's policy titted "Collaction and ! ; ) E
| Transportation of Gpechnens' dated 02/15/01, I ; ";gltjl}m pﬁn Ofscaxzc%:t November 15, i
! : . Alarms and-Dycem wers S

{with @ revision date of 10/01/13, revealad the
 pelicy contained a process for obtaining blood
1 specimens and ensuring placement ina

| observed by & licensed murse and in
. place for Resident #1 on November 7,

" hlohazard specimen bag. However, the policy - )
 failed ic address where specimaens should he ! 2{}}53 Al Arger SIgn t c-‘rf:mmd the
| stored for lab plok-p- 3 resident to ask for assistance and non-
! é skid strips were put in place by a

: peview of an Incident Report dated 10418113, T ST .

| imed :30 AM, rovealed Resident#1 was found | 1166}156% nvﬁrsezéar Rcsm\a‘m’t #2 on

* sitting in & whaslehalr in fronl of the nursingd November 7, 2013, R@%ldﬂm #3 care

{ ciatior. Resident #t was noted tohave a "lab | plan was updated by a licensed nurse
\ on November 7, 2013 to-use a

! vial’ in hisfher hand wilh the "cap” t_{s tha_ "lah vial"
laying on the residents "lap’, Continuee review i wheelchair for outings and any slip on

i of the Incident Report revealed Resident #1 had & s
! srad colored residue” noted t hissher “face | shoes were removed from the
* around mouth and or: blanket and ftoor”. A’lad | residents room and returned to the _
| bag’ was "on the floor* in front of Resldent #1. | ! family on November 7, 2013, |
* Further raview of the Incident Report revealed s ! l
"head to toa assessment” was completed by staff | !
pen areas noted”. Resident #1 was I !

!

| with "no o '

transported to hig/her room znd “rrouth care” was | .

i completed by staff. ] ; ] i
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185265 8, WING I 11/05/2013 :
AME OF PROVIOER OR BUPPLIER STAEET ADORESS, CITY, $TATE, ZIP COOE . :
RANT CENTER 201 KIMBERLY LANE
A WILLIAMS TOWN, KY 41047
{X4] 10 ' SUMMARY STATEMENT OF DEFICIRNCIES ! 10 ! PROVIOER'S PLAN OF CORRECTION 155
prerX | {EACH OEFICENCY MUST BE PRECEDED BY FULL i OPREFI {EACH CORRECTIVE ACTION EHGULO BE i COMPLETION
TAG REGULAT ORY OR LEC IDENTIFYHNG INEORIMATION) ; TAG ! CROSS-REFERZNCED TO THE APPROPRIATE | DATE
: ! OEFICIENSY| ;
. : . :
. Fami g

F 323 | Continued From page 25

| Record raview revealed the faclity admitied
. Regidenl #1 on 0eM4411, and readmitted the
! resldent on 08/08/13, with diagnoses which

inclided Dement
| Disease, Review
" et (MDS) Assessment, datad

of the Annual Minimum Data

s-—erthe facilty-assessed. Rasident 28 B
Intarvigw for Mental Stalus (BIMS) store of twor

E {2) which Indicated severe cogni

 Review of a Nurse's Note dated 70/10/13 and
' bmed 5:30 PM, revealed at "around £:30 AM
i morning Resident #1 was noted to he sitting in
 front of the rurse's station. The Nurss's Mote
| stated "red-colored residus” was ahlserved on
| nagigent #1's face around the mouth ar
: blanket i Ris/her lap, and on the fHoor.
! raview of the N
_was provided and a hea
| was performed. Furthar review of the Note
revaaled Resldent#1's regponsiple party wag
i notlfled of this informaatior.

, Interview, on 10/28/13 at 1+15 PM, with Resident

| #1's daughter, who was the resident's Fowsr of

. Attornay (POA), ravealed on 1071813, at

! approximataly
a facuity staff person

{ peen siiling in front of

! gotten @ vial of bioo

. daughter ndicated she was told Resident #1

| opened |he vial of nlood and had ths blood all

" over him/her, including in hisher mouth.

|

' Intgrvi

i Practical Murse (
first employea o sea Resid
 bload on 10/18/13. She stated Resident #1 had

to tall har Resident #1 had

LEN) %1 revealed she was the

a, Disbetes, and Chronic Kldney

65714713, revealaed
t#1 to have a Brief

tve Impairment.

25:00 AM she recaived a call from

the nuree's station and had
d off the deak. Resident #i's

1

|

]
H

" that !

P
]

am, on ths |
Continued [
ote revealed orsl and denture care !
d to toe siin agsessment |

|
|
|

|

1

|

ew, on 10/30/13 at 10:40 AM, with Licensed

ent #£1 with the tube of |

| 2. The Director of Nursing/Assistant
Director of Nursing/Nursing unit

. managers completed an audit of all

" current residents fall investigations for
1 the past 60 days to determine that the
._care plans reflects the current needs '

 and conditions including fallvisk e
- interventions and that the i
i interventions weze in place as of :
© November 13, 2013. Any concerns

i identified were addressed at that time.

I 3, The Director of Nursing and
Assistant Director of Nursing re-
educated the nursing staff on Accident
| and Incident management including
supervision of residents, the
development of interventions with
falls and revising resident care plans
and the Nursing Assistant Care plans
with current needs and conditions
including but not limited to updating
care plans with fall interventions, and
signing items off the TAR. (Treatment
Administration Record) only as they
have been completed or validated as in
| piace as of November 15, 2013.

i
' .
! i
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CENTERS FOR MEDICARE & MEDICAID SERVICES
SYATEMENT GF OEFICIENCIES (1] PROVIOGF/SIPPLIER/CLIA (X2| MLATIPLE CONSTAUGTION (X3} DATE SURVEY
MO PLAN OF CORREGTION IGENTIFICATION NUMBER: & BULOING COMPLETED
C
185263 i 11/05/2013
NAME OF FROVIDER OR SUPPLIER STRECT AOORESE, CITY, GTATE, ZIP COGE
201 KIMBERLY LANE
GRANT CENTER WILLIAMSTOWN, KY 41097 |
“xy0 SUMMARY STATEMENT OF DEFIC IENCIES o PROVIOER'S PLAN OF SCRRECTION M-
PREF IX (£ACH OEFIGIENGY MUST RE PRECEDIEQ 6Y FULL . PREFIX (EACH CORRECTIVE ACTION SHOULDBE  ; COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INF ORIMATION; 1 TAG H CROBS.HEFERENCEQ TO THE APPROPRIATE DATE
! ! QEFICIENCY) :
; ! ;
F 323! Continued From page 26 ‘ F 3237 . i
| ootained the X of Dlood o ‘Qg‘gﬁg’g@dgzk ! | 4. All resident falls will be reviewed
gt [ne furse's S1aton. Indi- : : . . .
| not recall seeing tha tube of blood on the desk i | 10 determine that Interventions were
., when she received report that morning. Further ‘ | developed, care plans and Nursing
! intarview with LPN #1, on 10/31/13 at 10:10 AM, . Assistant Care plans have been revised
' ‘rev:ahaled (ab.ipi;itm:r;z:}zg ?(lw?f: S:G” placed | . 1o reflect the fall interventions
} on the nurses StaHoR piek g ; _ developed and interventions are in
e A approdmAtBly 155 PMy- F— - —+-place x-3 nonths bythe Di
 Interview, on 10/30/13 at approxamatsly 1755 PM ! -place X3 montis by.ne irectoref .
| with State Registered Nursing Assistant (GRNA) .  Nursing, Assistant Director of
| ¢4 ravealed she had followed a nurse from I ! o : cend
_ another unlt to the nurse's station on Resident : iuzs ng and/or L?‘Cmf* ed Nurse
| #1's unit on 10719713, She stated she observed | i LABAZLTS. Any concetns identified
' Resicent #1 sitting in his/her wheelchair by the | : will be corrected at that time. The
| s St DA e e e | | Administrator, Director of Nursing,
. 0lood on s/her clothes ano ploo sSC ng " . )
! out of his/her maLth. Accoring to SRNA#3, a ! and/or Nurse Manager will complete
\ nurse had a *vial” in her hand and asked SRNA . rounds of the center, weskly X4 weeks
| 43 to get some mouthwast. SRNA #3 stated she | ¢ then monthly X2 roonths to determine
: ?Tough:hRisr’ggl‘f“ “: hﬁgt 2;3”';;0“&9:&9 w' | that the environment remains free of
! olood, the eg ! pRanae. ! | accident hazards. A sumnary of the
" Interview, on 10/30/13 at 2:06 PM, with LPN #4, i audit findings will be submitted to the
E who was the facilimsuﬁegwsgjﬁ Olﬂ L foé? o :jf%. | Performance Improvement Committee
! revealed Resident #1 had a "vial" of blood in i ! by the Directo ot
" is/er hand and had blood on histher face and | y thth Df“ r of Nursing monthly x3
i mouth, on a blanket, and on the floor, LPN #4 | : monins for fUI’ ther review and
! indicated the facillty process had “aiways been’to i i recommendations.
" place lab specimens that did not require : !
- refrigeration on the nurse’s desk, at the nurse's | ;
| statian, for lab to plck ug. _ i
i P ; | 5. Completion date; 11/16/13
| Intarview, on 10/30/13 at 5:20 PM, with ' ;
! Reglstared Nurse (RN} #3 revealsd she was the E :
" night shift nurse who had ohtained tha two (2) i i
} ubes of bivad from ancther resident on another . ; :
| unlt on 10719713, She stated that she had taken | ! i
" the two (2) tubes of blood ta Resident #1's unit ¢ | :
i bacause the resident she had drawn e blood g . {
gvanl 10; CZ0EN Facility 10: 100584 If condration sheet F’agé 27 of 46
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TAG |

avlo SUMMARY STATEMENT OF OEFICIENCIES
PREFIX ; (EACH OBFICIENCY MUST BE PRECEOEO @Y FULL
! REGULATORY DR LEC IDENTIEYING INFORMATICHN)

! B ) FROVIGER'S PLAN OF CORRECTION : 11
PREFIX | (EACH € ORRECTIVE ACTHON SHOULO BE | SOMPLETION

N Y- I CRO$S-REFERENCED TO THE APPROPRIATE | OATE

: ; OEFICIERCY|

|

E

F 323. Continued From page 27
! from glgo hag a urine specimen to be picked up
: which was located In a refrigerator on the unlt
| where Resident #1 resided. She indicated that
Cway #ll the specimens would be inthe same area
i for lhe lab pick up. According to RN #3, she
 handed the specimen bag with the two (2) tubes
! of blood in It to LPN #5 ¢n Residant #1's unit.
! She stated there wag never a specific place for

.- —T-siaff—ioput-lail-siaedmens..waiting_foalab,,pick.up.__.:

Interview, on 10/31/13 at 10:05 AM, with LPN #6
 revesled RN #3 had brought biood spacimen
“tubes to her on 10/18/13. LPN #5 stated she put
i the blood specimen tubes, RN #3 had brought to
" her, on the desk at the nurse's station. She
; stated staff had always placed |al: specimens on
t the desk at the nurse's station for lab pickup,

! Interview, on 10/30/13 at 2:48 PM, with the
*Interfm Director of Nursing (DON) revealed she |
i raceived 2 call from facilty staff at approximately |
1 9:30 AM on 10/18/13. She stated staff notified
. her of tha incident at that time, The Interim DON
[ stated that she directed staff on what to do, and |
- notified the Administrator of the incident on her

i way in to the faciity. She further stated there was
i no system In place as to where to store lab
; spacimens that did not require refrigeration unti
E lab oicked the spsclmens uo.

| Interview. on 10/30/13 at 4:15 PM, with the

| Adminlsirator revaaled he was notified of the
, Incident Involving Resident #1 at approxlmately
i 8:00 AM on 10/18/13, He indicated he was
" Informed by staff it had always hesn the process
! to store lah specimens on the desk at the nurse's |
! station to await lab plckup. According to the
. Administrator, he had not bean aware staff was
| using this process for lab spacimens untll the

I F 323
i .
? !

1 : H
- t

’ ! i
H

|
! i
!

: :
| H
! |
4 H

b

'

i

' }
b
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C .
185285 B WING 11/08/2013
NAME OF PROVIGER OR SUPPLIER STREET AQDIRESS, LITY, STATE, ZIP ZOOE -
_ 201 KIMBERLY LANE
GRANT CENTER WILLIAMSTOWN, KY 41087
(x40 SUMMARY STATEMENT OF OEFICIENCIES ; 10 PROVIGER'S PLAR OF CORRECTION ! 151
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! ! . OEFIGIENGY]| )
! : !
I i :
F 323 |

F 323 Continued From page 28
| incident invelving Resident #1. He reported the
| procass had heen changed since the incident, i
t The Administrator stated e thought processes, !
 for lab specimens awaiting pickup, had been
| developed by the former DON who left the facility :
. September 2013. i

The faclity provided an acceptable credible

_ alleged removal of the |J effactive 1072213, i
| Review of the AOC revealed Ihe faclity )
implemented the following: E

| )
" 1) On 10/19/13, Resident #1 was assessed head |

i to toa with vital signs for any Injuries. No injuries
" ware noted.

!
2} On 101913, Incident report entzred into the
E facility electronlc system. . i

i 3) On 10/19/13 an entry was made to the i
{ Treatment Administration Record (TAR) of the

. exposed residert, Resldent #1, to monitor for i
! slgne and symptoms (§/8) of infection each shift
i to Include vital slgns every shift ime forty-eight |

| {48) hours. :

| 4) Gn 10/19/13 the Physician and family of each
 residert was notified,

! 8) On 10/19/13 lak work for the source resident

: was to ba re-drawn to comply with the original lab :
!; orders for this resident. Lab work was obtained !
. as ordered for both the source resident and

| Resident #1 after the incident to sereen for

" Human Immunadeficiency Yirus (MIV) and i
| Hepatitis B & C. No abnermalitles were noted on
" the initlal lab work for each resident. The lab work I

{ was to be repeated In three (3) months as

o e e E—AIIeg‘ation«a‘f—GOm;E)fial”!l,‘;e--(-A@{:-}-Oﬂ-1-1~f91f-13r-th31--‘5-~ e i i -
{ {

|
i ¥

t
§

if continuation sheet Page 28 of 46

FORM CHME&-26687|02-99 | Previous Varsions Obsokels Evard 10:C2OE1

Faciligy 10! 100534




. M GRANT MANDR BI K

PRINTED: 14/2062015

_ DEPARTMENT OF HEALTHAND HUMAN SERVICES . . . . . .. .. . . ... . . . FORMAPPROVED
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NAME OF PROVIDER OR SUPPLIER STREET ACDIRESS, CITY, STATE, ZIP COLE
: 201 KIMBERLY LANE
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e SUMMARY STATEMENT OF O&F ICIENCIES ! 10 i FROVIOER'S PLAN OF CORRECTION ix3)
SRERIK | (EACH DEFICIE NCY MUST BE PRECEOEO BY FULL PREFIX - {EACH CORREGTIVE ACTION SHOLLO BE 1 GOMPLETION
TadH f REGULATORY OR LSC KXENTIFYING INFORMATION| i TAG CROSGS-REFERENCEQ TO THE APPROPRIATE | OATE
! OEF K ENCY|
]
i ! ! i
F 323

F 323;; Continued From page 29 l i
' recommended by the Physician for further ! ! :
| monitering. i !

i B} 0N 10/19/13 a complete audit of the facility ; i

‘areas that were accessible to residents (nursing f ;

 station, medication carts, haliways, day rooms, . i :

! resident repms, dining rooms, showe! rooms, and | :

. lokby} was performed to determing that no i

- 4o == -~ L potenilally-hazardousllems were present and.f e B NN NV Sv— Y

. any other reskfent obtained ary |ab specimenor i ’

! other poientlally hazardous itern, Any items : : !

, identified were to be secured. No other concems - i ' :
B 3

¥

| wors identifiad after the audit, |

[ 7) On 1011915 the facllity developed a protoeol |

forthe storage of lab specimens while waiting for ;

| laks pick up. The protocol was for placement of & |

" bin in each medication room labelad "Lab ;

l Specimeny” for 2l pending lab specimens to be | E '
“stored Inunti) lab pick up. ) |

. 1 t

|
! 8) Cn 10/19/13 all nurses were educated by the .
.E)lreczor of Nursing ( DON)and Lnit Managers on ! ! f
! the new *Lab Specimepy” storags localion. . y
. Nursas were educated on gupervision of ; ! !
i ! rasidents antd te monitor for potentially hazardous | ; i
itamns in areas accessible to residents. All nurses | i
| were educated either in person or via telephone. ! ; ;
Al new hires will be educated on this protosol ; '
 during orientalion, The facility did not use agency | , ; ;

1 5'3?1’ i I .

, Q} On 18f21/13 education was provided by the . ;
" DON, Unit Manager, and Administrator for all |
{ nuraing assistants, therapy, activity, dietary, :
“housekeeping, social services, and malntenance | :
| staff 'n regards to sugerviglon of residents znd, to ! ;
~monltor for potentially hazardous tems Inaregs |
| sccesslble to residents. ‘

b <
! b
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(xayip SUMMARY STATEMENT OF OEFICIENCIES
(EACH GEFICIENGY MUST BE PRECECED BY FULL

PREFIX |
TAG | FEGULATORY OR LEC IDENTIFYING INFORMAT ION}

PREFIX

TAS
CEFICIENCY)

| PROVIGER'S FLAN OF CORRECTIOM ks
i {EACH CORRECTIVE ACTION SHOULO BE
CROSS-REFERENGEQ TO THE APPROPRIATE

, COMPLETION
| oare

v

)
F 323" Continued From page 30

j 10} On 10/18/13 and "angoing”, the nursing

i supervisor was to complete a round of the facllity |

! daily for five (5} days to inzlude a weekend day.
. The nursing supetvisor would then complete

! raunds weekly for three (3} weeks including a
“weekernd day ‘o determine that no potertlally

i hazardous items were accessible o residents,

o s G UGH-A 8- AD-SPECIN OIS e o

! 11} On 10/18/13 and "ongoing”, the nursing
supervisor was to audit utlization of the lab
! specimen storage bin each morning for fwo {2}
weeks including 2 weekend, Then the nursing
| supervisor was to audit utilization of the lab

" specimen storage bin weekly for four (4) weeks to |
jinclude @ weekend to determina that pending lab :

! gpacimens were gacure.

1 12} On 10/19/13 a message was left by the

" Administrator for the Medica! Director to notify
. him of the incident. On 10/21/13 the

: Adminlatrator discussed the incident in more

i detail with the Medlcal Diractor.

*13) On 10/21/13 an "ac hoc” (which means for a
| particular purpose only) Performance

! Improvement (P} meeting was held to review the ;

CADC plan for flurther review and
i recommendation.

14) On 10/18/13, the Administrator was educated

! by the Manager of Clinical Operations, on the
, protoco! for sterage of lab specimans and the

_ i expectations of the Administrator as indicated by |

_ the regulations,

!
“15) On 10/20/13, the lab was notified of the
[ incident and of the new faciity protecol for lab

£
H
i
i
]
;
|
i

£
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F fib?.‘Bi Continued From page 31
' specimen storage, !

| 16) On 16/19/13, the DON checked |ab vials in
the facility to determine that no defectlve lab vials

 were present.

171 On 10721/13, the Administrator perforrred a
! check of lab vials to determine that no defective

<

1= - labrvials werd Bres et s s e - o

! The State Survey Agency validated the
i implementation of the facilitys ACC as follows:

: 1} Review of the resident record revealed that on
1 107191 3, Resident #1 did have a head to tee ;
- ansessmeant cornpleted with vital signs. !

! 2) Review of the facllty's electronlc system for
Incident Reports reveaied the Incldent Repart :
j related to Resident #7 was emiered on 10/18413. E

. 3) Review of Resident #1 Treatment _
{ Administration Record {TAR) revesled the g
"resident was monitorad every shift for for-aight
i {48) hours for 8/3 of infection which included vital ;

gsigma.

. 4} Record review for both the source resident and g
"the axposed resident revesled thai the Physician

: and famiy were notified of the incident on i
110/19/13. :

i B} Record review of the source resident reveaied '
T that the labs were re-drawr to comply with the
,origirial lab order and for the new lab order on
[10119/13. Review of Resident #1's racord
revealed labs were drawn as ordered on i
i 10/19/13. Further record review for Resldent #1
' and the source resident ravealed lab results were |

If cominustion shest Page 32 of 48
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$10719/13.

F 323 Continued From page 32
filled in both of the medal records for Ihe labs
| drawn on 10/19/1 3 with negative resulis for both

. 8) Reviaw of the facllity's investigation binder
? revealad that audits of the facility areas
., dcoess'ble to residents was completed on

i

F 323

i
f

{ sheets.

[ 7) Review of ths facillty's investigation binder
revealed it contained the protocol dated 10/18/13,
| that was developad for safe secure storsige of
E lab spescimens that did not require refrigeration,

i 2} Revisw of tha facility's investigation binder
revealed all nurses were educated to the new lab
speoumew storage protocol and expectations
! gither in person or by te!epboﬁe by 10/21/13 as

l , avidenced by the sign-in shesets,

i Interviews on 11/01/13 at 2:25 PM, with Licensed

i Practical Nurse (LPN) #8; at 2:27 PM with LPN

- #7; at 2:30 PM with Registered Nurse (RN) #4:

Vand at 3:10 PM with RN #2, revealed they had

. been aducated and were awara of the new lab

[ protocol, These interviews revealed the nurses
_had also been educated on gupervigion of

§ rasidents and monitoring areas accessible to
; regidents for hazardous tems.

8} Review of the facility's investigation binder

| revaalad that aducation on suparvision of
_residents and to monitor the envirpnment for
| potentially hazardous ftems was somplated with
a!l nursing assistants, therapy, activity, dletary,

| housekeeping, social services, and maintanancs '

. staff on 10/21/13 as evidencad by thea sign-in

!
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F 323] Continued From page 33 £ 323)
| Interviews on 11/01/13, at 2:35 PM with State ! |
Registered Nurging Assistant (SRMNA) 46, at 2245 | ' :
. PM with SRNA #1; at 3:10 PM with SRNA #3, and f ‘
| at 4:00 BM with SRNA #2 revealed they had all !
receivad the education on supervision of
| rosidents and moniiaring areas accessible to
regldents for hazardous lterns, | ;

]

i_mteruiews with. otherfacility staff.on L1/0143, at_ | e
] 1:00 PM with an Activities pergonnel; at 3:30 pM !
with Housekeeper (HIK) #2; at 3:35 AM with HK | ;
=#1 at 3:00 PM with Cook #1; and at 3:15 PM with ~ :
' & Malntenance parsonnel, revealed they had al | ]
i been inserviced on the supenvision of regidents ’
! and monitoring areas accassible to residents for | i

; hazardous tems. .
|

' +
10} Review of the faclity's investigation binder | ‘
| revealed the nursing supervisor performad } i
" rounds of the facllity to deiermine that no , : )
2 potentially hazardous items were accessibleto | , i
residents, Review of tha forms ravealed the : : \
. rounds were initiated on 10/18/13 and they , i
| completed lhem daily for seven (7) days versus - ! ;
five {8) days; and, wera belng performed weekly i g
, for three (3} weeks.

i 11} Raview of the faciity’s investigation binder | | :
i revealed the nursing supewisor was audling the | : '
utilization of the Jab specimen storage hin gach | '
mommg for two {2) weeks which was initiatad on i

' 10/20/13. i ! :

i 12} Review of the facility's investigation binder |
: revealed the facilty's Medica! Director wag

i notified of the incident involving Resident #1 and
_the AQC plan, by the Administrator via a phone
| message on 10/19/13, Further review revealed | . i
_on 10/21/13, the Administrator covered the AQC ; ]
Evar:, 10: CZ0ET! Faciity 10; 100594
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! plan in more detail with the Medical Director,

13) Review of the facility's investigation binder K :
! revesled the Administrator did held an "ad hoe™ P i i I
_meeting on 10/21/13, o discuss the incident and : :
i AQC plan. Review of the documantation f f
revealed the DON, Socia) Services pargopnel, | ; :
l Minimum Data Set (EVE[}S) personnel, and Unit \

WMWM«--Managers were presentin the-meeting. ! .

" Addttionsliy review ravealed two |2} Phy&!mans . ,
i and the Med|cal Director participatad inthe P ;
" meeting via phone. Interview with the DON : ‘ ;
I confirmed a Pl meeting was held on 10/21113 ’
; with discussion of the incident and AQC plan. i ; :

i 14} Reviaw of the facility’s investigation binder
! and interview revealed on 10/18/13, the | !

1 Administrator wag educated by the Manager of i
' Clinical Gperations, on the protocol for storage of | ‘ :

| lab spaecimens and the expectations of the ! )
regUations in regards to the Administrator. ! !

i

E 16} Review of the facllity's investlgation binder . :

{ ravealed Med Lab, the lab uthized by the facility, .

" was notified on 10/20/13, of the faciity's new ! : !
i protocol for lab specimen storage of specimens ‘
" that did not requlre refrigeration, !
| H
|18} Review of the faciliity's investigation binder ' i
| and interview revealed on 10/18/13, the DON ‘ : '
“checked all 1ab vials and no defective vials were

i found,
. ! |

[ 17} Review of the facility's investigation binder
_and interview revaaled that on 10/21/13, the i ; ‘
i Administrator checked al! lab vials and no '
; defactive vials were found.

; i i
H H -E
;

i
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F 323 Continved From page 35 '

Adcf;tlcvna!ly, hased on observatlon, interview, and |
! record review it was determined the facility failed !
to implament interventions to prevent accidents )
{ ard to monltor and modify interventions as !

i nece ssary. i
I

Raview of the facilty's poliey tifled, )

| "Accidents/Incidents” with an sffectlve date of

}
i

F 323

= - e 01/08 -revealed.-the Mintentl_of the_policy was for
! the fanility to identify each resident at risk for
* accidents andfor falls, "adequately” cara plan

i thesa res'dents and implement procesdures te '

| prevent accidents. ;

|

! Interview with the Interirn DCON, on 10/31/13 at
| 5:40 "M, revesled the facility’s process for
i reviewing and investigating falls was for the IDT
. team to review the Incldent Reporis to datermine |
| what was going on at the time of the falls, see if
" there were any medical issues that contributed to
i the falls, and look at environmental lssues as
Uindicated. Then Interventions ware developed
j and added t& the care plan by the tinit Managers.
! She further stated Unit Managers were aiso |
responglble for adding the interventions to the i
i SRNA care plans. She continued by seying the
' Fall Risk Agssessments wera raviewed by fhe Unit '
, managers to ensure accuracy, E

1. Raview of Resident #7°s record revealsd an
l admission date of 06/11/11, and readmission date | E
of 09/08/13, with diagnoses which included ‘
‘ | Dementia, History of Falls, Depression and [
Anxuety Review of the Annual Minimum Data Set | ?
! (MDS) Assessment, dated 06/04/13 revealed the | ,
' faciity assessed Resident #1 &g being severaly
. cognitively impalred. Further review of the MDS |
! Agsessmanit revealed the fagility assessed

* Resident #1 10 fequire extenslve assist of one (1) |
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F 323 Continued From page 36 l
" staif pergon for all Activitias of Daily Living :
] (ADLs). Reviaw of the Resident Fall Evaluation
form revealad an assessment was completed on - |
, 05/16/13 and 05722713, Further raview of the

l form revesled if a "yes" was answered his
_indicated a fall risk factor. Review of the )
i assessments completed on 05/16/13 and ;
05/22/13 revealed a "yes” was angwered seven

i
¢

! falght (8) timesa on the 05/22/13 evaluation,
_indicating Resident #1 was at risk for falls.
i

I
Review of Resident #1's Comprehensive Care
i Pian dated 05/14/13, revealed a "rigk for falls”
' care plan with interventions which Included a
_chair alarm in chair, do rot leave Unattended ;
| while in wheelehair, Dycern (a product which
prevents slippage) under the Chux (a protective |
‘ pad) and wheelchair alarm,

. Raview of the Nurse's Note dated 05/22/13 angd |

tume;d 1:15 Pat, reveaed Resident #1 was "found” )

' sltting on the floor in front of the: chair with no :
p injury noted. Review of the Incident Report, :
| dated 05/22/13, revealad the resident was found |

in front of the ¢hair on the fioor. It Judher statad |
| the resident appeared to have slipped from the
| chair and the chair 2larm was n place.

| Further review of the care plan revealed it was
revised on 05/22/13, following the fall, foinclude
- the use of a personal taly alarm when the resident !

!was up in the recliner. - '

| Review of the Residant Fall Evaluation farm with
! an assessment data of 08/101/13 revealed "yes" |
. was arawered six (6) imes indicating Resident
| #1 had fall rigk factors, Reviaw of tha i

i

" Comgrehensive Care Plan with a review date of

%

i
¢
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I

; 08/12/13, revealad the intarveniion of not to leave ;
| fhi rezident unattendad while in the wheelchair l

" was dlacontinued.

| Additional review of & Nurse’s Note dated
0§/04713 timad 10:40 AM, revealed Resident #1

: was found on the floor, "valling out with ;

i complgints of pain” in the lower back area; :

e e~ — P 3EVEL-thEre was 1o dosume nted evidence of

j an alarm being in place. Further review of the
: Note revealed Emergency persomnel ware :
contactad ang transported Resident #1 to the

i hospital. !
| :

Feview of the Incident Report, dated 09/04/13 |
i timed 10:40 AM, revesled Resident #1 had been |
! tound on the flwor in “front of chair” with ‘
com plaints of lower back paln. Confinued review |
¢ of the Incident Report revesled Hesldent #1 was i
E transportad fo the hospital. Review of the !
hospital Radiology Report dated 08/04/13 timed
11:28 AM revealed no compression fracture was |
noted: however, "degenerative changes” were i
" nated in Resident #1's lumbar region of the spine. f
|1' Review of the Riak Management System (RMS) l
Vinvestigation form for the 09/04/13 fall revealed
the regident self-propeliad the whaelchair into |
his/her room and attemptad 1o self transter to the |
! rgeliner. It further indicated an alarmwasto be |
used for Resident #1; howsver, further review of |
i the form revealed no alarm was inplace on the
i resident's wheel chair at the time of the resigent’s !u

fall.

| Intarview, on 11/04/13 at 11:40 AM, witht Licensed |
' Practical Nurse (LPN) #3 revealad he was the ]
_nurse asslgned to Residant #1's care on 09/04/13 ¢
i when the resident fell. LPN #3 stated Resident |

b
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i 1 #1 was found lying in frart of the reclirer "ike”
he/she had tried to self-transfer to the recliner
i from the whesl chair. He further stated Resident
#1 did not have an glarm on his/her whae! chair
as care plannad to alert staff of attempts of
| setf-transfer. In addition, he stated It was the
" nurag's responsibility to ensure the alarms were
. in plage and working. Reviaw of the resldent's

_LPN #3 had signed off Resident #1's alarm was
Lin place on 0B/04/13. However, reéview of the
facility's investigation revesied ths alarm was not

| In place.

. Intarview, on 11/04/13 at 2:30 PM, with the
! interim DOM revealsd State Registered Mursing
" Asslstants {SRNAs) were to assure the slarms
- were in place each ime Resident #1 was
| transfarrad, Additional interview with the Intarim
DON revealed nurses were fo check alarms for
i placement and function every ehift and nursas
“were responsible to ensure the cara plan
- interventions wara Implemented and documeant
‘ thus on the rasidents’ TAR.

- 2. Review of Resgjdent #2's record revealad an

| admission dat of 03/08/1C, and readmission

" date of (1/30/13, wilh diagnoses which included

- Congestive Meart Falure {CHF), Chronic

| Obstructive Pulmonary Disease (COPD), and
Amnxety. Further recard review revealed a Fall
| Risk Evaluation form with assessment dafes of
02f28/13 and §3/09/13, with "yea” checkad

. indicating the resident was at risk for falls.

i

" Review of the Comprahensive Care Plan with a

E print date of 0471613 revealad a plan of care for
i risk for falls with interventlons which included:

; large reminder signs in the room to ask for help;

=_TraatmentAdm:mstfatlon Record {TAR) revealed_:
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F 323 Continued From page 38 i
! non skid strips besgide the bed on the floor; .

. discourage use of shoes withotst backs; |

[ encourage resident to ask for assistance when

" getting out of bed; provide reacher to assist with |

f picking things up; and have commonly used ‘
artlcles within easy reach. E

E Review of Resident #2's Annual MDS

i - S

s e -AS SRS STIONL, dated 05/07/13, revealed the facility. |
assessed the resident as having a potential for
falls. Furthgr review revegled Brief Interview for

i Mental Status (BIMS) acore of fifteen (15} out

t fifkzen {15) indicating the resident was assessed g
. a8 beng coghitively intact. Raview of the Care

| Area Assessment {GAA) Summary of the MDS

. for falls revealed Resident #2 was at risk due io

! balanee problemns; recelving antidapressant .

" tedication; and, the regident utllized a walker, |
i Further review of the CAA Sumrmary revealed
Peqlciervz #2 regliited assist from staff for ;

' , ambulaton.

" Continued record review revesled Resident #2 |
i had falien six (8) imas since 07/07/13 with tha
! last f2i oceurring on 10/24/113. Record review |
, revegled the falls oceurred on 07/07/13, 07/22113, |
’ 07128113, 09/04/13, 10/6M3 and on 10/24/13. I
Further review of the resident ' s record revealed |
| no documented evidence the facility assessed the;
! resident any further after three (3) documenied I
« falls v July of 2013, a documented fall on
} 09/04/13 and a documented fall on 10/15/13. i

i Review of the Incident Report, date 07/0713, i
* ravaaled Resident #2 was found outslde the
i faciity on hisfer knees. The resident stated f
i heyshe tripped over the walker. The resident had

. two (2} skin taars to the laft arm, Revlew of the 5
! care plan reveaied the facility added the !

i continua)ion shee) Page 40 of 48
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interventions to monitor the resident's galt and
| ancourage the use of a whee! chair as ngeded. ] f
! In addition the intervention was added to :
encourage the resident to ask for help if neaded. ;

]

i Raview of the Incident Report, dated §7/22/13
revaaled Resident #2 fall in the dining roem while | )
§ trying to get up from the chair resutting in skin | :

- — - aara-te-histher-arms—Furthenravisw.ofthe . : .
- Ingident Report revealsd no dacumsnted ; .

| avidence of the type of shoes the resident was | ,
wearing: however, review of lhe care plan ' f i
 revealed an intervention was added which stated |

! encolrage resident to use proper foolwear, shoes : i '

~or gripper socks and not to wear slip on shoes. :

; I

{ Review of the Incident Report dated 07/2813 ! | !
revealed staff heard the resident yell and heard & !

i thump. The residert was found naxt fo the bad ; !

¢ with skin tears to the right elbow and left shin and | :
a small Bump on the back of the resident's head. ; ;

: Further review revealed the resident stated : ]

! he/she was kneeding on the bed and fall :
backwards. Review of the care plan revealed an ]
i intervention wag zdded to éncourags the resident ! :

: not to knesl on bed and to ask for asslstance. i i

1

|

i Feviegw of the Incident Report dated 08/04/13 !
revealed the resident was found sitting in the i
" canter of histher room at 9:00 AM and stated she l

" fell while taking her breakfast tray to the halkway. :

i | Review of the care plan revealed an added !
mtewanhon which stated educate resident not to E
_earry lunch fray down the hall.

|

' Ravigw of the Incident Report dated 10/15/13 :

. revealad the resident was found sittlng in the floor ; ;
‘I of his/her room and the resident stated he/she i ;
: slid off tha bed and the resident was not waaring

Evanl ID:GI0E Facllity 10 100554
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i gripper socks, Further review of the Incident E
‘ Report revealed no indication that non skid sirlps *
; were in place on the floor beside the bed. E

. Review of the Incldent Report dated 10/24/13 i
i timed 8:15 PM, ravealed Resident #2 was in :

~hig/her room yelling "help”. Raview of the i
{ Incident Report revealed the nurse respondad

{ bad. Continued revigw of the Incident Report

"revealed Resident #2 stated he/she was tylng to |
: get up and go to the bathroom and “fell down™ !
! Further review revegled Resident #2 was
. Observed to have a skin tear to the right wrist '

g area, Review of the care plan revealed no !
documented evidence the care plan was revised .

| following this fall. |

! Observation on 10/31/13 at 11:30 AM, of :'
' Rasidernt #2'a room reveaied no evidence of larga

; reminder signs In the room 1o remind the resident

{ to ask for sasistance for transfers, Obsarvation
_did revesl a hand writtan slgn on the resident's

| reafrigemzor door approximatsly five {5} inches by

four (4) inches which stated “ask for assistance”,

¢ Dontinued ohservation of Residert #2's rocur

! revesled no evidence of norskid strips on the |

, floor besids the ded. ?

i
* Review of the Gtate Registerad Nursing Assistard
i (SRNA} Care Plan fram July 2013 to October

' 2013, revealsd no documentad evidence ithad ¢
_been updated to Incluyde for Rasident #2 to have
norwskld strips to tha floor beside his/her bed. !
Adnlnonauy there was no documented evidence |

f that Residert #2 was to have large reminder
signs in his/her room to request assistance for

i transfers.
i

S me,and found Rasident.#2_onthe floor_next jo ﬁhew__ e et s e e

{
|

t
|
i
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i Interview, on 1170413 at 2:38 PM, with SRNA#14
“revealed she was assigned to provide care for
i Resldent #2 "sometimes”. She stated she was
" not aware the resident was o have non-skid
{ string on the floor by the his/her bed. She further

i was on the ERNA care plan, Adcording to SRNA
" #14, she mowved around the facility's units "a lot®

!

" atated it would he "very helphul” if this information |

e eeemei-ANCL D Ing2.did change. with residents_cara.

i Interview, on 11/04/13 at 3:54 PM, with SRNA

" #12, who providad care for Resident #2,

| revealed to have non-skid afrips to the floor by
" histhar bed. She reviewed the SRNA care plan
i and stated the information for Resident #2 to

| Interview with the Linlt Manager/Registered Nurse
(RN} #2, on 11/01/13 at 12:10 PM, revealed it

H

!and the nurses' responsibility to ensure all care

i olan intarventions were in place and implemernt

! far sach resident. She further stated Resident

. #2's care plan was not revised after the 10/24/13
| fall and was not followed for fall interventions,

facility admitted the rasident on 12/28/11, with

_E and Diabstes. Review of the Camprehensive
i Care Plan dated 12/28/11 revealed a falls risk
' carg plan with interventions which included

i as neadad, non-slip foatwear, remind resident to
1 use call light prar to ambulating or fransferring,
fand have commonly used articles within sasy

: reeach.

have non-skid sirips by his/her bed was noton it !
! was the nurses’ responsibility to ensure the SRNA

: care plans wete revised with current Interventions

| 3. Review of Resident #3's record revealed the '

| diagnoseas which included: Alzheimer's Diemeniia |

: re-aducate resldent as need on proper foot wear

¥
H
i

{
{

!
I

|
|
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i Review of the Nurse's Notes revealed Rasidant
" #3 experienced falls on 08/23/13, 06/26/13 and |
; 08/09/13. Continued review of Resident #3's :
" racord revealed no documented &vidence of the |
i completion of Fall Risk Assessments after the
_resident bad documented falls on 08/23/13and |

foB/26/13.

- eere — LReview. of tha.Incident. Reported datad, 06/23(13 __
. at 7:00 AM revealed Resldent #3 fell when :
| walking to the bathroom. Review of this Incident
. Report revealed Resident #3was noted to have i
I no shoes on at the time of the fall, even though
. the care plan inlervention was to ensure the I
! resident bad non-sllp footwear on, Further review -
- of the care plan revealad an intervention add to !
! re-educate the resident on the need for j

; appropriate footwear, :
1 N
Review of the Incident Report date 06/26/13 at |
| 11:00 AM ravealed the resident was on an outing E
_with the Activity Director when he/she became |
| dizey and fell. Interview with the Activity Director,
_on 11/08/13 at 3:05 PM, raevealed she discussed
| the root cause of the fall with the Unit Mangger |
and they determined the rasident would reguire a
[ wheel chair on future outings. However, review of
~the care plan revealed no desumentad evidence
¢ the care plan was revissd o includa this
T interventions, interview with the Unit Manager,
i on 11/0413 at 11:30 AM, revealed she hed talked |
" with the Activity Director about the intervention to
: use a whee! chair on outings but she falled o |
 revise e care plan with this Intervention, She
: further stated becauss the care plan was not
! rovised the resident could go en an osding without :
( the assistive device of a whee! chair. i
: Review of the Falls Risk Assessment, dated !

|

i
{

i
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* falls.

‘caused the fall,
{

. falls.
i

e e L OE RIS NCId BNE Hoporiravealed. Resident 3
. stated hefshe *just fall" and wasn't sure what

F 323 Gontinued From page 44
07/1213 revegled the facility assessed the
 residént as not being at high risk for falls, even
, thougt the resident had experlenced two (2} prior

" fraview of the Incldent Report dated 08/09/13
i revesled Resldent #3 was found sitting on the
, flgor in his/her room in front of the sink. Review

AN PLAM & SORRECYION
c
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! Eurthsr review of the Comprehensive Care Plan
i rpvealed an intervantion for the 08/08/13 fall to
, obtain & urinalysis to rule out & urinary tract
Finfection (UT)). Review of the record revealed a

. handwritten note dated 0%/(08/13 which notified

" the Physician of the fa. Continued review of this
1 handwritten note revealed the nurse reguésted
" permissian to perform a urinalysls related to

| Resident #3 not having had one performed for
, "several months". Revisw of the note revealed
i the Physicign approvad the request on 09/11/13;
, however, tha nurse recelving the Physician's

i approval noted the residaent was no longer

: symptomatic and she would not obtain the

! urinalysis at that time. Further review of the

; Comprehensive Care Plan revealed it wag not
' revized gfter the decision was made to not

; complete an urinalysis or for any additional

' Intesrventions fo prevent further falla.

! Review of the Fall Risk Azsassment dated
i D9/27/13 revealed the faciity bad not assessed
" Resident #3 &8 being a high risk for falls even
! though the rasident had experienced three (3)

+Interviaw, on 10/31/13 at 5:40 PM, with the

P

i
L

i
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. Intarim DON, reveaied she looked 2t all falls, and | 1
I “‘coynted them all Up" for the facillty's Clualrty :
' Assurance {GA) meeling, She stated twas the
- rasponsibility of the Unit Managers to raview the E
| Fall Risk Assessments for accuracy and to : .
* ensure the care plans were tevised after each |
; fall, She further stated it was tha Unit managers' |
respuns!ialllty to ansure care plan interventions ;

~=———ﬂ—m——-were-¢m plementad. 3he indicated she.was
i unawars of the faclity's glactronic system for :
tracklng and trending falls; and, had not recsived 4
tralmng on the gystem for the wacking and | :
i - trending of falls, { i

" Interview, on 10/31/13 at G:00 PM, with the

. Administrator revesled he "thought' the Interim :
| DON had been trackmg and trending falls since :
" the Yormer DON left in September 2013, He i ) X
 atated he refied on the former DON o ensurs all - i !

E falls wers investigated {o ensurs interventions . :
" were impiemented. He stated he did notknow | . :

| the Interim ON had rot been trained on the | !

| facillty's electronic syatem for tracking and :

“trending fadls. : E

| o

FORM DMS-256702-99) Previoug Veisions Obsolele Every 10:CZ0E Factiyy 10: 100654 If continualon shaet Page 48 of 46




