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An Abbraviated/Recertification/Extended Survey
was conducted 07/21/15 through 08/06/15.
Immediate Jeopardy was Identlfied on 07/24/15
and determined to exist on 07/04/15 in the areas
of 42 CFR 483.10 Resident Rights, F157 at
Scope and Severity (S/S) of “J*; 42 CFR 483.13
Resident Behavior and Facllity Practice, F224 at
S/S ol "J3"; and, 42 CFR 483.20 Residant
Assessment, F282 at 8/S of “J*, Substandard
Quality of Care was identifled at 42 CFR 482,13
Resident Behavior and Facility Practice. Tha
facility was notifled of the immediate Jeopardy
and Substandard Quality of Care on 07/24/15.

QGn 07/04/15 at 2:30 AM, Resident #18, who
required total assistance with transfers and
toileting, was found alone In the bathroom, sitting
on a bedside commods, yslling for help. The call
light was wrapped around a support bar and
could not be activated. The evening staff failed to
communicate to the night staff the resident had
been placed on the bedside commods at 9:15 PM
on 07/03/15. The facility staff falled to conduct the
scheduled routine checks on the resident and left
the resident sitting in the bathroom alone with no
method to call for help for greater than fiva (5)
hours. When the resident was found, on 07/04/15
at approximately 2:30 AM, the resident
complained of being cold and experienced pain
and numbness In the hips/buttocks area. The
resident had a diagnosis of Muitiple Sclerosis and
was tolally dependent on staff for transfers and
toileting needs.

An acceptable Allegation of Compliance (AQC)
was racelved on 08/03/15, alleging the removal of
immediate Jeopardy on 07/29/15, The State

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (41) PROVIDER/SUPPLIERVCLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: AL COMPLETED
186057 8. WiNQ 08/06/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE —
" 797 NORTH LINCOLN 8LVD
SUNRISE MANOR NURSING HOME HODGENVILLE, KY 42748
(X4) ID SUMMARY STATEMENT OF DEFICIENGIES i PROVIDER'S ALAN OF CORRECTION 5
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 000 | INITIAL COMMENTS F 000

\ny defi

wagram patlicipation,

ABCA Y DIRECTOR)S OR PROVIDER/SUPPLIER REPRESENTATIVE'S BIGNATURE TITLE . a ) DATE
’
o4 ﬂ@&( /2241_ QQHW 7/;//0/
} at

statement ending with ey astBrisk () denotes a deficiency which the institution may be excused from corractin
ither sBleguards provida sufficlent protestion to the patlents. {See Instructions.) Except for nursing homes, the fin ngs.
ollowing the date of survey whather or nat a ptan of correction is pravided. For nursing homes, the above findings and
lays following the date these documents are made avallable to the facllity. If deficiencles are cited, an approvad pl

SEP - 9 2015

‘ORM CMS-2587{02-88) Pravious Varsions Obsoleta Event tD: BE37{!

Facllity I0: 100277

|

oericoleonkrmTshedtPige 1 of 02

oA GICN OF HEAL Ty CARE FACHITIED AND SETMCES




DEPARTMENT OF HEALTH AND HUMAN SERVICES

__CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/20/2015
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION 0(3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
. 185057 B. WING 08/06/2015
NAME OF PROVIDER OR 5UPPLIER

OMB NO. 0938-0391

SUNRISE MANOR NURSING HOME

STREET ADDRESS, CITY, STATE, ZIP CODE
717 NORTH LINCOLN BLVD
HODGENVILLE, KY 42748

(X4 1D
PREFX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATOHY OR LEC IDENTIFYING INFORMATION)

D
PREFIX
TAGQ

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROFRIATE
DEFICIENCY)

F 000

F 157
55=J

Continued From page 1

Survey Agency (SSA) validated ihe Immediate
Jeopardy was removed on 07/28/15 as alleged
prior to exif on 0B/08/15, which lowered the
Scope and Severity to a "D" at 42 CFR 483.10
Resident Rights (F157), 42 CFR 483.13 Resident
Behavior and Facility Practice (F224), and 42
CFR 483.20 Resident Assessment (F282), while
the facliity develops and implements the Plan of
Cormection (POC), and the facility's Quallty
Assurance (QA) manitors the effectiveness of the
systemic changes.

The Division of Health Care also Investigated
complaints KY23580 and KY23633 and found the
allegations to be unsubstantiated. However,
related deficlanclas were clted.

Additional deflclencles wera cited during the
Abbreviaied/Recertification Survey with the
highest scope and severity of a "F".
483.10(b)(11) NOTIFY OF CHANGES
(INJURY/DECLINE/ROOM, ETC)

A facility must immediately inform the resident;
consull with the resident's physician; and i
known, nolify the resident's legal representative
or an Interested family member when there is an
accident involving the resident which results in
Injury and has the potential for requiring physician
intervention; a significant change In the resident's
physical, mental, or psychasoclal status (le,a
deterioration in health, mental, or psychasoclal
status In sither fife threatening conditions or
clinical complications); a need to alter treatment
significantly (i.e., & need to discontinue an
existing form of treatment dus to adverse
consequences, or to commence a new form of
treatment); or a declsion to transfer or discharge

F 000

F 157

Sunrise Manor does not believe and
does not admit that any deficiencies |
existed before, during or after the
survey. The facility reserves the right |
to contest the survey findings through
informal dispute resolution, formel
appeal proceedings or any
administrative or legal proceedings.
This plan of correction is not meant to
establish any standard of care,

contract obligation or position and the
Facility reserves all rights to raise all |
possible contentions and defenses in l
any type of civil or criminal, action or
proceeding. Nothing contained in this ‘
plan of correction should be
considered as a waiver of any
potentially applicable peer review,
Quality Assurance or self-critical
examination privilege which the
facility does not waive and reserves
the right to assert in administrative,
civil or criminal claim, action or
proceeding, The facility offers its
response, credible allegations of
compliance and plans of correction as
part of its ongoing efforts to provide
quality of care to residents.

F-157

Residents Affected:

For Resident # 16, on 7/24/15, the
Director of Nursing informed the
responsible party for Resident #16 of
the incident that occurred on 7/4/15

q/ss/'s]
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F 157 | Continued From page 2 F157| and what interventions had been put
the resident from the faciiity as specified In into place at the time of the incident.
§483.12(). The attending physician was notified
The facility must also promptly notify the resident Ofth? mc1dengby Dl s

. Nursing on 7/25/15. On 7/25/15, the
and, It known, the resident's legal representative Director of Nursing conducted
or Interasted family member when there is a Nursing ]
change In room of roommate assignment as follow-up visit with Resident #16 and
speciﬁd in §483.15(e)(2); ora change n a fo]lOW'.up cal] w‘th RCSIdBn.t #16 5
resident rights under Federal or State law or Responsible Party. Both Resident
regulations as specified in paragraph (b)(1) of #16 and the Responsible Party
this seetlon. verbalized understanding and
The facllty must d and periodically updeb satisfaction with the outcome and
acility must racord and periodically update g : ;
the address and phone number of the resident's interventions that were put in place.
legal representative or Interested family member. Residents Potentially Affected:
Residents of the facility have the
potentiel to be affected by this
This REQUIREMENT s not met as evidenced deficient practice. Beginning July 25-
by: 27, 2015, all incident and accident [
Based on cbservallon, Interview, record review, reports Since June 1, 2015 were i
and raview of the faciliity's policy, it was audited to help identify any concerns
g;;:’;“;’;‘:gg;facl:gg?e‘e;;"p'l‘;‘s’;laa: ﬂf:;“"e of suspected abuse/neglect and for
notitied segarding an incident that had the phyi.}icnag amé rm;:‘:lnglble party £
patential for requiring physician intervention for L R mstances of ol |
one (1) of the twenty-nine (29) sampled residents notification were observed. Atthis |
(Resldent #16). time the physician and family were
notified of these concerns. Beginning |
On 07/04/15 at 2:30 AM, Resident #18, who July 28, 2015 any residents’ chart
required total assistance with transfers and who had a change of condition is
toileting, was found alona In the bathroom, sliting audited and reviewed in morning
onha bedside corr&mode, yelling for hﬁlp. Th: call clinical meeting. One aspect of this
light was wrapped around & support bar an . s : :
could not be activated. The evening staff fallad to aut!xtlrevuew 8 t.o lllelpf;dent:ify
communicate to the night staff the resident had reg:dents potent:el.y a ecte' by
been placed on the bedside commade at 9:15 PM failure of the facility to notify
on 07/03/15. The faciity staft falled to conduct the physicians or responsible parties.
scheduled routine checks on the resident and left
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F 157 Continued From page 3

method to call for help for greater than five (5)
hours. When the rasident was found, on G7/04/15
at approximately 2:30 AM, the resident
complained of being cold and experienced pain
and numbness In the hips/buttocks area. The
resident had a diagnosis of Multiple Scierasis and
was totally dependent on staff for transfers and
tollating needa. There was na documented
evidence the resident's physician had besn
notifiad of the incldent until 07/27/15, twenty-three
(23) days after the Incldent occurred and surveyor
intervention.

The facility's fallure to notify the physiclan ot an
incident that had the potential to require medical
intarvention haa caused or is likely to cause
serious Injury, harm, impalrment, or death lo a
resldent. Immediate Jeopardy was Identified on
07/24/15 and determined to exist on 07/04/15.

An acceptable Allegation of Compliance (ACC)
was received on 08/03/15, alleging the Immediate
Jeopardy was removed on 07/28/15. The State
Survey Agency validated the Immediale Jeopardy
was removed on 07/28/15, as alleged, prior to
exilt on 08/08/15. The Scape and Severity was
lowered 1o a "D" while the facility develops and
Implements the Plan of Carrection (POC), and
the facility's Quality Assuranca (QA) monitors the
effectiveness of the systemlc changes.

The findings include:

Revlew of the facility's policy tiled Change in
Resldent's Condition, revisad Cctober 2013,
ravealed the physiclan was to be notified of an
accidant or incldent involving the realdent. The
notification was to ba mads within twenty-four

the resident sitting in the bathroom alone with no {

F 157} Systemic Meagures:

Nursing staff was educated by the
SDC on 7/26 — 27/15 regarding the
impostance of notifying the physician
and family of any incident that has the !
potential to require physician
intervention. Beginning July 28,
2015, any changes of condition for
our residents are being reviewed in
daily morning clinical meeting, which
are held Monday through Friday cach
morning and the record reviewed by
our Nursing Administration team to
assure that physician and family
notification has occurred. If omissions
are found, the Nursing Administration
team will (1) Contact the Physician
and/or the family to inform them of
the change of condition and (2)
Conduct re-education and/or
disciplinary action with the stafl
member who did not contact the
physician or family.
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F 157} Continued From page 4 F157| Monitoring Mcasures:
{24) hours, except in medical emergencles, of a A Quality Assurance Performance
change occurring in the resident's medicalmental Improvement meeting was held on
condltion or status. July 26, 2015 at 3:15 pm with a
Revlew of the facilty's investigation, Inltiated on P hys_:cmn ‘T"ho is covering for the
07/04/15 Medical Director who was on
, revealed written statements were i the Administrator, Assistant
obtalned from Certified Nursing Assistant (CNA) vacation, the Admimistrator, ASSIS
#2 and Licansed Practical Nurse (LPN) #1. Director of Nursing, a C.N.A./Central
Review of CNA #2's writtan statement, daled Supply Director, Admissions
07/04/15, revesled she was conducting & second Director, Customer Experience
routine check at 2:30 AM [on 07/04/15}, when she Director, and Signature Care
heard the resident yelling behind the ciosed Consultant. One of the topics
bathroom door. She found the resldent siiting on discussed included the importance of
e L G R o physicin andlo il noiGcaion
from activaling the call light. Review of LPN #1's of changes of condition that might
written statement, dated 07/04/15, revealed the possibly require physician
alde reported Resident #16 was sitling on the intervention. Beginning July 28, 2015
bedside commode and believed the resident had daily, Monday through Friday for 8
been on tha commode since 9;00 PM the weeks, 10 charts will be audited for
previous shift [07/03/15]. The LPN documented documentation to include notification
the resident camplained of hip pain and the of the physiciun and/or family for
rasident's ankles were swollen; however, this was changes in condition of the resident
rr:::lg:ﬁ?rg éi;: srtees;deqt was up too long. The that potentially could require
pain medication. The nurse hysician int tion. Results of
did not Indicate sha had notified the physician of physician interveniton. =
the incident. these and other audits will be brought
to the monthly QAPI meeting for
During the Resident Council Group Meeting, review times 6 months, At the 6-
conducted on 07/21/15 at 1:30 PM, Resldent #16 month point the QAPI Team will
revealed he/sha had been left on the bedside decide the frequency of ongoing
commode for approximately five (5) hours and audits.
was unable to activate ths call light.
A private interview conducted with Resident #16,
on 07/22/15 at 9:30 AM, revealed he/she had
been placed on the bedside commade at
approximately 9:15 PM on 07/03/15 to perform
his/er nightly care and to use the bedslide
FORM CMS-2587(02-99) Pravious Versions Ohsolate Event ID0:BE37 11 Facility 1D: 100277

It continuation shest Page 5 of 92




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/20/2015

Raview of Resident #1 6's clinical

a re-admission on 04/30/13, with

and off the taltet.

commoda. When the residert triad to activatg
the call ight for assistance from staft, the call light
would not activate because It was wrapped
around a support bar in the vathroom. The
resident stated he/she had yellad out for help
several times but nobody came. The resident
gtated when hefshe was found, they werae cold
and shivering (resident was dressed in a gown),
with pain to the hips/buttocks, and the antire body
was numb, Tha resident stated he/she requested
pain medication and a blanket after the incident.

the faciiity admiited the resident on 01/19/12 with

Multiple Sclerosls {(MS), Hypertension, Thyrold
Disorder, Osteoporosis, Hight Shoulder Paln,
Anxisty, Muscle Weakness, and Dysphagia.

Review of tha quarterly Minimum Data Set {(MDS}
assessment, dated 0B/26/15, revealed the facility
conducted a Brief Interview for Mental Status
(BIMS) test with the rasident scoring a fifteen (15)
out of possible fifteen (1 5), mean
was Interviewable. The facility assessed the
resident to require extensive assistance of two (2)
persons for all transfers and tollating needs. The
resident was nan-ambulatory. The facility
assessed ihe resident's balance to be unsteady
and required staff assistance when moving on

Revlew af the comprehensive care plan, dated
03/20/15, revealed Interventions to gbsarve and
raport pain, numbness or tingling, edema, and
genaral weakness related to the resident's MS,
shoulder paln, and muscle spasms. The facliity
daveloped an Intervantion to report changes in
pain lacatlon and typs to the physician.

record revealad

diagnoses of

Ing the resident
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Review of the Nurses' Notes, dated 07/07/15 at
2:30 AM, revealed Certified Nursing Assistant
{CNA) #2 reported the resldent was in the
bathroom for a “lengthy” time, A skin
assaessment was conducted and pain medicatlon
was given for muscle aches. There was no
documented evidencs the resldent's physician
was natifled.

A telephone Interview with LPN #1, on 07/23/15 at
1:40 PM and 0B/04/15 at 4:05 PM, revealed she
was the House Supervisor and working as a staff
nurse (passing medications) on the night of
07/03/15 to earlier morning of 07/04/15. She
stated between 1:30 AM and 2:00 AM, CNA #2
reported Resident #16 was found in the bathroom
alone sitting on a bedside commode. Tha CNA
told her the resident stated he/she had been on
the bedside commads since 9:15-9:30 PM on
07/03/15. She said she assisted CNA #2 with
transferring Resldent #16 to bed and she
performed a full body assessment. No Injury was
notad. Shae stated the resident complained of hip
pain and the resident's ankles were swollen. She
stated the reslident requested a pain medication
and she administered as requested. The LPN
stated she had not notified the family or physician
of the incldent,

Intarview with the Social Worker, on 07/23/15 at
2:35 PM, revealed she was respansible for
investigation of abusa/neglect and worked with
the Administrator with oversight of the
Complaint/Grievance Forms. She said with any
incident such as the one involving Resident #16,
a Complaint/Grievance Form should have been
completed and the notification of the Physiclan
and family would be decumented on the form.
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Howevar, she stated she had not investigated the
incident because she was Informed by the
Administrator (previous/former) it had been taken
care of. She was not aware the resident's
physician had not been natified of the Incident.

Interview with the Director of Nursing, on
07/23/15 at 5:20 PM, revealed she found no
documented avidenca the resident's physiclan
had been notlfiad of the incident. No
ComplaintGrievance Form was completed;
therefors, the physician was not notified of the
Incident {0 determine if a change In treatment was
neaded. She stated this was an Incident in which
she would have notifled the physician.

Interview with Resident #16's physiclan, on
08/04/15 at 12:36 PM, revealed he leamed of the
incident on 07/27/15. He staled It was reportad to
him by the Director of Nursing after surveyor
Intarvention. He was informed Resldent #16, who
was dependent on staff for transfers and toileting,
was laft on tha bedslde commode for greater than
five {5) hours. He verified he had not been
notitied right after the incldent and dus to the
resident's advancad MS, he would have wanted
to be notifled of the incident. He saw the resident
on 07/07/15 and if he had been aware of the
incident, ha would have assessad the rasident
differently and asked more questions regarding
pain,

Raview of the acceptable Aliegatian of
Compliance (AQC), dated 07/29/15, revealad the
facility took the following immed|ate actions:

1, Resident #16 was removed from the bedside
commode and transferred to the bed and
agsessed by Licensed Practical Nurse (LPN) #1
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after the occurrence on 07/04/15, Swelling was
noted to the Resident #18's ankles that dissipated
by 3:15 AM. Resldent #16 received pain
medication (Norco) at 2:40 AM dus to complaints
of hip pain. Evaluations and assessments were
continued through 07/07/15 with no new
congems.

2, Certified Nursing Asslistant (CNA) #2, who was
assigned to Resident #16 on the night shift
recelved a coaching and counseling sessian by
LPN #1 and Registered Nurse (AN) #3. An
investigation of the Incldent was initiated by LPN
#1 and AN #3.

3. Resident #16 was seen by a Orthopedic
physiclan on 07/07/15 with orders for Physical .
Therapy and Occupational Therapy. Resident #16
was placed on case load from 07/09/15 through
07/24f15. No change of transfer status was
identified.

4. The rasident's primary physiclan was notifled of
the occurrence involving Resident #16 baing left
on the bedside commode for an extended period
of time on 07/24/15 by the Director of Nursing
(DON). The Responsible party was notifled on
07/24115 by the DON.

5. On 07/26/15, the Director of Pragram
Development reviewed the personal files of CNA
#2 and LPN #1, who were assigned to FResident
#16 the night of thae allegation, with no concerns
pertaining to thelr abuss registry and back ground
checks.

6. Resident #16 was evaluated by the Customer
Service Coordinator for the abllity to use a call
light on 07/25/15 and tound it was difficult for
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him/her to use the current call light. Resident #16
recelvad a new touch based cali light on
07/2515. The call ight In the bathroom for
Resident #16 was evaluated on 07/26/15 by the
Reglonal Plant Operations Director and replaced
by Technical Solutions onh 07/28/15.

7. All residents were assessed for any signs and
symptoms of abuse and neglect, Residents with a

‘Brief Interview of Mental Status (BIMS) score of

groater than eight (8) were Interviewed by the
facility's Interim Administrator, DON, Minimum
Data Set (MDS) Coordinator, Quality of Life
Director and Medicai Records for any
abuse/neglect concerns starting 07/24/15 and
concluding on 07/27/15. One cancam from the
Initial audit was a concern regarding staffing.
Residents who were Identifled to have a BIMS
scora of less than sight (8), were physically
assessed by the Nursing Administration Team for
any signs and symptoms of abuse/neglect, no
new concerns were identified. Beginning
07/28/15, skin assessments would be complated
each shift for ten (10) residents with a BIMS
score of elght (8) or less then decreased to three
times a week on 08/10/15 by the licensed nursing
staff. An attempt to contact Residents’
Rasponsible parties In regards to any
abuse/neglect concems began 07/24/15 and
concluded on 07/27115.

8. The facility's Interim Administrator, DON, MDS
Coordinator, Quality of Life Director, Madical
Recards and Central Supply were educated on
07/24/15 by the Signatura Care Consultant on the
abuse policy and procedure, to Include but not
limited to a thorough investigation, neglect, and
reporting immediately. Department Administrative
Managers were educated on 07/24/15. A total of
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saventaen (17) Department Head members wera
education on 07/24/15. Department
Administrative Managers that did not receive the
aducation could not return to work untl! abuse
education was provided, and a post-test
adminlstered with a 100% score obtained. Al
were raviewed for compliance by the Signature
Care Consultant. The facility does not utilize
Agency Staff. The Interim Administrator and/or
the DON was responsible for ensuring staft
members were educated prior to returning to
work,

9, Once the facliity's Interim Administrator, DON,
MDS Coordinator, Quality of Life Director,
Medical Records and Central Supply were
educated, then they were assigned to educate the
staff on the facility's Abuse Policy, to Include but
not limited to, a thorough investigation, neglect
and reporting Immediately, on 07/24/15 and
continued until 07/28/15. Staff that had not
worked as of 07/28/15 wouid receive education
prior to returning to work. Training was performed
{ace to face In arder to faclliiate discussion end
questions and included examples of tems that
would be considered as reportable. Staft
members would not return te work until abuse
education had been provided, post-test
compieted with a score of 100 %. If the staff
member did not achisve a score of a 100 % on
the post-test, the staff member would be
re-educated on the Abuse Policy and Procedures
and given the post-test again. The procass would
continue untit the staff member achieved 100 %
on the post-test. Any staff member who was on
vacation or Family Medical Leave would be
provided the abuse/neglect education and given
the post-test before allowed to ratumn to work.
with & score of 100 % to be achieved on the
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post-test. The interim Administrator and the DON
were respansible for ensuring this occurred,

Every shift beginning on 07/28/15, ten (10) steff
members on each shift would be glven the
post-test for abuse/neglect by the Interim
Administrator, DON, Assistant Director of Nursing
(ADON), Quality of Lile Director and Plant
Oparations Director. A score of 100 % would be
requilred, if less than 100 % the employee would
be reinsarviced end then given the post-test
again untll 100 % compliance was obtained.

10. All new hires will receive abuse/neglect
educatlon during orientation and would be given a
post-test to achieve a score of 100 %. If the new
staff member did not achieve a score of 100 % on
the post-fest, the new staff member would have
1o be re-educated by the Staff Davelopment
Coordinator and DON and be glven the post-lest
to achlave a score of 100 %. This process would
continue untll the new employee achieved a score
of 100 % on the post-test. The Interim
Administrator and DON would review the
Post-tests given daily for any noted concerns.

Any concarns would be addressed immediately.

Al new hires would complete six (6} modules of
the CMS *Hand in Hand" training, during the
general orfentation period by the Stalf
Development Coordinator. The facility was in the
process of all stafl completing the CMS “Hand to
Hand* training and one module wauld be
assigned per month until all the modules are
reviewed.

11. Beglnning on 07/24/15 and concluding on
07/28/15 100 % audit of all call lights in the facllity
were conducted, by the Interim Administrator,
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DON, MDS Coordinator, Quallty of Life Director,
Medical Records and or Central Supply, checking
that the call lights were in working order and that
the call lights were accessible for each resldent
and the resident had the ahility to use the call
light. The Initial call light audits were reviewed by
the Signature Care Consultant daily from
07/24/15 through 07/28/15. There were two (2)
call lights, Room 1502-B and 1602-B, which were
identified as needing changed. Call light audits
and education would remain ongoing, every shift
from 07/28/15 until jeopardy was removed. The
Call light audits would be reviewed by the Interim
Administrator, DON and or regional staff daly.

12, The facllity's Performancs Improvement
Project (PIP) developed to monitor tha corrective
action through dally audits to ensure accessibility
and function of call ights for rasidents was
conducted by the Direclor of Pragram
Development. The PIP would be reviewed two (2)
times a week, then weekly times four (4) weeks
by the interdisciplinary Care Team.

13, On 07/24/15 the facility’s interim
Administratar, DON, MDS Coordinator, Qualily ot
Life Diractor, Medical Records, Unit Manager
and/or Central Supply were assigned to visually
obsarve where each resident In the facliity was, if
the resident's needs were heing addressed, and If
the residents fek sate. One hundred percent (100
%) of all current residents were observed and no
concerns were identified. The facility's Interim
Administrator, DON, MDS Coordinator, Qualily of
Life Diractor, Medical Records and/or Central
Supply would audit this process to ensure
compllance. Beginning 07/28/15, daily
questionnaires will be completed each shift with
ten {10) resldents with a BIMS score of 8 or
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above, by the DON, Interim Administrator, Quality
of Life Ditector and Plant Oparations Diractor
asking the foflowing questions: 1, 13 sveryone

treated well? 2. Do you {eel safe? 3. Do you have
any concerns? Thesae audits will decrease to
three (3) imes a week on 08/10/15.

14. Visual observations of residents for safety
and needs will be conducted every shift by nurses
and CNAs at tha change of shift, The staff would
make visual observation of where each resident
was in the facility, that the residents needs were
being addressed and that the residenis wera
safe. These rounds would be ongolng. The
facility's Interim Administrator, DON, MDS
Coordinator, Quality of Life Director, Medical
Records and/or Central Supply would audit this
process to ensure compiiance. Ongoing
aducation would be conducted with the staff
regarding answaering call lights timely, addressing
resident needs, and making rounds at shift
change. A rounding audit shest would ba filled out
during walking rounds.

15. Beginning on 07/24/15 and concluding on
07/27/15, 100 % of all current res!dent charts
were reviewed for physician notification and any
allegation of abuse or neglect since 06/01/15 by
the Assistant Director of Nursing {ADON),
Signature Care Consuttant, Unit Manager and
Customer Experlence Coordinator.

Beginning 07/28/15, ten (10) charls would be
audited for documentation of allegations of abuse
and neglect, physician and responsible party
notificatlon daily for two (2) weeks by the Interlm
Administrator and DON and then decreased to
three times a week on 08/10/15, Any issues
discovered at the time of the audits would be
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brought 1o the attention of the Interim
Administrator and DON. Audits would be
reviewad by the Interim Administrator, DON,
Signature Care Consultant or other reglonal staff
members.

16. Beginning on 07/24/15 and concluding on
07/27115 100 % of current residents charts were
audhed by the Nursing Administration Staff and/or
Signature Care Consuitants for accuracy of care
plans and CNA care plans, and assistive devices.
Two variances were identifled and correctad.

17. All grievances since 01/01/15 wers reviewed
by the Interim Administrator, DON or Signature
Care Consuitant or Director of Program
Developmant on 07/24/15 to determine if any
items documented wera an reportable event. Al
adminlstrative staft were educated on the
Griavance Process including how to fill out and
complete a grievance and what was a grievance
by the Director of Program Development an
07/27/15, The facliity had identifled thirteen
concems from the grievance audit that was
reported ta the Office of Inspector General as
allegations of abuse. The current Soclal Services
Director who handled the process was currently
suspended and would be tarminated. The
Administrator resigned from the facility and her
last day was 07/19/15.

18, A Resident Council meeting was held on
07/25/15 by the Quality of Life Director and the
Quality of Lifa Assistant, to discuss any
abuse/neglect concerns and ta provide education
on whom 1o report any abuse/neglect concems
without fear of retribution.

19, Beginning on 07/25/15 to 07/27/15 all
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Incident/accident reports since 07/01/15 had been
reviewed by the DON and Signatura Care
Consultant to identify any concemns of suspected
abuse/neglect and for physiclan and responsible
party notification.

20. On 07/24/15 tha facility's Interim
Administrator, DON, MDS Coordinators, Activities
Director, Medlcal Records and Central Supply
were educated on shift rounds, answering call
lights, physician and responsible party
notifications, by the Signature Care Constitant.
These staff then educated the facllity staff on shift
rounds, answering call lights and physician
notilication. This was done face to face with staif
Interaction. A rounding audit sheet would be
completed durlng the walking rounds. As of
07/27/15 the remalning ten (10) department
heads had recelvad thelr training. Staff members
would not return to work until education had been
provided. The facility employed 198 stakeholders
and 128 smployees had recelved education. 70
employees remained to receive training.

21, A Quality Assurance Performance
Imprevement meetings was held, on 07/26/15 at
3:15 PM, with a physician representative, the
interim Administratar, a CNA, Central Supply
Director, Customer Experlence Coordinator,
Assistant Director of Nursing, and the Signature
Care Consultant. Toplcs that were discussed
included call light rasponse, appropriate call
lights, rounding of Licensed Nurses, and CNAs
checking on resident whereabouts, resident
safety needs, following care plans, education
provided, grievance procass, abuse and neglect,
reporting and Investigating abuse and neglect,
and physiclan and responsibla party notitication.
Abuse/Neglect and Care Plan policles were
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reviewed and thers was no changes required to
ihe policies.

Results of the resident interviews, assessments
and staff questionnaires would be reportad to the
QAPI committee weekly to determine the need
for continued education or revision of the plan,
Audits collected from staff members will be
preseried and discussed In the QAPI meeting. At
that time, based on evaluation, the QAPI
committee will determine at what frequency the
resident interviews, assessments and staff
questionnalres would need to continue. Concerns
identified would be corrected immadiately and
reportad to the Interim Administrator to ensure
investigation of suspectad abuse/neglect; the
investigation was completed; the investigation
and reporting guidelines were met; care plans
were updated and followed; with physician and
responsible party notiflcations mada.

AQAP| meeting will be held waskly until
immedlacy is removed, then decreased to every
four (4) weaks, then monthly for
recommendations and further follow up regarding
the corrective actlons of the ACC,

22, Baginning 07/28/15 and continuing until the
Immediacy is removed, the resident change of
condition would be reviewad daily in the moming
clinical meeting to address any ailegation of
abuse and neglect, change of condition and that
the physician and responsible party had been
notitied. The information for the ¢linical meeting
would be gathered from but not limited to the
twanty-four hour report sheet, Stop and Watch
form, SBAR, resident orders, and verbal report
from nurses. The information would be gathered
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by the DON, Unit Manager, Madical Records,
Customer Service Director and the Scheduling
Caoordinator.

23. A nurse from the Reglonal Team or Corporate
Office, Reglonal Vice Presidant of Operations or
Speclal Projects Adminlstrator has been onslte
dally since 07/24/15 providing tralning or assisting
with the review of audits. They will continue
weskly visits and or daily review by telephone
until the Immediate Jeopardy had been removed
and will decrease to every other week for four (4)
wesks, then monthly, The nurses for the reglonal
team or homs offlce were assisting with
investigations as neaded, partorming chart audits
and providing oversight and consultation.

Administrative aversight of the facillty would be
completed by the Special Projects Administrator,
the Reglonal Vice President of Operatians, or
member of reglonal stafi weekly on site and daily
by telephone until removal of Immediate
Jeopardy.

54, The Interim Administrator and DON would
ravlew and discuss all abuse investigations dally
to ensure the resident was protacted; perpetrator
was ramoved from resldent care argas; that Il
was reported to the appropriate agencles timely,
and, a thorough investigation was completed
baginning 07/24/15 and continued untl}
Immediate Joopardy is removed. The interim
Administrator would maintain an abuse
investigation log. Tha Interim Administrator and
Corpaorate Staff will review each abuse allegation
to ensurs a thorough investigation had been
completed, protection of the resident, and
reported to the appropriate state agencies,
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25. During each care plan conference for each
resldent, any abuse/neglect concerms would be
discussed along with any abuse/neglect
aducation to Include reporting, woutd be pravided
ta the resident and or POA with supporting
documentation noted starting 07/28/15.

The State Survey Agency validated the
implementation of the (acility's acceptable AOC
as foilows:

1. Review of the Nurses' Notes dated 07/04/15 at
2:30 AM, and Interviews with CNA #1, on
07/23/115 at 3:20 PM and LPN #1, on 07/23/15 at
1:40 PM, revealed the resident was remaoved
trom the bedside commade and transferred to the
bed where the resident was provided a blanket
for warmth, skin assessment was performed, and
paln medication was administered as requested.
The Nurses' Notes from 07/04/15 through
07/07/15 revealed continued monttoring of the
resident.

2. Raview of the facility's Investigation (initiated

on 07/04/15) included a written coaching and
counseling sesslon with CNA #2. This was
conducted by LPN #1 and signed as witnessed by
RN #3. Written statements ware obtained from
CNA #2, LPN #1, and RN #3.

3. Hevlew of the clinical record, Nurses’ Notes
datad 07/07/15, revealed the resident was seen
by an Orthapedic physician. Interview with the
DON, on 07/24/15 at 9:30 AM, revealed this
appointment was already scheduled prior to the
incident on 07/04/15. Review of tharapy notes
(07/09-24{15) revealed an evaluation of Resident
#16 and services provided as stated in the ACC.
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Interview with 1he Physical Theraplst, an 08/05/15

at 3:18 PM, revealed the resident ramained a
two-person assist and mechanical lift with all
transfers.

4. interview with Resident #16's primary
physician, on 08/04/15 at 12:36 PM, revealed he
was notified of the incident on 07/27/15; however,
he had besn on vacation and the nursing facllity
had notified his office on 07/24/15. Interview with
the DON, on 08/04/15 at 10:12 AM revealed she
had notifted the physlcian's office on 07/24/15.

5. A review of the personne! filas for CNA #2 and
LPN #1 was conducted during the recertification
survay ag part of the 5-G Abuse task. No
problems were Identified. The SSA validated the
abuse reglstry and background checks were
conductad prior to hire with no findings.

6. Observation of Resldent #16's room, on
08/06/15 at 2:08 PM revealed the facility had
provided a new soft touch call ight. The call light
in tha resldent’s bathroom was replaced on
07/2815.

7. Roview of the skin assessments revealed all
rasidents in the facility recelved a skin
assessment on 07/24/15 through 07/27/15 with
no signs or symptoms of abuse/neglect found.
Reviaw of the skin assessments conducted by
the tacliity revealed the facllity continued to
perform skin assessments on rosidents with &
BIMS scora of eight (8) or [ess. Review of the
skin assessments conducted by the facility
revealad the facility continued to perform skin
asssssments on residents with a BIMS score ot
elght (8) or less. Interviews on 08/04/15 with
Resldent #25 at 9:45 AM and Resldent #29 al
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10:40 AM, revealed no concems with
abusefneglect.

8. Review of the training records revealed on
07/24/15, tha Corporate Care Consuitant
provided tralning on the facillty's Abuse/Neglect
Policy was provided to the Department Heads.
This training included how to investigate an
allegation of abuse/neglect and reporting
requirements. The training also included
physician notification, care plans, rounds, and call
lights. Seventeen (17) Department Heads wers
present at the training including the Interim
Administrator and Director of Nursing.

Intervisw with the Corporate Consultant, on
08/08/15 at 3:46 PM, revealed she had provided
training to all Department Heads on the
Abuse/Neglect- Policy, investigating and
reporting, call lights, grlevances, and making
visual rounds. Interview with the DON, on
08/06/15 at 1:36 PM, Quality of Life Director, on
0B/06/15 at 10:00 AM, and Activity Director on
08/05/15 at 2:22 PM, Director of Program
Developmant, on 08/05/15 at 4:08 PM, Customer
Experlence Director, on 08/05/15 at 4:33 PM,
Malntanance Director, on 08/05/15 at 5:09 PM,
and the Interim Administrator, on 08/08/15 at 2:36
PM, valldated the training was provided on
07/24/15 and they had a good knowledge of how
to Investigate and report abuse,

9. Review of the tralning records revealed the
faciity staff was trained from 07/24/15 through
07/28/15, with as needed staff trained prior to
working, on the Abuse/Neglect Policy. Post-tests
were given regarding information presented on
abuse/neglect with the staff scoring 100%.
Training was validated through interviews with the
Rehab (1-South) Unit Manager, on 08/06/15 at
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a:25 AM, Social Services, on 08/05/15 at 1:45
PM, LPN #11, on 08/05/15 at 1:30 PM, LPN #12,

an 08/05/15 at 1:36 PM, LPN #5 on 08/0515 at
1:55 PM, and LPN #13, on 08/05/15 at 2:08 PM.
Additional interviews were conducted with CNA #
10, on 08/05/15 at 1:42 PM, CNA #11 and #12 on
08/05/15 at 1:50 PM, CNA # 3 on 08/05/15 at
2:00 PM, CNA #25, on 08/05/15 at 2:02 PM, CNA
# 14 on 08/05/15 at 2:05 PM, CNA #26 on
08/05/15 at 2:08 PM, CNA #6 on 08/08/15 at 2:10
PM, CNA # 7 and #24 on 08/05/15 at 2:15 PM,
and CNA #8 on 08/05/15 at 3:05 PM. The staff
had good knawledge of the definition of
abuse/naglect and how to report. in additlon, the
nursing staff had been trained on communication
rounds between shifts, conducting safely checks,
call fight accessibility, and the grlevanca process.
Review revealed the facility continued to
aducation on the Abuse/Negiect Policy with
post-test given. Review of the resufts of the
post-tast revealed staff scorad 100%.

10. Review of the new hire list and comparison lo
the training documentation revealed the new
employess would receive training on
abuse/neglect with & Post-test required. All new
hires must have & 100% pass rate. Interview with
the Interim Administrator, on 08/06/15 at 2:36 PM,
ravealed newly hired employees will be raquired
to complete the “Hand in Hand* modules (8), one
per month. He stated there had been no new
hires since 07/29/15. He sald the Staff
Development Coordinator would monitor the
tralning. Review of the August 2015 schedule for
naw employee training revealed the Hand in
Hand modules would be reviewed on August 10,
11, 12, 18, 19, and 20th.

11. Observation during the extended survey
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rovealed the residents' cali lights were functional
and within reach. Observation of the call light
response time during the survey revealed the call
lights were answered within five (5) minutes of
activation. Review of the cali light audits revealad
the facility conduct a faciilty wide inspection of
each resident's roam, on 07/24/15, lo determine if
@ach call light was functional and within raach of
the resident. The call light audits continued
through the extended survey. The audits revealed
two call lights wera replaced and Resident #16's
call fight was replaced with a soft touch cali light.
Observation of Resident #16's bathroom, on
08/05/15 at 2:08 PM, revealed a soft touch call
light and was within the residant's reach.
Observation of the resident activating the naw call
light revealed the call light activated and staff
responded within ene minute. interview with the
rosident during this obsarvation ravealed hisfher
needs were being met.

12. The facillly utilized a computer prograv
(Abagls) that monjtors the corractive actions
through daily audits. Members Included the
interim Administrator, DON, ADON, Customer
Service Diractar, and a CNA. Review of the
Performance Improvement Project (PIP) revealed
monitoring of call lights audits (dally the IDT team
will discuss), cara plan conference concems,
Abuze/Neglect Post-test, physiclan notification,
daily charting audits, Hand in Handtraining, and
Department Head rounds. Minutes from the PIP
meetings were provided and reviewed. The
tacility met dally from 07/27/15 to 08/03/15. The
PIP reviews were reviswed with Administrative
Managers on 07/29/15. Interview with the Interim
Administrator, on 08/06/05 at 2:38 PM, revealed
the facility used PIP daily as this was ancthar
check for the audits.
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13. Each resldent was observed during the facility
wide Inspection of each resident's call light.
Seventy-three {73) residents were interviewed
and asked the following questions: (1) s
everyone treating you well? (2) Do you les! safe?
(3) Do you have any concarns? No allegations of
abuse/neglact were recelved. Other complaints
were torward to the grievance process.

Revisw of the dally questionnaires conducted (10)
by the facllity revealed the same guestlons were
asked during the initia! intervisws with the
residents conducted 07/24-27/15. No allegations
of abuse/neglect were recelved.

14, Review of the dally assignment sheet for the
nurse aides revealed the form had been ravised
to Include a check off section that visual rounds
had been conducted batween the shifts. The
nursing staff had been trained on the new
process on 07/24/15-07/27/15. The shift reports
wera reviewad by the DON or Administrator.
Obsaervation, cn 08/06/05 at 2:16 PM, revealed
the nursing staff conducting the visual rounds on
the 2-North Unlt, Intarviews with CNA# 10 on
0B/05/15 at 1:42 PM, CNA #11 and #12 an
08/05/15 at 1:50 PM, CNA #3 on 08/05/15 at
2:00 PM, CNA #25 on 08/05/15 at 2:02 PM, CNA
#14 on 08/05/15 at 2:05 PM, CNA #26 on
08/05/45 at 2:08 PM, CNA #6 on 08/05/15 at 2:10
PM, CNA #7 and #24, on 08/05/15 at 2:15 PM,
and CNA #8 on 08/05/15 at 3:05 PM, revealed
safety rounds were being conducted at the
beginning and end of each working shift. Each
rasident must be seen on the rounds,

15. Review of the chart audits revealed the
clinical record of each resident was reviewed.
Clinical record review of the samgpled residents
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during the extended survay revealed no Issues
with notification. The facllity continued to conduct
chart audits daily x two weeks.

16. Review of the sampled residents for the
extended survey revealed the comprehensive
care plan and the nurse aida care plans had been
ravised to-reflect the resident's current status, No
issuses wears found.

17, Review of the lraining records revealed
administrative staff had been trained on the
facility's grlevance process on 07/27/15 with
ra-aducatlon provided to the DON and Chaptlaln
on 07/29/15. Interview with the DON, on 08/06/15
at 1:36 PM, revealed she had been trained on the
grievance process a few weeks ago. She stated
through the resident and family interviews, it
generated geveral concerns that needed to be
lnvestigated. Some were reportable and othars
want through the grievance process. Interview
with the Interim Administratar, on 0B/06/15 at 2:36
PM, ravealed the informatlon from the resident
and family interviews were taken to the Quality
Assurance {QA) meetings. The facllity reviewed
ihelr gdevance log from June 1, 2015 to present
and discovered some of the grievances had not
bean resolved. There was avidence the facility
investigated those complaints and reported to the
Ofilce of Inspector General {OIG) as appropriate.
Tha OIG Investigated the complainis durlng the
extended survey and found the allegations to be
unsubstantiated.

18. Revlew of the Resident Council Meeting
minutes, held on 07/25/15, ravealed no
abuse/neglect aliegations wera received. The
rasldents were provided education on how to
report abuse/neglact.
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19. Review of the event reports provided by the
facility revealed the facility performed a clinical
record audit from Juna 1, 2015 to present. The
tacility identified fourteen (14) incldents were
physician notification was not completed. The
physicians were notifled of each resident's
condition on 07/29/15 by the DON. Interview with
the DON, on 08/08/15 at 1:36 PM, revealed a
complete chart eudit was conducted for all
residents with the above findings. She stated all
physician orders and changa In status canditiona
were discussed n the dally clinical meetings to
ansure notification was made.

20, Review of the training records from 07/24/15
to 07/27/15 revealed staff was educated on shift
rounds, answering call fights, and physician
notification. Obsarvation, on 08/06/05 &t 2:16 PM,
revealed the nursing staff conducting the visual
rounds on the 2-North Unit. Observation during
the extended survey revealed the residents’ call
lights were belng answered.

21. Review of the Quality Assurance Perfarmance
Improvement (QAPI) signature sheets ravealed a
meeting was held on 07/26/15 at 3:15 PM with
the required members including a nhysician
representative. The tacility provided the minutes
of the meating that revealed the facility discussed
the corrective action plans for Immediate
Jeopardy tags and the Incident that triggered the
Jeopardy. Additional QAPI meetings were held on
07/30/15 and 08/04/15. Interview with the Interim
Administrator, on 08/08/15 at 2:36 PM, DON on
08/06/05 at 1:36 PM, and the Medical Director, on
08/04/15 at 12:36 PM, validated the QAP!
mestings were held and what was discussed, The

Interim Administrator stated results of the

F 157

FORAM CMS-2567(02-88) Pravious Versions Obsolete Event ID:8E3T1Y

Faciity ID: 100277 If continuation sheet Page 28 of 92

RECEIVED
SEP -9 2015

£ 3 IERAL
FFICE OF INSPECTOR GENE
'-V.Sm of 23" CARE FRCAITES H0 SERVEE




DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 08/20/2015

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
SYATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/GLIA (X2} MULTIPLE CONSTRUCTION. {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A. BUILDING COMPLETED
185057 B. WiNG 08/06/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE o
. 717 NORTH LINCOLN BLVD
8
UNRISE MANOR NURSING HOME HODGENVILLE, KY 42748
(X4} 1D SUMMARY ETATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION %)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSG IDENTIFYING INFORMATION) TAG CROSS-AEFERENCED TO THE APPROFRIATE DATE
DEFICIENGY)
F 157 | Continued Fram page 26 F 157

residents’ interview, assessments, and staft
gquestionnaires were discussed. Audits collected
from the staif member wers reviewed and
discussed. Any concemns identified would be
comrected iImmediately the Administrator would
ensure investigation of suspected abuse/neglect
was completed; raporied guidelines met; care
plans revised and followed; and physician and
responsible party notification was made.

29 Intarview with the DON, on 08/08/15 at 1:38
PM, revealad the moming clinical meetings were
being held with discussion of physician orders,
change in status conditions, any allegations of
abuse/neglect, and physician notification. She
statad she used a white board to monitor
compliance, review twenty-four raports and other
Information forms.

23, Interview with the Reglonal Corporate Nurse
Consultant, on 08/06/15 at 3:45 PM and the
Corporats Vice Prasident of Operations, on
08/06/15 at 2:45 PM, revealed somaone from the
Regional Team would be there dally until
Immediate Jeopardy was removed for support
and guidance. The Corporate representative
would be onsite weekly with daily telephone calls
after the immadlacy was remaved and if all went
well, reduce te avery other week, then monthly for
administrative oversight.

24. Interview with the DON, on 08/06/15 at 1:36
PM, and the Interim Administrator, on 08/06/15 at
2:36 PM, revealed all aliegations of abuse/neglect
are investigated, residents are protected, and the
allegations are reported to the state agencies.
The Administralor maintained an Abuse Log.
Review of the allegations of abuse/neglect
reporied to the OIG revealed the facility reported
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A resident has tha right to prompt efforts by the
facility to resolve grievances the resident may
have, Including those with respect to the behavior
of other rasldents.

This REQUIREMENT Is not met as evidenced
by:

Based on interview, record review, and review of
the facility's poilcy, it was determined the faclifty
{alled to ptovide prompt efforts to resclve
grlevances for one (1) of twanty-nine (29)
sampled residents, Resident #16. The resident
volced a grievance regarding an Incident that
occurrad on 07/04/15 when the resident was left
on the bedside commaods for greater than five (5)
hours and the call light would not activate. The
resident requested the findings of the
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F 157 | Continued From page 27 F 157
promptly. Several allegations were Investigated
during the extended survey with finding of
unsubstantiated. Interview with DCBS
representative, on 08/03/15 at 2:57 PM, revealed
thelr agency receivad saveral reports of
allegations of abuse from the facillty and they
would be investigating.
25, Review of seven (7) care plan conferences,
dated 07/29/15, revealed each resident of
resident's family was asked about abuse/neglect
and provided information on how to repoit,
F 166 | 483.10{f)(2) RIGHT TO PROMPT EFFORTS TO F 166
—p | RESOLVE GRIEVANCE =
88=D G ANCES F-166 q/,s/lb

Residents Affected:

was completed by the Director of
Nursing on 7/22/15. The Director of
Nursing and Resident #16 discussed
the incident that occurred on /4115
and what interventions had been put
into place at the time of the incident.
On 7/25/15, the Director of Nursing
conducted follow-up visit with
Resident #16 and a follow-up call
with Resident #16’s Responsible
Party. Both Resident #16 and the
Responsible Party verbalized
understanding and satisfaction with
the outcome and interventions that

For Resident # 16 a gricvance repott -

Investigation during a care plan conference on were put in place.
07/22/15 and no results were provided.
The findings Include:
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Faview of the Investigating a Resident Grlevanca Residents of the facility have the
or Complaint Policy, dated Degember 2010, potential to be affected by this
ravealed with each Grievance and Complaint deficient practice. An audit of all
Investigation Report, the Soclal Serv:ces Direzc;ur, grievances since June 1, 2015 to
or designee, would investigate the allegation(s). ; : i’ :
The Investigation and report wauld include, follow include Resident Council Mecting d
up/recommandation for corrective actlon, Minutes (total of 54) were reviewed |
resolution and date resolution reported. The by the Administrator, DON, or l
rasident or person actlng on behalf of the resident Signature Care Consultant, ot i
would be informed of the findings upon Director of Program Development |
complation of the investigation, as weli as any on July 24, 2015 to determine if any
cormective actions. items documented were 2 reportable
. During the Resldent Council Group Mesling, on f‘f::; : T::;l:_mp and follow-up
07/21/15 at 1:30 PM, Resident #18 voiced he/she P
was laft in the bathroom alone on the bedside
commade for over flve (5) hours on 07/04/15. In le M. .
addition, the resident stated the call light would Systemic Measyres:
not activate. The resident stated he/she had Administrative Staff were educated
requested follow up and resolution of the on the Grievance Process including
invastigation surrounding this event, but had not how to fill out and complete a
received any information from the facliity. Tha grievance and what constitutes a
resldent was afrald this would happen again. grievance by Director of Program
Development on July 27, 20135.
Review of the Care Plan Mealing note, dated DON, CED, MDS Coordinators,
07/23/15, by the Director of Nursing revealed ADOi\I Unit M Restorative
Resident #16 and his/har sister voiced they would §, Unit Vanager, .
like to know the findings and resolution of the Nurse Coordinator will inservice i
Investigation regarding the Incident on 07/04/15. facility staff on how to fill out and
Residant #16 wanled to know what the facllity complete a grievance and what
was doing o prevent a simliar event from constitutes a grievance.
reoccurring.
Monitoring Measures:
Review of the Administrative Invastigation flle A Quality Assurance Performance
revealed no Grievance and Complaint Report Improvement meeting was held on
Form had been completed for the Incldent that Tuly 26, 2015 at 3:15 pm with a
occurred on 07/04/15 as indicated In the Social hysi . who is ‘;ovc ino for th
Service Progress Notes. physician wio ring lor the
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F 168 | Continued From page 2¢ F166] Medical Director, who was on
Interview with the Activity Director, on 07/24/15 at vacation, the Administrator,
12:30 PM, statad she would normally document Assistant Director of Nursing, a
grievances expressed In the Resident Council C.N.A./Centrai Supply Director,
Meeting on a Griavance/Compfaint Investigation Admissions Director, Customer
Report Form and then forward them to the Social Experience Director, and Signature
Sarvices Director. She stated she was not Care Consultant. T(; ics discussed
involved In the resalution of the grievanca unless ; L. tope
it Involved her department. She stated the included the grievance process.
residents had complained during the Residant Grievance Performance
Council Meetings and no one had responded to Improvement Plan was reviewed
their griavances. She stated the facility had a daily starting July 29, 2015 by
problem in the past with resolution of grievances. members of the QAPI team and is
and not following the fa;:lllty policy. She statarclt the now being reviewed Monday
facility would verbally inform the resident of the : :
findings and/or resolution, but did not follow up through Friday. -Qﬁfm meeting was
with formal documentation held weekly beginning July 26,
: 2015 for 4 weeks and move to
Interview with the Director of Nursing, on monthly thereafter, Grievances will
07/24/15 at 1:00 PM, revealed a he reviewed and assigned to the
Grlevance/Complaint Investlgation Report had appropriate Department Head by
not been completed because she was still looking Customer Experience Director for
into the event. The Director c:;: Nurs}nglstated she follow-up in the daily Stand-Up
was not working the weekend of 07/04/15 and g i
was Informed by the Administrator the incldant Me.etmg Monday through Friday
until they are resolved. The
involving Resident #16 had been taken cars of. Administrator will udit 50% of th
Sha stated she reviewed the Administrator's T o 0% 1€
Investigation file and staled she was not aware It grievances weekly for 8 weeks then
was Incomplete until survey findings, monthly times 6 months to ensure
resolution, follow-up with
interview with the Soclal Services Director, an residents/responsible parties, and for
07/24/15 at 1:10 PM, revealed she was the Abuse completion. Findings of the above
and Grievanca Coordinator. She stated she stated audits will be reviewed by the
recordad msehgrleva:;es antoa Ilog for tracking QAPI committee monthly for 6
purposes. She stated when a grlevance was :
received, she would discuss the problem at the mzn:,gfl Sl ﬁm,hef r;f:omt;lendanons
maming administrative mesting and give the and follow-up as indicated.
concem to the specific department the complaint
was for. She stated they then would invesligate
and respond with actions to resolve the
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administrative oversight,

24. Interview with the DON, on 08/06/15 at 1:36
PM, and the Interim Administrator, on 08/06/15 at
2:36 PM, revealed all allegatlons of abuse/neglect
are investigated, residents are protected, and the
allegations are reported to the state agencies.
Tha Administrator maintained an Abuse Log.
Review of the allegations of abuse/neglact
repartad to the OIG revealed the facility reported
promptly. Several allegations were investigated
during the extanded survey with finding ot
unsubstantlated. interview with DCBS
representative, on 08/03/15 at 2:57 PM, revealed
their agency recaived several reporis of
allegations of abuse from the facility and they
wauld be investigating.

25, Review of seven (7) care plan confarences,
dated 07/29/15, revealed sach resldent or
rasident's family was asked about abuse/neglect
and provided infarmation on how to report.

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

55=0D | PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompetent or otherwise found to be
Incapacitated under the laws of the Stats, to
participate In planning care and treatment or
changes In care and {reatment.

A comprahensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registerad nurse with responsibllity
for the resident, and other appropriate staff in
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F 224 Continued From page 59 F224| F-280 Q/ 5/ 15
well, reduce to svery othar week, then monthly for Residents Affected:

Resident #20’s record was
reviewed and updated on August |
26, 2015 by the Interdisciplinary
Team, The Interdisciplinary Team
discussed the care needs of Resident
#20 with relation to the Fall Risk
assessment and interventions were
added to the care plan to reflect the
resident’s fall care regimen.

Residents Potentialfy Affected:
Residents with a Fall Risk

Asgsessment score of 10 or greater
have the potential to be affected by
this cited practice. Care plans for
residents with a Fall Risk
Assessment Score of 10 or greater
were reviewed by Interdisciplinary
Team to ensure that the care plans
Fogo| identified the care necds of the
resident and their fall risk care
regimen by September 5 2015.

In-service education was completed
by the DON and Customer
Experience Director for facility
nursing staff on July 22, 2015
regarding appropriately identifying
resident’s care needs on the care
plan and ensuring the
implementation of care plan
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disciplines as detarmined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the residant's family or the resident's
legal reprasentative; and perlodically reviewed
and ravised by a team of qualified persons after
each assessment.

This REQUIREMENT s not mat as evidenced
by. -
Based on inlerview, record reviaw, facllity policy
and procedure review, and review of SBAR
(Situation, Background, Assessmant, FAequest)
Communlcation Form, it was determined the
facility falled to investigate the fall of one (1) of
{wenty-nine (29) sampled residents, Resldent
#20. On 06/11/15, Resident #20 sustained a fall
with no new interventions put in ptace after the
tall; thereby, leaving the resident at risk of falls
from transfers to the toilet.

The findings include:

Review of the Care Plans-Comprehensive pollcy
providad by the facility, revised Qctober 2013,
revealed tha Care Planning/Interdisciplinary Team
was responsible for the review and updating of
care plans when the desired outcome was not
met.

Review of the Falls Policy, review date of
06/01/15, revealed the care plan would be
reviewed following each fall, staff would begin an
investigation, tha Interdisciplinary Team (1DT)
would determine the root cause of a fall if

possible, and then the care plan would be

reviewed and updated in the Clinical
Meeting, which are held Monday
through Friday each morning,

for residents who have a change in
their fall risk. The Director of
Nursing will audit 10% of resident’s
care plans weekly for 8 weeks then
monthly times 6 months to cnsure
the care plan appropriately reflects
the resident’s Fall Risk.

Monitoring Measures:
Findings of the above stated audits

will be reviewed by the QAPI
committee monthly for 6 months for
frequency of ongoing audits or
further recommendations and
follow-up as indicated.
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F 280

Continued From page 61
updated.

Review of the clinical record for Rasident #20
revealed the facility admitted the resldent on
10/29/14 with diagnoses of Heart Failurs,
Hypertension, Peripharal Vascular Disease,
End-Stage Renal Disease (ESAD), Dlabstes
Meliltus, and Bliateral Below Knee Amputation
(BKA) with Prothesla,

Review of the Annual Minimum Data Set (MDS)
assessment, dated 04/15/15, revealed the facllity
assassed Resident #20 as requlring the extensive
to total assist of two {2) persons with transfers,

Review of the Comprehensive Care Plan, dated
04117115, revealsd the staff was to assist the
restdent daily as needed with transfers and
locomaotion to desired locations,

Reviaw of the faclility's Fall Risk Assessmeant
Evaluation, dated 04/17/15, revealed Resident
#20 scored elghteen (18) which meant the
resident was at risk for falis.

Review of the SBAR Communicatlon Form, dated
06/11/15, revealad Resident #20 lost his/her
balance and fell forward when attempting to
transfer from the wheelchair to the toilet without
agsistance,

Review of the Care Plan Conference Summary
for Resident #20, dated 06/17/15, revealed the
resident's last fall was on 06/11/15; however,
there was no evidence that interventions for falls
were discussed or the cars plan updated during

F 280
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F 280 | Continued From page 62 Fzs0| F-282 G / ,5/15
the Cara Plan Conferenca. Residents Affected:
For resident #16, the resident’s Care

Interview with RN #1, on 07/23/15 at 3:17 PM, Plan and CNA Care Plan were

revealed she filled out the SBAR Communication :

Form and notified the Floor Manager, RN #1 g&?ﬁ:ﬁ:ﬁﬁﬂ:ﬁ&ﬁf acy:

F 282
85=J

stated she reported [ncidents to the Floor
Manager and expected the Floor Manager to
input an intervention onto the resident's care plan.

Interview with the Director of Nursing (DON), on
07/23/15 at 2:45 PM, revealed at the tims of the
fall the staff who identifled ihe fall should have
notified the Nursing Suparvisor on-call so an
immediate care plan intervention could have been
implemented based on the root cause of the fall.
The DON reviewsd Resident #20's chart and
could not identify any care plan Interventions put
in place related fo the fall describad by the SBAR
Communication Form, dated 08/11/15.
483.20(K)(3)(ll) SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be provided by qualified persons In
accordarnca with each resident's written plan of
care.

This REQUIREMENT Is not met as evidenced
by:

Based on interview, record review, and palicy
review, it was determined the facility falled 1o
have an sffective system In place to ensure the
staff followed the resident’s care plan for one (1)
of twenty-nine (29) sampled residents, Resident
#16. The facility staff failed to implement the care
plan interventions to keep the call light within
easy reach, assist with actlvitles of dally living,

Fosz| identifying other residents who

included installation and use of an
air touch sensor pad for the call
light, Therapy had no new
recommendations regarding
toileting positioning, change of
transfer status or additional changes
to resident’s plan of care.

Residents Potentinlly Affected:
Residents of the facility have the
potential to be affected by the cited
deficient practice. To assist in

could have the potential to be
affected by the deficient practice, &
100% audit of resident charts as
well as a 100% audit of resident
Carc Plans and CNA Care Plans
began on July 24, 2015 and
concluded on July 28, 2015 by the
Nursing Administration Staff,
Signature Care Consultant, ADON,
DON, MDS Coordinators, Unit
Manager. The audits were to
determine the current accuracy of
the Care Plans and included a
review of any assistive devices
necessary to meet resident needs.
Any variances were corrected at the
time discovered.
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grievance. She stated sha strived for a
saventy-lwo (72) hour response time, but stated it
did not always occur. She stated she had not
completed a grievance form for Resident #16's
compigint bacause sha was not present during
the event and was informed by the Administrator,
averything was taken care of, She stated
Resident #16's sister had called her on 07/06/15
and left her a message asking if she was awars
of the incident. The Saclal Services Director was
Infarmed the Administrator had spoken with the
rasldent and everything was okay. The Social
Sarvices Director asked the Administrator a
second time if she neaded to complate an
Investigation and was informed the Administrator
had conducted an investigation and everything
was fine.

Interview with the Corporate Nurse Gansultant, on
07/24/15 at 10:00 AM, revesaled she was unaware
of the incldent involving Rasident #16 prior to the
survey. She stated the avent that occurred on
07/04/15 was the fype of evant she normally
would be informed of along with having
completed reports in the Event Menager Program
and Grlavance/Complaint Investigation Reports,
She stated the Event Manager Program helpad
astablish investigativa protocols and resolutions
for the facility. The Nurse Consultant stated she
was present in the taciity on 07/07/15 through
07/09/15, but assistance or guidance was not
requested in regards to the 07/04/15 incldent with
Resldent #16.

483.13(c) PROHIBIT
MISTREATMENT/NEGLECT/MISAPPROPHIATN

The facility must develop and impiement writtan
policies and proceduras that prohibit

F 166

F-224

Residents Affected:

For resident #16, when the resident
was found on the commode, she was
assisted to bed and made
comfortable by the CNA and LPN
assigned to her that shift. The LPN
completed an evaluation after she
was placed in bed. No areas of
redness were noted. The resident
complained of left hip pain and
swelling in her left ankle and was
given medication to address the
pain. At 3:15am, the LPN assigned
to resident #16°s care, completed a
follow-up evaluation and no
swelling was noted to the anlde.
Resident reported pain relief from
the medication administered.

F 224

ofisls

“0DAM ChS-2587(02-89) Previous Versiuns Obsolote

Event ID;BE37TH1

Faclity 0: 100277

SN GF AgAL T CARE FAE TER Al SRS

If continuation sheet Page 31 of 82

RECEIVED
SEP -9 2015

TOR GENERAL
GFFICE OF (NSPECTOR GEREFRL




DEPARTMENT OF HEALTH AND HUMAN SERVICES

_CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/20/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDERVSUPPLER/CLIA. {2} MULTIPLE CONSTRUCTION . (X0) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
185057 B. WING (18/06/2015
NAME OF PROVIDER OR BUPPLIER

SUNRISE MANOR NURSING HOME

STREET ADDRESS, CITY, STATE, ZIF CODE
717 NORTH LINCOLN BLVD
HODGENVILLE, KY 42748

X4y 10 SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION s
PREFIX {EACH DEFICIENCY MUST BE PRECECED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
F 224 | Continued From page 31 F224] Resident #16 was evaluated by the
mistreatrment, neglact, and abuse of residenls nurse assigned at the following
and misapproprlation of resident property. times:
Tuly 4, 2015 at 3:15am, 4:30am,
3:00pm and 3:15pm.
July 5, 2015, 2:00pm, 10:40pm
July 6, 2015, 7:00am, 9:30am,
This REQUIREMENT is not met as evidenced 10:25pm.
by: July 7, 2015, 6:00am, 1:00pm.
Based on observation, interview, racord review, During all evaluations, resident #16
and review of facllity's policles and investigation, It had no redness or other concerns,
was determined the facllity failed to ensure The CNA assigned to resident #16
residents were free from neglect for one (1) of recsived a coaching and counseling
twenty-nine (29) sampled residents, Resident on July 4, 2015. Resident #16 was
#16. The fachity faited to have an effective system by ' b . July 7, 2015
In placa to ensure the necessary care and seen by a pysician on Ay /,
services related to transfers and tolleting needs and wrote orders for PT & OT
wero provided as needed or requested. evaluations to be performed. The
resident was on case load from July
On 07/04/15 at 2:30 AM, Resident #16, who 9 to July 24, 2015, Therapy had nc
required tolal assistance with transfers and new recommendations regarding
toileting, was found alone Iin the bathroom, sitting toileting positioning, chenge of
on a bedside commade, yaliing for help. The call transfer status or additional changes
light was wrapped around a support bar and . " :dent's plan of care
could nat be activated. The evening staff failed to 0 resiceni § p RO
communicate to the night staff the resident had Call Light: On July 26, 2015, the
been placed on the bedslde commode at 9:16 PM Regional Plant Operations Director
on 07/03/15. The facility staff falled to conduct the cvaluated the call light in resident
scheduled routine checks on the resident and left #16"s bathroom. On July 28, 2015,
the resident siiting In the bathroom alone with no Technical Solutions will be at
methad to call for help for greater than five (5) Sunrise Manor to run wiring from
hours. When the resident was found, on 07/04/15 the bedside box to the bathroom and
at epproximately 2:30 AM, the resident install an air touch sensor pad in
complalned of being cold and exparienced paln ident 16's bathr
and numbness in the hips/butlocks area. The resident 10°s bathroom.
rasident had a diagnosis of Multlple Sclerosls and
was totally dependent on staff for transfers and
tolleting needs.
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F 224 | Continuad From page 32 F224| Residents Potentially Affected:
The tacllity's failura to have an effective system io Residents of the facility have the
ensure resldents were protected from neglect has potential to be affected by the cited
caused or was likely to cause serious Injury, deficient practice. An assessment
harm, impairment or death, The Inmediate was conducted for all residents of
Jaopardy was Identified on 07/24/15, and was the facility in regard to
determinad to exist on 07/04/15. The facility was abuse/negl P
glect. In order to identify
notilled of the Immediate Jeopardy on 07/24/15. other residents of the facility who
An acceptable Allegation of Compliance (AOC) might potentially be affected, all
was received on 08/03/15, alleging the Immediate residents with a BIMs score greater
Jeopardy was removed on 07/29/15, The State than eight (8) were intervicwed by:
Survey Agency validated the Immediate Jeopardy The Interim Administrator, DON,
was removed on 07/29/15, as alleged, prior to ADON, MDS Coordinators, SDC,
axit on 08/06/15. The Scope and Saverity was Director of Dictary, Business Office
lowered to a "D" while the facility develops and Manager, Quality of Life Director,
Implements the Plan of Correction {POC), and Marketing/Admissions Director,
the facility's Quality Assurance {QA) monitors the Medical Records. and/or Ce ntra’l
effectivaness of the systemlic changes. Supply. One (1) concern related to
The findings include: staffing was voiced.
Residents with a BIMs score less
Review of the Abuse/Neglect Pollcy, revised than eight (8) were physically
March 2013, revealed abuse and neglect ware assessed by the Nursing
prohibited. However, the pollcy did not define Administration Team for any
neglect. physical signs and symptoms of
Revlew of the Routine Resident Checks Pollcy, ab“’“’.’:i‘:glﬁeg‘f“ new concerns
revised October 2013, revealed staff would make were ldentiec.
routine residant checks at least every twa hours Call lights: To assist in identifying
to help maintain resident safety and well-being, other residents of the facility with
making sure residents needs were being met, potential issues related to call light
and identify any changes in the resident's use, beginning on July 24, 2015 and
condition. Any concerns were to be reported to concluding on July 28, 2015, a
the nurse and the nurse was to document on the 100% initial audit of all call lights in
Evant Reporting Sheat which was lorward to the the facility was conducted by the
Soclal Worker and the Administratar for follow-up. facility Interim Administrator,
Revlew of the Safety and Supervislon of Resident DON, ADON, MDS Coordinators,
Policy, revlewed an 06/01/15, revealed staff _
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had any concemns and see if the resldent was
slesping, needed tolleting asslstanca, etc.

Review of the facillly's investigativa file, initialed
on 07/04/15, revealed written statements were
obtained from Certifled Nursing Assistant (CNA)
#2 and Ucensed Practical Nurse (LPN) #1.
Reaview of CNA #2's written statement, daled
07/04/15, revealed she was conducling a second
routine check at 2:30 AM, when she heard the
rasident yelling bshind the closed bathroom daor.
She found the regident sitting on the bedside
commeode with the call light wrapped around the
support bar preventing the resident from
activating the call light. Review of LPN #1's
written statement, dated 07/04/15, revealed the
alde reported Resident #16 was sitting on the
bedside commode and beiieved the rasident had
been on the commade since 9:00 PM the
previous shift. The LPN dacumented the resident
complained of hip pain and the resident's ankles
were swollen; however, thls was common if the
resident was up too long. The resident requested
pain medication. The nurse did not indicate she
had notified the physician of the Incident.

During the Group Resldent Councit meeting, on
07/21/15 at 1:30 PM, Resldent #16 stated he/she
had been left alons on the bedside commade in
the bathroom for approximately five (5) hours,
The event had been raporied; howsever, the
resldant felt as if nothing had been done because

he/she was nat given findings or resalution of the
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F 224 | Continued From page 33 F 224 SDC, Director of Dnet?ry, Bu?'ness
. Office Manager, Quality of Life
would perform routine resident chacks. Routina Director Chaplain
checks by nursing staff involved entering the e Agmj E—
residsnt's room and/or identifying the resident's Marketing/Admissions Director,
locatlon an the unit to determine If the resident's Medical Records and Central
needs ware mat, idantify any change In the Supply. Call lights were checked to
resident's condition, identify whether the resident assure that the call light was in

working order, is accessible for each
resident, the resident has the ability
to use the call light.

Systemtc Measures:

In-service education on the Abuse
Policy and Procedure, to include but
not limited to, thorough
investigation, neglect and immediate
reporting of incidents was
completed on July 24, 2015 by the
Signature Care Consultant. The
audience was the facility Interim
Administrator, DON, ADON, MDS
Coordinators, SDC, Director of
Dietary, Business Office Manager,
Quality of Life Director,
Marketing/Admissions Director,
Medical Records and Central
Supply. Department Managers: A
total of 17 Dept. Managers were
educated on July 24, 2015. This
training was performed face-to-face
in order to facilitate discussion,
questions and included; Examples of
items that would be considered
reportable such as staff being mean
to residents, residents being left an
the commode for long periods of
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F 224 | Continued From page 34 F2pq| time, injuries of unknown origin,
volead complaint, The resident was afrald the ;ﬁ:&ﬂig:ﬁ?&'ff;&:ﬁbﬂ o
incident would happen again. altercations, taking residents®
Further interview with Resident #186, on 07/22/15 belongings or expioitation. Dept.
at 9:30 AM, revealed he/she had been placed on Managers could not return to work
the bedside commode at approximately 9:15 PM until abuse education was provided
on 07/03/15 to perform his/her nightly care and to a post test administered with a 100%
use the bedside commaode. The resident stated score, 1f any Dept. Manager scored
this would normally take about 45 minutes to an less than 100%, they were
hour. When the resident trled to activats the call immediately re.educated and the ;
light for assistance from staft, the call light would Lmmeciatety re-ect i -
not activate because it was wrapped around the post-test re-administered. All post ;
support bar. The resldent said he/she yelled out tests were reviewed by a Signature |
for help, but nobody could hear him/er. The Care Consultant.
resident stated it was a very long time befare staff On July 24, 2015, once the facility
found him/her in the bathroom. The resident Interim Administrator, DON,
ztated ag'nlay were)colf:handlsr:lwla':ing [(rse,s;idgnt ;vas ADON, MDS Coordinators, SDC, !

ressed In gown), with paln to the hips/buttocks, ; : o |

and the entlre hody was numb when the staff g;zcm;ogﬂlmﬁ;;;n D?:egt;t:ce '

found them. The resident stated he/she was l:g ’ 'Admissions Directo '

afrald this could happan again because the Marketing/ stons Lirector,

resident was dependent on staff for all transfers Medical Records and Central

on and off the bedslde commode with a Supply were educated, they were

mechanical lit. reassigned to educate the rest of the
staff on the abuse Policy and

Review of Residant #16's clinical record revealed Procedure, to inciuds but not limited

the facility admitted the resident on 01/19/12 with to, thorough investigation, neglect

a re-admission on 04/30/13, with dlagnoses of e - .

Multiple Sclerosis (MS), Hypertension, Thyrold ?““.ﬂ‘?“‘? r.e"““mtgirﬁ;d

Disorder, Osteoporosis, Right Shoulder Pain, incicenis. L raining con o

Anxlety, Muscle Weakness, and Dysphagia. through July 28, 2015. Any stal |
member who has not worked since |

Review of Resident #16's quarterly Minimum July 28, 2015 will receive the same

Data Set (MDS) assessment, dated on 06/26/15 education presented to the

revealad a Brief Interview for Mantal Status oup before

(BIMS) test was conducted with a score of filteen E;ﬂmal}}f:x:: ?,g::rﬁr o \Pi.rork

(15) out of possible fiftaen (15), meaning the g s leted aﬁd

resident was interviewable, The facillty assessed Post-Tests must be comp

the resident to requira extensive assistance of
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£ 224 | Continued From page 35 F 224 score 100%., If any staff member
two (2) parsons for bed mobility, transfers, scores less than 100%, they will be
dressing, hygiene and toilet use. The resident's immediately re-educated and the
balance was assessed to ba unsteady and the post-test re-administered until 100%
resident required assistance durlng transition on score is achieved. All new hires will
and off the tollet. The faclllty assessed the receive dunng genera[ orientation,
Ireslc!ant ta havr?isllrr;meg"rangel of motlondalnd the abuse/neglect education and will
;gzl;.lntlﬂear;t o er bilateral upper and lower be given a post-test requiring a
: 100% score. If any newly-hired staff
Review of the Activity of Dally Living (ADL) member scores less than 100%, they
self-care deficit care plan, dated 03/20/15, will be immediately re-educated by
revealed an intervention to keep the call light the Staff Development Coordinator,
within easy reach. Review of the at risk for DON or ADON and the post-test re~
developing skin breakdown care plan, dated administered until 100% score is
03/20/15, revealed an intervention to assist the achieved. All new hires will also
aseuro aa nabde 1 promote somior. I SO e S e o e s
£ -' - (] .+ 0
addition, the staif was to assist the resldent with ::::r‘:lu;n‘}:ﬁio:a;:?gdduﬁ?sgﬁﬁ
toileting and hyglens needs. :
9 anc ivg be administered by the Staff
Ravlew of Nurses' Notes, dated 07/04/15 at 2:30 Development Coordinator. The
AM, revealed CNA #2 reportad to LPN #1 that facility is in the process of having
Rasident #16 was found in the bathroom alone on all staff complete the CMS “Hand-
a bedside commode. Tha nurse performed a skin in-Hand” training. This training has
assessment that revealed edema in the rasident's been ongoing since 2013,
ankles, and the resldent requested pain Resident Observation: On July 24
medlcation for muscle aches. 2015, the facility Interim
Interview with CNA #1, on 07/23/15 at 2:52 PM, Administrator, DON, ADON, MDS
revealed she had placed Resident #16 on the Coordinators, SDC, Director of
bedslde commada at approximately 9:15 PM, Dietary, Business Office Manager,
placed the call light within reach, and closed the Quality of Life Directer,
bathraom door. The alde stated the resident's Marketing/Admissions Director,
nightly routine took about an hour and it normally Medical Records and Central
started sarlier than 9:15 PM. She stated she . .
chacked on the resident at §:30 PM, but the Supply wers assiged (o viesaly_
tesident had not completed the tasks so she lsft the facility. th s resident’
the resident on the bedside commode. She e facility, that each resident’s
stated sha Informed the aide from the night shift
FORM CMS-2567(02-89) Pravious Yersions Obsolale Evant I0:8EITH Facility 1D: 100277 i continuation sheet Page 36 of 52
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needs were being addressed and that
F 224 Contlnued From page 38 F 224 v

the resident was on the bedside commode befare
she left her shift at 10:00 PM.

Intarview with CNA #2, on 07/23/15 at 3:20 PM,
revealed she received shift report from CNA #1,
hut could not recall if she recelved report on
Resident #16's status. CNA #2 stated she had
conducted a resident check/safety round at
approximately 10:15 PM to 10:30 PM and noticed
Resident #16's privacy curtain was pulled around
the bad and the bathroom door was closed. She
stated she did not look behind the privacy curtain
or open the bathroom door to visuaiize the
resldent. The CNA stated It was a busy night with
admissions and she was responsible for
twenty-six (26) residents on the Rehab Unit.
When conducting a second round at
approximately 1:30 AM to 2:00 AM the CNA
entered Resident #16's room and heard the
resident yelling from the bathroom. She opened
the bathraom door and found Resident #18 on
the bedside commade and the call light cord was
wrapped around a support bar. The resident told
the aide he/she had been calling out trying to gst
someona's attention without succesa. CNA #2
reported the incident to LPN #1 and they
transferred Residant #16 from the bedside
commaode to the bed using a machanical lift.

Interview with LPN #1, on 07/23/15 at 1:40 PM,
rovealed she was working as the House
Supervisor and passing medications on the night
of 07/03-04/15. The nurse stated araund 2:30
AM, CNA #2 reported Resident #16 was found in
the bathroom on the bedside commode and
stated she had been there for awhile. LPN #1
asslisted CNA #2 with transfarring Resident #18
from the bedside commode to bed, performed a
full body assessment and gave him/her a pain

the resident was safe. 100% of
residents were observed and no
concerns identified. The facility
CNAs and Nurses were assigned to
visually observe where each resident
wag in the facility, that each
resident’s needs were being
addressed and that the resident was
safe at the beginning of every shift.

Monuitoring Meagures:
Hand-in-Hand training will be :
supervised and tracked by the Staff |
Development Director and the _
DON. !
Call Lights: A facility PIP
(Performance Improvement Project)
was developed by the Director of
Program Development, to monitor
the corrective action through daily
audits to ensure accessibility and
function of call lights for residents.
The PIP will be reviewed daily

times 2 weeks, then Mon — Fri times
4 weeks by the Interdisciplinary

Care Team and will be reported to

the Quality Assurance Performance
Improvement Committee on July

30, 2015. Following this meeting

the frequency will move to weekly
time 8 weeks, then monthly times 6
months, with revisions as needed.
Resident Observation: The facility
CNAs and Nurses were assigned to

FORM CMS-2587(02-89) Pravious Versions Obsoleta

Event ID:BEITH

Facity iD: 100277

If continuatlon sheet Page 37 of 82



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/20/2015

FORM APPROVED
__CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDEFVSUPPLIER/CLIA- {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185057 B, WING 08/06/2015
" NAME OF PROVIDER OR SUPPLIER STREET ADDAESS, CITY, STATE, ZIP GODE
717 NORTH LINCOLN BLYD
SUNRISE MANOR NURSING HOME HODGENVILLE, KY 42748
(X9 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDERS PLAN OF CORRECTION (8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATOFY O L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE DATE
DEFICIENCY}

F 224 | Conlinued From page 37

medication as requested for pain to the hlps and
buttocks. LPN #1 stated the Rehab Unit had
admisslons and It was a busy night. The nurse
stated she was not awara CNA #2 had not
conducted the routine checks accerding to the
tacility's policy. She stated she was tao busy and
assumed the safety checks had been completed.
The nurse stated thers was only one nurse and
one CNA scheduled far the Rehab Unit to care for
twenty-six (26) rasidents.

Interviaw with the Director of Nursing (DON}), on
07/24/15 at 9:30 AM and 1:00 PM, in regards to
the event involving Resident #18, revealed sha
was out of town during the weekend of 07/04/15.
Upan her retumn to the facility, she was informed
the Investigation of the incidsnt had besn
completed by the Administrator (previous/former).
She stated she was told it was a communicatlon
problem between the shifts and CNA #2 had not
conducted the routine resident checks according
to the facility's policy. In addition, the resident's
call light had been wrapped around the support
bar and would not actlvate. She stated
ra-education was provided to the staff; howaver,
raview of the training sheets revealed only the
night shift working at the time of the Incident
raceived the education. Tha DON stated she was
responsible for ensuring staif nurses were
monitoring CNAs for completing routine resident
checks and she menitored this by reviewing
assignment sheets and manager reports,

Further interview with the DON, on 08/04/15 at
10:12 AM, revealad the facllity's investigation had
not considered staffing to be a contributing factor;
however, she revealed the night of the Incident,
there was only one nurse and one alds on the
Rehab Unit and North Unit. She stated the normal

F224 visually observe where each resident
was in the facility, that each .
resident’s needs were being |
addressed and that the resident was !
safe at the beginning of every shift.
These observations will continue
and be audited by the facility
Interim Administrator, DON, . ‘
ADON, MDS Coordinators, SDC, |
Director of Dietary, Business Office l
Manager, Quality of Life Director,
Marketing/Admissions Director, \
Medical Records and Central

Supply

Findings of the above stated audits
will be reviewed by the QAPI
committee monthly for 6 months for
further recommendations and
follow-up as indicated.
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stafting pattern would be for two (2) aides on
each unlit, There was a float CNA to assist. She
stated the floating alde did not have a specific
assignment, and they werae to check with the
nursa and alde lo datermina whera the help was
needed, The DON stated there had been frequent
cail-ins during the time of tha incident and the
facliity had used this staifing schedule for awhile.
She stated the lloat CNA was supposed to assist
ihe schaduled aide in performing tasks.

Aeview of the statfing schedule for 07/03/15 and
07/04/15, revealed one nurse and one aide with a
float CNA was scheduled for the 1-South (Rehab)
Unit and the 1-North Unit. Review of tha daily
census for those dates revealed there were
twenty-six (26) residents on the 1-South Unit and
thirty-five (35) residents on the 1-North Unit.

Interview with CNA #15 (the float aide working on
07/04/15), on 0B/04/15 at 4:19 PM, revealed
whan she started her shift she was told to work
on the 1-North Unlt because thara ware more
residents (35) with higher acuity needs. There
was only one alde on that unit also. She stated
she went to tha Rehab Unit (1-South), where
Resldent #16 resided, around 2:30 AM to rellava
CNA #2 for her break, When sha came onto the
unit, she sald Resident #16 had already been
found sitting on the bedside commode. She
observed LPN #1 and CNA #2 fransfer the
resident from tha badside commaode to the bed.
The resident complained of being ¢old, bottom
numb, and kept repeating ha/she couldn't use the
call ight because it was wrapped tightly around
the support bar, She stated the rasident was very
upset. She validated she had not assisted CNA
#2 on the Rehab Unit untif after the incident with -
Restdent #16. She was not aware the resident
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was on the badside commaodea and had not
conducted any resident or environmental checks
for that unit.

Interview with the Soclal Servicas Director (S8D),
on 07/23/15 at 2:35 PM, revealed she was the
Abuse Coordinator for the facility and was
responsible for coordinating abuse/neglsct
complaints and grisvances. The SSD stated the
sister of Rasident #16 had left her a voice
message Informing her about the incident of
07/04/15. The SSD stated she had spoken with
the Administrator en Monday (07/06/15) foliowing
the incident and was told everything was taken
care of. Residant #16 came 1o the SSD later that
day and was telling her about the incident. The
SSD slated she had spoken with the
Administrator a second time and asked if there
was anything, such as Interviews, she needed to
perform in regards to an investigation surrounding
the event Involving Resident #16 on 07/04/15.
The former Administrator told her "No®, "it had
been taken care of."

Obsarvation, on 07/22/15 at 2:30 PM, of an
re-enacting of the location of the call light,
revealed there were two (2) call lights In the
resident's bathroom. One cait light was located on
the walt by the toilet and the other was located on
the wall of the shower, The call light was draped
over the shower head to the support bar and then
around the wall to the sink and hooked over the
faucet with a loop handle. Resident #16 wrapped
the call light cord around the support bar to
dermonstrate how the call light was placed on
07/04/15. When the resident pulled the call light
cord, it would not activate the call system to call
for help.
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Revlew of the acceptable Allegation of
Complianca (AQC), dated 07/28/15, revealed the
tacility took the following immediate actions:

1. Resident #16 was removed from the bedside
commode and transferred to the bed and
assessad by Licensed Practical Nurse (LPN) #1
after the occurrence on 07/04/15. Swelling was
noted to the Resident #16's ankles that dissipated
by 3:15 AM. Resldent #16 racelved pain
medication (Norco) at 2:40 AM due ta complaints
of hip pain. Evaluations and assessments wera
continued through 07/07/15 with no new
concems.

2, Certified Nursing Assistant (CNA) #2, who was
asslgned to Resident #16 on the night shift
recalved a coaching and counseling sesslon by
LPN #1 and Registerad Nurse (AN) #3. An
investigation of the incident was initlated by LPN
#1 and AN #3. '

3. Resident #16 was seen by a Orthopedic
physictan on 07/07/15 with orders for Physical
Therapy and Occupational Therapy. Resident #16
was placed on case load from 07/09/15 through
07/24/15. No change of transfar staius was
Identifled.

4, Thae resident's primary physlcian was notifled of
the occcurrenca invalving Resident #16 being lsft
on the bedside commode for an extendead perlod
of time on 07/24/15 by the Diractor of Nursing
(DON). The Responsible party was notified on
07/24/15 by the DON.

5. On 07/26/15, the Diraclor of Program
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Development reviewed the personal files of CNA
#2 and LPN #1, who were assignad to Resident
#16 the night of the allegation, with no concems
partalning ta their abuse registry and back ground
checks.

6. Resldent #16 was evaluated by the Customer

Service Coordinatar for the ability to use a call
light on 07/25/15 and found i was difficult far
him/her to use the current call light. Resldent #16
racelved a new touch based call ight on '
07/25/15. The call light in the bathroom for
Resident #16 was evaluated on 07/26/15 by the
Regional Plant Operations Director and replaced
by Technical Solutions on 07/28/15.

7. All residents wera assessed for any signs and
symptoms of abuse and naglect. Residents with a
Brief Interview of Mental Status (BIMS) score of
greater than elght (8) were interviewad by the
facllity's Interim Administrator, DON, Minimum
Data Set (MDS) Coordinator, Quality of Life
Director and Medical Records for any
abuse/neglect concemns starting 07/24/15 and
concluding on 07/27/15. One concern from the
Initlal audit was a concemn regarding staffing.
Residents who were Identified to have a BIMS
score of less than elght (8), were physically
assessed by the Nursing Administration Team for
any signs and symptoms of abuse/neglect, no
naw concerns were identified. Beginning
07/28/15, skin assessments would be completed
each shift for ten (10) residents with a BIMS
score of elght (8) or less then decreased to three
times a week on 08/10/15 by the licensed nursing
staff. An attempt to contact Residents’
Responsible parties in regards to any
abuse/neglect concerns began 07/24/15 and
concluded on 07/27115.
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8. The facllity's Interim Administrator, DON, MDS
Coordlnator, Quality of Life Director, Medical
Records and Central Supply were educated on
07/24/15 by the Signature Care Consultant on the
abuse policy and procedure, to include but not
limitad to a thorough investigation, neglect, and
reporting Immediately. Department Adminisirative
Managers ware educated on 07/24/15. A total of
seventean (17) Department Head members were
education on 07/24/15. Departiment
Administrative Managers that did not recelve the
education could not return to work until ahuse
education was provided, and a post-test
administered with a 100% score obtalned. All
were raviewed for compliance by the Signature
Cars Consultant. The facility does not utiliza
Agency Staff. The Interim Administrator and/or
the DON was responsible for ensuring staff
members were educated prior to returning to
work.

9, Once tha facliity's Interim Adminlstrator, DON,
MDS Coordinator, Guality of Life Dirsctor,
Medlcal Records and Central Supply were
educatad, then they were asslgned to educate the
staff on the facility’s Abuse Palicy, to include but
nat limited to, a thorough investigation, neglect
and reporting immediately, on 07/24/15 and
continued until 07/28/15. Staff that had not
worked as of 07/28/15 would receive education
prior to returning to work. Training was performed
face to face in order to facilitate discusslon and
questlons and Included examples of items that
would be considered as reportable. Staff
members would not return to work untlt abuse
education had been provided, post-test
completed with a score of 100 %, If the staff
member did not achleve a score of a 100 % on
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the post-tast, the staft member would be
re-aducated on the Abuse Pollcy and Procedures
and given the post-test again. The process would
continue untli the staff mamber achleved 100 %
on the post-tast. Any staff member who was on
vacatlon or Famlly Medical Leave would be
provided the abuse/neglect education and given
the post-test before allowed to return {o work.
with a score of 100 % to be achisved on the
post-test. The Interim Administrator and the DON
were responsibla for ensuring this occurred.

Every shift beginning on 07/28/15, ten (10) statt
members on each shift would be given the
post-tast for abuse/naglact by the Interim
Administrator, DON, Assistant Director of Nursing
(ADON), Quality of Life Director and Plant
Operations Diractor. A scora of 100 % would be
required, if less than 100 % the smployee would
be relnserviced and then given the post-test
agalin until 100 % compliance was cbtained.

10, All new hires will receive abuse/neglect
aducation during orlentation and wetld be given a
post-test to achiave a score of 100 %. |f the new
staff mamber did not achieve a score of 100 % on
the post-tast, the new staif member would have
to bs re-educated by the Staff Development
Cuoordinator and DON and be givan the post-test
lo achieve a score of 100 %. This process would
continua until the new employee achieved a score
of 100 % on the post-test. The Interim
Administrator and DON would raview the
Post-tests given dally for any noted concerns,
Any concerns would be addressed Immediately.

All new hires would complete six (6) modules of
tha CMS *Hand In Hand" training, during the
general orlentation perlod by the Staft
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Development Coordinator. The facility was inthe
process of all staff complating the CMS "Hand to
Hand" fraining and ons module would be
assigned per month untl all the modules are
reviewed.

11. Beginning on 07/24/15 and concluding on
07/28/15 100 % audit of ali call ights In the facility
were conducted, by the inierim Administrator,
DON, MDS Coordinator, Quallty of Life Director,
Medical Records and or Centrat Supply, checking
that the call lights were In working order and that
the call iights were accessible for each resident
and the resident had the abitity to use the call
iight. The Initlal call light audits were reviewed by
the Signature Care Consultant daily from
07/24/15 through 07/28/16. There were two (2)
call lights, Roorn 1502-8 and 1602-B, which were
identified as needing changed. Call light audits
and education would remaln ongoing, every shift
from 07/28/15 until jeopardy was removed. The
Call light audits would be reviewed by the Interim
Adminlstrator, DON and or reglonal statf daily.

12, The facility's Performance Improvement
Project (PIP) developed to monitor the corrective
action through dally audits to ensure accessibiiity
and function of call lights for residents was
conducted by the Director of Program
Development. The PIF would be reviewed two (2)
times a week, then weekly times four (4) weeks
by the interdisciplinary Care Team.

13. On 07/24/15 the facility's Interim
Administrator, DON, MDS Coordinator, Quality of
Lite Director, Medical Records, Unit Manager
and/or Central Supply were assigned to visually
obsetve where each resident in the facllity was, if
the residant's needs were belng addressed, and if
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the residents felt sate. One hundred percant {100
%) of all currant resldents were ohserved and no
concerns wears identlflad, The facllity's [nterim
Admintstrator, DON, MDS Coordinator, Quallty of
Life Director, Madical Raecords andfor Central
Suppiy would audit this process to ensure
compllance. Baginning 07/28/15, daily
questionnaires will be complated each shift with
ten {10) residents with a BIMS score of B or
above, by the DON, Interim Administrator, Quality
of Life Director and Plant Operaticns Director
asking the followlng questions: 1. 1s sveryons
treated well? 2. Do you feel safa? 3. Do you have
any concemns? These audits will decrease o
three (3) times a week on 08/10/15,

14, Visual observations of residents for safely
and neads will be conducted every shift by nurses
and CNAs at the change of shitt. The staff would
make visual abservation of where each resident
was In the facliity, that the resldents needs were
being addressed and that the residents were
safe. These rounds would be ongoing. The
facility's Interim Administrator, DON, MDS
Coordinator, Quality of Life Director, Medical
Records and/or Central Supply would audlt this
pracess {0 ensure compliance. Ongoing
education woutd ba conducted with the staft
regarding answering call lights timely, addressing
rasident nesds, and making rounds at shift
change. A rounding audit sheet would be filled out
during walking rounds.

18, Beglnning on 07/24/15 and concluding on
07/27/15, 100 % of all current resident charls
wera reviewed for physictan notification and any
allegation of abuse or neglect since 06/01/15 by
the Assiatant Diractor of Nursing {ADON),
Signature Care Consultant, Unit Manager and
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Customer Experience Coordinatar.

Beginning 07/28/15, ten (10) charts would be
audited for documentation of allegations of abuse
and neglecl, physician and respensible party
notiflcation daily for two {2) weeks by the Interim
Admintstrator and DON and than decreased to
three times a week on 08/10/15. Any Issuas
discovered at the time of tha audits wotlld be
brought to the aftention of the Interim
Administrator and DON. Audits would be
reviewed by the Interim AdmInistrator, DON,
Signature Care Consultant or other regional staff
members.

16, Beginning on 07/24/15 and concluding on
07/27/115 100 % of current resldents charts were
audited by the Nursing Administration Staff and/or
Signature Care Consultants for accuracy of care
plans and CNA care plans, and assistive devices.
Two variances were identified and corrected.

17. All grlevances since 01/01/15 wera reviewed
by the Interim Administratar, DON or Signatura
Care Consultant or Director of Program
Davelopment on 07/24/15 to determine if any
ilems documented were an reportable event. All
administrative staff were educated on the
Grievance Procass Including how to flil out and
complets a grievance and what was a grievance
by the Director of Program Development on
07/27/15. The facitity had identifled thirteen
concems from the grievance audlt that was
reported to the Office of Inspector General as
allegations of abuse. The current Social Services
Director who handled the pracess was currently
suspended and would be terminated. The
Administrator resigned from the facility and her
last day was 07/19/15.
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18. A Resident Council meeting was held on
07/25/15 by the Quality of Life Director and the
Quality of Life Assistant, to discuss any
abuse/neglect concerns and to provide education
on whom to report any abuse/neglect concaermns
without tear of retribution.

19, Beglnning on 07/25/15 to 07/27/15 all
incident/accident reports since 07/01/15 had been
reviewed by the DON and Signature Care
Consultant to Identily any concems of suspected
abuse/neglect and for physiclan and responsible
party notiflcation,

20. On 07/24/15 the facility's Interim
Administrator, DON, MDS Coordinators, Activities
Director, Madlcal Records and Central Supply
ware educated on shift rounds, ahswering call
lights, physiclan and responsible party
natifications, by the Signature Care Consuitant.
These staff then educated the facility staff on shift
rounds, answering call lights and physician
notification. This was done face to face with staff
interaction. A rounding audit sheet would be
completed during the walking rounds. As of
07/27H5 the remaining ten (10) department
heads had raceived their training. Staft members
would not return to work unti! education had been
provided, Tha facllity employed 198 stakeholders
and 128 employees had received education. 70
employees remained to receive training.

21. A Quality Assurance Performance
Improvement mestinge was held, on 07/26/15 at
3:15 PM, with a physician representative, the
interim Administrator, 2 CNA, Ceniral Supply
Director, Customer Experience Coordinator,
Asslstant Diractor of Nursing, and the Signature
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Care Gonsultant. Topics that were discussed
ncluded call light response, appropriate call
lights, rounding of Licensed Nurses, and CNAs
checking on resident whereabouts, rasident
safety needs, following care plans, education
provided, grievance process, abusa and neglect,
raporting and investigating abuse and naglect,
and physician and responsible party notification.
Abuse/Neglect and Care Plan policlas were
reviewed and thers was no changes required o
the policies.

Resuits of the resldent Interviews, assessmenis
and staff questionnairas would be reported to the
QAPI commitiea weekly to determine the need
{or continued education or revision of the plan.
Audits collected from staff members will be
presented and discussed In the QAP| meating. At
that time, based on evaluation, the QAPI
commiitee will determine at what frequency the
resident interviews, assessmemts and staff
questionnaires would need to continue. Concerns
identifisd would be corrected immediately and
reported to the Interim Administrator to ensure
investigation of suspected abuse/neglect; the
investigation was completed; the investigation
and reparting guidelines were met; care plans
were updated and followed; with physiclan and
rasponsible party notiflcations made.

A QAPI meeting will be held weekly until
immediacy is removed, then decreased lo avery
four (4) weeks, than monthly for
racommendations and further follow up regarding
the corrective actions of the AQC.

22, Beginning 07/28/15 and continuing until the
Immediacy is removed, the resident change of
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conditlon would be reviewed daily in the morning
clinical meeting to addrass any allegation of
abuse and neglect, change of condition and that
tha physlician and responsible party had been
nolifled. The information for the clinical meeting
would be gathered from but not limited to the
twenty-four hour report sheet, Stop and Watch
form, SBAR, resident orders, and verbal report
from nurges. The Information wouid be gathered
by the DON, Unlit Manager, Medical Records,
Custamer Service Director and the Schaduling
Coordinatar.

23. A nurse from the Reglonal Team or Corporate
Office, Reglonal Vice President of Operations or
Speclal Projects Administrator has boen onsila
daily since 07/24115 providing training or asslsting
with the review of audits. They will continue
weekly visits and or dally raview by telephone
untll the Immediate Jecpardy had been remaoved
and will decrease to every other week for four (4)
weeks, then monthly, The nurses for the ragional
team or home office were assisting with
investigations as needed, performing chart audiis
and providing oversight and consultation.

Administrative oversight of the facility would be
completed by the Speclal Projects Adminlstrator,
the Regional Vice Pregident of Operations, or
member of regional staff waekly on site and daily
by telephona until removal of Immediata
Jeopardy.

24, The Interim Administrator and DON would
review and discuss all abuse investigations dally
to ensure the resldent was protected; parpetrator
was removed from resident care areas; that it
was raported to the appropriate agencles timely;
and, a thorough Investigation was completad
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beginning 07/24/15 and continued until
Immediate Jeopardy Is removed. The Interim
Administrator would maintain an abuse
investigation log. The Interim Administrator and
Corporate Staff will review each abuse allegation
ta ensure a thorough investigation had been
completed, protection of the resident, and
reported ta the appropriate state agencles. |

25, During each cars plan conference for each
resident, any abuse/neglect concemns would be
discussed along with any ahuse/neglect
education to includs reporting, would be provided
to the resident and or POA with supporting
documentation noted starting 07/28/15.

The Slate Survey Agency valldated the
implementation of the facility's acceptable AOG
as follows:

1. Raview of the Nurses' Notas dated 07/04/15 at
2:30 AM, and interviews with CNA #1, on
07/23/15 at 3:20 PM and LPN #1, on 07/23/15 at
1:40 PM, revealed the rasident was removed
from the bedside commode and transferred to the
bed where the residant was provided a blanket
for wamth, skin assessment was performed, and
pain medicatlon was administered as requested.
The Nurses' Notes from 07/04/15 through
07/0715 revealed continued moniforing of the
resident.

2, Review of the facility's invesfigation (Initiated
on 07/04/15) Included a written coaching and
counseling session with CNA #2. This was
conducted by LPN #1 and signed as witnassed by
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HN #3. Written statements wera obtalned from
CNA 82, LPN #1, and AN #3.

3. Review of the clinical record, Nurses' Nates
dated 07/07/15, revealad the resident was seen
by an Orthapedic physician. Interview with the
DON, on 07/24/15 at 8:30 AM, revealed this
appointmant was already scheduled prior to the
incident on 07/04/15. Review of therapy notes
(07/09-24/15) revealad an evaluation of Resident
#16 and services provided as stated in the AOC.
Interview with the Physicat Therapist, on 08/05/15
at 3:18 PM, revealed ihe resident remalned a
two-person assist and mechanical lift with all
transfers.

4. Interview with Resident #16's primary
physician, an 08/04/15 at 12:36 PM, revealed he
was nolilled of the incldent on 07/27/15; however,
he had been on vacation and the nursing factiity
had notified his office on 07/24/15. interview with
the DON, on 08/04/15 at 10:12 AM ravealed she
had notifled the physiclan's office on 07/24/15.

5. A review of the personnel files for CNA #2 and
LPN #1 was conducted during the recertification
survey as part of tha 5-G Abuse 1ask. No
problems were Identified. The SSA validated the
abuss regisiry and background checks were
conducted prior to hire with no findings.

. Observation of Resident #16's room, on
08/06/15 at 2:08 PM reveeled the facility had
provided a new soft touch call fight. The call light
in the res/dent's bathroom was replaced on
07/28M5.

7. Raview of the skin assessments revealed all
residents in the facility recelved a skin
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assessment on 07/24/15 through 07/27/15 with
no signs or symptoms of abuse/neglect found,
Review of the skin assessments conducted by
the facliity revealed the facility continued to
perform skin assessments on residenis with a
BIMS score of eight (8) or less. Review aof the
skin assessments conductad by the facility
ravealad the facllity continued to perform skin
assessments on residents with a BIMS score of
gight (B} or less. Interviews on 08/04/15 with
Resident #25 at 9:45 AM and Resl|dent #29 at
10:40 AM, revealed no concerns with
abusa/neglect.

8. Ravisw of the training records ravealed on
07/24/15, the Corporate Caras Consultant
provided training on the facility's Abuse/Neglact
Pollcy was provided to the Departmeant Heads.
This training included how to investigate an
allegation of abuse/neglact and raporting
requirernents. The training also included
physician notification, care plans, rounds, and call
lights, Seventeen (17) Department Heads were
present at the training inctuding the interim
Adminlstrator and Director of Nursing.

Interview with the Corporate Consultant, on
08/06/15 at 3:46 PM, revealed she had provided
training fo ali Department Heads on the
Abuse/Neglect- Policy, investigating and
reporting, calt lights, grievances, and making
visual rounds. Interview with the DON, on
08/06/15 at 1:36 PM, Quality of Lite Director, on
08/06/15 at 10:00 AM, and Activity Director on
08/05/15 at 2:22 PM, Director of Program
Development, on 08/05/15 at 4:08 PM, Customer
Experience Director, on 08/05/15 at 4:33 PM,
Maintenance Director, on 08/05/15 at 5:08 PM,
and the Interim Administrator, on 08/06/15 at 2:36
PM, validated the training was pravided on
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07/24/15 and they had a good knowledge of how
to Investigate and report abuse.

9, Review of the training records revealad the
facility staff was trained from 07/24/15 through
07/28/15, with as needed staff trained prior to
working, on the Abuse/Neglect Palicy. Post-tests
were given regarding information presented on
abuse/neglect with the staff scoring 100%.
Training was validated through interviews with tha
Rehab (1-South) Unit Manager, on 08/06/15 at
9:25 AM, Soclal Services, on 08/05/15 at 1:45
PM, LPN #11, on 08/05/15 at 1:30 PM, LPN #12,
on 08/05/15 al 1:36 PM, LPN #5 on 08/05/15 at
1:55 PM, and LPN #13, on 08/05/15 at 2:08 PM.
Additional interviews wera conducted with CNA #
10, on 08/05/15 at 1:42 PM, CNA #11 and #12 on
08/05/15 at 1:50 PM, CNA # 3 on 08/05/15 at
2:00 PM, CNA #25, on 08/05/15 at 2:02 PM, CNA
# 14 on 0B/05/15 al 2:05 PM, CNA #26 on
DB/05/15 at 2:08 PM, CNA #6 on 08/05/15 at 2:10
PM, CNA # 7 and #24 on 08/05/15 at 2:15 PM,
and CNA #8 on 08/05/15 at 3:05 PM. The staff
had good knowledge of the definitlon of
abuse/naglect and how to report. In addilion, the
nursing staff had been tralned on communication
rounds between shifts, conducting safety checks,
call light accessibliity, and the grievance process.
Review revealsd the facility continued to
education on the Abuse/Neglact Policy with
post-test given. Reviaw of the resulls of the
post-test revaaled staff scared 100%.

10. Review of the new hire list and comparison to
the training documentation revealed the new
employaes would receive training on
abuse/meglect with a Post-test required. All new
hires must have a 100% pass rate. Interview with
the Intarim Administrator, on 0B/06/15 at 2:36 PM,
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revealed newly hired employses will be required
io complete the "Hand In Hand® modules (6), one
per month. He stated there had bean no new
hires since 07/29/15. He said the Staff
Development Coordinator would monitor the
training. Review of the August 2015 schedule far
new employea fraining revealed the Hand in
Hand meduies would be reviewed on August 10,
11,12, 18, 19, and 20th,

11. Ohservation during the extended survey
revealed the residents’ call lights were functional
and within reach. Observation of the call light
respanse time during the survey revealed the call
lights were answered within five (5) minutes of
activation. Review of the call light audits revealed
the facllity conduct a facllity wide inspection of
sach resident's room, on 07/24/15, to determine i
each call light was functional and within reach of
the resldent. The call light audits continued
through the extended survey. The audits revealed
two call lights were replaced and Resident #16's
call light was replaced with a soft touch call light.
Observation of Resldent #18's bathroom, on
08/05/15 at 2:08 PM, revealed a soft touch call
light and was within the resident's reach.
Observatlon of the resldant activating the new call
light revealed the call light activated and staff
responded within one minuts. Interview with the
resldent during this observation revealed histher
needs were being met.

12. The facility utiiized a computer program
{Abaqis) that monitors the corrective actions
through daily audits. Members included the
Interim Administrator, DON, ADCN, Customer
Sarvice Dirsctor, and a CNA. Review of the
Petformance Improvement Praject (PIP) revealed
monitoring of call lights audits (daily the IDT team
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wlil discuss}, care plan conference concerns,
Abuse/Neglect Post-test, physiclan natification,
dally charting audits, Hand in Hand training, and
Department Head rounds. Minutas {rom the PIP
meetings were provided and reviewad. The
facility met daily fronr 07/27/15 to 08/03/15. The
PIP reviews were reviewed with Administrative
Managers on 07/29/15. Interview with the interim
Administrator, on 08/06/05 at 2:36.PM, revealed
the facliity used PP daily as this was another
check for the audits. ;

13. Each resident was observed during the facility
wida inspection of each resident's call light.
Seventy-three (73) residents were interviewed
and asked the following questions: (1) is
everyona treating you well? (2) Do you fesl safa?
(3) Do you have any concerns? No allegations of
abuse/neglact were received. Other complaints
were forward o tha grievance process.

Review of the dally questionnaires conducted (10)
by the facility revealed the same questions were
asked during the Initial interviews with the
residents conducted 07/24-27/15. No allegations
of abuse/neglect were recelved.

14. Review of the dally assignment sheet for the
nursa aides revealed the form had been revised
io Include a check off saction that visual rounds
had been conducted between the shifts. The
nursing staff had been trained on the new
process on 07/24/15-07/27/15. The shift reports
were reviewed by the DON or Administrator.
Observation, on 08/06/05 at 2:16 PM, revealed
the nursing staff conducting the visual rounds on
the 2-North Unit. Interviews with CNA # 10 on
08/05/15 at 1:42 PM, CNA#11 and #12 on
08/05/15 at 1:50 PM, CNA #3 on 08/05/15 at
2:00 PM, CNA #25 on 08/05/15 at 2:02 PM, CNA
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#14 on 08/05/15 at 2:05 PM, CNA #26 on
06/05/15 at 2:08 PM, CNA #6 on 08/05/15 at 2:10
PM, CNA #7 and #24, on 08/05/15 at 2:15 PM,
and CNA #8 on 08/05/15 at 3:05 PM, ravealed
safaty rounds wera being conducted at the
beginning and end of each working shift. Each
residant must be seen an the rounds.

15. Review of the chart audits revealed the
clinlcal record of each resident was reviewed.
Clinlcal record review of the sampled residents
during the extended survey revealed no Issues
with notification. The facllity continued to conduct
chart audits daily % two weeks,

18. Review of the sampled residents for the
extended survey revealed the comprehensive
care plan and tha nurse aide care plans had been
revised to reflect the rasident's current status, No
issues were found, :

17. Review of tha training records revealed
administrative staff had been trained on the
facility's grievance process on 07/27/15 with
re-education provided to the DON and Chaplain
on 07/29/15. Intarview with the DON, on 0B/06/15
al 1:36 PM, revealed she had been trained on the
grievance process a few weeks ago. She stated
through the resldent and family Interviews, it
generated several concerns that needed o be
Invastigated. Some were reportable and others
went through the griavance process. interview
with the Interim Administrator, on 08/08/15 at 2:36
PM, revealed the information from the resident
and family interviews were taken to the Quality
Assurance (QA) meetings. The facliity reviewed
their grlevance log from June 1, 2015 to present
and discovered some of the grievances had not
baeen resolved. Thers was evidence the facllity

F 224
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investigated those complaints and reported ta the
Office of Inspector General (OlG)} as appropriate.
The OIG investigated the complaints duting the
sxtended survey and found the allegations to be
unsubstantiated.

18. Review of the Resident Council Mesting
minutes, held on 07/25/15, revealed no
abuse/neglect allegations were received, The
residents wera provided education on how to
report abuse/neglect.

19. Revlew of the event reports providad by the
facllity revealed the facllity performed a clinical
record audit from June 1, 2015 to present. The
facility identifled fourteen (14) incidents wera
physician notiflcation was not completed. The
physicians were notified of each resident's
conditlon on 07/29/15 by the DON. Interview with
the DON, on 0B/06/15 at 1:36 PM, revealed a
complete chart audit was conducted for all
residants with the above findings. She stated all
physlician orders and change In status condltions
wera discussed In the daily clinlcal meetings to
ensura notification was made,

20, Revlew of the training records from 07/24/15
to 07/27/15 revealed staff was educated on shift
rounds, answering call lights, and physiclan
notification. Obsarvation, on 08/06/05 at 2:16 PM,
ravealed the nursing staff conducting the visual
rounds on the 2-North Unit. Observation during
the extended survey revealed the residents' call
lights were being answerad.

21, Review of the Quallty Assurance Performance
improvement (QAPI) signature sheels revealed a
meating was held on 07/26/15 at 3:15 PM with
the required membars including a physlcian
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representative, The facility provided the minutes
of the meeting that revealed the facility discussed
the corrective action plans for Immediate
Jaopardy tags and the incident that triggered the
Jeopardy. Additional QAPI meetings werse held on
07/30/15 and 08/04/15. Interview with the Interim
Adminlstrator, on 08/06/15 at 2:36 PM, DON on
08/06/05 at 1:36 PM, and the Medical Director, on
08/04/15 at 12:36 PM, valldated the QAPI
meetings ware held and what was discussed. The
Interim Administrator stated results of the
residents’ interview, assessments, and staff
questionnaires were discussed. Audits collectad
from the staff member ware reviewed and
discussad. Any concerns identified would be
corrected Immediately the Administrator would
ansure Investigation of suspected abuse/neglect
was completed; reported guldelines met; care
plans revised and followed; and physician and
respensible party nofification was mada,

22 Interview with the DON, on 08/06/15 at 1:36
PM, revealsd the morning clinical meetings wera
baing held with discussion of physician orders,
change In status conditions, any allegations ot
abuse/neglect, and physliclan notification. She
stated she used a white board to monitor
compliance, review twenty-four reports and other
infarmatlon forms.

23. Interview with the Reglonal Corporate Nurse
Consultant, on 08/06/15 at 3:45 PM and the
Corporata Vice President of Operations, on
0B/06/15 at 2:45 PM, revealed someone from the
Regional Team would be there daily until
immedlate Jeopardy was removed for support
and guldance. The Corporate representative
would be onsite weekly with daily telephone calls
after the immedlacy was removed and if all went

F 224
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assist ragularly and as needed to reposition/shift accuracy and revision of Care Plans
welght to relieve pressure and promote comfort, was conducted on July 27 and 28,
report changes In pain location/type lo MD and 2015. Care Plan Audits began on
assist wih transters. : July 24, 2015 end concluded on July
On 07/04/15 at 2:30 AM, Resident #16, who 28, 2015 by the Nursing
raquired total assistance with transfers and Administration Staff, Signature Care
tolleting, was found alone in the bathroom, sitting Consultant, ADON, DON, MDS
on & bedside commads, yelling for help. The call Coordinators, Unit Manager. The
light was wrapped around a support bar and audits were to determine the current
could not be activated. The evening staf failed to accuracy of the Care Plans and
communicate to the night staff the resident had sncluded a review of any assistive
been placed on the bedside commoade at 8:15 PM devic ) ¢ resident
on 07/03/15. The facllity staff falled to conduct the evices necessary to meet residen
scheduled routine checks on the resident and left needs. Any variances were corrected
the resident sitting In the bathroom alone with no at the time discovered. An ongoing,
method to call for help for greater than five (5) random-sampling Care Plan Audit is
haurs. When the resident was found, on 07/04/15 being conducted daily by the ebove-
at approximately 2:30 AM, the resident mentioned staff as well.
complainad of being cold s?l?d experienced %aln
and numbness in the hips/buttocks area. The . .
resident had a diagnosis of Multiple Sclerosis and MM.
was totally dependent on staft for transfers and Care Plan Audits are being
tolleting needs. (Refer to F224) conducted during Morning Clinical
Meeting which are held Monday
The facillty's failure to have an effactive system to through Friday each morning
ensure care plan Interventions wers implementad . Any changes or corrections are
has caused or |s llkely to cause serious Injury, facilitated at that interdisciplinary
harm, impalrment or death 1o residents. eeting. A Ouality A
immediate Jeopardy was identified on 07/24/15 meeting. A Quality Assurance
and was detarmined ta exist on 07/04/15. Performance Improvement mecting
was held on July 26, 2015 at 3:15pm
An acceptable Allegation of Compliance (AOC) with a physician who was covering
was received on 08/03/15, alleging the Immediate for the Medical Director who was
Jeopardy was removed on 07/29/15. The State on vacation, the Administrator,
Survey Agency validated the Immediate Jeopardy Asst. Director of Nursing, A CNA
was removed on 07/29/15, as alleged, prior to ’ ’
exit on 08/06/15. The Scope and Severity was
lowsted to a "D* while the facility develops and
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implements the Plan of Correctlon (POC), and
the facility's Quality Assurance (QA) monitors tha
effectiveness of the systemic changes.

The findings [nclude:

Review of the Comprehensive Care Plan Policy,
revised October 2010, revealed care plan
interventions were designed far consideration
between the rasident's problem areas and their
causes.

Review of the clinlcat record for Resident #18
revealed the facilily admitted the resident on
01/19/12 with a re-admisslon on 04/30/13 with
diagnoses of Multiple Sclerosls (MS),
Hypertension, Thyroid Disorder, Osteoporosls,
Right Shoutder Paln, Anxiety, Muscle Weakness,
and Dysphagia.

Raview of the quarterly Minimum Data Set (MDS)
assessment, daled 06/26/15, revealed the facliity
conducted a Brief Interview for Mental Status
(BIMS) test with the rasident scoring a fifteen (15)
out of a possible fiiteen (15), meaning the.
resident was interviewable. The facility assessed
the resident to require extensive assistance of
two (2) persons for alf transfers and toilating
needs, The resident was non-ambulgtory. The
tacility assessed the resident's balance to be
unsteady and required staff asslstance when
moving on and off the tollet.

Review of the comprehensive care plan for pain,
dated 03/20/15, revealed interventions ic observe
and report pain, numbness or tingling, edema,
and general weakness related to the diagnosis of
MS, shouider pain, and muscle spasms. The
facllity developed an intervention to raport

Admissions Director, Customer
Experience Director and Signature
Care Consultant. One topic
discussed in this meeting was
following the resident care plans in
regard to provision of services.
Results from the ongeing random-
sampling Care Plan audits
mentioned in our Systemic
Measures will be reviewed at our
monthly Qualify Assurance
Performance Improvement
Committee Meeting times 6 months.
If, during ihese meetings it is
determined that the audits should
continue, the Committee may
extend this period of review.
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changes In pain locatlon and type 10 the
physician. Other interventions included provide
comfort measuras such as repositioning.

Review of the Actlvity of Dally Living (ADL)
self-care deficit care plan, dated 03/20/15,
revealed an Intervention to kaep call fight within
easy reach. Revisw of the at risk for developing
skin breakdown care plan, dated 03/20/15,
revealed an Intervention to assist the rasident
with repasitiorvshiit weight to relieve pressure as
needed to promote comfort. in addition, the staff
was to assist the resident with tolleting and
hyglene needs.

Review of the Certified Nursing Assistant (CNA)
Care Plan, dated July 2015, revealed the resident
was non-ambulatory and required two (2) staft
assist for transfers with a stand-up lift, incontinent
check and change every 2 hours and PRN, and
total asslst for Activities of Dally Living (ADL).

Interview with Resident #16, on 07/22/15 at 9:30
AM, revealed he/she had been placed on the
bedslde commaode at approximately 9:15 PM on
07/03/15 to perform his/her nightly care and to
use the bedside commode, which would normally
take about forty-flve (46) minutes tc an hour.
When the resident tried to activate the call light
for assistance from staff, it would not activate
because the cord was wrapped around a support
bar preventing it from working. The resident sald
he/she yellad out for help, but nobody could hear
him/her, The resident stated It was a very long
time before staff found him/er In the bathroom.
The resident described how they felt after siiting &
while in the bathroom and said they were cold
and shivering (resident was dressed in gown),
with pain to the hips/buttocks, and the entire body
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was numb when the staff found them. The
resident stated he/she was afrald this could
happen again because the resident was
dependent on staff for alt transfers on and oft the
bedside commede with a mechanical lift.

Interview with CNA #1, on 07/2315 at 2:52 PM,
revealed she had placed Resident #16 on the
bedside commode at approximately 9:15 PM,
placed the call light within reach, and closed the
bathroom door. The aide stated the resident’s
nightly routine took about an hour and it normally
glarted earlier than 9:15 PM. She stated the
rasident was dependent on staif for all transters.

Intarview with CNA #2, on 07/23/15 at 3:20 PM,
revealed CNA #2 stated she had conducted a
resident check/sataty round approximately 10:15
PM to 10:30 PM and noticed Resident #16's
privacy curtain was puiled around the bed and the
bathroom door was closed. She stated she did
not look behind the privacy curtain or open tha
bathroom door to visuallze the rasident. At
approximately 1:30 AM to 2:00 AM the CNA
entored Resident #16's room and heard the
resident yelling from the bathroom. She opened
the bathroom door and found Resident #16 on
ihe bedside commode and ths call light cord was
wrapped around a support bar, pulled tight and
couid not be activated. The resident told the aide
he/she had been calling out trying to get
someone's altention without success.

Interview with LPN #1, on 07/23/15 at 1:40 PM,
revealed she was warking as the House
Supervisor and passing medications on the night
of 07/03-04/15. The nurse stated around 2:30
AM, CNA #2 reparted Resident #16 was found in
the bathroom on the bedside commode and
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stated she had been there for awhile. LPN #1
assisted CNA #2 with transterring Resident #16
from the bedside commodse to bed, performed a
full body assessment and gave him/her a pain
medilcation as requested for pain to the hips and
buttocks. The nurse stated she was not aware
CNA #2 had not conducied the routine checks
according to tha care plan and facllity policy. She
stated she was too busy and assumed the safety
checks had bean completed. The nurse stated
tha resident was unable to remova self from the
bedside commode and had to wait the extended
time for stalf to' assist him/her with transfers and
reposition. She had not notifled the resident's
physiclan of the Incident and the need for the
resident to be medicated for pain.

Intarview with the Director of Nursing (DON), on
07/24/15 at 9:30 AM and 1:00 PM, In regards to
the avent involving Resident #16, revealad she
had been told it was a communication problem
betwesn the shifts and CNA #2 had not
conducted the routine resident check according
to the care plan and the facility's pollcy. In
addition, the resident's call light had been
wrapped around the support bar so tight it would
not activats.

Review of the acceptable Allagation of
Compllance (AQC), dated 07/29/18, reveaied the
facility took the following Immediate actions:

1. Resident #16 was remaved from the bedside
commode and transferred tc the bed and
assessed by Licensed Practical Nursa (LPN) #1
after the occurrence on 07/04/15, Sweliing was
notad to the Resident #16's ankles that dissipated
by 3:15 AM. Resident #16 received pain
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medication {Norco) at 2:40 AM due to complaints
of hip pain. Evaluations and assessments were
continued through 07/07/15 with no new
concerns.

3. Certitied Nursing Assistant (CNA) #2, who was
assigned fo Resident #16 on the night shift
received a coaching and counssling session by
LPN #1 and Reglstered Nurse (RN} #3. An
investigation of the Incident was initlated by LPN
#1 and AN #3.

3, Resident #16 was seen by a Orthopedic
physician on 07/07/15 with orders for Physical
Therapy and Occupational Therapy. Resident #16
was placed on case load from 07/09/15 through
07/24/15. No change of transfer staius was
idantifled.

4. The resident’s primary physician was notifled of
the accurrence involving Resident #16 being left
on the bedside commode for an extended pariod
of time on 07/24/15 by the Director of Nursing
(DON). The Responsible party was notified on
07/24/15 by the DON.

5. On 07/26/15, the Director of Program
Development reviewed the perscnal files of CNA
#2 and LPN #1, who were assigned to Resident
#16 the night of the allegation, with no concerns
pertaining 1o their abuse registry and back ground
checks.

6. Resident #16 was evaluated by the Customer
Service Coordinator for the ability to use a call
light on 07/25/15 and found it was difflcult for
him/her to use the current call light. Resldent #16
received a naw touch based call light on
07/25/15. The call light in the bathroom {or

F 282
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Rasident #16 was evaluated on 07/26/15 by the
Reglonal Plant Operations Director and replaced
by Technical Solutians on 07/28/15,

7. All residents were assessed for any signs and
symptoms of abuse and naglect. Residents with a
Brief Interview of Mental Status (BIMS) score of
greater than sight (8) were Interviewed by the
facility's Interim Administrator, DON, Minimum
Data Set (MDS) Coordinator, Quality of Life
Director and Medical Records for any -
abuse/neglect concerns starting 07/24/15 and
concluding on 07/27/15. Ona concem from the
initial audit was a concem regarding staffing.
Residents wha were identifled to have a BIMS
score of less than elght (8), were physically
assessed by the Nursing Administration Team for
any signs and symptoms of abusa/neglect, no
new concerns were Identified. Beginning
07/28/15, skin assessments would be completed
each shift for ten (10} residents with a BIMS
score of elght (8) or less then decreased to thres
limes a week on 08/10/15 by the licensed nursing
staff. An attempt to contact Residents'
Responsible parties in regards to any
abuse/neglect concerna began 07/24/15 and
conciuded on 07/27/115.

8. The facility's Interim Administrator, DON, MDS
Coordinator, Quallty of Life Director, Medlcal
Records and Central Supply were educated on
07/24/15 by the Signature Care Consultant on the
abuse policy and procedure, to include but not
limited to a thorough investigation, neglact, and
reparting immediately. Department Administrative
Managers wera educated on 07/24/15. Atotal of
seventeen (17) Department Head members were
education on 07/24/15. Depariment
Administrative Managers that did not recaive the
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education could not return to work until abuse
education was provided, and a post-test
administered with a 100% score obtained. All
were reviewsd for compliance by tha Signature
Care Consultant. The facllity does not utilize
Agency Staff, The Intertm Administrator and/or
the DON was responsible for ensuring staff
members were sducated prior to returning to
work.

9. Once the factlity's Interim Administrator, DON,
MDS Coordinator, Quality of Life Director,
Madical Recorda and Central Supply wera
educated, then they were assigned to educata the
staft on the facllity's Abuse Policy, to include but
not limited to, a thorough Investigation, neglect
and reporiing immediately, on 07/24/15 and
continued until 07/28/15. Staff that had not
worked as of 07/28/15 would recelve sducation
prior ta returning to work. Training was performed
face to tace in order to facilitate discussion and
questions and included examples of items that
would be considered as reportable. Staff
members would not retumn to work until abuse
education had been provided, post-test
completed with a score of 100 %. If the stait
member did not achleve a scora of & 100 % on
the post-test, the staff member would be
re-aducated on the Abuse Policy and Procedures
and glven the post-test agaln, The pracess would
continue until the staft member achieved 100 %
on the post-lest. Any staff member who was on
vacation or Family Medical Leave would be
provided the abuse/neglect educatlon and given
the post-test before allowed to return to work.
with a score of 100 % to be achieved on the
post-test. The Interim Administrator and the DON
were rasponsible for ensuring this occurred.
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Every shift beginning on 07/28/15, ten (10) staftf
members on each shift would be given the
post-last for abuse/neglect by the Interim
Administrator, DON, Assistant Direclor of Nursing
(ADON), Quality of Life Director and Plant
Operations Director. A score of 100 % waould be
required, if less than 100 % the employes would
be reinsarviced and then given the post-test
again until 100 % compliance was oblained.

10. Ali new hires will receive abuse/neglect
educatlon during orientation and would be glven a
post-test to achieve a score of 100 %. If the new
staff member did not achleve a score of 100 % on

ithe post-tast, the new staff member would have

to be re-educated by the Staff Development
Coordinator and DON and be given the post-test
to achleve a score of 100 %. This process would
continue untll the new employse achieved a score
of 100 % on the post-tast. The {nterim
Administrator and DON would review the
Post-tests given dally for any noted concerns.
Any concerns would be addressed immediately.

All new hires would complete six (6) modules of
the CMS *Hand in Hand" training, during the
genaral orientation period by the Staff
Development Coordinatar. The facility was in the
process of all staff completing the CMS “Hand to
Hand" training and one module would be
assigned par month until all the modules are
reviewed,

11. Beginning on 07/24/15 and concluding on
07/28/15 100 % audit of ail cail Hights In the {acllity
were conducted, by the Interim Administrator,
DON, MDS Coordinator, Quality of Lifa Director,
Medical Records and or Central Supply, checking
that the call lights were in working order and that

F 282
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the call lights werse accessible for each residant
and the resident had the ability to use the call
light. The Initial call fight audits were reviewed by
the Signature Care Consultant dally from
07/24/15 through 07/28/15. There were two (2}
call lights, Room 1502-B and 1602-B, which were
identified as needing changed. Call light audits
and education would remain ongolng, every shift
from 07/28/15 until jeopardy was removed. The
Call light audits would be reviewed by the Interim
Administrator, DON and or reglonal staff daily.

12. The facility's Performance Improvemant
Project (PIP) developed to monitor the carrective
action through dally audits to ensure accessibility
and function of call lights tor residents was
conducted by the Director of Program
Development. The PIP would be reviewed two (2)
times a week, then weekly times four (4) weeks
by the interdisciplinary Care Team.

13. On 07/24/15 the facliity’s Interim
Administrator, DON, MDS Coordinator, Quality of
Life Director, Medical Records, Unit Manager
and/or Central Supply were assigned to visually
chserve where each resident In the facllity was, if
the resident's needs were being addressed, and if
the rasidents felt safe, One hundred percent (100
%) of all current residents were observed and no
congems were ldentified, The {acility's Interim
Administrator, DON, MDS Coordinator, Quality of
Life Director, Medlcal Records andfor Central
Supply would audit this process to ensure
compllance. Beglinning 07/28/15, daily
questionnalres will be completed each shift with
ten {10) resldents with a BIMS score of 8 or
above, by the DON, Interim Administrator, Quality
of Life Diractor and Plant Operations Director
asking the foilowing questions: 1. Is everyone
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treated weli? 2. Do you feel safe? 3. Do you have
any concerns? These audits will decrease to
three (3) times a weak on 08/10/15.

14, Visual observations of residents for safety
and needs will be conducted every shiit by nurses
and CNAs at the changs of shift. The staff would
maks visual observation of where each resident
was In the facllity, that the rasidents needs were
beling addressed and that ihe residents wers
sata. These rounds would bs ongoing. The
facillty's Interim Administrator, DON, MDS
Coordinator, Qualiity ot Life Director, Medical
Records and/or Central Supply would audit this
process to ensure compliance. Ongoing
education would be conducted with the staff
regarding answering call lights timsly, addressing
rasident needs, and making rounds at shift
changa. A rounding audit sheet would be filled out
during walking rounds.

15. Beginning on 07/24/15 and concluding on
07/27/15, 100 % of all currant resident charts
were reviewad for physician notification and any
allegation of abuse or neglect since 06/01/15 by
the Assistant Director of Nursing (ADON),
Signature Care Consultant, Unit Manager and
Customer Experience Coordinator.

Baginning 07/28/15, ten (10) charts would be
audited for documentation of allegations of abuse
and neglect, physiclan and respensible party
notification dalfy for two (2) weeks by the Interim
Administrator and DON and then decreased to
threa times a wesk on 08/10/15. Any Issues
discovered at the lime of the audits would be
braught to the attention of the Interim
Administrator and DON. Audits would be
reviewed by the Interim Administrator, DON,
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Signature Care Consultant or other regional staft
membars.

16. Beginning on 07/24/15 and concluding on
07/21115 100 % of currant rasldents charls were
audited by the Nursing Administration Staff and/or
Signatura Cara Consultants for accuracy of care
plans and CNA care plans, and asslstive davices.
Two variances were [dentifled and corrected.

17. All grievances since 01/01/15 were reviewed
by the Interim Adminlstrater, DON or Signature
Care Consuitant or Director of Program
Development on 07/24/15 to determine if any
itema documented were an reportable event. All
administrative staff wers educated on the
Grievance Process including how to lill out and
complete a grievance and what was a grievance
by the Director of Program Development on
07/27115. The facility had identified thirleen
concems from the grievance audit that was
reported to the Office of Ingpactor General as
allegations of abuse. The current Soclal Services
Director who handled the process was currently
suspended and would be terminated. The
Administrator resigned from the facility and her
last day was 07/19A15.

18. A Resident Council meating was held on
07/25/15 by the Quality of Life Director and the
CQiuality of Life Assistant, to discuss any
abuse/neglect concerns and to provide education
on whom to report any abuse/negiect concerns
without fear of retribution.

19. Beginning on 07/25/15 to 07/27/15 all
incldent/accident reports since 07/01/15 had been
raviewed by the DON and Signature Care
Consuttant to ldentify any concemns of suspected
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abuse/neglect and for physician and responsible
party natification.

20, On 07/24/15 the facliity's Interim
Administrator, DON, MDS Coardinators, Activities
Director, Medlcal Records and Central Supply
were educated on shift rounds, answering call
lights, physiclan and responsible party
notifications, by the Signature Care Consultant.
These slaff then educated the facility staff on shift
rounds, answering call lights and physiclan
notification. This was done face to face with staff
Interaction. A rounding audit sheet would be
completad during the walking rounds. As of
07/27/15 the remalning ten {10) department
heads had received thelr training. Staff members
would not return to work until education had been
provided. The facility employed 198 stakeholders
and 128 amployees had recetved education. 70
employees remained to receive training.

21. A Quality Assurance Performanca
tmprovement meetings was held, on 07/26/15 at
3:15 PM, with a physician representative, the
Interim Administratar, a CNA, Central Supply
Director, Customer Experience Coordinator,
Assistant Director of Nursing, and the Signature
Care Consultant. Topics that were discussed
included call light response, appropriate call
lights, rounding of Licensed Nurses, and CNAs
checking on resident whereabouts, resident
safety needs, following care plans, education
provided, grisvance process, abuse and neglect,
reporting and investigating abuse and neglect,
and physician and responsible party notification.
Abuse/Neglect and Care Plan policies were
reviewed and there was no changes required to
the policles,
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Results of the resident interviews, assessments
and stalf questionnaires would be reported to the
QAPI committee weakly to determine the need
for continued education or revision of the plan.
Audits collected from staft members will be
presented and discussed in the QAP1 meating. At
that time, based on evaluation, the QAPI
committes will determine at what frequency the
resident Interviews, assassments and staif
questionnalres would need to continue. Concerns
identifled would be corrected iImmediately and
reported to the Tnterlm Administrator to ensure
investigation of suspected abuse/neglect; the
investigation was completed; the Investigation
and raporting guidelines were met; care plans
wers updated and followed; with physician and
responsible party notifications made.

A QAP! meeting will ba held weekly unttl
immediacy is removed, then decraased io avery
four (4) weeks, then monthly for
racommendations and further follow up regarding
the corrective actions of the AOC.

22, Beglnning 07/28/15 and cantinuing until the
immedlacy is removed, the resident change of
condition would be raviewed daily in the morning
clinleal meeting 1o address any allegation of
abuse and neglect, change of condition and that
the physictan and responsible party had been
natified. The information for the clinical meeting
would be gathered from but not limited to the
twanty-four hour report sheet, Stop and Waich
form, SBAR, resident orders, and verbal report
from nurses. The Information would be gathered
by the DON, Unit Manager, Medical Records,
Customer Service Director and the Scheduling
Coordinator.
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23. A nurse from the Reglonal Team or Corporate
Oftflce, Regional Vica President of Operations or
Speclal Projects Administrator has been onsite
dally since 07/24/16 providing training or assisting
with tha review of audits. They will continue
weekly visits and or daily review by telephone
untli the Immediate Jaopardy had been removed
and will decrease to every othar week for four {4}
weeks, then monthly. The nurses for the regional
team or home office were assisting with
Investigations as neaded, performing chart audits
and providing oversight and consuitation.

Administrative oversight of the facllity would be
completed by the Special Projects Administrator,
the Regional Vice Prasident of Operatlons, or
member of regional staft weekly on sits and daily
by telephone until removal of Immediate
Jeopardy.

24, The Interim Administrator and DON would
review and discuss all 2buse Investigations dally
1o ensure the resident was protected; perpetratar
was ramaved from resident care areas; that it
was reporled to the apprapriate agencles timely,
and, a thorough Investigation was completed
beginning 07/24/15 and continued until
immediate Jeopardy is remaved. The Interim
Administrator would maintaln an abuse
investigation log. The interim AdmInistrator and
Corporate Staff will review each abuse allegation
to ensure a thorough investigation had been
completed, protaction of the resident, and
reported to the appropriate state agencles.

25, During each cara plan conference for each
rasldent, any abuse/neglect concerns would be
discussed along with any abuse/neglect
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education to include reparting, would be provided
to the resident and or POA with supporting
documentation noted starting 07/28/15.

The State Survey Agency validated the

implementation of the facllity’s acceptable AOC
as follows: ‘

1. Review of tha Nursas' Notes dated 07/04/15 at
2:30 AM, and interviews with CNA #1, on
07/23M5 at 3:20 PM and LPN #1, on 07/23/15 at
1:40 PM, revealed the resident was removed
from the bedslde commode and transierred to the
bed where the resident was provided a blanket
for warmth, skin assessment was performed, and
pain medicatlon was administered as requested.
The Nurses' Notes from 07/04/15 through
07/07H15 revealed continued monitaring of the
rasldent.

2. Review of the facillty's invastigation (initiated
on 07/04/45) includad a written coaching and
counseling sesslon with CNA #2. This was
conducted by LPN #1 and signed as witnessad by
BN #3. Written statements were abtained from
CNA #2, LPN #1, and RN #3.

3. Review of the clinlcal record, Nurses' Notes
dated 07/07/15, revealed the resident was seen
by an Orthopedic physiclan, Interview with the
DON, on 07/24/15 at 9:30 AM, revealed this
appointmant was already scheduled prior to the
incident on 07/04/15. Review of therapy notes
{07/09-24/15) revealed an avaluation of Resldent
#16 and services provided as staled in the AOC.
interview with tha Physlcal Theraplst, on 08/05/15
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at 3:18 PM, revealed the resident remained a
two-person assist and mechanicat lift with all
transfers.

4. Interview with Resident #16's primary
physiclan, on 08/04/15 at 12:36 PM, revealed he
was notified of the Incident on 07/27/15, however,
he had been on vacation and the nursing faclity
had notified his office on 07/24/15. Interview with
the DON, on 08/04/15 at 10:12 AM revealed she
had notified the physiclan's office on 07/24/15.

5. A review of the personnel files for CNA #2 and
LPN #1 was conducted during the recertification
survey as part of the 5-G Abuse task. No
problems were identifled. The SSA validated the
abuse registry and background checks were
conducted prior to hire with no findings.

8. Observation of Aesident #16's room, on
08/06/15 at 2:08 PM revealed the facility had
provided a new soft touch call light. The call light
in the resident's bathroom was replaced on
07/2815.

7. Raview of the skin assessments revealed all
residents In the facility receivad a skin
assessment on 07/24/15 through 07/27/15 with
no signs or symptoms of ahuse/neglact found.
Review of tha skin assessments conducted by
the facility revealed the facility continued ta
perform skin assessments on resldsnts with a
BIMS scora of eight (8) or less. Review of the
skin assessmenls conducted by the facility
revealed the facility continued to perform skin
assessments on rasidents with a BIMS scare of
alght (8) or less. Interviews on 08/04/15 with
Resldent #25 at 9:45 AM and Resident #29 at
10:40 AM, revealed no concerns with
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abusa/neglect.

8. Review of the training records revealed on
07/24115, the Corporate Care Consultant
pravided tralning on the facility's Abuse/Neglect
Pollcy was provided 1o the Depariment Heads.
This treining included how to Investigate an
allegaiion of abuse/neglect and reporting
requiraments. The trainlng also included
physiclan notification, care plans, rounds, and call
flghts. Seventeen (17) Department Heads were
prasent at the training Including the Interim
Admintstrator and Director of Nursing.

interview with the Corporate Consuitant, on
08/06/15 at 3:46 PM, revealed she had provided
tralning to ail Depariment Heads on the
Abuse/Neglect- Policy, Investigating and
reparting, call lights, grievances, and making
visual rounds, (ntarview with the DON, on
08/06/15 at 1:36 PM, Quality of Lite Director, on
08/06/15 at 10:00 AM, and Activity Director on
08/05/15 at 2:22 PM, Director of Program
Developiment, on 08/05/15 at 4:08 PM, Customer
Experience Direclor, on 08/05/15 at 4:33 PM,
Malntenance Director, on 08/05/15 at 5:09 PM,
and the Interim Administrator, on 0B/06/15 at 2:36
PM, validated the training was pravided on
07/24/15 and they had a good knowledge of how
to investigate and report abuse.

8. Review ol the training records revealad the
facility staff was trained from 07/24/15 through
07/28/15, with as needed staff tralned prior to
working, on the Abuse/Neglect Pollcy. Post-tests
were given regarding Information presented on
abuse/neglact with the staff scoring 100%.
Tralning was validated through interviews with the
Rehab {1-South) Unit Manager, on 08/06/15 at
9:25 AM, Soclal Services, on 08/05/15 at 1:45
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PM, LPN #11, on 08/05/15 at 1:30 PM, LPN #12,
on 08/05/15 at 1:36 PM, LPN #5 on 08/05/15 at
1:55 PM, and LPN #13, on 08/05/15 at 2:08 PM.
Additional Interviews were conducted with CNA #
10, on 08/05/15 at 1:42 PM, CNA #11 and #12 on
08/05/15 at 1:50 PM, CNA # 3 on 08/05/15 at
2:00 PM, CNA #25, on 08/05/15 at 2:02 PM, CNA
# 14 on 08/05/15 at 2:05 PM, CNA #26 on
08/05/15 at 2:08 PM, CNA #6 on 08/05/15 at 2:10
PM, CNA # 7 and #24 on 08/05/15 at 2:15 PM,
and CNA #8 on 08/05/15 at 3:05 PM. The staft
had good knowledge of the definition of
abusa/neglect and how to raport. In addition, the
nursing staff had been trained on communication
rounds between shifts, conducting satety checks,
call light accessibility, and the grievance process.
Review revealed the facility continuied ta
aducation on the Abusa/Neglsct Policy with
post-test given. Review of the results of the
post-test revealed stalf scored 100%.

10. Review of the naw hlire list and comparison to
the training documentation revealed the new
employees would recelve training on
abuse/maglect with a Post-test required. All new
hires must have a 100% pass rate. Interview with
the Interim Administrator, on 08/06/15 at 2:36 PM,
revealed newly hired employees will be required
to complete the "Hand in Hand" modules (8), one
per month. He stated there had baen no new
hires since 07/29/15. He said the Staff
Development Coordinator would monitor the
training. Review of the August 2015 scheduls for
new employee training revealed the Hand in
Hand modules would be reviewed on August 10,
11, 12, 18, 19, and 20th,

11. Observation during the extended survey
revealed the residents* call lights were functicnal
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and within reach. Observation of the call light
respanse time during the survey ravealed the call
lights were answered within five (5) minutes of
activation. Review of the call light audits revealed
tha facility conduct & facllity wide inspection of
each resident's room, on 07/24/15, 1o determina if
each call light was functional and within reach of
the resident. The call light audits continued
through the extended survey. The audits revealed
two call lights were replaced and Resident #16's
call light was replaced with a soft touch call light.
Observation of Resident #16's bathroom, on
0B/05/15 at 2:08 PM, revealed a soft touch call
light and was within the resident's reach.
Observation of the resident activating the new call
light revealed the call light activated and staft
respanded within ona minute. Interview with the
resident during this obsarvation ravealed hisher
needs were belng met.

12. The facility utilized a computer program
(Abaqis) that menitors the carrective actions
through daify audits. Members Included the
Interim Adminlsirator, DON, ADON, Customer
Service Directar, and & CNA. Review of the
Performance Improvemnent Project (PIP) revealed
monitoring of call lights audits (dally the IDT team
will discuss), care plan conference concarns,
Abuse/Neglect Post-test, physician naotification,
daily charting audits, Hand in Hand training, and
Department Head rounds. Minutes from the PIP
meetings ware provided and reviewed. The
facliity met daily from 07/27/15 to 08/03/15. The
PIP reviews were reviewed with Administrative
Managers on 07/29/15. Interview with the Interim
Administrator, on 08/06/05 at 2:36 PM, revealed
the facility used PIP dally as thls was another
check for the audits.
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13. Each resident was observed during the facility
wide inspection of each resident's cali light.
Seventy-three (73) residents were interviawed
and asked the following questions: (1) is

- everyonae treatingyou well? (2) Do you feel safe?
(3) Do you have any concermns? No allegatlons of
abuse/neglect were received. Other complaints
ware forward to the grievance process.

Revlew of the daily questionnaires conducted (10)
by the facility revealed the sams questions were
asked during the initial Interviews with the
residents conducted 07/24-27/15. No allegations
ol abuse/neglect were recsived.

14. Review of the dally assignment shest for the
nurse aides revealed the form had been revised
to include a check off section that visual rounds
had been conducted between the shifts. The
nursing staff had been trained on the new
process on 07/24/15-07/27/15. The shift reports
were raviswed by the DON or Administrator.
Observallon, on 08/06/05 at 2:16 PM, revealed
the nursing staff conducting the visual rounds on
the 2-North Unit, interviews with CNA# 10 on
0B/05/15 at 1:42 PM, CNA #11 and #12 on
08/05/15 at 1:50 PM, CNA #3 on 08/05/15 at
2:00 PM, CNA #25 on 0B/05/15 at 2:02 PM, CNA
#14 on 08/05/15 at 2:05 PM, CNA #26 on
08/05/15 at 2:08 PM, CNA #6 on 08/05/15 at 2:10
PM, CNA #7 and #24, on 08/05/15 at 2:15 PM,
and CNA #8 on 08/05/15 at 3:058 PM, revealed
safety rounds were being conducted at the
beginning and end of each working shift. Each
resident must be seen on the rounds.

15. Review of the chart audits revealed the
clinical record of each rasident was reviewed.
Clinlca! record review of the sampled residents
during the extended survey revealed no issues
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with notiflcation. The facility continused to conduct
chart audits dally x two weeks.

16. Review of the sampled rasldenis for the
extended survey revealed the comprehensive
care plan and the nurse aide care plans had been
ravised to reflect the resldent's current status, No
issues were found.

17. Revlew of the training records revealed
administrative stafi had been trained on the
facility’s grievance process on 07/27/15 with
re-education provided to the DON and Chaplain
oh 07/29/15. Interview with the DON, on 08/06/15
at i:36 PM, ravaaled she had been trained on the
grievance process a few weeks ago. She slated
through the resident and family interviews, it
generaled several concerns that needed to be
investigated. Some wera reportable and others
went through the griavance process. Interview
with the Interim Administrator, on 0B8/06/15 at 2:36
PM, revealed the informatlon from the resident
and family interviews were taken to the Quality
Assurance (QA) meetings. The facility reviewed
their grievance log from June 1, 2015 to present
and discovered some of the grievances had not
been resolved. There was evidence the facility
investigated thase complaints and reported 1o the
Office of inspector General (O1G) as appropriate.
Tha O1G investigated the complaints during the
extended survey and found the allegations to be
unsubstantiated.

18. Review of the Resident Council Meeting
minutes, held en 07/25/15, revealed no
abuss/neglect allagations were received. The
residents were provided educatlon on how to
report abuse/neglect.
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19. Review of the event reports provided by the
tacllity revealed the facility performed a clinical
record audit from Juna 1, 2015 fo present. The
facility identitied fourteen (14) incldents were
physician notification was not completed. The
physicians wera natified of each resident's
condition on 07/29/15 by the DON. Interview with
the DON, on 0B/06/15 at 1:36 PM, revealed a
complete chart audit was conducted for all
residents with the above tindings. She stated all
physictan orders and change In status conditions
were discussed In the dally clinical meetings to
ensure notification was made.

20. Revlew of the training records from 07/24/15
to 07/2715 revealed staff was educated on shift
rounds, answering call lights, and physician
notiflcation. Observation, on 08/06/05 at 2:16 PM,
revealed tha nursing staff conducting the visual
rounds on the 2-North Unit. Observation during
tha extended survey revealed the residents* call
lights were being answered.

24, Review of the Quality Assurance Performance
Improvement (QAPI) signature sheets revealed a
meeting was held on 07/26/15 at 3:15 PM with
the requirad members including a physician
representative. The facility provided the minutes
of the meeting that revealed the facllity discussed
the corrective action plans for Immediate
Jeopardy tags and the incident that triggered the
Jeopardy, Additional QAP| mestings were held on
07/30/15 and 08/04/15. Interview with the Interim
Administrator, on 08/06/15 at 2:36 PM, DON on
08/06/05 at 1:36 PM, and the Medical Diractor, on
08/04/15 at 12:36 PM, validated the QAPI
meatings were held and what was discussed. The
Interim Administrator stated rasults of the
resldents' Interview, assessments, and staff
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questtonnaires were discussed. Audits coilected
from the staff member wera reviewed and
discussed. Any concerns identifled would be
corrected immediately the Administrator would
ensure Invesllgation of suspected abuse/neglect
was completed; reported guidellnes met; care
plans revised-and foilowed; and physiclan and
responsible party notification was made,

22, Interview with the DON, on 08/06/15 at 1:36
PM, ravealed the moming clinical meatings were
belng held with discussion of physlelan orders,
change in status conditions, any allegations of
abuse/neglect, and physician notification. She
stated she used a white board to monitor
compliance, raview twenty-four reporis and ather
Information forms.

23. Interview with the Reglonal Corporate Nurse
Consultant, on 08/0615 at 3:45 PM and the
Corporate Vice President of Operations, on
08/06/15 at 2:45 PM, revealed someaona from the
Regional Team would ba thare dally until
Immediate Jeopardy was removed for support
and guidance. The Corporate representative
would be ansite weekly with daily telephone calls
after the immediacy was removed and if all went
well, reduce to every other week, then monthiy for
administrative oversight.

24. Interview with the DON, on 08/06/15 at 1:36
PM, and the Interim Administrator, on 08/06/15 at
2:36 PM, ravealed all allegations of abuse/neglect
are investigated, residents are protected, and the
allegations are reported to the state agencies.
The Administrator maintained an Abuse Log.
Review of the allegations of abuse/neglact
reported to the OIG revealed tha facility reported
promptly, Several allegations were investigated
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during the extended survey with finding of Resident # 20 was re-assessed for
unsubstantiated. Interview with DCBS . 26. 2015
representative, on 08/03/15 at 2:57 PM, revealed E?;::;&?;;ﬁ::tmjﬁ’; od r;:]at -
thelr agency recelved several reports of the identified risk for fall
allegations of abuss from the facility and they to the identified nsk or 12 3.
would be investigating. Interventions mr:'.luded. educated on
wearing long skirts and hem her
25, Raview of seven (7) care plan conferences, skirts during an ad hoc Care Plan
dated 07/29/15, ravealed each resident or Meeting on August 26, 2015. The
resident's family was asked about abuse/neglect housckeeping carts were locked on
and provided information on how to report. July 23, 2015. The Housekeepers
F 323 | 483,25(h) FREE OF ACCIDENT F323|  assianed to the caris were educated.
5= | HAZARDS/SUPERVISION/DEVICES Thegﬁ’ousakeepm sezigned to the
The facility must ensure that the resident carts were educated by July 23,
anvironment remains as free of accident hazards 2015.

as is possible; and sach resident receives
adaquate supervision and assistance devices to
prevent accldents.

This REQUIREMENT s not met as evidencsd
by:
Basaed on observations, interview, record raview,
review of the facilitys poiicies and procadure,
Material Safety Data Sheet (MSDS), and review
of the SBAR (Situation, Background,
Assessment, Request) Communication Form, it
was determined the facility failed to provide
adequate supetvision 1o prevent accldents for
one (1) of the twenty-nine (28) sampled residents.
Resldent #20 sustained a fall attempting to self
transfer from the wheelchalr to the tollet without
assistanca.

In additlon, obsarvation during the environment

Residents Potentially Affected:
Residents of the facility have the
potential to be affected by
unattended and unlocked carts.
Housekeeping carts were locked
immediately upon findings. The
housekeeping carts were locked on
July 23, 2015. The housckeepers
assigned to the caris were educated
by July23,2015. Anauditof
residents with fall risk scores >10
will be completed by DON,
Customer Experience Director,
ADON, Unit Manager, MDS
Coordinators, Restorative Nurse
Coordinators by September 15,
2015 to ensure residents with high
risk for falls had appropriate
interventions in place to minimize
risks.
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CAOS3-REFERENCED TU THE APPROPRIATE DATE
DEFICIENCY)
Systemic_Measures:
F 323 | Continued From page 88 Faz23 A Nurse C?nsultant “fm
tour, on 07/23/15 at 10:12 AM-10:30 AM, educate/train the nursing

revealed two (2) of four (4} housekeeping carnts
on the second floor was left unattended and
unlocked. The carts contained chemicals. Thera
ware cognilively Impalred residents who
wandered on those units.

Tha findings Include:

Raview of the Falls Policy provided by the faciilty,
dated as reviewed on 06/01/15, revealed the care
plan would be reviewed following each fall, statt
would begin an Investigation, the Interdisciplinary
Team (IDT) would determine the root cause of the
tali if possible, and then the care plan would be
updated,

1. Review of the clinical recard for Resident #20
revaaled the facility admitted the resident on
10/29/14 with diagnoses of Heart Failura,
Hypertension, Peripheral Vascular Disease,
End-Stage Renal Disease (ESRD), Diabetes
Mellitua, and Bilataral Below Knes Amputation
(BKA) with Prothesls.

Review of the Annual Minimum Data Set (MDS})
assessment, dated 04/15/15, revealed the facillty
assassed Resident #20 as requiring the extensive
to total assist of two (2) parson with transfers.

Review of the Comprehensive Care Plan, dated
04/17115, revealed staff was to assist him/her
daily as needed with transfers and locomotion to
deslred locations.

Review of the facility's Fall Risk Assessment
Evaluation, dated 04/17/15, revealed Resident

#20 scored an eighteen (18) which meant the

management and IDT team on
September 8, 2015, on providing
adequate supervision to prevent
accidents for residents whose Fall
Risk Assessment is 10 or greater.
This education includes SBAR,
Falls Policy, Fall Investigations, Fall
Risk Assessment, Determining root
cause of a fall, immediate care plan
interventions post fall, incident and
accident reporting, and updating the
care plan, The Nursing
Management Team and [DT Team
will train thia to nursing staff.
Housekeeping supervisor will re-
educate the Housekeeping staff on
the importance of securing
unattended housekeeping carts by
July 23, 2015.

Residents will be assessed on
admission regarding their risk for
falls. New interventions wili be
initiated immediately to decrease the
risk, Newly admitted residents
identified with a high risk for falls
(score >10 on the fall risk
assessment) and any resident who
experiences a fall will be discussed
by the interdisciplinary team in the
next scheduled Clinical meeting,
which are held Monday through
Friday each moming, to ensure that
appropriate interventions have been
added to their care plan.
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION )
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DEFICIENCY}
F 323 | Continued From page 89

resident was at risk of falls,

Review of the SBAR Communication Form, dated
06/11/15, revealed Resident #20 lost hisfher
balance and fell forward attempting to transfer
fram the wheelchalr to the tollet without
assistance.

Interview with RN #1, on 07/23/15 at 3:17 PM,
revealed she fillad out the SBAR Communication
Form and notified the Floor Manager. RN #1
stated sha understood when she notified the
Floor Manager it was their responsibility to put an
intervention In place.

Interview with the Director of Nursing (DON), on
07/23/15 at 2:45 PM, revealed at the time of the
fall ihe staff who identitied the fall should have
notified the Nursing Superviser on call so an
immediate Intervention could have been
implementad based on the root cause of the fall.
The DON reviewed Resident #20's chart and
could not identify any interventions put in place
related to the fall described by the SBAR
Communication Form, dated 06/11/15,

3. The facility did not provide a specilic policy for
chamical storaga. The facillty provided MSDS
sheets on the chemicals stored in the
housekeeping carts.

Review of the MSDS sheet for the alr fresher
revealed the aarosol spray could cause serlous
eye damage. The muttl-surface cleaner and
disinfectant had hazard warnings that the
chemical was harmfui if swallowed or in contact
with the skin. It would cause severs skin burns
and eys damags. Avold breathing.

F 323 Monitoring Measures:

The Director of Nursing will
complete an audit of 10% of the
residents identified as high risk for
falls weekly for 8 weeks then
monthly times 6 months to ensure
that appropriate fall interventions
have been added to the care plan.
The Housekeeping Supervisor will
audit Housckeeping carts daily to
ensure they are locked and/or
attended by their assigned
housckeeper. Findings of the above
stated audits will be reviewed and
discussed by the QAPI Commiltee
monthly for 6 months for
recommendations and further foilow
up as indicated.
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0321
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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185057 B. WING 08/06/2015

NAME OF PROVIDER OR SUPPLIER

SUNRISE MANOR NURSING HOME
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X4} 1D SUMMARY BTATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION {x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPAIATE DATE
DEFICIENGY}
F 323 Continued From page 20 F 323
Qbservation during the environment tour, on
7/23/15 at 10:12 AM through 10:30 AM, revealed
the housekeeping carts on 2-South and 2-North
wera left unlocked and unattended. There were
cleaning chemicals observed on the carts,
Interview with Housekeeper #1, on 07/23/15 at
10:35 AM, revealed sha had failed to lock the
housekeeping carts but normally she would lock
the arsa where the chemicals were stored.
Interview with the Housekeeping Supervisor, on
07/23/15 at 10:36 AM, revealed all carls were lo
be locked if Jeft unattended for resident safety.
Interview, on 07/23/15 at 10;36 AM, with the
Interim Administrator who was present during the
environmental tour, revealed all housekeeping
carts were to ba locked when unattended. He
voleed concern regarding the chemical
accessible to cognitively impaired resldents.
F a71 | 483.35(i) FOOD PRCCURE, Fa7i| F-371 / /, 5
5S<F | STORE/PREPARE/SERVE - SANITARY Residents Affected: /4]
. No specific residents were identified
The facility must - A e
(1) Procure foad from sources approved or in this citation. The food and liquids
considered satisfactory by Federal, State or local were remaved from each of the five
authorities; and identified refrigerators and
(2) Stora, prepars, distribute and serve food discarded.
under sanitary conditions
Residents Potentially Affected:
Residents of the facility have the
potential to be affected by the
citation, All other refrigerators were
checked by Dietary Staff with no
This REQUIREMENT Is not met as evidenced e
by:
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DEFICIENCY)
F 371 | Continued From page 81 F 37
Based on observation, interview, and review of Systemic Measures:
the refrigarator logs, it was determined the facllity Dietary Staff was educated by
falled to consistently record temperatures for five Regional Director of Dining
(5) of five (5) refrigerators on the units to store Services on August 25, 2015
the residents' foad. checking and documenting
) refrigerator temperature, and the
The findings Include: proper storage of foods policy and
. . dure, Ongoing education will
Review of the facility's Food Storage Polley, not procschl .
datad, revealed food was stored at an appropriate be provided by Lead Dietary Cook.
temperature and by methods designed to prevent Refrigerators will be checked by
contamination. Refrigerator temparatures should Dietary Staff twice per day, on first |
be forty-one (41) degrees Fahrenhsit (F) and and second shift. The Administrator
must be recorded dally. will complete an audit of 2 .
Observatlon during a tour of the facility, on refrigerators per weck of the |
on ; ‘
07/2315 at 9:23 AM, revealed five (5) ::g:%:lmt; ri:sg:r t;o:-httvgeelz ﬂ:if:e !
refrigerators on the residents’ units and one in the o4 4l app dp
first floor dining room had no documented temperatures are maintained,
evidence that temperatures were abtained dalily.
There was a thermometer in each refrigerator
and the temperatures were within safe range Monitoring Measures:
when checked during the tour. Findings of the above stated audits
will be reviewed and discussed by
Interview with Dietary Alde #25, on 07/23/15 at the QAPI monthly for 6 months for
3:38 PM, ravealed evening staff was supposed to frequency of ongoing audits or
check and record the refrigerator temperatures recommendations and further follow
when they stocked the rafrigerators with food for up as indicated.
the residents. She stated there was a concern
regarding spoiled focd If the refrigeratar
temperatures were out of range.
Interview with the Dietary Manager, on 07/23/15
at 3:00 PM, revealed it was the responsibillty of
the evening dietary staif to check and record the
refrigerators. He stated there wag a concerm
ahaout contamination of food if not stored properly.
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FIRE SAFETY SURVEY REPORT
CRUCIAL DATA EXTRACT
(TO BE USED WITH CMS-2786 FORMS)

PROVIDER NUMBER FACILITY NAME SURVEY DATE
K1 185057 SUNRISE MANOR NURSING HOME *K4 07212015
K6 DATE OF PLAN K3 : MULTIPLE CONSTRUCTION A BUILDING
APPROVAL B WING
TOTALNUMBER OF BUILDINGS =~ ——2 Al croor
TUNIT
NUMBER OF THIS BUILDING 01 D APARTMEN :

LSC FORM INDICATOR COMPLETE IF ICF/MR 1S SURVEYED UNDER CHAPTER 21

SMALL 16 BEDS OR LESS
Health Care Form { )
12 | 278 R 2000 EXISTING ; glﬁgmm
13 |2786R 2000 NEW Ke: 3 IMPRACTICAL
ASC Form
14 |2786U 2000 EXISTING LARGE
15 | 2786 U 2000 NEW el
K8:
"CFIMR Form 6 IMPRACTICAL
16 [2786V, W, X 2000 EXISTING
17 | 2786 V, W, X 2000 NEW APARTMENT HOUSE
7 PROMPT
* : OF FOXM USED FROM ABOVE
K7 @ SELECT NUMBER A K8: 8 SLOW
e 9 IMPRACTICAL

(Check if K29 or K36 are marked as not applicable in the
2786 M R T U V. W X YandZ)

ENTER E-SCORE HERE

K29: | 3 K56: | 3 K5: cg2.5

*K9 : FACILITY MEETS LSC BASED ON: (Check all that apply)
Al A2| X Al Ad AS
{COMP. WITH (ACCEPTABLE POC) (WAIVERS) (FSES) {PERFORMANCE
ALL PROVISIONS) BASED DESIGN)

FACILITY DOES NOT MEET LSC: K180: Al X 8. C.

B. FULLY SPRINKLERED PARTIALLY SPRINKLERED NONE

(Al required areas are sprinklesed)  (Not all required areas ore sprinklered)  (No sprinkler system)

*MANDATORY

Form CMS-2786a
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 02 - SUNRISE MANOR NURSING HOME COMPLETED
R
185057 B. WING 09/15/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
717 NORTH LINCOLN BLVD
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(X4)1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION 1x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORAECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
{K 000} | INITIAL COMMENTS {K 000}
Based upon implementation of the acceptable
POC, the facility was deemed to be in
| compliance, 09/15/15 as alleged.
|
|
|
!
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Any deficiency statement ending with an asterisk {*) denotes a deficlency which ihe institution may be excused from correcting providing it is determined that
other safequards provide sufficient protection to the patients. (See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether ar not a plan of carrection Is provided. For nursing homes, the above findings and plans of carrection are disclosable 14
days following the date these documents are made available to the facllity. If deficiencies are cited, an approved plan of correclicn is requisite to continued
program participation.
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Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0330

. Post-Certification Revisit Report

Public reporiing far this collaction of informallon is estimated to average 10 minutes per responsa, inchuding time for revigwing instructions, searching existing data sourtes, gathering and
maintaining data needsd, and completing and reviswing the coliection of Informatton. Send commenits regarding this burden estimate or any othar aspact of this collection of Information
ncluding suggastions lar taducing the burden, to CMS, Office of Financial Managament, P.C. Box 266884, Baltimara, MD 21207, and to the Office of Managemant and Budget, Paparwork
Reduction Project (09368-0380), Washington, D.C, 20503.

(Y1) Provider / Supplier / CLIA/ | (Y2) Multiple Canstructlon " (¥3) Date of Revisit
Identification Number A, Building :
185057 _ BwWeg O"SUNRISEMANORNURSINGHOME |  Sns2015
Name of Facility Street Address, City, State, Zip Code
SUNRISE MANCR NURSING HOME | 717 NORTH LINCOLN BLVD

HODGENVILLE, KY 42748

This report ts complated by a qualified State surveyer far tha Medicare, Madicald and/or Clinical Laboratory Improvament Amendments program, 10 show those dellciencies praviously
raported on the CMS-2567, Statement of Deficiancies and Plan of Correction that have been corrected and the date such comective action was accomplishad. Each daliciency should be
fully identified wsing either the regulation or LSC provision number and the identiticalion preflx code praviously shown on the CMS-2567 (prafix codes shown to the lah of each
requiramant on the survay repor form).

(Y4} Item (YS) Date {Y4) ltem {Y5) Date (Y4) Item (YS)  Date
Corraction Correction Correction
Completad Completed Completed
1D Pretix 09/15/2015 1D Prefix 10 Praflx
Reg. # NFPA 101 Reg. # Reg. #
LSC K0D50 LsSC LsC
Corraction Correction Correction
Complated Completed Completed
1D Prefix 1D Prafix 1D Prefix
Reg. # RAeg. # Reg. #
LsSC LSC LsC
Correction Carrection Correction
Complated Completed Comgpleted
10 Prefix 1D Prefix D Prafix
Reg. # Req. # Req. #
LSC LSC LSC
Correction Corraction Corraction
Camplsted Completed Completed
1D Prelix 1D Prelix 1D Prelix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Corraction Corraction
Completed Complated Complated
1D Prefix 1D Prefix 1D Pralix
Reg. # Reg. # Reg. #
LSC LsSC LSC
Raviewed By - | Reviewed W Date [ S\linamre of Surveyar: Date:
State Agancy 1o |01 lS— l-_a.,,.:q* L&Qﬂ-«-" N\J——- ta-olAS
Ravlewed By . | Reviewed By Date: Signature of Surveyor: Date;
CMS RO
Followup to Survey Completed on: gt Check for any Uncorrected Daficiencies. Was a Summary of
7/21/2015 Uncorrected Deficlencles (CMS-2567) Sent to the Facility? ygg NO

Form CMS - 25678 (9-92) Page 1of 1 Event ID; BE3722
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (¥2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 02 - SUNRISE MANOR NURSING HOME COMPLETED
R
185057 B. WING 09/115/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFOAMATION) TAG CRQSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
(K 000} | INITIAL COMMENTS {K 000}
Based upon implementation of the acceptable
POC, the facility was deemed to be in
compliance, 09/15/15 as alleged.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it Is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated abave ars disclosable 90 days
following the date of survay whether or not a plan of correction is provided. fFor nursing homes, the above findings and plans of corection are disclosable 14
days following the dale these documents are mada available to the facility. If deficiencies are cited, an approved plan of carraction is requisite to continued
program participation,
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Department of Health and Human Services Farm Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certiflcation Revisit Report -

Public raparting for this collection of infarmation Is estimatad to average 10 minutas per responsa, including time lor reviewing instructions, searching existing data sources, gathering and
malntaining data needed, and completing and raviewing the collection of Information. Send comments regarding this burden estimate or any olher aspect of this collection of informatlon
including suggastions for reducing the burden, 1o CMS, Office of Financial Management, P.O. Box 26684, Batimors, MD 21207; and 1o the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washingion, D.C. 20503.

(Y1) Provider / Supplier/ CLIA/ 1 | {Y2) Multiple Construction 1 (Y3) EJ“ate of Flevi;t
Identification Number | A, Building |
R 25057_ B L B. Wing 02 - SUNRISE MANOR NURSING HOME 1 9/15/2015
Neme of Facility Street Address, Clty, State, Zip Code
SUNRISE MANOR NURSING HOME 717 NORTH LINCOLN BLVD
HODGENVILLE, KY 42748

This repart Is complated by a qualifled State surveyor for the Madicara, Medicald and/or Clinical Laboratory Improvement Amendmenis program, to show those deaficlencias praviously
reported on tha CMS-2587, Statemaent of Deficlancles and Plan of Carrection that have bean corrected and the date such corrective aclion was accomplished, Each deficlency should be
fully identified using either the regulation or LSC provision numbar and the Identification pralix code praviously shown on the CMS-2587 {prefix codes shown fo the left of each
requiremant on tha survay report lorm),

(Y4) item (YS) Date {Y4) Item (Y5) ODate {¥4) ttem (Y5) Date
Corraction Correction Corraction
Completed Completed Completed
18 Prefix 09/15/2015 1D Prefix ID Prefix
Reg. # NFPA 101 Reg. # Reg. #
LSC Koos0 LsC LSC
Carraction Correction Carraction
Completed Completed Completed
D Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsC LSC LSC
Corsrection Correction Carrection
Completed Completed Completed
1D Prelix 1D Prefix 1D Prefix
Reg. # Req. # Reg. #
LSC LSC LSC
Carrection Correction Correction
Complated Completed Completed
1D Prefix 1D Prefix D Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Carrection Correction Correction
Completed Completed Completed
1D Prafix 1D Prefix 1D Prefix
Req. # Reg. # feg. #
LSC LSC LSC
Reviewed By 57w | Reviewed m/ Date l S|gnature of Surveyor: Date:
State Agency 10|01 "S- h_omq‘n.&gﬂ-«__mf- la-o\AS
Reviewed By ——— | Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficlencies. Was a Summary of
7/21/2015 Uncorracted Deficlencles (CMS-2567) Sent to the Facility? ygg NO

Form CMS - 25678 (9-92) Page 1 of 1 EventID: 8E3722
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X#) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 02 - SUNRISE MANOR NURSING HOME COMPLETED

185057 B, WING 07/21/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

717 NORTH LINCOLN BLVD

HODGENVILLE, KY 42748

(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

SUNRISE MANOR NURSING HOME

K 000 | INITIAL COMMENTS K000

CFR: 42 CFR §483.70 (a)
BUILDING: 02

PLAN APPROVAL: 2011
SURVEY UNDER: 2000 New
FACILITY TYPE: SNF/NF DP

TYPE OF STRUCTURE: Two (2) storles with a
partial basement, Type !l (222) construction.

SMOKE COMPARTMENTS:  Five (5) on the first
fioor and three (3) on the second floor.

FIRE ALARM: Complete fire alarm system with
heat and smoke detectors.

SPRINKLER SYSTEM: Automatic, wet sprinkler
system, hydraulically designed.

GENERATOR: Type I, 275 KW generator, fuel
source Is diesel.

A Recertification Life Safety Code Survey was
conducted on 07/21/14. The facility was found not
to be in compliance with the Requirements for
Participation in Medicare and Meadicald.

The findings that foflow demonstrate
noncompliance with Title 42, Code of Federal
Regulations, 483.70 (a) et seq. (Life Safety from
Fire).

Deficiencles were cited with the highest

OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATU RE TITLE (X6) DATE

2 v ! oAt g
ity @ hstarisk () denctes a deficlency which the Tnstitution may be excused from correcting providing it is determinéd that
Arotection to the patients. (See instructions.} Except for nursing hornes, the findings stated above are disclosable 90 days
firvddi 4 pions ol £ q,aam sresciosable 14
dra e llo continued

jéficiency statemant ending
othf safeguards provids sufficien
following the date of survey whether of nol a plan of correction Is providad. For nursing homes, the above
days followlng the data these documents are mada available to the facility. If deficlencles are cltad, an ap
program participation.
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SUNRISE MANOR NURSING HOME

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLUIA (%2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER, A. BUILDING 02 - SUNRISE MANOR NURSING HOME GCOMPLETED
185057 8. WING 0712112015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

717 NORTH LINCOLN BLVD
HODGENVILLE, KY 42748
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deficlency identified at F level. _ 1. No specific residents were cited in this
K 050 | NFPA 101 LIFE SAFETY CODE STANDARD K 050 K-Tag
SS=F 9-15-15
Fire drills are held at unexpected times under 2. All residents have the potential to be
varying conditions, at least quarterly on each shift.
The staff Is familiar with procedures and is aware affected by this deficiency. Fire Drills
that drills are part of established routine. wiil be reviewed the Administrator
Responsibility for planning and conducting driils is since December 2014 to ensure that fire
assigned only to competent persons who are .drills are up to dat
qualified to exercise leadership. Where drills are AL RoLLS
conducted between 9 PM and 6 AM a coded
announcement may be used instead of audible 3. Plant Operations Assistant will be
alaams. 18.7.1.2 responsible for conducting fire drills
when there is a transition in Plant
Operations Director or the Plant
This STANDARD s not met as evidenced by: Operations Director Is out. The Plant
Based on interview and record review of fira Operations Assistant will b
drills, it was determined the facility failed to sistant will be in-serviced
ensure fire drills were conducted quarterly on on the fire drill requirements and policy
each shift at unexpected imes, in accordance and procedure by the Admini
with National Fire Protection Association (NFPA) P A
standards. The deficiency had the potential to '
affect each of the eight (8) smoke compartments, 4. Fire Drills will be audited by the
residents, staff and visitors. The facility has Administ
one-hundred and thirty-seven (137) certified beds strator monthly x 3 months to
and the census was one-hundred and twenty-nine ensure that they are occurring as
(129) on the day of the survey. scheduled. The findings of the abave
stated audits will be reported to QAP!
‘The findings include: meeting monthly for three months. The
Review of tha facilty's fire drl 4 QAPI Committee wili determine
eview of the facility's fire drill recards, on
0712115 at 3:22 PM, with the Plant Operations whether to continue or discontinue the
Director and the Maintenance Assistant revealed audit based on the results of reported
the facility falled to conduct a fire drill on the to the committee.
second shift during the fourth quarter of 2014,
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| occupancy shall have, in effect and available to

(nterviews, on 07/21/15 at 3:24 PM, with the Plant
Operations Director and the Maintenance
Assistance revealed the current Plant Operations
Director was hired during the second week of
January of 2015 and the facliity did not have a full
time Plant Operations Director in the month of
December of 2014, in which a fire drill was
required the be conducted to be in compliance
with Code requirements.

Referance NFPA 101 (2000 Edition)

18.7.1 Evacuation and Re!ocaﬁ;an Plan and Fire
Drills.

18.7.1.1
The administration of every health care

all supervisory personnel, written coples of a plan
for the protection of all persons In the event of
fire, for thelr evacuation to areas of refuge, and
for their evacuation from the building when
necessary. All employees shall be periadically
instructed and kept informed with respect to their
duties under the plan. A copy of the plan shali be
readily available at all times in the telephone
operator ' s position or at the security center.

The provisions of 18.7.1.2 through 18.7.2.3 shall
apply.

18.7.1.2%

Fire drills in health care occupancies shall include
the transmission of a fire alarm signal and
simulation of emergency fire canditions. Drills
shall be conducted quarterly on each shift to
familiarize facllity personnel (nurses, interns,
malntenance engineers, and administrative staff)
with the signals and emergency action required

under varied conditions. When drills are
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conducted between 9:00 p.m. (2100 hours) and
6:00 a.m. (0600 hours), a coded announcement
shall be permitted to be used instead of audible
alarms,
Exception: Infirm or bedridden patients shall not
be required to be moved during drills to safe
areas or to the exterior of the building.
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