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An onsite revisit was conducted 11/13/13 through
11/14/13, and based on the revisit the facility was
deemed to be in compliance as alleged on
- 08/18/13.
LABORATCRY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TiTLE (X8| DATE

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

program participation.
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. AMENDED 09/24/13

FA Recertification/Extended Survey was conducted :
f08/20/13 through 08/30/1 3, immediate Jeopardy |
- was ldentified on 08/23/13. ang was determired
: 10 existon 04/12/13 at 42 CFR 483,20 Resident

. Assessment, F-280; 42 CFR 48325 Quality of
*Care, F-323: and, 42 CFR 483.75 Administration, |

Guallty of Care (SQC) was identified at42 CFR
48325, F.323,

i The facility falled to have an effective system in
place to identify causal factors of falls in order to
. implement effective interventions to prevent
"accidents. The facility's Administration fafed to
have oversight to ensura the facility's Fayls Paoticy _
was implemented ang effactive for prevention of
accidents. In addition, the factlity's Quatlity .
. Assurance failed to énsure there was an effective ;
“monitoring System in place to evaluate the ;
" prevention of accidents. .

On 04/12/13 at 1:00 AM, Resident #1 was found

. on the floor behind his/her réom door with a
laceration to his/her foreheaq, swelling to the left

“eye, and complaints of severe head and neck

“Pain. Resident #1 wasg sentlo the Emergency
Room for evaluation gng admitted to the hospital .
with cervical fractures in his/her neck and returnet

"to the facility on 04/15/13, Record review :
revealed the resident Sustained another fall on

1 05/18/13; hawever, the facilily faled to revise the :
restdent's care plan to prevent further falls, even
though the resident had a Previous serious injury .
from a fall: had been assessed as z high risk for

+

F 000l

i

]
f

‘The preparation and execution of this
‘credible allegation of compliance does not
;constitate admission or agrecment by the
provider of the truth of the facts aileged or
- conclusions set forth in the statement of
X deficiency. The facility reserves jts right to
“dispute the facts and conclusions in any
"forum necessary and disputes that any
f action or inaction on ity part created any
s deficient practice, The facility further
. disputes that the circumstances constituted ;
. immediate Jeopardy to any resident. This .
" credible  allegation  of compliance g
' prepared and execnte solely because it is -
' Tequired by federal and state iaw.

i o
LABORA OWSO
Ve, [

TITLE %) CATE

Any deflelency statement enc g
other safe
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F 000+ Continued From page 1
i falts; and, had a history of freguent falls at the
: facility. Record review revealed on 11/05/12, at
; 6:25 AM Resident #1 was found on the floor
, under the bedside table with complaints of left
. " shoutder pain and was diagnosed with a fracture
“of the left clavicle. Resident #1 also sustained
“ three (3) falls in December 2012 on 12/04/12,
£ 12/08/12, and on 12/10/12. Interview with the
i Administrator and record review revealed no
1 documented evidence Resident #1's falls were
; thoroughly investigated to determine afl causal
, factors, nor was the resident's Comprehensive

" prevent further falls, On 05/18/13, Resident #1
' experienced another fall; howsver, continued

- N0 documented evidence of revisions.

" all falls wera reviewed in the daily Continuous

*Quality improvement (CCH) meeting conducted

 Monday through Friday, However, review of the

¢ Causatlon Factor Analysis forms for Resident

: #1's falls revealed no documented evidence

. contributing factors to Resident #1's falls were

identified. Review of the Interdisciplinary Plan of
Care (IPOC) team notes revealed no

' documented evidence immediate changes were

: the Administrator also revealed there was no

. (DON's) follow-up of Resident #7's falls per the
factlny's pokcy.

! The facility could provide no decumented

: evidence falls were thoroughly tracked angd

: tranded. nor that the facllity had identifled,

, through the facliity's Quallty Assurance (QA)

_ Care Plan related to Falls revised in an attempt to
‘ review of ite Comorehenstve Care Plan revealed ;

Interview with the faclity's Administrator revealed .

‘implemented to the Comprehensive Care Plan as
‘indicated per facility poficy. Eurther intendew with '

, documented evidence of the Diractor of Nursing's

F 000"
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F 000 Continued From page 2
1 process, that procedures refated to falls were not ;
; being implemented, i

:' Deficiencies cited were 42 CFR 483.20 Resident
‘ Assessment, F-280 at a Scope and Severity (5/8)
i of "K", 42 CFR 483.25 Quality of Care, F-323 at a !
t Scope and Severity ($/S) of "K”™ and 42 CFR i
. 483.75 Administration, F-490 and F-520 at a

. Scope and Severity (S/S) of "K".

- The facility provided an acceptable credible :

| Allegation of Compliance (AoC) on 08/30/4 3 with

i the facility alleging removal of the Immediate _

| Jeopardy on 68/30/13. The State Survey Agency

. verified, on 08/30/13, the Imm ediate Jeopardy

" was removed as alleged on 08/30/13, with

I remaining non-compltance at 42 CFR 483.20

; Resident Assessment (F-280); 42 CFR 483.25
Quality of Care {F-323); and, 42 CFR 483.75 i

. Administration (F-490 & F-520), ata $/Sof a =

' while the faciltty develops, implements, and

f monitors a Plan of Correction to prevent

i recurrence of the deficient practice.

5 Additlonal defictencies were cited as a result of i
' the Recertification Survey at 42 CFR 483.15 i
" Quallty of Life (F-253) at a S/S of an "E"™ 42 CFR .
483.35 Dietary Services (F-371)at a S/S of and

. "E", 42 CFR 483.60 Pharmacy Services (F-431)
 ata8/S of a "D"; 42 CFR 483.85 Infection
~Control (F-441) at a $/S of an "E”; and 42 CFR
+ 483.70 Physical Environment (F-463) at a S/S of
fan "E",

F 283 4B3.15(h){2) HOUSEKEEPING &

S8=£ , MAINTENANCE SERVICES

‘The faclity must provide housekeeping and
' maintenance services necessary to maintain a

!
F 000,

F 253, F253

Criteria 1 -The ceiling tiles in the south
dining rcom have been replaced. :
-The Wallpaper in room #316 has been

if continuation sheet Page 3 of 114
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F 253} Continved From page 3 tF 253%rcmeved.
. sanitary, orderty, and comfortable Interlor. . ;
: ' Criteria 2 - An inspection of the entire
’ i Facility interior was completed by the
" This REQUIREMENT is not met as evidenced - ‘Maintenance Director on 8-31-13 to i
by o -  determine that there arc no other ceiling
Based on observation, interview and facility tiles or wallpaper, or other housekeeping/ °
| policy review, it was determined the facility failed ' maintenance  issues  which require
. to ensure residents had comfortable and orderty  pttention.
i interiors in one (1) room of twenty-six (26) rooms f i
;on the $outh Unit; and, in one (1) of two {2) dmmg;  Criteria. 3 -The Maintenance and
| rooms In the facility. Wal paper was torn off the H : Staff haﬂ; tgraceiv ed in
. wall in Reom 316 and ceiling tiles were stained in - ous(ekeepang . ; 16-13 the
" the South Dining Room. service education on 9-°0- by the -
. Administrator on the routine inspection of .
' The findings include: ‘ fac:ii‘ity common areas and r;sident rooms
; to  identify and address issues which
' Revtew of the facility's policy, Wall (Interior) and  require cleaning and/or repait. ‘
. Ceiling Maintenance, undated, reveated It was the i o
" poficy of the facility to maintain the interor walis . Criteria & “The COI indicator for the
i and ceilings of the butiding In goad repalr. The ! monitoring/identification of maintenance/ .
~Maintenance and Housekeeping Cepartments . housckeeping issues il facility common
' monitored the Interior walls and ceitings of the ~ areas and resident rooms will be utilized |
. building by completing a monthly watlk through of | | monthly X 2 months and then quarierly
" the building. Issues were prioritized and . under the supervision of the Administrator |
 scheduled for repair as permitted. " who will assign completion of the tool t0 !
. ) ) | housekecping or maintenance staff.  All,
| Observation of the factlity, on 08/22/13 at 9:40 completed tools are reviewed by the COI :
A inihe Souh Dnng Room rovaied ree () | commite i he COI et i S
! dark. brownish-colored stained ceiling tiles atone . plan development for any findings which 51713

. end of the South Dining Room.

. Observation of Room 316-B, on 08/22/13 &

[ 410:00 AM, revealed a large area of torn wall i

. paper, approximately eighteen {18} inches in
diameter torn off the wall beside the resident's

. bed. The resident's bed was against the wall

" where the wall paper was tom.

! Interview, on 08/23/13 at 6:30 PM, with the

fait to meet the stipnlated threshold.
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F 253 Continued From page 4 F 253
" Maintenance Director revealed the wall paper had ;
: been missing on the wall for at least one (1) _

. month, Further interview revealed the resident

" picked at the wall paper everyday. Therefore, it 3
I continued to worsen. During the interview with

. the Maintenance Oirector, he stated repalring the

_wall in Room 318 had taken place during the July

12013 interdisciplinary Plan of Care {IPOC) i ;
i Meeting, but nothing had been done to date. The : )

Maintenance Director revealed the facility was :
! waiting to move the resident to another bed In the
! same room as soon as one of the residents
, moved out or could be transferred to another
" room. The Maintenance Director stated the
i ceiling thes In the Scuth Dining Room were
- replaced about ona month ago, but the air
~ conditioning was leaking condensation, The 4 :
- Maintenance Director stated the stained ceiling I
; tiles and the torn wall paper were not homelike, !
. but he had been on jury duty and had not had i
: tfme to make the repatrs.

lnterview with the Administrator, on 08/22/13 at
' 11:00 AM, revealed the Maintenance Director had ; ;
i been on jury duty and had been ill. The ‘ :
. Administrator sald it was just too hot o send the f
" Maintenance Director up in the attic to repair the
air conditioning condensation while t was so hot
. Outstde and they had gotten bhehind on repairs. |
F 280 483.20(d)(3), 483.10(k)(2} RIGHT TO ’
&S=K | PARTICIPATE PLANNING CARE-REVISE CP

: The resident has the right, unless adjudged

F280 F280
* Criteria 1 -The care plan and CN.A care |

i plan for residents #1, 4, 11, 12, and 13
: have heen reﬁewedfmvised by the

" incompetent or ctherwise found to be

. incapacitated under the laws of the State, to
participate in planning care and treatment or

* changes in care and treatment.

x

: Interdisciplinary care plan team to reflect
‘the fall managememt  interventions -
¢ indicated by the residems” fall risk

; assessments, the facility fali log review,
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F 280 ' Continued From page 5

* Acomprehensive care plan must be developed

!within 7 days after the completion of the

| comprehensive assassmeni; prepared by an :
. interdisciplinary team, that includes the attending
phys;c;an a registered nurse with responsiblfity
* for the resident, and other appropriate staff in

' disciplines as determined by the resident’s needs, |
- and, to the extent practicable, the participation of .
. the resident, the resident's fam#y or the resident’ s
"legal representative; and periodically reviewed

"and revised by a team of qualified persons afler

i each assessment.

H

; This REQUIREMENT is not met as evidenced
, by: ;
* Based on interview, record review and review of |
! the faclity's policy. it was determined the facility z
. failed to have an effective system in place to ‘
ensure the Comprehensive Care Plan was
" periodically reviewed and revised for seven (7) of
! fiftemn (15) sampled residents (Resldents #1, #4,
DET1, 12, 813, #16 and #17).

' On 04/12/13 at 1:00 AM, Resident #1 was found

" on the floor behind histher room door with a

i laceration to his/her forehead, swelling to the left
; eye, and complaints of severe head and neck
pain. Resident #1 was sent to the Emergency
 Room for evaluation aad admitted to the hospital
 with cervical fractures in histher neck. Record |
- raview revealed Resident #1 had a history of falls
" at the facility and had sustained a previous injury

from a fall, On 11/05/12, at 6:25 AM Resident #1

i was found on the fioor under the bedside table

_with complaints of left shoulder pain and was .

" diagnosed with a fracture of the left clavicle. :

+

F 2804nd Nurse Consultants suggestions for fall
nanagement interventions,
The care plans for residents #16 and 17
have been reviewed/revised by the
Interdisciplinary care plan team to reflect
the psychiatric treatment recommendations.

Cntma 2 - Al residents were reviewed to
determine if they had experienced a fall in
‘the last 90 days. The 19 residents who have
‘exhibited a fall within the past 90 davs
‘have had a new Fall Log completed by the
‘Tuterdisciplinaty care plan team tO assist
-with tracking/trending patterns and issucs
‘with their individual falls. Care plans were
‘revised based on the review and causal
ifactors identified for these residents.
i Using the Fall Log and Fall Assessment
; information, the team completed review/
- revisions of the care plan and C.N.A, care |
" plan for each resident exhibiting a fall in
“the last 60 days to determine that these |
! reflect the fall management interventions
¢ indicated.
| - AR residents were reviewed to identify °
. those recefving mcclah?b& psychiatric
f services. Residents receiving psychiatric
" treatment recommendations have had
* review/revision by the Interdisciplinary .
care plan team to reflect the psychiatric
{ tregtment recommendations.

. Criteria 3 - Fall team staff, licensed murses,
‘ Hoasekeepcrs and Laundry have received
" in-gervice education from the DON or Staff -
i Development on the comprehensive
investigation of all falls uiilizing the Fall ,
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F 280 Continued From page 6 F 280 o
|12/10/12. Interview with the Adminisirator and | interventions indicated by the Investigation:
‘record review revealed no documented evidence - and the need to implement alternative,
. Resident #1's falls were thoroughly investigated interventions when those first attempted
!0 deterrmine all causal factors, nor was the . are unsuccessful as provided on 8/26-
i resident’s Comprehensive Care Plan related to . 29/2G13.
Falls revisad in an attempt to prevent further fails ! +The Interdisciplinary Care Plan team has’
- {Referto F323) e ¢ received in-service education by the DON:
. on the following: the use of the care plan.
Resident #4 experienced five (5) falls from * check list to assist the team in identifying
03/21/13 to 05/09/13 all attempting to get out of areas for development/revision of care plans
. bed unassisted. The Comprehensive Care Plan ; inservice on 8-27-13; reviewsfreviston of
'was not revised to include interventicns to ) care plans following resident Fall
; prevent further falls, Investigations to determine that the Fall
; : Team terventions are addressed inservice
| Resident #11 experfenqed seven (7) falls from on 8-27-13: and the review/revisions of care
ovidenca ofreisions 0 e Sae oere e plas following psychiatric treamment viit
; inlerventions to prevent further fails to determine lhat recommendations are
' ) addressed inservice on 9-3-13,
: Resident #12 experienced four (4) falls from . e :
0212113 to 06118113 it o dofsu)memed . Criteria 4 - The CQI indicator for the
! gvidence the resident's care plan had been . monitoring of care plan documentation will
. revised. ' be utilized monthly X 2 months and then
f i quartetly as per the established CQI
| Resident #13 experlenced four (4) falis from . calendar under the supervision of the DON,
. 068/01/13 10 07/23/13 with no documented *  who will assign completion of the tool 0
" evidence of revisions to the care plan. nursing staff. Al completed tools are
; reviewed by the CQI committee in the CQi
In addition, Residents #18 and #17's record meeting, with action plan development for
revealed no documented evidence the : any findings which fil to meet the
. Comprehensive Care Plan was ravised to include stipulated threshold. ‘ 91813
the Psychologist's Care Plan Information. ]
The facilty's failure to have an effective systemin .
i place to ensure residents’ Cornprehensive Care
; Plans were revised to prevent futurs falls, and.
5 fatlure to thoroughly implement and ensure the
: Care Plan Policy was effective in the prevention
_of falls placed Resident #1 and other residents at : i
Evenl (D: PJZ311 Fasilliy 1D: 100163 it continuation sheet Page 7 of 114
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F 280 Continued From page 7

" Care Plan Policy was effective in the preventlon

¢ of falfs placed Resident #1 and other residents at

s risk for serious injury, harm, impairmen, or death.
Immediate Jeopardy was identified at 42 CFR

483.20, Resldent Assessment, F-280 at a Scope

“and Severity of "K". The Immediate Jeopardy

" was identified on 08/23/13 and determined 1o ,

exist on 04/12/13. i

An acceptable Credible Afllegation of Compllance, ¢
" related to the Immaediate Jeopardy, was received
on 08/30/13. On 08/30/13, the Immediate

* Jeopardy was verified removed on 08/30/13 as

: alleged prior to exjt. However, nort-compliance

, continued to exlst at 42 CFR 483.20 Resident
~Assessment at a Scope and Severily of an "E",

" as the faclfity had not completed the development
: and implementation of a Plan of Correction (PoC}) |,
: to ensure the facifity established and maintained
; an effective system to ensure residents’ care

' plans were revised to ensure residents remalned °
" free from avoidable accidents, ?

¢ The findings Include:

_ Revlew of the facility's Care Ptans Pollcy
Statement, undated, revealed an individuatized

* Comprehensive Care Plan that included ;

“ measurable objectives and timetables to meet the

: resident’s medical, nursing, mental and '
psychologlcal needs was to be developed for

~each resident. According to the policy, a

" Comprehensive Care Plan was based ona

" thorough assessment that included, but was not

i limited to the Minimum Data Set (MDS). The

. policy Indicated an assessment of the residents

_was ongoing and care plans were revised as

" informatlon about the resident and the resident’s

! conditlon changed. The policy stated each
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i resident's Comprehensive Care Plan was
desigried to: incorporate identified problems;

.' incorporate risk factors associated with identifled !
» problems; build on the resident's strengths; reflect !

. the resident's expressed wishes regarding care

. and treatment goals; reflect treatment goals,
timetables and objectives in measurabie

¢ outcomes; denify the professional services that

are responsible for each element of care: aid n

. preventing or reducing declines in the resident's

" functional status and/or function levels: enhance

“ the optimal functloring of the resident by focusrng

: on a rehabitfative program,

' 1. Review of Resident #1's medical record

| revealed the facility admitted the resident on

. 02/21/08, with diagnoses that included a history

, of Ankle Fractures and Hip Fracture prior to

- admission, Diabetes, Alzheimer's, Osteoporosis,

i Dementta with Psychotic Features, Panic

. Disorder. Review of the Minimum Data Set
{(MDS)} assessments completed on 09/27/12,
07/1712 and 04/28/13 revealed the facllity

| assessed the resldent to be severaly cognitively

: Impaired and to requirg assistance with all

_ Activities of Daily Living (ADLs). Review of the

' Fall Risk Assessments dated 12/13/12, 03/09/13,

and 04/15/13 revealed the facility assessed

. Resident #1 to be a high risk for falls. Review of
the Comprehensive Care Plan revealed the

‘ facilty assessed Resldent #1 1o require a Falls

. Care Plan related to his/her history of falls and

. high risk for faffs. Intervertions included

administer medications as ordered; assess for

side effects to medication use and document if

{ any noted; assist of one (1) with transfers, use a
gait bett, call light withir: easy reach at all times;

" kerep bed at lowest level at all times; labs as

. ordered; observe for change in mental status;

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT (JF DEF ICIENCIES (X1} PROVIDER/S UPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION |X3} DATE SURVEY
AND PLAN OF CORRECTION 'DENTFICATION NUMBE &; COMPLETED
A. BULOING
185013 8. WING 08/30/2013
NAME OF PROYIDER OR SUPPL IER STREET ADDRESS, CITY, STATE, ZIF CODE
55 EAST NORTH STREET
BRIGHTON CORNERSTONE HEALTH CARE
MADISORVILLE, KY 42431
X410 SUMMARY STATEMENT OF DEFICIENCIES o . PROVIDER'S PLAN OF CORRECTION i8)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX 'EACH CORRECTIVE ACTION SHOULD BE { COMPLETION
- REGULATORY OR LSC IDENTIFYING INFORMATON} TAG CROSS-REFERENCED TO THE APPROFPRIATE DA
[ DEFICIENCY}
!
F 280.

If coningation shest Page 9 of 114

FORM CMS.2887{02-58} Previous Varsionz Obsolels

Ever ID:PJ23N

Facllly 10: 100183




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/24/2013
FORMAPPROVED
OMB NO. 0938-6391

DATE SURVEY

STATEMENT OF DEFICIENCIES X1; PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185813

{X2) MULTIPLE CONSTRUCTION (X3}

A. BUILDING

B. WING

COMPLETED

08/30/2013

NAME OF PROVIDER QR SUPPLIER

BRIGHTON CORNERSTONE HEALTH CARE

STREET ADCRESSE, CITY, STATE, ZIP COOE
55 EAST NORTH STREET
MADISONVILLE, KY 42431

(Xa1lD SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDEO BY FULL

PREFIX
TAG  REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHQULD BE
CROSS-REFERENCED TOQ THE APPROPRIATE
OEFICIENCYI

0
PREFIX
TAG

{5,
COMPLETION
C DATE

!

f

F 280; Continued From page 9
" nonskld shogs/socks when ambulating; observe
! for decrease or loss of functional status; provide
; Clutter free pathways; respond promptly to calf
“light; use of watker when ambulating; vital signs
' weekly and PRN (as necessary); remind resident
, fo utifize call ight; perimeter defined pressure :
" reduction mattress to be to help prevent resident
f from rolfing out of bed due to lays on edge of bad;
; use of wedge cushion to wheelchair to prevent ;
' sfiding; restorative per pfan of care; and
{ scheduled tolleting per ptan of care. Revlew of
, the Nursing Assistant Care Plans for November
" 2012 through Aprit 2013 revealed the resident to
! be on Extreme Fall Risk Precautions. ;

' Review of a fall investlgation for Resldent #1,

‘ dated 04/12/13 at 1:00 AM, revealed the resident ,
. sustalned an unassisted fall and sustained a ’
* laceration to the head, and the left eye was

| bruised, Continued review of the Incident Log

. reveated Resident #1 was sent to the ER.

: Revlew of a Hospltal Discharge Summary form

_revealed Resident #1 was diagnosed and freated .

* for a cervical neck fracture. Continued review of

i the Summary revealed Resident #1 was

_ discharged from the hospital on 04/15/13, with

" orders to wear a Miaml J collar {neck colfar) at alt |

; imes. Review of the Comprehensive Care Plan

- revealed interventions of a sensor alarm and clip

~alarm were placed on Resident #1. Review of the :

. Nurse's Note, dated 04/15/13 at 7:45 PM,

“revealed every fifteen (15) monitoring would be

Yimplemented. However, there was no

. documented evidence on the Comprehensive

‘ Plan of Care or on the Nursing Assistant Care

: Plan of the fifteen (15) minute monitoring of
Resident #1 that was initiated, on 04/15/13 at

' 7:45 PM, when the resident returred to the facllity

=280
i
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; from the hospiial.

. Record reviaw revealed the resident sustained
f another fall on 05/18/13. Review of a fall
investigation for Resldent #1, dated 05/18/13 at

' fall mat beside the bed and sustairied no injury.
: Revlew of the Comprehensive Care Plan

 care plan to prevent further falls, even though the
resident had a previous serious injury from a faff;

: had been assessed as a high risk for falls; and,.

" had a history of frequent falls at the facifity.

had a history of falls at the facillty prior to the

- 0411213 fall in which the resident sustained a
fractured neck. However, the facility falled fo
implement irterventions in an attempt to prevent

! further falls.

| Review of a fall investigation for Resident #1,

. was found on the floor under the bedside table
“and complained of teft shouldar pain. The

‘ the distal ctavicte {collar bone). Review of the
Comprehensive Plan of Care for Residant #1

: ravealed the Falls Care Plan was reviewed on
11/05/12; howaver, the fall on 11/08/12 was not
captured on the care ptan. Continued review of

" the Comprehensive Nursing Care Plan revealed

rno documented evidence of additionafl

| interventions added to attempt to prevent

"additlonal falls, Review of the Nursing Assistant

. {NA) Care Plan revealed no documented

! avidence of changes or revisions put in place

refated to the fall,

‘ revealad the care plan was reviewed on 05/20/13.
. However, the facllity failed to revise the resident's

i Interview and record review revealed Resident #1

dated 11/05/12 at 6:25 AM, revealed Resident #1

resldent was dlagnosed with an acute fracture of ;

1 4:06 PM, revealed Residen! #1 was found on the

F 280’
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i Raview of a fall investigation for Resident #1,

_dated 12/04/12 at 10:30 PM, revealed the

i resident had ‘ransferred from his/her bed, and
then fell trying to get out of his/her wheelchair,

; The fall investigation revealed the residert's :
slood sugar level was low, however, there was no

. evidenice the factlity attempted to determine the

' reason Resident #1's blood sugar was low.

_Review of the resident’s care plan revealed It was |

 not revised related to this fafl. f

: Review of a falt investlgation for Resident #1,

' dated 12/07/12 at 4:30 PM, revealed Resident #1

_was transferring from the bedside com mode !

{ {(BSC) to the wheelchalr and sustained a fafl. The
[POC Committee summarized that the resident |

: would be checked for placement of the BSC and

" assessed for the nead for personal alarms.
However, review of the Comprehensive Care :

' Plan revealed no documented evidence of :

' revisions made to prevent additional falls and this -

j fall was not reflected on the Care Plan. ;

- Review of a fall investigation for Resldent #1,

U dated 12/10/12 at 11:00 PM, revealed Resident

~#1 sustalned an unassisted fall with no Injury,

. Review of the Comprehensive Care Plan
reveated the care plan was reviewed on 12/10/12;

. however, there was no documented evidence of !

! revisions made to prevent additional falls were

identifled.

' Interview with Certified Nursing Assistant (CNA)

- #9, on 8/22/13 at 5:50 PM, revealed she had ‘

| been a Restorative Ald with the facility since i
February 2011 and was very famillar with caring :

 for Resident #1. CNA #8 revealed Resident#1

" would get up without putting on the call fight and -
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F 280, Continued From page 12
did not afways understand how to use the call
I'ight and would get up independently. CNA #3
: was uncertaln if Resident #1 had falls mats or
"alarms in place before her falls when he/she
fractured her colfar bone in November 2012 and
; fractured her neck in April 2013.

. Interview with the Assistant Director of Nursing

_ (ADONYMinimum Data Set (MDS) Coordinator,

“on 08/22/13 at 2:00 PM, revealed she was

: responsible for updating Resident #1's plan of

care with the interventlons decided upon in the

(IPOC) group meetings. The ADON was unsure

. why Resident #1's care plan had not been

" updated after the falis on 11/06/12, 12/04/12,
12/07/12,12/10/12 and 08/18/13.

interview with the DON, on 08/23/13 at 2:05 PM,
revealed the ADONMDS Coordinator should

; plan after every falf that the resident sustained
“from information received during the IPOC Team
i meetings. The DON admitted the [POC

!'be put in place to prevent future falls. The DON
revealed she was not monloring to see that the

* Aid Cars Flans were updated after the IPOC

‘ interventlons were implemented. The DON

; revealed she was responsible to ensure
Interventions were gut in place on residents’
Nursing and Nursing Assistant ¢are plans. The
[XON revealed she had only been in the DON
 position since 04/29/13, was a DON In fralning,

 she toak the position. The DON stated that she
i dld not have a monitoring system in place fo
. make certain the residents’ care plans were

have updated Residert #1's comprehensive care

. Committee was not implemeriing interventions to

residents’ Comprehenslve Care Plans and Nurse '

_meetings and that she did not follow up 1o ensure -

: and was only responslble for what occurred after

]
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. updated/revised when a resident’s conditlons :
. changes or when a resident had a fall, i

i 2. Revlew of the medical record for Resident #4

revealed the resident was admitted by the facility

on 01/22113, with diagnoses which included

Alzhgimer's Dementia, Anxiety, and Depression.
* Areview of the Minimum Data Set (MDS)

assessments completed on 01/29/13, 06/30/13,

. and 07/25/13, all revealed the facility assessed

the residernt to be severely cognitively impalred. A ;

review of fall risk assessments completed by the

i facillty on 01/22/13, 03/15/13, and 06/30/13, afl

revealed the resident was assessed by the facillty |

to be at high risk for falls to occur. Areview of the :
comprehensive plan of care dated 02/11/13 for

Resident #4, revealed interventions which had

; been put into ptace to prevent falls by

administering medications as ordered by the

i physlcian, provide the assistance of two (&) ;

persons with transfers, staff were to keep the call

- light within the resident's reach, staff were to

. check for incontinence on rounds and as needed

" staff were to observe for a change in the :

' resident's mental status and alert the pnyslician as :

: needed, staff were to orient the resident to hna/her
surroundings, staff were to respond prompily to

“the restdents call ight, staff were to monitor vital

" signs every week and as needed, staff were to

use a wheelchair with a gel cushion and bilateral

leg rests, and a bedside commodes would be used

by the resident for ease with tolleting.

: Revlew of a fall investigation for Resident #4 ,
. dated 03/21/13 at 4:15 AM, revealed the resident
_fell again white attempting to use the bedslde :
" commode and sustaired three (3} skin tears from :
: the fall, A review of the Immediate Intervention

. Form dated 03/21/13, revealed education and
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F 280, Continued From page 14
, instruction for the resident, and a walker had

- the incident fog dated 03/21/13 at 4:15 AM,
_revealed education would be provided for the
I'resldent and since the resident had reached a

. plateau with therapy the resident would beginto
“recelve restorative nu rsing services for safety had
I beert added as interventions. However, review of
- the comprehensive plan of care for Resident #4

" revealed the care plan had not been updated to

i reflect restorative nursing services.

Review of a fall Investigation for Resldent 24

, dated 04/04/13 at 11:00 AM, revealed the

resident felt attem pting to use the bedslde

; commode. A review of the Immedlate
Intervention Form dated 04/04/13, revealed

- ensure clothing does not confribute to fafls, and

; nort-skid socks had been added as an
interventions. A review of the incident log dated

£ 04/04/13 at 11:00 AM, revealed non-skid socks,

. and to encourage the resident to calf for

' assistarice were added as irerventions.

: However, review of the comprehensive plan of
care for Resident #4 revealed there was no

svidence the factiity revised tha care plan to

¢ address the resident's attempt to toilet seif.

" Review of a fall investigation for Resident #4

fell attempting to use the bedside commode and

 the Immediate Intervention Form dated 04/09/13
i revealed ensure clothing does not contribute ‘o
_falls, and access use of assistive devices had

" baen added as interventions, A review of the

; incident log dated 04/09/13, revealed the resident
" would be educated about using the walker, and

' been added agaln as an intervention. A review of ‘

. dated 04/09/13 at 7:40 AM, revealed the resident |

! sustained abrasions to the right upper back and a |
small "scratch” to the left upper back, A review of :

t Foso,

! i
! i

f
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"encourage to call for assistance were added as
interventtions. A review of the comprehensive plan !
, of care for Resident #4 revealed the care plan |
" had not been updated to educate the resident
about using the walker or to encourage the
resident to call for assistance after the resident

sustained the fall.

: Review of a fall investigation for Resident #4

. dated 04/09/13 at 11:00 AM, revealed the ;

' resident fell attempting to use the bedside :

commoade and sustained faceration to the back of :

. the head. Arevlew of the Immadiate Intervention :
Form dated 04/09/13 revealed ensure clothing

does not contribute to fals, move bedside

: commode and walker cfoser to the bed had been

added as an interventlons. A review of the f

'incident log dated 04/09/13 at 11:00 AM, revealed

i the resident would be placed on the toileting log
which alerts staff to assist the resident with

“toileting, and tha bedside commode would be

i moved had been added as Interventions. Areview |

' of the comprehansive plan of care for Resldent

" #4 rovealed no interventions regarding placing

: the resident on the toifeting fog, nor moving the

, bedside commode had been added as

" interventions to the care plan.

. Review of a fall Investigation for Resident #4

dated 05/09/13 at 12:10 AM, revealed the

resident fell attempting to get out of bed and

, sustained two (2} skin tears to the back and a
skin tear reopened on the left arm. A review of

“ the Immedlate Intervertion Form dated 05/09/13

; revealed assess for functional status changes,

~and Increased mon#oring when the resident was

! in bed had been added as interventions. Areview :

; of the Incident log dated 05/08/13, at 12:10 AM,

; revealed float boots would be removed from the

F 280,
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. intervention after the fall.
!

 light.

i resident’s feet was added as an intervention. A
. review of the comprehensive plan of care for
' Resident #4 revealed no intervention regarding
: the resident's float boots had been added as an

i An interview conducted with CNA#12 on
. 08/22/13, at 4:20 PM, and CNA #8 on 08/22/13,
*at 4:30 PM, both revealed Resident #4 had
; difficulty remesmberirig things and required
. toileting every one to two (2) hours prior to the
*last cauple of months. The CNA stated the i
“residert had used a wafker, but would attempt to
. get out of bed by himseli/herself. The CNA's ‘
stated the resident could not recall to use the call

" Interview conducted with the Assistant Director of |
i Nursing (ADION), on 08/22/13 at 1:40 P, .
. revealed she was afso the MDS Coordlnator and

'was responsible for coordinating the
f comprehensive plan of care. The ADON stated all |
; falls are reviewed Monday through Friday at the
“morming meeting in which the interdisciplinary
! team meets. The ADON stated the
; interdisciplinary group meaets and she was than ‘
respons1bre to update the plan of care withthe
linterventions decided uport in the group. The '
; ADON was urisure why the resident had faifen
five (8)times before the resident was placed on a ;
" toileting program. The ADON stated she was f
, unsure why Resident #4's care pian had not been !
. updated after the resident had fallen on 03/21/13, |
!at4:15 AM, 04/09/13, at 7.40 AM, and 05/08/13,
i at 12:10 AM. The ADON stated a resident's care
pran should atways be updated after every fall,

'

; rnterwew cenducted with tha DON, on 08/22/13at’
. 2:05 PM, revealed the ADON was responsible for |

F 280!
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_updating the comprehensive plan of care. The

: DON stated all falls were required to have a care

_ plan update and were reviewed in the morning ‘

"interdisciplinary team meeting. The DON stated

: the falis were discussed and interventions were
decided upon by the interdisciplinary team. The

{ DON stated she did not review the completed
care plans to ensure the interventions decided
upon had been placed on the care plan. The

: DON stated Residernt #4's carg plan should have |

been updated to refiect the falls the resident

 sustained on 03/21/13, , 04/04/13, 04/08/13,and

05/09/13.

3. Review of the medical record for Resident #11, :

_revealed the resident had been admilted by the

! facility on 02/23/08, with diagnoses which include *
Dementia, Encephalopathy, Non-ofganic :

" Psychosis, Basal Ganglia Degeneration, and

- Carotid Artery Occlusion. Argview of a significant

" change in condition MDS assessment for

. Resident #11, dated 03/21/13, and a quarterty
MDS assassment, dated 06/06/13, revealed the

‘ facility had assessed the resident to be severely

. cognitively impaired on both assessments. A
review of the Care Area Assessments {CAA} for

. the 03/21113, revealed the resident was assessed

" as baeing at risk for falls.

Review of a fall investigation for Resident #11 .
: dated 04/30/13 at 3:48 PM, revealed the resident
fell attempting to toilet him/herself atter having
had ar enema. The fall investigation revealed the
_resident had not sustained an injury, an i
intervention had been added for the nurse to be .
be reminded to stay with the residant untif results
were obtained after administering an enema to
. the resident. A review of the incident log dated
04/30/13, revealed the nurse would remain with

F 280
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F 280 " Continued From page 18
| the resident after administering an enema would
"' be added as an intervention. Areview of the
{ comprehensive plan of care for Resident #11
i reveated the care plan had not been updated with :
; an intervention for the nurse to remain with the
_ resident after administering an enema.

" Review of afalf investigation for Resident #11
‘ dated 05/30/13 at 7:30 PM, revealed the resident !
¢ falt while a staff person was attempting to transfer :
 the resident from a wheelchair to the shower ;
, chair. The fall investigation revealed the resident
- had not sustained an injury, an intervention had
" been added for the resident to be transferred
i with the assistance of fwo (2} staff. Areview of
i the incident fog dated 05/30/13, two (2} staff
. persons would be required to transfer the resident |
was added as an intervention. Areview of the
' comprehensive plan of care for Resident #11
| revealed no intervention had bean added for the
i resident to be transferred with the assistance of

" Raview of a fall investigation for Resident #11
! dated 05/31/13 at 7115 AM, revealad the resident !
: fall by sliding out of the bed. The fall investigation ;
' revealed the resident had not sustalned aninjury, |
- and an intervention had been added for a

" physical therapy avaluation. A review of the
“incident log dated 05/31/13 revealed physical
 therapy orders had been received. A review of the
; comorehensive plan of care for Resident #11 :
. revealed the care plan had not been updated to

. reflect the intervention,

: Review of a fall investigation for Resident #11
: dated, 08/05/13 at 3:48 PM, revealed the resident |
; fell attempting to get out the bed unassisted. The
“fait investigation revealed the resident had not

F 280’
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sustained an injury, and an intervention had bean
“ added for the resident to be placed up at the

; 06/05/13 revealed an order was obtained for

. Valium retated to the resident not sleeping. A
" review of the comprehensive plan of care for
; updated to reftect the interventior:.

' Review of a fall investigation for Resident #11
* dated 06/06/13 at 12:45 AM, fell from the bed to

, investlgation also revealed physical therapy had

" assessed the resident and bed position, and had
‘ changed the bed position to ninety (90} degrees

i @8 an intervantion. Areview of the incident fog

. dated 06/06/13 revealed physical therapy would

i assess the resident’s bed and bed height, the bed :
‘was locked out, and tage was placad on the wall
 indicating where the bed should be placed was .
- added as an intervention. A review of the

‘ comprehensive ptan of care for Resident #11

t revealed the cara plan had not been updated to

f reflect the changes Identified as interventions to

% be used. i

* Review of a fall invastigation for Resident #11 )

; dated 07/07/13 at 4:50 AM, revealed the resident !
fell from the bed to the floor and had not {

~sustained an injury. The fall investigation afso i

t revealed “interventions currentfy being used for |

{ the resident were effective and o changes were

. made.” A review of the Incident log cated '

- 07/07113 revealed “the current intervertions baing !

- used by the facility were effective.” Areview of

; the comprehensive plan of care for Resident £11

. revealed the care plan had not bean updated to

“ reflect the fall had occurred, ner did it address

: why if the interventions were effective the resident

i nursing station. Areview of the incident log dated ’

: Resident #11 revealed the care ptan had not been

: the floor and had rot sustained an injury. The fafl
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1 was continuing to falf.

" Raview of a fall investigation for Resident #11 :
! dated 07/46/13 at 12:10 PM, fell from the bed to
; the fioor and had not sustained an injury. Thefall
investigatiorn also revealed "interventlons ;
" currently being used for the resident were

! effective and no changes were made." Areview

of the incident log dated 07/16/13, revealed "the

_ current interventions being used by the facllity
_were effective.” Areview of the comprehensive

* ptan of care for Resident #11 revealed the care

i plan had not been updated to reflect the fall had

; occurred, nor did it address why if the
_interventions were effective the resident was

" continuing to fall.

. An intarview conducted with the ADON on

. 08/23/13, at 4:35 PM, revealed she was

" resporisible to update Resident #11's plan of care

" with the interventions decided upon in the

i interdigciplinary group. The ADON was unsure

. why Resident #11's care ptan had not been

" updated after the falls and stated it should have

' been. The ADON stated a resident's care pfan
should always be updated after every fafl. i

~ Aninterview conducted with the DON on

“08/23/13, at 4:30 PM, revealed all falls were

i requirad to have a care plan update. The DON

, stated Resident #11's comprehensive plfan of

_care should have been updated after every falfl

' the resident sustalned.

. 4. Review of the medical record for Resident #13 |
revealed the resident had been admitted by the
"facility on 01/03/07 with duagnoses which include

i Alzheimer's Dementia, A review of guarterly MDS

; assessment dated 06/19/13 revealed the resident |
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; Mmoderataly impaired cognition. i ;
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" Review of afall investigation for Resident #13
‘ dated 05/01/13 at 12:20 PM, revealed the

i resident fell from the chair to the floor and had
i not sustained an infury. The fall investigation also ;
; revealed an intervention would be put into place

. to assess Ihe resident's chalr and to remind the
" resident to call for assistance if needed. A review
“of the Immediate Intervention Form dated :
: 05/01/13 ravealed interventions to assess the use
: of assistive devices, and for a walker. A review of |
. the incident fog dated 05/01/13, reveated '
.! interventions for a chair assessment, and to :

_remind the resident to call for assistance would

" be putinto place. Araview of the comprehensive ;
i plare of care for Resident #13 revealed the care ! .
. pfar had not been updated to reflect the

. interventions fafl, i

' Review of a falt investigation for Resident #13
i dated 05/07/13 at 01:30 PM, ravealed the . ;
; resident fell from the bed to the floor and had not ' ;
sustained an injury. The fall investigation afso : ‘
. revealed an intervention would be put into place '
for the resident to receive restorative nursing '
“services. Areview of the Immediate Intervention
¢ Form dated 05/07/13 revealed interventions to :
. assess and to ensure current interventions were
; being used and were functioning, and to provide
_ education/instruction to the resident. A review of
“the incident tog dated 05/07/13 revealed )
Finterventions for the resident fo receive
: restorative nursing services. Areview of the
. comprehansive plan of care for Resident #13
_revealed the care plan had not been updated to

 reflect the interventions.

Ewerd 1D PIZ3T1
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' Review of & fall investigaticn for Resident #13
' dated 05/30/13 at 5:20 PM, revealed the resident
“fell from the bed to the bedslde commode and
" had not sustained an injury. The fall Investigation
" also revealed an intervention would be put into
;  place to follow up with the family member of
. Resident #13 regarding the placement of the
: bedside commode. A review of the Immediate
; Intervention Form dated 05/30/13 revealed .
Linterventions would ke put into place to move the
‘ bedside commode to the end of the resident's ;
i bed. Areview of the incident log dated 05/30/13 |
' revealed interventions fo move the bedside i
' commode to the end of the resident's bed would
' be put info place. Areview of the comprehensive
plan of care for Resident #13 revealed the care
: ' plan had not been updated to reflect the
, interventions. :

. Review of a fall investigation for Resident #13 |
: dated 07/23/13, at 9:30 AM, revealed the resident ,
i fell from the bedside commaoda to the floor and

t had comptalned of right side pain, right hip pain,

i and feft knee pain. The fall investigation revealed :
“an intervention would be put into place to assess !
“the resident’s chair and to remind the resident to

, call for assistance if needed. Areview of the

. Immediate Intervention Form dated 07/23/13,

i reveated interventions to make environmentat

i modifications. A review of the incident log dated

: 07/23/13, revealed interventions for

' environmental modifications, and the resident

“would use a walker for ambulation, Areview of

' the comprehensive plan of care for Resident #13
" revealed the care plan had not been updated to .

reﬂect these interventlons,

, ' Interview cenductad with the ADON on 08/23/13
. at 4:35 PM, reveated she was responsible to

F 280,
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F 280 Continued From page 23
. update Resident #13's plan of care with the =
" interventions decided upon in the interdisciplinary
: group. The ADON was unsure why Resident
_#13's care plan had not been updated after the
‘falls and stated it should have been.

Interview conducted with the DON on 08/23/M13, at
" 4:30 PM, the ADON should have updated "
' Resldent #13's comprehensive plan of care after

, every falt the resident sustained.

' 8. Resident #12 was admitted 1o the facility on

i 04/22/12 with diagnoses to include Diabetes Type
I, difficutty in watking, muscle weakness, .

* Hypertension, Hypothyroidism, Hyperilpidemia,

: Coronary Artery disease, Urinary Stress

; Incontinence, Depressive disorder, Accidental

' Fall, Osteoarthritis, history of Right total Knee

i Replacement, and Anxiety.

i 3

‘Record review revealed on 02/21/13 at 5:55 Pit,

' Resident #12 was found on the floor of his/her

; Toom and was assessed to have had rio injury.

“An IPOC meeting was held on 02/25/13 and

' review of the IPOC Worksheet revealed under

; the summary section: Resident was found sitting

, on the floor on his/her buttocks in front of the

~ bedside commode (BSC). Further review of the

. IPOC Worksheet revealed the resident stated

, hefshe had gotter up from the BSC and was

" going to bed. He/She complained of right knee

* pain and stated it atways hurt. It further revealed

. urine was roted under resident; hefshe had a

“history of Incontinence, was follewed bya

i urologist, wore pull-up briefs, and recejved

- Oxybufynin daily. Continued review of the IPOC

- Worksheet revealed a recommendation was

- made for a Physical Therapy (PTY¥Occupational

. Therapy (OT) screening and to place a mat on

F 280
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_the floor. However, review of the Resident 12's ,
I Comprehansive Care Plan revealed no
; documented evidence of revisions made after thus

fall to prevent further fafls.

. On 04/25/13 at 4:10 PM, Resident #12 was found
" in the floor fotlowing a non-injury fatl. The

! resident refated that she was putting clothes in
- her closet and fefl. It was recommended to

' Resident #12 to call for assistance. However,

! there was no revision made to Resident #12's

. care plan after this faft.

. On 05/30/13 at 11:00 AM, Resident #12 slid out of

_tub chair into the tub, with no injury. Review of | 3 7
* the resident's plan of care revealed no changes m !
_interventlons to prevent further falls. .

- On 06/18/13 at 3:00 AM, the resident was .
. observed siting on the floor beside her bed. : .
* Resident stated the floor was stick and urine was | :
: noted on the floor and the resident was wearing
. house shoes with a slick bottom. However, there ! , ‘=
“was no documented evidences of revisions made | ’ i

i to the care plan at that time.

" An interview with the MODS coordinator on
; 08/28/13 at 12 noon revealed that on G4/25/13,
measures were taken to encourage the resident : i
to call for assisiance; however, the care plan was : '
. not up-dated to encourage to call for assistance.
The Nursing Care Pfan should have been

! up-dated.

" An interview with the Director of Nursing on _
: 08/28/13 at 11:15 AM revealed that Resident #12

_ had always been independent with toileting and !
“transfer. The resident's Care Plan was not

: changed or revised on 0221113, 04/25/13, :
Evand 10: P23 Facilly 10: 100183
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- 05/30/13, and 06/18/13. The tPOC said to
" encourage resident to call for assistance and it
i should have been on the resident's Cara Plan.

6. Review of the dlinical record for Resident #16, '
" revealed the facility admitted the resident with
! diagnoses of Adutt Failure To Thrive, Deprassion,
. Debility and Congestive Heart Faiture. The
_facility compteted an admission Minimum Data
' Set (MDS] assessment on 07/30/13 which
‘ ravealed the resident was cognitively intact and
. required limited assistance with Activitles of Daily |

; Living. )

* Review of the ¢linical record reveated Resident

. #16 was seen by a psychologist on 08/16/13 and |
. was determined to be withdrawn, anxious and

' depressed. The psycholcgist wrote a care plan
. for the resident’s withdrawn behaviors which

- included face to face invitations to social avenis,
" The care plan for anxiety included face to face
"invitations to social everits, using a soothing

! voica, and removing irritants from the

; environment. The care plan for depression
_included supportive listening and redirection to

" positive topics.

- Review of the comprehensive care plan, written
- 07/31/13, for Resident #18, reveated the

" psychologist's care plan interventions were not

: included in the comprehensive cara plan. The

. facility was not able to locate any documentation
" to show the facillty integrated the psychologist

' care plan into the comprehensive care plan,

_ Interview with Rasident #16, on 08/30/13 at 1:10

' PM, revealed the resident received medications .
“ for depressicn and anxious o return home when
- possible. The resident stated the stress of being

F 280,
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!' in a nursing home again added te the depression. !
: 7. Review of the dlinical record for Resident #17,
_revealed the facillty admitted the resident with '
! diagnoses of Depression, Left Hemiplegia
; secondary to a Cerebral Vascular Accident, and
Hypertension. The facility completed an
: admission MDS assessment on the resident on
. 08/15/13 which revealed the resident was
" cogritively intact and required limited to extensive |
! assistance with datly living tasks. é

_ Review of the psychological evaluation completed
: on 08/16/13, revealed Resident #17 was

: teary-eyed, depressed, and anxious. A

' psychological care plan was developed by the

! psychologist and inctuded supportive listening

and positive redirection for depression. Staff

" were to provide the resident with face to face

; Invitations to social events, use soothing voice
, and touch and remove irritants from the

anvironment..

Review of the comprehensive cate plan for
! Resident #17, revealed no documeritation was
 located to show the facility integrated the
psychoioglst care plan into the comprehensive

! care plan. '
|

" Interview with Resident #17, or: 08/30/13 at 9:30

" AM, revealed the resident was new to the nursing

, home and was anxious to return home. The :
resident stated the current situation of being in a

| nursing nome was causing anxiety and worry

- regarding the future.
1

i Interview with the MDS Coordinator, on 08/29/13
_at1:40 PM, revealed she was responsible for
' revising the care plans based on changes in

i

;

f
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' physician orders and the residents condition.
' She stated the psychological evaluation and

' and care plan were important to the care of the
!'resident and should be added to the
; comprehensive care plan.

; Interview with the Director of Nursing, on

: tothe comprehensive care plans for Residents

"to this and in the future, mood care plans would
' be developed,

The facility provided an acceptable credible

' alleged removal of the Immediate Jeopardy (1J)
i on08/30/13, based on the following:

! reviewed fo ensure no revisions ware needed.

_ afallin the past sixty (60) days had a new Fat!
* Log completed by the Interdisciplinary
: Management team to assist with fracking and

fatts. Out of those residents reviewed, ten (10}

. Interdisciplinary Management team complefed

: past sixty (60} days, to determine these reflect

‘ resultant care plan had never been addad fo the
; comprehensive care plan in the past, She stated |
it was something new, however, the written notes _

1 08/30/13 at 11:05 AM, reveated she was not sure
i why the psychologist's care ptans were not added

 #16 and #17. She stated there was no rationale

' Aflegation of Coinpliance (AoC) on 08/30/13 that .

l! 1. Resident #1's Comprehensive Care Plan and |
" Certified Nursing Assistant {CNA} Cara Plan were |

i 2. Nineteen (19) residents who had experienced

: trending patterns and issues with their indiviquat 1

* care plans were revised based on the review and i
* causal factors identifled for the resldents. Using 1
: the Fatt Log and Fall Assessment Informatlon, the )

" the revlew and revislon of the care pltan and CNA ;
* Care Plar for the residents who had fatlen in the
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 the falt management interventions indicated by |
, the residents’ fall risk assessments, facillty Faft .
' Log and Nurse Consuttant suggestions for fal !
{ management interventions. These ifems were
. completed 08/27/13.

i 3. Anew Fall Scene Investigation form was
. implemented to assist the facifity in identifying ;
' and addressing causative factors of residents’
i falls. The form was to be completed by the Falt
« Team staff with each resident fal, to assist in
determining the appropriate immediate ;
! interventions for the identified causative factor. !
i The Fall Team members would include the i
| Charge Nurse, the CNA, Housekeeper, and/or |
Laundry personnel for the resident who had :
falten. The Charge Nurse was to complete and
i sign the Falt Team [rvestigation Report upon
comptetion of the form. All resident falls were fo
| be reviewed by the Interdisciplinary Management
. team Monday through Friday with residents’ i
' Comprehensive Care Ptan and CNA Care Plan
i updated as needed. The Weekend Registered
Nurse (RN} Supervisor was to review all incidents !
Vinctuding falls within twenty-four (24) hours when |
i the Interdisciplinary Management tearm was nof
_present, to determine that all indicated
"interventlons were in place and fo ensure
addifional interventions were added if indicated.

" 4. A new event follow up form was to be

| completed after afl incident/Falt investigatlons fo

. assist the Interdisciplinary Management team in

reviewing and monitoring the effectiveness of fall

{ management interventions after a fall. )
Documentation on the form would nofe if the !

' interventions were successful, and if any i

 modifications or new/additionat interventions were,

; indicated.
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5. The Fall Team staff, licensed nurses,
Housekeepers, and Laundry personne! were
inserviced by the DON and Staff Development on

" the comprehensive invesfigatton of all falls '

. utitizing the Fall Scene Investigation form, and the
immedlate imptementation of the interventions
indicated by the investigation, and the need to

. implement atternative intervenfions when those
first attempted were unsuccessful. These

- inservices wera conducted 08/26-29/13. Facility

_staff who were unable fo attend these inservices

" by 08/30/13 (due fo vacatlons, medlcat leave,

. etc.) were fo compflete the inservice prior to being -

" allowed fo work thelir next shift. These staff would,

: not be placed on the work schedule until '
comptetion of the insetvice.

6. Ameeting of the facltity's Confinuous Quality
tmprovement {CQl) committee which incfuded the .
- Medical Diractor was held on 08/30/13 fo review
the Alegation of Compliance, the new forms and

" procedures.

7. The CQl indicator for the monitoring of

" compliance with the facility fall management
policies and procedures was fo be ufiized
monthly times two (2) months and then quarterly

! as per the established CQI calendar under the

“supervision of the DON.

" 8. The Nurse Consultant was to review fall
investigations, and the associated intsrventions

" with each quarterly visit.

9. The CQl indlcator for the monitoring of the CQI

_ program effectiveness was to be utitized monthly
fimes three {3) months, then guarterly thereafter

. under the supervision of the Administrator.
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- On 08/30/13, the State Survey Agency verified the
immedtacy of the tmmediate Jeopardy was !
i removed and the facillty implemented corrective
i actions as alteged in the AoC, effective 08/30/13

based on the following:

' 1. Review of the Interdisciptinary Management

¢ meeting notes dated 08/27/13 reveated Resident

i #1's Compreheansive Care Plan and Certifiad

" Nursing Assistant (CNA) Care Plan were
 reviewed to ensure no revisions were needed,

|

i 2. Additional review revealed nineteen (19}

; residents who had experienced a fall in the past
“sixty (60) days had a new Fall Log completed by

' the Interdisciplinary Management team. Review

i revealed ten (10) rasidents’ care plans were

; Fevised based on the Interdisciplinary ;
!' Management team's review. |

' 3. Review of the facility’s new “Falls Procedure”
revealed the Charge Nurse was o complete a

. Fall Scene Investigation form to assist the facility

, int identifying and addressing causative factors of .

“residents' falls, Review revealed the Fzff Scere

Investigation was included in the "Falt Procedure"

t packet. Continued review of the "Fall Proced.ire” :

; revealed the staff member either witnessing or

_ discovering a resident's fall was to notify the

' Charge Nurse who would page the Fall Team to

+ the focatlon of the fatt. The Charge Nurse would

+ assess the resident for injuries and the Fall Team .

, would assess the environment and resident for .

“causative faciors of the fall. The Charge Nurse !

' was to complete the Incident Report, Fall Scane

- Investigation Report form, and implement any

- needed interventions and adjust the care plan |

. accordingly. The Charge Nurse was to notify the j
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F 2807
i Director of Nursing (DON), Administ ator, :
| Physician, and Responsible Party of the falt. The !
. resident was fo be assessed every shift for
! seventy-two (72) hours.
!
.4, Further review revealed the Incident Report
- and Interventions were to be evaluated for ; :
. effectiveness within twenty-four (24} hours by the : '
. Interdlscipitnary Management feam or the : ; [
' Registered Nurse {RN) Supervisor and any : :
{ addlional interventions were to be implemented. | i _
The Fall Team members would incluce on day :
" shift the Charge Nurse, the Certified Nursing i '
Assistant (CNA), and Housekaeper, on evening
_ shift the Faft Team was fo inctude the Charge :

Nurse, CNA, and ELaundry personnel: on night
" shift the Fall Team was to include the Charge ; ,
- Nurse and CNA. Review revealed a new Event
" Report-Witness Statement Form was to be
¢ completed if an employee witnessed a fall. ;

I 5. Review of inservice sheets revealed the

- following number of facility employees had been
. inserviced on the new Fall Procedures and forms:
“three (3} of the facllity's four (4) RN's; sixteen (16)
! of the facillty's seventeen {17) Licensed Practical -
: Nurses (LPNs), twenty-one (21) of the facility’s !
_ thirty-three (33) CNAs; five () of the facility's
“seven (7) Housekeepers; and two (2) of the |
. facility's two (2) Laundry personnel were 5 :
_Inserviced on the new fall procedures

' 08/27-29/13.

. Interviews were conducted on 08/30/13 with the
" following staff to verify the facility had educated
. them on the new Fall Procedures and to ensure
_ thelr knowledge of the facility's new procedure

" and documents;

|
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| Assistant Director of Nursing (ADON/Minimum
| Data Set (MDS) Coordinator at 2:55 PM; '
Weekend RN Supervisor #1, who worked the i
i 6:00 AM to 2:00 PM shift, at 1:26 PM, and i
Weekend RN Supervisor #3, who worked the ‘
10 00 PM to 6:00 AM shift, at 1:41 PM;

LPN #3, who worked the 8:00 AM fo 2:00 PM

* shift, af 1:19 PM; LPN #4, who worked the 6:00

. AM fo 2:00 PM shift, at 1:26 PM; LPN #2, who :

" worked the 8:00 AM to 2:00 PM shift, at 2:15 PM; |
'LPN #1, who worked the 10:00 PM fo 6:00 AM : i
 shift, af 2:15 PM: LPN #11, who worked the 2:00 i

PM fo 10:00 PM shift, at 2:38 PM; LPN #8, wha | -

‘ worked the 2:00 PM to 10:00 PM shift, at 2:40 '

. PM: LPN #5, who worked the 6:00 PM fo 6:00 AM :

shlft at 2:42 PM; LPN #10, who worked the 2:00 ¢ ; )

PM to 10:00 PM shift, at 2:46 PM; , !

| CNA #09, who worked the 6:00 AM to 2:00 PM
| shift, at 1:10 PM; CNA #8, who worked the 8:00
Al to 2:00 PM shift, at 1:30 PM; CNA#8, who
worked the 8:00 AM fo 2:00 PM shift, af 1:45 PM; - ;
. CNA #7, who worked the 6:60 AM to 2:00 PM )
shuft at 1:55 PM: CNA #4, who worked the 8:00
| AM to 2:00 PM shift, at 2:00 PM; CNA #5, who H
worked the 6:00 AM to 2:00 PM shift, at 2:10 PM;
" CNA #3, who worked the 2:00 PM to 10:00 PM )
: shift, at 2:20 PM; CNA#10, who worked the 2:00
PM fo 1000 PM shift, af 2:45 PM; CNA#18, who
worked the 10:00 PM fo §:00 AM shift, at 3:06 ]
. PM; CNA #12, who worked the 2:00 PM fo 10:00 '
" PM shift, at 310 PM, and CNA #11, who worked _
! the 2:00 PM to 10:00 PM shift, af 325 PM !

Housekeeper #1, who was working the 6:00 AM
| to 2:00 PM shift on 08/30/13, at 1:38 PM; and
“Laundry Personnel #1, who was working the 6:00
{ AM to 2:00 PM shift on 08/30/13, at 1:51 PM. All
Event D PJZ311 Facllity 102 100163
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" of the above staff were knowtedgeable of the
< facility's new Falls Procedurss, and Falls Team

. were knowledgeable of the Falf Scene
lnvestrgatlon Report form and when to complete
Lit. Al staff verified they had received inservice

: education regarding these matters by the facility.

_E Interview, on 08/30/13 af 3:10 PM, with the
f Administrator reveafed most of the facillty's staff

. Procedure/Policy, the Fall Scene Investigation

* Report form, the revision to the Incident Report

‘ form. According to the Administrator, any sfaff

. who had not received the inservice education

_ would not be atlowed to work untit they had

* received if and would not be put on the schedule
« fo work until they had received the education.

'6. Interview, on 08/30/13 at 3:10 PM, with the

* Adminisfrator revealed the Medical Director had
. beeninformed of the Immediate Jeopardy
fmdmgs and had been updated on the facility's
" Allegation of Compliance on 08/30/13 during the
: CQ Commitfee meeting. She stated the CQI

- Committee members had discussed the new
forms and procedures the facility had

‘implemented. The Administrator indicated the

 facifity would use the CQ! indicator for the
monltoring of compllance with the facility fall
~management policies and procedures monthly
" times two (2) months and then quarterly as per
-the established CQH calendar under the
supervislon of the DON, She stafed the CQ!

“indicator for the monitoring of the CQt program

- effectiveness was to be utilized monthly times

. three (3} months, then quarterly thereaffer. The
Administrator stated a Nurse Consulffant would

* visit guarterly and review fall investigations, and

MADISONYILLE, KY 42431
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: members and duties. All nursing staff mterwewed

; had received inservice education on the new Fall -
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U Interview, on 08/30/13 at 12:33 PM, with the

| Medicat Director revealed the facility's CQH :
 Committee, which he was a member of, had met
that morning and discussed the facility's AoC plan '
' and what interventions had been put in place fo

: correct the Immediate Jeopardy.

"7. Interview, on 08/30/13 at 3:10 PM, with the
! Director of Nursing {DON} reveated all falls for
i the past sixty (60} days had been reviewed and |
the care plans revised as necessary. The DON
! stated the Assistant Director of Nursi ng (ADON)
would be responsible for updating ‘
; Comprehensive Care Plans and CNA Care Plans
during the Monday through Fiiday ‘
t interdisciptinary Management team meeting. She !
 stated the Falls Poticy had been revised and new
_Falls Teams had been implemented for each
" shift. The DON stated staff had been educated
. on the new policy, new forms, and Falls Teams
i duties. According to the DON, the CQt
Commlttee had met that morning and the Meducar
: Director had signed off on the facility's new porlcy. :
. and new forms implemented by the facility,

'8, Interview, on 08/30/13 at 3:10 PM, with the

! facility's Nurse Consultant revealed she or

. another Nurse Consultant would be making
quarterly visits fo the facllity to monifor. She

i stated residents' Comprehensive Care Plans and :
- CNA Care Plans are now being brought fo the
Monday through Friday Interdisciplinary
! Management Team meeting and updated as
interventions are discussed.

9. The Nurse Consuftant stated during the
! Interdisciplinary Management Team meeting a

. the associated inferventions. i

F 280.
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F 280 ( Continued From page 35
I date would be set fo review the ravisions
t recommended by the team to ensure the new
rinferventions were effective or see if additional

; @ Nurse Consultant woutd be coming to the
facmty on a quarterly basis to review falls and
folrow up performed, review the monthty CQI

. monitoring performed to ensure the AoC plan was
folrowed

! The facility remained out of compliance at a lower
! Scope and Severity of a "E", a pattern deficiency
" with potential for more than minimaf harm in order
: for the facility to develop and implement the Plan !
» of Correction (PoC). !
F 323, 483.25(h} FREE OQF ACGIDENT
$8=K , HAZARDS/SUPERVISION/DEVICES i

I The faciltity must ensure that the resident '
" environment remains as free of accident hazards |
' as is possible; and each resident receives

* adequiate supervislon and assistance devices fo
I prevent accidents.

f This REQUIREMENT is ot met as evidenced '

by

' Based on observation, interview, record review

" and review of the facility's pollcy, it was

" determined the facility failed to have an effective

- system to ensure residents received adequate

- supervlston and assistive devices to prevent falls

i for five (5) of fifteen (15) sampled residents :

. {Residents #1, #4, #11, #12, and #13). The ,
facility faited to have an effective system in ptace !

_ to thorougnty identify the root cause of falls in

| inferventions needed to be added. She indicated ;

F280 :

F 3235}-323
‘Criteria T - The Care Plan and C.N.A care
‘plans for residents #1, 4, 11, 12, and 13
‘have been Teviewed/revised by the
Interdisciplinary care plan team (o reflect
the fall management  interventions |
'indicated by the residents’ fall risk
'assessments, the facility fall log review, .
' and Nurse Consultants suggestions for fall .
| management interventions on 8-24 and & :
C37-13. . i
“The water temperatures in  resident
| pathrooms between 603/605, 604/606 and
_the 600 Shower Room, are being
. maintained within the regulatory required
. paramesers, as determined by the daily
" checks X 2 weeks, and then weekly
. thereafter as performed by  the
. Maintenance Director and/or Administrator
; in Training.

. Criteria 2 - ~All residents were reviewed
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F 323 _;- Contincted From page 36
, order to identify interventions to prevent further
i accidents for these residents.

- On 04/12/13, Resident #1 fell and sustained a |
i cervical neck fracfure, Record review revealed
_Resident #1 had a history of fafls. On 11/05/12,
. the resident fell and sustained a fractured

' clavicte; fell three (3) times in December 2012:

i and, sustained a fall In May 2013. Record review !
and inferview revealed the facility failed to identify ,
the roof cause of the falls and there were no .

" changes in interventions implemented to prevent

 further falls for Resident #1 per facility policy and

. procedures. :

: Resident #4 sustained a fall on 03/14/13, with no
. infury sustained by the resldent, On 03/21/13,
. Resident #4 sustained a fall which resulted in
three (3} skin tears. Reszident #4 sustained a fa!
- on 04/04/13, and sustained no injury. Restdent #4 *
. experienced two (2} falls on 04/09/13 which '
“resulted in abrasions to the right upper back and
' a smalt “scratch” to the teft upper back and a )
< laceration to the back of the head. Additionally on
; 04/11/13, Resident #4 fell three (3) times and ‘
sustained & smaill laceration fo the back of hisfher !
head and a scrape fo his/her left back. Resigent :
¢ #4 sustained a fall on 04/26/13, and had no injury.
. Resident #4 also experienced a fatt on 05/09/13,
_which resutted in Resident #4 sustaining two (2)
" skin fears to the back and a skin tear recpened
: on the teft arm. Residents #11, #12, and #13 also !
. experienced falls between November 2012 and
" Juty 23, 2013 with no injury. The facility failed fo
! identify the root cause of the falls and there were
. no changes in interventions implementad to
. prevent further falls for these residents per facility ;
" policy and procedures, ,

i
F 32310 determine if they had experienced a fall
in the last 90 days. The 19 residents who
have exhibited a fall within the past 90
Hays have had a new Fall Log completed |
by the Interdisciplinary care plan team to
‘assist with tracking/trending pattemns and
issnes with their individoal falls Care
plans were revised based on the review and
‘causal factors identified for these residents
‘completed on 8-27-13.

Uging the Fall Log and Fall Assessment
. information, the team completed review/
. revisions of the care plan and CN.A care
"ptan for each resident exhibiting a fall
“in the last 90 days to determine that these
'reflect the fall management interventions |
. indicated. :
- Water temperatures in resident rooms are
‘being maintained within the regulatory
required parameters as determined by daily
! checks X 2 weeks (inidated on 9-2-13),
. and then weekly thereafier as performed by
) the  Muaintenance  Director  andl/or |
. Administrator in Training, '

' Criteria 3 -~ The facility bas implemented a

" new Fall Scene [Investigation form -

i (initigted on 8/30/13) provided by the OIG :

i at a Fall Management seminar, to help

. the facility to ideniify and address .

 causative factors of resident fails, This

" form will be completed by Fall Team staff

' with each residemt fall, to assist in

¢ determining the appropriate immediate
interventions for the identified causative
factors. The farm will then be reviewed .
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F323 ]' Continued From page 37

In addition, the facility failed to ensure the facliity's |

" hat water system was mainiained at a
' tamperature to ensure water temperatures in
i resident care areas dld riot exceed State
. regulatory requirements based on 902 KAR
20:310-18({5)(g) and per facillty policy, on one (1) :
tof two (2) resident units. The facility also failed to
: monitor water temperatures in residents’
“individual rooms on twe {2) of two {2) resident
units.
1
. The facility's failire to ensure each resident
" received adequate supervision and assistive
' devices to prevent falls, failure to have an

; effective system in place to identify causal factors

of falls in order to put effective interventions in

' place to prevent avoidable accidents, and failure

" to thoroughly Implement the facility's Falls Policy

. to ensure the policy was effective in the .
b . . . [
prevention of avoidable accidents placed

" Resldent #1 and the other residents at risk for

: serlous injury, harm, Impairment, or death.

. Immediate Jeopardy was identified on 08/23/13

" and determined to exist on 04/12/13.

: Immediate Jeopardy was identified at Quality of
Care. F-323 at a Scope and Severity of a "K',

i An acceptable Credlble Allegation of Comphance
. related to the Immediate Jeopardy, was received
“on 08/30/13. On 08/30/13, the Immediate ‘
* Jeopardy was verified removed on 08/30/13 as
: alleged prior to exit. However, non-compliance
“continued to exist at Quality of Care, F-323 at a
" Scope and Severity of a "E", as the facility had
: not completed the development and
. implementation of the Plan of Correction (PoC} to i
" ensure the facility sstablished and maintained
' effective systems to ensure residents remain free '

!

F 3231he next day by the Interdisciplinary team
Monday - Friday, and the weekend RN
supervisor on the weekends, 1o detenmine
that all indicated interventions are in place,
and if any additional interventions are

-A new event follow up form (initiated on

$ -30-13) will be completed after all
incident investipations to assist the
interdisciplimary team in reviewing and
monitoring the effectiveness of fall .
management interventions after a fall.
Documeniation on the fort will note if the
intervention(s) is successful, and if any
modifications or new/additional
interventions are indicated.

-Fall team staff (licensed

nurses, housekeeping/laundry staff) and all
Jicensed nurses have received ine-service

,educauon from the DON and Seaff
‘Development on the comprehensive
investigation of all falls utilizing the Fall
iScene  Investigation form, and the
.immediate  implementation  of  the
interventions indicated by the Investigation
‘and the nced to implement alternative |
'interventions when those first attempted
{ are unsuccessful on 8/26+30/13. :
- <Facility staff who were not able to receive |
. the in-service education by the completion |
_ of 8/30/13 (due to vacations, medical leave
Pete), were required to complete the in-
"service prior to starting their next
{ seheduled shift. This was achieved by: -
: staff who had not completed the inservice .
. education were not scheduled after 8/30/13
" untit completion on the information.
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F 323 ; Continued From page 38
. from avoidable accidents, (ke facility effectively
_implements their policy.
E

: The findings include:
. Review of the facility's policy regarding Falls,

" and an environment that would allow every
“resident to be free from falls cr injury to the best
+ of the facility's ability. The facility was to ensure

. assistive devices to prevent accidents. If a

, resident experienced a fall, an Incident Report
was to be completed and a causative factor

“analysis conducted to aid In identifying
contributing factgrs, According to the policy, the

- Incident Repert was to be reviewed by the
Interdlsciplinary Plan of Care (IPOC) team

“following any incident. The facility was to

; assessment indicated the need. The Director of
. Nursing (DON) or designee was to follow up on
" the investigation, utilizing the IPOC team and
 therapy departmert for input.

; The facility used a three part fall investigation
. process the facility referred to as the Incident
Report form, a Causative Factor Analysis Form,

form. In addition to the fall investigation forms,
. ihe facllity also used an Incident Log Form on
_which the Interdisciplinary Plan of Care (IPOC)
" Cammittee documented information on each
‘resident's individual fall. The facility also utilized

: Worksheet which was used by the IPOC
Committee to summarize follow up of falls and
"incidents,

undaled revealed the facility was to provide care

each resident received adequate supervision and

! implement immediate changes in the care plan, if !

and a Fall Management-Immediate interventions °

¥

: a form titled IPOC (Interdisciplinary Plan of Care) '

i

F 323!

-The Maintenance Director, Administraior
in Training have received inservice
cdncation from the Administrator on the
weekly checking and logging of water
temperatures chosen at random throughout
the facility, which includes residert rooms.

Criteria. 4 - The Imterdisciplinary
Management ieam will review the Fall
Tearn investipations and iminediate
interventions put in place for all falls daily
during the week, with review completed by
the weekend RN Swmpervisor on 1he
weekends, to determine that all
recommended interventions are in place ami
effective. :
-A CQI Meeting with the Medical Dircctor
and COI team was beld on 8/30/13 to
review the facility Plan of Correction, and
the new forms and procedures,

~The €QI indicator for the monitoring of
compliance with the ‘facility fall
managemeni policies and procedures will be
utilized monthly X 2 months and then
quarterly as per the established COIL
calendar by the under the supervision of the
DON who will assign completion of the tool
10 nwrsing staff for reviewing of residents
with falls, All complcted tools are reweweci
by the CQI committee in the CQL meeting,
with action plan devefopment for any
findings which fail to meet the stipulated
threshold. '

“The water temperature logs will be
reviewed by the IDT CQI feam menthly in
the facifity CQI meetings to determine that
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F 323, Continued From page 39
- 1. Review of the Incident Log dated, 04/12/13 at
* 1:00 AM, revealed Resident #1 was found lying

. laceration to the head, anc a bruise to the left
" eve. Continued review of the Incident Log

Room (ER). Record review revealed no

i of Care (IPOC} Worksheet.

- a fall sustalned on 04/12/13 revealed no
documented evidence of the completion of the
Incident Report form or the Falls
. Management-Immediate Interventions Form.
Continued review of the Fall Investigation forms
"revealed a Causative Factor Analysls Report for
; D4/12113 at 1:00 AM, which provided no
documented avidence of the cause of the injury.
i Continued review of the Causative Factor

attached" section the Nurse had checked N/A
the resident doing prior to the event” section the

Fall Investigation revealed it did not address the
root cause of the resident’s fall.

"in the Nurse's Notes, regarding the details of

: Rasident #1's fall on 04/12/13. Review of a

- Nurse's Note dated 04/12/13 at 1:20 AM,

' revealed Resident #1 was transferred to the ER
- was complaining of pain and was transferred to

. the ER.

Review of a Hospital Discharge Summary form

i neck fracture and admltted to the hospital on

i on the floor behind the door in his/her room with a i

: revealed the resident was sent to the Emergency .

documented evidence of an Interdisciplinary Plan -

! Review of a Fall Investigation for Resident #1 far

Analysis Report form revealed under the "alarms
¢ (not applicable); and under the "what exactly was

' nurse noted “sitting in bed", Further review of the ;

. Record review revealed no documented evidence

revealed Resident #1 was diagnosed with cervical |

F 323 (hey are being maintained within required
* parameters with development of an Actionl

! Plan for any issues identified. 91713

If confinuation sheel Page 40 of 114
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F 323 Continued From page 40
. 04/12/13. Continued review of the Discharge
' Summary revealed Resident #1 was discharged

! from the hospital on 04/156/13 with orders to wear

; @ Miami J collar (neck collar} at all imes.

' Raview of the Nurse's Note, dated 04/15/13
: revealed Resident #1 was now to have a sensor
alarm and clip alarm and was to have every

* ffteen (15) minute monitating of the resident was

Uinitiated. However, record review revealad no
. evidence the 15 minute checks were completed.

! Review of the Comprehenslve Care Plan
" revealed on 04/17/113 k was reviewsd and
_ravisions were putin place. Resident #1 was to
' have assistance of two (2) verses the one (1}

i person assistance he/she required prior to the
fall, Resident#1 was to have a low bed
' mat on the floor; and pressure and personal

. alarm at all times.

f Record review revealed Resident #1 sustained
i another fall on 05/18/13 at 4:08 PM. Review of

the facility's three (3) part Fall Investigation forms

_revealed an Incident Report, dated 05/18/13 al

' 4-05 PM. Review of the Causative Factor

. Analysis Form, identified sensof and clip alarms

were in place; however, there was no

documented evidence the root cause of the fall

- was identified. Continued review of the Falls

_Investigation forms revealed no docum ented
evidence of the Falls Managementimmediate

* Interventions Form. Further review of the Fall

. Investigation revealed no new interventlons were |

" addressed in order to to prevent recurrence of
*falls.

' Review of the Incident Log, dated 05/18/13 at

' 4:05 PM, revealed Resldent #1 was found on the

with a fall *

F323
i
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F 323" Continued From page 41

- mat beside the bed. Continued review of the Log
 revealed Resident #1 sustained no injury and the .
; @larms were sounding. Record review revealed
" no documented evidence of an |POC Worksheet
'to indicate the IPOC Committee had investigated |,
the fall, addressed if interventions in place were
 effective, and whether new interventions were

. Review of Resident #1's medical record revealed
' the facility admitted the resident on 02/21/08, with
i diagnoses which included a history of Ankle :
. Fractures and Hip Fracture arior to admission,
Diabetes, Alzheimer's, Osteoporosis, Dementia
- with Psychotic Features. Review of the Annual
- Minimum Data Set (MDS) assessment, dated
0717112, the Quarterly MDS assessment dated
109727112, reveajed the facility assessed the
 resldent to be severely cognitively impaired.
Review of the Fall Assessments dated 12/13/12,
*and 03/09/13 revealed the facility 2ssessed
i Resident #1 to be a high risk for falls. Review of
. the Comprehensive Care Plan dated 08/03/1 2,
“revealed Rasident #1 was at risk for falls related
“ to a history of falls, a diagnosis of Alzheimer's
; Disease, and use of anti-depressant and
anti-anxiety medications. Review o
* Assistant Care Plans for 11/2012 re
; Resident #1 was on Extreme Fall Risk

. Precautlons,

t the Nursing

¢ Review of the Significant Change MDS :
. assessment, dated 04/28/13, revealad the facility
" assessed the resident to be severely cognitively '
: impaired the facility assessed Resident #1 to
require limited assistance of one (1) staff person
for transfers. Further review revealed the facility
: assessed Resident #1 to require extensive :
_ assistance of two (2) staff for transfers. Review of |

F 323
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t high risk for falls.

i
F 323. Continued From page 42

, the Fall Assessments dated 04/15/13 revealed

' 1he facility conlinued to assess Resident #1 as a

. Review of the facillty's three ( 3) part Fall
" Investigation forms revealed an Incident Report
! dated 11/05/12 al 6:25 AM in which it noted
; Resident #1 was complaining of left shoulder
. pain; under the “infuries noted” section there was
' no documented evidence of an injury. Continued ;
{ review of the Incident Report revealed the ‘
. Director of Nursing (DON}) or her designes
" documented it appeared Resident #1 roi
| bed. Review of the Fall Management-immediate
| intervention form dated, 11/05/12, revealed
_Resident #1 was assessed for injury, assisted to
' bed, the Physician was nolified, and the resident
i was noted to have had left sheulder x-rays.
Further review of the form revealed no
" documented evidence of new Interventions to be
" added to prevent further falls. Review of the
, Causative Factor Anaiysis form dated, 11/05/12 :
'; revealed Resldent #1 had been wearing non-skid ;
slippers: and under the "alarm attached” section
{ N/A (not applicable) was checked. However,
; further review of the Causation Factor Analysis
form revealed no documented evidence it
" addressed the roat cause of the resident's fall.

Review of the the Interdisciplinary Flan of Care

{IPOC) Work Sheet dated 11/08/12 revealed

i Resigent #1 had a perimeter defined mattress

. (pdm} in place; histher legs "were rolled up" with
the blanket and had to be untangied to get
Resident #1 up off the fioor. Continued review of *

, Record review revealed Resident #1 had a history !
 of falls at the facility and nad sustained a previous .
"injury from a fall prior to 04/12/13. ‘

led out of |

E
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I the IPOC Work Sheet form revealed Residen| #1
i was noted to lay or sit on the side of his/her bed
. and lean over to "get into" his/her bedside table or;
" overbed table. Further review revealed Resident -
; #1 was placed on Physical Theragy's (PT's) !
‘caseload. Review of the Incident Log, dated :
1 11/05/12, revealed Resident #1 was to be placed

on PT caseload. !

i

Review of the Nurse's Note, dated 11/05/12 at E
; 9:25 AM, revealed an x-ray of the left shoulder
~was completed. Continued review of the Nurse's
Notes revealed no documented evidence of the
results of the shoulder x-ray, Review of a Nurse's |
~Note, dated 11/05/12 at 10:00 AM. revealed the |
: resident was complaining of shoulder pain. )
Review of a Nurse's Note, dated 11/05/12 at 1:40 '
PM, revealed Resident #1 was “velling” out in :
. pain; had teft shoulder edema (swelling); the left
" shoulder was noted to be uneven;, the left hand
had edema and the resident could not move the |

fingers.

¢ Record review revealed a Physician Telaphone
. Order dated 11/05/12 at 4:15 P, to transfer

* Resident #1 to the Emergency Room (ERY}, post
: fall, for increased pain of the left shoulder.
“Review of the hospital's shoulder X-ray,

' completed on 11/05/12 at 5:53 PM, revealed an
_acute fracture of the distal clavicle (collar bone}.

: Review of Resident 1's Com prehensive Care

. Plan revealed a care plan for Falls which was

‘ noted to have been reviewed on 11/05/12;

. however, there was no documented evidence of
‘implementation of interventions to prevent

; recurrence of fallg,

! Interview, on 08/23/13 at 3:15 PM, with the
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' Administrator revealed on 11/05/12 Resident #1
. had been toileted at 6:00 AM, so toileting was not
1 a factor in the fall. She stated the IPOC
t Committee would have looked at Resident #1's
l bloed sugars as these were “very unstable”, The .
" Administrator stated Resident #1 had placed a
. pillow under the perimeter defined mattress which
» made the mattress “wibbiy wobbly" and he/she |
: "fust rolled right out" of the bed. The :
' Admtinistrator indicated Oycem (a non-glip mat
‘ which grips items in place, preventing any
; movement) was placed under Resident #1's
; mattress. However, she was unable to provide
: documented evidence this was performed.
 Continued interview with the Administrator
‘ revealed Resldent #1 had a history of sitting up
" on the sdge of the bed where he/she checked
. his/her purse and jewelry box, She statedthe

IPOC Committee did not identify a need for ;
- “anything else" other than the PT referral. {

' Review of the facility's three {3) part fall

. investigatlon forms revealed an Incident Report,

. dated 12/04/12 at 9:45 AM. Review of this

¢ Incident Report revealed Resident #1 had

' experienced an unassisted fall with no iniury. ;

" Further review of the Incident Report revealed the |

" Director of Nursing (DON) noted Resident #1's

- fingerstick blood sugar (fsbs) was decreased to
75 mg {milligrams}/dl (deciliter); te resident was '

: given a protein to increase the fsbs and assisted

" up to the wheelchair. Review of the Causative

" Factor Analysis revealed Resident #t's blood

. sugar level was low; however did not reflect the

, reason the blood sugar was low. Review of the

. Immediate Intervention Form, dated 12/04/12,

* revealed the facility would evaluate a change in -

" Resident #1's insulin. Record review revealed no |

" documented evidence the facility evaluated
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‘ Resident #1's insulin for a possible change.
H
i Review of the Incident Log indIcated Resident #1 .
; had transferred from the bed and fell frying to get |
_into his/her wheelchair. Further review of the '
" Incident Log intervention section revealed
: Resident #1's fingerstick blood sugar (fsbs} was
. 75 mg (milligrams)/d| (deciliter); however, there
_was no documented evidence a change in insulin
‘ was lo be performed. Review of lhe IPOC ‘
: Worksheet dated 12/08/12, revealed no
- documented evidence the IPOC Committee
_assessad Resident #1 for a change in his/her
"insulin related to the low fsbs.

Review pf Resident #1's Comprehensive Care
. Plan revealed no documented evidence it was
revised to include evaluating Resident #1's insulin ;
‘for a possible change. Further review revealed |
i the Falls Care Plan was reviewed on 12/06/12:
, however, there was no documented evidence of
“implementatlon of additional interventions to
* prevent further falls from occurring.

. Interview, on 08/23/13 at 3:15 PM, with the
Administrator revealed all three (3) parts of the

' Fall Investigation forms were completed. She

* stated the Falls Managament-Immediate

. Intervention form indicatad to evaluate Resident

. #1's insulin for 2 change related to his/her iow
fsbs. The Adminisirator indicated the cause of

" this fall was the resident's low fsbs. Accordingto

. the Adminisirator, Resident #1 had been eatinga *

. pimento cheese sandwich prior to the fall. She
stated staff performed an Immediate intervention |

" of giving Resident #1 a carbohydrate and protein. ‘

: The Adminis trator stated staff contacted the .

_Physician and "kept an eye" on Resident #1. She !
stated, after reviewing the Cirector of Nursing's ¢

F 323
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* {DON's} documentation on the Incident Log, there ,E
f was no indication the DON performed any further i

follow-up to ensure Resident #1's insulin was
" evaluated for a possible change. The
" Adminlstrator stated the IPOC Commiittee
- reviewed Resident #1's Comprehensive Care
+ Plan for interventions already in place and made

no changes.

" Review of the facility's three {3} part Investigation
report for Resldent #1 reveated an Incident

- Report, dated 12/07/12 at 4:30 PM. Raview of
 the Incident Report form revealed Rasident #1's
: fshs was 262 mg/dl; however therg was no
indication of what the resident was doing at the
: ime of the fall. Review of the the Fall
 Management-Immediate Interventions form,

« dated 12/07/12, revealed interventions to be pui
- in place were, to keep frequently used items in

; reach, increase monitoring of the resident, and

. place Resldent #1's bedside commade (BSC)
Closer to the bed. Review of the Causative

. Factor Analysis form revealed Resident #1 was
; assessed for injuries, assisted up, a fshs was

, ‘retaken” and the Physician was notified.

. Review of the Incident Log, dated 12/08/12 at

. 4:30 PM, revealed Resident #1 was transferring
. self from the bedside commode (BSC) to the

. wheelchair. Further review of the Incident Log

. revealed under the "interventions" section staff

" were to check for placemant of the BSC and were:

to re-assess Resldent #1 for the use of alarms.

' Review of the summary on the IPOC Workshest,

. dated 12/10/12, revealed the fall as occurring on
12/08/12 versus 12/07/12. Review of the IPQC

the cause of the fall on the worksheet, Eurther
review revealed the IPOC Committee indicated

" Worksheet revealed no documented evidence of _
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. staff were to check Resident #1's 8SC for
; placement and the resident was to ba
, re-assessed for the use of alarms, Review of
' Resident #1's Comprehensive Care Plan
‘ revealed no documented evidence it was revised '
- to include the immediate interventions indicated
: on the Fall Management-Immediate tntervention
. form or of the IPOC Committee's
, recommendations.

Review of the Nurse's Notes revealed the fall

“occurred, on 12/08/12 at 4:30 PM, even though

i the Fall Investigation forms indicated the fall

. occurred on 12/07/12. The Nurse's Noles

. Indicated no injuries were sustained and Resident
#1 was found sitting on his/her bare behind on

" the floor baside the BSC,

: Review of a Personal Alarm/Safety Assessment

, Form, dated 12/10/12 reveated Resident #1 could :
not comprehend dangsr and had a history of falls,

“ Further review revealed the facility determined
Resident #1 would have no alarms at that time

- refated to the resident having a history of
disconnecting atarms.

, Review of the fall investigation for Resident #1,
dated 12/10/12 at 11:00 PM, revealed Resident

' #1 sustained an unassisted falf with ro injury.

- Review of the Incldent Report form dated
12/10112 revealed Resident #1 the DON or

, designee had documented the resident had

" experienced "soms changes”, the Physician had

“been at the facility at 6:30 AM and ordered

- Resident #1 "sent to ER". Further review of the

- Incident Report form reveated Resident #1 was

. @dmitted to the hospital with no documented

“evidence of reason for admission. Review of the

“ Causative Factor Analysis form revealed
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' Resident #1 was assessed for injuries; however,
{ there was no documented evidence a root cause

was identified for the fall. Review of the Fall : ;
Management-tmmediate Interventions form,
undated revealed interventions included a ‘
. bedside commode, perimeter defined mattress,

_ and the resident's bed against the wal.

! Review of the Incident Log revealed the resident

. was noted with some changes and the Physician

. was there at 6:30 AM and sent Resident #1 to

" Emergency Room {ER} which resufted in ; :

* admission to the hospital. The falls investigation :
did not investigate the root cause of the fall or put *
interventions In place to prevent future fafls.

i An intarview, on 08/22/13 at 4:00 PM, with
_Resident #1's family member, (FM} revealed !
Residant #1 needed assistance with transfers,
was unable to use the call ight unless cued, was | ;
. unstabte on his/her feet, and would get up ' '
" independently. The staff had reported to the FM
‘that Resident #1 would gat up independently and
" look through drawers for picture atbums and ; ‘
 Jewelry. The FM stated there were no alarms in :
place and no falts mats in place before the fafl in
' April 2013 when the Resident broke her neck.
- The FM commentsd the family had asked the
facitity to move the Resident closer to the Nurse's
 Station so that hejshe could be monitored more
' closety, The FMM was told there ware no rooms
. available closer to the nurses desk.

1 Interview, on 08/22/13 at 5:50 PM, with Certified )
: Nursing Assistant (CNA} #9 revealed she had ' :
. been a Restorative Aide with the facility since :_ i
" Febryary 2011 and was very famifiar with caring
“for Resident #1. CNA #9 revealed Resident #1

. was in Restoralive Care in April 2013 and still

Evenl H0:PIZ3N
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'was. CNA #9 revealed it was not safe for the

‘ get up without putting on the calf fight, CNA #9

. #1 had falls mats or alarms in place before her
. falls when hefshe fractured her collar bone in
. November 2011 and fractured her neck in Apri

2013,

" Interview with the DON, on 08/23/13 at 2:05 PM,

revealed the ADON/MDS Coordinator should

i have updated Resident #1's comprehensive care .

: plan after every fall the resldent sustained from

» information received during the IPQC Team
meetings. The DON stated the IPOC Commiittee

. had not been determining the root cause of the

_falls and was not implementing interventions o

" be put in place to prevent future falls. The DON

‘revealed she was responsible to see that the root ©

" cause of an incident was determined and that {

s interventions were put in place on residents' care

cplans. The DON reveated she had only been in

i the DON position since 04/29/13, was a2 DON in

; fraining, and was only responsible for what

. occurred after she took the position.

© 2. Areview of the medical record for Resident #4
“reveated the resident was admitted by the facifity -
" on 011/22/13, with dlagnoses which included

‘ Depression, Alzheimer's Dementla, and Anxiely. .
* A rgview of the Mintmum Data Set (MDS)

; assessments completed on 01/29/13, 06/30/13, .
. and 07/25/13 all revealed the facility assessed the,
. resident to be severely cognitively impalred. A

, feview of fall risk assessments completed by the
facility on 01/22/13, 03/15/13, and 08/30/13, att

t
i

" Resident to walk in hisfher room independentty or
' transfer self. CNA #9 revealed Resident #1 would ;

‘ revealed the Resident did not atways understand
r how to Us the call light and would get up )
s independently. CNA #3 was uncertain f Resident |

F 323

;
!

If continuation sheet Page 50 of 114

FORM CMS-2567{02-93) PravioLa Vaisions Obsolare Evert 10: PJZ311

Facility ID: 100183




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 09/24/2012
FORM APPROVED
OMB NO. £938-0391

{X31 OATE SURVEY

STATEMENT OF OEFICIENCIES {X1: PROVIDER/SUPPLIER/CLIA
ANO PLAN OF CORRECTION IDENTIFICATHON NUMBER:

188013

(X2} MULTIPLE CONSTRUCTION
A. BUILOING

COMPLETEQ

08/30/2013

B. WING

STREET AODRSSS, CITY, STATE, ZIP COLE

NAME OF FROVIOER OR SUPPLIER

BRIGHTON CORNERSTONE HEALTH CARE

55 EAST NORTH STREET
MADISONVILLE, KY 42431

SUMMARY STATEMENT OF DEFICIENCIES
‘EACH OEFICIENCY MUST BE PRECEQEL BY FULL
REGULATORY OR LSC IDENTIFYING IFORMATION)

X
PREFIX
TAG

10 BROVIOER'S PLAN OF CORRECTION : 1X5)
PREFIX {EACH CORRECTIVE ACTHON SHOULO SE | COMPLETIGN
fAG CROSSREFERENCEO TO THE APPROPRIATE - DATE
OEFICIENCY)

F 323" Continued From page 50
i revealed the resident had been assessed by the
, facttity to be at high risk for falls.

i Review of a fall investlgation for Resident #4

“had faften while attempting to use the bedside
: commode. Review of the nurses notes for

i of the Immediate Intervention Form dated

. 03/14/13, revealed non-skid strips on the floor,
‘and a walker to be placed in the resident's room
i by therapy had been added as interventions.

" PM, therapy to leave a walker to assist with
sransfers was added as an intervention. Review
of the comprehensive plan of care for Resident
#4 revealed a walker to aid with transfers was

_added as an Intervention, However, the fall

- restdent's fall,

" Raview of a fall investigation for Resident #4

_#4 felt while attempting to use the bedside

* commode, and according to nurses notes for

_Resident #4 dated 03/21/13 at 5:20 AM, the

_resident sustained three (3} skin tears from the

“ fall. No measurements of the skin tears were
documented in the nurses niotes or the fall
investlgation, Review of the Immediate

" Intervention Form dated 03/21/13 revealed

. education and insfruction for the resident and a

. of the incident log dated 03/21/13 at 4115 AM,
_revealed education wou!d be provided for the

* resident and since the resident had reached a

. plateau with therapy the resicent would begin to

_ dated 03/14/13 at 3:40 PM, revealed Resident #4 :

Resident #4 dated 03/14/13 at 3:40 AM, revealed ;
the resident had not sustained any injury. Review

Review of the incldent log dated 03/14/13 8t 3:30

investigation did not address the root cavse of the!

: dated 03/21/13 at 4:15 AM, revealed the Resident:

walker had been added as interventions. Review

recelive restorative nursing services for safety had

F 323!
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'been added as interventions. However, the fall

nnvestrgaﬁon did not address the root cause of the .
‘ resident's fall. Review of the comprahensive ptan
i of care for Resident #4 revealed the care plan i
; had not been updated to reflect any change in
;. interventions related to the fall,

' Review of a fall investigation for Resident #4
; dated 04/04/13 at 11:00 AM, revealed the

, Resident #4 fel! while attempting to use the

bedsnde commode, and according to nurses

! notes for Resident #4 dated 04/04/13 at 11:00 .
{ AM, the resident sustalned no injury from the fafl, |
. Review of the Immediate Intervention Form dated |
" 04/04/13 revealed ensure clothing does not
* contribute to falls, and non-skid socks had been
t added as an interventions. Review of the incident
; fog dated G4/04713 at 11:00 AM, revealed !
. non-skid socks, and to encourage tha resident to
' call for assistance were added as interventions. |
Review of the comprehenslive plan of care for i
Restdent #4 revealed the intsrventions had been |
. added as irterventions. However, the fall
_ investigation did not address the root cause of ths

: resident's fall,

i

; Review of a fall investigation for Resident #4 ;
. dated 04/09/13, at 7:40 AM, revealed Resident #4
" fell attempting to use the bedside commoda.

i Review of the nurses notes for Resident #4 dated *

- 04/09113 at 7:40 AM, reveated the resident :
. sustained abrasions to the right upper back and a
" small "scratch” to the left upper back. No

" measurements were documented In the nurses
; notes or the fafl investigation. Review of the
_Immediate Intervention Form dated 04/09/1 3, !
" revealed ensure clothing does not contribute to
falls, and access use of assisfive davices had
been added as interventions. Ravlew of the

i
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"incident tog dated 04/09/13, revealed the resident

+ would be educated about using the walker, and
; encourage to call for assistance were added as
"interventions, However, the fall investigation did
fnot address the root cause of the resident's fafl,
i Review of the comprehensive plan of care for

. Resident #4 ravealad the care plan had not been !

' updated to reflect the fall,

, Review of a fall investigation for Resident #4

" dated 04/09/13, at 11:00 AM, revealed Resident

" #4 fell attempting to use the bedside cormnmode
and according to nurses notes for Resident #4
dated 04/09/13, at 11:00 AM, the resident

' sustained laceration to the back of the head. No

- measurgments were documented in the nurses

, notes or the fall investigation. Revlew of the

" immediate trtervention Form dated 04/09/13,

. revealed ensure clothing does not contribute to

! falls, move bedside commode and walker closer

* to the bed, had been added as an Interventions.

: Review of the incident log dated £4/09/13 at

. 11:00 AM, revealed the resident woutd be placed

_on the toileting log, and the bedside commode

! would be moved, had been added as

. interventions. However, the fall investigation did
. not address the root cause of the resident's fall.
" Review of the comprehensive pian of care for

- Resident #4 revealed no interventions had been
. added to the care ptan to reflect the fall,

‘ Review of a fall investigation for Resident #4

i

. dated 04/11/13 at 3:15 AM, revealed Resident #4

. fell attempting to use the bedside commode and
: according to nurses notes for Resident #4 dated
F04/11/13, at 3:15 AM, the resident sustained a

, small laceration to the back of the head. No

" measurements were documentad in the nurses

‘ notes or the fall investigation. Review of the
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i Immedtate Intervention Form dated 04/11/13,
; revealed remove ciutter and ohstacles, keep
* freqquently used items in reach, increased ‘
monitoring, ensure clothing does not contribute to 4
falls, and access use of assistive devices had
been added as interventions. Review of the
: incident log dated 04/11/13, at 3:15 AM, revealed |
call light within the resident's reach, and physical
therapy crders were obtained were added as :
Interventions, However, the fall investigation did
rot address the root cause of the resident's fall.
A review of the comprehensive plan of care for
: Resident #4 revealed a urinal to be placed within |
the resident's reach had been added as an

{ intervention.

" Review of a fall investigation for Resident #4
dated 04/11/13, at 11:15 AM, revealed Resident
. #4 fell attempting to use the bedside commode
and review of the nurses notes for Resident #4 |
! revealed the resident sustained a reddened area °
, on the left hip. Review of the Immediate
" Intervention Form dated 04/11/13, revealed
placing the oxygen concentrator at the head of
. the resident's bed had been added as an
intervention. Raview of the incident tog dated i
: 04/11/13, also revealed the oxygen concentrator
. would be placed at the head of the resident's bed, '
"had been added as an intervention. Review of the
: comprehensive plan of care for Resident #4 :
revealed an intervention dated 04/12/13 for the
' oxygen concentrator to be placed at the head of
: the resident's bed to decrease the risk of the
. resident becoming tangled in the cxygen tubing
“had been added as an intervention. However, the |
; fall investigation did not address the raot cause of °
the resident's fall. :

: Review of a fall investigation for Resident #4

. F323
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! dated 04/11/12 at 11.00 PM, revealed Resident
! #4 fell attempting o use the bedslde commode
i and according to nurses notes for Resident #4
, dated 04/11/13 at 11:00 PM, the resident
; sustained & scrape to the left back. No
measurements were documented in the nurses
i " notes or the fall investigation. Review of the
Immediate Intervention Form dated 04/11/13,
"revealed a urinal, and moving the resident's bed
* against the wall had been added as interventions,
: Raview of the incident log revealed the urinal to
i be placed at the resident's bedside, remove the
; bedside commorde from the resident's room, and -
: to encourage the resident to use the urinal were
, added as interventions. Review of the
_comprehensive plan of care for Resident #4
" revealed the interventions had been placed on
‘ the care plan. However, the fall invastigation did
i not address the root cause of the resident’s fall.

. Review of a fall investigation for Resident #4

. dated 04/26/13 at 12:30 AM, revealed Resident
. #4 fell by sliding out of the bed and sustained no
, Injury. Review of the Immedate Intervention Form
dated 04/26/13, revealad moving the residents !
" hed agalnst the wall, and adding a drawsheet to

' the residant's bed had been added as

! intarventions. Review of the incident log dated

: 04/26/13 at 12:30 AM, revealed adding a
: drawsheet to the resident's bed had been added
; as an intervention. A review of the comprehenswe!
plan of care for Resident #4 revealed on

. 04/30/13, the facility added a drawsheet to the

“resident's care ptan as an intarvention. However,

" the fall investigation did not address the root

- cause of the resident's- fali.

: Review of a fall investigation for Resident #4
: datag 05/09/13, at 12:10 AM, revealed Resident
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" to nirses notes dated 05/09/13 at 12:10 AM, the
: restant sustained two (2) skin tears to the back

measurements werg documentad in the nurses
: notes or the falt investigation. Review of the
. Immediate Intervention Form dated 05/09/13,
_revealed assess for functionat status changes,
" and increased monitoring when the resident was
in bed, had been added as interventions. Réview !
. of the Incident log dated 05/09/13 at 12:10 AM,
" revealad float boots would be removed from the
! resident's feet was added as an intervention.
. However, the fall investigation did not address the |
" root cause of the resident's fall. Areview of the
' comprehensive plan of care for Resident #4 '
- revealed no intervention had been added related

to the fall.

_ Intervlew conducted with the Assistant Director of
“Nursing (ADCN} on 08/22/13 at 1:40 PM, ’
" ravealed she was also the MDS Coordinator and
i responsible for coordinating the comprehensive
. plan of care. The ADON revealed all falls were
" reviewed Monday through Friday during the
{ morning meeting with the interdisciplinary team.
. The ADON stated when the interdisciplinary
" group meets, she was then responsible to update ;
“ the plan of care with the interventions decidad
. upon in the groug. The ADCON was unsure why
the resident had fallen five (5) times before the
' resident was placed on a toiteting program. The
- ADON stated she was unsure why Resident #4's
care plan had not been updated after the resigent '
‘ had fallen on 03/21/13, at 4:15 AM, 04/09/13, at -
. 7:40 AM, and 05/06/13, at 12:10 AM. The ADON
stated a resident's care plan should always be

' updated after every fall,

i

" #4 fell attempting to get out of bed and according

_and a skin tear reopened on the left arm. No |
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. Interview conducted with the DCN on 08/22/13 at
| 2:05 PM, revealed the ADON was responsible for
. updating the comprehensive plan of care. The
| DON stated all falls were required to have a care
plan updated and were reviewed iy the morning
{interdiscipiinary team meeting. The DON stated
the falls were discussed and interventions were
: decided upon by the interdisciplinary team. The
! DON stated she had not Teviewed the completed
care plans to ensure the interventions decided ¢
upon had been placed on the care plan. The .
DON stated Resident #4's care plan should have i
been updated to reflect the falls the resident
sustained on 03/21/13, at 4:15 AM, 04/08/13, at
- 7:40 AM, 05/09/13, at 12:10 AM. Tha DON further
 stated the facility should have looked at putting a .
toileting program In place for Resident #4 prior to ’
the Resident sustaining five {5) falls attempting to ,
" usa the bedside commode. :

3. Raview of the medical record for Resident #11,

“revealed the resident had been admitted by the

faciity on 02/23/09, with dlagnoses which include ’
Dementia, Encephalopathy, Non-organic

: Psychosis, Basal Gangfta Degeneration, and
Carotld Artery Ccclusion. Review of a significant

. change in condition MDS assessment for

* Resident #11 dated 03/21/13, and a quarterly

MDS assessment dated 06/08/13, revealed the

' facillty had assessed the resident to be severely
cognitively impaired on both assessments.

. Review of the Care Area Assassments {CAA} for

* the 03/21/13, revealed the resident was assessed :

as being at fisk for fafls.

Review of a fall investigation for Resident #11
dated 04/30/13 at 3:48 PM, revealed Resident

#711 fell attempting to toifet him/herself after

having had an enema. The falls investigation
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" revealed the resldent had not sustained an injury, |
"an intervention had been added for the nurse to 2
- be be reminded to stay with the resident until ‘ f
' results were obtained after administering an
: enema to the resident. Raview of the Incident log
“dated 04/30/13, revealed the nurse would remain
Fwith the resident after administering an enema
was added as an intervention, However, the fall
investigation did not address the root cause of the i
; resident's fall. Review of the comprehensive plan . :
. of care for Resident #11 revealed the care plan
{ had not been updated ta reflect the fall,

Review of a fall investlgation for Resldent #11

dated 05/30/13 at 7:30 PM, revealed Resident

#11 fell while a staff person was attempting to

 transfer the resident from a wheelchair to the
shower chair. The fall investigation reveated the

‘resident had not sustained an injury, an

; intervention had been added for the residentto .

 be transferred with the assistance of two (2) staff, i

Review of the incident log dated 05/30/13, two {2)

staff persons would be required to transfer the {

resident was added as an intervention. However,

; the fall investigat!on did not address the root :

‘ cause of the resident's fall. Review of the

; aomprehensive plan of care for Resident #11 ;
revealed the care plan had not been updated to _

| reflect the fall.

‘ Review of a fall investigation for Resident #11
dated 05/31/13, at 7:15 AM, revealed Resident . 5
" #11 fell by sliding out of the bed. The fall
: investigation revealed the resident had not
sustainegd an infury, and an intervention had been 3
- added for a physical therapy evaluation. Review -
of the incldent log dated 05/31/13, revealed
" physical therapy orders had been received, ;
. However, the fall investigation did not address the ; .
Event 10: PJZ311 Facillty 12 100183
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i root cause of the resident's fall. Review of the
' comprehensive plan of care for Resident #11
| revealed the care plan had not been updated 1o

reflect the fall.

. Review of a fall investigation for Resident #M1

i dated, 06/05/13 at 3:48 PM, revealed Resident
#11 fell attempting to get out the bed unassisted.
' The fall investigation revealed the resident had

| not sustained an injury, and an intervention had

" been acded for the resident to be placed up at

the nursing station. Review of the incident log ;
dated 06/05/13, revealed an order was obtained -
for Valium refated to the resident not sleeping.
_However, the fall investigation did not address the '
{ root cause of the resident’s fall. Review of the i
, comprehensive plan of care for Resident #11 '
" revealed the care plan had not been updated to

; reflect the fall,

H

, Review of a fall investigation for Resident #11

‘ dated DB/06/13 at 12:45 AM, revealed Resident

: #11 fell from the bed to the floor and had not

" sustained an injury. The falls investigation alsc

| revealed physical therapy had assessed the
resident and bed position and had changed the
bed position to ninety (30) degrees as an

_Intervention. Review of the incident log dated

{ 05/06/13, revealed physical therapy would assess

. the resident’s bed and hed height, the bed was |

" locked out, and tape was placed on the wall

- indicating where the bed should be placed was

* added as an intervention. However, the falt ‘

_investigation did not address the root cause of the :

‘resident’s fall, Review of the comprehensive pfan .

- of care for Resident #11 1evealad the care plan

' had not been updated to reflect the changes

identified as interventions to be used.
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‘ Review of a fall Invastigation for Resident #11 ‘
; dated 07/07/13 at 4:50 AM, revealed Resident \
" #11 fell from the bed to the floor and had net ‘ i

sustalned an injury. The falls investigation also i

" revealed interventions currently being used for : !

the resident were effective and no changes were | ) !

~made. Review of the incident 0g dated 07/07/13,

| revealad the current interventions being used by |

the facility were effective. Review of the

comprehensive plan of care for Resident #11 i i

revealed the care plan had not been updated to 5

reflect the fall. However, the fall investigation did

not address the root cause of the rasident's fall,

i [

Review of a fall investigation for Resident #11
‘ dated 07/16/13 at 12:10 PM, revealed Resident
" #11 had falfen from the bed to the floor and had
. not sustained an infury. The falls invastigation
also revealed interventions currently being used
 for the resident were effectlve and no changes .
were mada. A review of the incident log dated ? I ;
1 G7/16/13, revealed the current interventions being ; .
used by the facility were effective. Review of.the ' :
| comprehensive plan of care for Resident #11
revealed the care plan had not been updated to
i reflect the fall. However, the fall investigation did
_not address the root cause of the resident's fall, ,

Interview conducted with the ADON on 08/23/13, | ;

{ at 4:35 PM, revealed she was responsible to ; '
update Resident #11's plan of care with the '

! interventions decided upon in the interdisciplinary
group. The ADON was unsure why Resident '

. #11's care plan had not been vpdated affer the
falls and stated it should have been. The ADON

i stated a resldent's care plan should atways be

" updated after every fall. :

F Inferview conducted with tha ON on 08/23/13, at
Evenl 10 PJZH1
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1 4:30 PM, revealed all falls were required to have
a care plan update. The DON stated Resident

. #11's comprehenslive ptan of care should have

' been updated after every fall the resident

 sustained. The DON also revealed she signed the

! fall investigations after they were completed, and |
agreed there was not a root cause identified.

§

4. Review of the medlcal record for Rasident #13, |
i revealed the resident had been admitted by the

*facility cn 01/03/07, with diagnoses which include |
. Alzhelmer's Dementia. A review of quarterly MDS
! agsessment dated 08/19/13, revealed the i
. resident had been assessed by the facility to have’
. moderately impaired cognition. ;

Review of a falls investigation for Resident #13
dated 05/01/13 at 12:20 PM, revealed Resident
#13 fall fiom the chair to the floor and had not
sustained an injury, The fall investigation also
revealed an intervention would be put into place
to assess the iesident’s chair and to remind the |
resident to call for assistance if needed. Review '
of the Immediate Intervention Form dated
05/01;% 3, revealed interventions to assess the
use of assistive devices, and for a watker, Review |
of the incident log dated 05/01/13, revealed ’
_interventions for a chair assessment, and to '
: remind the resident to call for assistance would ¢
be put into place. However, the fall investigation |
: did not address the oot cause of the residents  ’
" fall. Review of the comprehensive plan of care for :
Resident #13 revealed the care plan had not :
' been updated to reftect the fall.

!

: Raview of a fall Investigation for Rasldent #13

" dated 05/07/13 at 01:30 PM, revealed Resident
_#13 felt from the bed to the floor and had not

| sustained an injury. The fall investlgation also

i
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J revealed an intervention would be put into place
: for the resident to receive restorative nursing
' services. Review of the Immediate Intervention
: Form dated 05/07/13, ravealed inferventions to
" assess and to ensure current interventions were

; being used and were functioning, and to provide

" education/instruction to the resident. Review of

i the incldent log dated 05/07/13, revealed

" interventions for the resident to receive

; restorative nursing services, However, the fall
“investigation did not address the root cause of the |
i resident’s fall. Review of the comprehensive plan
of care for Resident #13 revealed the care plan |

; Review of a fall investigation for Resident #13
“ dated 05/30/13 at 5:20 PM, revealed Resident
 #13 fell from the bed to the bedside commode
‘ and had not sustained an injury. The fall
. investigatlon also revealed an interventlon would i
' be put into place to follow up with the family
. Inember of Resident #13 regarding the placement |
* of the bedside commaode. A review of the
. lmmediate Intervention Form dated 05/30/13,
revealed intervertions would be put into placs to
move the bedside commaode to the end of the
'resident's bed. Review of the incident log dated
. 05/30/13, revealed interventions to move the
| bedside commode to the end of the resident's
bed would be put into place. However, the fall
{ investigation did not address the root cause of the
_resident’s fall, Review of the comprehensive plan ,
! of care for Resident #13 revealed the care plan
had not been updated to reflect the fall,

Review of a fall investigation for Resident #13
: dated 07/23/13 at 9:30 AM, revealed Resident
#13 fall from tha bedside commode to the floor

. and had complained of right side pain, right hio ;

: had not been updated to reflect the fall, i

F 323’
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t pain, and left knee pain. The nurses notes dated

‘ notified with physician's orders obtained for a
. chest Xray. The falls investigation also revealed

" the resident's chair and to remind the resident to
. call for assistance if needed, Reviegw of the

: Immediate Intervention Form dated 07/23/13,

' revealed intarventions t& make environmenta!

* modifications. Review of the incident log dated

1 07/23/13, revealed interventions for

" environmental modifications, and the resldent

comprehensive plan of care for Rasident #13
' revealed the care plan had not been updated to
‘ reflect the fall. However, the fall investigation did
' pot address the root cause of the resident's fall.

" An interview conducted with the ADON on
08/23/13, at 4:35 PM, revealed she was

with the interventlons decided upon in the
+ interdisciplinary group. The ABON was unsure
‘ why Resident #13's care plan had not been
* updated after the falls and stated it should have

. been.

: An interview conducted with the DON on

: 08/23/13, at 4:30 PM, the ADON should hava

‘ updated Resident #1 3's comprehensive plan of
care after every fall the resident sustained. The

" DON stated a root cause had not been identified

" for Resident #13's falls.

S 5. Record review revaaled Resident #12 was

- to include Diabetes Type It, difficutty in walking,

 07/23/13, at 9:30 AM. revealed the physictan was |

. an intervention would be put into place to assess

: would use a walker for ambulation. Review of the '

. respensible to update Resident #13's plan of care !

 admitted to the facility on 04/22/12 with diagnoses

: muscla weakness, Hypertension, Hypothyroidism,
" Hyperlipidemia, Coronary Artery disease, Urinary .
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: Stress Incontinence, Pepressive disorder,

' Accidental Fall, Osteoarthritis, Hx of Right totat .
! Knee Replacement, and Anxiety, !
i :
_ Record review revealed on 02/21/13 at 5:55 PM | |
“Resident #12 was found in the floor of his/her ’
froom and was assessed to have no iniury,  An
- IPOC meeting was held on 02/25/13 and a
, summary of the fall revealed: Resident found
“sitting in floor on buttocks in front of bedside
i commode {BSC), states she had got up off BSC
1 and was goling to bed. She c/o of right kree
. hurting and states it always hurts. Urine was

noted under resident; she has a history of

: incontinence, followed by urologist, wears
. pull-ups, and receives Oxybutynin dgaily, A
‘recommendation was made for a PT/OT screen
:and to place a mat on floor. Review of the care
; Plan revealed there was no revision made ter
" Resident #12's care plan at this time. However,
" there was no evidence the facillty had determined -
 the root cause for the resident's fall. :

" On 04/25/13 at 4:10 PM, Resident #12 was found
tin the floor following a non-injury fall. The i
, residert stated he/she was putting clothes in :
“histher closet and fell. The immedlate
interventians were to assess for injury, help
- resident out of the floor to bed, and offer Tylenot
that PM. There was no revision made to
Resident #12's care ofan at that time. It was
* recommended to Resident #12 to call for

. assistance,

- On 05/30/13 at 11:00 AM, Resldent #12 slid out of -
- tub chair into the tub. The Immadiate :
; interventtons where to assess the resident for any .
injury, assist the resident Into a standing position
"and dressad, The resident was assessed to not

F 323{
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. have received an injurey; no
| Resident#12's care plan at
no evidence the facillty had
, cause for the resident’'s fall.

revision was made t0 |
ihis time, There was
determinad the root

- On06/18/13 at 3:00 AM, resident was observed

' siting on the floor beside her bed. Resident

' stated the floor was slick. Urine was noted on the

floor and the resident was wearing house shoes ;

_ with a sfick bottom. No injuries were assessed.
The Resident was assisted to bed and her calt

light was placad within reach:. No revision was

* made to the care plan at this time and there was
no evidence the facility had determined the root

. cause for the resident's fall. '

An interview with the MDS coordinator on
: 08/28/13 at 12 noon (evaaled that on 04/25/13,
measures were taken to encourage the residert
to call for assistance, however the care plan was
: not up-dated to encourage to cali for assistance.
| The Nursing Care Plan should have been é
up-dated. )

* An interview with the Director of Nursing on
08/28/13 at 11:15 AM revealed that Resident#12

: has aiways been independent with toileting and |
transfer. The Nursing Care Plan was not

. changed or revised on 02/16/13, 04/25/13,

© 05/30/13, and 06/18/13. The IPOC said to
sncourage resident to call for assistance and it

;F should have been on the Nursing Care Plan.

Interview, on 08/23/13 at 3:15 PM, with the
. Administrator revealed if a resident experienced a -
. ¢all an Incident Report and & Causative Factor
Analysis form were completed. The :
Interdiscipilnary Plan of Care {(IPOC) team would
review the fall the next day, unless it happened

F 323,
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; on a weekend, fn which case it wouid be reviswed f
" on the followlng Monday. Per interview, the
. Administrator was unable to provide documented | i
! evidence thorough fall investigations were '
conducted for Residents #1's, #4's, #11's, #12's
i and #13's falls. There was no evidence causal
factors had been identified to ensura
i implementation of interventions to pravent
recurience of falls, per the facility’s policy. |

* 8. Review of the facillty's policy regarding Water
Temperatures, undated, revealed water 5 !
temperature checks were to be performed at
least weekly at different locations threughout the
. building to ensure resident safety and to ensure
* the hot water system was functioning properly, i
~ The Maintenance Supervisor or deslgnee were to
‘ conduct water temperature checks randomly ; :
throughout the building and record them on the :
; proper forms. According to the policy, the ; i
“temperatures in resident areas should range ‘
between 100 degrees to 110 degress Fahienheit ;

for resident safety.

: Observatlon, of the water temperatures in the

" resident care areas on 08/20/13 at 12:15 PM,

_revealed random water temperaiure checks on

* the North Unit in Rooms 603, 604, 605, 606 and
the 600 Shower Room to be 114 degrees

' Fahrenheit,

; Observation of the water tempaeratures in the

" resident care areas on 08/20/13 at 6:10 PM on

_ the North Unit revealed water temperatures were |

' 108 degi ees {F} Fahrenheit as follows: in Rooms
6013, 804, 6035, 608 and the 800 Shower Rocm |

was 108 degrees (F).
' [

. Interview with the Maintenance Director on _
Evenl 102 PJZ311 FacHity 10: 180183
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i 08/20/13 at 6:20 PM. revealed he adjusted the
; hot water heater t0 bring the temperaturas down |
“to 110 degrees {F) or lower on the 600 Hall, Noith ,
i Unit. He stated he checked the water ?
temperatures every week 10 maintain water
between 100-110 degrees {F). ;
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1

" temperature

i Review of the water temperature logs maintained -
" by the Maintenance Director revealed watet

| tamperatures where obtained throughout the ,
¢ facility in @ random manner by Maintenance. The :
. Maintenance Director was not monitoring water
‘ temperatures In residents’ rooms. Water ;
| temperature were only being monitored in Shower
Rooms and Community Bathrooms. Thers was :
i no documentation in the log book for the water
i temparatures in any areas of the facility since

06/17/13.

Interview with the Maintenance Director, on .

,08/23/13 at 6:30 PM revealed he never has taken

! water temperaturg checks in residents’ rooms. "

i The Maintenance Directer revealed he thought it

, was not necessaty to check temperaiuras in
residents’ rooms if he checked the community

 lavatorles and shower rooms on each unit. The

_Maintenance Director was uncertain why there

" were no entrles in the temperature log since

- 06/17/13. He commented he thought the Social

_ Service Director (SSD) was kesping up with the

"log book. The Maintenance Director said maybe !

 did not give her the temperatures. I write them on

- sticky notes and then she records then in the log.

*f will find them. The Maintenance Director :

returned a few minutes later with several sticky

. notes with temperatures for the shower rooms

! and lavataries for July 2013 to present with

i temparature ranging from 100-110 degrees (F}.
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interview with the Administrator in Training on
| 8/23/13 at 6:35 PM, revealed he was unaware
‘waler temperatures should be checked in
. fesidents’ rooms.

. The facility provided an acceptable credible

! Allegation of Compliance (AoC) an 08/30/13 that _
alleged removal of the Immediate Jeopardy (lJ) '

; on 08/30/13, based on the following: 7

: 1. Resident #1's Comprehensive Care Pfan and .

" Certified Nursing Assistant (CNA) Care Plan were |

; reviewed to ensure no revisions were needed.

2. Nineteen (19) residents who had experienced
; afall in the past sixly (60} days had a new Fall
" Log completed by the Interdisciplinary
; Management team te assist with tracking and
'trending patterns and issues with their individual
falls. Out of those residents reviewed, ten (10}
i care plans were revised based on the review and
“causal factors identified for the residents. Using
; the Falf Log and Fall Assessment information, the
‘ Interdisciplinary Management team com pleted
. the review and revision of Ihe care plan and CNA |
: Care Plan for the residents wha had fallen in the
_ past sixty (603} days, lo determire thase reflect
! the fall management interventlons indicated by
the residents’ fall risk agsessments, facility Falf
i Log and Nurse Consuttant suggeslions for fall
" management interventions. These jtems were
, completed 08/27;13.

3. Anew Fall Scene Investigation form was
; implemented to assist the facility In identifying
" and addressing causative factors of residents’
falls. The form was to be completed by the Falf
: Team staff with each resident fall, to assist in
determining the appropriate immediats
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! interventions for the identified causative factor,
The Fali Team members would include the
Charge Nurse, the CNA, Housekeeper, and/or
{ aundry persannel for the resident who had
falten. The Charge Nurse was to complete and
sign the Fall Team Investigation Report upan
; completion of the form. All resident falis were to
_ be reviewad by the Interdisciplinary Management
! leam Monday through Friday with residents’
; Comprehensive Care Plan and CNA Care Pfan
updated as needed. The Weekend Registered

“ the Interdisciplinary Management tegam was not

/ present, to determine that all indicated
interventions were in place and to ensure

additional interventions were added if indicated.

! 4. Anew event follow up form was to be
. complated after all Incident/Fall investigations to

" assist the Interdisciplinary Management team in

; management Interventions after a fall.
Documentation on the form would note if the

! interventions were successful, and if any

. modifications or new/additional interventions werg

"indicated.

5, The Fall Team staif, licensed nurses,

: Housekeepers, and Laundry personnel were

. inserviced by the DON and Staff Development on
the comprehensive investigation of all falls

. utllizing the Fall Scene Investigation form, and the
immediate Implementation of the interventions
indicated by the investigation, and the need to

. implement alternative interventions when those
first attemnpted were unsuccessful. These

* inservices were conducted 08/26-28/13. Facility

. staff who were unable to attend these inservices

t Nurse (RN} Supervisor was to review all incidents
_including falls within twenty-four (24) hours when

reviewing and monitoring the effectiveness of fall i

i
i

H

H

i
i
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" by 08/30/13 {due to vacatlons, medical leave,
{ efc.} were to complete the inservice prior te baing |
. allowed to work their next shift. These staff would -
! not be placed on the work schedule unti :
. completion of the inservice.

6. Ameeting of the facility's Continuous Quality

. Improvement (CQI) committee which inciuded the .
Medical Director was held on 08/30/13 te review

the Allegation of Compliance, the new forms and |

_ procedures.

. 7. The CQt indlcator for the menitering of ;
compliance with the facility falf management 3

i policies and procedures was to be utilized

, monthly times two (2) months and then quarterly

“ as per the establls hed CQf calendar under the :

, supervisian of the DON,

! 8. The Nurse Consultant was to review fall
. investigations, and the associated interventions

" with each quarterly visit.

~g. The CQI indicator for the monitoring of the CQI
{ program effectiveness was to be utllized monthly
, times three (3) months, then quarterty thereafter

" under the supervision of the Administrator.

On 08/30/13, the State Survey Agency verified the:
! immediacy of the Immediate Jecpardy was
. removed and the facility Implemented corrective
" actions as alleged in the AoC, effective 08/30/13

- based on the following;

!4, Review of the Interdisciplinary Management
: mesting notas dated 08/27/13 revealed Resident |
#1's Comprehensive Care Plan and Certified :
- Nursing Assistant (CNA} Care Plan were
reviewed to ensure no revisions were needed.
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j

i 2. Additional review revealed nineteen (19)
 residents who had experienced a falf in the past
, Sixty (60) days had a new Fali Log completed by
' the Interdisciplinary Management team. Review
revealed ten (10} residents’ care plans were

. revised based on the Interdisciplinary
Management team’s review.

' 3. Review of the facliity's new "Falls Procedure”
revealed the Charge Nurse was to complete a
Fall Scene Investigation form to assist the facility

‘ in identifying and addressing causative factors of

- residents’ falls, Review revealed the Fall Scene

H

Investigation was included in the "Fall Procedure” !

: revealed the staff member either witnessing or

_ discovering a resident’s fall was o notify the
Charge Nurse who would page the Fall Team to

i the location of the fall. The Charge Nurse would

packet. Continued review of the "Fall Procedure”

. assess tha resldent for injuries and the Fall Team

“would assess the environment and resident for
causalive factors of the fall. The Charge Nurse

. was to complete the Incident Report, Fall Scene

Investigation Report form, and implement any

" needed interventions and adjust the care plan

: accordingly. The Charge Nurse was to notify the

. Director of Nursing (DON), Administrator,

Physician, and Respansible Party of the fall. The :

resident was to be assessed every shift for
. seventy-two (72) hours,

" 4. Further review revealed the Incident Report
' and interventions were to be evaluated for

. effectiveness within twenty-four (24) hours by the '

_Interdisciplinary Management team or the

" Registered Nurse {RN} Supervisor and any

- additional interventions were to be implemented.
_The Fall Team members would include on day

F 323
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. shift the Charge Nurse, the Certifled Nursing :
. Asslstant (CNA), and Housekeeper; on avening
" shift the Fail Team was to include the Charge ‘
i Nurse, CNA, and Laundry personnel: on night )
. shift the Falf Team was to include the Charge i :
' Nurse and CNA. Review revealed a new Event
i Report-Witness Statement Form was to be

_ completed if an employes witnessed a fall.

; 5. Review of inservice shests revealed the

" following number of facility employees had been

i insetviced on the new Fall Procedures and forms: ;

. three (3) of the facility's four (4) RN's, sixteen (16}

" of the facility's seventeen (17} Licensed Practical -

: Nurses {(LPNs); twenty-one (21) of the facility's :
thirty-three (33) CNAs; five (5) of the facility's .

! seven (7) Housekeepars; and two (2) of the i ’

_ facility's two {2} Laundry personnel were

" inserviced on the new fall procedures

- 08/27-29/13, : {;

! Interviews were conducted on 08/30/13 with the
. following staff to verify the facility had educated
" them on the new Fall Procedures and to ensure
! their keowledge of the facility's new procedure

= and documents:

¢ Assistant Director of Nursing (ADON/Minimum
Data Set (MDS) Coordinator at 2:55 PM,

: Weekend RN Supervisor #1, who worked the

. 6:00 AM to 2:00 PM shift, at 1:26 PM, and

"Weskend RN Supervisor #3, who worked the”

10:00 PM o 6:00 AM shift, at 1:41 PM,;

"LPN #3, who warked the 6:00 AM to 2:00 PM
_shift, at 1:19 PM; LPN #4, who worked the 8:00
AM to 2:00 PM shift, at 1:26 PM; LPN #2, who i
: worked the 6:00 AM to 2:00 PM shift, at 2:15 PM;
 LPN #1, who worked the 10:00 PM to 8:00 AM
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323 : Continued From page 72 _;
| shift, at 2:15 PM: LPN #11, who worked the 2:00 !
i PM to 10;00 PM shift, at 2:38 PM; LPN #8, who
worked the 2:00 PM to 10:00 PM shift, at 2:40
FPM: LPN #5, who worked the 6:00 PM to 6:00 AM
: shift, at 2:42 PM; LPN #10, who worked the 2:00
, PM to 10:00 PM shift, at 2:46 P,

i

- CNA#9, who worked the 6:00 AM to 2:00 PM
. shift, at 1:10 PM; CNA #8, who worked the 8:00
 AMto 2:00 PM shift, at 1:30 PM; CNA #8, who
- worked the 8:00 AM to 2:00 PM shift, at 1:45 PM; .
CNA #7, who worked the 6:00 AM to 2:00 PM *
- shift, at 1:65 PM; CNA #4, who worked the 6:00
“AM to 2:00 PM shift, at 2:00 PM; CNA #5, who ;
{ worked the 6:00 AM to 2:00 PM shift, at 2:10 PM; |
, CNA #3, who worked the 2:00 PM to 10:00 PM
~shift, at 2:20 PM; CNA #10, who workad the 2:00
PM to 10:00 PM shift, at 2:45 PM; CNA #18, who
: worked the 13:00 PM to 6:00 AM shift, at 3:.06 ;
" PM: CNA #12, who worked the 2:00 PM to 10:00
" PM shift, at 3:10 PM, and CNA #11, who worked
: the 2:00 PM to 10:00 FM shift, at 3:25 PM

" Housekeeper #1, who was working the 6:00 AM

i to 2:00 PM shift on 08/30/13, at 1:38 PM; and
Laundry Personne! #1, who was working the 8:00 °
AM to 2:00 PM shift on 08/30/13, at 1:51 PM. All :
of the above staff were knowledgeable of the
facility's new Falls Procedures, and Falls Team

. members and duties. All nursing staff interviewesd

" were knowledgeable of the Fall Scene

" Investigation Repart form and when to complete

; it. Alf staff venfied they had received inservice

“education regarding these matters by the facility.

- Interview, on 08/30/13 at 3:10 PM, with the

- Administrator reveated most of the facillty's staff

" had received inservice education on the new Falf
‘ Procedure/Policy, the Fall Scene Investigation

+

i
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; Report form, the revision to the incident Report ;
‘form. According to the Administrator, any staff 5

who had not received the inservice education
would not be aflowed to work untif they had
, received it and would not be put on the schedule
" to work until they had recelved the education.

‘8. Interview, on 08/30/13 at 3:10 PM, with the

| Administrator revealed the Medical Director had

! been informed of the Immediate Jecopardy ? 5

. findings and had beaen updated on the facility's

" Allegation of Compliance on 08/30/13 during the

~ CQI Commiltee meeting. She stated the CQl

i Committee members had discussed the new

_forms and procedures ths facility had

' implemented. The Administrator indicated the
facility would use the CQH Indicator for the .
monitoring of compllance with the faciity fal! 5

" management policies and procedures monthly

; times two (2) months and then quarterly as per

" the established CQI calendar under the

supervision of the DON. She stated the CQll

indicator for the monitoring of the CQI program

; effectiveness was to be utilized manthly times

! three (3} months, then guarterly thereafter. The

. Administrator stated a Nurse Consultant would

 visit quarterly and review fall investigations, and
the associated interventions.

Interview, on 08/30/13 at 12:33 PM, with the
: Medical Director revealed the facilitys CQi
" Committee, which he was a member of, had met
: that morning and discussed the facility'’s AoC plan
" and what interventions had been putin place to
; correct the Immediate Jeopardy. ;

7. Intsrview, on 08/30/13 at 3:10 PM, with the
- Dlrector of Nursing (DON) revealed all falls for
the past sixty (60} days had been reviewed and
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F 323 Continued From page 74
' the care plans revised as necessary. The DON
" stated the Assistant Director of Nursing (ADON}
. would be responsible for updating :
| Comprehensive Care Plans and CNA Care Pians
during the Monday through Friday
fnterdisciplinary Management team meeting. She |
stated the Falls Policy had been revised and new :
Falls Teams had been Implemented for each
shift. The DON stated staff had been educated
on the new policy, new forms, and Falls Teams
" duties. According to the DON, the CQI
" Committee had met that morning and the Medical |
 Director had signed off on the facility's new policy,
' and new forms implemented by the facility.

i 8. Interview, on 0&/30/13 at 3:10 PM, with ther

' facility's Nurse Consultant revealed she or
another Nurse Consultant would be making

; quarterly visits to the facility to monitor. She

' stated Tesidents” Comprehensive Care Plars and
CNA Care Plans are now baing brought to the :

Monday through Friday Interdisciplnary

! Management Team meeting and updated as
interventions are discussed.

"4, The Nurse Consultant stated during the
interdisclplinary Management Team meeting a

~date would be set to review the ravisicns

| recommended by the team to ensure the new

" intarventions were effective or see if additiona!
interventions needed to be added. She indicated .

- a Nurse Consultant would be coming to the

“racility on a quarterly basis to review falls and
follow up performed, review the monély cat
monitoring performed to ensure the AoC plan was

 followed.

 The facility remained out of compliance ata fower
- Scope and Severityof a “D", an isclated :

F 323,

+
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; deflciency with potential for more than minimal '
“harm in order for the facility to develop and ’
‘ implement the Plan of Correction (PoC). ! i
F 371, 483.35()) FOOD PF?OCURE ST paa)
SSME;: STORE/PREPARE/SERVE - SANITARY Criteria 1 - The floor in the dictary
. The facifity must - depariment was cleaned on 8-20-13, The
" (1) Procure food from sources approved or Dietary floor was waxed on 8-24/23-13.
! considered satisfactory by Federal, Stale or local ;i The exhaust fan, steam table, spice
. authorities: and ‘ containers and shelving were cleaned on 8-
(2) Store, prepare, distribute and serve food _ 20-13. The broken egg was thrown away
i under sanitary conditions : i and the eggs were stored in a container on
; . 8-20-13. The box of cats was thrown away
! ' " on 8-20-13, Dictary staff follow infection
i : { control standards for hand washing in the
. ;  dietary department. '
. This REQUIREMENT s nat met as evidenced ' Criteria 2 - A sapitation inspection was
by: o ) i completed of the dietary department on 9-
) qued on ohgervatton, |ntew|ew, and fgcmty‘ " 11-13 by the RD with all findings addressed
" pelicy review, it was dgatermmed the facility failed as indicated.
to store, pregfa!'e, d%mbgute, a}nd zerye fohod‘up.c;?r Hand sanitation observations we:e
| l:samtary conditions. ervation untlngt 8 initi . completed on all dietary depariment
our of the kitchen on 08/20/13, at 9:40 AM U oaff by Staff Devel ot N 0.5
; revealed kitchen floors with black marks, the | ¥ cvelopme UIse on -
" exhaust fan between the steamer table and the b1, 96 13, 9?10 13, and 9-16-13 to
‘ food preparalion table had gray debris on It, the i determine that infection control standards
. steamer table with food particles floating in the ;  arc being followed, -
" water, spice containers and the shelf they were o
. being stored on with a gray greasy film on them, a; Criteriz 3 - Dietary stafl have received
broken egg stored in the cooler in a box with mservice education on dietary sanitation
- other eggs, a shelf between the stove and the ! issues including but not limited to:  food
dishwasher had dried red food substance on it. In {  storage requirements and the department
" addition, on 08/20/13, beginning at 10:50 AM, ' ¢ ¢leaning schedules, as provided by {he
: observatlon of Ihe steamer lable revealed the RD/DM on 9-11-13.
dietary staff placed foed serving pans in the ‘ .
 steam table with the food particles floating init,a Criteria 4 - The CQI for the monitoring of
. box of catmeal was cpened and uncovered dietary  sanitation, which  includes
Facifty [ 160183 (F conlinualion sheet Page 78 of 114
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F 371, monitoring of hand sanitation, will be

' beside the microwave, and the Cook was
: ohserved to wipe perspiration from her face with
. atowel, and confinued to serve food untif stopped ;

‘ by the surveyor,
i The findings include:

" Review of the facility's policy titled, "Cleaning
: Floors®, undated, revealed xitchen floors would

be kept clean and samilary.

' Review of the facility's policy titted, "Exhaust _
Fans”, undated, revesled the exhaust fans would

be cleaned guarterly.

Review of the facility's policy titled, "Cleaning
. Stearm: Tables”, undated, revealed the steam
" tables would be maintained in a clean and

. sanitary conditien, :

Review of the facifity's pollcy titted, "Foed Safety

! and Sanitation”, undated, reveaied food would be |

. stored and protected form contamingtion and

. growth of any pathogenic erganisms. The pelicy
stated foods would be protected from dust, flies,

‘ rodents, and other vermin,

. Review of the facility's policy titled, "Cleaning
" Cabinets and Drawers”, undated, revealed
: cabinets would be free from food particles and

dirt.

' Review of the faclity's poliey titted,
. "Handwashing”, undated, revealed staff was
_required Jo wash their hands when their hands

" were soiled with body fiuids. _

. Ohservations during the initial tour of the kitchen
*on 08/20/13, at 8:40 AM, revealed:

F 371’ Continued From page 76 ;

atilized monthly under the supervision of
RD or DM. All completed tools are
reviewed by the CQI committes in the CQI;
meeting, with action plan development for
any findings which fail fo meet the

stipulated threshold. 6.17-11
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" - The kitchen floors were observed to have black
i marks all over them. :
- The exhaust fan between the steamer table and |
the food preparation table was cbserved to hava |

, gray dust debris on it.
' - The steamer table was observed to have food

; partictes floating in the water,
- The spice containers and the snelf they were

! being stored on was observed to have a gray ;
. greasy film on them. ‘
' - Abroken egg was cbserved stored in the cooler
in a box with other eggs.

- The shelf between the stove and the dishwasher
i was observed to have a dried red food substance |

onit,

Cbservation durning tray line on 08/20/13,
' beginning at 10:50 AM, revealed:
. -The stearmer table was cbserved to have food
' particles floating in the watar. The Cook was
. observed to place trays with food in the steamer
" tabte.
. - A box of catmeal was observed opened and
uncovered sitting beside the microwave. _
- The Cook was observed on 08/20/13, at 11:00
. AM to prepare resident food trays, wipe
" perspiration from her face with a towel, and then
: continued to serve food until stopped by the

Surveyor.

i

Interview with the Cook on 08/20/13 at 11:30 AM, |
ravealed she was aware she should have washed ,
_her hands after wiping perspiration from her face. '
" The Cook stated she had attended inservices
. from the facility on handwashing. Further :
" interview revealed the steamer table was required :
: to ba cleaned daily and as needed. She stated
" she shautd have cleaned it prior to placing the
. food on the steamer table. The Cook also stated

Far!
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, she was required to clean thg shelves when
" needed. She stated she had not identified the
: shelves and the splce containers were in need of -
. cteaning. The Cook stated she should have :
removed the broken egg from the box of eggs in
! the refrigerator, as broken eggs should not be in
the refrigerator with other foods. In addition, the
Cook stated all food lids should be closed and not

. left open.
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" Interview with the Dietary Manager on 08/20/13 at .

; 11:38 AM, revealed the egg shoutd have been !

“discarded and not left in the refrigerator. She !

- stated the ficors were in need of stripping and this

~was done by the Maintenance Supervisor who ?

! was aware, but had not set a definite date to strip ;

. the floors. The Dietary Manager stated the Cook |

" was responsible to check daily to ensure cabinets |

i and shelves were clean and the spice containgrs
were clean. Further interview revealed she

! checkad the refrigerators and shelves weekly on

. Mondays when the stock came in and had not

" identified any concerns, She indicated the Cook

i should have washed her hands after wiping

. perspiration from her face. The Dietary Manager

' stated she observed tray line daily and had not

; identified any concerns with handwashing. In
additton, she stated the oatmeal box shauld not

: nave been left open and she had not identified

_the open box of catmeal until pointed out by the

' surveyor.

Interview with the Registered Dietician (RD} on
0821713 at 2:25 PM, revealed the RD stated the
floors were overdue for stripping and should have |
already been done. The RD stated tha shelves
and spice contalners should not nave been soiled
and should be cleaned when needed. The RD :
: stated the broken egg should nave been cleaned .
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F 371 Continued From page 79 ©Far,
" up immedlately and discarded, as wel as the :
; steamer table shoutd have been cleaned prior to !
" placing food trays in them. The RD revealed the
i Cook was responsible for ensuring the oatmeal A
, box was seated back properly and not feft open. !
" The RD stated all staff was required to wash their
. hands after wiping perspiration. Further interview |
"revealed the Cook should have washed her :
- hands and replaced her gloves prior to continuing -
“toserve food. The RD stated she had not j
 identified these concerns.
!nterview with the Maintenance Supervisor on
- 08/21/13 at 2:60 PM, revealed he had plans to
* strip the kitchen floors but no definite date had 1
, besn set yet. The Maintenance Supervisor stated
* he had not been aware the exhaust fan in the ; :
. kitchen was in need of cleaning. The : !
Maintenance Supervisor stated he checked the |
; exhaust fan every coupfe of months but was not i '
aware of of the last date he had checked the fan. i :
F 431 483.60(b), (d), (¢) DRUG RECORDS, . F431  F431 i
$8=0 . LABEL/STORE DRUGS & BIOLOGICALS - Criteria 1 - The expired vial of normal
i i salite on the sowth nursing station
. The facility must employ or obtain the services of ' emergency cart was replaced on 8-21-13, -
@ licensed pharmacist who establishes a system | ‘
i of records of receipt and disposition of all i ; Crteria 2 - All facility crash cans were
_controfled crugs in sufficient detail to enable an ) " inspected on 8-21-13 by Administrative
i accurate reconciliation; and determines that drug LPN io determine that all medications were
. Tecords are [n order and that an account of afl prior o the expiration dates.
- controlled drugs is maintained and pericdically -All  facility medications z'nciudjﬁg
; reconciled. medication carts were inspected on 9-6-13
. Drugs and biologicals used in the facitity must be by thsm;:nhi?:acy tomassnirc all m:::scanans
fabeled in accordance with currently accepted L oaew regulatory req T
7 professr_onar principles, and rnc{ude the i Criteria 3- i ice education was
appropriate accessory and cautionary ; L
instructiens, and the expiration date whan provided for the Adminisrative LPN by the
Eveni 10: PJLI | Faciity 10: 100183 if continuation sheer Page 80 of 114
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F 431 Continued From page 80 F 431 Administrator on 8-21-13 as to the need o0
| appticable. i complete daily inspections of the crash carts
. ! 1o determine that medications are
! In accordance with State and Federal laws, the ' L ; . - ;
* facility must store all drugs and biologicals in : 1@% prior ;?aé.hgl; e’gpm*.m“ cigtcs.
lociked compartments under proper temperature ; j acen ursing Sta ve been msemeed
. controls, and eermit only authorized personnel to | . by the Administrative LPN including the
' have access to the keys. = Crash Cart Daily Checklist Form and
g ; directions on 9-4-13, 9-5-13, 9-6-13, 9-7-
The facility must provide separately locked, ; P13, 9-10-13, 9-11-13, 9-12-13, 9-13-13, 9-
i permanently affixed compartments for storage of | 14-13. i
! controfied drugs fisted in Schedute Il of the
' Comprehensive Drug Abuse Prevention and Criteria 4 - A crash cart check list will be
Control Act of 1978 and other drugs subject to utilized nightly by the Licenscd Nursing
* abuse, except when the facillty uses single unit . Staff to determine that supplics are are
. package drug distribution systems in which the . maintained prior to their expiration date
quantity stored is minimat and a missing dose can; " under the supervision of the DON.
_ be readily detected. ; Findings will be reviewed by the CQI
: i commiltee with development of an action
: 17-13

i
!
'

This REQUIREMENT is not met as evidenced
; by:

i Based on observations, record reviews, and staff ;
" interviews, it was determined the facility failed to
ensure a biologlcal {Normat Saline) was stored in
_accordance with accepted professionaf principles |
| in regards to expiration dates. A bottle of Normal
! Saline with an expiration date of 03/13/13 was '

stored on the South Nursing Station crash cart. A,
dated and signed log for the month of August was }
i present on the Crash Cart. ‘

"The findings inctude:

. Review of the facility's poficy "Storage of Drugs

! and Biological”, revealed all drugs and biological

! should be properiy stored. Alf 6rugs and
blotogical must ba stored in the containers in

_which they were received. All drugs and

plan for any issucs identified.
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F 431 Continued From page 81
- biologicat shoutd be stored in locked
" compartments and only authorized personnet
i have access to the keys.

; Observations of the South Nursing Station Crash
"Cart, on 08/22/13 at 10:45 AM, revealed a bottle
of Normal Saline with an expiration date of

'0313/13.

| An interview conducted, on 08/22/13 at 10:48 AM,
_with Licensed Practical Nurse {LPN) #10 revealed |
 the third shift nurse on the South Nursing Station
~checked the Crash Cart every evening and !
: signed and dated the log. LPN #10 stated the

" nurse should be opening and checking the

. contents of the crash cart contalner every mignt.

Interview conducted, on 08/23/13 at 7:35 PM,

“ with the Director of Nursing {DON} revealed she
made daily rounds to ensure that the crash charts

: were locked. She stated the normal safine should :
have been checkad daily by the night shift nurse

: on both the North and South Nursing Stations.

" The DON explained that the expired Normal
; Saline should have been removed from the crash |
" chart and reptaced with a properly stored bottle of
norrnal saline that was not expired. !

F 441 ' 483.65 INFECTION CONTROL, PREVENT

55=£: SPREAD, LINENS

~ The facifity must establish and maintain an

. Infection Controt Program designed to provide a
safe, sanitary and comfortable envirpnment and

! to help prevent the development and transmission;

" of digsease and infection.

i {a) infection Contre! Program
. The facility must establish an infection Control

F 431

Fa41  F441
i Criteria 1 & 2 - The Melanie Spa tub was
cleaned and disinfected.
-Resident toothbrushes are stored in
accordance with infection control standards
of practice, with protective coverings.
- Facility staff handle resident food items in
accordance with dietary imfection control
standards of care, preventing contact with
their bare bands, as determined by meal

! service observations
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F 441  Continued From page 82
Program under which it -

in the facility;

. {2) Decides what procedures, such as isolation,

| should be apptied to an individual resident; and
(3) Maintains a record of incidents and corrective

. actions related to infections.

(b} Preventing Spread of Infection

: (1) When the Infection Control Program

' determines that a resident needs isolation to
prevent the spread of infection, the facility must

i isolate the resident.

1 (2) The facility must prohibit employees with @
communicable disease or infected skin lesions

. from direct contact with residents or their food, if

: direct contact will transmit the disease.
{3) The facifty must require staff to wash their

| hands after each direct resident contact for which |

. hand washing is Indlcated by accepted '
professional practice.

(c} Linens _
Personnel must handle, store, process and )
: transport linens so as to prevent the spread of '

i infaction. .

This REQUIREMENT is not met as evidenced

by

| Based on observation, interview, and review of
tacility policy it was determined the facility faited

. to ensure the Infection Cantrol Program was

: maintained to provide a safe, sanitary 5
environment to help prevent the development and
transmission of disease and infection. :

. Observations on 08/20/13, of a brown ball shaped
substance in the flushing drain of the Melanie

F 441,

| (1) Investigates, controls, and prevents infections !

. conducted weekly X 2 weeks, then monthly
. thereafter as performed by the DON, DM,
or RD. Ongoing inservices were conducted
with information obtained from the meal

service observations, i

i Criteria 3 All Nursing staff have received
' imservice education on the following
- infection control requirements including but
' pot limited to: routine monitoring and
" cleaning/disinfecting of the Melanie Spa;
covering of toothbrashes for storage;
handling of food items in accordance with
dictary infection control standards of care,
preventing contact with their bare hands, as
provided by the Staff Development
Coordisator/designee on 8-26-13, 8-29-13,
8-27-13, 8-30-13, 9-4-13, 9-5-13, 9-5-13, 9-
6-13, 9-7-13, 9-10-13, 9-11-13, 9-12-13, 9-
13-13, 9-14-13, 9-16-13, 9-14-13. ’

Criteria 4; The CQI indicator for the
monitoring infection control standards will
he utilized monthly X 2 months and then
| every six months in accordance with the
established CQI calendar under the
supervision of the DON, who will assign
completion of the tool to nursing staff for
reviewing of infection control standards.
All completed tools are reviewed by the
. CQI committee in the CQI meeting, with
! action plan development for any findings
which fail to meet the stipulated threshold: 0-15-17
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F 441° Continued From page 83
: Spa; observation, on 08/20/13 during the lunch
" meal service revealed a Certifred Nursing
Assistant (CNA) and Certified Medication Aide
i {CMA) to use their bare hands to remove
* cornbread from the wax paper bag it was stored
in when serving residents' meals, and one (1) of
the CNAs was observed to do this again on
' (08/21/13 during the dinner meal service.
: Additionally, toothbrushes were observed lying
“ uncovered on a sink and an electric tosthbrush
was lying uncovered on a shelf. ;

i
F 441

! The findings include:

1. Chservations on 08/20/13 at 10:80 AM, 11:15
AM, 11:50 AM, 3:05 PM and 3:45 PM revealed
several brown hall shaped substances in the

. flushing drain of the "Metanie Spa”.

Cn 08/20/13 at 5:00 PM, interview with the
Director of Nursing {DON) revealed she was not
aware that the Melanie Spa had been used for a
toilet and that it was not sanitary to use the Spa
i for a toilet on a every day basis. The flushing
" drain was to be used for residents that may need
o toilet themselves while sitting on the Spa chair
! during bathing; not for everyday toiteting use. The '
" DON revealed the charge nurses were supposed
to monitor the CNA to make certain the Melanie |
| Spa was cleaned after every shower. The _
Charge Nurse was unaware a resident was using |
the Melanie Spa Shower for a toilet.

2. Observation, on 08/20/13 at 12:38 PM, during

_the lunch meal service reveated Certified

. Medication Aide (CMA) #1 defivered a meal tray

* to Resident D. The CMA uncovered the resident’s |
tray and with her bare hands took the resident's |

: cornbread out of the package. The CMA was then,

Evenl i0: PJZ3 11
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F 441 | Continued From page 84
i opserved to return to the food cart and without
. washing or sanitizing her hands procesded to
“obtain Resident #11's food tray. The CMA was
* observed to open the residents food tray, and

| then with her bare hands remove the resident’s

“ cormnbraad out of the package.

! Interview with CMA #1 on 08/22/1 3 at 10:50 AM,
- revealed the CMA had attended handwashing
_inservices provided by
* she shouid have washed or sanitized her hands
i between residents and should not have touched
. the resident's foods with her bare hands.

' 3 Observation, on 08/20/13 at 12:25 PM. during

the lurch meal setvice revealed CNA#1to

_deliver a resident’s tray to his/her room and
remove a sandwich and & plece of carnbread

| from the wax paper packages with nher bare

12:38 PM reveated CNA #1 to remove the

+ with her bare hands.

' Observation, on 08/21/13 at 5:45 PN, during the

- piace of combread from the wax paper package
with her bare hands again. Interview, on

. CNA #1 revealed it was "okay” for her to use her
_hare hands to remove items from the package.
‘ problem.

Interview with the DON, on 08/23/13 at 7:35 PM,
‘revealed staff was required to wash of sanitize
. their hands between residents during meal

" hare hands. The DON stated staff was required

the facility and was aware

. hands. Additional observations, at 42:31 PM, and’

' residents’ cornbread from: the wax paper package

" dinner meat service revealed UNA#1 removed a !

i

08/24/13 at 5:45 PM, during the observation, with

' She stated she had clean hands so this was nata.

service and were not ta touch any fpod with their

F 441
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F 441 Confinued From page 85 F 441

_ to wear gloves or use tongs prior to handling ;
i food, The DON stated she had observed tray :
* pass before, however did not monitor this on a
_daily basis. She stated the facillty had not
. identified any concerns with handwashing : !
| between residents, or with observations of staff |

touching residents' food with their bare hands.

" 4. Observations conductad on 08/20/13, during
the initial tour of the facility at 9:30 AM, revealed
i two (2) unsampled residents (Unsampled
! Residents A and B) and one (1) extended sample !
resident {Resident #18}, to have uncovered and {
unlabeled toothbrushes in their respective room. | :
' Unsampled Residents’ Aand B toothbrushes :
* where observed to be uncovered, unlabeled, and
positioned right next %o each other in the restroom
: toothbrush holders. Resident #186's toothbrusn
! was an electric toothbrus h which was observed
uncovered and uniabeled sitting on a shelf by

his/her sink.

! A follow-up observation, on 08/22/13 at 8:45 AM,
revealed Unsampled Resident A's and

; Unsampled Resident B's toothbrushes remained

{ unlabeled, uncovered, and positioned right next to?
each other in thair restroom. Resident #18's

. toothbrissh remained untabeled and uncovered on!

: a shelf by hisiher sink.

interview, on 08/22/13 at 11:05 AM, with CNA #8
‘ revealed the residents’ toothbrushes were fo be
‘ kept in their rooms, in a plastic bag and they
should he labeled and covered.

| Interview, on 08/22/13 at 11:20 AM, with CNA
#18 revealed the residents’ toothbrusnes should ! ‘
be kept in @ zip-lock bag in their bedside drawers, ’

 with their names and dates on the oag.

Event 10 PJZ31
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) i
! Interview with the DON, on 08/23/13 at 7:.35 FM, _‘
. revesled that toothbrushes should be stored ina ! !
 zip-lock bag with the resident's name on the bag. |, !
. 1t was the DON's axpectatlon that all of the
resident's toothbrushes were fo be stored
: appropriately.
F463

F 463, 483.70(f) RESIDENT CALL SYSTEM -
$$=E ' ROOMS/TOILET/BATH

The nurses' station must be equipped to receive |
! resident calls through a communication system i
_from resident rooms; and foilet and bathing

facitities.

' This REGUIREMENT is not met as evidenced
by:

i Based on observation, interview, and review of
the facility's policy and procedure, it was :
' determined the facility faited to ensure a !
. functioning call system was available in two (2) of ;

“ three (3) community lavatories on the South WwWing

- and in two (2} of three (3) community lavatonies

on the North Wing.

. The findings include:

. Review of the fadility's poficy regarding cal! llgnts,

" undated, revealed It was the poficy of the facility -

| to provide call lights in foileting areas and bathing

_rooms that were equrpped with a communication

: systern to the nurses’ stations. Residents had the
, right to have call lights answered promptly. ‘

. Observation, on 08/20/13 at 1:00 PM, of the 400
Hall Community Bathroom on the North Wing
_ revealed the bathroom had no emergency pull

F 463:
. Criteria 1 - The call system for the 100

Hall common bathroom and 600 hall
shower room have been repaired.

-An emergency call cord has been mstaﬂed
in the 400 hall community bathroom. !
-An emergency call cord has been instalied
in reach of the Melanie spa in the 300 hail

shower Toomt.

Criteria 2 - The call system has been
inspected on 9-11- -13 by maintenance staif
for all resident rooms and resident care
arcas to determine that it is accessible and
working correctly. No issues were identified
daring this inspection.
Criteria 3 - Maintenance staff have received
in-service education on the need for routine
momhly inspection of the call Kght system
as provided by the Administrator on 9-7-13.
The Maintenance Director or AIT will be
responsible for these inspections.

Criteria 4 - The CQI indicator for the
monitoring of the correct functioning of the
facility call light system will be utilized
monthly X 2 months and then quarierly
thereafter under the supervision of thc
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F 463 Continued From page 87 F463"  Director of Maintenance who will complefe

cord in place.

' Observation, on 08/20/13 at 1:10 PM, of the 500
Hall Shower Room revealed the emergency pull

‘ over Room 601. Further observation revealed
_there was no emergency light aver the enfry door
. to [he 600 Hall Shower Room on tha North Wing.

Observatlon, on 08/20/13 at 1:15 PM, of the 300
! Hall Shower Room on the North Wing reveated
' the Melanle Spa was being used independently
by Unsampled Resident-D for toileting. The
. Melanie Spa was observed to not have an
- emergency pull cord within reach of the residents

using the Melanie Spa.

: Observation, on 08/20/13 at 1:20 PM, of the 100
“ Hall Community Bathroom on the North Wing
revealad the bathroom had no emergency pull

cord in place,

Interview, on 08/23/13 at 8:50 PM, with the
Malntenance Director revealed the 60 Hall

_over the door to the Skower Room. The

i emergency cord had always been wired to Room

601, The Maintenance Director said the sts#f
knew to check the Shower Room and Room 604

“ the light was on over Room 601.

. Interview, on 08/22/13 at 5:00 PM, with the

- Director of Nursing (DON) reveated Unsampled
Resldent-D was a bitateral above the knee
amputee and it would not ba safe for him/her to

. be using the Metanie Spa for a toilat
Independently without an emergency call light
cord. The DON said she was unaware the

. if the call tight want off at the Nurses' Station, or if

! cord beside the toilet, when pulled, lit up the Itght

" Shower Room had never had an emergency hght

;. the tool or assign completion to the A

| All completed tools are reviewed by the
CQI commitice in the CQI meeting, with
action plan development for any findings

which fail to meet the stipulated threshold, ! 5.12-13
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F 483 Continued From page 88 F 463’
| rasident was using the Melanie Spa for a toilet. : !
. The DON stated all bathing and toitet areas that .
| residents used shoukd have emergency putt
_cords, as a resident could fall and no one would
FKnow. ;
F 490 . 483.75 EFFECTIVE Fagp F490
5=k | ADMINISTRATION/RESIDENT WELL-BEING % Cg:-‘a?a 1 ""é'ii;tscge i’ﬁﬁ) ai}“ll %;‘I:ﬂd Cﬁg
- p Or Tesh y h s > A
! A facility must be administered in a manner that have been reviewed/revised by the ,
, enables it to use its resources effectively and . Interdisciplinary care plan team (© refleci
! efficiently to attain or maintain the highest ! the fall management interventions indicated
. practicable physical, mental, and psychosocial by the residents’ fall risk assessments, the
! wellbeing of each resident. facility fall log review, and Norsg
i Consultants suggestions  for fall
i management interventions. :
. This REQUIREMENT is not met as evidenced _
- by: o , - Cuiteria 2 - The Administrator detexmined
_ Ba_sed oninterview, record review, anc‘jgfa'cmty that all residents were reviewed for falls in
 policy review it was determined the facility's the last 90 days. The 19 residents who have
: Adm]n_ustranoq failad to ensure the fac:hty‘was exhibited a fall within the past 90 days have
' administered in a manner which enabled it to use
its resources effectively and afficiently o attain or i had a new Fall Log completed by thie
ooy ; y / Tnterdisciplinary care plan team to assist
. maintain the highest practicable physical, mental, ith trackin . erns and issues
and psychofogical well-being of each rasident. w tra‘ . g{tx_endmg patterns :
| The facility's Administration faied to have : with their individual falls. Care plans were
oversight int the overall safe environment in order revised based on the review and can;;al
. to evaluate the facility's "Falls Policy” to ensure factors identified for these residents. Using
the policy was effective for prevention of ﬁ Fait Logmand tFaﬁ ASS‘;S};’;“:;‘;
. avoidable accidents. OTmaton, & cam  complete
' reviewlrevisions of the care plan and CHNA
© On 04/12/13, Resident #1 experienced a fall care plan for each resident exhibiting a fail
whlch resutted in a cervical fracture of the neck. in the last 90 days to determine that these
. Resident #1 had a history of falls, one of which reflect the fall management interventions
resulted in a fracture to the residents clavicle. indicated.
. Review of the investigations of Resldent #17s falls ;
ravealed the facilty's Admipistration faited to Criteria 3 - The Administrator determined
_ensure thorough investlgations were conducted that the facility has implemented a new Fall
for falls to identify the causative factors. ,
Evenl 10: PIZ311 Faclity 107 100183 If continuation sheet Paga 88 of 114
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F 490, Continued From page 89 " Fago! . f
 Additionally, the facility's Administration failed to | i Scene Investigation form (initiated on 8-30-
"ensure care plans were revised to include ; . 13) provided by the OIG at a Fall |
 Intarventions to avoid further falls and failed to - - Management seminar, to hdi% the facility 10 :
. ensure follow up to the investigations by the ; . identify and address causative factors of |
i Diractor of Nursing (DON} as indicated in the i . Tesident falls. This form will be completed;
: facility's policy. " by Fall Team staff with cach resident fall, to
: ‘ assist in determining the appropriate
' The fachity's failure to have an effective ; . immediate interventions for the identified
Administration, with oversight to ensure an overall " causative factors, The form will then be
“safe environment, in order to evaluate the ‘ | reviewed the next day by the
; faciiity's "Falls Policy” to ensure the policy was | Interdisciplinary team Monday — Friday,
_ effective in the prevention of avoidable accldents and the weekend RN supervisor on the
“placed Resident #1 and other residents at risk for ° ' weekends, to determine that all indicated
. serious injury, harm, impairment, or death, ; { interventions are in place, and if any
| Immediate Jeopardy was identified at 42 CFR | : ?g&“mmgﬁﬁmﬁmﬁ 2 new
483.20, Resident Assessmant, F-280" 42 CFR : ; R
) . : © event follow up form will he compiected
483.25, Quality of Care, F-323: 42 CFR 483.75, .. . " e
 Administration F-480 and F-520 all at a Scope - after all incident investigations (initiated on
“and Severlty of a "K" : ~ 8-30-13) to assist the interdisciplinary team
g ' ’ ! i reviewing and monitoring  the
; An acceptable Credible Allegation of Compliance, - faﬁ”ecuvepess of fall nanagement
related to the Immediate Jeopardy, was received : mtmemlon_s after a fa!i Dﬁcumcn!;ztion on
*on 08/30/13, On 08/30/13, the Immediate : . the form will note if the intervention(s) is
, Jeopardy was verlfied rempved on 08/30/13 as + successful, and if any modifications or
alleged. However, non-compliance continued to :  mew/additional interventions are indicated,
: exist at 42 CFR 483.70 Resident Assessment: 42 . ~The Administrator determined that Fafl
CFR 483.25, Quality of Care, F-323; and 42 CFR _ ' team staff {Licensed Nurses,
1 483.75, Administration, F-490 and F-520 all with ! ¢ housekecping/laundry siaff) and ali licensed
- @ Scope and Severity of an “E", as the facility had | ¢ nurses have received in-service education
“not completed the development and ) . from the DON and Staff Development on
“ imptementation of the Pfan of Correction ( PoC) to " the comprehensive investigation of all falls
, ensure the facility establtshed and maintained =~ : * uiilizing the Fall Scene Investigation form,
" effective lsystems tp ansurae reside'nts remgin free : and the immediate implementation of the
. j.‘rom avoidable acmc{ents, the fac[l|(y effgctwefy ; interventions indicated by the Investigation
|mpre!nen_ts thef!'_ policy, and Administration _‘ © and the need to implement alternative
- oversight is provided. ‘ {  inferventions when those first attempted are
i unsuccessfal on 8/26-30/13, .

- The findings include:
FORM CMS-2567102-58) Pravious Varsions Obsolela
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F 490 - Continued From page 90 i F490  -Facility staff who were not able to receive

| Review of the facility's policy, “Falls Policy”,

| and an environment that will allow every resident
to be free from falls or injury to the best of the i

 facility's ability. The policy stated the facility was

! to ensure each resident received adequate

' supervision and assistive devices to prevent
accidents. The policy tndicated if a resident

“ exparienced a fall, an Incident Report was to be
filad out and a causative factor analysis was to

: be conducted to aid in identifying contributing

ffactors. According to the policy, the Incident ‘
Report was to bae reviewed by the Interdisciplinary

 Plan of Care (IPQC) team following an incident

" and the facility was to implement immediate

“changes in the care plan, if assessmant indicated

i the need. The poltcy stated the Director of :

* Nursing (DON) or designee was to fallow up on f

_tha investigation, utilizing the IPOC team and

| Therapy Department for input.

. The facility failed to implement its written policy to
' provide adequate supervision and assistive '
devices to prevent accidents for five (5) of fifteen .
| (16) sampled residents (Residents #1, #4. #11,
" #12 and #13) who experlenced multiple falls
hetween Novembar 2012 and August 20, 2013.

On 04/12/13, Resident #1 experienced a fal!
_which resulted in a cervical fracture of the neck.
| Record review revealed Resident #1 had a history ;
of falls, one of which had also resufted in a '
fracture to the resident's clavicie on 11/05/12. ,
| Revlew of Investigations into Resident #1's, #4's,
#11's, #12's, and #13's falls revealed the facility's
. Administration failed to conduct thorough
! investigations into the falls and failed to
thoroughly identify causative factors. Additionally,

undated, revealed the facility was to provide care :

the in-service education by the completion
of 8/30/13 (due 1o vacations, medical leavé
. ptc), were required to complete the in-
' gervice prior to starting their next scheduled
i shift. This was achieved by: staff who had
| not completed the inservice education werg
' 1ot scheduled afier $/30/13 until completion
of the information :
Criteria 4 — The Administrator detersined
the following: Fall Team staff will
investigate all falls utilizing the Fall Scene
Investigation form, and immediately
implement the interventions indicated by
the investigation. ;
“The Interdisciplinary Management tcam
will review the Fall Team investigations
and immediate interventions put in place for
all falls daily during the weck, with review
completed by the weekend RN Supervisor
on the weekends, to determine that all
recommended interventions are in place and
effective,
. -A CQI Meeting with the Medical Director
 and CQI team was held on 8/30/13 to
_ review the facility Plan of Correction, and
i the new forins and procedures.
“The COI indicator for the moniforing of
,  compliance with the facility  fall
management policies and procedures will be
. utilized monthly X 2 months and then
©  quarterly as per the established 63l
catendar under the supervision of the DON,
who will assign completion of the tool fo
nursing staff for reviewing of residents with
falis. AR completed tools are reviewed by
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- Administrator revealed she was awara of
Resldent #1's fall on 11/05/12 at 6:25 AM, during !
which the resident fractured his/her clavicle, and
the fall had been discussed in the Interdisciplinary |
: Plan of Care (IPOC) team meeting. The
. Administrator stated Resident #1 had ptaced a
! pitow under his/her mattress and "just rolled right |
_out” of the bed. She stated she was "pretty :
: certain” Dycem (a non-slip mat used to grip items |
in place, and prevent any movement) had been !
i placed under Resident #1's matiress. However,
she was unable to provide documented evidence
: this was Implemented and review of the resident's ;
~care plan revealed Dycem was not added as an

. intervention.

The Administrator indicated she was also aware

of the falls Resident #1 experienced In December -

1 2012, She stated on 12/04/12, Resident #1
axperienced a fall when histher fingerstick blood
sugar (fsbs) was 76 milligrams {mg) per deciliter

“(dl}). The Administrator stated the IPOC team
determined Resident #1's insulin needed to be
evaluated after this fall, however, she was unable
to provide documented evidence Resident #1's

insutin was evaluated after this all, per the IPOC
team recommendations. In regards to the

F 120712 fall, the Administrator stated Resident
#1 had fallen white transferring from the bedside

: commode (BSC). She stated the IPOC team

determined staff needed to check the placement

(X4}ID SUMMARY STATEMENT OF OEFICIENCIES D
PHEFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC ICENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APEROPRIATE CATE
OEFICIENCY)
F 490 Continued From pagae 91 F490° the CQI committee in the CQI meeting,:
i the facility's Administration failed to ensure care i with action plan development for any
plans were revised to include interventions to findings which fail to mect the stipulated:
“ avoid further falls and failed to ensure follow up to’ i threshold. :
~the investigation by the Director of Nursing [DON) ~ <The nursing conswltant will review fail
‘ as indicated in facility policy. (Refer to F-280 and ' investigations, and the  associated
| F-323) j interventions (inchuding care plan and
i . CN.A care plan revisions) with cach
Interview, on 08/23/13 at 3:15 PM, with the quarterly visit. Consultant reports will be
: 9-17-13

reviewed by the CQI commitice.

|
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F 490 . Continued From page 92
! of the BSC and the resident was to be !
ra-assassed for the Use of alarms. However,
. raview of a Personal Alarm/Safety Assessment -
! Form revealed an assessment for alarms was not!
" performed until 12/10/12, three (3} days later, and
aftar the resident had sustained another fall on

12110112,

Further Interview, on 08/23/13 at 3:15 PM, with

. the Administrator revealed she attanded the IPOC !

* meetings Monday through Friday whera falls were
reviewed and discussed. If a resident ;
experienced a fall an Incident Report was filled |

" out and a "check off" list was also completed.
She stated a Causative Factor Analysis form was
completed at that ime. The Adminlstrator stated

. the fall was reviewed in the IPQC team meating

' the next day unless it happened on a weekend in

" which case it would be reviewed on the fotiowing

Monday. Per interview, the Administrator

 reveated all three forms of the three part i

‘ investigation form (Inctdent Report Form, :
Causative Factor Analysis Form, and Fall
Management-/mmediated Interventions Form)

were completed and stapled together after being
reviewed in the IPOC team meeting. However, in
ragards to Residents #1's, #4's, #11's, #12Zsand |

i #13's falls, the Administrator was unable to

* provide documerited evidence the three part
investigation form was com pleted for all falls, as
per intarview. There was no documented

! evidence of a thorough investigation into the falls |

" to identify causal factors, and ensure revisions to ’
the Comprehensive Care Plans to prevent

. avoidable accidents as irdicated in the facility's

- "Fall Policy”.

Interview, on 08/30/13 at 9:08 AM, with the
. Dlrector of Nursing (DON) revealed she had only

BRIGHTON CORNERSTONE HEALTH CARE
{X4) D SUMMARY STATEMENT OF CEFICENCIES ID PROVIDER'S PLAN OF CORRECTION ; x|
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETON
YAG REGULATORY ORLSC ICENTIFYING INFORMATION) TAG CROSS-REF ERENCEO TO THE APPROPRIATE QATE
. DEFICIENCY)
i F 400

If continuation sheet Page 53 of 114

FORM CMS-2567{02-48) Previous Vargions Obsolgle Evenl 10:£JI311

Facilly I 100183



PRINTED: 09/24/2013
FCRM APPROVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES -

CENTERS FOR MERICARE & MEDICAID SERVICES OMRB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA 1X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTFICATION NUMBER: A. BUILDING COMPLETED

185013 B. WING 08/30/2013

NAME OF PROVIJER OR SUPPLIER STREET AOORESS, CITY, STATE, ZIP COCE

55 EAST NORTH 8TREET
T RNE E HE RE
BRIGHTON CORNERSTONE HEALTH CA MADISONVILLE, KY 42431
X4y 10 SUMMARY STATEMENT OF DEFICIENCIES D ! PROVIDER'S PLAN OF CORRECTION i (x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREF X {EACH CORRECTIVE ACTION SHOU.D BE COMPLETON
TAG | REGULATORY OR LSC IDENTIF YING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE CATE
‘ DEFICIENCY)

F 490 Continued From page 93
. been empioyed by the facility since 04/29/13.
i She stated she had not performed follow up to
the fall investigations since becoming DON.
According to the DON, she had not monitored to

meetings, wera placed on residents’

Plans and Implemented.

Additionally, during the 08/23/13 at 3:15 PM
interview, tha Administrator revealed she was
unable to provide documented evidence of the
former DON's follow up to fall investigations as

. per facility policy.

" The facility provided an acceptable credible ;
Allegation of Compliance (AoC) on 08/30/13 that
alleged removal of the Immediate Jeopardy (1)
on 08/30/13, based on the following:

1. Resident #1's Comprehensive Care Plan and
Certified Mursing Assistant (CNA} Care Plan were
_reviewed to ensure no revisions were needed. :

: 2. Nineteen (18} residents who had experienced
a fall in the past sixty (60} days had a new Fall
Log completed by the Interdtgciplinary
Management team to assist with tracking and

- trending pattemns and issues with their individual

‘ fatls. Qut of those residents reviewed, ten (10)
care plans were revised based on the review and |
causal factors Identified for the residents. Using
the Fatt Log and Fall Assessmant information, the

 Interdisciplinary Management team completed

" tha review and revision of the care plan and CNA |
Care Plan for the residents who had fallen in the !
past sixty (60] days, to determine these reflact
the fall management interventions indicated by

, the residents’ fall risk assessments, facility Fall ;

ensure interventions, discussed in the IPOC team '

Comprehensive Care Plans and Nurse Aide Care _'

F 480
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F 490, Continued From page 94
! Logand Nurse Consultant suggestions for fall
" management interventions. These items were
. completed 08/27/13.
3. A new Fall Scene Investigation form was
implemented to assistthe faciltty in identifying
| and addressing causative factors of residents’
‘falls. The form was to be com oleted by the Fall
Team staff with each resident fall, to assist in
! determining the appropriate immediate
" interventions for the identified causativa factor.
Tha Fall Team members would include the
_Charge Nurse, the CNA, Housekeeper, and/or |
" Laundry personnet for the resident who had :
fallen. The Charge Nurse was to complete and
~sign the Fall Team Investigation Report upon
: completion of the form. Al resident falls were to
' be reviewad by the Interdisciplinary Management
team Monday through Friday with residents’
- Comprehansive Care Plan and CNA Care Plan
‘ updated as needed. The Weekend Registered
Nurse (RN) Supervisor was to review all incidents ;
including falls within twenty-four (24} hours when |
the Intardisciplinary Management team was not
' present, to determing that all indicated
intervantions were in place and to ensure
; additional interventions wera added if indicated.

4. Anew event follow up forrr, was to be
_completed after afl Incident/Fatl investigations to
i gssist the Interdisciplinary Management team in
raviewing and monitoring the effactiveness of fall
management interventions after a fall. ‘
. Documentation on the form would note if the
" intarventions were successful, and if any
modifications or new/additionai interventions were ;

indicated.

5. The Fall Team staff, lcansed nursas,

£ 490;
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F 490; Continued From page 95
Housekeepaers, and Laundry personne! wera

. inserviced by tha DON and Staff Development on

i the comprehensive investigation of all falls

utilizing the Fall Scene Investigation form, and the

. immedlate implementation of the mter"ventlons
i indicated by the investigation, and the need to
" implement alternative interventions when those
. first altempted were unsuccessful. These
" inservices were conducted 08/26-29/13, Facility
" staff who were unable to attend these inservices
by 08/30/13 {due to vacations, medical leave,
" etc.) were to complete the inservice prior to belng

" allowed to work their next shift, These staff woutd

not be placed on the work schedule unth
;' completion of the inservice.

6. Ameeting of the facility's Continuous Quality

. Improvement (CQI} committee which included the :
' Medical Director was held on 08/30/13 to review
tha Allegation of Compliance, the new forms and

proceduras,

" 7. The CQt indicator for the monitoring of
compliance with the facility fall management

i policies and procedures was to be utilized
“monthly imes two (2) months and then quarterly
as per the established CQI calendar under the
. supervision of the DON.

8. The Nurse Consultant was to review fall
. investigations, and the associated interventlons

: with each quarterly visit.

9. The CQI indicator for the monitoring of the CQI

“ program effectiveness was to be ulilized monthly !
times three (3) months, then quarterly thereafter
under the supervision of the Administrator.

I ;
Cn 08/30/13, the State Survey Agency verified the

F 490°
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“immediacy of the Immediate Jeopardy was
i removed and the facility implemented corrective
actions as alleged in the AoC, effective 08/30/1 3

! based on the following:

' 1 Review of the Interdisciplinary Management

meeting rotes dated 08/27/ 13 revealed Resident

#1's Comprehensive Care Plan and Certified
- Nursing Assistant (CNA) Care Plan were
raviewed to ensure no revisions were needad,

3 Additional review revealed nineteen (19}

' residents who had experienced a fall in the past
sixty (80} days had a new Fall Log completed by

. the Interdisciplinary Management team. Review
revealed ten (10} rasidents' care plans were

- revised based on the Interdisciptinary
Management team's review.

: 3. Review of the facility's new "Falls Procedurg"
" revealed the Charge Nurse was to complete a

Fall Scene Investigation form to assist the facility
" in identifying and addressing causative factors of |

; residents' falls. Review revegled the Fall Scene
" Investigation was included in the “Fall Procedure

. packet. Continued revlew of the “Fall Procedure” :

! revealed the staff member either witnessing or

. discovering a resident's fall was to notify the

' Charge Nurse who would page the Fall Team to
. the locatlon of the fall. The Charge Nurse would

' assess the resident for injuries and the Fall Team

- would assess the environment and resident for
causative factors of the fall. The Charge Nursé

. was to complete the Incident Report, Fall Scene
Invastigation Report form, and implement any

; needed interventions and adjust the care plan

" accordingly. The Charge Nurse was (0 notify the

Director of Nursing (DON), Administrator,

Physician, and Responsible Party of the fall. The .

F 430
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" resident was to be assessed every shift for
| sevanty-two (72) hours.,

"4, Further review revealed the Incident Report
. and interventions were to be evaluated for

effectiveness within twenty-four (24) hours by the :

¢ Interdisciptinary Management team or the
_Registered Nurse (RN} Supervisor and any
 additional interventions were to be implemented.
The Fall Team members would include on day
shift the Charge Nurse, the Certified Nursing

| Assistant (CNA), and Housekesper; on evening
shift the Fall Team was to include the Charge
Murse, CMA, and Laundry persannel; on night

. shift the Fall Team was to Include the Charge

"Nurse and CNA. Review revealed a new Event

. Report-Witness Statement Form was to ba
“completed if an employes witnessed a fall.

' 5. Review of inservice sheets revealed the
- following number of facility employees had been
, inserviced on the new Fall Procedures and forms:
" three (3) of the facility's four (4) RN's; sixteen {16)
. of the facility's seventeen (17} Licensed Practical
" Nurses (LPNs}); twenly-one (21} of the facility's
+ thirty{hree (33} CNAs; five (5) of the facility's
seven {7) Housekeepers, and two (23 of the
* facility's two (2) Laundry personnel were
. Inserviced on the new fall precedures
08/27-29/13.

" Inferviews ware conducted on 08/30/13 with the
following staff to verify the facility had educated
them on the new Fall Procedures and to ensure

. their knowletige of the facility's new procedure
and doguments;

_ Asslstant Director of Nursing (ADON/Minimum
" Data Set (MDS) Coordinator at 2.55 PM;

i continuallon shest Paga 68 of 114
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| Weekend RN Supervisor #1, who worked the
6:00 AM to 2:00 PM shift, at 1:26 PM, and
i Weekend RN Supervisor #3, who worked the
: 10:00 PM to 6.00 AM shift, at 1.41 PM;

. LPN #3, who worked the 6:00 AMto 2:00 PM
: shift, at 1:19 PM; LPN #4, who worked the 6,00
. AM to 2:00 PM shift, at 1:26 PM; LPN #2, who :
" worked the 6:00 AM to 2:00 PM shift, at 2:15 PM;
. LPN #1, who worked the 10:00 PM to 6:00 AM ‘
shift, at 2:15 PM: LPN #11, who worked the 2:00
PM to 10:00 PM shifi, at 2.38 PM; LPN &8, who
worked the 2:00 PM to 10:00 PM shift, at 2240
PM: LPN #5, who worked the 6:00 PM to 6:00 AM
shift, at 2:42 PM; LPN #10, who worked the 2:00
PM to 10:00 PM shift, at 2:46 PM,

“ CNA #9, who worked the 6:00 AM to 2:00 PM

- shift, at 1:10 PM; CNA #8, who worked the 6.00

" AM to 2:00 PM shift, at 1:30 PM; CNA #8, who

i worked the 8:00 AM to 2:00 PM shift, at 1:45 PM; .
CNA #7, who worked the 6:00 AM to 2200 PM

i shift, at 1:55 PM; CNA #4, who worked the §:00

~AMto 2:00 PM shift, at 2:00 PM; CNA #5, who

“worked the 6:00 AM to 2:00 PM shift, at 2:10 PM;

. CNA #3, who worked the 2:00 PM o 10:00 PM

" shiff, at 2:20 PM; CNA#10, who worked the 2:00

. PM to 10:00 PM shift, at 2:45 PM; CNA #18, who
worked the 10:00 PM to 6:00 AM shift, at 3:06 )
P\ CNA#12, who worked the Z:00 PM to 10:00 °
PM shift, at 3:10 PM, and CNA #11, who worked |
the 2:00 PM to 10:00 PM shift, at 3:25 PM

i Housekeeper #1, who was working the 6:00 AM
to 2:00 PM shift on 38/30/13, at 1:38 PM; and
i Laundry Personnel #1, who was working the 6:00
- AM to 2:00 PM shift on 08/30/13, at 1:51 PM, All
. of the above staff ware knowledgeable of the
facility’s new Falls Procedures, and Falls Team

F 490,
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" members and duties. Alt nursing staff interviewed
. were knowtadgeable of the Fall Scene
invesligation Report form and when to complete
(it Al staff verified they had received inservice
_educalion regarding these malters by tha facitity.

; Interview, on 08/30/13 at 3:10 PM, with the
Administrator reveated most of the facitity's staff

. Procedure/Poticy, the Falt Scene tnvestigation

" Report form, the revision o the tncident Report

. form. According to the Administrator, any staff
who had not received the inservice education

 would not be attowed o work untit they had

received it and would not be put on the schedute
to work unlit they had received the education.

6. Interview, on 08/30/13 at 3:10 PM, with the

Adminisirator revealed the Medicat Director bad

. been informed of the tmmediate Jeopardy

' findings and had been updated on the facility's

: Altegation of Compliance on 08/30/13 during the

" CQt Commitlee meeling. She staled the CQi

' Committee members had discussed the new

_forms and procedures the facility had

" imptemented. The Administrator indicated the

: facitity would use the CQt indicator for the

~monitating of compttance with the facility falt

* management poticies and procedures monthty

. fimes two (2) months and then guarterty as per
the established CQt calencar under the

. supervision of the DON. She stated the CQ!

_indlcator far the meniforing of the CQ! program

" effectiveness was (0 be utilized monthly times
three (3) monihs, then guarterly thereafler, The

" Admintstcator stated a Nurse Consuttant woutd

. visit quarterly and review fall investigations, and

the associated interventions.

i had received inservice education on the new Falt .
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"nterview, on 08/30/13 at 12:33 PM, with the
Medicat Director reveated the facility's CQ!

and what interventions had been pul in place to
correct the iImmediale Jeopardy.

. 7. interview, on 08/30/13 at 3:10 PM, with the

- Director of Nursing (DOM) reveated alt faits for

"the pas! sixty (60) days had been reviewed and

i Ihe care plans revised as necessary. The DON

" stated the Assistant Director of Nursing (ADON)
would be responsibie for updaling

" during the Monday through Friday

i stated the Falts Policy had been revised and new
Falls Taams had been implemanted for each
shift. The DON staled siaff had been educated
on the new pollcy, new forms, and Falls Teams
duties. Accarding to the DON, the CQt

and new forms implemented by the facitity.

8. Inlerview, on 08/30/13 al 3:10 PM, with the
facitity's Nurse Consullant reveated she or
“another Nurse Consultant would be making
quarterly visits to the facility to monitor. She

CNA Care Plans are now being brought o the
Monday through Friday Interdisciptinary

- Management Team meeting and updated as
"intervemtions are discussed.

i 9. The Nurse Consultant stated during the
Interdisciptinary Management Team meeting &

_ date woutd be set to review the revisions

! recommended by the team (o ensure the new

- Committee, which he was a member of, had mel
' that morning and discussed the facitity's AoC ptan *

‘ Comprehensive Care Ptans and CNA Care Plans :

tnterdiscipdinary Management team meeting. She§

Committes had met that morning and the Medicat -
* Director had signed off on the facility's new policy, |

; stated residents’ Comprehensive Care Plans and .

1X2) MULTIPLE CONSTRUCTION
A. BUILDING COMPLETED
8. WING 08/30/2013
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. inferventions were effective or see if additionat )
interventions needed to be added. She incicated | '
: a Nurse Consultant wolitd be coming o the {
facitity orr a quarterty basis to review falls and
. foltow up performed, review the monthly CQ! 5
: monitoring performed to ensura the AoC plan was
fotlowed. i
!
" The facity remained out of compliance at a lower :
: Scope and Severily of a "E", a paltern deficiency
" with potentiat for more than minjmat harm in order .
for the facitity to develop and implement the Plan -
! of Correction (PoC). ;
F 520 483.75(0)(1) QAA F 520) F520
5g5=K | COMMITTEE-MEMBERS/MEET Criieria 1 - The Care Plan and C.N.A care
QUARTERLY/PLANS plan for residents #1, 4, 10, 11, 12, and 13
: have been reviewed/revised by the
- N ) Interdisciplinary care plan team {o reflect
; ,i\facmty must ma_lntarn a qga‘h!y assessrpen_t and ' the fall management inerventions indicated
; assurance c_omrr_mtee cqnglsllng a_)f the director of by the residents’ fall risk assessments, the
nursing services, a physician designated by the facili all 1 review. and N
facility; and at least 3 other members of the ' ty o8 AIew, urse
management interventions.
} The quality assessment and assurance L _
“committee meets at teast quarterty to identify Criteria 2 - The 19 residents who have
 issuas with respect 1o which quality assessment exhibited a fall within the past 30 days have
" and assurance aclivities are necessary; and had & new Fall Log completed by the
. devetops and imptements appropriate plans of Inmterdisciplinary care plan team lo assist
" action to correct identified qualily deficiencies. with tracking/trending patterns and issues
with their individoal falls. Care plans were
. ASlate or the Secretary may not require revised based on the review and causal
“disclosure of the records of such committee : factors identified for these residents. Using
_excepl insofar as such disclosure is refaled o the the Fall Log and Fall Assessment
: compliance of such committee with the information, the team completed
requiremants of this section. review/revisions of the care plan and C.N.A
, ) . care plan for cach resident exhibiting a fall
Good faith attempts by the cornmittee lo idantify in the last 60 days to determine that these
Evenl 10: PJZ311 Facility i0: 100183 If condnuation, sheel Page 1020f 114
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F 520 Continued From page 102 F 520 reflect the fall management interventions!
| and correct quality deficiencies will ot be used as! | ingicated. :
_a hasis for sanctions. ;

? ! Crteria 3 - The facility has implemented al
: i \ new Fall Scene Investigation form (initiated
' This REQUIREMENT s not met as evidenced ~ on 8-30-13) provided by the OIG at a Fall
by i | Management seminar, to help the facility 10,
Based on interview, record review and review of _ identify and address causative factors of
i the facitity's policy, 1 was delermined the facitity's ' ' resident falls. This form will be completed
~Quality Assurance Program faited to identify by Fall Team staff with each resident fall, to
 quality issues refated o fall investigations, causat ! assist in determining  the @pmmaté
factor identification, and faited to devetop and immexdiate interventions for the identified
"imptement appropriate pans of action fo correct causative factors. The form will then be
: identified quality deficiencies. reviewed the mext day by the
On04/12/13, Resident #1 experienced a fat Ime’d&wph"? e Monday — Fridy,
" which resutted in cervical neck fraclures. and the weeke ] Wmf on 1ie
- Resident #1, who was assessed lo be al high risk | yveekﬁndg o “m‘.‘“’*" ail m{itcated
“tor falls, had a known history of fatts. The : interventions are 1n placg, .and if any
. resident had a fatt on 11/05/12 which resutted in additional interventions are indicated. -
fractured clavicte, and three (3) falls In 12/12. i -A new event foilow up form will be
i Residents #4, #11, #12 and #13 also experienced completed affer ail incident mvestigations to
falts from 11/2012 1o 08/2013, Review of the falts | assist fhe interdisciplinary feam M
! invesligations for a these residents reveated tha reviewing and monitoring the effectiveness
factfity had not thoroughly investigated the falts, of fall management interventions after a
| The facilfty provided 1o documented evidence fall. Decumentation on the form will note if
thal the causal factors were identified for all fatts. . the infervention(s) is snecessful, and if any
" In addition, the facitity faited to ensure ; modifications or new/additional
Comprehensive Care Plans were revised o interventions are ndicated.
"include effactive interventions to prevent further -Fall team staff and all licensed nurses have
falts for these residents. The facility also faited to received in-service education from the DON
effectivety imptement their Falls Policy. ' and Saff Development on  the
- Additionalty, the facitity coutd provide no comprehensive investigation of all falls
. documented evidence the Quqtrty Assurance utilizing the Fall Scene Investigation form,
; ‘}f'rogran:?j ha?ﬂ sgenlltﬁed qua!f’tyls:sues related lo and the immediate implementation of the
fats, o | e F;S‘?j;nﬁ‘:f’f:"";"’” ptans fo prevent interventions indicated by the Investigation
) ’ and the need to implement alternative
The facility's failure to identify quatity issugs interventions when those first attempted are
; related lo fall investigations, causal facior
Syan) 10:PJZ3N Facilly 0 1001 83 If conlinualion sheel Page 103 of 114
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- identification, and faitlure to devetop and

' imptement appropriate plans of aclion to correct

; identified quality deficiencies ptaced Resident #1

“and the other residents at risk for serious fnjury,
hamm, impairmenl, or death. Immediale Jeopardy

! was identified at 42 CFR 483.20, Resident
Assessment, F-280; 42 CFR 483.25, Ciality of
Care, F-323; 42 CFR 483.75, Adminisiration
F490 and F-520 att at a Scope and Severityof a .

‘ ..K“.

An acceptabte Credible Altegation of Comptiance, '
" retated o the tmmaediale Jeopardy, was received
- on 08/30/13. On 08/30/13, the tmmediate :
. Jeopardy was verified removed on 08/30/13 as
atteged, However, non-comptiance continued to
, exist at 42 CFR 483.20 Resident Assessment: 42
 CFR 483.25, Quality of Care, F-233; and 42 CFR .
483.75, Administratton, F-490 and F-520 alt with
; @ Scope and Severity of a "E”, as Ihs facitity had
' not completed the devetopment and ~
, implementatton of the Ptan of Correction {PoC)to ,
! ensure the facilily established and maintained
effective systems fo ensure residents remain free :
 from avoidable accigents, the facitity effactivety
imptements their policy, and Administralion
; oversight is provided.

. The findings inctude:

"Record review reveated on 04/12/1 3, Resident #1
; experienced a fatt which resutted in a cervical
fracture of the neck. Review revealed Resident
#1 had a history of falls, Cn 11/0512, the resident
! had a fatt which resutted in a fracture to the :
resident's clavicle and three (3) fafls in 12/2012.
. Residents #4, #11, #12, and #13 atso
experienced fafls from 11/2012 to 08/2013.
: Review of the falls investigations for all these

F 520 unsuccessful on 8/26-30/13. __
- Facility staff who were not able to receive!
the in-service education by the completion
of 8/30/13 (due to vacations, medical leave
efc.), were required to complete the in-
service prior fo starting their next scheduled
shift. This was achieved by: staff who had
pot completed the inservice education were
not scheduled aficr 8/30/13 until completion
on the information.

Criteria 4 - Fall Team staff (licensed nurses,
housekeeping/lavndry staff) will investigaté
all  falls utlizing the Fall Scene
Investigation form, and  immediately
implement the interventions indicated by
the investigation. ’
-The Interdisciplinary Management tean
will review the Fall Team mvestigations
and immediate interventions put in place for
all falls daily during the week, with review
completed by the weckend RN Sapervisor
on the weekends, fo determine that all
recommiended interventions are in place and
effective.

-A CQI Meeting with the Medical Directar
and COI team was held on 8/30/13 1o
review the facility Plan of Correction, and
the new forms and procedures, .
-The CQI indicator for the monitoring of
complisnce  with the facility fall
management policies and procedures will be
utilized monthly X 2 months and then
quarterly as per the established CQI
calendar vnder the sapervision of the DON.
-The CQI indicator for the monitoring of
CQI program effectiveness will be utilized
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investigated the fatls. The facifity provided no
t documented evidence the causal factors were
"idenlified for alt falts. Review of the facility’s,

every resident to be free from falts or injury io the

: pest of the facility's aoifity and ensure each
resident received adequale supervision and
assislive devices to prevent accidents. The

" policy staled falts were to be tracked and resulls
reviewed in the monthly Quality Assurance

: Committes mesling.

Interview, on 08/30/13 at 9:06 AM, with the

heen employed by the facility since 04/29/13.
_She stated she was a member of the monthly
- CQt{Continugus Quality tmprovement) which
" was the facility's Quality Assurance. The DON
_indicaled falls statistics were discussed in the
" monthly meetings; however, she didn't racatt
there being an issi:e identified with the facitity's

" the facility's system for falls was effective. The

DON stated the facifity had a "timited nurmber of

! residents with fatts” and felt the falis had been
managed and measures put into ptace (o “limit”

falts.

interview, on 08/30/13 at 12:33 PM, with the
' Medicat Director revealed he was a member of
ihe facility's Continuous Quality improvement
(CQh Committee which met monthty. He
lindicated the facitity's Administtation had
discussed the fall's policy in the CQt Commiltee

* when that had taken place. Addilionally, the
Medicat Director stated he was unabls fo recat!

' residents reveated the facitity had not thoroughty

. "Falis Poticy” undated, revealed the facility was 10
| provide care and an environment that would atlow

Director of Nursing (DON) reveated she had onty

. Falt Program. According to the DON, she thought ;

- meeling before; however, he was unable to recalt :

by the CQI committee.

thereafter under the supervision of the
Administrator. The nursing consultant will
review the completed indicator, and CQL
action plans with each quarterly visit, with
findings/recommendations (o be revigwed

9-17-13
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LOMPLETION

! the tast time the facility's Administration had

i discussed the fall system during the CQit

" Committee monthly meeting. According to the
Medicat Director, in the monthly CQ! Committee

. meeting the tolal number of falts was discussed,

: but the individual falls and procedures ware not

discussed in depth,

nterview, on 08/23/13 at 3;15 PM, with the

; Administrator reveated falls information was

i taken to the monthly CQt committee meeting

. where the falls were "trended” quarterty. She
stated the facility had "specific residanis with
muttipte faits, not muttipte residents with muttipte

. falts®, She stated fatls would be tracked and

. trended; however, she was unabte to provide

documenled evidence of this. Further interview,

" on 08/23/13 al 6:12 PM, with the Administrator
reveated the Medical Records Clerk gathered att
the fatts information each month and broke the

. information down "per category’. She statad this

. was the information taken o the monthly CQI

' commitiee meating; however, there was no
documented avidence of this as the discusston
was not written down. She staled the CQit

- commiltee discussed patlerns, Irends, policies |

. and procedures refated to the falls system to see !

S if it "worked" or if thera was a faitlure. The '

" Administrator indicaled there had been no failure
noted with the falls system. However, the :

_Administrator was unable o provide documented

- evidence falls were being tracked and resulls

| were reviewed in the monthly Quality Assurance
Commitiee mesling, per the facility's poticy and

procedure.

. The tacility provided an acceplable credibte
. Allegatton of Compliance (AoC} on 08/30/13 that
atteged removal of the tmmediate jecpardy (1J)

i
1
i

F 520
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F 5202 Continued From page 106 i
" on 08/30/13, based on the foltowing:

1. Resident #1's Comprehensive Care Plan and
' Certified Nursing Assistant (CNA) Care Plan were .
raviewed lo ensure no revisions were needed.

| 2. Nineteen (19) residents who had experienced

"a falt in the past sixty (0) days had a new Fatt

Log compteted by the tnterdisciptinary

» Management team (o assist with tracking and

" frending patterns and issues with their individuat

falts. Out of those residents reviewed, ten (10)

care plans were revised based on the review and !

causat factors idenlified for the resicents. Using :

' the Falt Log and Falt Assessment information, the |
interdisciptinary Management team compleled

_the review and revision of the care pian and CNA

' Care Ptan for the residents who had fallen in the

' past sixly (60) days, lo determine these reflect |
the fatt management interventtons indicated by

_the residents’ fatt risk assessments, facility Fait

. .og and Nurse Consultant suggestions for fatt

" management interventions. These ilems were

completed 08/27/13,

‘3. A new Fall Scena invesligation form was
imptemented to assist the facility in identifying
and addressing causalive factors of residents’ ;

falls. The form was to be completed by the Fatt

' Team staff with each resident fatt, to assistin
delermining the appropriate immediate

_interventions for the identified causative factor.

. The Fatt Team members woutd include the
Charge Nurse, the CNA, Housekeeper, and/or
Laundry personnet for the resident who had

faiten, The Charge Nurse was to complete and

 sign the Falt Team tnvestigation Report upon
campletion of the form. Afl resident falls were to
he reviewed by the interdisciplinary Management :

F 520°
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| team Monday through Friday with residents’ : E
Comprehensive Care Plan and CNA Care Pfan

' updaled as needed. The Weekend Registered .
: Nurse (RN) Supervisor was (o review aff inctdents
; including falts within twenty-four {24) hours when i
the tnterdisciptinary Managerent team was not
| present, to determine thal alt indicated
, interventions were in ptace and to ensure
“additional interventions were added if indicated.

: 4. A new event follow up form was 1o be
“completed after all inciden/Fati invesifgations o
assist the tnterdisciplinary Management team in _
reviewing and monitoring the effectivenass of fatt !
management interventions aftar a fait. :
Bocumentation on the form woytd note if the

. intervantions wera successfut, and if any

- modffications or new/additionat interventions were ;

indicated,

&, The Falt Team siaf, licensed nurses,
Housekeeapers, and L.aundry personnet were
; inserviced by the DON and Staff Devetoprment on |
" the comprehensive investigation of alt falts ‘
“ulilizing the Fali Scene Investigation form, and the |
‘mmediale implementation of the interventions |
indicated by the investigation, and the need Io
“imptement altarnative interventions when those
first attempled were unsuccessfut. These
inservices were conducted 08/26-29/13, Facitity
staff who were unable 1o atlend Ihesa insérvices
- by 08/30/13 (due to vacalions, medicat teave,
elC.} were to complete the inservice prior to baing
- altowed to work their next shit, These staff would .
. Not be placed on the work schedute until
" complelion of the inservice.

6. Ameeling of the facility's Continuous Quality ;
_Improvement (CQI) committee which included he ) _
Event 10: AUZ3 N Faciity 10: 1001 83
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Medical Director was beld on 08/30/13 (o review
! the Altegation of Compliance, the new forms and

~procedures.

. 7. The CQtindjcator for the monitoring of

! compliance with the facitity fah management

. poficies and procedures was o be ulitized

i monthty times fwo (2) months and then quarterty
; as per the established CCH catendar under the

i supervision of the DON.

' 8. The Nurse Consuttant was o review falt
. investigations, and the assccialed interventions

* with each quarlerly visil,

9. The CQt indicator for the monitoring of the CQt '
: program effectiveness was lo be ulitized monthty .
" himes three (3) months, then quartedly thereafter
. under the supervision of the Administrator,

. On 08/30/13, the Slate Survey Agency verified the

“immediacy of the Immediate Jeopardy was
removed and the facility imptemented corrective
actions as alteged in the AoC, effeclive 08/30/13

based on the fottowing:

: 1. Review of the Interdtsciplinary Management

meeling notes dated 08/27/13 revealed Resident
. #1's Comprehensive Care Plan and Certifled '
" Nursing Assistant {CNA} Care Plan were i
. reviewed lo ensura no revisions were needed.

2. Additional review revealed nineteen {19}
residents whio had expertenced a falt in the past
sixty {60) days had a new Fatl Log compteted by
the interdisciptinary Management team. Review
reveated ten (10) residents’ care plans were
" revised based on the Interdisciplinary
“Management team's raview.
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¢ 3. Review of the facility's new "Falls Procedure"

. revealed the Charge Nurse was to com plete a

' Fall Scene Investigation form to ass!st the facility

fin identifying and addressing causative factors of !
residents’ falls. Review revealed the Fall Scene )

! thvestigation was included in the “Fail Procedure”

: packet. Continued review of the "Faji Procedure”

‘revealed the staff member either witnessing or

discovering a resident's fall was to notify the

Charge Nurse who would page the Fall Team to

" the location of the fall, The Charge Nurse would |

: assess the resident for injuries and the Fall Tear .

. would assess the environment and resident for -

' causative factors of the fall. The Charge Nurse

- was to complete the incident Report, Falt Scene

" Investigation Report form, and im plement any

t needed interventions and adjust the care pian
accordingly. The Charge Nurse was to notify the |
Director of Nursing (DON), Admin istrator, ‘

; Physician, and Respons ible Party of the fall. The .
resident was fo be assessad every shift for .

' seventy-two (72) hours.

‘4, Further review revealed the Inciden: Report

- and interventions were to be evaluated for
effectiveness within twenty-four (24) hours by the !
fnterdisciplinary Management team or the ;

. Registered Nurse (RN} Supervisor and any
additional interventions were to be implementad, !

: The Falt Team members would Include on day
shift the Charge Nurse, the Certifled Nursing

~ Assistant (CNA), and Housekeeper; on avening

. shift the Falt Team was to inciude the Charge

“Nurse, CNA, and Laundry personnet: on night

shift the Fall Team was to include the Charge
Nurse and CNA. Review revealed a new Event

: Report-Witness Statement Form was to be

i completed if an employse witnessed a fafl.

Even) 1D; PJZI Facilty 10; 100183 If continizatlen shest Page 110 of 114

FORM CMS-2567(02-89) Previous Versiong Dhsolele




PRINTED:. £9/24/2013

FORM APPRCVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES '

CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. 0938-0033
STATEMENT OF QEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) OATE SURVEY
ANO PLAN OF CORRECTION ICENTIFICATION NUMBER: A BUILDING COMPLETED

185013 B. WING 08/30/2013

NAME OF BROVIOER OR SURPLIER STREET ACCRESS, CITY, STATE, ZIP CCBE

A5 EAST NORTH STREET
BRIGHTON CO ONE HEALTH CARE
RiG RNERST R MADISONVIELE, KY 42431
(X410 - SUMMARY STATEMENT OF OEFICIENCIES 10 f PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX [EACH OEFICIENCY BUST BE PRECEQE DX BY FULL PREFIX IEACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG ¢ REGULATORY OR LS IOENTIFYING INFORMATION) : TAG | CROS$S-REFERENCED TO THE APPROPRIATE OATE
f ‘ OEFICIENCY)

; f
F 520 Continued From page 110 . Fs20

5. Raview of inservica sheets revealed the
| following number of facility employees had been
inserviced on the new Fall Procedures and forms: .
i three (3} of the facility's four (4) RN's; sixteen (16}
of the facility's seventeen (17) Licensed Practicat
; Nurses (LPNs); twenty-one (21) of the facility's
" thirty-three (33} CNAs; five (5) of the facility's
. seven (7) Housekeepers; and two (2} of the
facifity's two (2) Laundry personnel were
_inserviced on the new falt procedures
- 08/27.29/13.

! Interviews were conducted on 08/30/13 with the
following staff to verify the facility had educated

_them on the new Fall Procedures and to ensure

" their knowledge of the facility'’s new procedure
and documents: .

Assistant Director of Nursing {ADON!Minimum
Data Set (MDS) Cooerdinator at 2:55 PM;
Weekend RN Supervisor #1, who worked the
6:00 AM to 2:00 PM shift, at 1:26 PM, and
Weekend RN Supervisor #3, who workad the

- 10:00 PM to 6:00 AM shift, at 1:41 PM;

“LPN #3, who worked the 8:00 AM to 2;00 PM
“shift, at 1:19 PM; LPN #4, who worked the 6:00
AM to 2:00 PM shift, at 1:26 PM; LPN #2, who
worked the 6.:00 AM to 2:.00 PM shift, at 2:15 PM;
LPN #1, who worked the 10:00 PM to 6:00 AM
. shift, at 2:15 PM; LPN #11, who worked the 2:00
PR to 10:00 PM shift, at 2:38 PM; LPN #8, who
“worked the 2:.00 PM to 10:00 PM shift, at 2:40
“PM: LPN #5, who worked the 6:00 PM to 800 AM !
shift, at 2:42 PM: LPN #10, who worked the 2:00

"PM to 10:00 PM shift, at 2:46 PM;

CNA #9, who worked the 6:00 AM ta 2:00 PM
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. shift, at 1:10 PM; CNA #8, who worked the 6:00
“AM to 2:00 PM shift, at 1:30 PM: CNA #8, whe

F 520°

i worked the 8:00 AM to 2:00 PM shift, at 1:45 PM: |

. CNA #7, who worked the 8:00 AM to 2:00 PM
shilt, at 1:55 PM; CNA #4, who worked the 6:00
" AM to 2:00 PM shift, at 2:00 PM; CNA #5, who

worked the 6:00 AM to 2:00 PM shift, at 2:10 PM; -

' CNA #3, who worked the 2:00 PM to 10:00 PM

' shift, at 2:20 PM; CNA #10, who worked the 2:00 °
i PM to 10:00 PM shift, at 2:45 PM; CNA#18, who :

' worked the 10:00 PM to 6:00 AM Shft. ot 3:08

" PM; CNA #12, who worked the 2:00 PM to 10:00 |

: PM shift, at 3:10 PM, and CNA #11, who worked
“the 2:00 PM to 10:00 PM shift, at 3:25 PM

. Housekeeper #1, who was working the 6:00 AM
10 2:00 PM shift on 08/30/13, at 1:38 PM; and

+Laundry Personnet #1, who was working the 6:00 f

; AM 10 2:00 PM shift on 08/30/13, at 1:51 PM. Al
“of the above staff were knowledgeable of the
: facility's new Falls Procadures, and Falls Team

members and duties. All nursing staff interviewed '

Cwere knowledgeable of the Fall Scene
i Investigation Report form and when to complate
it. All staff verified they had received inservice

" education regarding these matters by the facility.

Interview, on 08/30/13 at 3:10 PM, with the
" Administrator reveated most of the facility's staff

. had received inservice education on the new Fafl

Procedire/Policy, the Fall Scene Investigation
‘ Report form, tha revision to the Incident Report
form. According to the Administrator, any staff
' who had not received the inservice education
“weuld not be aliowed to work until they had

received it and would not be out on the schadule

"to work until they had received the education.

6. Interview, on 08/30/13 at 3:10 PM. with the
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* Administrater revealed the Medical Director had

been informed of the Immediate Jeopardy

findings and had been updated on the facility’s

Allegation of Compilance on 08/30/13 during the

cQl Committee meeting. She stated the CQl

. Committee members had discussed the new

- ferms and procedures the facility had
imptemented. The Administrator indlcated the
facility would use the CQt indicator for the

. monitoring of compitance with the facitity falt

{ management policies and procedures monthly
times two {2) months and then quarterly as per

the established CQI calendar under the

: supervision of the DON. She stated the CQI

| indicator for the monitoring of the CQI program
effectiveness was to be utilized monthly times
three (3) months, then quarterly thereafter. The

- Administrator stated a Nurse Consultant would

' visit quarterly and review fall investigations, and
the associated interventions.

Interview, on 08/30/13 at 12:33 PM, with the
Medical Director revealed the facility's CQi
Committee, which he was a member of, had met
“that morning and discussed the facifity's AoC plan ;

and what interventions had been put in placeto
correct the Immadiata Jeopardy.

7. Interview, on 08/30/13 at 3:10 PM, with the
 Director of Nursing (DON) revealed afl fafls for
“the past sixty (60} days had been reviewed and

the care plans revised as necessary. The DON
stated the Assistant Director of Nursing {ADON})
‘ would be rasponsible for updating ;
" Comprehensive Care Plans and CNA Care Plans :

during the Monday through Friday .
Interdisciplinary Management team mesting. She |
 stated the Falis Policy had been revised and new :
| Falls Teams had been irmplemented for each

3
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shift. The DON stated staff had been educated
on the new poticy, new forms, and Fatls Teams
duties. According to the DON, the CQl

i and new forms implemented by the facility.,

: 8, interview, on 08/30/13 at 3:10 PM, with the
 facility's Nursa Consuitant revealed she or

. another Nurse Consultant would be making

- quarterly visits to the facility to menitor. She

" stated residents’ Comprehensive Care Plans and
* CNA Care Plans are now being brought to the
Monday threugh Friday Interdisciptinary
Management Team meeting and updated as
interventions are discussed.

8. The Nurse Consuitant stated during the
interdisciplinary Management Team meeting a
date wou'd he set to review the revisions
recommended by the team to ensure the new
interventions were effective or see if additicnat
interventions needed to be added. She indicated

- a Nurse Consultant would be coming to the

: facitity on a quarterly basis to review falls and

! follow up performed, review the monthiy CQI

| foltowed.

: The facility remairied out of compliance at a lower
Scope and Saverity of a "E”, a pattern deficiency
with potential for more than minimal harm in order
for the facility to develop and implernent the Plan

of Corraction {PoC}. :

. Committee had met that morning and the Madicat
Director had signed off on the facility's new policy,

meonitoring performed to ensure the AoC plan was

If continuation shest Page 114 of 114
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K000 INITIAL COMMENTS

* BUILDING: 01.
PLAN APPROVAL: 1957. ;
SURVEY UNDER: 2000 Existing. ’
' FACILITY TYPE: SNFINF,

_TYPE OF STRUCTURE: One (1) story, Type 11l
' (200).

 SMOKE COMPARTMENTS: Thres (3) smoke
compartments,

| FIRE ALAR: Complete fire alarm systern
"instatted in 2005, with 28 smoke detactors.

SPRINKLER SYSTEM: Complete automatic wet
" sprinkler system instafled In 1987 f

| GENERATOR: Type Il generator instafled in
1972, Fuel source is Diesel.

A standard L.ife Safety Code survey was
" conducted on 08/21/13. Brighton Cornerstone
; Health Care was found in non-compliance with
the requirements for participation in Medicare and
- Medicaid. The facility is certified for sixty-six (68)
. beds with a census of sixty-two {82} on the day of
“the survey. :
The findings that fotlow demonstrate :
noncompliance with Title 42, Code of Faderal
Regulations, 483.70(a) et seq. (Life Safely from
Fire).
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i CFR: 42 CFR 483.70(a)

- The preparation and execution of
‘this  credible allegation of
. compliance does not constitute
_admission or agreement by the
provider of the truth of the facts
-~ alleged or conclusions set forth in
" the statement of deficiency. The
facility reserves its right to
dispute the facts and conclusions
~in any forum necessary and
. disputes that any action or
 inaction on its part created any
' deficient practice. The facility

- further  disputes  that  the
circumstances constituted
immediate  jeopardy to any

resident. This credible allegation
of compliance is prepared and
execute solely because it is
required by federal and state law.

- (ABORATO

X8} OATE

T3

ORYOIREETORE/OR PROVIGER'SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE
& i >
i

Any deficiancy slalemeani ending wilh an asterisk "} denoles a deficiency which The inslilution may he excusad from Sorrecting providing it is determined that

oiher safeguards provide sulficient proteclion ta ke palients. (See instructions.
following Ihe date of survey whather or na
days following the dale these dacuments
program participation.

EORKE CMS-2867/02-39) Pravious Versions Cosolels Evenl 10: PyZ321

Except for nursing hormes, he findings staled abova are disclosable 99 days

& plan of correction is provided. For nursing homaes, the above findings and planz of correetlon are disclosable 14
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Deficiencies were cited with the highest
‘ deficiency identified at "F* lavel.

K 018: NFPA 101 LIFE SAFETY CUDE STANDARD K018 K018

§S=E ; ; ‘Criteria 1&2 - The latches on
* Doors protacting corridor openings in other than ‘ . resident room doors 101, 201, 501,
¢ required enclosures of vertical openings, exits, or | . and 606 have been re-aligned to latch

. hazardous areas are substantial doors, suchas |

" those constructed of 1% inch sofid-bonded core .

: wood, or capable of resisting fire for at feast 20
minutes. Doors in sprinklered buildings are only

. properly.

' Criteria 3: Facility matntenance

‘ required to raslst the passage of smoke. There s i staff have received inservice on 9-7-
. no impediment to the closing of the doors. Doors _ i‘ 13 education on importance of doors
are provided with a means suitable for keeping " latching properly.
 the deor closed. Dutch doors meeting 19.3.6.3.8 tohing properly

re permitted, 19.3.6, : Do e e o
are perm| 383 - ¢ Criteria 4 The CQI indicator for

; Rofler fatches are prohibited by CMS regulations  the  monitoring of facility door
“in all health care facilities, : latches will be utilized monthly X2

g " months and then quarterly thercafter,
under the supervision of the - &3
© Administrator. :

' This STANDARD Is not met as evidenced by:
. Based on observation and interview, it was
determined the facility failed to ensure doors to
i resident rooms would latch properly in ) :
accordance with NFPA standards. The deficiency | i
“ had the potential to affect two (2) of three (3) ' ;
; smoke com partments, forty-two {42) residents,
“staff and visitors. The facilty is certified for :
: sixty-six {86) beds with a census of sixty-two (62)

FORM CMS-2587(02-9%) Previous Versicns Obsolels Event 10: P47321 Facillly 10: 190183 If continuation sheet Page 2of14
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K18 Continued From page 2 KOs
i on the day of the survey, The facitity faited to i :
. ensure five (5) corridor doors to the resident
: rooms latched properly.

i

The findings Include:

- Observations, on 08/21/13 between 2:04 PM and
¢ 3:30 PM with the Maintenance Supervisor and
. Administrator in Training, revealed the cofridor
f doors to rooms 101, 102, 201, 501, and 608 ‘
i would not latch properly. ‘
Hinterview, on 08/21/13 between 2:04 P and 3:30
; PM with the Maintenance Supervisor and ‘
, Administrator in Training, revealed they were

" unaware these doors wera not tatching property.

i They stated the humidity in the area affected the
. way the doors moved from time to fime.

' Reference: NFPA 101 (2000 edition)

:19.3.6.3.1" Doors protecting corridor openings in
, Other than required enclosures of vertical

* openings, exits, or hazardous areas shall be

| substantiat doors, such as those constructed of : :
, 13/4~in. (4.4-cm} thick, solid-bonded core wood ‘ )
or of construction that resists fire for not lass than

i 20 minutes and shalf be constructed to resist the :

_ passage of smoke. Compliance with NFPA B0,

* Standard for Fire Doors and Fire Windows, shalf

: not be required. Clearance between the bottom

_ of the door and the floor covering not exceeding

* 1in, (2.5 cm) shall be permitted for corridor

: doors.
. Exception No. 1: Doors to toilet raoms,
i bathrooms, shower rooms, sink ciosets, and

: gimitar :
_auxitiary spaces that do not contain flammable or )
Evanl IT): PJZ321 Facillty 10: 100183 If continuation sheet Page 3 of 14
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BREFIX |
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K 018 Continued From page 3
‘ combustible materiafs.
i Exception No. 2: In smoke compartments i
. Protected throughout by an approved, supervised :
! automatic sprinkler system in accordance with
: 18.3.5.2, the door construction requirements of
1 19.3.6.3.1 shall not be mandatory, but the doors
¢ shall be constructed to resist the passage of
. smoke. ;
119.3.6.3.2* Doors shall be provided with a means |
: suitable for keeping the door closed that Is ;
" acceptable to tha autherity having jurisdiction.
I The device used shall be capable of keeping
; the door fully closed if a force of 5 ibf (22 N} is
"applied at the fatch adge of the door. Roller
fatches shall be prohibited on corridor doors in
buildings not fully protected by an approved
- automatic sprinkler system in accordance with
. NFPA standards,

K 027 ' NFPA 101 LIFE SAFETY CODE STANDARD

S8=F
“Door openings in smoke barrlers have at least a
+ 20-minute fire protection rating or are at least ;
; 1¥-inch thick sofid bonded wood core. Non-rated
' protective plates that do not exceed 48 inches
: from the bottom of the door are permitted. ;
_ Horizontal sfiding doors comply with 7.2.1.14, :
- Doors are seff-closing or automatic closing in
; accordance with 18.2.2.2.8. Swinging doors are
" not required to swing with egress and positive
{fatching is not required.  19.3.7.6, 18.3.7.6,
. 193.7.7

i

This STANDARD Is riot met as evidenced by:
Based on observation and interview, it was
- determined the facility failed to maintaln smoke
. doors that would self-close and rasist the

K018,

K027

K 027
Criteria 1&2: A self-closing

smoke door has been installed in
the comridor at room #3 18,

Criteria 3: Facility maintenance
staff have received inservice on 9-
7-13 education on importance of
sealed smoke barrier across
corridors.

Criteria 4: The CQI indicator for
the monitoring the smoke doors in
the corridors will be utilized
monthly X2 months and then

quarterly thereafier, under the

FORM CMS-2567(02-99) Previpus Versions Obsolats Event 10; P42321

Facility 10; 100183
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X3} DATE SURVEY

‘the corrider where the smoke barrier was focated. ‘

i

The findings irclude;
Observation, on 08/21/13 at 3:05 PM with the ’
; Maintenance Supervisor and Admiinistrator in
' Training, revealed a smoke barrier locatad at
froom #318. The corridor was left open at this
barrier with no door installed n the smoke barrier. |

nterview, on 08/21/13 at 3:05 PM with the
Maintenance Supervisor and Administrator in
Training, revealed they were unaware that a

i smoke barrier must be sealed by doors where the ;

, barrier crossed the corridor. :

. Reference: NFPA 101, 19.3.7 &+ (2000 Edition)
" Requires doors in smoke barriers to be
i self-closing and resist the passage of smoke,

“Reference: NFPA 80 (1999 Edition)

 2-4.1 Closing Devices.

. 2-4.1.1 Whera there is an astragal or projecting
latch bolt that

! prevents the inactive door from closing and

. fatching before :
" the aclive door closes and tatches, a coordinating ;
* device shail

: be used. A coordinating device shall not be

" required where

: each door closes and fatches independently of

STATEMENT OF DEF ICIENCIES 1X1) PROVIDER/SUPPLIER/CL 1A (X2} MULTIPLE CONSTRUG FION
AND FLAN CF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPILETED
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Xy SUMMARY STATEMENT OF QEFICIENGIES i 0 ; PROVIDER'S PLAN OF CORRECTION 5]
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K027 Continued From page 4 K 027‘i ’
: i i 1ol ini - 9-20-13
' passage of smoke in accordance with NEFPA , supervision of the Administrator. :
! standards. The deficiency had the potential to i
- affect two (2) of three {3) smoke compartments, j
forty-two (42) residents, staff and visitors. The ‘
facility is certified for sixty-six (66) beds with a ?
f census of sixty-two (62) on the day of the survay. !
The facittly failed to ensure a door was Instafied in ;
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X2} MULTIPILE CONS TRUCTION (X3} DATE SURVEY

Th|s STANDARD is not met as evidenced by:

, Based on observation and interview, It was
 determined the facility failed to ensure exit access,
i was maintained, per NFPA standards. The

; deficiency had the potential to affect two (2) of
three (3) smoke compartments, thirty-six (36)
| residents, staff and visjtors. The facility is

. certifiad for sixty-six (66) beds with a census of

* sixty-two {62) on the day of the survey. The

: facility failed to ensure the exit corriders in the ofd
parr of the facility were four (4) feet in width. :

The findings include:

! Observation, on 08/21/13 at 4:00 PM with the
; Maintenance Supervisor and Administrator in
Tralnlng revealed the corridors in two (2) smoke
f compartments to be less than four {4) fest in

; width.

*interview, on 08/21/13 at 4:00 PM with the
, Maintenance Supervisor and Administrator in
" Training, revealed the facility used a FSES survey :
! to offset this requirement.

' NFPA 101 (2000 edition) :

119.2.3.3*
Any required aiste, corrider, or ramp shall be not
Iess than 4 ft (1.2 m) In clear width where servmg

STATEMENT OF QEFICIENCIES (X1) PROVIDERISUPPLIER/CLIA
AN PLAN QF CORRECTION IDENTIFICATION NUMBER: A, BUILOING 01 - MAIN BUILDING 04 COMPLETED
185013 B. WING _ 08/21/2013
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(X410 : SUMMARY STATEMENT OF DEFICIENCIES i3 PROVIDER'S PLAN OF CORREC TGN : (x8:
PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE - COMPLETION
TAG | REGULATORY ORLSC ICENTIFYING INFORMATION) L TAG CROSS-REFERENCED TO THE APPROPRIATE  ©  DATE
i DEFICIENCY)
é ; ;
K 027 Continued From page 5 toKo27
i the cther. ;
K 039 NFPA 101 LIFE SAFETY CODE STANDARD . K039 K039
§s=£ ' A FSES Form has been
{ Width of aisles or corridors (ctear and ; f . completed on 9-18-13. The cost
ructed a t :
flier;:otbsr ;J gt:z 3)3semng © 6xt gocess Is at least 4 f to correct this deficiency would
' be in excess of $600,000 which
" would cause great hardshnp to the

r 9-19-13
! facility. :
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K 03g f Continued From page 6 ' K 039°
" as means of egress from patient sleeping rooms, ) :
i The aisle, corridor, or ramp shall be arranged to
. avoid any obstructions to the converdent removal ;
i of nonambulatery persons carrled on stretchers
; Or on mattresses serving as stretchers.
. Exception No. 1: Aisles, corridors, and ramps in
¢ adjunct areas not intended for the housing,
; freatment, or use of inpatients shall be not less
_than 44.in. (112 cm) in clear and unobstructed
¢ width.
. Exception No. 2: Exit access within a room or
“ suite of rooms complying with the requirements of ;
1 19.2.5, , !
K046 NFPA 101 LIFE SAFETY CODE STANDARD K 048,
§8=F ' ; K 046
: Emergency lighting of at teast 1% hour duration is Criteria 1&2: The cmergency
_ provided in accordance with 7.9.  19.2.0.1. ’ - Lights were tested on 9-16-13 for
| at Jeast 1-1/2 hour duration
, ; without issue.
: This STANDARD is not met as avidenced by: .
. Based on interview and facility record review, it CCriteria  3: The facility
“was determinedK the facitity failed to provide " maintenance staff have received
s emergency lighting in accordance with NEPA - . ducati 9.7-13 the
 standards. The deficiency had the potential to | ; InService ecucation on !
" affect three (3) of three (3) smoke compartments, : requirement for testing emergel_lcy
i all residents, staff and visitors. The facifity is lights for 1-1/2 hour duration
certified for sixty-six (66) beds with a census of ! annuall 0 seconds monthly.
* sixty-two (62) on the day of the survey. The ; : ually and 3 ¥
facllity failed to ensure they conducted an annual : : . .
emergency fighting testing for the minimum : . Criteria 4: The CQI indicator for
- requirement of at feast 1-1/2 hour duration . the monitoring of  testing
 annually and 30 seconds monthly. : emergency lights will be utilized
i The findings include: monthly under the supervision of
: the Administrator. 9-17-13
- Life safety record review, on 08/21/13 at 315 PM |
. with the Maintenance Supervisor and ;
Fagility I 100483 If continuation sheal Page 7 of 14
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12 . PROVIDER'S PLAN OF CORREC TION
PHEFIX (EACH CORRECTIVE ACTION SIOULD HE
TAG CROSS-REFERENCEQ TO THE APPROPRIATE
DEFICIENCY)

K 048 Continued From page 7 .
' Administrator in Training, revealed that the ‘:
I emergancy lights, with battery backup, located
- throughout the facifity had not been tested for 30
"seconds monthly and no1-1/2 hour test was
' conducted within the last year.

“nterview, on 08/21,13 at 3115 PM with the

! Maintenance Supervisor and Adntinistrator in
; Tralning, reveated they were unaware the lighting
 had to be tested monthly and annually. :

" Reference: NFPA 101 (2000 edition) ;
. 7.9.2.1* Emergency illumination shall be provided |
- for not less than 11/2 hours in the event of faiture .
, of normal lighting. Emergency lighting facitities
" shall be arranged ‘o provide initial iflumination
i that is not Iess than an average of 1 ft-candle {10 .
,fux} and, at any point, not fess than 0.1 ft-candle
Y1 lux), measured ateng the path of egress at
¢ ficor level, lumination fevels shall be permitted to :
 decline to not less than an average of 0.6 )
{ ft-candle {6 lux} and, at any point, not less than
. 0.08 ft-candle (0.6
lux} at the end of the 11/2 hours. A
- maximum-te-minimum ilumination uniformity

ratio of 40 to 1 shalf not be exceeded.

: 7.9.3 Periodic Testing of Emergency Lighting

“Equipment, A functional test shall be conducted

" on every required emergency fighting system at

: 30-day intervals for not less than 30 seconds. An ,
annual test shall be conducted on every required

 battery-powered emergency lighting system for |
not less than

*11/2 hours. Equipment shall be fully operationat

 for the duration of the test. Written records of

_visual inspections and tests shall be kept by the

T

K 046
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K 048 Continued From page 8 L K046,
owner for inspection by the authority having
" jurisdiction. : ‘

i Exception: Selft¢sting/self-diagnostic,
. battery-operated emargency lighting equipment
* that automatically performs a test for not less
i than 30 secends and diagnostic routine not less
. than once every 30 days and indicates failures by |
“astatus indicator shall be axempt from the :
30-day functional test, provided that g visua!

inspection is performad at 30-day intervals.
K056  NFPA 101 LIFE SAFETY CODE STANDARD | Kose, K 056
S8=F ; ‘ * Criteria 1&2: The furnace rooms
 {f there is an automatic sprinkler system, it is : located on 200 hall, 300 hall, 600
instatled in accordance with NFPA 13, Standard k " hall have had additional sprinkler !
; for the Instaltation of Sprinkler Systems, to : - heads installed on 9-7-13

" provide complete coverage for all portions of the

| building. The system is properly maintained in :

_ accordance with NFPA 25, Standard for the - Criteria 3: The facility
Inspection, Testing, and Maintenarce of ; maintenance staff have received

C W i i Cdtis fully P . .

: Water-Based Fire Protection Systems. itis fully inservice education on 9-7-13 the

supervised, There is a refiable, adequate water : -
- supply for the systam. Required sprinkler . . Tequirement for additional
- systems are equipped with water flow and tamper sprinklers in furnace rooms.
switches, which are electrically connected to the ‘
" butiding fire alarm system. 19.3.5

* Criteria 4: The COQI indicator for
- the monitoring adequate coverage
© sprinkler protection will be
jThIS STANDARD is not met as evidenced by: utilized monthly X2 months and

! Based on observation and interview, it was ! . then quarterly thereafter. ¢ 9.8.13
. determined the facility failed to ensure complete ‘ :
“sprinkler covarage in accordance with NFPA

i standards. The deficiency had the potential to _

. affact three (3) of three {3) smoke compartments, | :

“all residents, staff and visitors. The facility Is : i

 certifled for sixty-six (68) beds with a census of '

_sixty-two {62} on the day of the survey, Tha
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K 058’ Continued From page 9
“ facifity failed to ensure three {3) furnace rooms
i were properly sprinkler protected.

: The findings include:

Observation, on 08/21/13 between 2:04 PM and
© 3:30 PM with the Malntenance Superviscr and
: Administrator in Training, revealed the furnace
‘rooms {ocated on 200 hal, 300 hall, and 800 hal!
. did not have proper sprinkler orotection on the
, opposite side of the furnace from the sprinkler
3head

lntervnew on 08/21/13 between 2:04 PM and 3: 30
! PM with the Maintenance Supervisor and ;
. Administrator in Training, revealed they were
" unaware the rooms containing the furnaces were |
- not properly sprinkler protectad, ;

: Reference: S&C 09-04
i Adoption of New Fire Safsety Requirements for
“Long Term Care Facilities, Mandatory Sprinkler
¢ Installation Requirement
. http:ifwww.cms.gov/Survey CertlficationGenlnfo/d
" ownioads/SCLetter09-04.pcf ;

K 060 : NFPA 101 LIFE SAFETY CODE STANDARD
58=F .

" Inttlation of the tequired fire alarm systems is by
: manyal means in accordance with 8.8.2 and by
“means of any required sprinkler system water
' flow alarms, detaction devices, or detection

. Systems.  189.34.2 9.621

 This STANDARD s not met as evidenced by:
. Based on observation and interview, it was
det@rmlned the facility failed to ensure valves

K 056,

Koeo K060
' Criteria 1&2: Two water flow

‘ and tamper switches were
connected to the building fire
alarm system on 9-11-13.

Criteria  3: The facility
maintenance staff have received
inservice education on 9-7-13 of
the requirement for the riser to
initiate the building fire alarm
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K 060, Conlinued From page 10 K oso . System.
located in the facilily sprinkler syslem were L. o
| " eleclronically supervised by a lamper switch in _Criteria 4: The CQI indicator for
i accordance with NFPA slandards. The daficiercy | ‘the monitoring the fire alarm
: had lhe potential lo affecl three (3) of lhrea (3) ; ; system will be utilized monthiy‘ ; 0.13.13

" smoke compartmenls, all residents, staff and

: visilors. The facility is certified for sixly-six (68)
; beds with a census of sixty-lwo (62) on the day of
_the survey, The facility failed 1o ensure all waler
conlrol valves wera eleclronically supervised on

- lhe sprinkler syslem.

The findings include:

. Observalion, on 08/21/13 at 2:04 PM wilh Lhe
_Maintenance Supervisor and Administrator in

. supervised by a light and a buzzer but was ncl
" monitored by lhe fire alarm.

| Interview, on 08/21/13 at 2:04 PM wilh the
_Maintenance Supervisor and Adminisirator in
* Trainlng, revealed they were not aware lhe

to initiale the fire alarm syslem.

"Reference: NFPA 101 (2000 Edition),

: 18.3.4.2" Initiation. Iniliation of lhe required fire
~alarm syslems
* shall be by manual means in accordance wilh
9.6.2 and
by means of any required sprinkler syslem
" waterflow alarms,
deteclion dewces or deteclion syslems,
. 8.6.2.1 Where required by other seclions of this
 Code, actualion
; of lne complete fire alarm system shall occur by

. any or all

Trammg. revealed lhe sprinkler syslem was being .

: sprinkler riser eleclronic moniloring was required -
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K 060 Continued From page 11
: of lhe following means of inilialion, bul shall not
. be Imiled to
"such means:
1 (1) Manual fire alarm inilialion
. (2) Automatic deteclion
" (3) Exlinguishing system operalion
K076 NFPA 101 LIFE SAFETY CODE STANDARD
58=D, !
" Medical gas storage and administrallon areas are :
: prolecled in accordance wilh NFPA 99, Slandards |
, for Health Care Facilities. :

- (a) Oxygen storage locations of grealer than
; 3,000 cu.ft. are enclosed by a one-hour
‘separation.

_* {b} Locations for supply syslems of grealer than |
3,000 cu.ft. are vented fo the oulside, NFPA 99
14311.2, 19.3.24 :

i

" This STANDARD is not mel as evidenced by:

i Based on observation and interview, it was

. determined the facility failed lo ensure oxygen )

' slorage areas were protecled in accordance wilh |

: NFPA slandards. The deficiency had Ihe potential

_to affecl one (1) of three (3) smoke

- compartments, lhirly-eighl (38) residenls, staff

; and visitors. The facility is certified for sixly-six
(86) beds wilh a census of sixty-two {82)on lhe

- day of the survey. The facllily failed lo ensure

. ©xygen slorage over 300 cu fl. was stored 5 feel

" away from any combustibles.

K 060

K 076 K076
Criteria 1&2 — The 2 additional 02
;fanks were removed from the smoke
‘compartment. The Oxygen Company
‘'was contacted on 8-22-13 and
‘directed to limit our invenlory of
itanks lo no more lhan 12 tanks.

[Criteria 3:  Facility staff have
‘received inservice education that 1o
‘more than 12, O2 tanks can be stored
;in a smoke compartment on 9-4-13,
1 9-3-13, 9-6-13, 9-7-13, 9-10-13, 9-
11-13,9-12-13, 9-13-13, 9-14-13,

Criteria 4: The COQI indicator for
- the monitoring of 02 tanks will be
‘utilized  monthly  under  the

. supervision of the Administrator, 91513
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' The findings include: f

_ Observation, on 08/21/13 at 3:40 PM wilh the

" Mainlenance Supervisor and Adminisiralor in

i Training, revealed fourteen (14) oxygen lanks in
. the oxygen storage room. The oxygen lanks

* were being stored within five (5) feel of

; combustible boxes.

“Interview, on 08/21/13 at 3:40 PM with | he
i Mainlenance Supervisor and Administralor in
. Training, revealed lhey were unaware oxygen
“tanks could nol be slored within five (5) feel of
! combuslible materials once lhe slorage equals
, over 300 cubic feet in a smoke compartmenl.

- Reference: NFPA 101 (2000 edilicn) :
_ 831112 5 ’
- Storage for ronflammable gases grealer than g
i 8.5 m3 (300 ft3) but less than 85 m3 (3000 ft3)
(@) Slorage Iocations shall be ouldoors in an
“enclosure or wilhin an‘enclosed interior space of
i honcombustible or limiled-combuslible
construclion, wilh doors (or gates ouldoors) that
- can be secured against unauthorized entry. ;
i {b) Oxidizing gases, such as oxygen and nirous
oxide, shall nol be stored wilh any flammable
* gas, liquid, or vapor.
- (¢) Oxidizing gases such as oxygen and nitrous
oxide shall be separaled from combustibles or
" materials by gne of |he following:
i (1} A minimum dislance of 8.1 m (20 ft} ;
. {2) A minimum dislance of 1.5 m (5 fl} if the entire
! slorage location is proleclad by an automalic ‘
: sprinkler system designed in accordance wilk

H

" NFPA 13, Standard for the Inslallafion of Sprinkler ,

: Syslems
1 {3) An enclosed cabinet of noncombuslible
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i conslruclion having a minimum fire proleclion : '
. rating of 12 hour. An approved flammable liquid \
' storage cabinet shall be permilled |0 be used for
; cylinder storage,
{d) Liguefiad gas conlainer slorage shall comply
‘wilh 4-3.1.1.2(b)4.
"(e) Cylinder and conlainer storage localions shall
i meel 4-3.1.1.2(a)11e with respect to lemperalure |
_limilations. '
: (f) Electrical fixtures in storage localicns shall
;meet 4-3,1.1.2(a)11d.
' (g) Cylinder prolection from mechanical shock
: shall meet 4-3.5.2,1(b)13.
“(h) Cylinder or conlainer restraint shall meet
1 4-3.5.2.1(b)27.
(i} Smoking, open flames, electric healing
i glemenls, and olher sources of ignilion shall be
. prohibiled wilhin storage
[ locations and within 20 fl (6.1 m) of outside
storage locations.
+ {j} Cylinder valve prolection caps shall meet

 4-3.5.2.1(b)14.
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