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An abbreviated survey was Initlatad on 06/t2/14
and concluded on 06/13/14 for KY 21639 and KY
21699, KY 21699 was unsubatanilated with no

regulatory violaltons. KY 21889 was b
unsubstantlated with deficlenoles ciled.
F 282 483.20(k)(3)(1}) SERVICES BY QUALIFIED F282
g8=D | PERSONS/PER CARE PLAN

i 6-1-2014
1. Resident’
The services providad or arranged by the (aciity s tab alarm was immediately

must be provided hy qualifled persons in

accordance with oach rosldont's wrllten plan of putin place and attached to resident i
carg, " O,
#3 on 5/14/2014 Resident #4 sensor alarm?““" E :
|
. E;:'h REQUIREMENT Is not met aa svidenced: was put in place on 5/14/2014 |
| Based on abservallon, Interview, record raview, -
Certiffod Nursing Asalstant (GNA) Workshest, | 2. Anaudit will be completed by L
and reviaw of ilc}a u:ar:{llliyl's CaradPlans pollcy, it o
was determined the (aocllily fallad to ensure Care Dir .
Plans ware followed for two (2) of the four (4) ector of Nursing/Assistant Director of i
sampled regldents (Residents 83 and #4). Tha - . i
faclllly falled o ensure the safely alarmsa fhat Nursing/Minimum Data Set Nurse :
were care planned for falls pravention wers In . g S
place. {MDS} and unit managers of all '

The findings include; . resident physician orders/eare :

Review of the faclily's policy Care Plans, dated ;

06/2007, ravealed care plans should be inltlated plans and Certifled Nursing Assistant {CNA) i
whanever n'aads are assessed. The mlare plgn !
conslsted ol a problem stalement, goals, an :
approachea for each problem. ' ' Ca care records by 5/28/2014

1, The fecilly admitted Resident #3, on 02/16/07,|  ~ *~to msure all interventions.are

with {he diagnoses of a Stroke with right slded

paralysls, Convulslons, Hypertension, in place as ordered,

 AHORATORYIRECTONE ?WPMEH REPRESENTATIVES SIGNATURE ﬁn.a S tmm'r?_,
Anyélulanuy slatement'ending wi 'a‘n&i; ak {*) danotea a deflolency which the inatituion may ba axéu’s{n‘um coreotl 'pﬁdhq itia dolur:rztzé& '

;2% ?/
other safeguards provide sutfelent prolection to tho patiente. {Sea Insiuoliona.) Except for numing homes, the lindlngs stated above ara disclosabls 80 dals ‘

‘ollowing the data of survay whather ornota plen of copactlon la providad. For nursing hames, (ha sbove findlngs and plans of
raya following the date these documents are mede avallabio lo e factiity. f dotlelencica ara cited, an approved plan of n
prog:am parfiolpation,
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Depreselon, and Diabetes, The facillly assesssd .
the rosldent ae & high riek for falls and Identilied 3. Stalf Development Coordinator '
two (2) non-injury falls on the Minimum Dala Set : :
(MDS), daled 03/01/04. Review of the rasldent's wilt educate nursing staff by 5-31-2014 ]
Comprehensive Care Plan, revealed a patentlal : A 6-4-2014
fot Injury relatad to falls with @ goal lo be free of on menitering for fall Intervention”
injurles, The fagilly added the approash of a tab
alaray, on M/31H 4, aftar the rasident was found placement and reporting to
an the bathroom floor, .

Observalions of Resident #3, on 05/13/14 at 8;16
AM, 1:06 PM, 1:30 PM, and 2:46 PM, revealed
the resident was eltling in the wheelchal with no
lab-afarm in place,

Reviaw pf the CNA Worksheet lor Residant #3
revealed a tab alarm was listed under the
comment section In all capltal letters,

interview with CNA #2, ont 06/13/14 at 3:30 PM,
revealad she did work on the hall but was no!
assigned to Reeldent #3. “The CNA ravealed she
wan aware the resldsnt was ¢are plannad fora
tab alann and did sea the resident self-propelling
around the buliding without the tab alarm In place.
However, the CNA revealad she did not notlfy the
nurse.

Interviow with CNA #3, on 6/13/14 al 4:44 PM,
revealad she was assignad to Resldent #3 and
knaw the residsnt was to have an alam In place,
Tha CNA revealed the resldent frecuently

unit manager/charge nurse

_ immedlately If Interventlons are not In place

- —— e

Unit manager/charge nurse will

he educated by Staff Developmént

: Coordinator by 5-31-2014 to Immediataly replace

Tall Interventlons If reported missing
or not In place, All nurstng staff

will be educated by 5-31-2014 on how to read

T . e ey

and follow a care plan and CNA

care record by Staff Development

removed the alarm and would hide It from staff, Coordinator. J
The CNA revealod she did notloe It was not In
glace but did riot tall the nurse because she gol ! :
usy and forgot,
]
2. The facllity admitted Fasident #4, on 08/06/13,
with the dingnoses of Siroke, Dialetes,
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Hypeitanslon, and Sleep Apnea, The faciilly
assessed the resldent ullllzing MDS, on 01/30/14,
as having a Brief Inlorview for Mental Status =~
(BIMS) soote of fifieen {15) Indlcated the resldent
wag cognltively Intact, and had iwo (2} previous
non-injury falis. Review of lhe resident's
comprehensiva plan of cara ravealad a problam
slalement (or a potanilal for Injury relatad to (alls
with an Interventlon to place a sensor alarm to the
rasident's bed after 2 fall on 05/02/14.

Obsarvatlon and Interview with Resldent #4, on
05/1844 gl 1:08 PM, revealed the resldent was
sitting up In & hafr and a sensor alarm was noted
on the bed, The residant revealed a facilly stalf
member had just placed the alarm to the bed,
Tha rasldant reveaiad hefshe had never had an
alarm befere-and did not see a use for the alarm
sines he/she was sliting In the chalr and not In the

Inlerview with CNA #2, on 05/13/14 at 4:44 PM,
revealod Realdent #4's bad alarm was placad
loday. The CNA revealsed she did not know when
[t was determinad to place the alarm and did not
know {f It was llatad on the CNA Workshest,

Review of the CNA Workshest ravealed a sensor
alarm waa llsted under the comment saction for
Fosident #4,

Interview with Licensed Practical Nurss (LPN) #2,
on 06/13/14 al 2:20 PM, revealed he wag aware
Reaident #3 was care planned for a tab alarm,
however, he had not checked to sea If it was In
placs. The LPN revealsd Restdant #4 had an
alarm at ana fime, but it was not working, The
LPN revealed the Unit Manager asked him to
make sure fhe alarm was n placs, which i was

then

of Nursing/Minimum Data-Set

Nurse will monitor resldent record
review In clinfcal meeting to Insure

each rasldent has a comprchensive care

plan that reflects fall Interventions if

Indlcated by the fall assessment that Js |
-completed on every resident upon '
admission and quarterly, Director of i
Nursing/Unit Managers will audit 10% of
resident charts for compllance

x 4 weeks then random for 2 months,
This Information will be discussed monthly .

In Quality Assurance{ QA } meeling. If resolved,.

be monltored monthly In dintcal .
meating.

Date of Compllance 6-1-2014

6-1-2014

)
'
i
i

105% of record reviews will
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F 282

F 328
89=0

) [ ARRE/ Y
[nterview with the North Unit Manager, on

| the Residant's care plan. The Unit Manager

Gonfinuad From page 3
not, end a new one had to be placed, Continued
interview wiilh LPN #2, on 08/13/14 at 5:10 PM,
rovealed the alarms woera listed on the CNA
Worksheet, and the CNA shauld have notiflad
him that nellher of the alarms wera In place. Tha
LPN revealed the purpose of the oars plan was lo
infoim the nursing staif of the resldent's noads
and to know what neaded to be done lo keep the
rosldenis safo and provide care, The LPN
ravaalaed not following the care plan placed the
;eﬁldenls with known risk fot Injury at dak fora
all.

05/18/14 at 5:20 PM, revealed the CNA
Worksheet was dorlved from the Information on

ravealed the purpose of the cars plan was lo
drive the rasilent's care. The Unlt Manager
ravealed care plans are updated afler each fall,
and she perlodically reviewed the Intervenilons
and mada sura tha Interventions wera all In place,
The Unit Manager revealad thls was last done in
Aprll, 2014,

Intarview with 1he Director of Nursing*(DON), an
056/13/14 at 5:45 PM, revealsd care plans were
usad o snaure the restdent's are kepl safe. The
DON revealed she did follow up and round to
ensure Interventions were Implemented, but did
not know what happened thal both Reeldents #3
and #4 wero missing thelr alarms,

483,25¢h) FREE QF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The Inclilly must ensure that the resident
environmant remalns as free of accldent hezards |
as la possible; and each reeidont recelvas

F 282

L O

LTI

F323
1. Resident’s tab alarm was Immedlately
put in place and attached to resident

#3 on 5/13/2014, Resident #4 sensor ala[s-1-2014
F 325 was put [n place on 5/14/2014

2. An audit will be completed by

Director of Nursing/Assistant Director of

FORM CMB-2507(02-06) Previous Versions Obsolsia Evani I0; BwDS11
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F 323 | Continued From page 4 F 323
adequats supervision and assistance davioes to {MDS) and unit managers to insura resident
prevent accldents. ' .

have proper use of safety measures

determined by care plans/Fall risk assessiments :

Zc‘lg REQUIREMENT is not met as evidenced by 5-28-2014,

Based on observalion, Interview, record raview,

the faclilly's fall Investigations, and the Cerllfled- All rerjulred safety devices will be checked to
Nursling Asaletant (CNA) Workshest It was

delermined the faciiity {alled to ensure two (2) of Tnsure each Is In place and working properly.

_ the) four.{4) sampled residents (Healdegl #3 and S L ,
#4) recelved adequate supervision an 3. Allnursing staffwill bal 5
asal:itanca devicos lo pravent accldefnta. i;!oth nursing staffwil be n-servlced and |
Reskiants #3 and #4 did not have selely alarms .

:n placa !2135 were oare plannad 10r use to pravent 'H'i""amd on fall pollcy, procedurs,
u 3 I ) - i
ALl - follow-up and sk factors by 5-31-2014

The I[nd-lnga (nelude:
4, Resldents whao have fall interventions :

The faclily did not provide a polley on suparvision '

or falls prevention. will have safety rounds conducted by !

1, The faclity admitted Resident #3, on 02/16/07, . i

with the diagnoses of a Siroks with rasulting right the assigned nursing assistant every 2 :

slded perafysls, Convulalong, Hypertenslon, c

Deprasslon, and Dlabetss. The facillty assessed hours te Insure all interventionsaredn * |

the resident as a high risk for fallg and Ideniifled |

wo (2) non-Injury falla on the Minimum Data Set place and functional, Weekly safety 1

{MDS), dated 03/01/04. Revlew of he resident's - '

vomprehensive plan of cara ravealed a potentlal " rounds will be conducted &

for Injury relatefd o t:ﬂa. Reviaw of the lac?lly‘s |

Investigatlon of the falla revealad, on 01/24/14, b 3.'

the resident waa found on the Iln::r'or the | Uy U"!t LB ST : :

bathroom and the facllity placed a sensor aiarrn

to alert staff when ll}e r%sldent attempted o toInsure all safety devices and fall

gelf-rangler, On 01/31/14, the resident was Interventt

sgain found on the bathraom {loor, The faclity ' Lot L LR S L I ‘
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F 323

"1 Interviaw with CNA #2, on 05/13H 4 at 3:30 PM,

Continued From page &
dlacantinued the sensor alarm and placed & lab
alarm. The resldent subsequenlly fell agalp, on
0410/14 and 04/29H4,

Obsorvallons of Resident #3, on 06/13/14 at 8:16
AM, 1:06 PM, 1:30 PM, and 2:45 PM, tevealad
the-residant was up In the wheelchalr with no lab
alarm In plage.

Hevlew of.tha CNA Warlisheal revesled Resident
#3 had a tab alarm listed undar the comment
section In all capital lelters.

L |

ravealed she did wark on the hall with Resldent
#3, but was not assigned to that resident.
Howover, the CNA revealed she Hld sea the
reeldent self-propelling around the bullding and
wasg awara the resident was care planned for a
tab alarm. Tha CNA revealed she did not sae the
alarm In place and did not notify the nuree.

Interview with CNA #3, on 6/13/14 at 444 PM,
ravealed she was assigned to Resident #3, and
wae aware ihe reskient was supposed to have an
alarm In place, The CNA revealed ihe resldent
fraquently removed the alarm and would hide it
from the ateff, The CNA revealad she did notlce
it was not In place, but did not {efl the nurse
bacausa she got busy and forgot, Furthermors,
the CNA revealed she had not even seen the
alaim since last week, The CNA rovealed the
purpose of the tab alarm was to alert the stalf
when the resident got up without asslstarice and
to help In the prevention of falls,

Intarview with Licensed Practical Nurse (LPN) #2,
on 05/13/14 at 2:20 PM, revealed he was awars
Resident #3 should have a fab alarm In place,

F 823
properly. Tracking and trending on all falls

will be manitored by tho DON/Unit

6-1-2014
Managers. Results will be roviewed
and d[scussed monthly [n QA meeting.

Date of Compllance 6-1-2014

gy '
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TAG CRO33-REFERENGED TO THE APPROPRIATE oA
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F 323

| ravealad,a potenlal risk for falls without the tab

‘with the dlagnosea of Stroks, Dlabates,
. Hypétisnalon, and Sleep Apnea. The facllity

Conlinued From page 8

howaver he had not checked {o yee If it was in
place. Corlinued Interview, on 06/13/14 at 5:10
PM, raveslsd he did not check to ensure the
alarm was In plage unill the sutveyor Ingulred
about the resldent's alarm. The LPN ravealed he
normally checked alarm placement while doing
treaiments, but had not had a chanee {o check
them. The LPN revealed the alarm was llated on
the CNA workshast and the GINA should have
notlfled him It was not In place. The LPN
rovealed alarms wers usead for sefaly reasons
and to asslst in the prevention of falls, The LPN

alam In place.
2. The faclily admittad Resldent ##4, on 08/06/13,

asgessed the raaldent utllizing the MDS, on
01/30/14, as having & Brlef Interview for Mental
Slatus (BIMS) saora of fifleen (16) ndicating the
tesident was cognitively intact, and had two (2)
previous non-njury falla, Review of lhe resldent's
comprehensiva plan of care revealod a potontial
for Injury related {o falls with an htervention o
place & sonsar alarm lo the resident's bad,
Review of the Tacillty's invastigation of tha
rasident's fall, 05/02/14, revealed the resldsnt fall
in hisfer room and tha faclllly was lo place a
sensor alarm,

Obsarvation and inlerview with Hesldont #4, on
05/13/14 at 1;08 PM, rovealed the resident was
siiting up In & chalr, and a aensor alam wag
noted to be on the bed. The resldent ravealed
he/she was curlous as lo why somacne had just
coma in histhar raom and placed an alam to the
hed. The resident revealad he/she had never
had one belora, The resident revoaled at tho

Fo23

ER eI ]

aleag
: 1
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Faz23

{he resldetil should have had the alam prier fo

Conlinued From page 7

baginning of the month he/she lost thelr balance
alter gelting up to go to the bathroom and fell,
However, the rasldent revasled no one had aver
come In and placed an alamm and this was the
firet time ever aoeing if. The realdent ravealed
the alarm was not much use anyway on the bad
since he/she was usually In the chalr,
Obsgrvation of the resident, on 05/13/14 at 1:20
PM, revealod the rasidant got up from hisfher and
ambulatad lo the bathroom without calling for
assistance,

Interviewwith CNA #2, on 0RA3/14 at 4:44 PM,
revealed Hesident #4's alarm wase placed today.
The CNA rovealed the realdent never called for
halp and staff usually found him/her alveady [n lhe
bathroom. The CNA revealad she did not know I{

{oday and did not know If |t was listed on the CNA
Workshaet,

Review of he CNA Worksheet ravealed a sensor
alarm waa listed under e comment section.

Interview with LPN #2, on 06/13/14 at 2:20 PM,
ravealad Resldent #4 used o have an alarm a
while back bul It wasn't working so the facility had
lo order more. Tha LPN revaslad he was told
today by the Unll Manager to make sure lhe
resident's alarm was In place, The LPN revealed
the elarm was not [n place and someons from
supply had brought one over for us {o be placed
on the residant's bed. Continued Interview, an
05/13/14 at 5:10 PM, reveaiad the rasldent's
alarm was on the CNA Workeheat and no ono
told him it was not on the bed. The LPN revealed
it had been awhile since it was care planned, and
he forgot Ihat it should have been there, The
LPN ravaaled the alarm was not a physiclan's
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_the alama wera in placo lo alert staif If they got

Continued From page 8

order o It was nol an the Traalment
Administration Record (TAR) lo alert stali lo
check and make sure I wag In place. The LPN
ravealed he just did not catch that the alarm waa
missing. The LPN revealed the alarme were
used for salely to help prevent falls, .

Interviaw with the Norlh Unit Menager, on
0511314 at 5:20 PM, revaealed Fesident #3 did
nat fike the lab alam and would take It off. The
Unlt Manager ravealad re-educallng the resident,
helpsd and he/she would let you pul it back In
plaga-Fhe Unl Manager revealad she was not
aware ihat Il was not In place. The Unlt Manager
revealod Resldent it4's sensor alarm did not work
and Il negdsd a new battery, The Unkt Manager
revealad she did sk the nurse to check If L was
In place betause It had baen awhile slnos they
wers {o order supplies. The Unit Manager
revaalad a potentlal for the residents fo fall, and

up unassisted. The Unit Maneger revealed ahe
ensurad the alarms ware In place by making sure
It was !Istad on the CNA Workshest end raunding
once & month, The Unit Manager revealed the
rounds wera last compiated In April 2014.

interview wilh the Director of Nuraing (DON), on
05/19H4 at 5:45 PM, revealed Resldent #3
nomally ael-propefled around the bullding and
she would ensaurs it waa In place when she eaw
the resident In the hall. The DON revealed she
dld not know how it was missad. The DON
rsvealed she assumed Rasident #4'a alarm wea
in place. The DON revealed the alarms wore
usad to aleit atalf when a resident altempted lo
irensfer lhemsslvas. The DON revesaled falls are
discussod in the merhing masiings and the charts
wera reviewed at that fime to ensure tha TAR's,
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care plans, and CNA shests ara updated, The
DON tevealed she did not know what happened
for both alarms to be gene and not In placa,
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