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An Abbreviated/Partial Extended Survey
Tnvestigating complaint #KY21607 was conducted
on 05/01/14 through 05/16/14 to determine the
faclity’s compliance with Federal requirements.
Complaint #KKY21607 was substantiated with
deficiencies cited. Immediate Jeopardy was
identified on 05/09/14 and determined to exist on
03/26/14, at 42 CFR 488,10 Resident Rights,
F-167; 42 CFR 483.20 Resident Assessment,
F-279; 42 CFR 483,25 Quality of Care, F-308 and
F-323; and 42 CFR 483.75 Administration, F-4980
and F-520 at a Scope and Severity of a "J".
Substandard Quality of Care was identifred at 42
CFR 483.25 Quality of Care. The facility was
notified of the Immediate Jeopardy on 06/09/14,

On 03/26/14, at approximately 3:30 AM, Resident
#1 had an unwitnessed fall from his/her bed and
wag unable to explain what happensd. Resident
#1 was found on the floor beside the bed. When
the resident was assessed by Licgnsed Practical
Nurse (LPN) #1 he/she was found to have
bruising to the right cheekbone, An ice pack was
applied to Resident #1's cheek and Tylenol {pain
medication) was administered for complaints of
pain. The physician was nofifled on 03/26/14 at
approximately 8:25 AM that the resldent’s nose
was bleeding and there was dark discoloration to
the resident's right cheek and bridge of nose.
Orders were received to send the resident to the
Emergency Room (ER). Resident#1 returned to
the facility on 03/26/14 at 2:00 PM with new
dlagnoses of Facial Bone Fracture, Cervical
Sprain, Head injury, Closed Head Injury without
Cranial wound, and Unspecified State Level of
Consciousness and & new order for Norco
{narcotic pain medication} 7.5/325 milligrams

V]
X8} DATE
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Any degfnc] statement ending with an asterisk (*) denotes a deficlency which the institution may bs excused from correcling providing it is detesmined that

other sshéguards provide sufficient pretection to the patients . (Sea instruotions.) Except for nursing homes, the findings siated above ara disclosable 20 days
following the date of survey whelher or not 2 ptan of corection is provided. For nursing homes, tha above findings and plans of comection are disclosebla 14

days following the date these documents are made available to the facility, [Fdsficiancias are ciled, an approved plan of correction is requisite to conlinued

program participation,
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(mg) as needed (FRN) for pain. In addition, the
resident retumed with discharge orders to “ollow
up with primary care physicla® in one (1} to two
{2) days to recheck today's complainis if not
improving", However, further record review
revealad the facility faiied to conduct ongoing
assaessments of the resident and falled to make
the resident's attending physiclan aware of the
resident's facial fractures. On 04/03/14,
approximately eight (8} days after the resident’s
fali, which resulted in facial fractures, the Poimary
Care Physiclan visited the facility to make routing
rounds and found the resident with facial
fractures and complaints of pain when he/she
attempted to open his/her mouth. The Physician
immediately ordered a consuitation with an Ear,
Nose, and Throat {(ENT) Specialist, The resident
required surgery to repair the fractures.

An Acceptable Allegation of Compliance (AQC)
was received on 05/14/14 alleging removal of
immediate Jeopardy on 05/14/14. The State
Survey Agency validated, on 05/16/14, the
Immediate Jeopardy was remaved on 05/14/14,
as alleged. The Scope and Severity was jowered
to a "D" at 42 CFR 483.10 Resident Rights,
F-157; 42 CFR 483.20 Resldent Assessment,
F-278; 42 CFR 483.25 Quality of Care, F-309 and
F-323; and 42 CFR 483.75 Administration, F-490
and F-520; while the facility develops and
implements the P{an of Correction (PoC) and the
facility's Performance Improvement Committeg
rmonitors the effectiveness of the systemic
changes.

F 157 | 483.10{(b){11) NOTIFY OF CHANGES F 167
ss=J| (INJURY/DECLINE/RQOM, ETC)

A facility must immediately inform the resident;
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. . This Plan of Corraction is the cenfer's credible
On 03/26/14, at approximately 3:30 AM, Resident allegation of compliance,
#1 had an unwitnessed fali from his/her bed. .
Resident #1 was assessed by Licensed Practical ?epmﬂf?ﬂ and/or i-;itﬂf:oﬂ of dhis plan of ;;:;am'on
Isi oes net constituta adniission or agraement I3
Nurse (.LPN) 1 abn d wasTfound k:j have bml.s 'ng provider of the truth qf the facts alleged or conclusions
to the right cheekbone. The resident was given ) set forth in the statament of deficiencies. The plan of
an Iee pack and Tylenol, as needed {PRN) for correction is prepared and/or execuisd solely bacause

complaints of pain. The physician was called at it is raquived by the provisions of federal and state law.

approximately 8:25 AM, when the resident was
identified to have a nose bleed, dark discoloration
to the right cheek area and bridge of nose-and
complaints of pain, An order was received 0
send the resident to the Emergency Room (ER)

‘This process includes reviewing the Change in
Condition Repott to identify residents with a
change in condition and validate that the
physician and family have been notified. As of
5-17-14 the daily clinical rounds form is

at that time.
utilized as an andit tool (Daily Clinical Roundg

Resident #1 retumed to the facility on 03/26/14 at ‘ Form/Audit Tool) by the Director of Nursing

2:00 PM with diagnoses which included Facial (DNS), RN Weekend Supervisor, RN Case

Eone Fractures, Cervical Sprain, Head Injury, Manager, and/or Unit Manager (UM) to assist

Closed Head [njury without Cranial Wound, and in identifying findings from the clinical rounds

Unspecified State Level of Consciousness and a that require additional follow up by the IDT.

new order for Norce {narcotic psin medication) This process is on-going to identify any

A 1.7.5/325 miliigrams (mg) PRN-for.pain. In- .. .- ~- {- | residentwith the potential-for a-change in -

| addition, .the resident-had discharge orders{o - - - -3 - | condition to validate notification of change to

follow up with histhet primary care physician "in MD and fammily. (Refer to the 2567 of 5/16/14

one {1) to two (2) days to recheck today's for the definition of Clinical Rounds).

complaints if no improvement”. Resident #1

continued to have complaints of pain when IDT members are: DNS, UMs, Staff

he/she opened his/her mouth; however, the Development Coordinator (SDC), Case

physician was not notified. There was no Manager, Social Service Director, Activities

follow-up with the resident's primary care Director, Rehabilitation Manager

physician untii 04/03/14, (eight days later) when

he visited the faciiity to make routine rounds, and II1. Systemic Changes

found the resident to have complaints of pain

when he/she attempted to open hisfher mouth. ' On May 13" 2014 the Director olfNurstng

The physician ordered a consultation with an Ear, implernented Interdisciplinary Clinical Rounds

Nose, and Throat (ENT) Specialist. The resident dally (Monday- Friday) on each unit. These

required surgery for repair of the fractures and rounds include the Director of Nursing, Unit

was hospitalized ovemight, Managers, MDS nurse or Case Manager,

Social Services THrec Al
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1 10/31/06; revealed theresident's change of
-} condition-should betidentified to-ensure: proper” ¢ T

The faciiity's faflure 10 notify and consulf with the
physician when the resident had a fall with injury
and & significant change in condition has caused
or is likely to cause serious injury, harm,
impairment, or death to a resident. Immediate
Jeopardy was Identified on 05/09/14 and was
determined to exist on 03/26/14,

The findings Include:

Review of the fadility’s policy and procedures
sitled, “Notifications® dated 04/28/14, revealed its
policy was to notify the resident's attending
physician when the resident had an accident
involving an injury that mey require physician
intervention, and when a significant change
oceurred in the patient's physical, mental or
psychosocial status.

Review of the facllity's policy and procedure titled,
»condition Change of a Resident”, dated

treatment implementation. Adgltionally, i
revealed the physician would be informed of
resident events and/or changes in residents’
conditions.

Record review ravealed the facility admiited
Resident #1 on 03/12/14 with diagnoses which
included Diabetes Mellitus, Chronic Obstructive
Puimonary Disease {(COPD), Hypertension,
Convulsions, Depression, Anxietx and History of
Falls. '

Review of the Initial Minimum Data Set (MDS)
assessment, dated 03/19/14, revealed the facility
assessed Resident #1's cognition as infact with 2

Brief Interview of Mental Status (BIMS} score of

This Plan of Corraction is ihe centaris gradibla
allegation of compliance.

Preparation and/or exccution of this plan of correction
does nol constitute admission or agreenient by the
providsr of the truch of the facty alleged or conclusions
sei forih in the statement of daficiencies. The plan of
corraction it prepared andlor exeotited solaly bacatise
it is requirad by the provisions of fedaral and state law,

Director. The Weekend Supervisor Nurse will
be responsible to conduct this review on Sat-
Sun.

The Clipical Rounds will verify physicians and
families have been notified as needed with
changes in resident condition and will verify
follow up completed as needed for resident
appointments outside the center from the
previous day.

As of 5-17-14 the daily clinical round audit

~Nursing, RN Weelend Supervisor, RN Case” '~
Manager, and/or Unit Manager with the
findings from the clinical rounds and is
ongoing to identify potential change in resident
condition. The Regional Quality Specialist
(RQS) validated the Clinical Reounds Process
farough observation and audit 6/30/ 14 through
712114,

On May 10 2014 the Staff Development
Coordinator, Director of Nursing, and/or Unit
Managers initiated education with all Licensed
Nurses related to a reference tool titled:
Reporting Change of Condition 1o the
Ph&fsician. The education continued on May
11% 12 and 13®, 2014 until all Licensed

-tool will be completed-by the Directorof— - -
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nine (9) which indicated the resident was This Plan of Corraction is the center's credibls
interviewable, Resldent #1 required extensive " allagation of compliance.
assistance with bed mobllity, transfer, and .
ambulation. Preparation and/or execution of this plan of correction
doss :‘at cont.;;mr:f uc:zjr};:}::i;nc?r ;ﬁru?cm by fllse
rovider a 'sged or c /
Review of a Post Fall Assessment, dated fe:’;oﬂh ;{ the statement of dsﬁ'ciengeu. Th: ;t;az;:;}ns
03/26/14 at 3:30 AM, revealed Resident #1 was corvaction is prapared andior executed solely bscause
found on the floor, The resident stated he/she 1t is required by the provisions of federal and state law,
just woke up and was on the floor. The resident
was assessed and bruising was noted to the right Nurses received it and will be ongoing for any
cheek bone. An lce pack was applied, Tylenol newly hired nurses by SDC.
(pain reliever) was given for pain and neurclogical
checks were initiated. On June 16™, 2014 the Staff Development
Coordinator, Director of Nursing, and/or
Review of a Situation, Background, Assessment District Director of Clinjical Operations
Request {SBAR- health status change note) initiated education with all Licensed Nurses
revealed on 03/26/14 at 8:125 AM, (approximately related to the requirements of this regulation
five hours after the fally Resident #1 complaingd and the procedures: Condition Change of a
of pain to the face, histher ness was bleeding and Resident, Documenting change of condition in
there was dark disceloration to the resident's right the Medical Record, Documenting Resident .
cheek area and bridge of nose. The physician Health Status, and Documenting in the Medtca
b - .- was nolified and anorder was received to send - - Record. The education continued on Jure '1“7 AR
.|.the resident to.the hospltal..- b e b 18%19% 2014;until all Licensed Nursés
: received it and will be cngoing for any newly
Revlew of a Computerized Tomography {CT) hired nurses by the SDC.
scan, completed on 03/26/14, Indicated the
resident had displaced facial fractures of the On an ongoing basis, The Director of Nursing,
anterior and lateral walls of the right maxillary Unit Manager, RN Weekend Supervisor and/or
sinus and buckling of the lateral wall of the right The Registered Nurse Staff Development
orbit suggesting a fracture. Coordinator will conduct clinical education as
Review of the hospital discharge instructions, needed based on findings/trends of the daily
_dated 03/26/14, revealed Resident #1 was chinical rounds form/audit tool and the
diagnosed to have a Facial Bone Fracture, recommendations of the Performance
Cervical Sprain, Head Injury, Cloged Head injury Improvement Committee.
without Cranlal Wound, and Unspecifisd State
Level of Cc_msmousr}%s. A'ddlttona! review _ IV. Monitoring
revealed discharge instructions to follow-up with
the family physician in one (1} 10 two (2) days, if ‘The clinical rounds daily audit tool will be
no improvement. Further review of the discharge completed by the Director of Nursing (or Unit
FORM CMS-2567(02-99) Previouz Verssians Obsolata Evenl 1D; LWYZ1{1 Faclity iD; 100481 If continustion sheat Fags 6 of 76
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insteuctions revealed a new order for & parcotic
pain medication, Noree 7.5/32 milligrams {mg)
PRN (as needed) for pain ¢control,

Review of a Nurse's Note, dated 03/26/14 at
12:60 PM, revealed repont was received from the
nurse at the hospital, Furthér review revealed
documentation revealed the hospltal nurse stated
Resident #1 had orai and maxiliary fractures, the
resident would need to follow-up with hisfher
attending physician and the nurse expressed
concerns regarding fall precautions.

Interview with Resident #1, on 05/05/14 at 12:30
PM, reveated he/she had réported for several
days to various staff members that he/she
continued to ba in pain and had difficulty eating.
Resident #1 stated ,"i thought | was going to
starve." The resident stated he/she did not recall

the exact staff, times, or dates hefshe reported _

thig to staff,
Review of Resident #1's Narcotic Count Record
for Noree 7.5 mg/325 mg PRN for facialjaw pain
revealed the resident received nineteen (19)
doges of the medication between 03/27/14
through 04/03/14.

Review of Resident #1's medical record revealed
there was no documented evidence the faslfity
notified the resident’s physiclan about the
resident's facial fractures; and, ne documented
evidence the physician was notified of the
resident's use of PRN narcotic medication due o
the pain in his/her face and jaw.

Reviaw of a Nurse's Note, dated 04/03/14 at 4:19
PM, revealed Resident #1's physician made

X410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX {(EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE comf.fgcn
TAG REGULATORY OR LEGC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE AFPROPRIATE CA
DEFIGIENCY)
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This Plan of Corraction is the center's credible
allegation of compliance.

Preparation andior execution af this plan of correction
does not constitte admission or agreemant by the
provider of the miuth of the facts alleged or conclusions
sel forth in the siatement of dgficiancies, The play of
correction is prepared and/or sxzcuted solely because
it is raquired by the provisions of federal and state law,

Manager, Staff Development Coordinator,
Case Manager, or Weekend Supervisor when
the Director of Nursing is not available). This
audit tool will identify any concerns with
notification of physician or family.

Findings from the audit tool will be tracked
and trended weekly by the Director of Nursing
aud forwarded to the Performance
Improvement Committee weekly with further
education or actions taken as determined by thg
Cqmm_ittee. ‘

"By reviewing the findings of the tracking and |
trending, the Performance Improvement
Committee will monitor the effectiveness and
compliance with the plan weekly to validate
solutions is sustained.

The Performance Improvement Committee
consists of the Executive Director, Director of
Nursing, Unit Managers, Staff Development
Coordinator, Case Manager, MIDS nurse,
Social Services Director, Activity director, and
Therapy Services Director.

The Performance Improvement Committee is
meeting weekly at this time, but will resume
monthly meetings once substantial compliance
is achieved.

FORM Ch5-2587(02-49) Previous Versgigns Obsoleta

Event 1D: LWYZ1

Facily 10: 100481 I continuatlon sheet Page 7 of 76




2014-07-23 08:55
DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

>> 2708856089 P 9/77
' PRINTED: 06/04/2014
FORM APPROVED
QMB NO. 9938-0381

STATEMENT OF DEPICIENCIES {X1} PROVIDER/SUFPLIER/CLIA
AND PLAN OF CORRECTION IDSNTIFICATION NUMBER,

185142

{(X2) MULTIPLE CONSTRUCTION (#3) DATE SURVEY
A BUILDING COMPLETED

C
B, WING _. 05/16/2014

NAME OF FROVIDER OR SUPPLIER

HERITAGE MANOR HEALTH CARE CENTER

STREET ADDRESS, CITY, STATE, ZIF CCDE
401 INDIANA AVE
MAYFIELD, KY 42066

X4} 1D SUMMARY STATEMENT OF DEFICIENCIER
PREFIX {EACH DEFICIENGY MUST B8 PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

[Ta) PROVIDER'S PLAN OF CORRECTION £xe)

PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE

DEFIGIENCY)

F 157 | Continuved From page 7

rotitine rounds at the faciity and examined the
resident. Resident #1 complained of pain when
he/she attempted to open his/her mouth. The
physician ordered a consultation with an ENT
Specialist (Ear, Nose and Throat).

Review of a Physician's Note, dated 04/08/14,
revealed Physician #2 (ENT Specialist) assessed
Resident #1 to have a Right Malar Camplex
Fracture {right cheek) and scheduled Resident #1
for surgery for an open reduction and Internai
fixation (ORIF) the next day, on 04/09/14.

interview with Certified Nurse Aide {TNA) #1, on
05/09/14 at 8:50 AM, revealed Resident #1
complained of pain to the right side of histher
face for several days after the fall. The CNA
stated she reported this to the Charge Nurse,

Interview with LPN #1 (Charge Nurse), on
05/06/14 at 8:20 AM, revealed they were
conducting neurological checks and seventy-two
{72) hour observations, LPN #1 stated Resident
#1 continued t6 complain of pain for several days
after the fall; however, she did not notify the
physician. LPN #1 revealed she did not feel they
needed to notify the physician because the pain
was expected due 1o the broken bones and they
expacted the resident to heal,

interview with LPN #3 {Charge Nurse), on
05/05/14 at 1:45 PM, revealed sha did not notify
the Primary Care Physician per the discharge
order and stated she Just thought it was minor
fractures, :

Interview with Resident #1's Physician, on
05/06/14 at 1:17 PM, revealed he was not notified
by the facility about the resident's facial fractures.

F 187
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The physician stated he visited the facility on
04/03/14 and found the resident had orbital
fractures. He stated he referred him/her to an
ENT for an evaiuation. Further interview revealed
he would have expected the facility to notify him
of the fractures and increased pain, Additionally,
the physician stated if he had been made aware
of the fractures at the time of the diagnosis, he
would have consuited a speclalist immediately,

Interview with the Administrator, on 05/06/14 at
3:26 PM, revealed her expectations for residents
whh a change in candition included notification of
the physician of the ¢hange in condition,

**The facility Implemented the following actions to
remove the iImmediate Jeopardy:

On 05/10/14, the facility's Nursing Management

Team which consisted of the Director of Nuraing

(DONY}, Unit Manager, Case Manager, and MDS

Nurse, metf and reviewed-all curren! residents - - -
with falls in the: previous thirty (30) days to*

validate the root cause identified, and care pians

were updated with appropriate intetventions 1o

pravent reoOCoUrenca,

On 05/10/14, the DON revised the falls packet for
the licensed staff to use to investigate a fall at the
time of occurrenca. This revision Included a
Fall's Scene Investigation Report from the
Kentucky Quality Improvement Organization
which will be used by the licensed nurses as a
guide to determine the root cause with any falls
that oceur.

On 05/10/14, the Registered Nurse Staff
Development Coordinator (RN SDC) andfor
deslgnee to conslst of the DON, and/or Unit
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Managers, initiated aducation with all licensed
nurses related to policy and procedurss on the
fellowing topies: Pain Management, Reporting
Change of Condition to the Physician, Accidents
and Supervision to Prevent Accidents, Patient
Assessment, Seizure, Root Cause Analysis, and
Fall Response and Management, The education
continued on 05/11/14, 061214, and 05/13/14
and is ongoing until all licensed nurses have
attended. No licensed nurse may work until the
education has been received.

The Performance Improvemant {Pl) commiltee

met on 06/12/14 and discussed the root cause of

the adverse event on 03/26/14, In addition, alt

cited deficlent practice was discussed, The

Medical Director was notified via telephone
conference and approved the plan developed by

the Pl committee. Members of the Pl committes

In attendance included the Executlve Director .

(ED), DON, Case Manager, Unit Managers, the
District Director of Clinlcal Opsralions{DDCO), -~
MDS Nurse, the Reglonal'Vice Presidentof ==~ "+~
Clinical Operations (RVPCO), and the Divisional
Vice President (VP). The Pl committee reviewed
and approved the plan and will meet weekiy until
substantial compliance is achieved, During the
weekly P committee meefings, the committes will
raview the resuits of the Daily Clinical Rounds
and monthly pain audit, and track and trend ths
audit tool findings to identify need for further
actions andfor education. .

On 05/12/14 and 06/13/14, the facility identified
residents who had the potential to be affected by
thie alleged deficient practice and all concems
were corrected,

On 05/12/14 and 05/13/14, the facility's Unit

e e

F 157
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Managers, Case Managers, Medical Record
Nursea, DON, and Assistant Director of Nursing
(ADON) reviewed all current residents Progress
Notes for the previous thirty {30) days to identify
any changes of condition, verified physician and
family notification, and care plans were updated
to reflect the change in condition.

On 05/12/14 and 05/13/14, the facility's Unit
Managers, Case Managers, Medical Record
Nurses, DON, and ADON assessed every current
regident using the "Patient Nursing Evaluation®
and updated care plans as neaded to reflect -
current status of the residents, This assessment
included a pain assessment and a Morse Fail's
Risk Assessment for gvery current resident,

On 06/12114 and 05/13/14, the facllity's Unit
Managers, Case Managers, Medical Record
Nurses, DON, and ADON reviewed every cument
resident for a diagnosis of seizure disorder and
validated the care plan to reﬂeot the dlagnusw
and appropriate interventlons,

On 05/13/14, the DON implemented
Interdisciplinary Clinieal Rounds daily
(Monday-Friday} on each unit. These rounds
included the DON, Unit Managers, MDS Nurse,
Social Services Director (3SD), and Therspy
Program Director, An audit tool will be completed
daily with the findings from the clinical rounds.

The DDCO and/or Divisional VP will provide
weekly oversight by validating action plans are
implemented and attend facility P1 commiliee
meetings until substantial compliance has been
determined.

The State Survey Agency validated the corrective
FORM CM3-2567{02-99) Pravious Versions Obsolels Event D3 LWYZ53 Facility 10; 1004081
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actions taken by the facility as follows:

Record review revealed Resident #1 was
discharged home to Home Health sérvices. On
03/12/14 and 05/13/14, the facllity completed an
investigation which included interviews with staff
who provided care for Resident #1 on the date of
the fall (03/26/14). In addition, the facility
compieted a madical record review {0 attempt to
identify the root cause.

On 05/18/14, review of Residents #7, #8 and #9's
record revealed current care plans, pain
assessments, and Morse Falis Risk Assessments
hag been completed. Progress Notes were
reviewad and no concerns were noted with
physiclan notification or change of condition,

Review of the inservice logs, on 05/16/14,
revealed all staff working had been inserviced
on Pain Management, Reporting Change of
Condlition to the‘Physician, Acclderits and
Supervision to Prevent Accidents, Patient =
Assessmant, Seizurs, Root Cause Analysis, and
Fall Response and Management. The inservica
was completed by facility staff which included the
RN SDC, DON, and Unit Managers.

On 05/16/14 at 10:03 AM, the DON verified
through interview he provided inservice to all staff
working, performed pain assessments, fall
assessments, reviewed every patient for
diagnosis of selzure disorder, and validated care
plans. In addition, he reviewed all the falls for the
past ninety (80} days to ensure the root cause
was [dentified. Further interview revealed, that
he, along with the Unit Managers, SDC, MDS
Nurse, Social Services and Rehab initiated the
daily {Monday-Friday) Clinical Rounds.
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On 05/16/14 at 11:16 AM, Registered Nurse (RN)
#2 {Unit Manager} and LPN #2 {Unit Manager)
verified through interview they assisted with
review of all falls for the last ninety (90) days at
the facllity. In addition, they reviewed every
current resident for diagnosis of sefzures and
validated the care plans, Further interview
revealed they assisted with daily (Monday-Friday)
clinical rounds. Each of them stated they
received the education provided by the facility
rafated to falls, root cause, seizures, physician
notification, change of condition, and pain
assessment.

On 05/16/14 at 2:3Q PM, LPN #4 verified through
interview he received education from the facility
related to the new falls packet, change in
condition, physician netification, selzures, and
care plan interventions.

On 05/16/14 at 2:50 PM, RN #3 verified through ~ |
interview she received education from the Tacility =
related to falls, physician notification, and pain
monitoring. -

On 05/16/14 at 3:02 PM, LFN #5 verified through
interview she received education from the facility
related io physictan notification, the new falls
packet, pain assessment, seizures, and
determining the root cause of the falls.

On 05/16/14 at 3:03 PM, LPN #7 venfied through
interview she recelved education from the facility
related to physician notifieation, new falls packet,
seizures, condition changes, and pain.

On 05/16/14 at 3:30 PM, RN #4 verified through
interview she received education from the facility
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related to physician notification, status changas in
residents, seizures, falls, and pain assessment,

On 05/16/14 at 3:30 PM, RN #1 (MDS
Coordinator} verified through interview she
received education from the facility related to
notification in change of condition, pain
management, seizures, and falls packet. Further
interview revealed she assisted with daily clinical
rounds and assisted with review of falls for the
past 20 days to validate the root causes.

On 05/16/14 at 3:54 PM, LPN #6 verified through
interview she received education from the facility
related to falis, pain menitoring, condition
changes, selzures, pafient assessments, and
physician notification.

On 05/16/14 at 4:00 PM, LPN #8 verified through
interview she received education from the facility
related to the new falis packet, physician
notification, updating care'plans, seizures, -
condition changes, and pain assessment.

On 05/16/14 at 4:23 PM, the Physical Therapy
Program Director verified through interview she
was educated on the new process for clinical
rounds, falls, and the new falls packet.

On 05/16/14 at 4:25 PM, the SSD verified through
interview she assisted with the clinical rounds
daily {(Monday-Friday). She stated she did nat
receive the other education because she was not
clinicatl.

483.20(d), 483.20(k){1) DEVELOP
COMPREHENSIVE CARE PLANS

A facilily must usa the results of the assessment

F 157

F 279
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to develop, review and revise the rasident's “Thvis Plan of Correction ia the center's credible
comprehensive plan of care. i allegation of comphance.
The facility must develop a comprehensive care Preparation andfor execution of this plan of correction
lan f h resident that includ surable does not constituls admission or agreement by the
p an or eac resident tha ©$ mea ; ‘ provider of the truth of the facts alleged or conclustons
objectives and timetables to meet a resident's set forth in the Statement of deficiencies, The plan of
medical, nursing, and mental and psychesoclal correction is prapared and/or execured solely becausa
needs that are identified in the comprehensive it is required by the provisions of federal and state law.
assessment.

The care plan must describe the services that are
to be furnished to attain or maintain the resident’s
highest practicable physical, mental, and ¥279 it
psychosoclal well-being as required under l l
§483.25; and any services that would otherwise L. Corrective Action for Identified
be required under §483.25 but are not provided Resident(s)
due to the resident's exercise of rights under
§433.10, including the right to refuse treatment
under §483.10(b)(4).

Resident #1 wag discharged to home from the
center on 5/12/14. Resident #1°s care plan
was reviewed and revised to reflect cwrent
level of care on 5/10/14 by Interdisciplinary

Tt This REQUIREMENT ia not met as evidenced 1 Team (IDT).
by: o )
Based on interview, record review, review of the 11, ¥dentification of Gther Residents having
facility’s policy and procedures and raview of the potential to be affected
hospital's History and Physical and Consultation .
Report it was determined the facitity failed to ' On May 12" and 13™ 2014 a team of Licensed
revise the care plan for one (1) of six {6) sampled aurses including Unit Managers, Case
residents (Resldent #1) related to the resident's Managers, Medical Records Nurses, Directors
increased risk of ssizures. of Nursing, and Assistant Directors of Nuysing

- " | completed a review of all current residents.

Resident #1 was admitied to the facifity on This review included- assessing the resident ‘
03/12/14 after hospitalization for a séizure at using the Patient Mursing Evaluation, Pain :
home. A Comprehensive Care Plan was Assessments, Morse Falls Risk Assessments,
developed on 03/13/14, for Risk for Injury due to review for any seizure diagnosis, review of the
seizure activity with interventions to administer previous 30 days of progress notes, and
selzure medications/draw blood tevels per verifying the cave plan was updated

physician orders and selzure precautions. On
03/20M4, Resident #4 was found in bed having
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The facility's fallure to revise the care plan related
to seizures has caused or is likely to cause
serious injury, harm, impairment, or death to a
resident, Immediate Jeopardy was identified on
05/09/14 and was determined to exlst on
03/26/14,

The findings include:

Review of the facility's "Care Plans” policy and
procedures, dated 01/07/13, revealed a
comprehensive care plan would be developed for
residents consistent with the patisnt's specific
conditions, risks, needs, behaviors, prafsrences
and with standards of practice including
measurable objectives, intarventions/services,
and timetables to meet the resident's needs as
identified in the patient's assessment or as
identified in relation to the patient's response to
the interventions or changes In the patient's
condition. in addition, the plan of care is
developed besed on the resident's individual
needs.as identified by aséessments. Further

| review révealéd the care’ plan will be reviewed

and revised quarterly, annusally, and with
sighificant change in condition, or mere frequently
as needed. The care plan addresses risk factors
that might lead to avoldable decline in function
and reflect current professional standards of
practice,

1. Record review revealed the facilhy admitted
Resldent #1 on 03/12/14, with diagnoses which
inchided Diabetes Meﬁftus,;'Chronic Obstructive
Puirnonary Disease (COPD), Hyperiension,
Qonvulsions, Depression, ang Anxiety.

Review of the Hospital History and Physleal,
dated 03/02/14, revealad Resident #1 was

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES Is] . PROVIDER'S PLAN OF CORRECTION (x5}
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This Plan of Correction is the canter’s credibla
allegation of compliance,

Preparation andfor execution @l this plan of correction
does not conslitne admisslon or agreement by the
providar of the truth of the facts allsged or conclusions
sel forth in the statement of deficlencies. The Plan of
correciion is prepared and'or exscuted solely bacqusa
It is required by the provisions of, federal and state law,

I Systemic Changes

On Juge 16®, 2014 the Staff Development
Coordinator, Director of Nursing, and/or
Distriet Director of Clinical Operations
initiated education with all Licensed Nurses
related to the requirements of this regulation
and the procedure Comprehensive Plan of
Care. The Licensed Nurses were educated on
their responsibility to update a resident’s plan
of care with new problems, modified
interveptions, improvements and declines, and
. |-..OF goals attained for any resident as needed.
.| The education continued on Jine 17%, 18% 1o
2014, unti] all Licensed Nurses received it and
will be ongoing for any newly hired gurses by
the SDC,

On May 13® 2014 the Director of Nursing
implemented Interdisciplinary Clinjcal Rounds
daily (Monday- Friday) on each unit. These
rounds include the Director of Nursing, Unit

. Managers, MDS nurse or Case Manager, |
Social Services Director, and Therapy Program -
Director. The Weekend Supervisor Nurse will
be responsible to conduet this review on Sar-
Sun, The Clinieal Rounds will verlfy resident
care plans updated as needed with changes in
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admitted fo the hospital from heme due to the
resident having a selzure.

Review of the Initial Minfmum Data Set (MDS)
assessment, dated 03/19/14, revealed the facliity
assessed Resident #1°s cognition as cognitively
intact with a Brief Interview for Mental Status
(BIMS) score of nine (8), which indicated the
resident was interviewable. Additionally, the
facility assessed Resident #1 to require extensive
assistance with bed mobility, transfer, and
ambulation.

Review of Resident #1's Comprehensive Care
Plan, dated 03/13/14, revealed he/she was at risk
for injury refated to falls and seizure activity with
interventions initiated on 03/13/14 to participate in
the Falling Stars Program, remind to eall for
assistance, selzure precautions and o administer
anticonvulsant medications and draw blood for

| levels per physician orders. However, there was
-] no guidance to staff In the Plan of Care to define

what seizure precautions they were to implement
to ensure the ¢are plan met tha resident's
individualized needs.

Review of a Nurse's Note, dated 03/20/14 at 5:35
PM, revealed.when staff entered Resident #1's
room, the resident was In bed and showing signs
of seizure activity, The resident was turned on
his/her right side, vital signs were obtained and
the physician was called with orders recaived to
send to the resident to the Emergency Room.
Review of the Hospital Consultation Report, dated
03/20/14, revealed the resident was admitted to
thé hospital and the resident's anticonvulsant
medication was adjusted. Review of a Nurse's
Note, dated 03/22/14 at 1:48 PM, rovealed the
resident returned to the facllity

This Plan of Correction is the center’s credible
allegarion of compliance.

Preparation and/or execution of this plan of corraction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
sef forth in the statement of deficiencies. The plan of
correction is prepared and/or exectited solely because
it is required by the provisions of federal and state law,

resident ¢ondition and will verify newly
admitted residents care plans initiated.

As of 5-17-14 the daily clinical rounds form is
utilized as an audit tool (Daily Clinical Rounds
Form/Audit Tool) by the Director of Nursing
(DNS), RN Weekend Supervigor, RN Case
Manager, and/or Unit Manager (UM) to assist
in identifying findings (i.e, care plans that neeq
to be initiated and or revised) from the clinical
rounds that require additional follow up by the
IDT, This process is on-going to identify any

resident with the potential to be affected which”

will aflow for immediate correctivé action by
the IDT (Refer to the 2567 of 5/16/14 for the
definition of Clinical Rounds).

QOn an ongoing basis, The Director of Nursing,

Unit Manager, RN Weekend Supervisor and/of

The Registered Nurse Staff Development
Coordinator will conduct clinical education as
needed based on findings/irends of the Daily
Clinical Rounds Form/Audit Too} and the
recommendations of the Performance
Improvement Commities,

I¥. Monitoring |

The clinical rounds daily audit 100l was

implemented will be compleied by the
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Further review of the Comprehensive Care Plan,
dated 03/13/14, revealed there were no revisions
made 1o the care plan related to the resident's
seizures,

Review of a Post Fall Evaluation, dated 03/26/14,
revesled Resident #1 sustained an unwitnessed
fall from his/her bed at approximately 3:30 AM,
and when asked what had happened by staff the
resident stated *| don't know | just woke up and
was on the floor". Further review revealed
Licensed Practical Nurse (LPN) #1 assessed the
resident to have a bruise 1o the right cheek bone,
s0 she applied an ice pack and administered
Tylenot for pain, Review of the Nurse's Note,
dated 03/26/14 at 8:25 AM, revealed Resident #1
compiained of pain to histher face and his/her
nose was bteeding. The Physician was nofified at
the time, and an order was received to send
Resldent #1 to the Emergency Room, Review of

Hospital Discharge Instructions, dated 08126114, (.

revealed Resident #1 was diagnosed with Facial
Bone Fractures, Cervical Sprain, Head Injury,
Closed Head Injury without Cranial Wound, and
Unspecified State Level of Conaciousness.
Review of an Inpatient Operative Report, dated
04/09/14, revealed the resident had an Open
Reduction and Internal Fixation a right Malar
Complex Fraclure (Cheek bone) and returned to
the facility on 04/10/14.

ntarview with Resident #1, on 05/01/14 at 6:00
PM, revealed he/she had fallen from histher bed
on 03/26/14 at approximalely 3:30 AM and hefshe
did not knew how he/she had fallen to the floor
ouf of the bed. ‘

interview with Certificd Nurse Aide (CNA) #1, ob

. Committee... R )

This Plan of Correction is the cenler's credible
allegation of compliance.

Preparation and/or execution of this plan of corvection
does not constitute admission or agresment by the
provider of the truth of the facts allegad or conclusions
set forth in the Matameni of deficiencies. The plan of
correction is prepared andior executed solefy bacausa
it iz required by tha provisions of federal and siate law,

Director of Nursing {or Unit Manager, Staff
Development Coordinator, Case Manager, or
Weekend Supervisor when the Director of
Nursing is not available). This andit tool wili
identify any concerns with updating resident
agtification of physician or family.

Findings frora the audit tool will be tracked
and trended by the Director of Nursing weekly
and forwarded to the Performance
Improvement Commitree with further
education or actions taken as determined by the

By reviewing the findings of the tracking and
trending, the Performance Improvement
Committee will monitor the sffectiveness and
compliance with the plan weekly to validate
solutions is sustalned,

The Performance Improvement Committee
consists of the Executive Director, Director of]
Nursing, Unit Mavagers, Staff Development
Coordinator, Case Manager, MDS nurse,
Social Services Director, Activity director, and
Therapy Services Director, §
The Petformance Improvement Commirtec is |I
meeting weekly at this time, but will resume |
monthly meetings once substantial compliance
is achieved.
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05/09/14 at 9:50 AM, revealed she found
Reasident #1 on the floor by the bed when she
was walking by Resident #1's room around 3:00
AM on 03/26/14. The CNA stated she was not
sure how long the resident had been on the floor
but when she found the resident, he/she was
incontinent of stool.

Interview with the Registered Nurss (RN}
#5/Minimum Data Set (MDS} Ceordinator, on
06/02/14 at 1:60 PM (post survey interview),
revealed if a resident had a change in condition it
was the Charge Nurse's responsibility to update
the care plans. .

Post survey intervisws conducted with RN #2, on
06/04/14 al 3:00 PM, and LPN #2/Unit Manager

at 3:10 PM revealed the resident's care plan

should have been updated if there were any

changes with the resident. RN #2 stated that the

care plan should have been more individualized

for Resident #1 to include bed safety if shé hada |
sefzure in the bed. LPN #2 stated the she'would
have expected the care plan to be revised after a
hospitalization due to a seizure.

Interview with the Director of Nursing {DON), on
05/19/14 at 3:25 PM, revealed seizure
precautions were not specific interventions and
were Individualized according to the resident’s
individual needs. A Post Survey Interview was
conducted with the DON, on 06/04/14 at 3:15 PM,
and revealed he expected tha staff to look at the
carg but not necessarily revise it. The DON
stated the licensed staff shouild have addressed
the care plan with posslbly having identified
speoific interventions,

A Post Survey Interview with the Administrator, on
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06/04/14 at 3:18 PM, revealed If the residsnt had
a care plan for seizures she would have expected
the staff (o review and revise the caré plan as
neaded.

**The facility implemented the following actions to
remove the Immediate Jeopardy:

On 05/10/14, the facility's Nursing Management
Tearm which consisted of the Director of Nursing
(DON), Unit Manager, Case Manager, and MDS
Nurse, met and reviewed all current residents
with falis in the previous thiny (30) days to
validate the root cause identified, and care plans
were updated with appropriate interventions to
prevent reocculrence,

On 05/10/14, the DON revised the fails packet for
the licensed staff to use to investigate a fall at the
time of occurrence. This revision included a
Fall's Scene Investigation Report from the
Kentucky Qualily Improvement Organization
which will be used by the licensed nurses as a
guide to detsrmine the root cause with any falls
that ocour.

Cn 05/10/14, the Registered Nurse Staff -
Development Coordinator (RN SDC) andfor
designee to congist of the DON, and/or Unit
Managers, initiated education with all licensed
nuraes related to policy and procedures oh the
following topics: Pain Management, Reporting
Change of Condition to the Physician, Accidents
and Supervision to Prevent Accidents, Patient
Assessment, Seizure, Root Cauge Analysis, and .
Fall Response and Management. The education
continued on 05/11/44, 05/12/14, and 05/13/14
and is ongoing until alf icensed nurses have
altended. No licensed nurge may work until the
Evant ID:LWYZ11 Facillty 1D 100481 If sonlinuation sheat Page 21 of 76
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education has bgen received,

The Performance improvement {Pl) committee
met on 05/12/14 and discussed the root cause of
the adverse event on 03/26/14. In addition, all
clted deficient practice was discussed, The
Medical Director was notified via telephone
conference and approved the plan developed by
the Pl committee. Members of the Pl committee
in attendance Inciuded the Executive Direclor
{E:D), DON, Case Manager, Unit Managers, the
District Director of Clinical Operations (DDCO),
MDS Nurse, the Reglonal Vice President of
Clinical Operations (RVPCO), and the Divisional
Vice President (VP). The P! committee reviewed
and apptoved the plan and will meet weekly until
substantial compliance is achieved. During the
weekly Pl committee meetings, the committee will
review the results of the Daily Clinical Rounds
and monthiy pain audit, and track and trend the
audit tool findings to Identify need for further
.achons and/or educahon

On 05/12/14 and 05/13/14, the facility identified
residents who had the potential to be affected by
the alleged deficiont practice and all concarns
wete corrected,

Cn 05/12/14 and 05/13/14, the facility’s Unit
Managers, Case Managers, Medical Record
Nurses, DON, and Assistant Director of Nursing
{ADON) reviewed all current residents Progress
Notes for the previous thirty (30) days to identify
any changes of condition, verified physician and
family notification, and care plans were updated
to reflect the change in condition,

On 06/12/14 and 05/13/14, the facility's Unit
Managers, Casse Managers, Medical Record
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Nurses, DON, and ADON assessed every ¢urrent
resident using the "Patlent Nursing Evaluation™
ahd updated care plans as needed to reflect
current status of the residents. This assessment
included a pain assessment and a Morse Fall's
Risk Agsessment for every current resident,

On 05112/14 and 06/13/14, the facility's Unit
Managers, Cass Managers, Medlcal Record
Nurses, DON, and ADON reviewed every current .
resident for a diagnosis of seizure disorder and
validated the care plan to reflect tha diagnosis

and appropriate interventions.

On 05/13/14, the DON implemanted
Interdisciplinary Clinical Rounds daily
{Monday-Friday) on each unit. Thase rounds
included the DON, Unit Managers, MBS Nurse,
Social Services Diractor (SSD), and Therapy
Program Director. An audit tool will be completed
daily with the findings from the clinicat rounds,

The DDCO and/or Divisional VP will provide
weekly oversight by validating action plans are
implemented and attend facility P| commitiee
meetings until substantial compliance has been
determined.

Tha State Survey Agency validated the corrective
actions taken by the facility as follows:

Record review revealed Resident #1 was
discharged home to Horne Health services. On
05/12/14 and 05/13/14, the facility completed an
investigation which included interviews with staff
who provided care for Resident #1 on the date of
the fall (03/26/14}. In addition, the facility
completed a medical record review to attempt to
identify the roet cause,
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On 06/16/14, review of Residents #7,#8 and #9's
record revealed current care plans, pain
assessments, and Morse Falls Risk Assessments
had been completed. Progress Notes were
reviewed and no concerns were noted with
physician nofification or change of condition.

Review of the Inservice logs, on 05/16/14,
revealed all staff working had been Inserviced
on Pain Management, Reporting Change of
Condition to the Physician, Accidents and
Supervision to Prevent Accidents, Patient
Assegssment, Selzure, Root Cause Analysis, and
Fali Response and Management, The Inservice
was completed by facility staff which ineluded the
RN SDC, DON, and Unit Managers.

On 06/16/14 at 10:03 AM, the DON verified
through interview he provided inservies fo all staff
working, performed pain assessments, fall
assessments, reviewed every patdent for
diaghosis of seizure disorder, and validated care’
plans. In addition, he reviewed afl the falls far the
past ninety {90) days to ensure the root cause
was identified. Further interview revealed, that
he, along with the Unit Managers, SDC, MDS
Nurse, Social Services and Rehab inltiated tha
dally {Monday-Friday} Clinical Rounds.

On 05/16/14 at 11:16 AM, Registered Nurse (RN}
#2 (Unit Manager) and LPN #2 (Unit Manager)
verified through interview they assisted with i,
review of all falls for the last ninety (90) days at
the facility. In addition, they reviewed every
current resident for diagnosis of seizures and
validated the care plans, Furher interview
revesled they assisted with daily {Monday-Friday)
clinteal rounds. Each of them stated they
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recelved the education provided by the facility
related to falls, root cause, seizures, physician
notification, change of condition, and paln
assessment,

On 05/16/14 at 2:30 PM, LPN #4 verified through
interview he received education from the facility
related to the new falls packet, changs in
condttion, physician notification, seizures, and
care plan Interventions.

On 05/16/14 at 2:50 PM, RN #3 verified thraugh
interview she received education from the facility
related to falls, physiclan notifteation, and pain
monitoring. :

On 05/16/14 at 3:02 PM, LPN #5 verified through
interview she received education from the facllity
related to physleian notification, the new falls
packetl, pain asseasmant, selzures, and
determining the root cause of the falis.

On 05/16/14 at 3:03 PM, LPN #7 verified through
interview she received education from the facility
refated to physician notification, new falls packet,
seizures, condition changes, and pain.

On 05/16/14 at 3:30 PM, RN #4 verified through
interview she received education from the facility
related to physician notification, status changes In
residents, seizures, falls, and pain assessment,

On 05/16/14 at 3:30 PM, RN #1 (MDS
Coordinator) verified through interview she
received education from the facility related o
'| notiffcation in change of condition, pain
management, seizures, and falls packet. Further
interview revealed she asslsted with daily clinical
rounds and assisted with revisw of falls for the
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past 80 days to validate the root causes.

On 05/16/14 at 3:54 PM, LPN #8 verified through
interview she received education from the facility
refated to falls, pain monitoring, condition
changes, seizures, patlent assessments, and
physician notification.

On 05/16/14 at 4,00 PM, LPN #8 verified through
interview she recsived education from the facility
related to the new falls packet, physician
notification, updating care plans, seizures,
condition changes, and pain assessment.

Cn 05/16/14 at 4:23 PM, the Physical Therapy
Program Director verified through interview she
was educated on the new process for dlinical
rounds, fails, and the new falls packet.

On 05/16/14 at 4:26 PM, the SSD verified through
interview she assisted with the clinical rounds
daily (Monday-Friday), She stated she did not
receive the other education because she was not
clinical.

483.25 PROVIDE CARF/SERVICES F OR
HIGHEST WELL BEING

Ezch resident must receive and the facility must
provide the necessary care and services to atiain
or maintain the highest practicable physical,

.mental, and psychosocial wetl-being, in

accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced

F279

F 309

FORK CMS-2567{02-90) Pravieus Varsions Obsolste

Event |D:LWY 211

Facility ID; 100481 i cantinuation shest Page 26 of 76




>> 2708896089 P.28/77

-07- 8:59 RIS 4 : e
2014-07-23 0 PRINTED: 06/04/2014
DEPARTMENT OF HEALTH AND HUMAN SERVICES ‘ FORM AFPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGIENC!ES {X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
185142 B.WING_ 05/16/2014

STREET ADDRESS, CITY, STATE, ZiP CODE
401 INDIANA AVE

NAME CF PROVIDER OR SUPPLIER

HERITAGE MANOR HEALTH CARE CENTER MAYFIELD, KY 42066
%4y 1D SUMMARY STATEMENT OF DEFIGIENCIES 1D PROVIDER'S PLAN OF CORREGTION o8
BREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFX {EACH CORRECTIVE ACTION SHOULD BE COMPLETICN

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS.ZEFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
F 309 | Continued From p&ge 26 F 309
by: ) . ) This Plan of Correcston is tha canter's credible
Based on interview, record review, and review of allegation of compliance.

the facility's policies and procedures, it was

determined the faciiity fafled to ensure aach Preparation andfor execution of this plan af correcrion

dces not constitute admission or dagreement by the

resu;.ienl was prlo‘wded the r)ecessafy care and Provider of the truth of the faets alleged or conelusions
gervices to altain or maintain the highest . set forsh in the statement of daficiencies, The planof
practicable physical, mental, and psychosocial correction is prepared andfor executed solely becauye

well-being in accordance with the plan of cara for It ¢ requirad by the provisions of federal and stave lorw,

one (1) of six (8) samplad residents {Resident )
#1). The facliity failed to provide ongoing F309 ?}’I@/ i
assessments for Resident #1 after an

unexpiained and unwitnessed fali from the bed

which resulted in facial fractures and other s L Corrective Action for Identified

Injuries. Resident(s)

On 05/26/14, at approximately 3:30 AM, Resident Resident #1 was discharged to home from the
#1 had an unwitnessed fall from his/her bed and center on 5/12/14, Residenmt # 1 physician was
Was found to have bruising to the right notified of the change of condition on 3/26/14
cheekbone. The resident was given an ice pack on the day of the fall and again on 4/3/14 ofth%
and was administered Tylenol (pain medication), pein rolated to the injury and the CAT scan

as needed (PRN) for complaints of pain and results. The physician on 4/3/14 ordered no
 placed.on neurclogical assessments for S further revisions to the resident’s pain regime.
seventy-bvo (72) holifs, At 8:25 AM. Residant #07 o Resident #1 care plan was reviewed and

was identified to have a hoss bleed, coninued revised to reflect current level of care on
complaints of pain to the face and a dark 5/10/14 Interdisciplinary Team (1om).

discoloration to the right check anag bridge of
histher nose. The physician was contacted and

an order was received 16 send the resident to the 1I. Xdentification of Qther Residents having
Emergency Room (ER) at that time. Resident #1 potential to be affected

returned to the facility on 03/26/14 at 2:00 PM

and was diagnosed with Faclal Bone Fractures, On May 12" and 13 2014 a team of Licensed
Cervical Sprain, Head Injury, Closed Head Injury ourses including Unit Managers, Case

without ¢crantal wound, and Unspeoified Stata Masagers, Medical Records Nurses; Directors
Level of Consciousnass. In addition, the resident of Nursing, and Assistant Directors of Nursing
had discharge orders for Norco {narcotic pain complered a review of all current residents.
medication) 7.6/326 milligrams as needsd (PRN) This review included- assessing the resident
for pain and to follow up with Resident #1's using the Patient Nursing Evaluation, Pajn
Primary Care Physician in cne {1) to two (2) days Assessments, Morse Falls Risk Assessments,

"to recheck today's complaints if the tesident was
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The facility care planned Resident #1 for facial
fractures with an intervention to observe the
resident and report any changes to usual routine.
slenp pattern, decrease in functional abllitles,
decrease range of motion, withdrawal or
resistance to care. However, there wag no
documented evidence Licensed Staff agsessed
Resident #1 every shift after the change in
condition related to the facial fractures, In
addition, the facility falled to complete routine full
heurological assessments and pain assessments
per the facility's policy and procedures, Resident
#1 complained of paln to his/her face and
received narootic pain medicstion nineteen (19)
times betwaen 03/27/14-04/03/14, However,
there was no documented evidence the facility
assessed the resident’s pain to include the pain
scale rating, duration, intensity and character per
facility policy. Further review revealed there was

-no documented evidence the care plan was o
followed related to addressing the-resident's fack

of improvement and making the physiclan aware
of tha resident's change in condition. On
04/03/14, approximately eight (8) days after the
fell with facial fraclures, the Primary Care
Physician visited the facility to make routine
rounds and found ths resident with facial
fractyres and complaints of pain when he/fshe
openad hisfher mouth, The Primary Care
Physician ordered a consultation with an Ears,
Nose, and Throat Specialist (ENT). Residant #1
required surgery for repair of the Faclal Bone
Fractures and overnight hospitalization.

The facility’s failure to ensure each resident
received necessary care and services and failure
to provide an on-going assessment of Resident

This Plan of Correction is the center's credibfe
allegation of compliance,

Preparation andior execution of this Plan of correction
dows not constitule admission or agreeman by the
provider of the truth of the facrs alleged or conclusions
set forth in the statement of deficiencies. The plan of
garrection is prapared andlor executed solely becase
it is requived by the provisions offederal and state Imy,

Yeview for any seizore diagnosis, review of the
previons 30 days of progress notes, and
verifying the care plan was updated
accordingly. Any concerns identifiod were
corrected at that time,

As of 5/13/14 The DNS leading the
Interdisciplinary Team (IDT) conduct Clinjcal
Rounds. This process includes reviewing the
Change in Condition Report to identify
residents with a change in condition and
validate that the physician and family have
been notified, and reviewing necessary
supplemental assessmients (supplemental
assessment is defined as any assessment or
evaluation performed to obtain information to
further determine resident’s condition 10
enhance resident’s individualized plan of care),

As of 5-17-14 the daily clinical ronnds form is
utilized as an andit tool (Daily Clinical Rounds
Form/Audit Tool) by the Director of Nursing
{DNS), RN Weekend Supervisor, RN Case
Manager, and/or Unit Manager (UM} 10 assist
in identifyiing findings from the clinica) rounds
that require additional follow up by the IDT, .
This process is on-going 1o identify any
resident with the potential to be affected which
will allow for immediate corrective action by
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#1 after change _in Co,m,jmon has c_ausefj oris This Plan of Correciion is the center’s credibie
fikely to cause serious injury, harm, impairment, allegation of compliance,
or death to a resident. Immediate Jeopardy was :
identified on 05/09/14 and determined o exist on Proparotion and/or execution of this pla of correction
03/26/14, does Mot constitute admission oF agreemant by the
provider of the truth of the facts ollegad or conclusions
. sel forth in the statsment of deficiencies. The plar of
The findings inciude: correction is prepared andfor execuied solgly because
il is reguired by the provisions of federaf and siate law,
Review of the facility's policy and procedure titled, —_—
"Pain Management”, dated 08/31/13, revealed its the IDT (Refer to the 2567 of 5/16/14 for the
policy recognized a resident's right to be free of definition of Clinical Rounds).
pain and will promete pain relief through the use
of the pain management pfan during the patient's ' IDT members are: DNS, UMs, Staff
duration of stay at the facility. Further review Development Coordinator (SDC), Case
revealed the licensed nurse will communicate the Manager, Social Service Director, Activities
adequacy of pain management and/for changes in Director, Rehabilitation Manager
pain significance te the physician at admission
and as needed based on assessment and ITE. Systemic Changes
reassessment data throughout the resident's
stay. Pain is assessed at least every shift, when On May 13™ 2014 the Director of Nursing
a rasident complained of pain and after an implemented Interdisciplinery Clinical Rounds{
analgesic Is given to determing the effectiveness | . -| daily (Monday- Friday) on each unir. “These ™ 1™
"of the analgesic.’ When'pali'ls identified, ~ "7 T[T rounds include the Director of Nursing, Unit | "
assessment and documentation will include pain Managers, MDS nurse or Case Manager,
scale rating, locatlon, duration, intensity, and Social Services Director, and Therapy Program
characier, The plan of care is developed for Director. The Weekend Supervisor Nurse will
residents, documented and updated as needed. be responsible to conduct this review on Sat-
' . : Sun. The Clinical Rounds wil] verify ongoing
Review of the facliity's Neurological Assessments assessments and documentation in the medical
policy and procedures, last revised 10/31/10, record for residents experiencing a change in
revealed Neurological Assessment would be condition, physician and family have been
conducted every fifteen (15) minutes for the first notified, and the care plans updated as needed,
hour, every thirty (30) minutes for the next hour, - .
every hour for two (2) hours, then every four (4) ) As of 5-17-14 the daily clinical rounds form js
hours until the physiclan says it is no longer utilized as ag audit tool (Daily Clinical Rounds
necessary or in seventy—’wo_(?f&) hOL.JrS if patient's Form/Audit Tool) by the Director of Nursing
cendition |5 stable and'sho.v\.'_mg no signs and (DNS), RN Weekend Supervisor, RN Case
symptoms of neurological injury. Manager, and/or Unit Manager (UM) to assist
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Post Interview with the Administrator, on 06/03/14 This Plon of Correction is the center's cradif
at 3:00, revesled the facility did not have a policy allegation of compliancs.
that addressed resident assessments after the :
resldent had a change In condition. Freparation a{rd/or execufion of this plan of corraction
does not constitute admission or dgresment by the
Drovider of the vuth of the facts allegud or conclitsions
Record review revealed the facility admitted set forth in the statement of deficiencies. The pian of
Resident #1 on 03/12/14 with diagnoses which correction is prepared and/or exacuted solely beoayse
included Chronic Obstructive Pulmonary Disease it Is required by the provisions of fedsral and state lew.
{COPD), Diabates, Hypertension, Convulsions, - = -
Depression, and Anxiety. in jdentifying findings from the olinical rounds
that require additional follow up by the IDT,
Review of the Initlal Minimum Data Set (MDS) This process is on-going to identify any
assessment, dated 03/19/14, revealed the facility resident with the potential to be affected which
assessed Resident #1 as cognitively intact with a will allow for immediate corrective acrion by
Brief Interview for Mental Status (BIMS) score of the IDT (Refer to the 2567 of 5/16/14 for the
nine (9), which indicated the resident was definition of Clinical Rounds),
interviewable. Additionally, the facllity assessed
Resident #1 to require extensive assistance with
bed mobllity, transfer, and ambulstion, On May 10" 2014 the Staff Development
Coordinator, Director of Nursing, and/or Unit
Interview with Resident #1, on 05/01/14 at 6:00 Managers imitiated education with all Licensed
PM, revealed he/she was sent to the hospital on Nurses on following pelicies and procedires:
-03/26/14 after a fall,'and was dlagnosed with * Pain Management, Resident Assessment, and
faciat fractures, The resident stated she could Seizures, The education continued on May
feel the bones moving in hisfher face whon 11%, 12% and 13", 2014 unti] aif Licensed
he/she opened hig/her mouth, He/she stated the Nurses received it and will be ongoing for any
facility did not get him/her to the physician for two newly hired nurses by the SDC,
(2) veesks and he/she required surgery, Further
interview, on 05/05/14 at 12:30 PM, revealed On June 16™ 2014 the Staff Development
Resldent #1 reported to variols staff membars Coordinator, Director of Nursing, and/or
(resident doesn't recall staffs’ names or dates) for District Director of Clinical Operations
several days as he/she continued to be in pain initiated education with all Licensed Nurses on
and had difficulty eating, additional policies and procedures: Condition
. ‘Change of a Resident, Documenting Change o
Reviow of a Post Fall Assessment, dated Condition in the Medical Record,
03/26/14 at 3:30 AM, revealed Resident #1 had a Documenting Resident Health Starus, and
fall and was Identified with bruising to the right Documenting in the Medical Record. The
cheek bone and neurological assessments ware education continued on Tune 7% Ig‘h’ 19%
initiated. 2014, until all Licensed Nurses recejved it and
Event ID:LWYZ 1 Faclity ([D: 100481 If continuation shest Page 30 of 7§

“ORM CMS-2587(02-89) Previaus Varsions Obsolsle




2014-07-23 09:01
DEPARTMENT OF HEALTH AND HUMAN SERVICES

>> 2708896089 P 32/77

PRINTED: 08/04/2044
FORM APPROVED

OMB NO. 0938-0361

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {X7) PROVIDER/SUFFLIER/CLIA {X2} MULTIPLE CONSTRUGCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
185142 B.WING : 05/16/2014
STREETY ADDRESS, GITY, 8TATE, ZIP CODE

NAME OF PROVIOER OR SUPFLIER

HERITAGE MANOR HEALTH CARE CENTER .

401 INDIANA AVE
MAYFIELD, KY 42066

Review of a Nurse's Note, dated 03/26/14 at 8:25
AM, revealed Resident #1 complained of pain to
his/her face and his/her nose was bleeding after a
fall during the night. Further review revealed a
dark discoloration was noted to the resident’s
right cheek area and bridge of histher nose. The
Physician was notified and an order was raceived
to send Resident #1 to the Emergency Room.
Review of & Computerized Tomography (CT)
scan, completed oh 03/26/14, revealed the
resident had displaced facial fractures of the
anterior and lateral walls of the right maxiliary
sinus and buckling of the lateral wall of the right
orbit suggesting a fracture,

Review of Hospital Discharge Instructians, dated
03/26/14, revealed Resident #1 suffered Injuries
with diagnoses which included Facial Bone
Fracture, Cervical Sprain, Head injury, Closed
Head Injury witheut Cranial Wound, and

" | Unspecified State.Level of Qpnst:'fou&_ine'sé. o
1 Additional review revealed dis¢harge instrictions™ ™" T

to follow-up with the Primary Care Physician in
one (1) to two (2) days, if no improvement,
Further review of the discharge instructions
revealed a new order for & narcotic pain
medication,; Norco 7.6/325 milligrams (mg) PRN
for pain control,

Review of Resident #1's Comprehensive Care
Plan for,"| have Acute Pain because | have faciat

fractures”, dated 03/26/14, revealed an

intervention to observe the resident and report
changes in hisher usual routine, sleep patterns,
decrease In functional abilities, decrease range of
motion and withdrawal or resistance to care.
However, thare were no interventions to address
assessing the resident for pain.

" Coordinator will conduet clinjeal education as

(%4)1D SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORRECTION X5
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLENGN
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This Plan of Correction is the center's cradible
allegation of compliance.

Preparation andlor exacution of this plan of carrection
does rof constitute admission or agreeniar by the
provider of the truth of the facts aileged or conchesions
sel forth i the statement of deficiencies, The Dblanqgf
corvaction is prepared andior executed solaly baeause
itis required by the provisions of federal and state law,

will be ongoing for any ne\’;fly hired nurses by
the SDC,

On an ongoing basis, The Director of Nursing,
Unit Manager, RN Weekend Supervisor and/or
The Registered Nurse Staff Development

needed based on findings/trends of the daily
clinical rounds form/andit t0o] and the
recammendations of the Performance
Improvement Committee,

The District Diréctor of Clinical Oporations, |
Director of Niw'sing, and/or Unit Managers wil
conduct a monthly pain audit reviewing ali
residents rost recent pain assessment score
and pain scales for residents with orders for
routine or prn pain medications. The physician
will be notified of any needed pain medication
recommendations. The frequency of this audit
will be monthly yet may be adjusted as
directed by the Performance Improvement
Comunittee once substantial compliance is
achieved, o

IV. Monitoring

The clinical rounds daily audit tool is
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This Plan of Corraction is the center's cradible
Review of a Nurse's Note, dated 03/26/14 at 8:25 aflegation of compliance.
AM, revealed Resident #1 complained of pain to ’
histher face and hisfher nose was bleeding aftera
fall during the night, Further review revealed a
dark discoloration was noted {o the resident's
right cheek area and bridge of his/her nose, The
Physician was notified and an order was received
to send Resident #1 to the Emergency Room,
Review of @ Computerized Tomography (CT)
scan, completed on 03/26/14, revealed the
resident had displaced facial fractures of the
anterior and lateral walls of the right maxiflary
sinus and buckling of the Iateral wall of the right
orblt suggesting a fracture,

Praperation andior sxscutlon of this plan of corrction
does nof constitute admission or agreentant by the
provider of tha trutfy of the fucts alleged or conetusions
sel forth in the statement of doficiencies, The plan.af
corvection is prepared andlor executed sofely beeaise
itis required by the provisions of federal and statg faw,

will be ongoing for any ne\';'ly hired nurses by
the SDC,

On an ongoing basis, The Director of Nursing,
Unit Manager, RN Weekend Supervisor and/o;
The Registered Nurse Staff Development

" Coordinator will conduct clinjeal education as
needed based on findings/trends of the daily

Review of Hospital Discharge Instructions, dated
clinical rounds form/audit too] and the

03/28/14, revealed Resident #1 suffared Injuries
with diagnoses which included Facial Bone recommendations of the Performance

Fracture, Cervical Sprain, Head Injury, Closed Improvement Committes,

Head Injury without Cranial Wound, and _
00U L Unspecified State.Level of Consciousness, """ [' ™" | The Dismict Diréctor of Clinical Operations, |~ I~
' - [ Additional review revealed diséharge instiuctions” = Director of Nursing, and/or Unit Managers wil]
to follow-up with the Primary Care Physician in conduct a monthly pain audit reviewing all

ona (1) to two (2) days, if no Improvement, residents most recent pain assessment score
Further review of the discharge instructions and pain scales for residents with orders for

-fractures”, dated 03/26/14, revealed an

revealed @ new order for a narcofic pain
medication, Norco 7.5/328 miiltgrams {mg) PRN
for pain control,

Review of Resident #1's Comprehensive Care
Plan for,"l have Acute Pain because | have facial

Intervention to observe the resident and report
ohanges in histher usual routine, sleep patterns,
decrease in functional abilities, decrease renge of
motion and withdrawal or resistance to care,
However, there were no interventions to address

assessing the resident for pain,

routine or pin pain medications. The physician
will be notified of any needed pain medication
recommendations. The frequency of this audit
will be monthly yet may be adjusted s
directed by the Performance Improvement
Committee once substantial compliance is
achjeved, o

IV. Monitoring

The clinical rounds daily audit tool is
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Review of Resident #1's Neurological Recorg
form revealed staff should conduct neurclogical
assessments every fifteen (16) minutes for the
first hour, every thirty (30) minutes for the next
hour, every hour for two (2} hours, then avary four
{4} hour for the remainder of the seventy-two {72)
hours. Review of Resident #1's Neurological
Assessments, dated 03/26/14-03/29/14 revealed
one of the every thirty {30) minute assessments;
two (2} of the every four {4) hour d@ssessmenis
were not conducted; and, seven {(7) of the
agsassments were incomplete,

Review of the Nurse's Notes, dated
03/25/14-04/03/14 revealed there was no
documented evidence the Licensed Nurses
conducted assessments of Resident #1
consistently every shift related {0 the resident's
change in condilicn due to the faclal fractures.

Review of Resident #1's Narcotic Count Record
for Norco 7.5 mgf326 mg PRN for facialjaw pain
revealed the resident received ninateen {19)
doses of the medication betweon 03/27/14
through 04/03/14. However, review of the March
and April 2014 Medication Administration Records
{MAR) and Nurse’s Notes from 03/27/14 1o
04/03/14 revealed there was no documerited
evidence the staff assessed the resident's pain
for the rating, duretion, character and Intensity
prior to or after the administration of the pain
medication. In addition, there was no evidence
tha resident had a PRN medicstion sheet.

Pést survey interviews conducted on 06/04/14 at
3:00 PM with Registered Nurse {RN) #2/Unit
Manager, and at 3:10 PM with LPN #2 revealed
pain assessments were conducted before and

This Plan of Correction is the center's credible
allegarion of compliance.

Preparation andfor execution of this plan of correction
doas nol constitute admission or agreamant by fhe
providsr gf the rruth of the facts alleged or conclusions
sal Jorth in the statement of deficisncies. The plan of
corraction is prepared and/or execuied solely because
itls required by the provisions of federal and state lavw.

completed by the Director of Nursing (or Unit
Manager, Staff Development Coordinator,
Case Manager, or Weekend Supervisor when
the Director of Nursing is not available). This
audit tool will identify any concerns with
ongoing assessments needed related to
resident change in condition.

Findings from the audit tool will be tracked
and trended by the Director of Nursing weekly
and forwarded to the Performance
Improvement Coromittee with further
.education or actions taken as determined by thg .

Committes. ‘

Additionally, the findings from the Monthly
Pain Audit will be tracked and trended by the
Director of Nursing and forwarded to the
Performance Improvement Committee with
further education and/ or follow up actions
.taken as determined by the Committee. The
frequency of this audit may be adjusted
according to the Performance Improvement
Committee.

By reviewing the findings of the tracking and
trending weekly, the Performance
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after pain medication was administered and
should include the level of pain on a scale of one
to ten {1~10}, duration, intensity, and character,
The assessments were documented on the
Nurse's Notes and the back of the MAR and on a
PRN {as needed) medication sheet, RN #2
slated the PRN medication sheets were not used
for Resident #1.

Interview with Certified Nurss Aide (CNA) #1, on
05/09/14 at 9:50 AM, revealed Resident #1
continued to complain of pain to his/her face and
Jaw for several days after the fall and he/she
reported the complaints of pain to the nurse.

interview with Licensed Practical Nurse (LPN) #1
(Charge Nurse}, on 05/06/14 at 8:20 AM,
revealed Resident #1 continued to complain of
pain for several days after the fall and she did not
notify the physictan. LPN #1 stated she expeoted
the resident to have pain and she thought

. Res:dent #1-would. haal

-

Rewew of a Nurse s Note, dated 04/03/‘[4 at 4: 1‘9
PM, revealed Resident #1's physician completed
routine rounds at the facllity and examined the
resident. Resident #1 complained of pain when
he/she attermpted to open his/er mouth and the
physician ordered a consultation with an Ears,
Nosm Throat (ENT) Specialist,

interview with Resident #1's Physlician, on
03/06/14 at 1:17 PM, revealed the facility had not
made him aware Resident #1 had sustained
facial fractures. The physician stated he found
but the resident had facial fractures on 04/03/14
when he conducted his routine visit to the faclity
and made rounds, He revealed he referred the
rasident o an ENT for evaluation. Further

This Plan of Correction {5 the conter's credible
allegation of compliance.

Prepararion and/or execution of this plan of corraction
doas not constifule admission or agreement by the
provider of the truth of tha facts alleged or conclusions
sef forth in the statement of deficiencies. The plan of
correciion i3 prepared and/or executed selely bacause
it is requived by the provisions of federal and state law,

Improvemnent Committee will monitor the
effectiveness and compliance with the plan

weekly to validate solutions are sustain

The Performance Improvement Committee
consists of the Executive Director, Director of
Nursing, Unit Managers, Staff Development

Coordinatér, Case Manager, MDS nurs
Social Services Director, Activity direc
Therapy Services Director.

The Performance Improvement Committee ia
_meeting weekly at-this time; but wilt resume Coe-
monthly meetings once substantial compliance] -

is achieved.

ed,

e"
tor, and
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interview revealed, he would have expected the
facility to have made him aware of the fractures
and Increased pain. He revealed the resident
should have been seen by a Speciallst
immediately due to the resident's facial fractures.

Review of a Physician's Note, dated 04/08/14,
reveated Physiclan #2 (ENT Specialist)
determined Resident #1 had a Right Malar
Complex Fracture and he scheduled Resident #1
for surgery for an open reduction and internal
fixation (ORIF) the next day, on 04/00/14,

Review of an Inpatient Operative Record, dated
04/09/14, revesled Resident #1 was diagnesed
with & severely impacted right malar complex with
& step off at the orbital rim of approximately one
(1) centimeter (cm), one {1) em of depression

and rotation of malar complex into the right
maxillary sinus. The pracedure completed was
an Opsen Reduction and Internal Fixatien of the
right matar complex (tripod-fracture through B : ' n T o
various approaches. = - - Co ' R B ' T o

Interview with LPN #3, on 05/05/14 at 1:45 PM,
revealed Resldent #1 reported on several
occasions he/she felt pain in hisfher face/jaw
from the injury. LPN #3 stated usually was
around medication time. Further interview
revealed she did not notify the primary care
physician per the discharge order and stated she
thought it was minor fractures,

interview with Registered Nurse (RN) #2 (Unit
Manager), on 05/06/14 at 10:37 AM, revesled
betause Resident # reported hister pain was
controfled with the narcotic pain medication, they
felt they dld not need to follow-up with the
resident's family physician. In addltion, she

IRM CMS-2567{02-29) Praviaus Varslons Obzeolete Event ID:LWYZ41 Factiity !D: 100481 It continuation ehest Page 34 of 76




»>. 2708896089 P 36/77

2014-07-23 09:06 PRINTED: 06/04/2014
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391

STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUGTION {43) DATE SURVEY
AND PLAN Of CORRECTION IDENTIFICATION NUKBER: : A BUILDING COMPLETED
c
185142 8. WING — | osMs2014
STREET ADDRESS, CITY, STATE, I CODE

NAME OF PROVIDER OR SUPPLIER
401 INDIANA AVE

EALTH CA :
HERITAGE MANOR HEALTH CARE CENTER MAYFIELD, KY 42066
x4} ID SUMMARY STATEMENT OF DEFIGIENGIES 1D PROVIDER'S PLAN OF CORREGTION s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE EOMFLETIEN
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
F 309 | Continued From page 34 F 308

stated she felt the hospital Emergency Room
(ER) physician should have let them know the
resident's fractures were dispiaced.

Interview with the ENT Speciafist (Physician #2),
on 05/08/14 at 12:30 PM, revealed the resident
was at greater risk for complications due to an
existing diagnosis of Diabetes and would
potentially have a slower healing ime and be at
increased risk for infection. Physictan #2
revealed, on examination, he could feel a
"significant step off* at the site of the broken
bone. The physician stated the location and type
of fractures could interfere with various activities
and chewing would be painful due to the large
muscles attached 1o the fractured bones required
for chewing. In addition, Physician #2 stated he
had to use plates and screws to repair the
fractures due to the extent of the infury. Further
interview revealed Physician #2 stated it would
have been optimal for the residant to have been
seen sooner after the fractures were diagnosed. . . -
rather than two. (2} weeks later, . :

Post Interviews with the Director of Nursing
(DON), on 06/04/14 at 3:15 PM, revealed he was
mainly coneerned with the pain rating before and
after the pain medication was administered and
not as concerned with the intensity and duration.
He stated he expected the pain assessments to
be documented In the Nurse's Notes and/or back
of MAR. When asked about the facility's policy
for pain assessments he ravealed it was the
facility's policy to assess end document pain
scale rating, location, duration, intensity and
character,

Interview with the Adminlstrator, on 05/08/14 at
9:07 AM, revealsd she felt like the facility acted
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appropriately, assessed the resident and did
nothing wrong. Post Interview with the

| Administrator, on 06/04/14 at 3:18 PM, revealed
she expected slaff to look for signs of pain; verbal
or non verbal, and determine if the PRN
medication was effective, The Administrator
stated she also expected the licensed staff to use
their nursing judgment related to pain
asgessments and documentation. When asked
about the facility's policy related to pain
assessments the Administrator stated, "The staff
should follow the policy if in fact it is the poliey".
Howaver, interview with the DON, on 06/04/14 at
3:16 PM, revealed this was the faciity's policy.

"*The facility implemented the following actions to
remove the Immedlate Jeopardy:

On 05/10/14, the facility's Nursing Management
Team which consisted of the Director of Nursing
(DON), Unit Manager, Case Manager, and MDS  ___ | SO ) e e
Nurse, met and reviewed all aurrent residents... . . ) . -
with falls in the previous thirty (30} days to
validate the root causé identified, and care plans
were updated with appropriate interventions to
prevent reoceurrence,

On 05/10/14, the DON revised the falls packel for
the licensed staff to use to Investinate a fall at the
time of occurrence, This revision included a
Fali's Scene Investigation Repont from the
Kentucky Quality improvemesnt Organization
which will be used by the licensed nurses as a
guide to determine the root cause with any falls
that oncur.

-On 06/10/14, the Reglstered Nurze Staff
Development Coordinator (RN SDC) and/or
designee fo consist of the DON, and/or Unit
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Managers, initiated education with afl licensed
nurses related to policy and procedures on the
following topics: Paln Management, Reporting
Change of Condition fo the Physician, Accidents
and Supervision to Prevent Accldents, Patient
Assessment, Selzure, Root Cause Analysis, and
Fall Response and Management. The aducation
continued on 06/11/14, 05/12/14, and 05/13/14
and is ongoing until all icensed nurses have
altended. No Neensed nurse may work until the
education has bean recelved.,

The Performance Improvement (P1) committes
met on 05/12/14 and discussed the root cause of
the adverse event on 03/26/14. In addition, all
cited deflcient practice was discussed. The
Medical Diractor was notified via telephone
conference and approved the plan developed by
the Pt committee. Members of the Pl committee
in attendance in¢luded the Executive Director
(ED), DON, Case Manager, Unit Managers, the
District Director of Clinical Operations {DDCOY, * |
MDS Nurse, the Regional Vice Presidentof =
Clinical Operations (RVPCOY), and the Divisional
Vice President (VP), The P| committee reviewed
and approvad the plan and will meet weekly untif
substantial compliance is achieved, During the
weekly | committee meetings, the committee will
review the results of the Daily Clinical Rounds

and monthly pain audit, and track and trend the
audit tool findings to Identify need for further
actlons and/or education, '

On 05/12/14 and 05/13/14, the facility identified
[residents who had the potential to be affected by
the alleged deficient practice and all concerns
were cofrécted,

On 05/12/14 and 05/13/14, the facliity's Unit
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Managers, Cass Manzgers, Medical Reeord

Nurses, DON, and Aasistant Director of Nursing
'| {ADON]) reviewed all current residents Progress
Notes for the previous thirly (30) days to identify
any changes of condition, verified physician and
family notification, and eare plans were updated
fo reflect the change in condition,

On 05/12/14 and 05/13/14, the facility's Unit
Managers, Case Managers, Medical Record
Nurses, DON, and ADON assessed every current
resident using the "Patient Nursing Evaluation”
and updated eare plans as needed to refiect
current status of the residents. This assessment
included a pain assessment and a Morse Fall's
Risk Assessment for every current resident,

On 05/12/14 and 05/13/14, the facllity's Unit
Managers, Case Managers, Medical Record
Nurses, DON, and ADON reviewed every current
resident for a dlagnosls of seizure disorder and
validated the care plan to raflect the diagnosis
and appropriate intérvélitions. e e S
On 05/13/14, the DON Implemented
Interdisciplinary Clinical Rounds daily
{Monday-Friday) on each unit. These rounds
Inctuded the DON, Unjt Managers, MDS Nurse,
Soclelf Services Director (SSD), and Therapy
Program Director, An audlt too! will be completed
dafly with the findings from the dlinical rounds.

The DDCO and/or Divisional VP wiil provids
weekly oversight by validating action plans are
implemented and attend facility PI committee
meetings until substantlal compiiance has been
determined,

The State Survey Agency validated the corrective
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actions taken by the facllity as follows:

Record review revealed Resident #1 was
discharged home to Home Health services. On
05/12/14 and 05/13/14, the facllity completed an
investigation which included interviews with steff
who provided care for Resident #1 on the date of
the fall (03/26/14). In addition, the facility
completed 2 medical record review to attempt to
identify the root cause.

On 06/16/14, review of Rasidents #7, #8 and #9's
record revealed eurrent care plans, pain
assessments, and Morse Falis Risk Assessments
had been completed. Progress Notes were
reviewed and no concerns were noted with
physician notification or change of condltien,

Review of the inservice logs, on 05/16/14,
revealed all staff working had been inserviced
on Pain Management, Reporting Change of
Condition to the Physician, Accidents and-
Supervision to Prevent Accidents, Patient*
Assessment, Seizure, Root Cause Analysis, and
Fall Response and Management. The inservice
was completed by facility staff which Included the
RN SDC, DON, and Unit Managers.

On 05/16/14 at 10;03 AM, the DON verifled
through interview he provided inservice to all staff
working, performeéd pain assessments, fali
sssessments, reviewed every patient for
diagnosis of seizure disorder, and validated care
plans. In addition, he reviewad all the falls for the
past ninety (90) days to ensure the root cause
was identified. Furiher Interview revealed, that
he, aleng with the Unit Managers, SDC, MDS
Nurse, Soclal Services and Rehab initiated the
daily {Monday-Friday) Clinical Rounds.
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related to physician nofification, status changes in
residents, selzures, falls, and pain assessment.

On 05/16/14 at 3:30 PM, RN #1 (MDS
Coordinator) verified through interview she
recelved education from the facility related to
nofification in change of condition, pain
management, sefzures, and falls packet. Further
Interview revealed she assisted with daily clinical
rounds and assisted with review of falls for the
past 90 days to validate the root causes,

On 06/16/14 at 3:54 PM, LPN #6 verified through
intarview she recelved education from the facility
related to falls, pain monitoring, condition
changes, seizures, patient assessments, and
physician notification.

On 05/16/14 at 4:00 PM, LPN #8 verified through
interview she received education from thé tactlity
related fo the new fells packet, physician
notification, Updating care plans, seizures, ‘
condition changes, and pain asséssiient. '~ * ¢

On 05/16/14 at 4:23 PM, the Physical Therapy
Program Director verlfied through interview she
was educated on the new process for clinical
rounds, falls, and the new falls packet.

On 06/16/14 at 4:25 PM, the SSD verified through
interview she assisted with the clinical rounds
dally (Monday-Friday). She stated she did not
recejve the other education becausa she was not
clinical,

F 323 483.25(h} FREE OF ACCIDENT F 323
§8=4 | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
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environment remains as frae of accldent hazards
as is possible; and each resident recelvas
adequate supervision and assistance devices to
prevent scclidents.

This REQUIREMENT is not met as evidenced
hy:

Based on interview, record review, and review of
the facility's policy and procedures, it was
determined the facility failed to ensure sach
resident was free of accident hazards for threa
(3) of six (6} sampled residents (Residents #1, #2
and #3),

Resident #1 was admitted to the facility on
03/12/14 after hospitalization due to having a
seizure at home. On 03/20/14, Resident #1 was
found having seizure activity in his/her room in
bed and thé. rasident was sent o the hospital.
The resident's seizure medication was adjusted ™~
and the resident returned to the facility on
03/22/14. However, review of the
Comprehensive Care Plan, revealed there were
ho revisions made to the care plan relatad to the
resident’s seizure activity In bed and the
resident's safety.

On 03/26/14, at approximately 3:30 AM, Resident
#1 had an unwitnessed fall from his/her bed and
was unable to volce what happened. Resident #4
was found sitting on the fleor beside hisher bed
and when asked by the staff what happened, the
Tesident stated, "I don't know, { just woke up and |
was on the floor." Resident #1 was assessed by
Licensed Practical Nurse (LPN) #1 and was
found to have bruising to the right cheekbone, At

| Tesident #1 on 3/26/14, as well as medical T
record review to anempt to identify root caused
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This Plan of Corraction is the center's credible
allepation of compliance,

Preparasion andfor executlon of this plan of correciion
does not constinie admission pr agreéement by the
providar of the iruith of the facts alleged or conclusions
sat forth in the stadument of doficiencies. The plan of
correction Is prepared andlor executed solely because
it is required by the provisions of federal and stare {eny,

F323

L. Corrective Action for Ideptified 3 , e { }L}
Resident(s)

Resident #] was discharged to home from the
center on 5/12/14. On 5/12/14 and 5/13/14 the
facility Execurive Director and Director of
Nursing completed an additional Investigation
to include interviews with staff who cared for

for the fall. The care plan was reviewed and
revised as needed as part of that vestigation,
By May 13, 2014, all cuwrrent residents were
reassessed Unit Managers, Case Managers,
Medical Records Nurses, Director of Nursing,
and Assistant Director of Nursing including
resident #1 using the Patient Nursing
Evaluation, and Morse Falls Risk assessment
and updated the care plan as needed to reflect
current status of the resident.

Resident #2 care plan was reviewed by the
Interdisciplinary Team (IDT) and updated on
3/20/14. By May 13, 2014, all current
tesidents were reassessed Unit Managers, Case]
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8:25 AM, Resident #1 was identified with a nose
bleed and the physician was notified with an order
received to sznd the resident to the Emergency
Room (ER). Resident #1 returned to the facility
on 03/26/14 at 2:00 PM with dlagnoses which
included Faclal Bone Fracture, Cervical Sprain,
Head Injury, Closed Head Injury without Cranial
wound, and Unspecified State Level of
Consciousness. On 04/03/14, the physician
visited the facility to make routine rounds found
the resident to have facial fractures and
complaints of pain when he/she attempted to
open his/her mouth. The physician ordered a
consultation with an Ear, Nose, and Throat (ENT)
Specialist. Resfdent #1 was seen by the ENT
Specialist on 04/08/14 and was scheduled for
surgery on 04/09/14 for an Open Reduction
Internal Fixation (ORIF) with the diagnosis of a
severely impacted right malar complex with
step-off at the orbital rim and rotation of malar
complex into the right maxiltary sinus. The
procedure required. surgical plates and screws for, .
repair. There was'no documented evidente the
faclity Investigated the restdent's fall to determine

| the causal factor of this fall to implement

interventions to prevent further falls and injury.

Additionally, the facility failed to provide adequate
supervision to Resident #2, On 03/20/14,
Resident #2 was in his/her room Unsupervised
and fell out of @ "Broda” chalr and sustained g
skin tear o the left elbow and a "knot” to the left
side of the forehead., Howsver, revigw of
Resident #2's care plan revealed the resident
should be in the hallway or other visible arca
Wwhen in his/her chair, In additlon. there was no
documented evidence the facility investigated this
fall to identify the causal factor of this fall,
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This Plan af Correction is the center's credible
affegation of compliance.

Preparation and/or execution of this plan of correction
does Nol constitute admissien or agreament by tha
provider of the truath of the faces alleged or conclusions
set forth in the statement of daficiencies. The plan of
correction is prepared andior executed solely because
U is reguired by the pravisions of federaf and state law,

Managers, Medical Records Nurses, Director
of Nursing, and Assistant Director of Nursing
including resident #2 using the Patient Nursing
Evaluation, and Morse Falls Risk assessment
and vpdated the care plan as needed to reflect
current status of the resident. A root cauge
analysis was conduated on 7-15-14 by the
Regional Quality Specialist for Resident #2 to
determine causative factors related to the
resident fal. The care plan was reviewed at
that time.

Resident #3 was alert and oriented and
transterred self. Resident #3 was serit to
hospital and upon return on 2/26/14 the IDT
reviewed the care plan and updated
accordingly. By May 13, 2014, all current
residents were reassessed by Unft Managers,
Case Managers, Medical Records Nurses,
Director of Nursing, and Assistant Director of
Nursing including resident #3 using the Patjent
Nursing Evaluation, and Morse Falls Risk
assessment and updated the care plan as needed
to reflect current status of the resident. A root
cause analysis was conducted on 7-15-14 by
the Regional Quality Specialist (RQS) for
Resident #3 to detenmine causative factors
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On 02/20/14, Resident #3 was found sitting on
the floor, scréaming In pain. Hefshe had failen
and his/her {eg went back underneath him/her.

Resident #3 was sent to the Emergeney Room on-

02/20/14 and was admiited at that ime and
diagnosed with a femur fracture, which required
surgery. However, there was no documented
evidence the facility investigated this fall to
identify the causal factor of the fall.

The facility's failure to ensure each residant was
provided adequate supervision to prevent
accidents has caused or js likely to cause serious
injury, ham, impairment or death to a resident.
immediate Jeopardy was identified on 05/09/14
and was determined to exist on 03/26/14, -

The findings inciude:

Review of the facility's policy and procedurs titied,
"Accidents and Supervision to Prevent
AccideTits”; dated 04/28/11, revealed the facility
will provide an environment free from accident
hazards over which it has control and will provide
supervision and assistive devices to each
resident to prevent avoidable accidents. In
addition, the policy stated the processes were
designed to'identify hazards and risks, evaluate
and analyze hazards dnd rieks, implement
interventions to reduce hazards and risk, and
monitor for effectiveness, and modify approaches
when necessary. Further review revealed the
facllity will evaluate the causal factors which lead
to a resident's fall fo hélp support relevant and
consistent interventions to try to prevent future .
occurrences, Proper actions following a fall
include to ascertain if there were injuries, provide
treatment as necessary, determine what may
have caused or contributed to the falf, address

{ Imterdisciplinary Team {(IDT) conduct Clinical

. updates and assessments and subsequent

This Plan of Correction is the canter's cradible
allegation of compliancs.

Preparation and/or execution f this plan of eorrection
do2s not congtinue admission or dgreement by the
provider of the truth of the facts allegad or conclusions
séi forth in tha statement of dsfictencies. The plan of
correction is praparad and/or executed solely because
it is réquivad By the provisions of federal and stare law.

related to the resident fall, The care plan was
reviewed at that time.

IL Identification of Other Residents having
potential to be affected

On May 10® 2014 the Director of Nursing,
Unit Managers, Case Manager, and MDS nurse
met and reviewed all current residents with
falls in the previous 30 days to validate root
causc identified and care plan updated with
appropriate interventions to prevent
reoccurTence. Any concerns were corrected at
tha,t timc. R i) . Ve . . P

As of 5/13/14 The DNS leading the

Rounds. This process includes reviewing the
Change in Condition Report 1o identify
residents with a change in condition and
validate notification of MD/farily, careplan

findings have been reviewed and resolved by-
the IDT and or licensed nurse,

As of 5-17-14 the daily clinjea) rounds form is
utilized as an audit tool (Daily Clinical Rounds
Form/Audit Tool) by the Director of Nursing
(DNS), RN Weekend Supervisor, RN Case

FORM CM35-2361{02-99) Previoys Versions Obsolata

Eveal iD:LWYZ31

Facillty 10} 100481

If comtinuation sheet Paga 44 of 76




201450853 S HEALTH AND HUMAN SERVICES

> 2708896089 . B 40408 00+

FORM APPROVEL
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF CEFICIENCIES (X1} PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION . {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
185142 B. WING 05/16/2014

NAME OF PROVIDER OR SUPPLIER

HERITAGE MANOR HEALTH CARE CENTER

STREET ADDRESS, CiTY, STATE, 2P CODE
401 INDIANA AVE
MAYFIELD, KY 42066

the factors for the fall, and revige the resident's
care plan and or faciiity practices, as needed 1o
reduce the likelihood of another fall, Additionally,
the policy revealed all aceldents, including falls,
will be investigated and a plan of action
developed to prevent the aceident from recutrng,

1. Record review revealed the facility admitted
Resident #1 on 03/12/14, with diagnoses which
included Diabetes Meflitus, Chronic Obstructive
Pulmonary Disease (COPD), Hypertension,
Convulsions, Depression, and Anxiety,

Review of the Initial Minimum Data Set (MDS)
assessment, dated 03/19/14, revealed the facility
assessed Resident #1's cognition as cognitively
intact with a Brief Interview for Mental Status
(BIMS) score of nine (9), which indicated the
resident was interviewabla, Additiomally, the
facitity assessed Raesident #1 to raquire exlensive
assistance with bed mobiity, transfer, and
ambuiation.

Review of Resident #1's Comprehensive Care
Plan, dated 03/13/14, revealed he/she was at risk
for Injury related to falls and selzure activity,
Interventions dated 03/13/14 included the Falling
Stars Program and remind to cali for assistance.
Review of a Nurse's Note, dated 03/20/14 ai 5:36
PM, revealed Resident #1 was found in the bed
having seizure activity; however, review of the
care plan revealed it was not revised to Include
any interventions to address the resident's safely
in bed if he/she should have a seizure.

Review of a Post Fali Evaluation, dated 03/26/14,
revealed Resident #1 sustained an unwitnessed
fall from his/her bed at approximately 3:30 AM.
The resident stated, “I just woke up and was on
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This Plan of Correction is tie canter’s credible
allsgation of corpliance.

Preparation andor execution of this plan of correction
does riot consiitule advmiission or agreement by the
provider of the truth of the facts alleged or conclusions
el forth in the statement of defictencies, The Plan of
correciion s prepaved end/or exeouted Solaly bacavsa
1t s required by the provisions of federal and state iy,

Manager, and/or Unit Manager (UM) to assist
in identifying findings from the olinical rounds
that require additional follow up by the IDT.
This process is on-going to identify any
resident with the potential to be affected which
will allow for imnediate correcrive action by
the IDT (Refer to the 2567 of 5/16/14 for the
definition of Clinical Rounds).

1, Systemic Changes

On May 10", 2014 the Director of Nursing
revised the falls packet for the Licensed Nursesl '
to use to investigate a fall at the tims of
occwrence. This revisjon ineludes using a new
Falls Scene Investigation Report form the
Kentucky Quality Improvement Organization
and guides a licensed nurse to determine root
cause with any fali that ocours,

On May 10™ 2014 the Staff Development
Coordinator, Director of Nursing, and/or Unir
Managers initiated education with al] Licensed
Nurses on the following policies and
procedures: Accidents and Supervision to
Prevent Accidents, Root Cause Analysis, and
Fall Response and Management. The education
continued on May 11%, 12%, and 13* 2014
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the floor”. Further review revealed LPN #1
assessed the resident to have a bruise fo the
right cheek bone. In addition, the resident
received an ice pack for swelling and Tylenol
(pain medication) for complainis of pain. Review
of a Nurse's Note, dated 03/26/14 at 8:25 AM,
revealed Resident #1 complained of pain to
his/her face and hisfer nose was bleeding. The
Physiclan was notified at the ime, and an order
was receaived {6 send Resident #1 to the
Emergency Room. Review of Hospital Discharge
Instructions, dated 03/26/14, revealed Resident
#1 was diagnosed with Facial Bong Fractures,
Cervical Sprain, Head Injury, Closed Head Injury
without Cranial Wound, and Unspscified State
Level of Consciousness. Review of the Nurse's
Notes, dated 04/03/14, revealed approximately
eight (8) days after the resident's fall with factal
fractures, the Primary Care Physlcian visited the
facility to make routine rounds and found the
resident with faclal fraclures and complaints of
pain when hefshe openad hisfhar mouth. “The

‘| Primary Care Physician ordered a consuitation
with an Ears, Nose, and Throat Spacialist (ENT).
Record review revealed Resident #1 required
surgery for repair of the Facial Bone Fraciuras
and overmight hospitalization.

Interview with Resident #1, on 05/01/14 at 6:00
PM, revealed he/she had fallen from histher bed
on 03/26/14 prior lo 3:30 AM and did not know
how hefshe had failen. The resident stated;
he/she-just woks up and was on the floor.

Interview with Certified Nurse Aide (CNAY#1, on
06/09/14 at 9:50 AM, revealed she walked by
Resldent #1's room and saw him/her on the floor
prior o 3:00 AM. CNA 1 stated the resident was
unsure how fong he/she had been on the fioor,
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This Plan af Correction is the center's credible
allegation of complisnce.

Freparation and/or execution of this plan of corvection
does not constitute admission or agraament by the
provider of the truth of the facts allegad or conclusions
saf forth in the statement of daficiencies. The plan of
carvection is prepared and/or execuled solely because
it is required by the provisions of federal and s1ate law.

untl all Licensed Nurses recejved it and will
be ongoing for any newly hired muses SDC.

On an ongoing basis, The Director of Nursing,
Unit Manager, RN Weekend Supervisor apd/or
The Registered Nurse Staff Development
Coordinator will conduct clinical education as
needed based on findings/irends of the daily
clinical rounds form/audit tool and the
recommendations of the Performance
Improvement Committee.

On May 13" 2014 the-Director of Nursing - -
implemented Interdisciplinary Clinical Roundsi
daily (Monday- Friday) on each unit, These
rounds include the Director of Nursing, Unit
Managers, MDS nurse or Case Manager,
Social Services Director, and Therapy Program
Director. The Weekend Supervisor Nurse will
be responsible to conduct this review on Sat-
Sun, The Clinical Rounds will verify
investigations are complete for any falls that
occurred, and care plans updated with
interventions to'prevent resccurrence.

As of "-?-f[ﬁ' #4 the IDT Falls Review Form will
be utilized and corapleted in daily Clinical
Rounds to assure interventions and applicable

FORM CMS.2567(02-99) Previgus Versions Obasisle Event ID:LWYZ 11

Fadlity [D: 100481 If continvation sheet Page 468 of 78




2014-07-23 09:11
DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

>> 2708896089

P 48/77

PRINTED: 06/04/2014
FORM APPROVED

OMB NO. 0938-0391

and the resident was incontinent of stool.

Review of Resident #1's Medical Record revealed
no dooumented evidence an Investigation was
conducted to determine the causal factors of the
fall.

Interview with the previous Director of Nursing
{DONY/current MDS Coordinator, (RN #1), on
05/06/14 at 1:356 PM, revealsd she was
responsible for completing the investigations
related to falls and incident reports. She stated
the root cause of the fall was not determined, a
thorough investligation was not completed, and
she was not sure why, In addition, she stated she
was not nolified about the fall uptil iater that
morning when she arrived at the facility, She
stated it would have been her expectation for the
LPN to nolify her about the fall at tha time it was
discovered, and she would have advised them to
send the resldent to the ER,

Interview with the Administrator, on 65705/14 at
2:45 PM, ravealad it was the tacility's policy fo
investigate all falls to determine the root cause,
what interventions were In place, and what
appropriate interventions should be added to
prevent future'falls. This was her expectation for
any resident who had a fall with or without injury.

2. Record review revealed Resident #2 was
admitted to the facility on 10/23/08 and
re-admitted on 04/25/14 with diagnoses which
included Chronic Airway Obsfruetion,
Hypertension, Atrial Fibrillation, Osteoarthrosis,
Senite Dementia, Congestive Heart Failure,
Depression, Paychosis, Delusional Disorder, and
Anxiety,

This Plan of Carrection is the center's credible
allegation of complfanca,

Proparation and/or execution of this Pl of corvection
doss not constiture admission ar agreement by the
provider of tha truth of the facts alleged or conclusions
set forth in the statermant af deficlencies, The planof
correction is prepared and/or executed solaly becanse
it is required by the provisions of federal and state law,

measures have been implemented to reduce
and prevent future falls from occurring,

As of 5-17-14 the dally clinical rounds form is
utilized a$ an audit tool (Daily Clinical Rounds
Form/Audit Tool) by the Director of Nursing
(DNS), RN Weekend Supervisor, RN Cass
Menager, aud/or Unit Manager (UM) to assist
in {dentifying findings from the ¢linicai ronnds
that require additional follow up by the IDT.
This process is on-going to identify any
resident with the potential to be affected which
wiil allow for immediate corrective action by
the IDT (Refer to the 2567 of 5/16/14 for the
definition of Clinical Rounds).

IV, Monitoring

The clinical rounds daily audit tool and or the
IDT Falls Review Form is completed by the
Director of Nursing (or Unit Manager, Staff
Development Coordinator, Case Manager, or
Weekend Supervisor when the Director of
Nussing {s not available). These audit tools wil
identify any concerns with falls investigations
and revision of interventions to prevent
reoccurrence of falls,
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Review of a Significant Change (SCYMDS
assessment, dated 04/22/14, revealed the facility
assessed Resldent #2's cognition 4s cognitively
impaired with a Brief Interview for Mental Status
scorg of ninety-nine (99), which indicated the
resident was not interviewable. Additionally, the
tacliity assessed Resident #2 to require extensive
assistance with bed mobility and ambulaticn, and
total assistance with transfers,

Review of Resident #2's Cars Plan revealed
he/she was at risk for injury related to falls due to
psychotropic medications, decreased safety
awareness, and & history of falls, Further review
revealed an Intervention, initiated on 08/07/13 for
Resident #2 to remain In the hallway or other
visible area when in his/her chair,

Revisw of a Nurse's Note, dated 03/20/14,

revealed Resident #2 fell out of a "Broda” chair

and sustained a skin tear to the left elbow and a
*knot" to the left side of tha forehead. The*’ B
réaldent was assessed by LPN #3, and thé
physician was notifled. Resident #2 was sent to

the Emergency Room (ER) for an evaluation,

Further review revealed Resident #2 returmed to

the facility, on 03/20/14 at spproximately 5:55

PM, with a new dlagnosis of & head contusion.

Interview with CNA #2, on 05/05/14 at 3:35 PM,
revealed she was on duty at the time Resident #2
fell from the broda chair, She stated she was
completing her two (2) hour checks and when
she entered Resident #2's room, she found
him/her fiipped out of the broda chair and calling
for help. Additionally, she stated, "Now we have
started keeping [him/her} in the hallway where we
can see [him/her], and it has not happened

again.” Further interview revealed she was

This Plan of Correction is the center's credible
alfegation of compliance,

Preparation andlor exeeusion of this plan of corvection
does noi constinug admission or agreement by the
provider of the orurh of the facts alleged or conclusions
sat forelt In tha statement of daficlencizs. The plan of
correction s prepared and/or execnted solely becanse
it is ragquired by the provisions of federal and stafe law.

Findings from the audit tool and or IDT Falls
Review Form will be tracked and trepded by
the Director of Nursing weekly and forwarded
to the Performance Improvement Committee
with further education or actions taken as
determined by the Committes.

By reviewing the findings of the tracking and
trending, the Performance Improvement
Committee will monitor the effectiveness and
compliance with the plan weekly to validate
solutions is sustained.

The Performance Improvement Committee.
consists of the Executive Director, Dircctor of
Nursing, Unit Managers, Staff Development
Coordinator, Case Manager, MDS nurse,
Social Services Director, Activity director, and
Therapy Services Director,

The Performance Improvement Committee is
meeting weekly at this time, but will resume
monthly meetings once substantial compliance
is achieved,
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unaware the resldent should have baen in the
hallway when in the chair prior to this incident, as
care planned. )

interview with LPN #3, on 05/05/14 at 1:48 PM,
revealed she was the nurse on duty at the time of
Resident #2's fall. She slated she was called to
Resident # 2's room by CNA #2 and found the
resident on the floor beside hisfher broda chair,
She stated Resident #2 was sentto the ER,
Further interview revealed she should have
completed a post fall evaluation, LPN #2 stated, "
Now we keep [Resident #2] In the hallway at 2|
times when {he/she} is in the broda chair.”
Further interview revealed she was unaware the
resident was supposed fo be in the hallway or
other visible are prior to this fall,

Further review of Resident #2's Medical Record
revealed no documented evidence the fall was
investigated to try 1o determing the causal factors
of the fall to prevent further falls with injury, -

5

An attempt to intarview Resident #2 was
unsuccessful.

3. Record review revealed Resident #3 wag
admittad to the facility on 03/16/13 and
re=admitted on 03/13/14 with diagnosas which
included Coronary Atherosclerosis, Hypertension,
Anxiety, Depression, Chronic Pain, and Chronic
Kidney Disease Stage it (Moderate).

Review of a Significant Change Minimum Data
Set (MDS) assessment, dated 03/20/14, revealed
the' facility assessed Resident #3's cognifion as
Intact with a BIMS score of nine {9), which
indlcated the resident was interviewable,
Additionally, the facility assessed Resident #3 to
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Continued From page 49
require extensive assistance with bed mobility
and transfers.

Review of Resident #3's Care Plan, dated
03/1813, revealed he/she was at risk for falls
related to & history of falls and medications. An
intervention included the Falling Stars Program,
and if a fall occurred, determine the root cause so
it would not happen again.

Review of a Nurse's Note, dated 02/20/14,
revealed Resident #3 was found sitling on the
floor and screaming in pain. The resident siated
he/she had fallen and his/her leg went back
underneath him/her, Further review revealed the
resident was sent to the Emergency Roorm for
evaluationfreatment. Review of a Nurse's Note,
dated 02/26/14, revealad the resident was
re-admiited to the facility from the hospital with a
new diagnosis of femur fracture, which required
surgery.

Interview with CNA #3 revealed she was on duty
at the time of Resident #3's fall. She slated she
entered Resident #3's room and found hirmfher on
the floor on the left side of his/her bsd,

Interview with LPN #3, on 05/05/14 at 1:48 Ph,
revealed she was the nurse on duty at the time of
Resident #3's fall and she was called 1o hisfher
room by CNA #3. She stated Resident #3 was
sent out to the hospital via ambuiance due to
complaints of pain in the left leg. She stated the
resident was admitted to the hospital with a
fractured lefl leg. Further interview revealed a
post fall evaluation should have been completed:
however, she was uncertain If she cornpleted the
post fall evaluation.
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.| the licensed staff to use to investigate a fall at the

Continued From page 50

Further review of the Resident #3's Medical
Record reveated no documented evidence the fall
was investigated to determine causal faclors to
prevent further falls with injury.

Interview with the current DON, 6n 05/02/14 at
2:00 PM, revealed there were no Post Fails
Evaluation Reports completed for Resident #2 or
Resident #3 per the facility's policy and
proceduie, He stated the fagility failed to
investigate the falls to determine the root cause
and implement appropriate interventions.

Interview with the Administrator, on 05/05/14 at
2:45 PM, revealed it was her expectation and the
facility’s policy and procedures for all staff to
complete a Post Falls Evaluation Report after any
resident fall occurred, with or without injury, and
should be completed before the end of the shift,
Further interview revealed the facility identified,
on 05/056/14, tha Post Falls Evaluations were not

‘completed for Resident #2 or Resident #3, and * = -~ |5 = n v o

the facility failed to thoroughly Investigate to
dstermine the root cause of the falls.

"*The faclility Implemented the following actions to
remove the Immediate Jeopardy:

On 035/10/14, ths facility's Nursing Management
Team which consisted of the Director of Nursing
(DON}, Unit Manager, Case Manager, and MDS
Nurse, met and reviewad all current residents
with falls in the previous thirty (30) days to
validate the root cause idantified, and care plans
were updated with appropriate interventions to
prevent reoccurrence,

On 05/10/14, the DON revised the falls packet for

F 323
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time of occurrence. This revision included a
Fall's Scene investigation Report from the
Kentucky Quality Improvement Crganization
which will be used by the licensed nurses as a
guide to determine the root cause with any falls
that oceur.

On 05/10/14, the Registered Nurse Staff
Cevefopment Coordinator (RN SDC) and/for
designee to censist of the DON, and/or Unit
Managars, initiated education with all licensed
nurses related to policy and procedures on the
following topics: Pain Management, Reporting
Change of Condition to the Physician, Accidents
and Supervision to Prevent Accidents, Patient |
Assessment, Seizure, Root Cause Analysis, and |
Fall Response and Management. The education
continued on 05/11/14, 05/12/14, and 05/13114
and Is ongoing unill all licensed nurses have
attended. No licensed nurse may work until the
education has been received.

The Performance Improvement (FIY committee
met on 05/12/14 and discussed the root cause of
the adverse event on 03/26/44. In addition, all
cited deficient practice was discussed. The
Medical Director was notified via telephone
conference and approved the plan developed by
the Pi committee, Members of the Pl committee
in attendance included the Executive Director
{ED}, DON, Case Manager, Unit Managers, the
District Director of Clinical Operaticns (DDCO},
MDS Nurse, the Regional Vice President of
Clinical Operations (RVPCO), and the Divisional
Vice President (VP). The Pl commities reviewed
and approved the plan and will meet weekly until
substantial compllance is achieved. During the
weelly Pl commiltee meetings, the committee will
review the results. of the Daily Clinical Rounds
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and monthly pain audit, and track and trend the

audit tool findings to identify need for further
actions andfor education, .

On 05/12/14 and 05/13114, the facility identified
residents who had the potential to be affected by
the alieged deficient practice and ali concerns
were corrected.

On 05/12/14 and 05/13/14, the facility's Unit
Managers, Case Managers, Medical Record
Nurses, DON, and Assistant Director of Nursing
{ADON} reviewed all current residents Progress
Notes for the previous thirty (30) days to identify
any changes of condition, verified physician and
family notification, and eare plans were updated
to reflect the change In condition.

On 05/12/14 and 05/13/14, the facility's Unit
Managers, Case Managers, Medical Record
Nurses, DON, and ADON assessed every current
resident using the “Patient Nursing Evaluation™
and-updated care plans as neededto reflect
current status of the residents. Thig assessment
included a pajn assessment and a Morse Fall's
Risk Agsessment for every current resident.

On 05M2/14,end 05/13/14, the facility's Unit
Managers, Case Managers, Medical Record
Nurses, DON, and ADON reviewed every current
resident for a diagnosis of seizurg disorder and
validated the care plan to reflect the diagnosis
and appropriate Interventions,

On 05/13/14, the DON implemented
Interdisciplinary Clinical Rounds daily
(Monday-Friday) on each unit. These rounds
included the DON, Unit Managers, MDS Nurse,
Soclal Services Director (38D}, and Therapy
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Pragram Directer. An audit tool will be compieted
daily with the findings from the elinical rounds,

The DDCO and/or Divisional VP will provide
weekly oversight by validating action plans are
implemented and attend facllity Pl committae
meetings unti substantial compiianee has been
determined.

The State Survey Agency validated the eorrective
actions taken by the facility as follows:

Record review revealed Resident #1 was
discharged home to Home Health services, On
05/12/14 and 05/13/14, the fecility completed an .
investigation which in¢luded interviews with steff
who provided sare for Resident #1 on the date of
the fall (03/26/14). In addition, the facility
completed a medical record review to attempt to
identify the root cause,

On 06/16/14, review of Residents #7.#8and #95~ - T
{ ecord revesled ¢iirrent caré plans; pain = v b

assessments, and Morse Falls Risk Assessments
had been complated. Progress Notes were
reviewad and no concerns were noted with
physician nofification or change of condition.
Review of the inservice logs, on 05/16/14,
revealed all staff working had been inserviced
on Pain Management, Reporting Change of
Condition to the Physician, Accidents and
Supervision to Prevent Accidents, Patient
Assgssment, Sgizure, Root Cause Analysis, and
Fall Response and Management. The inservice
was completed by facility staff which Included the
RN SDC, DON, and Unit Managers.

On 05/16/14 at 10:03 AM, the DON verified
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through Interview he provided inservice to all staff
working, performed pain assessments, fall
assessments, reviewed every patiant for
diagnosis of seizure disorder, and validated care
plans. In addition, he reviewsd all the falls for the
past ninety (90) days to ensure the root cause .
was tdentified. Further interview ravealed, that
he, along with the Unit Managers, SDC, MDS
Nurse, Social Services and Rehab Initlafed the
dally (Monday-Friday) Clinical Rounds.

On 05/16/14 at 11:16 AM, Registered Nurse (RN)
#2 (Unit Manager) and LPN #2 (Unit Manager}
verifled through interview they assisted with
review of all falls for the |ast ninety (80) days at
the facility, In addition, they reviewed avery
current resident for diagnosis of seizures and
validated the care plans. Further interview
revealed they assisted with dally {Monday-Friday)
clinical rounds. Each of them stated they
received the education provided by the facility
related to falls, root cause; seizures, physician

| notification, change of condition, and pain
assessment.

On 05/16/14 at 2:30 PM, LPN #4 verified through
interview he received education from the facility
related to the new falls packet, change in
condition, physician notification, selzures, and
care plan interventions.

On 05/16/14 at 2:50 PM, RN #3 verified through
interview she received education from the facility
retated to falls, physiclan notification, and pain
monitoring,

On 05/16/14 at 3.02 PM, LPN #5 verified through
interview she received education from the factlity
retated to physician nofification, the new falls
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packet, pain assessment, sefzures, and
determining the root cause of the falls.

On 05/18/14 at 3:03 PM, LPN #7 verified through
interview she received education from the facllty
related to physician notification, new falls packet,
selzures, condition changes, and pain.

On 05/16/14 at 3:30 PM, RN #4 verified through
Interview she received education from the facility
related to physician notificalion, status changes in
residents, seizures, falls, and pain assessment.

On 05/16/14 at 3:30 PM, RN #1 {MDS
Coordinator) verified through interview she
received education from the facility related to
notification in change of condition, pain
management, seizures, and falls packel, Further
interview revealed she assisted with daily clinical
rounds and assisted with review of falls for the
past 20 days to validate the root causes.

On 05/16/14 at 3:54 PM, LPN #6 verified through
interview she received education from the facility
related to falls, pain monitoring, condition
changes, seizures, patient assessments, and
physician notification.

On 05/16/14 at 4:00 PM, LPN #8 verified through
interview she received educalion from the facility
related fo the new falls packet, physician
notification, updating care plans, sejzures,
condltion changes, and pain assessment,

On 05/16/14 at 4,23 PM, the Physical Therapy
Program Direclor verified through interview she
was educated on the new procass for clinical
rounds, falls, and the new falls packet.
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On 05/16/14 at 4:25 PM, the SSD verified through This Plon of Correciion is the center’s credible
interview she assisted with the clinical rounds allegation of compliance.
daily (Monday-Friday). She stated she did not FProparation andfor exscrtion of ihis plan of correction
receive the other education becayse she was not doas not constitute admission or agreement by the
clinical, pravider of the ruth of the facts alleged or conclusions
set forth in the statement of deficiencles. The plan of
F 490 | 483.756 EFFECTIVE F4%0 corvection is prepared andior executsd solely bacausa
§8=J | ADMINISTRATION/RESIDENT WELL-BEING It Is required by the provisions of federal and state daw.

A facility must be administered in a manner that
enables it to use its resourees effsctively and
efficiently to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of ¢ach resident.

This REQUIREMENT is not met as evidenced
by:

Based on interview and review of the facllity's
Administrator's Job Duties and Pian of Correction

.| for the.02/19/14 Abbrevisted Survey, if was
-] determined the facility failed to ensure the facility. .

wag administered in a manner that enabled it to
use its resources effectively and efficiently to
aitain or maintain the highest practicable physical,
mental, and psychosocial well-being of each
resident for one (1) of six (8) sampled residents
{Resident #1),

During an Abbreviated Survey coneluded on
02/19/14, immediate Jeopardy was identified at
42 CFR 483.25 Quality of Care, F309. The
facility submitted a Plan of Comection for the
02/19/14 survey, however, additional investigation

400

I, Corrective Action for Identified
Resident(s)

pain rejated to the injury and the CAT scan
resuits. The physician on 4/3/14 ordered no

Resident #1°s care plan was reviewed and -
* tovised to teflect current fevel of care on
5/10/14 by Interdisciplinary Team (IDT),

potential to ke affected

On May 10™ 2614 the Direetor of Nursing,

met and reviewed all current residents with

falls in the previous 30 days to validate root

cause identified and care plan updated with
appropriate interventions to prevent

Resident #1 was discharged to home from the
center on 5/12/14. Resident # 1 physician waé
notified of the change of condirion on 3/26/14
on the day of the fall and again on 4/3/14 of th

further revisions to the resident’s pain regime.

II. Identification of Other Residents having

Unit Managers, Case Manager, and MDS$ nursJ:

regcewrrence. Any concerns were corrected at

%jabgm

LIr

during an Abbreviated Survey concluded on that time
05/16/14, revealed the residents continued to be '
at risk as licensed staff were not conducting
ongoing assessments of residents when there
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was a change in condition. Immediats Jeoperdy
was Identified at 42 CFR 483,10 Resident Rights,
F-157; 42 CFR 483.20 Resident Assessment,
F-279, 42 CFR 483.26 Quality of Care, F-309 and
F-323; and, 42 CFR 483.76 Administratian, F-490
and F-520; at 2 Scope and Severity of a "J".

The facility failed to have an effective system in
place {o ensure ongolng assessments wera
condueted when the resident was identified as
having a significant change in condition for one
(1) of six (8) sampled residents (Resident #1). In
addition, the facility failed to ensure education
provided to the staff was effective, Per the
facility's plan of correction, for the survey dated
02/19/14 , the Director of Nursing (DON)
implemented a seventy-two (72) hour Alert
Charting tool as a guide to document evidence of
resident assessment and following of the care
plan. All Licensed Staif was educated to initiate
one of these assesement tools for any resident
noted with.a change in condition. The tool cugs: - . . - -

residents noted with a change in condition for
seventy-two (72) hours or until the cendition
change is resolved, However, Licensed Staff
failed to conduct ongoing assessments of
Residant #1 when he/she had a fall and
sustained facial fractures.

On 03/26/14, at approximately 3;30 AM, Resident
#1 had an unwitnessed fall from his/her bed,
Resldent #1'was found to have bruising to the
right cheekbone; an ice pack was applied and
Tyleno! (pain reliever) was administered for pain,
At 8:25 AM, Resident #1 was Identified to have a
nose bleed and dark discoloration to the right
cheek and bridga of nose. The Physician was
notified and the resident was sent to the

-every shift to assess and document ot the: -+ - o - -

This Plan of Correction is the centar's cradible
allegation of compliance.

Preparation andlor execution of this plan of correction
does not constitute admission oy agreement hy the
arovider of the fruth of the facts afleged or conclusions
selforth in the statement of daficiencies. The plan of
correction is prepared andlor execited solely becaysa
1t Is required by ihe provisions of federal and state law.

On May 12" and 13" 2014 a team of Licensed
nurses including Unit Managers, Case
Managers, Medical Records Naurses, Directors
of Nursing, and Assistant Directors of Nursing
completed a review of all current residents,
This review inoluded- assessing the resident
Using the Patient Nursing Evaluation, Pain
Assessments, Morse Falls Risk Assessments,
review for any seizure diagnosis, review of the
previous 30 days of progress notes, and
verifying the care plan was Updated

; dccotdingly, Any Soncemns idénfified were
T | corvected at that tishe, T o e

As of 5/13/14 The DNS leading the
Interdisciplinary Team (IDT) conduct Clinical
Rounds. This process inclndes reviewing the
Change in Condition Report to identify
residents with a change in condition and
validate that the physician and family have
been notified, and reviewing necessary
supplemental assessments (supplementa}
assessment is defined as ady assessment or
evaluation performed to obtain informati onto
further determine resident’s condition to
enhauce resident’s individualized plan of care).

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPFLIER/CLIA X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY .
AND PLAN CP CORRECTION IDENTIFICATION NUMEBER; A. BUILDING COMPLETED
C
185142 8. WING _ . 05/16/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 5TATE, ZIP CODE
401 INDIANA AVE
= C E
HERITAGE MANOR HEALTH CARE ¢ NTER MAYFIELD, KY 42066
X4} 1D i SUMMARY STATEMENT OF DEEICIENCIES D FROVIDER'S FLAN OF CORRECTION [e6))
PREF|X {EACH DEFICIENCY MUST BE PREGEDEQ BY FULL PREFEX {EACH CORRECTIVE ACTION SHOULD BE GQMPLTngoH
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DA
DEFIGIENGY)
F 490} Continued From page 57 F 450

"ORM GMS-2557(02-99) Previous Vargions Obaalets Event {D: LWY211

Facility ID; 100481 i conlinuation shast Page 58 of 76




>> 2708896089 P 60/77

2014-07-23 09:15 . . PRINTED: 06/04/2014
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0331

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA {X2) MULTIRLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IOENTIFIGAHON NUMBER: A BUILDING COMPLETED
c
185142 B. WING 05/16/2014
*NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
HERITAGE MANOR HEALTH CARE CENTER 401 INDIANA AVE
A MAYFIELD, KY 42066
X&) 1D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREF(X (EACH CORRECTIVE AGTION SHOULD BE COWPLETICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED YO THE ARPROPRIATE DATE
DEFIGIENGY)
F 490 | Continued From page 68 F 430
Emergency Room. Resident #1 returned to the This Plan of Correciion is the center's credible
facllity on 03/26/14 at 2:00 PM diagnoses of allegation of compliance.
Facial Bone Fracture, Cervical Sprain, Head Prg £ dfor execurion of this plan of correction
A . - ) reparation adfo i
Injury, C!osgd Head Injury without Cra'mal wound, doas not constitute admission or agresiment by the
and Unspecified State Level of Consclousness. provider of the muth of the facts alleged or conclustons
in addition, the resident had discharge orders to sei forth in the statement of deficlencles. The plan of
follow up with the Primary Care Physieian in one correction is prepared and/or execuied solely becanse

{1} to two (2) days to recheck today's compiaints ir is requirad by the provisions of federal end stare lavw.

if not improving and the nurse received report
from the hospital to report the fractures to the
Primary Care Physician. The facility failed to
notify the resident’s physician of the faclal
-fractures and failed to conduct ongoing
assessments of the resident due to the facial
fractures. Resident #1 complained of pzin to

As of 5-17-14 the daily clinical rounds form i
utilized as ap aundit tool (Daily Climical Rounds
Form/Audit Tool) by the Director of Nursing
(DNS), RN Weekend Supervisor, RN Case
Manager, and/or Unit Manager (UM) to assist
his/her face and received Norco (narcotic pain in identifying findings from the clinical ronnds
medication) hingteen (19) times between that require additional follow up by the IDT,

03/27/14-04/03/14; however, there was no This process is on-going to identify any
evidence the pain was assessed per the facility's resident with the potential to be affected whicH

policy and the physician was not notified of the will allow for immediate corrective action by
continued pain. On 04/03/14, approximately eight the IDT (Refer to the 2567 of 5/16/14 for the

- - --1{8)-days after the fall with facial fractures, the - - - . | ... . definition of Clinical Rounds).
1 primary care physician visited the facility to-make-- - +} - Geer e e oo C e e -
routing rounde and found the resident with facial IDT raembers are: DNS, UMs, Staff
fractures and complaints of paln with attempts to Development Coordinator (SDC), Case
open his/her mowth and he orderad a eonsultation Manager, Social Service Director, Activities
with an Ears, Nose, and Throat Specialist. Director, Rehabilitation Manager

Resident #1 required surgery for repair and an
overnight hospitalization,
L Systemic Changes

The facility's failure to ensure the facility was

administered In a manner that enabled it to use On May 13" 2014 the Director of Nursing

its resources effectively and efficiently to attain or - implemented Interdisciplinary Clinical Round
maintain the highest practicable physical, mental, daily (Monday- Friday) on each unit. These
and psychosdclal well-bsing of each resident has rounds include the Director of Nursing, Unit
caused or is likely to cause serious injury, harm, Managers, MDS nurse or Case Manager,
impairment or death to a resident. Immediate Social Services Director, and Therapy Program
Jeopardy was identified on 05/08/14 and Director. The Weekend Supervisor Nurse will

determined to exist on 03/26/14. Refer to F167
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and F309,
The findings include;

Review of the Administrator's job description, no
date, revealed the Administrator was responsible
for the efficient and profitable operation of the
facility, facility complianes with (facility) policies
and 3tate and Federal rules and regulations, and
providing the highest quality of care passible. in
addition, essential functions of the Administrator
will include ieading the planning process to
develop goals for quality care, implementing
controf systems to ensure accountability of sl
departments, and ensuring alt employses receive
ongoing training to meet tae quality goals of the
facility.

Review of the facility's Plan of Corraction for the
Abbreviated Survey condueted on 02/1 9/14,
revealed on 02/12/14 the Director of Nursing

(DON).implementedaseven-ty—fwe-(?2)-hourAlert R B S
,.Charﬁng.tool.as-a-guide‘to-dooument-‘evidenGe OF o v

resident assessment and following of the care
plan. All Licensed Staff was educated o initfate
one of these assessment tools for any resident
noted with a change In condition. The tool cues
every shift to agsess and document on the
residents noted with a change in condition for
seventy-two (72) hours, or untit the condition
change Is reaclvedq,

Interview and record review revealed Resident #1
had a fall and sustained faclal fractures on -
03/25/14; however, there was no documented
evidence the Licensed Staff conducted ohgoing
assessments of Resident #1 to determine if the
resident was improving; and. no documented
evidence the facility notified the physician of the

This Plan of Correction Is the center's eredible
allzgation of compliance,

Prepa‘ra!ion andlor execution of this plan of correction
dozs nor constitite admission or agreethent by the
Provider of the mruth of the facts alleged or conelusions
et forth in the statement of deficisncies, The plan of
correction is preparsd and/or executed solely becaisa
i is rguirad by the provisions of jederal and state law,

be responsible to conduct this review on Sat-
Sun. The Clinical Rounds will verify
physicians and families have been notified as
needed with changes in resident condition,
ongoing assessments and documentation in the
medical record for residents, resident care
plans updated as needed with changes in
resident condition, newly admitted residents
care plans initiated, investigations complete fo
any falls that occurred, care plans updated with
interventions to prevent reoccurrence, aud wil
verify follow-up completed as needed-for-— - 4. - - . ...}
+|-Tesident appointments outside the center from -} <+ - v - .
the previous day,

i

As 0f 5-17-14 the daily clinical rounds form is
utilized as au audit tool (Daily Clinical Rounds
Form/Aundit Tool) by the Director of Nursing
(DNS), RN Weekend Supervisor, RN Case
Manager, and/ot Unit Manager (UM) 1o assist
in identifying findings from the clinical rounds
that require additional follow up by the IDT,
This process is on-going to identify any
resident with the potential to be affected which
will allow for immediate conrective action by
the IDT (Refer to the 2567 of 5/16/14 for the
definition of Clinical Rounds).
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resident's facial fractures, On 04/03/14 at 4:19
PM, eight (8} day after the fall with fractures,
Resident #1's physician made routine rounds at
the facility and examined the resident. Tha
resident complained of pain when he/she
altempted to open his/her mouth and the
physician ordered a consultation with an
Ear/Nose/Throat (ENT) Specialist (Physician #2),
On 04/08/14, the ENT Specialist determined
Resident #1 had a Right Malar Complex Fracture
and scheduled Resident #1 for surgery for a an
open reduction and Internal fixation (ORIF} the
next day, on 04/06/14,

Interview with the Administrator, on 05/16/14 st
3:25 PM, revealed her expectations for residents
with a change in condition were for staff to

conduct accurate and thorough assessments of
the resldents. In addition, a Post Interview with

the Administrator conducted on 06/03/14 at 3:00
PM, revesled there was an alert in Point Click

7 17| Caré (PCC-coriputer) that triggers staff fo, o
"7 | conduct reslderit asseséments every shift whena' """
resident is identified to have a significant change.
These assessments should have been
documented in the Progress Notes.

“*The facility implemented the following actions to
remove the Immadiate Jeopardy:

On 05/10/14, the facllity's Nursing Management
Team which consisted of the Director of Nursing
(DON), Unit Manager, Case Manager, and MDS
Nurse, met and reviewed all current residents
with falis in the previous thirty (30) days to
validate the root cause identified, and care plans
were Updated with appropriate interventions to
prevent reoccurrenca,
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" it is required by the provistons of, federal and state law.

' On June 16%, 2014 the Staff Developiment . "1~ " = -
" Coordinator, Director of Nursing and/or ™™ 7|

This Plan of Correction is the center's eredible
allegation of compliance.

Preparation andfor exscution of this plan of corraction
does not constituie admission or agresment by the
provider of the triuch of thy facts affeged or conclusions
ser forth in ths statenent of duficiencles. The plan of
correction is prepared andor executed solely bocause

On May 10® 2014 the Staff Development
Coordinator, Director of Nursing, and/or Unit
Managers initiated education with all Licensed
Nurses related to a reference tool labeled (TI.
6103-09) Reporting Change of Condition to thg
Physician. The education continued on May
11%, 12" and 13" 2014 until ali Licensed
Nurses received ir and will be ongoing for any
newly hired nurses by the SDC,

District Director of Clinical Operations
initiated edueation with all Licensed Nurses on
the following policies and procedures:
Conditlon Change of a Resident and the
Procedures for Documenting Change of
Condition in the Medical Record,
Documenting Resident Health Starus,
Documenting in the Medical Record. The
education continued on June 17%, 18%, 9%
2014, until all Licensed Nurses received it epd
will be ongoing for any newly hired nurses by
the SDC.

On May 10™ 2014 the Staff Development
Coordinator, Director of Nursing, and/or Unit
Managers initiated education with all Y icensed
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| 'education has been recelved.

On 05/10/14, the DON revised the falls packet for
the licensed staff to use to investigate a fall at the
lime of occurrence. This ravision included a
Fall's Scene Investigation Report from the
Kentucky Quality Improvement Organization
which will be used by the licensed nurses as a
guide to determine the root cause with any fails
that oceur,

On 05/10/14, the Registered Nurse Staff
Davelopmant Coordinater (RN 3SDC) andfor
designee to consist of the DON, and/or Unit,
Managers, iniiated education with ali licensed
nurses related to policy and procedures on the
following topics* Pain Management, Reporting
Change of Condition to the Physician, Aceldents
and Supervision to Prevent Accidants, Patient
Assessment, Sejzure, Root Cause Analysls, and
Fall Response and Management. The education
continued on 05/11/14, 05/12/14, and 05/13/14
and is ongoing until alf licensed nurses have

atlended. -No licensed nurse may work until the - - -

The Performance Improvement (Pi) comimittee
met on 05/12/14 and discussed the root cause of
the adverse event on 03/26/14. in addition, alf
cited deficient praclice was discussed. The
Medical Director was notified via telephone
conference and approved the plan developed by
the Pl commiltee, Members of the Pl committee
in attendance included the Executive Director
(ED), DON, Case Manager, Unit Managers, the
District Director of Clinical Operations (DDCQ),
MDS Nurse, the Regional Vice President of
Clinical Operations (RVPCO), and the Divisional
Vice President (VP). The P| committee reviewed
and approved the plan and will meet weakly untll
substantial compliance is achieved. During the

This Plan of Correetion is the center's credible
alfegation of compliance,

Preparation andfor axeeution aof this plan of correcrion
does not constitute admission or agreamont by tha
provider of the truth of the facts alleged or conclusions
set forth in the statement of daficiencies, The plan of
correction Is prepared and/or exscuted solely becayse
it is requirved by the provisions of federal and srate law.

Nurses on the following policies and
procedures: Pain Management, Resident
Assessment, and Sefzures. The education
continued on May 11%, 12% and 13" 2014
until all Licensed Nurses received it and wiil
be ongoing for any newly hired nurses by the
SDC.

On June 16%, 2014 the Staff Development
Cocrdinator, Director of Nursing, and/or
District Director of Clinical Operations
Injtiated education with all Licensed Nurses og
the followirg policies and procedures:
Condition Change of a Resident and the
Procedures for Documenting Change of
Condition in the Medioat Record,
Documenting Resident Health Status, and
Documenting in the Medical Record. The
education continued on June 179, 1% g
2014, until all Licensed Nurses recejved it and
will be ongoing for any uewly hired nurses,

On’an ongoing basis, The Director of Nursing,
Unit Manager, RN Weekend Supervisor and/or
The Registered Nurse Staff Development
Coordinator will conduct clinical education as
needed based on findings/trends of the daily
clinical rounds form/audit tool and the
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fncluded tha DON, Unit Managers, MDS Nurse,
Social Services Director (S8D), and Therapy
Program Director. An audit ool will be completed
daity with the findings from the clinical rounds,

The DDCO and/or Divisional VP will provide
weekly oversight by validating action plans are
implernented and attend facllity Pl committee
meatings untl substantial compliance has been
determined.

The State Survey Agency validated the corrective
actions taken by the facility as follows:

Record review revealed Resident #1 was
discharged home fo Home Health services. On
05/12/44 and 05/13/14, the facility sompleted an
investigation which included intenviews with staff
who provided carea for Resident #1 on the date of
the fall (03/26/14). in addltion, the facility
completed a medical record review to attempt to
Identify the root causea.

PP T TN

On 05/16/14, revlew of Residents #7, #8 and #9's
record revealed current care plans, psin
assessments, and Morse Falls Risk Assasaments
had been completed. Progress Notes were
reviewed and no ¢oncerns were noted with
physician notification or change of condition,

Review of the inservice logs, on 05/16/14,
revealed all staff working had been inserviced
on Pain Management, Reporting Change of
Condition to the Physician, Accidents and
Supervision v Prevent Accldents, Patient
Assessment, Seizure, Root Cause Analysis, ang
Fall Response and Management. The inservice
was completed by facility staff which Included the
RN SDC, DON, and Unit Managers.
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This Plan of Correction is the center’s credible
allegation of compliance,

Preparation andfor axecution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts allegsd or conclusions
sef forth in the statement of daficiencies, The plan of
corraction is prepared and’'or executed solely because
it is raquived by the pravisions ¢f federal and syare law.

By reviewing the findings of the tracking and
rrending, the Performance Improvement
Committee will monitor the effectiveness and
compliance with the plan weeldy to validate
solutions is sustajned,

The Executive Director is to assume overall
responsibility for the actions of the
Perfornmance Improvement Committee.

The Performance Traprovement Committee i
congsists of the Executive Director, Director of
Nursing, Unit Managers, Staff Development
Coordinator, Case Manager, MDS nurse,
Social Services Director, Activity director, and
Therapy Services Director.

The Performance Improvement Committes is
meeting weekly at this time, but will resume
monthly meetings once substantial compliance
is achieved. :
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On 05/16/14 at 10:03 AM, the DON verified
through interview he provided inservice to all staff
working, performed pain assessments, fall
assessments, reviewed every patient for
diagnosis of s¢izure disorder, and validated care
plans. In addition, he reviewed all the falls for the
past ninety (90) days to ensure the root cause
was identified. Further interview revealed, that
he, along with the Unit Managers, SDC, MDS
Nurse, Soclal Services and Rehab initiated the
daily (Monday-Friday) Clinical Rounds.

On 05/16/14 at 11:18 AM, Registered Nurse (RN) |
#2 (Unit Manager) and LPN #2 (Unit Manager) |
verified through interview they assisted with
review of ail falls for the last ninety (90) days at
the facility. In addition, they reviewed every
current resident for diagnosis of seizures and
validated the care plans. Further Inferview
revealed they assisted with daily (Monday-Friday)
clinical rounds. Each of them stated they
received the édiication Brovided by the fadility
related to falls, root cause, seizures, physician
notification, change of condition, and paln
assessment,

On 05/16714 at 2:30 PM, LPN #4 verified through
interview he received education from the factlity
related to the new falls packet, change in
condition, physician notification, seizures, and
cara plan interventions.

N ]
On 05/16/14 at 2:50 PM, RN #3 verified through
interview she received education from the facility
related to falls, physician netification, and pain
monitoring.

On 05/16/14 at 3:02 PM, LPN #5 vesified through
FOAM CI/8-2567(02-98} Fravious Versions Obsolate . Evant ID:LwWyZ 11 Facitity 1D; 109481 If continuaton sheot Page 85 of 78
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interview she received education from the facility
related to physician notification, the new falls
packet, pain assessment, seizures, and
determining the root cause of the falis.

On 05/16/14 at 3:03 PM, LPN #7 verified through
interview she received education from the facility
related to physician notification, new falls packet,
seizuras, condition changes, and pain.

On 05/16/14 at 3:30 PM, RN #4 verified through
interview she received education from the facility
related to physiclan notification, status changes i
residents, selzures, falls, and pain assessment.

On 05/16/14 at 3:30 PM, RN #1 (MDS
Coordinator) verified through Interview she
received education from the facility related to
notification in change of condition, pain
management, seizures, and falls packet, Further
interview revealed she assisted with daily clinical
rounds and assisted with review of falis for the
past 90 days to validate the root causes; = =

On 05/16/14 at.3:54 PM, LPN #6 verified through
interview she recelved education from the facility
related 1o falls, paln monitoring, condition
changes, seizures, patient assessments, and
physictan notification,

On 05/16/14 at 4:00 PM, LPN #8 verified through
interview she received education from the facility
related to the new falls packet, physician :
notlfication, updating care plans, seizures,

condition changes, and pain assessment,

On 05/16/14 at 4:23 PM, the Physical Therapy
Program Director verified through Interview she
was educated on the new process for clinical
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rounds, falls, and the new falls packet. This Plan of Correction is the canter's aredible

allegation of compliance,
On 05/16/14 at 4:25 PM, the SSD velfied through

interview she assisted with tha clinicat rounds FPreparation andfor execution ¢f this plan of correction

does not constilute admission or agreement by the

daily. (Monday-Friday). $h° stated she did not pravider qf the truth of the facts alleged or conclusions
receive the other education becauss she was not set forth in the stalement af deficiencies. The plan of
clinfcal. correction Is preparéd andlor execuied solely becanse
F 520 | 483.76(0)(1) QAA F 520| ftfs required by tha provisions of federal and state law,
$8=){ COMMITTEE-MEMBERS/MEET |
QUARTERLY/PLANS |

F 520 ‘-H!{a/ Wl

A facllity must maintain a quality assessment and .
1. Corrective Action for Identified

assurance commitlee consisting of the director of

nursing services; a physician designated by the Resident(s)
facility; and at Jeast 3 other members of the
facllity's staff. . Resident #1 was discharged to home from the
center on 5/12/14. Resident # 1°s physician
The quality assessment and assurance was notified of the change of ¢ondition on
committee meaets at least quarterly to identify 3/26/14 on the day of the fall and again on
issuas with respect to which quality assessment 4/3/14 of the pain related to the injury and the
aid assufance activitles are necessary; and | o CAT scan results, The physician oi'd/3/14 |
7 | devélops and'implements appropriate plans of - | ordered no further revisions t6 the resident’s -
action to correct fdentified quality deficiencies. pain regime. Resident #1's care plan was
reviewed and revised to reflect current Jevel of]
A State or the Secretary may not require - care on 5/10/14 by Interdisciplinary Team
disclosure of the records of such committee {(IDT).

except insofar as such disclosure is related to the
compliance of such committee with the
requirements of this section.

. Identification of Other Residents having

Good falth attempts by the committee to identify ' potential to be affected
and eorrect quality deficiencies will not be used as
a basis for sanctions. On May 10™ 2014 the Director of Nursing,

Unit Managers, Case Manager, and MDS nurse
met and reviewed all cwrrent residents with
falls in the previous 30 days 10 validate root
This REQUIREMENT is not met as evidenced cause identified and care plan updated with
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T 05/1_6!14,-rev§aled the residents continued to be
-} at risk-as licensed S1aff was not conducting

#1 had a fall from hisfher bed and was assessed

‘recelved to send the resident to the Emergency

by;

Based on interview and review of the facility's
policy and procedure and Plan of Correctlon for
tha 02/19/14 Abbreviated Survey, it was
determined the facility's Quality Assessment and
Assurance Committee (QACC) failed to monitor,
track and trend the education provided to
licensed staff on ongoing assessments after a
significant change in condition was effective. The
facility failed to ensure staff conducted resident
assassments every shift for one (1) of six (6)
sampled residents (Resident #1), after the
resident sustained facial fractures, as per the
Plan of Correcticn,

During an Abbreviated Survay concluded on
02/19/14, Immediate Jeopardy was identified at
42 CFR 483.25 Quality of Care, F309. The
facllity submitted a Plan of Correction for the
02119114 survey; however, additional investigation
during an Abbreviated Survey concluded on

ongoing assessments of residents when there
was a change in condition, Immediate Jeopardy
was identified at 42 GFR 483,10 Resident Rights,
F«157, 42 CFR 483.25 Quality of Care, F-309 and
F-323; and 42 CFR 483,75 Administration, F-490
and F-520; at a Scope and Severity of g "J*,

On 03/26/14, at approximately 3:30 AM, Resident
to have bruising to the right cheekbone. At

approximately 8:25 AM, Resldent #1 was
identified with & noseblesd and an order was

This Flan of Correciion is the center’s credible
allegation of complianes.

FPreparation andior execution of this plan of correction
does not constituta admission or agresmeny by the
provider of the truth of the facts allegad or conclusions
Set fortlt in the siatement of deficiencies. The pla of
correction is prépared and/or executed solety because
it is requirad by the provisions of federal and state faw,

Y. Systemic Changes

The Distriet Director of Clipical Operations
(DDCO) and DND (Director of Nursing
Division) reviewed and revised the Clinical
Rounds Audit Tool on 6/18/14.

On May 13" 2014 the Director of Nursing
implemented Interdisciplinary Clinjcal Rounds
deily (Monday- Friday) on each unit. These
rounds include the Direstor of Nursing, Unic
Managers, MDS nurse or Case Manager,
Social Services Director, and Therapy Prograa
Director. The Weekend Supervisor Nurse will
be responsible to conduct this review on Sat-
Sun. The Clinical Rounds will verify
physicians and families have been notified as
needed with changes in resicdent condition,
ongoing assessments and documentation in the
medical record for residents, resident care
plans updated as needed with changes in
resident condition, newly admitted residents
care plans initiated, investigations complete for
any falls that occurred, care plans updated with
interveations to prevent reoccunrence, and wilj
verify follow up completed as needed for
resident appointments outside the center from

Room, Resident #1 returned to the facility on th
, ) ¢ previous day.
03/26/14 &t 2:00 PM and was diagnosed with P Y
Facial Bone Fracture, Cervioal Sprain, Head
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Injury, Closed Head Injury without Cranial wound, This Plan of Correctlon is the cenier's cradible
and Unspecified State Leve! of Consciousness. allegation of compliancs.
In addition, the resident had discharge orders for ’ — fiom of this plan of carvecti
oyt reparalion ana/or execu, 5P, arreciion
No_rco 7.6/325 mlnlgran?s as n?edEd ERN? for does not constinde admission or agreement by che
pain and to follow up with Resident #1's Primary Drovider of the tuth of the facts allegad or conclusions
Care Physlictan in one {1) to two (2) days "o ser forih in the statement of daficiencies. The plan of

correction is prepaved andfor executed solely becmuss

recheck today's complaints if the resident was not
it Is required by the provisions of federal and siae law.

improving". Howsver, there was no documenied

evidence the licensed staff was conducting . . s
resident assessments for Resident #1 related to As of 5-17-14 the daily clinical round audit
tool will be completed by the Director of

the resident faclal fracture. On 04/03/14, : .
approximately eight (8) days after the fall with Nursing, RN Weekend Supervisor, RN Case

factal fractures, the Primary Care Physidan
visited the facility to make routine rounds and
found the resldent with facial fractures and
compialnts of pain when he/she apened his/her
mouth. He ordered a consuftation with an Ears,
Nose, and Throat Specialist (ENT). Resident #1
required surgery for repair of the Facla! Bone
Fractures and an everight hospltalization,

Manager, and/or Unit Manager with the
findings from the clindeal rounds and is
ongoing to identify any resident with the
potential to be affected which will allow for
immediate corrective action.

On 7-15-14 the Performance Improvement

oo ~The-facility’s failure to-ensure an-effective-system- - -| - - Committee was educated by the Regional .| __ __

~F was'in place to monitor and assess the residents,: = | -~ Quality Specialist on the Performance ... . .| ... . .
has caused oris likely to cause serious injury, Improvement Process to include the PI Policy
harm, impairment, or death to a resident. and supplemental PI forms.

Immediate Jeopardy was identified en 05/09/14 -

and determined {o exist on 03/26/14. Refer to
F279, F302 and F323,

The Director of Nursing, Unit Manager, RN
Weekend Supervisor and/or The Registered
Nurse Staff Development Coordinator will

The findings include: conduct clinical education with facility staff o
an ongoing basis as Indicated based on the

Review of the facifity's policy and procedure, . findings of daily clinical rounds and the

"Performance Improvement” dated 03/05/08, recommendations of the Performance

revealed its policy was to identify and respond to Improvement Commirtee.

negative outcomes and deficiencles. In addition,
the actions taken are directed toward enhancing
quality of care and quallty of life for residents and IV. Monitoring
also aerves as a preventative function by

reviewing and improving functions. Further
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review revealed the committee meets at least
monthly to Identify issues that necessitates quality
assessment and assurance activities and develop
and implement appropriate plans of action to
correc! identified quality deficiencies,

‘Interview with the Administrator, on 05/16/14 at

3:45 PM, ravealed the QACC masts monthly or
as needed and Its purpose is o frack and trend
clinical outcomes with an overall goal to improve
the residents' quality of life. Additionally, she
revealed she was responsible for the QACC. Post
Interview with the Administrator, dated 06/03/14
at 3:50 PM, revealed the audits to ensure the
assessments wers complsted avery shift were
stopped around 04/16/14 or 04/17/14 when the
revisit was conducted to determing the facility
was back in compllance,

Interview with the Medical Director,on 05/16/14 at
10:00 AM, revealed that he attends QACC

| meetihgs menthiy and when-he was-unable to
| ettend,-he-was- available by phone; The Madical- -~ |-

Director stated he was not made aware of the
resident's fall with facial fractures unti! 05/09/14,
after the Jeopardy was identified. The Medical
Director stated the QACC had nof addressed any
new concems with monitoring and assessment of
a resident until he was made aware on 05/09/14
and they were addressed In the next QACC
meeting. During further interview, the Madical
Director stated it would be his expectation for the
facility to have notified the primary care physician
of the resident's significant change of condition.

*The facility implemented the following actions to
remove the Immediate Jeopardy:

On 05/10/14, the facili!y's‘Nursing Management
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This Plan of Carrection I the center's credible
allegation of compliance,

Freparation and/or execution of this plan of correction
doas nol constiture admission or agreement by the
provider of the truth of the facts alleged or conclusions
se¢ forth bt tha statement of deficiencies, The plan of
correcrion is prepared and/or executed solely because
it Is required by the provisions of federal and siate taw.

The Performance Improvement Committee me
on May 12, 2014 to discuss root canse of
adverse event. A fishbone diagram along with
brainstorming was the basis of the root cause
analysis. In addition each deficlent practice

cited by the survey team was disoussed. The
Medical Director was notified via telephone of’
the plan developed by the Performance
Improvement Committee on that date,

The Daily Clinicat-Rounds Form/Audit Toolis{ - - -

| ‘completed by the Director of Nursing (or Unagt |- - - - -

Manager, Staff Development Coordinator,
Case Manager, or Weekend Supervisor when,
the Director of Nursing is not available), This
audit tool will identify any concerns with .
physiclan/family notification, changes in
resident condition, ongoing assessments and
documentation in the medical record for
residents, resident care plans updated as needed
with changes in resident condition, newly
admitted residents care plans initiated,
investigations for any falls that occiured, care
plans updated with interventions to prevent
reoccurrence, and follow up completed as
needed for resident appointments outside the
center from the previous day.
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Team which consisted of the Direetor of Nursing
{DON), Unit Manager, Case Manager, and MDS
Nurse, met and reviewed all urrent residents
with falis In the previeus thirty {30} days to
validate the root cause identified, and care plans
were Updated with apprepriate intervantlons fo
prevent redcccumence.

On 05/10/14, the DON revised the falls packet for
the licensed staff to use o investigate a fall at the
time of occurrance. This revision included a
Fall's Scene Investigation Report from the
Kentucky Quality Improvement Organization
which will be used by the licensed nurses as a
guide to determine the root cause with any falls
that oceur,

On 056/10/14, the Registered Nurse Staff
Development Coordinator (RN SDC) andfor
designee to consist of the DON, and/er Unit
Managers, Initiated education with ali licensed
nurses refated to policy and procedures on the -
- | following topics: Pain Management, Repofting - =
‘| Change of Conditton to the Physieian, Accldents
and Supervision to Prevent Accidents, Patlent
Assessment, Seizurs, Rool Causg Analysis, and
Fall Response and Management. The education
continued on 05/11/14, 05/12/14, and 05713/14
and is ongoing untl all licensed nurses have
atlended. No licensed nurse may work untli the
education has bean received.

The Performance Improvement (Pl) commitiee
met on 05/12/14 and discussed the root causa of
the adverse event on 03/26/14. In addition, all
tlted deficient practice was discussed. The
Medical Director was notified via telephone
conference and approved the plan developed by

the Pi committee. Members of the P) committes

Yhis Plan of Correction 13 the center's credibie
allegation of compliance,

Preparation andfor execution of this plan of correction
does not constinute adnission or agreement by the
provider of the truth of tha facts allzged or conclusions
set forth in the stadsment of deficlencles, The plan o
corracilon is propared enlior exscuted solely becausg
It is required by the provistons of foederal and stata law,

Findings from the audit too] will be tracked
and trended by the Director of Nursing weekly
and forwarded to the Performance
Improvement Committee with further
education or actions taken as determined by thq
Committee.

Findings from the Monthly Pain Audit will be
tracked and trended and forwarded to the

'|: Perforinance Iinproveient Comtifftes Tor ~ |~
“weekly and ot monthly review with further

education and/ or follow up actions taken as
determined by the Committee. The frequency
of this audit may be adjusted according to the
Performance Improvement Committes,

By reviewing the findings of the tracking and
trending, the Performance Improvernent
Committee will monitor the effectiveness and
compliance with the plan weekly to validate
solurions are sustained.

The Executive Director is to assume overall
responsibility for the actions of the
Performance Improvement Committee,
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in attendance included the Executive Director This Plan of Correction is the contar's credible
(ED), DON, Case Manager, Unit Managers, the allegation of compliance.
District Diractor of Clinical Operations (DDCO), :
MDS Nurse, the Regional Vice President of Freparation and/or execution of this plan of corvection

. - s does not constitute admission or-agreeniant by the
C_Hmcal O:D erations (RVPCO), and the Dmeflonai provider of tha ruth of the facts alleged or conalusions
Vice President (VP ). The PI committee reviewed sel forth in the statemant of deficienciss. The Plan of
and approved the plan and will meet weekly until ‘ correcrion Is prepared and/or axecuted solely beemuse
it is requived by the provisions of federal and state law.

substantial compliance is achieved. During the
weekly Pj committee meetings, the committes will
review the rasults of the Dally Clinical Rounds
and monthly pain audit, and track and trend the
audit fool findings to identify need for further
actions andfer education,

The Performance Improvement Corpmittee
consists of the Executive Director, Direstor of
Nursing, Unit Managers, Staff Development
Coordinator, Case Manager, MDS nirse,
Social Services Director, Activity director, and|
On 05/12/14 and 05/13/14, the facility identified Therapy Services Director,

residents who had the potential to be affected by
the alleged deficient practice and all CONCerns
were corrected,

On 05/12/14 and 05/13/14, the faclity's Unit The Performance Inprovement Committee is
Managers, Case Managers, Medical Record meeting weekly at this time, but will resume o )
Nurses, DON, and Assistait Dirécter of Nursing .~ monthly meetings once substantia] compliance| "
(ADON) reviewed all ¢uricht residents Progress T is achieved, o
Notes for the previous thirty (30) days to identify
any changes of condition, verified physician and
family nofification, and care plans were updated
to reflect the change in condition.

On 06/12/14 and 05/13/14, the facifity's Unit
Managers, Case Managers, Medical Record
Nurses, DON, and ADON assessed every cUrrent
resident using the "Patient Nursing Evaluation™
and updated care plans as needed to reflect
current status of the residents, This assessment
included a pain assessment and a Morse Fall's
Risk Assessment for every current resident.

On 05/12/14 and 05/13/14, the facility's Unit
Managers, Case Managers, Medical Record
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Nurses, DON, and ADON reviewed every current
resident for a diagnosis of seizure disorder and
validated the care plan to reflect the diagnosis
and appropriate interventions,

On 05/13/14, the DON implemented
Interdisciplinary Cinical Rounds dally
(Monday-Friday) an each unit. These rounds
included the DON, Unit Managers, MDS Nurse,
Soclal Services Dirgctor (SSD), and Therapy
Program Director. An audit ool will be completed
dally with the findings from the ofinical rounds,

The DDCO and/or Divisfonal VP will provide
weekly oversight by validating action plans are
implemented and attend facility P! commitiee
meetings until substantial compliance has been
determined,

The State Survey Agency valldated the cormrective
actions taken by the facility as follows:

Record review revealed Resident #1 was ~
discharged home to Home Heaith services. On
05/12/14 and 05/13/14, the facifity complsted an
investigation which Included interviews with staff
who provided- care for Resident #1 on the date of
the fall (03/26/14). In addition, the facility
completed a medical record review to attempt to
identify the root cause,

On 06/16/14, review of Residents #7, #8 and #9's
record revealed current carg plang, pain ‘
assessments, and Morse Falls Risk Assessments
had been complefed. Progress Notes were
reviewed and no concerns were noted with
physician notification or change of condition.

Review of the inservice logs, on 05/16/1 4,
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revealed all staff working had been inserviced
on Pain Management, Reporting Change of
Condition to the Physician, Accidents and
Supervision to Prevent Accidents, Patient
Assessment, Seizure, Root Cause Analysis, and
Fall Response and Management. The inservice
was completed by facility staff which included the
RN SDC, DON, and Unit Managers,

On 05/16/14 at 10:03 AM, the DON verified
through interview he provided Inservics to all staff
working, performed pain assessments, fall
assessments, reviewed avery patient for
diagnosis of seizure disorder, and validated care
plans. In addition, he reviewed &ll the falls for the
past ningty (90) days to ensure the root cause
was identified. Further interview revealed, that
he, along with the Unit Managers, SDC, MDS
Nurse, Social Services and Rohab initiated the
daily (Menday-Friday) Ctinical Rounds.

On 05/16/14 at 11:16 AM, Registered Nurse (RN}
#2 (Unit Manager) and LPN #2 (Unit Manager)
verified through interview they assisted with
review of all falls for the last ninety (90) days at
the facility. In additlen, thay reviewed avery
current resldent for diagnosis of seizures and
validated the care plans. Further interview
revealed they assisted with daily (Monday-Frigay)
clinical rounds. Each of them stated they
received the education provided by the facility
refatad to falls, root cause, selzlres, physician
notification, change of-condition, and pain
assessment. ‘

On 06/16/14 at 2:30 PM, LPN #4 verified through
irterview he received education from the facility
related to the new falls packet, change in
condition, physiclan nofification, sefzures, and
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care plan inferventions,

On 05/168/14 at 2:50 PM, RN £3 verified through
interview she received education from the facility
related to falls, physician notification, and pain
monioring.

On 05/16/14 at 3:02 PM, LPN #5 verified through
Interview she received education from the facility
related to physician notification, the new falls
packat, pain assessment, seizures, and
determining the roof cause of the falls.

On 05/16/14 at 3:03 PM, LPN #7 verified through
Interview she received education from the facility
related to physician notification, new falls packet,
sefzures, condition changes, and pain,

On 05/16/14 at 3:30 PM, RN #4 verified through
interview she received education from the facility
related to physician notiffcation, status changes in

residents, selzures, falls, and pain assessment, - -

On 05/16/14 at 3:30 PM, RN #1 {MDS
Coordinater) verified threugh interview she
received edueation from the facility related to
notifleation in change of condition, pain
management, seizures, and fails packet. Further
Interview revealed she assisted with daily clinical
rounds and assisted with review of falls for the
past 20 days 1o validate the root causes,

On 05/16/14 at 3:54 PM, LPN #8 verified through-
interview she received education from the fachity
related fo falls, pain monitoring, condition
changes, seizures, patlent assessments, and
physician natification.

On 05/16/14 at 4:00 PM. LPN #8 verified through

F 520
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interview she recelved education from the facility
related lo the new falls packet, physician
notification, updating care plans, seizures,
condition changes, and pain agsessment,

On 05/16/14 at 4:23 PM, the Physical Therapy
Program Director verified threugh interview she
was educated on the new process for clinical
reunds, falts, and the new falis packet.

On 05/16/14 at 4:25 P, the $SD veritied threugh
interview she assisted with the dlinical rounds
daily (Monday-Friday). She stated she did not
receive the other education because she was not
¢linical.
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