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An abbreviated standand survey (IKKY22633) was
conducted on 01/14/15. The complaint was
substantiated with deficient practice Identified at
"D" lavel. _
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ss=D | PERSONS/PER CARE PLAN

The services provided or armanged by the facility
must be provided by qualified persons in
accordance with each resident’s written plan of
care.

This REQUIREMENT s not met as evidenced

Based on interview, record raview, and a raview
of tha facility policy it was determined the facility
falled to ensure services were provided in
accosdance with each resident’s written plan of
care for one {1) of three (3) sampled residents
{Resident #1). Areview of Resident #1's |
comprehsnsive care plan revealed the resident !
raquired extensive assistance of two staft
members for transfars. On 12/24/14, facllity staff
failed to transfer the resident with two peaple.
One staff person attempted to transfer the
resident and the resident felf.

. The findings include:

Araview of the facility's policy titted Care Plan

| Palicy and Protocol, dated August 2012, revealed
staff would develop a comprehensliva care plan
for each resident to mest a residents medical,

. nursing, mental, and psychosacial needs, which
had been identified in the resident's
comprehensive assessment.  The policy stated
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Anyderdenq aiahmmemﬂngwlm an ulsrisk(") eﬁdel"arwlﬁchma Inatitution may be axcused from cormecting providing It ls determined that
olher safeguards provide eufficiant protection to the pe . (See Instructione.) Excapt for nureing homes, the findings stated abova are diaclosabls 80 days
foilowing the date of survey whathar or not & plan of correction (s provided. Fornursing homes, the above findings and plans of corfection are disclosable 14
days following tha date these documnanis are made availeble to the facifity. If ddk:iemiu are cllad, an approved plan of correction |s requisite to continued
program participation.

FORM CMS-2557(02-60) Pravious Varsions Obsdlate Event ID:HZW11 Fecity ID: 100482 It continuation sheet Page 1 of 8



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

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 01/29/2015
FORM APPROVED
MB NO. 0938-0391

(X1} PROVIDERSUPPUER/ICLIA
IDENTIFICATION NUMBER:

185134

{X2) MULTIPLE CONSTRUCTIONR
A, BUILDING

B WING

{%3) DATE BURVEY
COMPLETED

c
01/14/2018

NAME OF PROVIDER OR SUPPLIER

HAZARD HEALTH & REHAB!LITATION CENTER

390 PARK AVENUE

STREET ADDRESS, CITY, STATE, 2P CODE

HAZARD, KY 41702

X5 1o
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION

x5
PREFIX {EACH CORREGTIVE ACTION SHOWLD BE coudumg;lou

TAG CROSS-REFERENCED TO THE APPRUPRIATE

F 282

Continued From page 1

the Kardex would be utilized as a guide for Nurse
Aldes in providing resident care on a dally basis.

A review of the facility's policy tittled Resident
Status Kardex, not dated, revealed the resident's
Kardex was used to ensure appropriate care was
provided for facility residents. The policy stated
Licensed Nurses verbally reported tha information
on the Kardex to facility Nurse Aides. In addition,
Nurse Aides were responsibla for reviewing the
Kardex to ensure appropriate care was delivered
to facility residents.

A review of the medical record for Resldent #1
reveealed the facility admitted the realdent on
0114114 with diagnoses that inciuded Diabetes,
Hypertension, and Chronic Airway Obstruction. A
review of the resident's annual Minimum Data Sat
{MDS) asseasmant dated 12/23/14 revealed the
resident required extensive assistance of two
staff members with transfarring and ambulation.
in addition, staff assessed the resident to be
interviewable with a Brief Interview for Mental
Status (BIMS) score of 15.

Resident #1 was discharged from the facility due
to an acute hospital stay, and was unabie to be
Interviewed.

Areview of Resident #1's Kardex (not dated) and
Comprehensive Care Plan last reviewed and
ravised on 12/30/14 revealed the resident
required exiensive assistance of two staff
members for transferring and ambulation.

Areview of Resident #1's incident report dated
12124114 revealed the resident fell when baing
transferred to the bedside commode with ona
staff member’s assistance. Further review
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revealed the resident had not sustained any
major injuries bacause of the fall.

State Registered Nurse Aide (SRNA) #4, who
transferred Resldent #1 when tha fall occumed on
12/24/14, wes no lenger employed at the facility
and was unable to be reached for an Interview on
01/1418.

An interview with Registered Nurse {(RN) #1 on
01/14/18 at 3:15 PM revealed she completed the
incident report for Residant #1 when the fal
ocaurred on 12/24/14. The RN stated she
identified the causative factor of the fall was that
stall (SRNA #4) transferred the resident to the
bedside commode without tha assistance of two
staff members. The RN stated she reads the
resident care Information on the resident's Kardex
to the SRNAs dally during varbal report, and "had
just read it to her [SRNA#4) a litile bit before the
fall occurred.” The RN stated thea SRNA
acknowledged she "should have gotten help” to
transfer the resident when the fall occtirred on
12/24/14.

An interview with the Director of Nursing {DON)
on 01/14/15 at 4:30 PM revealed licensed nursing
staff provided verbal report daily to all SRNAs,
The DON stated the information from each
resident's Kardex, which Included the number of
sl&ff raquired to transfer/ambulate the resident,
was provided to the SRNAs dally. The DON
continued to state SRNAs had bean trainad to
look ef the Kardex daily to ensure care was
provided as required. The DON stated two staff
members should have assisted Resident #1, as
outlined in the resident's plen of care, when the
fall occurred on 12/24/14.
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$8=0 | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as |s possible; and each rasident recaives
adequate supervision end assistance devices to
pravent accidents.

This REQUIREMENT is not met as evidenced

by:

Based on interview, record review, and a review
of the facility's policy it was detemmined the facility
falled to ensure residents received adequate
supervigion to prevent accidents for one (1) of
three (3) sampled residents (Resident #1). A
review of Resident #1's medical recond revealed
staff assessed the resident to require the
assistance of two staff members when being
transfarred. Howaver, on 12/24/14 Resident #1
fall when one staff member assisied the resident
with transferring, instead of two persons as
required by the resident’s plen of care.

The findings Include;

A review of the fecility’s policy titied "Fall
Pravention Program,” not dated, revealed staff
would identify residents who were at high risk for
falls and implement safety measures to limit or
gliminate risks for facility residents.

A review of the medical record for Resident #1
revealed the facility admitted the reaident on
01/14/14 with diagnoses of Diabetes,
Hypertension, and Chronic Airway Obstruction. A
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raview of Resident#1's annual Minimum Data
Set (MDS) assessment dated 12/23/14 revealad
the resident required extensive assistance of two
staff members when being transferred. In
addition, staff assessed the resident to be
intarviewable with a Brief Interview for Mental
Status (BIMS) score of 15.

Resident #1 was discharged from the facility due
to an acute hospital stay and was unable to be
interviewed during the investigation on 01/14/15.

A review of Resident #1's Kardax (not dated) and
Comprehensive Cere Plan, last reviewed and
revised on 12/30/14, revealed siaff assessed the
resident to be at risk for falls. Continued

reviewed reveaied the resident required extensive
assistance of two staff members when bsing
transferred.

A review of Resident #1's incident report dated
12/24/14 ravealed the resident had a fall when
being transferred to the bedside commode with
the assistance of one staff person, not two staff
members as outlined in the resident’s pian of
care,

An interview was attempted on 01/14/15 with
State Registered Nurse Aide (SRNA) #4, who
transferred Resident #1 when the fall occurred on
12/24/14. However, the SRNA was no ionger
employed at the facillly and was unable to be
reached for an interview.

An interview with Registered Nurse (RN) #1 on
01/14/15 at 3:15 PM revealad sha had completed
the incident report for Resident #1 when the fall
occurred on 12/24/14. The RN confirmed
Resident #1 required the assistance of two staff
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members to be safely transferred. The RN stated
she had identified the causative factor of the fall
to be that staff {SRNA #4) transferred the resident
{o the bedside commode without the assistance
of two staff mambers. The RN stated that prior to
the resident's fali on 12/24/14, the RN provided
the SRNA the information from the resident's
Kardex regarding how Resident #1 was to be
safaly transferred, The RN stated the SRNA
acknowledged when tha fall occurred that she
"should have gotten help" before she transferred
the resident on 12/24/14.

An inferview with the Director of Nursing (DON)
on 01/14/15 at 4:30 PM revealed licensed nursing
staff provided verbal report dally to all SRNAs.
The DON stated the information from the
resident's Kardex, which included the number of
staff required to safely transfer a resident, was
provided to the SRNAs daity. The DON stated
SRNAs had been trained o look at the Kardex
daily to ensure care was provided safely as
required. The DON further stated two staff
members should have aseisted Resident #1 ag
outfined in the resident's plan of care when the
fail occurred on 12/24/14,
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