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I
" A Recorlification/Abbrovialed/Extandad Survay
initlated on 09/23/14 and concluded on 10/0214 This Plan of Carrection constitutes my
found tho faciity not meeting the minimum { written allegation of compllance for the !
. requlroénonls lor rocant!ication witf'; dellclancies i ' deficiencies clted. However, submission
cited. Complaint K¥22256 was substantlated H : i
: with Immadiate Jeopardy Idenitied on 09/25/14. | ;of this Plan of Correction is not an :
. The immadiate Jaopardy was determined lo exist | admission that a deficiency exists or that
- on 09/16/14 a1 a scopo and sovorily of a *J*, at 42! one was ¢i ] |
CFR 483.10 Resident Righis (F157), 42 GFR et L AR
. 483.20 Rogidont Assessment (F282), 42 CFR
. 183,25 Quallty of Care (FI09 and F323), and 42
i CFR 483,75 Administralion {F514), with
| Substandard Quatity of Caro at 42 CFR 483.25
Quelity of Care, Tha facllity was nolified of the
Immaodiate Jeopardy on 09/25/14,

t Correction is submitted to meet ,I
‘ requircments established by state angd
 federal law.

i On 09/16/14 al 11,30 AM, Regident #14 sustained:
: 0 1.5 centimeter laceratlon above the right oye
with profuse bleeding during a transior wilh a
- mechanical lifl. There was no documantad
avidenco tho rosidont's physician was natilied of
. the injury, The Diractor of Nursing {DON) was
! not nolified of the injury untit approximalely 2:00
: PM and she Instructed tho stalt to apply a ! i
: dro3ging 10 tho wound. Intarviaws ravealed | :
| batween 3:30 PM and 4:00 PM, Rogislered Nursa | !
i {AN} #1 and Minimum Date Set (MDS) Nurse #9 |
i found Pesidonl #14 with bruising around the right i ' :
: aye with signilicant swolling and increasod ! i
: bigeding thal had soaked through the inltial ; L i
. dressing. Howevar, interviows and record roviaw ! i
; ravealed na documented evidence of assessmont ! i ;
1 and/ar manitoring of Regidont #14. At 4:00 PM i
i the DON was again naotitied of the change of i ; i
: condilion and gave diraction ta RN #1 to prepare 3 :
4

i the rastdont lor transfer ta tha hospital lor :
i evaluation, Howovor, inlerviewa ravealod noithor :
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Any gafictoncy s1aiemen) anding with an aztoriok {) donotan 3 duflesagy which the Inatiiubon may be oxcused frorh cor
mhor snfoguards provide sulliciont prolaction io tha patioals. {Saa Intructions.) Except for nursing homas, tha fin ngs i

(X0 DAV

loflowing tha date of 2urvey whaihor or nol A pian ol corroction I provide, Fos nuiing homas, the nbove findinga ptans of garraction ar able 1 )
days luilowiny the dalo thoao documents are made avallabla fo the fagiity. H didiciencies are chad, an approved plan of mmﬁB'Vu Msi nlinued
progeam parlicipnlion.
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F 000; Conlinued From page 1

tho physician nor tho ambulance sarvice was
g natified as inatructed. At 5:00 PM, the rasident
i was found unvosponsive and In raspiratory
i distrass, The facility made an urgent call to the
| ambulance company at 5:08 PM with areival at

. Sponlanoous raspirations and wag pronounced
. doad at 5:20 PM,

The facility providad an acceplable Altagation of
i Compliance on 10/01/14 that alleged removal of
| immediale Joopardy on 09/30/14. ‘The Sialo

‘ removod on 09/30/14 a9 alloged, et 42 CFR
483.1C Rosidont Rights (F157), 42 CFR 483.20

. Resident Assaasmant {F282), 42 CFR 483.25

* Quality of Cara {F309 and F323) and 42 CFR

! 483.75 Adminisiralion {F514) with the scope and
savority lowared to a “D” whilo the faclity

i monitors the effactivaness of the implemented

: plan of corraction,

Additionel dofictencies ¢ilod waro Fa31ala

+ and sevarity of an *E°,
F 157 483,10(b)(11) NOTIFY OF CHANGES
§8=J. (INJURY/DECLINERQOM, ETC)

i Atacility must immodiatoly inform the tosident;

i consult with tha resident's physician; and if

! known, notify tho resident's logal reprasentative
: Or an intarestad family mamber when thore Isan
: accident involving tho resident which ragults in

: physical, mantal, or psychosoclal stalys (i.e., a
deleriaralion in health, mental, or psychosoctal
- Stalua in eithar lifa threatening conditions or

i Injury and has the pelantial for requiring physictan
«intervention; a significant changa in the rasideni's

e

5:18 PM. Tha resident was found with ne pulgoe or

: Survey Agency verilled Immediate Jeopardy was

5¢ape and severlty of 2“0, and F497 at a scope

F 000 [Continued From page 1

F 157

CEFICIENCY) {
!

An Allegation of Compllance was
pravided on 09/29/14 alieging removal
of the Immediate Jeopardy on
09/30/14. The following steps were
taken:

10/31/14

‘1. The rasident affected by this incldent is.
,!deceased. The C.N.A. invelved In the
i‘lncldcnt was suspanded pending

investigation of the incident. !
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, climeal camplications), a nead 10 aitor troatment !
: significantly (l.a., a need to discontinus an 50“ 09/25/2014 at 2 pm EST, a meeting
l oxisting larm of treatment due lo advorse -was held to discuss the invostigation, 1
cansequancas, ar to commaonce a new form of ; SS paliey & i
Irgaiment); or a dacislon to transfor or discharge !root EUSCE L {
the rasidont lrom the facilily as specified in procedures, and action plan. Attendees i
- §482.12(a), iincluded Administrator, Director of i
! The taclity must also promptly natlly the resident iNursing Services, Staff Development /
: and, If known, tho rosldent's legal roprosentative iQuaIItv Assurance Coordinator, Human i
| 0;' Interostod family membor when thera Is a EResources Director, GSS Rehabilitatlon /
| €hange in room or roommate assignment as iskilted Consul 6SS Qualt ;
; apecifiod in §483.15(e}{(2); or a change in i illied Consultants, GSS Quality :
! rosident rights undor Fadera! or State law or : ilmprovement Consultant, and GSS I
::g“::'é:gﬁ“ specified In paragraph (b)(1) of i |Workforce Consultant. GSS palicy and |
) ’ i ;procedure review Includad Safe Resident |
: Tho facllity must record and periodically update | ‘Handling, Incident Reporting and i
i Ine addross and phone numbor of the resident's Notificatlon of Ch f Condition. All |
j logal reprasentative or intetasted family member, | .Notificatlon of Change of Conditlon.
; ; ipolicies & procedures were found ta be
i This REQUIREMENT s not mal as evidencod | !approprlato; no rovisions were required
: by: : Eand a lesson plan was developed for re-
i Balsed ﬂ;ﬂ'?f“‘?;- C'Oilﬂd fﬁt;ﬂrd fGVLBW aml'l ! ic:rdur:ation related to F282, F309, F323,
‘ raviow of Ihe faciity’s poticy and procoduros, H 4 :
- was dolerminod tha facliity Taliod to have an : iand F514. On 09/25/2014 ot 4 pm EST, a .
i ofloctive system In place to onsure a realdant's . meeting was held to communicate 1) i
physician was nolilled immadiataly of any : isituati i icate |
| residont who sustained an injury and potantially A ;s uation, assign tasks and communicate !
| requirad physician intervention for one (1) of : ;mandatory adjusted schedules. i
! ;leo;m l(l1t$) Isamfg:lod rtnnlde:;ts lr(\Flc:sidem 011:). i ‘Attendeos included Director of Nursing |
! The leellity also failed to notlfy the lamlly of the | : [
| resident’s injury timety. {Reler la F308) : Servicos, Staff Development / Quality
I ; :Assurance Coordinator, and Nursc Casa ,
i On 09/16/14 at 11:30 AM, Residant #14 5U$t&|ﬂ0di v iManagcrs_ H
- @n opon wound to the face abova tho right eye | !
; Whh profusa blaading whon State Registerad i i
i Nursing Assistant (SANA) #3 attempted a | i
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transtar using a lift without staif asslstance. ! i On 09/26/2014, an invento of facill f
Howavor, there was no documented ovidenco tho * ; On0/26/2014, an inventory of facillty
resident's physician was notified of the injury, H i mechanical! lift slings was reviewed by
i Interviews revealed batweon 3:30 PM and 4:00 i { Administrator and Environmental i
: PM, Rogistared Nurge {RN) #1 and Minimum : ; -
; Dato St (MDS) Nurse #1 lound Recident #14 | Servicos Director and It was identified
| With Bruising around tho right ayo with signiiicant : ! that sufficient number of slings were
swoumgt:ndi lrllfrf:sed ibleed;r:g l::lp l;dacilhsonked : Present. For a total of 19 residents
through the initial dressing, 3 ]
Diroctor of Nur‘slng (DON) gave direction to AN requirlng the use ofa mechanical "ﬂ',
#1 lo preparo the residont for transler lo the there are 88 avallable slings. Solled slings
i hospitat for evalualion, Howavor, interviows laced | ited utili i
| ravanlad neither the physiclan nor the ambulance are placed in tha soiled utility rooms o }
! service was nolllled a3 instrucled. AlS:00 PM, | nursing staff to be laundered, Laundry |
I the rosident was found unrasponsive and in d - staff cleans and Inspect slings before
| fespiralory distress. The faclfity made an urgont '
! calf to the ambulanco company at 5:08 PM with : slings are returned to the floor for use. .
; arrival at 5:18 PM, The resident was found with : Once slings are sent to laundry, they are
RO pulse af spontaneaus respirations and was returned to the floor clean the very next

pronouncad doad ot 5:20 PM.

: day. Clean slings are stored on unit AB in

| room B12 and on unit CD In the clean

- place to onsure the resident’s physician was i .
notified immadiately in case of an injury Ihat : utlity room. On 09/26/2014 at 5:00 am
roquired a physician's Intervention, placad i EST, a meeting was held to provide re-
Realdent #14 and olhor a1 risk regidenta In a education In response to U and to
Situatlon thal could cause or wag likoly to cause
. serioun injury, harm, impaimment or death 10 & j discuss re-education to follow for the
: residant. Immediate Jeopardy was identifled on , entlre active nursing staff. Attendees
1 08/24/14 and determined to exist 09/16/14, The +included Administrator, Dircctor of

; facliity waa nolified of tha immediate Jeopardy on i

! 09/25/14. ! Nursing Services, Staff Development /

. ] Quality Assurance Coordinator, and
g’;:‘f;;"'a’o'"o%""d;g ﬂ';' :f:;”;"‘l:g’ug";’:“:s:l ?,lg : { Nurse Case Managers with re-education
; Immediale Joopardy on 08/30/14, tha Siate . i provided by GSS Rehabilitation / Skilled
; Survey Agency verified Immediate Jaopardy was { Consultant.

 romoved on 09/30/14 as allogod at 42 CFR i :

 483.10 Rasidont Rights (F157) with the scops |
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F 157 Continued From page 4 F157. Pag
- and severily lowared to a *D* whiio the facility 2. All residents dependent on staff for _
monitora tha effeclivaness of the Implementsd ' i
* plan of corraclion. * assistance with bed mobility and transfer |
i had the potential to be affected by this !
. Tha findings Include: ; :deficlency, 100% of the 79 current :
- Roview of the facility's policy and progedure i : residents’ MobHization User Defined i
: ragarding A Fallan or Injured Resident, rovised :  Asscssments (UDA) were reviewed for
Juna 2014, ravaaled tho purpose was ¢ givo i i by the DI { Nursi :
prompt treatment and prevent further Injury. The ! ; accuracy, by the Director of Nursing :
policy diractod staff, in case of complications; | Services, In determining type of !
notify tha physician and {oliow orders; lor 3 i
rosidents with suspecled head injury notlly the. asslstance required for bed mobility and i
physician by phone, not fax. i i transfers; this review was Initlatedon ~ ;
Faview of lxothy's incklaat feport for Reskdant i :09/25/2014 and was completed on :
aview of laclily's incldent report for Rasident | i
| #14'3 injury, dated 08/16/14, rovealed the wound | 09/28/2014. 10 of the 79 residents were ,
E nurae (Minimum Data Sat Nurse #1) messured | re-assessed by completing the :
o] f;a?{;dcgggr:?;g; fem) . 1.8 cm. The  Mobllization UDA for 3 consecutive shifts |
{ wound with somo docragse in bleeding. Tho ion 09/27/2014 and 09/28/2014; Casc '
| raport éndlca'l‘te(: the lr.\lj’:ry lypa as & laceralion i Managers and floor nurses completed the!
i located on the face. The Injury report notad the . i
¢ family and residont’s physician wers notifiod at ! : re-assessments. 100% of 79 current :
{ 1.00 PM on 09/16/14. Howaevar, Intarview with resldents care plans were reviewed by thcf
i G‘ﬂ'; ﬂl;g ::? mlglﬂm'lﬂ thﬁlc'a"; 8“'%’“’*:“: t Director of Nursing Services to ensure
 rovea il e G EE ST i care plan and kardex included level of i
| Interview with Licansed Practical Nurse (LPN) #1, ! i osslst for bed mobllity and transfer, '
j o 09/23/14 al 3:21 P\, ravealad she did not ! i
nolify the resident's family or loll the residant's : Including number of staff members, type i
phyﬂc'an of her concema at tha time of the iof likt and 5""8 slze if 'ndlcatEd: this :
m?ent becauso slgtlrd was husvalwﬂh other tasks. i review was Inltiated on 09/25/2014 and !
41 stated ahe did not actually notify the ;
! tamily or tho physician unih the next shilt. ;was completed an 09/28/2014,
f Interview with Minimum Data Sel (MDS) Nurse ' :
+ #1, on 09/23/14 at 5:07 PM, revealed sho told i i
| Registorod Nurse (AN) #1 around 3:20 PM to go : i
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{43 10 SUMMARY STATGMENT OF DEFICIENGIRH ol PROVIDER'S PLAN OF COARECTICN T £x8) '
PREFX | (EACH BEFICIENGY MUST OC PRECEDGD BY RULL | PREFIX {EAGH CORRECTIVE ACTION SHOULD Bg coMnCTION
™" . REGLLATORY OR LSE IDENTIFYING INFORMATON} 1 TAQ l CﬂOSS-HEFEﬂEgEchg;;ﬂchE APPROPRIATE i
i i | Continued From page 5 i
F 157 ; Continued From page 5 5 F 157!' 3. Re-cducation for compliance of £282, |
| ahead and prepare the paperwork ler the rasident ; '£309, £323 :
- 10 ba lransfarred, notity the resident's physician, ! ;F303, F323 and F514 was provided to
: and call tha ambulanca sarvico. : iC.NLA staff and licensed nursing staff by
' Reviow of tho Facsimilo (fax) Tranerisslon {85 Rehabllitation / Skilied Care
. Verilication Repon, not signad, dated of timad : {Consultatlon, Nurse Case Manager / Safe !
' reve?;?: ther; was no congrr;wllon ?f tganh ; Resldent Handling Coordinator and Staff '
i physician nolification aver &ing sent. Further !
! raviow of tha fax ravealed the residont ocbtained @ : Davelopment / Quality Assurance
j SPlivgash moasuring 0.1 x 1.5 cm abovo the right :Coordinator began at 5:00 am EST on
aye during a transgfer and had a moderate amount 09/26/2014 with muttiple meet] ngs
i I (! lied.
| of bloading and start-strips ware appled ischeduled throughout the day on all shifts
¢ Intorview with tho DON, an 08/26/14 at 11:50 AM, through 09/27/2014. Beginning on 1" shif}
{ rovealod she went back 10 tha room argund 4:00
PM 1o assess the resident and told RN #1 the ,°r 09/26/2014, no nursing staff member !
| resident neaded lo go immediately for sulures ‘ :was permitted to provide rosident care i
[ and avaluation at the hospital, ;.untll re-education was completed, As of ‘
 Rlaview of the second Facsimile {fax) : !DQ/ 29/2014 70 employees, which :
: Transmission Veritication Report, daled 0916M14, jrepresents all current full and part time
| reveaied a confirmation ima of 4:3¢ PM. The lax ; ‘nursing staff I . :
I specified the rasident sustainad a gash above the : inursing staff, have recelved the re i
: right oyo, it was cleanad with normal saline and | ducation which Included passing PUSt'tESI
; sterl-strips ware appliod. The gash continued lo : .and return mechanical lift use :
; Mmoderataly bleed and was it okay lo sand Ihe i d
{ rasldent out o ba suturad. l ;demonstratlon. 2 PRN / an call employees
i H mho are currently not scheduled to work '
f flzlféhﬂll;iMMONfa\‘\":Jm ngﬂ%‘{-‘ :ﬂ ?3’208/;;' al ne | will recelve the re-education prior to !
; 1201 PM, rovoulod on at4; , she ! . i
| sent a tax 10 the residsnt's physiclan requesiing | pvorking. Re-education Included: .i
an order to send tha resident to the emergency 1. Care Delivered as Per Care Plan :
+ raem and called the family for the first time to let ! ! |
: thom know tha rasidont was injured and tequired | I.A} The plan of care Is written to meet the
i Slilches. The LPN further stated the reaidant's l resident’s individualized needs based on _
phyalcian prefarred notillcations through fax; i '
. howaver, if something was energent it was the ! Edata collection and assessment UDAs. Thel-
E po"cv lo pago tho physician. LPN #1 sfatad she care plan needs to be updated with
| i did not know why sha did not pags the doclor per | resident’s change of condition. !
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! tha facllity's paticy and procadura.

i revaaled he answerad a call from tho rosidont's
' physiclan who was upset and said if there was an |
| emergency ihe facility should call and not sand a
; fax. The RN #1 further stated he received an
: { order to trunaler tho rogident 1o tho hospital;
i howaover, laitad to write the order. RN #1 alalad
ha dig nat call the ambulanco service as was
1 Instruclod bocause ha theught somaone alse waa
Iaklng care of it.

| Intarviow wilh RN #1, on 08/23/14 a1 2:45 PM, §

| Interview wilh lha residant’s family member, on
09/24/14 at 11:47 AM, revealed he was nat fold
; untii late afiemoon of Iho injury and was told at

" that lime the resident required slliches. The ;
: family membar then stated that a short while laiar l
; tho fncliity callod to say the rosident had passod

| away.

i Further Interview with LPN #1, on 09/25/14 at
11:28 AM, rovenled il there was any typa of
; accident thay wera supposed (o notily the family
 and the physiclan. Continued raview of he closed
 record did not roveal any ovidanco the physician
: or family were notifiad as documented In the i
¢m:idenl raport dated 09/16/14. :
I

| Intorviow with Residant #14's physiclan, on
09/24/14 at 4:42 PM, revealed she was not

. notillad untll 1ate aftornoaon that the rosidant had

f boen hit In the head, The physician stated she
. was told Iho rasident needad to go out tor stilches

| but was not awara of when tho incident actually

i occurrad, ‘The physiclan stated she was called
later by the {acility and lold she nooeded to sign

| the death certificate. The physician stated she

1 was very conlused by Ihla bocause sho had given

B) Facllity staff must review the care plan /.
kardex and provide care as documented lni
{the care plan, !
£} GSS Safe Resldent Handling Polley and
iPm:edure ;
:D} Mobilization UDA completion. !
£) Bed Mobility, Transfers, Use of
Mecchanical Lifts and Proper Lift Sling
|Utllization with return demonstratian.
Clean slings are stored on unlit AB In room
B2 and on unit CO In the clean utlility
t:t:m. If a needed sling cannot be located,

port to the nursc, Case Manager or
blrcctur of Nursing Services,

."' Quallty of Care

A) Resident care is provided based on
resident’s data collection and assessment |
DAs and the written care plan. Thisis

one to meet the resident’s standard of
care without injury or dacline in resident’s ;
condition. i

B) The licensed nurses are responsible for |
!.vorking with C.N.As and sugervising

resident care - this Is done by observation
Ic»f care and communication with C.N.As to

ensure care I delivered as per care plan.
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F 157 i Continuad From page 7
‘ dona,

: (AOC) on 09/29/14 attoging tha Immediate

i Joopardy.

was susponded aftor the Incldent on 09/18/14
: panding investigation of tha incident,

'_' 2, Amealing was hold to discuss the
: investigation, raot cause of the immediata

: procadures (reviow included zale rasident
; handling, Incldent reporting and hotification of

at 2:00 PM, Atendees of the masiing on
09/25/14 wara lhe Administralor, Diroctor of

» Consultants, Good Samarltan Society Quality
Soclely Workforco Consultant,

3. All policies end procoduros reviowed al the

! plan was developed by the altandees for
! ro-education,

.
.
H

j 83ipn tasks and communicate mandatory
! adjustod schodulos. Atandeea Included the

an order for the resident to ba transiorred to the
: hospital and did not understand why that was noi

Tho lacility providad an Allagation of Compriance
Joopardy was removed on 09/30/14; the (acllity

look the following stops (o remove the Immediate

1. The SRNA (SRNA #3) Invoived in the incidont |

i Jeopardy, Good Samaritan Soclety policlos and
change of condtilon and aclion plan), an 09/25/14

Nursing, Staff DevalopmenuOuamy Assurance
Coerdinatar, Human Rosources Director, Good
{ Samaritan Soclety (GASS) Rehabilitation/Skillad

improvement Consultant and a Good Samaritan

2:00 PM mooting on 09/25/14 ware found tobe
: appropriale with no revislons required. A losson

4. Amouating was held, on 09/25/14 at 4:60 PM, to
j communicats the Immadiats Jeopardy sliivation,

B T pRI—

;
i
+
|
4
;
3
H
i

FASTIN,  Accidents

‘Continued From page /

A) GSS Incident Report Policy and
Procedura - incldent report completian,
Vital signs, neuro check UDA if resident
hit head or unknown If resident hit
‘head In 3 fall, pain data collection and
jgssessment UDAs if resident has “new”
iarea of pain related to the Incident, fall
Irlsk UDA if resldent feli. Progress note
;follaw up to the Incident each shift for
72 hours or longer until stable,

ragress note related to physiclan
notlfication and family notification,

! ) GSS Notification of Change of Condition
Policy and Procedure - assessing resident,
notifying physician, documenting the
Eammunlcatlon with physleian - follow !

actor’s orders for sending resident to the -
hospital / calling EMS - if the resident is In
an emergent situation, physiclan and EMS
_'are both called immediately.

H
V. Clinieal Records

A) Documentation must be clear, concise, |
bjective findings using medical
fermlnologv and approved G55
abbreviations. Information stated by |
residents should be documented exactly asj

—heard ]
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; Director of Nuraing, Statf Devalopmaent/Quality
- Assurance Coordinator and Nurse Case
' Mangegers.

provide re-education In rasponsa to the
: Immediate Jeopardy and to discuas ro-education
i 1o follaw for the entira active nursing staff,
Altendeas includad the Administrater, Director of
l Nursing, Stalf Dovolopment/Quality Assurance

i
: |
5. On 09/26/14 at 5:00 AM, a meeting was hatd to !

I

j Coorcinator, and Nurse Case Managars with ;

! ra-aducalion provided by a Good Samaritan i

i Socloty Rehabititation/Skilled Congullant, l

i 6. On 09/26/14 an invontory of mechanical i

l slinge was reviewed by tho Adminisirator and the l

' Environmental Services Director and It was _

 idontifiad that a sulficiont numbor of slings wero |

{ precent, Thera ware eighty-eight (86) avallable |

* slings for a tolal of ninateen {19) rasidents "

+ raquiring the use of a mochanical i, Soiled ,
! glings wore placed In the soiled ulltity rooms by

; nursing staff to ba laundered, Laundry staif ;

| cleanad and ingpocted slings and rolurned them li

i to the flaar the very next day, 3

{ 1

|

!

|

]

i

]

i 7. Aono-hundrod (100)% reviow was iniliatod on
09/25/14 and concludad on 09/28/14 to ensure

. accuracy (detormination of typo of assistance

i required for bed mobliity and transfers) o

: seventy-nina (79) currant rasidents’ Mobllization

5 User Dolined Aaseasments (UDA) by tho Director |

; Ol Nurging, Ten (10) of Ihe seventy-nine {79) e

| residents were to-assessed by completingthe

. Mobillzation UDA for threa (3) consocutiva shifts

: on 09/27/14 and 09/28/14 by Nursa Cage :

; Managers and flcor nursas. |
i

: resident with bed mobllity and transfer to i
, B, One-hundred {100)% roviow of saventy-ning ensure safe care as per residens’s Care nlﬂﬂl
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;Bl Documentation must ba timely - at thel
itime of data ¢ollection, UDA compleation - ;
i'take the PCC tabiet / laptop inta resldent’s]
Jroom for immediate documentation, In
jgemergency situations, documentatian
';nust be completed as a lato entry as soan :
2s possible, na later than the end of the
shift. Nursing staff are not to leave the
.f:u!ldlng untli documentation is complete,
PCCwill date and time stamp when the
;entry Is made, 50 when documenting cvcnh’]
that occurred at an earlier time, the time
of occurrence will be entered In the text of
' he note.

F) Utllize the proper progress note type to |
Hocument follow up assessment, physiclan
'hotlﬂmtlon and family notification,

r!. Audlts will be completed by licensed
nurse for completion of Mobilization UDA !
bn cach shift in the first 24 hours of |
admission/readmission and with change of'
tonditlon, for accurate care planning / f
kardex for level of assist for bed mobiliity i
$nd transfer Including number of staff, tvpuf
of lIft and sling size If indicated. Audits will
be completed by licensed nursc observing 1
t:':.N.A. on each unit on each shift In asslstln&
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F 157 Conlinuod From page 9

iContinued From page 9
F 157 \Modical Reeord Audits will be completad

i (79) current rasidents’ care plans was initlated on

: 09/251 4 and compleled on 09/28/14 by the

! Director of Nursing 1o ensura care plans and

: Kardexs ingluded the level of assist for bed

s mobility and transfar, included the numbor of stat
: members required for use of tha fift, the type of iiit
i 10 b8 used, and the sling size, it indicated.

7 9. Re-educalion was provided to SANA stefl and

. ficensed nursing statf baginning at 5:00 AM on
09/26/14 on all shifts and continued through

. 08/27/14 for compliance by Good Samariian

: Socicly Aehabintation/Skiffad Consultant, Nurse

| Case Mannger/Safa Resident Handling

! Coordinalor and Staf! Development/Quality

; Assurance Coordinator. Beginning on first (1at)

 shilt of 09/26/14 no nursing stalf member was

; permittad to provide resident cara unti

. re-educetion was comploted. As of 09/29/14

! saventy (70) employees (all curront full and

| pant-lime nursing staff) had received the

; fo~aducation which Included paseing a post-tas)

1 and retum domonsiration for usa of the

: machanical ift. Twa {2) prvvon-call nursing

| employoos who were nof scheduled 1o work will

' racaive tha re-educalion ptior to working, The

 ra-aducalion included 1) care doliverad per care

* plan, 2} qualty of care, 3) accidants and 4)

¢ clinical records,

H

+10. Audits will be completed dally imes seven (7)
. days by licensed nurseg for complation of

{ mobilization (UDA) on aach shift In the first

* lwenly-four (24) hours of admission/readm ission

“ and with changa of condition for aceurala care

: planning/Kardexs for leval of assistance for bad

i mobllity and transfer Including number of staff,

'by licensed nurse to ensure with each
fincident an Incident report has been
‘completed, GSS #415 {facility
investigation) is initiated, physiclanand !
resident’s responsible party have been |
!notiﬂed with appropriate documentation,
Eresldent monitoring and assessment lg
‘completed and documented In approprlat
‘UDAs and progress notes. Al audits wil b
‘completed daly X 7 days. '
|I‘I’hn facllity has developed a Compliance Ad
iHt'.m Commilttee which Is chaired by the '
factlity Administrator to manage the i
development of the POC for ongoing ,
‘comaliance of F282, F309, F323 and £514 i
and oversee the Implementation of the Po:b
Wwith GSS Consuitant support and assistancé,
Committee members include Director of i
ursing Service, Staff Development/ |
uality Assurance Coordinator, Nurse Case
Managers, Human Rosource Director, f
Health Infarmation Manager, and Medical '
Director. All audit results will be submitte
ta the Ad Hoc Committee for review and
'ollow up action as indicated. The Ad Hoc

ommittee minutes will be reported to thef

i type of lift, and sling size if Indicated, i
1

Quality Committee monthly. i
{
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(ay o SUMMARY STATEMENT OF DEFICENCICS i D PHOVIDE'S PLAN OF CORRECTION P o
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i ] Continued From page 10 i
F 157} Continued From page 10 i F 157 ’ ,
{ 11, Audils will be completed daily times seven (7) : ; POC Stare : ;
' days by licensed nuraes observing ona (1) SANA ’ } i /
{ on aach unit on oach shift In assiating residants | The resldent i ]
i with bad mebility and transfer 1o ansure safs care ' csldant found to have been affectcd_l
: por tho rosident's care plan, I by the dcﬂdcnt practice (RESIdent ”14} Is
| now deccased.
: 12. Medical recard audits wilt bo compieted dally g i
: limes seven (7) days by licensad nurses to ! )
ensure an Incidont repont has boen complelad pn idantifying other residents having the
with aach Incident, Good Samaritan Socloty | ! potentia! to be affected by the same
: lac;llly l?;as'ugatlon polllgly waarit;nitlated. r:llm’lcla:;‘ !  deflclent practice, it was determined that
and resident's respansible party wore no wi f !
appropriate documentation, residant monitoring | 1l m_s'd""“ could experience a change of ;
and assessment was completed and documented ; lcondltlon and could be affected.
in appropriate UDA's and progross notos, i :
7 jRe-education was Initiated on 09,26 2014;
13. The taciiity developad & compliance Ad-Hoc | Lo 3l g G /261
; Commiliee chalred by the facliity Adminisiratar to ! : censed nurses by GSS
i manage tho dovalopment of tha Plan of : {Rehabllitation / Skilled Consultant, These ;
. Correction lor engoing compliance and la i g ;
j ovorsao the implomantation of tha Plan of ; staff mombers were nstructed on the :
; Camaclion with Good Samaritan Sociaty : Importance of following GSS Notification
Consultont support and assistance. Committoe | lof Change of Condition pallcy and j
! membars include the Director of Nursing, the ]
| Stalt Development/Quality Assurance ;"""“"“"” in order to maintain safety for
: Coordinator, Nurse Case Managers, Human lour residents. Speclfic focus was placed
+ Resource Diracior, Haalth information Managor, on physiclan and family notificati i
! and the Medical Director. All audit rosulis will bo il nd family notifications |
submilted to the Ad-Hoc Commiltee lor review when a change of condition accurs to
and foliow-up aclion as indicatod. The Ad-Hog facilitate physiclan Intervention. tt was [
| Commitioa minules will be reported 1o the f
% Contintiing Qusity Improvament Committae required all staff members complete and _.
i Monthly, [Pass a post test for all training received ]
{ ‘prior to working on the fiaor to ensur
i Through obsorvation, Intorviow and rocord review .-ph defici . | sure H
[ the State Survey Agency validated the Allegation the deficent practice does not recur.
, of Campliance with removal of Immediate ! : i
i Jeopardy on 08/30/114 as allegod prior to oxiton | :
. 10/102/14 as tollows; : _ !
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X430 ' GUMMARY STATEMENT OF DEFICIENGIES :om PROVIDER'S PLAN OF CORRECTION X
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TAQ i  REGULATORY OR LSCIDENTIFYING INFORAMATION) Cooma CAOSS-AEFERENCCO TOTHE APPROPRIATE | DAIE
i i DEFICICNGY) i
! :Continued From page 11
F 157 Continued From pago 11 F 157 :
: -All post tasts were reviewed immediately
1. Review ol the personnol filo for SANA WS {upon completion by G5$ Rehabllitation /
ravealed sho was suspended from work aftor the Skilled | lid ducath
i incident on 09/18/14 ponding the faciilty ; ed Consultant to validate re-education
: invostigation and remained suapandod Iwas understood and that each Individual
: tihorl%uzgl?gut ihe survay including date of axli of lm" member passed the test, Each
) : tindlvidual tested did recelve a passing
2&-} ﬁB ?rm:p intm'levif incllﬁ:lrég !:;B Adrr:lnlslrnklwr. : scare. CNA i3 Is no longer employed with |
1he Direclor of Nursing, taf! Devalopmont ;
 Coordinatcr, the Human Resource Director, two | {655 and did not complate re-education. |
: {2} Good Samarltan Soclely Rehabllitation/Skilled ; |Charge nurse on duty will be notified ,
: Consultants (por telephene canference call). a | i tel dl n :
{ Goud Samaritan Society Quality iImprovement ] mmediately regarding residents who '
; {Q1) Coardinalor {per islaphona conferance call), | |experlence a change in condition. Case
aca:nd tha Go?d Samartan Soclc:ly Wmido:::o : EManager wilt then validate staff Involved
onsultant {per telephone conference call), on | i
i 10/0214 at 2:00 PM, revealad the Administrator, | are following GSS policy and procedure to
: tho Director of Nursing, the Stalf Dovalopmant jensure physician notification oceurs timaly,
Coordinutor and tha Human Rasource Director -and that resldent(s) recelve proper carc as!
ware present in porson at the moeting held, on d by the bh
09/25/14 a1 2:00 PM, and the two {2) GSS directed by the physician (as instructed
Conautiants, the GSS QI Caordinator and tha jduring re-education sesstons). Facllity
1 GSS Warklorca Cansullant were at the meoling ! : ,
i via lelophane conferenco call to discuss the ;deve!oped @ Quaiity Porformance :
i Investigation regarding Resident #14, tho root ‘Improvement Project (PIP) Ad Hoc !
ca:nn of ll:’e lmtr;e?lum &Juap:ardv. I(::;g-‘?; ﬁoui:f-’ ' iCommIttee to managa the POC unzil :
and proceduros to inchuda safe residont handiing,
incident reporting and notification of change of {Quality Committac determines Ad Hoc i
+ candillon and lo develop an actlon plan {lesson ,committee Is no fonger required. Ad Hoc ;
i plan), Review of he lesson plan agenda (not e i | :
dated) provided as praof for tha AOC which ;committee members Include '
included Iralning on sale assistance with bad Administrator, DNS, Staff Development /
: nll;bllity. l:’un;leris alng eu;ta :jf ?mha?h!:nl lt!ttls ar;:l i Quality Coordinator, Case Managers,
slings, and also inclu raining on the writing
the individuelizod nursing care pian based on g““'““" Resources, Health Information
: Individualized needs and on following the ! Management, and the Medlcal Directar,
rosidonts' plans of cars, Review of the sign+in ! :
sheats for the meoling hold on 09/25/14 at 2:00 i
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oo SUMMARY STATGMENT OF DLFICIENCIES I m; PROVIDER'S PLAN OF CORRECTION i e
PRERIR {EACH OEFICIENCY MUST BE PAECEDED BY FULL ! PREFIX (EACH CORRECTWVE ACTION SHOULDSE 1 COMPLCTION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) [ Y GNOBS-REFERENGED TOTHEAPPROPRIATE |  DATE
i 1 CEFICIENGY) :
{ DNS and MDS Coordinators wil review
F157 g:ﬂ“""‘"‘:? F‘°“‘h"39]° 12 . . F 157| residents/resident progress notes daily to
 confirmed the signatures of the attendees, ‘identify resident change of condition and
3. Roview of the lesaon plan devolopad in tho to ensure family notifications were !
meeling, on 08/25/14 at 2:00 PM, revealad an ! completed timely and i i
' aganda.'cuntont. and SANA and licansed nurso | i e o dedieos
{ post-tests 1o addreas the Immediate Joopardy +documented appropriately. Audits will be
I ]
compliance. Review ;! lhig legson plan ! ‘completed daily X4 weeks, then weokly X 4
: developed “Providing Rasldent Caro - ' i i
; Individualizod, Safe, Documantad’ revealad an iweeks, bi-weekly X 2 month, than
' agonda, content, and SANA and liconaod nurso :quarterly X 3, Audit findings will be
post-tests 1o address the immediato Joopardy reported to the Quality Committee :
compliance. Tha length of the tralning session P thiv 33, th t l
outlinad on the agenda was thirty (30) minutos for Imanthly x3, then quarterly x3, for further
SRNAs and one (1) hour for licensad nursas with recommendation to ensure continued
tha putpose of the training to be corraction activity compliance i
tor Immodiate Jeopardy F-1aga to includo policies ’ !
regarding safe handling of rasfdents, incldent i
: raporting, notification af ragident change ol !
condilion, data callection and UDA assessment ! I :
Instruetions and use of machanical Hfts and ] i
slings. i !
. 4. Intarvlew with Nursa Case Managers #1 and |} :
! #2, tho DON, and the Stalf Davelopment ' '
* Coordinator, on 10/02/14 al 3:08 PM, 3:15 PM, H
, and 2:20 PM, rospectively rovealed they had i -
' attended the meeting held, on 09/25/14 at 4:00 | i
: PM, lo digcuss the Immodiata Jeopardy situation, | :
to assign tasks and to communicate mandatory !
I adjustod schadulos for the nursing stalf. Roview |
; of the sign-In sheet for the maeling held on : | .
: 09/25/14 at 4:00 PM confirmed the signatures ol | i |
i tho allendees. i ; I
H i
+ 5. A group interviow including the Adminisirator, i |
; tho Director of Nursing, the Stalf Developmont : ;
ICoordlnator GSS Rehablitatton/Skilled i
i Consultant ¥2 {par tolaphone conforonco call) : | |
and Nurse Case Managers #1, #2 and #3, on i l '
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10/02/14 al 2:00 PM, ravealed they were all
presant in person at the meating held, on
09/28/14 at 5:00 AM, and GSS
Rehabllitation/Skillad Consullant #2 providad the
ra-aducatian to that stalf in the moeting with
discusslon of ra-aducation for tho entire active
nursing staff. Review of the sign-in sheat for the
meaoling held an 09/26/14 confirmed tha
signalures of the atlendees,

8. Observation of the maechanical (itt slings
locatad in the laundry and on each nursing unit,
on 10/02/14 at 5:00 AM, ravealad there wore
eighty-eight (88) slings avallable for use. Twelve
{12) of the slings obsarved were solled and
awaiting washing and inspaction. Intarview with
lhe Administrator and the Environmental Services
Director, on 10/02/14 at 12:18 PM, revealed thoy
both participated in an inventory of the facility
mechanica! ift slings on 09/28M14. The
Administrater and tha Environmaental Services
Director indicated tha soiled slings ware to be
placad in the solled ulilily rooms by nursing staif
lo be laundarad and the laundry staif wag to
launder, dry and inspect the slings before
slocking them on oach nursing unit the noxt day,
Interview with SRNA #7, on 10/02/14 at 3:50 PM,
revealed sho would placa a soiled sling in a bag
in the solied ulllity room on tho nursing unit to be
laundored and it was her understanding the
laundry staff wouid inspect the stings for any
delects balore returning them to the nursing
units. Interview with the Housekeeping/.aundry
Supervisor, on 10/02/14 at 4:00 PM, revealed the
laundry staff cleaned tho mechanical lift slings
seven (7) days a wook and inspected thom
balora returning thom to the nursing units for use,
She stated # a sling was datactive It would be
given to Case Manager #3 lor replacement.
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Inferviaw with Case Manager #3, on 10/02/14 at
4:10 PM, revealed he recelved the defoctiva
slings idantified by the laundry staff or any nursing
porsonnel and would order a replacemant right
away and the raplacement would usually be
provided within a waok. Inlerview with the DON,
on 10/02/14 at 4:10 PM, reveated mechanical lift
5iings ware stored in the clean ulility rooms an
aach nursing unit and were laundered and
inspected by the laundry staff,

7. Funthor intorviaw with the DON, on 10/02/14 at
4:10 PM, ravealed she inltiated a one-hundred
100% audit of the seventy-nine {79) residants’
Mobilizalion UDA's in the facility on 09/25/14 and
compleled the audit an 03/28/14, Review of the
UDA’s for Rasident #17, Resident #18, Resident
#19 and Residenl #20 revealed thay were
accurale assessmonts of the residents* noads.
Re-assessment documents waro raviewed for ten
(10} of the sevanty-nine (79) rosidents reviawed
which ware completed for three (3) consecutive
shilts an 09/27/14 and 08/28/14. Interview with
Casa Manager #1, and AN #1, on 10/02/14 at
4:15 PM, and 4:20 PM, respectively ravealed they
assisted with the ro-assessments for ton (10) of
the seventy-nina (79) residents reviewod which
wara completed far thrae (3) consacutive shilts
on 09/27/14 and 09/28/14, Review of the audit
Initlated on 09/27/14 and concluded on 05/28/14
conlirmed ten (10) rasldents were reviewad for
raassessment by the DON,

8. Observallon of Residant #17, on 09/30/14 at
3:25 PM, on 10/0%/14 al 8:35 AM, and 10:30 AM,
rovoaled the resident's plan of care was baing
loliowed by the nursing staff. Observation of
Resident #17, an 10/01/14 at 11:00 AM, revealad

wo (2) SRNAs performing a mechanical it

F 157
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transler of the regident from the bed lo a
wheelichalr using the appropriate sling idontified
on the plan of caro and using appropriate
pracadura for the transler, Obsarvalion of
Residant #18, on 09/30/14 at 3:45 PM, 10/01/14
at 8:45 AM and 10:45 AM, revealed the resident
was being cared for per tha assessad
nursing/SANA plan of care, Observation of
Residant #19, on 09/30/14 at 3:11 PM and
10/01/14 al 1:30 PM, ravealed the roaldent's plan
of care was being followod by tho nurging staf,
Raview ol the clinical rocords far Residant #1 7.
Resident #18 and Resident #19's revealed
Minfmum Data Set (MDS) comprehensive
reviews complated in the past thity (30) days and
compared to the residents' records reveated
accurate assessmanls had been completed,
Review of the nursing and SRNA care plans for
Residont #17, Resident #18 and Resident #19
revoalad they had been created from the
comprehansive MDSs, completed In the past
thirty (30) days and had been updated/ravised as
indicated. Review of the Mobilization UDA dated
08/28/14 for Rasidert #17 ravealed tha resident
was ta be transferred using the appropriate sling
size with a mechanical il as assossod. Inlorviaw
with the DON, on 10/02/14 at 4:10 PM, ravealed
she initiated a ons-hundrod 100% audtt of the
seventy-nine (79) residents’ (in the facility al the
time) care plans on 09/25/14 and complaled that
audil on 09/26/14 10 ensure cara plans and
Kardexs included the level of assisl for bed
maobllity and transfer, the number of stalf required
for use af the lilt and tho type of litt and gling to ba
used, il indicatod. Roviow of the audits compioted
by tha DON confirmed they wera complaled
betwaen 09/25/14 and 09/28/14.

9. Review of the SANA and licensed nurse
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sign-in sheats for the re-education trainings

10/02/14 at 2:00 PM, revoaled she had

through 09/28/14 with the assistance af Nurse

on 10/02/14 at 2:30 PM revealed she had

staff with return demonstrations of use of ihe
slings and lifls on 09/26/14 through 05/29/14,

last weak about lift use, charting, Incidant

had a written post-test on the training content,

incldent roporting, and calling the dactor. She
stated she also demonstrated the usa of the

tralning content. Interview with SAINA #7, on

and lilVsling use and she did a relurn

revealed all but twe (2) on-call nursing employees
had compieied the training between 09/26/14 at
3:00 AM and 09/27/14, A telephone Intorview with
1he GSS Fehabiiitation/Skilled Consultant #2, o

conducted the lesson plan training on 09/26/14

Case Managers #1 and #2. Inlerview with Nurse
Case Managers #1 and #2, on 10/02/14 at 2:20
PM, rovoalod they had participated In tha lasson
plan tralning done on 09/26/14 through 09/27/14,
Interview with the Stalt Devalopment Coordinator

parliclpated in the lesson plan training on use of
the slings and mechanical lilts and had observed

Interview with LPN #2, on 10/02/14 al 3:40 PM,
revealad she had attendad an In-service tralning

regorting, and calling tha doclor. She stated she
demonsirated tha use of the mechanlcal lifis and

Interviaw with LPN #3, on 10/02/14 at 3:43 P\,
revealod she had attended an in-sorvico training
oh 09/27/14 about mechanicat {iit usa, charting,

mechanical lilts and had a written post-test on (he

10/02/14 at 3:48 PM, revealed she atlendsd an
in-service training on 09/26/14 about the use ol
the resident care plans and lilt/sling use and sho
did a return domonstration and hed a post-taat.
Interview with SANA #8, an 10/02/14 at 3:52 PM,
ravealed she attandad an in-gervico tralning on
09/26/14 about the use of the resident care plans
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demonstration and had a past-test,

10, Review of the seven (7) daily audits, initiated
09/29/14, conlirmed a dally audit by licensed
nursas far complelton of the Mobliizallon UDA on
each shilt int the first twenty-lour (24) hrs af
admisslon/readmission and with change of
condition, for accurate cara plenning/Kardexs lor
level of assist for bed mobllity and transier
including number of stalf required, type of iift and
sling size, If indicatod. Interview with LPN #3, on
10/02/14 at 4:20 PM, ravealed sho had
complaled three (3) of the roquired saven (7)
dally audits to be done by licensed nurses,
intarview with AN #2, on 10/02/14 at 4:25 PM,
reveated he had completed two (2) of the
required sevan (7) daily audits to be done by
licenaed nurses.

11. Review of the audita, Initiated 09/27/14,
confirmed the audits lor proper use of the liit were
complated with observations. Intarview with LPN
#3, on 10/02/14 at 4:20 PM, revealed she had
observed SRNA #2, on day shilt on 09/29/14,
assisting Resident #17 with bed mobility and
liisling transter to ensure the sala cara per the
rosident's care plan, LPN #3 stated she had
completed three (3) of the requirsd seven (7)
daily audits to includa the observalion of a SRNA
glving care per the resident's plan of care,
Intarview with AN #2, on 10/02/14 at 4:25 PM,
revealed he had compleled two {2} of the
required seven (7) dally audils to ba dona by
licensed nurses, with obsarvations of SRNAs
providing caro.

12. Further intarvisw with LPN #3, on 10/02/14
at 4:20 PM, indicated sha also participated In a

F 157
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an incident report had baen complated for an
incldent cecurring on 10/01/14 (nat reportable)
and the appropriate documentation and regident
assessmant and monioring occurred timely.
intarview with RN i1, on 10/02/14 at 4:25 PM,
revealad she also had comploted a medical
record audit on 09/29/14 on sacond (2nd) shift
ragarding a change in resident condition to
onsure the resident's responsible party was
notitied, the physician was notified, appropriate
assessment and monitoring of tho rosidont was
complaled and timely documentation in the
progress notes, Raview of that audit sheet
indlcarad AN #1 had complated thal audit on 2nd
shilt on 09/29/14.

13. Interview with the Administrator, tha DON,
the Stalf Devalopmant Coordinator, the Human
Resource Diroctor and the Medical Director, on
10/02/14 at 4:35 PM, revealed they wera all to be
participanis in a nawily daveloped Compllance
Ad-Hoo Committee to manage the development
of hg Plan of Correclion {PQOC) lor ongaing
compliance. They indlcatad they ara to overses
Ihe implemantation af the POC with GSS
Consultant support and assistance, ensura all
audit results aro submitied to the Committea for
raview and {ollow-up aclion, as Indicated, Tha
Adminisirator statad the Ad-Hoe Committes
minules would be raported to tha Continuing
Quality Improvement Commiltes manthly. Review
of tha sign-in sheet for tho Ad-Hac meeting
revaaled it took place on 09/29/14 with the
Adminisirator, tha DON, the Staff
DavelopmenVQuality Coordinater, tho Human !
Resource Director, tho Madical Records Diractor,
both MDS Coordlnatars, and (he Medical
Director. The next Quality Assuranco meeting is
scheduled to be held on 10/28/14,

F157
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: i |An Allegation of Compliance was | 10/31/14
F 282 ; 483.20(k)(3)(ll) SERVICES BY QUALIFIED ! Fae2| !
oy | PERSONS/PER CARE PLAN iprovided on 09/29/14 alleging removal |
: ;or the Immediate Jeopardy on
i The sarvices provided or arranged by tho facility : 109/30/14, The following steps were
{ mual be provided by qualified persons in i ‘taken: :
i accordance wilth each residont's written plan of i * ;
i care,

L. The resident affected by this Incident Is
deceased, The C.N.A. Invalved in the

 This REQUIREMENT 13 not met as ovidonced

i by: Incident was suspended pending
Based on obgervation, Intarviow, closod rocord Investigation of the incldent, On

! raviaw, and review of the facility’s policies and 01

 procadures, it wag dotermined the facillty failed to 09/25/2014 2t 2 pm EST, a moeting was
hava an ellective awtem 10 ensure the =held to discuss the Invus“ﬂatlon. root
com %roh:nsive car: planl was“implur;eﬁled to gause of the I}, GSS pollcy & procedures,

! provida the appropriate sizo sling and the J )

. @ppropriato number of stalf prasant for the jind oction plan.- Attendees Included

i positioning at one (1) of sixtoon (16) samplod Administrator, Diractor of Nursing

i rogldonta, (Resident #14) which resultsd in an

ices, Staff Devel )
! injury 10 the recidant. (Rofor to F323) arvices, Staff Development / Quality

Assurance Coordinator, Human Resourees |

On 09/18/14 at 11:30 AM, State Roglslerad birector. GSS Rehabllitation / Skilled

: g:zcli';?\?::g?;;:‘fglﬁ}k:a;r;anzgr?;:zw Cansultants, GSS Quallty iImprovement
utilization of a fit, Record roview revealsd }:onsultant, and GSS Workforce
HGBMOH“ #14's care plan directad staff to usa iwo tonsultant' GSsS poﬁw and procedurc

: 2aslst with Iranglers, and noled the slzo and type i incl ¢
of sling fo ba used for the rasident, Howovor, Teview included Safe Resident Handling,

SRNA #3, without assistance, attomptod to '
ropagition Mosidonl #14 for transfar, onto a i
mechanical ift sling that was smaller than the !

ncident Reporting and Notification of
Change of Conditian. All policles &

rosidont's facllity assessed siza. Whila SANA #3 | procedures were found ta be appropriate;
1 Wos pos[tlon.ing tho rasidant onle the lift sling, 0 revisions were required and a lesson
i Rasideni 14's head hit the lift arm hooks, Ehn was developed for re-education

rasulting In a 1.5 cenlimeter laceration abova the i i
: fight ayo, with profuge bleeding. Inlarviews ; related to F282, F309, F323, and F514.
{ ravealed balween 3:30 PM and 4:00 PM, ; :
; Rogistorad Nurse (RN) #1 and Minimum Dale Sel;
{ (MDS) Nurse #1 found Rasident #14 with bruising |
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i around the right eye with signiticant swelling and
I Increased bleeding that had soaked through the
Initial dressing, At 4:00 PM tha Diroclor of
Nursing (OON) gava direction to RN #1 1o
prapare the rosidon! for transier ta the hospital for
t evaluation, Howaver, Intarviews rovealod naither
! the physiclan nor the ambulance service was
notilied as instructed. At 5:00 PM, the rosidont
was found unresponsive and In respiratory
distress, The facliity made an urgent call 1o 1ha
ambulance company st 5:08 PM with arrival at
i 5:18 PM, The rasidant was found with rio pulsa or
| spantanecus raspirations and was pronounced
J doad ot 5:20 PM,

| The lacllity's failure to have an effective systom In
1 place to ansure caro plans woro imptemeantad

| placed Resldent #14 and other residents at risk In;
+ a ltuation thal could cause or was likely 1o cause
[ sarlous injury, harm, impalrmont or desihtoa |
: fesident. Immadiate Jecpardy was Identilied on l
[ 09/24/14 and daterminad 1o oxist 09/16/14. The
 lacility was natifled of the immediate Jeopardy on
0912.:114

i The {acitly provided an acceptable Allogation of
i Complianco on 10/01/14 that alleged removal of |
! Inmediate Jeopardy an 09/30/14. The State
Survoy Agoency verliled Immediate Jaopardy was
; ramovaed on 09/30/14 as allagod. at 42 CFR
483.20 Rasident Asgossmenl (F282) with tha
: 9cope and sevarily lawared lo a "D" whils tho

! facliity monitors the offoctivenoss of the

i implemontad plan of correction,

I

j The findings include:

' On 05/25/2014 at 4 pm EST, a meeting
; was held to communicate I) situation,
d asslgn tasks and communicate mandatory:
| ad]usted schedules, Attendees Included
i Director of Nursing Services, Staff
i Develapment / Quality Assurance ]
| Coordinator, and Nurse Case Managers. |
{On 09/26/2014, an inventory of facllity |
"mechanical lift slings was reviewad by l
jAdministrator and Environmental Service
i Director and it was identified that
sufficlent number of slings weare present.
iFor a total of 19 residents requiring the
luse of a mechanical lift, there are 88
favallable slings. Soliled slings are placed In:
the solled utility rooms by nursing staff to
he laundered, Laundry staff cleans and
glnspect slings before slings are returned
ito the floor for use. Once slings are sent
to laundry, they are returned to the floor |
||:Iean the very next day. Clean slings are
lstored on unit AB In room B12 and on unit;
CD in tha clean utility room. On i
[09/26/2014 at 5:00 am EST, a meeting |
Wwas held to provide re-education in I
i
I
)

___..-J"

.response te U and to discuss re-education !
%o follow for the entire active nursing

[ Raviaw of tho facllily's policy and procedure ulled. lstaff
 Care Plans, ravised Decamber 2005, ravoaled | P
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£ 282 ; = ; i ;Contlnued From page 21 :
Conlinued From page 2 ! 'Attendees included Administrator, Director i
the purpose was io eslablish n moans of : i
recording identiflod cliont problams and planned 10f Nursing Services, Staff Development /
intarvonilona. The caro plan providad a means of iQuality Assurance Coordinator, and Nurse
evaluating the effectiveness of Intervantions and iCase Managars with re-education provided
detarmining what modilications were nacossary. :hy GSS Rehabilitation / Skilled Consultant.
Raviaw of the clozed clinical record lor Rasident §2. All residents dependent an staft for
#14 rovaalod the (acility admitied tho residant on ! bed mahblli
i 09/17/08 with diagnoses of Dementia, Anemia, gmmam:e with bed mobllity and transfer
| Alzheimer's, Ostaoarinritis, Dapression, :had the potentlal to ba affected by this
! Hyporionsion, and Anxiety. Review of tha ideficiency. 100% of the 79 current
i residents comprehensive care plan revealed the iresidents’ Mobllization User Defi i
i rosident had an Activilioa of Dally Living (ADL) 5 esidents’ Mobllization User Defincd i
: delictt refatad lo Immobility and dementia, iAssessments (UDA} were reviewed for l
! initiated on 06/04/13, and tequired total faccuracy, by the Director of Nursing Services|
; 8ssistencae using two (2) porsona for transfera s determinin of assistan d
with the total It ualng a large high back sling and ” ¢ d"“ b l" Lt ; fce "’q"'i“"
twa (2} poaple for turning and ropositioning. :for bad mobility and transfers; this review
Review of tho Mobllization Suppon dale iwas Initlated on 09/25/2014 and was
Collaction Tool, dated 01/17/14, revealsd tho icompleted on 09/28/2014. 10 of the 79
rasident quuiﬂ:'ld a tolal lift for transfer balwesn : | dp /28/2 loti
surfaces using a large high back siing, The lachity jresidants were re-assessed by completing
lurther assassed the residant using the Minimum ithe Mobllization UDA for 3 consecutive shifts
Data Set (MDS), daled 07/29/14, as requiring ion 09/27/2014 and 09/28/2014; Case i
! axtonsive assislance wiih bed mobllity and ' :
' franaters, ‘Managers and floor nurses completed the re;
i ! .assessments. 100% of 79 current residents |
{ Interviow with SANA #3, on 09/24/14 at 10:45 AM | 'care plans were raviewed by the Director of
and 09/25/14 at 9:08 AM, revealad she was going | !
to gt the rasident out of bod and piace him/er in i Nursing Services to ensure care plan and
a whealchalr 1o transport him/her 1o the dining .kardex included level of assist for bed
| "?Dmd"’: |:lﬂ0h-d SENA #3 Sfﬂr::g :haymw;;-:e ‘mobllity and transfer, including number of
already late and she was rus a gel the :
+ rosidont out of bed, Tha SANA said sho did ot jstaff membars, type of Ift and sling stze If |
. reviow tho raaldent's care plan in the Kicak prior | iindicated; this review was Initlated on
* lo tha incldent bocausa sha had taken care of the f 109/25/2014 and was completed on
- resident balare end knew ha/sho used a high : =09 /28/2014
back sling; howevaer, the SANA thought the i i ) |
rasidont was to use a madium sized sling, Tho ! i
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SFANA Indicated the it sling already under the
i ragidont was wat and ghe wag unabla o locate a
. cloan sling to use. Tha SRNA checked the C/D
: Hall linan closet and the A/D Hall linen closet, but
; was unable to find a cloan Iift aling and did not
+ know of anothar place o look. She decided to
| use the roommate’s sfing which was alraady in
i the room. Tho SRNA stated the roommalo’s sling
; was a fuli body, long seat sling in a alze smal,

H
| Continuad intorviaw with SRNA #3, on 004N |
! ab 10:45 AM, revoalod sho knaw the sling was
| different and smalier; howaver, she was trying o |
i hurry and just nesded to make sura the residen) |
: was perlectly cenlered In order for the strapa lo
: altach fo the mechanical ift. The SRNA stated !
1 during tho procass of trying to atlach tho atraps
l she reallzed the residont was going ta need to be ;
i readjusted agalin and with the [t still posiiioned
! over the resident, she turned tha residont to
1 hig/her lalt side. The llit arm hooks whera the
i sling altached to the mechanical It hit the right
i sida ol the resident’s hoad. SRNA ¥3 explainod
i the resident sustained a cut on the head ahove
! the right aye with profuse bigeding. SRNA #3
i lurthor detalled she knew she was supposed o
! use (ha right typo and size sling and had bean :
 trained an ansuring the right sting, but she was in :
' a hurry and did not raview the cara plan or ask lor
i help. The SRNA further stated she waa trained to
always havo two (2) peopts 1o aasit with turning ;
and rapasilloning a8 well as tranaferring, but she ]
did not ask anyona for halp. SRANA #3 said SANA!
#5 cama Into the room once the residant was i
attachad o the 1ift and helpod move the resident i
gafely 10 the chair, but the injury had already !
occurred at that point. The SANA stated tho !
purpose of having someano eiso thars to assist
1 wag lo help spol potontial hazards and pravent

F 232?3. Re-education for compliance of F282,

FOAM APPROVED
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{F309, £323 and F514 was provided to
'C.N.A staff and licensed nursing staff by
'GSS Rehabllitation / Skiitad Care
iConsultation, Nurse Case Manager / Safe
;Resident Handling Caordinator and Staff
iDcvulopment / Quality Assurance
Caardinator began at 5:00 am EST on
09/26/2014 with multiple meetings
scheduled throughout the day on all shifts
through 09/27/2014. Beginning on 1* shift
of 09/26/2014, no nursing staff member
was permitted to provide rosldent care
until re-educatlon was completed. As of
09/29/2014 70 employees, which
represents all current full and part time
nursing staff, have recelved the re- l
education which Included passing post-tos:
and return mechanical lift use !
demanstration, 2 PRN/ on call .c.-mplayeesI
who are currently not scheduled to work
:will receive the re-educatton prior to

iworking. Re-education Included: ;
]
i
!

I Care Dellvered as Per Caro Plan

A) The plan of cara Is written to meet the
resldent’s individualized needs based on
data collectlon and assessment UDAs. The
care plan needs to be updated with :

FORAM CMS-2587102-99) Pravious Vartions Obeolule Evont i Tvanm

iresident’s change of canditlon, '
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F 282! Continuad From page 23
l injury to the resident,

» Continued From page 23

F 282}
i B) Facility staff must review the care plan

 / kardex and provide care as documented

f interview with SRNA #4, on 09/24/14 at 12:28

i rovaaled she knew {ransfer infarmation on |

1 regidonts was in the Klosk on tha Kardex, The | Mechanical LIfts and Proper Lft Sling
SRANA staled she was aware two (2) pecple wore  Utillzation with return demonstration,
requlred for transfers; howaver, she did et : + Clean slings are stored on unit AB in room
assistanco lo place tha resident In the sling, } B12 and on unit €D in the clean utility

; Imarviow with Licenaed Practical Nursa (LPN) 1, room. If a necded sling cannot be located)
on 09/25/14 at 11:29 AM, revealad the purpose of report to the nurse, Case Manager or

the care plan was to ensure the residents were : ’
getting the right ¢are or tholr personal needs. i Director of Nursing Services.
; The LPN staled not foliowing tha care plan placed ! :

: tho resldenis at risk for Injury. LPN #1 furthor !
: stated sho did not monitor the SANAs to ensure
; {he cara plan was Geing followed and assumed ;
; thay know what to do since they had worked at A Resid:ent care Is provided based on i
i the tacility far so long. restdent’s data collection and assessment

: UDAs and the written care plan. This is

| PM, and SRNA #2, on 09/25/14 a1 5:54 AM, | in the care plan.
| revealed thoy used two (2) people far the actual | C) GSS Safe Resident Handling Policy and
transter with the lilt; howover, theydid not get | Procedure
assistance 1o pul tha resident In the sling orto | i .
{ hook ths siing to the Kt ! : D) Mobilizatlon UDA completion, '
i i I
i Interview with SANA #1, on 09/25/14 &t 9:55 AM, | ! E) Bed Mobility, Transfers, Usa of ;

Il. Quality of Care

| Intorview wilh the DON, on 09/24/14 at 12:30 FM, |

' ravealed the SRANAS accessed information from E done to meet the resident's standard of
| the cara plan on the Kardax which was In the | 1 care without injury or decline in resident's!
camputer Klosk, The DON stalod SRNA #3 did condition.

: not reviow the Kardax to ansura 1he appropriate
! type and size sling needed for Residont #14 was |

{ being used. In addition, Rogidant #4 was cate ' B) The licensed nurses are respansible for
planned to have two (2) people 1o assist with i ! working with C.N.As and supervising
's:?git"ht: Z'?q"n'ﬂ’ﬁ&“&?ﬂ&ﬁ?&ﬂ‘ﬂif&;?kfﬁ resident care — this Is done by observation
{ and should huvo known what equipmont was | of care and communication with C.N.As to
i neadad. Tha DON stated the mochanical lift | :ensure care Is delivared as per care plan. |
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F 282 Conlinued From page 24 1 F282! :
 slings wera kept in the C/D Hall linen clogat, the | !Ill. gkl
! Iharapy roem, and In room 812 on the othor unil, ‘A) GSS Incident Report Policy and
f Tha location ol the sling was Informaiion includod {Procedure - incident report completion,
¢ In tho machanical it training. Ital signs, neuro check UDA if resldent hit
Conlinucd intarview with tho DON, on 09/25/14 at thead or unknown If resident hit head in a
11:50 AM, rovealed she monitorad the cars plans lfall, pain data collection and assessment
in the care plan meelings and mado rounds Ihat ! .- :
includad going inta residant rooms to angure the l UDAs If resident has “new” area of pain |
: g“c’)ﬁ’ plan's:'were be:?g '0“0\\'6;;- HO:JhTVOi;}‘ e : related to tha incident, fall risk UDA if i
: coulid not confirm actually waiching the ; | '
: SANAS using the mechanical litto enura the | fesldent fell. Progress note follow up to
 appropriate type and size slings were being used. [ the Incldent each shift for 72 hours or
i onger untll stable, Progress note relat
! The faclity provided an Allegalion of Gompliance . ] A
i (AOC) on 09/29/14 allaging Ihe Immediata im physician notification and family
. Jeopardy was romovad on 08/30/14; tho facliity notification.
. look the lellowing steps 1o remava the Immaediate ;
: Jaopardy, . B) GSS Notification of Change of Condition!
1. The SANA (SANA #3) Invoived In the Incldant | ollcy and Procedure ~ assessing resident,
* wags suzponded aller tha Incidont an 09/16/14 notifying physiclan, documenting the
+ pending investigation of ihe Incident, Fommunication with physician - follow ]
| 2. Amoating was heid to discuss the : doctor's ordu.rs for sending resident to the
investigalion, root cause of tha immadiato : hospltal / calling EMS = If the resident Is in!
Joopardy, Good Semaritan Sacioty policies and | an emergent situation, physician and EMS |
procedures (raview Included sate rosidont ! i i
+ handling, Incldent raporting and natication of | are both called immediately. 1
- change of condition and action plan), on 09/25/14 : g
j &t 2:00 PM, Attondoas of 1he meating on : JV. Clinlcal Records
09’25’14 wera the Admlnhlfalor, leﬁclof 0' ; Documcntat[on must be clear concise,
Nursing, Staft Davalopment/Qualily Assurance | A"J | di ! ’
: Coordinalar, Human Rasources Director, Good ! objective findings using medical
Samarkan Soclaty (GASS) Hsgabllltatlorusmlred | terminology and approved G5S i
. Canaullanis, Good Samaritan Socioty Quality ; [
{ Improvament Consultant and a Good Sema.an | bbreviations, Information stated by i
| Seciely Workforca Conaultani. sesidents should be documented exactly as
g ? heard, i
FOIM CMS.2557102:9%) Pravious Veraons Qbsolels Evanl 1D V241 Faciity 10: 100222 If continuation shest Page 25 of 105
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3. All policles and procadures reviewod al the

: 2:00 PM meeting on 09/25/14 ware found to be
: appropriale with no rovislons raqulred. A lesson
i plan was developad by the altandaas for

1 re-aducation.

H

i 4. Amealing was held, on 09/25/14 at 4:00 PM, to

| communicate the Immadiate Jeopardy situation,
assign tasks and communicale mandatory
adjusied schoedules, Altondees Included the
Dlroctor af Nursing, Staff Developmant/Quality
Assurance Coordinater and Nurao Caso

; Managars.

! 5, 0n 09/26/14 at 5:00 AM, & mesting was hald fo
provido re-aducation in responae to the

[ to fatiow for the entlre active nussing atalf,

i Alondoos included tho Administrator, Diractor al
! Nursing, Sta!f Dovolopment/Quality Assuranco

| Coardinator, and Nurse Casa Managors with

| re-aducalion provided by a Good Samariian

| Society Rahabilitation/Skilled Congullant.

: 6. On 09/26/14 an Inventory of machanlcal iift

: Environmantal Servicos Olrector and & was
 Identitiad that a sufficlent number of siings wore
: prasont. Therae wora aighty-elght (88) avallable
i slings lor d totat of ninotaon {18) residenta

i slinga were placed in tha soiled ulillly rooms by
: nursing stall to be laundered. Laundry stalf

! tloanad and Inspocted stings and refumed them
i 10 tho floor Iha vary noxt day.

7. Aone-hundrad (100)% review was initlalod on
09/25/14 and cencluded on 09/28/14 10 ensure

¢ Immediata Jeopardy and 1o discuse re-education {

: slings was roviowad by the Admintsirator and the

| toquiring tha use of a mechanical iift. Sollod ) ; and transfer including number of staff, type

Continued From page 25

F 282 B)Documentation must be timely - at the
time of data collection, UDA complation ~
take the PCC tablet / laptop Into resident's
rcom for Immed|ate documantation, In
emergency situations, documentation must
. be comgleted a5 a late entry as sooh as

' possible, no later than the end of the shift,

Nursing stalf are not to leave the building
* until documentation is complete. PCC will !
: date and time stamp when the entryis |
made, so when documenting event that

! occurred at an eatller time, the time of i
" accurrence will be entered In the text of the
: note. :
i Cjutliize the proper progross note type to

! document follow up assessment, physiclan

' : notlfication and family natification,

l ; 4, Audits will be completed by licensed

i nurso for completion of Mobllization UDA
on each shift In the Arst 24 hours of

. admlssion/readmission and with change of
{ conditlon, for accurate eare planning / !
§ kardex for level of assist for bed mobility |

of lift and sling size If Indicated, Audits wil
be completed by licensed nurse observing 1
; C.N.A, an each unit on each shift in assisting
! resident with bed mobllity and transfer to :

| accuracy (determination of typo of assistanco

cnsure safe eare as per resident’s care |:|IanT
I
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 of Nursing, Ten (10) of the soventy-nine {79)

; rosidents wers ra-asssssad by completing the

i Mobilization UDA tor ihrea (3) conseculive shills
1 0n 09/27/14 and 0%/28/14 by Nurse Casa

! Managers and floor nurses.

i B. One-hundrad (100)% reviaw o! govenly-nine
i (79) current residents’ cars plans was initialed on
{ 09/25/14 and completed on 09/28/14 by the
Director of Nursing to engure care plans and
Kardaxs Included tho lavel of aszls! for bed
mablity and tranaler, included the numbar of stalt
mambers roquirad lor use of the IIft, the type of liit
 to be used, and tho sling size, if Indicatod.

: 9. Re-education was provided 1o SRNA stalf and
; hcansed nursing staff baginning al 5:00 AM on

| 09/26/14 on all shilts and continued ihrough

; 09/27/14 for compllance by Good Samantan

! Socioty Rehabilitation/Skilled Consultant, Nyrsa
{ Case Managor/Safe Residont Handling

¢ Coordinater ond Stal Developmont/Quality

i Assurance Coordinalor, Baginning an first (13t)
; shitt of 09/26/14 no nursing stall mamber was

1 parmitied to provide rasident cara uniil

i re-educalion was compleled. As of 09/29/14 .
i seventy (70) employaes (all curront full and :
: part-tima nursing stall) had receivad the

' to-aducation which included passing a post-tost
+ and return demansiration for use of the

| mechanical lil. Twe (2) prnion-call nurging

| ampioyees who were not scheduled 10 work will

11 Incident roport has been completed, GSS!
{#415 (facility Investigation) Is initlated,
i physician and resident’s responsible party i
{ have been notified with appropriate i
:documentatian, resident monitoring and
Eassessment Is compileted and documented
iIn appropriate UDAs and progress notes, All
faudits will be completed dally X 7 days,
‘The faclilty has developed a Compliance Ad :
{ Hoc Committee which is chaired by the
facllity Administrator to manage the
development of the POC for sngolng f
- compliance of F282, F309, F323 and F514 i
. and aversee the Implemantation of the POC
with G5S Consultant support and assistance!
Committee membors include Director of
I Nursing Servica, Staff Development /
. Quality Assurance Coordinator, Nurse Casa ;
i Managers, Human Resourco Director, :
Health Informatlon Manager, and Medical
j Director. All audit results witl be submitted :
i to the Ad Hoc Committec for review and
+ follow up action as Indicated. The Ad Hoce
Committee minutes will be reported to the ;
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_ required for bed mobillty and transfers) of {Moadical Record Audits will be completed by
i sevonly-nine (79) current rasidents' Mobilization ilicensed nurse to ensure with each incident
: User Dolinod Assessments (UDA) by the Director i

: : ! Quality Committes manthly.
; fecalva tho re-education prior lo working, The ; Quality ¢ 4
! re-aducation Included 1) care dolivered por care i i :
: Plan, 2) qualily of caro, 3) accidents and 4) : ; :
i clinical records, ! i !
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+10. Audits will bo completod dally timos seven {7 | :

; days by liconaed nurses for completion of i The resident found to have been affacted !
mabilization {LJDA) on aach ahilt in tha tirst s !
twanty-faur (24) hours of admisslon/roadmiasion | by the doficlent practice (Resident #14) Is i

: and with change of condltion for agcurata cara l now deceased.

: planning/Mardex for lovol of assigtance lor bed

| mabllity and transfor lncludlng_numbor of staft, ! In identifying other residents having the

: lype af lIit, and sting size it Indicatod, i | potential to be affected by the same

i 11. Audita will be completed dally times seven {7) | deficlent practice, it was determined that :

| days by licansed nurses obsarving ona (1) SANA : all residents have the potentlat for

: on each unit on each shift in assisting residents | hanical lft f
with bed mabllity and transfer to enauro sala caro | | requiring use of a mechanical lift for
per the rasideni's care plan.  assistance and could be affected. 100% of}

'] .
12, Madical recard audila will ba complotad daily . the 79 current residents’ medical record !
times seven (7) days by licensod nurses to was reviewed on 9/27/14 by the DNS for :
0':":”'9 ﬂ:‘i 'ﬂﬁd‘d”:‘ 2902 gﬂ-‘i been cgmﬂetoﬂ accuracy of Mobilization User Defined
with each incident, Good Samaritan Socloty

i tacllity investigation policy was Initiated, physician Assossments (UDA) and Care Plan / kardex
and rasident’s rasponsible party wero notified wilh included fevel of assist neaded for bad
appropriale documantaiton, residant menltoring : ding number of

! and assessmont was complated and documented ' mabllity and transfer, including n J

: in appropriats UDA's and progress noles. i stafl members, type of lift and sling size, it
13, The facilly devalopad i P i { Indlcated. Review of medical records

® jacillty devaloped a compliance Ad-Hoe ! i
Commiltee chaired by the facility Administrator to | Indicated 19 residents requira the use of ai

. manags tha development of the Plan af : : lift. The Mohllizatlon UDA for 69 out of 7

: Corraction lor ongoing compliance and to : residents was accurata. 10 of the 79

: ovarsen tha Implamentaticn of the Plan of i I

! Carraclien with Good Samarilan Socloly : resldents were re-assessed by completing!

: Consuitant support and assistance, Commiltee J I of the Mobilization UDA for 3 consecutive
mambors Includa Iho Diractor of Mursing, the

! Stall Devolopment/Qualtly Assurance E i shifts and care plan / kardex were updateg;l

" Coordinator, Nursa Caso Managers, Human i | by 09/28/2014. The re-assessments and

. Rasource Diractor, Health Information Manager, | j UDAs were completed by the charge :

| and the Madical Diroctor, Al audit resulta wil e | ! h dent |

| submiltod to the Ad-Hoc Commitiae for raview | j nurses caring for thase residents. :
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. and follow-up action as indicaled, The Ad-Hoe
: Committea minutes will be reported to the

! Cantinuing Quality Impravement Committes
" Monthly.

Through observation, interview and racord review :
the Stale Survey Agency validated tho Allagation |
of Compliance with removal of Immediate {
' Joopardy on 05/30/14 as alleged prior lo exht on :
. 10/02/14 ag follows; i
H }

1. Roviow of the personnal file for SANA #3
revaaled she was suspended from work alter the
incidont on 09/18/14 pending 1he laciiity i
Investigation and remained suspandad i
throughout the survay Including date ol exit of
10/02/14,

{ 2. Agroup Intorview including the Administrator,
tho Diraclor of Nursing, the Stoll Dovalopment
Coordinator, the Human Resocurce Direciar, two
(2) Good Samaritan Society Rehabllitation/Skilled
Congultants {per lolephone conlerenca calll,a .
Good Semaritan Soclety Quality improvoment
(Q1) Coordinater (per telaphone conforance coll),
and the Good Samarilan Saecisty Worklorco

! Consultant (per telephone conterence call), on

: 10/02/14 a1 2:00 PM, ravealod the Administrator,
the Diractor of Nursing, the Staft Development
Caordinator and the Human Resource Director
wareg present (n porson at the maating held, on
09/25/14 at 2,00 PM, and tha two (2) GSS
Consultants, the GSS Ol Coordinalor and the
GSS Workforse Cansullant wero at the meeling
via telephono conference call to discuss 1he

The updated informatlon was then i
ireviewed by the Case Mangers for
1accuracy and completion on 9/28/2014.
Immedtate re-education was provided to |
on Soptember 26, 2014, all licensed

{ nurses and certified nursing assistants
H{C.N.A.) by GSS Rehabllitation / Skilled

; Cansultant regarding care planning, safe
: resldent handling, use of mechanical lifts :
!and slings. Return demonstration
Consultant, Staff Development
Coordinator, and Safe Resident Handling
Coardinator. All licensed nurses and f
; certified nursing assistants (C.N.A.) were |
Instructed on the importance of following'
GSS policles and procedures of skllls were
: included in the re-educating sessions to |
ensure training objectives were met and |
that the deficient practice does not recur. |
Training oblectives included abllity of staff
to conduct safe assistance with bed
maobllity, transfers, use of the muchantcali
Hfts and slings. It was required all staff |
' members complete and pass a post test I
for all tralning received prior to working '
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' Continucd From page 28 :
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i
; invastigation rogarding Resident #14, tha root ! LLMGLENTS :
: couse of the Immediato Jaopardy, GSS policias . :
. and procedures lo includa safe resident handiing, i A
i Incidont roporting and notlfication of change o i : i
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i condttion and to develop an action plan lesson ; All post tosts were reviewed iImmedlately
: plan}, Review of the lesson plan agenda (not upon completion by GSS Rehabliitation /
; dated) provided as proal for tho AOC which Skitted Consultant to volldate re-education
 Includad Iraining on sale assisiance with bed ! g " dand th h Indlividual i
: moblity, ranslars and use of machanical lifts and :Was understood and that each Individua,
1 slings, and also included tralning on tha writing o ! staff member passed the test. Each

; tha individualized nursing care plan basedon ™ | individual tested did rocaive a passing score,
{ individualized noods and on following the ! s no | loyed with GSS and
roidents’ plans af care. Aaview of the signin | {CNA #315 no langer emplayed with GS$ an ;
sheals for the mosling held on 09/25/14 ar2:00 | idid not complete re-education,

PM, confirmed tha signatures of the altendaas. f

; { Audits will be complated by the MDS

+ 3. Review of he lessan plan developad in tho

meeling, on 08/25/14 al 2:00 PM, rovealod an Coordinators/ Case Managers and DNS to
agenda, content, and SANA and lliconsed nurse ensure nursing staff is reviewing kardex
post-leats fo address \ho Immediate Joopardy prior to delivering care to residents, to

caompliance. Raview of the losson plan

-! developod *Praviding Resident Carg - maonltor completion and accuracy of the

Individualizod, Safe, Documaniad® rovealed an | : mabilization UDA with carc plan updates
agenda, contont, and SANA and llcat:llsad nurse | and observatlan of staff to ensure staff are |
post-tosia to addreas tha Immediale Jeopardy :

: camplianco, The jenglh of the training session performing cara/transfers per GSS policy

| outlinod on the agonda was thinty (30) minutos for  and procedure. Audits will be conducted

: SANAS and ona (1) hour for licensed nursos with  each shift weekly X 4 weeks, each shift bi-

the purposo of the training 1o bo corraction activity: i i
for immediato Jeapardy F-lags to includa policies ' weeklyX 2 months, then each shift I
: rogarding safe handiing of residents, incident } Quarterly X 3. DNS or Staff Development |
: raporting, nolilication of rosidant change of : Coardinator will audit monthly X 12 months:
condition, data colloction and UDA assessment ! to ensure Mobillzation UDA and care plan

! instructions and use of anical filts and I
; sllngs? 36 ol mechanical fifts a : | review Is compieted with cach resident’s |

i ‘ annual, quarterly and / or significant change
: 4. Intarview with Nurse Case Managers #1 and ' t :
. #2, tha DON, and the Stat Developmant MDS to ensure care plans are carrect and ;
: Coordinator, on 10/02/14 at 3:06 PM, 3:15 PM, | up to date. Audit findings will be reported
i and 3:20 PM, respactively rovoalad they had ; | to the Quality Committce monthly x3, then i

 Bftendod tho moeting hold, on 09/26/14 at 4:00 . quarterly x3, for further recammendation |
' PM, to discusg the immadiale Jeopardy situation, ; . Vs nued i ='
to as3ign tasks and 1o communicale mandatory j t0 ensure continued compliance.
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adjusted schedules tor the nursing staff. Roview
of the sign-in shaet for the meeting he!d on
09/25/14 al 4:00 PM confirmed the signatures ol
tha attendoos.

5. A group Interview Including the Administrator,
the Direclor of Nursing, the Staf Development
Coordinator, GSS Rehabllilation/Skilled
Consultant #2 (per lelephone conference cally
and Nurse Case Managers #1, #2 and #3, on
10/02/14 at 2:00 PM, revealad they ware all

prasent in porson at tho moeting held, an

09/26/14 at 5:00 AM, and GSS |

Rehabifitation/Skitled Consultant #2 provided the
re-education to hat staff in the meeting with
discussion of re-aducation for the entire active
nursing staff, Review of Iha sign-in sheet lor the
meeting held on 09/26/14 contirmed tho
signaturas of the attangees.

8. Qbsaervatlan of the mechanlcai lift slings
localed in the taundry and on each nursing unit,
on 10/02/14 at 9:00 AM, revealed thora wera
elghty-eight (88) slings avaltabla lor use. Twsive
{12) of the slings abserved were soiled and
awailing washing and inspection. Interview with
the Administrator and the £nvironmental Services
Director, on 10/02/14 at 12:16 PM, rovealed thoy
both participated in an inventory of the lacility
mechanical Iift siings on 09/26/14. The
Administralor and the Environmental Services
Oiractor indicatad the solled slings were to be
placad in the soiled utility reoms by nursing stait
to ba laundarad and the laundry stall was to
launder, dry and inspect the slings before
stocking them on oach nursing unit the next day.
Interviaw with SRNA #7, on 10/02/14 at 3:50 PM,
revealad she would place a soiled sling in a bag

in the soitad utility rosm on the nursing unit to ba
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launderad and it waa her understanding the
laundry stalf would inspect the slings for any
dafects bolora returning them 1o the nursing
units, Intorview with tho Housekeeping/Laundry
Suparvisor, on 10/02/14 al 4:00 PM, revealod the
laundry staff cleaned the mechanical lift slings
seven (7) days a week and inspactad them
bafora retuming them to the nursing units for usa,
She stated if a sling was dafactive it would ba
given to Case Manager #3 for raplacement.
interviow with Case Manager #3, on 10/02/14 at
4:10 PM, revealed he recaived the deleclive
slings identitiad by the laundry stali or any nursing
personnel and would order a replacement right
away and the replacement would usually be
provided within a week. Interview with the DON,
on 10/02/14 at 4:1¢ PM, revealed mechanical lilt
slings ware storad in the clean utility rooms on
oach nursing unit and were laundered angd
inspected by tha laundry stalf,

H
.

7. Funher interviow with the DON, on 10/02/14 at
4:1C PM, revealed sha initialed a one-hundred
100% audlt of the seventy-nina (79) residents’
Mobllization UDA's in the facility on 08/25/14 and
compleled the audit on 09/28/14, Review of the
UDA's lor Resident #17, Resident #18, Resident
#19 and Rasident #20 revealed they wero
accurate assessmants of the resigents' needs,
Re-assessmant documants wara reviowed for ten
(10) of the sovanty-nine (79) residents reviewed
which were completed for three (3) consecutive
shilts on 09/27/14 and 09/28/14. Interview with
Case Manager i1, and RN #1, on 10/02/14 at
4:15 PM, and 4:20 PM, respactively revealed they
assiglad with the ra-assessmants for ten {10) of
the saventy-nine (79) residants reviswad which
were comploted for throe (3) consacutive shills
on (9/27/14 and 09/28/14. Review of the audi

FORM CMS-2507102.09) Previous Varsions Curgigie Evant ID; 7v2D11 Fucility (D! 100202 If conlinuation sheat Paga 320l 108

coeiveED

.{:}I

P

6 QEINGPECTLR G
£ G0 omaag BV
Ar‘|§ p——




DEPAATMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 101182014
FORM APPROVED
0 91

STATEMENT OF DEFICIENCIES (%) PROVIDER/SUPPLIEFVCLIA
AND PLAN QF CORRECTION IDENTIFICATION NUMOER:

185288

2} MULTIPLE CONSTAUCTION

A DULDING _

a8, WiNg

(X3 DATE SURVEY
COMPLETED

10/02/2014

NAME OF PROVIDER OH SUPPLIER

THE GOOD SAMARITAN SOCIETY-JEFFERSONTOWN

STREET ADDHESY, CITY, STATE, 2IP COOE
3500 GOOD SAMARITAN WAY
JEFFERSONTOWN, KY 40209

{X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE FRCCCDED DY FULL
AEGULATORY OR LSC IDENTIFYING INFORMATION)

7]
PREFIX
TAG

OEFICIENCY)

PROVIDER'S PLAN OF CORRECTION {8}
(CACH CORREGTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE BATE

F 282

Continued From page 32

Initiatad on 09/27/114 and concluded on 09/28/14
conlirmed ten {10) residents ware raviewed for
reasseaament by tha DON.

8. Obsarvation of Resident #17, on 09/30/14 at
3:25 PM, on 10/01/14 at 8:35 AM, and 10:30 AM,
revealed the resident's plan of care was baing
followed by the nursing stafft, Observatlon of
Reasident #17, on 10/01/14 at 13:00 AM, ravealed
two (2) SRNA's parlorming a mechanical lift
transior of the resident from the bed to a
whoolchair using the appropriate sling idantitied
on the ptan of ¢are and using appropriate
procedure for the transtar. Observation of
Resident #18, on 09/30/14 at 3:45 PM, 10/01/14
at 8:45 AM and 10:45 AM, revealed tha resident
was being cared for per the assessed
nurzing/SRNA plan of care, Observation of
Resident #19, on 09/30/14 at 3:11 PM and
10/01/14 at 1:30 PM, revealed the rasident's plan
ol care was heing followed by the nursing staf!,
Review of the clinical records for Residant #17,
Resident #18 and Rasiden? #19's revealad
Minimum Data Set (MDS) comprehensive
reviews complated in the past thirty (30) days and
comparod to the residents' recards revealed
accurale assesaments had been completed.
Rovlaw of ihe nursing and SRNA care plans for
Resldent #17, Raesident #18 and Rasldent #19
revezled \hey had been created from the
comprehensive MDSs, completed in the past
thirly (30) days and had been updated/ravised as
: indicatad. Review of tha Mobilization UDA dated
1 08/28/14 tor Resident #17 revealed the resident

| was to be transferrad using Ihe appropriate sling
j Size wilh a mechanical it as assessed, interviow
{ with the DON, on 10/02/14 at 4:10 PM, rovealed

| She Initiated a one-hundred 100% audlt of the

: sevanty-nine (79) residents’ (in the lacllity at the

F 262
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time) care plans on 09/25/14 and completed that
audit on 09/28/14 1o ensure care ptans and
Kardexs included the lavel of assist for bed
mabllity and translor, tha number ol sialf requirod
for use of the lift and the type of litt and sling to ba
used, if indicated. Review of Ihe audits com platad:
by the DON contlrmed they wara complstad
bolween 05/25/14 and 09/28/14,

9. Raview of the SANA and licensad nursa
sign-in shoets for tha re-oducation Irainings
revealed all but two (2) on-call nursing amployees
had compleled the tralning betwean 09/26/14 at
5:00 AM and D9/27/14. A talephane interview with
the GSS RehabilltallorvSkilled Consuitant #2, on
10/02/14 at 2:00 PM, revoaled she had
conducted the logson plan training on 09/26/14
ihrough 09/29/14 with the asslstance of Nurse
Case Managers #1 and #2. Interview with Nurse :
Case Managers #1 and #2, on 10/02/14 at 2:20
PM, revealed they had participated in the tasson
plan training dona on 09/26/14 through 09/27/14,
Interview with the Stalf Davelopment Coordinator
on 10/02/14 at 2:30 PM revealod she had
particlpatad in the lesson plan training on use of
the slings and mechanical lifts and had observed
slalf wih return demonastrations of use of the
slings and lifis on 09/26/14 through 09/29/14.
Interview with LPN #2, on 10/02/14 at 3:40 PM,
revealed she had altended an in-sarvice training
last weok about liit use, charting, incident
feporting, and calling the doctor. She siatad she
demonstrated the use of tho mechanical litts and
had a writtan post-tes! an the training content,
Interview with LPN #3, on 10/02/14 at 3:43 PM,
revealed sha had attendod an in-service training
on 09/27/14 about mechanicat iift use, charting,
incident raporting, and calling the doctor. She
slated she also demonstrated the use of the
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mechanical iifis and had a writtan post-test on the
Iralning content. Inlerview with SBNA #7, an
10/02/14 at 3:48 PM, revealod she anonded an
in-sarvice lraining on 09/26/14 about tha use of
tha resident care plans and lift/sling use and she
did a return demonstration and had a post-tast,
Interview with SRNA #8, on 10/02/14 at 3:52 PM,
rovealed she attended an in-service training on
09/26/14 about tho use of the resident care plans
and lsling usa and she did a relum
demonstration and had a posl-test,

10. Review of he ssven (7) daily audits, Inliiated
09/2914, cantirmed a dally audit by licansed
nurses lor completion of the Mobilization UDA on
aach shift In the first twanty-four (24) hes of
admission/readmission and with change of
condition, {or accurate care planning/Kardax for
level of agsist for bed mobllity and transtar
including number of stalf required, type of lift and
sling slze, il indicated, Interview with LPN #3, on
10/02/14 at 4:20 PM, rovealad she had
completed three (3) of the required saven (7)
daily audits to be done by licensed nurses,
interviow with AN #2, on 10/02/14 at 4:25 FM,
revealed he had completed two (2} of the
roquirad seven (7) dally audits to be done by
licensed nurses.

H. Review ol the audits, initialed 09/27/14,
conlimed the audils for proper usa of the lift were
completed with observations, interviaw with LPN
#3, on 10/02/14 at 4:20 PM, revealed shs had
cbsarved SRNA 2, on day shift on 09/29/14,
assisting Resident #17 with bod mobllity and
If/sling transter 1o ensure the sale cara per the
rasldent's care plan. LPN #3 stalod she had
completed ihreg (3) of the required seven (7)
dally audiis to include the obsarvation of a SRNA
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giving cara por the resident's plan of care,
inlerview with RN #2, on 10/02/14 at 4:25 PM,
revoalad he had completed two (2) of the
required soven (7) daily audils to be done by
licensed nurses, with observations of SANAS
providing care,

12. Further interview with LPN #3, on 10/02/14
at 4:20 PM, indicaied shae alsa participated in a
medical recard audit inlilated 09/29/14 to ensure
an incidont report had been complated for an
incident cccurring on 10/01/14 (nat reportable)
and the appropriate documentation and resident
assessment and monitoring occurred timaly.
Interview with AN #1, on 10/02/14 at 4:25 PM,
revealed she also had completed & medicat
racord audit on 08/29/14 on second (2nd) shift
regarding a change in regident condition to

' ansure tho resident’s rasponsibloe party was

. noliflad, the physictan was netiflod, appropriate
assessment and monitoring of the resident was
compleled and timely documentation In the
prograss notes, Reviaw of lhai audit sheet
Indicated AN #1 had completed that audit on 2nd
shift on 09/29/14,

13. Intorview with the Administrator, the DON,
tho Stalf Development Coordinater, tho Human
Rasource Director and Ihe Madical Diracior, on
10/02/14 at 4:35 PM, revealed thay ware alil lo be
paricipants in a newly devaloped Compliance
Ad-Hoc Commiittee 1o manage the development
of the Plan of Correction (PQC) for ongoing :
compliance. They indicatad they are 1o overses |
the implemontatlen of the POC with GSS
Consultant support and assistance, ensura all
audit resulls are submitied to the Committes for
review and follow-up action, as indicated, The
Administrator statod the Ad-Hoe Committes
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accordance with the comprehensive as3assment
, @nd plan of care.

!
!
]

, This REQUIREMENT Is not mat as evidenced
i B&sad on Intorview, closed racord raview, reviaw
' of Iha facifity's poficies and procadires and

, 1o ensure ona (1) of the sixtoen {16) sampled

i reaidents, Rasidant #14, recoived the necessary

i care and services for a head injury obtalned from

. the mechanical lify during the lacility's atiempl ta

[ Iransfer the resident, (Fefer to F157, F282,

l F323)

i On 09/1614, the nursing stalf failed to obtain
initlal vital signs and complete a naurclogical

| 83saasment whan Rasidant #14 sustained o 1.5

!

Incidont report, it was datermined the tacliity falied }

]
H
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i Minutes would be reparted to the Continuing i
; Quallty improvement Cammitias monthly. Review : :
! of the sign-in sheet for the Ad-Hoa maeling i
rovealed it taok place on 09/29/14 with the |
Administealor, the DON, the Stail | .
Dovalopment/Quality Coardinntor, the Human ! : :
Resource Diroctor, tha Madical Records Direcior, ; ! ;
bath MDS Coordinatora, and the Modical ;
Diractor. The next Quality Assurance meetingls
schaduled to be hald on 10/20/14, :
F 309: 483,25 PROVIDE CARE/SERVICES FOA F 309,
$8=J { HIGHEST WELL BEING An Allegation of Compliance was provided! 10/31/14
1 Each reaident must rocoive and the facility must on 09/29/14 alleging removal of the ;
; Provide the necassary care and senvices (o attain immediate Jeopardy on 09/30/14. The
or maintain tho highast practicable Physical, ifollowing steps were taken:
menlal, and psychagocial well-being, In

1. The resident affected by this incident is
doceased. The CN.A, Involved in the
lincldent was suspended pending :
investigation of the incident. On i
,'09125/2014 at 2 pm EST, a meeting was
i'hcld to discuss the investigation, root
‘cause of the IJ, GS5 policy & procedures,

nd action plan, Attendees included
:Adm!nlstrator. Director of Nursing
iServlces, Staff Development / Quatity
Assurance Coordinator, Human Resources
Plren!or. GSS Rehabllitation / Skilled
Consultants, GSs Quality Improvement
Consultant, and GS5 Workfarce
Consuitant.
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1 Gonlinued From page 37 i FJ09, :
centimeter laceration above the right oyo with | GSS palcy and pracedure review included
profuse bleeding during a tranafer with a ; Safa Resident Handling, Incident
mechanical fiil. The Diractor of Nursing (DON) | : Reporting ang Notification of Change of
was not notllied of the injury until approximalely Condition, Al policles & d J

: 2:00 PM and she Instructed the stalf {0 apply a ondition, All pelicles & procedures were

| dressing ta the wound. Interviews rovealad found to be appropriate; no revisians
betwean 3:30 FM and 4:00 PM, Roglsterad Nurse 3
(RN} #1 and Minimum Data Set (MDS) Nurse ¥ ! were required and a lesson plan was

; found Resident #14 with bruising around tho right ! : developed for re-education related to
oyo with significant sweelgng and 'Ilncranlzi%:l : * F282, F309, F323, and F514. On
blaeding that had soaked through tho i
drossing. Howaver, inferviews and record raview 09/25/2014 at 4 pm EST, a meeting was
ravealad no documented evidence of assassmant | held to communicate U situation, assign

| and/or monitoring of Resident #14, Al 4:00 PM tasks and

i tha DON was again notifiod of ihe change of .  and communicate mandarary

! condition and gave direction to AN #1 to prepare | adjusted schedules. Attendees included

1 tho rosident for transter to tl;o hospital for ! Director of Nursing Services, Staff
evaluation. However, intorviaws revealed nelther : h
the physician nar the ambulance sarvice was Development / Quality Assurance i
notlfled as Insiructad. At 5:00 PM, the resident Coordinator, and Nurse Case Managers,

: was found unrasponsive and In respiratory On 09/26/2014, an inventory of facllity '

: distross. The facility made an urgent call {o the ift

« ambulance company at 508 PM with arrival at mechanical lift slings was reviewed by J

i 5:18 PM. Tha resident was found with no pulse or Administrator and Environmental Service
spontanecus reapirations end was pronounced
doad a1 5:20 PM. Director and It was Identifled that :

: sufficient number of slings were present. |

: Tha taclilly's {allure to ansure rosidemslfeeulved For a tatal of 19 resldent s requiring the !
appropriata cara and services and monitoring :
alter an injury placad Residant #14 and other t use of a mechanicallift, there are 88

: rosidents ot zisk In a gituallon that was likely to ; available slings. Solled slings are placed In
cause serlous Injury, harm, Impaimment or death d utili
10 a resident. The Immediate Jeopardy was : the solled utlity rooms by nursing staff to :
identifiad on 0%/24/4 and determined to exist | . ba laundered. Laundry staff cleans and
09/16A14, The facility was notified of the i inspect slings before slings are returned

! Immadiate Jeopardy on 08/25/14. | : 10 the floor for use. Once slings are sent

i The fachity provided an accepiable Allegation of i i to Jaundry, they are returned to the floor

: Compliance on 10/01/14 that allegod removal of | clean the very next day.
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{ immediate Jao;:am?'f on 09/30/14, The State Clean slings are stored on unit AB in room

! Survey Agoncy varifiod Immediate Jaopardy was .

! removad on 08/30/14 a8 alle ged. at 42 CFR - B12 and an unit CD In the clean utility |

; 483.25 Qualily of Care (F300) with the scope and | , foom. On 09/26/2014 at 5:00 am EST, a |
50\"01"'7 'g“::fefi'w al 0 Wh“‘: ‘:0 {acultv o meeting was held to provide re-education

1
g::: ::‘:r:orre:u;n?m bl Ju In response to U and to discuss re-
education to follow for the entire active

. The findings inciude: nursing staff. Attendees included
Review of the facility's policy and procedures * Administrator, Director of Nursing
ttled Fallen or Injured Resldond, revised Juna | i Services, Staff Development / Quatity |
2014, revoaled tha purpose was to glve prompt

| reatment and provent further injury. The policy | Assurance Coordinator, and Nurse Case

; apecifiad the following atops should be completed | t Managers with re-education provided by
In tha avant of an Injury: I blaeding apply i : GSS Rehabifitation / Skilled Consultant.
conlinuous Hirm prassura; do not ramove agaked i

; g{oc;-dslngl:ﬂsl:ad acll: mre l:ggm to absorb t:;e L 2. All residents dependant on staff for

N K {{ N H

!and ,;5,,,,::,0:;‘,'3 h‘,’,{‘p sassoas mﬁ:‘;ﬁoﬁ#’ ° : assistance with bad mobility and transfer
condition; parform a full body axam, check pulse thad the potentlal to be affacted by this
oximetry, and raview the rasidont's medications !
for polon.lial complications; notify the physician : deﬂclcnc?. 100% of the 79 current |

' and loflow orders; lor residerts with suspacted i residents’ Mobllization User Defined !

i ho::;:l lmourly nol:iyly the phy:i;éz;n by phanu.ﬂnol lax; | ! Assessmants {UDA)} wera reviewed for
nolily amily or respol @ party, continuato ;

: monltor tha resident’s condillon, and complate the accuracy, by the Diroctor of Nursing )

i incident report. I Services, in determining type of assistanca

i f jrequired for bed mobility and tr: ;

Review of tho laclily's poticy and procedures jeq ed mability and transhers;
titled comme“ng |nc’d°nmmuw Repor Forms, : this review was Initlated on 09/25’20 14

; revised Docomber 2010, rove?led'd thou purpose iand was completed on 09/28/2014. 10 of !

; was to document a resident's Incident/accident, ' ] ;
possible causative taclars, corrective action, and | =_the 79 residents were- re-assessed by |
assura raponing and follow-up of all ; :completing the Mobllization UDA for3 |
:""'I?“;“s’accg’""‘i"}':“""ﬁ a""""“ﬂ?'- ir:inmt | consecutive shifts on 08/27/2014 and

 lacility’s grocedura in the ovent of an Incidan ! . ;

; included; compioting a body raview for Injuries i09l 28/2014; Case Managers and floor ;

: and bleading, 1aking vita) signs and noling times, | | nurses campleted the re-assessments.
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, dial 911 if the injury may bo sorious or it in doubt
{ 80 lo the sariousness at tha resident's condition,
; and use of !irst aid monsuras.

| Roview of the closad clinical record for Residont |

- #14 revealod the facilily admitied the resident on

1 08/17/08, with diagnoses of Damentia with i
Behavioral Disturbances, Anamia, Alzhoimer's,

: Osteoanhritls, Deprossion, Hyperiension, and

i Anxloty. Raview of iha resident's comprahensive

| care plan, inltlated on 06/04/13, ravealed the

, residont had a deficit In Aclivities of Dally Living

| (ADL) and required total assist of stalf for atotal

l Nl using a large high back sling and with two (2)

! peapla assist to lurn and reposilion. Review of

j the Mabillzation Support Data Collection Too,

| dated 01/17/14, revealed the faciity determined

i the resident required a total lif for franslar

1 bolwean surlaces using a large high back sling.

i The tacllity furthor assossad the resident using
(he Minimum Data Sel (MDS), dated 07/29/14, as
| requiring extensive asaistance wilth bad mablilty |
" and transtars, and determined tho Briof Inlorview
i lor Montal Stalus (BIMS) score was a two (2) out
| of a possible flteen (15).

| Roviaw ol facity's Incidont roport for Resident

; #14's Injury, dated 09/18/14, revealed the wound
| nurse mensured tha wound at 0.1 centimeter
t{em) x 1.5 cm. The area was ¢leanod and

i pressuro applied to the wound with some |
| docroase in bieeding. Tha report indicalad lhe

I injury typo as a lacoration located an the lace.

: The rosident's paln lovel was marked as “huns

j oven more*. The form was marked tho rosident

| was alant and orlontad to person. The Injury

: report notad the family and rosidont's physiclan

1100% of 79 current resldents care plans
Iwerc reviewed by the Dircctor of Nursing
Sarvices to ensure care plan and kardex
Included leve! of assist for bed mebility anc
‘transfer, including number of statf
|mt:mbers, type of lift and sling size if
findicated; this review was initiated on
:09/25/2014 and was completed on
;oslza/zou. ;
r‘-s Re-education for compliance of F282, .
[F309, F323 and F514 was provided to CN.A
‘staff and licensed nursing staff by GSS
;Rehabilitatlnn / Skilled Care Consultation, i
Nurse Case Manager / Safe Restdent i
Handling Coordinator and Staff ;
iDeveloprnent / Quality Assurance
Coordinator began at 5:00 am EST on
;09/25/2014 with multiple meetings
:scheduled throughout the day an all shifts |
through 09/27/2014. Beginning on 1* shift
0l 09/26/2024, no nursing staff member :
was permitted to provide resident care until
re-cducation was completed. As of -I
'b9/29/2014 70 employees, which
represents all current fuil and part time
nursing staff, have recelved the ro- i
education which included passing post-test

i
i
| woro notified at 1:00 PM an 0S/1614. |
1
t

and return mechanical lIft use
hnmnnﬂ‘rarlnn s
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Interview with SRNA #3, on 09/24/14 at 10:45
AM, revealed sometime around 11:30 AM she
was getiing Residont #14 ready lo trangler using
a mechanical lift without agsislance. She tumed
Resldent #14 (o tha right side to adfusi the siing
for tho machanleal it while the mechanleal lift
was already In posilion over the resident, SRNA
#3 stated the lift arm hooks hit the residont's hoad
as ho/she was furnad to the sida. The SANA
gtaled when she lurnod the residant back over
she noted a cut above the residont's right ays,
which profusely blod. SANA #3 atated SANA #5
came into ihe residont's room to olter assistance
and was sant to get the nurse and soma

. washcloths, The SRNA ravealed tho lacoration

i was already swelling when Licensad Practica!

! Nurse {LPN) 41 entered the room arocund 11:50 !
: AM. SANA #3 stated the LPN triad lo place

! starl-sirips on tho area, bul they would not stick
: dua o lhe bleading, and an hour allar the

! incldeny, tho area was still bleeding and dripping
: down the rasidenl's cheak,

! Interview with SRNA #5, on 09/23/14 3t 3:09 PM, |
! revaalod lhe resident hit histher head on a bolt

: that held tho handlo anto the arm of tha lift, Por

. inlerview, thare was a prolective cover, but from

! underneath tho bolt was still sharp, SRNA #5 '
» stated sho wont to got LPN #1, ihoy washed the |
; resident’s face, and put a clath on hishor face.

i LPN #1 put slrips on tho wound then added a

1 Inick pad and wrapped Ihe rasidenl’a head;

i howaevaer, there was a lillle continuous stream of
! blood,

. Interview with LPN #1, on 09/23/14 at 3:21 PM,
: revealod she was nolified approximatoly 11:50
: AM when iha residont's head was hit by the i
: mechanical lift hooks while stalf altempted lo |

9Et:cmtlnuo.-o:l From page 40
L]

2 PRN / on call employees who ara
currently not schoduled to work will ]
receive the re-education prior to working.

Eﬁe-uducatlon included:
i

’l. Care Delivered as Per Care Plan '

) The plan of care Is written to meet the E
resident's Individualized needs based on |
gata collection and assessment UDAs. The;
care plan needs to be updated with

rasident’s change of condition.

H i
I
IB} Facllity staff must review the care plan /|

ardex and provido care as documented In
he care plan.

L) GSS Safe Resident Handling Policy :
and Procedure

D) Mobilllzation UDA completion.

) Bed Maobillity, Transfers, Use of
echanlcal Lifts and Proper Lift Sling !
tlilization with return demanstration, |
lean slings are stored on unit AB In room i
12 and on unit CD in the clean utility roonio.
f a needed sling cannot be located, reporti
fo the nurso, Case Manager or Director of

I
Nursing Services, :
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 altach tha sling. The LPN statod Resident #14
had swalling and a gash abova the righl eys with H

| & small stream of biood llowing down the :

. rasident's face. Continuad intarview with LPN #1, :

i On 09/24/14 at 12:01 PM, rovoalod she cleaned |

. the waund and appliad sterl-strips, but they would

* not stick due ta ths bleading so she asked for 1

: MDS Nurse #2 1o come and 3ee the resident as
she was Iho wound nurse for the facillty. LPN #1
statad MDS #2 cleanod tha area again and

i applied a second et of atarl-strips and LPN #1

. was lold ta manitor the wound.

! Intorviow with MOS Nurae 22, on 0%/24/14 at !
* 12:31 PM, revealed she was nolllied by LPN #1
. that Resident #14 was injured and wont to s06
; Ihe resident botwoen 12:45 PM and 1:00 PM on
i 08/16/14, MOS Nursa 42 staled sho Iried to get
* the blesding to stop for lifleen {15} to lwenty (20)
minutes then applied another set of stert-sirips.
The MDS Nurge funther staled the bleeding was
Vinitialy a constant straam down the resident's |
; faco, then slowed; however, never stopped i
: complotoly. MDS Nurse #2 indicatad sho did not ;
i think the injury was emergont; howaver, she did
. not inquire of the residant's vital signs and did not
complete them hersell. The MDS Nursa stalod
sha did look al the realdent’s pupils bul did not
{ document thls was aver done, MDS Nursg #2
stated the rasident should not have baan blseding
an hour aftar the Incidant, hawavar, per Interviow,
i she navor asked when tha Injury aclually
; occurrod to make that daterminatlon,

Review of MDS #2's nursing notes, dated

1 09/16/14 a1 12:50 PM, rovealed the residont had

| & "split® lo skin ihat was bleading. The notes

! gpocified no deaep lrauma waa notod and did nat

t describe how lhat was determined, Tha notes did
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F308 Continued From page 41 I F300: :
i

It, Quality of Care

: A) Resldent care is provided based on
_ rasident’s data collectlon and

; assessment UDAS and the written
care plan. This Is dona to meat the

| resident’s standard of care without i
‘Injury or decline in resident’s i
E condition,

f B) The licensed nurses are responsible for
' working with C.N.As and supervising

 residont care - this s done by abservation
of care and communication with C.N.As to
ensure care Is defivered as per care plan. i

‘M. Accldents

A} G55 Incldent Report Policy and
Procedure = Incident repart completion,
:vital signs, neurs chack UDA if resident hit
thead or unknown if resident hit head In a

j fall, pain data callection and assessment
iUDAS if resident has “new” area of paln
irelated to the incident, fall sk UDAIF |
!resident fell. Progress note follow upto
the Incident cach shift for 72 hours or
:longer untll stable. Progress note related
'to physiclan notlfication and famlly
[notification.
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| Continucd From page 32 [
F 302 Continued From page 42 ' 09
identity some swelling and brulsing, bul did not | B} GSS Notification of Change of Condition
rofloct the measures taken io stop the bleeding or [Policy and Procedure - assessing rasident,
ihat the bleeding never actually stopped. ‘notifying physlelan, documenting the i
| Continued Interviow with LPN #1, on 09/24/14 at communication with physician— follow
i 12:01 PM, revealed an hour later tha wound was ‘doctor’s arders far sending resident ta the J
. & ltilo mora swollen and i bloeding wih frash ‘hospital / calling EMS - If the residont Is in a
- blood streaked down the resident's cheok and on i pleat / : B' hysldi d EMS
the rosident's clothes. The LPN slaled sho was [emargent situatlon, physician an Lo
; oncarmed abaut the Bleeding and nolliled the both called immedately. :

DON around 2:00 PM on 09/16/14 of the Incident.
V. Clinical Records
interviow with the DON, on 08/24/14 at 12:30 PM,
| ravoaled she was told around 2:00 PM an |
1 09/16/14 that the realdent recelvad a skin tesr 3 P } Documentation must be clear, cancise,
! from hiting his/er head on the machanical (it, Imb]et:tlwe findings using medical terminology;
: The DON stated sha wont lo lock at the residant Eand approved GSS abbreviaticns,
+ and did nol notice bruiaing, swelling, or any Inf b |
: svidanca there had boon much bleeding, The frfacmatlon stated by residents should be
+ DON deniod saaing tha bicod on the rasidont’s | flocumented exactly as heard.
t

f {ace or clothes and sald she only noliced a littla )} Documentation must be timely - at the |
- 902ing around the sterl-strips. Howaver, the fd il lon—

; DON did report she told LPN #1 1o anply a § - ':e ol data co '”""l"' e

- dressing to see If the bleading would siow down, | take the PCC tablet / laptop Into resldent's
: 8nd never asked whal tima the injury actually raom for immediate documentation. In

; occurred lo dotermine the longth of tima the | uatlon
 resident had boon bleeding, The DON furthor t:morgor:cy sltuatlons, documentation must
i slated tha rasident upponred fine; howaver, she Do completed as a lata entry as saon as

did not comnplete a nsurological assassment or possible, na later than the end of the shift. :

camplets a set of vital signs, In additlon, the Eumng staff are not to leave the bullding

! DON siated she was lold by LPN #1 thal vital i
i slgns had been cblained, :{:I sho never checked i ntil documentation is complete. PCC will

i to ansure thay were actually done. ate and time stamp when the entry s

‘ made, so when documenting event that
; Continuad inlerviow with LPN #1, on 0924/14 at | ccurred at am eceler tne, tho e
} 12:01 PM, rovealed she was told by the DON the | I S U
, resident would be fine ance the bieading stopped currence will be antered in the text of the
i and to apply a dressing. The LPN stated sho

i hote,
| applied & thick dressing on the wound and '
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; wrapped the regident's head with gauza to keap it : .€) Utilize the proper progress note type
. in placa. to dacument follow up assessment,
; Intorview with SANA #4, on 09/24/14 a1 12:26 | !physician notification and family
: PM, rovealed sha went to see the resident around i notIfication, '
; 2:00 PM and the resident was sllll bleeding {rom :
i the head laceration, Tho SRNA statod LPN #1 :
! applled a dmsslngdar':d szl-ml dasked the L:N if thay 4. Audits wili be completed by liconsed
! wara going o sand the resident out 1o the I
| omergancy room. SRNA A4 staled she was lold nurse for completion of Mobilization UDA I
i the family would not want tho resident 1o be sent fon each shift In the first 24 hours of :
j aut for treatmant. " admission/readmission and with changa of
| Continuad intarview with LPN #3, on 08/24/14 a1 ECOnditlon. for accurate care planning/
12:01 PM, ravaaled :he 1!:! m:l notllni the | kardex for level of assist for bed mobility
rasident's family ar physiclan of the Injury until the {
‘ next ahift bacause sho was busy with olhar tasks, and transfer Including number of staff,
I She further slated she did not complate the ! type of lift and sling slze if indicated, _
: incidani brie?nor:’ I.‘I:lil arc;::dl&%o ml;:’vl orso. She | Audits will be completed by licensed nurse
| nover obtainod the residant’s proagure, !
: pulse, rasplrailons, or used tho pulse oximeter. | l°b‘e""“3 1 C.N.A. on each unit on cach
i LPN #1 statod tha resident was awaka, and did :shift In assisting resident with bed mobility
| not seem different neurologically, but she nover : ;
! parformed a nourological assessment ta monitor ;a"d tran'sfer to ensure safe care as per
: the resident’s condition, However, per the resident’s care plan. Medica! Racord
| :arlllngsﬂpoulzy a'ncit mdulre? Etla; Fal!o; or. Audits will be completed by licensed nurse
. Injured Rasldent stalf should take the resident's i
| blood pressure, pulse and rasplrations to help {o ensure with each incident an Incident
: 6350386 tha resident's conditian; pertorm a full repart has been completed, GSS #415
-+ body-exam, check-pulse oximetry; roviow.the ffacllity investigation
rasident's medications for polanlial complications; ,( d ¥ investigation} Is Inltiated, physiciary
, and, nolity tha phyaician and loliow orders. an resident’s responsible party have bee .-
! Furihes redew ol Reskion 474 4 l inotifled with appropriate documentation,
| Further review at Residonl #14's recard revealed i
'LPN #'s nursing noles lor 03/18/14, which !;esldent monitoring and assessment s |
lindicated the rasidant was last observed al 1:30 Icompleted and documented in appropﬂatﬁl
: PM by tht:'I.:N. The;?lwer; na gt!aar antries iUDAs and progress notes. All audits will ba
it made uniit the next shilt at 3:00 PM. (compt eted dafly X 7 days. :
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! Interview with MOS Nurse #1, on 09/23/14 at 5:07 l
{ PM, revealed she was teld In raport around 3:20 ;
: PM that Rosldent #14 was Injured with the it and H
| had a skint loar, The MDS Nurse siated she want |
! to see the resident afler raport and found Ihe l
i resident silting up In a chalr with a dreasing and
, 9auze wrapped around {he resident's head, MODS |
i Nurso #1 slaled tho resident had bled through the *
; dressing and a large araa of blood was on tha :
| droasing. She lited up the bandago and saw tho |
residont’s oye had swolien shut and had & dark |
: purple brulse around the aye, Tha MDS Nurse |
| Statad sha had been 1oid the DON wanted lo Just |
i monitor Ihe resident's condition and that the ,
i resident only had a skin tear. MOS Nurss #1 said i
sho told AN #1 to go ahead and propare tho .
| papanvark for the resident lo ba Iranstarred, |
: notily the rasident’s physiclan, and call the
i ambulance service, then ieft lo talk with the DON :
| about Iha rasident's Injury, i

 intorviaw with RN #1, on 09/23/14 at 2:45 PM,
| rovealed he was lold of the resident's Injury i
! during shilt change report arcund 3:00 PM on I
| 09/16/14, The AN said whon he wont to agsess |
the resident he noticed approximately a quarter ‘
i sizad area of fresh blood on the rosidant bandago
{ with minor brulsing above and around the i
; rosidont’s right ayo and did not notice the
| swelling, AN 1 staled he was not overly :
concomad as the resldent seemad to bo :
! broathing fine. Tha AN further mantionad MOS E
i Nurse #1 came into the room and sald tha :
. residant would neod stiichas and then left to go ,
! talk with ihe DON. The AN statad he dirsctod the i
| SANAS 10 relum the rasident lo bed and then laft ;
| Rosldent #14 to complato blood sugarg and pass |
) modications to the othor residents, AN #1 !
! indicated ho did not actually assess the rasident, |

. The facllity has developed a Compllance Ad !
" Hoe Committee which i chalred by the '
i facllity Administrator to manage the
idevelupment of tho POC for angoing |
: compliance of F282, F309, 323 and F514 '
!and oversee the Implementation of the POC;
|with GSS5 Consultant support and assistance,
:Committee membars includs Director of
Nursing Service, Staft Development /
iQuaIitv Assurance Coordinator, Nurse Case
;Managers, Human Resource Dlrector,
jHealth informatian Manager, and Medical
'IDlrcctor. All audit results will be submitted
ito the Ad Hae Committee for review and
Jfollow up action as indicated, The Ad Hoc :
‘Committoe minutes will be reported to the

{Quallty Committoc monthly.

i
|
!
_!POC Start T
{
The rasident found to have been affected
by the deficlent practice {Resident 414} is
pow deceased,

:ln identifying other resldents having the
potentlal to be affected by the same
Ideflclent practics, it was determincd that all !
residents could experience a change of E
!:ondltlon and could be affected. .
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. naver took vilal signs, and did not complate the Re-education was Initiated on 09/26/2014
1

e UG / Skillad Consuitant regarding GSS

iNotlncatlon of Change of Condition policy
;and procedures In order to maintain safety

1

transier forms becauss he thought the DON and i 'to all licensed nurses by GSS Rehabifitation
\
]

interview with SRNA 45, on 09/23/14 a1 .09 PM, |
revoalod she went back to chack on Fesident #14
' when the other SRNAg wara tald to pul the

residont back in bed hetween 3:30 PM and 4:00 [ for our residents, Theso staff members
, b"”l'-mSF'N*}d #5 said the fﬂsldﬁnl:a! brealhlng.d X ' were Instructed on data collection / |
; bul the resident’s ayes wera no longar open an
| was lika he/sne had gone 1o sieap, The SRNA pssessment, documentation, and
 furiher siated it was a good while belare a nurse .communlcation with physician / family.

i came back In 1o check on tha resident; howavor,

l could not spacity a langth of time. pecific focus was placed on the

importance of obtaining, communicating

: Interv:a: wilh tho DON, on 09/25/14 at 11::04 %l‘g. and documenting complete assessment

I m"; "as :::swu?:'r::g;;? :"‘: ’lg‘lz“ni?:fm il findings on any resident who experiences a

; resident neaded 1o g0 Immedlalely for sutures change of conditlon or suffers an injury to .

: and evaluallon at the hospital. Tho DON sald she hllow immediate Intervention for the

: did not do any type of nourcloglcal assessment or ]

: complate a set of vilal 8igns bacauso o resident. It was required all staff members

1 resident's color locked fine averywhare else, and : complete and pass a post test for all

i nothing alarmed her ag lo the rasident's stablity. braining recaived prior to working on the

; Raview of the nursing notos wrilten by the DON, !Ioor to ensure the deficient practice does

: daled 09/16/14 at 4:00 PM, revealed shawas not recur. All post tests were reviewed
notifiad by RN #1 tha rasldent had Incroased 1 cdiatel

| bleading. The nursing notes specified tha area :mmediately upon completion by GSS

{ had become swolien and signlficantly bruised. Rehabilitation / Skilled Consultant to

The nurse was lo notity the physician and the l {ralidate re-education was understood and

farnity of the naed 1o go ta the haspital for

evaluation and was lold transportation was ; '}hat cach Individual staff member passed
arrangod., : ic test. Each Individual tested, did recelve:
| Interviow wilh LPN 41, 0n 09724/14 at 12:01 PM, | A passing scare, CNA 3 s no longer
; revealed on 09/16/14 at 4:00 PM, she sent a lax ¢mployed with GSS and did not complete

j lo the resident's physician roquesting an order to re-education. I
sond tho resldant to the emergency room and ; !
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; called the family for the first time 10 [of them know
{ tha rasident was Injurad and requlred stitches.

! LPN #1 stated sha did not know why she did not

| page the doctor per the taclliity's policy and

; Progodura, which stated for residentg with

| suspected head Injury notily the physician by

i phone, nat lax,

! Record raview ravealed two (2) Facsimile (fax)
Transmissian Varilication Feport regarding

! Residant #14, Reviaw of one Facsimile (fax)

: Transmission Vaerification Repon, not signed,
dated or limod, rovealed thore wag no
confirmation of the physician notilication evor
being sont. Raview of the fux rovealod tha
residant obtalned a spil/gash moasuring 0.1 x 1.5
¢m above the right aye during a transfer and had
a moderate amount of bleeding and sterl-strips
ware appliad, i

Review ol the socond Facsimile {fax) ;
Transmission Verification Ropor, daled 09/16/14, ;
ravanled a confirmation 1ima of 4:34 PM. Tha lax ;
spacified the roaldont sustained a gash above the i
right oyo, it was cleaned with normal saline and :
steri-sirips were appliod. The gash continued to i
modoraloly blead and was it okay to send 1ha
realdant out 1o be suturad,

i
! Intarview with the Stalf Developmant Nurse, on

| 09/25/14 a1 12:44 PM, raveated she wenl to seq

[ tho rasidant around 5;00 PM and SANA 5 was in
: the room. The Stalf Dovolopmant Nurag

{ Indicatod the residant wag having difticulty

- breathing and his/ar skin color appeared yollow.

: The Stalf Development Nurse stated sha wag not
 able to abtaln a pulse oximater roading ang

i lurned up the rosident’s oxygen to three (3) liters

| per minule. The Stall Dovalopment Nurso staled

Charge nurse on duty is notified
immedlately regarding residents who
‘experlence a change In condltion. Case i
‘Manager will then validate staff involved =
are following GSS policy and procedure to i
ensure physiclan notlfication occurs timely
and that care is delivered as per physiclan
arder and GSS policy and procedure.

¢
v

fMDs Coordinators and DNS will review
fresldent/resldent progress notes daily to
;‘identify resident change of condition,
[Electronic medical records of those
Identified will then be audited to ensure
;dctailed documentation of assessment
{indings and events, appropriate UDA .
tompletion, physician/family notification, !
:and care dellvored as per physician ordar :
and GSS policy and procedure. Audits will
be campieted dally X4 weeks, then weekly
X 4 weeks, bi-weekly X 1 month, then
Quarterly X 3. Audit findings will be
reported to the Quality Committes !
maonthly x3, then quarterly x3, for further
fecammendation to ensure continued

xompliance.
]

i [
: i
! |
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she sent SRNA #5 to get the DON immediately.

interview with DON, on 09/24/14 at 12:30 PM,
ravealed around 5:00 PM SRNA #5 came to her
and said she needed 1o come to Resident #14's
room immediately. Tho DON stated tha rosidant
was having difficulty breathing and was already
an oxygen ai thrae (3) lilers per minute via nasal
cannula and the Statf Development Nurso was |
trying to get a puise oximeter reading. The DON
said the resident's ayes were open, but the
residant was nol responsive. The DON indicaled
she was trying 1o get the patient to respond and
turned the oxygen up to seven (7) liters. Sho lolt
the room and cams out to the dogk and told RN
#1 the slluation was now urgent and they needed
Emergency Meadical Sarvices (EMS). The DON
stated she had been 1old someone had atready
calied the ambulance services for EMS to
transfer the residant to the hospital and that it
would be an hour wall, 50 she told RN #1 to call
again,

Further interview with RN #1, on 05/2314 at 2:45
PM, revealed he answered a call from the
residenl’s physician who was upset and said |
there was an amergency the facility should ¢cail
and not send a fax, The RN lurther stated ho
received an order (o tranafer tho resident to the
hospital but did nat write the ordar, RN #1 stated
ha did not call the ambulance service as was
Instructed because he thaught somacne else was
taking care of it. However, he hoard the
ambulance had been catled and that it would be
an hour ta an hour and & half wait, Hea stalad he
did not know who had actually called.

However, an additional Interviaw with LPN #1,0n

09/23/14 at 3:21 PM, revealod AN #1 called the
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ambulance sorvice at approximalely 5:00 PM, but
did not know I anyona ever complated the
rasident's transter forms.

Interview with MDS Nurse #1, on 09/23/14 at 5:07
PM, revoalad AN #1 had told her the noxt day
there was only ona (1) calt mado to EMS and ha
did not reallza it was an emargent skuation whan
ha had originally been told to call for the
ambulance,

Intarview with Emargency Medical System {EMS)
Dispaich Manager, on 09/25/14 at 2:58 PM,
revealed all calls were recorded. The Dispateh
Managor idantified afl racordings for 09/16/19
wag raviewed and only one call came from the
facllity on 09/16/14 and that was ai 5:08 PM.

Review of the Ambulance Hun Forms, dated
09/16/14, ravealed iha initia| call wasg recelved at
5:09 PM and they were at the resident's slda by
5:20 PM. The Ambulance Run Forms specified
the resident wag found unresponsive, cyanotle,
pupils were constricted, and non-reactive. Thara
was no pulse or respirations and was deceased
at 5:20 PM on 09/16/14,

Inlervisw with Reaident #14's physiclan, on
09/24/14 al 4:42 PM, revoaled she was not
notiflod until late afomaon thal the rasident had
boen hitin the head. The physiclan statad sho
was told tha resident nesdod to go out for stliches
and was not aware of when tha ingident aclually
occurred. The Physiclan indicated the head was
very vascular and would bleed a lot, but after an
hour or hour and a hall of bleeding, the resident
should have been sent out for stitches. The
physician stated she was callad later by the

[ tacility and toid she neaded to slgn the death
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certificate. The physiclan statad she was very
confused by this because she had given an order
ler the resident 1o ba transierred to Ihe hospilal
and did nal understand why that was not done.

Interview with the resident's family member, on
06/24/14 at 11:47 AM, reveaied he was not told
until late aflernoon of the Injury and a short while
later he recelved a call that the residenst had
passed away.

Further interview with SANA #3, on 09/24/14 at
10:45 AM, revealed she was not askod to
complele an incident repart or write a statement
whon tha injury was raporied per the facliily's
policy. The SRNA stated the pracedure had
always been that Il there was an accident the
resident was assessed, vital signs obtalned, an
incident raport completed, and writtan statements
obtained, Howaever, that was not done this time.
SRNA #3 statod sho was nol cailed until later that
avening after the rasident had passed away and
told she would have tc come In and write a
statement for the Tacllity.

Interview with LPN #1, on 09/25/14 at 13:29 AM,
reveatad Hf thare was an injury involved wilh an
accldent she really was not sure what should be
done, and slaled as & nurse she should assess
the situation and vital signa were a part of that
assessment. LPN #1 revealed this was not dona
with Resldont #14 and It should have been. The |
LPN Indicatad vital signs and an Initial i
assossment would have provided a baselina to
compare to if there wara changes in the
rosident's condition. LPN #1 said she just did not
have a reason aa to why it was not dona,

Intorviow with tha DON, on 09/25/14 at 11:50 AM,
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revealed she did not feel she got a clear picture
from tho nursing stalt as to what happaned and
what was going on. The DON staled she was

to the nursing staff.

{ACC) an §9/29/14 allaging the immediale
Jeopardy was removed on 09/30/14; the facility

Jeopardy.

I was suspended after the incldent on 09/16/14
; pending Invasligation of the Incidenl.
[}

| 2. A maeting was hald to discuss tha
invastigation, root cause of the Immediate

procoduras (reviaw included safo resident
handiing, incidont roporting and natification of

al 2:00 PM. Attendeas of the maeting on
09/25/14 were tha Administrator, Director of
Nursing, Stall Development/Quallly Assurance
Coordinator, Human Resources Director, Good
Consultants, Good Samaritan Soclety Quality
Soclety Workforce Consullant,

3. All policlas and procaduras reviawed at the
2:00 PM maeting on 09/25/14 ware found to be

plan wes developed by the altendeas lor

initially told It was just a skin tear and that they did
get vital signs. Howaver, the OON stated she did
not enswre the vilal signs had been done, did not
abtaln them hersell during assessment, of ensure
ihe ambulance was en route after giving directlon

Tha facliity provided an Allegation ol Compliance

took the lollowing steps to ramove the Immediate

1. The SANA (SRNA #3) involved in tha incident

Jeapardy, Good Samaritan Soclaty policies and

change of condition and action plan), on 09/25/14

Samarltan Society (GASS) Rehabililation/Skilled

Imprevement Consultant and a Good Samarltan

appropriate with no revisions raquired, Alesson
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re-educatlion.

4, A meeting was held, on 09/25/14 at 4:00 PM, to
communicale the Immediate Jeopardy situation,
assign lasks and communicate mandatory
adjusted schedulas. Attendees includad the
Director of Nursing, Statf Development/Quality
Assurance Coordinator and Nurse Case
Managers,

5. On 09/26/14 at 5:00 AM, a meeling was held to
provide re-education in response o the
Immediate Jeopardy and to discuss re-aducation
ta loliow [or the entire active nursing atafl,
Altendees Includad the Administrelor, Directer of
Nursing, Stalf Davelopment/Quality Assurance
Coordinator, and Nurse Case Managers wilh
ra~education provided by a Goed Samaritan
Soclety RehabllitatiorySkilled Consuitant.

6. On 08/26/14 an Inventory of mechanical it
slings was roviewed by the Administrator and the
Environmental Services Director and it was
identifled that 2 sutiiclent number of siinga were
present, Thera were eighty-eight (88} avallable
slings for a total of nineteen (19) residenis
raquiring the use of a mechanical litt. Sollod
slings were placed In the solled utility rooms by
nursing staff ta be laundered. Laundry staff
cleanad and inspected slings and returned them
to the floor the very next day.

7. Aane-hundred {100)% raview wag Initlated on
09/25/14 and concluded on 09/28/14 to ansure
accuracy (determination of type of assistance

- required lor bed mability and transfers) of
| seventy-nine (79) current residents’ Mobilization

User Defined Assessments (UDA) by the Directar
of Nursing, Ten (10) of tha seventy-nine (79)
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rosldants wera re-assassed by completing the
Mobllization UDA for thres (3) consecutive shifts
on 09/27/14 and 09/28/14 by Nurse Case
Managars and floor nurses.

8. One-hundred (100)% review of seventy-nine
{78) current rosldents' care plans was initlatod on
08/25/14 and complated on 09/28/14 by the
Diractor of Nursing to ensure care plans and
Kardexs inciudad the lavel of assist for bed
mahiiity and transter, included the number ol stall
members required for use of the lift, the type of liit
10 ba used, and the sling size, if indicated.

9. Re-aducation was provided to SRNA staff and
licensed nursing staft beginning at 5;00 AM on
09/26/14 on all shifts and continued through
09/27/14 tor compliance by Good Samaritan
Soclety Rehabilitation/Skillad Consultant, Nurse
Case Manager/Sale Resident Handling
Coordinator and Staft Davelopment/Quality
Assurance Coordingtor, Beginning on tirst {1s4)
shift of 09/28114 no nursing stait momber was
parmitiad to pravide rasidont cara untll
re-aducation was compleled. As of 09/29/14
saventy {70) employees (all current iull and
part-time nursing staff) had received the
ra-education which included passing a post-lest
and return demonstralion {or uge of the
mechanical It. Two (2} prn/on-call nuraing
employoos who were nat schaduled to work will
rocelvo tha ro-aducation priar 1o working. The
ra-education Included 1) care deliverad per care
plan, 2) quality of care, 3) accidents and 4)
clinical records.

10. Audlis will be complated daily times seven (7)
days by licansed nurses tar completian of

mobilization (UDA) on each shift In the first
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! twanty-four (24) hours of admission/readmission
and with change of condition for accurate care
planning/Kardax for level of assistance lor bed
mobliity and transfer including numbar of statl,
type of lilt, and sling si2a if Indicaled.

11, Audits will be complated dally times seven (7)
days by licensed nurses chserving one {1} SRNA
on each unit on each shilt in assisting residenis
with bed mobility and transfer to ansura safe care
per (he residenl's care plan,

12, Medical record audits will ba completed dally
times seven (7) days by licensad nurses ta
ensuro an incident repon has been completed
with aach Incigent, Good Samaritan Society
facliity invastigation policy was inlllated, physiclan
and resident's responsible party were notified with
appropriate documentation, residant monitaring
and assessment was completed and documented
in appropriata UDA's and progress notes.

13. The facllity developad a compllance Ad-Hoc
Committea chalrod by the tacillty Adminiatrator lo
managa the development of tha Plan of
Corraction {or ongoing compllanca and lo
oversea tha implementation of the Plan of
Carrection with Good Samaritan Saciaty
Consullant support and assistance. Commites
membars Include tha Direcior of Nursing, the
Staff Dovelopment/Quality Assurance
Coordinator, Nurse Case Managers, Human
Resource Director, Health Information Manager,
and the Medical Diractor. All audit results will be
submitted to the Ad-Hoc Committes for teview
and follow-up aclion as indicatod. The Ad-Hoe
Committea minutes will be reportad to the
Continuing Quality improvemant Committee
Monthly.
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Through abservation, interview and record review
(ha State Survey Agency valldated tha Allagatlon
ol Compliance wilh removal of Immediata
Joopardy on 09/30/14 as alleged prior to exit on
10/02/14 as follows:

1. Review of the persannel file for SANA #3
ravealed she was suspended from work after the
incldent on 09/16/14 panding the facility
investigation and remained suspsanded
throughout the survey including dale of exil of
10/02/14,

2. Agroup intarview including tho Administrator,
tha Diraclor ol Nursing, the Statf Development
Coordinator, the Human Raesource Diractor, two
(2) Good Samarilan Sociaty Rehabilitation/Skilled
Consultants {per telephone conlerence call), a
Good Samaritan Soclety Quallty Improvement
(Ql) Coardinator (por telephena conference call),
and tha Good Samarilan Society Worklorce
Consultant (per lelaphone conference gall), on
10/02/14 at 2:00 PM, revealed the Administrator,
tha Director of Nursing, the Stall Oavaicpment
Coordinalor and the Human Resource Direclor
were prasent in person at the mesting heid, on
08/25/14 a1 2:00 PM, and the two (2) GSS
Consullanis, the GSS QI Coordinator and the
GSS Worklorce Consullant were at the meeling
via telephono conference call to discuas the
investigation rogarding Resident #14, the root
cause of the iImmedlate Jaopardy, GSS policles
and procedures to include safe resident handling,
incldont reparting and nolilfcation of change of
condition and to develop an action plan (lesson
plan). Review of the lasson plan agenda (not
daled) providad as proof for the AOC which

Included training on sale asclstance with bod
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i Coordinator, on 10/02/14 at 3:08 PM, 3;15 PM,

mobility, transfers and use of mechanical lifts and
slings, and also included tralning on the wriling of
the individualized nursing cara plan based on
individualized neods and on following tha
residents’ plans of care. Review of the sign-in
sheets lor the meeting held on 05/25/14 at 2:00
PM, conlirmad the signatures of the altendoea.

3. Reviaw ol tho lesgon plan developed [n the
mealing, on 09/25/14 at 2:00 PM, revealed an
agenda, contant, and SRNA and licensed nurse
post-tesls 1o address the Immediale Jsopardy
compliance. Review of the lessan plan
developed “Providing Resident Care -
individualized, Safe, Documanted® revealad an
agenda, content, and SANA and licensed nurse
post-tests 1o address the Immediate Jeopardy
compilance, The length of the training sassion
outlinad on the agenda was thirty (30} minutes far
SRANAs and one (1) hour for licansed nurses with
the purpose of the training to ba carrection activity
for Immediate Jeopardy F-lags to include policlos
regarding safe handiing of residants, incident
raporiing, nolificalion of resident ¢change of
condition, data collection and UDA assessmant
instructions and use of mochanical liits and
slings.

4. Imerview with Nurse Casa Managers #1 and
#2, the DON, and the Staif Development

and 3:20 PM, rospoctivaly rovealod thoy had
altendsd the maoling held, on 09/25/14 at 4:00
PM, to discuss the Immediate Jeopardy situation,
1o assign tasks and to communicate mandatory
adjustad schedules for the nursing staff. Review
of tha sign-in sheet for the meeting held en
09/25114 at 4:00 PM confirmed the signatures of

tha attandeas.
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S. A group interview including the Administralor,
the Direcior of Nursing, the Staff Developmant
Coordinator, GES Rehabilitation/Skilled
Consulant #2 (per telaphone conferance call)
and Nursa Case Managers #1, #2 and #3, on
10/02/14 at 2:00 PM, ravaalad they were all
present in parson at the meeting held, on
02/26/14 at 5:00 AM, and GSS
Rehabliitation/Skilled Consullant #2 provided the
re-education to that staif in the meeting with
discussion of ra-aeducation for the entlre active
nurging staff, Review of the sign-in sheet for the
meeting held an 09/26/14 conlinmed the
signaturas ot the attondoes,

€, Obsarvation of ihe mechanical It slings
locatad In the laundry ang on each nursing unit,
on 10/02/14 at 3:00 AM, revealed thera ware
eighty-eight (88) slings available for use. Twelve
(12} of the slinga abserved were soiled and
awailing washing and inspection. Interviow with
the Adminlistrator and the Environmental Services
Director, on 10/02/14 at 12:16 PM, ravealed they
both participated in an inventory of the facility
mochanical bit slings on 09/26/14. The
Administrator and the Environmental Services
Diractor indicatad the solled slings wera to be
placed in the soiled utility rooms by nursing staff
to be laundered and the laundry statf was to
launder, dry and inspect the slings before
stocking them on each nursing unit the next day.
Intarviaw with SANA #7, on 10/02/14 at 3:50 PM,
revealed she would place a soited sling in a bag
in the soiled utifity room an the nursing unit to be
laundered and it was her understanding the
laundry stalf would Inspoct the slings for any
defecis balore reluming them to the nursing

: units. Intarviow with the Hausekeaping/aundry
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{ saven (7) days a week and Inspected them
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Suparvisor, on 10/02/14 at 4:00 PM, revealed the
laundry stafl cleaned the mechanical lilt slings

before raturning them to the nuraing units for usa.
She stated if a sling was defective it would bs
given to Case Managor #3 for replacemant.
Intarviow with Case Manager #3, an 10/02/14 at
4:10 PM, ravealed ha received the defeclive
slings idantilied by the laundry stalf or any nursing
personnal and would order a raplacament right
away and the raplacement would usually be
provided wilhin a week. [nterview with the DON,
on 10/02/14 at 4:10 PM, ravealad mechanical lilt
slings ware starod In the clean utility rooms on
oach nuraing unit and ware launderad and
inspocted by the laundry staff.

7. Further Interview with the DON, on 10/02/14 at
4:10 PM, rovealed she initiated a ona-hundred
100% audil of the saventy-nina {79) residenis’
Moabitization LUDA's In the facility on 08/25/14 and
compleled the audit on 09/28/14, Review of tho
UDA'a lor Rasident #17, Residam #18, Resident
#19 and Resldent #20 revealed they wera
accurate assessmentd of the residents' needs,
Re-assassmanl documents weare rovioswad tor ten
{10) of the sevanty-nine {79) residents reviewad
which were completad far \hrea {3) consacutive
shifta on 08/27/14 and 09/28/14, Interview with
Case Manager i1, and RN #1, on 10/02/14 at
4:15 PM, and 4:20 PM, raspeclively revoaled thay
assisted with tha ra-assessments for ten {10) of
the saventy-nine {79) rasidants ravlewed which
wara completed lor three (3) consecutive shilts
on 09/27/14 and 09/28/14. Raview of ths audit
initlated on 09/27/14 and concluded on 09/28/14
confirmed ten {10) residents wara roviowed for
raassessment by tho DON,

F 309
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8. Qbservation of Resident #17, on 09/30/14 at
3:25 PM, on 10/01/14 at 8:35 AM, and 10:30 AM,
revealad the rasident's plan of care was being
followed by the nursing staff. Obsarvatlon of
RAasident #17, on 10/01/14 at 11:00 AM, reveated
two (2) SANAs performing a meachanical lift
transfar of the resident from the bed to a
wheelchair using ths appropriate sling ldentified
on the plan of care and using appropriata
procedura for tha transler. Observalion of
Resident #18, on 09/30/14 at 3:45 PM, 10/01/14
al B:45 AM and 10:45 AM, revaaled the rasident
was being carad for per the assessed
nursing/SANA plan of care, Observation of
Reasident #19, on 09/30/14 at 3:11 PM and
10/01/14 at 1:30 PM, revaalad the resident's plan
of care was being lollowad by the nursing stafl,
Reviaw of the clinical records for Resident #17,
Resident #18 and Reaident #19's ravaaled
Minimum Data Sot (MDS) comprehansive
roviows completed In tha past thirty (30) days and
compared ta the resldenis’ records ravealed
accurata assessments had been completed.
Review of tha nursing and SANA care plans for
Resident #17, Resldent #18 and Resident #19
revealed thay had been created from tho
comprehensiva MDSs, completed in the past
thinty {30) deys and had been updated/revised as

; indicated. Review of the Mabllization UDA daled

08/28114 for Resldent #17 revealed the resident
was to be transferred using the apprapriate sling
slzo with a mechanical lilt as asaessed, Intarviow
with tha DON, on 10/02/14 at 4:10 PM, revegled
sha iniliated & ans-hundrad 100% audit of the
seventy-nine (79) residents’ (in the facllity at the
{ime) care plans on 08/25/14 and compisted that
audil on 09/28/14 1o ensure care plans and
Kardexs Includad (he teve! o} assist lor bad

maobliity and transfer, the number of stalf raquired

F 309
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i Case Managers #1 and #2. interview with Nurse
, Casa Managars #1 and #2, on 10/02/14 at 2:20

Conlinued From page 59

for use of tha lift and the lype of lilt and sling to ba
used, if indicaled. Review of the audits completed
by the DON confirmed they ware comploted
between 09/25/14 and 08/28/14,

9. Roviow of the SANA and licensed nurso
gign-in sheets for tha re-education trainings
revealed ait bul twa (2) on-call nursing employaes
had completed (he Iraining between 09/26/14 at
5:00 AM and 09/27/14, A telephons interview with
the GSS Rebabilitalion/Skilled Consultant #2, on
10/02/14 at 2:00 PM, revealed she had
conducted the lesson plan tralning on 09/26/14
through 05/29/14 wilh the assistanco of Nurse

PM, revealed they had participated In the lasson
plan training done on 09/26/14 (hrough 09/27/14,
Intarview with the Stalf Davelopment Coordinator
on 10/02/14 at 2:30 PM ravealed she had
participated in tha leason plan tralning on use ol
the siings and mechanical llfts and had ghserved
staff with return domonstrations ol use of the
slings and lilta on 09/26/14 through 09/29/14,
Interview with LPN #2, on 10/02/14 at 3:40 PM,
rovealed she had attendod an in-service training
tast week about lilt use, charting, incident
reporting, and calling the doctor, She stated she
damonstrated the uso of the mechanical lifts and
had a writian post-test on the training contant.
Intorviaw with LPN #3, on 10/02/14 at 3:43 PM,
revealed she had aitended an In-service training
on 09/27/14 aboul mechanical lift use, charting,
Incident raporiing, and calling the doctor. She
stated she also demonatrated Ihe use of the
mechanical lifts and had a wrilten post-tast on the
training contant. Inlerview with SRNA #7, on
10/02/14 at 3:48 PM, ravoalod she ettendad an

in-service fraining on 09/268/14 aboul the use of

F 309
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the resident care plans and lift/sling use and she
. did a return demonstration and had a post-test.

; Inlorview with SAINA #8, on 10/02/14 at 3:52 PM,
| ravealed she attended an In-service tralning on

! 09/25/14 about tho uso af tho resident cara plans
; and livsling usa and she did a return
demanstration and had a post-test.

10. Review of tha saven (7) dally audits, initiatad
09/29/14, conlirmed a dally audit by llcenaad
nurses for completion ol the Mabilization UDA on
aach shilt In the first twenty-four (24) hrs of
admission/randmiasion and with change of
condition, for accurata caro planning/Kardex for
level of assist for bed mability and iransfer
inchiding number of staif required, type of lilt and
sling size, If indicated. Interview with LFN #3, on
10/02/14 at 4:20 PM, revaalad she had
completad thres (3) of the required seven (7)
daily audits to be done by llcensod nurses.
Interview with RN #2, on 10/02/14 ot 4:25 PM,
ravealed he had completad two {2) of the
roquirad soven (7) dally audlls to be done by
licansad nurses.

11, Review of the audits, inltiated 09/27/14,
confirmed the audils {or proper usa of tha lift waro
compleiod with obaservations, interview with LPN
#3, on 10/02/14 at 4:20 PM, revealed she had
obsarved SRNA #2, on day shilt on 09/29/14,
assisting Resident #17 with bed mobllity and
lit/sting transfar 1o ensure the sale care par the
rasident's cara plan, LPN #3 stated she had
compleled threa (3) of the required saven (7)
dally audits to includa the cbservation of a SRNA
giving care per tho raaident's plan of care,
Intarview with RN #2, on 10/02/14 at 4:25 PM,
revealad ha had complstod two (2) of the
required seven (7} daily audits (o be done by
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licansed nurses, wilh chservalions of SANAs
providing care.

12. Furiher interview with LPN #3, on 10/02/14
at 4:20 PM, indicated she also participated in a
medical record audil initiated 09/29/14 16 ensure
an Incident report had been completad for an
incident occurring on 10/01/14 {not reportable)
and the appropriate documentation and resident
assessmant and monitoring occurred timaly,
Inlerview with RN #1, on 10/02/14 at 4:25 PM,
revealed sha also had completed a medical
record audit on 09/29/14 an second (2nd) shift
regarding a change In resident cenditlon to
ensure tho residant's responsible party was
notified, the physician was notifled, appropriate
assessmant and monitoring of the resident was
campleted and timely documentation In the
progress noles. Review of that audit sheet
indicated AN #1 had compieted that audit on 2nd
shilt on 09/29/14.

13, Interview with the Administrator, tho DON,
the Stalt Development Coordinator, the Human
Resource Director and the Medicat Director, on
10/02/14 at 4:36 PM, revealed they wers all 10 be
participants In a newly developed Compliance
Ad-Hoc Committee to manage the developmaent
ol tha Plan of Carrection (POC) for angoing
compliance. They indicated they are o ovarsee
tha implemantation of the POC with GSS
Consuftant support and assistance, ansure all
audlt results are submitted to the Committes for
roview and follow-up action, as indlcaled, The
Admirnistrator stated the Ad-Hoc Committea
minutes would be reported 1o the Continuing
Quallty Improvement Commitiee monthly, Review
of the slgn-in shaet for the Ad-Hoe meeting
ravealad it took place on 09/29/14 with tho
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Administralor, tho DON, the Stalf i !
Dovolopment/Quality Coordinator, the Human | |
Resaurco Diractor, the Madical Becorda Direclor, *
- both MDS Coardinators, and the Medical : i
Diroctor. The next Quality Assurance meeling ta
scheduled to be hald on 10/28/14,
F 323 | 483.25(h) FREE OF ACCIDENT F 323 :
550 | HAZARDS/SUPERVISION/DEVICES ; An Allegation of Compliance was F10/31/14
i : i 4 :
E The tacillly must ansure that tha resident ' provided on 09/29/14 alleging ;
[ enviranment remaing as frao of accidont hazards | removal of the Immediate Jeopardy |
i a4 Is possible; and each rasident recsivas on 05/30/14. The following steps
! adequale supervislon and assistance dovicos o ore
| prevont accidants, were taken:
: : 1.The resident affected by this Incldent is !
' : + deceased. The C.N.A. involved in the
This REQUIREMENT Is not met as evidenced ¢ Incident was suspended pending
by: : : X
Based on Inferview, closed record review, raview | Investigation of the incldent. On :
: of the lacility's pelicies and procadures. the : 09/25/2014 at 2 pm EST, a meeting was !
{ manu!acluret;‘e. operating Instructions for the held to discuss the Investigation, root -
Ultralilt, and the facliity's mechanical lift training, it ] :
was dstermined tho facitily failed t havo an ; cause of the 1), GSS policy & pracedures, i
effective sysism lo ensure stafl rocollvad training and action plan. Attendees included
" on e use of asaistive dovices and falled 10 ) I
i ensurs asvistive devices wera used properlylo Administrator, Director of Nursing ]
: prevent accidents for ana (1) of sixtaen (16) : Services, Staff Dovelopment / Quatity _:
e sﬂ*ﬂplw l'ﬂ'-'ofd;ms. (He;.tld;nt 714)- Th: '?ﬁ"wt Assurance Coordinator, Human Resources
. stalt anempted to transfar Resldant #14 without
 agsistance, with tha mochanical it using the Director, GSS Rehabilitation / Skifled
| wrong al2e and typa of sling that rosullad In a g Consultants, GSS Quality Improvement i
[ hoad taceration. (Rofor to F282). : { Consultant, and GSS Workforce ;
©On 09/16/14 al opproximalaly 11:30 AM, Stato { Consultant. E
i Reglstared Nursing Assistant {SRNA) #3
: attempilad to roposition Resident #14, without the [
| . N
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 assistance of stalf 1o guido the it arm and
i manulfaclurer's insituctions and the rasidont's
rmachanical Iifl sling thal was smaler than tho

: With the machanical lift pasilionad ovor the

i Wih profuse biseding, interviews revaaled

: ¢yo with signilicant swelling and Incroasod

: bleeding that had soaked through the Initial
 dressing, At 4:00 PM the Diracior of Nuraing
| (DON) gava diraction to AN #1 to prepera the

; Howaver, Intorviows ravealed nalthor the

j as inatruclod. At 5:00 PM, the rosident wag

.
1

placo o ensuro assiative dovices ware usad
| Properly to pravent accidenia placad Residont

: was llkely lo cause serious injury, harm,

: protecl the resident frem injury as directed by the

j care plan. The SANA lurthor aftempted to wllize a

: residont, it placed the lilt arm hooks above the
{ residont's hoad. The SRNA tumed the reaident fo |

ansura he/sho was canlered on the sting and the |
¢ lilt arm hooks hit the residents head and rasulled :
| in 8 1.5 contimater laceralion above Iha right eye |

found unrespensive and in respiratory disirogs,
The lacility mada an urgant call 1o the ambulance !
| company at 5:08 PM whh arrival at 5:18 PM. The ;
i rasident was found with no pulse or spontanaous |
{ :’ouplrallons and was pronounced dead at 5:20
i PM,

[ Tha facility's teilure 1o have an effoctive system in

| #14 and other residents at risk In a situation Lhat

H
i
!
:
1]
.
t
H

| resident’s assossed siza for iransfer into a chalr, :

i

| betwaen 3:30 PM and 4:00 PM, Roglstered Nurse -
' (RN) #1 ane Minimum Date Sel (MDS) Nurgo #1 !
; found Rasidant #14 with Brulaing around the right |

: testdont lor transtar to the hoapital for avaluation, f

; Physiclan nor (he ambulance sarvice was noliflad :

G55 policy and procedure review included:

Safe Resldent Handling, Incident i

Reporting and Notification of Change of

Condition. All policlas & procedures were

found to be appropriate: no revisiens

| were required and a lesson plan was

{ devaloped for ra-education refatad to

i F282, F309, 323, and F514. On

: 09/25/2014 at 4 pm EST, 2 meeting was

held to communicate If situation, assign

; tasks and communicate mandatory

i adjusted schedules. Attendeos included

i Director of Nursing Services, Staff

i Development / Quality Assurance

' Coordinator, and Nurse Case Managers.

| On 09/26/2014, an inventory of facllity

| mechanical life slings was reviewad by

: Administrator and Environmental Services;

' Director and it was Identified that

i sufficlent number of slings were present, |

LFor a total of 19 resident s requiring the
use of a mechanical lift, there are 88 ;
avallable slings. Soiled slings are placed In
the solled utllity rooms by nursing staff to]

i be laundered, Laundry staff cleans and |

' Inspect slings before slings are returned

i
}
}

| Impairment or death o a ragident. The Immedtate ; to the floor for use,
: Jaopardy wag Identiliad on 09/24/14 and ’ |
; detormined 1o exist 09/16/14, The facility was | ) |
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nolifled of the Immediate Jeopardy on 09/25/14, ! ' Once slings are sent to laundry, they are
 The facility provided an accoptablo Allogation of | jreturned to the floor clean the very next |
: Compliance on 10/0t/14 that alleged removal of iday. Clean slings are stored on unit AB in
Survey Agency verlfied Immadiate Jecpardy was i SoUIECEE
removed on 09/30/14 as allagad at 42 CFR ;utility room. On 09/26/2014 at 5:00 am
: 4833‘? (i.\uallly :I’ Care D(F:ﬁ:) \:;:mllht:“scopo and 'EST, a meeting was held to provide re-
savarily lowered to a "D° while tho lacility ! i
monftors the cllectivanest of the implemanted | ieducation In response to U and to discuss
i pian of carreclion, ; re-education to follow for the entire
: : ‘activa nursing staff. Attendees included
findings Include: .
Tha findings Include lAdmInistrator, Director of Nursing
. Reviow ol the faclity's policy and proceduras iServices, Staff Development / Quality

titted Mobllity Support and Posllioning; Moblllty, ! i
rovized Novembor 2013, revealad salety :Assurance Coordinator, and Nurse Case

| precautions included Inspection ol the litand iManagers with re-education provided by

 Sling; fallowing specillc transter instructions for /GSS Rehabilitation / Skilled Consultant.

tho resldent; use of the appropriate numbar of :

slall required; and proper oparailon of the 1ifl.

: Two er more slall should use the lotal lift to

i transler a rasidant from surtace 10 surlace, The

- procadure lor surtaco 1o surtaca transter with the

- fotal ilt: chack Kiosk for corrsct lilt and sling gize;
positlan sling under the regident; position it in

i front of or ovor the rosidant; position aling bar

; ¢lase enough to altach sling being caralul lo

; conirol the hanger bar to avoid hitting the

resident; and, aliach the siraps.

2. All residents dependent on staff for
1assistance with bed mobility and transfer
shad the potentlal (o be affected by this
ideficiency. 100% of the 75 current
resldents’ Mobllization User Defined
iAssessments (UDA] were reviewed for |
jaccuracy, by the Director of Nursing :
EServlces. in determining typo of :
fassistance required for bed mobility and
ltransfers; this review was initiated on
09/25/2014 and was completed on

: Aaviaw of the manufacturer's Operating

- tnsiructions for the Ultralli, copyright 11/23/11,

! revoaled a saquontial procedure for stalf to
Iotiow: identify the corract lift and typo of sling;
pasition the sling under the resident; position tha

| iftin tront of or over tho rasidont; pasition the | 109/28/2014.
sling bar close enough to altach the siing, tuking |
cantrol aver the hanger bar al all limes to avold | |
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hitting the resident, : 10 of the 79 residents were re-assessed by
: completing tha Mobilization UDA for 3

' Raview of the ¢closed ciinical record for Residant |

| ¥14 ravaalod tha facility admitted the residant on | | cansecutive shifts on 09/27/2014 and

* 09/17/08 with diagnoses ol gemenlfa. Anemia, . 109/28/2014; Case Managers and floor
Alzhaimer'a, Ostooarthritls, Depression,
Hypartansion, and Anxiety, Reviow of tho ; E nurses completed the re-assussments.
resident's comprehansive care pian, Initlated ' -100% of 79 current residents care plans

06/04/13, reveaied Ihe residont had an Aclivitles

; were reviewed by the Director of Nursin
of Daily Living (ADL) deficlt and raquired total : Y .

: as8lst for a total kit using a targo high back sling ; Services to ensure care plan and kardex
: and to have two (2) penpleM assist o turg and i Included leve) of assist for bed mability
reposition, Reviow of the Mobilization Suppon
Data Collaction Tool, datod 01/17/14, revaaled rand transfer, Including numbar of staff
the resident roquired a fotal Iif for transiar j members, type of lift and sling size if
g:‘wf’:’“"““ U:“'t"? a '“’%‘ hlghl:acll:‘ sling, {indicated; this review was Initiated on
a 1o RBCOSGO! 8 rasdant us g lha i
Minimum Data Set (MDS), dated 07/28/14, and | 105/25/2014 and was completed on
; determined the residont roquired axtensive : :09/28/2014,

i Assistanco with bed mabitity and transiors. i i
! i :3. Re-education for compllance of F282,
§F309, F323 and F514 was provided to

i C.NLA staff and licensed nursing staff by

_ lnterview with SANA #3, on 0/24/14 al 10:45 :
{
i {GsS Rehabllitation / Skifled Care
H

i AM, rovealod she was going to get the resident

; up for lunch, on 09/16/14 around 11:30 AM, The
: SANA stated sha had lookad in the C/O Hall linan
; room, but thoro wera no more siings in the room. i
:Consultation, Nurse Case Manager / Safe

i Continuad interview with SRNA #3, on 09/25/14 i
tah‘ B:O:t?m' rov;aleld sha w;ias noldnosl!lv;. but : Resident Handling Coordinator and Staff
ought tha resident normnily used a medium i !
high back sing. SRNA3 staled she knaw the  Development / Quality Assurance
: Intormailon was avallablo In the Kiosk on the i Coordinator began at 5:00 am EST on
: Kardox: howaver, she slated she decided to use | :09/26/2014 with multiple meetings
the roommate’s sling oven though it was a : ,
dilferant lype and a size small. SRNA #3 stated i schoduled throughout the day on all shifts
f bccn[:ano lht;’ p?‘d wag so much smaller, through 09/27/2014, Beginning on 1" shift
 positioning al the resident was vary important to
: koop tha resident canterad, Tho SANA further of 09/26/2014, no nursing staff member
 statad tho type and size sling the resident was permitted to provide resident care
; normally used wrapped around the resident moro until re-education was completed.
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as If to cudd!s in the sling and there was more
matoerial with which to manouver,

Addilional Intarviow wilh SANA #3, on 09/24/14 |
al 10:45 AM, revealed while irying lo attach the
sling siraps to the mechanical filt, she realized |hn{
rosident wag not cenlered enough fobe ablste |
attach all the siraps. While the mochanical tit |
was still in place over the residant and
approximalaly live (S) Inches Irom his/hor chost,
1ha SANA tumned the realdant 1o his/her laft side
to repasition the sling and the lilt arm hook hit tha
right sido of the resident's face. SRNA #3 stated
she remomborad haaring a nolise, but the
rasidant never yelled out 50 she continuad to
posltion the resident, She turned the rasidont
back over lo allach the sling and noticad a cut

! above the regldent's right eye with profuse

: bleeding. Tha SANA statod SRNA #5 ontored the
: room {0 g0e why they had not madse It the dining

| room, and assistod with the transler lo the chalr,

{

+ Interview with SRNA #5, on 09/23/14 at 3:09 PM,
* revealed the sling was 100 small and the alda of

; the resident's body was right at Iho edgo. The
 sling was not long onough eithar and tall :
i mid-thigh and nol right above tho knga. SANA #5 g
. stated the sling was not anly to small, but the :
; wrong typa. The resident was supposedtousea |
. high back sling for Iransfera and sald tho shape :
: ol the two (2) slings ware camplelely different, H
+ SANA #5 lurther stated the rosident was i
 observod wilh a cut above the eye with a llitlo |
; continuous atream of blood,

: Interview with the DON, on 0S/24/14 at 12:30 PM,
. revealed she was told Reskient #14 was hit In the
: hoad with the mechanical Iift while rushing to gat
 the rasidont up for lunch. The DON stated the

F 323

' and roturn mechanical lift use

1A} The plan of care Is written to meet the
_resident’s individualized needs based on |
-data collectlon and assessment UDAs. Thd
1care plan needs to be updated with

‘resident’s change of condition.

B) Facility staff must review the care
‘ plan / kardex and provide carc as

:documented In the caro plan.

| €) GSS Safe Resident Handling Policy

jand Procedure

: D) Mobilization UDA completion. i
i E) Bed Mabllity, Transfers, Use of

: Mechanical Lifts and Proper Lift Sling

| Utiizatton with return demonstration.
i Clean slings arc stored on unit AB In raom :
|12 and on unit CD In the clean utility

| room.

As of 09/29/2014 70 employees, which
reprasents all current full and part time
nursing staff, have received the re-

i education which included passing post-test

, demonstration, 2 PRN / on call employees
who are cuzrently not scheduled to work l
will receive the re-education priorto |
working. Re-education Included: ;

l. Cara Dellvered as Per Cara Plan

i
.
|
i

I
[

{
I
!

H
]
.
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rasident was 10 have two (2) people assiat with
makility and SRNA #3 had cared lor tha resigent
belore and know what size and type of sling lo
uso for a sale transfor. The DON Indicatad the
sling used was too small lar Ihe siraps to be
salaly attached to the mechantical Iiit,

If a needed sling cannot be located, report
ito the nurse, Case Manager or Director of
iNursing Services,

;Il. Quality of Care

Intorview with SANA 4, on 08/24/14 at 12:28
PM, rovealed she used two (2) pecpls for the
actual transfer wilh the litt; howaver, she usually
had thae resident already on the sting and hooked
Lp to tho fiit belore getting assistance.

;A) Resldent care is provided based an
fresldent's data collection and assessment
EUDAs and the written care plan, This Is
'done to meet the resident’s standard of
‘care without injury or decline In resident’s
:x:ondltlon.

B) The licensed nurses are respansible for
working with C.N.As and supervising
resident care - this Is done by observation
of care and communication with C.N.As to
ensure care Is delivered as per care plan.

Intorview with SRNA #2, on 08/25/14 at 8:54 AM,
; fevedlod sho always used two (2) pecpla to

{ ransier and knaw not to turn or reposition

j someong whila tha litt waa positioned ovor thom;
: howovor, she always placed the rasident on the

! sling balore asking for assist with the aclual

i transtor.

]
i Intorviow with SRNA #1, on 09/25/14 at 9:55 AM,
; revealod sho was awaro two (2) poopls wera

i raquired for transfers; however, she always

; aitachod the lilt sling prior o geiting help.

;'m. Accidents

:' Intorviow with Licensed Practicat Nursa (LPN) #1, |
1 on 03/25/14 at 11:29 AM, rgvealad mos! of the

i SANAs had tha same group of residonts and
know what davices neaded 1o ba used. The LPN
statad she nover went around and monilored
lhem to ensure 1hoy were using Iha mechanical
liits correctly. LPN #1 statod SRNA #3 had

EA) GSS Incident Report Policy and
iPrucedure —incident repart complation,
wvital signs, neuro check UDA If resident hit
‘head or unknown If resident hit head in a

worked at the facility for yaars and took it for : Jira"' Paln data cotlection and assessment
granted she would use the correct tit sing and UDAs if restdent has “naw” area of pain :
salely position the resident, i related to the incident, fall risk UDA if
Interview with tha Staff Development Nursa, on ' resident fell.
09/24/14 al 2:24 PM, revoaled she last irelnad all | ! i
FORM CMS-2507{02-99) Froviovd Varuon Obsoisto Evont iI0:7v201) Facitty 1D; th0222 It continuation shoat Page 83 of 105

FECEIVED
NOV 0 & 20t

Yy o Nl LR
wreir TRl TH BT




PRINTED: 10/16/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ, 0938-0391
ATATEMENT OF DEFICIENGICY {X1) PROVIDER/SUPPLIERVCLIA (%3] MULTIBLE CONSTAUCTION (%) DATE SURVEY
AND PLAN O GORRECTION IDENTINCATION NUMOEA; e e COMPLETED
185268 BWING . e 10/02/2014
NAME QF PROVIDEA OR SUPPLIER GTRECT ADDHESY, CiTY, UTATC, 2IP CODE
3500 GOOD BAMARITAN WAY
THE GOOD 3AMARITAN SOCIETY-JEFFERSONTOWN JEFFERSONTOWN, KY 40209
Xa)io SUMMARY STATEMENT OF DEFICIENCIER [+] PROVIDER'S PLAN OF CORRECTION Ny
PREFIX ' (EACHDEFICIENCY MUST BE PRECEDED OY FULL PRESIN {EACH CORRECTIVE AGTION SHOULD 8E CoMiLETON
TAGQ ©  REGULATORY OR LSG IDENTIFYING INFORMATION) TAQ CROSS-REPEAENCED TO THE APPROPRIATE DATE
: DEFICIENGY)
: Continucd From page 68 i
F 323{ Continuad From page 68 | F323 i
the stalf In 06/26/14 {this was not provided 10 the Progress note follow up ta the incldent
] slate agoncy for raview) on tho usa of tho cach shift for 72 hours or longer until !
: machanical lilt which Included a check olf for the 'stable. P to physician'
propor uso procedure, Howevor, the Stalf ;s able. Progress note related to physician
! Development Nurso rovealed it did not include ‘notification and family natification.
’ Information about not positioning residents while ‘B) GSS Notification of Change of Condition
: the lift was in pasition over the residont. ! Policy and Procedure - assessing resident,
" Review of SANA #3's personnol filo rovealed she inotlfvlns physician, documenting the
had completed training on Ihe use of the lifton ! icommunication with physician ~ follow
- 0/03/14 and In 06/04/14. Furihar Interview with : . !
SRANA 43, on 09/25/14 at 9:08 AM, rovealed she :ductur’s orders for scndlng residant te the}
' had not been told the iift shouid not ba positioncd :hnspltal / calling EMS — if the resident is in
ovor tho rosident during posilioning, but she knew L !
‘ sha wa ot Supposad 16 do It bocause of tha !an emergont situation, physician and EMS!
 patential for injury to tha rasidents. However, per are both called immediately,
. interview, sho was rushing to got the rosidont to !
the dining room. W, Clinleal Records
; . Interview with the DON, on 09/24/14 at 12:30 PM, A) Documentation must be clear, conclse,
revealod she was nol aware tho tralning did not | objective findings using madical
. Include positioning of rasidonis with the { ;
- mochanicat Iift in place over the residant. :turmlnology Ll T R
- Howaver, reviow of the faciiity's policy and ‘abbrevlations. Information stated by
. procaduras and the lift manufactuter's 'residents should be documented exactly at
" instructions revoalod staff ahould posiilon the ‘heard
* sling bar close anough to attach tho sling, and lo i ’
. conirol the hanger bar to avold hitting the B) Documentation must be timely - at the
; Tesident. ime of data collection, UDA completion -
Further Interview with tha DON, on 09/25/14 at take the PCC tablet / laptop Into residant’s
11:60 AM. revealed sh;a monltored sale handling | ‘room for immediate documentation. In
of residonts and use of the mechanical lit by ! :
monitoring tha Incident roports dally and ensureg i iemergency situations, documentation !
any concerns of blank argas wore iImmediately | must be completed as a late entry as soon!
ad;ress;%' Jg;lER‘N did nol provida any other : a5 posslblo, no later than the end of the |
ng. H
evidenc 9 | Shift. Nursing stalf are not to leave the |
Theo lacility provided an Allogation of Campllance ] 'buildlng uatll decumentation is complete, f
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| (AOC) on 09/29/14 alloging tho Immediate i i PCC will date and time stamp when the en
Jeopardy was removed on 089/30/14; the faclity ! |is mada, 50 when documenting event that |
tock Ihe faliowing stops to remava the Immediate { occurred at an earfler time, the time of
Jeopardy. i ’
opardy i accurrence will be entared in the text of the
1. The SANA (SRANA #3) involvad In the Incident | note.
waj suspended after the incident on 09/16/14 i
ponding lnvestigation of tho Incidont. C} Utiliza the proper prograss note typo to
: fiocument follow up assessment, physician
i 2. Amaoeting wna held 1o discuss the potification and family notification.
. invastigation, roct cause of the Immediate
: Joopardy, Good Samaritan Soclety policies and
proceduros (raview included safe residont 14, Audits will be completed by licensed i
handiing, incident reporting and noliflication ol nurse for completion of Mohllizatlon UDA an
changa of condition and action plan), on 09/25/14 Iftin the first 24 b :
al 2,00 PM. Attendees of the meeting on t aach sh the first 24 hours of i
00/25/14 were tho Adminisiralor, Director of : I.adrﬂI.'.slt:l'lirea;dr'nlsslnn and with change of |
Nursing, Stafl Davelopment/Qualily Assurance conditlon, for accuratg care planning / i
Cﬂﬂfdlnaloﬂ Human noﬁoumeﬁ Dlrachf. Good ka dax for level of assist far bed bl
 Samaritan Saciety (GASS) Rehabilalion/Skiled | cronsfer Il b of e o :'“;’
. Cansultants, Goad Samaritan Soclety Quality j ransfer including number of staff, type of lift
: Impravemant Cansultant and a Good Samaritan i tand sling size If indicated.  Audits will be
j Soclety Workforca Consultant. :completed by liconsed nurse observing 1
r 3. All policies and procadurea reviawsd at the iC.N.A, on cach unlt on each shift in asslsting!
: 2:00 PM masling on 09/25/14 wora lound toba iresident with bed mobility and transfer to
: arproprla:jo Wltlg "'-L rovigons r BQ:WU-' lesson {ensure safe care as per residant’s care plan. :
?ni‘:dtgﬂ:n‘fe ped by the attondoea for Medical Record Audits will be completed by;
: iHeensed nurse to ensure with each Incident
(4.4 moa:::n? “;:5 ||1°|:1- %f" ?9{’25” 4:;;‘:30 ﬁ M, o +an Incldent report has been completed, GSS
; communicate the Immediata Joopardy situation, ;
assign tasks and communicals mandatory EMIS {factity lnvestlgarlon) is inltiated,
adjusted schedules, Attandeas Included tho iPhysiclan and resident’s responsibia party
: Director of Nurslnfg. Stall Davelopment/Quality thave been notified with appropriate
0 et
i :asa;‘g;::: Coordinator and Nurse Case +documentation, resident monitoringand ¢
' assessment Is comploted and documented I
' S, On 09/26/14 at 5:00 AM, a moating was held to i appropriate UDAs and progress notos. :
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: provide re-aducatlion In respenge 1o tha ’ | All audits will be completed dally X 7 davs} ]
| Immadiale Joopardy and la discuss ra-education | ! ; !l
: 10 loliow for the antlre active nureing stalf, : : _
! Allandaes Inchudad the Administralo, Diractor of | e taclty has developed a Compiiance i i
; Nursing, Staf! DovolopmentQuality Assurance | Ad Hoc Committee which Is chaired by | :
i C°_::’ﬂ1ﬂﬂll|°f. and :::r:cl;;:asée o?dans?nﬁmd ;ﬂmh ; ' the facility Administrator to manage the !
; re-education prov a atitan i i
| Socloty Rehabllitaton/Skilied Congutant, | ; dcvelopment of the POC for ongolng |
5 i compllance of F282, F309, £323 and F514!
i 8, On 09/26/14 an inveniory of machanical lift | i and oversee the Impl H
: Slings was reviowed by tho Administrator and the . | varses the Implemantation of the ;
 Enviranmontal Services Director and it was ! | POC with G55 Consultant support and |
I identilied that a sulficlent number of slings were | | assistance, Committee members Include
t prosont. Thare were eighly-eight (88) avallable | i i
| sings fer @ tlel of nineleen (19) rasidenis ; { Director of Nursing Service, Staff :
| requiring the use of a mechanical tii. Solled ! . Development / Quality Assurance :
| slings ware placed In the soliad ullity rooms by Coordinator, Nurse Case Managers, :
' nursing staff to be launderad. Laundry staff o
| cleaned and inspected slings and raturned them ; uman Resaurce Director, Health
; 16 tha flcor the very noxt day. : Information Manager, and Madical
7. Aona-hundred {100)% reviaw was initiatad on : Directar. All audit results will bo i
| 09125714 and concludod on 08/28/14 Lo ensure Isubmitted to the Ad Hoc Committee for |
i a“ﬁ’:’:’v’(ﬂ?g&mmﬂ}?p ol lg;:a of fass;sla'mca irevlcw and follow up actlon as indicated. |
' requir ar mobtiily and transiers) o '
| sevanty-nine (79} eurrent rasidonts’ Mobllization ; ;7he Ad Hoc Committee minutes will be |
: User Dalinod Assessments (UDA) by the Direclor jreported to the Quality Committee i
| of Nursing, Ten (10) of Iha seventy-nine (79) ! ‘monthly, :
, residents wera ro-assessod by comploting tha ! | :
| Mobilization UDA for three (3) canseculive shifls | PoCS
 on 08/27/14 and 09/26/14 by Nurse Case : Qi
| Managars and floor nurses, | |
| ) The resident found to have been affected
; B. One-hundrod (100)% reviow of seventy-nine ! ‘by the deficient practice (Res) i
| (79) current residents’ care plans was initiatod on ; Ebv peliliat it U i
{ 09/25/14 and compleled on 09/28/14 by tho | jnow deceased, ,
* Diractar of Nursing to ensurs care plans and i :
Kordexs Included the laval of assist for bed H i :
| mability and transler, included the numbor of siall ! ; i
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i membars roquired for use of the Iit, the type of Iift
‘1o be used, and the sling size, Il indicated, j

i 9. Ra-educalion was provided to SRNA stall and '

1 Heenszed nursing stalf beginning at 5:00 AM on

{ 05/26/14 on all shifls and continued through |

. 09/27/14 tar compliance by Good Semaritan |

I Saclety Rehabiliiation/Skilled Consultant, Nurse |

! Caso Manager/Safe Rosldant Hendling ;
Coordinator and Stalf Development/Quality

. Assurence Coordinator. Baginning an first (1s1)

: shilt of 09/26/14 no nurelng stafl momber was = |

: parmiited to provide resident care until ;

: ra-educalion was complaled. As ot 09/29/14 i

| sgventy {70) employees {all current iull and

{ par-lima nursing staff) had racaived the

: re-education which Included passing a post-tost

{ and return demanstration for use of the

{ mechanical lift. Two (2) pr/on-call nursing

, amplayees who were nol schaduled to work will

} racaiva tha re-sducallon prior 1o working. The

f ra-aducailon Included 1) care dalivered per care I

. plan, 2) quality of cara, 3) aceidents and 4) ;

{ clinlcal rocords, :

- 10. Audits will be completed daily imas seven (7)

 days by licensed nursas for completion of }

! mabilization (UDA) an oach shift In the first :
twenty-four (24) hours of admissien/readmission

; and with change of condition for accurate care

| planning/Kardex for laval of assistance forbed ¢

- mobllity and transfer inciuding numbor of stalf, I

tlypo ol llit, and sling aize If Indicated.
|

111, Audits wilt ba completod daily imes soven (7) |
; days by licensed nutses observing one (1) SANA |
* on aach unit on each shift In assisting residants i
! with bod mabliity and tranaler to ansure sale caro :
' par tha resident's cara plan,

i Inidentifying other residents having the

| potenttal ta be affected by the same

! deficlent practice, 100% of the 79 current
: residents’ medical racord was reviewed by
i the DNS on 9/27/14. It was dotermined that
! 19 of 79 of residents require use of .
f mechanical Uft for assistance and could be |
affected, Review of medical recards

| ensured accuracy of Moblllzatlon User

: Defined Assessments {UDA) and Care Plan /
' kardex outlining level of assist needed for
bed mobility and transfer, Including number
of staf members, type of lift and sling size ifi
Indicated. The MabHization UDA for 69 out
of 79 residents was accurate. 10 of the 79
residents were ra-assassed by chargo i
nurses and Mobillization UDAs were l
| completed for 3 consecutlve shifts and carg 1
i plans / kardexs were updated by :
 09/28/2014 by charge nurses, The updated !
i Informatlon was then reviewed by the Case |
Mangers for occuracy and completion on ;
9/28/2014, ;
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Initiating on September 26, 2014, re-

1education was provided to all liconsed !
nurses and certifled nursing assistants ;
[C.N.A} by GSS Rehabifitation / Skilled !
Consultant, Staff Development Coordinator, ;
jand Safe Resldent Handiing Coordinater. :
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12. Medical racord audits will be completed daily
limes seven {7) days by icensed nursos 1o ;
ensure an incident roport has besn comploted
with each Incident, Good Samaritan Soclety :
! facility investigation policy was inlilated, physicion i
; and resident’s responsible party were notitied with :
: appropriate documantation, resident monitoring |
and assessment was completed and decumeniod |
in appropriate UDA's and progress notes,

13. The facilly doveloped a compliance Ad-Hos
Commiltee chaired by the facility AdmInistrator to
manage the deveslopment of tha Plan of
Corroctlon for ongaing complianco and to
ovarzeq the implemantation of the Plan ot
Corraclion with Good Samaritan Society
Cansgultant support and assistance. Commitice
mambers include the Director of Nuraing, the
Statf Davelopment/Quality Assurance :
Coordinator, Nurse Case Managers, Human :
Resourca Director, Health Information Manager, |
and the Medical Diroclor, All audit resulto wil bo
submitiod 1o the Ad-Hoe Committea lar review
and lollow-up actlon as indicatad. The Ad-Hoc
Committee minutes will ba reportad to the :
Continuing Qualily improvement Commitiee
Menlhty. !

Through observation, Intorviaw and record raviow ;
the State Survay Agency vaiidatod the Allegalion |
! ol Compliance with ramoval of Immediate

| Jeopardy on 09/30/14 as alleged pricr to oxit on
; 1002/14 as lollows: |

' 1, Review of tha perscnnel fils for SANA #3

: revealed sha was suspandad from work after the
: Incidont on 08/16/14 pending the factlity

! Investigation and romainad auspandad

F 329}
All staff members were Instructed on the |
importance of following GSS Safe Residenti

andling and Incident Reporting. Return !
Bemanstration of staff’s ability to conduct |
;safe assistance with bed mobility, ;

ransfers, use of the mechanlcal lifts and
slings was included in the re-education |
Sessions to ensure the deficlent practice
:does not recur. In addition to the return
demonstration of skills it was required all
:staff members complete and pass a post
tost for training recelved prior to working
bn the fioar. All post tests wera roviewed |
iis'rlrrlc‘.-cﬂatt:[\f upon completion by GSS :
lRehabiIltation / Skilled Consultant to ;
Iin.\llt:iate re-education was understood and :
!that each individual staff member passed |
the test. Each individual tested, did receive!
:a passing score, CNA #3 [s no longar
;ernploved with GSS and did nat complete
re-education. Incidont reports are
Feviewed cach business day by the _
Jnvestigative team (Administrator, Director
ot Soclal Services and DNS} for accuracy
?md completion. If findings are incomplete ]
the licensed nurse will be provided one on ;
s:ne education, counseling and or i
corrective action appropriately by the DNS:
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throughout the survey Including date of exitol | MDS Coordinators/ Case Managers and  :
10/02/14, i DNS will observe staff when providing care
i

: 2. Agroup Interviow including the Administrator,

, tha Ciracter of Nursing, iho Stall Dovelopment

. Coordinatoer, the Human Resource Director, two

! (2) Good Samarltan Sociely Rehabititation/Skillied

Consultants (per lelephone confarance call), a

Good Samaritan Soclety Quality Improvement

(Q1) Coordinator (per telophona confarance call),

and the Good Samaritan Sociely Worklorca

Consuitant {per tolophane conference call), on

10/02/14 at 2:00 PM, revoaled the Adminisirator,

the Diractar of Nursing, the Stal Davalopment

Coordinator and tho Human Rasource Direclor

wora progant in parson at tho meoling held, on

' ©9/25/14 at 2:00 PM, and the two (2) 35S
Consultants, the GSS QI Coordinaler and the

: GSS Warklorce Consultant were al ihe meeting

: vin tolephone conferance call to discuss the

- Investigation regarding Resident #14, Ihe root

! cause of the Immediate Jeopardy, GSS policles

 and procatures (o inciude safe resident handfing,

incident reponing and notification of change of

! conditlen and to develop an action plan (lessan

i plan). Review of tho lesson plan agenda (not

: tatad) provided as proof for tha AQC which

: included Iraining on sale assistance with bad

| mability, fransfers and use of mechanical lifs and ;

: slings, and also included tralning on the writing ol :

: the individualized nursing care plan based on

Individualizod neads and on foltowing the

rosidents’ plans ot cara, Review of the sign-in

shaals lor tho meeling hald on 09/25/14 at 2:00

PM, conllrmed the signaturea of tha attendoos.

f
i
'
4
i
i

3. Review of the lesson plan davelopad in the
meeling, on 09/25/14 al 2:00 PM, revoaled an
agenda, contant, and SANA and licensed nurgo

}:rlor to delivering care to residents,
monitaring accuracy of the mobilization
:‘UDA and care plan, Diroct observation of
transfers and repositioning will occur to
valldate CNAs are performing
E:arellransreu per GSS policy and
precedure, Audits will be conducted cach
shift weekly X 4 weeks, each shift bl-
weekly X 2 months, then cach shift
f;uarterly X 3, In addition, an audit will be
completed by the DNS upon review of
each Incldent report weekly x 4 weeks,
Lnonthlv K 2 months, then quarterly x 3.
Audit findings will be reported ta the
Quality Committee monthly x3, then
:quanerlv ¥3, for further recommendatlon
to ensure continued compliance,
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post-tesis lo address the Immaediate Jeopardy
cortiplianca, Review of the lesson plan
doveloped “Providing Rasident Care -
Individualized, Safe, Documentod® rovealod an
agenda, content, and SANA and licensed nurse
pust-tesis lo address the immediala Jeopardy
compliance. The langth of the training session
outlined on tha agenda was thirty (30} minutes for
SRANAs and one (1) hour lor Hcensed nurses with
the purpose of the training to be carrection activity
tor Immediate Jeopardy F-tags 1o include policies
ragarding sate handling of rosidents, incldent
roporting, notitication of rosldont ehango of

' condition, data collection and UDA assessment
 instructions and use of machanical iits and

| stings.

4. Interview with Nurse Case Managers #1 and
#2, the DON, and the Staff Development
Coordinator, on 10/02/14 at 3:08 PM, 3:15 P,
and 3:20 PM, raspectively revealed they had
attended tho meoling hold, on 09/25/14 at 4:00
PM, to discuss the Immadiate Jeopardy sltuation,
to assign tagks and o communicate mandatory
adjusted schedutes for the nursing staff. Review
of tha sign-in sheet for the maeting hald on
09/25/14 at 4:00 PM confirmed ihe signaiuras of
tho attendoos.

§. Agroup intarviow including the Administrator,
the Director of Nursing, the Stalf Development
Coordinator, GSS Rshabilhation/Skilled
Consultant #2 (per lelaphone contarence cali)
and Nurse Case Managers #1, #2 and #3, on
10/02/14 at 2:00 PM, ravaaled they were alf
prasent in person at the moeting held, on
09/26/14 at 5:00 AM, and GSS
Rohabilitation/Skiilod Consultant #2 provided the
ro-aducation to that stalf In the maating with
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discussion of re-education for the entira active
nursing stalf. Raview at the sign-In shaet for the

: meeting held on 09/26/14 confirmed the
slignatures ol the atlendees,

6, Dbservation of tho mechanical lilt slings
located in the laundry and on each nursing unit,
on 10/02/14 at 9:00 AM, ravealed there were
aighty-aight (8B) slings avallable for use. Twelve
{12) ol the slings observed were sollod and
awaiting washing and inspection. Interview with
the Adminisirator and tho Environmenial Saervices
Diractor, on 10/02/14 at 12:16 PM, reveaied thay
bath participatad In an Inventory of the lacility
mechanleal lift slings on 09/26/14. The
Administrator and the Environmental Services
Dlrector indicated the solled siings were to be
placed in Ihe soiled ulility rooma by nursing staf!
to be laundered and thae laundry stalf was to
{aundes, dry and inspect the slings bafore
stacking thom on each nursing unit thae next day.
Interview with SRNA #7, on 10/02/14 at 3;50 PM,
revaaled she would place a soiled sling in a bag
In the soiled uility room on the nursing unit to be
laundered and it was har understanding the
laundry staff would inspect tha slings for any
delects betora reluming tham to the nursing
units. Intorview with the Hausakeseping/t.aundry
Supervisor, on 10/02/14 at 4:00 PM, revealad the
laundry staff cleaned the mechanical !ift slings
savon (7) days a week and inspected them
betara returning them to tha nursing units for use,
Sha staled if a sling was defacliva it would bo
given lo Case Manager #3 {or replacemant.
interview with Case Manager #3, on 10/02/14 at
4:10 PM, revealed he rocelved the defeclive
slings idenlitied by the laundry staff or any nuraing
parsonnal and would order a replacement right
away and the replacement would usually be

f

F323
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provided within a woeok. Intorviow with the OON,
on 10/02/14 at 4:10 PM, ravealed mechanicat li
siings were slored in the clean uliiity rooms on
each nursing unlt and were laundered and
inspecied by the laundry staff.

7. Further interview with the DON, on 10/02/14 at
4:10 PM, revealed she inlllated a one-hundreg
100% audit of the sevenly-nine (79) residents’
Mobilizalion UDA's In tho facility on 09/25/14 and
complotod the audlt on 09/28/14. Review of the
UDA's for Resident #17, Resident #18, Resident
119 and Resldent #20 revealed they were
accurale assessments of the residents' needs.
Re-assessment documents were raviewed for ten
(10) of the seventy-nine (79) residents reviewed
which were completed for three {3) congecutive
shills on 09/27/14 and 09/28/14. Intotview with
Casa Manager #1, and RN #1, on 10/02/14 at
4:15 PM, and 4:20 PM, respeclively ravealed they
assisted wilh the re-assessments for tan {10} of
the seventy-nine (79) rasidanis raviewed which

: were completed for three (3) consecutive shilts
on 09/2714 and 09/28/14. Revlow of the audit
initisted on 09/27/14 and concluded on 09/28/14
canlirmad lan (10) rosldents wers raviewed for
roassossment by tha DON.

8. Obsarvation of Resident #17, on 09/30/t4 at
3:25 PM, on 10/01H4 at 8:35 AM, and 10:30 AM,
revealed the resident's plan of care was being
{ollowed by the nursing staff. Observation ot
Rasident 17, on 10/01/14 at 11:00 AM, revealed
two (2) SANAs periorming a mechanlical ift
transtor of the resident from the bed o a
whoelchalr using the appropriata sling identitied
on the plan of care and using appropriate
procadure lor the transfer, Observation of
Resident #18, on 09/30/14 at 3:45 PM, 10/01/14
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al 8:45 AM and 10:45 AM, revealed the resident
was baing cared for per lhe assessad
nursing/SANA plan of care. Qbservation of
Resident #19, on 09730/ 4 at 3:11 PM and
10/01/14 at 1:30 PM, revealed the rosident's plan
of care was being lollowed by the nursing staff.
Raview of the clinical records lor Resident #17,
Rasident #18 and Resident #19's revealed
Minimum Data Set {MDS) comprehensive
raviews compleled in the past thirty (30) days and
compared to the residents’ records ravealed
accurale assessments had been compleled,
Review of the nursing and SANA care plans lor
Resident 17, Resident #18 and Reaident #19
revoaled they had been creatad trom the
comprehensive MDS3, compieted in the past
thirty (30) days and had boen updated/revised as
indicated. Revlaw of the Mobilization UDA dated
0B/28/14 for Raslidant #17 revealed the residant
was 10 ba transferred using the appropriate sling
slzo with a mechanical llit as ascesacd. interview
with tha DON, on 10/02/14 at 4:10 PM, revealed
she Initfated a one-hundred 100% audit of the
saventy-nine (78) residents’ (In the facility at the
time) cars plans on 09/25/14 and complated that
audht on 09/28/14 to ensure care plens and
Hardexs included the level of assist lor hed
mability and transter, the numbor of statf required
for uso of the lift and 1he typo of lift and sling to be
used, If indicated. Review of the audils complaiod
by the DON canfirmed thay were comploted
batween 09/25/14 and 09/28/14,

9. Raview of the SANA and licansed nursa
slign-in sheels for the re-aducalion trainings
revealed ail but two (2) on-call nursing empioyoos
had camplotod the tralning between 09/26/14 at
5:00 AM and 08/27/14, A telephona Interviaw with
ihe GSS Rehabilliation/Skilled Cansultant #2, on

F 323
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10/02/14 at 2:00 PM, revealed she had
conducted the lesson plan training on 09/26/14
through 09/29/14 with the assistance of Nurse
Case Managera #1 and #2, Interview with Nurse
Case Managers #1 and #2, on 10/02/14 at 2:20
PM, revealed they had participated In the lassan
pian training done on 09/26/14 through 09/27/14,
Interview with the Stalt Development Coordinator
on 10/02/14 at 2:30 PM revealed she had
participatad in the lesson plan training on use of
the slings and machanical liita and had cbsorved
stalf with return demonstrations of use of the
sfings and litts on 09/26/14 through 09/29/14.
Interview with LPN #2, on 10/02/14 at 3:40 PM,
ravealad she had attanded an in-servica tralning
last week about lift use, charting, incldant
reporling, and calling the doctor, She staled she
demonstrated tha use of the mechanical lfts and
had a wrilten post-teat an the training contant.
Intarview with LPN #3, on 10/02/14 at 3:43 PM,
rovealed she had altendod an In-service tralning
an 09/27/14 about mechanlical lifl use, charting,
incident reporting, and calling the doctor. She
stated she also demonstrated ihe usa of the
mechanical lifts and had a written post-test on tha
training content. Inlerview with SRNA #7, on
10/0214 at 3:48 PM, revesled she attonded an
In-sorvice iraining on 09/26/14 about the use of
the residant care plans and lift/sling use and she
did a return demonstration and had a post-test.
Interview with SRNA #8, on 10/02/14 a1 3:52 PM,
revenlod she attended an in-service training on
08/26/14 about the use of Ihe resident cara plans
and lil/sling use and she did a ratumn
demonasiration and had a post-test.

10. Roviaw of the saven (7) dally audits, initiated
09/29/14, confirmed a dally audit by licensed

nurses for completion of the Mobilization UDA on

F323
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oach shit in the first twanty-faur {24} hrs of
admisslonfreadmission and with chango of
conditian, for accurate care planning/Kardex for
laval of assist for bed mobliily and lransier
Including number ot stafl required, type of litt and
sling size, i indicaled, Inlerview with LPN #3, on
10/02/14 at 4:20 PM, revealed she had
completed thres (3) of the required seven (7)
daily audits to be done by licensed nurses.
Intarview with RN &2, on 10/02114 at 4:25 PM,
revealed ha had completad two (2) of tho
required seven {7) dally audils fo be done by
licensad nursas.

11. Raview of the audits, initiatad 09/27/14,
confirmed the audits for proper use of the lift ware
completod with obsecvations. nterview with LPN
#3, on 10/02/14 at 4:20 PM, rovealed she had
observed SRNA #2, on day shiit on 09/29/14,
assisling Residant #17 with bed mabilily and
1i/sling transter o ensure the safe care par the
ragidenl's care plan, LPN #3 stated she had
completed threa (3) of tha raquired saven (7)
dlaily audits to include the observation of a SRNA
giving care par the resident's plan of care.
Intarview with BN #2, on 10/02/14 at 4:25 PM,

! rovealod ho had comploted two (2) of the
raquired sevon (7) dally audits to be done by
licensed nurses, with cbservations ot SRNAs
providing care.

12, Further Interview with LPN #3, on 10/02/14
at 4:20 PM, indicaled she also parlicipated in a
medical record audit initiatod 09/29/14 10 onsure
an incident repoart had been completed lor an
incident eccurting on 10/01/14 (not repertable)
and tho appropriate documeantation and resident
assassmont and monitoring occurred timely.
interview with RN #1, on 10/0214 at 4:25 PM, {
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revealed sha also had completed a madical
record audit on 09/29/14 on second (2nd) shift
ragarding a change In rosident condition to
ensure lhe resident's rasponsible party was
notified, the physician was natifled, appropriate
assessmaont and monltoring af the resldent was
complaled and timely documentation in the
prograss notes. Review of that audit sheat
indicated AN #1 had completed that audit on 2nd
shift on 09/29/14,

13. Interview with the Adminigtrator, the DON,
tha Staff Dovelopmont Coordinator, tha Human
Resaurce Direclor and the Medical Director, on
10/02/14 at 4:35 PM, rovealsd thay were &tl to be
participants in a newly developad Compliance
Ad-Hoc Committes to manage tha davalopmont
of the Plan of Correction (POC) tor ongaing
compliance. Thoy indicatad thoy are to oversea
the implementation of the POC with GSS
Consullant support and assislance, ensura all
audit results are submitted to the Committee for
raviaw and follow-up actlon, as Indicated. The
Administralor stated the Ad-Hoec Commiitee
minutes would ba reportad ta the Continuing
Quallty improvement Committee monthly, Review
of the aign-In shoot for tha Ad-Hoe maeting
revealed it lock place on 09/29/14 with the
Administrator, the DON, the Stalf
Developmont/Quality Coordinator, the Human
Resourca Diraclor, (he Medical Records Director,
bath MDS Coardinators, and the Madical
Director. Tha next Quality Assuranco moating is
scheduled to be held on 10/28/14,

483.60(b), (d), (e) DRUG RECQORDS,
LABEL/STORE DRUGS & BIOLOGICALS

Tha tacilily must employ or obtaln the services of

Faz23
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Do not upload or scan this worksheet into the medical record

C/D Night Nurse Duty Checklist

Initial & date each item you complete

Check door alarms and document

Check fax machines for orders-refill paper

Check lab calendar - verify lab orders

Check calender for schdeuled appointment for
residents for next day

Print transfer record and MAR/med list for the next
day's appointments

Check wanderguards per TAR -change out those due

Clean nebulizer masks and O2 concentrator filters as
scheduled

Replace 02 tubings as needed

Calibrate glucometers and restock supplies used

Confirm CNAs washed wheelchairs

Check med refridgerators for expired meds/ remove
any expired meds

Clean and stock med carts - spoons, cups, med cups,
gloves, wipes

Check med room/ treatment room for expired
supplies/remove any expired supplies (every Monday)
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: & lliconaud phamaciat who establishes a system | The expired blood draw tubes were  11/08/14
of records of receipl and disposition of all ‘disposcd of on October 21, 2014 by the ;
controlled druge In sutfigiont detall 1o enable an DNS
| accurate reconciitalion: and determines that drug .DNS.
. racords aro Ins order and that an account of all :l“ ldent"y.ng res}den!s havlns tha i
! controlied drugs is maintalned and periadicatly : lal tected by the deficl :
| recanciled. potentlal to be affected by the deficient !
: o practice, it was determined that any ]
ruga and biclogicals used in the facllity must ba frne
labaled In nccordanee whi curantly acceplod | resident with orders to obtaln stat labs l
professional principios, and include the icould be affected, All medication rooms X
?PPWD?:W aco:saow and caulionary i 1and supply roam were Inspected on i
} :;:,:gm:_s' and tho explration dato when f ‘October 21, 2014 by MDS CoordInator/
: | Case Manager. No other expired
In accordanca with State and Federal laws, the ! i
facllity must store all drugs and biclagicals in ;blologlca LTS
locked compartments undar proper icmparature ; Effective 10/24/14, ali {ab supplles will be :
<onirels, end permit only authorized personnal to ;  kept In tho treatment room, Third shift
' havo access to the kaya,
: nursing checklists for dutles will be _
; The tacillh,;lmu:l; pz:wido sesaratﬁlyllockied. ’ ; updated to Include checking med rooms |
: parmanantly afflxad comparimonis lor storago of :
 controlled drugs fislad in Scheduie It of the | : and treatment room for expired supplies
* Comprahonsiva Drug Abuse Pravention and ! | weekly.
, Conlrol Act of 1976 and other drugs subjectto i
abuso, oxcept when tho facility uses single unit . Audits will be completed by Case
package drug distribution systams in which the | Managers or DNS to ensure no explred
quantity stored ia minimal and a missing dose can .
be readily detected, i ' biclogicals are found in the med rooms
: - and treatment room. Audlits will be )
completed weekly x4 weeks, monthly x2 ;
This REQUIREMENT Is not mol as evidenced e e oo A L LI O
by: : : will be reported to the Quality Cammltteei
Based on observation, inlerviow, and record ! monthly x3, then quarterly x3, for further |
 raviow, it wes determined the facilly faledto | ot e i
* dispogo of axpired biological tubes in one (fy of | recommendation to ensure continued |
three {3) medication rooms, Lab supplies ! { compliance,
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maintained by the facility were found axpired and
avetable for use by staff.

The findings Includa;

Observation, on 09/25/14 at 3:15 PM, of the A/
Unit medication room revealed alaven {11) blue
top {ubes oxpired August 2014; one {1) gray top
tube expirad March 2014; ono (1) culture swab
expirod Septamber 2014; two (2) navy blue top
tubes oxpired August 2014; and two (2) white top
{ubes expired August 2014,

Intarview, on 09/25/14 al 10:45 AM, with Licansed
Practical Nurse {(LPN) #3 revealed nurses
performed only STAT (immadiate) lab draws,

LPN #3 stated the night shift nurges were
responsible lor chocking the modication raom
and ensuring thore wera no axpirad supplies.

Tha nurso stated there was an assigned task
checklist kapl at the nurses statlon,

Obsarvation and raview, on 09/25/14 at 3:15 PM,
of the September 2014 task checklist reveanlad
checking lab suppiles was not part of the
assigned duties,

Continued interviaw with LPN #3, on 09/25/14,
fevaaled she did not know checking lab supplles
was not on {he check list. The LPN indicaled
using expired lab supplies could result In incorraci
test resulls and delayed treaiment.

Intarviaw, on 09/25/14 at 3:28 PM, with A/8 Unit
Minimum Oala Set (MDS) Caso Manager #3
revealed nursas were responsibla for checking
the medication rooms for oxpired supplies. Sha
turthor slated Case Managers were assigned to
monltar the medication rooms.
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Inlarview, on 09/26/14 at 3:30 PM, with ihe C/O
Unit MDS Casa Manager #1 revealed sha was
not manitoring the iab supplies stored In the
madication room.

Interviow the Madical Records/Cerlifiod
Medicalion Tachnician (CMT), on 09/25/14 at
3:40 PM, revealed she inspected medication
room3s monthty for oxplrad medications and
returned those medications o the pharmacy.
Sho turther stated she did not check lab supplies,

Interview with the Diractor of Nursing (DON), on
09/25/14 at 4:00 PM, revealed tha facility used an
outside lab sorvice 1o draw labs at the facility.
The DON stated thay storad soma lab supplies at
tho facility, These lab supplies wera kapt in the
{rcatmont room on the C/D Uni, the medication
room on the A/B Unlt, and the supply area
downglalrs. She indicated It was the
responsibility of tha Supply Coordinator to chock
tha axplraticn dates of supplies including facllity
held tab supplies,

Tha DON siated she was not aware there were
oxpired lab supplles in tho A/8 unlt medication
room. She further stated she had previously
found axplred lab supplies in the C/D unit
treatment room and those items had been
removed. Sha stated the Supply Coordinator was
currently in the process of cleaning and
organizing Ihe supply area. Sha said she had

1 Specifically told the nurses to check the oxplration
dales on all druga and biologleais,

F 497 | 483.75(e)(8) NURSE AIDE PERFORM F 497
$5=E | REVIEW-12 HR/YR INSERVICE
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: Tha facility must complete a perfarmance raview
of evary nurse aide at leas! onte every 12
months, and must provide regular in-sarvico
aducation based on tha outcome of hese

i raviaws, The in-3srvice training must be
sufficlant to anaure the continuing competenca of
nurse aidos, but must ba no lass than 12 hours

: por yoar, addross aroas of weaknoss as
delermined in nurse aldes' perdformance raviews
and may address Iha special neads ol resldonts

; 8s determinad by tho faciity ctoll; and for nurse

| aideg providing Earvices 1o Individuals wilh
cognitive impairments, alzo address the care of
the cognilivaly impairad,

i

: This REQUIREMENT Is not met as evidenced
by: !

; Basod on intorviow and racord review, it was

; dalerminod the fecitily falled to provide evidenco

 of twelve (12) hours per year of ragular in-servico ;
education {to include tho caro of tho cognliively |

impalrad resident) lor elaven (11) of thirty-tive :

{35) State Registered Nursing Assistants (SRNA) i

; based on tha culcome of annual performance i
raviews lor avery nurse aide employod by tho

tacility,

- Tha lindings include;

The facllily did not provide a policy regarding the
' raquirad in-service education for nurge aides. !
i !

RAeview of the tralning racords for ali of tha lacilly ;
j nurse aides revoalod eloven (11) SRNAs did not
_have thelr required in-service education based on |
: an annual performance review and caleulated by {
{ tha nursa aides' amployment dalos. |:

The SANAs found to not have their 12 hours of 11/11/14

regular in-serviee education {to Include the !

| care of the cognitively impalred rosident],

i' based on thelr annual performance evaluatior

 and calculated by thelr anniversary date, will

; complete all necessary cducation by Novembdr

110, 2014.

H

{ On QOctober 23, 2014, the Staff Dcvelopment

Coordinator identified the SRNAS nceding

education by roviowling all SRNAS education
record who have been employed for aver 12

i months {total of 26), Elcven {11) SRNAS, two

(2) of which arc on medical loave, are not [n

. compliance with their annual education

fequirement. The 9 active SRNAs have been ¢

contacied by the Staff Development '

Coordinator on Qctaber 24, 2014 and will have

thelr tralning completed by November 10, !

2014.

Beginning Novembor 1, 2014 ail newly hired
5RNAs, upon completion of orlentation, will
participate in ongoing required oducation on 2
imonthly basis. Toplcs to Include are care of thé
;cognltlvelvlmpnlred resldent, required SRNA
:8kllls, as well as other topics that are outitned ]
by the Gaod Samarttan Soclety. Education Is |
_\provldcd through instructor led courses, as
lwell as the web-based learning management ;
isystem, called the “Learning Conter”, which
itracks all education at the Good Samaritan
iSociety,

|
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0
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ey 1o | SUMMARY STATEMENT OF DEFICIENGIES ) PROVIGER'S PLAN OF CORAEGTION 148}
PREFIX | (EACH DEFICIENCY MUST BE PRECEOED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD DE COMMETION
TAQ AEGULATORY OR L.5C IDENTIFYING INFORMATION) TAG CROSS-AEFERENCED TO THE APPAQPRIATE paTe
i : DEFICIENGY) ;
| i iContinued From page 85 }
Fag7 i Continued Fmﬂ‘ page 85 ' : F 497|Thu Learning Center tracks the namg of the :
| '"'%’;}Z‘gir‘;mt“:?_g‘éﬂxﬁﬁw'olﬂmgmhcmfdmmoﬂ ; activity, the activity typo, date, and credits of thei
' g\‘r‘.rara someil lhé aldes'c;&":g:e ha:e‘:l'::iars learning activlry upon completion of the
: roquired regular In-service oducation. She stated education activity. The Staff Development
; it was her rosponsibility to netify the staif whon Cooardinater In collaboration with the DNS whil
1 their In-sarvice education was due and if they did ensure the SRNAs attend all required educatian;
; ot respond timely, she was lo notity the Directar whether Instructor led or through the learning
i myggm&g‘e:%ﬂsw;;z?‘?%:‘:;zﬂ::: thaught conter. Via emall, the Staff Devolopment
T mﬁmlude not scheduun’; ha Coordinator will notify tha DNS of all SRNAS who
aide to work if they had not completed thelr have not completed required education two
education, but sho was not aware If this was woaks prior to the education deadiing, Via emall,
| done. the DNS will natify the Staff Development
ttorviaw with the DON, on 09/25/14 at 4:06 PM iCoordinator of any SRNA’s educatlonal nead
i revealed sho had not re'calvnd notiﬂcallo;l ' upon completion of thelr annual performance
regardmg the a[des' lack of iﬂ‘SﬂMCG aducation evaluation, This method will ensure all SRNAs
- from the Staf! Development Coardinater in a recclve at Jeast 12 hours of regular in-sorvice
: :mg'yrdﬂ’:;‘i’s"i raS'hB :‘l:‘eg 5:’0 h?“é{wmﬂ% 21'"9 education to Include the care of the cognitively
: e or, she was not sure w
: g X Impaired resldent based on tho outcome of the
ih g R
g 5%?&“:3:32: ﬁg?:::::; J':;':g%naf giz;grther annual performance reviews and calculated by |
. scheduled 1o work wha were out of compliance each SRNA's employmant date. Any SRNA who
i with tha ragulation ragarding their twelve (12) fails to complete required education by the
hours ol in-service education. deadline will ba Immediately removed from the
Interview with the Administrator, on 10/02/14 at gschedule untl required education ks complete.
: 4:40 PM, ravealed iho faclitty had a systom in !
place la ensure the aides had thoir In-service ;_T:e l-luiman Res:m:c: Director wil ::’d" the d
education and ha did nat know it wasn't working. ieducation recard of all SRNAs monthly x 3 an
He slated he did raceive some notilication from jthen quartarly x 3 to ensure SRNAS are
the Stati Development Coordinator regarding completing the required education within the sed
: aldea?a \‘fgho \go:eh 0131 ol c::qt;:!ianc: \;vlth lh?k S : {timeframe, Audit findings will be reperted In
reguiation, but he thought it was being worked out | H
: be?ween ihe Staff Davgloprnem Coardg Inator and ! Quality Committee meeting manthly x 3 and e
tha Diracior of Nursing. quarterly x 3 far further recommendations, :
F 514 483.75()(1) RES £ 514 g
S8=d, RECORDS-COMPLETE/ACCURATE/ACCESSIB .' i
! i
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(K10 1 SUMMAKY QTATEMENT CF DEFICIENCIES m ! PROVIDERYD PLAN OF CORRECTION 1 x£)
PREFIX | {BACH DEFICIENCY MUST BE PRCCCDED BY FULL, PREFIX | (EACH CORRECTIVE AGTION SHOULD BE i COMILEYION
TAQD REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-AEFERENCED TO THE APPROPRIATE |  OMIE
i i DEFICIENCY) H
: Continucd From page B6
F 514 ; Continued From page 88 F514 !

'LE
i

' The tacility must malntain clinical racords on oach :
i residant In accordance with acceplod professlonal
| stanciards and praclices that are complela; !
; Accurataly decumanted, readily accessible; and |
; systematically organi2ed. :

The clinical record must eonlain sufliclent {
information to idonlify the recidenl; a racord of the ;
resident's assessmenis; the plan of care and ]
services provided; the rasulls of any i
; proadmission screening conductad by the Siatg;
: and progress notes,

This REQUIREMENT I3 not mot as evidenced
by: :
Based on Inferview, closed racord raview, review
of ihe facility's policy Completing Incldent/injury

. Aeport Forms, il was datarmined the faclity failed
1 o hava an elfeciiva system In placa 1o ansura tho
i Clinleal rocord complotely and accurately rollected
. tho resident’s basa line stalus, Injury and chango |
: of condillon for one (1) of the sixteen (16)

| sampied reslidonts, (Resident #14), (Refer to i
i F1ST and F309).

U
i

: The facility stal! failed to document in the clinical |
: record spocic inlarmation ragarding the details
: of how an Injury oceurred to Hasidant #14, a )
: baseline slatus and asasasment of the rosidont,
[ notification of th family and resident's physictan,
. Cars and services the resident recolved, decline
in the rasidont's condition, and emergent cara
providad o 1he rosidant by tacllity staff. On :
09/16/14, Rosident #14 sustained & 1.5 i

1 An Altegation of Compllance was provided 10/31/14

1on 09/29/14 alleging removal of the ;

i Immediate Jeopardy on 09/30/14. The

foliowing steps wore taken:

| i

E 1. The resident affected by this incident Is

i deceased. The CNLA. Involved inthe
Incident was suspended pending
investigation of the incident. On [

| 09/25/2014 at 2 pm £ST, a meeting was !

i held to discuss the Investigation, root

i cause of the U, GSS palicy & procedures,

; and action plan. Attendees Included

| Administrator, Director of Nursing

Services, Staff Development / Quality  ;

Assurance Coordinator, Human Resources

* Director, GSS Rehabilitation / Skilled

’ Consultants, GSS Quality Improvement |

* Consultant, and GSS Workforce i

i Consultant. GSS policy and procedure

review included Safe Resident Handling,

Incident Reporting and Notification of

: Change of Condlttan, All policies &

\ procedures were found to be approprlatef:

no revislons were required and 2 lesson

plan was developed for re-education |

related to F282, F309, F323, and F514, |

|
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|
!
. } i
i ’ |
F 514 ' Conlinued From page 87 F 514$

cantimater laceration above the right aye, with - On 09/25/2014 at 4 pm EST, a meeting

]

! profuse bleeding, during a transior with a | t

: mechanical lift. i'mervlows and recard review was held ta cammunicate U situation,

' rovealed no documentod evidence of assessment } assign tasks and communicate mandato
adjustnd schedules. Attendees included |

!
!
: and/or monltoring of Resident #14, At 4:00 PM E
{ AN #1 1o prupare tha rasident for transtor o tha ; | Director of Nursing Services, Staff 1
|
|
|

DEFICIENCY)}

CROSS-REFERENCED TO THE APPROPRIATE | DaTE
Continucd From page 87 |

: lhe Director of Nursing {(DON) gave direction to
i hospital for avaluation. However, interview and | Development / Quality Assurance
: rocard review ravoaled nolther the physician nor i Coardinator, !
§ the ambulance sarvice was nolified as instructed. ! tar, and Nurse Case Managers
» ALS:00 PM, the rosdent was lound unreaponsivo { On 09/26/2014, an Inventory of facllity
' and in respiratory distress. Tha facility made an mechanical fift slings was reviewed by
! :‘v"?::: ::;ll ‘:l'g_: ;';,‘:“”',"‘_“h?r::l';g;“z:; ?og?\:M Administrator and Environmental Service

T T 1

: | with no pulse or spontaneous rospirations and ! i Director and it was identified that

| ! was pronouncod dead et 5:20 PM, ! i sufficient number of slings were present. |
. | The facillty's failure to ansure the clinical recerd I , Far a total of 19 resident s roqulring the |
i : complotely and accurately roflected the rasidant's | : use of a mechanical lift, there are 88 I

basa fing status, Injury, and change of conditien
placad Rosidant #14 and othor rasidants at risk in ! |
! a siluation that was likely to cause serlous injury, '
harm, impairment or death to a residont. The |

+ Immediale Jeopardy waa identiflad on 09/24/14
» and determined to exist 08/16/14. Tho facilty |
| was nelifiod of the immodiaie Jeopardy on i
| 0912514, |
i
|
A
!

avallable slings. Soiled slings are placed In;
the soiled utllity rooms by nursing staff tu‘
' be laundered. Laundry staff cleans and i
inspect slings before slings ara returned i
to the floor for use. Once slings are sent
§to laundry, thoy are returned to the floor I
; clean the very next day. Clean slings are i
*stored on unit AB in room B12 and on uniti
1CD in the ciean utllity room. On :
:09/26/2014 at 5:00 am EST, a meeting |

| The tacllity provided an aceaplabla Allagalion of
: Compliance on 10/01/14 that aloged remaoval of
; immadiate Jaopardy on 09/30/14. The State
- Survey Agency verillod Immodiale Joopardy was
I romoved on 09/30/14 a3 alleged, at 42 CFA

' 483, 7%*;;‘;‘:%’%‘:’1&?:}\33’:1‘? '21:1 :;090 ond ; \was held to provide re-education in l
: savar i
' monitored tha effectivanass of the implementad response to U and to discuss re-education |
: plan of correction, i to fallow for the entire active nursing '
I . i Istaff. |
i The findings includa: ' -_s )
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A0 HEQULATORY OR LSC IDENTIFYING INFORMATION) TAG CfO53.-AEFERENCED TO THE APPROPRIATR | DATR
: . DEFICIENCY)
; i Continuad From page 88 '
F 514 Conlinued From page 88 { Fe! |
g : Attendees included Administratar, Director
i Tha faclity did not provide a policy for Charting ¢ of Nursing Services, Staff Development / |
! and Documentation. Quallty Assurance Coordinator, and Nurse :
 Rlaview of the faclity's policy and procedura Case Managers with re-aducation provided |
i Comploting Incidont/Injury Raport Forms, rovised ‘by G55 Rehabllitation / Skilled Copsultant. |
December 2010, revoaled the purposa wasta - i
; g°°“"‘:l°“‘ '3 ':’T“:;'ﬁ;’;ﬁ'“"gai:cwmé- possibla 2. Allresldents dependent onstafffor !
: causallve factor ve action, and assure ;
fﬂpomng and fOllOW'UD of all Incldentsfaccidents assistance with bed mobilftv and transfer
} involving a rosident. The lacilitys procedurain | had the potentlal ta be affected by this
! the event of an i'ncldonl Included: compleling a ida:ﬂtium.:y. 100% of the 79 current
* body raviaw for injurles and bleeding; abtalning
‘ vital signs and noting limes; cailing 911 it the .;rnsldents' Mobilization User Defined '
injury might ba setlous or if In doubt as to tha Assessments (UDA) were reviewed for
serlousnaoss of tho residant's condltion; and, use accuracy, by the Diractor of Nursing Services
of tirst aid moasures, ;
in determining type of assistance required
Roview of the closed clinical record tor Rosident ffor bed mobillty and transfers; this review
! #H14 revaaled the facility admittad the resldent on as Inltiated on 09/25/2014 and was
i 09/17/08 wilh the diagnoses of Domentia, ;
! Alzheimor's, Osteoarthritis, Dapression, rompleted on 05/28/2014. 100f the 79

tha resident using tho Minimum Data Set (MDS), 'the Mohilization UDA for 3 consacutive shiftd
iﬁrg ::ﬁ%’gﬁ;:;gzﬁ:& :‘;""‘“‘W assistanco | _ on 09/27/2014 and 09/28/2014; Case
Eianagers and floar nurses completed the rm
ssessments. 100% of 79 current residents .i
|sare plans were reviewed by the Director of
Nurslng Sorvices to ensure care plon and ;
kardex Included level of assist for bed
maobility and transfer, including number of
staff members, type of lift and sling size If
indicatad; this review was initiated on

i

Hyperiension, and Anxiety. The facility assoased ; vesldents were re-assessed by completing
;
]

: Heview ol facllity's incldent report for Resident |
i M14's injury, dated 09/16/14, revealod the wound :
! nurse moasured the wound at 0.1 contimater

! cm) x 1.5 ¢m, Tho area was cleanad and i
i pressura applied to the wound with somo d
! decraase In blooding. Tho raport indicated the

* injury typa as a lacaration loceted on the face,

t The rasldent's pain lovel was marked as “hurta

! sven mora®. Tho form was marked tha resident |

was alert and oriented to parson, The Injury ;
rapart noled tho family and rasident’s physician | ;39!25,'2014 and was complated on E
woro noliffod al 1:00 PM on 09/16/14, However, ! 09/28/2014. i

FORM CMS.2841{02-00) Pravious Verslom Otmclsis Cveni I0: TV2011 Facikay 1D 100022 if continuntion aheat Pagn 89 of 105



PRINTED: 10/18/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEBICAID SERAVICES OMB N 0381
STATEMENT OF DEFICIGNCIES {%4) PROVIDER/AUPPLIERCUA {%2) MULTIPLE CONSTRUGTION (%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ApDutOwa COMPLETED
185268 0. WING __ 10/02/2014
NAME OF PROVIDER OR SUPPLIEH STHEET ADONESY, CITY, STATE, 2P CODE
3500 GOOD BAMARITAN WAY
THE GOOD SAMARITAN SOCIETY-JEFFERSONTOWN JEFEERSONTOWN, KY 40200
a0 ! SUMMARY STATEMENT OF DEFICIENCIES e ! PROVINER'S PLAN OF CORRECTION v e
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; l IContinued Fram page 89 i
F 514 Continued From page 89 . Fs1a !
i thera was no documanted evidence In tho ' * 3. Re-education for compllance of F282, ’
: resident’s clinical record this notification was i F309, F323 and F514 was provided to C.N.A;
j conducied.  staff and llcensed nursing staff by GSS
! intarview with SRNA #3, on 09/24/14 at 10:45 l Rehabllitation / Skilled Care Consultation, |
i AM, revoaled while getting Resident #14 up for : Nurse Case Manager / Safe Resident i
! lunch with the mechanicat it on 08116/14 | | Mandline Coordinarar and Staf l
 batwaan 12:00 PM ond 12:30 FM, the SANA ' ng Coordinator and Sta ]
i lumed the rasident to the right side 1o adjust the Develepment f Quallty Assurance |
! sling for the mechanical lift while the lift was Coordinator began at 5:00 am EST on i
i alraady In position over 1ha rasidonl. Tho SANA ! i
; slated tha sling was the wrong lype and siza for j 09/26/2014 with multiple meetings :
! tha reaidont and the llit arm hoaks hit ihe i : scheduled throughout the day on ol shifts |
i resident's head and Inflicted a cul above the eye | ‘ thraugh 09/27/2014, Beginning on 1* shift ;
: that was prolusoly bleading.

i of 09/26/2014, no nursing staff member
{ was permitted to provide resident care until
i're-educatlun was completed. As of ;
109/29/2014 70 employees, which

i represents all curront full and part time
« nursing staff, have recelved the re-

+ Raview of LPN #1's nursing notes, dated

| 09/16/14 at 12:00 PM, revogled the LPN

: dascribod the wound as a gash with no montlion

- of the swelling around the Injury or thai the blood

| was streaming down the resident's face to the

i polnt ster-strips would no} stick, Thare v:asl nc: ‘

. documenialion that vital signs or a noeurologlcal

| assessment wero complatgd foflowlng the head i :::i?::ﬂ::‘:::::i:?;; ::lasslns post-test !

!injury. ! 2y

| v PN T ! jdemonstratian, 2 PRN / on call employees

1 Roviow ¢ ‘T Urso note enlry, .

08/116/14 a 1:30 PM, revoaled the right oyo geah | who are currently not scheduled to work .

! continued to have a small amount of bleeding and, will receiva the re-education prior to ,

; tha wound was cloaned and a dressing was i ‘working. Re-education Included; g

' applled. The note indicatad tho DON was notilled ; 1 I

, who stated to continuo to moniior and reapply | . Care Delivered as Per Carc Plan
stori-strips when the bleeding stops. Thore was I

. no other documentation ontored in the recard or

A) The plan of care Is written to meet the

‘ evidence the resident was seen again until the { iresldent’s indlvidualized necds based on |
JISEHEE ] data collection and assossment UDAs. The

: Interview with Licensod Practical Nursa (LPN) #1, ; !‘“"’ plan noeds to be updated with l
. on 09/23/14 at 3:21 PM, ravealed the Injury abave | resident’s change of condition. !
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| tho eye had some swelling and was blaading i i B} Facllity staff must review the care plan
dawn lhe resident’'s lace. Furiher mt‘mew. on ! kardex an ovida care as documented
09/24/14 of 12:01 PM, revonlod the LPN applied ! i/ i .

1 Stork-sirips, but thay would not stick dus tothe | tin the care plan. i
| amount of bloeding and sho nolfled the wound | IC) G55 Safe Resident Handling Policy and

i NUrse to come and ascass the resident. Furher | | procedure

' interview, on 09/25/14 at 11:29 AM, revoalad 1 |
: documentation in lhe record was 1o show what {0} Mobllization UDA complatlon,

| wag going on with tha resident and what the ‘E) Bed Mobility, Transfers, Use of i
rasldant's condillon was at a given lime, LPN #1 | ! hanlcal Lifts and P ift Sii |

i statad If you do not dacument no one would know | :Machanlcal Lifts and Proper Lift Sling
: what caro was providod, and it wauld bo Hka : Utilization with return demonstration. |

. nothing happaned. )  Clean slings are stored on unit AB in room;

+ Intarviaw wilh MDS Nursa 42, on 09/24/14 at i :B12 and on unit CD In the clean utility
122 PNcl'- W\feﬂlﬂtg':dhﬁ was tlih:?':csl"?vh: KWHU room. If a needed sling cannot be located,
nurse and was no aroun at :

: Resident #14 had sustained a head Injury and i report to the nurse, Case Manager or ;

i was biseding. The MDS Nurse initially stated tho Director of Nursing Services. :
resident had a skin tear, then, said it did not fit the ]
dofinition for a skin lear and thal the injury was a : ||. Quality of Care
: gash. She further staloed the injury was a clean

‘  cut, then, docided tha wound was actually a g ided based

i lacuration. The MDS nurse revealod the bleeding ; A] Resident care Is provided based on
| was a constant stream down the resident's face | resident’s data collection and asscssmcntl
and svery time she cleanod it, it would stan 1
bleeding again, MDS Nurso #2 stated she : : : UDAs and the written care plan, This s ;
continuad ta iry and contral the bleading for i : done to meet the restdent’s standard of |
tittean (15} to twenty (20) minulos, but it naver ; care withaut Injury or decline in rcsldcnt’s
complotely stopped, The MDS nurae revealed dii i
she did carry & pan light and checked the =  condition. ;
 resident's pupils; hawover, could not roport the ;

! size or rasponse wilh tha light as nona of the ! : BJ The licensed nurses ara responsible for

: information above was documented, p : working with C.N.As and supervising |

i F| eviaw of Minimum Data Set (MDS) Nursa #2's * rasident care - thls is done by observatlorl

: nurging notes, daled 09/16/14 at 12:50 PM, . ! of care and communication with C,N.As to
* rovealed the residont's wound was a split tothe | i

: 5kin Ihat was bleeding. The notes rovealedno | LLERUCIOEC S LR P L L i
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00D
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{%4) 1D SUMMARY BTATEMENT OF DEFICIENCIES Co PROVIDER'S PLAN OF CORRECTION )
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i :Continued From page 91 :
F 514 Conlinued From pago 91 F 514! )
deep irauma was noted, but did not describe how i, Accidents
ihail was dolarmined. The nolas did Identify some i
swalling and brulsing, but did not raflact the ] ;
! measures taken (o stop Iha bleeding of that the | ML AL XL L= O
bleedlng nover stopped during that shiit, l i~ incldent repart completion, vital signs, !
C B ith MDS Iy ., ‘neuro check UDA If resldent hit head or ;
oniinuad inlerview wi urse #2, on :
09/16/14 at 12:31 PM, reveated she did ot ;unlmown if resident hit head in a fall, pain
complotoly and accurately chart what she jdata callectlon and assessment UDAs If
o:servud whilo In the resident's rcom and knew | sresident has “new” area of paln related to
' she was supposed to document overything. The !
i MDS nursa stated sh thought someone alse ithe incldent, fall risk UDA If restdent fell.
would document whal happenad. ‘Progress note follow up to the Incident each
— h MDS N e Eshlft for 72 hours or longer untll stable.
Brview w urgs #1, on at s i
' PM, rovoaled she waa lold the residont sustained Progress note related ta physiclan
an ]n]ury from the mechanical liit and saw (he notification and 'am"v notlfll:atlon.
resident around 3:20 PM. The MDS nurso stated I
tho rosldont's ays was swollan shut, had dark ‘B) G55 Notification of Change of Conditlon
purple bruising abova and around the aye and tho ‘f dure = assessing restd
wound was atitl bloeding. The MDS nurse further olllwland :roce ure 8 resldent,
{ stated che tald AN #1 tho rosident needed notifylng physician, dacumenting the
t atitches, and he needed to call tha physiclan, call icommunication with physician - follow
tho ambulancs, and got the paperwork ready. idoctor’s orders for sending resident to the
Howaver, raview of the fate enity nurses notes, thospital / calling EMS - If the resident Is in an
| dated 09/18/14, revealed no evidance MDS : emergent situation, physician and EMS are ;
i Nurse # documantod any activity in the racord. | both called immediately. i
i There was no evidence of documaniation as lo ; i v !
whan the rasidont's condition ¢hanged, that vital V. Clinical Records i
! lgns or 4 neuralogical assessmant was :
' completad, or who and whan the ambulance A} Dacumentation must be clear, coneise,
servico was notilied, objective findings using medical termlnologyl
Furthor review of the lale eniry nursos nola by RN : :and approved GSS abbrevistions. .
1, datod 09/18/14 at 3:00 FM, reverfad the " iinformation stated by residents should be
rasldam had nommal coloring end no signs or {documantad exactly as heard. :
" symptoms of distross. The nales did not mention ! :
 the sweliing or bruising on tha rasiden('s face, : i
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185268 i — e v o 10/02/2014
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X910 | SUMMARY STATEMENT OF DEFICIENCIER o PROVIBUA'S PLAN OF CORRECTION o)
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TAG | HEGULATORY OR LSC IDENTIPYING INFORMATION) TAG CHOSS-REFERENCED TO THE APPROPRIATE i DarE
| DEFICIENCY) !
: Continued From page 92 !
F 514 | Continued From page 92 F514! '
* and did not mention the dircctives given by MOS B) Documentation must be tinely —at |
Nurzo #1. the time of data collection, UDA :
i Intarview with Rogisterad Nurce (RN) #1, on ; completion ~ take the PCC tablet / laptop ¢
09/23/14 at 2:.45 PM, rovealed tha physicmﬂ Into residen room for immeoediate E
: colied back and gava an ordor to transler the i : N s o :
! rasident 1o the hospital, However, AN ¥1 statad  documentation. In emergency sityations,.
he naver wrate the ordor to tranafer to the i documentation must be completed as a
hospital because he thought someona elso had ! :
* aready done that, The AN further aiated o : lata entry as soon as possible, no fater
- nevor loaked in the computor 10 ensure it was than the end of the shift. Nursing staif are
j aclually done,  not to leave the building until :
*Intorviow with the DON, on 09/24/14 at 12:30 PM, documentation is complete. PCC will datg
 revealod Ragident #14's documentation did not | and time stamp when the entry is made,
, contain a lot of Informatien, and she did not i -
. foalize there had boen so vary litle dacumentad UGl G e
l untit raviewing the infarmation after iha rosident occurred at an earller time, the time of
pasaad away, The DON stated the facility was occurrence wll) be entered In the text of
! told by thelr carporate offico to not make any the not
j moro late entties into Aaosident #14's clinlgal ki
| rocusd becausa |t was not good praclico. The | : € Utllize the proper progress note type |
| DON further Slated durlng har chart audits she t follow up assessment h
: raviewaed the entira chart for any Incidents that : to documen i d famil ’ i
occurred. She had noticed incorrac coding and physician notification and family |
: charting before and talked with thal porsan : notificatlon.
i Individually ag probloma arose. The DON further ! ;
g':mzit';f;: had beon training betore on { 4. Audits will be completed by licensed
; ' . I nurse for complotion of Mobitization UDA
. l;\zlenrl;;«l::I with Stall Development, on 09/25/14 at | + on each shift in the first 24 hours of
: 12:44 PM, rovealad thero had naver beon any : :

: lraining on ensuring documantation during l admission/readmission and with change
incident/accldonia or what to inciuds, Siaft i of conditlon, for accurate care planning /
 Developmant slated the training compleled i | kardex for level of assist for bed mobllity |
: Involved using User Delinod Assescmonts (USD) 1' Fstaff . |
which would prompl the nurse what to chart for | i and transfer including number of staff,

I cerain modicat prablome, howevar, nat omergent : type of lIft and sling slze If indicated.
' concormns. ] . [
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The facillty providad an Allogation of Campilance
{AQC) on 09/29/14 alleging the immediate
Jeopardy was ramovod an 08/30/14; the facility
; toak the lollowing etaps lo remova ine Immediale
. Joopardy.

1. The SRNA (SANA #3) nvolved In the Incidant
was susponded afler the incldont on 09/16/14
pending Invastigation of tha Incldent.

; 2. Ameeting was held to discuss the
invootigatton, root cause of the Immedinte

: Jaopardy, Good Samaritan Soslety policles and

: proceduras (roviow included safe resident

| handling, incident reporting and natification of

! change of condillan and action plan), an 09/25/14

- al 2:00 PM. Attendaas of Ihe maating on

; 08/25/14 woro the Administrator, Directar of
Nursing, Staff Davelopment/Quelity Assurance

Coordinator, Human Resourcas Direcior, Good

Samaritan Soclely (GASS) Rehobilitation/Skilled

Consultants, Good Samarilan Society Quality

Improvament Congullant and a Good Samaritan

: Socloty Worklorce Gonsultant.

. e —— s

3. All paliciea and procedures reviewed at the
2:00 PM mooting on 09/25/14 wora lound 1o be
appropriate with no rovisiona requirod. Alesson |
plan was developed by the attendeqs for :
ra-education.

i 4. A moaling was held, on 09/25/14 at 4:00 PM, to'
; communicate tho Immediaie Jeopardy siluation, |
| 2s5ign tasks and communicale mandatory i
| adjustad echadules, Attendees included the |
t Olrector of Nursing, Stalf DavelopmenyQuality |
; Assurance Coordinator and Nurse Case

: Managors,

:Audlts will be completed by licensed nurse!
observing 1 C.N.A. on each unit on each i
shift in assisting resident with bed mobility
Band transfer to ensura safe care as per i
Ea'esldent‘s care plan. Medical Recard Audlt:‘.
will be completed by licensed nurse to
ensure with cach Incident an incident !
ircport has been completed, GSS #415 '
{facllity investigation) Is Initlated, physician
!emd resident’s responsible party have been
inetified with appropriate documentation,
lrt:slt:lcnt monitoring and assessment Is

!completed and documented In appropriate
'UDAs and progress notes. All audits will ba

Icompleted dally X 7 days.

gThe facility has developed a Compliance Ad
:Hoc Committee which is chaired by the
ifacility Administrator to manage the
devalopment of the POC for angoing
compliance of F282, F308, F323 and F514 :
iand oversee the Implementation of the PdC
jwith GSS Consultant support and assistancp.
Committee members Include Director of
iNursing Service, Staff Development / i
1Quality Assurance Coordinator, Nurse Cas\gi
Managers, Human Resource Oirector,
;Health Information Manager, and Medlcal
:Dlrector. 5
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; 5. On 09/26/14 a1 5:00 AM, & mesting was hald to :

: provide re-gducatian in rosponse o tho i

- immadiate Jeopardy and lo discuss re-sducation

, ta follow for tha entira actlve nursing staff.

; Altendees inciuded the Adminlgtrater, Direcior of
Nuralng, Statf Development/Quality Assurance
Coordinator, and Nurse Case Managers with

* re-educalion provided by a Good Samaritan :

 Secioty Rehablilation/Skiliod Consultant, !

: 6. On 08/26/14 an Inventory of mochanical it :
; Slings was roviawed by the Administrater and the
: Environmental Services Director and it was

| idantified that a sulficlont number of slings were
- present. Thare wera eighty-sight (88) avoltablo
slings for a tolal ol ninetoen (19) residants
fequiring the use of a mechanical lilt, Solled
glings were placed in tho sollad ulility rooms by

- nursing stalf 10 be laundered, Laundry staft
cleanod and Inspaciod slings and retumed Ihom
1o tha tioor tha very next day.

1 7. Aona-hundrod {100)% revigw was inltiated on

09/25/14 and concludod on 09/268/14 o ensure

accuracy (detormination of type of asalatanco

| requirod for bed mobility and iransters) of

| saventy-nine (78) current rosidents’ Mobilization |

! User Delined Ascassments (UDA) by the Direciar

i of Nursing. Ten (10) of the seventy-nine (79)

i rosidanis wore ra-assessed by camplating the
Mobillization UDA for thras (3) consacutive shills

; 0n 08/27/14 and 09/26/14 by Nurse Casa

y Managers and Hoor nurses,

| 8. One-hundrod (100)% raview of seventy-nine
(79) current resldants' cara plans was Inltiated an !
l 08/25/14 and completed on 09/28/14 by lhe Z
Diroctor of Nursing lo ensure carn plans and :

FORM AFPROVED
CENTERS FOR MEDICARE & MEDICA! RVi OMB NQ. -
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185268 B.wWiNG .. S— 10/02/2014
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3500 GOOD SAMARITAN WAY
THE GOOD SAMARITAN $OCIETY-JEFFERSONTOWN JEFFERSONTOWN, KY 40260
{X4) ID SUMMARY STATCMENT OF DEFICIENCIES i i PROVIDER'A PLAN OF CORRECTION X8
PREFI IEACH DEFICIENCY MUST DE PRECEDED BY FULL PHEFIX | {EAGH CORRECTIVE ACTION SHOULD O COMPLETION
TAG ARQULATQRY OR L5C IDENTIFYING INFORMATION) TAQ ¢ CROSA-AEFERENCED TO THE APPROPRIATE baTG
; | DEFICIENCY)
: : Continued From page 94 i
F 514' Con ; : g
y Continued From page 94 F 5M!MI audit results will be submitted to the Ad

Hoc Committee for review and follow up |
‘actlon as indicated. The Ad Hoe Committee
‘minutes wiil be reported to the Quallty
i'Comrnlttee menthly.

'POC Start !
)

IThe resident found to have been affected ’
by the deficlent practice (Resident #14) is
lnow deceased. ]
In Identifying other residonts having the :
:potentlal to be affected by the same :
ideflclent practice, it was determined that !
iall residents could experience a change af‘
l;r.cmdltion and could be affected. i

i
H

:Re—educatlan was Initlated on 09/26/2014;'
lto all licensed nurses by G55 Rehabllitatior
i/ Skilled Consultant, These staff members I
Iwere Instructed on data collection /

;assessmenl, documentation, and I
icommunlcation with physiclan / famity. )
; Speciflc focus was placed on the H
importance of obtalning, communicating :
-and documenting complete assessment ;!
| findings on any resident who experlences B
.change of condition or suffers an injury to!
1 allow immediate Intervention forthe |

' residant, {
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185268 8. WIND 10/02/2014
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, 2P GODE o
3800 GOOD SAMARITAN WAY
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(X&) 1D | SUMMARY STATEMENT OF DEFICICNCIES ' 10 PROVIDER'S PLAN OF CORRECTION ' [L11]
PREFIK | (EACH DEFIGIENCY MUST BE PRECEDCD DY FULL PREFIR {EACH CORRECTIVE ACTION SHOULO BE COMEA - iy
TAG | REGULATORY OR LSCIDENTIFYING INFORMATION) TAG CROSS-AEFERENCED TQ THE APPROPAIATE DAtE
i DEFICIENGY) ;
i Continued From page 95 '
F 5§14 Continuad From pago 95 F 514! d all staff b ete
| Kardexa Included the loval ot assist for bad Jt was required all staff members comple =
i mobiiity and (rancler, Included the number of stalf ; -and pass a post test for all training ‘
embars raquired for use of the Kll, the type of It recelved prior to working on the floor to '

1 ad, and tha alln , 11 in i
{10 bo used, and the sling size, Il indicatod, : ensure the deficient practice does not
X Rn-oducaliion wa:: provided to SRNA stalf and recur, All post tests were reviewed |
i licensod nursing stalfl beginning at 5:00 AM on .

[ 09/26/14 on all shifts and conlinuod through mmediately upon completion by GS5 i
1 05/27/14 for compliance by Good Samaritan {Rehabilitation / Skilled Consultant to !

Soclety RehabllitatlorvSkilled Cansultent, Nurae ivalidate re-education was understood and;
; Casa Managor/Sale Rosident Handiing d : h Individual staff bt p
; Coordinalor and Stat Oevelopment/Quality ithat each Individual staff member passe
[ A““::"“ Coordinator, Bﬂg‘"?"ﬂg on fiest {1s1) ‘the tost. Each individual tested, did receiveﬁ
! shift of 09/26/14 no nursing stafl membor was
i pormitied to provide rusldagnl care unti a passing score. CNA #3 Is no langer
; fa-oducation was completod. Aa of 09/29/14 ;employed with GSS and dld nat complete
: Savanty (70) employoes (all curront full and ire-education. Charga nurse on duty will be:

{ Part-time nuraing staif) had recelved the
| re-education which Included passing a post-tast i notifled immediately regarding residents
. and return domonsiration for uas of the t Iwho experience a change in conditlon.

mechanical lit. Twa (2) prion-call nursing - :Case Manager will ensure staff involved !
omployees who wera na! scheduled to work will | } :
, fecelva tha ro-oducatlan prior lo working. The | 1are following GSS policy and procedure to ;
i re-aducation included 1) care dolivered per care iensure physician notification occurs timely
iand that resident(s) receive proper care as

! plan, 2) quality of care, 3} accidents and 4}
directed by the physiclan {as instructed !

: clinicol racords.

1during re-education sessions). Incldent
 reports arc reviewed each business day by
! the investigative team {Administrator,
: Director of Soctal Services and DNS) for
;'completlon and accuracy. If findings are

i 10. Audhs will be completed dally tlimes saven (7)
days by licensed nurses for complation of

| mabitization (UDA) on aach shilt i the firt

! twanty-four {24} hours of ndmigsion/readmission

i and with change of condition for accurato care

; planning/Kardox for iovel of assistance for bed

: maobility and trangier including numbar at statr,

1 type of lilt, and sling size If indicated. | incomplete the licensed nurse will be
; 11. Audits will b completed daily times soven (7) |  Provided one an ane education, counseling
1 days by licensed nuraes chserving ong {1) SANA 1 | and or corrective action appropriately by !
1 On dach unil on aach shilt In assisting residants | the DNS, [
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re526ed 0, Wik et 10/02/2014
NAME O¥ PROVIOER OR SUPPLIER STREET ADDRESS, CIYY, STATE, ZIP CODE
3500 GOOD JAMARITAN WAY
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(x4 1D SUMMARY STATEMENT OF DEFICIENCIES i o PROVIDER'S PLAN OF COHREGTION : %
PREFIX (EACH DEFICIENCY MLIST B PRECEDED BY FULL | PREFX (EACH CORPECTIVE AGTION GHOULD 88 GowrLCTION
TAG REQULATORY DR L$C IDENTIFYING INFORMATION) TAQ ! CAOSG-REFEAENCED TO THE APPHOPRIATE DATG
i I ‘ DEFICIENG Y} _
; ! | Continued From page 96 !
F 514 Continued From page 94 i F514 '
! with bed mobliity and transter to ensura safg care | | MDS Coordinators and DNS will review
j Per the reaident's caro plan. l resident/resident progress notes dally to |
: 12. Modical racard audits will be complgted daily ! tdentify resident change of condition, !
timeas MWI: (|7) days by Hc':‘ens:d nurgos I‘O i Elactronic medical records of thosa
anaure an Inclden! raport has baen complated i |
with each Incident, Good Samaritan Society | identified will then be audited to ensure |
 facility investigation policy was Initlatod, physician  detailed documentation of assessment i
and resldanl‘;s rogponsibla party wera notilied with ! findings and events, appropriate UDA
| appropriate documentation, residant moniloring | -
| and a3sossment was completed and documentad ' , completion, physiclan/family notificatlon,
, In appropriate UDA's and progress noles. ; and care delivered as per physician order |
i i i {
| 12. Tha taclity deveiopod a compllanca Ad-Hoc | | ond G5 pallcy and procedure., Audits will
; Commiitoe chalred by the factlity Adminisirator to ! | be completed dally X4 weeks, then
ganago “'Nli development of :120 Plan g' i | weekly X 4 weeks, bl-woekly X 1 month, |
orraciion lor ongoing compliance and to i
oversao the implementation of tha Plan of then quarterly X 3. Audit findings will be |
Correction with Good Samaritan Soclaty | reported to the Quality Committee i
Consuitant support and assistance. Commilia : h rly x3, for further!
members includo the Direclor of Nursing, the i monthly x3, then quarterly »3, :
Stalt Development/Quallty Assuranco ; recommendation to ensure continued |
Coordinator, Nurse Case Managers, Human : complance.
; Resource Diractor, Hoalth Infarmation Managor, ‘ i
. and the Medical Director, All audit resulls wikt be l
submitied 1o the Ad-Hoc Commiltea lor roviow | H
; 8nd follow-up oction as indicated. The Ad-Hoe : |
i Commiiloe minutea wilt ba raporied to the I i :
i Continuing Quality improvement Commitige ! : E
: Monthly, ; ; :
i Through cbservalion, intarview and record review | i I
; the State Survay Agancy validated tho Aliegation | : :
l of Compliance with ramoval of Immediate ! ; i
Joopardy on 08/30/14 ag alleged prior to exit on I ! |
10/02/14 as lollows: i I ;
| 1. Raview of tha personnel fiie or SRNA #3 | I
i revealad sha was suspanded from work after the ! ! A
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F 514 Continued From page 97 FS14
incident on 09/16/14 pending the facility
invastigation and remained suspsndad
throughout the survey Including date of exit of
10/02/14,

2. A group interview Including the Adminisirator,
the Diractor of Nursing, the Staff Develcpment
Coardinator, the Human Resource Director, two
(2) Good Samariian Soclety Rehabilitation/Skilled
Consultants (per tolephone conference call), a
Good Samaritan Society Quality Improvement
(Q1) Coordinator (per telophona confaronce call),
and the Good Samaritan Soclety Worklorce
Consultant {per lelephane conferencs call), on
10/02/14 at 2:00 PM, revealad the Administrator,
tha Director of Nursing, the Staff Developmeant
Coardinalor and the Human Resource Director
werg presani In person at tha meeting held, on
09/25/14 at 2:00 PM, and the two (2) GSS
Consultants, the GSS QI Coordinator and the
GSS Workforce Consullant wera at the meeting
via telaphono confarence call to discuss the
investigatlon ragarding Resident #14, the roat
causa of the Immadiate Jeopardy, GSS policies
and proceduros to Include safe resident handiing,
incident reporting and notification of change of
candition and to davelop an action plan (lesson
plan). Revlew of tha lesson plan aganda (not
dated) provided as proof for tha AOC which
included training on sate assistance with bad
mahility, transfers and use ol mechanical lifts and
slings, and also Included training on the wriling of
tho indlvidualized nursing care plan based on [
individualizod neads and on following the
rasidents’ plans of cars, Roview of the sign-in
sheets for the maaling hald an 09/25/14 at 2:00
PM, confirmed the signatures of the attendees.

3. Raview of the lesson plan daveloped in the
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moeting, on 09/25/14 at 2:00 PM, rovoaled an
agenda, cantent, and SRNA and licansed nursg
post-tests to addrass the immedigte Joopardy
compliance. Raviaw of the lesson plan
developed "Froviding Resident Care -
Indlvidualized, Safe, Documantad® ravealed an

agenda, content, and SHNA and licensed nurge ,

post-tosts to address the Immediate Jeopardy
compliance, The length of the tralning session
outlined on the agenda was thirty (30} minutes for
SRNAs and ona (1) hour for licansad nurses with
the purpose of tha {raining to be correction activity
for Immediate Jeopardy F-lags to include policies
ragarding sale handling of residents, incident
reporting, notification of resident changa of
condition, data colleclion and UDA assessment
instructions and use of mochanical iifis ang
slings.

4. Intarview with Nurse Case Managets #1 and
#12, the DON, and lhe Siaf! Development
Coordinatar, on 10/02/14 at 3:08 PM, 3:15 PM,
and 3:20 PM, respectivaly ravealed they had
attended the mesting held, on 09/26/14 at 400
PM, to discuss the Immediale Jeopardy situation,
1o assign tasks and to communicata mandatory
adjusted schedulos lor the nursing stalf, Reviow
of the sign-In shoet for the meoting held on
09/25/14 a1 4:00 PM contirmad the signalures of
the attendees.

5. A group interview including the Administratar,
tho Director of Nursing, the Staft Devalopment
Coordinator, GSS Rehabllitation/Skilled
Consultant #2 (per tolephona conferance call)
and Nurse Case Managars #1, #2 and #3, on
10/02/14 at 2:00 PM, revealeq thoy wera all
peesant in person at the meeting held, on
08/26/14 at 5:00 AM, and GSS
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Rehabiiitation/Skilled Consuitant #2 provided the
re-education to that staf in the meating with
discusslon of re-aducation lor the antire active
nursing stefl. Review of tho sign-in sheet for the
mesling held on 09/26/14 conlirmed the
signaturas of the attandess,

6. Qbservation of the machanical lift slings
localed in the laundry and on each nursing unit,
on 10/02/14 at 9:00 AM, revealad there ware
oighty-aight (88) slings available lor uge, Twelve
(12) of the ¢lings observed were solled and
awaiting washing and inspection, Interviow with
the Adminisirater and the Environmonta Serviceg
Director, on 10/02/14 at 12:16 PM, revealed they
bath participated in an inventory of the faclity
mechanical Kl slings on 09/26/14. The
Administrator and the Environmental Servicas
Director indicated the seilod slings were to be
placed in the sailed utility rooms by nursing stalf
lo ba laundered and tho laundry statf was to
laundar, dry and Inapect the slings before
stocking them on each nursing unit the next day.
Interview with SRNA #7, on 10/02/14 at 3:50 PM,
revealed she would place a soiled sling In a bag
in the solled utlity reom on the nursing unit lo be
launderod and it was hor understanding the
laundry staff would Inspact the slings for any
defects before retuming them to the nursing
units. Interview with the Housekeaping/Laundry
Supervisor, on 10/02/14 at 4:00 PM, revealed the
laundry stalf cleaned the mechanical lift slings
saven (7) days & week and inspected them
bafore returning them 1o the nursing units for use,
She stated it a sling was dalective It would ba
given to Case Manager #3 for raplacemont.
Interviaw with Case Manager #3, on 10/02/14 at
4:10 PM, ravealed he rocelved the defactive
slings Identilied by the taundry staff or any nursing

FORM CMS-2567(02.00) Pravines Versions Obsalate Evant (D:7v2811 Fagiiy 1D 100222

If continuation shent Paga 100 of 105




PRINTED:; 1071872014
DEPARTMENT OF HEALTH AND HUMAN SERVICES FOAM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRGCTION IDENTIFICATION NUMBER; A. BULDING COMPLETED

185268 B. wiNG 10/02/2014
NAME OF PROVIDER OR SUPPLIIA STREET ADDAESS, CITY, STATE, 2IP CODE

3500 GOOD SAMARITAN WAY
THE GOOD SAMARITAN SOCIETY~JEFFERSONTOWN JEFFERSONTOWN, KY 40229

(%4) 10 SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDCR'S PLAN OF CORACCTION 150}
PRCFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FuLL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLLTION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cHOSS-HEFEHEDM&E’g ;0 THE APPROPRIATE Darg
EFICIENGY)

F 14| Continued From page 100 F514

personnel and would order a replacement right
away and the replacement would usually ba
pravided within a week. Interviow with tho DON,
on 10/02/14 at 4;10 PM, revealed mechanical It
slings were stared in the clean utllity rooms on
each nursing unlt and were launderad and
inspected by the laundry stalf.

7. Further interview with the DON, on 10/02/14 at
4:10 PM, revaalod she initiatod a ona-hundred
100% audit of he saventy-nina {79) residonts'
Maobilization LIDA's in Ihe facility on 08/28/14 and
complsled the audit on 09/28/14. Review of the
UDA's lor Resident #17, Resident #18, Resident
#18 and Resident #20 revealed thay were
accurale assessments of the residents’ neads,
Re-asgessment documents wers reviewed for ten
{10) of tho seventy-nino {79) reaidants reviewed
which wera complated for three (9) conseculive
shilts on 09/27/14 and 09/28/14. Intarview with
Case Manager #1, and AN #1, on 10/02/4 at
4:15 PM, and 4:20 PM, raspectively revealed they
assisted with the re-assessments for ten (10} of
the seventy-nine (79) residents roviewed which
were complatod for three (3) consecutive shifts
on 09/27/14 and 09/28/14. Roview of tho audit
initiated on 09/27/14 and concluded on 09/28/14
confirmod ten (10) rasldants ware roviswed for
reassessment by the DON.

8. Observation of Rasident #17, on 09/30/14 at
J3:25 PM, on 10/01/14 at 8:35 AM, and 10:30 AM,
rovealed the resident's plan of care was being
followed by the nursing stal. Obaervation of
Resident #17, on 10/01/14 at 11:00 AM, revealad
two (2) SANAS parferming a machanical lift
transfer of the resident from the bed 10 a
wheelchair using the appropriate sling Identifled
on the plan ot care and using appropriata
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procedura for the transtar. Qbsarvation of
Rasident #18, on 09/30/14 at 3:45 PM, 10/01/14
at 8:45 AM and 10:45 AM, ravealed tha rasident
was being carad for per the assessed
nursing/SANA plan of care, Observation of
Residenl #19, on 09/30/14 at 3:11 PM and

' 10/01/14 ot 1:30 PM, revealad the resident's plan
; of care was being tollowad by the nursing staff. I
Revlaw of the clinlcal recards for Aesident "7, d
Rasidant #18 and Resident #19's revealed
Minimum Data Sat (MOS) comprohensive
reviews completed in the past thirty (30} days and
compared to the residenis’ records ravealad
accurale asseasmonts had been completed, !
Raview ol tho nursing and SRNA care plans for
Resident #17, Resident #18 and Resident #19
revealad they had baen creatad from the
comprehensive MDSs, completed In the past
thirty (30) days and had bean updated/revised as !
indicaled. Review of the Mabllization UDA dated i
08/28/14 tor Resident #17 ravealed the residont i
was to be transferred using the appropriate sling i
size with a mechanical lift as assesaod. Intarview
with the DON, on 10/02/14 at 4:10 PM, revealed
sha initlated a one-hundred 100% audi of the
sevenly-nine (79) residents’ (in the tacllity at the
time) care plans on 09/26/14 and comploled that
audit on 09/28/14 1o onsura care plans and
Kardexs inciuded ihe level af assist for bad
mabifity and transfer, the number of stalf required
for use of the lift and the type of lift and sling to be
used, il indicated. Raview of the audits completed
by the DON confirmed they were campletad
betwoen 09/25/14 and 09/28/14.

9. Revlew of the SRNA and licensed nurse
sign-in shoets for the ra-education lrainings
revealad all but two (2) on-call nursing employaes
had compieled the training between 09/26/14 at
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5:00 AM and 09/27/14. A telephone interview with
the GSS Rehabiiltation/Skilled Consuitant #2, on
10/02/14 at 2:00 PM, ravealed she had

+ canducted the lesson pian training an 09/28/14
through 09/29/14 with the assistanice of Nurse
Case Managers #1 and #2, interview with Nurse
Case Managers #1 and #2, on 10/02/14 a 2:20
PM, rovealed thay had panicipated in the lesson
plan training donoe on 09/26/4 4 through 09/27/14,
Intarview with the Staft Davelopmont Coordinator
on 10/02/14 at 2:30 PM revealed sha had
participated in the lesson plan training on use of
the slings and mochanical lilts and had observed
stalf with retun demonstrations of uge of the
slings and Iilts on 09/26/14 through 09/29/14,
Intarview with LPN #2, on 10/02/14 at 3:40 PM,
revealed she had attonded an in-service training
iast week about liit use, charting, incidont
reporting, and calling the dactor, She stated she
demonstrated the use of the mechanical lifts and
had & writton post-test on the training content.
Interview with LPN #3, on 10/02/14 at 3:43 PM,
revealod sha had attended an in-servica training
an 09/27/14 about mechanical iift yse, charting,
Incldent reporting, ang calling the doctor, She
stated she also demonstrated the ugo of the
mechanical liits and had a written post-test en tha
training content. Interview with SRNA #7, on
10/02/14 at 3:48 PM, ravealed she attended an
in-service training on 09/26/14 aboul the use of
ihe rosident care plans and lit/sling use and she
did a return domonstration and had a post-tast.
Interview with SANA #8, on 10/02/14 at 3:52 PM,
rovealed she altendad an in-sorvice training on
09/28/14 about the use of tha resident care plans
and litsling use and she did a retum
demonstration and had a post-lest.

10. Revisw of the saven (7) dally audits, initialed

Fs14

FORNM CM5-2587{02.90) Previous Varcions Dhaglslg Evnn 1D: TV2811

£acllity ID: 100222 It continuation sheut Page 103 of 105

bt A W4t
RECEVE

are oo

NOV 8 & 20%

iz

PRSI

AL

7]

|




PRINTED: 10/16/2014
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES QMB N

STATEMENT OF DEFICGENCIES (X1} PROVIDER/BUPPLIETVCLIA (X42) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMDER: A SULONG

185268 0. WINO S
NAME OF PROVIDER OR SUPPLIER STREET ADDRESE, CITY, STATE, ZIP CODE

3500 GOOD SAMARITAN WAY
THE GOOD SAMARITAN SOCIETY-IEFFERSONTOWN JEFFERSONTOWN, KY 40299

(4) ID SUMMARY STATEMENT OF DEFICIENCIES ' o PROVIDER'S PLAN OF CORRECTION 1%8}
PREFIX (EACH DEFICIENCY MUST BE PAECEDED BY FULL | PRERX (EACH CORRECTIVE ACTION SHOULD BE COMPEETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnoss-am-:ﬂegg:slg‘zo crn’e APPROPRIATE oATL
NCY

F 514 | Continued From page 103 514

09/29/14, conlirmed a daily audit by licensed
nurses for completion of the Mobilization UDA on
each shift in the first twenty-lour (24) hrs of
admission/readmission and with chango of

: candition, for aceurate care planning/Kardex far
levol of assist for bad mobility and transfer
including number of staff required, lypa of lift and
sling size, if indicated. Interviow with LPN #3, on
10/02/14 at 4:20 PM, revealed she had
complated threa (3) of tha required saven (¥p]
dally augits 16 be dane by licensed nurses,
Intervigw with RN #2, on 10/02/14 at 4:25 PM,
ravealed he had completed two (2) of the
required seven (7) daily audits to be dong oy
lconsed nursas.

11. Roview of the audils, initlated 09/27/1 4,
confirmed the audits tor proper use of the lilt were
completed with observations, Intarview with LPN
#3, on 10/02/14 at 4:20 PM, revealed she had
observed SRNA #2, on day shift on 09/29/1 4,
assisting Rasident #17 with bed mobility and
lift/sling transter 1o ensure the safo care per the
resident’s care plan, LPN #3 stated she had
completod threa (3) of the requlrad seven N
daily audits 1o inciude the observation of a SRNA _
giving cara per the rasident’s plan of cara. i
Interview with AN #2, on 10/02/14 at 4:25 PM,
revealed he had completad two (2) of the
requirad seven (7) daily audits lo be done by
lliconsed nurses, with abservallons of SRNAs
providing care.

i 12. Further Interview with LPN #3, on 10/02/14
| at 4:20 PM, indicated sho also participated in a

: medical record audit inltlated 09/29/14 (o onsura
: an incident report had been completed for an

incident ccourring on 10/01/14 (not raportable)
I and the appropriate decumentation and rasident
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assassment and monlloring occurred timely.
Interview with AN #1, on 10/02/14 a| 4:25 PM,
revealod she algo had compleled a medical
record audit on 02/29/14 on second (2nd) shin
regarding a change In resident condition to
onsure the resident's responsible parny was
notified, the physician was notltled, appropriatle

completed and timely documentation In the
progregs nales, Roview of that audl shoaat

shifl on 09/29/14.

13. Intarviaw with the Administrator, tha DON,
the Stall Development Coordinator, the Human
Rosource Director and the Medical Directar, on
participants in a newly developod Com pliznce
of the Plan ot Corroction (POC) for onguing

the implementation of the POC with (S8
Consultant suppart and assistance, ensure all

roview and lollow-up action, as Indicated. The
Administrator stated the Ad-Hoc Committee
minutes would be reparted 1o the Conlinuing

of the sign-in sheet for the Ad-Hoe meeling
revealed it took place on 09/29/14 with the
Administrator, the DON, the Stafi
Devolopment/Quality Coordinator, the Human

both MDS Coordinators, and the Medical

Schoduled to be held on 10/28/14,

assossment and monltoring of the resident was

indlcatod RN #1 had comploted thal audit on 2nd

100214 at 4:35 PM, revealed they were all to ba
Ad-Hoc Committeo to manage the devolopment

compliance, Thoy indicated they are o overseo

 audit resulrs are submitted to the Commitiee for

Quality Improvement Committea monihly. FReviow

Resource Director, the Medical Records Director,

Direclor. The next Quality Assurance mesting ig
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