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An Abbrevialed Survey investigating : ;

 KY#00020232 was Inlijated on 05/33/14 and ,; !
consiudes on 08/31/13. KY#00020232 was |
substaniiated. Deficiencles were aited with the

highest scope and severity of a "G, with the i 7 : I
facllity having ar opporiunity to carrect before ine
_imposition of remedies. ; QWJ ;f@
F 280 ' 483, 20(d}(3). 483.10(k)(2) RIGHT TO 5 F 280
55=6 . FARTICIPATE PLANNING CARE-REVISE CP ‘

i !

“The resident has the right, unless adiudoed
Incornpatent or otherwise found 1o be

inegpacitated undear the taws of the State. to i
participate in planning care and treatment or i j '
. changet in care and freatment, :

A comprehensive care plan must be developed _
 withir 7 daye after the completion of the ;
corprehensive assessment; préaared by an '
interdisciplinary team, tha! insiudes the attending
| physiciar, & registerec nurse with responsibillty ;
for the resident, and other appropriate stafi In :
dlaciplines as determinad by the rasident's needs, ;
s and, to the exten: practicable, the partizipation of | :
the resident, the resident's family or the resident's !
 legal representalive; and periodicaly reviewad :
“and revisec by a team of qualified persons afler
a@ach assessmani,

| This REQUIREMENMT 13 net met as evidersed

by
. Based on interview, record review, ard review of |
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the faciiity's policy, it was determined the facil; ty i
 Tallec to ensure the Comprehensive Plan of Care
" wis reviewed and revised for ona (1 yof three 13)

. sampled residents (Residenl #1). '

Although the Minimurn Data Set (MD5)

~Assessment, dated 04/15/13, for Resident #1
revealed the facility assessed the resident as
requiring the assistance of two (2} staff for

; fransfers, there was no documented evidence the
Comprenersive Plan of Care was revised wiih
interventions for two (2) 10 transfer this resident.

» On 06/22/13, Resident %1 sustained 2 fracture of ;
the distal Femur and Tibia after & State :

| i Regisiered Nurse Assisiant (SRNA) atter pted to ‘
transfer the resident independently, and had to

_tower the resident {2 the floor, (Refer fo F.328)

‘ The findings include:

| Review of the faciity *Care
Plans-Comprenansive”, Policy. urdated, reveales |

 (t was the policy of the facility to develop & :
- Comprehensive Care Plan for each resident that !
inCludes measurabie objectives and timetabies fo
. meet the resident’s medical, nursing, and i
psychofoq cal needs  Further revisw revesled the -
Comprehensive Plan of Care had been designed

" te prevent deciines in the resicent's furiction st
status. Care Plans were to be revised as changes

Feview of Resldant #1°s clinlcal record revaated

i diagnoses which includes Anx lety, Gepression,

" Osteoporosis, and a History of a Pelviz Fracture.
Review of the Care Arez Assessment Summary
s dated 08/02/12, reveaied the resident was not
steady with surface to sudace transfers are was

-in the resident's condition dictated. :

e Joo dtlecled &/473

|
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‘unabie o stabilize without human assistance.
Review of the Quiarierly MDS Assessmen!, daled :

| 04/18M13, revealed the faciiity assessad the
resldant as having = Brief Interview for Meniai
Status (BIM3) of a niie (9) out of fifleen
indicating the residen; was moderataly impaired
I cognition. Further review revealed the facillty

| , assesaed the resident as requiring totai ;
dependence of two (2) staff for transfars.

Almouggh the MDS Asseasment, dated 0471513,
i reveaied the faclity assessad tha rgsident as
i requiring swo (2) staff to transfer, the i
Comprehanawve Piar of Care dated Aprl 3013 ‘ ;
; reveaied the resident was a! risk for falls an¢ ; |
reguired one {1) to two {2) persons to assist with
nansf@rs Also, review of the Nurse Aide Filow I : I
' Sheat/Care Plan dated May 2013 revaaled the 5 I
resident required one (1) to two (2) persons to '
! » @ssist with transfers. i

. Review of the Nurse's Notes, dated 05/22/3 at | i
F2110 PM, revealed Resident #1 was lowered 1o :
the fioor during & transfer due to the resident's i i
{ knees giving way. Resjdent #1 was unable 16 sit ’
' up and gormpiainad of right lowar exiramity pain,
The Physitign and Emergency Medical Serviegs
(EMS) was nolified. Review of the Nurse's Note. :
_dated 38/22/173 at 2:20 PM, revealed the resident !
left the facilty per EM3 on & back board ;

Review of the hospltal records revealed Resident |
| #1 was admittec fo the hospitai and diagnosed
with a splrai faacture proximaij tibia, &

: nondispltaced fracture of the proximal neck of the |
fibula, and ary obligue fracture through the nase aof |

:tne jateral fermorai condyle.

i
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F 280| Contirued From page 3
LInterview, or 05/31/13 &t 8:45 AM, with Reslden}
#1. who was residing in another skilled facllity,
revesled sha/he had “suffered unmerciful”, The
reslden! stated she/ne was dropped and row
her/hls whoig hody was sore and she/he was in, a
lot of pain. Resident #1 stated the facllity was to
have twe (23 staff 1o asslst her/him with transfers
Pand usually (hey did. However, she/he was
transferred by a staff member whom spavhe had
nevar seen before and tha staff memaer pieked
her/him up and let her/hie drop. The residant
stated, she/he landad on both kn&es which falded
: upderneath herfhim,

(BRNA) #1 on 05/30/13 at 2:33 PM, revaaled
 SRNA #3 told her Residen! €1 required one (1)
te transfer and could bear weigh!, and she was

twes (2) for trangfers. Further interview revealed
she was doing a pivat transfer with Resident #1

'the resident’s kneas went out and she/he wen
down. 3he stated ihe resident landed or har/his
knees and she assisted tha resident 10 lay down
and weni to get the nurse who irmmediately

Continued Inlerview revealed tha care pian
should be specific to state twe [2) to transfer If @

' resident sometimes needs two (2). She Indicated
the SRMA's didl warr her that Resident #1 woulg
sometimes need iwo (2) fo transfer, but ¢id not
pet specific as to when two (2) staff would ha

needad.
Interview with SRNA#3 on 05/30/13 ai 218 PN,

; revegled they ysed the Nurse Aide Care Plans
“which were kapt It a foider on the outside of the

- |

Interview with Stafe Reglstered Nursing Assistant |

aware (he Nurse Aide Care Plan stated one (1) to | ;

fon 0872213 from the wheelchair to the bed when

sssessed the resider and called the ambulance, |

)é&e Gbteidod & 5)3

i
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resident’s closel door as a reference for care

_Including tzansfer tachnigue. $he stated she

transferred the residen! indepandently with a gait
belt unless the resident told frer shathe would

: need two (2} to transfer her/im that day. She

Cfurther atated if the residen! was tired or if the
resident told her she may need help, she wouid

; et someones gise to 2558l with the ransfer,
Continued interview revesied she had trained

SRNA #1 on how fo transfer Residert #* and had |

spacified the resident could be transferred witk
ong (1) parsor and a gait belt; however, alse
warnad her if the resident stated she/he would
need more halp, the resident snoultd be
transferred with two (2} siaff.

| interview with SRNA #4. o 05/30/13 at 2.24 PM.

revealed Resident #1 required two {2) to trangler, .

 however, sometimes she would transfer her/ i
oy hersalf, She tated sometimes the residen
did not help with the transfer and wouid require
two (2} to assist from the bad to the wheelchair.
Continugd interview revealed transferring the

resident from the wieelchair to bed depended on !

- the resident's aoility, hesauss sometimes the
 resident was half esieep. She indicatad the
*resident would tet Aer Know when shg neaded

, more halg,

Interview, on 05/31/13 at 12:00 PM, with

' Registered Nurse (RN} #1 revesied she was
assigned o Resider #1 on 05/22/13 at the time
of the fall. She stated she thought the resident
was to be transferred with fwo 12) slaff: hawever,

it siatec (1)t bwo {2} with transfers. Further
- Interview reve:ﬁfed the nurses on tha flaor
sraviewsd the Nurse Ajde Care Plans each

after the incider! when she chacked the care pfaﬂ
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Sunday for any revisions needec and she had

. reviewed Resident #1's Nurse Alde Cars Plan in

’ ~ the pest but did not notice it saic ore {1} 1o two

‘ {2} for transfers, She indicated if & residan!

i i sometimes needed two (2} 1o transfer, it would be ,
’ t safer 1o ensure two (2) transferred the resident at |

att times,
f L interview, on 05/31/13 at 115 PM. with the MDS
| _Nurse, reveaied she had compieted the iatest
i MOE and Care Plan for Resident #1. She
“indlcated she coded the residanis for the most
“dependent on the MDS. She stated, prior to
f compiating the Care Plans she Inferviewad the
SRNA's as 12 how many staff it took to transfer
the resldert and was told sontetimes one 1
: person and sometimas two 17) persons
' depending on how the resident was deing that
day. The MDS nurse statad, she aiso reviewad
| the ADL tracker which was compieted by her after :
- she interviewed the staff abou! the resjden!'s 4
- abllity for ADL's when completing the Care Plans. !
i Continuecd Inlerview reveaied she nated the ADL
tracker for the seven (7) cay assessment periad
i April 3013 revealed the resident was coded for
i reeding two (2) to transfer: howaver, thought the
.} resident was only needing two {2310 transfer &
that time because the resident was experlencing
“a Urinary Tract infection. She statec the Care
. Pian should have beer revisad at time, She
"siated, the MDS Assessment was 1o guide the
Care Plan, and she should have care plannad (he
| resident for two (2) assisf for transfers.

e,

Interview, on 05/31/13 at 1.42 PM, with the
| « Director of Nurging (DON), reveaisd the faciizy |
; I ali investioation indicated the root causs of ‘
Rasldent #1's fail was that her/nis knees gave

i

j
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“oul. Bhe further statad the SRNA'S knew the
 residents anc knew when either one (1) or nwo (2}
“was needed for transfers. Mowsver, SRNA #1,
“who transferred this resident or 05/22/13, was

| nat as familiar with the resident, Further infarview :

‘reveaied the Plan of Care was to be generated! i

F 323 483 23(h} FREE QF ACCIDENT
5520 HAZARDS/SUPERVISIONDEVICES

''The facility must ensure that the resizent

. ervirgniment remains as free of accldent hazards
i &8 s possible; and esch resident recalves

" adequate supervision and assistance devicss in
. preven! accldents, |
I

fT?‘zis REQUIREMENT s not met as evidenced |
by :
- Based on Interview, record review, and review of |
"'the facility's policy, it was datarmined the favility |
 feiled te ensure sach resider! received adequiate ?
{ supervision angd assistive devices to praven?

accidents far orie (1) of three (3) sampled
| residents (Resdent #1), ‘

Resident #1 was assessed by the facility to : ’
recuire the assistance of two (2) staff for transfers
~aceording lo the Minimur: Daia Set (MDS)
 Assessmen: dated 04/15/13; however, the 4
! { Comprehensive Plan of Care anc the Nurse Aide i
Care Plan revealed one (1) to two {2) steff wag '

F 280, Continued From page 6 ? F 28(}/{{%@ d%%é{%

from the MDE, which would indicate the Care .

! Ptan should have beer revised with interventlons | 1

“for two (2} to transfer this resident, : é M 9%/57//5
: Fa23

|
|
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: required for transfers, On 05/22/13 a State

' Registered Nurse Assistant (SRNA attempled to

. transfer the residam mndependerily, ang had to :

" inwer the resident to the fioer. The resident
susiained a fracture ol the distal Femur and Tibia.

The firdings include: i

t Review of the facitity's “Falls” Policy, undatec,
revealad it was the policy of the fachiity to assess, .
maon'tor, and preven; resident injuries from faiis,

Review of Resident #1's medical record revesfed
| diagnoses whick inciuged Anxigty, Lepression, ,
' Osteaporosis, and & Mistory of a Pelvic Fracture,
 Review of the Fall Risk Assessment, dated : !
i 04/18/% 3 reveaied the resident was assessed to

be at high risk for fafls rerated to Intermittent

contuaion, chair bound, required assistance with i
" efimination, poor vigion, was unabie o perform
gait/balance function, heaith conditions, and

medications.

. Raview of the Quarterty Minimum Daia Set _
{MDS) Assessment, dated 04/158/13, reveaied the
acility assessed the resident as having & Brigf
_Interview for Mental Status (BIME) of a nine ()
"out of fifteen (15), indicating the resident was ‘
moderately impaired In cognliion ang a3 reguiring |
| total dependence of two (2} staff for transfars. ‘
‘ Review of the seven {7) day Activities of Dalty
Living {ADL's) Tracking for the MDS dated ;
i D4/15/13 reveaied Resgident #1 required two (2)
: ataff to assist with transfers. ‘

{ However, review of the Comprenensive Pian of
Care, dated April 2013, revealed the residen! was :
, atrisk for fails related to being unsteady and

F 323 ! Continued From page 7 i F 323 L&é’
. ! i ‘

tladed &/
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» having & history of falls and required one (1) to
. two (2) persons to assist with transfers. Ir.
addilion, review of the Nurse Aide Fiow
Sheel/Care Pian, dated May 2013 revealed the
resident required one (1) to two (2} persons to
- @8518t with transfers,

Review of the Nurse’s Notes, dated 05/221 3 at
F2:10 PM, reveaied Resident #7 was lying o the
fioor beside the bad and staff stated the residen:
- was lowered to the fioor during a transfer due to
 the resident's knees giving way. Further review

reveaied the resident was unable to sit up and
 compiained of right lower extremity nain. The
| Physician and Emergency Medica’ Services

| dated 05/22/13 at 2:20 PM, revealad the residan:

i Review of the Hospitai Discharge Summary,
dated G5/28/13, reveaied Resident #1 was

s admitied to the nospital on 05/22/13 after having
& controlled fak. Futther review reveaied the
resident was founc to have a fractured distai

- Femur and Tibia and was seen by orthopedics
who recommended consarvative therapy of

- her/his fraciures. Further review reveaied tve

resident did not wish 1 go basi to the previous
faclity and as resull & bad was found for the

; resident in arother skified care faciity.

_Review of the Hospitai Radiology Report of the

- right iower leg, dated 05/24/13, revealed there

‘was a spiral fracture proximai tibia, a

, hondisplaced fracture of the proximai neck of the

Hfibuta, and an obiique fracture through the base of
the iaterai famorai congyle. |

(EMS3) were notified, Review of the Nurse's Note, |

axited the faciity per EMS on a back boarg.
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Interview, on 05/31/73 at 8:45 AM, with Resident
(#1 who was residing ir another skitieg fagkity
revealed she/he had “suffered unmercifui’. The
. residen! stated sheshe was dropped and now f ‘
| ner/his whole ody was sare znd sherhe was in o ,
iot of pain. Continued interview revealed the : : .
I faciilty was to have two 12) staff to assist berfhim - {
! witi transfers and usuatly they did. However,
| she/fe was transterred by & sta mamber whom 1 !
shefe had never seen before and the staff !
member picked herfim up and et har/him drop.
. The resident stated, she/he fanded or both knees
s whici foideg underneath her/nim, Continued ‘
! interview reveaied most of the time staf wouid ‘
| | say they needed to wait and get some heip when , :
" sha'he asked to go to bed. ' ! ‘ i
‘ ; |

F 323 | Continued From page o £ 3*%%@%& 6/(///\? fj
| |

Fintervigw, on 05/30/13 al 1:45 PM, with the ; :
Physical Therapist at the faciiity, reveaied prior tc |
_the inelden: Residem #7 was abie to bear weigh:
' and reguired two {2) 5iaff to transter or & least

one (1}t transfer and one (1) for stand by
| assistance. She stated she thought two (2) staff :
| members were always transferring this resident,

s inlerview with State Registered Nursing Assistant ; :

(SRNA)#1, on 05/30/13 a1 2:33 Pd, who was -

_assisting Resident #1 witi: the transfer on f : |

i 05/22/13, revealed she had started &t the facifity | ; I
05/08113 and received training about six (8) days ‘ é j

,| with the other SRNA's who trainad her on care | !
nians, on how to use the gail belt, and how o i 1
transfer different residents. She states SRNA %3

told her Resident #1 requ'red one 1) to transfer | _

| arnd could bear waight and she was aware the f !

Nurse Aide Care Plan stated one (1) to two {2)
assist with transfers, She stated she was doing a : : ]
- pivot transfer with Residan: #1 on 08/22/13 from ‘ l
: : _ ‘ |
Even) Ik 124k Fachity 10: 100186 i senlinyalion sheat Page 100! 448
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F 323‘| Continuad From page 10

‘ the wheeichair to the bed when the resicen''s
knees went out and sheshe went down. She

' stated the resident ianded on herhis xnaes and
she heiped iay the resident down and went to gel

- e nurse who immediately assessed the resident 1

“and cailed the ambulance. SRNA #1 stated she
did not gat training on transfers fram Physicai
Therapy (PT) or by the nurses; however, dig get

, ralning on transfers after the Incident from 27

i Continued nterview revealec the care plan
shoufd be specific to stata two {2} fo transfer if a

 residert sometimes needs two {2). She stated
the SRNA's didd warn har that Residen! #1 wouic

i sometimes need two (2} to transfer, but were not
specific as to when fwo (2) staff wouid be

, Neaded.

Interview, on 05/31/13 al 12:00 PM, with :
§ Ragistered Nurse (RN) #1 revealed she was !
asgighed to Residant #1 05 05/22/45 =t the tima
of the faii. She stated SRNA #1 came to get har
to fet her know the residen! was on the fioor and
| whar she assessed the resident she noted the
- resident’s right feg was shorter and turned out
and she immediatelv contacted the Physigian and
. the ambulance, She said she though! the
‘resident was to be transferred with two (2) staff |
however, after the incident when she rhecked the |
care pian It stated one (1) to twe (2) with
transfers, Continued intetview reveaied the ‘
; nurses on the fioor reviewed the Nurse Aide Care ‘
Rlans each Susday for any revisiors needed anc
i she had reviewed Resident #1's Nurae Aide Care (
i Plar in the past but did not notice it indicated one I
(1) to twa {2} for transfers. She stated if 4 :
s resident semetimes needed two {2) to transfer, it
- would be safer to ensure two (2) staff transferrea
; the rasidant at alf times.
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E 323 Continued From page 11
|

' revealed they used the Nurse Aide Care Pians,
which were kepl in a file folder on the ovtaide of

 including transfer technique. She stated she

uniess the resident toild her she/he would need
“two {2) to transfer her/him that day. She stated if
the resident wase tired or if the regident toid her
she may heed heip, she wouid get someone else
to assist with the transfer. Continued interview
reveaied she bad trained SRNA #1 or how to
transfer Residen! #1 and had specifiad the
resicdent could be transferrad with ohe (1) person
and a a gail bef!, but aiso warned her if the
“resident stated she/he would meed more heip, the
resident shouid be transferred with two (2) staff,

interview, on 05/30/12 at 2:00 PM, with SRNA #2
revealed she would somatimes transfer Residant
#1t by herself with a gait bait, however,
sometimes she would need two (2) t transfer the
resicent, She indicated she reijed on the resident |
. to let her know when two (2) staff mambers were |
: neeced for tre trarsfer, The SRNA stated, if tha
residfent said that she/he needed twa (2} neople
cor if the resident saig * i heip you If | can”, she
" woudd get somaore elze to heip with the transfer,
Continued interview révedied it wouid be saler for
. this resident to always have wo (2) to transfer,

intarview witl SRNA #4, on G5/30/13 gt 2:24 P,
: revealed the rasident required two (2} to transfer;
" however, sometimeas she would transfer herhim
by herself. 3ie stated sometimes the resident
- did not heip with the transfer and required twa (2°
‘1o assist from the bed to the wieelchar, She

- interview with SRNA 3, on 05/30/13 a1 2:15 PM, |

 the resident's ciose! door, ag a reference for care

transferred the resident by herself with a gait beft -

o oe ek
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F 323 Continuec From page 42
turther stated transferring the residen! fram the
“whoeeichair to bed deperdad on the resident's
abilty, secause sometimes the rosidant was hail
asleep. She stated the resident would jet you
know when she/ne neadad more help.

iaterview, on 0331743 at 12:10 PM, with SRNA
#8 raveaied there was ysualiy two (2) needes to

; F 3z

assist Residgent #1 out of bed and ane (1) neecod |

‘bed  Continued Interview revealed the residents
abiiity o ransfer dependad on now tired the
residentwas, Continued interview revaaied she
krew the resident would be tired on Tuasdays

10 transfer the resident from the wheelchair to the

! aftes slting up & iong time to get her/his hair done |

atthe beauty shop and she would et somecne to

assist her to transfer Resident #1 from the
- wheelchair to the bed.,

Cinterview, on 05/31/13 at 1115 PM. witk the MDS

Nurse, revealed she had completed the MDS ard :

the Care Plan for Residgent 21, She stated she
coded the residents for the mos! cependent on
. the MDS. She further stated, prior to camipieting

' the Care Pians she interviewed the SRNA'S as to
how many staff it took 1o transter the resident and

] ' was tolg sometimes one 14) parsor and
‘sometimes two (2) depending an how the

f  resident was doing that day. Continued interview

i reveaiec i the resldent was participating in the

' transfer it woufd oniy require one (1) parson 1©

‘ 2ssisl. The MDS nurse stated, sha also want by

the Activitias of Daily Living {ADL) tracke- which
. was compiated by her after she interviewad the
- staif about the resident's ability for ADL's wher

? competing the Care Plans. She stated she rinted |
- the ADL Iracker for the seven (7) day assessment

~period in Aptil 2013, revesied the resident was

’!
|
|
|
s !
,I
|

|
|
|
|
|

;
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ls{ F 323 Cantinued From page 13
coded ror needing two (2} to fransfer sach dary;
I howsver, thought the residenit was oniy needing
two (2} o transfar at that time besavse the
resldent was experiencing a Urinary Traci
" infection, ang wouid not always naed two (2) ‘o
! transfer, Cortinued irterview raveaiad the MOS
| Aassessment was to guide the Care Plar. and she
should nave Zare planned the reaident for two i2)
. assist for transfers.

L interview, on 353713 at 1142 BM, with he
- Director of Nursing revealed aff $he training
inciuding transfers was done by the SRNA's for

! new SRNA's on hire and new SRNA's received at
least three (3} twelve (12) hour shifts Wworking with |

I another SRNA on the fiogr before working by
themseives. She stated the faciilty fali

!investigation indicated the root calse of Resider: |

P#1's fall was that her/his knees gave out. She

stated prior to this fall there was no indication any

! other intervention was needed to prevent falis

because this resident's iast fal! was » 2011,

i Continued Interview reveaied the SRNA's knaw

"the rasidents and knew wher either one (i)er
two {2} was needed for this resider: for transfers.

_Furthér interview revealed the MDS was codad

~be generatec from the MDS ang should be
. individualized and specific.,

e e vy

- However, SRNA #1, who transferred this residert .
or 05/22/13, was not as familiar with the res'dent. |

for the most dependen! and the Care Pian was 1o

DRESN
YAG CROSS-REFERENCED TO THE AREHOPRIATE
THEFICIENTYY :
F 323 % 0/%% é/g}/’//m::) ’
‘ AT E SR
. ‘ I
!

| |

| | ‘
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| A Compiaint Survey investigating KY#00020252 :
| was initiated on 08/30/13 and concluded on : !
05/31/13. KYHOD020232 was substantiaied with :
! deficiencias cited. ;
VoW 9D

N t92

Q02 KAR 20:300-7{4)(h)3. Section 7, Resident

Assessment

14) Comprehensiva care pians,
(k) A comprehensive care pfan shafi be:

i 3. Periodicaliy reviewed and revised by a team of

 qualified persory after each assessment, i

. Based of: interview, record review, and review of

This requirement is not met as evidensed by

the facility's poficy, it was determined the faclity
falied to ensure the Camprchmsfve Plan of Care
was reviewed and revised for one (1) of three {3) |

" sampied residents (Resident #1%

' On 05/22/t3, Resident #1 sustained a fracture of
i the distal Femur and Thia after a State

Altheugh the Minimum Data Set (MDS)
Assassmeant, dated 04/15/13, for Resigent #1
reveated the facliity assessed the resident as
requiring the assistance of two (2} staff for
transfers, there was no documented avidence the |
Comprahensive Plan of Care was revised with
interventons for tweo (2) to transfer this resident.

" Registerad Nurse Assistant (SRNA} aftemnpted to |

transfer the rasiden! indeperdently, and had to
iower the residerit to the floor, (Refer to F-323)

The findings inciude: '

Review of the fagility "Care

Pians-Comprehensve®, Falizy, undated, reveau.ac’
it wag the pniicy of the facdility to develop & !
Cﬁmprchm sive Care Plan for each resident that

ﬂEDQATOFW JIRE CTOR“% R

Ol o

IDER/SUPPLIZR REPRESENTATIVE'S SIGNA TURE

|81 DATE

Z//a) ) 75

T
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N192 Continued From page 1 | N?G?)é&/( ﬁﬁM é///

meet the resident's mediea!, nursing, and

peycholagical needs. Further review revesiad t?*r:* ’ ‘,
Comprehensive an of Cars had been designed | :
to prevent declines in the resident's functional [ i
status. Care Plans were 1¢ be revised as changes
in tha r@adent s condition diciated. i |

i
' Inciudes maeasurabie objectives and timatables io 1
i

. Review ¢f RGSId&’?t #1's clinical record reveaied |
dimgnoses which inciuded fsnx;et\f leprasgion, |
Osteoporosis, and a Histery of a Pelvic Fracture. !

i Review of the Care Area Assessment Summary

} cated 08/02/12, reveniad the resident was not

steady with surface to surface transfers and was

unable to stabilize withou* human assistance. ,

: Review of the Guarteriv MDS Assessmen:, dated | !

I - 04/158/13, revesled the faciiity assessed the : ‘

resident as having a Brief interview for Menta; ;

- Status (BIMS) of & ning (8) aut of fifteen

“indicating te resident was modarataly impaireq | ;

in cognition. Further review reveaied the fazilty :
assessed the resident as requiring total

dependence of two (2) staff for ‘ransfes. f !

- Aithough the MDS Assessmant, dated 0215/ 3,
revealed the facllity essessed the resident as :
requiring two (2} siaff i trangfer, the i
Comprehensive Plan of Care dated Aprit 3013 | ;
reveaiad the resident was at risk for falls ang !
- required one (1) to twe (2} persons 1o assist with
rensfers. Alseo, review of the Nurse Aide Fiow
Sheet/Care Plan dated May 2013 revealed the |
residen: required one (1} to two (23 persons to ‘
i assis! wftrfranm‘ers i

- Raview of tha Nurse s Notes, dated GH/22/M13 at
- 2:70 PM, reveaied Resident #1 was iowersd to ; i
'the floor tduring a fransfer due ‘o the resident's !
knees glving way. Resident #1 was unabie to sit | |
up and compiained of right lower extremity pain. !

5TATE FORM upgs 13411
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i The Physigian and Emargency Medical Services

(EMS) was notified. Review of the Nurse's Note,
; dated 85/22/13 at 2:20 PM, revealad the residen|
" lefi the facility per EMS or a back beard. i

' Review of the hospital records revealad Resident
#1 was admitted {0 the hosplat and diagnosed
with & spiral fracture proximal tivia, a

. vundlsplaced fracture of the proximai necic of the |

'fibufa, and an obligue fraciure thraugh the base of !

. the [ateral femoral condyie, ;

' intarview, on (05/31/13 ai 8:45 AM. with Resident |
| #1, who was residing in another skiiied facility, |
ravesied sha/he had “suffsrad unmearciful®. The |
 residen! stated she/he was drepped and now ;
~herihis whole body was sore and shefhe was in al
ot of pain, Resident #1 stated the faciity was to |
" have two (2} staff tc assist har/kim With transfars
and usually they did. Hewaver, she/he wag
transferrad by o s1af merber whorm she/he had
Néver seen before and the staff mamber picked
hershirn up and tet herhim drop. The residen:
stated, she/ne lanted on both knees which fofded '

underneath her/kim.

- Interview with State Registered Nurging Assistant
(SRNA) #1 01 05/30/13 al 2:33 PM, reveaied !
SRNA #3 tole! her Resident i1 requirad one (1)
‘0 transfer and couid baar weight, and she was ;
aware the Nurse Aide Cara Plan stated ppe (1Yt ¢
WO (2) for transfers. Further interview revealed
she was doing a pivot tranafer with Resident i
: 01 35/22113 from the wheelchair to the bed when !
' the resident's krees went out and shehe went |
' down. She sta‘ed the resident tznded an herfhis
wneas and she assistad the residen: to i3y down
_ and went to get the nurse who immediately A
assessed e resident and celied the ambulance.
Continued interview revealed the care ptan

! N 1927 Continued From page 2 R :,4&6
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N192 Cantinued From page 3 N 192
) should be specific to state two (2) to transfer if o
resident sometimes needs we {2). She Indicated |
| the BRNA's did warn her that Resident #1 would
“semetimes need two (2) to transfer, bat did not
get specific 28 to wher two (2) staff wouid be

|’ ! needsd.

|
,' - Interview with SRNA #3, or 08/30/13 a1 2:15 P, |
‘revazlad they Used the Nursa Aide Care Plang
which were kapt in a foider an the outside of the
resident's close! door s & reference for cars
ingluding tramsfer technigue. She stated she
| transferred the resident independently with & gait
belt unless the resident iold her she/ne would
need two (2) to transfer herfhim that day, She |
further stared if the resident was tired or f the :
resident told har she may negc help, she would |
gef someona eise to assist with the transtar,
ceoniinued interview revealed she had “rained :
SRINA #1 on how 1o transfer Resident #1 and had j
- specified the resident could ba transferred with -
one t1) parson and a gait belt: however, also
warned her f the resident stated sha/he would
i need more help, the resident shouid be ;
I " trangferred with two {2) staff, !

| Finterview with SRNA #4, on 08/30/13 af 2.24 P
i revealad Reslden! #1 raquired rwe {2) tc transfer;
! however, sometimes she would fransfer her/him

i | by herself, She siated somatimes ke resident

’ dig not help with the transfer and would reguire
‘  two {2) te assis] from the bed to the wheeichair, ;
. Continued inierview revealed Iransferring the |

residant from the wheelchair to bed depanded on
*he resident's ability, because sometimes the

;
|
|
i
[
|

] ' resident was half asleep, She indinatod the i ;
resldent would let her krow when she needad :
mors help. ' i
[! interview, on 08/31/93 a1 12:00 PM, with
STATE FORM e 134N I zenlivalion shaet &gl 13
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N1§2, Gortinued From page 4 1 N 192
Registerec Nurse (RN) #1 revaaled she was _
assigned to Resident #1 on 06/22/12 at the lime ! ;
of the fail. She stated she thought the resident ?
was to be transferred with Iwe {2) stafl: however, |
after ihe incident whan she checked the care plan;

LIt stated (1) 16 two {(2) with transfers. Further
irtterview revealad the nurses on the floor
reviewed the Nurse Aide Cara Pians each

Bunday for any revisions needed and she had ;

raviewed Resident #1°s Nurse Aide Care Plan in | ;

the past but did noi notice it said ong (1) to two | :

| {2} for transfers, She indicated if a resident i

sometimes neaded ‘wo (2) io transfer, |t would be ;

safer to ensure two (2) transferred the resident at '

all timas. ,

e,

i' . Intarview, on 05131113 at 1:15 PM, with the MDS i
i - Nurse. reveaied sne had complated the jates
MDS and Care Pian for Resident #1. She
indicaled she codad he residen's for tha most !
- dependent on ihe MDS. She stated, prior to
compleiing the Care Plans she interviewed the
- SRNA's as 10 how many sisff it took to transfer i :
. the resident and was told sometimes ana (1) ! ;
" parsor and sometmes two {2} persons {
depending on how the resident was daing thai }
day. The MDS nurse s'sled, she also reviewed - |
the ADL tracker which was complsted by her aﬂer!
she interviewed the staff about the resident's i ,
ability for AD4.'s when completing the Care Plans.
Continued interview reveaied she notad the ADL | i
racker for the saven (7} day assessment period - f
inApril 3013 revealad the rasident was coded for ;f |
needing twe (2) to transfar; Nowever, thougni the ! |
 resident was only nesading two (Z)to transfer at | ;
that 1ime because the resldant was experiencing
& Urinary Tract Infection. She siated the Care | :
i Plan should have been revisad at lime, She |
staiad, the MDS Assessment was to guide the |
Care Plan, and she shouid nave care nlanned the f

F
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‘resident for twe {2) assist for transfers,
Interview, on D5/31/13 at 1:42 PM, with the i
Direcior of Nursing (DON}, revealsd the fazillty
fall investigation indicated the rool cause of ;
Resident #1's fall was that her/his knees gave |
out. She further stated the SRNA's knew the i
resigents and kriew when aither one {1) or two (2) 1
Cwas neaded for ransfers. Mowever, SRNA #1,
who transferred this resident on 05/22/13, was |
not as famillar with the resigent, Further interview |
. revegled the Plan of Care was to be generated |
"from the MDS, which would indicate the Care !
 Plan should have been revised with interventons
- for two {2) to transfer this reslaent. ;

N 219 902 KAR 20:300-8(7}{a; Section 8. Quality of
Cara i

7)Y Actidents, The facility shall ensura that: ;
{a) The resident gnviromment remains as free of !
f accident nazards 2s is possidle; and ‘

This requirament is not met as evidenzed by
| Based on interview, racorc review, and revigw af |

tha facility's policy, it was determined the facility |
- failgd to ensure each résident received adequate
‘ supegrvlsion and assistive devices o prevent |
_accigents for ane 1) of ibree {3) sampled
. resldants {Resident #1).

" Residen! #1 was gssessed by the faciliy to

, require tha assistance of two (2] staff for transfers |

- aocording to the Minimum Data Set (MDS) ?

- Assessmen; dated 04715743, however, the j
Comprehensive Plan of Care and the Nurse Aide |

i Care Plan revealad one {1) to two {2) staff was |
required for transfars, On O5/22/13% 2 Sigte |

. Reglslerad Nurse Assistant (SRNA atternpted to |

N 197 'F Comtinued From page 5 | h 192 &M@ﬁcﬁgfé‘%
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e e e

transfer the resigen? independently, and had to
» lower the resident to the floor, The resiglgnt

sustained s fracture of the distal Femur and Tibia.

The findings include:

' Review of the facilliy's "Falls” Polizy, undatec,

; Review of Resident #1's medical rezord revaaied
" diagnosas which jnoludaed Anxiety, Depression,
Osteoporosis, and & History of a Pelvic Practure.

~confuslon, chair bound, required assistance with
elimination, poor vision, was unahle i perform

revealsd It was the policy of the facility to assess, |
L monjtor, and preven! resident injuries from fails,

Review of the Fal Riak Agssessment, datad

04/15/13 revealed the residen! was assessed to

be a1 high risk for fails related to intermiftan:

galbalance functlion, hezkh conhditions, and

medications.

. Review of the Querterly Minimum ats Se

| [MDS) Assessment, dated 04/15/13. revealed the |

facillty assessad the resident as having 2 Brief
Inierview for Mental Status (BIMS} of a nina (9}
DUt of fiteen £15), indizating the residen: was

- moderately Impaired in cognition and as raquining
total dependence of two (2) staff for transfers.
Review of the seven (7) day

stafl to assis! with (rensfers,

Activities of Diaily
Living (ADL's} Tracking for the MDS dater
04/15/13 revealed Reslden| #1 regulred two

s at risk far falls related to being unsteady ang
naving a histary of falls and requirad cne (1} to

“two (2 persons 10 assist with transfers, (n

additlon. review of the Nurse Aide Flow

, Sheet/Care Plan, dated May 2013 revealed the

(2)

' However, review of the Comprehensive Plan of
, Gare, dated April 2013, revealed the resident was

!
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N 218 Continvad From page 7

resident reguired one (1) to iwo (2) persons fo
| ansist with transfers,

! 5 .
‘ Raview of the Nurse's Notes, daled 05/22/13 at
210 PM revesled Resident #1 was lylng on the

was lowered to the ficor during a transfer due to
the resident's knees giving way. Further review
revealad the resident was unable to sit up and
compizinea of right lower extremity pain, The
Physiclan and Emergency Medical Services

axited the facllity per EMS on 2 back board.

: pital Discharge Summary.
" datec 05/28/13, revealed Regident #7 was ,
admitied o the hospltal on D5/22/13 sfter Faving |
» @ controlled fall. Further review revealed the
“resident was found to have a fractured distal
Femur and Tibia and was seen by orthepedies
: who recomniendad consarvative therapy of
" herfhis fractures. Further review revealed the
resident did not wish to go back to the previous
faclity and as result a bed was found for the
resideni in sncther skilled cars facility.

- Review of the Hosp

. Review of the Hospita! Radiology Reporr of the |
- right lower leg, dated 05/24/13, reveaied *naere
was a spiral fracture proximal tibiz, a

"fibula, and an obligue fracture througn the base of

the lateral femora! congvle.

#1 whe was reslding in snother skilied faziilty

revaaled she/ie had “suffered unmarcifu!” The
resident stated 2he/he was dropped and now !
her/nis whole body was sere anc she/he was in 3 :
lot of paln. Continued inferview revealed the |

o Gl S

floor besite the bad and stall siated the resident |

F

F

(EMS) were notified, Review of the Nurse's Note, :

£
i

deted 05/22/13 at 2:20 PM, ravealed the resicent

i

1
F

- nondisplaced fracture of the proximal neck of the |

}

| Interview, on 05/31/13 & 8:45 AM, with Resident |
i

;
]

f

' j

!
F
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Continued From page 8

facillty was 1o have two (2 stafi to asslst her/him
with transfers and uswally they did  However,
she/he was transferred by a staff member whom
she/he had never seer before and the staff
member ploked nediim up and (et hershim drap.

The resident stated, she/ne anded on both knees |

which folded undernezih her/him. Continued

s interview revaaled mos: of the time stalf wou le

say they needed ‘o wait and gst some help when
she/ha asked to gn to bas,

Interview, on 05/30/13 at 145 PM. with the
Fhysiczl Therapist at the fatility, ravealed prior to

- the incident Resident #1 was able 1o bear weght

and required two {2) staff te transfer or at least
one (1) 1o transfer and one (1) for srand by

' assistance. She stated she thougitt two (2} staff

members were always transferring this resident,

Imterview with Siate Registerad Nursing Assistan! |

(SRNA}#1, on 05/30/12 at 2:33 BM, wio was
assiating Resldert #1 with the ransfer on
05/22/13, revealed she had siarted a! the facility

i
;

'
f

!

05/08/13 and received training about slx (8) days

with the other SRNA's wha trained her on care
plans, on how 1 use tha gait beit, and how to

. fransfer dIfferent residents. She stater SRNA#T |
tald her Residenl #7 required one {1} totransfer

@l could bear welghl 2nd she was aware the

- Nurse Aide Care Plan stated one (1) to twe {2}
" asslet with transfers, She stated she was doing a

pivottransfer with Resident #1 on 05/22/13 fom

. the wheelchair to the bad when the resident's
: knees went our and she/he went gown, She

stated the resident landed on har/his knees and

she helped lay the resident down and went o get ’
the nurse wne immediately assessed the resigen; ;

and called the ambulance. SRNA #1 staled she
did not et training on transfers from Poysical
Therapy (PT)or by the nurses; however, did gat

!

|
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(réining on transfars afier the incident from BT, u :

|

' Continued interview reveaied the care pian

‘ Interview, on 05/31/13 at 12:00 PM, with

should de specific o state two (2) to transfer ir @

resident somedimes needs wo {2), She statad

the SRNA's did wamn her that Residen? #1 woyid

. Bemetimes need two (2} to transfer, bui were not [
" apernific as to wher two {2) stal would be i

needacd, ;

Registered Nurse {RN} #1 revesled she WS ,

' assigned to Resident #1 on 05/22/13 at the time g

 resicent was io be transferrag with twei (2) staff: _
- however, after the incident when she checked the ,

——————

Piransfers. Contimyed inlerview revealec the
" she had reviewed Resident #1's Nurse Alde Cara ,

L resident sometimes needeq e (2) to iransfer, it

of the faii, She staled SRNA #1 came to ge! her i
to let her know the resldent was on the floor and
wnen ghe assessed the rasicdent she noted the

resigent's right lag was shorter and turned out ;
and sne immediately contactad the Fhysiclan ang ;

the ambulance. She said she thought the !
[

care plan It stated one {1} to two (2) with ;
fiurses on the fioor reviawad the Nurse Aide Care |
Plans eacn Sunday for any ravisions needed and !
Pian In the past but dic not notica tindicat=d one !
{1) to two (2) for transfers. Sha giated if a

would be safer to ensure two {2) stafl ransferred
the resider: at all imes. :

Interview with SRNA #3, on 05/30/13 2t 216 PM.
revealed they uses the Nurse Aige Care Plans, |
WhIzh were kept in a file folder on the cutsige of ¢
the resident's cioset door a5 = reference for care l
including tranafer ‘echnigue. She stated she
fransferred the resldent by herself with a gait beit |
Unigss the resident tols ner she/he would need !
two (2) to transfer her/him that day, She statec if |
the: resicent was tired or if the reslent told her |
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! she may need heip, she would get somecne else i
to assist with the transfer. Continued Interview
revealed she had trained SENA #7 on how to

transfer Resident #1 and had specified e , |
resident could be transferrac with ane {1)persor | : ,
and & & gait belt, but also warned her if the ! i ?
resident stated she/he would need more help, the i
resident should be fransferrad with (we (2) staff, |

Interview, on 05/30/13 at 2:00 PM, with SRNA £2 !
revealad she would sometimes transfer Resident : ’
#1 by herself with a gait belt' however,
sometimes she would nead two {2) to transfer the i
regident. She indicated she relied on the residen! !
- to et her know when lwo (2) staff members were
' needed for the transfer. The SRNA stated, if the |
. resident saic that ahe/he needed two (2) peonle
o if the resident said " [/ help you If | can”, she

would get someone else to heip with the transfer, |
' Contlnued interview revealed it would be sa‘er for ;
this resident to always have wo (2) to transfer. |

[nterview with SENA #4, on 05/30/73 at 2.24 P,

revealed the resigent required two (2) to transfer:
i i however, sometimes she would tranafer har/fam

Dy herseli. She statad sometimes the resident
- did not helo with the fransfer and raguired two (2} i

to asslst from the bed to Ihe wheelchair, She

further siated transferring the residen! from the
- wheeichair to bed dependad on the resident's !
~ability, beeause sometimes the rasident was Falf | i

asieep, She stated the resident would (et you
- know when she/he needed more help,

! Interview, on U5/31/13 at 12:10 PY, with SRNA
| | #6 revesled there was Usually two (2) needec to
. asslst Resident #1 out of bed and one (13 needed | ‘
to transfer the residen! from the wheelrhair 1o the | :
bed. Continued irterview revealed the residen’'s |

" ability to transfer depended on how tired the ! I

STATE FORM i 134N 1 eprlinumign gheal 1ol 132
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TAR i REGUIATORY OR LES DENTIFYING INFORIMAT I0p; TAIF CROBS-REFERENCER 7D THE ARPROPRIATE DATE
DEFICIENSY) :

| resident was, Centinued interview revealed she
knew the rasident would be tired on Tuesdsays '
after sitting up & long time (o get her/his hair done i
at he beauty shop and she would get someone to

assist har to transfer Reslder: #1 from the ! '
- wheelchair to the bed. : 7

— P
N 218" Cantlnued From page 11 i ng)gf{,{ Mﬁ%d/@%&

|

interview, cn 05/31/13 at 1:15 PM, with the MDS
Nurse. revealed she had completed the MDS and

: the Care Pian for Resident #1, She stated ghe

" coded the residants for the most dependent on i
the MDS. She further stated, priorto compigting | i
' the Cars Plans she interviewed the SRNA's as 1o £
now many staff it took to transfer the residen: ang ! !
was told sometimes one 11! person and i ;
sometimes two (2) deperding on how the ! !
résident was doing that day. Continued interview
revealed i the residen: was participating in the |
transfer i would only reguire 0ns (1) person to ’
H

| asslst. The MD3 nurse stated, she also went by |
the Activities of Daily Living (ADL) tracker witior |
; was complelad by her after she Interviewed the | ‘
" staff abous the resident's abiiity for ADL's when |
; completing the Care Plans. She stated she noted | i
. the ADL tracker for the seven {7) day sasessmen:|
period in Apri! D13, revealed the resldent was '
coded for needing twe (2) to transfer each day, | ! ;
howeaver, thoughl the resident was anly needing ' :
two (2} to transfer gt that time Becauee ihe i |

resident was experlancing a Urinary Tran i
(nfection, and would not always need twe (2) to | :
transfer. Continued Interviaw reveaied the MDS !
Assassment wes o guide tive Care Fian, and she
should have care planned the resident for two (2) i

. &ssist for rarsfers. ;

- Interview, on 05/31/13 at 1:42 PN, with the
Director of Nursing revealed all the traisiag

; Including transfers was done by the SRNA's for ,

new SRNA's on hire ang new SRNA's recaiveg gt | i:

STATE FORM a0 138K ki soniralon shaey 12 of 13
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. least three (3) twelve (12) hour shifts working with | -~
Fancther SRNA on the floor befors working by :
themseives. She stated the facility fail i
- investigatien indicated the root cause of Residen; |
#1's fall was that ner/nis knees gave out. She i
| stated prior to fhis fall there was no indication any - i
~other intervantion was needed to prevest falls
because this resident’s |ssl fal was in 2041, | |
Continued interview revealed the SRNA'S kaew '
- the: resldants and knew wher either gne (1) or !
| wo (2) was needed for this resident for transfers. | !
. HMowever, SRNA #1, who transferred ihis resident | !
on 08/22/13, was not as familiar with the resident, ;
- Further interview revealed the MDS was coded |
I for the mos: depandent and the Care Plar was to
. be generated from the MDS and should be
Lindidusiized and spacific, ;

f

i

3TATE FORM L 1AANT I erlincstion simer 13¢i13



€3]

58887 EDGEMONT: 1 PAGE as

o
[0

9

]
[EN)

B7/16/2813 @l:584

Plan of Correction/Allegation of Compliance

F280 Right to Participate Planning Care-Revise CP (sampled resident #1

{Please note if no specific date noted, that interventions done and/or were tepeated shall be considered as
completed as of date of compliance listed at end of tag POC).

#1- Resident no longer residcs at the facility, R] was admitted 1o hospital during ammual survey being
conducted. and was dischiarged bhefore complaint survey the following week, May 30, 13. ( Facility liad
implemented changs in carc plan, had im-serviced staff member involved- along with other nursing seaft
after incident which was prior to complaint survey initiated). R1 nor responsible party attended care plan
meetings cven though invited, but did discuss goals/wishes other times. Both RT and resp. party’s goal was
for resident to remain as i ndependent as possible, and fecility provided interventions for keeping resident at
highest level of fen while also addressing safety concerns/risks. Along with having no previous lisiory of
falls from transfers, care plan interventions include number of staff, physical/psychososial/mental risk
factors, strengths/weaknesses, and there were no significant changes in resident’s condition priar to
fall/discharge. (FYl-other fractures as mentioned i 2567, oceurred prior to placement at Tagility, R1's
statement regarding hew fell had to referring to svents/placement prior to this facility as statement made Uy
R1'5 fall did not occur in way described to surveyor). In addition the 2567 did note other Care
plang/assessiments performed revealed that resident was to be transferred with 1-2 assist, &1 had a lift chair
and used oue transfer most of day except may use 2 regardless based on either the staff member or R1.CP
already included for 2assist hased on various other conditions for staff to use if needed hased on the staff/
RT's condition (was able to vocalize if axtes tired/pain‘etc). 1id not change coding as RAI guidelines are to

code highest level of staff used {we have two 12 lir shifts/day) regardless of reason as wel] as d ischarged
before needing amended MDD,

#2- Residents with high risk for falls with variahle numbher of assistance needed for transfers have potential
to be affecred by said practice. Wo other residents werc identified as being affected fron said practice. This
was assured when at feast 16 care plans and transfers were reviewed/monitored by state survevors/IDT
team along with reviewing residents that had high risk for falls/with many of those residents |-2 staff /had
previous falls during annual survey (same week as occurrence of sampled resident week of incident) that
resulied in no findings of assessments/carc plans/transfers, ete. In addition, 1DT team reviewed
assessments/ care plans of residents who were at high risk for falls'had %lls along with being coded as 1-2
staff assistance to assess if any changes necded to be made, No other residents were affecied by said
practice as of coinpliance date. *During annual survey, transfers, care plans and assessmenis for ualtiple
people were also reviewed with no deficient practices noted, even with staff inember #1 along with
multiple other staff/residents.

#3/4

Interdisciplinary team in-serviced by Administrator/D.O.N on 5/31/13 after survey exit to identify residents
at high risk/ with recent falls to compare assessments against care plans to assure accuracy of information
by reviewing assessments against care plans, ete for those coded as liaving had falls/ligh rigk Tor falls and
care planned as resident needing 1-2 for transfers, DT team initiated process starting that evening and
completed as of compliance datc. Shall continue to review/change information with other residents ongoing
with any change of condition, after falls, and when residents’ RAJ process is due. Even for those residems
hot as described above with special cireumstances, fig: high visk for falls but have not bad ey, stage only
Highest level number of staff members needed for transfer, erc j. In addition to the RAl/care plans assessed
for sampled residents that surveyors revicwed, Care Plan team assured those Assessment and Care Plang
updated/reviewed, included interventions for accuracy to ensure they adequarely meet the neads of the
residents as of 6/3/13, and ongoing when due with RAI Pprocess, significant change condition, or has g fall.
Facility shall continue to discuss at moming clinical meetings any falls from previous business day along
with weekly QI meetings, that includes both the .D.T team as well as therapy. Plan of Care/charts are
brought in for review and any changes needing to be made will be documented or weekly clinical meeting
logs for internal QA process. (DON signature on MDS assessments shall be ysed during this 60 days »s
assuring monitoring for accuracy of ADL/transfer/interventions are correct as well vy, just to show
completion datc being dong timely?,

.
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Director of Nursing/Physical Therapy Services in-serviced/refu-serviced nursing staff (CNA's, KMA's, and
Nurses) regarding transfers with gait belts with return demonstration performed on 5/29/13 and after survey
exit on 3/31/13, and again on 6/3/13, "This included safe/proper lowering of resident to floor and to vse
miore than one staff member regardless if uncertain bascd on resident needs regardless of care plan or i
different than normal need of assistance (io: appearing lethargic, change in normal behavior, ete). CNA as
noted in 2567, deinongtrated safe transfers and knowledge of resident’s care based on their
conditions/lnowing to review CNA care plans both after incident occuired along with in-serviges given
after date of survey exit. (all done prior to daie of cennpliance for nsg staff regarding monitoring transfers)

At least 12 residents have had their Assessments checked along with Care Plans as of compliance date, In
addition to when MDS/ Care Plans being updated/reviewed, including interventions, with RAT process as
noted when due on calendar for completion as well as when a significan: chiange in condition/fall, and with
weekly clinical meetings for falls identified ongoing with DON/DT to assist with documentation updates
in plan of care,

Admisistrator/designee shall be preseni during weekly clinical mectings and review that recommendations
are docuinented on weekly basis during clinical meetings times 60 davs Lo ensure corrgliance/corrections
are donc to maintain compliance. Shall repeat in-servicing or other measures as deeined appropriate to staff
if any concerns are noted regarding non-compliance.

QA- Fall and Care Plan Policies reviewed and dated, Regulations for F280/323, interventions, survcy
issucs were reviewed /discussed on 6/3/2013) by QA team /Medical Director and documented on QA

- attendance log with information discussed /reviewed, An additional QA follow up meeting was sct 10
review checklists, assuring compliance with interventions based on scope/severity on 6/12/2013 which
included information from annual survey that had no actual harm and additional tags at that iime. (but 17
QA meeting on 6/3/2012 satisfied requirement prior to compliance date)

Audits and concerns with Qlinonitoring shall be discussed at next scheduled Qf meeting to review
outcomes as listed above and address any ongoing issues in addition to the weekly QI audits,

Date of Compliance: 6/4/2013
Person Responsible: Director of Nursing

Plan of Correction/Allegation of Compliance for F323 Free of Accident Hazards/Supervision/Devices
Sampled Resident- | #1

#1- Sampled resident R1- no longer resides in facility, was discharged prior to survey entrance. Care plan
was updated after incident regardless in anticipation prior to being notified of discharge or cven complaint
survey. R| also had a lift reclining chair when normally trangferred to from wic with one assist which is
when this event occurred. Also, SRNA #1 was oriented and had transferred R on numerous occasions
including entire day of assisting with lowering to floor during state annual survey,

SRNA#I monitored and observed during resident care as of 5/23/13. Physical Therapy Services in-
serviced/rein-serviced SRNA #1 individually regarding return demonstration stand/pivot transfers with gait
belt use and proper technique on: 5/29/13 and 5/31/13, and 6/3/13 in addition to in-services given to
nursing staff (CNA's, KMA s, Nurses).

#2-~ All residents with high risk for falls have potential to be affected by said practice. No residents
ientified have been affected by said practice by reviewing falls/incidents/hazards/supervision during
morning mceting since date of compliance and reviswinpg/monitoring resident transfers/assessments/cere
plans/staff supervision along with reviewing all the assessments against care plana as noted in the F280
POC regarding care planning/assessinents roviewed,
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#3/4-Interdisciplinary team in-serviced by Adniinistrator/D.0.M on 5431713 afier sarvey exit to identify
residents at high risk/ with recent falls 1o comparc assessments against care plans to assure accuracy of
intormation by reviewing assessinents against care plans, eic for those coded as having had falls/high risk
for falls and care planned as regident needing I-2 for transfers. DT team initiated process starting that
evening and completed as of compliance date. Shall continue to review/change information with other
residents ongoing with any change of condition. after falls, and when residents” RAI process is duc. Even
Jor those residents not as described above with special circumstances, fie: high risk for falls but have not
had any, state only ighest level number of staff members needed Jor trangfer, ere ). Tn addition to the
RAl/care plans assessed for sampled residenrs that surveyors reviewed, Care Plan team assured those
Asscssinent and Care Plans updated/reviewed, included interventions for aceuracy to gnsure they
adequately meet the needs of the residents as of 6/3/ 13, and ougoing when due with RAI process,
significant cliange condition, or has a fall. Facility shall continue o discuss at morning ¢lirical meetings
any falls from previous business day along with weekly QI meotings, that includes both the 1.D.T team as
well as therapy. Plan of Care/charts are brought in for review and any changes needing to be made will be
documented on weekly clinical meeting logs for internal QA process. (DON sighature on MDS
asscssments shall be used during this 60 days as assuring mon itoring for accuracy of
ADL/transfer/interventions are correct as well vs, Just to show completion date being done timely},

Director of Nursing/Phvsical Therapy Services in-serviced/rein-serviced nyrsi ng staff (CNA's, KMA’s, and
Nurses) regarding transfers with gait belts with return demonstration performed on 5/29/13 and after survey
exit on 5/31/13, and again on 6/3/13. This included safe/proper lowering of resident to floor and to use
more than one staff member regardless if uncertain based on resident needs regardless of care plan or if
different than normal need of assistance (ie: appearing lethargic, change in normal behavior, ete), CNA as
nowed in 2367, demonstrated safe transfers and knowledge of resident’s carc hased on their
conditions/knowing to review CNA care plans hoth after incident accurred along with in-services given
after date of survey exit. (all done prior to date of compliance for nsg staff regarding monitoring transters)

At Teast 2 residents liave had theit Assessments checked along with Care Plans as of complisnce date
(which gre residents with high risk/had falls/and noted as using 1.2 with transfer assist, In addition to when
MD3/ Care Plans being updated/reviewed, includi ng interventions, with RAI process as noted when due on
calendar for completion as well as when a significant change in condition/fall, and with weekly clinical
meetngs for falls identified ongoing with DON/IDT to assist with documentation updates in plan of care,

Administrator/designee shall be present during weekly clinical meetings and review that recommendations
are documented o weekly basis during ciinical meetings times 60 days ta ensure compliance/corrections
arc done to maintain compliance. Shall repeat in-servicing or other measures as decmed appropriate to staff
if any concerns are noted regarding non-comypliance.

QA- Fall and Care Plan Policics reviewed and dated, Regulations for F280/323, interventions, iurvey
issucs were reviewed /discussed on 6/3/2013) by QA team /Medical Director and documented on QA
attendance log with information discussed /reviewed. An additional QA follow up meeting was set to
review cliecklists, assuring complianee with interventions based on scope/severity on &/12/201% which
included information from annual survey that liad no actual harm and additional tags at that time. (but I°
QA meeting on 6/3/2012 satisfied requirement prior to compliance date)

Audits and concerns with QI monitoring shall be discussed at next scheduled QI mecting to review
outcomes as listed above and address any ongoing issues in addition to the weekly Q1 audits

Date of Compllance: 6/4/13
Responsible: Administrator/ Director of Nursing
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Plan of Correction/Allegation of Compliance
NI92 Right to Participate Planning Care-Revise CP (samipled resident %1
{Plcase note if no specific date noted, that interventions done and/or were repeated shall be considered as

completed a5 ol date of compliance listed at end of tag POC),

#1- Resident no Tonger resides at the facility, R1 was admitted to hospital during annual sutvey being
conducted, and was discharged before complaint survey the following week, May 30, 13, {Facility had
implemented change in care plan, had in-serviced staff member involved. along with other uursing staff
after incident which was prior to complaint survey initiated). R1 nor responsible party attended care plan
ineetings even though invited, but did discuss goals/wishes other times. Both R) and resp. party's goal was
for resident to remain as independent as possilile, and facility provided interventions for keeping resident at
highest level of fen while also addressing safety concerns/risks. Along with having no previous history of
falls from transfers, care plan intepventions include number of staff, physical/psychosocial/mental risk
factors, strengths/weaknesses, and there were no si gnificant changes in resident’s condition prior 1o
fall/discharge. (FYl-other fractures as mentioned in 25G7, oceurred priot to placement at facility. R1's
statement regarding how fell had to referring to events/placement prior to this facility as statement made by
R.1"s fall did not oceur in way described to surveyor). In addition the 2567 did note other Care
plans/assessmients performed revealed that residont was to be trausferred with 1-2 assist. R1 hiad a lift chair
and used one transfer most of day exceptimay use 2 regardless based on either the staff member or R1.CP
already included for 2assist based on various other conditions for staff 1o use if needed based on the stafi’
R1's condition (was alile to vosalize if extra tired/pain‘etc), Did not change coding as RAJ guidelines are to
code highest level of staff used (we have two 12 hr shifts/day) regardless of reason as well as discharged

before needing amended MDA,

#2- Residens with high risk for falls with variable number of assistanee needad for transfers have powential
ta be affected by said practice. No other residents were identified as being affected from said practice. This
was assured when at least 16 care plans and transfers were reviewed/monitored by swie surveyvors/ 10T
team along with reviewing residents that had high risk for falls/with inany of those residents -2 staff /had
previous falls during annual survey (same weelc as occurrence of sampled resident weelc of incident) that
resulted in no findings of assessments/care plans/transfers, cte. In addition, 1DT team reviewed
agsessments’ care plans of residents who were at high risk for falls/had falls along with being coded a5 1-2
staff assistance to assess if any changes needcd to be made, No other residents were affected by said
practice as of compliance date. *Duri ng annual survey, transfers, care plans and assessiments for multiple
people were also reviewed with no deficient practices noted, even with staff member #] along with

mnultiple ether staff/residents,

#3/4
Interdisciplirary team in-serviced by Administrator/D.ON on 5/31/13 after survey exit to identify residents
at high risk/ with recent falls ro compare assessinents against carc plans to assure accutracy of information
by reviewing asscssments against care plans. ete for those coded as havin g had falls/high risk Tor falls and
care planned as resident needing 1-2 for transfers. IDT team initiated process starting that evening and
tompleted as of compliance date. Shall continue to review/change information with other residents ongoing
with any change of condition, after falls, and when regidents’ RAI process is due. Even for thuse residents
ol a3 described ahove with special clreumstances, (1e: high risk for falls but heve not had any, stale only
Algkast level number of staff members needed fiv fransfer. ete ). In addition to the RAl/care flans assesged
Tor sampled residents that surveyors reviewed, Care Plan team assured those Assessiment and Care Plang
updated/reviewed, included interventions for accuracy to ensure they adequately meet the needs of the
residents as of 6/3/13, and ongoing when dug with RAT process, significant change condition, or has a fall,
Facility shall continue to discuss a¢ motning clinical meetings any falls from previous business day along
with weekly QT meetings, that ingludes koth the I.D.T team as wel] as therapy. Plan of Care/charts are
brought in for review and any changes needing to be made will be documented on weekly clinical meeting
logs for internal QA process, (DON signature on MDS assessments shall be ysed during this 64 days as
assuring monitoring for accuracy of ADLtransfer/interventions are corregt as well vs. just to show
completion date being done timely), ‘
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Directar of Nursing/Phvsical Therapy Services in-sarviced/reinsserviced nursing staff {CNA's, KMA s, and
Nurses} regarding transfers wiih gait belts with return demonstration performed on 5/29/13 and afler survey
exit on $/31/13, and again on 6/3/13. This melnded sate/proper lowering of resident to floor and to use
more than one staff member repardless if uncertain hased on resident nceds regardless of care plan or if
different than normal need of assistance (ie: appearing icthargic, change in normal behavior, cte}, UNA as
noted in 2567, deinonstrated safe ransfers and knowledge of resident’s care based on their
conditions/knowing to review CNA care plans both after incident occurred along with in-services given
afier date of surveyv exit. (all done prior to date of compliance for nsg staff regarding monitoring transfers)

At least 12 residents have had their Asscssments cliecked along with Care Plans as of compliance date. In
addition ta when MDS/ Care Plans being updated/reviewed, including interventions, with RAI process as
noted when dug an calendar for completion as well as when a gignificanz change in condition/fall, and with
weekly clinical meetings for falls identified engoing with DON/ADT to assist with documentatian updares

in plan of care,

Administrator/designee shall be present during weeldy clinical meetings and review that recommendations
are cdocuinented on weekly basis during clinical meetings times 60 days to ensurc compliance/correciions
are done 1o ngintain compliance. Shall repeat inwservicing or other measurcs as decined appropriate to stafT
if any concetns arc noted regarding non-compliange.

QA- Fall and Care Plan Policies reviewed and dated, Regulations for F280/323, interventions, survey
issues were reviewed /discussed on 6/3/2013) by QA teary /Medical Director and documented on £3A
attendance log with information discusscd /reviewed. An additional QA fellow up meeting was set to
review cheeklists, assuring compliance with intervantions based on scope/severity on 6/12/2013 which
included information from annual survey that liad no actual haimn and additional tags at that time, (but 1™
QA meeting on 6/3/2012 satisfied requirement prior to compliance date)

Audits and concerns with QI monitoring shall be discussed at next scheduled {21 mecting to review
outcoines as listed above and address any ongoing issues in addition to the weckly QI audits,

Date of Complisnce: 6/4/2013
Person Responsible:  Director of Nursing

Plan of Correction/Allegation of Compliance for N219 Free of Accldent Hazards/Supervision/Devices
sampled Resident- R 1

(FPlease rote if no speeific date noted, that interventions done andlor were repeated shall he considered as
completed as of date of compliance listed at end of tag POC,

#1- Sampled resident RI- no longer resides in facility, was discharged Prior ta survey entrance. Care plan
was updated after incident regardless in anticipation priof to being notified ol discharge or even complaint
survey. R1 also had a lift reclining ckair when nonnally transferred o from wic with one assjst which is
witen this event gcourred, Also, SRNA #] was orient=d and had translerred R1 on numerous oceasions
including entire day of assisting with lowering to floor during state annyal suTVEeY,

SRNA#| menitored and obscrved during resident care as of 5/23/11, Physical Therapy Services in-
serviced/rein-serviced SRNA #1 individually regarding retupn demonstration stand/pivot transfers with gait
belt use and proper teahnique on: 5/29/13 and 5/31 /13, and 6/3/13 in addition to in -services given to
nurging staff (CNA's, KMA's, Nurses),

#2- All residenty with ki ghrigk for falls have potential to be affected by said practice, Mo residents
identificd have been affested by said practice by reviewing falls/incidenl’sf’hazﬂrdsr'supervisicm during
morning meeting since date of compliance and reviewing/monitoring resident transfers/asscssments/care
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plans/stalf supervision along with reviewing all the assessments Against care plans as noted in the F280

POC regarding care planning/assessmients reviewed.

#3/4-Interdisciplinary team in-serviced by Administrator/D.O.N on §/3 1713 after survey exit to identify
vesidents at high risk/ witly recent falls to compare assessments against care plans to assure acguracy of
information by reviewing assessiments againss care plans, et for those coded as liaving had fallsigh risk
for falls and care planned as resident needing 1-2 for transfers. IDT team in itiated process starting that
evening and completed as of compliance date. $hall continue to review/change information with other
residents ongoing with any change of condition, after falls, and when residents® RA1 process is due. Lyen
Jor those residents not as descrijed ubave with special circumstances. fie: Righ risk for fafls but have not
had any. state only highest level number of stf¥ members needed for transfer, etc i, In addition to the
RAl/care plans assessed for sampled residents that surveyors revicwed, Care Plan team assured thosc
Assessinent and Care Plans Updated/reviewed, included imterventions for accuracy to ensure they
adequarely meet the needs of the residents as of 6/3/] 3, and ongomg when due with RA| process,
significant change condition, or has 3 fall. Facility shall continue to discuss at morning clinical Mestings
any falls from previous business day along with weekly QI meetings, that includes both the LT toam ag
well as therapy. Plan of Cate/charts are brought in for review and any changes neadi fngto be made will he
documented on weekly clinical meeting Togs for internal QA process. (IDON signaturs on M3
assessments shall he used during this 60 days as assuring monitoring for accuracy of
ADLAranser/interventions are correct as well vs. just to show completion date being dore timely),

Director of Nursing/Physical Therapy Scrvices in-serviced/rcin-serviced nursing staff (CNA s, KMA s, and
Nurses) regarding transfers with gait belts with return demonstration performed on 5/29/13 and afrer survey
exiton 5/31/13, and again on 6/3/13. This included safe/proper lowering of resident to floor and to use

noted in 2567, deimonstrated safe trangfers and knowledge of resident’s care based on their
conditions/knowing to review CNA care plans both aficr incident oceurred along with in-services given
after date of survey exit, (all done prior to date of compliance for nsg staff regarding monitoring transfars)

At least 12 residents have had their Assessiments checked along with Carc Plans as of compliance date
(which are residents with high risk/had falls/and noted as using 1-2 with transfer assist, In addition to when
MDS/ Care Plans being updated/reviewed, including interventioms, with RAJ process as noted when due an
calendar for completion as well as when a significam change in condition/fall. and with weekly clinical
mieetings for falls identified ongoing with DON/ADT to assist with documentation updates in plan of care.

Administrator/designec shall be present during weekly clinical meetings and revigw thy recommendations
are documented on weekly basis during clinjcal meetings tines 60 days to ensyre compliance/corrections
are done to maintain compliance. Shall repeat in-servicing or other measures us deemed appropriate to staff
if any concerns are noted regarding non-compliance.

QA- Fall and Care Plan Policics reviewed ang dated, Regtilations for F280/323, interventions, SrvVey
ISSUCE wore reviewesd Adiscussed on 6/3/2013) by OA team Medical Director and documented on QA
attendance log with information discussed /reviewed, An additional QA foljow Up mceeting was sot to
review checklists, assuring compliance with ; nierventions hased on scope/severity on 6/12/2013 whiel,
included information from annuel survey that had no actual harm and additional 1ags at that time, (hut 17
QA mecting on 6/2:2012 satisiied requirement priov to compliarce date)

Audits and concers with QI monitoring shall be discussed at next scheduled QT mecting to review
outeomes as listed above and address any ongoing issties in addition to the weekly QF audits

Date of Compliance: 6/4/13
Responsibile: Administrator/ Director of Nursing



