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F 000 | INITIAL COMMENTS F 000 Disclaimer:
| An Abbreviated Survey was initiated on 12/15/15 g‘gﬁ“‘fg Healthcare of Hart
ty does not believe and does
and concluded on 12/30/15 to investigate not admit that any defi
any deficlencies
complaint KY24148. The Division of Health Care existed cither before, during or
substantiated the allegation with Immediate after the survey. The Facility
Jeopardy identified on 12/16/15 and determined reserves all rights to contest the
to exist on 11/06/15 at 42 CFR 483.20 Resident survey findings through informal
! Assessment (F280 and F282) at a scope and dispute resolution, formal appeal
severity of a "J"; and, 42 CFR 483.26 Quality of proceedings or any sdministrative

Any deficiency stalem

LABORATORY DIRECT,

Care (F323) at a scope and severity of 2"J".
Substandard Quslity of Care was also identified
at 42 CFR 483.25 Quality of Care (F323). The
facility was notified of the immediate Jeopardy on
1216/15.

On 11/08/15 at 2:30 PM, Resident #1 susiained a
fall during the process of being transferred from
the wheelchair to a shower chair. it was
determined Certified Nursing Assistant (CNA) #4
failed to utilize a Galt belt (a device used to
transfer people from one position to ancther, from
one thing to another or while ambulating people
that have problems with balance} as care planned
and the facility failed to revise the resident care
plan to twe person assist with transfers per the
Minimum Data Set assessment. Resident #1
sustained a head injury and a skin tear that
required the immediate transfer to a hospital for
evaluation and treatment. Review of the
Emergency Room Physician and Nursing note
documentation, dated 11/06/15, revealed

i Resident #1 was diagnosed with a large

| hematoma (collection of blood under the skin due
to ruptured blood vessels) to the right side of the
head and multiple areas of bleeding within the
brain. The resident was placed on comfort
measures only; due to the significant bleeding in
the brain and was returned to the nursing facility

|
i
|

or legal proceedings. This plan of
correction is not meant to establish
eny standard of care, contract
obligation or position and the
Facility reserves all rights to raise
all possible contentions and
defenses in any type of civil of
criminal claim, action or
procecding, Nothing contained in
this plan of correcticn should be
considered a5 8 waiver of any
potentially applicable Peer
Review, Quality Assurance or self
critical examination privilege
which the Facility does not waive
and reserves the right to assert in
any administrative, civil or
criminal claim, action or
proceeding. The Facility offers its
response, credible allegations of
compliance and plan of correction
as part of its ongoing efforts o
providc quality of carc to
residents.

PRAVIDER/SUPPLIER REPRESENTATVE'S SIGNATURE

(X6) DATE

XA minisheatac

program participation.

not & plan of correction |8 provided. For nursing homes,

rsing homaes, the findings-stated above gre disclosable 90 days
the abova findings and plans of corection re disclosable 14
are made avallgble to the facility, If deficiencies are cited, an approvad plan of correction is requisite to continued

FORM GMS-2567(02-88) Previous Verslons Obsolete

Event ID:6CYDN

Facility 10 100662

If continuation sheet Page 1of 77

X2 EhAdie

ending with an asterisk (*) denotes @ deficiency which the institution may be excused from comeeting providing 1 ls determined that
other safeguards provide sufficient pretsction to the patients. (See instructions.) Except for nui
following the date of survey whether or
days following the data these documents



Feb. 3. 2016 12:19PM

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

No. 1743

P. 8/83

PRINTED: 01/15/2016
FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETED
Cc
185381 U 12/30/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1505 SOUTH DIXIE STREET
SIGNATURE HEALTHCARE OF HART COUNTY REHAB & WELLNE HORSE CAVE, KY 42749
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TaG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG °R°SS'REFERES§’,§,2,$ g\tl)E APPROPRIATE DATE
F 000 | Continued From page 1 F OOD! BF-zggents Affected: '/ S ‘/ w‘e
at 5:30 PM on 11/06/15 from the Emergency \  Due to the expiration of Resident #1, no
Room. On 11/07/16 at 2:00 AM, Resident #1 was . comrective actiop could be made.
without respiration and heart rate and was
pronounced deceased; eleven and one-half (11 Residents Potentislly Affected:
&) hours after falling in the shower rgom, Residents who have the potential 1o be
affected by the same deficient practice
The facility provided an acceptable Allegation of Pl . .
Compliance (AOC) on 12/22/15 which alleged pacte i L
removal of the Inmediate Jeopardy on 12/22/15. .
The State Survey Agency verified Immediate S;Edeg gi;%ﬂ)gy%gg;?ﬁ
Jeopardy was abated on 12/22/15 as alleged conducted by th Unit C’o ordinators and
prior to exit on 12/30/15. The scope and severity Directar of Nursine comparine the
was lowered to a "D" at F280, F282, and F323 documented transfgr muli:r;?%ach
while the facility implements and monitors the resident in the facility with staff
Plan of Correction for the effectiveness of interviews to ensure consi
systemic changes and quality assurance, between the rasidant asses;;yt. the
F 280 | 483.20(d)(3), 483.10(k)}(2) RIGHT TO F280] e Plon and the CNA Care Plan
88=J | PARTICIPATE PLANNING CARE-REVISE CP related to the resident’s actual need.
The resident has the right, unless adjudged Dased on these audls, change withe
incompetent or otherwise found to be and CNA Care Plans by the Unit
incapacitated under the laws of the State, to Coordinators. The su¥ts Fthese fests
participate in planning care and treatment or oorb . d r:h MD thlese J:;'I
changes In care and treatment. ﬁﬁ:gmc:t@;mg& é?n
A comprehensive care plan must be developed quarterly for three (3) quarters, unless
within 7 days after the completion of the the QAPT Committee makes changes to
comprehensive assessment; prepared by an the frequency and/or continuation of the
interdisciplinary team, that Includes the attending testing. , ,
physician, a registered nurse with responsibility Daily, the “Stop and Watch” program is
for the resident, and other appropriate staff in reviewed by the Charge Nurses 2nd
disciplines as determined by the resident's needs, Unit Coordinators to identify residents
and, to the extent practicable, the participation of who mey have had a change in leve] of
the resident, the resident's family or the resident's assistance with fransfers.
legal representative; and periodically reviewed Deily, Monday through Friday, falls ere
and revised by a team of qualified persons after reviewed by the Interdisciplinery Team
each assessment, in the morning meeting for reot canse
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F 280 Continued From page 2 F 280 apalysis. This team includes the
Administrator, Director of Nursing,
Aasst, Director of Nursing, Unit
Managers, MDS Coordinator, Staff
Development Coordinator and others at
This REQUIREMENT is not met as evidenced . therequest of this team. By performing
by: . this task, the facility can help to identify
Based on observation, interview, record review which residents may havs the potential
and review of the facllity's policy and the Resident to be affected by the same deficient
Assessment Instrument (RAI) Minimurmn Data Set practice. [
(MDS) Manual, it was determined the facility i
falled to ensure resident care plans were revised Systemic Measures:
after assessments determined residenis neaded Audits were conducted on December
additional assistance with fransfers for one {1) of 31, 2015 and daily Monday through
six (6) sampled residents (Resident #1). (Refer Friday by the Unit Coordinators and
to F323) Assistant Director of Nursing,
comparing the documented transfer
Resident #1 fell, on 11/06/15 at 2:30 PM, during status of each resident in the facility
the process of being transferred from the with staff interviews to ensure
wheelchair to a shower chalir by Certifled Nursing consistency between the resident
Assistant (CNA)#4. Resident #1 sustalned a assessment, Care Plan and the CNA
head injury requiring the immediate transfer fo a Care Plan telated to the resident’s actual
hospital. Review of the Emergency Room need. Based on these audits, changes
Physician and Nursing note documentation, dated will be made if needed in residents’
11/06/15, revesled Resident #1 was diagnosed Care Plans and CNA Care Plans by the
with a large hematoma (collection of blood under Unit Coordinators. These andits will be
right side of the head and multiple areas of QAPI meetings for three (3) months,, |
placed on comfort measures only; due to the valess the QAPI Committee makes
significant bleeding in the brain and was returned changes to the frequency and/cr
to the facility at 6:30 PM on 11/06/15. On continvation of the observations.
11/07/15, Nursing documentation revealed Daily, Monday through Friday, falls are
Resident #1 was without respiration and heart reviewed by the Interdisciplinary Team
rate at 2:00 AM and was pronounced deceased; in the moming meeting for root cause
eleven and one-half (11 }2) hours after falling in analysis. This team includes the
the shower room. Administrator, Director of Nursing,
Review of Resident #1's Quarterly Minimum Data Asst. Director of Nursinig, Unit
Set (MDS} assessment, completed on 10/07/15
SORM CMS-2567(02-83) Previous Versiona Obsclete Event ID:6CYDNM Facility |D: 100652 If continuation sheat Page 3 of 77
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F 280 Continued From page 3 F 280 Managers, MDS Coordinator, Staff
and review of Resident #1's Activities of Daily f Development Coordinator and others at
Living needs docurnentation, completed by the ! the request of this team. During this
nursing assistants, dated 10/28/15-11/04/16 and i meeting, the CNA Care Plans and
11/01/15-11/07/16 revealed Resident #1 required | Comprehepsive Care Plans are
the extensive assistance of two during transfers. reviewed and updated as needed by
However, review of the resident’s plan of care Licensed Nursing Staff.
revealed the care plan had not been revised and Newly hired staff receive competency
indicated one person assist. skills evaluation during orjentation by
the Staff Development Coordinator,
The facility's failure to have an effective system in which includes use of gait belt for
place, {0 ensure care plans were revised for transfers. A 100% scors must be
residents with a history of falls has caused or is attained by each staff member.
likely to cause serious injury, harm, impairment or
death. Immediate Jeopardy was identifled on Monitoring Measures:
12/16/15 and determined to exist on 11/06/15. QAP]I meetings were held on Japuary 5,
The facility was notified of the Immediate 2016, January 7, 2016, January 14,
Jeopardy on 12/16/15. 2016, January 19, 2016 and January 27,
These QAP] meetings have included
The factlity provided an acceptable Allegation of and will include evaluation of each
Compliance (AOC) on 12/22/15 which alleged audit or process to determine the
removal of the Immediate Jeopardy on 12/22/45. frequency of an audit or process or, if it
The State Survey Agency verifled Immediate might need to be changed or
Jeopardy was abated on 12/22/15 as alleged discontinued by the QAPI Committes,
prior to exit on 12/30/15, The scope and severity | The Monthly QAPI Committee will
was lowered to a D" while the facility implements | include at & minimum, the Director of
and monitors the Plan of Correction for the Nursing, a physiciar, and three other
effectiveness of systemic changes and quality staff.
assurance. Daily, Monday through Friday, falls are
i reviewed in morning meeting by the
The findings include: Interdisciplinary Team and updates
. . made to the CNA and Comprehensive
Review of the facility's policy regarding Falls Care Plans by Licensed Nussing Staff,
Management, dated January 2010, revealed it The Interdisciplinary Team includes the
was the policy of the facility to screen all residents | Administrator, Director of Nursing,
to identify possible risk factors that may place a Asst. Direct or' of Nursing, Unit
resident at risk for falls, to evaluate those risks, Mansgers, MDS Coordinator, Staff
implement interventions to reduce those risks and ? !
monitor those interventions and modify when
necessary.
ZORM CMS-2587(02-39) Previoys Versions Otsolcte Event \D:6CYD11 Facility iD: 100662 If continuaflon sheet Page 4 of 77
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F 280 Continued From page 4 F 280 Development Coordinator and others at
the request of this team.
The facility did not provide a policy regarding the Findings of the above stated audits will
revision of care plans inferventions; however, be reviewed by the QAPI committee
interview with the Administrator, on 12/15/15 at monthly for three (3) months, then
9:30 AM, revealed the facility staff used the quarterly for three (3} quarters, for
Centers for Medicare and Medicaid Services frequency of ongoing andits or further
' | Resident Assessment Instrument (RA1) Minimum recormmendations and follow-up as
Data Set (MDS) {o direct them in the revision of indicated. The Monthly QAPI
care plan interventions. Committee will include at a minimum,
the Director of Nursing, a physician,
Revisw of the RAI, MDS Manua! 3.0, dated atid three other staff.
10/08/15, Chapter 4, page 4-8 through 4-12,
revealed the comprehensive care plan must be
reviewed and revised periodically, and the
services provided or arranged must be consistent
with each resideni's written plan of care. The
intermediate goals and objectives must be
pertinent to the resident's condition and situation.
The sffectiveness of the care plan must be
evaluated from its initiation and modified as
necessary. Changes to the care plan should
occur as needed in accordance with professional
standards or practice and documentation {signing
and dating entries to the care plan). The
Interdisciplinary Team members should
communicate as needed about care plan
changes.
Review of the closed clinical record for Resident
#1 revealed the facility admitted the resident with
diagnoses of Difficulty Walking, Abnormal Gait,
Muscle Weakness, Abnormal Posture, Sprain
-| Rotator Cuff, Joint Pain, Shortness of Breath and
Osteoporosis. The faclllly assessed the resident
as being at risk for falls on admission.
Review of Resident #1's Quarterly Minimum Data
Set (MDS) assessment, completed on 10/07/15,
revealed the facility assessed the resident
FORM CMS-2567(02-00) Pravious Versions Dbsolete Event ID:6CYD11 Facliity iD: 100882 If continuation sheet Page 5of 77
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F 280

Continued From page 5

utilizing the Brief Interview for Mental Status with
a score of thirteen (13) meaning the resident was
cognitively intact and determined to be
interviewable. The facility also assessed the
resident as needing the extensive assistance of
two with transfers, personal hygiene, and
toileting. The facility assessed the resident as not
steady on their feet and only able 1o stabilize with
staff assistance with maving from a seated to
standing position, walking, moving on and off the
tollet and surface to surface, such as between the
bed and chair or chair to wheeichalr.

Review of the resident’s care plan developed on
05/06/15, with a review date of 08/04/15 and
10/27/15, revealed Resident #1 was at risk for

| falls due to decreased mobility, history of falls,

generalized weakness and antidepressant
medication revealed updated goals and target
dates for 01/2716. The goal stated the resident
would be free of falls within the next ninety-days.
The approaches directed staff o assist the
resident with activities of dally living, keep call
light and personal items within reach af all times,
wheelchair mobility per staff in facility, and keep
walkways free from clutter,

Further review of the care plan, developed on
Q5/06/15, revealed the resident was at risk for
decline of activities of daily living due to
generalized weakness, depression and failure to
thrive. The goal stated the resident would have
improvement of activities of daily living within the
next ninety days. Review of the plan of care
revealed the assistance of two (2) with transfers
and tolleting, bed mobility and ambulation. The
approach for two assist was revised to one assist
on 07/15/18, with transfers, toileting, bed mobility
and ambulation. Additional approaches listed,

F 280
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directed staff to provide the assistance of one (1),
with bathing, personal hygiene and dressing. ‘
However, review of Resident #1°s Quarterly
Minimum Data Set, data 10/07/15, assessed the
resident as needing the extensive assistance of
two (2).

Review of Certified Nursing Assistant (CNA) ADL
documentation, dated 10/01/15 through 10/07/15,
used to formulate the MDE assessment, revealed
under the ADL Self-Performance activity portion
of the assessmenf the resident was assessed to
need extenslive assistance with transfers on
10/02/16, 10/03/15, 10/04/15, 10/06/15, and
10/07/15. Continued review revealed staff
documented the resident required limited
assistance on 10/01/15 and 10/05/15. Further
review of the ADL Support-Provided by staff
documentation revealed, the most support
provided during transferring, over all shifts for the
period of 10/01/15 through 10/07/15, was the
assistance of two staff. However, the resident’s
plan of care had not been revised,

Interview with the Assistant Minimum Data Set
(MDS) Nurse, on 12/16/15 at 4:00 PM, revealed
she attended weekly care plan meetings and if
she identified a change in resident needs she
would revise the residents' plan of care. She
stated she did not input Information into the MDS
assessment form; however, she did review the
documentation made by nursing staff that helped
to formulate the assessment findings. She stated
as part of her MDS responsibility she reviewed -
documentation completed by the nursing i
assistants regarding the amount and type of 1
assistance provided to the resident during |
transfers. She stated the ADL documentation, i
dated 10/29/16-11/04/15 and 11/01/15-11/07/15, |
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revealed Resident #1 required the extensive
asslstance of two during fransfers. However, her
interpretation of the aides' documentation of the
assistance provided and coding done by the MDS
system for the ADL Self-Performance activity and
the ADL Support-Provided by staff did not follow
the rule of three {when an activity occurred mare
than three imes at any one given level, the facility
should code the most dependent level assessed).
She further stated the CNA documentation was
isolated events, in which Resident #1 needed the
extensive assistance of two. Per interview, her
review of the documentation helped to formulate
her decision to not change the resident's plan of
care to direct staff to provide the extensive
assistance of two, even though the MDS
assessment stated the resident required the
extensive assistance of two with transfers.

Interview with the MDS Registered Nurse, on
12/16/15 at 10:26 AM, revealed Residenf #1's
documented assessed need, according to the
10/27/15 MDS quarterly assessment, was for the
extensive assistance of two (2). He staled this
should have been reflected on the plan of care;
however, the MDS team did not revise the plan of
care routinely after a quarterly assessment had
been completed. He revealed the MDS team
members only aided In the formulation of the
admission and an annua! plan of care for
residents. He stated an MDS nurse attended
weekly care plan meelings to add input; however,
nursing staff was responsible for revising resident
care plans if changes were noted during the MDS
quarterly assessment periods. He stated resident
care plans should be revised immediately after a
change in care needs had been assessed. He
stated if care plans were not revised immediately
staff would not have the most current

F 280
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imformation/interventions to meet the needs of the
resident.

Interview with Licensed Practical Nurse #1, on
12/15/5 at 2:15 PM, revealed Resident #1 at
times, due fo not feeling well, required the
extensive assistance of two staff with transfers.
She stated she had not reviewed the MDS
assessment findings that stated the resident
required the extensive assistance of two with
transfers and had not reviewed the care plan to
determine the assistance level documented had
not been revised to instruct staff to provide the
assistance of two during transfers. She revealed
nursing staff could revise resident care plans
when thelr needs changed. Per interview, the
CNAs were provided resident care sheets that
directed them in the care of the residents. The
care sheets were also revised when resident care
needs changed and again monthly when a new
sheet was developed. However, she stated
Resident #1's care sheet had not been revised to
direct staff to provide the assistance of two per
the MDS assessment. Per interview, when
resident needs change the care plan and the
nurse aide care sheet should be revised
Immediately in order for all staff to have the most
up to date care information. If care plans were not
revised then resident care needs would not be
met.

Interview withh CNA #2, on 12/16/15 at 9:14 AM,
revealed at times when Resident #1 would not
feel good or was weaker than usual; It would take
two people to get the resident up and to transfer
to another ¢hair or to the bed. However, she

stated according to Resident #1's nurse aide care |’

sheet, the resident only required the assistance of
one with transfers. She stated if the care sheet

F 280
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did not have the most up to date information staff
would not know the spscific intervention needed
to care for the resident.

Review of the Nursing documentation, dsted
11/06/185, revealed Resident #1 fell in the shower
room at approximately 2:30 PM and sustained a
heed injury and a skin tear {o the right elbow,
Interview revealed the fall occurred during a one
person fransfer.

Interview with the Director of Nursing {DON), on
12/15/15 at 3:15 PM, revealed Resident #1 fell
during the process of being transferred from the
wheelchair to a shower chair, on 11/08M15 at 2:30
PM. The DON stated she had not reviewed the
resident's medical record after the event and had
not determined if the resident had been assessed
to need the exiensive assistance of two duting
transfers. She stated all nursing staff could
revise a resident care plan after an assessment
determined the residents' care needs had
changed. She revealed the nursing aides care
sheet would also be updated immediately after
resident cere needs were datermined to have
changed. Per intervisw, if the plan of care was
not updated immediately the staff would not know
the required needs of the resident and the
appropriate interventions would not be
implemented; which could lead to harm.

The facility took the following actions to remove
the Immediate Jeopardy as follows:

1. On 11/06/15 Resident #1 had a fall in the
facility shower room. The Restorative Nurse
hearing a call for help went to the shower room,
jound the resident on the floor, took the resident's
vital signs, and placed pressure 1o a laceration on

i 280
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the resident's arm. The resident’s vital signs were
taken, neurological status was assessed, and an
ice pack was applied to the resldent's head. The
attending physician and daughter-in-law were
notified. Emergency Medical Services (EMS) was
called for transport and the resident retumed from
the hospital the same day.

. 2. An Investigation was inltiated by the
Administrator and the Director of Nursing (DON)
on 11/06/15. The shower room on the Dogwood
Unit was inspected and a sign was placed on the
shower room door to not use the shower room
until further notice.

3. On 11/06/15 following shift change the DON
educated all day and night shift staff that two (2)
staff would be required in shower rooms for
transfers. There were twenty-seven (27) nursing
staff on on duty on 11/06/15 of the
sixty-seven(67) total staff.

4. On 11/07/15 the Administrator called the House
Supervisor and instructed her to educate the
nursing staff, (28) who worked the weekend, that
going forward two (2) people would be required In
the shower rooms for transfers. Eleven {11)
weekend staff remained {o be trained. There was
no agency staff at this time.

5. On 12/17/156 the Administrator reviewed
ninety-five (85) falls from 06/01/15 to present to
determine if falls occurred in the shower rooms.
Only one (1) fall occurred in a shower room
related to a wheelchair moving. There were no
falls related to resident transfer or gait belt use.

6. On 11/13/15 education was given to nursing
staff by the Staff Development Coordinator {SDC)
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on safety devices, transfers, use of gait belis. The
Charge Nurse, CNA Preceptor, Unit Managers,
DON, and Assistant Director of Nursing (ADON)
were included in the thirty-four (34) nurses
educated by the SDC, New nursing staff recelves
competency skills evaluations that includes gait
belt use,

7. After the fall on 11/06/15 the facility started
reviewing falls in the morning meeting Monday
through Friday for root cause analysis and that
the CNA and comprehensive care plans are
updated. The comprehensive care plans are
updated by nurses. The DON then checks that
the CNA and comprehensive care plans are
updated Menday through Friday. Falls on the
weekend with injury are called to the DON by a
licensed nurse and reviewed. The licensed nurse
updates the care plan and the fall is placed on the
24 hour repart. A shift to shift report is given
between nurses.

8. On 11/24/15 the Quality Assurance
Perforrance improvement (QAPI) committee
met with the Administrator, DON, ADON, Unit
Managers, Maintenance Director, Social Services
Director, Human Resource Director, and
Restorative Nurse Manager. The number,
location, shift of falls were discussed along with
monitoring of transfers to be ongoing. Transfer
assistance documentation was reviewad for
diserepancies. In eddition, falls for 10/01/15
through 10/31/15 were reviewed to look for
further frends,

9. On 12/16/15 ninety-six (96) current CNA care
plans were audited to determine gait belt needs
and transfer assistance by the DON, Unif
Manager, SDC, ADOC, Signature Care

s 4 :-rl_.-Lj
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' 12. On 12117115 the staff was retrained by the
| management staff, who had been educated by

Continued From page 12

Consuitant (SCC), Administrator or Direclor of
Program Development (DPD). The team found
and cotrecled fwenty (20) discrepancies. All
ninety-six (96) CNA care plans werea then
compared to the comprehensive care plans to
ensure the CNA care plan matched for level of
assistance, fransfers and use of a gait belt. Thera
were {43) discrepancies identified at that time and
comrected.

10. On 12/15/15 thirty-nine {39) of thirty-nine (39)
evening and night shift nurses and therapy staff
were educated by the SDC, DON, and SCC to
use gait belts for transfers, checking the CNA
care plans, and two (2) stafl members to be in the
shower rooms for essistance with transfers
except for Hoyer Lift residents or independent
residents.

11. On 121715 the DPD sducated seventeen
(17) interdisciplinary team (IDT) management
team members which included the Administrator,
DON, Unit Managers, Rehab Manager, Business
Office Manager, Medical Records Director, SDC,
MDS Coordinatar, Human Resources,
Maintenance Director, Human Resources,
Environmental Services Director, and Activities
Director on root cause analysis, Gait Belt Policy,
Stop and Watch Process, two (2) persons for
transfers and in the shower room at all times,
updating care plans, and following the care plan.
This was a face to face fraining. A post-test on
gait belt use was administered and a score of
100% had to be reached.

the DPD. Any staff not trained as of 12/18/15

could not return to work until educated and they

F 280
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received 100% on the post-test, If 100% was not
obtained they would be re-educated and re-tested
until they scored 100%. Staff on Family Medical
Leave (FMLA), Medical leave, PRN, or vacation
would not be allowed to return to work until
trained and they received 100% on the post-test.

Beginning 12/18/15 every shift a licensed nurse
or the Regional Rehab Services Manager will
observed three (3) showers on Magnolia and
Dogwood dalily for gait belt use for transfer. Five
(5) nursing or therapy staff will be adminisiered
the galt beit post-test by the Administrater, DON,
Unit Manager, Business Office Manager, Medical
Records Director, MDS Coordinator, Human
Resource Director, Activities Dirsctor, or
Environmental Services Director. The post-test
and re-education will be given until a 100% score
Is achieved.

The Administrator and DON will review post-test
dalily.

13. On 12/16/16 the SDC, DON, Unit Managers,
ADON, and or the SCC began gait belt
competencies, As of 12/21/16 sixty-one (61) staff
had completed the competencies. The facility has
sixty-seven (67) staff members,

14, On 12/16/15 the Minimum Data Set (MDS)
Coordinator reviewed the last MDS assessments
for all ninety-seven (97) residents for their level of
assistance to ensure the CNA and the
comprehensive care plans matched the MDS
assessment, On 12/17/15 the DON, Unit
Manager, SCC, and SDC conducted a second
audit and interviewed varlous staff members to
determine the amount of assistance the
ninety-seven (97) residents needed. This

F 280
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informatton was compared to the MDS coding,
the CNA and comprehensive care plans.
Fifty-three (53) comprehensive care plans and
thirty-four (34) CNA care plans were updated.

15. A QAPI meeting was held on 12/15/15 via
telephone with the Medical Director,
Administrator, DON, Unit Manager, SCC and
DPD to review the fall of Resident #1, the steps to
put In place, incident reports, placing grab bars in
the shower rooms, and staiff education,

16. On 12/17/15 the Administrator notified the
staffing agency that their staff would raceive gatt
bell education before working at the facility.

17. On 12/21/15 three gait belts were placed in
the medication room on the Magnolia and
Dogwood Units.

18. On 12/17/15 a QAPI meeting was held with
the Medical Director, Special Projects
Administrator (SPA), Unit managers, (3) SCC's,
and the DPD to review cited deficlencies. Care
plans would be audited daily Monday through
Friday, Stop and Watch Process audits, fall
interventions audits, continue galt belt
competencies and use, shower room transfer
audits with two (2) staff, gait belt post-test, and
root cause analysis audits daily.

19, Beginning 12/18/15 care plans will be audited
for transfer assisiance nesded by the DON,
ADON, Unit manager, SCC, and Charge Nurse
and discussed in morning meeting if a
discrepancy is noted an investigation will be
initiated by the DON, Administrator, or Unit
Manager. The interdisciplinary team (IDT) will
update the care plan and notify the MDS
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Coordinator of the change, and falls will be
reviewed for root cause analysis.

20. A nurse from the regional team or corporate
office, Regional Vice-President of Operations or
Special Projects Administrator has been on site
daily since 12/14/15 reviewing audits and
assisting as needed. The Chief Nurse Executive,
Clinical Compliance Nurse, Director of Program
Development is in daily contact with the SCC or
Regional Vice president of Operations and is
reviewing audits.

21. A QAPj meeting was held on 12/22/15 to
determine further need for education or plan
revision. Results of audits, post-test, and gait belt
observations during showers were discussed and
reported weekly. Concerns identified will be
correctad immediately and reported to the
Administrator or DON. The IDT team are auditing
with audit tools daily. These audiis are reviewed
by the Administrator, DON, or regional staff
member daily.

22. Administrative oversight of the facllity will be
completed by the Special Projects Administrator,
Regional Vice President of Operations, or a
member of the regional staff weekly on site and
daily by telaphone beginning 12/16/15, then every
other week for four (4) weeks, then monthly.
Oversight will include, but not limited to, daily
review of the audits, QAPI committee meetings
and review of all sudits to ensure additional
education is not needed.

23, QAPI meetings will be held weekly beginning
12/16/15 for four {4) weeks, then monthly for
recommendations and further follow-up and
determine what frequency any ongoing audits will

F 280
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need to continued. The Administrator has the
oversight to ensure an effective plan is in place to
meet the resident's well-being, identify facility
concerns, and implement a corrective plan to
Involve all staff. Audits will be reviewed, but not
limited to, gait belt competency, and two (2)
person transfers for showers, gait belts on ‘
nursing and therapy staff, care plan audits for
transfer assistance, MDS coding for transfers,
and roof causes for falls,

The State Survey Agency validated the removal
of the immediate Jeopardy on 12/30/15 prior to
exit as follows:

1. Interview, on 12/30/15 at 7:20 AM, with LPN #1
(the Restorative Nurse) revealed on 11/06/15 she
responded to a call for help from the shower
reom on the Dogwood Unit. When she entered
the shower room, Resident #1 was laying on
his/her right side on the shower room floor.
Resident #1 was non-responsive to verbal stimuli
for one (1) to two (2) minutes. She took the
resident's vital signs, placed a pressure dressing
on a laceration on the resident's right arm, and an
ice pack was placed on a hematoma on the right
side of the resident's forehead. Review of the
nursing notes and incident report on 12/30/15
revealed, on 11/06/15 at 2:30 PM Resident #1's
attending physician and daughter-in-law were
notified of Resident #1's fall. The attending
physician gave orders to send Resident #1 to 3
lecal hospital for assessment. Emergency
Medical Services (EMS) was called to transport
the resident to a local hospital for evaluation.
Resident #1 was returned to the facility from the
local hospital, on 11/06/15 at 3:30 PM, with a
diagnosis of Subdural Hematoma and he/she
was not a surgical candidate.
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2. Interview with the Administrator, on 12/20115 | |
at 9:06 AM, revealed after he was notified : ]
Resident #1 had fallen on 11/06/15 he and the |
Director of Nursing (DON) investigated all the
shower rooms. He had a sign placed on the
Dogwood Unit shower door to not use the shower
room until Monday, 11/09/15 and he then
purchased grab bars {o be installed in all the
shower rooms.

Interview with the Plant Director, on 12/20/15 at
2:45 PM, revealed he and his Assistant installed
new grab bars in all four (4) facility shower rooms;
two (2) shower rooms on Dogwood and two (2)
shower rooms on Magnaolia on 11/09/15.

Review of the purchase order for grab bars

revealed grab bars were purchased 11/08/15at a
local store.

Observations of two (2) shower rooms on the
Dogwood and Magnalia Units, on 12/29/15 at
11:31 AM, revealed all shower rooms had new
grab bars.

3. Interview with the DON, an 12/29/15 at 3:15
PM, revealed she educated all staff working
11/06/15 that effective immediately there were to
be two (2) staff always present in the shower
rooms for transfers. There wers twenty-seven
(27) nursing staff on duty on 11/06/15 of the
sixty-seven (67) total staff.

Review of the staff scheduie for 11/06/15 and
staff name check offs by the DON revealed
twenty-seven (27) staff were educated that two
l (2) staff must be present at all times in the

| shower rooms.

FORM CMS-2567(02-99) Previous Versians Gbeolete Event ID:6CYD1 jity ID: 100662 ' el \&heetPagd 18 of 77
7(02-99) Previous Versians Cbole ven Faciity fcoqiinu.}a‘?n%_qudfiﬁ o

———

Lt




Feb. 3. 2016 12:23°M

DEPARTMENT OF HEALTH AND HUMAN SERVICES
ICARE & MEDICAID SERVICES

No. 1743

P. 25/83

PRINTED: 01/15/2016

FORM APPROVED

‘OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185361

{X2) MULTIPLE CONSTRUCTION
A, BUILDING

8. WING

{X3) DATE SURVEY
COMPLETED

C
12/30/2015

NAME OF PROVIDER OR SUPPLIER

SIGNATURE HEALTHGARE OF HART COUNTY REHAB & WELLNE

STREET ADDRESS, CITY, STATE, ZIP CODE
1505 SOUTH DIXIE STREET
HORSE CAVE, KY 4274%

(x4 |
PREFIX
TAG

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

D PROVIDER'S PLAN OF CORRECTION
PREFIX
TAG

DEFICIENCY)

(EACH CORRECTIVE ACTION SHOULD BE
CROSE-REFERENCED TO THE APPROPRIATE

{X5)
COMPLETION
DATE

F 280 | Continued From page 18

Observations of the shower room on the

transfer the resident.

two (2) staff were o always be in the shower
room with a resident.

3:15 PM, revealed he called the Nursing
Supervisor on 11/07/16 and instructed her to
educate all working staff that showers were to

in the shower room.

present for all showers.

Interview with CNA #2 on 12/29/15 at 9:30 AM;
CNA#3 on 12/29/15 at 9:40 AM; CNA#4 on

they were educated on 11/07/15 by the House
{he shower rooms with residents.
Review of the staffing schedule for 11/07/15

revealed twenty-eight (28) nursing staff were
trained.

Dogwood Unit, on 12/28/15 at 8:00 AM, and the
Magnolia Unit, on 12/29/15 at 9:16 AM, revealed
two (2) CNAs with a resident using a gait belt to

Interview with CNA #2, on 12/29/15 at 8:12 AM
and CNA#3, on 12/29/15 at 9:40 AM, revealed
they were educated on 11/06/15 by the DON that |

4, Interviaw with the Administrator, on 12/29/15 at

only be given with two (2) staff present at all imes |

Interview with the House Supervisor, on 12/20/15 |
at 3:00 PM, revealed she had trainsd twenty-eight
(28) staff on 11/07/15 that two (2) staff had to be

12/29/15 at 2:50 PM; Registered Nurse (RN) #1
on 12/29/15 at 2:30 PM, CNA # 5 (agency staff)
on 12/29/15 at 2:43 PM; and, Licensed Practical
Nurse (LPN) #1 on 12/20/15 at 3:.07 PM, revealed

Supervisor to always have two (2) staff present in

F 280
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3:15 PM, revealed on 12/17/15 he reviewed all
to determiine a root cause. Ninety-five (05) falls

! room due to a wheelchair wheels not being
locked. There were no falls related to resident
transfers.

6, Interview with the Staff Development
Coordinator (SDC), on 12/29/15 at 9:15 AM,
revealed on 11/13/16 she educated nursing staff
on gait belt use, Thirty-four (34) nursing staff
including the Assistant Director of Nursing
(ADON), Charge Nurse, CNA Preceptor, and
DON were told to always have their gait belt and
to use it for all transfers. In addition she siated all
direct nursing staff and therapy staff were

unit has extra gait belts in the medication rooms
for agency staff to use.

Interview with the Unit Manager on 12/29/15 at
9:12 AM; CNA#2 on 12/28/15 at 8:30 AM; CNA
#3 on 12/29/15 at 9:40 AM; CNA#1 on 12/29/15
at 12:33 PM; the Magnolia Unit Charge Nurse on

PM; CNA #4 on 12/29/15 at 2:50 PM; and, LPN #
1 on 12/29/15 at 3:07 PM, revealed they were

for resident transfers.

(DCP), on 12/28/15 at 9:15 AM, revealed the
morning meetings are Monday through Friday
and comprehensive care plans are reviewed and
updated when needed. The DON reviews the
CNA care plans to ensure it matches the

| comprehensive care plan,

5. Interview with the Administrator, on 12/29/15 at

were reviewed. Only one (1) occurred in a shower

provided a gait belt by the facility upon hire. Each

12/29/15 at 12:45 PM; RN #1 on 12/29/15 at 2:30
educated on 11/13/15 by the SDC on gait belt use |

7. Interview with the Director of Clinical Programs

falls in the facility from 06/01/15 through 12/17/16 i

e
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Interview with the Administrator, on 12/29/15 at
3:15 PM, revealed the morning meetings are
Monday through Friday. After the fall on 11/06/15
the facility started reviewing the comprehensive
and CNA care plans for transfer and assistance
needs to ensure they were reviewed and updated
as needed. Falls are reviewed for root cause
analysis. If a fall with injury accurs on the
weekend the DON is notified.

Interview with the DON, on 12/26/15 at 3:23 PM,
revealed moming meetings are held Monday
through Friday. In the meeting the resident
comprehensive care plans are reviewed and she
checks that the comprehensive care plan
matches the CNA care plan. Any fall that
occurred is ptaced on the 24 hour report and the
shift fo shift report, The fall is reviewed in the
morning meeting the next moming for a possible
root cause. She is notified if a fall with Injury
occurs on the weekend. :

Interview with the ADON, on 12/30/15 at 8:50 AM,
revealed she attends morning meetings Monday
through Friday. All ninety-six {26) resident
comprehensive care plans are reviewed and
updated as needed. The DON compares the CNA
care plan to the comprahensive for transfer and
assistance needs.

8. Interview with the Administrator, on 12/30/15 at
9:57 AM, revealed the QAPI committee is an
interdisciplinary team (JDT) that consists of the
DON, ADON, Unit Managers, Social Services,
Office Manager, Medical Records, Human
Resources, Activity Director, two (2) Unit
Coordinators, Environmental Services Director,

MDS Coordinators, Therapy Director, Staff |
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Davelopmert, and the Medical Director. The
comtnittee meets monthly. On 11/24/15 the
commitiee met to discuss monitoring transfer
assistance needs. Falls data was reviewed from

10/01/15 through 10/31/15 to identify If there was
g trend.

Interviews with the DON, two (2) Unit Managers,
SDC, SCC, and DPD on'12/30/15 at 3:23 PM,
revealed they attended the 11/24/15 QAPI
meeting and discrepancies identified for transfer
assistance were reviewed.

Review of the QAPI committee sign in sheet for
11/24/15 on 12/30/15, revealed the DON, ADON,
Unit Managers, Social Services, Office Manager,
Medical Records, Human Resources, Activity
Director, two (2) Unit Coordinators,
Environmenial Services Director, MDS
Coordinators, Therapy Director, and SDC were
present at the meeting.

9. Review of the facility's audits for needed care
plan updates of transfer and assistance needed,
dated 12/13/15; 1215/15; 12/16/15; 12/17/15;
12/18/15; 12/20/16, 12/21/15; and 12/22/15
revealed the audits had been completed with
changes identified that needed to be made to the
care plans.

Review of Resident #7's and Resident #10's
comprehensive and CNA care plans revealed,
revealed their care plans had been updated for
transfer and assistive needs on 12/18/15.

Review of Unsampled Resident's A and B's
comprehensive and CNA care plans revealed
their care plans had been updated for transfer
and assistive needs on 12/19/15.
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10. Review of the education sign In sheets
revealed on 12/15M185 thirty-two (32) nursing staff
and seven (7) therapy siaff were trained on two
{(2) staff In the shower rooms for assistance
except for Hoyer Lifis and independent residents.

Interview with the Dogweod Unit Manager, on
12/29/15 at 9:12 AM, revealed she assisted with
the tralning of the nursing and therapy staff
12/158/15 and 12/16/16.

Interview with, CNA#2 on 12/29/15 at 9:30 AM;
CNA#3 on 12/29/15 at 9:40 AM; an Occupational
Therapist (OT) on 12/29/15 at 11:63 AM; a
Physical Therapist Assistant (PTA) on 12/28/15 at
12:10 PM; CNA#5 on 12/29/16 at 2:43 PM; LPN
#1 on 12/29/16 at 3:07 PM; and, CNA#10 on
12/20116 at 3:15 PM, revealed on 12/15/15 and
12/16/15 they had been educated that two (2)
staff members were to be in the shower rooms
for resident transfers, gait bells were to be used
for transfers according to the care plan and that
staff was to check the care plan for fali
interventions and needed changes.

11. Interview with the Director of Clinical
Programs (DCP), on 12/29/15 at 9:15 PM,
revealed on 12/17/15 she educsated the IDT team
on Root Cause Analysis in a power point
presentation in the morning meeting. The (IDT)
consisted of the DON, ADON, Unit Managers,
Social Services, Office Manager, Medical
Records, Human Resources, Activity Director,
two (2) Unit Coordinators, Environmental
Services Director, MDS Coordinators, Therapy
Director, Staff Development, and Maintenance
Director. The Gait Belt Policy was reviewed with
no changes needed. A Stop and WatchProcess

F 280
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form was presented, two (2) person transfers and
staff being in the shower rooms were to be
permanent changes. Care plan reviews, updating
care plans, and face to face training were
discussed. She administered a post gait belt test
to the IDT team and each had to obiain a score of
100%. If 100% was not reached re-education was
done immediately and the person wes retested.

Interviews, on 12/29/15 with the SDC at 9:45 AM;
Director of Social Services at 11:10 AM: the
Office Manager at 11:20 AM; Human Resource
Director at 11:30 AM; MDS Coordinator at 11:55
AM; and, the Therapy Director at 12:10 PM,
revealed they aftended the training on 12/15/15
presented by the DCP.

12. Interview with CNA #2 on 12/29/15 and 9:30
AM, CNA #3 on 12/29/15 at 9:40 AM; an
Occupational Therapist (OT) on 12/29/15 at 11:53
AM; a Physical Therapist Assistant (PTA) on
12/29M15 at 12:10 PM; CNA #5 on 12/28/15 at
2:43 PM; LPN #1 on 12/20/15 at 3:07 PM; and,
CNA # 10 on 12/29/15 at 3:15 PM, revealed they
all stated they had received education on gait belt
use, obtained 100% on the post test, could
explain when and how the use the Stop and
Watch form, and were aware two (2) persons
must always be in the shower rcoms for resident
transfers.

Review of the daily gait belt posi-tests revealed
since 12/18/15 five random staff from nursing and '
therapy had been administered the gait belt |
post-test and obtained a score of 100%.

Interview with the Administrator, on 12/30/15 at
11:49 AM, revealed he or the DON reviewed all
gait belt post-test daily for the five (5) random . =

e . ]
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staif test.

In addition, interview with the DON, on 12/30/15
at 11: 50 AM, revealed she follows-up wiih the
Administrator to assess if staff had to be
re-educated and were re-tested.

Review of the staff post-test revealed sixty-five
(65) of sixty-seven (67) facllity slaff were trained.
One (1) unirained staff member was on FMLA
and the other was a PRN staff.

13. Review of staff post-test revealad between
12/16/15 and 12/21/15 sixty-one (61) of the
facility's sixty-seven staff members wers
administered a gait belt competency which was
part of the gait belt training. The staff member
had to demonstrate correct use of the gait belt.

Review of post-test after 12/21/15 revealed three
(3) PRN staff and one (1) staff from vacation
completed the gait belt testing with 100% and
were able to demonstrate appropriate use of the
gait belt.

14, Interviews on 12/29/16 with the SDC at 9:46
AM and the DON at 3:23 PM, revealed they
interviewed various nurses and CNAS on
12/17/16 to determine the amount of assistance a
resident needed for bed mobility, eating, transfers
and toiieting. This information was compared to
the MDS coding, CNA care plans and the
comprehensive care plan. Eight (8) assessments
required modification. Follow up on 12/18/15
revealed fifty-three (53) comprehensive care
pians and thirty-four (34) CNA care plans were
updated by the DON, Unit Managers, SCC,
ADON, SDC, and the DPD.
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AM, the Administrator at 2:57 AM, the Medical
Director at 10:40 AM; and, the Signature Care
Consuitant for Nursing (SCC) at 12:06 PM,

action plan. (Grab bars, staff education, and
incident reports)

16. interview with the owner of the Staffing

all agency staff would ba gait belt trained and
tested before working at the facility.

the room,

meeting on 12/117/15,

with the Medical Director on 12/17/15,

for the meeting.

15. Interview with the DON, on 12/30/15 at 8:50

revealed all were present on 12/15/15 for a QAP!
meeting to discuss the fall of Resident #1 and an

Agency, on 12/2915 at 12:35 PM, revealed she
was notifled by the Administrator on 12/17/15 that

17. Observations, on 12/29/15 at 11:31 AM, of the
medication rooms on the Dogwood and Magnolia
Units revealed there were three (3) gait belts in

18, Interview with the Administrator, on 12/30/15
at 9:57 AM, revealed a QAP! mesting was held
on 12/17M15 by phone with the Medical Director.

Interview with the Medical Direcior, on 12/30/15
at 10:40 AM, revealed he was called into a QAPI

Interview, on 12/30/15 with the DON at 8:00 AM;
Special Projects Administrator at 10:20 AM; SDC
at 9:30 AM; and, the ADON at 11:07 AM, revealed
they were present for the QAPI conference call

Review of the QAPI sign in sheet for the 1217/15
meeting revealed seven (7) persons were present

| 16, Inferview with the SDC, on 12/29/15 at 9:45
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AM, revesled she assisted with the audits,
beginning 12/18/15, of the care plans and if
discrepancles are identified they are discussed In
the moming meetings.

Interview with the DON, on 12/29/15 at 3:15 PM,
revealed prior to 12/18/15 the facility had
reviewed and updated all resident care plans for
assistance and transfer needs. Beginning
12/18/15 through ongolng care plan audits if a
discrepancy was identified in a resident's care
plan for transfer or assistance needs it was to be
reported in morning meeting and would be
investigated. All falls would be reviewed for root
cause and if a care plan was updated MDS would
be nofified of the change.

Review of the facility falls since 11/06/15 revealed
there had been no resident falls from 12/15/15 to
12/30/15.

20. Interviews, on 12/29/15 with the DPD at 9;15
AM; and, the Special Project Administrator at
10:20 AM, revealsd the corporate team assigned
to assist the facility since 12/14/15 were present
on site and reviewing audits. The Corporate team
consisted of the Special Project Administrator, the
Director of Program Development, and the
Signature Care Consultant.

21. Interview with the Administrator, on 12/30/15
at 8:57 AM, revealsd QAPI meetings were held
121515, 12117/15, 12/22/15, and 12/29/15.

Review of the QAP sign In sheets on 12/30/15,
revealed QAPI meetings were held 12/15/15,
1211715, 12/122/15, and 12/29/15.

22, Interview with the Special Project
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Administrator, on 12/29/15 at 10:20 AM, revealed Resjdents Affected:
he was the Corporate Administrator assigned to Due to the expiration of Resident #1, no
oversight with the facility. He stated he would be corrective action could be mada.
at the facility weekly and was avallable to the
facility by phone seven {7) days a week. He Residents Potentially Affected:
further stated he would review audits, attend Residents who have the potential to be
QAP] meetings and ensure additional staff affected by the same deficient practice
education was not needed. were identified in the following manner:
23. Interview with the Administrator, on 12/30/15 On December 31, 2015 and dajly
at 9:37 AM, revealed QAPI meetings had been Monday through Friday, audits were
weekly since 12/05/16. conducted by the Unit Coordinators and
Director of Nursing comparing the
Review of the QAPI meeting sign in sheets documented transfer status of each
raevealed QAP| meetings had been held 12M15/185, resident in the facility with steff
12/17115, 12/22/15, and 12/29/15. interviews to ensurs consistency
F 282 | 483.20(k)(3)(ii) SERVICES BY QUALIFIED F 282 between the resident nsssssinent, the

88=4

PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be pravided by qualified persons In
accordance with sach resident's written plan of
care,

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and review of the Resident Assessment
Instrument (RAl) Minimum Data Set (MDS)
Manual it was determined the facllity failed to
have an effective system to ensure resident care
plans were followed related to the use of a gait
belt when providing transfer assistance for one
(1) of six (6) sampled residents, (Resident #1).
(Refer to F323)

On 11/06/15 at 2:30 PM, Resident #1 sustained a

Care Plan and the CNA Care Plan as it
relates to the resident’s actual need.
This includes the need or lack of need
for a gait belt during transfer. These
aundits will be ongoing and reviewed at
the Monthly QAPI meetings for three
(3) months, then quarterly for three (3)
quarters, unless the QAPI Committee
makes changes to the frequency and/or
continusation of the audits.

Daily, the “Stop and Watch” program is
reviewed by the Charge Nurses apd
Unit Coordinators to identify residents
who may have had a change in level of
assistance with transfers.

Daily, Monday through Friday, falls are
reviewed by the Interdisciplinary Team
in the moruing meeting for root cause
analysis. This team inclides the
Administrator, Director of Nursing,
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 fall during a transfer from the wheeichair to a
| shower chair by Cerlified Nursing Assistant {CNA)
#4. Interview with the Director of Nursing (DON)
revealed she determined the CNA did not use a
gait belt {a device used to transfer people from
one position to another; from one thing to enother
or while ambulating people that have problems
with balance) per the plan of care. Resident #1
sustained a head injury and a skin tear requiring
the immediate transfer to a hospital. Review of
the Emergency Room Physician and Nursing
note documentation, dated 11/06/15, revealed
Resident #1 was diagnosed with a large
hematoma (collaction of blood under the skin due
to ruptured blood vessels) to the right side of the
head and multiple areas of bleeding within the
brain. The resident was placed on comfort
measures only due to the significant bleeding in
the brain and was returned to the facllity at 5:30
PM an 11/06/15 from the Emergency Room.
Eleven and one-half (11 ¥4) hours, after falling in
the shower raom, Nursing noted at 2:00 AM on
11/07/15, Resident #1 was without respiration and
heart rate and pronounced the resident
deceased.

The facility’s failure to have an effective systsm In
place, to ensure care plans were followed for
residents with a history of falis has caused or is
likely to cause serious Injury, harm, impairment or
death. Immediate Jeopardy was identified on
12/16/15 and determined to exist on 11/06/15,

The facility provided an acceptable Allegation of
Compliance (AOC) on 12/22/15 which alleged
removal of the Immediate Jeopardy on 12/22/15.
The State Survey Agency verified Immediate
Jeopardy was abated on 12/22/15 as alieged
prior to exit on 12/30/15. The scope and severity

Managers, MDS Coordinator, Staff
Development Coordingtor and others at
the request of this team. By performing
these tasks, the facility can help to
identify which residents mey have the
potential to be affected by the same
deficient practice.

Systemic Measures:
On December 31, 2015 through January

5, 2016, daily — Monday through
Friday, five (5) staff members daily
were given Post Tests by the Unit
Coordinators to complete regarding
proper gait belt use. From January 14,
2016, Monday, Wednesday and Friday,
three (3) staff members daily were
given Post Tests by the Unit
Coordinators to complete regarding
proper gait belt use. For each tast, a
100% score is required. If the score is
less than 100%, the staff member is re-
educsatad and re-tested until they score
100%. The results of these tests will be
reviewed at the Monthly QAPI
meetings for thres (3) months, then
quarterly for three (3) quarters, unless
the QAPI Committse makes changes
made to the frequency end/or
continuation of the testing.
Newly-hired staff receive competency
skitls evaluation by the Staff
Development Coordinator, which
includes use of gait belt for transfers,
Daily, the “Stop and Watch™ program is
reviewed by the Charge Nurses and
Unit Coordinators to identify residents
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was lowered to a "D" while the facility implements assistance needed with transfers.
and manitors the Plan of Correction for the Daily interviews with Licensed Nixsing
effectiveness of systemic changes and quality Staff and CNAs ere done by the Unit
assurance. Managers and Asst. Directors of
Nursing to identify any changes in
The findings include: transfer status o include the need or
lack of need for a gajt belt during
The facliity did not provide a policy regarding transfers. These interviews will be
following care plan interventions; however, ongoing and reviewed at the Monthly
Interview with the Administrator, on 12/15/5 at QAPI meetings for three (3) months,
9:30 AM, revealed the facility staff used the then quasterly for three (3) quarters,
Centers for Medicare and Medicaid Services unless the QAPI Committee makes
Resident Assessment Instrument (RAI} Minimum changes to the frequency and/or
Data Set (MDS) to direct them in the continuatjon of the interviews.
implementation of care plan interventions. On December 31, 2015 and daily,
showers are monitored by the Charge
Review of the RAI, MDS manual, dated 10/09/15, Nurses on each Unit, to identify if staff
Chapter 4, page 4-8 through page 4-11, revealed is utilizing two assist and gait belts
the care plan was a communication teol and the during trapsfer of residents except for
services provided must be consistent with each those who are independent or use 2
resident's written plan of care. The approaches Hoyer Lift for transfer. These
serve as Instructions for resident care and observations will be ongoing and
provide for the continulty of care by all staff, reviewed at the Monthly QAPI
Precise and concise instructions help staff meetings for three (3) months, then
understand and implement interventions. quarterly for three (3) quarters, unless
oot c est
Review of the facility's policy regarding Falls i: geﬁ;::y md!:: c‘::ﬁ:suag:;go; t;e
Management, dated January 2010, revealed It ey
was the policy of the fachity fo screen all residents
to identify possible risk factors that may place a Monitorine Measures:
:‘esident at risk for falls, to evaluate those risks, —"—L——"Q AP] meatings were held on January 5,
mplement interventions to reduce those risks and 2016, January 7, 2016, January 14,
moenitor those interventions and modify when 1 2016, January 19, 2016 and January 27,
R 2016. These QAPI meetings have
: : included and will include evaluation of
Review of the closed clinical recard for Resident each audit or process and determining
#1 revealed the facllity admitted the resident on the frequency of an audit Of ProCess or
04/27/15 with diagnoses of Difficulty Walking, equency P )
Abnormal Gait, Muscle Weakness, Abnormal
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Posture, Sprain Rotator Cuff, Joint Pain,
Shortness of Breath and Osteoporosis, The
facility assessed the resident as being at risk for
falls on admission, :

Review of Resident #1's Quarterly MDS
assessment, completed on 10/07/15, revesled
the facility assessed the resident utilizing the Brief
Interview for Mental Status with a score of
thirteen (13) meaning the resident was cognitively
Intact and determined to be interviewable. The
facllity also assessed the resident as needing the
extensive assistance of two with transfers,
psersonal hygiene, and toileting. The facility
assessed the resident as not stesdy on their fest
and only able to stabillze with staff assistance
with moving from a seated to standing position,
walking, moving on and off the toilet and surface
to surface, such as between the bed and chair or
chalr to wheelchair.

Review of the Comprehensive Care Plan for
Resident #1 revealed the facility revised a plan of
care for impaired physical mobility due to
decreased strength, endurance and arthritic pain
to the shoulder on 10/27/15 with updated goals
and target dates for 01/27/15. The goal stated
the resident would show no decline in ambulation
abliity and would maintain the current level of
ability. The interventions listed directed staff to
use a gait belt with ambulation, and to monitor
and observe for signs and symptoms of pain and
shoriness of breaih/exertion. If noted, stop the
procadure and notify the licensed nurse of the
occurrence.

Interview with the Director of Nursing, on
12/15/15 at 3:15 PM, revealed CNA #4 attempted

discontinued by the QAP Commiitee,
The Monthly QAPI Committee will
inclnde at a minimum, the Director of
Nursing, a physician, and three other
staff.

Shower audits, post tests and dajly
andits are reviewed by the Director of
Nursing to identify if there are issues
with staff following care plans for two
assist and gait belts during transfer of
residents. These audits, tests and
observations will be ongoing and
reviewed at the Monthly QAPI
meetings for three (3) months, then
quarterly for three (3) querters, unless
the QAPI Committee makes changes to
the frequency and/or continuation of the
audits, tests and observations,

Daily interviews with Licensed Nursing
Staff and CNAs are done by the Unit
Coordinators and Asst. Director of
Nursing to identify any changes in
transfer status, This includes monitoring
the need or lack of need for a gait belt
during transfer. If resident assistance for
transfers needs to be updated, updates |
will be made to the CNA and |
Comprehensiva Care Plans by Licensed |
Nursing Staff. MDS Coordinators will
be notified by the Unit Coordinators, of
any changes in trapsfer status to
determine if significant change of MDS
needs to be completed. These audits and
observations will be ongoing and
reviewed at the Monthly QAPI
meetings for three (3) months, then
quarterly for three (3) quarters, unless
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to transfer Resident #1 from the wheelchair to a the frequency and/or continuation of the
shower chair when the resident lost their balance, andits.
fell and sustained a haad injury with a skin tear to Falls are reviewed by the QAPI
the right elbow. Committee each month. Care Plans and !
CNA Care Plans will be updated as
Aftempts were made via telephone to contact needed.
Certified Nursing Assistant #4, on 12/16/15 at Findings of the above stated audits will
11:00 AM, 12/17/15 at 8:10 AM and 12/18/15 at be reviewed by the QAP committee |
10:50 AM; and they were unsuccessful. monthly for three (3) months, then
quarterly for three (3) quarters, for
Interview with Licensed Practical Nurse (LPN} #1, frequency of ongoing andits or further
on 1211515 at 2:15 PM, revealed she heard CNA recommendations and follow-up as
#4 velling for help from the shower room on indicated. The Monthly QAPI
11/08/15 and witnessed Resident #1 laying on the Committee will include at a minimum,
floor with a large hematoma to the right side of the Director of Nursing, a physician,
the head and a skin tear to the right elbow. CNA and three other staff.
#4 told her she was atiempting to transfer the
resident from the wheel chair to the shower chair
when the rasident lost their balance and fell to the
floor, hitting their head. LPN #1 stated the
resident did not have a gait belt applied at the
time she entered the shower room and witnessed
the resident on the floor. She stated the gait belt
was listed as an intervention on the resident's
plan of care and the expectation was for all staff
to use one when transferring residents. Per
interview, the plan of care directed the staff in the
care of the resident and If not followed resident
care needs would not be met.
Interview with the Director of Nursing (DON), on
12/15/15 at 3:15 PM, revealed she was informed _
of Resident #1's falt on, 11/06/15 around 2:30
PM, and immediately went to the shower room
and attended to the resident’s needs. The DON
stated when she arrived at the shower room and
assessed the resldent she determined the
resident did not have a gaijt belt around the walst.
Per interview, it was her expectation that staff
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i follow care plan Interventions and if they did not,

resident care needs would not be met and harm
could occur.

Interview with the Administrator, on 12/16/15 at
5:50 PM, revealed upen hire all staff was
educated regarding the use of a galt belt and it |
was his expectation that staff use a gait belt
during ali resident transfers and ambulation, He
stated afier the fall it was determined the CNA did
not use a gait belt during the transfer process.,
However, per interview afier determining the gait
belt was not used, an action plan was not

. developed to determine the contributing factors

g for its non-use or for audits to be conducted to

i ensure staff implemented its use during transfers.

The facility took the following actions to remove
the Immediate Jeopardy as follows:

1. On 11/06/15 Resident #1 had a fall in the
facility shower room. The Restorative Nurse
hearing a call for help went to the shower room, £
found the resident on the floor, took the resident's
vital signs, and placed pressure to a laceration on
the resident's arm. The resident’s vital signs were
taken, neurclogical status was assessed, and an
ice pack was applied fo the resident's head. The
attending physician and daughter-in-law were
notified. Emergency Medical Services (EMS) was
called for transport and the resident returned from
the hospital the same day.

2. An investigation was initiated by the
Administrator and the Director of Nursing (DON)
on 11/06/15. The shower room on the Dogwood
Unit was inspected and a sign was placed on the
shower room door {o not use the shower room
untfi further notice, i

= e
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3. On 11/06/15 following shift change the DON
educated all day and night shift staff that two (2)
staff would be required in shower rooms for
transfers. There were twenty-seven (27) nursing
staff on on duty on 11/06/15 of the
sixty-seven{67) total staff.

4, On 11/07115 the Administrator called the House
Supervisor and instructed her to educate the
nursing staff, (28) who waorked the weekend, that
going forward two (2) people would be required in
the shower rooms for transfers. Eleven (11)
weekend staff remained to be trained. There was
no agency staff at this time.

5. On 12/17/15 the Administrator reviewed
ninety-five {85) falls from 06/01/15 to presentto
determine if falls occurred in the shower rooms.
Only one (1) fall occurred in a shower room
related to a wheelchair moving. There were no
falls relaied to resident transfer or gait belt use.

6. On 11/13/15 education was given to nursing
staff by the Staff Development Coordingtor (SDC)
on safety devices, fransfers, use of gait belts. The
Charge Nurse, CNA Preceptor, Unit Managers,
DON, and Assistant Director of Nursing (ADON)
were included In the thirty-four {34) nurses
educated by the SDC. New nursing staff receives
competency skills evaluations that includes gait
belt use.

7. Adter the fali on 11/06/15 the facility started
reviewing falls in the moming mesfing Monday
through Friday far root cause analysis and that
the CNA and comprehensive care plans are
updated. The comprehensive care plans are
updated by nurses. The DON then checks that

F 282
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the CNA and comprehensive care plans are
updated Monday through Friday. Falls on the
weekend with injury are called to the DON by a
licensed nurse and reviewed. The licensed nurse
l updates the care plan and the{all is placed on the
' 24 hour report, A shift to shift report is given
between nurses.

8. On 11/24/15 the Quallty Assurance
Performance Improvement (QAPI) committee
met with the Adminlstrator, OON, ADON, Unit
Managers, Maintenance Director, Social Services
Director, Human Resource Director, and
Restorative Nurse Manager. The number,
location, shift of falls were discussed along with
monitoring of transfers to be ongoing. Transfer
assistance documentation was reviewed for
discrepancles. In addition, falls for 10/01/15
through 10/31/15 were reviewed to look for
further trends,

9, On 12/15/15 ninety-six {96) current CNA care

plans were audited to determine gait belt needs

and transfer assistance by the DON, Unit

' Manager, SDC, ADOC, Signature Care

' Consultant (SCC), Administrator or Director of
Program Development (DPD). The team found

| and corrected twenty (20) discrepancies. All

! ninety-six (96) CNA care plans were then

* compared to the comprehensive care plans to

| ensure the CNA care plan matched for level of

assistance, transfers and use of a gait belt. There

were (43) discrepancies identified at that time and

corrected.

10. On 12/15/15 thirty-nine (39) of thirty-nine (309)
evening and night shift nurses and therapy staff
were educated by the SDC, DON, and SCC to

use galt belts for fransfers, checking the CNA
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care plans, and two (2) staff members to be in the
shower rooms for assistance with transfers
except for Hoyer Lift residents or independent
residents.

11. On 12/17/15 the DPD educated seventeen
(17) interdisciplinary team (IDT) management
team members which inciuded the Administrator,
DON, Unit Managers, Rehab Manager, Buslness
Office Manager, Medical Records Director, SDC,
MDS Coordinalor, Human Resources, |
Maintenance Director, Human Resources, I
Environmental Services Director, and Activities
Director on root cause analysis, Gait Beit Policy,
Stop and Watch Process, two (2) persons for
transfers and in the shower room at all times,
updating care plans, and following the cara plan,
This was aface to face training. A post-test on
gait belt use was administered and a score of
100% had to be reached.

12. On 12/17/15 the staff was retrained by the
management staff, who had heen educated by
the DPD. Any staff not trained as of 12/18/15
could not return to work until educated and they
received 100% on the post-test. If 100% was not
obtained they would be re-educated and re-tested
until they scored 100%. Staff on Famlly Medical
Leave (FMLA), Medical leave, PRN, or vacation
would not be allowed to return to work until
trained and they received 100% on the post-test.

Beginning 12/18/15 every shift a licensed nurse
or the Regicnal Rehab Services Manager will
observed three (3) showers on Magnolia end
Dogwood dalily for gait belt use for transfer. Five
{6} nursing or therapy staff will be administered
the gait belt post-test by the Administrator, DON,
Unit Manager, Business Office Manager, Medical

{ i | 1 !
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i Resource Director, Activities Director, or
| Environmental Services Director. The post-test
| and re-education will be given until a 100% score

Is achieved.

The Administrator and DON will review post-test
daily.

13. On 12/16/15 the SDC, DON, Unit Managers,
ADON, and or the SCC began gait belt
competencies. As of 12/21/15 sixty-one (61) staff
had completed the competencies. The facility has
sixty-seven (67) staff members.

14. On 12/16/15 the Minimum Data Set (MDS)
Coordinator reviewed the last MDS assessments
for all ninety-seven (97) residents for thelr level of
assistance to ensure the CNA and the
comprehensive care plans matched the MDS
assessment. On 12/17/15 the DON, Unit
Manager, SCC, and SDC conducted a second
audit and interviewed various- steff members to
determine the amount of assistance the
ninety-seven (987) residents needed. This
information was compared to the MDS ceding,
the CNA and comprehensive care plans.
Fifty-three (53) comprehensive care plans and
thirty-four (34) CNA care plans were updated.

15. A QAP! meseting was held on 12/15/15 via
telephone with the Medical Directar,
Administratar, DON, Unit Manager, SCC and
DPD to review the fall of Resident #1, the steps to
putin place, incldent reports, placing grab bars in
the shower rooms, and staff education.

16. On 12/17/15 the Administrator notified the
staffing agency that their staff would receive gait
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belt education before working at the facility,

17. On 12/21/15 three gait belts were placed in
the medication room on the Magnolia end
Dogwood Units.

18. On 12/17/15 a QAP| meeting was held with
the Medical Director, Special Projects
Administrator (SPA), Unit managers, (3) SCC's,
and the DPD to review cited deficiencies. Care
plans would be audited daily Monday through
Friday, Stop and Watch Procass audis, fall
interventions audits, continue pait belt
compelencies and use, shower room transfer |
audits with two (2) staff, gait belt post-test, and j
root cause analysis audits daily.

: 19. Beginning 12/18/15 care plans will bs audited
for transfer assistance needed by the DON,
ADON, Unit manager, SCC, and Charge Nurse
and discussed in morning meeting if a
discrepancy is noted an investigation will be
initiated by the DON, Administrater, or Unit
Manager. The interdisciplinary team {JIDT) will
update the care plan and nofify the MDS

| Coordinator of the change, and falls will be

| reviewed for root cause analysis.

| 20. A nurse from the regional team or corporate
 office, Regional Vice-President of Operations or
| Special Projects Administrator has been on site
| daily since 12/14/15 reviewing audits and
assisting as needed. The Chief Nurse Executive,
Clinical Complience Nurse, Director of Program i
Development is in dally contact with the SCC or '
' Regional Vice president of Operations and is
reviewing audits.

| 21. A QAP meeting was held on 12/22/15 to |
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determine further need for education or plan
revision, Resuits of audits, post-test, and gait belt
observations during showers were discussed and
reported weekly. Concemns Identified wili be
corrected immediately and reported to the
Administrator or DON. The IDT team are auditing
with audit tools daily. These audits are reviewed
by the Administrator, DON, or regional staff
member daily.

22, Administrative oversight of the facility will be
completed by the Speclal Projects Administrator,
Regicnal Vice President of Operations, or a
member of the regional staff weekly on site and
daily by telephone beginning 12/18/15, then every
other week for four (4) weeks, then monthly.
Oversight will include, but not limited to, daily
review of the audits, QAPI committes mestings
and review of all audits to ensure additional
education is not needed.

23. QAPI meetings will be held weekly beginning
12/15/16 for four {4) weeks, then monthly for
recommendations and further follow-up and
determine what frequency any ongoing audits will
need to conltinued. The Administrator has the
oversight to ensure an effective plan is in place to
meet the resident's well-being, identify facllity
concerns, and implement a corrective plan to
involve all staff. Audits will be reviewed, but not
limited to, gait belt competency, and two (2)
person transfers for showers, gait belts on
nursing and therapy staff, care plan audits for
transfer assistance, MDS coding for transfers,
and root causes for falls.

The State Survey Agericy validated the removal
of the Immediate Jeopardy on 12/30/15 prior to
exit as follows:

F 282
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1. Interview, on 12/30/15 at 7:20 AM, with LPN #1
(the Restorative Nurse) revealed on 11/06/15 she
responded to a call for help from the shower
roam on the Dogwoad Unit, When she entered
the shower room, Resident #1 was laying on
his/her right side on the shower room floor. .
Resident #1 was non-responsive to verbat stimull
for one (1) to two (2} minutes. She took the _
rasident’s vital signs, placed a pressure dressing
on a laceration on the resident's right arm, and an
ice pack was placed on a hematoma on the right
side of the resident’s forehead. Review of the
nursing notes and incident report on 12/30/15
revealed, on 11/06/15 at 2:30 PM Resident #1's
attending physician and daughter-in-law were
notified of Resident #1's fall. The attending
physician gave orders to send Resident #1 to a
: local hospital for assessment. Emergency
Medical Services (EMS) was called to transport
the resident to a local hospital for evaluation.
Resident #1 was returned to the facllity from the
local hospital, on 11/06/16 at 3:30 PM, with a
diagnosis of Subdural Hematoma and he/she
was not a surgical candidate.

2. Interview with the Administrator, on 12/29/15
at 9:06 AM, revealed afier he was notified
Resident #1 had fallen on 11/06/15 he and the
Director of Nursing {(DON) investigated all the
shower raoms. He had a sign placed on the
Dagwood Unit shower door to not use the shower
room until Monday, 11/09/15 and he then
purchased grab bars to be installed in all the
shower rooms.

Interview with the Plant Director, on 12/29/15 at
2:45 PM, revealed he and his Assistant installed
new grab bars in all four (4) facllity shower raoms;
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two (2) shower rooms an Dogwood and two (2)
shower rooms on Magnolia on 11/09/15,

Review of the purchase order for grab bars
revealed grab bars were purchased 11/08/15 ata
locat store.

Observations of two (2) shower rooms on the
Dogwaod and Magnolia Units, on 12/29/15 at
11:31 AM, revealed all shower rooms had new
grab bars.

: 3. Interview with the DON, on 12/28/15 at 3:15
PM, revealed she educated all staff working
11/06/15 that effective immediately there were to
be two (2) staff always present in the shower
rooms for transfers. There were twenty-seven
(27) nursing staff on duty on 11/06/15 of the
sixty-seven (67) total staff,

Review of the staff schedule for 11/06/15 and
staff name check offs by the DON revealed
twenty-seven (27) staff were educated that two
(2) staff must be present at all imes in the
shower rooms.

Observations of the shower room on the
Dogwaod Unit, on 12/29/15 at 8:00 AM, and the
Magnolia Unit, on 12/29/15 at 9:16 AM, revealed
two (2) CNAs with a resident using a gsit belt to
transfer the resident.

Interview with CNA#2, on 12/29/15 at 9:12 AM
and CNA#3, on 12/29/15 at 9:40 AM, reveated
they were educated on 11/06/15 by the DON that
two (2) staff were to always be in the shower
room with a resident.

4, Interview with the Administrator, on 12/29/15 at
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3:15 PM, revealed he called the Nursing
Supervisor on 11/07/15 and instructed her to
educate all working staff that showers were to |
only be given with two (2) staff present at all times
in the shower room.

Interview with the House Supervisor, on 12/29/15
at 3:00 PM, revealed she had trained twenty-eight
(28} staff on 11/07/15 that two (2) staff had to be
present for all showers.

Interview with CNA #2 on 12/29/15 at 9:30 AM:
CNA#3 on 12/29/15 at 8:40 AM:; CNA #4 on
12/29/16 at 2:50 PM; Registered Nurse (RN) #1
on 12/29/15 at 2:30 PM; CNA # 5 (agency staff)
on 12/20/15 at 2:43 PM; and, Licensed Practical
Nurse (LPN) #1 on 12/29/15 at 3:07 PM, revealed
they were educated on 11/07/15 by the House
Supervisor to always have two (2) staff present in
the shower roorms with residents.

Review of the staffing schedule for 11/07/15
revealed twenty-eight (28) nursing staff were
frained.

5. Interview with the Administrator, on 12/29/15 at
3:18 PM, revealed on 12/17/15 he reviewed all
falls in the facility from 06/01/15 through 12/17/15
to determine a root cause. Ninety-five (95) falls
were reviewed. Only one (1) occurred in a shower
room due to a wheelchair wheels not being
focked. There were no falls related to resident
transfers.

6. Interview with the Staff Development
Coordinator (SDC), on 12/29/15 at 9:15 AM,
revealed on 11/13/15 she educated nursing staff
on gait belt use. Thirty-four (34) nursing staff
including the Assistant Director of Nursing

F 282
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(ADON), Charge Nurse, CNA Preceptor, and
DON were told to always have their gait belt and

to use it for all transfers. In addition she stated all
direct nursing staff and therapy staif were
provided a gait belt by the facility upon hire. Each
unit has exira gait belis in the medication rooms
for agency staff to use.

Interview with the Unit Manager on 12/29/15 at
9:12 AM; CNA #2 on 12/29/15 at 9:30 AM; CNA
#3 on 12/29/15 at 9:40 AM; CNA#1 on 12/29/15
at 12:33 PM; the Magnolia Unit Charge Nurse on
12/29/15 at 12:45 PM; RN #1 on 12/29/15 at 2:30
PM; CNA #4 on 12/29/15 at 2:50 PM; and, LPN #
1 on 12/29/15 at 3:07 PM, revealed they were
educated on 11/13/15 by the SDC on galt belt use
for resident transfers.

7. Interview with the Director of Clinical Programs
(DCP), on 12/29/15 at 9:15 AM, revealed the
morning meetings are Monday through Friday
and comprehensive care plans are reviewed and
updated when needed. The DON reviews the
CNA care plans to ensure it matches the
comprehensive care plan.

Interview with the Administrator, on 12/298/15 at
3:15 PM, revealad the morning meetings are
Monday through Friday. After the fall on 11/06/15
the facllity started reviewing the comprehensive
and CNA care plans for transfer and assistance
needs {0 ensure they were reviewed and updated
as needed. Falls are reviewad for root cause
analysis, [f a fall with injury occurs on the
weekend the DON is notified.

Interview with the DON, on 12/29/15 at 3:23 PM,
revealed moring meetings are held Monday
through Friday. In the meeting the resident
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comprehensive care plans are reviewed and she
checks that the comprehensive care pian
matches the CNA care plan. Any fall that
occurred Is placed on the 24 hour report and the
shift to shift report, The fall is reviewed in the
morning meeting the naxt meming for a possible
root cause. She is notified if a fall with injury
occurs on the weekend.

Interview with the ADON, on 12/30/15 at 8:50 AM,
revealed she attends moming meetings Monday
through Friday. All ninety-six (96) resident
comprehensive care plans are reviewad and
updated as needed. The DON compares the CNA
care plan to the comprehansive for transfer and
assistance needs,

8. Interview with the Administrator, on 12/30/15 at
9:57 AM, revealed the QAPI committee Is an
interdisciplinary team (IDT) that consists of the
DON, ADON, Unit Managers, Soclal Services,
Office Manager, Medical Records, Human
Resources, Activity Director, two {2) Unit
Coordinators, Environmental Services Director,
MDS Coordinators, Therapy Director, Staff
Development, and the Medical Director. The
committee meets monthly. On 11/24/15 the
committee met to discuss monitoring transfer
assistance needs. Falls data was reviewed from
10/01/15 through 10/31/15 to identify if there was
atrend.

Interviews with the DON, two (2) Unit Managers,
8SDC, SCC, and DPD on 12/30/15 at 3:23 PM,
revealed they attended the 11/24/15 QAPI
meeting and discrepancies identified for transfer
assistance were reviewed.

Review of the QAPI committee sign in sheet for
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11/24/15 on 12/30/15, revealed the DON, ADON,

Unit Managers, Social Services, Office Manager,

; Medical Records, Human Resources, Activity

: Director, two (2) Unit Coordinators,

| Environmental Services Director, MDS
Coordinators, Therapy Director, and SDC were
present at the meeting.

9. Review of the facllity’s audits for needed care
plan updates of transfer and assistance needed,
dated 12/13/15; 12/15115; 12/16/15; 12117115;
1218115; 12/20/15; 12/21/15; and 12/22/15
revealed the audits had been completed with
changes Identified that needed to be made ta the
care plans,

Revlew of Resident #7's and Resident #10's
comprehensive and CNA care plans revealed,
revealed their care plans had been updated for
transfer and assistive needs on 12/18/15.

Ir Review of Unsampled Resident's Aand B's

| comprehensive and CNA care plans revesaled
' their care plans had been updated for transfer
and assistive needs on 12/19/15.

10. Review of the education sign in sheets
revealed on 12/15/15 thirty-two (32) nursing staff
and seven (7) therapy staff were trained on two
(2) staff in the shower rooms for assistance
except for Hoyer Lifts and independent residents.

Interview with the Dogwood Unit Manager, on
12/29/15 at 9:12 AM, revealed she assisted with
the training of the nursing and therapy staff

| 12/15/15 and 12/16/16.

 Interview with, CNA #2 on 12/29/15 at 9:30 AM,;
CNA#3 on 12/29/15 at 9:40 AM; an Occupational |
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Therapist (OT) on 12/29/15 at 11:53 AM; a
Physical Therapist Assistant (PTA) on 12/29/15 at
: 12:10 PM; CNA #5 on 12/29/15 at 2:43 PM; LPN
#1 on 12/29/15 at 3.07 PM; and, CNA #10 on
12/29/15 at 3:15 PM, revealed on 12/15/15 and
12/16/15 they had bean educated that two (2)
staff members were to be In the shower rooms
for resident transfers, gait belts were 1o be used
for transfers according to the care plan and that
staff was to check the care plan for fall
interventions and needed changes.

11. interview with the Director of Clinical
Programs (DCP), on 12/29/15 at 9:15 PM,
revealed on 121715 she educated the IDT team
on Root Cause Analysis in a power point
presentation in the morning meeting. The (IDT)
consisted of the DON, ADON, Unit Managers,
Social Services, Office Manager, Medical
Records, Human Resources, Activity Director,
two {2} Unit Coordinators, Environmental
Services Director, MDS Caordinators, Therapy
Director, Staff Development, and Maintenance
Director. The Gait Belt Policy was reviewed with
no changes needed. A Stop and Watch Process
form was presented, two (2) person transfers and
staff being In the shower rooms were to be
permanent changes. Care plan reviews, updating
care plans, and face to face training were
discussed. She administered a post gait belt test
to the IDT team and each had to obtain a score of
100%. if 100% was not reached re-education was
done immediately and the person was retested.

Interviews, on 12/29/15 with the SDC at 8:45 AM;
Director of Sacial Services at 11:10 AM: the
Office Manager at 11:20 AM; Human Resource

! Director at 11:30 AM; MDS Coordinator at 11:58

| AM; end, the Therapy Director at 12:10 PM,
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revealed they attended the training on 12/15/15
presented by the DCP,

12. Interview with CNA #2 on 12/29/15 and 9:30
AM; CNA #3 on 12/29/15 at 9:40 AM; an
Occupational Therapist (OT) on 12/28M5 at 11:53
AM; a Physical Therapist Assistant (PTA) on
12/20/15 at 12:10 PM, CNA#5 on 12/29/15 at
2:43 PM: LPN #1 on 12/29/15 at 3:07 PM; and,
CNA# 10 on 12/29/15 at 3:15 PM, revealed they
all stated they had received education on gait belt
use, obtained 100% on the post test, could
explain when and how the use the Stop and
Watch form, and were aware two (2) persons
must always be in the shower rooms for resident
transfers.

Review of the daily gait belt post-tests revealed
since 12/18/15 five random staff from nursing and
therapy had been administered the gait belt
postlest and obtalned a score of 100%.

Interview with the Administrator, on 12/30/15 at
11:49 AM, revealed he or the DON raviewed all

gait belt post-test daily for the five (5) random
staff test.

In addition, interview with the DON, on 12/30/15
at 11: 50 AM, revealed she follows-up with the
Administrator to assess if staff had to be
re-educated and were re-tested.

Review of the staff post-test revealed sixty-five
{85) of sixty-seven (67) facility staff were trained.
One (1) untrained staff member was on FMLA
and the other was a PRN staff.

13. Review of staff post-test revealed between
12/16/15 and 12/21/15 sixty-one (61) of the
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facility’s sixty-seven staff members were
administered a gait belt competency which was
part of the gait belt training. The staff member
had to demonstrate correct use of the gait belt.

Review of post-test after 12/21/15 revealed three
(3) PRN staff and one (1) staff from vacation
completed the gait belt testing with 100% and
were able to demonstrate appropriate use of the
gait belt.

14. Interviews on 12/29/15 with the SDC at 9:45
AM and the DON at 3:23 PM, revealed they
interviewed various nurses and CNAs on
12/17/15 to determine the amount of assistance &
resident needed for bed mobllity, eating, transfers
and toileting. This Information was compared to
the MDS coding, CNA care plans and the
comprehensive care pian. Eight (8) assessments
required modification. Follow up on 12/18/15
revealed fifty-three (53) comprehensive care
plans and thirty-four {34) CNA care plans wers
updated by the DON, Unit Managers, SCC,
ADON, SDC, and the DPD.

15. Interview with the DON, on 12/30/15 at 8:50
AM,; the Administrator at 9:57 AM; the Medical
Director at 10:40 AM; and, the Signature Care
Consuitant for Nursing (SCC) at 12:06 PM,
revealed all were present on 12/15/15 for a QAPI
meeting to discuss the fall of Resident #1 and an
action plan. (Grab bars, staff education, and
incident reports)

16. Interview with the owner of the Staffing
Agency, on 12/29/15 at 12:35 PM, revealed she
was notified by the Administrator on 12/17/15 that
all agency staif would be gait belt trained and
tested befors working at the facility.
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17. Observations, on 12/29/15 at 11:31 AM, of the |
medication rooms on the Dogwood and Magnolia
Units revealed there were three (3) galt belts in
the room,

18. Interview with the Administrator, on 12/30/15
at 9:57 AM, revealed a QAPI meeting was held
on 12/17/15 by phone with the Medical Director.

Interview with the Medical Director, on 12/30/15
at 10:40 AM, revealed he was called into a QAP|
meeting on 12/17/15.

Interview, on 12/30/15 with the DON at 8:00 AM;
Special Projects Administrator at 10:20 AM; SDC
at 9:30 AM; and, the ADON at 11:07 AM, revealed
they were present for the QAPI conference call
with the Medical Director on 12/17/15.

Review of the QAP sign in sheat for the 12/17/15
meeting revealed seven (7) persons were present
for the meeting.

19. Interview with the SDC, on 12/29/15 at 9:45
AM, revealed she assisted with the audits,
beginning 12/18/15, of the care plans and if
discrepancies are identified they are discussed in
the morning meetings.

Interview with the DON, on 12/29/15 at 3:15 PM,
revealed prior to 12/18/15 the facility had
reviewed and updated all resident care plans for
assistance and transfer needs. Beginning
12/18/185 through ongoing care plan audits if a
discrepancy was identified in a resident's care
plan far transfer or assistance needs it was to be
reported in morning meeting and would be
investigated. All falls would be reviewed for root

F 282
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cause and if a care plan was updated MDS would
be notified of the change.

Review of the facility falls since 11/06/15 revealed
there had been na resident falls from 12/15/15 to
12/30/15.

20. Interviews, on 12/29/15 with the DPD at 9:15
AM; and, the Special Project Administrator at
10:20 AM, revealed the corporate team assigned
to assist the facility since 12/14/15 were present
on site and reviewing audits. The Corporate team
consisted of the Special Project Administrator, the
Director of Program Development, and the
Signature Care Consultant,

21. Interview with the Administrator, on 12/30/15
at :57 AM, revealed QAP| meetings were held
12/15/15, 12/17/15, 12/22/15, and 12/29/15.

Review of the QAPI sign in sheets on 12/30/15,
revealed QAP meetings were held 12/15/15,
12117115, 12/2215, and 12/29/16.

22. Interview with the Special Project
Administrator, on 12/29/15 at 10:20 AM, revealed
he was the Corporate Administrator assigned to
oversight with the facility, He stated he would be
al the facility weekly and was available to the
facility by phone seven (7) days & week. He
further stated he would review audits, attend
QAP meetings and ensure additional staff
education was not needed.

23. Interview with the Administrator, on 12/30/15
al 9:37 AM, revesaled QAP! meetings had been
weekiy since 12/05/15.

Review of the QAPI meeting sign in sheets
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HAZARDS/SUPERVISION/DEVICES

The faollity ' must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and asslstance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and review of the facility's policy, it was
determined the facility falled to have an effective
system in place to ensure staff used a gait beit (a,
device used to transfer people from one position
to another, from one thing to ancther or whils
ambulating people that have prablems with
balance) during a transfer of a resident, as
directed by the plan of care, and failed to provide
the assistance of two (2) during the transfer, as
assessed fo be needed by the residents'
Quarterly Minimum Data Set. The facility failed to
Investigate and analyze all identified contributing
factors after a fall and failed to determine the root
cause of the fall in order to develop a comrective
action plan to prevent s simitar event from
occurring to other residents. This failure effected
(1) of six (6) sampled residents (Resident #1).

Resident #1 sustained a fall on, 11/06/15 at 2:30
PM, during the process of being transferred from
the wheelchair to a shower chair in the shower

Residents Potentially Affected:
Residents who have the potential to be

affected by the same deficient practice
were identified in the following manner:

On December 31, 2015 and daily,
Monday through Friday, falls occurring
in the facility are reviewed during
Clinical Morning Meeting. The Clinical |
Team includes, but is not limited to, the |
Director of Nursing, Assistant Director
of Nursing, Unit Coordinators, Staff
Development Coordinator, Restorative
Nurse, Activities Coordinator, Social
Services Director and others as deemed
necessary by the Clipical Team. This
review includes a discussion regarding
the root cause and contributing factors
for each fall. This review helps the
facility to identify residents having the
potential to be affected by the deficient
practice. !
Daily, the “Stop and Wetch” program is |
reviewed by the Charge Nurses and
Unit Coordinators to identify residents
who may have had a change in level of
assistance with transfers.

On December 31, 2015 and daily
Monday through Friday, audits were
conducted by the Unit Coordinators and
Director of Nursing comparing the
documented transfer status of each
tesident in the facility with staff
interviews to ensure consistency

016
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room with the assist of one staff and no gait belt. Care Plan and the CNA Care Plen as it
The resident sustalned a head Injury and skin relates to the resident’s actual peed.
tear requiring the Immediate transfar to a This includes the need or lack of need
hospital. Review of the Emergency Room for a gait belt during transfer. These
Physician and Nursing note documenitation, dated audits will be ongoing and reviewed at
11/08/15, revealed Resident #1 was diagnosed the Monthly QAPI meetings for three
with a large hematoma (collection of blood under (3) months, then quarterly for three (3)
the skin due to ruptured blood vessels) to the quarters, unless the QAPI Committee
right side of the head and multiple areas of makes changes to the frequency and/or
bleeding within the brain. The resident was continuation of the audits. _
placed on comfort measures only, due ta the Daily interviews with Licensed Nursing |
significant bieeding in the brain, and was returped Staff and CNAs are done by the Unit
to the facility at 5:30 PM on 11/06/15. On Managers and Asst, Directors of
11/07/15, Nursing documentation revealed Nursing to identify any changes in
Resident #1 was without respiration and heart transfer status or need for assistance.
rate at 2:00 AM and was pronounced deceased; These interviews will be ongoing and
eleven and one-half (11 14) hours, afier falling in reviewed at the Monthly QAPI
the shower roam, meetings for three (3) months, then
quarterly for three (3) quarters, unless
Interview with the Director of Nursing (DON) the QAPI Committee makes changes to
revealed she had not reviewed the resident's the frequency and/or continuation of the
medical record after the event and had not interviews.
determined if the resident had been assessed fo The Care Plen review by the Unit
need the extensive assistance of two (2) during Coordinators as well as the daily,
transfars. She also stated she had not reviewed Monday through Friday falls review by
Resident #1's Activities of Daily Living needs the Clinical Team, also assist the
documentation, made by the nursing assistants, ility in identifying reside
dated,10/20/15-11/04/15 and 11/01/16-11/07/15; ﬁ‘;;;“&;‘: iﬁi‘;mﬁﬁiﬁféﬁa by
which stated Resldent #1 required the extensive the deficient practice. The Clinical
assistance of two (2) during transfers. Team includes, but is not limited to, the
The facllity's failure to have an effective systam in e R e
place, to ensure staff provided adequate Developmém Coordinator, Restorative
supervision and utllized assistive devices to Nurse, Activities Coordinator. Social
prevent falls hahs caused olr is likely to cal:lse Services Director and others as decmed
serious injury, harm, impalrment or death. ok
Immediate Jeopardy was identified on 12/16/18 necessary by the Clinicl Team.
and determined to exist on 11/06/15.
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The facllity provided an acceptable Allegation of On January 5, 2016, the newly-hired
Compliance {AOC) on 12/22/15 which alleged staff received competency skills
removal of the Immediate Jeopardy on 12/22/15, evaluations by the Staff Development
The State Survey Agency verified Immediate Coordinator, which included use of gait
Jeopardy was removed on 12/22/15 as alleged belt for transfers as well as two person
prior to exit on 12/30/15. The scope and severity transfers in showers with the exception
was lowered to a "D" while the facility Implements of those who are independent or who
and monttors the Plan of Camection for the nse a Hoyer Lift for transfers. This
effectiveness of systemic changes and quality training by the Staff Development
assurance. Coordinator is now part of all new staff
orientation.
The findings include: Additionally, investigation of incidents
- utilizing root cause analysis, care plan
Review of the facility’s policy regarding Falls revision, ADL Coding, Care Plan
| Management, dated January 2010, revealed it (Foliowing and updating), two-person
was the policy of the facility to screen all residents assist for transfers in showers except for
to identify possible risk factors that may place a those who are independent or who use a
resident at risk for falls, to evaluate those risks, Hoyer Lift for tansfer, gait belt
implement interventions to reduce those risks and competency and post-test are included
monitor those interventions and modify when in this orientation by the Staff
necessary. Also the facility would investigate any Development Coordinator.
resident fall to determine appropriate Daily, Monday through Friday, audits
interventions to put in place to reduce the are conducted by the Director of
likelihood that a fall would reoccur and/or to Nursing, Unit Managers, Staff
minimize the risk of Injury related to a fall. Developmem Coordj_na_tor, Asst,
Directors of Nursing, Signature Clinical
Review of the closed clinical record for Resident Coordinator, and/or the Director of
#1 revealed the facility admitted the resident on Program DGVGIQP]IIB]]I to verify that
04/27/15 with diagnoses of Difficulty Walking, Care Plans and CNA Care Plans match
Abnormal Gait, Muscle Weakness, Abnormal for level of assistance necessary for
Posture, Sprain Rotator Cuff, Jolnt Pain, transfers as well as potential need for 2
Shoriness of Breath and Osteoporosis. lee gait belt. These audits will be ongoing
facility assessed the resident as being at risk for and reviewed at the Monthly QAPI
{alls on admisslon (04/27/15). meetings for three (3) months, then
Review of Resident #1's Quarterly Minimum Data A e e
Set (MDS) assessment, completed on 10/07/15, the frequency and/or continuarion of the
revealed the facliity assessed the resident interviews.
ulilizing the Brief Interview for Mental Status with _
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a score of thirteen (13) meaning the resident was
cognitively intact and determined o be
interviewable. The facility also assessed the
resident as needing the extensive assistance of
two (2) with transfers, personal hyglene, and
teileting. The facility assessed the resident as not
steady on their feet and only able to stabilize with
staff assistance with moving from a seated to
standing postiion, walking, rmoving on and off the
tollet and surface to surface, such as beiween the
bed and chalr or chair to wheelchair.

Review of the Comprehensive Care Plan for
Resident #1, revealed the facility developed
updated a plan of care on, 10/27/15, for impaired
physical mobility, due to decreased strength,
endurance, and arthritic pain to the shoulder, with
updated goals and target dates for 01/27/16. The
goal stated the resident would show no degline in
ambulation ability and would maintsin the current
level of ability. The interventions listed directed
staff to use a gait belt with ambulation and to
monitor and observe for signs and symptoms of
pain and shoriness of breath/exertion. If noted,
they were to siop the procedure and notify the
licensed nurse with occurrence,

Review of the resident's care plan developed on
06/06/15, with a review date of 08/04/15 and
10/27/15, revealed Resldent #1 was at risk for
falls due to decreased mability, history of falls,
generalized weakness and antidepressant
medication revealed updated goals and tergst
dates for 01/27/16, The goal stated the resident
would be frae of falls within the next ninety-days.
The approaches directed staff to assist the
resident with activities of daily living, keep call
light and persaonal items within reach at all times,
wheelchair mobility per staff In facility, and keep

Coordinators as needed for changes in
transfer assistance needed for residents,
based on audits condueted by the Unit
Coordinators. These audjts will be
ongoing and reviewed at the Monthly
QAPI meetings for three (3) months,
then quarterly for three (3) quarters,
unless the QAPI Committee makes
changes to the frequency and/or
continuation of the audits.

Daily interviews with Licensed Nursing
Staff and CNAs are done by the Unit
Managers and Asst, Directors of
Nursing to identify any changes in
transfer status. These interviews will be
ongoing and reviewed at the Monthly
QAPI meetings for three (3) months,
then quarterly for three (3) quarters,
unless the QAPI Committee males
changes to the frequency and/or
continuation of the interviews.

Additional education to nursing staff
wags accomplished on Janvary 29, 2016
to include but not limited to root cause
analysis, care plan revision, ADL
Coding, Care Plan (Following and
updating). This education was
condueted by the Staff Development
Coordinator and Director of Nursing-

Mopjtoring Measures:
QAPI meetings were held on January 5,

2016, January 7, 2016, Japuary 14,
2016, January 19, 2016 and Jenuary 27,
2016. These QAP] meetings have
included and will continue to include
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walkways free from clutter. the QAPI Committee to determine the
frequency of an andit or process, or if it
Further review of the care plan, developed on might need to be changed or
05/06/15, revealed the resident was at risk for discontinued. )
decline of activities of daly fiving dus to Daily, Monday through Friday, falls
generalized weakness, depression and failure to including their investigations are
thrive. The goal stated the resident would have reviewed in morning meeting by the
improvement of activities of dally living within the Clinical Team. The Clinical Team
next ninety days. Review of the plan of care includes, but is not Jimited to, the
revealed the assistanca of two (2) with transfers Director of Nursing, Assistant Director
and tofleting, bed mobility and ambulation. The of Nursing, Unit Coordinators, Staff
approach for two assist was revised to one assist Development Coordinator, Restorative
on 07/15/15, with fransfers, tolleting, bed mobility Nurse, Activities Coordinator, Social
and ambulation. Additional approaches listed, Services Director and others as deemed
directed staff {o provide the assistance of one (1), necessary by the Clinica] Team.
with bathing, personal hygiene and dressing. Updates will be made to the CNA and
However, review of Resident #1's Quarterly Comprehensive Care Plans by Licensed
Minimum Data Set, data 10/07/15, assessed the Nursing Staff.
resident as needing the sxtensive assistance of Findings of the above stated audits will
two (2). be reviewed by the QAPI committee
monthly for three (3) months, then
Review of the Nursing Assistants' activities of quarterty for three (3) quarters, for
daily living nesds documentation dated, frequency of ongoing audits or further
10/29/15-11/04/15 and 11/01/15-11/07/15, recommendations and follow-up as
revealed Residant #1's transfer needs as | indicated. The Monthly QAPI
requiring the extensive assistance of two (2). : Committee will include at a minimum,
i | the Director of Nursing, a physician,
Review of the facility's incident report, dated for apd three other staff,
| 11/06/15, revealed it was completed by the DON,.
| - | The form specified there was a fall occurrence
and a time of 2:30 PM. However, there was no
falls analysis to determine tha cause of the fall,
Interview with the DON, on 1211515 at 3:15 PM,
revealed she was informed of Resident #1's fall
on, 11/06/15 at 2:30 PM, and immediately went to
the shower room and attended to the resident's
needs. She stated Certifled Nursing Assistant
(CNA) #4 informed her she was in the process of
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transferring the resident from the wheelchairto a |
shower chair when the resident fell and sustained
a head injury and a skin tear to the right elbow.
The DON stated when she arrived at the shower
room and assessed the resident she determined
the resident did not have a gait belt around the
waist. However, she did not investigate to
determine the reason CNA #4 had not used one

during the fransfer, as required by the plan of
care.

Attempts were made via telephone to contact
CNA#4, on 12/16/15 at 11:00 AM, 12/17/15 at
9:10 AM and 12/18/15 af 10:50 AM, but they were
unsuccessful.

Interview, on 12/15/5 at 2:15 PM, with Licensed
Practical Nurse (LPN) #1, revealed Resident #1
was admitted for therapy after a fall at home. The
resident had made improvements; however, had
recently come down with a chest infection and
had not been feeling well. The resident had very
brittle bones that popped and cracked all the
time, and the resident had one leg shorter than
the other, causing balance problems and both
hands were malformed from osteoarthritis. LPN
#1 explained a few months ago the resident
obtained a fracture to the right hand and belleved
it was caused by osteoarthritis and the resident
still had some pain issues with the hand due to
that fracture. At times the resident required the
extensive assistance of two (2) staff with
transfers; however, the plan of care directed staff
to provide the assistance of one (1) with
transfers. On 11/08/15, she heard a staff member
yelling from the shower room and she
immediately went to check to see what they
needed and found Resident #1 on the floor with a
head injury and a skin tear to the right elbow. The

F 323
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Continued From page 56

resident was not responsive when she entered
the shower room; however, afler a few moments
the resident was able to answer questions
according to their baseline cognition level. The
resident did not remember falling or hitting their
head. The DON was notified and came to assist
and an ambulance was called to transfer the
resident to the hospital. The LPN did not
remember seeing a gait belt on the resident when
she was providing treatment for the injuries;
however, a gait belt should have been used
during the transfer. She did not interview the
nursing assistant to determine all the possible
contributing factors to the fall, Per interview, she
was not directed to review the resident's medical
record for missed opportunities to prevent the fall

staff to determine if they had gatis belts on their
person or if they routinely used them during
transfers, after the event.

Interview, on 12/16/15 at 9:14 AM, with CNA #2,
revealed Resident #1 was normally wobbly and
off balance due to one leg being shorter than the
other. The resident would get dizzy at times when
standing and could not stand for more than a
couple of mirutes due to weakness. The resident
had shoulder pain and deformed hands. The CNA
explained to begin the transfer process she had
to provide the resident a boost to obtain a
standing pesition, and due to the shoulder pain
and deformed hands she had to guide the
resident’s arms and hands up to the grab bar in
order to continue the transfer process. The
resident was not able to come to a standing
position on their own. The residenf's transfer
needs fluciuated day to day, and at times when
the resident would not feel good or was weaker
than usual it would take two (2) people to get the

F 323
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resident up and to transfer to another chair or to
the bed. However, according to Resident #1's
nurse aide care sheet the resident only required
the assistance of one (1) with transfers same as
the comprehensive care plan,

i Continued interview with the DON, on 12/15/15 at
| 3:15 PM, revealed her investigation had not

| determined Resident #1 was assessed {0 need

| the assistance of two (2) during transfers, per the
resident's quarterly Minimum Date Set
Assessment, dated 10/07/15. She did not review
the medical record after the event or the nursing
assistants, activities of daily living needs
documentation datad, 10/28/15-11/04/15 and
11/01/15-11/07/15 that assessed Resident #1's i
transfer needs as requiring the exlensive
assistance of two (2). She focused her
investigation on the fact the resident lost his/her
balance during the fall. it was determined the
shower room nesaded an additional grab bar for
staff to use when transferring residents. The only
grab bar in the shower room at ihe time was on
the wall next to the toilet and when the wheelchair
was pushed up to the grab bar there was limited |
raom for the resident to hold on to and for the .
staff to move the wheelchair out from behind the
resident and then move the shower chair
underneath the resident, The DON coniinued to
explain after the Incident she did not direct the
nursing staff to conduct audits of care plans or for
the use of gait belts or the amount of assistant
needed during a transfer to determine if there
were other resident care concerns. Per interview,
she did not interview other nursing assistants
regarding Resident #1's transfer needs or if they
had a gait belt to use or if they knew when to use

| it. The DON further stated she was new to the
role of Director of Nursing and the investigation
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process. However, she stated it was important io
identify all causes of an incident and then
address them with an action plan in order to
preévent another similar incident from happening.
She could not provide evidence the facility
Investigated and addressed all the contributing
factors of the fall with an action plan and
completed audits to ensure compliance after
Resident #1's fall with a head Injury that resulted
in the resident's death.

Interview with the Administrator, on 12/16/15 at
5:50 PM, revealed he had been informed of
Resident #1's fall on 11/06/15 and his
investigative findings determined the root cause
of the fall was the shower room lacked a bar on
the long wall, across from the tollet, for residents
to grab onto; which would better facilitate a
transfer. However, record review reveaied
Resident #1 would not be able ta grab the bar
due to arthritic and congenital maiformation of the
hands. He stated it was the expectation of the
facility that all staff use gait belis when assisting
residents with ambulation and/or transfers.
However, the facility did not have a policy
directing the staff in that expectation. Per
Interview, he did not direct staff to determine if
there were other issues regarding the use of gait
belt, per facility expectation. He did not identify
the resident had been assessed as nesding the
extensive assistance of two (2) or that the care
plan did not reflect this infermation.

The facility took the fallowing actions to remove
the Immediate Jeopardy as follows:

1. On 11/06/15 Resident #1 had a fall in the
facility shower room. The Restorative Nurse
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hearing a call for help went to the shower room,
found the resident on the floor, took the resident's
vital signs, and placed pressure to a laceration on
the resident's arm. The resident's vital sighs were
taken, neurological status was assessed, and an
ice pack was applied to the resident’'s head. The
attending physiclan and daughter-inlaw were
notified. Emergency Medical Services (EMS) was
called for fransport and the resident retumed from
the hospital the same day.

2. An investigation was initiated by the
Administrator and the Director of Nursing (DON)
on 11/06/15. The shower room on the Dogwood
Unit was inspected and a sign was placed on the
shower room door to not use the shower room
until further notice.

3. On 11/06/15 following shift change the DON
educated all day and night shift staff that two (2)
staff would be required in shower rooms for
transfers, There were twenty-seven (27) nursing
staff on on duty on 11/06/15 of the
sixty-seven(67) tota! staff.

4. On 11/07/15 the Administrator called the House
Supervisor and instructed her to educate the
nursing staff, (28) who worked the weekend, that
going forward two (2) people would be required in
the shower rooms for transfers. Eleven (11)
weekend staff remained to be trained. There was
no agency staff at this time,

5. On 1211715 the Administrator reviewed
ninety-five (95) falls from 06/01/15 to present to
determine if falls occurred in the shower rooms,
Only one (1) fall occurred in 2 shower room
related to @ wheelchair moving. There wers no
falls related to resident transfer or gait belt use.,

F 323
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6. On 11/13/15 education was given to nursing
staff by the Staff Development Coordinator (SDC)
on safety devices, fransfers, use of gait belts. The
Charge Nurse, CNA Preceptor, Unit Managers,
DON, and Assistant Director of Nursing (ADON)
were inciuded in the thirty-four (34) nurses
educated by the SDC. New nursing staff receives
competency skills evaluations that includes gait
belt use.

7. After the fall on 11/06/15 the Tacility started
reviewing falis In the moming meeting Monday
through Friday for root cause analysis and that
the CNA and comprehenslve care plans are
updated. The comprehensive care plans are
updated by nurses. The DON then checks that
the CNA and comprehensive care plans are
updated Monday through Friday. Falls on the
weekend with injury are called to the DON by a
licensed nurse and reviewed. The licensed nurse
updates the care plan and the fall is placed on the
24 hour report. A shift 1o shift report is given
betwean nurses.

8. On 11/24/15 the Quality Assurance
Performance Improvemeant (QAPI) committee
met with the Administrator, DON, ADON, Unit
Managers, Maintenance Director, Social Services
Director, Human Resource Director, and
Restarative Nurse Manager. The number,
logation, shift of falls were discussed along with
monitaring of transfers to be ongoing. Transfer
assistance documentation was reviewed for
discrepancies. In addition, falls for 10/01/15
through 10/31/15 were reviewed to look for
further trends.

9. On 12/15/15 ninety-six (96) current CNA care
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plans were audited to determine galt belt needs
and transfer assistance by the DON, Unit
Manager, SDC, ADQC, Signaiure Care
Consultant (SCC), Administratar or Director of
Pragram Development (DPD). The team found
and corrected twenty (20) discrepancies. All
ninety-six (96) CNA care plans were then
cornpared to the comprehensive care plans to
ensure the CNA cars plan matched for leve! of
assistance, transfers and use of a galt bekt. There
were (43} discrepancies identified at that time and
corrected.

10. On 12/15/15 thirty-nine {39) of thirty-nine {39)
evening and night shift nurses and therapy staff
were educated by the SDC, DON, and SCC to
use gait belts for transfers, checking the CNA
care plans, and two (2) staff members to be In the
shower rooms for assistance with transfers
except for Hoyer Lift residents or independent
residents.

11. On 12/17/15 the DPD educated seventeen
(17) interdisciplinary feam (IDT) management
team members which included the Administrator,
DON, Unit Managers, Rehab Manager, Business
Office Manager, Medical Records Director, SDC,
MDS Coordinafor, Human Resources,
Maintenance Director, Human Resources,
Environmental Services Director, and Activities
Director on root cause analysis, Gait Belt Folicy,
Stop and Watch Process, two (2) persons for
fransfers and in the shower room at all times,
updating care plans, and following the care plan.
This was a face to face tralning. A post-test on
galt belt use was administered and a score of
100% had to be reached.

12. On 12/17/15 the staff was retrained by the

F323
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management staff, who had been educated by
the DPD, Any staff not trained as of 1211815
could not return to work until educated and they
received 100% on the post-test. If 100% was not
obtained they would be re-educated and re-tested
untit they scored 100%. Staff on Family Medical
Leave (FMLA), Medica! leave, PRN, or vacation
would not be allowed io retum to work until
trained and they received 100% on the post-test.

Beginning 12/18/15 every shift a licensed nurse
or the Regional Rehab Services Manager will
observed thres (3) showers on Magnolia and
Dogwood daily for gait belt use for transfer. Five
(5) nursing or therapy staff will be administered
the gait belt post-test by the Administrator, DON,
Unit Manager, Business Office Manager, Medical
Records Director, MDS Coordinator, Human
Resource Director, Activities Director, or
Environmental Services Director, The post-test
and re-education will be given until a 100% score
is achieved.

The Administrator and DON will review post-test
daily.

13. On 1211615 the SDC, DON, Unit Managers,
ADON, and or the SCC began gait belt
competencies. As of 12/21/15 sixty-one (61) staff
had completed the competencies. The facility has
sixty-seven (67) staff members.

14. On 12116/15 the Minimum Data Set (MDS)
Coordinator reviewed the last MDS assessments
for all ninety-seven {97) residents for their level of
assistance to ensure the CNA and the
comprehensive care plans matched the MDS
assessment. On 12/17M15 the DON, Unit

Manager, SCC, and SDC conducted a second
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Continued From page 63

audit and interviewed various staff members to
determine the amount of assistance the
ninety-seven (97) residents needed. This
information was compared fo the MDS coding,

Fifty-three (53) comprehensive care plans and
thirty-four (34) CNA care plans were updated.

15. A QAPI meeting was held on 12/15/15 via
telephone with the Medical Director,
Administrator, DON, Unit Manager, SCC and
DPD to review the fall of Resident #1, the steps to
put in place, incident reports, placing grab bars in
the shower rooms, and staff education.

16. On 12/17/15 the Administrator notified the
staffing agency that their staff would receive gait
belt education before working at the facility.

17. On 12/21/15 three gait belts were placed in
the medication room on the Magnolla and
Dogwood Lnits.

18, On 12/17/15 a QAPI meeting was held with
the Medical Director, Speclal Projects
Administrator (SPA), Unit managers, (3) SCC's,
and the DPD to review cited deficlencies. Care
plans would be audited dally Monday through
Friday, Stop and Watch Process audits, fall
interventions audits, continue gait belt
competencies and use, shower room transfer
audits with two (2) staff, galt belt post-test, and
root cause analysis audits daily.

18, Beginning 12/18/15 care plans will be audited
for transfer assistance needed by the DON,
ADON, Unit manager, SCC, and Charge Nurse
and discussed in morning meeting if a

discrepancy Is noted an investigation will be
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initiated by the DON, Administrator, or Unit
Manager. The interdisciplinary team (IDT) will
update the care plan and notify the MDS
Coordinator of the change, and falls will be
reviewed for root cause analysis.

20. A nurse from the regional team or corporate
office, Reglonal Vice-President of Operations or
Special Projects Administrator has been on site
daily since 12/14/15 reviewing audits and

| assisting as needed. The Chief Nurse Executive,

Clinical Compliance Nurse, Director of Program
Development s in daily contact with the SCC or
Regional Vice president of Operations and Is
reviewing audits.

21..A QAPI meeting was held on 12/22/15 fo
determine further need for education or plan
revision. Results of audits, post-test, and gait belt
observations during showers were discussed and

reported weekly. Concerns identified will be
corrected immediately and reported to the
Administrator or DON. The IDT team are auditing
| with audit tools daily. These audits are reviewed
by the Administrator, DON, or regional staff
member daily.

22, Administrative oversight of the facllity will be
completed by the Special Projects Administratar,
Regional Vice President of Operations, or a

| member of the regional staff weekly on site and

| daily by telephone beginning 12/16/15, then every
other week for four (4) weeks, then monthly.
Oversight will include, but not limited to, daily
review of the audits, QAPI committee meetings
and review of all audits to ensure additional
education is not needed.

23. QAPI meetings will be held weekly beginning

i
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12/16/15 for four (4) weeks, then monthly for
recommendations and further follow-up and
determine what frequency any ongoing audits will |
need to continued. The Administrator has the '
oversight to ansure an effective plan is in place to
meet the resident's well-being, identify facility
concerns, and implement a corrective plan o
involve all staff, Audits will be reviewed, but not
limited to, gait belt competency, and two (2)
person transfers for showers, gait belts on
nursing and therapy staff, care plan audits for
transfer assistance, MDS coding for transfers,
and root causes for falls.

The State Survey Agency validated the removal
of the Inmediate Jeopardy on 12/30/15 prior to
exit as follows:

1. Interview, on 12/30/15 at 7:20 AM, with LPN #1 |
(the Restorative Nurse) revealed on 11/06/15 she
responded to a call for help from the shower
room on the Dogwood Unit. When she enterad
the shower room, Resident #1 was laying on
his/her right side on the shower room floor.
Resident #1 was non-responsive to verbal stimuli
for one (1) to two (2) minutes. She took the
resident's vital signs, placed a pressure dressing
on a laceration on the resident's right arm, and an
lce pack was placed on a hematoma on the right
side of the resident's forehead. Review of the
nursing notes and incident report on 12/30/15
revealed, on 11/06/15 at 2:30 PM Resident #1's
attending physician and daughter-in-taw were
notified of Resident #1's fall. The attending
physician gave orders to send Resident #1 to a
local hospital for assessment. Emergency
Medical Services (EMS) was called {o transport
the resident to a local hospital for evajuation.
Resident #1 was retumed to the facility from the
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local hospital, on 11/06/15 at 3:30 PM, with a
diagnosis of Subdural Hematoma and he/she
was not a surgical candidate.

2. Interview with the Administrator, on 12/29/15
at 9:08 AM, revealed after he was notified
Resident #1 had fallen on 11/08/15 he and the
Director of Nursing (DON) investigated all the
shower rooms. He had a sign placed on the
Dogwood Unit shower door to not use the shower
room until Monday, 11/09/15 and he then
purchased grab bars to be installed in all the
shower rooms.

Interview with the Plant Diractor, on 12/29/16 at
2:45 PM, revealed he and his Assistant installed
new grab bars in all four (4) facllity shower rooms;
two (2) shower rooms on Dogwood and two (2)
shower rooms on Magnolia on 11/09/15.

Review of the purchase order for grab bars

revealed grab bars were purchased 11/08/15 ata
local store.

Observations of two (2) shower rooms on the
Dogwood and Magnolia Units, on 12/20/15 at
11:31 AM, revealed all shower rooms had new
grab bars.

3. interview with the DON, on 12/268/15 at 3:15
PM, revealed she educated all staff working
11/06/15 that effective immediately there were to
be two (2) staff always present in the shower
rooms for transfers, There were twenty-seven
(27) nursing staff on duty on 11/06/15 of the
sixty-seven (67) total staff.

Review of the staff schedule for 11/06/15 and
staff name check offs by the DON revealad
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iwenty-seven (27) staff were educated that two
{2) staff must be present at all times in the
shower rooms.

Observations of the shower room on the
Dogwaod Unit, on 12/29/15 at 9:00 AM, and the
Magnolia Unit, on 12/29/15 at 9:16 AM, revealed
two (2) CNAs with a resident using a gait belt o
transfer the resident.

Interview with CNA #2, on 12/29/15 at 8:12 AM
and CNA #3, on 12/26/15 at 9:40 AM, revealed
they were educated on 11/06/15 by the DON that
two (2) staff were to always be in the shower
roor with a resident.

4. Interview with the Administrator, on 12/20/15 at
3:16 PM, revealed he cailed the Nursing
Supervisor on 11/07/15 and instructed her to
educate all working staff that showers were to
only be given with two (2) staff present at all times
in the shower room.

Interview with the House Supervisor, on 12/29/15
at 3:00 PM, revealed she had trained twenty-eight
(28} staff on 11/07/15 that two (2) staff had to be
present for all showers.

Interview with CNA#2 on 12/29/15 at 9:30 AM:;
CNA #3 on 12/29/15 at 9:40 AM: CNA #4 on
12/20/15 at 2:50 PM, Registered Nurse (RN) #1
on 12/29/15 at 2:30 PM; CNA # 5 (agency staff)
on 12/25/15 at 2:43 PM; and, Licensed Practical
Nurse (LPN) #1 on 12/29/15 at 3:07 PM, revealed
they were educated ot 11/07/15 by the House
Supervisor to always have two (2) staff present in
the shower rooms with residents,

Review of the staffing schedule for 11/07/15
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reveated twenty-eight (28) nursing staff were
trained.

5. Interview with the Administrator, on 12/29/15 at
3:15 PM, revealed on 12/17/15 he reviewed all
falls In the facility from 06/01/15 through 12/17/15
to delermine & root cause. Ninety-five (95) falls
were reviewed. Only one (1) occurred in a shower
room due to a wheelchair wheels not being
locked. There were no falls related to resident
transfers,

6. Interview with the Staff Development
Coordinator (SDC), on 12/29/15 at 9:15 AM,
revealed on 11/13/15 she educated nursing staff
on gait belt use. Thirty-four (34) nursing staff
including the Assistant Direcior of Nursing
(ADONY), Charge Nurse, CNA Preceptor, and
DON were told to always have thelr gait belt and
to use it for all transfers. In addition she stated all
direct nursing staff and therapy staff were
provided a gait belt by the facility upon hire. Each
unit has extra gait beits in the medication rooms
for agency siaff to use.

Interview with the Unit Manager on 12/29/15 at
9:12 AM; CNA #2 on 12/29/16 at 9:30 AM; CNA
#3 on 12/29/15 at 9:40 AM; CNA#1 on 12/29/15
at 12:33 PM; the Magnolia Unit Charge Nurse on
12/20/16 at 12:45 PM; RN #1 on 12/29/15 at 2:30
PM; CNA#4 on 12/29/15 at 2:50 PM, and, LPN #
1 on 12/29/15 at 3:07 PM, revealed they were
educated on 11/13/15 by the SDC on gait belt use
for resident fransfers.,

7. Interview with the Director of Clinical Programs
{DCP), on 12/29/15 al 8:15 AM, revealed the
morning meetings are Monday through Friday
and comprehensive care plans are reviswed and
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Updated when needed. The DON reviews the
CNA care plans to ensure it matches the
comprehensive care plan,

Interview with the Administrator, on 12/29/15 at
3:15 PM, revealed the morning meetings are
Monday through Friday, After the fall on 11/06/15
the facility started reviewing the comprehensive
and CNA care plans for transfer and assistance
needs to ensure they were reviewed and updated
as needed. Falls are reviewed for root cause
analysis. If a fall with injury occurs on the
weskend the DON is notified.

)

Interview with the DON, on 12/28/15 at 3:23 PM,
revealed morning meetings are held Monday
through Friday. In the meeting the resident
comprehensive care plans are reviewed and she
checks that the comprehensive care plan
maiches the CNA care plan. Any fall that
occurred is placed on the 24 hour report and the
shift to shift report, The fall is reviewed in the
moming meeting the next morning for a possible
root cause. She s notified if a falf with injury
occurs on the weekend,

interview with the ADON, on 12/30/15 at 8:50 AM,
revealed she attends morning meetings Monday
through Friday. All ninety-six (86) resident
comprehensive care plans are reviewed and
updated as needed. The DON compares the CNA
care plan to the comprehensive for transfer and
assistance needs.

8. Interview with the Administrator, on 12/30/15 at
9:67 AM, revealed the QAPI commitiee is an
interdisciplinary team (IDT) that consists of the
DON, ADON, Unit Managers, Social Services,
Office Manager, Medical Records, Human
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Resources, Activity Director, two (2) Unit
Coordinators, Environmental Services Director,
MDS Coordinators, Therapy Director, Staff
Development, and the Medical Director, The
committee meets monthly. On 11/24/15 the
committee met to discuss monitoring transfer
assistance needs. Falls data was reviewed from

10/01/15 through 10/31/15 to identify if there was
a trend.

Interviews with the DON, two (2) Unii Managers,
SDC, SCC, and DPD on 12/30/15 at 3:23 PM,
revealed they attended the 11/24/15 QAPI
meeting and discrepancies identified for transfer
assistance were reviewed.

Review of the QAP| committee sign In sheet for
11/24/15 on 12/30/15, revealed the DON, ADON,
Unit Managers, Social Services, Office Manager,
Medical Records, Human Resources, Activity
Diractor, two (2) Unit Coordinators,
Environmental Services Director, MDS
Coordinators, Therapy Director, and SDC were
present at the mesting.

9. Review of the facility's avdits for needed care
plan updates of transfer and assistance needed,
dated 12/13/15; 12/15/15; 12/16/15; 12117115
12/1815; 12f20/15; 12/21/15; and 12/22/15
revegled the audits had been completed with
changes Identified that needed to be made to the
care plans.

Review of Resident #7's and Resident#10's
comprehensive and CNA care plans revealed,
revealed their care plans had been updated for
transfer and assistive needs on 12/18/18,

Review of Unsampled Resident's A and B's
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comprehensive and CNA care plans revealed
their care plans had been updated for transfer
and assistive needs on 12/19/15.

10. Review of the education sign in sheets
revealed on 12/156/15 thirty-two (32) nursing staff
and seven (7) therapy sieff were trained on two
(2) staff in the shower rooms for assistance
except for Hoyer Lifts and independent residents.

Interview with the Dogwood Unit Manager, on
12/29/15 at 9:12 AM, revesled she assisted with
the training of the nursing and therapy staff
12/15/15 and 12/18/186.

Interview with, CNA #2 on 12/29/15 at 9:30 AM:
CNA#3 on 12/20/15 at 9:40 AM; an Occupational
Therapist (OT) on 12/29/15 at 11:53 AM; a
Physical Theraplst Assistant (PTA) on 12/29/15 at
12:10 PM; CNA#5 on 12/29/15 at 2:43 PM; LPN
#1 on 12/29/15 at 3:07 PM; and, CNA#10 on
12/29/15 al 3:15 PM, revealed on 12/15/45 and
12/18/15 they had been educated that two (2)
stafl members were to be in the shower rooms
for resident transfers, gait belts were to be used
for transfers according to the care plan end that
staff was to check the cara plan for fall
interventions and needed changes.

11. Interview with the Director of Clinical
Programs (DCP), on 12/29/15 at 8:15 PM,
revealed on 12/17/15 she educated the IDT team
on Root Cause Analysis in a power point
presentation in the morning meeting. The (IDT) i
consisted of the DON, ADON, Unit Managers,
Social Services, Office Manager, Medical
Records, Human Resources, Activity Director,
two (2) Unit Coordinators, Environmental
Services Director, MDS Coordinators, Therapy
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Director, Staff Development, and Maintenance
Director. The Gait Belt Policy was reviewed with
no changes needed. A Stop and Watch Process
form was presented, two (2) person transfers and
staff being in the shower rooms were ta be
permanent changes. Care plan reviews, updating
care plans, and face to face training were
discussed. She administered a post gait belt test
10 the IDT team and each had to obtain a score of
100%. If 100% was not reached re-education was
done immediately and the person was retested.

Interviews, on 12/29/15 with the SDC at 9:45 AM;
Director of Social Services at 11:10 AM; the
Office Manager at 11:20 AM; Human Resource
Director at 11:30 AM; MDS Coordinator et 11:55
AM; and, the Therapy Director at 12:10 PM,
revealed they attended the training on 12/15/15
presented by the DCP.

12, Interview with CNA #2 oh 12/29/15 and 9:30
AM; CNA#3 on 12/29/15 at 9:40 AM; an

Occupational Therapist (OT) on 12/29/15 at 11:53

AM; a Physical Therapist Assistant (PTA) on
12/29/15 at 12:10 PM, CNA#5 on 12/28/15 at
2:43 PM; LPN #1 on 12/20/15 at 3:07 PM; and,
CNA# 10 on 12/29/15 at 3:15 PM, revealed they
all stated they had received education on gait belt
use, obtained 100% on the post test, could
explain when and how the use the Stop and
Watch form, and were aware two (2) persons
must always be in the shower rooms for resident
transfers,

Review of the daily gait beli post-tests revealed
since 12/18/15 five random staff from nursing and
therapy had been administered the galt belt
post-test and obtained a score of 100%.
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Interview with the Administrator, on 12/30/15 at
11:49 AM, revealed he or the DON reviewed all
galt belt post-test daily for the five () random
siaff test,

at 11: 50 AM, revealed she follows-up with the
Administrator fo assess if staff had to be
re-educated and were re-tested.

Revlew of the siaff post-test revealed sixty-five
(65) of sixty-seven (67) facility staff were frained.
One (1) untrained staff member was on FMLA
and the other was a PRN staff,

13. Review of staff post-test revealed between
12/18/15 and 12/21/15 sixty-one (61) of the
facility’s sixty-seven staff members were
administered a gait belt competency which was
part of the gait belt training. The staff member
had to demonstrate correct use of the galt belt.

Review of post-test after 12/21/15 revealed three
(3) PRN staff and one (1) staff from vacation
completed the gait belt testing with 100% and
were able to demonstrate appropriate use of the
gait belt.

14, Interviews on 12/29/15 with the SDC at 9:45
AM and the DON at 3:23 PM, revealed they
interviewed various nurses and CNAs on
12/17/15 to determine the amount of assistance a
resident needed for bed mobility, eating, transfers
and toileting. This information was compared to
the MDS coding, CNA cars plans and the
comprehensive care plen. Eight (8) assessments
required modification. Follow up on 12/18/15
revealed fifty-three {53) comprehensive care
plans and thirty-four (34) CNA care plans were
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updated by the DON, Unit Managers, SCC,
ADON, SDC, and the DPD.

15. interview with the DON, on 12/30/15 at 8:50
AM; the Administrator at 9:57 AM; the Medcal
Director at 10:40 AM; and, the Signature Care
Consultant for Nursing (SCC) at 12:06 PM,
revealed all were present on 12/15/15 far a QAPI
meeting to discuss the fall of Resident #1 and an
action plan, (Grab bars, staff education, and
incident reports)

16. Interview with the owner of the Staffing
Agency, on 12/20/16 at 12:35 PM, revealed she

was notified by the Administrator on 12/17/15 that |.

all agency staff would be galt belt trained and
tested before working at the facility.

17. Observations, on 12/29/15 at 11:31 AM, of the
medication rooms on the Dogwood and Magnolia
Units revealed there were three (3) galt belts in
the room.

18. interview with the Administrator, on 12/30/15
at 9:57 AM, revealed a QAPI meeting was held
on 12/17/15 by phone with the Medical Director,

Interview with the Medical Director, on 12/30/15
at 10:40 AM, revealed he was called into a QAP!
meeting on 12/17/15,

Interview, on 12/30/15 with the DON at 8:00 AM;
Special Projects Administrator at 10:20 AM; SDC
8t 9:30 AM, and, the ADON at 11:07 AM, revealed
they were present for the QAPI conference call
with the Medical Director on 12/17/45.

Review of the QAP sign in sheet for the 12/17/15
meeting revealed seven (7) persons were present
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for the meeting.

19. Interview with the SDC, on 12/29/15 at 9:45
AM, revealed she assisted with the audits,
beginning 12/18/18, of the care plens and if
discrepancies are identified they are discussed in
the moming meeatings.

Interview with the DON, on 12/29/15 at 3:15 PM,
revealed prior to 12/18/15 the facllity had
reviewed and updated all resident care plans for
assistance and transfer needs. Beginning
12/18/15 through ongoing care plan audits if a
discrepancy was Identified in a resident's care
plan for transfer or ass!stance needs it was to he
reported in moming meeting and would be
investigated. All falls would be reviewed for root
cause and if a care plan was updated MDS would
be notified of the change.

Review of the facility falls since 11/06/15 revealed
there had been no resident falls from 12/15/15 to
12/30/15.

20, Interviews, on 12/29/15 with the DPD at 9:15
AM; and, the Special Project Administrator at
10:20 AM, revealed the corporate team assigned
to assist the facility since 12/14/15 were present
on sie and reviewing audits. The Corporate team
consisted of the Special Project Administrator, the
Director of Program Development, and the
Signature Care Consultant.

21. Interview with the Administrator, on 12/30/15
at 9:57 AM, revealed QAPI meetings were held
1211615, 12M7/15, 12/22/15, and 12/28/15.

Review of the QAPI sign in sheets on 12/30/15, ;
revealed QAPI meetings were held 12/15/15, g
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121171186, 12/22/15, and 12/29/15.

22. Interview with the Special Project
Administrator, on 12/29/15 at 10:20 AM, revealed
he was the Corporate Administrator assigned 1o
oversight with the facllity. He stated he would be
at the facility weekly and was available to the
facility by phone seven (7) days a week. He
further stated he would review audits, attend
QAPI meetings and ensure additional staff
education was not needed.

23. Interview with the Administrator, on 12/30/15
al 9:37 AM, revealed QAPI meetings had been
weekly since 12/05/15.

Review of the QAPI meeting slgn in sheets
revealed QAP| meetings had been held 12/15/15,
12117/15, 12/22/15, and 12/29/15.
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