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Submission of this plan of correction is not a
F 000 | INITIAL COMMENTS F 000(legal admission that a deficiency exists or that
this statement of deficiency was correctly
An Abbreviated Survey investigating complaint cited, and is also not to be construed as an
#KY21733 was conducted on 06/04/14 through admission of interest against the facility, the
06/06/14 to determine the facllity's compliance Administrator or any employees, agents, or
with Federal requirements, Complaint #KY21733 other individuals who draft or may be
was substantiated with d?ﬁfiencies cited ata discussed in this response and plan of
Scope and Severity of a "G". correction. In addition, preparation of this plan
The Baolily smasmsed Resklant i oaquireuo of correction dcf)es not constitute an admission
Sesse t#lt or agreement of any kind by the facility of the
(2) P9’S°2 ai"?;f; ‘:Lmerpv?:'i;in\l::s' "f:ot:'?c?:cfiefsto truth of any facts alleged or see the correctness
ensure adeq pervisi Sp L of any allegation by the survey agency.
care planned. On 05/08/14, Certified Nursing Accordingly, the facility has pr d and
Assistant (CNA) #1 attempted to perform a subsmitted this Bl of o Prepate a;‘
mechanical lift transfer without the assistance of resolution: of ar}: Cl ”Tlc. ulon prlo; g tng
another staff member which resulted in the olely b ¥ ?ppea WOLEh may be filed
resident being lowered to the floor causing injury. " de t}', dece;u]s ©o lt Yo tequiretosuls L.mc_ler staie
After this fall, Resident #1 was sent to the and federal law .t hat n?an‘datc submission of a
hospital related to complaints of pain and was plan of correction within (10) days of the
diagnosed with a right ninth (9th) rib fracture and survey as a condition to participate in Title18,
contusions to the right hip, right shoulder and and Title 19 programs. The submission of the
head. Resident #1 had complaints of pain in the Plan of correction within this timeframe should
ribs, head, chest, and legs after the fall. Prior to in no way be construed or considered as an
the fall, Resident #1 was receiving Hospice Care agreement  with  the allegations  of
and had an order for Roxanol (opiate narcotic noncompliance or admissions by the facility.
pain medica;izn) 20 mg/1 miliitli:;r c(‘rlrc";l)1-3;1blir|gual This plan of correction constitutes a written
every two (2) hours. Residen not require allegation of submission of substantial
this pain medication until after the fall. He/She compliance with Federal Mec;icare
received eighteen (18) doses of the Roxanol Requirements.
between 05/09/14 through 05/17/14 for
complaints of pain to the head, ribs, chest and ~ 90 2
legs. 1‘:]7-82“?30\%
F 280 | 483.20(d)(3), 483.10(Kk)(2) RIGHT TO F 280 5 e
$$=D | PARTICIPATE PLANNING CARE-REVISE CP RECEIVED #
gt = L/ i3
The resident has the right, unless adjudged 5014 g‘;
incompetent or otherwise found to be JUL € “J
| Incapacitated-undgr the laws.of the State-to OFFICE OF %0
(’ ?ﬂic?pjlte in plarﬁng carezy; atment or / 0, INSPECTOR GENERAL T;.J
: 4 / ‘& "
R R TITLE N\ N 7 (x8) DATE

/11 AU

S Lot Lamug
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LER
sla\;{ment endinw?rﬁn ﬁgrjsk’(') p’énotes a‘deﬁciency which the institutién may be axcl.;aéd from correcling providing it is delermined that
uards provide sufficigfil proteetion to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
followirfg the date of survey whether orinot a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
fallowing the dale these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
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changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that Includes the attending
physician, a reglstered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident’s needs,
and, to the extent practicable, the parlicipation of
the resident, the resident's family or the resident’s
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT s not met as evidenced
by:

Based on interview, record review and review of
the facility's policy and procedure it was
determined the facllity failed to revise the care
plan for pain due to increased pain symptoms
related to injuries sustained from a falf on
05/08/14 for one (1) of five (5) sampled residents
(Resident #1). On 05/08/14, Certified Nurse Aide
#1 attempted to transfer Resident#1 with a
mechanical lift by herself which resulted in the
resident being lowered to the floor. Resldent #1
was sent to the hospital due to complaints of pain
in the ribs, head, chesl, and legs. The resident
was diagnosed with a ninth {8th} rib fracture and
contusions to the right shoulder, right hip and
head.

The findings include:
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F 280 nued F 1. Resident #1 Pain care plan was updated
Continued From page 1 F 280 on 06/10/2014 by the Director of Nursing

ensure that the resident has all pain needs
being met and pain interventions were being
followed. Any interventions not in place
iwere implemented at that time.

E2. A review of all current residents
IComprehensive Care Plans was completed
by the Director of Nursing, Assistant
Director of Nursing, Unit Manager, MDS
fCoordinator, MDS assistant, Social Service
‘Director, Dietary Manager, and Activities
'Director on 06/25/2014 to ensure that care
,plans meet the needs of the resident and care
-plan interventions were followed. Any
resident whose care plan was not up to date
‘to meet the needs of the resident had the

. care plan updated. Any interventions not in
i place had those interventions implemented.

- 3. On 06/19/2014, the IDT team consisting
+ of the Director of Nursing, Assiséant

' Director of Nursing, Unit Manager, MDS

: Coordinator, MDS assistant, Social Service
- Director, Dietary Manager, and Activities
“Director were re-educated by Regional

| Nurse Consultant and Regional

‘ Reimbursement Coordinator regarding

| development of the Comprehensive Care

: Plan and Care Plan Revisions related to

i change of resident condition.
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Review of the facitity's policy and procedure titted
"Resident Comprehensive Care Plan® dated
08/2008, revealed "Tha Comprehensive Care
Plan should always have realistic goals and
approaches/interventions to address the
resident's needs. Review of the "Quality
Assurance Paolicy” revised 03/2013, revealed "Any
change of condition noted by review of the
Interdisciplinary Team {IDT), medical record, and
Quality Assurance discussion, will foliow the
adopted Change of Condition (CQC) system for
assessment, care planning, notification, and
reimbursement.”

Record review revealed the facility admilied
Resident #1 on 10/17/12 with diagnoses which
included Malignant Neoptasm Breast, Anxlety,
Dementia, Gastroesophageal Reflux, End Stage

-Renal Disease, and Trigeminat Neuralgia.

Review of the facility's investigation, deted
05/05M4, revealed Resident #1 experienced a fali
with injuries, on 05/08/14, which included a ninth
rib fracture and head injury with increased
complaints of pain in the ribs, legs, chest, and
head. The resident was evaluated in the
Emergency Room on 05/08/14 where x-rays of
the ribs revealed a right ninth (9th) rib fracture
and soft tissue injury to the skull,

Review of the Comprehensive Care Plan, dated
02/41/14 for "Experiences Alleration in Comfort
related fo Cancer and Trigeminal Neuralgia®,
revealed no documented evidence on the care
plan that it was revised to include interventions to
address the increased complaints of pain in the
ribs, chest, legs and head related to the injuries
from the fall,

Director of Nursing will audit five (5)
resident records weekly for twelve (12)
weeks to ensure that care plans have been
revised as needed to meet the needs of the

resident and care plan interventions are

- being followed, Al monitoring will be

‘ reviewed by the Quality Assurance

i Commiitee monthly for further

i recommendations if needed. The Quality

E Assurance Committee will consist of the

i Administrator, Director of Nursing,
Assistant Director of Nursing, Unit
Manager, MDS Coordinator, Social Service

 Director, Dietary Services Manager, and the
Activities Director and the Medical Director

. attending at least quarterly.
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Interview with Registered Nurse (RN} #1, on
06/06/14 at 1:30 PM, revealed the ficor nurses
were regponsible for updating/revising the care
plans as new orders were received or as changes
in the resident's condition oscurred.

Interview with the Director of Nursing (DON}), on
06/06/14 at 2:41 PM, revealed morning meeting
were held daily and care plans were discussed
and revised as needed during the meetings. The
DON stated anything that needed to be changed
was dona and ongoing monitoring was done to
ensure the care plans were correct The DON
revealed she was unsure why the care plan was
not revised for Resident #1 but it should have
been.

F 282 | 483.20{k}(3)(ii) SERVICES BY QUALIFIED F 282

$5=G | PERSONS/PER CARE PLAN 1. An observation of Resident #1 with the
use of Mechanical 1ift was made by the

The services provided or arranged by the facility
must be provided by qualified parsons in
accordance with each resident's written ptan of
care.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and review of
the facility's policy and procedure it was
determined the facility failed to ensure the plan of
care was followed for one (1) of five {5) sampled
residenis {(Resident #1) related to transfers.

Resident #1 was care planned for the assistance
of two {2) staff with a mechanical lift with
fransfers. Howeaver, on 05/08/14, Cerdified
Nursing Assistant (CNA) #1 failed to follow the
care plan and attempied to transfer the resident

Directer of Nursing on 06/10/2014 to ensure
- that the resident was transferred according to
.the plan of care and with the assist of two
(2) for the tramsfer, no concerns were
iidentiﬁed. All interventions were followed
-according to the plan of care.
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with a mechanical lift unassisted, which resulted 2, A review of all current residents
in the resident being lowered to the floor causing Comprehensive Care Plan was completed by
injury. Resident #1 was sent to the hospital due the Director of Nursing, Assistant Director
to complaints of pain to the ribs, head, chest and ;of Nursing, Unit Manager, MDS
legs and it was determined the resident sustained Coordinator, MDS assistant, Social Service
a right ninth (Sth) rib fracture and contusions to 'Director, Dietary Manager, and Activities
the right shoulder, right hip and head. Naproxen |Director on 06/25/2014 to ensure that care
(anti-inflammatory) 550 milligrams (mg) was iplans meet the needs of the resident and care
ordered twice a day for seven (7) days after the plan interventions were followed. Any
fall for Increased pain management and soft resident whose care plan was not up to date
tissue swelling to the posterior skull area, In ito meet the needs of the resident had the
" . ; .
fed:e?:i’rr:' P;‘s; ti‘::;hg:rag'aizsf:ﬁn;:j::;ﬁ for icare plan updated. Any interventions not in
g Hosp ‘place were immediately implemented,

Roxanot (opiate narcotic pain reliever) 20 mg/t
milliiter {ml) sublingual every two (2) hours for

pain, However, Resident #1 did nol require the
pain medicalifon unti! after the fall. Resident #1

complained of pain to the ribs, head, legs and i3, All nursing st -
chesl, Resident #1 received eighteen (18) doses : Assistant Dirfcst;fz;v;i:;:g l::z:?] ll:])g, fhe
/17114, : : ;
of the Roxanol between 05/09/14 and 05/17/14 following the resident plan of care and if
The findings nclude: ‘unable to follow the plan of care it is to be
ireported the nurse. This education was

‘completed on 06/27/2014 by the Assistant
‘Director of Nursing with no staff working
-after 06/27/2014 without this education.

Review of the facllity's policy and procedure titted
"Resident Comprehensive Care Plan™ dated
0972008, revealed "The residents comprehensive
care plan should be viewed as an Interdisciplinary
approach fo managing the acute and chronle
needs of the resident fiving in the facility.

Record review ravealed the facility admitted
Resident #1 on 10/17/12 with diagnoses which
included Malignant Neoplasm Breast, Anxiety,
Dementia, Gastroesophages! Reflux, End Stage
Renal Disease, end Trigeminal Neuralgia.

Review of the Quarterly Minimum Data Set
{MDS) assessment, dated 04/02/14, revealed the
faclity assessed Resident #1's cognition as

FORM CMS-2567(02-99) Previous Versions Obso'ste Event 1D:98P911 Fecility ID: 100175 If continuation sheet Page 5 of 16




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 06/20/2014
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION JIDENTIFICATION NUMBER: A BULDING COMPLETED

C
185402 B.WING 08/06/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2500 NORTH ELM §T.
HENDERSON NURSING AND REHABILITATION CENTER
HENDERSON, KY 42420
o4 1D SUMMARY STATEMENT OF DEFICIENCIES e} PROVIDER'S PLAN OF CORRECTION &5
PREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE CONMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENGY)

F 282 | Continued From page 5

moderately impaired with a Brief Interview of
Mental Status {BIMS) score of eight (8). The
facility assessed the resident to reguire two (2)
person assist for transfers.

Review of the Comprehensive Care Plan titled
"Risk for Injury related to Falls", dated 02/11/14,
revealed an intervention to transfer with the
assistance of two (2) staff with a mechanical fift.
Raview of the CNA Care Plan titled "Activities of
Daily Living {ADL) Plan of Care" dated 04/18/14,
ravealed Resident #1 required two (2} or more
person physical assist and tolal dependence with
a sling lift and wheseichair for fransfers.

Review of the facitity's investigation, dated
05/09/14, revealed on 05/08/14 at approximately
7:55 PM, CNA#1 attempled to lransfer Resident
#1 from a wheel chair to the bed unassisted with
a mechanical lift when the sling began to shift
which resulted In Resident #1 belng caught and
lowered to the floor. Resident #1 sustained
injuries to the head and ribs.

Review of the Emergency Room Patient Record
and Radiology Reports for x-rays of the ribs and
review of the CT Scan {Computed Tomogaphy
-Scan) of the head, dated 05/09/14, revealed the
resident sustained a fracture to the right 9th rib
and contusions fo the head, right shoulder and
tight hip.

Review of the May 2014 Medication
Adrinistration Record {MAR) revealed Resident
#1 had an order for Roxano! 20 mg/1 mi
sublingual every two (2) hours for pain, prior to
the fall. Further review of the MAR revealed after
the fall on 05/08/14, Resident #1 received
eighteen (18) doses of the "as needed" Roxanel

F282| 4. The Director of Nursing or Assistant

Director of Nursing will audit five (5)
resident records weekly for twelve (12)
weeks to ensure that care plans meet the
‘needs of the resident and care plan
jinterventions are followed, All moritoring
iwill be reviewed by the Quality Assurance
{Committee monthly for further
[recommendations if needed. The Quality
I Assurance Committee will consist of the
i Administrator, Director of Nursing,
| Assistant Director of Nursing, Unit
Manager, MDS Coordinator, Social Service
Director, Dietary Services Manager, and the
- Activities Director and the Medical Director
‘attending at feast quarterly.

06/28/2014
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between 05/09/14 through 05/17/14 for
complaints of pain in the ribs, chest, head and
leg. He/Sha had not received any as needed
Roxanol prior to the fall. In addition, the resident
was ordered Naproxen {anti-inflammatory) 550
milligrams {mg} twice a day for seven (7) days
after the fall for increased pain management and
soft tissue swelling to the posterior skull area,

Intarview with CNA #1, on 06/04/14 at 11:.05 AM
and on 06/05/14 at 8:08 AM, revealed she was
caring for Resident #1 on 05/08/14 when the
incident occurred, She stated she was aware of
the need to follow the Accu-Nurse Care Plan (the
CNAADL Care Plan is the care plan in
Accu-Nurse {computer system} in which the
CNAs listen o a headset lo know what care
needs to be provided), She stated CNA #2 was in
the room to assist her with the mechanical fift but
did not provide any assistance; howevar,
interview with Licensed Practical Nurse
{LPN)/Charge Nurse #1, on 06/05/14 at 7:45 AM,
revealed CNA #1 had to have been in the
resident’s rcom alone because CNA #2 was up
the hallway caring for other residents when CNA
#1 came to get her {o assess the resident.

Interview with CNA #2, on 06/04/14 at 10:49 AM,
revealed she was not in the room when Resident
#1 fell on 05/08/14. She stated there was three
(3} CNAs on duty on Hail 1 that night and she had
reoms nine (9) through fifteen (15). She stated
CNA#1 never asked her for assistance with the
lift. CNA#2 stated CNA #1 told her that she had
attempted to transfer Resident #1 to the bed and
the lift gave and the resident began to fall but
never hit the ficor because she had grabbed the
resident,
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F 282 | Continued From page 7 F 282
Interview with Registered Nurse (RN) #1, on
06/06/14 at 1:30 PM, revealed she monitored the
CNAs on fhe hall to ensure they were following
the care plan. She further stated when she was
not present, the Charge Nurses were responsible
to oversee the CNAs and ensure the resident's
care plan was being followed.

Interview with the Assistant Director of Nursing
{ADON}), cn 06/08/14 at 12:22 PM, revealed she
would have expected CNA #1 to have followed
Resident #1's care plan and to ask for assistance
prior to using a mechanical lift. Additional
interview, on 06/06/14 at 1:07 PM, revealed avery
staff member had been inservice related to
following the resident's plan of care. There was
no competency testing completed with the
inservice and the CNAs were Instructed fo report
to licensed staff if they were unable to follow the
plan of care for any reason,

Interview with the Director of Nursing (DON), on
06/06/14 at 2:41 PM, revealed when she
interviewed CNA #1 regarding the use of the
mechanical lift unassisted, CNA #1 admilted she
was trying fo save time and therefore did not
follow the care plan to have two (2) staff for the
fransfer.

F 309 483.25 PROVIDE CARE/SERVICES FOR F 308
sS=p | HIGHEST WELL BEING

Each resident must receive and the fachiity must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

FORM €MB-2567{02-99) Previous Verslons Obscigte Event 10:98P911 Fatifity I0; 100475 If continuation sheet Page 8of 18




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/20/2014
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA 2 MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTFIFICATION NUMBER: A BUILDING COMPLEYED

C
185402 B, WING 06/06/2014
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE. ZIP CODE
HENDERSON NURSING AND REHABILITATION GENTER 2000 NORTH ELM ST.
HENDERSON, KY 42420
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1s] PROVIDER'S PLAN OF CORRECTION [ei)
PREFEX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
F 309 Continued From page & F 309
1. A complete review of resident #] record
This REQUIREMENT is not met as evidenced was completed on 06/10/2014 by the
by: Director of Nursing to ensure that all pain
Based on interview, record review, and review of needs of resident #1 were being met,
the faciiity's policy and procedure it was !ReSEdent #1 had a comprehensive pain
determined the facility falled to provide one (1) of assessment completed on 06/10/2014 by the
five (5} sampled residents (Resident #1) the ‘Director of Nursing, The resident pain care
necessary care and services related to pain. The plan was updated to ensure that all pain
facility failed to conduct a pain assessment and Ineeds were being met on 06/10/2014 by the
update the care plan for pain for Resident #1 after [ Director of Nursing. Any interventions not
the resident sustained a fall with injury and in place were implemented,
increased pain,
The findings include;
?e\fiew of the facliity's policgl(' anq prgcet.:iru(r)e gtled 2 All current residents had a
Pain iMda?:gf;”f“t Pt r ﬁi‘fss t‘e‘”se s?g 561 , jcomprehensive pain assessment completed
reveaied the "interact 1" system wa iby 06/15/2014 by the Director of Nursing,
followed for use of all forms and tools for ’ Assi . . o
- - ssistant Director of Nursing, and Unit
accurate assessment, transfer information, and 'Manager to identify id i#th pai
notification when needed and assessments to gcont og] d aiy rest %nt With pain
include a Pain Assessment. These assessments oo ) nteel s un(;net. nyhres: ent who had
were to be completed annually, quarterly, and pain contro} heeds unmet had further
with any change in a resident's condition, ;mtetrrve]ntlor:j m;pleg:ie'?.(ed t?l address pain
conirol needas. In addition all current
Record review revealed the facility admitted resident’s pain care plans were reviewed by
Resident #1 on 10/17/12 with diagnoses which the Director of Nursing, Assistant Director
included Malignant Neoplasm Breast, Anxiety, iof Nursing, Unit Manager, MDS
Dementia, Gastroesophageal Reflux, End Stage Coordinator, MDS assistant, Socia] Service
Renal Disease, and Trigeminal Neuralgia. Director, Dictary Manager, and Activities
Drirector on 06/25/2014 to assure that their
Review of the "Resident Transfer" form dated ipain care plan was up to date and met the
05/09/14 {no time) revealed Resident #1 was sent ineeds of the resident any necded changes to
to the emergency room for evaluation 8ﬂe_f _ (the plan of care were reflected on the plan of
he/she sustained a fall on 05/08/14 resulling in an care.
injury to the head and ribs leading to the
Increased need for pain medication. However,
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3. Beginning 06/13/2014, all licensed staff
F 309 | Continued From page 9 F 309| were re-educated by the Director of Nursing

review of the Supplemental Assessments for pain
revealed the last Pain Data Set Assessment was
completed on 02/11/14.

Review of the facility's investigation, dated
05/09/14, revealed Resident #1 experienced a fall
with injuries which included a ninth rib fracture
and a head injury on 05/08/14 with increased
complaints of pain in the ribs, legs, chest, and
head. The resident was evaluated in the
emergency room on 05/09/14 where x-rays of the
ribs revealed a right ninth (9th) rib fracture and a
soft tissue injury to the skull. However, review of
the Comprehensive Care Plan titled "Experiences
Alteration in Comfort" dated 02/11/14, revealed
there were was no revisions to the care plan to
address the resident's pain related to the fall with
injuries.

Interview with Registered Nurse (RN) #1, Unit
Manager, on 06/06/14 at 1:30 PM, revealed she
did not, nor did the Charge Nurse, update the
pain assessments after the incident on 05/08/14
related to a lack of communication. She could
not account for the reason a new pain
assessment was not completed related to the
increased complaints of pain to the head and ribs
by Resident #1.

Interview with the Assistant Director of Nursing
(ADON), on 06/05/14 at 12:22 PM, revealed a
communication failure was the cause of the
assessments not being updated. She stated they
implemented a new communication book a

and the Assistant Director of Nursing on the
completion of the comprehensive pain
 assessment and reassessment including
notification of the physician as needed, No
licensed staff will work after 06/27/2014

| without having received this education. On
(06/19/2014, the IDT team consisting of the
Director of Nursing, Assistant Director of
Nursing, Unit Manager, MDS Coordinator,
‘MDS assistant, Social Service Director,
Dietary Manager, and Activities Director
(were re-educated by Regional Nurse
\Consultant and Regional Reimbursement
Coordinator regarding development of the
\Comprehensive Care Plan and Care Plan
Revisions related to change of resident
condition.

4. The Director of Nursing or Assistant
| Director of Nursing will audit five 5)
resident records weekly for twelve (12)
weeks to ensure that pain assessments are
, completed as needed and that pain care
| plans are updated to reflect the current needs
, of the resident. All monitoring will be
reviewed by the Quality Assurance
Committee monthly for further
{ reccommendations if needed. The Quality
| Assurance Committee will consist of the
| Administrator, Director of Nursing,
 Assistant Director of Nursing, Unit
Manager, MDS Coordinator, Social Service
Director, Dietary Services Manager, and the
- Activities Director and the Medical Director
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F 323 | Continued From page 10 F323| 1. An observation of Resident #1 with the
use of Mechanical 1ift was made by the
The facility must ensure that the resident ‘Director of Nursing on 06/10/2014 to ensure
environment remains as free of accldent hazards 'that the resident was transferred according to
as is possible; and each resldent receives ithe plan of care and with the assist of two
adequate supervision and assistance devices to (2) for the transfer, All procedures were
prevent accidents. followed correctiy.

1
1
1

2. An observation of all residents requiring

This REQUIREMENT is not met as evidenced Ithe use of a mechanical lift was made by the
by: Director of Nursi i
) ) ursing and the Assistant

Based on interview, record review, and review of . \

on A Y\ IDirector of Nursing on 06/10/2014 to ensure
the facility's policy and procedure it was that all residents requiring the use of a
determined the facility failed to provide adequate mechanical lift were d ith :
supervision to prevent accidents for one (1) of lof two (2) staff meel;:b :r r;e ;oi;vl; : o :ilguasmst

‘ . s

five (5) sampled residents (Resident #1) during a
transfer with a mechanical lifi which resulted in a
fall with injury to the resident's ribs and head.

were followed correctly,

On 05/08/14, Certified Nurse Aide #1 attempted
to fransfer Resident #1 with a mechanical lift by
herself, when the sling gave and she had to lower ; .. .
the resident to the fioor. The CNA falled to cbtain 3. Beginning 05/14/2014 and ongoing all
assistance from another staff member to ensure jursing staff completed re-education by the
adequate supervision was provided during the Assistant D"F"t‘?r of Nursing on the use of
mechanical lift transfer. Resident #4 had imechanical lifts including use of two
complaints of pain In the ribs, head, chest, and persons and completing the competency of a
return demonstration with no staff working

legs after the fall and was sent to the hospital and 1 ! !
diagnosed with a ninth (9th) rib fracture and ‘after 06/27/2014 without this re-education,

contusions {o the right shouider, Aght hip and
head. The resident returned to the facility with an
order for Naproxen {anti-inflammatory} 550 mg
twice a day for seven (7) days for increased pain
management and soft tissue swelling to the
posterior skull area. in addition, Resident #1 was
recelving Hospice Care and had an order for
Roxanol {opiate narcotic pain medication) 20
mg/1 ml sublingual every two (2} hours for pain
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F 323 | Continued From page 11 F 323
prior to the fall but did not require the pain 4. Monitoring of the education and skills
medication. Resident #1 complained of pain to consists of five (5) resident handling
the head, chest, ribs and legs and received observations with the use of mechanical lifts
eighteen (18) doses between 05/09/14 and per week for twelve (12) weeks to assure
05/17/14 atter the falf, staff are using the correct level of
o supervision thee will be completed by the
The findings include: -Director of Nursing or Assistant Director of
_ o Nursmg All monitoring will be reviewed
Review of the fac;htys_ policy titted "Faii by the Quality Assurance Committee
:)\gze;f;nenvim'edwf:tmn l‘i:l‘rece-ss rev:lsed :monthly fot further recommendations if
, Fevealea “Accu-Nurse care plan meeded. The Quality Assurance Committes
updated fraquently for point of care needs of the bwill consist of th
of the Administrator, Director of
resident to ensure safety and accurate care was
being delivered,” Nursing, Assistant Director of Nursing, Unit
: {Manager, MDS Coordinator, Social Service

Director, Dietary Services Manager, and the
Activities Director and the Medical Director
raltending at least quarterly.

Review of the facility’s *Skills Check OfffReturn
Demonstration” for the Invacare 450/600 Total
Lift, dated 06/23/11 revealed "Use number of staff
required for the procedura"

Record review revealed the facility admitted 06/28/2014
Resident #1 on 10/17/12 with diagnoses which
included Malignant Neoplasm Breast, Anxiety,
Dementia, Gastroesophageal Reflux, End Stage
Renal Disease, and Trigeminal Neuralgia.

Review of the Quarterly Minimum Data Set
(MDS) assessment, dated 04/02/14, revealed the
faclity assessed Resident #1's cognition as
maoderately impaired with a Brief Intenview of
Menla! Status (BIMS) score of eight (8). The
facility assessed the resident to require two (2}
persen assist for transfers.

Review of a facility investigation, dated 05/09/14,
revealed CNA #1 was working on second shift
and was assigned care for Resident #1. The
facility assessed Resldent #1 to require a
mechanical lift with bwo (2) person assist for
transfers from the bed to the chalr and the chair
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{o the bed. Howsever, on 05/08/14 at
approximately 7:55 PM, CNA#1 attempted to
transfer Resident #1 from a wheel chair to the
bed unassisted with a mechanical lift when the
sling began to shift which resulted in Resident #1
baing caught by CNA #1 and lowered {o the floor -
which resuited in injuries fo the resident's head
and ribs.

Review of the Emergency Room Patient Record
and Radiology Reports for x-rays of the ribs and
CT Scan {(Computed Tomagraphy) of the head,
dated 05/09/14, revealed the resident sustained a
fracture to the right 9th rib and contusions to the
head, right shouider and right hip.

Review of the May 2014 Medication
Adminlstration Record (MAR) revealed Resident
#1 had an order for Roxancl (opiate narcotic pain)
20 mg/t ml sublingual every two {2} hours, prier
to the fall. Further review of the MAR revealed
Resident #1 received eighteen {(18) doses of the
"as needed" Roxanol between 05/09/14 and
05/17/14 for complaints of pain to the head, ribs,
chest and leg, which was after the fall on
05/08/14. He/She had not received any "as
needed" Roxanol prior to the fall. in addition, the
resident had an order to receive Napraxen
(anti-inflammatory) 550 mg twice a day for seven
{7} days for increased pain management and soft
lissus swelling to the posterior skull area

Review of the Comprehansive Care Plan titled
"Risk for Injury related to Falls”, dated 02/11/14,
revealed an intervention for Resident #1 to
require {wo (2} staff with a mechanical {ift for
transfers.

interview with Resident #1's roommate, on
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06/04/14 at 955 AM, revealed he/she recalled
Resident #1 lying on the fioor afer the lift was
used to get him/her up.

Interview with CNA#1, on 06/04/14 at 11:05 AM
and on 06/05/14 at 8:08 AM, revealed she was
caring for Resident #1 on 05/08/14 when the
Incident aceurred, She stated CNA #2 was in the
room to assist her with the mechanical {ift but did
not provide any assistance. She stated the lift
she used had a sling that fit between the
resident's fegs and when she started to move the
litt back something gave with the sling and the
resident began to fall. She stated she caught
him/her and lowered the resident to the floor but
the resident hit histher head on the dresser on the
way down. CNA#1 revealed after ths resident
was oh the floor, she and CNA #2 assessed the
lift to see if they could see anything wrong with it
and found nothing to be In non-working order.
CNA #1 stated she then proceeded to place
Resident #1 back on the it and transferred
him/her to the bed prior to getting the Charge
Nurse, {Licensed Practical Nurse {LPN) #1), to
assess the resident. CNA #1 revealed after the
resident was back in the bed, CNA #1 went to get
LPN#1 and told her the resident was complaining
of head and chestirib pain but did not tell the
Charge Nurse the resident had fallen, CNA #1
stated LPN #1 assessed the resident and gave
the resident some pain medication but did not
send the resident to the emergency room for
evatuation because she was unaware of the fall
and the resident had chronic pain retated to
malignant breast cancer.

interview with CNA #2, on 06/04/14 at 10:49 AM,
ravealed she was not in the room when Resident
#1 fell on 05/08/14. She stated CNA #1 never
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FORM CMS-2567(02-98) Previous Verslons Obsolele




PRINTED: 06/20/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0291
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION ICENTIFICATION NUMBER: A BUILDING COMPLETED
c
185402 B.WiNG 06/06/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2500 NORTH ELM ST.

HENDERSON NURSING AND REHABILITATION CENTER
HENDERSON, KY 42420

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES I D PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 323 | Continued From page 14 F323

asked her for assistance and CNA #1 told her
that she had attempted to transfer Resident #1 to
the bed when the lit gave and the resident began
to fall. CNA#2 revealed CNA #1 said the resident
never hit the floor because she had grabbed
him/her when he/she began to fall. CNA#2
stated staff was taught to never use a mechanical
lift unassisted and to always follow the resident's
plan of care.

Interview with LPN #1, on 06/04/14 at 2:08 PM,
revealed she was unaware of Resident #1
experiencing a fall on 05/08/14 and she did not
find out about the fall until 05/09/14. LPN #1
stated CNA #1 had come to her and asked her to
come and assess the resident because he/she
was complaining of pain in the ribs and in the
head. She stated CNA #1 began to question her
about the rib and head pain and was wondering if
the pain could have been the result of a fall but
she never told her the resident had fallen.
Additionally, she revealed the resident was in the
bed when she went in to assess him/her, so there
was no reason for her to suspect the resident had
fallen. Further interview, on 06/05/14 at 7:45 AM,
revealed CNA #1 had to have been in the
resident's reom alone because CNA #2 was up
the hallway caring for other residents when CNA
#1 came to get her to assess the resident.

Interview with the Staff Development Coordinator
(SDC), on 06/05/14 at 8:23 AM, revealed she had
inserviced staff related to the use of a mechanical
lift with two (2) staff members and she did not
know why CNA #1 would use the lift unassisted to
transfer a resident. She stated she had educated
staff related to waiting for assistance or asking
the resident to wait to be transferred until staff
was available to assist with the transfer.
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Interview with Assistant Director of Nursing, on
06/06/14 at 1.07 PM, revealed every staff
member was inserviced related {o following the
resident's ptan of care and the proper use of the
mechanical fift She was unable to explain why
CNA#1 attempted to transfer Resident #1 with a
mechanical lift unassisted,

Interview with the Director of Nursing {DON), on
06/06/14 at 2:41 PM, revealed CNA #1 told her
she was trying to save time when she used the
mechanical lift unassisted for Resident #1 and
the CNA did not provide adequate supervision for
the transfer.
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