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F 000 | INITIAL COMMENTS F 000!  Signature Health Care of Pikeville doesg

not believe and does not admit that any
deficlencles existed, before, during o

An abbrevialed standard survey (KY16587, . o after the survey. The Facility reservea al
KY16645, KY16B75, KY17021) was initiated on rights to contest the survey fndings
08/31/11 and concludad on 09/01/11. KY18587 through informal -dispute resolutio
and KY18875 ware unsubstantiated with no - formal appeal proceedings or an
deficiencies. KY 16645 was substantiated with ‘D' administrative or legal proceedings. Thi
level deficiencies and KY17021 was plan of correction is not meant

establish any standard of care, contrac
abligation or position and the Facili
reserves all rights to ralse all possibl

) substantiated with ‘G’ level deficlencies, with an
! opportunity o comect.

) F 157 i 483.10(b)(11) NOTIFY OF CHANGES . F157 contentions and defenses In any type o
$8=D . (INJURY/DECLINE/ROOM, ETC) ! civil or criminal clalm, acion o
! . . L proceeding. Nothing contalned In thi
A facility must immediately inform the resident; plan of correction should consldered as
consult with the resident's physician; and if waiver of any potentially applicable Pes
known, nolify the resident's legal representative Review, Quality assurance or self critica

examination privilege which the Faclll
does notf waive and reserves the right t
assert in any administrafive, civil o

or an interested family member when there is an
- | accident involving the resident which results in

injury anc_:l has the potential for requiring physician criminal claim, action or proceeding. Th
intervention, a significant change in the resident’s Facility offers its rasponse, crodibl
Physical, mental, or psychosocial status (i.e., a allegations of compliance and plan o
. deterioration in health, mental, or psychosocial . carrection as part of its ongolng efforts t

status in either life threatening conditions or : provide quallty of care to residents.
clinical complications); a need fo alter traatraent
significantly (L.e., a need to discontinue an
existing form of treafment due 1o adverse
consequences, or {0 commernce a new form of
i treatment); or a decision to transfer or discharge
1 the resident from the facility as specified in

§483 12(a),

The facility must also promptly notify the resident E
and, if known, the resident's legal representative d
or interested family member when there is a
change in-room or roommate assignment as
specified in §483.15{e)(2); orachangsin
resident rights under Federal or State law or
regulations as specified in paragraph (b)(1) of

| this section,

- LABORATOMY STOR" RESENTATIVE'S 5IGNATURE TILE . X8y DATE

1%, Y& AT, - ief3/1

Any deficlency statefrent ending with an asterisk (%) denstes e o % which tha Insthutian may be excused from coriecting praviding # Is determined that
other sefeguards provide sufficient protection to the patients. (Ség phictions.) - Except for nursing homes, the findings stated above are disclosable 80 dayz
following the date of survey whethar or not & pian of correction is provided. Feor nursing homes, the above findings and plans of comaction are disclosable 14
daye foliowing the date these dacuments are made available to the facility. If deflclandles are cited, an approved plan of correction s requisite to continued

program partidipation.
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(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES

lenal representative or interested family member.

This REQUIREMENT is not met as evidenced
by.

Based on interviews, closed record rewew and a
review of faclitty poficies, the facility falled to
ensure staff notified the physician when there
was 3 need fo alter treatment due to a
deterioration in condition for ona of nine residents
(Resident #1). Facility staff failed fo notify
Resident #1's physician when the resident failed

fo have & bowel movernent for twenty- three
consecutiva shifts from 08/21-26/11. '

The .ﬁndings include:

A review of the facility's policy related b Bowel
Care (dated 12/10) revealed the faciiity would
monitor and track residents on a daily basis to
determins the need for dietary and/or chemical
intervention to treat chronic and/or acute
 episodes of constipation. The attending
physician/designee will be notified of all residents
that do not have a bowel movemaent within four
days.

A review of the closed medical record revealed
the facility admitted Resident #1 on 03/31/10, with
the following diagnoses: End Stage Renal
Faiture, Morbid Obesity, Diabetes, Ostecarthritis,

] Diabetic Neuropathy, and Anemia,

| A review of the Certified Nursing Aide Care
| Plan/Documentstion of bowel documentation for

. Appropriate assessments were complete

physlcian when there Is a need to alte
treatment due * to deterioration i
condition for itg residents.

Resident(s) Affected:
For residert #1, nursing staff has bee:
inserviced on the importance of fofiowing ou
facility policy  and procedure for notifyin
physicians whenever there is a change i
condition. The inservice included adhering t
our facllity's bowel protocol . Inservice
began on 8/8/20171 and were completad o
9/14/2011. These were conducted by ou
Staff Development Coord and Régional
Clinical Coord. .

Residents Potontially Affectad:

Residents of the facility who have not had
bowel movement within 4 days have th
potential to be affected by the cited deficlen
practice. A 100% audit of bowel movement
during the past 30 days was completed

for any resident who had not had a bowe
movement in excess of four (4) days
Fhysician(s) were notified and appropria
Interventions were instituted,

D PROVIDER'S PLAN OF CORRECTION )
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F 157 | Continued From page 1 F157| F157 483.10 (b} (11) NOTIFY. OF fa/w/ﬂ
. CHANGES {INJURY/DECLINE/ROOM,
The facility must record and periodically update ETC) :
the address and phone number of the resident's’ The facliity will ensure that staff notifie
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08/11 revealed Resident #1 had no bowel
movement documented from 06/21-28/11.

A review of the nurse's notes for Resident #1 -
dated 06/21-28/11, ravealsd no documentation
that the bowel policy was implemented or that the
resident's physician was notified that the resident
had ne bowe! movement for 23 consecutive shifts

| from 06/21-28/11.

An interview conducted with Certified Nurse Aides

(CNAS) #10, #11, and #12 on 08/31/11, at 6:30

PM, 7:28 PM, and 7:40 PM, revsaied resident
bowel movements are documented each shift on

! the back of the Certified Nurse Aide Care Pian.
i The CNAs said Resident #1 had not had a bowel
: movemeant from 08/21-28/11. All three CNAs

stated they had worked with Resident #1 during -
specific shifts between 06/21-28/11, and had
informed the charge nurse during each shift they
worked when the resident had no bowel
mevement.

An interview with Registered Nurse (RN} #4 on
09/01/11, at 9:30 AM, revealed ifthere is no
bowel movement cn the activity daify living book
log noted, the resident is given pruna juice, and
the physician is also netified If no bowel
movemant within four days. The RN veriflad
there was no documentation of a bowe]
movement for Resident #1 from 06/21-28/11. RN
#4 cared for Resident #1 on 06/24/11. RN #4
stated the facility bowel policy/protocol should
have been implemented for Resident €1,

An interview with RN #2 on 08/31/11, at 635 PM,
revéaled the CNA bowel form had no
documentation that Resident #1 had a bowal

Nursing staff has been inserviced on the
timportance of following our facility policy and
procedure for notifying physicians whenever
thers iz @ change in condition. The inservice
included mdhering to our facility's bowel
protocol. Inservices began on 9/8/2011 anj
were completed on 9/14/2011, These wer

conducted by our Staff Development Coor

aend Regional Clinical Coord. A 100% audi
of bowel movements during the past 30 day

was completed. Appropriate assessment

were compieted for any resident who had no
had a bowe! movement in excess of four (4
days. Physician(s) were notified an

appropriate interventions were Instituted,

Monitoring of Measures:

Resident bowel movements are tracked an
discussed by the iDT team during our clinical
meetings Monday through Friday, Concemn
specific o bowel movements are placed o
the Whiteboard for immediate follow up. Th
results of the clinical meeting fallow up wil
be discussed in the manthly QA meelings x
3 months.

Completion dgte: Oct. 1, 2011
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[ Nursing (ADCN} on the North Hall on 08/31/11, at

'An Interview with Resident #1's physiclan on

' movement from 06/21-28/11. The physician
| further revealed the resident was admitted to the

Continued From page 3

movement frorn for 06/21-28/11. The RN stated
the physician should have been notified prior to
seven days and the requirement is for the nurse
to look at the shest daily and to check for bowel
movement. This nurse verifisd caring for the
resident (on 06/258/11 and 06/26/11) and not
notifying the physician.

An mterv;ew with the Assistant Director of

3:30 PM, revealed no documentation of a bowel
movement or a verbal report from anyone that
Resident #1 had not had a bowel movemen! from
06/21-28M11. The ADOCN further ravealed the
physician should have been noiified that Resident
#1 had not had a bowe! movement in seven days.

09/01/11, at 4:00 PM, revealed the physician was !
not notified of the possible need to alter treatment
for Resident #1, The physician revealed ha/she
was not notified of resident #1 having no bowel

hospital on 08/29/11, for previous diagnoses of
End Stage Renal Failure and Diabstes.
483.13(c) 1)) (iii), (c)(2) - (4)
INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

The faciiity must not employ individuals who have
been found guilty of abusing, neglecting, or
mistreating residents by a court of law; or have
had a finding entered into the State nursé aide
reglstry concerping abuse, neglect, mistreatment ;
of residents or misappropriation of their property:
and report any knowledge it has of actions by a
court of law against an employee, which would

F 187

F 225
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F 225 | Continued From page 4 F225| F225 48313(e)(1)(ii)-(ii), (c}2) - (4 / D/b( / ’
indicate unfitness for service as a nurse aide or INVESTIGATE/REPORT -
other facility staff o the State nurse aide registry ALLEGATIONS/INDIVIDUALS
or licensing gutharities. - . i
: , The facility will ensure thaf
The facliity must ensure that all-alleged violations allegations of neglect are reported td
involving mistreatrment, neglect, or abuse, the appropriate state agencies.
including injuries of unknown source and . 'f
) A . Resldent(s} Affected: i
fnisappropriation of resident property are reported For resident #9, an inservics with staff wag
immediately to the administrator of the facility and conducted on sbuse, to Include the
fo other officials In accordance with State law appropriate timeframe for reporiing a"’f
throtigh established procedures (including to the instance of alleged abuse and neglect;
State survey and certification agency). Additionally, an inservice was conducteq .
\ . with staff regarding following the care pla
| The facility must have evidence that all alleged for each resident related to our iift policy:
viglations are thoroughly investigated, and must Inservices began on 9/8/2011 and werg
prevent further potential abuse while the °°":jPL"z:gg b:gurgé'!‘:?g';velc'rh“; C‘;g:"
! N con pme
i Investlgatlon 'S In progress. | and Regional Clinical Coord. . i
The results of all investigations must be reported | Resldents Potentially Affected: i
fo the administrator or his designated Residénts of the facility have the potential t
represeniative and to other officials in accordance be affected by the cited deficient practice, A
with State law (including to the State survey and inservice with staff wes conducted on abuse
certification agency) within 5 working days of the | to include the appropriate timeframe fo
incident, and if the alleged viokation is verified ! reporting sny instance of alleged abuse an
appropriate corrective action must be taken, neglsct. Addiionally, an inservice wa
conducted with staff regarding following th
care plan for each resident related to our i
policy. Inservices began on 9/6/2011 and
- . . . were completed on 9/14/2011. These werg .
This REQUIREMENT is not met as evidenced conducted by our Staff Development Coore
by: and  Regional  Clinical  Coord
Based on inferviews and a review of policies, Incidents/accidents were audited for the pasj
medical records, and the facility's investigation, it 30 days to assure that no other résident
was determined the facility failed to ensure were affected by the cited deficlent practice.
allegations of neglect were reported to the : ' '
i appropriate state agencies for one of nine
sampled residents (Resident #9) '
]
I The findings include: ;
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| locat Department of Social Services, Office of the '

: A review of the facility's Abuse, Neglect, and
Misappropriafion polley (effective 12/10) revealed
the charge nurse was to immedlatsly nolify the
Administrator, the Director of Nursing (DON), and
the Social Services Director when a report of
alleged abuse, neglect, or misappropriation of
resident property was recetved. The policy
further revealed the Administrator/designated
person was to make an immadiate report to the

Inspector General, and other state designated
agencies as required regarding the allegation.
Continued review of the policy revealed the

charge nurse would complete accident and

incident reports and administrative staff wouid
routinely monitor the reports for any indicators
leading to suspected abuse, neglect, and |
misappropriation of propetrty, o

A review of Resident #5's medical record ‘
revealed after an enfry daied 08/30/11, at 10:30
AM, Registered Nurse (RN) #4 documented a
"late" entry in the nureing notes for 08/26/11, at
€.30 PM. Based on documentation, staff called
the nurse to Resident #9's room and was told
when they (staff) attempted fo transfer the
resident they heard the resident's left arm "pop."
According to the note the resident was not in any
pain and was able fo parform range of motion !
with the left arm. RN #4 noted a yeliow
discoloration on the inside of the resident's |eft
upper arm. According to documentation by RN
#4, the resident smiled at the nurse and wag not
"mosning, wincing, or crying.” Documentation
revealed RN #4 gssessed Resident #9 and noted
| the resident was in bed, the head of the resident's

' bed was elevated, and the resident's respirafions
|

X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o
'PREFDX |  (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

' DEFICIENCY)
F 225 | Continued From page § F225| Systemlc Measures:

An inservice with staff was conducted or
abuge, 1o include the appropriate timeframe {
for reporting any instance of allsged abuse
and neglect. Additionally, an inservice wa
conducted with staff with emphasis o
following the cere plan for each residen
related to our lift policy. Inservices began o
8/8/2011 and were completed on 9/14/2011
These were conducted by our Sta
Development Coord and Regional Clini
Coord. Incidents will be reviewed at morning
meeting to heip assure that incidents whick:
are raquired to be reported to appropraté
state agencles are reported within the
required timeframe. .

ofoilit

Monitoring of Measures:

incidents will be tracked and trended in th
monthly QA meetings x 3 monthe by the [DE
team. This monitoring will include reportabl
incldents and the outcomes.

Cornplation date: Oct.1, 2011
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' were unlabored. A review of the faciiity i
investigation, dated 08/31/11, revealed the facility
did not contact any state agerncles about the
rincident that occurred on 08/26/11, with Resident
#o. ' _

. An imterview with RN #4 on 09/01/11, at 11:45

; AM, confirmed CNA #3 reported that he thought
RESIdBI‘It#Q s arm was burt According to RN #4
i the mechanical lift was at ths foot of Resident
#0's bed and the mechanical lif sling was under
Resident #8 in the bed. According fo RN #4 CNA
#3 stated he heard & "pop" during the resident's
iransfer. RN #4 assessed Resident #9 and
stated the resident did not appear to be in pain
and there was no apparent injury. RN #4 stated
staff continued to monitor Resident #8 throughout
the rest of the shift and the resident exhibited np
signs of pain or discomfort. According to RN #4,
CNAs #3 and #4 did not report at that time that
Resident #9 was transferred improperly, RN #4
stated, "1 did not report the incident because there
was no apparent injury to [Resident #8]." RN #4
stated the oncoming RN was informed of
Resident #€'s left arm verbally in report but RN #4
"| did not document any information in Resident
#I's nursing notes or on the facillty's 24-hour
nursing report

Aninterview with CNAs #3 and #4 on 058/31/11, at
5:40 PM and 8:35 PM, revealed the CNAs
transferred Resident #¢ without a Iift and during
the transfer from the geri-chair to the bed the
CNAs heard the resident's left asm “pop.” CNA
#3 reported the incident to RN #4 and the RN
evaluated Resident #9. According to CNAs #3
and #4, Resident #9 had no injuries and did not
- 1 exhibit any signs or symptorns of pain or

!

P
|
i

(%) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION : x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION $HOULD BE 1 COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPRQPRIATE DATA
DEFIGIENGY)
F 225 | Continued From page 6 F 225

T ORM CM5-2567(02-99) Previous Versions Obsoleta

4. 2011 3:38PM No. 2666

Received Time Oct.

Event ID-VLDF 1

Fachity |0 150387 If confinuation shesat Paga 7 of 21




10/04/2011 16:01 FAX 6064323428

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

B013/048

PRINTED: 09/29/2011
FORM APPRQVED
OMB NQ. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PRCVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;

185094

{X2) MULTIPLE CONSTRUCTION
A BUILDING

(X3) DATE SURVEY
COMPLETED

8. WING

c

09/01/2011

NAME OF PROVIDER OR SUPPLIER

SIGNATURE HEALTHCARE OF FIKEVILLE

STREET ADDRESS, CITY, STATE, ZJF GODE
260 SQUTH MAYO TRAIL -
PIKEVILLE, KY 41501

{X4) 1D
PREFIX
TAG

. SUMMARY STATEMENT OF DEFICIENCIES
{(EACH DEFICIENCY MUST BE PRECEDED RY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

a3 _PROVIDER'S PLAN OF CORRECTION

fo.0)
PREFIX {EACH CORRECTNVL ACTION SHOULD BE CD’-‘IDZLEIDN

TAG CROSS-REFERENCED TO THE APPROFRIATE

DEFIGIENCY)

“F 228

Continued From page 7 |
discomfort.

1 An interview with Licensed Practical Nurse (LPN)
(¥4 on 08/31/11, at 5:00 PM, revealed she

. assessed Resident #9 to exhibit psin in the |eft
"arm and crying on 08/27/11, at approximately

- 8:50 AM. According to interview, the resident's

. physician was nofifled of the resident's condition,
| and Resident #2 was sent to the local Emergency
i Departmant by ambulance, LPN #4 stated the

' DON was notffiad of the resident's condition, and
| the CNAs that were present and worked the

i previous shift were asked to write statements

! regarding Resident #9,

! An interview with the DON on 08/01/11, at 3:00
PM, revealed the DON was cailed at home on
08/27/11, by LPN #4 and was notified of Resident
#3's complaint of pain in the left amm and that the
resident was sent to the Emergency Departrent.
According to the DON, she was notified by LPN
#4 that Resident #9 had a humeral neck fracture
of the left arm. The DON requested all staff that
provided care to Resident #9 to be interviswed
and came to the facility fo assist with the
investigation. The DON confirmed that the stage
agency was not notified of the resident's injury,
and stated that she looked at the Incident as"an -
accident.” According to the DON, RN #4 made a
late entry in the nursing notes on 08/26/11,
regarding an assessment that was conducted of
Regident #9 on 08/26/11, and statsd an incident
report was not completed.

An interview with the Administrator on ¢2/01/11,
at 3:30 PM, revealed the Administrator became
aware of the incident with Resident #2 at 4:45 PM

H
i

L on 08/27/11. According fo the Administrator, ater |

F 225
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This REQUIREMENT is npf met as evidenced
by:

Based on interview, record review, and review of
the facility's investigation, it was determined the
facility falied to provide services to one of nine
sampled residents (Resldent #9) In accordance
with the resident's written plan of care, Based on
the facility's assessment, Rasident #0 required

| the assistance of two staff persons and a

mechanical [ift for all transfers. On 08/26/11, at
§:30 PM, two CNAs transferred Resident #9
withput the use of a mechanical lift and during the
process fieard Resident #9's left arm "pop.”
Resident #9 was assessed on 08/26/11. to be
pain free. However, on 08/27/11, at 8150 AM,
Resident #9 was assessed to be in pain, was
sent to the local Emergency Room for evaluation,

- and was diagnosed with a Left Humeral Neck

(upper arm/shouider) Fracture:
The findings include:
The facliity was asked to provide a care plan

policy but no facility policy retated to resident care
plans was presented. .
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F 225 | Continued From page 8 _ Fo225| Fz82 483.20 (k) (3Yii)) SERVICES BY
a discussion with the facility's home office a QUALIFIED PERSONS/PER CARE PLAN
decision was made that the incident did not need The facility will provide services by Io/o{ /H
to be reported to the appropriate state agencies. - qualified persons in accordance with
F 282 | 483.20(k)(3)() SERVICES RY QUALIFIED F282| each resident’s care plan.
55=G | PERSONS/PER CARE PLAN .
Resident(s) Affected:
The services provided or arranged by the facility For resident #9, an inservice was conducteg
must be provided by qualified persons in with staff regarding following the care plan
accordancs with each resident's written plan of for each resident relaled to our Ift policy
cara. . ' Inservices began on 9/8/2011 and werg

completed on 9/14/2011. These wer
conducted by our Staff Developmem Coor
and Raglonal Clinical Coord. l
Residents Potentially Affected: ;
Residents of the facility have the potential t
be affected by the cited deficient practice. Ar -
inservice was conducted with staff regardin
tha importance of following the care plan fo

. each resident related to our lift policy

Ingervicea began on 9/8/2011 and wer
complated on  8M4/20711, These wer
conducted by our Staff Development Coor
and Reglonal Clinleal Coord|.

. Incidents/accldents were audited for the pas

30 days to assure that no other residen
were affected by the cited deficient practice.

Systemic Measures:
An inservice was conducted with staff with
emphasis on the importance of following the
care plan for each resident related to our i
policy. Inservices began on 9/8/2011 ang
were completed on 9/14/2011. These wers
conducted by our Staff Devalopment Coord
snd Regional Clinical Coord. Incidents wil
be reviewed at morning realing to helg
assure that care plans have been followed i
the provision of resident care.
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PREEIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 282 | Continued From e F2a2 M°ﬂ'f°”"9 of Measures: / i
. _pag . 8 Incidents will be tracked and trended in th le D// /i
A review of the madical record for Resident#9 : ;
- . . monthly QA meetings x 3 months by the ID
revealed the faclity admittad the resident on team, This monitoring will include adheren
10/23/28, with diagneses that included Mental o care plans in the provision of resident.
Retardation, Cerebral Palsy, and Contracture to care,
left elbowfwrist and both lower extremities.
Completlon date: Oct. 1, 2011
A review of the Nurse Aide Care Plar dated 07/11
revealed the facility etaff had assessed Resident

: #9 to require the assistance of two staff persons
and a mechanical iift for safe tréansfers.

A review of the Annual Minimum Data Set (MDS)
dated 08/04/11, revealed facility staff had
assessed Resident #9 to require extensive
assistance of twe staff persons with the use of a
mechanical lift for all transfers. 'Resident #9 was
assessed to be cognitively impaired.

A review of Resldent #8's individusl care plan

| dated 08/04/11, revesied facility staff assessed
Resident #9 to have physical mobility impalrment
with transfers from a bed to a chair. A review of
care plan Interventions revealed staff was ,
required to vtilize @ mechanical lift for transfers
due to the resident's limited range of motion and
cognltive deficit. The care plan also indicated
staff was to provide the appropriate level of
assistance to promote safety for the resident. In
addition, on 08/26/11, at 6:30 PM. two CNAs

" fransferred Resident #8 without the uss of a
machanical lift ana during the process heard
Resident #8's left arm "pop," and although'the
resident-was assessed to be pain free at that time
the resident exhibited pain on 08/27/11, was sent
: to the Emergency Department, and diagnosed

. with a Fracture of the Left Humeral Neck. Facility
staff modified the resident's care plan to refiect g
the resident's pain and staff cbtained a i
J
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i physician's order for pain medic:atlon to he
' administered for pain as needed.

| Observation of Resident #9 on D8/31/11, at 3:45
PM and 4:30 PM, revealed the resident was in
bed and the resident's left arm was observed to
'be ina sling. Resident#9 was smiling and did

! not appear to be in pain. Observation of Resident
| | #9 on 08/01/11, at 11:00 AM, reveeled the

| resident wag slftlng in a geri=chair in the dining

{ room, smiling, and the residert's left arm was
observed in 2 gling. No signs and symptoms of
pain were observed.

An interview with Resident #9 was not attempted
due to the resident’s cognitive status.

An interview with CNA #3 on 08/31/11, at 5:40
FPM, and with CNA #4 on 08/31/11, at 6:35 PM,
revealed the CNAs assisted Resident #9 into bed
from a geri-chair on 08/26/11. The CNAs
indicated they transferred the resident without the
use of a mechanical lift. CNA #3 stated during
the manual [t a "popping" sound was heard from
Resident #9's left arm. The CNAs stated the
CNA care plan contained information related to
the resident's care and they were aware two staff
persons and a mechanical ft was to be used to
safely transfer Resident #8 and stated they made
the decision to transfer without the mechanical
lift

A review of the facillty's Investigation dated
08/31/11, revealed two Certified Nursing
Assigtants {CNAs) transfered Resident #3 on
08726/ 1, at 6 30 PM, and heard the resident's
left arm "pop." The CNAs immediately reported
the incident to the RN suparvisor who assessed
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(x4} ID SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX (EACH DEFICIENCY MUST B PRECEDED BY FULL PREFIX (EACH CORRECTMVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INTORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
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F 282 cmmued From page 11 F2g2i F 309 483.25 PROVIDE CARE/SERVICES
| IT\esMent#S The investigation further revealed FOR HIGHEST WELL BEING [o/ ol I il
: the resident did not exhibit any signs of pain or e facllity w r
distress until 08/27/11, at 8:50 AM {approximalely :::d fi;l'ffces'" tgro\:tdt:mneﬁsamg;:s
14 hours after the transfer) &t which time staff practicable physlcal, mental and psycho,
observed the resident cry when staff touched the soclal well-belng for our residents.
resident's left arm. On 08/27/11, Resident #0 :
was sent to the Emergency Room for evaluation Resldent{s) Affected:
and x-ray of the left arm. Emergency Room -For resident #1, nursing staff has bee
reports revealed the resident was diagnosed with inserviced on the importance of following our
g Fracture of the Left Humeral Neck. A review of fahc'my p""c”h and pr‘}fad"'m for_notifying
the witness statemenis from CNAs #3 and #4, P yif:ans-rﬁ Jenover the ra, '3 ; E:,:a"-‘ga tm_
dated 08/27/11 and 08/28/11, revealed the CNAs o e |neorvios Incuded adhering to
our facility's - bowel protocol. Inservice
transferred Resident #9 without thE use of a began on 9/8/2011 and were complated o
mechanical ift. 8/14/2011. These were conducted by ouf
Staff Development Coord and Regiona
An inferview with the Director of Nursing (DON) Clinical Coord.
on 09/01/11, at 3:00 PM, revealed the .
investigation inte Resident #9's injury determined Residents Potentlally Affected:
that CNAs #3 and #4 transferred Resident #9 e oy facility who have not hac.
improperly. Based on intarview, both CNAs were pg:;?marrﬁ:igff'mc‘:;d"gy the uted geﬁden
terminated from the facllity as a result of not practice. A 100% audit of bows! movement
following the plan of care for Resident #9. during the past 30 days was completed
F 305 | 483.25 PROVIDE CARE/SERVICES FOR F 308!  Appropriate assecsments were complste
83=p | HIGHEST WELL BEING for any resident who had not had a bowel

Each resident must receive and the facllity must
provide the necessary care and services to atiain
or maintain the highest praciicable physical,
mental, and psychosocial weli-being, in
accordance with the comprehensive assessment
and plan of care,

This REQUIREMENT is not met as evidenced

by:

Based on interviews, closed racord review, and
policy review, the facility failed to provide the

movement In excess of four (4) days
Physician(s) were nofified and appropriat
interventions were instituted,

H
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|

X4 1D | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN O CORRECTION (xS}
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
i DEFICIENCY)
F 309:: Continued From page 12 F309 SystemlcMeasures: ‘ ,
I necessary care and sarvices to attain or maintain m’;g‘:gn :;a; fgﬁiw?f;’;u'r"éim;e: oncc’; ;E" k’/ of {1l
; the highest, practicable physical, mental, and procedure for notifying physiclans wheneve
| psychosacial- well being for one of hine sempled | there is a change in condition. The inservi
residents (Resident #1). A review of the howel | included adhering to our facility'’s bow
J eliminatiot record revealed a bowel movement protocol, Inservices began on 2/8/2011 an
was nel recorded for Resident #1 from were complated on 8/14/2011. These wer
| 6/21-28/11." However, there was no evidence the conducted by our Staff Development Coord
facility followed established protocols to promote “and Regional Clinical Coord. A 100% audi}
regular bowel elimination for Resident #1. of bowel movements during the past 30 days
was completed, -Appropriate assessments
. . . were completed for any resident who had no
The ﬁndlngs inciude: ‘ had a bowe! movement in excess of four (4
. e : days. FPhysician{s) we're notified ang
g; :’&gﬁ;ﬂa{g' :’tgl\fezloe":yﬂwreel;tzi?it;oviﬁfl appropriate interventions were instituted.
monitor and track residents on a daily basis to Monltering of Measures;
determine the need for dietary and or chemical Resident bowel movements are tracked ancll
intervention to treat chronic and/or acute discussed by the |DT team during our clinic
episodes of constipation. Suggested meet.ipgs MI;Jndaly through Friday. C;,oncgrn
interventions ; . specific o bowel movements are placed o
lons would include; the Whiteboard for immediate fallow up. The
results of the clinical meeting follow up will’
A) If the resident had no bowel movement for be discussed in the monthly QA meetings X
three days the resident would recelve additional 4 months.
high fiber drink and/or food supplement, such as : .
four ounces of prune juice or comparable Compiletion date: Oct. 1, 2011
substitute.
B) If.the fesident had no bowel movement for
three days the resident would receive on the
gvening shift 2 designated laxative, and if no -
bowel movement by ths following meming the
resident would receive a suppository after
breakfast; if no bowel movement by the avening .
of the fourth day the resident would be given &
Fieats enema.
1) The Certified Nurse's Assistant (CNA) will
record sll bowel movements on the CNA
assignment sheet or facllity specified form.
FORM CM$-2587(02-89) Pravious Varsions Obzolets . Evant ID:VLOF11 Faclity - 106367
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2) The assighment sheet will be turned in to the ) !
charge nurse at the end of the shift. The Charge '
Nurse designated staff person will then record the
bowel movements on the resident bowet
movement record located on the medication
administration shest
3} Bowel movements will be recorded with
amount and consistam:y
4) Each charge nurse is responsible at the
beginning of thelr shift to identify residents that
have nof had a bowel movement in more than 48
hours and implement the appropnate regimen for
that resident
5) Medical intervéntions will be decumanted on
the medication administration record.

&) Utilize bowa! record,
7) The attending physician will be notified of all
residents that do not have a bowe! movement
within four days.
8) The Dietary Department will ensure that all
residents are assessed for constipation and
previded needed dietary interventions and
hydration to prevent reoccurrence.
9) The resident's care plan will be revised to
1 indicate all appropriate interventions as indicated, : ;

A review of the closed medical record reveajed
Resident#1 was admitted to the facility on
03/31/10, with the following diagnoses; End
Stage Renal Fajlure, Cerebral Vascular Acgident, |
Morbid Obesity, Diabetes, Osteoarthritis, Diabetic |
Neuropathy, Restless Leg Syndrome, and i
Anemia.

Review of the Certified Nursing Aide Care Plan |
revealed no documentation that Resident #1 had
; @ bowe! movement from 06/21 28/11

i
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Continued From page 14

A review of the nurse's notes for Resident #1 for
B8721-28/11, revealed no documentafion/evidence
facility staff had identified the lack of bowal _
movemnent for Resident #1 during this timeframe,
Further review of the nurse’s notes revealed no
evidence facility staff had implemented the facility
.bowel regimen when Resident #1 had no bowel
movement from 06/21-26/11 (23 consecutive
shifts).

'An interview on 8/31/11, at 6:30 PM, with CNA
#10 revealed bowel movemnents are documented
on the back of the Cartified Nurse Aide Care Plan
during each shift. According to CNA #10,
Resident #1 had not had a bowel movement from
6/21-28/11. The CNA said she had worked with.
Resident #1 on specific shifts between
06/21-28/11, and had reported to the nurse
during each shift when Resldent #1 did not have
a bowel movement. -CNA #10 further reveaied
that Resident #1's bowe! movements were atways
recorded because the resident experienced
incontinence episodes and required assistance
with cleaning. '

Interviews with CNA #11 on 8/31/11, at 7:25 PM,
and with CNA #12 at 7:40 PM, revealed 2ach
CNA worked with Resident #1 on specific shifts
from 08/21-28/11, ‘and reported to the charge
nurse during each shift when Resident #1 did not
have a bowel movement. CNA #12 stated the
charge nurse is always notified if a resident does
not have a bowe! mavement daity.

I An interview with Registered Nurse (RN) #4 on

1 08/01/11, at 9:30 AM, revealed Resident #1

. complained of leg and back pain and a resident

; Who received pain medication should have a care

F 308
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.| from the physician and no order was received

8/3111, at 6:35 PM, revesled after reviewing the

1where a list is made relsted 1o the lack of bowel

{ the physician of changes and the new orders are

Contnued From page 15

plan for a bowel regimen. The RN further
reveaied when the physician iz nctified due to a
resident having no bowel movement, the
physician‘s order is sent to the nurse who
completes the resident’s care plans. The care
plan is then updated,

An interview with the nurse responsible for care |
pians on 05/01/11, at 10:30 AM, revealed the
care plan is updated when an order is received

from the physician for Resident #1 between
06/21-28/11, related to the lack of bowel
movements. :

An interview with Registered Nurse (RN) #2 on

CNA care plan documentation for 06/11 that
Resident #1 had no bowel movement from
8/21-28/11. Ths RN voiced inferventicns should. .
have been implemented for the resident and the
physician should have been notified prior to
seven days. RN #2 stated the requirement is for
the nurse to review the CNA documentafion daily
to determine if each resident has a bhowel
movement.

An interview with the Assistant Director of -
Nursing (ADON) on the North Hall on 8/31/71, at
3:30 PM, revealed It is the CNA's responsibility to
document resident bowel movements and nofify
the nurse. The nurse is to notify the ADON, who
takes thls information to the moming meeting

movements, and this list is given fo the direct
care nurse for implementation of appropriate
bowel care interventions, The nurse is to notify

F 302
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passed on to the nurse who is respensible to
update resident care plans. The ADON stated
he/she had not received a verbal report from staff
regarding Resident #1's [ack of bowel movements
from 6/21-28/11. In addition, the ADON stated
there was no documented evidenca the bowel
regimen policy was implementead related to
resident #1's lack of bowel movements between
06/21-28/11.

An interview with Resldent #1's physician on

[ 09/01/11, at 4:00 PM, revealed there was no
physician natification related to the resident not -
having a bowel movement from 6/21-28/11.

The facility will provide the
appropriate - assistive devices tao
prevent an avoidable accident fof
residents. '

Reasident(a) Affected:

For residant #9, an inservice was conducte
with staff regarding following the care pla
for each. resident related to our [ift policy
inservices began on 9/8/2011 and wer
completed on 5/14/2011. These wer
cenducted by our Staff Development Coor
and Regional Clinical Coord,

Residents Potentially Affected:

};Ssi ﬁ%ﬁg)sl;SREEE%ffg?gﬁgg&C ES F 3.23,  Residents of the facllity have the potential ¢
be affected by the clted deficient practice.
. . inservice was conducted with staff regardin
The facliity must ensurs that the resident . the imponance of faliowing the care plan fol
anvironment remains as free of accident hazards each resident related to our It policy
as is possible; and each resident recelves Inservices began on %/8/2011 and wer
edequate supervision and assistance devices o - completed on ©/14/2011. These wer
prevent accidents. conducted by our Staff Development Coorg
| and Regional Clinical Coord,
| Incidents/accidents were audited for the pai
30 days to assure that no other residen
_ were affected by the ciied defizient practice.
Systemic Measures:
This REQUIREMENT is not met as ev‘denCEd Aﬁ inSSWiCE was conduded w[th staff Wﬂ
by: emphasis on the importance of followlng th
Based on interview, record review, and review of care plan for each resident related to our k
the facility's investigation, it was determined tha ¢ policy. Inservices began on 9/8/2011 an
facility failed to provide the appropriate assistive were completed on §/14/2011. These wen
devicas Lo prevent an avoldable accident for one conducted by our Staff Development Coor
of nine sampled residents (Resident #9). and R‘:QI""S' Ct“"‘ca' Coord. Incidents wil
: Resident #6 was dlagnosed with Mental be feviewed at moming meeting to hel
- . assure that care plans have heen followed i
Retardation, Cerebral Palsy, and Confractures of the : : I
. provision af resident care. :
the left arm and lower extremities, and utilized a |
EORM CM5-2567 (02-88) Previbus Versions Obsolete Evert 10: VLOF1 { Facillty I0: 100367 If continuation sheet Page 17 of 21
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mechanical Iift with the assistance of two staff
persong for safe wansfers. During a transfer from
Resident #9's geri-chair on 08/26/11, at 6:30 PM,
staff did not utilize the mechanica! fift which
resuited in Resident #9's left arm "popping.”
 Resident #9 remained pain free until 08/27/11, at
8:50 AM, when the resident was assessed to be
in pain and was transported to the Emergency
Room for evaluation and x-rays. Resident #9
retumed fo the facility on D8/27/11, with a
diagnosis of a Left Humeral Neck {upper
armm/shouider) Fracture.

The findings Include:

The Administrator was asked for-a policy related
to assistive devices but no policy was recelved.

A review of the medical record for Resident #9
revealed the facility admitted the resident on
10/23/98, with diagnoses of Mental Retardation,
Cerebral Palsy, and Contracture to jeft
elbow/wrist and both lower extremities.

-Faciity staff developed a Nurse Aide Care Plan in
07/11 and had assessed Resident #9 to require
the assistance of two staff persons with use of a

mechanical lift for safe transfers.

A raview of the Annual Mlmmum data Set ( MDS) I
dated 08/04/11, revealed the facility staff had ;:
assessed Resident #3 to require extensive |
assistance of two staff persons with a mechanical ;

fift for all transfers. Resident #0 was assessed to |

be cognitively impaired and therefore an Interview | '
was not conducted. : ;

1

{ A review of Resident #9's individual care plan

i

F 323{ Monitoring of Measures:
.Incldents will be tracked and tre

to care plans in the provision
cere. -

Completion date: Oect. 1, 2011

monthly QA meetings x 3 months by the 1D
teem. This monitaring will include adheranc

nded in the [Ofdl / H

of residsnT

|
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| of two staff persons. The care plan wae modified

- Observations ware conducted of Resident #9 on

! the resident did not appear to be In pain. The
! residant was in bed on the right side with the left |
“.armin asling. Resident #9 was smiling and did
: not exhibit signs and symptoms of pain,
; Observation of Resident #9 on 09/01/11, at 9:00
: AM, revesled the resident was upset and trying to

| dated 08/31/11, on 06/26/11, Resident #9 was

Conlinued Frem page 18

dated 08/04/11, revealed the faciiity staff
assessed Resident #8 to have physical mobility
impairment with transfers from bed to chair and
required a mechanical |ift relatad to limited range
of motion and cognitive deficit A review of the
interventions revealed staff was required to utilize
a mechanical lift for transfers with the assistance

after the resldent experienced a fall and
sustained a Left Humeral Neck Fracture to
include pain managament. A review of the
physician's orders dated 08/27/11, revealed
Lortab 5/325 mg was prescribed every six heurs
for pain as needed.

08/31/11, at 2:45 PM and 4:30 PM, and on
08/01/11, at 1100 AM. The observations
revealad the rasident's left arm was in a sling and

pinch and hit staff when staff was attempting to
assist the resident Yo change positions.
According to the staff, that was usual behavior for .
Resident #8, and the staff left the room so
Resident #8 could calm down. Further
observation of Resident #9 at 11:00 AM, revealed
the resident was up in a geri-chair in the dining
room with a fly swatter, watching television and
smiling; the resident's left amm was in @ sling. No
signs and symptoms of pain wera observed.

Based on a review of the facilty's investigation

F 323
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transferred by two CNAs without the use of a I
mechamcal [ift, resulting in the resident's left arm
“popping.” ©On 08/27/11, Resident #9 was sent {o
the Emergency Room for evaluation of pain to the
leftarm and for x-rays. Resident #9 returned to
the facility on 08/27/11, with a diagnosis of a Left
Humeral Neck Fracture, A review of the witness
statements from CNAs #3 and #4, dated 08/27/14
and 08/28/11, revealed the CNAs had transfarred
Resident #9 without the use of 8 mechanizal IIfi.

Interviews with CNA #3 on 08/31/11, at 5:40 PM,
and with CNA #4 on 08/31/11, 2t 6:35 PM,
revealed the CNASs assisted Resident #3 into bed
from the geri-chair manually, without the use of a
mechanical it Both CNAs stated a liff was
availabla, but the i} was on the other unit and
they chose not to get the fift. CNA #3 stated
during the manual lift a "popping” sound wag
‘heard from Resident #9's left arm. The CNAs
immediately reported the incident to the
Registerad Nurse (RN} supervisor and Resident
#4 was assessed. CNAs #3 and #4 stated the
CNA care plan contained informatien regarding
how to safely transfer Resident #9 and both
CNAs verbalized they knew the resident required
two staff persons with a mechanical Jift for
transfers. Interview reveaied CNAs #3 and #4
made the dacision to transfer Resident #9 without
the mechanical |iit,

AD Interview with the Director of Nursing (DON)
on Q9/01/11, al 3:00 PM, revealed staff was
instructed to utilize the CNA care plansto
determing how to safely transfer residents. The
DON further stated staff was to utilize any
assistive device that residents were assessed to - i
reguire, even if that meant staff was to go find the g
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assistive device. The DON further stated that the
Assistant Director of Nurses (ADON} monitored
CNAs weekly to assure equipment and assistive
devices were being utilized as ordered for each
resident and had not identified any problems. !
) |
i
: |
i
E .
FORM CH$-2567(02-89) Previous Versions Obsolety Evant ID:VLOF {1 Facllity 10: 100367 v it continuation shest Page 21 af 21

Received Time Oct. 4. 2011 3:38PM No. 2666






