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F 000 | INITIAL COMMENTS F 0o0

An Abbreviated Survey investigating Compiaint
#KY23752 was conducted on 08/09/15 through
09/11115, Complaint #KY23752 was substaniialed
with deficiancias cited at the highest Scope and
Saverity of a "G",

On 0811415, the facility admitted Resident #1 for
rehabilitation following a long stay in the hospital
for an Acute Septic Laft Knee. On 0B8/1715 at
8:00 PM, Certified Nursa Aida (CNA) #1 fallad to
fallaw the care plan, which required two {2) staff
to assist with transfers when she fransferred
Resident #1 from the chair to the bed withoul the
assistance of anather staff and withouwt the use of
a gait belt, as required per facility policy.

Resident #1's left lag was caught undameath the
bed and twisted during the Iransfar. CNA #1
falled to report the incident to har supervisor so
tha rasident could be assessed for injury. On the
moming of 0B/18/15, Resident #1 complained of
pain with redness and swelling of the jeft knee
and was sent to the hospilal Emergency Room
(ER). Resident #1 had sustained a fracture of the
Isft fibia which required the resident to be
non-weight bearing for twa (2) weeks and delayed
the rasident's rahabilitalion and discharge back to

the community.
F 282 | 483.20(k)(3)(i)) SERVICES BY QUALIFIED F282|  F282.483.20 (K)(3)(11) Services by
55=G | PERSONS/PER CARE PLAN qualified persons / per cara plan.

The services provided or arranged by the facility 1. The carrective action accomplished

must be provided by qualified parsons in for the rasident found to be aflecied by

accordance with each resident's writlen plan of the deficient practice:

care. a. Resident #1's care plan was
raviewed by the Nursing Director and

This REQUIREMENT is not met as evidenced Unit Caordinalor 2.

LARQHATO IRECTOR'S OR PROVIDERSUPPLIER REPRESENTATIVE'S SIGNATUR THTLE (x8] DASE
- »
andrip 3 DIV %wpbmob l-20-15

Any deficiency statement anding with an asterisk (") denotes a deficiency which the institution may be excused from comecting peoviding it is determined that
cthar safeguards provide suffic:ent protection 1o the patients ({Saa instructions.) Except for nursing homes the findings staled above ara disciosable 90 daya
folow:ng the date of survay whather or not a plan of eomection 3 provided. For nuniing homes, the abova findings and plans of correction are disclesable 14
days followmng the data ihese documents are made ava lable to the faclity  if daficiancies are cited, an approved plan of comection is requisite lo continued
program participation
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oy:
Based on observatign, interview, record review,

| facility policy and procedure review; and, raview

| of the Hospital Emergency Room Record and

| Hospital Discharge Record, it was determined tha
facility tailed fo provide services in accordance
with sach resident’s writien plan of care for one
(1) of five (5) sampled residents (Resident #1).

On 08/11/15, the facility assessed and care
planned Resident #1 to require the assislance of
two (2) staff for transfars; howevar, on 08/17/15,

| CNA#1 transferred the resident withoul the

 assistance of another staff; the resident's laft leg
caughl underneath the bed and twisted. Resident
#1 sustained a fractured tibia and was non-weight

| bearing for two (2) weeks which caused (he
resident's rehabllitation and discharge back into
the community 1o be delayed.

The findings include

Review of the facility’s policy tilled, "Residant
Care Plan", daled 08/2014, revaalad the
Interdisciplinary Team will devalop a

| comprehenstve rasidant care pfan from
information on the Minimum Dala Sat (MDS)
Assessment, the resident's medical record and
observations made whila ifiterviewing the
resident. Staff should check the plan of care daily
for updales. Staff not following the plan of care
will raceive appropriate counseling up to and/for
including suspension and/or tarmination.

Record review ravaaled the facility admitted
Resident #1 on 08/11/15, after a farty-nine {49)
day stay In the hospital with diagnoses which
included Acule Septic Lefl Knaa, Staph Aureus io
Left knea, Severe Malnutrition, Severe

b. Nursing Director & Unit Coordinator
2 provided face to face education for
lollowing the resident #1°'s plan of care
and the facility palicy for the plan of
care lo be followed at all {imes.

CNA #1 racelved a writlan warning
and suspenslon for not (ollowing
Resident #1's care plan,

2. ldentification of other residents
having the potentiat to be affected

by the same deficient practice.

a. it was determined that all residants
residing in the facllity on the days of
survey could have been affected by
the same defictent praclice if care
plans were not followed.

b. Assistant Diractor and Nursing
Diraclor walked from station to station
on 9-10-15 and 9-11-15 observing care
being given ensuring lhe care plans
were being followed for all residents
rasiding in the facility on the days of the
survey, There were not any new
problems identified.

3. The measures and systemic
changes to ensure that the deficient
practice will not recur. The RN
Clinical Educator has provided

from 9-11-15 to 10-8-15 face lo face
in-service education to RN'S,

LPN's, CNA's, and NA's regarding
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F 282 Continued From page 2 ¢ 282 follawing the facility's care plan policy |

Oslaoarthritis, Caronary Arlery Diseasa,
Cardiomyopathy, Atrial Fibrillation, and
Implantable Cardiac Defibrillator, Review of the
Initlal Minimum Daia Set (MDS) Assessment,
dated 08/18/15, revaaled the facility assessed
Residanl #1's cognition as cognliiively intact with a
Brief Interview of Mental Status {BIMS) score of
fifteen (15) which indicated the rasident was
interviewable.

Furiher raview of tha Initial MDS Assessmant,
dated 08/18/15 and raview of tha Comprahensive
Care Plan and MDS Kardex Report, daled
08711115, revealed Resident #1 was assessed
and care planned 1o raguira the extensive
assisiance of two (2) staff for transfers.

Interview with CNA #1, on 09/10/15 at B:18 AM,
revealad sha raspondad to Residant #1's call ight
on the evening of 08/17/15 and the resident
requested to be assisted to bed. CNA #1 slated
she asked the residenl’s spouse how the resident
was assisted and the spouse slaled, "By two (2)
peopla and she (spousa) would help wilh the
transfar”. CNA#1 ravealed she did not want the
resident’s spouse {0 feel she was ignaring what
he/she had tfold her, so she proceeded to atlempt
1o transfer the residant. However, when she
atiemptad ta transfer the resikient the resident's
spousa did not assist her and she struggled to
place the residant on tha bad =0 tha resident
would not fall. CNA#1 said the spousa told her
the rasident's left leg was caught undar the bed
and twisted; tha rasident naver complained of
pain. The CNA stated she did nol use a gail balt
during the transfer and she did nol report the
incident to the nurse because she was nol aware
tha rasident had sustainad any injury. CNA#1
staled there were threa (3) sources lo determine

and to always follow residents plan of
cara.

4., The faclility plans to manitor its
parformance (o ensure that solutions
are suslained by:

a. The Unit Coordinators 1, 2, 3, 4
RN Weekend Supervisor & Afternoon
RN Supervisor will perform 10 weskly |
visual audits each on ali shifts weekdays |
and weekends 1o ensure adherence lo |
care plans.

b. If there are cara plans identifled not
being followed by the Unit Coordinators
or RN Supervisors immediala correction
will be made with the employee.

€. Results will be given to Nursing
Diractor waekly in writing if thera were
cara plans identifiad not being followed.
d. Unit coordinalor 1, 2, 3, 4 will report
resylls of finding and comective actions
quarterly at Quality Assurance Meelings.|
QA membars include: Nursing Director,
Assislant Nursing Director, Unit
Coordinalors 1, 2, 3, 4, Adminislrator,
Medical Director, infection Control,
Rehabilitation, Dielician, Social Workers,
Aclivitias Coordinalor, Stafiing
Coordinalor, PI/Risk Coordinator,

Food Services Supervisor, Clinical
Educator, Pharmacy Diractor,
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hew a resident was lo be cared for, which
included the care plan, the kiosk and the nursa on
duly. The CNA stated she did not use any of
these forms of communication befare aliempting
to transfar the residant alone.

Review of a Nursing Progress Note, daled
0B8/18/15 at 11:00 AM, revealed Resident #1
complained of increased left knea pain. Resident
#1 stated, "When being put to bed last night, my
knee exiendad backward and has hurt some
since." The resident's left knee was noted to be
warm, red and swollen. The Physician was
nofified and orders were raceived to send the
resident to the hospital ER for evaluation and
traatment, if indicaled.

Raviaw of the Hospital Emergency Room Record
and Hospital Discharge Record, datad 08/1B/15,
revealed on 08/18/15 the resident complained of
increased knae pain sinca sustaining a twisting
injury and a hyparaxtension of the knes when
his/her leg was caught under the bed on the
avening of 08/17/15. The ER Physician
documented that the resident's radiological study
{Computerizad Tomography {CT) Scan) revealed
a displaced fracture of the proximal lefl tibia
medial aspect with osleochondral fraciure of lhe
libia plateau and loose bodies and a jainl
effusion. Resident #1 was discharged back 1o the
facility an 08/18/15 wilh a knee immobilizer and
ordars to continue the brace with nan-weight
bearing 1o the left lower exiremity for two (2)
waeks

Interview with LPN/Charge Nurse #4, on 09/10/15
at 1.13 PM, Physical Therapy Assistant (PTA), on
09110715 at 11:10 AM, and, the Unit Coordinator
on Slation Two (2) and Three (3), on 09/09/15 at

Environmantal Servicas Supervisor,
MDS Coordinator, and Medical Records.

. Action plans will be developed

indicated and recommended by QA

if

Commitiae and the Nursing Diraclor i
will be rasponsible for any further

monitaring.-assipnments.

{. Employees will receive adminisiralive

counseling up to termination for not

adhering lo facility policy for providing | 10/10/15
services in accordance with each |

residenls wrilten plan of care.

Il

g. The audits as a result of this plan of
correction witl be followed unti] our next

annual relicensure survey by the

Unit Coordinalors 1, 2, 3, 4, Weekend
RN Supervisor and Afternoon Supervlsor:

and Nursing Diraclor.

h. Facilily declares compliance with

F282 an October 10, 2015.
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F 282 | Continued From page 4
7:37 AM, revealed Residant #1 was in bed on

knes raling hisfher paln al an eight (8) on a tan
{10} point pain scale. Resident #1's knee was
naoted to be swollen, red and hot to touch with
decreased range of motion. Further inlervisw

the evening before when one {1} staff member
transfarred himvher back to bed and caught
histher leg under the bad and twistad it.
LPN/Charge Nurse #4 contacled the physician

returned from the ER the sama day with orders
two (2) weeks, The resident raquired an
increased amount of assistance after the injury
and continued 1o take pain medications which

slaff shoulkd have followed the cara plan, which

for transfers.

AM, revealed he/she was in a therapy session

knae hinged immobilizer to the laft knes and
he/she required extensive assistance with

staff used a gait belt wilh iransiers to a
wheelchair which was approximately five (5)

steps.

Assistant (COTA), on 09/10/15 at 11:20 AM,
revealed Resident #1 sustained a declina in
hisier therapy routine relaled lo the resident

on the left leg for two {2) weeks He stated he

08/18/15 complaining of increased pain to ihe left

with LPN/Charge Nurse #4 revealed the resident
stated his/her knee had bean hurting more since

and the rasident was sent {o the ER. Resident #1

for a leg brace and lo be non-weight bearing for

he/she would calt for as neaded. They slated the

required the exiensive assistance of two (2) staff

Observation of Resident #1, on 09/10/15 at 10:55

with the PTA. The resident was noled to have a

iranslers and lhe assist of a walker. In addition,

Interview with tha Certified Occupational Therapy

having reslriction of not being able to hear weight

F 282
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expected the nursing staff to follow the Physical
and Occupational Therapy evaluation and to use
the care plan and kardex as their guide for
transfars., He stated this resident required
moderate to maximum assistance for transfers.

Interview with Residenl #1's Primary Care
Fhysician, on 09/11/15 at 10:32 AM, revealed the
resident had just spent forty-nine (48) days in the
hospital related 1o a seplic left knee infection from
a sterold injection ha/sha received. He stated
that while in the hospital, ihe resident became
very weak and malaaurished causing himher to
require rehabilitation at this nursing facility. He
staled \he fraciure of tha left knee has caused a

| major setback for this resident and has delayed

| hisfher rehabililation potential which has caused
his/her discharge back inlo the community {o be
on hold at this time. He further stated tha fraciure

| should not have happened if the proper

| techniques had bean used thal wara safe for this
resident,

Interviews on 09/10/15 with CNA 22 at 1:45 PM,
CNA #3 at 1:58 PM, CNA #4 8t 2:10 PM, and
CNA#S at 2:25 PM revealed all staff should
{cllow the care plan. CNA #3 and CNA #4 siated
they have cared for Resident #1 many times and
have always transferred the residant with two (2)
stafl agsistance. The CNAs further stated whaen a
staff did not provide the assessed amount of
persons needed for a transfar, they would be
concerned the resident could fall or sustain an
injury.

Interview with the Director of Nursing {DON), on

09/09/15 al 7:15 AM, revealed on 8/17/15, CNA

#1 transferred Residant #1 by herself without the
. assistance of another staff member per the

FORM CME-2587(02.9%) Pravibus Varmens Obsolela Evant 1 U4
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resident’s care plan. The DON slaled CNA #1 ]
said she asked the spouse haw many {persons} il
toak to transfar the rasident and the spouse told |
her two {2) parsans but that she would help her.
Further interview with the DON revaated CNA #1 I
admitied sha did not follow the care plan. The ‘
DON stated she expected staff to follow the care
plan related to the amount of staff needed for
care.
F 323 | 483.25(h) FREE OF ACCIDENT F323 F323483.25 (h) Free of Accident

58=G | HAZARDS/SUPERVISION/DEVICES

The facility must ensura that the resident
environment remains as free of accident hazards
as Is possible; and each rasident receives
adequate supervisian and assistanca devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, inlerview, record raview,
hospital emargency room record reviaw, and the
facility's policy and procadure review, it was
determined the facility failed io ensure adequate
supervision and an assistive device to prevent
accidents was provided for one (1) of five (5)
sampled rasidents {Resident #1).

The facility admitted Rasident #1 for rehabilitation
due to weakness after being in the hospital for

forty-nine (49) days for an Acute Septic Left Knee,

On 0817715 at 8 00 PM, Cerified Nurse Aide
(CNA) #1 failed to Iransfer Resident #1 from the
chair to the bad with a gait bell and tha
assistance of another staff, as required by the

Hazards / Supervision Devicas.

1. The corrective aclion accomplished
for resident affected by the deficient
practice:

a. On 81815 at approximately 10:30 a.m,
physical therapy assistant reporied that
rasident #1 had increased pain during
physical therapy treatment. Upon
assessment per Unit Coordinator 2 noted
the lefl knee had increased swelling and
redness, Dr, Blalock was notified and
rasident sent to ER at approximalely
11:00 a.m. Resident retumed from ER at
5:15 p.m. with a knee immobilizer and
new diagnosis of lefl madial tibial

plaleau fraclure. New orders were
received for left knee immobilizer and

no weight bearing lo left leg.

2. Identification of other rasidents having
the potential to be affected by the same
deficient praclice.
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care plan. Resldent #1's left leg got caught
undemeath the bed and twisted during the
transfar. CNA#1 faited lo report the incident lo
her supervisor so the resident could be assessed
far injury. On the moming of 08/18/15, Resident
#1 complained of pain and his/her knee was
nated o be red, swollen and hot to touch.
Resident #1 had sustained a fractura of the laft
tibia which required the resident lo be non-weight
baaring for two (2) weeks and delayed the
rasident's rehabilitation so 1he residant eould be
discharged back to the community.

The findings include:

Review of the facility's policy tilled, *Resident
Care Plan”, daled 08/2014, revealed the
interdisciplinary team will davelop a
comprahensive resident cara plan from
information on the Minimum Data Set (MDS)
Assesament, the resident's medical record and
observations mads whila interviewing the
resident. Staff should check the plan of care daily
for updates. Staff not following the plan of cara
will receive appropriale counseling up to and/or
including suspension and/or fermination.

Raview of the facility's policy tilled, "Nursing
Assistant Worksheets”, daied 08/19/15, revealed
alt services are furnished to attain or maintain the
resident's highest praclicable physical, mental
and psychosocial well-being.

Review of the facility's policy titled, "Gait Belt*,
dated 07/2013, revealad nursing staff will use gait
bels for residents needing one (1) or more staff
assistance in transier and ambulation, unless
conlraindicaled.

| a. All residents who reside in facility had

| polential to be affected by this daficient

| praclice as the environment did not
remain free of accident hazards. The
facility failed to provide adequate
supervision and assistance devices to
prevent an accident.

b. The Assistani Director and Nursing
Diractor walked from station lo station on
9-10-15 and 9-11-15 obsarving care baing
given ensuring adequate supervision and
use of assistive devicas to prevent
accidents. There were not any new
problems identified.

3. Measures and systemic changes to
ensure that lha deficient praciice will not
racur,

a. The RN Clinical Educator has provided
face to face inservice education from
9-11-15 {0 10-9-15 to RN's, LPN's, CNA's, |
and NA's, The inservices covered policies
and procedures for ensuring adequale
supervision for residents and the use of
assistive devices to prevent accidents if
care planned.

4, Facility monitoring of its performance

to ensure thal solutions are sustained.

a. Each Unit Coordinator 1, 2, 3, 4,
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F 323 | Continued From page 8

Review of the facility's "Certified Nursing
Assistant (CNA) Organizational Expectations”,
daled 071415, revealed the CNA shall promole
a culture af salety for residents and amployees
through proper idenlification, reporting,
documantation and pravention.

Review of the facility's policy tided, “tncident
iReportable Events Reporting”, daled 03/2015,
revealed the person discovering an incident or
having the primary responsibility for an Incident
occurring should initiate a report of the incidant
Reporting shauld be completed for
incident/events that any actual or potential
physical injury resulling from an accident on the
pramises,

Record review revealed the facility admitted
Resident #1 on 08/11/15 after a forty-nina {(49)
day stay In the hospital with diagnoses which
included Acute Seplic Left Knee, Staph Auraus 1o
Left knea, Severa Malnutrition, Severe
Ostaoarihritis, Coronary Arlery Disease,
Cardiomyopathy, Atrial Fibrillation, and
Implantable Cardiac Defibrillator. Review of the
Inilial Minlmum Data Set (MDS) Assessment,
dated 08/18/15, revealed the facility assessed
Rasident #1's cognition as intact with a Brief
Interview of Menlal Status {BIMS) score of fifleen
(15} which indicated the rasident was
interviewable  In addition, the facility assessed
Resident #1 required extensive assistance of two
(2) staff for transfers.

Review of the Comprehensive Cara Plan, dated
08/11/15, revealed Resident #1 had an Activities
of Daily Living (ADL) sel-care pedormance deficit
ralaled (o activities inlolerance and an
intervention for the assistance of two (2) persons

F 323| Afterncon RN Supervisor and RN WeekencJ

Supervisor will monilor stafl's adherence
to identlify adequate supervision and/or
an assistive device not in place. Each
Unit Coordinator 1, 2, 3, 4, RN Weekend
Supervisor and RN Afternoon Supervisor
will perform 10 visual audils each week lo
ensure compliancs.

b. Unit Courdinators will submit coples

ol monitors ta Nursing Director weekly.

c. When variances are idenlified &
adaquats supervision and/or an assislive
device not in place then the licensed
nurse who finds the variance will make
the correction and counsel employea.
This informalion will ba given lo Nursing
Director for further aeducation for the
employee,

d. Unit Coordinalors 1, 2, 3, 4 will

report data to the Qualily Assurance
Commitlee on a quarterly basls.

e. Quelily Assurance action plan will be
developed and implamented i indicated
by the QA Commiliee: Nursing Direclor, |
Assisiant Nursing Diractor, Unit
Coordinatars 1, 2, 3, 4, Administralor,
Medical Director, Infection Caontrol,
Rehabilitation, Dielician, Social Workers,
Activities Coordinalos, Staffing
Coordinator, PI/Risk Coordinator,
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with a knee brace and non-waight bearing ta the
| left leg. Reviaw of the "MDS$ Kardex Report®,
| dated 08/11/15, revealed ADLs for transfer
| required axtensive assistance of two (2) persons.

Interview with CNA#1, on 09110/15 at 8:18 AM,
revealed she responded 1o Resident #1's calt light
on the evening of 08/17A15 and the resident
requesied to be assisled (o bed. She siated she

' askad the resident's spousa how the resident was

| assisied and the spousa stated "twa (2) people
and he/she would help with the fransfar”. During
fusther inlerview, CNA #1 stated she did nol want
the spouse to feel she was ignoring what he/she
had said, so she proceeded io attempt to transfer
the residant. She stated she attempted to
transfar 1he residant, but the resident’s spouse
offerad no assistance and she struggled to place

| ihe rasidant on the bed so the rasident would not

| fall. CNA #1 sald the spouse said the rasident's

| left leg was caught under the bed and the
resident's leg was twisted. She stated she did not
know the resident’s leg had bacome trapped
under the bed, as the resident never complained
of pain. CNA #1 stated she did not use a gait belt
during the transfer and she did not report the
incidant to the nurse bacausae she was not aware

| the resident had sustained any injury. She further
stated, she should have followed the facility's

| policy and used the gail belt. Sha also statad

there were threa (3) sources to determine how a

resident is to be cared for which inciuded the care

plar, tha Kiosk and the nurse on duty. CNA#1

| staled she was lold by LPN #4 that Resident #1

| required the assistance of two (2) staff for
transfers,

Raview of CNA #1's “Lift Beit Agreement”,
| revealed GNA #1 signed and acknowledged that

F323| Food Services Supervisor, Clinical
Educalor, Pharmacy Director,
Maintenance, Facilily Assistant,
Environmantal Services Supervisor,
MDS Coardinator, and Medica! Records.
{. Employee will receive adminisirative
counseling up to termination for not
adhering to facility policy and F323 to
ensure thal the residents environment
remalins as frea of accident hazards as
is possible by the Unit Coordinators 1, 2,
3, 4 or Nursing Direclor.

9. The audils as a result of this plan of
corraction will be followad untll our next
relicensure survay by the Unit
Coordinators 1, 2, 3, 4 and Nursing
Director.

5. The facllily daclares compliance with
F323 deficiency effective October 10,
2015

10-10-15
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she had received proper training on the use of a
gait belt and had raceived a copy of the facility's
policy on the use of gait balls and agreed lo
follow this palicy which was to use the gait balt for
residenls neading one (1) or mare staff
assislance in transfars and ambulation.

Reviaw of the Nursing Progress Note, dated
08/18/15 a1 11:00 AM, revealad Resident #1
cornplained of increased (ah knee pain; he/she
stated, "When baing put to bed last night, my
knee extendad backward and has hurt some
since.” Tha rasidant’s lefl knaa was noled to be
warm, red and swollen. Tha Physician was
notified and orders were received lo sand the
resident lo the Hospital ER for evaluation and
treatment, il indicated.

Interview with the Physical Therapy Assistant
{PTA)}, on 05/10/15 at 11:10 AM, revealed on the
moming of 08/17/15, Resident #1 was in bed
complaining of increased paln {o the lefi knae
raling his/her pain at an eight (8) on a ian (10}
point pain scale. The PTA stated when she
examined Ihe resident's knea she cbserved the
knee was swollen, red and hot to touch with
decreased range of motion. The FTA ravealed
the resident stated hisfher knee had been hurting
mora since |he evening before when ane (1) staff
mermber transfared him/Mher back to bed and
caught his/her knee under the bed and twisted it
The PTA slaled she called the Physical Therapist
{PT) tc come and evaluata the knae and was
assisted by the nurse  Further inlerview revealed
the PTA stated the Physician was notified and
orders were raceived to iransfer the resident to
the Emargency Room (ER) for further evaluation

Interview with the Licensed Practical Nurse
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F 323 | Conlinuaed From page 11

{LPNyCharge Nurse #4, on 09/08M15 at 12:15

PM, ravaaled Resident #1 had placed his/her call

light on and asked to be assisted {o bed on the

| evening of 08/17/15. LPN #4 staled sha informed

! the resident heishe required the assistance of two
(2) staff to assist him/her to bed and she would

| get two (2) CNASs to assist him/her as scon as
they were frea. LEN #4 said she informed CNA
#1, the resident was raquasting lo be assisted to
bed and he/sha needed the assistance of twa (2)
staff members. Further interview with
LPN/Charge Nurse #4, on 09/10/15 at 1:13 PM,
ravealed she expected staff to follow tha care
planwhen It stated assist of two (2) stafl. LPN #4
slated she was called by PT lo come in and

| avaluate the resident's leg on 08/18/15. She

| confacted the Physician and received orders to

| send the resident to tha ER for evalualion. LPN
#4 stated the resident retumed from the ER the
same day with orders for & leg brace and
non-weight bearing for two (2} waeks. LPN #4
stated she expected her staff fo know a resident's
care plan, follow the care plan or ask a nurse il
unclear. LPN #4 staled the resident required an
increased amount of assistance after the injury
and conlinued to take pain medications which
he/she would call for as neasded. LPN #4 stated
she considered this event to be an unusual avant

| and it should have been reported to tha Charge

| Nurse as soon as it occurred so {he nurse could

have completed an assessment of the resident 1o

determine if he/sha had been injured,

Interview with the Unit Coordinater on Station
Two (2) and Three (3), on 09/09/15 at 7:37 AM,
revealed Resident #1 was admitied wilh a saplic
1eft knea due 10 steroid injection prior to
admission. She staled CNA #1 was pivoting the
rasident tc bed without the use of a gait belt and

F 323
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the resident’s leg went up under the bed and
his/her knee twisted backward on 08/17/15. The
Unit Coordinator stated that prior to this incident,
the resident was able to welght bear on that leg.
She staled the Comprehensive Care Plan
identifiad the residant required two (2) person
assistanca with transfers and she expecied CNA
#1 to have asked another staff to assist her with
the transfer of Resident #1, She staled the
resident did not immadiately complain of pain;
however, the next day the PTA noled the
resident's knee was swollen, redden and hol to
touch. She stated the Physician was nolified and
the resident was sent lo the ER for avaluation
and the residant was ideniified as having a
fracture of the lefl tibia. She stated the policy of
the facility was all residents that required
assistance with ambulation or translers must be
assisted by the staff using a gait balt.
Additianally, she stated any incident or event
affecting a resident must be reported lo the
Charge Nurse immadiately

Review of the Hospilal Emergency Room Record,
dated 08/1815, raveated on 08/18/15 the rasident
complained of increased knee pain since getting
his/her leg caught under the bed on the evening
of 08/17115. The Physician documented the
resident reported he/she sustained a twisling
injury when his/her leg bacame caught under the
bed and his/her leg twisted and hyper-extended
ihe knee on 08/1715 at 8.00 PM_ Further review
revealed the resident complained of pain with
weighl bearing. The ER Physician further
documented a radiological study (CT Scan} was
performad which showed a displaced fracture of
the proxirmal laft tibia medial aspect with
osteochondral fracture of the tibia plateau and
loose bodies and a joint eflusion. Review of the

FORM CMS-2587(02-59) Pravious Versons Goaolsie Evant D UAMITY Faciity \D 106758

{ continuation sheel Page 12 of 19



PRINTED 0%/2822015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA {X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING COMPLETED
c
185005 bk 08/11/2015
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, Z/P CODE
SPRING CREEK HEALTH CARE jee i
MURRAY, KY 42071
x40 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION P
PREFIX {EACH DEFICIENCY MUST B8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE catE
DEFICIENCY)
F 323 | Continued From paga 13 F 323

Hospital ER Discharge Record dated 08/18/15,
revealed a knee immobilizer was placed on the
resident and the resident returned o the the
facility with orders ta continue the braca, wilh
non-weighl bearing lo tha left lower extremity for
two {2) weeks.

Review of the Orthopedic Physician Prograss
Notes, dated 08/20/15, revaaled the residenl was
required to seek the evaluation of an Orthopedic
Surgeon for moniloring. The Surgeon continued
the treatment plan of non-welghi bearing for two
{2) waeksa,

Observation of Resident #1, an 02/10/15 at 10:55
AM, revealed he/she was in a therapy session
wilh the PTA. He/she was noted to have a knee
hinged Immobilizer to the l2fl knee and required
extensive assistance with iransfers and the assist
of a walker. In addition, staff used a gait belt with
the transfer to a wheelchair which was
appraximataly five (5) steps.

Intarview with the Cerlified Occupational Therapy
Assistant (COTA), on 09/1015 at 11:20 AM,
revealed Resident #1 sustained e decline in
histher therapy routine related to the resident
having rastriction of nol being able o bear welght
on Lhe left leg for two (2) weeks. He stated he
expacled the nursing stafl to follow the Physical
and Qccupational Therspy evalualion and lo use
the care plan and kardex as lheir guide for
transfers. Ha stated this residant required
moderate to maximum assistance for transiers,

Inlerviaw wilh CNA #5, on 09/10/15 at 2:25 PM,
revealad she was working on 08/17/15 but was
never asked lo assist with fransferring Resident
#1 to bed. She stated staff should check the care
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plan dally for changes, follow it and if there are
questions the Charge Nurse should be nolified.
She staled gail belts should be used on all
residents with transfers and this has atways been
the facility's poliey.

Interviaw wilh CNA #2, on 09410115 at 1:45 PM,
revealed all staff should follow tha care plan and
siaff should use a gait belt with anyone that
requires assistanca with transfers. She stated
she would be concerned of an injury or fall if a
resident was lransferred by ona person when
{hey required two (2) persons,

Interview with CNA #3, an 09/10/15 at 1:58 PM,
revealed a care plan should always be followed
and if the family member tried to dictate the care
of tha resident, the care plan should still be the
guida for iha resident’s care. Sha stated she had
cared for Resident #1 many times and had
always transferred him/her with two (2) parson
assist. CNA#3 stated she had never witnessed
anyone transferring himvher alone or without a
gait belt.

interview with CNA #4, on 09/10/15 al 2:10 PM,
ravealed she had cared for Resident #1 and that
hefshe has always been an assist of two (2)
person, She stated the care plan should be
{ollowed without exception and a gait belt should
be used on every resident wilh transfers and
ambulation.

Interview with the Direclor of Nursing (DON), on
09/09/15 at 7:15 AM, revealed on 08/17/15, CNA
#1 lransferred Resident #1 by herself without a
gait belt par facllity policy and without the
assistance cof another siaff member per the
resident’s cara plan. The DON revealed CNA #1
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admilted she did not follow the care plan or faciity
policy and, she expected siaff to follow the care
plan related to the amount of staff needed for
cara and 1o foliow the facility's palicy and use a
gait bell for all transfers, in addition, she stated
any incident or unusual eveni involving a resident
should ba reporied lo the Charge Nurse
immediately so an investigation could be
campleled.

Interviaw wilh Resident #1's Primary Physieian,
on 09/11/15 at 10.32 AM, revealed Resident #1
had spent forty-nine (49) days in the hospilal
related to a septic [eft knee infection from a
staroid injection he/sha raceived. The Physician
stated while in the hospital, ihe resident became
very waak and malnourished causing himvher to
require rehabilitation at this nursing facility, The
Physician revealed the fraciure of the lefi knea
caused a major setback for this resident and has
delayed the residant's rahabilitation polential
which has caused his/her dischargs back into the
community to ba on hold at this time. The
Physician furthar staled the fractura would not
have happened if the proper techniques had been
used that wera safa for this resident.

F 431 | 483 60{b}, (d), (e) DRUG RECORDS, Fa31

ss«E | LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or oblain the services of
a licensed pharmacist who establishes a sysiem
of records of receipt and dispesition of all
controlled drugs in sufficient detail to enable an
accurate reconciliation; and determines thal drug
records are in order and that an account of all
controlled drugs is maintained and periadically

F431 483.60 {d)(e) Drug Records,

label / stare drugs & biclogicals.

1. The corrective aclions accomplished
for medication carts being left untocked:
a. LPN #1 and LPN #2 locked their
medication carls when they were made
aware by the surveyar thal the carls
wara nol lockad. The LPN Stalfing
Supervisor and Assistant Nursing

reconcited. .
Direclor checked all other medication
carls in the building al 7 a.m. 1o ensure
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Drugs and biologicals used in tha facility must be
labeled in accordance with cumently accepled
professional principles, and include the
appropriate accessory and cautionary
Instructions, and the expiration dale when
applicable.

In accordance with State and Federal laws, the
faciiity must store all drugs and biologicals in
locked compartments under proper temperatura
controls, and permit only autharized personnal to
have access to the keys.

The facility must provida saparately locked,
permanantly affixed compartmeanits for slorage of
controlled drugs lisled in Schedule Il of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subjeci to
abuse, excapt when tha facility uses single unit
package drug distribution systems in which the

quantity stored Is minimal and a missing dose can

be readily delected,

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview and facility
policy and procedure review, it was detarmined
the facilily failed to store all drugs and biologicals
in locked cempartments and parmit anly
authorized personnel to have access to the keys.
Observations revealed three {3) of eight (8)

madications carts on two {2} of four {4} units were

unlocked and unattended by a licensed staif

Review of the Code Brown List revealed thare

they were all locked. No residents wara
affacted by this deficient praciice.

2. Identificatian of other residents
having the potential to be affected by
lhe same delicient practice if medication
carts were left unfocked or unattended.
a. il was delermined that all residents
residing in the facility on the days of the
survey could have been affected by the
sama deficlent practice if the medication
carls were left unlacked or unatiended..
3. Measuras and syslemic changes to
ensure that the deficient praclice will
nat recur:

a. RN/s and LPN/s have been
in-serviced face ta face by RN Clinical
Educaler regarding medication cart
safety and keeping the carts locked or
in nurses direct sight as the standard

of care from 9-11-15 to 10-9-15.

4. The facility plans lo monitor its
performance to ensure lhat solutions
are suslained by:

a. The Assistant Nursing Director will
perform 10 weakly audits of medicalion
caris and salely to ensure compliance o
all three shifts M-F. The RN Weekend
Supervisor will pravide 5 audils on
weekends of medication carts & safsly to
ensure compliance,
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F 431 Continued From page 17 F431) b, )t carts are left unlocked or not in
were ten (10) rasidenls that were known to have " d di h
a history of exhibiting the behavior of wandering. censed nurses direct sight upon

observation & audits then carts will ba
lacked upon finding.

Revigw of the facility's policy titled, "Medication c.. Result of the audits will be submitted
Adminisiration”, lasl revised 07/02/15, ravealed
the facility will store alt drugs in locked UL Rl LSS )

The findings include:

compariments and permit only authorized writlen wamings for discipline will be
personnel fo have access to the keys given lo licensed nurse wha fail 1o meet
Ouring the general facility ahsarvationftour, on F431 requirement.

00/09/05 at 4:50 AM, revealed a medication cart d. The Assistant Nursing Director will

observed unlocked on the hallway naar the
Cne-hundred (100) Hall nursing stalion, which report resuls of finding and corrective
was oul of site of the nursing staff. There were actions at the quarterly Quality

residents sitting within two (2) feet of tha
madication cart which remained unlocked for six e e

{6) minutes. e. Action plans will be develaped if
During general facility observation, on 09/09/15 ai e
531 AM, revealed two (2) medicalion carts QA Committee members include:
outside the Four Hundred (400) Hall nursing Nursing Diractor, Assistant Nursing

station. These carts were unlocked and oul of

sita of the nursing staff, Thara were six (6) Director, Unit Coordinatars 1, 2, 3, 4,

residants sitting within five (5) (et of both carts Administrator, Medical Diractor,
e Infection Control, Rehabilitation,

' Distician, Social Workers, Aclivities
Inigrview wilh Licensed Practical Nurse (LPN) #1, Coordinator, Staffing Coordinator,
on 09/09/15 at 4.57 AM, ravealed she Isft the cart i
unlocked on the One Hundred (100) hall, She Pl/Risk Coardinator, Food Services
stated the cart should hava been locked at all Supervisar, Clinical Educator,

times when not in usa to prevent .
resident/slaff/visitors from gelting medications out Pharmacy Director, Maintenance,
of the cart. Facility Assistant, Environmental Services

Interview with LPN #2. on 08/09/15 at 5 32 AM, Supervisar, MDS Coardinatar, and
revealed he was responsible for all of one cart Medical Records.
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DEFICIENCY)
F 431 | Conlinued From page 18 F431| {. The audits as a result of this plan of
and split the other carl with another LPN. Ha comection will be followsd uniil our next
slated he was responsible for leaving both carts annual relicensure surve
unlocked on the Four Hundred {4) Hall. Further Eacility decl ‘: th F431
interview revealed the caris being unlocked could 9. Facilily declares compliance wi
ba dangerous for residents, wha wander, in the deficlency effective October 10, 2015. 10-10-15

facility as thay could get inlo the cart and get the
medicine,

Interview with the 400 Hall Unit Coordinator, on
09/09/15 st 8:50 AM, revealed she was sware
that LPN #2 had left a medicine cart open on the
morning af 09/09/15. She siated she expeacted all
medication cans 1o be locked when not attended
to by the nursa and she was concarned with tha
safely of the residents,

Interview with the Director of Nursing {DON), on
09/09/15 at 7:58 AM, revealed all medicalions
carts should be tocked if not in sight of the nurse.
She stated this was not a new policy and i was a
part of standards of nursing praclice
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