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i An Abbrevtated Survey Investigating . 1. Resident #4 and #6 care plans were

! KY#00027015 was initiated 11/25/13 and :
- concluded on $1/26/13. KY#00021015 was f updated by the IDT (DHS/ADHS,

! substantiated with ceficiencies cited. The highest | - medical records nurse) to assure
F 280 jggpzfé ?dr;?; eve;!tVOWf? E;R[?GH . - 05 accurate plan of care. At the time of

: . . 483.10(k)(2 TTO : F 280 . . .
$S=D | PARTICIPATE PLANNING CARE-REVISE CP  cited deficiency Res.#4 had d/c from

i 5 . Health Care and transferred over to’

| The resident has tive right, unless adiudged ! . . i

5 incompetent or otherwise found to be 3‘ Assisted LN"?Q' but th.e MDS nu.rseé

' incapacitated under the taws of the State, to . proceeded with updating the resident

participate in planning care and treatment or ' care pian/profiie to indicate the fall

| changes in care and treatment. : : o , :

i ! . on 10/25/13 with interventions of |

; A_comprehensive care plan must be developed | . appropriate level of assistance during

* within 7 days after the completion of the _ j transfers/ambulation. This updste f&r

f comprehensive assassment; prepared by an ; § a amouiatron. This up ;

j in;erdiscipfinary team. that includes the attending - Resident #4 was completed on 12/11/13.

. physician, a registered nurse with responsibility : : ;

' for the resident, and other appropriate staff in : Resident #6 had the ta?:t aiarm :

! disciptines as determined by the resident’s needs, . added to care plan/profile on 12/11/13.

" and, to the extent practicable. the participation of : 2. The IDT completed a 100% '

. the resident, the resident's famlly or the residant's

iegal representative; anc periodically reviewed - audit of resident care plans to ensu@e

and revised by a team of qualified persons after . 100% compliance with current
" @ach assessment, ‘ . : ; j
I ; : interventions, The audit was
; - compieted by the MDS Nurse/DHS/ED
: “The audit was completed by 12/18/13.
 This REQUIREMENT is not met as evidenced “Upon completion of audits 100% :
by compiiance was achieved. The IDT '

- Based on interview, record review, and review of . . ) :
. facility's policy, it was determined the facility failed - - will review all incident Reports and .

, to ensure the Comprehensive Plan of Care was ' Orders during daily CQI process and

- revised for two (2) of nine {9) sampled residents . J
' (Resident #4 and #6). update care plans at the time of review.

LABORATCRY O RECTQR'S'Gé',P‘Rovagm'SupPuER REPRESFENTATIVE'S SIGNATURE TIEE (X8 DATE
o >

- &--"{.__V_x.-(-;.,_.s—w‘j e 53 g»'{,-"\;}%\' ~Q L}i\’ To s, L 1; L{ {iy
Any deficlancy stalamant ending wilh an astersk (*) denctes a deficiensy which tha Isiftulion may be excused rom correcing pravidlng it s datdemined ﬁ_half
othar safequards provide sufffclan: protectlan 0 the patenis. |Sas ingiruclions.) Excepl tar nursing homas, the findings stated above are dlsciosable 9C days
Talowing the date of survey whather or not a plan of carrectlon Jg pravided, For nurstng homas, the above lindings and pans af correction are dlscipsable 14
cays following the date lhase Sacumenis are made avababie 1o the faciity. 1l defictencles are ditad, an approved plan of correatan Is fequlslia ' contlriued

program partlcipation.

E'O.RM CMS-25687(02-68) Pravicus Versions Dbsclete Fver 10: ULIMT ¢ Faciity iQ: 101138 I contlnuation sheel Page 10013



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

PRINTED: 12/11/2013
FCRMAPPROVED
OMB NQ. 0938-0391

- Although the Mintmum Data Set (MDS)
- Assessment dated 10/25/13, for Resident #4
revealed the faciity assessad the resident as
: requmng the extensive assistance of one person
' jstaff providing weight bearing support and
physlcal assist for ambulation) and the Physical
; Therapy Discharge Summary daled 10/18/13
required a four (4) wheeled rolling walker with
: stand by assist (close enough to reach resident !f
: assist needed) for ambulation, the
Compreh ansive Plan of Care, undated with a
! print date of 08/13/13, and the current care plan,
: undated, printed 11/26/13 revealed no specific
! interventions to indicate the assistance required |
, by staff for ambulaticn. Resident #4 sustained a
_ . fall on 10/25/13 at 11:45 AM while am butating ‘
: with an uncerttfied staff member who was not !
] using a gait bek. :

b

. Also, after Resident #4 sustained the fall on

. 10/25/13, there was no documented evidence *he
. Plan of Care was revised with specific
‘interventions to prevent further falls,

In additicn, Residen! #&'s care plan was not

1 revised to include the tab alarm, although
. observation revealed the resident was utilizing the .
. tab alarm in the wheelchair and in the recliner

' chair. o o

!

¢ The findings include:
' Review of the facility "Interdisciplinary Team Care
"Plan Guidsline”, revised 01/08, was Lo ensure

" appropriateness of services ard communication

- that would meet residents’ needs, severity or

- stability of conditions, impairment, disability, or
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i a OEFICIENCY)
F 280; Continued From page 1 F280; The MDS nurse or ADHS will update

at time of review. If the MDS nurse'
¢ or ADHS not availabie during the
. CQi process, then the DHS or
" medical records nurse will
ensure timely update to care ptan/
profile.
3.All nurses were re-educated by the
DHS/ADHS on the importance
of accurate care plans. Compieted
by 12/26/13. ;
| ‘
5 4.The Willows at Hamburg campus:
+ wiil audit 9 resident's care plans weekly x4
- weeks, then 10 monthly x 3 months.
. These audits will be reviewed by
'~ the QA committee. The QA committee
consisted of the Executive Director:
Dir. of Health Services: Asst. Dir. of
Health Services; Therapy Director;:
. Plant Operations:Social Services:
Activity Director; Food Services Dir
- The QA committee wili move audit:'s to a
- total of 10 resident care plans/profites
| to be reviewed quarterly as long as
- 100% compliance continues to be |
- achieved. 5
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F 280 ;' Continued From page 2 F 280 The audits will iook at physician _'

- diseass in accordance with siate and federal ; . orders to ensure that any new
guidelines. Futther review, revealed the 5 - orders are transcribed

. Comprehensive Care Plan was to be revised to : . ) :

| reflect change in condltion updates with each - - onto the resident profile/care plan. .

- MDS Assessment. ? . The audits will be conducted

i 1, Review of Resident #4's medical record by MDS nurse/Medical Records

. revealed diagnoses which included Depression, . and/or DHS/ADHS. 5
; Osteoarthritis,, and Recurrent Colon Cancer. ‘ ; %

, Review of the Quarterty Minimum Data Set : ‘ 5. Allege Compliance § 314
' (MDS) Assessment dated 10/25/13, revealed the : :

- facility assessed the resident as having a Brief ; :

i Interview for Mental Status (BIMS) scored of ‘ : [

. fiftaen (15) indicating no cognitive im pairment. : : {
Further review of the MDS revealed the acilty ‘
assessed Resident #4 to requlre a one (1) person !
- assist for ambulation; indicating staff would :
. provide weight bearing support and physical

| assist.

. Review of the Comprehensive Plan of Cara, : :
| undated, with a printed date of August 2013, and
the current copy of the care plan, undated, with a
" printed dale of 11/26/13, revealed Resident #4
was care planned for the potential for falls.
: Review of the potential for falls care plan
 revealed a goal to be free of falls through :
November 2013. Interventions inclyded staff : :
- were to provide the resident with assistance for
. transfers and amoulation and, assess for the
| carrect use of the walker and wheelchair. Further
review of the care plans revealed no documentad
* evidence of specific approaches to indicate the
i type of staff assistance required by Resident #4
| for ambulation.

~ Review of the "Fall Circumstance Assessment
+ and Intervention” form revealed Resident #4
. sustained a fall on 10/25/13 at 11:45 AM. Review
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- of the Interdisciglinary Team (IDT) Review section
of thls form dated 10/28/13. revealed Resident #4 °

; had stumbled while ambulating. Further review of |

the IDT Revlew section revealed it was :

. determined staff would utilize a gait belt when

i ambulating Resident #4,

- Interview with Resident #4 on 11/25/13 at 2:20

' PM, revealed the resident did not walk by

, himseiffherself, staff used a gait belt and held on

' lo the gait belt as he/she walked. Continued

- interview revealsd he/she fell in October white
-walking in the hall with a walker without staff

‘ assistance, The resident indicated "a lady" whg
“worked in the business office had voluntesred to
- walk residents and did not hold on to her/him.

. Resident #4 stated she/he fell on to her/his back.
! ;
i Interview on 11/25/13 at 4:47 PM with the
. Buslness Office Manager (BOM), revealed she

; was not certiffed as a State Registerad Nurse

! Aice (SRNA), and she had ambulated residents
in the oast without 1sing a gatt belt. However,

: she indicated she had not received education on
: how to ambulate residents. The BOM explained
i she was ambulating Residsent #4 on 10/25/ 3,

! and was walking beside the resident and not

: 4sing a gait belt, She stated, the resident fell

- backwards to the floor onto his/her back.

| Continued interview revealed there was an
finservice the next day instructing staff not to
“ambulate residents unless the stafl were certified
-as a SRNA, :

Interview on 1126713 at 1100 Akt with
- Registered Nurse (RN) #1 revealad she was
“assigned to the resident on 10/25/3: however,
. was at lunch at tha time of the fall. Further
“interview, revealed she was told the BOM was

(X4)10 SLMMARY STATEMENT CF OEFICIENCIES ] PROVICER'S PLAN OF CORRECTION
PREFIX {EACH OEFICIENCY MUST RE PRECEQRO BY FULL PREFIX {EACH CORRECTIVE ACTION SHOW O BE
TAG ! REGULATORY OR LSC ICENTIFYING INFORMATION] : TAG CROSS-REFERENCFG TG THE APPROPRIATE
{ ; OEFICIENCY)
F 280" Continued From page 3 F 280!
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. ambulating the resldent at the time of the fall.
t She stated if the care plan stated assistance was
- required for ambulation, the person assisting with !

. ambulation would need to be certified.

. Review of the Physical Therapy Discharge

. Summary, dated 10/t8/13, revealed the resident

i could ambulate with a four (4) wheeled rolling
walker with stand by assist (close encugh to ;

| reach resident if assist neaded).

. Interview on 11/26/13 at 11:30 AM and 12:30 PM
: with the Physical Theraplst (PT), who completed
 the Physicat Therapy Discharge Summary,

: revealed Resident #4 was to ambulate with
trained nursing staff who used a gait belt to

i ensure safety, Interview with the Occupational

i Therapist {OT), who was present at the time of

- the interview with the PT, revealed only the

- licensed or certified staff were to use a gait beft

| which included nurses, SRNA's, OTs, and £Ts,

; Interview on 11/26/13 at 1:00 26, with the

| corporate Clinical Care Coordinator (CCC)

rrevealed she had completed 'he 10/25/13 MDS

- and had coded Resident #4 as requiring weight

bearing assistance with ambulation, meaning

. staff were to hold on to the resident to ambulate.

. She stated she had not complsted the care plan

| with the printed date of August 2013; and.the

. person who completed this care plan no longer
worked at the facility, However, continued

" interview revealed she had completed the current |
carse plan, which was undated and had a printed

- date of 11/26/13. She stated she had wrilten an

“intervention for Resident #4 to kave assistance to |

- ambulate, and by that she meant for one perscn

" to assist, Further interview revealed the care

- plan should have heen revised to be more :
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! speciflc, such as, to state the resident needad a

‘ walker and assist of one with a gait belt. The

- CCCindicated the Care Plan should have besn

; revised after the 10/25/13 fall to address this fall, ;

; and to add any interventions from the IDT :
meeting after the fall. The CCC reviewed the IDT

- Review dated 10/28/13, and stated the new '

- intarvertion from the meeting was to ensure a

- gait belt was used and someone from the IDT
meeting should have revised ihe care plan to

; include the interventton for the gait balt.

- Interview with the Director of Nursing (DON) on

S 112613 at 12:30 PM, revealed care plans were

| Updated by compuler daity in the merning

| meeting if there were any changes/revisions

sindicated, The DON indicatad there was no

+ completion or revislon date on He care plans;

| only the print date. The DON further stated, pricr

 to the fall on 10/25/13, the care plan shoutd have °

- been revised to be more spedcific on how much

assistance Resident #4 required and what !

| devices ware to be used tc ambutate the resjdent,

- Continued interview revealed if Resident #4 was

- to be a’stand by" assist for ambulation, this

+ shiould have been cenveyed on the care plan;

. and, a certified person would need to provide the !

"stand by" assistance. Further interview

- revealed the care ptan should have alsg been :

: Updated/revised after the 10/25/13 fall-to address :

the fall. In addition, the DON stated the cara plan |

- shoutd alsc have been updated/revised to include

the intervention from the IDT Review for a gait
belt to be usad with ambulation.

' 2. Review of Resident #6's clinical record

“revealed the facility admitted the resident on
07/17/13, with diagnoses which included
Non-Alzheimer's Dementia and Parkinson's
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- Diseass, Review of the Quarterly Minimum Data
Set (MDS) dated 10/18/13, revealed the facility
; ass@ssed the resident as having both short term
and long term memory loss, Further review

i revealed the facility assessed the Tasident as

; sustaining cne (1) fall since admission, entry,

| re-entty, Of prior assessment,

. Review of the "Fall Circumstance Assessment

‘ and Intervention” form, ravealed the resident )

: sustained a fall on 11/15/13 at 11:00 AM.

Continued review of the form revealed Resident

#6 "slld" from the bed to the floor and did not

! sustain injury. Review of the form revealsd the

roct cause of the fall was "decreased cognition”.

Review of the IDT Review section of the form

: dated 11/18/13, revealed the Director of Nursing
{DON) had signed; however, undar the

. "intervention update appropriate”, or “change ta” _

! areas of the IDT Review section revealed nothing |
documented. :

: Observation of Resident #5 on 11/25M13 at 4:30
' PM, 5:02 PM and 5:45 ©M, revealed the resident _
was silting in a wheelchair with a tab alarm in
piace. Further cbservation on 11/26/13 at $:40
AM and 10:00 AM revealed the resident was
sitting in a recliner chair with he tab alarm in
place,

; Review of the Comprehensive Plan of Care,

| undated, with printed dates of 10/28/13 and

" 11/25/13, revealed Resident #6 was at risk for

. falls related to a history of falling and poor safety

; awareness, Centinued review of the care plan

- revealed several intervenlions listed: however,

" there was no documented evidence of an :
| intervention for a tab alarm or evidence the fall on
- 11/15/13 was addressed. ;
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58=0 HAZARDS/SUPERVISION/DEVICES

' The facllity must ensure that the resident

. Bnvironment remains as free of acckient hazards

- as is possible; and each resident receives

- adequate supervislon and assislance devices to

" prevent accidents.

| by,

| toensure each resldent received adequate

i supervision and assistive devices to prevent
- accidents for one.(1) of nine (9) sampled
‘residents (Residant #4),

Resident #4 was assessed by the facility to

‘ require extensive assis{ance of one (1) person,
with staff providing weight bearing support and

 physical assist for ambulation. The Physical
- Therapy Discharge Summary dafed 10/18/13

revealed Resident #4 could ambulate with a four

This REGUIREMENT is not met as evidenced

- Based on interview, record review and review of
. facility policy, it was determined the facility faled
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F 280 Continued From page 7 F 280:
! Interview, on 11/26/13 at 12:50 PM, with the DON
. revealed she reviewed all falls and logged them |
- totrack and trend at the end of each month. She ! ]
! stated at the same time she compared the care :
plans to the interventions which had bean placed ;
from the IDT Meetings. She stated the tab alarm
| was added for Resident #8 on 11/13/13. She
| Indicated the care plan should have been revised
to include interverition by either the Clinicat Care |
: Coordinator or by staff in the DT Meeting. )
F 323! 483.25(h) FREE OF ACCIDENT F 323

) .
- of all current resident care plans toiensu re

1. At the time of the cited deficiency
Resident #4 had been d/c from Health
Center and transferred overto
Assisted Living, but the MDS nursd
proceeded with updating the care piian/profiie
with the fall on 10/25/13 and indicate
the level of assistance required during
transfer/ambulation. The business |
office staff was educated as to the
policy and procedure to verify the
level of assistance required by a |
residents prior to providing any
assistance with ambulation/transfe f’rring.
The Business Office was educatediby
12/26/13 by the Executive Director:
2.The IDT completed a 100% audit

100% compliance with current
interventions and appropriate ievel ‘of
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(4) wheeled rofling walker up to three hundred |
(300) feat with stand-by assist, however, the !
. Comprehensive Plan of Care revealed no
- documented evidence of specific interventions to 1_
indicate the staff assistance reguired by the :
. resldent in regards to ambulation. On 10/25/13 at
- 11:45 AM, Resident #4 sustained a fall while :
- ambulating with an uncertlfied staff member who |
~was not using a gait belt. In additlon, after
; Resldent #4 sustalned the fatl on 10/25/13, there
' was no documented evidence the Plan of Cars
was revised with interventions to prevent further
: falls,

'The findings include:

Rewew of the factlity "Falls Management Program.
' Guldalines’, revised March 2008, reveaied the
- facilty strived to maintatn a hazard free

' envlronment, mitigated fall risk factors and

: implemented preventatlve measures,

Revrew of Resldent #4's medlcal record revealed |
i the facillty re-admitted the resjdent on 07/24/13,
- with dlagnoses which Included Depression,
Osteoarthritis and Recurrent Colon Cancer. :
. Review of the Nursing Admission Assessment |
. and Data Collection form dated 07/24/13, !
. revealed the resident was at risk for falls related
' to- &history of falls and required assistance it
transfer and ambulate.

' Review of the Quarterly Minimum Data Set ,
(MDS) Assessment dated 10/25/13, revealed the |

facitity assessed the resicent as having a Brief

_Interview for Merital Status (BIMS) score of fifteen

*(18) which indlcated ro cognitive impairment.
Further review of this MDS revealed the facility

' assessed Resident #4 as requiring one (1)
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F 323 Continued From page 8 F 323 100% of facility residents were rewéwed

" to ensure that they were not '

- affected by deficient practice, if

deficient practice was identified, thén

- the resident care plan/profile was

updated immediately. The audit were
completed by the MDS nurses/DHS/ED.
Upon completion of audits, 100%
compliance was achieved. The IDT,

will review all Incident Reports andéz

- Orders during daily CQ! process arid
i update care pians at the time of

. review. The MDS nurse or ADHS wili
: update at time of review. if the

. MDS nurse or ADHS is not avarlable
" during the CQI process,

. then the DHS or medical records

i
'

: will ensure timely update to care

plan/profile. The IDT will review all incident
Reports and Orders during daily
CQi process and update

" care plans at'the time of review,

- Additionally, all Therapy Orders/

- Recommendations will be reviewed

' to ensure added to care plan/profile.

- The MDS nurse or ADHS will updata at
. time of review.
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¢ person assist for ambulation: with staff providing
| welght bearing support and physical asslst. i

Revlew of the Comprehensive Ptan of Care,
undated, with a printed date of 08/13/13, and the
Current care plan, undated, with a prinied date of |
- 11/26/13, revealed the resldent had the potential -
 for falls with a goal ic be free of falls lhrough
"Nevember 2013, Continue review of the potantiat .
. for falls care plan revealed the interventions i
i included staff were to provide ass!stance for :
| transfers and ambulation; and, assess for correct |
- use of the walker and wheelchair. Further raview
i reveated no documerited evidance of specific
~interventions to indicate the type of staff

assistance Resident #4 required for ambutatlon.

Raview of the "Fatl Circumstance Assessment
and Intervertion” form, revealed Resident #4
experienced a fall on 10/25/13 at tt:45 AM with
ne Injury, however, ha/she hit hisfher head.
Continued review revealed under lhe section
entitled, "environmental \nspectlor” it was noted :
"instruct staff use of gait belt”. Revlew of the form
revealed the Interdisciplinary Team (1DT) Review |
sectlon, dated 10/28/13, stated Resident #4 had |
, stumbled and indicated a gait bel: was to be used
“when ambulating the resident. ‘

H

. Intenvlew with Resident #4.on.11/26/13 at 2:20

{ PM, revealed the resident did not wali by alons;

“and, staff used a gait belt when he/she was
ampulating that they held on to. Resldent #4

- stated he/she fell in October while using a watker

| to walk In the hallway, The resident Indicated *a

-lady” who worked in the business office had
volunteered to watk with residenis and was with

» hirn/her at the time of the fall, Resident #4 siated

“ he/she stepped on the hem of hisiner pants and

THE WILLOWS AT HAMBURG
LEXINGTON, KY 40509
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F 323/ Continued From page 9 ~ F323,if the MDS Nurse

;or ADHS not available during the

CQl process, then the DHS or medical
_records nurse will ensure timely
'update to care plan/profite. .

3. The Executive Director, Dir.of Health
‘Services and Asst. Dir. of Health -
‘Services educated

;campus staff certified and

-non-certified regarding following ;
the Resident Care Plan with )
regards to level of assistance :
required. Education of all current |
‘campus staff was completed by |
,December 26, 2013. This education
‘was related to certified and non-certified
staff providing assistance to residents.

. The education did reiate to facility policy
land procedure regarding transfers
‘and ambulation. ‘

‘4. The campus will audit

: 10 residents _— g
‘weekly x 4 weeks. If 100% f
‘compliance achieved during this period
then the campus will complete 10
resident care pian/profiie audits
.monthly x 3 months. If 100%
‘compliance achieved, then IDT
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F 323, Continued From page 10 i F 323 will review during QA process to |
 fell onto his/her pack. According 1o Resident #4, i : ; ; :
 the "lady” who was walking with him/her did not i mov? audits to 10 resrd'ent N
 hold on 1o him/her. ; ! specific care plans/profiles to
: . ' be reviewed quarterly as lon .
. Imterview on 11/25M13 at 4:47 PM, with the i o © ‘q eny . d !
| Business Office Manager (BOM), revealed she | 100% compliance continues to |
- was not certified as a State Registered Nurse :. - be achieved. The audits will look at:
; Aide (SRNA). She siated she had ambulated : ' physici h :
t resldents in the past and did not use a gait belt, physician orders to ensure that any@
- She indicated she had not received esducation on : ! new orders are transcribed onto i
. amoulating with residents to ensure the resldents ' : : .
| were safe. The BOM stated she was ambulating ! I tha! 'jeS'd.em profile/care plan. The !
; Resident #4 on 10/26/13 and walking beslde the ! | faciiity will also conduct weekly audits
 resident. She stated she was not using a gait ! ‘16 obse or proper level o istan
belt, According to tha BOM, the resldent fell : I to observe f_ F proper V? Fassis E ce
. backwards 10 the floor, The BOM stated there an | | and appropriate safe environmenta|
f inservice was held the next day instructing staff i supervision. The audit will monitor |
. not to ambulate resldents unless they were i f . i
certifled a5 a SRNA. I environmental for safety; observe
f | a " ] | transfers and ambulations and j
; Interview on 11/28/13 at 11:00 AM, with : - . X ;
| Registered Nurse (RN) #1 revealed she was the : | praviding resident assistance
' nurse assigned to the resident on 10/25/13, at the ! | to ensure that alf care plan
‘time of the fall. She stated she was at lunch at - i ;
 the time of the fall, and was told the BOM was - Interventions are being ff)ilowed
 ambulating the resident when heishe fell. She | and safety standards being
; stated if the care pfan stated QSSiSlanC.G \leaS ) i ! practiced to ensure safe envircnmeht_
i needed for ambulation, the person assisling with ! } . ] i !
! ambulation should be certfled. : i The audits will observe 10 resrdent$
?R o of tha B S— i | weekly for 4 weeks and then 10 residents
i neview of the Physical Therapy Discharge : :
' Summary dated 10f18/13, revealed Resident #4 monthly for 3 m?nths and then guag‘teriy
i could ambulate with a four (4) wheeled rolling . if facility maintains 100% compliance.
- walker up 1o three hundred {300) feet with "stand I . : . :
. by" assist which meant staff would be close | The_QA C_Ommmee will review all
- enough 10 reach the resident if assist was - . audits during the monthly QA meetings.
" needed. : ;
! interview on 11/26/13 at 11:30 AM and 12:30 P, : V
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Cortlnued From page 11

' with the Physical Therapist {PT) who com pleted
i the Physlcal Therapy Discharge Summary
revealed Resident #4 only trained nursing staff
* should armbulate Resident #4 with the use of a

. verbally to the nursing staff an the unit related 1o
: how residents were 1o be Iransferred and

gail beft. He stated he conveyed information

, amoulated. The PT stated his Physical Therapy
. Evaluations were placed in the computer also.
* Interview with the Cccupational Therapist (OT),

who was present in the above Interview with the
PT. revealed only certified or llcans ed staff should ©
use agaitbelt. The OT stated this wedd inchide

| nurses, SRNA's, OT and PT staff.

. Interview with the Director of Rehaollitatlon on
F11/26/13 at 12:40 PM, revealed if a resident

regulred “stand by" assist, they would have ‘he
potential to "bobble” due to poar balance; and, a
gait belt would be needed to ensure safety when

. ambulating the resident.

Interview on 11/26/13 at 1.00 PM, with the
- corporate Clinical Care Coordirator {CCC)
' revealad she had completed the Quarterly
- 10/25/13 MDS Assessment. She siated she
; coded Resident #4's ambulation as regquiring
[ weighl bearIng assistance; meaning staff would
_hold onto the resident to ambulate. The CCC
: stated she had completed the current care plan
: which was undated and printed on 11,26/13.
~ Continued interview, revealed Residen! #4

required assistance to ambulate, and oy that she |

‘raeant a one (1) person assist. She sated the

care plan should have been more specific 1o

_ingicatle the resident's need for a walker and

agslst of one (1) with use of a gait belt. The CCC !
stated the care plan shouid have ceen revised

- after the 10/25/13 fall to address that fall; and, 1o

f

F 323, The audits will be

: conducted by MDS nurse/Medical
- Records and/or DHS/ADHS.

| 9.Allege Compliance

1

1/3/14
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" add any Interventions from the IDT meeting which
was held after the fall. The CCC reviewed the -

1 IDT Review dated 10/28/13, and statec the new

f Intervention from the meeting was o use a galt

- beltwhen Resident #4 ambulated. She indicated
someone from the IDT meeting should have

; added the interventian for the gait belt to the care

i plan. ;

" Interview with the Director of Nursing {DON) on

: 11/26/13 at 12:30 PM, revealed care plans were :

! updated daily in the faciity's "morning meeting” if

 revisions were necessary. She stated these

“updates were made oy corputer. Accordingto |

. the DON, care plans did not have a completion or |

; revision date; the only date they contained was

-the date printed. The DON stated, prior to '
Resident #4's fall on 10/25/13, the care plan

. should have been speciflc on how much

- assistance the resident requlred and what ;

devices were to be used 1o amoulate the resident.
Continued interview revealed if Resident #4 was |
to be "stand oy" assist for amoulation, this should

. have been conveyed on the care plan: and, a )

 certified person would need {o assist the resident
wilh ambulatlon. The DON further stated the
care ptan should have been updated after the
10/28/13 fall to acdress the fall and, 1o add the
intervention from the IDT Review for the gall belt

- 10 be 1sed when Resident #4 ambulated.
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