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F 000 INITIAL COMMENTS - Fooo,
f f ':

- An abbreviated survey investigating : i
| KY#00019614 and KY#00019634 was conducted i f
01/18/13 through 01/18/13. KY#00019614 was | i
| subtantiated with related deficiencies cited. i f :
+ KY#000634 was unsubstantiated with a related

deficiency cite. r | F 226
F 226! 483.13(c) DEVELOP/IMPLMENT L Fazs
$8=0, ABUSE/NEGLECT, ETC POLICIES i 'Tmmediate Corrective Action For

f i , ; ? | Residents Found To Be Affected
_The facllity must develop and implement written ;

! policies and procedures that prohibit

" mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

' i
I ; I
| ! !
i - ¢ Family and MD were notified at time
! I of incident for Resident #1. Resident

i : #] also had already received care and

f ! freatment prior to investigation. No

] Thig REQUIREMENT s not met as evidenced | g further interventions were required for
by: j | i ident #3

i Based on observation, interview, record review, | ?esﬁerg #1j Ref_’ld nt #3 had
and review of the facility's policy/procedure it was i immediate interventions to assyre

; determined the facility failed to implement their ' resident did not feel threatened.

- abuse policy procedures and report fwo (2) ' : : r

- allegations of abuse for two (2) of three (3) ' Res@cnt #3 call light W&_S assur‘edf,té
| sampled residents (Resident #1 and Resident | : be in place and staff immediatgly
“#3). The fecility failed to report two (2) aﬂegaﬁnn&i i (January 08, 2013) inserviced by the
] of abuse to the proper state agencies. On ; . y :

1 01/01/13, Resident #1 was reported by staff to | ,' Acim.mlstrator, DON @1mctor L of
have left arm pain. The resident had an x-ray on | - Nursing),  SSD (Social Servites
| 01/02/13 which revealed a Supracondylar ; f Director), ADON (Assistant Director
| Mumeral Fracture of his/her left arm. The . f \ s . -

! facility's investigation concluded the cause of the of Nursing), RNM (Restfratwe I\“;m:
! injury could be not be determined, it was an injury | Manager), NNM (Night Nufse
i of unknown origin, but failed to foilow their ; | Manager) or MDSN (Minimum Data

| procedure and report the injury of unknown origin ] Set Nurse)as to requirement to have

- to the proper state agencies. On 01/08/13 ' i o i [
| Resident #3 attended a Resident Councll meeting | . calllightin Pil&%‘ at all times. |
i i I

RY DIREGTORS OR PROVIDER/SUPPLIER REFRESENTATNE S ST 0momE THIE %61 DATZ
Zﬁ/-\d ‘ //awfgzsm‘émr_# 28/ /132

Wy deficlench statement €nding with 2n asterisk () denotes 2 deficiency which the Institution may be excused from correcting providing it |s determined tha
ther safeguards provide sufficlent protection to the patierts, |52¢ Instrixctlons.} Exgept for nursing homes, the findings stated sbeve are disclosable 90 days
Mowing tha date of survey whether or nota plan of corraction s provided, Fornurtlng homes, the abovefindings and plans of correction are disclogable 14
ays following the date these documen)s are made avallabie i the facillty. 'f deficlencles are clted, an appraved plan of comection Is ragulsite to eontinued

rogram participsilen,
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F 226 ; Centinued From page 1 i

! and elleged a staff member purposely moved f

j his/her roommate’s call light out of reach and had [

! threatened to move his/her call light. When

i Interviewed by facility staff, later on 01/08/13,

| Resident #3 denied the allegations reported but

- only wanted the facility to know staff sometimes

forgot to move the call light back in place after

_care. The facility failed to notify the proper state ;
agencies of the allegation of abuse per their _
policy and state regulations. |

|

! The findings includs: i

' Review of the facility's policy titled: "Abuse, |
i Neglect, and Misappropriation, effective date :
101-2012, revealed it was the intent of the facility |
e immediately report and thoroughly investigate }
| all zllegations of mistreatment, neglect, and g‘
_abuse. Further review of the policy's Reperting |
i Procedures section revesled the @
" Administratoridesignates person will make an
| Immediate report to the local Department of
* Social Services and Licensing and Regulation as
i required regarding an allegation of abuse or any |
. injury of unknown origin,

1. Review of Resident #3's Medical Record _
. revealed the resident was admittad to the faciliy i
| on 07/23/12 with diagnoses which incluged ;
'Unsteady Gait, Deblity, Deprassion, Peripheral |
| Neuropathy, and Coronary Artery Disease.
' Review of the Quarterly Minimum Data Set
i (MD&) Assessment, dated 10/23/12, revealed the |
i resident's Brief Interview For Mental Status j
Assessment identified the resident was
| cognitively irtact, i

| Review of Resident #2's Medical Record revealed |

f ;
F ﬁﬁgldenﬁﬁcation of Other Residents With

! The Potential to be Affected 'l

: i
‘"¢ An audit for proper call light
| placement for 100% of the resideht
!' population was completed on January
: 08, 2013 by the Administrator, DOT;.lE,
| SSD, ADON, RNM, NNM or MDSN

| with no additional residents identiﬂeﬁ.
: .r

| & All alert and oriented residents were
| interviewed January 16 thru Janua}?y
18, 2013 by the Administrator, DON,
! 88D, ADON, RNM, NNM or MDSN
j to assure that no other residents had
: any allegation of abuse. None were
| identified. However, it is assum:eci
that all other residents have the

potential to be affected. f

! |

| Measures Taken To Assure There Will
| Not Be a Recurrence
| ¢ All staff was educated by the DON.,
| ADON, RNM, NNM or MDSN on
! January 16, 2013 regarding the
| facility policy on abuse and neglectf

: i
| i

P ¢
]
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F 226 Continued From page 2 l
! the resident was admitted to the facility on ;
09/16/08 with diagnoses which included
! Psychosis, Dementia, Schizophrenia, and f
Depression. Review of the Quarterly MDS
| Assessment, dated 12/10/12, revealed the :
resident was cognitively impaired. |
| i
" Review of the faciliy's Resident Council Meeting |
j notes, dated 01/08/13, revealed Resident #3
' reported on 01/08/13, an aide answered hisier |
. roommate's (Resident #2) call button three (3)
[ imes, after breakfast, and when they came in the |
 third time, the aide placed the reommate's call
|light out of reach. Resident #3's roommate asked |
- him/her to use their call light and then was told by
. | the aide if he/she called for their roommate the |
~aide would take the call button away. ‘
|

Interview, on 01/14/13 at 415 PM, with the
i Ombudsman revealed she attended the Resldent !
| Council Meeting on 01/08/13 and Resident #3
reported an aide had come Into their room and |
|
|

i

| moved histher roommate's (Resident #2) call light
out of reach, The Ombudsman zalso revealed
| Resident #2 stated the ajde had threatened to ;
» move his/her call light out of reach if he/she used l
i tto call for their roommate. Continued interview |
r with the Ombudsman revealed she went, with the |
Activity Director, to the Administrator and reported |
I what Resident #3 had revealed, f

- Interview, on 01/16/13 at 3:35 PM. with the
| Activities Director (AD) revealed she had ;
; attended the Resident Council Meeting on
| 01/08/13 and Resident £3 reperted that morning ]
 hisher rcommate used the call light three {3 ;
| imes after breakfast and after the third time the |

aide moved the call light out of reach but did not
' !

F226's  Call light audits for 10% of e

Committee monthly. ;
+  Abuse/Neglect audit
(Residentsiresponsible parties

resident population will be conductf.-;'d
by the SSD, Administrator, DON,
ADON, RNM, NNM, MDSN or
Nursing Shift Supervisor weekly x4
weeks, biweekly x2 weeks, monthly x]
morith  then quarterly beginning
January 08, 2013 with report to QA

attending care plan conferences sh%ll
be asked if they have encountered apy
concerns with potemtial abuse or
neglect since their last care plan
conference) shall be performed during
care plan conferences by 4

Interdisciplinary Team (IDT) which
consists gf a blend of the MDSN, SS?D,
QoLD (Quality of Life Directoy),
DSM  (Dietary Services Manage}j_,
ADON, Chaplain, R3M
(Rehabilitation  Services Manager),
RNM weekly beginning February 15,
2013 with report (amy concedns
identified by Residents/vesponsible
parties relative to abuse/neglect) Eto
the QA committee monthly, ,

i
|
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Vindicate whether the aide had done it intentionally.
' The AD further revealed Resident #3 reported

. when he/she rang the call light for their roommate ;
| the aide came in and told the resident she would |
take the call light if they continued to cali. The AD
~stated Resident #3 refused to identify the aide ;
IJ because he/she did not want to get anyone in i

trouble. The AD stated the alleged event would
be considered abuse because the aide had !

| threatened o take the cal light away and the
‘resident neaded it to communicate with staff,

g Continued interview with the AD, revealed she
“and the Ombudsmen went to the Administrator
: and reported what Resident #3 had stated at the |
i meeting. The AD further revealed she was
informed, by the Administrator, Resident #3 had /
i changed his/her story from what was told a¢ the

] Resident Council Meeting when the residert was .

" interviewed the same day. i

| Interview. on 01/16/13 at 9:50 AM, with State

' Registered Nurse Alde (SRNA) #7 revealed call i
 bells were to be place in reach of the resident, -
| Continued interview with SRNA#7 revealecifa
' resident reported a staff person had threatened to |
. take a call bell from the regident she would réport
[t o the nurse because it would be considered a

i form of abuse. |

|l Interview, on 01/16/13 at 1:40 PM, with Licensed !
! Practical Nurse (LPN) #3 revealed call bells were i
“supposed to be within reach of the residents, ,
| The LPN stated they made rounds to ensure gall |
[ lights were in reach of the residents, Continued
Interview with LPN #3 revealed it would be

j considered abuse if a staff person threatened to

| move & resident's call light out of reach and

|
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F226. Continued From page 3 F 226 ponitoring Changes To  Assure

|

- as well as weekly abuse/neglect audits

¥

. Date of Completion:

Continuing Compliance |
i

¢ Reports of the weekly call light audi}.s

will be presented to the Quality
Assurance Committee (consisting ofa
blend of the Medical E)irecz‘ofr,
Administrator, DON, ADON. MDSN,
BNM, HRD (Human Resourcés
Director), DSM. RSM, BOM
(Business  Office Manager), A_fl}
(Admissions Director), SSD, QoLD,
POD (Plant Operations Director),
ESD (Emvironmental ~ Services
Director), PSC (Pharmacy Serw’cé's
Consultant), LSM (Lab Services
Marnager), MRD (Medical Recoris
Director), SDC (Staff Developmeit
Coordinator} and  Chaplain) f(':vr
review monthly and follow up until lat
such time consistent substantial
compliance has been achieved as
determined by the committee.

! 02-28-13
|

f
[
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F 226 Continued From page 4 |
f shouly be reparted.

» Interview, on 01/18/13 at 9:15 AM, with the ;
| Diractor of Nursing (DON) revealed if their wag -
“any alleged abuse it was to be reported up the
 chaln of command and if it met the criteria of
: abuse would be reparted to the appropriate
outside agencies. The DON stated call lights .
. were a line of communication for residents and |
: there was an allegation an employee had '
! threatened to move a resident's call light &nd had
. moved their roommate’s call light. Further
| interview with the DON revealed the alleged
| abuse incident was unsubstantiated, but per the i
facility's abuse policy the allegation of the abuse
' should have been reported to the state agency.

Interview, on 01/18/13 at 10:00 AM, with the
| Administrator revealed the Ombudsman and the
| Activities Director had reported an alleged abuse |
“event. The Administrator stated they were unable
to subtantiate any abuse and had assumed since |
| the resident denjed any abuse shortly after the
! allegation was made at the councll meeting, the
_abuse had not ocurred and was not reportable. |
' i
f 2. Review of Resident #1's Medical Record
revealed the resident was admitted by the facility |
on 06/16/10 and had Diagroses which included
; Dementia and Depression. Review of the
Quarterly MDS Agsessment, dated 10/27/12,
. revegled the resident was cognitively impaired |
| and had impaired memory, '

~Continued review of the resident's medical record |

i revealed on (1/02/13 the resident had an xray

' and was transferred to a iocal hospitai with an
admission diagnosis of a left arm supracondylar

|

F 226,
|

i
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F 226 | Continued From page 5 [ Fazsi
"humeral fracture. The medical record had no ; ;
documentation of how the resident's left arm wes | ,’

,f fractured. ‘ ‘ j
_ , ; |
Interview, on 01/15/13 at 12:40 PM. with SRNA rl !
| #4 revealed the aide worked with Resident #1 ! i
' and was unaware of what caused the injury o the | [
. resident's left arm and had not heard of any falls ; |=
Hor accidents. Continued interview with the SRNA | ; ;
' revealed injuries of unknown origin were i | :
| Upposed to be reported to the nurse and the - ‘ ' :

!

| facility would investigate. i

: Interview, on 01/16/13 at 10:30 P with

| Registered Nurse (RN) #1 revesied she was
' working the night Resident #1 had complained of ; ; }
. pain &nd an x-ray was ordered and ne one i r
if reported any type of any accident related to the | |
“injury. Continued interview with the RN revealed -
j staff was supposed to report any accident type of |

| event, : !
P : i b

Interview, on 01/18M13 at 9:15 AM, with the DON |
. | révealed she was notified, on 01/02/13, that ; '
 Resident #1 had redness, swelling, and
- complaints of pain to histher left arm. The DON I ; ]
| stated they got an x-ray and the resident had a : ; ]
{ fractured left arm. The DON further stated they | f
perforrned an investigation and talked to thirty
: {30) some staff who had worked on the day,
| evening and night shit from the day before and
' staff denied knowledge of any type of accident. ;
| Continued interview with the DON revealed -|
| througn the investigation, they were unable to I ;
 identify the cause of the fracture so it would be ! :
considered an injury of unknown origin and { |
| should have been reported to the Office of ! ; ‘
I nspector General and Adult Protective Services. .
L i K i
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F 226_ Continued From page 6 I

‘J Interview, on 01/18/13 at 10:00 AM, with the
. Administrator revealed he was on vacation when
 the DON reported to him the injury to Resident #1
~on the morning of 01/02/13. The Administrator
. stated when the DON called later and reported
 the investigative findings, he understood her to
indicate they had identified the cause of the 1
i injury. Continued interview with the Administrator |
I revealed injuries of unknown origin were
supposed to be reported but because he thought |
il they had identified the cause of the injury, he did
“net report this to the appropriate state ggencies, i
= 282; 483.200k)(3)(ii) SERVICES BY QUALIFIED !
$5=D ! PERSONS/PER CARE PLAN ;

i The services pravided or arranged by the facility

I must be provided by qualified persons in
accordance with each resident's written planof |

; care. i

i :
; i

| i
I :
. This REQUIREMENT is not met as evidenced _
i by:
[ Based on interview, record review, and policy I
_review it was determined the facility failed to
 ensure resident care was provided in accordanse |
t with each resident's written plan of care for ane ,
(1) of three (3} sampled residents (Resident #1).
| Resident #1 was care planed for bieing at rigk for !
| pain and had an intervention to monitor and ’
report to the nurse any signs of pain. On
| 01/01/13, Resident #1 was noted to have been in |
' pain {left arm) and staff failed to monitor and ;‘
; réport the pain. The day shift nurse (Licensed
| Practical Nurse (LPN) £2) performed 2 partial

i

i
F 282, F 282

. Immediate Corrective Action Fér
| Residents Found To Be Affected j

! + Family and MD were notified at th?ze
of incident for Resident #1. Resident
#1 also had already received care and

! treatment  for pain  prior ifto
: investigation. No further
l interventions were  required for
: resident #1.

i
- Identification of Other Residents With
i The Potential to be Affected

I

F
]

+ Skin assessments as well as hcadf to

toe  assessments  performed ﬁ:y
| licensed nursing staff were reviewed
on January 21, 2013 by DON, Anq\f

.
b !
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F 2821 Continued From page 7 RNM, NNM or MDSN to ascertain if

pain assessment, but failed to communicate the
f reported pain for further follow-up and monitoring. .

_report the resident's complaint of pain fo the
| nurge.

: be sa’ely transferred using a mechanical fift with
the assistance of two (2) staff. Interview with the
facility's State Registered Nursing Assistants

, (SRNA) revealed not all staff who cared for
Resident #1 followed the plan of care when

_transferring the residen. [nterview with SRNAs

| #5 and #10, who both cared for the resident,

' revealed they fransferred the resident with

s the mechanical lift for the transfer. On 01/02/13
' Resident #1 was diagnosed with & Supracondyiar ;

f investigation determined it was an injury of
unknown onigin,

' The findings inciude:

i Review of the facility's policy: “Care Plan",
| effective date 12/2010, revesied the resident's

care plan provided guidance o all staff caring for
]  the resident and communicated changes in care !

: to all direct care staff,

i Interview, on C1/17/13 at 6:40 BM and on

| 01/18/13 at 915 PM, with the Director of Nursing
(DON) revealed care plans were individualized 1o |

i that resident and it was important to foliow the
plan of care to meet the needs of the resigent,

| Review of Resident #1's Medical Record revealed

- the resident was admitied by the facility on
06/1 5/10 with diagnoses which inciuded

' Aides who worked the second shift also failed to l

" In additior, Resident #1 had been care planned & ;05

i

F

: assistance of another aide, but did not always use!

. Humeral Fracture of the left arm and the facility's

F 282}
' any additional fractures or skin issues
I of concern existed, with no addltmrza]

residents identified. |

All alert and oriented residents were
interviewed January 16 thru Janu&iy
‘ 18, 2013 by the Administrator, DON,
| SSD, ADON, RNM, NNM or MDSN
" to assure that no other residents h%ld
i any allegation of abuse. None were
idertified. However, it is assumkd
that all other residents have the
: potential to be affected. !

i
; Measures Taken To Assure There W111
. Not Be a Recurrence

| & All siaff was educated by the SSD.
DON, ADON, RNM, NNM or MDSN
§ on January 16 through January I8,
2013 regarding the facility policy bn
abuse and neglect, following cdre
plans as well as utilization of lifts and

, appropriate transfers per care plan|
! |

! Care plans are reviewed in clz'nié»‘al
meeting  daily M-F bagz‘rming
! February 28, 2013 for those resz'deé’:ts
: triggering for clinical monitoring by

*ORM CMS-2567{)2-99) Previpus Versions Dbsclels Evenl 10 1B 1T
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STATEMENT OF DEFILIENCIES X1} BROVIOER/SUPPLIER/CLA

{X2) MULTIRLE CONSTRUCTION

IX3) DATE SURVEY

ANO PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULOING COMPLETED
c
B, WING
185446 01/18/2013
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I’ Degenerative Joint Disezse, History of Right
t Femur Fracture, Dementiz and Depression.
; Review of the Quarterly Minimum Datz Set

| (MDS) Assessment, dated 10/27/12, revealed the ;
‘resident was assessed ss being cognitively
s impaired and had impaired memory. Linder the

I Functionai Status section of the MDS Resident #1 |
was assessed to need extensive gssistence of |
| two persons for transfers.

F

1 Review of Regident #4's Comprehensive Care

I Plan revealed the resident was care planned to |
 be atrisk for Pain, date 08/18/11, due to History
f of Femur Fracture and the care plan ncluded an f
“intervention to monitor snd report to the nurse
; any signs/symptoms of pain such as: crying, .,
i Tacial grimace, guarding, and camplaints of pajr, |

| Interview, on 01/17/13 2t 5:13 PM. with the MDS ,

' Coordinator reveaied Resident #1's f

; Comprehensive Care Pian included the [

| intervention to report {o the nurse any signs i
“andior symptoms of pain. The MDS Coordinator .
I stated if the resident had complaints of pain the |
 aides were to report this to the nurse. Continued :
. Interview with the MDS Coordinator revealed f |
] the aides did not report any complaints of pain, l
 they did not fallow the care plan, !f
| Interview, on 01/15/13 at 11:05 AM and 01/17/13
" &t 12:35 PM, with SRNA #3 revesled she warked |
} the day shift on 01/01/13 and cared for Resident i
i #1. The S8RNA stated the facility's process is to g
 Inform the nurse whenever there was a change of |
j condition with a resident, this included if the |
‘resident complained of pain. She stated Resident |
| #1 first compiained of pain to histher left arm .
t whern she took the resident to the bathreom it the

i

i

i

+  Abuse/Neglect

(X471 10 ' SUMMARY STATEMENT OF OEFICIENCIES [a} PROVIOER'S PLAN (3F CORRECTION [¥a}
PRER X {EACH DEFICIENCY MUST BE PRECEDEOQ BY FijL i PREFIX {(EACH CORRECTIVE ACTION SHOULD BE : COMFALETN
TACY i REGULATORY OR L8 IQENTIFYING INFORMATION; ; TAG i CRO$S-REFERENCED TD THE AFPPROPRIATE CATE
i f OEFIZIENCY)
F 282 Continued From page & i F282 the DON, ADON, MDSN, RN

MRD, DSM, SSD and SDC. Roundls
of @ minimum of 10% of the resideht
ropulation  shall  be performed
beginning February 28, 2013 by the
IDT  members weekly x4 weeks
biweekly x2 weeks, monthly x1 month
then quarierly to ensure care plans
are being followed ,

shall E;e
care  plan
beginning
t}‘xe

audit
performed  during
conferences  weekly
February 15, 2013 with report to
QA comrmittee monthly.

+ Skin assessments as well as head ite
toe  assessments  performed i:y
licensed nursing staff  will ['be

_ reviewed daily M-F beginning
January 21, 2013 by DON, ADON,
RNM, NNM or MDSN to ascertairj if
any additional fractures or skin isstﬁcs

of concem exist with report to QA
committes monthly.
r

Monitoring  Changes To Assyre

Continuing Compliance

j
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STATEMENT DF OEFICIENCIES IX1) PROVIOER/SLPPLIER/CLIA [X2} MULTIPLE CONSTRUCTION X3} DATE SURVEY
AND PLAN OF CORRECTION IDERTIFICATION NUMBER: COMPLETED
A BUILOING
, ¢
185445 B.WING 01/18/2013
NAME OF PROVIOER OR SUPPLIER STREET ADORESS. CITY, $TATE, ZIP CODE
3576 PIMLICO PARKWAY
CAR ITATION
BLUEGRASS CARE & REHABILITATION CENTER LEXINGTON, KY 40517
(M4 10 SUMMARY STATEMENT OF OEFIGIENCIES i o PROVIDER'S PLAN OF CORRECTION P e
PREFIX | IEACH OEFICIENCY MUST BE PRECEOED BY FULL ' PREFIX IEACH CORRECTIVE ACTION SHOULO BE COMPLETION
TAG | REGULATORY GR LEC IDENTIFYING INFORMATION POTAG CROSS-REFERENCED TU THE APPROPRIATE @ DAY
: ] OEFICIENCY;
i : ;
l ; !
Fes CD”t'nUedTim';‘l g:ie 9 e e to o F 282" & Rounds of a minimum of 10% of the
. morning. The SRNA reported she failed to inform | | . ; f
“ the nurse immediately when the resident first “ resident  pop ?c!az“zon shali e
. complained of pain because she went to help | performed beginning February al
| someaone eise and then forgot about it. Further | 2013 by the IDT members weekly x4
| interview with SRNA #3 revesled afier lunch when | i , . _ _ ,
| assisting the resident to the bathroom, the | i weeks, biweekly x2 weeks, monthly W“Y
* resident again reported histher left arm hurt, | ; month then quarterly to ensure care
. SRNA#3 further stated she then informed | plans are being followed, i
| Licensed Practical Nurse (LPN) #2 about the | ; ’
resident's compiaint of pain. Continued interview ' | : - el
i with SRNA #3 revealed she could not recell if she | - ¢ Skin/head-toe assessments as well as
| passed on the resident's compiaint of pain to the | ! weekly abuse/neglect audits will be
f next shift, but this should have been reported. | f presented to the Quality Assurance
‘ H H - 3 . ..
interview, on 01/16/13 at 2:20 PM and 01/17/13 | Committee for review monthly and
| at 1:18 PM, with SRNA#13 revealed If there was | i follow up until at such time consistent
A Chﬁﬂge in the resident condition, such and D-'-".'lln ! : substanﬁa] compﬁance has b@en
- they were to repart this immediately to the nurse | i : : . ‘
! and would be expected to infarm the zides on the | i achlev?ii as determined by éthﬁ
next shift. SRNA#13 stated she worked the day | : committee. :
1 shift on 01/01/13 and assisted SRNA#3 with | i
| tolleting Resident #1 and the resident complained ° :
of pain. SRNA#13 stated they reporied the 5 @ ;
| complaint of pain to LPN #2 and the nurse went I . Date of Completion: 02.28-1]
, ; , :

L to assess. Further Interview with SRNA#13

| revealed when the nurse assessed the resident,

i Resident #1 complained of pain to his/her [eff arm
and would not let the nurse look at the arm. She |
stated Resident #1 told the nurse it feft arm) was |

‘ Stiff. _ f

|

i Inferview, on 01/16/13 at 5:00 PM, with SRNA#6
| revealed he cared for Resident#1 on 81/01/13
. during the evéning shift. SRNA 6 stated he did
ll ot get a report of the resident complaining of

pain from aides on day shift. Me also stated
i when gefling the resident ready for bed and
! transferring them to the bed the resident

|

ORM CMS-2867:02-09) Previous Vergions Obsolele Even| 10! 151111
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SUMMARY STATEMENT OF OEFICIENCIES

X4l
éRE>F X {EACH DEFICIENCY MUST BE PRECED®O BY FULL,
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION)

F2s2 ; Continued From page 10
complained of a lot of pain when they

| moveditouched his/her left arm. He further stated
!they did not use the stand-up Iift device to
transfer the resident because of hisihar left arm
I pain. Continued interview with SRNA #6 revealed |
* when he checked on the resident about an hour |
, later, the resident complained i hurt o fouch :
f his/her arm. SRNA #6 stated he thought he f
reporied the first complaint of pain to the nurse,
 he was unable to identify which nurse, but did not i
| report the resident’s later complaint of pain. I
| Interviaw, on 01/18/13 at 4:30 PM, with SRNA |
' #10 revealed she assisted with getling Resident |
- #1 transferred to bed and ready for bed after :
| dinner on 01/01/13. SRNA#10 stated the residant f'
* seemed in a lot of discomfort/pain at this time andi
- stated histher arm was hurting. She further '
stated ¥ the resident complained of pain staff was j
" sUpposed o report it to the nurse and she
- thought SRNA #6 had told the nurse. Further !
| interview with the SRNA revealed they did not uge *
“the stand-up Iift for the transfer due to the !
. resident's pain. i

! Interview, on 01/17/13 &t 4:00 PM, with SRNA #11 I
j réveaied she assisted with getting Resident #1 )
| ready for bed on 01/01/13 and the resident '
' complained of left arm pain. She stated if there |
| Was a change in the resident's condition such as

@ report of pain you were subposed o tell the f
i nurse. Further interview revealed she did not :

know if anyone had reported the resident's pain fmf

[{ the nurse, |
| E

|
- Interview, on 01/16/13 at 8:00 PM and on i

1 01/17/13 &t 1:55 PM, with LPN £2 revealed if i
- Resident #1 was in pain, the aides were
I

i

FORM CMS-256702-58) Previous Viersions Obsoigle Evenl 10: 181111
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-

185448 B Wi 01/18/2013

STREETAOSREgs. ClTv, STATE, ZIF CODE
3576 PIMLICD PARKWAY
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(Xaylg | SUMMARY STATEMENT OF QEF|CIENCIES ' ['s) PROVICER'S PLAN GF CORRECTION ] (%)
PREFIX | {EACH DEFICIENCY MUST BE RPRECEDED BY FLILL © PREFIX ¢ {EACH CORRECTIVE ACTION SHOULD BE i COMPLETION
TAG REGULATORY ORLEC IDENTIRYING INFORMATION) . TAG CROSE-REFERENCED TO THE APPRCPRIATE i DATE
i QEFICIENGY)

NAME OF PROVIDER OR SUPPLIER

f ;
B i f
l

F 282, Continued From page 17 L Eos
| supposed to report it to the nurse. LPN #2 stated | i
. she cared for the resident on 01/01/13 from 7:00 ! : , )
| AM to 7:00 PM shift and at approximately 2:30 |
“PM, SRNA#3 and SRNA#13 reported the !
| resident was complaining of pain in ker left arm. ,
| The nurse stated she did @ partial assessment, | ,f i
, butwas unable to observe the left arm because | ; ’
the resident had refused; hawever, she palpated , | i
“the arm and had the resident perfarm some arm j : : !
- motions, LPN #2 stated the resident did not : ;
f complzin of any pain at that time and only j ] [
reported the arm was stff. LPN #2 further stated | X
» she did not report the resident's complaint of pain \ f i
o the next shift or put this on the twenty-four (24) | ; :
, hour report for continued monitoring because no [
| further problems with pain were reporied and she I
" had forgotien about it. i
; | )
| Interview, on 01/17/13 a¢ 2:36 PM, with LPN #1 ! [
' revesled he worked on 01/01/13 from 7:00 PM I
I until 7:00 AM the next morning and cared for | ‘ i
i’ Resident#1. The LPN stated he was unaware : i
the resident had complained of pain on the prior | |
+ shift because the nurse did not put this on the 24 | ; ’
ll hour report or report it to him, The LPN further f
steted it should have besn reportad to the next
' shift s0 1t could have been followed up on and
' monitored, In addition, the LPN stated if the J
- second shift aides were aware the resident was in ; ,_
i Pain, they should reported this to the nurse, ; i
- Further interview with LPN #1 revesled he was j
. unaware the resitient was In pain until the night i ;
! shift aide, on 01/02/13 at about 1:30 AM, raported l §
: Resident #1 was complaining of pain. LPN #1 j '
reported he assessed the resident and noted the |
| arm was red/swollen and got an order for an '
' X-ray. :
‘ ! {

i H i
| ; !

]
I
|
'
i
I
!
i
i
]
'
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(X810 , SUNMMARY STATEMENT OF QEFICIENCIES i Fa) s PROVIOER'S FLAN OF CORRECTION ; {38!
' [EACH CORRECTIVE ACTION SHOULD BE i CoMPLETION

BREE | (EACH QEFICIENCY MUST BE PRSCEDEO BY FULL ' PREFix i
TAG REGULATORY OR LEC IDENTIFYING INFORMAT/ON) f TAG | CROSS-REFERENCED 70 THE APPROPRIATE | CATE
| CEFICIENGY) :

)
]

] EI | '

] H
F 282, Continued From page 12 F 282i :
! Interview, on 01/17/13 at 3:30 EM, with the i é :
Assistant Director of Nursing (ADON) and Urit |
: Manager revealed aides were supposed to report | i
| Resident #1's complaints of pain right away to he j ' §
. nurse per the facility process and the care plan. f f
! She stated ¥ the aides could not follow the plan of { é !
-J care of using the lift as care planned because of | \
. & change in the resident's condition this should | !
| have been reported to the nurse so the nurse i
*could evaluate. Further interview with the ADON ,
; revealed the day shift nurse should have reported ,i :
| the residents pair: to the naxt shift for further j
" monitoring/follow-up.
|
| Continued interview, on 01/17/13 at 6:40 PM, with
"the DON revealed the interventions of the pain i :
i care plan were put in place to ensure the ; |
| resident's pain is assessed/ monitored by staffto . *
- make sure the resident was not in pain or # pain | ; ' :
: was noted treatment could be provided. Ske : | ‘
| stated f the resident was complaining of pain the |
~aides should have notified the nurse per the care ,'
- plan and the f=cflity’s expectation. In addition, the ; :
] DON stated the day shift nurse should have |
irformed the next shift of the reported pain noted |
- during her shift for follow-up and re-assessment | i
| for treatment of the resident i needed. The DON | [

NAME OF PROVIOER OR SUPPLIER

“further stated there was a lack of communication ; ;

J vy staff related to the resident's complaint of pain. I’ i

i !

2. Continued review of Resident #7's

: Comprehensive Care Plan revezled care plans

] for: Potential Risk for Falls {dated 06/091 2 yand |
Activities of Daily Living (08/18/11} both care !

, Plans included the intervention of when the f

| resident was transferred it required two {2) :

persons and alift. Resident #1's SRNA Care | ]

. Plan Record for January 2013 had, under : 5 ;

l i .
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SUMMARY-STATEMENT OF DEFICIENCIES i a3 { PROVIOER'S PLAN OF CORRECTION i o
{EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX IEACH CORRECTIVE ACTHIN SHOULD BE | COMPLETIN
. CROSS-REFERENCEQ TO THE APPROPRIATE | DATE

REGULATORY OR LSC J0BNTIFYING INFORMATION; TAG
i OEFICIENCY)

X410
PREFIX |
TAG

'
[

: ;; l
F 282 Continued From page 12  Fasy | l
f Transfers, checked ssgist of two (2) with stand up |
, |1t veritten off to the side. The Mechanical Lift with | |
| two was not checked, : :

|
! Continued interview, on 01/17/13 at 6:10 M, with
| SRNA #10 revealed they were supposed to follow |
. the zide plan of care when caring for residents. |
I The SRNA stated Resident #1 was care planned ] :
1o be transferred using the stand up Ift with all | : !
transfers, but it was passed on to her from day : i
| shift aides to do a two person transfer and use | !
the lift if the resident was being difficult. Further , :
! interview with SRNA #10 revealed she did no ask | ! [
the nurse about the care plan and most of the 5‘ '
 time they were able to do # two person transfer of ‘ I f
I the resident. f' '
! Interview, on 01/45/13 at 3:10 PM and on |
0117/13 at 8:30 PM, with SRNA #5 revesled staff . |
i was supposed to follow the pian of care for the | ;
l - H :
| safety of the resident. The SRNA stated she ; i )
transferred Resident #1 using the gait balt with l !
 another aide most of the time, but used the lift | : =
| when needed a couple of times. After reviewing | !
-the Jan 2013 aide plan of care, SRNA #5 f :
| revealed transfers were to be done with two aides | i ' ]
» or were dong with the lift and two aides, if :J
. telermined It was needed. She stated the aide i ,
f care plan, under mobilitytransfer, listed two | | !
' person transfer and had stand up |iff written off fo |
i the side which meant the aides would determine |
| If it was needed. Further interview with SRNA #5
“revealed if they were to use the stand-up lift only, |
: they would have put that on the care plan, !

, |
i : ¢

| : : !
Interview, on 01/17/13 at 11:10 AM, with the MDS | ! !
: !

| Coordinstor revealed prior o the fracture, :

' Resident #1 was care piannedtobe atwo (2) | :
. l !

Evenl 10; 181711 Facility 10 100482 it cominuation sheet Page 14 of 22
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185446 01/18/2013
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X410 | SUMMARY STATEMENT CF QEEICIENCIES i o PROVIDER'S PLAN OF CORRECTION o e
PREED. {EACH OEFICIENCY MUST 8% PRECEOED BY FULL ! PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | COMFLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) ., TAG | CROSS-REFERENCED TO THE APPROPRIATE |  DATE
| ! i OEFICIENGY)
: T : ,
" f :
F 282! Continued Erom page 14 L Fos2! ‘

 person transfer using the stand-up lift because it | i
[ was the safest way to transfer the resident. She ! !
, stated it was expected staff was to folow the care i '
j plan and use the stand up lift when attempting to | i
tran"fer the resident. Continued interview with ?
; the MDS Coordinator revealed it was not up to
] the sides to decide to use the Iift.

| Further interview, on 01/17/13 5t 6:40 PM and on |
01/1 8/13 at 9:15 PM, with the DON revealed
| Resident #1 was care planred to use the stand
1 up It when the resident was transferred, The :
 DON stated the intervention was put in place |
| because, based on astessment, it was o, :
determmed to be the safest way to transferthe | |
. resident. The DON further stated the sides I
I needed to follow the cgre plan and should have |
! used the stand up lift when performing transfers,
 if for some reason a change were needed, it
I should have been re-evaluated, Continued
mtemew with the DON revealed they do rounds |
| in the facility to ensure resident care plans were
! followed. !
F 309 483.25 PROVIDE CARE/SERVICES FOR ’ F 300 ¥ 309
S55-0 I HIGHEST WELL BEING | ! |

Immediate Corrective Action For
Residents Found To Be Affected ;‘

- Each resident must receive and the facllity must
provide the necessary care and services to attain i
- of maintain the highest practicable physical, 5 j ;
' mental, and psychosocial well-being, in | e Family and MD were notified at tﬂne

.
| : ﬁﬁﬁﬂfﬁ”ﬁ? 3::2 the comprénensive assessment | of incident for Resident #1. Resid}%nt
' ! | #1 also had already received care and
:? i treatment  for  pain ﬁﬁeH{e’ 3
| | investigation.  Residewr #] was
,ghis REQUIREMENT s not met as evidenced * assessed for injury and referred ro
O | | |
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(4] 1D SUMMARY STATEMENT OF OEFICIENCIES I ! PROVIDER'S PLAN OF CORREATION i
PREE (EACH DEFICIENCY MUST BF PRECEOED BY FULL " PREFIX | (EAGH CORRECTIVE ACTION SHOULD BE ! COMPLETION
f REGULATORY OR LSC IOENTIFYING INFORMATION) : CROSS-REFERENCED TO THE aPPROPRIATE | DaTe
] ; OEFIGIENGY) ;
F 309" Continued From page 15 F 309 hospital for further evaluation and

| Based on interview and record review, it was !
t determined the facllity failed to provide the :
- necessary care ant services 1o attain or maintain i
I the highest practicable physical well being for one
(1) of three (3) sampled residerits {Resident #1). |
; The facllity faiied to monitor and assess Resident !
I #1 after the resident had complained of left arm
pain during the day shi an 01/01/13. The day
i shift nurse (Licensed Practical Nurse (LPNY#2)
f performed & partial pain assessment, but failed to )
communicate the reported pain for further |
i follow-up and monitoring. In addition, sides on
] second shift reported the resident had left am I'
, pain, but failed to notify the nurse for evaluation,
| On 01/02/13 Resident #1's left arm pain was
| assessed, an x-ray was ordered and the resident
» was diagnosed with a Supracondylar Humeral
| Fracture of the left arm.

: The findings inciude:
|

interview, on 01/17/13 at 6:40 PM ang on :
1 01/18/13 at 915 AM, with the Director of Nursing |
| (DON) revealed the facility did not have s change |
i
|

_ of condition policy, but it was her expectation ¥

i there was any change in the status of 3 resident it |
| should be reported to the nurse in order to assessi'

H

" and monitor the resident f
|

! Review of Resident #1's Medical Record revesled ;
- the resident was admitted by the facility on i
I" 06/15/10 and had Diagnoses which included :
| Degenerative Joint Disease, History of Right |
- Femur Fracture, Dementia and Depression. !
i Review of the Quarterly Minimum Data Set i
| {MD'S) Assessment, dated 10727112, revealed ;
; the resident wag cognitively impaired and had

| impaired memory. Under the Functional Status |
' -

Ireatment. Staff was inserviced on
reporting change of status as well ds
i whernt  current  treatmemt s vot
’! affective to notify MD and if care plap
| reguires change relative to rrmzsjé:r
care, efc. to communicate to nurse for
interventions and request ifzvolvemgr?r
of therapy department Resfdg;}t
i returned from hospital with splint
| application and change of MD orders
! which were implemented with ca?féz
_I plan updated and stgff inserviced
J accordingly, No-further interventions

ildentiﬁcatinn of Other Residents With
! The Potential to be Affected i

! {

j +  Areview of 100% of the resident ca:c
| plans were completed on January 18,
' 2013 by DON, ADON, RNM. NNM
| or MDSN 1o ascertain if any
additional non-compliance exited for
other residents, with no additionf'al

i residents identified. g
|

¢ All residents care plamned ff:rr
| potential for pain were assessed for
signs and symptoms of pain on

!
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|

i
F 309[' Continuad From page 16 : l
 seclion of the MDS Resident #1 was assessed to
- need extensive assistance of two persons for i
| transfers. Review of the MODS pain assessment
ravealed the resident was not identified as having |
| bain, but was care planned for the potential for !
I'pain (08/18/11). As apart of the the pain care '
plan interventions, staff was to report to the nurse
{ any signs/symploms of pain such as facial )
" grimace, guarding, complaints of pain, )
 restlessness, and change of behavior.
c
 Interview, an 01/15/13 at 11:05 AM and 01/17/13 |
|' at 12:35 PM, with SRNA#3 revealed she worked .
 the day shift on 01/01/13 and cared for Resident |
. #1. The SRNA stated the facility's process is to :
| Inform the nurse whenever there was 2 change of |
condition with a residert, this included if the !
resident complainad of pain. She stated Resident,
| #1 first complained of pain to his/her left arm |
when taking the resident to the batroom inthe |
IF morning, which was something the resident had
. nat previously complained about. SRNA 23
; Stated the resident would not let them touch/move |
{ his/er left arm or puil up the long slesve to look, |
SRNA #3 stated as long as the resident did not -
i move histher arm he/she did not complain of
| pain. She further stated she had falled to inform |
 the nurge immediately of the pain because she
- want to help someone else and then forgot about |
! it. Further interview with SRNA #3 revealed aftar
if “lunch when they took the resident to the j
| bathroom, the resident again reported his/er left |
_’ arm hurt and the aide then irformed LEN #2 :
~about the resident's complaint of pain. In
| addition, SRNA #3 stated she could not recall if _
! she passed on the resident's complzaint of pain to ,
 the next shift, but this should heve been reported. |

¥
'

|

[
|
F3C8,  January 18, 2013 by DON, ADON,
| RNM, NNM or MDSX to accertzin i
[ any additional non-compliance exited
: for other residents, with no additionf[al
residents identified. '

* As to following the plan of c:a?e
' unilaterafly, it must be assumed that
! all residents could be affected by this
' alleged deficient practice. [

|
' Measures Taken To Assure There Will
{ Not Be a Recurrence If

1 i
| ¢ All nursing staff was educated by the
~ DON, ADON, RNM, NNM or MDSN
| Janvary 16 dwough 18, 2013,
J’ regarding importance of fcallawii!ﬁg
, care plan as well as reporting any
' infractions thereof.  Also included
i{ education as o abuse/neglect and
| utilization of lifis and approprigte

transfer of residents,
!

| * Al nursing staff was educated by tjjhe:
DON, ADON, RNM, NNM or MD$N
| Jamary 16 twough 18, 2013,
. regarding importance of reporting any

! change of condition, including pain,

| !
; |
1
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- but was unable to identify which nurse. The
| SRNA stated he did not report the resident's i
' complaint of pain to the nurse after he checked {
. on the resident later. g

| i

!

(XD SUKMARY STATEMENT OF DEFICIENGIES D PROVIDER'S FLAN OF CORRECTION O x
PREFIX (EACH DEFICIENCY MUST BE PRECEOED BY FILL . PREFIX [EACH CORRECTIVE ACTION SHOULDBE | COMPLETION
TAG l REGULATORY OR LSC |DENTIFYING INFORMATION: I TAG f CROSE-REFERENCED TY THE AFPRROPRIATE LaTE
; ! ; GEFICIENGY)
; i ,
F 300 [C‘:’nt' nued Fr%r:;f:/gz 1?2 20 PM and 014713 i F 3‘:’9} in order for the resident to be assessed

. Interview, on i6M3at2: an ) ! R ;

| 2t 1:18 PM, with SRNA #13 revealed it there was - - andtreated appropriately. |

"a change in the resident condition, such as pain { ) . f

i they were to report this immediately to the nurse ¢+ All licensed nursing staff was

land inform the aides coming on the next shift of | ¢ educated by the DON, ADON, RNM,
the change. SRNA #13 stated she worked the ! L ONNM '

| day shift on §1/01/13 and assisled SRNA#3 with ; _Qr _MDSN January 18 201?’-‘

! toileting Resident #1 and the resident complained - f regarding importance of utilizing ti}c

o of pai1n. Cﬁntinued inéegiew with SRii;&#*l 3 ‘ " 24 hour report to communicate afy
revealed they reported the complaint of painte | | TS : i

| LPN #2 and the wher the nurse went to assess, change Gf: condllhoni including p al?’

| the resident complained of pain to hisher left | to oncoming shifts in order for the

[ arm. Further interview with the SRNA revealed | ! resident to receive continuity in care!
the resident would not let the rurse ook atthe J

] arm and told the nurse it (left arm) was siff. | e As listed in previous bullets wiz‘hj:n

; Interview, on 07/16/13 at 5:00 PM, with SRNA#6 | | this criteria, all musing staff were
revealed he cared for Resident #1 01 01/01138 | educated on January 16 through I8,
during the evening s‘hr&. $RNA #6 sta-pet‘i he did : 2013 by the DON. ADON RN’}J
not get 2 report Resident #1 had complained of ¢ | , , A
pain from day shift; hawever, when i . NNM or MDSN on communication by
transferring/getting the resident ready for bed, l | use of pfzys;‘cal rounds, verbal

¥ H I
with SRNAS #10 and #‘11‘, the resident ! 5 communication, written
complained of & lot of pain when they 4 | o ) :

. movedjtouched his/her left arm. SRNA#G also | communication by use of shift r EP‘-’ii"f-
stated they did not use the stand-up it device to l change of condition, nurses noles,
transfer the resident because of the resident’s left ; : -
am pain. The SRNAfurther stoted whenhe | | climical record or 24 hour r ‘?P‘%”f
checked on the resident about an hour later if i relative to ary change in resident
you! touched his/her arm the resident complained | ! condition as well as any resident
twas hurting. Furtherinterview with SRNA#6 . ,

| revealed he thought he reported the pain to the { | complaint of discomfort. |

1 nurse when the resident first complained of pain, ! o

: ¢ Begimning January 21, 2013 SDC,

{

DON, ADON, RNM, NNM, for
MDSN shall monitor the 24 hqur
report as well as MD orders daily M-F
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Hinterview, on 01/16/13 at 4:30 PM, with SRNA
} 710 revealed she agsistec with getting Resident
‘%1 transferred to/ready for bed after dinner on
. 01/01/13. SRNA #10 stated the resident seemed
lin & iot of discomfort/pain at this time and stated
his/her arm was hurting. Continued interview with |
| SRNA #10 revealed if the resident complains of |
| pain you are supposed {6 report it to e nurse [
and theught SRNA #6 had told the nurse. Further ,
| Interview with SRNA #10 revealed they did not *
- use the stand-up It for the transfer due to the k
j resident's pain, ]

Interview, on 01/17/13 at 4:00 PM, with SRNA #11 i
 revealed she assisted with getting Resident #1 |
' ready for bed on 01/01/13 and the residert :
 complained of left arm pain. Continued inferview |
j with the aide revealed if there was a change In

- the resident's condition such as a report of pain

: You were suppesed to tell the nurse, Further |
linterview with SRNA#11 revesled she did not
_know if anyone reported the resident's pain to the ,
| nurse. '
. Interview, on 01/16/13 at £:00 PM and on

P 01/17/13 at 1:55 PM, with LPN #2 revesled if

‘ Resident #1 was in pain, the aides were

- supposed to report it to the nurse. She further
| stated if there was a change in the residents

! status they have a change of condition form.

| document in the nursing note, put on the i
{ twenty-four (24) hour report to menitor and follow ,
- Up. LPN #2 stated she cared for the resident on
: 01/01/13 from 7:00 AM to 7:00 PM shift and at

+ approximately 2:30 P SRNA #3 and SRNA #13
' reported the resident was complaining of pair in
| her left arm. The LPN stated when she :
! performed a pain assessment at a site, she would ]

i

f
F
;

|
|

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA X2} MULTIPLE CONSTRUCTION (%31 DATE SLURVEY
AND PLAN OF CORRECT|0N DENTIFICATION NUMBER: COMPLETED
A. BUILOING
c
B. WING
185446 01/18/2013
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(K410 | SUMMARY STATEMENT OF DEFIGIENCIES " PROVIDER'S PLAN OF CORRECTION L s
AREFIK {EACH OEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {(EACH CQRRECTIVE ACTIN SHOULD BE * COMALETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION), PoTag ! CROSS-REFERENCED TO THE APPROPRIATE ;|  DATE
! , DEFICIENCY) ’
[ ¥ 1
309 i 'J . : B
F309 Continued From page 18 i F309 10 assure compliance with the change

of condition monitoring, Any
discrepancies shall be reported to the
QA comrmittee monthly. |

Cate Plan compliance audit shall be
performed  during  cere  plan
conferences  weekly beginnixig
February 15, 2013 with report of ary
discrepancies to the QA committtr;e
monthly. :

: i
j Monitoring  Changes To Assure
| Continuing Compliznce '

'
[
[

¢ Reports of the daily 24 hour

reportMD  order audits will be
presented to the Quality Assurance
Committee for review monthly and
follow up until at such time consistent
substantial compliance has begn
achieved as determined by the

committee. |
Reports of the weekly care plan aud_’ﬁts
will be presented to the Quality
Assurance Committee  for revi%:w
monthly and follow up until at such
time consistent substantial ccampliaz}'ca

!

]
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' look at the site for any signs of rauma, palpate
 the ares, ask them to rate their level of painif |
! able, perform range of mation, if appropriate, and |

look for any signs or symptoms of pain, LPN#2

 further stated she was unable to observe the left i
! arm because the resident refused, but palpated

the arm, had the resident perform some arm
l moetions. She stated the resident did not !

complain of any pain a* that time, but reported :

- his/her left arm was stiff. LPN #2 further stated
l sha had toldl the aides to inform her if there were
{ further complaints of pain, Continued interview
; with LPN #2 revealed she did not report the
{ resident's complaint of pain fo the next shift or put !

this on the twenty-four hour report for continued
moenitoring because no further problems with pain
were reported, based on her assessment had not
' considered it & change of condition and forgotten

i about it.

" Interview, on 01/17/13 at 2:36 PM, with LFN #1
- ravealed he worked on 01/01/13 from 7:00 PM
until 7:00 AM the hext morning and cared for

' Resident #1. LPN #1 stated he was unaware the |
resident had complained of pain on the prior shift
because the nurse did not put this on the 24 hour l
report or report it to him. Cortinued interview with |
LPN #1 revealed it should have been reported to |
the next shift to monitorfollowed up.  In addltion, [
! the LPN stated if the second shift aides were

- aware the resident was in pain they should have
reported it to the nurse so the nurse could
evaluaté the regldent. He stated itwas a

" breakdown in communication. Further interview
with LPN #1 revealed he was unaware the
resident was v pain until the night shift aide

. reported he/she was complaining of pain at about |
] 1:30 AMon 01/02/13. LEN #4 reported he

f
i

v
1

o ! SUMMARY STATEMENT OF DEFICIENCIES 10 ) FROVIDER'S PLAN OF CORRECTION ! i
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX ! (EACH CORRECTIVE ACTICN $HOULD RE ! COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROJS-REFERENGEDTC THE APPROFRIATE | BATE
! DEFICIENCY)
¥ f
l i i
F309; Continued From page 19 ' F309  has been achieved as determined by

the committee. ;

Date of Completion: | 02-28-13
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DEFICIENCY)

F 309! Continued From page 20 R 308
| assessed the resident and noted thearm was .
" red/swollen and get an order for an X=TAY.

-i Interview, on 01/17/13 at 3:30 PM, with the
| Assistant Director of Nursing (ADON) and Unit ~
Manager revealed aides ware Supposed to report i
: Resident #1's complaints of left arm painright | ,
" away to the nurse s¢ they could evaluate/assess ) |
i &nd determine if they needed to notfy the | :
* Physiciar. She further stated ¥ aides notice any !
i change In a resident it was to be reported right
“away. The ADON stated she does round on the
i hall to see if there were any changed in the
resident and then talk to the nurse to see # they ‘
» were aware, When asked about the assessment [ | :
“of Resident #1's arm pain, the ADON stated the ' !
i expectation was part of the assessment was to :
“have observed the resident's left arm even if the 2
( nurse had the resident perform range of motion |
' and the resident had stated # was stff, The ; i
j ADON further stated the resident had dementia | \
! and if they initially refused to let the LPN look at I |
fis/her left am to assess, the nurse should have ;
{ tried agair: or should have gotten another person | ;
_to see if the resident would have allowed them to ! ‘ !
i observe the arm.  Further interview with the '
' ADON revezled the day shift nurse should have :
| put the reported pain on the twenty-four (24) hour |
report, regardless of the LPN's assessment ) ,
{ finding, for further monitoring/follow-up. The LPN f i
- did not follow the facility's twenty<four hour report , ;
' process to monftor the change and make sure | '
- there was ricthing wrong with the resident's am. ;

.J Continued interview, on 01/17/13 at 6:40 PM and ; : ;
, 01 01/18/13 at 9:15, with the DON revealed the | ?
» day shift nurse who had assessed Residentit's ; [
, somplaint of arm pain should have informed the ?
r ! ! [
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F 309 Continued From page 21 F 309
| nurse on the next shift of the pain for - ! ;
follow-up/re-assessment to determine if treatment :
| was needed. The nurse (LPN #2) clid not use the i
' communication tools in place to report the E
resident’s complaint of pain. In addition, the DON ! | ;
] stated it was the facility's expectation if the : !
_ resident complained of pain, the aides should ' :
| have notified the nurse so the pain could have : _3
been evaluated and the Physician notified # , [ :
[ appropriate. Further interview revealed there was i’ ;
‘& lack of communication by staff related to the :
| residents complairt of pain. |" '
| ;
| |
" ,i
|
:
| : |
|
| |
! !
|
! |
: !
| |
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