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{F 000} | INITIAL COMMENTS {F 000} The provider wishes this plan of correction

to be considered as our allegation of
An on-site revisit was initiated on 05/24/11 and 3 ‘
cernlatadon OBDEH T which detsrmined compliance. Preparation and/or execution

Immediate Jeopardy (lJ) had been removed at of this plan of correction does not

and F498) on 05/05/11 as alleged in the ;

acceptable Allegation of Compliance (AoC) pm(nder of the truth of the facts alleged or
received on 05/23/11, While the IJ was removed conclusions set forth In the state of
continued non-compliance remained at a S/S of deficiencies. The plan of correction is
an "E" at F272, F323, F490, and F498 as the

facility’s Quality Assessment and Assurance prepared and/or executed solely because it]

Committee had not fully implemented a plan to is required by the provision of federal and
ensure correction of the deficient practice to state law.
prevent non-compliance recurrence.

{F 272} | 483.20(b)(1) COMPREHENSIVE {F 272}

55=E | ASSESSMENTS

The facility must conduct initially and periodically
a comprehensive, accurate, standardized
reproducible assessment of each resident's
functional capacity.

A facility must make a comprehensive i
assessment of a resident's needs, using the
resident assessment instrument (RAI) specified
by the State. The assessment must include at
least the following:

Identification and demographic information;
Customary routine;

Cogpnitive pattemns;

Communication;

Vision;

Mood and behavior pattemns;

Psychosocial well-being;

Physical functioning and structural problems;
Continence;

Disease diagnosis and health conditions;
Dental and nutritional status;

AW IRECTOR'S OI?V)DER!SUPF‘LIER REPRESENTATIVE'S SIGNATURE TITLE (x6) DATE
n(jcw 0-’4—*- 4«:’ min ffS“f{rtJa.\— 6 (9’/ ?'5,/ 26;/

Any deficiency statement ending with an aslerisk ("} denotes a deficiency which Lhe institution may be excused from cormecling providing it is determined that
sther safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated abave are disclosable 90 days
allowing the date of survey whether or nol a plan of correclion is provided. For nursing homes, the above findings and plans of correction are disclosable 14
- iys following the date these documents are made available to the facility. if deficiencies are cited, an approved plan of correction is requisite to conlinued
»ogram participation.
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An on-site revisil was initiated on 05/24/11 and
concluded on 05/26/11 which determined
immediate Jeopardy (I} had been removed at
483,20 (F272), 483.25 (F323), and 483,75 (F490
and F498) on 05/05/11 as alleged in the
acceptable Allegation of Compliance (AoC}) /
received on 05/23/11. While the |J was removed
continued non-compliance remained at a 5/5 of
an "E" at F272, F323, F490, and F498 as the
facility's Quality Assessmant and Assurance
Cammittee had not fully implemented a plan to
ensure correction of the deficient practice to
prevent non-compliance recurrence.

{F 272} | 483.20(b)(1) COMPREHENSIVE {F 272}
$8=£ | ASSESSMENTS

The facility must conduct initially and periodically
a comprehensive, accurate, standardized
reproducibie assessment of each resident's
functional capacity.

A facilily must make a comprehensive
assessment of a resident's needs, using the
resident assessment instrument (RAl) specified

by the State. The assessment must include at . ;
least the following: 1.Resident #1 expired. Residents #2, 3, 4,

Identification and demographic information; 58 6 were assessed utilizing the 06/14/201

CGustomary routine; Comprehensive Mechanical Device
Cognitive patterns;

e,

Communication: Assessment {CMDA), which includes
Vision; whirlpool use, by the Director of Nursing on
Mood and behavior pattemns; 4/25/2011({Exhibit #1) This process Included

Psychosocial well-being; ) .
Physical functioning and structural problems; updating the care plans of ail residents
Continence; related to the findings on the assessment
Disease diagnosis and health conditions;
Dental and nutritionat status;

ABORAT) IREGTORS OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE A{ TITLE {X6) DATE
.(,éw;, 5: b [mm s frator OCoIZS/'mn-
r 4 L4

sny deficiency statement ending with an asterisk (%) denotes a deficieacy which the institution may be excused from correcting providing it is delemnined that
iiher safeguards provide sufficient profection to the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 80 days
‘sligwing the date of survey whether or not a plan of correction is provided. For nussing homes, he above findings and plans of comection aze disciosable 14
iays following the date these documents are made avaitable to the facllity. If deficiencies are ciled, an approved pfan of correction is requisite to continued
rogram participation. '
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{F 272} | Continued From page 1 {F 272} }to include the amount of assistance

Skin conditions;
Activily pursuit;

; Medications;

Special treatments and procedures;

Discharge potential;

Documentation of summary information regarding
the addilional assessment performed on the care
areas triggered by the compietion of the Minimum
Data Set (MDS); and

Documentation of participation in assessment.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, it was
determined the Immediate Jeopardy identified
during the abbreviated survey, concluded on
05/03/11, had been removed related to
assessment of mechanical devices; however,
non-compliance continued to exist at a 5/3 of an
"E" as the fadility's Quality Assessment and
Assurance Committee had not fully implemented
a plan to ensure correction of the deficient
practice to prevent non-compliance recurrence.

The findings include:

Review of the fadility's acceplable Allegation of
Compiiance (AoC), received on 05/23/11,
revealed residents requiring the use of a
mechanical device for care would first have a
Comprehensive Mechanical Device Assessment
{CMDA) completed. The process included

required. This assessment defines the
appropriate devices for each residents use
per bhysical and cognitive abilities, safaty
requirements and ADL ability.

Utilizing the CMDA, the following is a
summary of findings and actions taken:
Resident #2 utilized sit 2 stand with assist
of 2 which was already addressed on care
plan, whirlpool assist of 1 was removed
from care plan due to whirlpool taken out
of service, shower with assist of 1 was
already addressed care plan, on 05/25/11
shower “lift” chair assist of 1 was added to
care plan. Residents #3, #4 utilized
whirlpool with assist of 1 which was
removed from care plan due to being
taken out of service and shower “lift” chair
with assist of 1 was added on 05/25/11 to
care plan. Set up help with supervision
with bathing was already addressed on
care plan for Residents #3 and #4,
Residents #5 and #6 utilized whirlpoo! with
assist of 1 which was removed from care
plan due to being taken out of service and
use of shower “lift” chair with assistof 1
was added on 05/25/11 to care plan. Assist
of 1 for bathing was already on care plan
for Residents #5 and #6.

2.All residents’ charts were reviewed to
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assure resident comprehensive
assessments were complete, correct, and
interventions Identified were appropriately

{F 272} | Continued From page 2 {F 272}

updating the care plans of all residents related to
the findings on the assessment, and the

manufacturer's guldelines, to include the amount _ care planned by the Director of Nursing
of assistance required. Review of the CMDA (DON) on 4/18/2011.

assessmant tool revealed the shower chair was

listed as a mechanical device. Per the AoC the All residents were assessed utilizing the
Direclor of Nursing would audit all residents’ Comprehensive Mechanif:al Device
charts monthly for three months for a current Assessment (CMDA), which includes

CMDA and apprapriate care planning of the
mechanical devices utilized, with the amount of
assistance required.

whirlpool use, by the Director of Nursing
and the Clinical Nurse Consultant on
4/25/2011 and 4/26/2011 and again by

Review of the CMDA completed for twenty-five DON 05/25/2011 and 05/26/2011. This
residents revealed use of the shower chair process included updating the care plans
required the assistance of one (1) staff member. of all residents related to the findings on

However, review of the residents’ care plans and

the CNA care plans revealed these care plans the assessment to include the amount of

had not been revised to include the required assistance required. This assessment
assistance of one staff member with the use of defines the appropriate devices for each
the shower chair. residents use per physical and cognitive

abilities, safety requirements and ADL
Interview with the Director of Nursing (DON}, on ability.

05/26/11 at 5:28 PM, reveaied allhough the
CMDA assessed the use of the shower chalir

required the assistance of one staff member, the The Comprehensive Mechanical Device

care plans were nol revised. She staled the care Assessment will be completed by the
plans were reviewed with the shower needs for Director of Nursing upon admission,

each resident indicated as a whole, and did not quarterly and with change of condition
specifically include the use of the "powered until the MDS RN has completed MDS 3.0

shower chair®, as the resident needed one staff

training and been in-serviced by DON on
member in the shower at all times. g been Y

CMDA form.

Interview with the Administrator, on 05/26/11 at

5:35 PM, revealed the failure to review and revise In addition, Comprehensive Audit (Exhibit

the care pians for use of the shower chair was not #14) was completed on 05/26/11 to
identified during the Quality Assessment review review all residents’ assessments for
as these audits were completed by the DON, who cognitive pattern, communication, vision,

did nof view this as a problem.
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F 272 Continued

physical functioning, continence, nutritional status, skin condition and special treatments/ procedures to
assure care plans accurately reflect residents’ functional capacity. This audit was completed 05/26/11
by Director of Nursing and will continue monthly for 2 months.

3, The RAI Policy and Procedure(Exhibit# 2 ) and the Assistive Device Policy and Protocol(Exhibit# 3)
were reviewed. The Mechanical Lifts (Device) was reviewed and updated to include the Comprehensive
Mechanlcal Devise Assessment and Guidelines on 4/25/2011 {Exhibit # 4). The Whirlpool, Century bath
policy was removed from the Policy and Procedures on4/19/2011 and was determined by the QA
commi}tee not to update or replace due to the Facility not reinstating the use of this Whiripool,

The Century Whirlpool Baths were taken permanently out of use on 4/15/2011 by: the DON signed,
dated and placed notices on both tubs and lift chairs reflecting the tubs were not to be used on
4/15/2011; the Maintenance Supervisor turned off the power source to both Century Whirlpool Baths to
prevent unintended usage. Christian Health Care has no functioning Whirlpool Baths in place as of
4/15/2011.

The Century Whirlpoo! Baths will not be reinstated.

The Clinical Nurse Consultant in- serviced the DON on 4/18/2011. This in-service included the need for
individualized assessment to identify all risk factors with use of mechanical devices and addressing the
supervision needs of each resident with the amount of staff needed on the care plans. The in-service of
the DON reviewed job responsibilities to include oversight of resident assessment, supervision/training
of staff to include C.N.A’s and foliowing/implementation of facility policy and procedures.

The IDCT consists of the Dietary Manager, Activities, MDS RN, and Social Services, The Dietary Manager,
Activities and the Director of Nursing ali attended MDS 3.0 training from an independent contractor not
affiliated with the facility and/or organization on 7/15/2010.(Exhibit# 5 }. The MDS RN, Director of
Nursing and Social Services have been registered and completed MDS 3.0 training provided by an
independent contractor not affiliated with the facility or Organization on June 6" and 7™, 2011, The
MDS RN was registered for this training on 5/5/2011 (Exhibit # 6 ).

Upon purchase of a new whirlpool for the facility, the Comprehensive Mechanical Device Assessment
will still serve as the

assessment tool for appropriate, safe use of the whirlpool for a resident. The guidelines will be updated,
if needed, by the QA committee to reflect any features on the whirlpool that is not reflected on the
current assessment.

The Director of Nursing will audit monthly for 3 months, with the first one completed already on
05/26/11, all residents’ charts for a current Comprehensive Mechanical Device Assessment and
appropriate care planning of the mechanical devices utilized. This audit will also review the devices
being utilized are In accordance with the care plan monthly for three months (Exhibit # 7 }. The Director




of Nursing will re-educate staff involved for any errors in assessment or care planning identified through
the use of this audit.

The Director of Nursing will audit monthly for 3 months all residents’ assessments and care plans with
Comprehensive Audit as described above with the first one already completed on 05/26/2011. This
audit will be completed monthly for 2 more months. The DON will reeducate staff involved for any
errors in assessment or care planning identified through the use of this audit.

4.The Director of Nursing will present CMDA Audit and Comprehensive Audit to the Administrator
monthly for 3 months. After reviewing for completion, the Administrator will present the findings to the
QA committee monthly for 3 months for recommendation of continued frequency of these audits.

2000/2000 A XVl AT:%7T TT02/L2/90
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). Resident #1 expired. Residents #2, 3, 4
{F 323} | 483.25(h) FREE OF ACCIDENT {F 323}] & Zd pired pa— ' Eh 06/14/2011
ss=E | HAZARDS/SUPERVISION/DEVICES were assessed  ULIZING N
omprehensive Mechanical Device
The facility must ensure that the resident essment (CMDA), which includes

environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not mel as evidenced
by:

Based on interview and record review, it was
determined the Immediate Jeopardy identified
during the ablreviated survey, conciuded on
05/03/11, had been removed related to providing
appropriate supervision and assistance to prevent
accidents; however, non-compliance continued to
exist at a $/5 of an “E" as the facility’s Quality
Assessment and Assurance Committee had not
fully implemented a plan to ensure correction of
ihe deficient practice lo prevent non-compliance
recurrence.

The findings include:

Review of the facility’s acceptable Allegation of
Compliance {AoC}, received on 05/23/11,
revealed residents requiring the use of a
mechanical device for care would first have a
Comprehensive Mechanical Device Assessment
(CMDA) completed. The process included
updating the care plans of all residents related to
the findings on the assessment, and the
manufacturer's guidelines, to include the amount
of assistance required. Per the AoC the Certified
Nursing Assistant {CNA) preceptor would do an

hirlpoa! use, by the Director of Nursing of
/25/2011(Exhibit #1) This process included
pdating the care plans of all residents
elated to the findings on the assessment tc
nclude the amount of assistance required
This assessment defines the appropriatd
Hevices for each residents use per physica
and cognitive abilities, safety requirements
and ADL abillity.

tilizing the CMDA, the following is a
summary of findings and actions taken:
Resident #2 utilized sit 2 stand with assist of
? which was already addressed on care plan
whirlpool assist of 1 was removed from care
nian due to whirlpool taken out of service,
shower with assist of 1 was already
addressed care plan, on 05/25/11 shower
‘lift” chair assist of 1 was added to care
hlan. Residents #3, #4 utilized whirlpool

ith assist of 1 which was removed from
are plan due to being taken out of service
nd shower “lift” chair with assist of 1 was
dded on 05/25/11 1o care plan. Setup

elp with supervision with bathing was
iready addressed on care plan for

esidents #3 and #4. Residents #5 and #6
tilized whirlpoaol with assist of 1 which was
emoved from care plan due to being taken
ut of service and use of shower “lift” chair
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in-service with all CNAs for proper use of
mechanical devices monthly for three months that
inciuded a return demonstration that followed
recommended guidelines of manufacturer and
facility policy for use of mechanical devices. The
Director of Nursing would monitor 100% of CNA
staff utilizing one of these devices, monthly for
three months, ta verify that the CNA preceptor's
verification and review was comect.

Review of the CMDA completed for twenty-five
residents revealed use of the shower chair
required the assistance of one (1) staff member.
However, review of the residents’ care plans and
the CNA care plans revealed these care plans
had not been revised to include the required
assistance of one staff member with the use of
the shower chair.

Interview with the Director of Nursing (DONY), on
05/26/11 at 5:28 PM, revealed afthough the
CMDA assessed the use of the shower chair
required the assistance of one staff member, the
care plans were not revised. She stated the care
plans were reviewed with the shower needs for
each resideni indicated as a whole, and did not
specifically include the use of the "powered
shower chair”, as the resident needed one staff
member in the shower at all times.

Interview with the Administrator, on 05/26/11 at
5:35 PM, revealed the failure to review and revise
the care plans for use of the shower chair was not
identified during the Quality Assessment review
as these audits were completed by the DON, who
dig naot view this as a problem.

Review of the facility's audits revealed the first

. All residents’ charts were reviewed to
ssure resident comprehensive assessments
ere complete, correct, and interventions
ilentifled were appropriately care planned
y the Director of Nursing (DON) on
/18/2011. /

i| residents were assessed utilizing the
mprehensive Mechanical Device
sessment (CMDA), which includes

hirlpool use, by the Director of Nursing and
the Clinical Nurse Consultant on 4/25/2011
and 4/26/2011 and agaln by DON
05/25/2011 and 05/26/2011. This process
ifcluded updating the care plans of all
residents refated to the findings on the
assessment to include the amount of
aEsistance required. This assessment defines
the appropriate devices for each residents
ube per physical and cognitive abilities, safety
réquirements and ADL ability.

THe Comprehensive Mechanical Device
Adsessment will be completed by the Director,
of Nursing upon admission, quarterly and
with change of condition until the MDS RN
has completed MDS 3.0 tralning and been in-
serviced by DON on CMDA form.

In|addition, Comprehensive Audit {Exhibit
#14) was completed on 05/26/11 to review al

“ORM CMS-2567({02.98) Previous Versions Obsolete
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3. The Assistive Device Policy and Protocol (Exhibit# 3) was reviewed. The C.N.A. Training and in-service
Policy and Procedure {Exhibit¥# 8 ) was reviewed and revised to include a designated C.N.A. preceptor to
train all C.N.A. staff on the use of all mechanical lifts {(devices) prior to their use on 4/19/2011. The
C.N.A. Preceptor will conduct the orientation and annual skills checks of all new C.N.A.’s on use of
resident equipment per facility policy and procedures. A nursing, C.N.A. Preceptor Procedure Guidelines
form accompanies this policy (Exhibit # 9}, The Mechanical Lifts (Device} was reviewed and updated to
include the Comprehensive Mechanlcal Dev}se Assessment and Guidelines on 4/25/2011 {Exhibit #4 ).

The Administrator instructed the Director of Nursing to initiate training of all C.N.A.’s and Licensed
nurses on safe use of the whirlpool, utilizing the current policy and manufacturer guidelines on safely
securing a resident with the lap belt on 4/15/2011 with return demonstration to determine
competency. All in-services were completed with the exception of one C.N.A. who was on bereavement
leave. This C.N.A. was trained on 4/21/2011.

Effective 4/26/2011 the C.N.A. Preceptor will provide the training of C.N.A. staff for the use of
mechanical devices. This training will include return demonstration utilizing the manufacturer provided
skills checklist and/or video (whichever is applicable) that is in place in the Lift Manual. The lift manual
contains competency checks for all lifts used in the building. Tha C.N.A. Preceptor will complete this
training for all new C.N.A.’s annually and as the need is identified.

The Facllity provides annual skills checks of C.N.A. staff with the last completed January of 2011. The
C.N.A. preceptor will provide annuai skills checks to include operation, use and safety requirements of
bathing devices utilized by the facility for resident care, treatment and services.

The Organizations Risk Manager received individual training from the ARIO Representative/
Manufacturer on bathing devices(Carendo) and facility lifts{Maxi Move and Sara Plus)(Exhibit # 10 ). The
Organizations Risk Manager trained the C.N.A. Preceptor {who is a Licensed Nurse}, with return
demonstration to determine competency, based on manufacturer's guidelines{Exhibit # 11 ) on all of
the mechanical devices currently in use in the facility. The Risk Manager and the C.N.A. Preceptor then
trained all nursing staff beginning on 4/26/2011 and completing on 5/3/2011.

The Risk Manager did not train the staff on the Century Whirlpool Bath and SAF Lift chair related to this
equipment being taken permanently out of use on 4/15/2011. Actions taken were: the DON signed,
dated and placed notices on both tubs and lift chairs reflecting the tubs were not to be used on
4/15/2011; the Maintenance Supervisor turned off the power source to both Century Whirlpool Baths to
prevent unintended usage. Christian Health Care has no functioning Whiripool Baths in place as of
4/15/2011. The Century Whirlpool Baths will not be reinstated.

in the absence of the whirlpool, residents will be receiving showers or bed baths.
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The C.N.A. Preceptor and/or the organization’s Risk Manager will provide training and written testing for
nursing staff on the use of mechanical devices and policy & procedure monthly for 3 months or upon
hire of any new nursing staff prior to that employee utilizing the equipment. The training will include
return demonstration utilizing the manufacturer provided skills checklist and/or video (whichever is
applicable) ensuring that all staff is competent and proficient in operating all equipment utilized for
resident care.

The results of this training/ testing will be given to the DON monthly for review for 3 months. The DON
will verify and monitor the training was complete by observing 100% of C.N.A, staff utilizing a lift and
ohserve one training session of C.N.A. Preceptor monthly for 3 months.

Upon the purchase of a new whirlpoo! the nursing staff will be trained by the manufacturer’s
representative, Including the C.N.A. Preceptor, prior to it being placed into service, Thereafter for new
hires and annually, C.N.A. staff will be trained in-serviced and trained by C.N.A. Preceptor utilizing
manufacturer provided training material.

The facility only hires certified nursing assistants that have passed the state competency exam. After
hire, the facility C.N.A. staff complete Skill Blocks training which is a skills review. in addition the facility
provides annual Skills Review checks to assure competency of direct care staff in utilization of resident
equipment per policies and procedures. An annual skills review witl be conducted for licensed nurses
and C.N.A. staff on May 24™ and 25" to test competency with use of resident equipment. A list of
devices this skilis review addresses are attached as “Attachment A.” Any staff not able to exhibit
competency will require retraining and retesting of competencies by C.N.A. Preceptor. Staff not able to
attend this tralning due to absence from work will be reguired to complete training within 30 days upon
return to work. This review will be conducted annuaily by facility for C.N.A. staff.

The results of this training will be monitored by C.N.A, Preceptor and DON with daily rounds (5x per
week) for 4 weeks to observe staff providing care to residents, utilizing adeqguate supervision and
assistive devices per resident care plan. Staff noted to not follow care plan will be addressed through
facility disciptinary process and receive additional training on deficient practice. in addition, any
resident falls or incidents will be investigated by DON to include proper assistive devices and supervision
was provided to this resident per care plan and to determine if changes are needed in care plan related
ta incident or possible resident change in condition- change in supervision or assistive device.

4. The Director of Nursing will present CMDA audits and Comprehensive Audit to the Administrator
monthly for 3 months. After reviewing for completion, the Administrator will present the findings to the
QA committee monthly far 3 months for recommendation of continued frequency of these audits.

The DON will present the results of the testing/training monthly for 3 months to the Administrator and
the Clinical Nurse Consuitant for review and verification of the staff competency and proficiency with
utilization of resident care equipment and knowledge of policy and procedure. The Administrator will
present the education rasults to the QA committee monthly for 3 months for recommendation of
continued frequency of training. Training to be at a minimum upon hire and annually thereafter.

The DON will present Daily Rounds Sheets to Administrator weekly for 4 weeks for review and
verification of staff competency and proficiency with foliowing care plans for resident required assistive
devices and supervision. The Administrator will review and then present these to QA committee weekly
for 4 weeks for recommendation of continued frequency of daily rounds, to be at a minimum of weekly
ongoing.
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month review to verify staff utilization of the
mechanical devices had not been completed at
the time of the revisit. The facility had verified
seven out of nineteen CNAs,

interview with the DON, on 05/25/11 at 10:20 AM
revealed the audit to verify 100% of the CNAs
utilizing the mechanical devices, was due to be
completed on 06/03/11.

Interview with the Administrator, on 05/26/11 al
5:35 PM, revealed the monitoring was currently
baing conducted for the first month and this was
due to be completed on 06/03/11.

483.75 EFFECTIVE
ADMINISTRATION/RESIDENT WELL-BEING

A facility must be administered in 2 manner that
enables it to use its resources effectively and
efficiently to attain or maintain the highest
praciicable physical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, it was
determined the Immediate Jeopardy identified
during the abbreviated survey, concluded on
05/03/11, had been removed; however,
non-compliance continued to exist al a 5/S of an
*E* as the facility's Quality Assessment and
Assurance Committee had not fully implemented
a plan to ensure correction of the deficient
practice {o prevent non-compliance recurrence.

The findings include:

c

uqmﬂtatwnrmrrpiwmmm

;g:ntinence, nutritional status, skin condition
and special treatments/ procedures to assure

re plans accurately reftect residents’

fupctional capacity. This audit was completed
05/26/11 by Director of Nursing and wil
continue monthly for 2 months. Continued
Next Page.

{F 490)

F 490 see Next Page.
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Review of Lhe facility's acceptable Alegation of
Compliance (AoC), received on 05/23/11,
revealed residents requiring the use of a
mechanical device for care would first have a
Comprehensive Mechanical Device Assessment
(CMDA) completed. The process included
updating the care plans of alt residents refated to /-
the findings on the assessment, and the
manufacturer's guidelines, to include the amount
of assistance required. Review of the CMDA
assessment tool revealed the shower chair was
listed as a mechanical devices. Review of the
CMDA assessment tool revealed the shower
chair was fisted as a mechanical devices. Per the
AoC the Director of Nursing would audit all
residents’ charts monthly for three months for a
current CMDA and appropriate care planning of
the mechanical devices utilized, with the amount
of assistance required. Per the AoC the Certified
Nursing Assistant (CNA) preceptor would do an
in-sarvice with all CNAs for proper use of
mechanical devices monthly for three months that
included a return demonstration that followed
recommended quidelines of manufacturer and
facility policy for use of mechanical devices. The
Director of Nursing would monitor 100% of CNA
staff utilizing one of these davices, monthly for
three months, to verify that the CNA preceplor's
verification and review was comect.

Review of the Comprehensive Mechanical Davice
Assessment campleted for twenty-five residents
revealed use of the shower chair required the
assistance of one (1) staff member. However,
review of the residents’ care plans and the CNA
care plans revealed these care pians had not
been revised to include the required assistance of
ahe staff member with the use of the shower

5& 6 were assessed utilizing the
Comprehensive Mechanical Bevice
Assessment (CMDA), which includes
whirlpool use, by the Director of Nursing
on 4/25/2011{Exhibit #1) This procass
included updating the care plans of all
residents related to the findings on the
assessment to include the amount of
assistance required. This assessment
defines the

appropriate devices for each residents use
per physical and cognitive abilities, safety
requirements and ADL ability.

Utilizing the CMDA, the followingIs a
summary of findings and actions taken:

Resident #2 utllized sit 2 stand with assist
of 2 which was already addressed on care
plan, whirlpool assist of 1 was removed
from care plan due to whirlpool taken out
of service, shower with assist of 1 was
already addressed care plan, on 05/25/11
shower “lift” chair assist of 1 was added to
care plan. Residents #3, #4 utilized
whirlpool with assist of 1 which was
removed from care plan due to being
taken out of service and shower “lift” chair
with assist of 1 was added on 05/25/11 to

T IRM CM3-2567(02-99} Previous Versions Obsoclete Event 1D: 5VBT12

Faciity ID: 10069t

i conlinuation sheel Page 7 of 10
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) chair pag ¢ } with bathing was already addressed on
’ care plan for Residents #3 and #4.
Interview with the Director of Nursing (DON}, on Residents #5 and #6 utilized whirlpool with
05/26/11 at 5:28 PM, revealed although the assist of 1 which was removed from care
CMDA assessed the use of the shower chair plan due to being taken out of service and
required the assistance of one staff member, the use of shower “lift” chair with assist of 1
care plans were not re\._used. She stated the care was added on 05/25/11 to care plan, Assist
plans were reviewed with the shower needs for £ 1 for bathi Iread I
each resident indicated as a whole, and did not o Or athing was already on care plan
specifically include the use of the "powered for Residents #5 and #6.
! shower chair”, as the resident needed one staff .
! member in the shower at all times. 2.Ali residents’ charts were reviewed to
assure resident comprehensive
Interview with the Administrator, on 05/26/11 at ; assessments were complete, correct, and

5:35 PM, revealed the review and revision of the
care plans was not found during the Quality
Assessment review as this was done during the

interventions identified were appropriately -
care planned by the Director of Nursing

} audits by the DON, who did not view this as a (DON) on 4/18/2011.

! problem.

| All residents were assessed utilizing the
Review of the facility's audits revealed the first Comprehensive Mechanical Device
month review to verify staff utilization of the Assessment (CMDA), which includes

mechanical devices had not been completed at
the time of the revisil. The facility had verified
seven out of nineteen CNAs,

whirlpool use, by the Director of Nursing
and the Clinical Nurse Consultant on
4/25/2011 and 4/26/2011 and again by

| Interview with the DON, on 05/25/11 at 10:20 AM DON 05/25/2011 and 05/26/2011. This

! reveated the audit fo verify 100% of the CNAs process included updating the care plans
utilizing the mechanical devices, was due to be of all residents related to the findings on
completed an 06/03/11. the assessment to include the amount of
Interview with the Administrator, on 05/26/11 at assistance requlred._This assessment

; 5:35 PM, revealed the monitoring was currently defines the appropriate devices for each

l being conducted for the first month and this was residents use per physical and cognitive
due to be compieted on 06/03/11. abilities, safety requirements and ADL

{F 498} | 483.75(f) NURSE AIDE DEMONSTRATE {F 498} abmtv. Continued on next page.

ss=£ | COMPETENCY/CARE NEEDS
F 498 Next Page.
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The Comprehensive Mechanical Device Assessment will be completed by the Director of Nursing upon
admission, quarterly and with change of condition until the MDS RN has completed MDS 3.0 training
and been in-serviced by DON on CMDA form.

In addition, Comprehensive Audit (Exhibit #14) was completed on 05/26/11 to review all residents’
assessments for cognitive pattern, communication, vision, physical functioning, continence, nutritional
status, skin condition and special treatments/ procedures to assure care plans accurately refiect
residents’ functional capacity. This audit was completed 05/26/11 by Director of Nursing and will
continue monthly for 2 months.

3. The RAI Policy and Procedure (Exhibit# 2 ) and the Assistive Device Policy and Protocol{Exhibit# 3)
were reviewed with no changes. The Whirlpool, Century bath policy was removed from the Policy and
Procedures on4/19/2011 and was determined by the QA committee not to update or repiace due to the
Facility not reinstating the use of this Whiripool. The Administrator initiated daily(5 days a week)Quality
Assurance Meetings on 4/15/2011 following Resident #1's fall f/'om the SAF Lift chair attached to the
Century Whirlpool bath.

The C.N.A. Training and In-service Policy and Procedure {Exhibit# 8 } was reviewed and revised to include
a designated C.N.A. preceptor to train all C.N.A, staff on the use of all mechanical lifts (devices} prior to
thelr use on 4/19/2011. A nursing, C.N.A, Preceptor Procedure Guidelines form accompanies this policy
{Exhibit #9). The Mechanical Lifts {Device) was reviewed and updated to include the Comprehensive
Mechanical Devise Assessment and Guidelines on 4/25/2011 (Exhibit # 4).

The Administrator instructed the Director of Nursing to initiate training of all C.N.A.’s and Licensed
nurses on safe use of the whirlpool, utilizing the current policy and manufacturer guidelines on safely
securing a resident with the lap belt on 4/15/2011 with return demonstration to determine
competency. N 316 continued on next page as Attachment 8. Al in-services were completed with the
exception of ane C.N.A, who was on bereavement leave. This C.N.A. was trained on 4/21/2011.

The Clinical Nurse Consultant in- serviced the DON on 4/18/2011. This in-service included the need for
individualized assessment to identify all risk factors with use of mechanical devices and addressing the
supervision needs of each resident with the amount of staff needed on the care plans. The in-service of
the DON reviewed fob responsibilities to include oversight of resident assessment, supervision/training
of staff to include C.N.A.’s and following/implementation of facility policy and procedures,

The IDCT consists of the Dietary Manager, Activities, MDS RN, and Soclal Services. The Dietary Manager,
Activities and the Director of Nursing all attended MDS 3.0 training from an independent contractor not
affiliated with the facility and/or organization on 7/15/2010,(Exhibit# 5 ). The MDS RN, Director of
Nursing and Social Services have been registered and completed MDS 3.0 training provided by an
independent contractor not affiliated with the facility or Organization on june 6™ and 7™, 2011. The
MDS RN was registered for this training on 5/5/2011 {Exhibit # 6 ).

Effective 4/26/2011 the C.N.A. Preceptor will provide the training of C.N.A. staff for the use of
mechanical devices. This training will include return demonstration utilizing the manufacturer provided
skills checklist and/or video (whichever is applicabie) that is in place in the Lift Manual. The lift manual
contains competency checks for all lifts used in the building. The C.N.A. Preceptor will complete this
training for all new C.N.A.’s upon hire and all C.N.A.”s annually and as the need is identified.
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The Facility provides annual skills checks of C.N.A. staff with the last completed January of 2011. The
C.N.A. preceptor will provide annual skills checks to include operation, use and safety requirements of
bathing devices utilized by the facility for resident care, treatment and services.

The Organization’s Risk Manager received individual training from the ARIO Representative/
Manufacturer on bathing devices{Carendo) and facility lifts(Maxi Move and Sara Plus){Exhibit # 10). The
Organizations Risk Manager trained the C.N.A, Preceptor (who is a Licensed Nurse}, with return
demonstration to determine competency, based on manufacturer’s guidelines{Exhibit # 11 ) on all of the
mechanical devices currently in use in the facility. The Risk Manager and the C.N.A. Preceptor then
trained all nursing staff beginning on 4/26/2011 and completing on 5/3/2011.

The Risk Manager did not train the staff on the Century Whirlpool Bath and SAF Lift chair related to this
equipment being taken permanently out of use on 4/15/2011. Actions taken were: the DON signed,
dated and placed notices on both tubs and lift chairs reflecting the tubs were not to be used on
4/15/2011; the Maintenance Supervisor turned off the power source to both Century Whirlpool Baths to
prevent unintended usage. Christian Health Care has no functioning Whirlpool Baths in place as of
4/15/2011. The Century Whirlpool Baths will not be reinstated. /

In the absence of the whirlpool, residents will be receiving showers or bed baths.

The C.N.A. Preceptor and/or the organization’s Risk Manager will provide training and written testing for
nursing staff on the use of mechanical devices and policy & pracedure monthly for 3 months or upon
hire of any new nursing staff prior to that employee utilizing the equipment. The tralning will include
return demonstration utitizing the manufacturer provided skills checklist and/or video (whichever is
applicable) ensuring that all staff is competent and proficient in operating all equipment utilized for
resident care.

The facility only hires certified nursing assistants that have passed the state competency exam. After
hire, the facility C.N.A. staff complete Skill Blocks training which is a skills review. In addition the facility
provides annual Skills Review checks to assure competency of direct care staff in utilization of resident
equipment per policies and procedures. An annual skills review will be conducted for licensed nurses
and C.N.A. staff on May 24" and 25" to test competency with use of resident equipment. A list of
devices this skills review addresses are attached as “Attachment A.” Any staff not able to exhibit
competency will require retraining and retesting of competencies by C.N.A, Preceptor. Staff not able to
attend this training due to absence from work will be required to complete training within 30 days upon
return to work. This review will be conducted annually by facility for C.N.A. staff,

The resuits of this training will be monitored by C.N.A. Preceptor and DON with daily rounds {5x per
week) for 4 weeks to observe staff providing care to residents, utilizing adeqguate supervision and
assistive devices per resident care plan. Staff noted to not follow care plan will be addressed through
facility disciplinary process and receive additional training on deficient practice. In addition, any
resident falls or incidents will be investigated by DON to include proper assistive devices and supervision
was provided to this resident per care plan and to determine if changes are needed in care plan related
to incident or possible resident change in condition— change in supervision or assistive device.

Upon the purchase of a new whirlpool the nursing staff will be trained by the manufacturer’'s
representative, including the C.N.A. Preceptor, prior to it being placed Into service. Thereafter staff will
be trained by the C.N.A. Preceptor utilizing facility policy and manufacturer provided training materials.
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The Director of Nursing will audit monthly for 3 months all residents’ charts for a current
Comprehensive Mechanical Device Assessment and appropriate care planning of the mechanical devices
utilized. This audit will also review the devices being utilized are in accordance with the care plan
monthly for three months (Exhibit # 7 ). The Director of Nursing will re-educate staff involved for any
errors in assessment or care planning identified through the use of this audit.

Director of Older Adults reviewed job description and Administrator responsibilities with Administrator
on 04/29/2011 (Exhibit #12) and will conduct onsite visits monthly for 3 months to assure all
implemented changes have occurred and continue per this POC.

Systemic changes to ensure facility was effectively administered include: C.N.A.to C.N.A. training was
changed to be C.N.A. staff trained by C.N.A, Preceptor only to assure adequate and consistent training of
C.N.A. staff upon hire and annually, Annual skills review to include all assistive devices and mechanical
lifts, all residents are now assessed with a form “CMDA” for appropriate use of mechanicai devices upon
admission, quarterly, and with significant change to be reflected on care plan, and any mechanicat lift
training is required upon hire by C.N.A. Preceptor for staff to demonstrate competency with use.

4. /

The Director of Nursing will present CMDA Audit and Comprehensive Audit to the Administrator
monthly for 3 months. After reviewing for completion, the Administrator will present the findings to the
QA committee monthly for 3 months for recommendation of continued frequency of these audits,

The DON wil present the results of nursing staff testing/training monthly for 3 months to the
Administrator for review and verification of the staff competency and proficiency with utilization of
resident care equipment and knowledge of policy and procedure. The Administrator will present the
education results to the QA committee monthly for 3 months for recommendation of continued
frequency of training. Training to be at a minimum upon hire and annually thereafter.

The DON will present Daily Rounds Sheets to Administrator weekly for 4 weeks for review and
verification of staff competency and proficiency with followlng care plans for resident required assistive
devices and supervision. The Administrator will review and then present these to QA committee weekly
for 4 weeks for recommendation of continued frequency of daily rounds, to be at a minimum of weekly
ongoing.

The Director of Older Adults will provide onsite visits monthly for 3 months to review that plan of
correction for substantial compliance has been implemented and facility continues to be administered
as stated. Ongoing support and oversight will be provided beyond this as need is identified.
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{F 498} | Continued From page 8 F4 98}1' Resident #1 expired. Residents #2, 3, 4, 6/14/2011
o ) 58 6 were assessed utilizing the
The facility must ensure that nurse aides are able 1 h Mechanical Devi
to demonstrate competency in skifls and Comprehensive echan (.:a evice
techniques necessary to care for residents’ Assessment  (CMDA}, which includes
needs, as identified through resident whirlpootl use, by the Director of Nursing on
assessments, and described in the plan of care. 4/25/2011(Exhibit #1) This process included
ypdating the care plans of all residents
This REQUIREMENT is ol mel as evidenced Jrelated to the findings on the assessmer.\t ta
by: include the amount of assistance required,
Based on interview and record review, il was is assessment defines the appropriate
determined the Immediate Jeopardy identified evices for each residents use per physical
during the abbreviated survey, concluded on nd cognitive abilities, safety requirements
05/03/11, had been removed related to nurse ik
; oL X gy nd ADL ability.
aide competency in skills and technigues utilizing
machanical and assistive devices; however, tilizing the CMDA, the following s a
non-compliance continued to exist at a S/S of an § findi d acti ken:
"E" as the facility's Quality Assessment and un?mary 0 ":' " ngs E_m actions taken:
Assurance Commitiee had nol fuuy imp]emented eSIde!‘lt #2 ut!hzed sit 2 Stand With assist of
a plan to ensure correction of the deficient which was already addressed on care plan,
practice to prevent non-compliance recurrence. hirlpool assist of 1 was removed from care
o lan due to whirlpool taken out of service,
The findings include: . ;
hower with assist of 1 was already
Review of the facility's acceptable Allegation of ddressed care plan, on 05/25/11 shower
Compliance (AoC), received on 05/23/11, lift” chalr assist of 1 was added to care
revealed the Certified Nursing Assistant (CNA) lan. Residents #3, #4 utllized whirlpool
precep’(or would provide training of the CNA staff ith assist of1 which was removed from
for the use of machanical devices, with the initial ;
' re plan due to bein of servi
training completed on 05/03/11. This training a; i " fl.tﬂ,,b‘; B ta_ki“ °”it ; f f‘;’” ce
would utilize the manufacturer provided skills nd shower “UIT" chair with assist of 1 was
checklist and return demonstration competencies dded on 05/25/11 to care plan. Set up
and/or video that were in place in the Lift Manual; elp with supervision with bathing was
which included competency checks for the iiready addressed on care pian for
Z‘Eéh;?‘cguits “‘“'Zatd by tthfzc'“‘Y' Per the ‘esidents #3 and #4. Residents #5 and #6
0 I8 preceplor wollld do an In-service tilized whirlpool with assist of 1 which was
wilh all CNAs for proper use of mechanical j‘
devices monthly for three months that included a emoved frlom care plan due to bel.ng taken
retum demonstration that followed recommended :,lru’t of service and use of shower “lift” chair
l
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guidelines of manufacturer and facility poiicy for
use of mechanical devices. The Director of
Nursing would monitor 100% of CNA staff utilizing
one of these devices, monthly for three months,
to verify that the CNA preceptor’s verification and
review was correcl, /

Review of the facility's audits revealed the first
month review to verify staff utilization of the
mechanical devices had not been completed at
the time of the revisil. The facility had verified
seven out of nineteen CNAs.

Interview with the DON, on 05/25/11 at 10:20 AM
reveated the audit to verify 100% of the CNAs
utilizing the mechanical devices, was due to be
completed on 06/03/11.

interview with the Administrator, on 05/26/11 at

5:35 PM, revealed the monitoring was currently

being conducted for the first month and this was
due lo be completed on 06/03/11.

with assist of 1 was added on 05/25/11 to
dare pfan. Assist of 1 for bathing was aiready
an care plan for Residents #5 and #6.

2| All residents’ charts were reviewed to
assure resident comprehensive assessments
were complete, correct, and interventions
iientiﬁed were appropriately care planned

by the Director of Nursing (DON) on
4/18/2011.

All residents were assessed utilizing the
mprehensive Mechanical Device
Assessment (CMDA), which Includes
whiripool use, by the Director of Nursing and
the Clinical Nurse Consultant on 4/25/2011
and 4/26/2011 and again by DON
08/25/2011 and 05/26/2011. This process
included updating the care pians of all
residents related to the findings on the
assessment to include the amount of
assistance required. This assessment defines
the appropriate devices for each residents
use per physical and cognitive abilities, safety
reguirements and ADL ability.

The Comprehensive Mechanical Device
Assessment will be completed by the Director
of Nursing upon admission, quarterly and
with change of condition until the MDS RN
hag completed MDS 3.0 training and been in-
serviced by DON on CMDA form.

In %ddition, Comprehensive Audit (Exhibit

ORM CMS-2567(02-99) Previous Versions Obsolete

Event 1D SVB712

#Al s &amnpleted on U5/26/ 1110 feNIeW &t page 10 of 10
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residents’ assessments for cognitive pattern, communication, vision, physical functioning, continence,
nutritional status, skin condition and special treatments/ procedures to assure care plans accurately
reflect residents’ functional capacity. This audit was completed 05/26/11 by Director of Nursing and will
continue monthly for 2 months.

3. The Assistive Device Policy and Protocol (Exhibit# 3) was reviewed, The C.N.A. Training and In-service
Policy and Procedure {Exhibit# 8 ) was reviewed and revised to include a designated C.N.A. preceptor to
train all C.N.A. staff on the use of all mechanical lifts {devices) prior to their use on 4/19/2011, The
C.N.A. Preceptor will conduct the orientation and annual skills checks of all new C.N.A.’s on use of
resident equipment per facility policy and procedures. A nursing, C.N.A. Preceptor Procedure Guldelines
form accompanies this policy (Exhibit # 9). The Mechanical Lifts {Device} was reviewed and updated to
include the Comprehensive Mechanical Devise Assessment and Guidelines on 4/25/2011 (Exhibit #4 ).

The Administrator instructed the Director of Nursing to initiate training of all C.N.A.'s and Licensed
nurses on safe use of the whirtpool, utilizing the current policy and manufactyrer guidelines on safely
securing a resident with the lap belt on 4/15/2011 with return demonstration to determine
competency. All in-services were completed with the exception of one C.N.A. who was on bereavement
leave. This C.N.A. was trained on 4/21/2011.

Effective 4/26/2011 the C.N.A. Preceptor will provide the tralning of C.N.A. staff for the use of
mechanical devices, This training will include return demonstration utilizing the manufacturer provided
skills checklist and/or video {whichever is applicable} that is in place in the Lift Manual. The lift manual
contains competency checks for all lifts used in the building. The C.N.A. Preceptor will complete this
training for all new C.N.A.’s annually and as the need is identified.

The Facility provides annual skills checks of C.N.A, staff with the last completed January of 2011, The
C.N.A. preceptor will provide annual skills checks to include operation, use and safety requirements of
bathing devices utilized by the facility for resident care, treatment and services,

The Organizations Risk Manager recelved individual training from the ARJO Representative/-
Manufacturer on bathing devices(Carendo) and facility lifts{Maxi Move and Sara Plus}{Exhibit # 10 }. The
Organizations Risk Manager trained the C.N.A. Preceptor (who is a Licensed Nurse}, with return
demonstration to determine competency, based on manufacturer’s guidelines{Exhibit # 11} on all of
the mechanical devices currently in use in the facility. The Risk Manager and the C.N.A. Preceptor then
trained all nursing staff beginning on 4/26/2011 and completing on 5/3/2011.

The Risk Manager did not train the staff on the Century Whirlpoo! Bath and SAF Lift chair related to this
equipment being taken permanently out of use on 4/15/2011. Actions taken were: the DON signed,
dated and placed notices on both tubs and lift chairs reflecting the tubs were not to be used on
4/15/2011; the Maintenance Supervisor turned off the power source to both Century Whirlpool Baths to
prevent unintended usage. Christian Health Care has no functioning Whirlpool Baths in place as of
4/15/2011, The Century Whiripoo! Baths will not be reinstated.

In the absence of the whiripool, residents will be receiving showers or bed baths.

The C.N.A. Preceptor and/or the organization’s Risk Manager will provide training and written testing for
nursing staff on the use of mechanical devices and policy & procedure monthly for 3 months or upon
hire of any new nursing staff prior to that employee utilizing the equipment. The training will include
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return demonstration utilizing the manufacturer provided skills checklist and/or video (whichever is
applicable} ensuring that all staff is competent and proficient in operating all equipment utilized for
resident care.

The results of this training/ testing will be given to the DON monthly for review for 3 months. The DON
will verify and monitor the training was complete by observing 100% of C.N.A. staff utilizing a lift and
observe one training session of C.N.A. Preceptor monthly for 3 months.

Upon the purchase of a new whirlpool the nursing staff will be trained by the manufacturer’s
representative, including the C.N.A. Preceptor, prior to it being placed into service. Thereafter for new
hires and annually, C.N.A. staff will be trained in-serviced and trained by C.N.A. Preceptor utilizing
manufacturer provided training material.

The facility only hires certified nursing assistants that have passed the state competency exam. After
hire, the facility C.N.A. staff complete Skill Blocks tratning which is a skills review. In addition the facility
provides annual Skills Review checks to assure competency of direct care staff in utilization of resident
equipment per policies and procedures. An annual skills review will be conducted for licensed nurses
and C.N.A. staff on May 24" and 25" to test competency with use of resident equipment. A list of
devices this skills review addresses are attached as “Attachment A.” Any staff not able to exhibit
competency will require retraining and retesting of competencies by C.N.A. Preceptor. Staff not able to
attend this training due to absence from work will be required to complete training within 30 days upon
return to work. This review will be conducted annually by facility for C.N.A., staff.

The results of this training will be monitored by C.N.A. Preceptor and DON with daily rounds (5x per
week) for 4 weeks to observe staff providing care to residents, utilizing adequate supervision and
assistive devices per resident care plan. Staff noted to not follow care plan will be addressed through
facility disciplinary process and receive additional training on deficient practice. In addition, any
resident falls or incidents will be investigated by DON to include proper assistive devices and supervision
was provided to this resident per care plan and to determine if changes are needed in care plan related
to Incident or possible resident change in condition— change in supervision or assistive device.

4, The Director of Nursing will present CMDA audits and Comprehensive Audit to the Administrator
monthly for 3 months. After reviewing for completion, the Administrator will present the findings to the
QA committee monthly for 3 months for recommendation of continued frequency of these audits.

The DON wiil present the results of the testing/training monthly for 3 months to the Administrator and
the Clinical Nurse Consultant for review and verification of the staff competency and proficiency with
utilization of resident care equipment and knowledge of policy and procedure. The Adminlistrator will
present the education results to the QA committee monthly for 3 months for recommendation of
continued frequency of training. Training to be at a minimum upon hire and annually thereafter.

The DON will present Daily Rounds Sheets to Administrator weekly for 4 weeks for review and
verification of staff competency and proficiency with following care plans for resident required assistive
devices and supervision. The Administrator will review and then present these to QA committee weekly
for 4 weeks for recommendation of continued frequency of daily rounds, to be at a minimum of weekly
ongoing.
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Attachment A

Ajr mattress

Alarm — motion sensor, seatbelt, clip, under seat, pressure pad
Alcohol swabs
Antiroll device
Basin — bath, emesis
Bed bolster

Bed — manual

Bed — electric
Bedpan

Brush

Call light

Clothing protector /-

Comb

Commode — bedside, elevated seat
Cones

Cup — regular, nosey, covered cup, weighted, 2 handled
Cushions ~ positioning, seat, wheelchair
Denture cup

Denture brush

Emery board

Floor mats

Foley bag and privacy cover

Foot rest/stool

Gait belt

Geri chair

Gloves

Grab bar

Graduated pitcher

Hand rolls

Ice chest

Ice scoop

Leg bag

Linen

Lip lubricant

Mattress overlays

Nail clipper

Orange stick

Pillow

Pilacemat

Plastic bag

Plate -- regular, bowl, guard, divided, weighted, scoop, suction
Plate guard

Skills Review Equipment
Page | of 2
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Privacy curtain
Pulse oximeter
Razor

Scale

Shaving cream
Shower bench
Shower chair — pvc
Shower chair — lift
Side rails

Side rail pads

Sit 2 Stand Lift
Slings

Soap

Splints
Sphygmomanometer
Stethoscope /
Straw

Thermometer

Toilet hat
Toothbrush
Toothettes

Total lift

Towel

Trapeze bar

Urinal

Utensils — regular, weighted, built up
Walker — standard, rollater, wheeled
Washcloth

Water pitcher
Wheelchair
Wheelchair scale

Skills Review Equipment
Page 2 of 2
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COMPREHENSIVE MECHANICAL DEVICE ASSESSMENT

Resident Room Data

Medical Diagnosis
Medications:

Uses upper body to reposition self in bed
Able fo bear own weight

Able to pull up into standing position
Totally dependent for fransfers

Able to sit upright in wfc without device

[] Reposition self in bhed or chair

[1 Stands without assistance

[} Ambulates with or without assist
watker{ 1 one assist[ ]

{1 Adeqguate lower body control
weakness [ ]rght [ jleft

[1  Adequate upper body control
weakness [ ]right [ ]Ieﬁ

. p— gy gy iy
e e bt bmad et

Mechanical Devices:

[] Sit to stand lift
[1 Total lift

[l Shower chair
[) Whirlpool chair
[1] Trapeze bar

Summary of assessment finding:

Sighature Date
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Christian Care Communities

Bowling Green
RAI

Policy and Procedure

NURSING

Id0025/0041

Enilit &2

RAI 16.1

Developed by: Clinical Consultant

Facility: Bowling Green

Approved by: L. Johnson

Accepted by : MDE

Original

Effective date: 10/2010

POLICY:

The facility will complete the Resident Assessment Instrument in accordance with the

PPS and OBRA time requirements.

PROCEDURE:

1. The MDS Coordinator will maintain the calendars for both PPS and

OBRA assessments.

2. The mterdisciplinary team will complete the assessments according to the

calendars.

3. Assessments will be completed by utilizing;

4. Written assessments

b. Resident interviews

c. Staff interviews

d. Family or significant other interviews
€. Nursing notes

f.

record.

Other written documentation lacated in the residents
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Christian Care Communities
Bowhing Green
Policy and Protocol on Assistive Devices

1. The use of assistive devices by residents to promote independence, create greater
comfort with transfers and improve self performance of ADL’s will be identified
and encouraged.

2. Assistive devices can help prevent accidents, improve mobility, increase
independence and help residents feel more secure. Assistive devices include but
are not limited to mobility devices, etc.

3. Residents will be assessed by the appropriate member of the Interdisciplinary

- Care Team (ICDT) for the use of assistive devices to promote self performance
of ADL’s and promote safety.

4. Comprehensive device assessments are completed on all admissions, significant /
changes, new devices added/removed and updated quarterly.

5. The proper use of the assistive devices will be monitored for correctness and
improved self performance by an appropriate member of the IDCT,

6. The ICDT will evaluate at least quarterly and as needed for continued use.

Revised 08/20/2008
Revised 04/22/2009
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Mechanical Lifts (Device), Use of for Resident Care 12.8

All residents requiring use of mechanical device for care wiil first have Comprehensive
Mechanical Device Assessment completed by licensed nurse.

Use of Mechanical devices for resident care will follow individualized Care Plan and
C.N.A. Care Plan consistent with manufacturer guidelines for use of device, including
amount of assistance required.

Mechanical Device use will be assessed upon admission, quarterly and with significant
changes by licensed nurse. '
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Kentucky Association of Homes & Services for the Aging, Inc.

AN

KAHSA Certificate of Attendance

2

Shelia Coffey

has successfully compieted the requirements for
MDS 3.0 Ready or Not! Prepare the Whole Team!

Bowling Green, Kentucky
Locxtion
5-0014-01-2013-8620 23.0
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Kentucky Association of Homes & Services for the' Aging, Inc.

_A>Im> Certificate of Attendance
Allison Cash

has successfully completed the requirements for

MDS 3.0 Ready or Not! Prepare the Whole Team!

Bowling ommmg

. Kentucky

5-0014-01-2013-8620

Nwo

Provider-Offering Number

07/15/10

mxlauao:_un-h

Date

§3§€§3&E§&E§8
& Services for the Aging, Inc.
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MDS 3.0 Ready or-Not! Prepare the Whole Team!

Bowling Green, Kentucky

Location

5-0014-01-2013-8620 mm o

Providw-Oftering Number mii,su-s
07/15/10 % Z /\.?8\
Dale Kontucky Association of Homes
& Services tor the Aginyg, Inc.

e N Fe B s e s - L T S
Xm:Eo_Q >mmmgmco: of Io:._m.m & mmé_o.mw for the Aging, Inc.
_OPIWP Certificate of Attendance
% Donna Howard

N has successfully completed the requiraments for
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Page 1 of 1

Melanie Eaton

From: Rhonda Hoyer {maiito:RHoyer@KAHSA,com]
Sent: Friday, May 13, 2011 2:13 PM

To: Melanie Eaton
Subject: MDS 3.0 Competency Confirmation

ion for the people below for the KAHSA MDS 3.0

This will CONFIRM the registrat
own Plaza in

Review & Competency Testing scheduled June 6 & 7,2011 atCr
Louisville, Kentucky.

1. Donovan Dame, Social Services : /
2. Donna Howard, Director of Nursing
3. Heather Zeller, MDS RN
| have attached a registration form for you that includes all of the details on the time
and place of the seminar.

Please let me know if you need anything.

Thanks!

Zhonda

Rhonda M Hoyer

Executive Assistant &
Membership Services Cogrdinator
Kentucky Association of Homes
And Services for the Aging, Inc.
2501 Nelson Miller Parkway
Louisville, KY 40223

Phone: {502)992-4380

Fax: (502) 992-4390
www.kahsa.com

The information contained in this message (including all attachments) may be privileged and
confidential and protected from disclosure. If the reader of this message is not the intended recipient, or
an employee or agent responsible for delivering this message to the intended recipient, you arc hereby
notified that any dissemination, distribution of copying of this information is strictly prohibited. If you
have received this communication in error, please notify us immediately and delete or destroy the

material and information.
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Program Description:

The MDS 3.0 assessment process and data base creale &
new focus for long term care praviders, reguiators and federal
payment systems. The data’ thal is created trom the
assessment will now have a more universal impact on
outcomes both payment and regulatory. All professionals
involved in the operational, clinical and financial management
of care delivery and facility process need to understand the
content of the data base, the definitions that create and ideniity
the issues and the fiscal implications of a portion of the data
on overall success. All levels of practice and management
are now involved and must understand the process. the
definitions that will impact practice and the conteni of the data
ideniifying the facility and its outcomes in the federal and state

data bases.

This program includes instruction on the implementation of
the assessment process, liming and completion requiremants
for transmission, definitions in the MDS 3.0 process that have
been amended or changed so facilities can update their policies,
forms and formats for data collsction. The basic principles of
data analysis used by the reguiatory and payment agencies
will also be discussed. This is a highly interaclive
irlerdisciplinary presentation that will stimutate and challengs
even the most experienced professionals, The operational focus
will discuss the common problems and solutions facilities and
operational platforms see today. A must do session for the
entire team. The program includes an optional competency
tool that leads to a competency certificate with an 80%

pertofmance

Presenter:

Leah M. Klusch, RN, BSN, FACHCA
Nurse, Educator, Consultant, Speaker
Executive Directar, The Affiance Training Centar

Leah Kiusch is the founder and Executive Director of The
Alliance Training Center. As an educator and consuitant, she
has extensive experience in presenting motivating programs
for a variety of heallh care professionals. Her dynamic styte,
sense of humor, and innovative ideas make her a highty sought
atler speaker and recognized nurse leader in the heallh care
ifdustry. She has completed the CMS MDS 3.0 Train the Trainer
course and serves as an operalional consultant to many
providers and ownership groups throughout the country as well
as many industry associations.

SEoN

s

MDS 3.0 Review &

Competency Testing
June6-7,2011

radal

T

E's

L R R A L R PR P e e

Agenda:

B Monday,June§, 2011
Registration
7:30a.m. - 8:00 a.m.
Program
8:00a.m.-530pm

Tuesday, June 7, 2011
Registration
7:30am. -B8:00a.m.
Program

8:00a.m. -4:00 p.m.

Braaks and lunch times will be at the speakers discrelion.

A 1 hour lunch break wilt be allowed each day - atlendsess
will be an their own for funch

Continuing Education:

Approved for NCCAP #2835210 for 11 hours
Approved for Social Service RSX018103 for 11 hours

B Approved by NAB# for 11 hours (each site has s own

approvat number)

This workshop has been approved for 12 contact hours
for nursing and t1 faciity administrators by the Keniucky
Board of Licensure for Nursing Home Administrators and
by the Kentucky Board of Nursing for RN/LPNs.
(Kentucky Board of Nursing approval of an individual
nursing continuing education provider does not constifute
endarsement of offering content.}

l.ocation:

Crown Plaza (Formerly Executive West)

830 Phillips Lane - Louisville, Kentucky 40209-1 387
KAHSA has blocked sleeping rooms for June 5& &

{at a rate of: $99 standard king or double)

Call 1-800-626-2708, mention KAHSA to make resaervations.

For more information:

Jennifer D. Allen

Diractor of Administration. and Education, KAHSA
502-992-43580
jallen@ kahsa.com

Phone:
E-mail:
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Christian Health Center, Bowling Green
C.N.A. Training and In-Service Policy and Procedure

Purpose: To assure C.N.A. staff of this facility is trained consistently and accurately on
policy and procedures of this facility for resident care and use of mechanical devices.

Policy:

1. C.N.A. Preceptor designated by Director of Nursing and approved by Human
Resources (or designee). This designation dated and kept in personnel file.

2 C.N.A. Preceptor trained by Director of Nursing on how to appropriately in-
service, train and audit performance of C.N.A. staff

3. C.N.A. Preceptor conducts all iraining in accordance with facility policies and
C.NL.A. standards of practice.

4, C.N.A. Preceptor can provide training of new hires and annual in-services as
required.

5. All CNL.A.’s will have upon hire and minimum of annual in-service and ret{lm
demonstration on use of mechanical lift equipment.

Christian Care Communities, Inc. Issue Date: 04/2011

Page I of 1
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Nursing, CNA Preceptor Procedure Guidelines

C.N.A. Training and In-Service

Christian Health Center of Bowling Green only hires certified nursing assistants as
verified with Kentucky Board of Nursing validation. C.N.A, Preceptor is designated and
trained by the Director of Nursing, is a direct report to Director of Nursing and must sign
Nursing, CNA Preceptor job description supplement to be placed in personnel folder,
This position:

1.

2,
3.

(.

1
LTS

vek dvan—cins

Utilizes “Textbook for LTC Nursing Assistants” and CNA Preceptor Binder
to provide skills training per facility policy of C.N.A. siaff.

Assures completion of CNA Orientation Checklist for all new hires.
Conducts training, competency testing and in-services annually or as
identified by Director of Nursing or other designee,

May assist in interviewing, hiring and disciplinary process with C.N.A. staff
as directed by Director of Nursing or other designee.

Is evaluated annually by skills review and/or competency testing by Director
of Nursing, or as needed, to assure competency to train C.N.A. staff. C.N.A.
staff failure to perform or receive consistent training may reflect or identify
need for further education and training of C.N.A. Precepfor as determined by
Director of Nursing or designee.

e AN PL e 1y {.:’v'h‘”’h
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ARJOHUNTLEIGH

GETINGE GROUP

To: Christian Health Centers KY
Re: ArjoHuntleigh Product Training
Date: May 15, 2011

Risk Manager Byron Morris has attendéd formal in-service
training twice on our Maximove, Sara Plus, Maxi-slide and
Carino/Carendo products prior to April 1, 2011. The training
provided was sufficient for him to competently train staff on the
use of the above mentioned equipment. We have also worked
together several times in demonstrating the products to potential
and existing users, as well as reviewing in-servicing videos and
training checklists.

John Baldwin
ArjoHuntleigh Senior Account Executive
Kentucky, Southern Indiana

ArjoHuntleigh, Inc. 2349 W, Lake St. Addison, Il. 60101 800-323-1245
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'Pl%e,l £3
ARJO

Skills Check-off Sheet — Carendo

Employee Name _gywﬂ ’)ﬂ [«
Transfer/Mobility Cokch B X (Performing Check-off)
Unit Name __Date &/26/1t

Safety-related questions that require Employees answered correctlyl

+  What is the maximum weight capacity for the Carendo - 350 ibs.
« The Carendo can be used on ali residents? TRUE

Please answer the following questions with a Yes or NO

» The Carendo is a fixed helght shower chair.

+ The Carando can lift the resident from the bed.

+ The caregiver can perform routine hygiene aclivities such as
showering, toileting, hair washing, foot care, dental care, changing
incontinent pads and removing or putting on clothes while the resident

is in the Carendo.
e The Carendo can assist the resident from a sitting to a standing

position.
The CARENDO Completed
1. Demonstrate the various power functions of the Handset control. (e.g. \/
Care Ralser, Reclined, Hifl.9)
2. Demonstrate the procedure for undressing/dressing a Tranfer Mobility
Coach while he/she Is sitting in the Carendo. (e.g. changing \/
incontinence pads) ya
3. Demonstrate how to remove and replace the chargeable battery pack. v
4. [dentify the following parts of the Carendo. Emergency Lower Switch, \/
Emergency Stop, Brakes, Transport Handles, Safety Straps

I have successfully completed the procedures for operating the Carendo. | have
demonstrated the tasks and understand that the Carendo is to be used to comply with the

policy and procedures for the “Safe Resident Handling” program.

SIGNED: C}ﬂuw/ Mans.

DATE: ‘I’/ Zvé]/;

Ado, Inc.

50 North Gary Avenua
Rosafls, (L 50172

Frone; {630) 307-2756

Tofi Freo: {800) 323-1245
Fax (885) 504-ARJO (2758)
WA U000

REMLTAGE el GETL OREF




$0038/0041

06/23/72011 17:06 FAX i h
E)L\f\\bﬂ’#il
Da%g 2462

ARJO

Skills Check-off Sheet - Maxi Move

Employee Name | it Hlome .
Key Coach Syt (Performing Check-off)

Unit Name Date & [26/ It

Safety-related questions that require Employees answer correctlyl /
» Do you use the Maxi Move for Limited, Extensive or Total Assist patients?
e What is the maximum weight capacity for the Maxi Move - 440 ibs. or 500 ibs.?

Please answer the following questions with a Yes or NO

¢ The patient must be able to understand directions to use the Maxi Move?

» Using a sling that is a different color than the sling the patient was
assessed for is okay to do?

» Congidering the risk of cross-contamination to yourself and your
patients, should you inspect the sling before and after each use?

» Areclined position while in the Max/ Move will reduce pressure
on the patient's legs?

» A patient on the floor should be assessed for Injury (spinal, head or hip)
prior to using a lift to pick them up?

Please answer the following questions with a True or False
« His important to always check that the.sling attachment clips are
fully in position before and during the lift cycle?

Maxi Move Lift Completed

1. Demonstrate how to lock and unlock the wheels & replace the batteries v

2. Paint out the following parts of the Maxi Move: Emergency Lower Switch, /
Battery Light Indicator, Mast Control Buttons & Hand Control

3. Show how to remove and replace the plastic “stays” of the sling (for head \/
suppaort)

4. Apply a sling to the Key Coach in a sitting position, verify the clips are
positioned correctly at the shoulders and legs, position hanger bar, hook /
sling to the Maxi Move, transfer Key Coach to a bed and remove the sling

5. Apply a sling to the Key Coach in a laying position, verify clips are
positioned correctly, hook it o the Maxi Move, transfer to a chair and /
remove the sling yd

6. Lift the Key Coach off the floor

v

I have successfully completed thae procadures for operating the Maxi Move. | have demonstrated the
tasks and understand that the Max/ Move is to be used o comply with the policy and procedures for

the “Safe Patisnt Handling” program.

SIGNED: Qﬂxw, 1073
DATE: 1”7«5!!!

Ado, ine.

50 North Gary Avenua
Rosofle, I 60172

Phone; (630) 307-2756

Tok Free: (800) 323-1245
Fax: (888) 584-ARJO (2758)
Vrerw Brjo. oo
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Return Demonstration Check-off — Sara Plus

Employee Name i .
Key Coach ovits (Performing Check-off)

Unit Name _Date “I[ZJ- [t

ALL the questions below are safety-related and must be answered correctly!

Do you use the Sara Plus for Limited. Total Assist paﬁ 1
What is the maximum weight capacity for the Sara Plus - 350 Ibs. of420)
Ibs.?

Can | use the Sara Plus on a patient that is unconscious?

Is the Sara Plus appropriate for a sfroke patient under most situations?
Should | have the wheels locked on the bed when using the Sara Plus?
Should the castors (wheels) be locked prior to lifting the patient?

Is the Sara Plus designed to lift a patient off the floor?

* 2 & 0o o @

and watching their posture the best place to be?

s The Sara Plus can be used for a SINGLE amputee so long as the one leg

b (e U

.

Yes @

Yes No ASSEwesb—

No

X

When lifting the patient, is standing next to them to lend a comforting hand

@Felse

has appropriate strength.

» The knee support can be moved up or down o increase comfort. aise

Sara Plus Lift Completed

1. Explain who the appropriate Individual is for the Sara Plus. \ 7

2. Demonstrate explaining the lift to the patient. '

3. Demonstrate how to lock and unlock the wheels & replace the batteries. v

4. Point out the following parts of the Sara Plus: Emergency Lower Switch, \(
Battery Light Indicator, Mast Control Buttons, and Hand Control. P

5. _Show how to attach and detach the sling from the rope (cord). N

I6. Show tips for helping to insure that the sling does ride up the back of the f
patient.

7. Apply the sling to the Coach while in a chair, position the Sara Plus for \(
hookup, aftach the sling, raise & transfer the Coach to bed, remove sling. 'y

8. Show how to reposition the knee support and the most common position for J
it.

| have successfully completed the procedures for aperating the Sara Plus. [ have demonstrated the tasks and
understand that the Sara Plus is to be used to comply with tho pollcy and procedures for the “Safe Patlent

Handliing” program.

SIGNED: ‘ Mg
DATE: l}lla(gll Mo

Adje, Inc.

50 North Gary Aventa
Raoselie, IL. 60172

Phona: {630) 307-27658

Toll Fres: (B00) 323-1245
Fanc (880) S84-ARJO [2756)
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Exnibort 41z
-Job Title: Executive Director of Bowling Green
Division: Programs for Older Adults
Facility Name: Bowling Green
Location: Bowling Green, Kentucky

JOB DESCRIPTION ACKNOWLEDGEMENT

I have received a copy of my job description and state that | have read or have
been provided accommodations to comprehend and fully understand the
fequirements of this description and agree to abide by its requirements and will /
perform all duties and responsibilities to the best of my ability.

I understand this description is intended to be a general statement concerning this
position and is not fo be considered a detailed assignment. It may be modified by
my employer as need of my employer arises.

I certify that at this time | know of no limitations which would prevent me from
performing these functions with or without accommodation. | further understand
that it is my responsibility to inform my supervisor at any time that | am unable fo
perform these activities.

| further certify that this job description was orally reviewed with me and { have been

given the oppartunity to ask questions of my employer concerning these matters
and that this job description will be a basis for evaluating my performance.

| accept the position of Executive Director of Bowling Green.

e oo

Signature of Employee

(A~ ~a L

Baratmse S o DD oy, mﬁw\b&‘%‘:
=iy PR

Job Description — BG - Executive Director, Bowling Green, 4
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