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I An offsite revisit was conducted and based on
the acceptable Plan of Correction {(POC) the
facility was deemed to be in compliance as

: alleged on 03/21/14,
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
ather safeguards provide sufficient protection to the patients. (See instructions.} Except for nursing hemes, the findings stated above are disclosabie 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disciosable 14
days feliowing the date these documents are made available to the facility. If deficiencies are cited, an approved pian of correction is requisite to continued

program participation.
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| An Abbreviatag Survey investigating Ky
(#00021418 was initiated on 03112114 and
| concluded on 0313714, kv #00021:#18 was
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' "The services provided or arranged by the facility ;'
' must be provided by qualified persons in

i
' accordance with each resident's written pian of | . '
i care.

I
' This REQUIREMENT g not met as evidenced
oy ; ! |
i Based on Interview, recard review and review of ; : o i
| faciity's poficies, it Was determined the faiciilty ) e S
i failled to provide care by qualified persons in i
, accardance with the resident's written pian of !
“care for one (1) of five (5) sampled residents :
' {Resident #1). Resident #1 was transferred ?
I without the use of & mechanical lift and two @ E
| PErson assist, as directed by the Cara Plan. ‘

! ; f
. The findings inciuge: r .

! Rewiaw of the faciiity's paiicy fitled "Care Plans .
Comprehensim, " undated, revealed it was the

i poiicy of the faciity o develop 2 comprehensive

Care pian for sach resident that inclydeg - i
Mmaasurable objectives and fimetables to Meet the | i

resident’s medical, mUrsing, and psychological j ; ?
| néeds, ‘

I ‘j
: Review of the policy it "Using the Care Plans”

i
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F 282 Continued From page 1
! indated, revealed dally care was 1o be consistant
' with the resident's care plan,

i Review of the medical recard revegled Resident
| #1 was admitted by the faciiity on 09/13/12 with
: diagnoses which included Osteoarthritis,

' Rheumatoid Arthritis, Jeint pain, Obesity,

1 Insomnia and Deprasgion,

!' Review of the current comprebensive Care Plan, f

. revised January 2074, ravealed Resident #1

i Could be transferred by the use of 4 Hoyer lift with '

, the assistance of two (2} staff (A Hoyeriittis a

; mechanical itt maching designed to execute g full !

; body lift for the resident wha s unsare or unable
10 transfer otherwige,)

Review of the Nurse Aide Care Plan for fhe
| month of February 2014 revealed Resident #1

| Was non-ambulatory ard required two (2) person :

" assist for transfors, Continued review revesaled
"staff could use a Hoyer lift with two (2) person

fassist
‘E

! Review of the Nurse's Note, dated 02/22/14 at
$ 5.00 AM, revealed Resident #1 had "large knot to
lett inmer thigh with slight discoloration”.

F Continued review revealed the resident had been

cambative and resistive fo transfer during a
s shower on 02/21/14. Review of the subsequent
Nurse's Note, dated 02/22/14 at B:20 AM,

 revealed Resident #1 was sent to the hospital per

“ambulance,
i

' Review of the hegpital Discharge Summary
 reveaied Resident #1 wag dischiarged on

| 03/06/14 afer Open Reduction and nterna

' Fixation (QRIF) of & Left Fernur Fracture and an
' Intermeduliary Nailing (IMN) of & Right

H
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- Tibia/Fibuta Fracture, (ORIF and IMN are surgical |
, Procedures perforrmed Under general anesthesia |
" to lreat fraciured bones.}
|
' Review of the facility's investigation Report of the
lincident revealad "the fracture was ciinicaliy ;
L unavoidable and oceurred during normal care”
{ | R :
, | Interview with Certified Nurse Assistant {ONA) %3, ;
N U3/12/14 at 5:00 PM, revesled Resident#1 !
 Was ransferred to the shower chair on 02/21/14 !
L without the use of mechanical ift. CNA#3 i
| stated she and three (3) other aides lifiad the ‘ X
| resident from the wheelchair to the shower chair, | f
i Continued inferviay revealed the aides gig not
 follow the care pian when they did not perform g “ i
, WO (2} parson asgist Sha further stated the ‘
resident had done well in the past without the use !
“of & i, however, when it was determined more . ‘
' assistance was necessary for the transfer in j ,
- Question, they should have Usad the Hoyer lift as i

indicated on the care plan, ;

i

' Interview with ChA #1, on 03/13/14 at 12:10 Py, |
‘revealsd she and three {3) other sides, inchuding 3
' CNA#3 fifted Resident #1 from the wheelchair
Land into the shower chair. She stated she had
- transfarred the resident in the past, with and

, Without a li# byt always with bwo {2} person
asgist, Continued interview reveglad since the
| resident had transferred from the bed o the

' wheeichair without difficulty, the aides thought

| Nefshe could do jt again, fram the wheslchair to
 the shower chair  She further stated the care 1
‘ plan was not followed when the resident was i ,
'transferred by a four {4) person it instead of :

- using the mechanical Moyer fift i
I :

F a8z f Continued From page 2 | Fag2 ﬁ z i M@ﬁo( 5%:’57 // }Z”

| Interview with Diractor of Nursing (DON), an
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F 282 Cantinved From page 3
| 03/13/14 at 3.45 PM, revealed stalf received
ftraming related 1o following the care plan;

; however, the care plan was not fallowed when
' Resident #1 was transferred withaut Hoyer fift.

1
i
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Plan of Correction/Allegation of Compliance for I 282 Services hy Qualified Persons/Per Care Plan

Sampled R1

The following Dept. Managers serve as QF Members and Managers on Duty during weekends and
holidays: Activity Director. Dietary Manager, Social Services Director.
I\'Iaim'cnancc,«'hmzsckecping Birector, Medical Records Director, Human Resources Director,

Business Office Director, and Nurse Managers/MDS coordinators. The Medical Director,
Adnunistrator also serve as QI Members.

Director of Nursing, Chief Executive Director, and the

#1- R1 returned to facility from hospital on 3/7/14 and continues to reside at the facility, She was evaluated
8714 and receives treatment ongoing to maintain safest and highest level

by Physical Therapy Services on 3/
of care. R1 has had comprehensive care plan reviewedrupdated on 2/28/14 and ongoing as needed by inter-

disciplinary treatment team to assure revisions. risk factors, interventions and no additional changes made
regarding overall plan of care, UNA #3 as well as the other three CNA's involved in R1 transfer were in-
serviced re-in-serviced regarding transfers. Hoyer lifts, and care plan/care plan implementation on 2/22/14
by Director of Nursing and again on 2:25/14 by the Administrator.

#21- All residents have potential 1o be affected by said practice. No other residents were affected from
said practice based on 39 Care plans reviewed by interdisciplinary team on 2/28/14 1o ensure resident
care plans were adequate to meet the needs of the residents and that daily care is consistent with the
written plan of care for each resident, especially residents who are high risk for rransfers. Shall be
repeated for assurance afier survey exit to assure further compliance ongoing and/or when due on
calendar for completion/as needed with change in plan of care. (please note that facility uses/refers to
addendums that are to be considered as continuance of the “formal™ care plan to assist with easy
aceess/avoiding contlicting information and does act as plan of care in different locations based on
which staff need access 10 information).

#3/4- Interdisciplinary/Care Plan team in-serviced/rein-serviced by AdministratorDirector of Nursing on
3713714 after survey exit (o ensure assessment completion/accuracy/implementation of care plan
iformation including updating/revising care plans as needed for residents, especially transfer needs of
residents,

Resident care plans audited/reviewed at least two times weekly for 60 days by DON and Nurse Managers,
ntation, and completion‘accuracy to ensure they

including interventions/transters, care pian impleme
3714/ 14 and shall be repeated to assure further

adequately meet the needs of the resident beginning
compliance.

Administrator in-serviced-re-in-serviced Department Managers/ (1 Members/Managers on Duty regarding
care planning/revision/implementation of care plans and monitoring care plan implementation to ensure
that care plans are revised and implemented correctly to meet the needs of the residents especially residents
who are at high risk for transfers on 2/26/14 (after incident happened) as well as surveyv exit on 3/13/14.

Individual in-services/re-in-services completed at least two times a week beginning on 3/14/14
and ongoing for 60 days. They were conducted by Dept. Managers/()] Members/Managers on
Duty to nursing staff (KMA’s, CNA’s, and Nurses) to ensure competency in care plan
implementation, especially with residents who are hi gh risk for transfers. Staff were questioned
regarding specific needs of residents and knowledge of care plan for those needs and in-
serviced/re-in-serviced on the resident’s care plan if needed. Staff were also observed during
routine daily care of residents to ensure care plans were implemented correctly, especially as
related to transters of residents. Administrator/DON/designee to monitor individual in-service
forms to identify any additional in-services/re-in-services needed.

R e e e



Direcror of Nursing in-serviced’re-in-serviced: Nurses/KMAs/CNAs multiple times both Prior to survey
exit on 2722714 and 2774714 and agam on Y13/14 regarding care planning/revision‘implementation 1o
ensure that care plans are implemented correctly including residents who are at high risk for transters and
assuning policies and plan of care are followed.

QA meeting was held with Medical Director by conference call and QA members on 3/13/14 which
mcluded noted deticiency, reviewing policies, monitoring svstems/tools, and survey results. This was done
both prior to and after survey exit ((QA held prior to Survey entrance, as a resuit of ingident, included Care
Plan processes/audits, etc and shall have another formal QA meeting within next 30 after exit to discuss
results of interventions/corrections, and Issues/concerns as noted above). QA that will be repeated shall
review concerns, compliance audits, eto. Director of Nursing and Nurse Managers responsible for
additional oversight 1o review care plans/implementation of care plans on at least weekly basis times 60
days and document on audit report formichecklist and note concerns for Admunistrator/designee.

QI members also responsible for additional oversight to perform nspections/monitoring of care plan
implementation. especially transfer needs of the residents to ensure care plans are implemented correctly
and to ensure that staff are foilowing policy/procedures to prevent incidents from ocewrring when doing
rounds at lease two times weekly. MOD to monitor on weekends/holidays beginning 3/14/14 for 60 davs
by reviewing care plan implementation when completing rounds and monitoring for above, Monitoring
shall be documenied on audit report formychecklist and note concerns for Administrator/Director of
Nursing to address times 60 days for quality assurance. QA members shall wrm in Q1 rounds audit forms
for Admm/CED review at least 2 times weekly times 60 days o assure compliance/corrections are done,
Audits and concerns with OF rounds shall be discussed at next scheduled QA meeting to review outcomes
and listed above and address any ongoing issues in addition to the weekly Ql audits, QA meeting scheduled
for 4/2/14 to discuss results of interventions/corrections, and Issues/concerns as noted above,

Date of Compliance: 3/21/14

Responsible; Administrator/designee Director of Nursing/designee
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