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cendutted on 11/26/13. The complaintwas
"D level.
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| must be provided by qualified persoris i

| cars.

oy

‘needs) revesiad the faclity had assessed

persons for transfers, Aveview of o facility
investigation daled 11/21/13 revealed Statg
Registered Nursing Assistant (SRNA) #1
transferrad Resident #1 from the bed fo e

fioor. Documentation revealed Resident #1
failed to provids care in accordance with the
| resident's Plan of Care-and terminatsd the

| SRNA's empioyment.st the faciizy.

| The findings inciude:

1 AN abbreviated plandard stivey (KYZ1025) was

substanfiated with deﬁc;ent practice idenitified gt

The services provided or arranged by the facility

Accordants with sach tesident's wiitten plan:of

This REQUIREMENT is notmet as evidenced

| Based on cbservation, interiew, recard review,
fadility policy. review, and a review of the facility's
‘investigation, it was determinad the 'facili.ty failad
{0 ansure-staff provided care.in agoordance with
the-writien plan of care for one of tirae sampled
residents (Résident#1y, A fevisw of gnundated
Kardex {an individualized guide of resident care

Résideni #7 to Tequire the mssistance of twg staff

wheelchair unassisted and the asident siid to the

systaingd no Injuries as a esilt of the indident.
Thefadility’s investigation revealed SRNA #9 had
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| When indicated:

Review of ihe facility's investigation of a fall

Review of the tacility policy titled, "Care Plan
Policy and Prototel” undated, revesied a Kardex
would be used as.a guide for nursing assistants
who provided residént care and-would be revised

Review of the facility poticy fitled, "Resident
Status Kardex,™ undated, revealed the SRNAWas.
required 10 review the Kardex to-ensure
appropriate care was provided to the resident -or-
1 anytime the SRNA had questions regarding the
resident'sicare, In addifion, thé policy revealed
-licensed nursas would also give'a verbal report of
“eash resident's care needs io-the State
Registerad Nursing Assistants. {SRNAs) at the
baginaing of their shift, '

Review of the medical record revesied the facity
admitted Resident #1 on 1170807, with diaghoses
that included Trauatic Brain Injdry:Secandary to.
& Motor Vehicle Accident, Seizures, and
f_Degeneraﬁve. Dise Dissase.

Review of an annual Minimutn Data Set (MDS}
assessment for Resident #1:dated 10/07/13,
revealed the resident had been assesssd by the
faciiity to require the extensive assistanice of two:
perséns to transfer the resfdent The MDS also
ravealed the faclity hiad assessed The resident to
be severely cognitively impaired with & Brief
Intefview forMental Status (BIMS) score of 7-

Review of the undated Kardex for Resident#1
revealed the facllity assessed the residentiobe g
“Righ Tail £isk” and notad two persons were
required to fransfer {he resident.
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sustained by Resident 1 on 1121713, at 6:45
AM, Tevéaled SRNA #1 attempted to transfer
Residen: #1 unassisted and the resident siid from
the bed to the floor. Documentation tevealsdthe
resiffent stsizined no ifjury as'a tesult of the
inpident: )

Aninterview with Resident#1 was not attempted

| dile o the resident’s bmited cognition,

Observaiion of Resident #1 o 11/26/13, &% 10:15
AM, revealed the resident was inbed and SRNA
#2 and SRNA #3-transferred the resident from the
bed {o &.chalr,

1 Intervisw conducted with SRNA #1 on 11/26/13;
ab 11:27 AM, revealed she had ot provided direct
care to Resident#1 prior to 11421/ 3-and had not
1 raviewsd the resident's Kardex atthe beginping
ofthershiton 11/21/13. According to SRNA#Y,
the nursé had given her averbal repori at the
‘Hegitining of the ghifion 41/24/13 and had
instriscted her Resident #1 requined the
assistance of two persons for tfangfers. The:
SRNA stated §he thought the other SRNAs wers
busy-and felt she colld ransfer the-resident:
safely by herself.

Interview conducted with Registered Nurse'’ {RN}
#10n0 11726118, at 11:45 AM, revealed she had
givan SRNA#¥ a report on 1121113 dnid had
informed the SRNAthat two steff persding wers:
required td tansfer Residant#f. In addition, the
RN stated atthe begmmng of gach shift SRNAs
were required fo review the Kardex of each
resident they were assigned foin-order 1o
detarmine each resident's care needs.

- Interview conducted with the Directer of NUrsing.
(DON) ah 11/26/13, 2t4:00 PM, revedled a
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Barbourville Nursing Home
Plan of Correetion
Abbreviated Survey
November 26", 2013

E 282 (k) (3) (ii) Comprehensive Care Plans

1.

5.

Resident #1 is being trausferred. with assistance of two staff members as
assessed in accordance with the written plan of eare.

. All residents were reviewed and re-assessed to determine the proper amount

of assistance reguired for transfers. The written plan of care & kardex of
each resident has been reviewed to ensure accuracy. No other irregunlarities
were found.

An in-service was condueted. by the Administrator and Dirécter of Nursing
ont November 27-30", 2013 with all nursing staff, including nurse aides and
nirses, on following the plan of care/Kardex when. providing -care and
notifyng the nurse or Clinical Coordinator if care needs have changed. The
staff was also educated regarding transfer techmigues, including the
importance of utilizing the appropriate number of staff or devices required
for transferring. '

COIL convmittes designee will select 6 charts at random to review eare plan

and kardex to ensure the appropriated amount of assistanée for transfers has
been assessed appropriately. Observations. will be conducted en the selected
residénts to. ¢énsure the appropriate number of siaff is providing assistance.
These andits/ohservations will be conducted on a weekly basis for one month,

‘then monthly for the next quarter, Any identified concern will be ¢orrected
immediately and reported to the €CQI Commitiee for further folow up and

review.

Completion Date:  December 67,2013
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licensed nurse was required 1o give the SRNAs &
verbal report at tha beginning of gach shift and, in.
addition, He SRNAS were faytired to révisw the

+ resident Kardex:at the beginning of every shift.

The DON stzted shemade rounds throughout the
facilty every 'd-ay 1o monitor resident careio
ensure staff provided care in accordance with:

| each resident’s plan of care. Accerding tothe
{ DON, she had not identified any concerns felated

1o resident care priof to Resident #1's fafl on
11421413, The DON gtated as the resilt of the

1 tnvesfigation it had been determined the RN had
+ given a verbal report to SRNA #1 at the beginning
1 of the shift on TW27713; however, the DON stated

SRMNA#1 falled to review the resident's Kardex
and failed to obtain assisiance o ransfer
Resident#1 on 1121/13. The DON stated SRNA
#71's employitent af the facllity was tefminated on.
1122113 a5 o result of the incldent,

485:25{h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must efsure that the residerit
‘envirenment remaing as freg of aceident hazards
‘as is possible; and each rasident receives
adeviate supsrvision and assistance devices o
‘prevent seiderite.

“This REQUIREMENT iz notmet as svidencad
by:

‘Based on cheervation, interviéw, record review,
facliity policy review, and facility investigation, it
was determined he faciity failed o ensure
adequate supenvision and assistance was proved
for one of thrae residenis {Resident#1) to

F 282
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prevent accidenis, Review of ai afnual Minimurn
Diata Set (MDS) assessment for Resident #1
dated 10/07/13, and a review of an undated

| Kardex {a guide for the provision of resident.care
based onthe resident asssssment] revedled
faciiity staff had assessed Resident #1 1o be
dependentwith fransfers and noted the resident
required extensive assistance of two persoms for
1 transfars, However, areviedw of dosirnentation’

| fevasaled State Registered Murse Assistanit
{SRINAY #1 attempted to assist Resident #1 from
| bed o a2 whasldhairon 11/21/13, withouf

; edditionial assistanca, and Rasident #1 slid to the
1 floor.

The findings include;

Interview with the-Admmnistrator on 1172613, ot
12:08 PM; revenled the facility did not have a
poliey related to providing assistancefSupenvision
| to prevent accidenis.

Review of the uhdatéd facility policy entitied "Care
‘Plap Policy and*Protoge!” on 1172613, at 3;15
PM, revealed staff would ufilize the'information

documented in sach individualized Kardex asa
qullde &0 providé resident care.

' Continued review of facifily policies on 11/26/13;
at'3;25 PM, revealed the facility had establishad a
policy-entitled "Resident Status Kardex, " undated,
that indicated a licensed nurse would give a
verbal teport of each resident’s care needs to the
State Registerad Nursing Assistants (SRNAs} at
the-beginning of the shilt, naddition, the policy
also revealed SRNAs were fequrred to review the
Kardsx (an individualized guide of resident care
needs) prior to the beginning of the shift o énsiife.
appropriate cars was provided fo the residents
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: assigniad-fo the SRNA.

Doctimentation in the medical récord ravealed the
facility admitted Resident #1 on 11/08/07. Al the:
time of the visit on 11/26/13, Resident #{'s.
diagnoses included Traumatio Brain ljury
Saecendary o & Motor Vehicle Accident, Selzures,
and Degenerative: Disc Disease:

Ravizgw of dn anmsal Minimom Data St (MDS)
assessment, dafed 10/07113, revedied fadility

| staff had assessed Resident #1 ang noted two:

staff persans were required io provide-exiensive

.| essistance to fransfer the resident. Continued

review of the MDS revéaled, based oh the
Tacility's assessment, Regident #1 had a Brief

| Interview for Mantal Status (BIMS) score of 7
1 which indicated the resident had séverely
impaired cognition.

| Documentation feviswed on 11/26/13, & 2:30 PM
§ from 'an undated Kardex also revested the facillty

had assessed Resident #1 to be af a "high" risk

“for falls and noted two persons were required fo

transferthe resident.

Based on'a review of the facity's investigation of
a fali sustained by Resident #1 on 11/21/13, 8t
£:45 AV, SRNA#1 had attempied to transfer
Resident #1 yriassisted and the resident slid from
hisfher bed to the floer. Documentation revealed
the residentsustainad fo injufy"as a result of the

Ancident..

Due to Resideni #1's limited cogriifion, an

interview with the fesldent was riot attefnpted;
Qbservation of Resident #1 on 117268/13, 20 1015
AN, reveated the resident was assisted from the.
bedid a chair by SRNA #2 and SRNA#3.
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Interview cenducted with SRNA £1 on 1172613,

at 14:27 AM, revedied she hiad not provided care

‘to. Resident #1 prior 1o 11/21/13 and had not

reviewed ths residant's Kardas at thebeginning

of the shift on 112143, Alfhough . SRNA #1

stated the nurse had giveh fer a verbal ropart &t
the beginning of her'shift and toid her the resident

needed wo peaple to assist with transfer, the:
SRNA stated she falled to obtain assistaricewhan
she fransferred Resident #1 on 112113, The

SRNAstated she'thought the other SRNAs were:
busy and felt she could transfer the resident

safely by harsglf,

Registered Nurse (RN) #1 stated in an intervisw
conducied on T1/26/3, at 11:45 AM, that she-had”
given SRNA R a verbal report of Resident #1'¢
care néeds, inchiding the nomber of stafl fequired
10 apsist the resident with transfers, prior to the
beginning ofthe shiff on 11/21/13. The RN alsa
stated the resident’s Kardex cotitained
information related to hisfher individual care.
neets.and that the SRNAs wars required to:
review the Kardex at the beginning of their shift o
determing the resident's care needs:

interview conducted with the Ditector of Nursing

{DON) on 11/26713, at 4100 PM, revealed staff
had informed her on 1124713 of the fall sustained
by Resident #1 on 11/21/13 a1 645 AN, The
DON stated all SRNAs were required fo.review
the Kardex =t the beginning of every shifi fo
deterrnine the care needs of each fesideptand
{hie agsistance they required o ensure the
residert's safety. in addiion, the:DON stated
licsnsed nursee wera also rediired 1o give the:
SRNAs averbal feport at the beginning of each

-ghift of the resident’s care needs andany
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assistance the residents required. The DON
siated she conducted observations.of resident
care throughout the day inan effort to ensure’
each resident's care nesds were mét and that
staff provided assistance and/or supervision of
the residents based on their assessed needsiplan
of care. According to fhe DON, she had not
identified any:conterns related to staff's failure fo.

- provide assistance or care in accordarics with the
plan of care prior to the incident with Resident:
‘#i'sfall. The DON also siéted SRNA#1S

employment at-dhe facility was femminated on.
11022013 due to the SRNA's failure to review and
follow the Kardex for Resident #1 on 1172113,

F 323
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Barbourville'Health & Rehabititation Center

Plan-of Correction

Abbreviated Survey

November 26" 2013
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Resident'#1 is being transferred with assistance of two staff members as assessed per the
written plan of care.

2. Allresidents were reviswed and assessed to determine the proper amount of assistance

required for transfers. Obsérvations were made of residents being transferred that reguire
twa of more staff members.to assist. No other irregularities were found..

An in-service was conducted by the Administrator and Director of Rursing on November
277-30", 2013 with all nursing staff, including nurse aides and nurses; regarding transfer
techniques, including the impertance of wtilizing the appropriate number of staff or devices
required for transferring, The staff was also educated on following the plan of carefkardex
when providing care and notifying the nurse or Clinical Coordinator if care needs have.
changed.

CQi Committes designees will conduct 6 randem obsefvations perweek of residents 1o
ensure the appropriate number of staff is providing assistance. The observations will also

include a review of the kardex to ensire the appropriste amount of assistance was used

diring the transfer. The sudits/obiservations will bé conducted on a wedlly basis for one

‘month, then monthly for one quarter. Any identified concern will be corrected immediately
‘and reported to the CQl committee for further foliow-up and review:

5. Date of Completion: December 67, 2013




