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The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
care,

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview, record review,
and review of the facility's pollcy/procedure, it was
determined the facillty falled {o ensure care was
provided in accordance with the resident's plan of
care for ona (1) resident, in the selected sample
of ten (10) residents (Resident #1). Resident #1
was transferred from his/her bed to a geri-chair
by Certified Nurse Alde (CNA) #1, and sustained
a skin tear to the left arm. Review of the care
plan revealed the resldent was to be transferred
by two (2} staff members, utilizing a Max-lift for
transfers, :

The findings Include:

Review of the facllity’s policy “Resident Rights",
undated, revealed each person shall be treated
with consideration, resped, and full recagnition of
his/her dignity and individuality, including privacy
In treatment and in care for histher personal
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correclion, In addition, preparation of this
plan of carrection does not constitute an
admisslon or agreemeant of any kind by the
facility of the truth of any facts alfeged or
sea the correctness of any allegation by
the survey agency. Accordingly, the factllty
has prepared and submitted this plan of
correction prior to the resolution of any
appeal which may be filed solely because
of the requirements under state and
federal law that mandate submlsslon of a
plan of correction within ten (10) days of
the survey as a condlilon to particlpate In
Title 18, and Title 18 programs. The
submission of the plan of correction within
this fime frame should In no way be
consltrued or considered as an agreement
with the allegatlons of noncompliance or
admisslons hy the facillty, This plan of
correction constitutes a written allegation
of submisslon of substantial compllance
with Federal Medicare Requirements.
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needs. Residents have the right to be suitably
dressed at all times and given assistance when
needed to maintain body hygiene and goed
grooming.

Record review revealad the facility admitted
Resident #1 on 11/20/13 with diagnoses to
include Peripheral Vascular Disease (PVD),
Atrophy, Muscular Disuse, Lack of Coordination,
Squamous Celt Carcinoma (lip/skin/partial facs),
Hemiplegia Nondominant Side Left Extremlty,
Adult Failure to Thrive, A-Fib, Heart Failure, and
Contracture Joint Multiple Sites. Review of the
Quarterly Minimum Data Set (MDS), dated
07/02/14, revealed Resident #1 was assessed to
be moderately cognitively impaired with a Brief
Interview Mental Status (BIMS) score of ten (10),
and required exiensive assistance of two (2) staff
members with transfers.

Review of the CNA Care plan revealed Resident
#1 was care planned to be transferred with a
Maxi-lift using two (2) staff assistance and to be
wrapped in a blanket during the transfer.

Review of the care plan, titled "Resident's ability
to perform Independent Activities of Daily Living
(ADLs) has deteriorated related to recent iliness,
and bilateral above the knee amputation (AKA)",
dated 12/18/13, revealed, "Provide assistance
with transfers and locomotion as needed. Do not
rush the resident. Allow extra time to complete
histher ADLs. Encourage the resident to
particlpate In activities to the fullest extent".
Review of the care plan, titted "lmpaired bed
mobility related to bilateral abave the knee
amputations", dated 12/18/13, revealed "to utilize
the Maxi-lift with assistance of two (2) staff for
transfers”,

1. Resldent #1 is transferred per Maxi-lift with
2 person assist.

2. Resldents fransferred per Hoyer have
potential to be affected.

3. Nursing staff educated on following the
care plan and cena care card. This training
included purpose of care plans, cena care
cards and expectation of keeping care
cards with them at all times.

All facility staff were re-educated on the
Abuse and Neglect policy. In addition, the
nursing staff and CNA's were re-educated
on the lifting special considerations for
Resident #1, including arm sleeves to
cover the arms, the resldent Is to wrapped
in a blanket when lifting, and special
attentlon must be pald to the resident's arm|
braces when lifting.

Training was conducted by the RN Nursing
Department Educator on 8/18/2014 and
8/19/2014.

4. Continued compliance will be maintained
by the DON and RN Unit Managers
reviewing care plans and cena care cards
Monday through Friday and AM Clinical
Meeting.. Concerns will be reviewed by
IDT Team at monthly QAPI Meeting for
suggestions and recommendations.

IDT Team consists of: DON, 2 RN Unit
Managers, RN MDS, Soclal Services,
Therapy Director, Activities Manager,

the MD Medical Directar, the

Consultant Pharmacist and the RN Educatg
The QA Committee includes all the IDT
members plus the Administrator, Business
Office Manager, Housekeeping Manager,
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Further record review revealed Resident #1 had 91812014

cancerous areas to histher ears, right upper
shoulder, upper lip, a skin tear to the right delteld,
and a skin tear to the left upper arm, Review of
the resident's care plan, dated 07/27/14, revealed
to wrap Resident #1 with a blanket before
transferring himiner, utitizing the Maxi-lift.

Interview with Resident #1, on 08/05/14 at 4:10
P, revealed CNA #1 lifted him/her from the bed
to the chair using her arms, and did not use the
Maxi-lift or wrap him/her with a blanket to transfer
him/er from the bed fo a geri-chair,

Observation, on 08/11/14 at 4:45 PM, revealed an
open area, measuring 8.0 centimeter {cm) X 3.0
cm on Resident #1's left upper arm, as well as an
oblong purplish, blue area to the resident’s left
upper underarm, measuring 7.0 cm X 3.2 cm.

Interview with CNA #£1, on 08/07/14 at 2:21 PM,
revealed she usually fransferred the rasident
using the Maxi-fift; however, another aide had
taken the sling for the Maxi-lift to the laundry
because [t was dirly.

Interview with Registered Nurse (RN} #1, on
0812114 at 7:11 AM, revealed the resident's skin
tear occurred, according to the resident, when
CNA #1 lifted him/ner without using the Max-lift,
Further interview revealed the resident was to be
fransferred using the Maxi-lift and a blanket,

[nterview with CNA #14, on 08/11/14 at 5:55 PM,
revealed she has assisted with Resident #1's
transfers using the Maxi-lift; however, at imas,
forgot to use a blanket during the transfer.
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Interview with the Director of Nursing (DON}, on
08/07/14 at 5:14 PM, and on 08/11/14 at 6:10 PM,
revealed Resident #1 received a skin tear, on
07/27/14, during an inappropriate {ransfer by
CNA #1, from the bed to a chair. The DON
revealed two (2) staff were to use the Maxi-lift to
transfer Resident #1, and to use a blanket to
protact hisher arms, in accordance with the
resident's cars plan.

Interview with the Administrator, on 08/12/14 at
4:10 PM, revealed Resident #1 informed him
about receiving a skin tear during a recent
fransfer from the bed to a chair by CNA #1. No
further information was provided.

F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309
gs=p | HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by

Based on observation, interview, record review,
and review of the facility's policy/procedure, it was
determined the facllity failed to provide necessary
care and services to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being, in accordance with the comprehensive
assessment and plan of care, for one {1) i
resident, in the selected sample of ten {10} :
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residents (Resident #1). Resident#1 sustained
an injury to histher left upper arm during a
fransfar from his/her bed to a ged-chalr by
Certified Nurse Alde {CNA) #1, The resident was
to be transferred by two {2) staff members,
utilizing a Maxi-lift for transfers.

The findings Include:

Review of the facliity's policy "Resident Rights",
undated, revealed each parson shall be treated
with consideration, respect, and full recognition of
hisfher dignity and individuailty, including privacy
in treatment and in care for histher personal
needs, Residents have the right to be suitably
dressed at all times and glven assistance when
needed to maintain body hygiene and good
grooming.

Record review revealad the facility admitted
Resident #1 on 11/20/13 with diagnoses to
include Atrophy, Muscular Disuse, Squamous
Celt Carclnoma (lip/skin/partial face), Hemiplegia
Nondominant Side Left Extremity, Adult Failure fo
Thrive, and Confracture Joint Muitiple Siles.
Review of the Quarterly Minimum Data Set
{MDS), dated 07/02/14, revealed Resident #1
was assessed to be moderately cognitively
impaired with a Brief Interview Mental Status
{BIMS) score of ten {10}, and required extensive
assistance of two (2) staff members with
transfers.

Review of the resident's care plan, titled
“Resident's abllity to perform indapendent
Activities of Daily Living (ADLs) has deteriorated
related fo recent iliness, and bilateral above the
knee amputation (AKA)", dated 12/18/13,
revealed, "Provide assistance with transfers and

2 person assist.

potential to be affected.

plans.

cards with them af all imes.

Team and QA Commiltee.

1. Resident #1 is transferred par Maxi-Hift with
2. Residents fransferred per Hoyer have

RN DON identified and assessed othar
resldents affectad and added lo thelr care

3. Nursing staff educated on following the
care plan and cena care card. This tralning
included purpose of care plans, cena care
cards and expectation of keeplng care

All facility staff were re-educated on the
Abuse and Neglect policy. In addition, the
nursing staff and CNA's were re-educated
on the lifting speclal considerations for
Resldent #1, including arm sleeves to
cover the arms, the resldent Is fo wrapped
In a bianket when lifilng, and special
altention must be pald to the resident’s arm
braces when lifling. Training was conductag
by the RN Nursing Depariment Educator
on 8/18/2014 and 8/19/2014.

4, Continued compliance will be maintained
by the DON and RN Unit Managers
reviewing care plans and cena care cards
Monday through Friday and AM Clinical
Meeting.. Concerns will be reviewed by
IDT Team at monthly QAP Meeting for
suggestions and recommendations.

The RN DON is responsible for auditing
compliance 3 times a week for 1 month,
2 times a week for 1 month, and 1 time per
week for 1 month. Results all go to the IDT| F-308

9/8/2014

FORM GMS-2567(02-93) Previous Versiens Obsolste

Event ID:CFXG11

Facility ID: 1060079

If conlinuation sheet Pags 5 of 7




PRINTED: 08/26/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, £938-0391
STATEMENT QF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA M2} MULFIFLE CONSTRUGCTION {X3) DATE SURVEY
AND PLAM OF CORRECTION IDENTEFICATION NUMBER: A BUILDING COMPLETED

[
185269 B. YWNG (8/13/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
201 WATSON STREET '

CRITTENDEN GOUNTY HEALTH & REHABILITATION CENTER MARION, KY 42064 |

X410 SUMMARY STATEMENT 6F DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH DEFICIENGY MUST B8 PREGEDED BY FULL PREFIX EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMADON) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 309 | Conlinued From page 5 F 368 :

locomotion as needed. Do not rush the resident.
Allow extra ime to complete his/her ADLs,
Encourage the resident to participate In activities
to the fullest extent”. Review of the care plan, .
fitled “Impaired bed mobility related fo bilateral ;
above the knee amputations”, dated 12/18/13,
revealed “to ulilize the Maxi-lift with assistance of :
two (2) staff for transfers”.

Review of the CNA Care plan revealed Resident
#1 was care planned to be transferred with 2 ;
Maxi-iift using two {2) siaff assistance and to be
wrapped in a blanket during the fransfer. :

Further record review revealed Resident #1 had
cancerous areas to his/her ears, right upper
shoulder, upper lip, a skin tear to the right deltoid,
and a skin tear to the left upper arm. Review of
the resident's care plan, dated 07/2714, revesled
to wrap Resident #1 with a blanket before
transferring him/her, utilizing the Maxi-lift.

interview with Resident #1, on 08/06/14 at 4:10
PM, revealed CNA #1 lifted himvher from the bed
to the chair using her arms, and did not use the
Maxi-lift or wrap him/her with a blanket to transfer
him/her from the bed to a geri-chair.

Observation, on 08/11/14 at 4:45 PM, revealed an
open area, measuring 8.0 centimeter {cm} X 3.0
cm on Resldent #1's left upper amm, as welt as an
obfong purplish, blue area to the resident’s left
upper underarm, measuring 7.0 cm X 3.2 cm.

Interview with CNA#1, on 08/07/14 at 2:21 PM,
revealed she usually transferred the resident
using the Maxi-lift; however, ancther aide had
taken the sling for the Maxi-ift to the lsundry
because it was dirty.
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Interview with Registered Nurse (RNY#1, on
08112114 at 7:11 AM, reveaied the residant's skin
tear occurred, according to the resident, when
CNA#1 lifted him/her without using the Maxi-lift
Further interview revealed the resident was o be
transferred using the Maxi-lift and a blanket.

Interview with CNA#14, on 08/11/14 at 5:55 PM,
revealed she has assisted with Resident #1's
transfers using the Maxi-lift; however, at fimes,
forgot to use a blanket during the transfer.

Interview with the Director of Nursing (DON), on
08/07/14 at 5:14 PM, and on 08/11/14 at 6:10 PM,
revealed Resident #1 received a skin tear, on

07/27/14, during an inappropriate transfer by

CNA#1, from the bed to a chair, The DON

revealed two (2) staff were to use the Maxi-lift to
transfer Resident #1, and to use a blanket to
protact hisfher arms, in accordance with the
resident's care plan.

interview with the Administrator, on 08/12/14 at *
4:10 PM, revealed Resident #1 informed him

about receiving a skin tear during a recent
transfer from the bed to a chair by CNA#1. No
further Information was provided.
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