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An abbrevisted standard survey (KY17499) was $ ‘
cenducted on 11/21:22/11. The complaint was e Q%chah Qd

substantiated with deficient practice identified at
© "D eveal. ) _ ‘
F 282 | 483 20(k)(3)(i)) SERVICES BY QUALIFIED . F2e2

ss=p | PERSONS/FER CARE PLAN :

The.services provided or arrangedby the facility
must be provided by qualified persons in
accordance with each rasident's written plan of
care, - '

This REQUIREMENT . is not met as evidenced
by . .
Based on intarview, record review, and ¢ review
of policles It was defermined the facility failed to
enstre services were provided in accordance
with each resident's plan of care for one of three
sampled residents. Facllity staff assessed
Resident #1 to require the assistanca of two s=ff
persons for ransfers. However, a facility staff
parson transfermed the resident without
assistance on 10/01/11 and Resident #1

- sustained a skin tear to the right lower leg.

The findings Includa;

A review of the facility policy entitied Resident
Status Kardex, (undzted) revealed it was fhe

1 responsibility of the State Registered Nurse Aide
(SRNA) to review the Kardex fo ensure
aoprokriate care was delivered to the resident or
when the SRNA had questions regarding the
delivery of care. .

The facility admitted IET-year—o'ld Residen’ #1 on
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04/18/11 with diagnoses of Atrial Fibri ilation,
Osteopenia, Congestive Heart Fallure, and
Dementig, .

A review of the comprehensive assessment for
Resident#1 dated 08/12/11 revealed the resldent
required extensive assistance of two staff
persens for all transfers, Additional review
revealed Resident #1 was asséssed to have
fragile skin and was at risk for skin tears.

A review of the care plan deveioped for Resident
#1 dated 08/18/11 revealed the facility identified
that the resident had a potential problem of
alteration of the resident's skin integrity refated to
the requirement for assistance with mobifity. A
review of the care plan interventions revealed the
resident required two staff parsons for transfers,

A review of the nurse's nates revealed on
10/01/11, at 7:00 PM, while being assisted to bed
by staff, Resident #1 hit his/her right lower ieg
against the wheeichair oausing two skin tears,
Documentation revealed the resident's physician _
and responsible party were nofified of the incident
and orders were received from the phisician for
freatment of the résident's leg. A review of the
facility's investigation of the incidant revealed
SRNA #1 failed to follow the plan of care
developed for Resident #1 and transferrad the
resident unassisted on 10/01/71.

An interview conducted with SRNA #1 o
11024111, at 3:25 PM, confirmed the SRNA

| provided care for the resident on 10/0/11 and
{ransferred the rasident from the wheelchair to

the bed unassisted. According to SRNA #9,
Resident #1 bumped his/her leg on the ;

[
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wheelehair which resulied in a skin tear o the |
resident's leg. SRNA #1 stated she immediately :
reported the incident to the nurse. SRNA #1
acknowledged she was aware of the care plan
established for Resident #1 and that two staff
persons were to assist the reslident with transfers.
r SRNA #1 stated she had not been feeling well
and transferred the resident without considering

I the need for assistance,

;
i

An Interview conducted with Licensag Practical
Nurse (LPN) #1 on 11/21/1 1, at 3,30 PM™,
ravealed the LPN was notified by SRNA #1 on
10/071/11 that Resident #1 bumped his/her legon |
the wheelchair during a transfer. The LPN
confirmed she nofified the resident's physician,
responsible party, and completed an incident
report '

An interview conducted with the Unit Manager on
11/21/11 revealed SRNAs were required to i
review each resident's Kardex at the beginning of |
the shift and were 1o refer to tha care plan If they
{ had questions regarding resident care nesds. . .
. F 309 483.25 PROVIDE CARE/SERVICES FOR . F 209

- $8=D | 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 psychosccial well-being, in
accordarnice wih the comprehensive assessment
and plan of care. .

| This REQUIREMENT Is hot met as evidemeed
by: ‘ :

|
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| N=cessary care and-services were provided to

| during a ransfer on 10/01/1 1.

Continued From page 3

Based on interview, record review, and a review
of facility policies, the facility failed to ensure

majntain the highest practicable physical
well-being for one of threes sampled residants

| (Resident #1). Documentation revealed facility

: staff failed to provide care in accordance with the
resident's comprehensive assessment and plan
of care and the resident sustained g skin tear

The findings inciude:

A review of the facilfty palicy enfitled Transferring

the Resident from the chair o the wheejchair or
bed" {undated) reveaied the policy did not T
address the number of staff reguired.to transfer

residents safely. :

Resident #1 had been assessed by the facifity to
have a history of fragile skin and required
extensive assistance of two shaff persons for all .
: transfers. However, documentation revaaled on
1 10/01111, at 7-00 PM, one staff pergon assistad
Resident #1 with a transfer and the resident
sustained Iwo skin tears to the right lower leg.

An interview conducted with State Registeraq
Nurse Aide (SRNA) #1 on 11/21/11, at 3:25 PM,
revealed the SRNA provided care fn Resident #1
on 10/01/11 and transferred the resident froma |
wheelchair 1o the bed without the assistance of
ancther staff person. Acoording to the SRNA,
Resident #1's right lower leg "bumped into the

; Wheelchair and the resident sustained a skin tear,
| SRNA #1 stated she had reviewed the resident's
Kardex and was aware the resident required the
assistance of two staff persons for transfers,

F 300/
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.| the transfer without the assjstance of anather

Continued From page 4

However, according to SRNA #1, she wag "not
feeling'wel and had transferred the resident
unassisted. According to SRNA #1 the resident's
nurse was notified of the incident and the resident
was assessed and treated by the nurse. ‘

An interview conducted with ticensed Practical
Nurse (LPN) #1 on 11/21/11, at 2:30 PM,
confimed SRNA #1 had informed the LPN that -
she transferred Resident #1 from the wheeichsir

to the bed oh 10/01/11 without assistance, and
the resident bumped his/her right leg on the i
wheelchair, Accerding to LPN #1 , SRNA #1

acknowledged to LPN #1 that she had compileted

staff person and was aware the resideni required
the assistance of two staff persons,

Interview conducted with the Director of Nursing
(DON) on 11/21/11, at 6:00 PM, revealed the
facifity provided in-sefvice fraiming o staff when
they were hired, and throughout the year, relsted
to providing care in accordance with the
resident's plan of care/Kardex. In addition, the
DON staited nursing staff monitered resident care
i two io three limes a day to ensure resident care
+ WAS provided in accordance with each resident's
glan of care, '

i
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1.

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

All residents were reviewed and re-assessed to determine the proper anount of
assistance required for transfers. The written plan of care & Kardex of each resident

has been reviewed to ensure accuracy. No other irregularities were found.

- An in-service was conducted by the Administrator and Director of Nursing on

October 3, 2011 and November 22, 2011 with all nursing staff, including nurse aides
and charge nurses, on following the plan of care/Kardex when providing care and

- notifying the charge nurse or Clinical Coordinator if care needs have changed. The

staff were also cducated regarding transfer techniques, including the importance of
utilizing the appropriate number of staff or devices required for transferring.

CQI Committee designee will select 6 charts at random to review care plan and
Kardex to ensure that the appropriate amount of assistance for transfers has been
assessed appropriately. Observations will be conducted on the selected residents to
ensure the appropriate number of staff are providing assistance. These
audits/observations will be conducted on 2 weekly basis for one month, then monthly
for the next quarter. Any identified concern will be corrected immediately and
reported to the CQI Committee for further follow-up and review.

Completion Date: November 22, 2011
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1. Resident #1 is receiving the recessary care and services to attain/ maintain the highest
practicable physical, mental, and psychosacial well being, in accordance with the
comprehensive assessment and plan of care.

2. All residents’ asscssments and plans of care were reviewed to determinc the resident
was receiving specified care and services as assessed. Particular attention was noted
in regard to utilizing the proper amount of assistance required for transfers. .

3. An in-service was conducted by the Administrator and Director of Nursing on
October 3, 2011 and November 22, 2011 with all nursing staff, including nurse aides
and charge nurses, on ensuring that residents are receiving care and services to
maintain residents at the highest practicable level of functioning based on assessment
and comprehensive care plan. Additionally, in-service included specifics on
following the plan of care/Kardex when providing care and notifying the charge nurse
or Clinical Coordinator if care needs have changed. The staff were also educated
regarding transfer techniques, including the importance of utilizing the appropriate
number of staff or devices required for transferring.

4. CQI Committee designee will select § charts at random to review care plan and
Kardex to ensure that the care and services zre being provided to attain/maintain the
residents’ highest practicable level of functioning and well being in accordance with
the plan of care. Particular focus will be observations of appropriate amount of
assistance for transfers to ensure the number of staff to assist has beer assessed
appropriately. Observations will be conducted on the selected residents to ensure the
appropriate number of staff are providing assistance. These audits/observations will
be conducted on a weckly basis for one mouth, then monthly for the next quarter.

- Any identified concern will be corrected immediately and reported to the CQI
Committee for further follow-up and review.

5. Completion Date: November 22,2011
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