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F 000 TNITIAL COMIMENTS! F GOO
- ' 1. Physiclan/Tamily
An gbbreviated standard survey (KY19699) was was notified of
initiated on 02/06/13 and conclixdad oh 02/07413. resident ¢fo pain
The complaint was substanfiated. Defidient immediately on
practice was identified with the highest scope and G1/20/13. Resident
severity at "G" level, with the facility having an #1 had a shoulder
opportunity te comect. x-ray completed
F 282 | 483:20(k)(3)i) SERVICES BY QUALIFIED F282 and Ct'scan was
S8=G | PERSONS/PER CARE PLAN _pe]_‘fbfme'd:o'n
01/23/13 with a non
The services "provided or arrgnged by the facility’ Sis?iased
must be prmﬂc}ed by qual_rfied persons in communited surg
::f:rdance with each resident's written plan of Neck fracture of
’ shoulder. Resident
#1has since-
recelved treatment
. for the left shouider
This REQUIREMENT i niot met as evidenced fracture, is
by: recelving pain
Based on interview, record review, and a review medxca}tmns, had
of the facilify's policy, the Incident report, and had a therapy
manufacturers instructions, it was determined ihe assessment and is
facility faited to ensure services provided by the curremtly being
faciity were provided in accomdance with the fransferred witha
written plan of care for one of three sampled sit to stand [if
rasidents (Resident #1). Facility staff assessed Both Medical
Resident #1 {0 raguire the assistance of 3 Director and family
minimum of two staff persons with the use of s was notified of
“sit to stand it for transfers. However, on Acet-rarse and
04120/13, two staff persons transferred Resident care plan issue.
#1 from .t_he wheaic_hé?;r te the bed"w;thmut the: Lse _Resident #1 accu-
of t%xg ’fsat tqspaad lift? and_ the resident susta;pgd nurse care plan was
a fracture of the left shouider. {Refer to F323) corrected on
: ; . . 61/21/13 by
The findings include: Director of Nursing
Areview of the facifity's poiicy entitied "Care Plan
LABORATORY DIREGTOR'S OR PROVIDERSHUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {6} DATE

28l

Any deficiency statement ending with an\ésteftsk {3 denoies & Geficiency which ihe institulion may be excused from correcting providing s determined fhat
ather safeguards provide sufficient protection to the patierits . {See instruclions)) Except for nursing homes, the findings stated sbove are disclosabis 90 days
following tha dateof survey whether o not & plan of correction Is provided. For nursing homss, the above findings and plans of correction are disciosabie 14
days foltowing the date fhese documents.are made available 1o the facildy. [f deficiencies are cited, an approved plar of somection is reguisite fo continued
program parlicipation, '
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' 7. DON/UM/LED/SS
F 282 | Continued From page T F 282 - completed a 160%
Policy Staternent” {(not dated) revealed care plans audit of all care
were to be developed that included measurable plans in accunuse to
cbjectives and timetables to meet the resident's idemtify if any other
medical, nursing, mental, and psychological careplans that was
needs, ‘_i'he policy further r:e\{ea[eq t_he.care pfan inaccurate. This
was d_eg&gned to;_nc‘grpgate sdgnuﬁgdtprobijsm was completed
areas, incorporate r:skv clors associa ed with the 01/24/13. Any issue
identifisd problems, bufid on the resident's: - - )
- L . ) identified was
strengths, and aid in preventing or reducing immediate]
declines in'the resident's functional status or’ - " d.by
fevels. Interview with Thé Director of Nursing g’”_e‘;g Y _
{DON} on D2/06/13 at 12:15 PM revealed the ON/UM/LED/SS
Lis e i+ s 1 H i -
facility aiso utll;zed'an f?\ccuNurse audie s_.ystam RNS/DON/UMALED/SS
to access each resident’s care plan. A review of comnleted a 100% audit.of
the “AccuNurse’ user manual, dated 2011, _ omp ér& lans '
revealed the system was cominand-based acca-nur? N ) piat ften care
spesch recognition suftware that provided staff com;}ar-? by _t = _V_"‘ﬂ: e‘? ﬁ
with real ime asccess ‘o sach resident's cars.plan plan to identify any wr 1tten N
and interventions by means of a headset. In care plans that did not mate
addition, the user manual revealed staff couid the accu-purse care plan.
update the care plans in the "AccuNurse” system i
by documenting ‘custom noies undsr each This was completed on
sattion: however . according to the directions, 0G1/24/13. Any issue
| staffwas not io type the custom noles in capital identified was immediately
fatters. corrected,
A resii;aw ofthe rﬁ'edicgz r:tetczr?h of Rei;de?t #1 RN/DON/UM/LED/SS
revesled the faciiity admitted the resident on completed 3 100% audit of
(1240108 with diagnases inciuding Diabetes ail accu-nurse care pl t
Melitus, Hemipiegia (left side), Hyperténsion, late identif EFC plans 9 :
: o 1centify any capital letters jn -
effect Cersbral Vascular Disoabe. the Aot : SeeRE A
BUCU-pUrse care plans for
. e . any resident. This ‘
Areview of Resideni #1's written comprehensive CO; };‘izm ghis was ,
care plan that addressed Activities of Dally Living isrsuf - eC on 01728713, Any
(ADL), dated 01/07/13, revealed the resident i oned Was
required Extensive assistance of two persons with mmediately corrected.
the use of a "sit fo stand” fift for Fansfers.
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in addition, & Quarterly Minimur Data Set (MDS)
amsessment, dated 0471313, revealed the faciity
had assessed Resident #1 fo reqguire the

extensive assistance of two persons fortransfers.

Avreview of an Accidentfincident Report, dated
01/20/13 -revesied on 01/20/13 at approximately
©:00 PN, Certified Nurse Aide (CNA) #1 and CNA
#2 transferred Resident #1 from the wheglchalrto
the bed and the resident stated, *They hurt my
arm.” The Accldent/incident Repert further
revedtad the resident's physician was contected
on G1/20/12 at 1015 PM and an order was givent
to monitor the resident's shoulder.  In addifion
the reportrevealed staff was reeducated on the
resident's care plan for transfers,

ATeview of Resident #1's x-ray obtained on
01121713 and the computefized tomography (CT)
obtained on 01/23713 revealed Resident #1 had
sustdined a Facture to the left-shoulder.

Intenview on 02/06/13 at 1217 PM with Resident
#1 reveaied when two aides ‘were helping the
resident transter from the wheelchair 1o the bed,
the resident experienced pain in hisfher left
shoulder, The.interview further revealed that
during the transfer one of the aides held onto the
resident's |gft arm and had her hand between the
resigents left arm-and the resident’s body and the
other aide heid onto the resident's pants.
According to the resideni, when the aides
assisted the resident up from the chair 1o help
himther to the bed, the resident haard & pop and
his/herief shotider began to hurl, Resident #1
stated staff did not use-a "It o transfer the
resident.

FORN CMS-2567{02-59} Pravious Verslons Qbsaolets

FventDr G420t

Facili

station after cotrected on
G1/25/13 and all written
actu-nurse care-plans were
reviewed again By 2 staff

niembers to identify any that

needed corrections. Any
issue identified was
immediately corrected,

3.

ETD/UM/
reeducgtad all
nursing staff
tegarding to how
access formation
from the care-plan
i aco-nurse on
01/23/13. Re-
educated who o
report-at any
discrepancy to in
the pentér, care
plans that are

written in chart and

where o locate,
how to nput
information into
ace-nurse; not to
ise any cépital
letters in the ace-
nurse-system, care
plan development,
abiise/neglect,
following the care

plan, stipervision of

staff while

providing care and
that al} staff must T
allow plan of care,

On 01/25/1%. How.

to set up care plan
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F 282 | Continued From page 2 F 082 copied and plan of nurses’

watlon sheet Pags 3 of 12



DEPARTMENT OF HEALTH AND HUMAN SERVICES

OENTERS FOR MEDICARE &

MEDICAID SERVICES

PRINTED: 0272172013
FORM APPROVED
OMB NO: 0838-0391

Interview on 02/06/43 at 5:18 PM with Licensed:
Practical Nurse {LPN) #1 revealed she went irio
Resident #1's room on 01/20/43 and upon
enitering the rooim, observed CNA#1 and CNA #2
in thie robm and Resident #1 sitting on the side of
the bed. Accarding to LPN #1, she did riot
cbserve a fift" in the resident's room when she
entered. The interview further revealsd CNA #1

-and TNA #2 procegded fo assist the resident to-

fie down in bed and Resident#1 stated, "They
hurt my arm.”

intervigw on 02/6/13 at 315 DM with CNA #1
revealed she and CNA #2 fransferred Resident
#1the same way they slways do with fwo-person

' physical assistance. The interview further

revealed the CNA was nof aware Resident #1
required z §f for transfers and stated the
"Accuburse” only stated the resident required the
assistance of two persons for assistance with
fransférs. GNA#1 statad a paper copy of the
care plan was avafiable fo staff, but itwas o be
used ifthe "AccuNirse" system was not
functioning.

interview on D2/06/13 2t 3:00 PM with CNA#2
confirmed he and CNA #1 transferred Resident:

#1 from the whealchair to the bed without a it on

01720138, The interview further revesled CNA #2
was not aware Resldent #1 required a lift,
According to CNA #2, on the day of the incident,
the "AccuNurse® system only stated Resident #1
required the physicat assistarice of two pergons
and then the system started "saying ietters.” CNA
#2 stated he did not know what the letfers meant,
that it just sounded ke random lstiers and that 2
paper care plan was available if the "AccuNurse®
systern was not functioning. ‘According 1o CNA

what is a-transfer
aid. This was
completed on
02/28/13.

Charge nurse to
menitor one staff
member 2 x aday 7
days a week performing
transfers and validate
that is completed per the
POC for the next 30
days beginning 02/7/13,
then 3 x a week for 4
weeks then 2 X a week
for 4 weeks.

Don/BNC to monitor
five people each week
t0 ensure accu-nurse
plan of care {s followed
for transfers and other
care. The written care
plan and the accu-nurse
care plan will be
reéviewed to ensure both
arg correct and reflect
the individual needs of
the resident. This isto
begin 02/01/13 and will
continys for 12 weeks,
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meant.

capitalized, and then

residant reduired the

#2, onthe day of the iriéici_ent, he did not look at
the paper care pian-even though he did not know
whatthe “etters” stated by the "AccuhNurse”

1 Intefview on D2/06/13 at 6:41 PM with LPN #2.

revealed the LPN had been trained notto enter
iterns into the comment secfion of the
"AccuNurse” system using capital istters. The
inferview further reveated if only cne capital letter
was entered into the "AccuNurse! system, the
gystem wouid only say the lelter that was

attempt to say the rest of the

word; for exampls if the word “the”™ was enfered
as "The" the system would say the letter "¢ and
thenthe word *he® LPN #2 stated he had riot
entered Resident#1's information into the

1 "AccuNurse” system,
determine who had entersd the information,

and was unable to

On 02/06/13 at approximately 3:45 PM, CNA#3
was requested to demonstrate the use of the
“AccuNurse” system as if she was going 1o
transfer Resident #1.
that ime, the "AccuNurse" sysiem stafted the

According to CNA#3, at

physical assistance of two

withthe use of a standing ift. In.addiion, a
revisw of the "AccuNurse™ ADL plan of care-on

2 staff members
consisting of

| DON/RNC/UM/ETC or
Qa purse will validate
any information input
into the acounurse
system to ensue that it
is correct and that there
is no capital letters,
This will be completed
Mon-Friday beginning
G2/07/013 for 12 weeks.
ETD o complete accn:
nurse re-education every
month for 3 months
beginning in March
2013 with post test {or
all nursing staff; All
new hires as of 01/25/13
will be re-educated by
the BTD to.nut use
capital letters when
inputting information
into accu-nurse,

CENTERS FOR MEDICARE & MEDICAID SERVICES L _DNMB NO. 0938-0301
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PREFIX -(EACH DEFICIENCY MUST BE PRECEDED BY FULL. PREFX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
A REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED T0 THE APPROPRIATE DATE
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F 282! Confinusd From page 4 F 282

| 0206113 alsa revealed Resident #1 required the
physical assistance of two or more persons, with
the use of a “standing (ift" for transfers; however,
fhe oniy date on the care plan was-the.date the:
care plan was printed (02/06/13) and, &5 & result,
it could not be determined when the care plan
hat been developadivupdated.

interview on 02/06/13 at 8:34 PM with the
Director of Nursing {DON) and the Regional

FORM CMS-2667(072-89) Previous Varsions-Obsoists Event 10 C420rt1 Facifity1D: 100838 If ontioation shestPage 5012




DEPARTMENT OF HEALTHAND HUMAN SERVICES:

PRINTED: §2/21/2013
FORM APPROVED.

GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENTOF DEEICIENCIES i1y PROVIDER/SUPPLIERICLIA (X2) MULTIPLE.CONSTRUGTION (3) DATE BURVEY
ARD PLAN-OF CORBECTION IDENTIFICATION NUMBER: ; ) ’ COMPLETED
: A. BUILDING '
B. VNG C
. N 1T
185221 0210712013

NAME OF PROVIDER OR SUPPLIER

SALYERSVILLE NURSING AND REHABILITATION CENTER

STREETADDRESS, CITY, STATE, ZIP CODE
571 PARKWAY DRIVE

SALYERSVILLE, KY 41465

SUMMARY STATEMENT GF DEFICIENCIES

1o

The facllity must ensure that the resident

environment remaing as free of accident hazards

as is possible; and each resident receives
adequate supenvsion and assistance devices {0

1 prevent accidents.

This REQUIREMENT is nbt metas evidenced
by:

changes or further
manitoring. Al sudit
findings will be
reviewed ‘with the RNS
gvery weeks x § weeks.
QA team 1o meet
weekly beginning week
of 02/25/13

5. DOCO3/61/13

{(8) 1D PROVIDER'S PLAN OF GORRECTION (51
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD'BE COMPLETION
TAG REGULATGRY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE,
DEFICENCY)
F282 | Continued Frgm page 5 . F 282 foliowing POC,
Nurse Censultant (RNG) revealed the faclity was abuse/Neglect, care-plan
?o_t aware o'f. the probiem related to the _ developmsent, stafF ’
Ac;cuNu_:‘se% -sy§t§m and thg use of capital lefters supervision, how to set
untit the mcu:}eht occqrrec%._ The D.Of._\i gn_d the. up a care plan in ace-
RNC stated it was learned after the incident that
o . Lo : nurse; what:a transfer
sta¥ had entered information related to the use of aid is and where written
the kft for Resident #1 into the YAcculNurse” _ 1 '
systerm in sl capltal letters which caused the ;ce—n; rse careUp 3}” ie
system ta'spell out "SITAND STAND LIFT" ept for use. UM/Q
instead of speaking the words. Intervisw also. purse to validate that
reveaied the facility did not have a system in aides’ are providing
place priorto the indident to manifor the caro 1o a total of 13
AccuNurse system for accuracy. According o residents each week-per
the DON andd RNG, they did not have any Way of ace-nurse care planand.
determining who had made the ariey Into the that care planis corract:
"AccuNurse" system using:all capital lefters, and This wiil begin week of
1 stated that since the incident, all written care 02/26/13 %6 weeks,
plans and "AccuNurse” care plans had been 4. QA team consisting
checked for accuracy.and corrected. The of (KM, $S, ETD,
Interview further revealed ¥ the CNAs had any DON, Admin, LED,
questions about what assistance a resident Med. Dir) will meet to
required a paper copy of the care pian was review all audit ﬁndings
alweys availahle. . x 8 weeks o make
F 323 483.25(h) FREE OF ACCIDENT F 323 recommendations for
38=G | MAZARDS/SUPERVISION/DEVICES

EORM GMS:2567(02-98) Praviaus Versions Obsolete

Event1D: C4261%
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the facility’s policy, the_ incident report, and

manufaciurers instrudtion, it was determined the
facility. failed to ensure adequate supervision and

asseistive devices fo prevent accidents were
provided for one of thres sampled residents
{Residert#1). Interviews and a review of
Resident #1's Cars Pian and a Quarterly
Mirimum Data Set {MDS) assessment, revealed
faciiity staff was to utilize a "sit to stand fift" when
wansferring the resident. However, on 01/20/13;
two staff persons fransferred Resident #1 from,

- the wheelchair to the bed without the use of the

“sit to stand BRLY At the time of the fransfer,
Resident #1 complained of pain in the left am,
the tesident's physician was notified, and
radiciogy reports revealed the resident sustaingd
a fracture of the left shoulder,

The findings include:

A revigw of the Tacility's policy entited "Care Pian
Pgiicy Statement” (not daled) revealed the care
plen was designed fo Incorporate identified
problem areas, incorporsie risk faciors

associated with the identified problems, build on
the residént's strengths, and aid iy preventing or
raducing declines in the resident's functional
status or levels. In addition, interview with the
Direstor of Nursing {DON) on 02/06/13 at 12:15
PM revesled the Taciity-also utilized an-
“AccuNurse” dudio system a% & means for staff to
access each resident's care plan. A rteview of the
"AccuNurss” user manual, daled 2011, revealad
the system was commmand-based speech
recognition software that provided staff with real
fime seoess 1o each resident's care plan and
interventions by means of a headset. In addition,

was notified of
resident ¢/o pain-
immediately-on
01720/13; Resident
#1 had a shoulder
X-ray completed
and Ct scan was
performied on
01423/13 with anon
displaced
communited surg,
Neck fracture of
shoulder, Resident.
#has since
received frealiment
for the left shoulder
fractuce, is
receiving pain
medications, had
had a therapy
assessrnent and is
currently being
transferred with a
sit 1o stand lift.
Both Madical
Director and family
was notified of
Accy-nurse and
care plan issue.
Resident-#1 accu--
nurse care plap was.
corrected on
01/21/13 by
Director of Nursing
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the user manual revealed staff could update the
care plans in the "AccuNurse” system by
documenting custom notes undereach section;
however, -accerding {o the directions, staff was
not to type the custom notes in capital letters.

A review of an in-service provided 1o staff by the

faciity in August 2012 revealed Certified Nursing

Assistants (CNAs) were Istrucied on proper

resident lifting and transfers. n.addiion.-a réview

of an in-service conducied on 10/43/12 revealed
staff was insfructed to review each resident’s
*AccuNurse" care pian before providing care fo
residents and 1o report any interventions that did
not match the paper care plan fo e Supervisor.

{ Ateview of the medical record of Resident #1

revealed the Tacility admitted the resident on
02011709 with diagnoses including Hemiplegia
(left side} and late sffect Cersbral Vascular
Disease. Areview of Resident #1's written
comprehensive carg plan dated 01707/13
reveated the resident required exiensive
assistance of two-parsons with the'use of a "sit 1o
stand” |ift for fransfers. in addition, a Quarterly
Mintmum Data Set {MDS) assessment, dated
01/13/13, revealed the Tacilily assessed Resident

1#1 fo fequire the extensive assistance of two

persons for ransfers.

On 120113, staff documented In an
Agceidentincident Report that Resident #1 had
complained of pain inthe arm after two staff
parsons frensfefred the resident roma
wheelchair to the residents bed-on 01/20/13 at
$:00 PM. Continued review of the report revealed
Resident #1's physician was nofified on (172013
at 1015 PM of the resident’s complaiits of pdin,

completed a 1060%
audit of &l care
plans in accunuse 1o
identify if any other
careplans thaf was
inaccurate, This
was comptleted
01/24/13, Anyissue
identified was
immediately
corrected by
DON/UM/LED/SS

RNS/DONAUM/ALEDSS
completed a 106% audit of
accu-nurse care plans
comparzad to the wriften care
plan to identify any written
care plans that did not match
the accu-nurse care plan,

This was completed on
$1/24/13. Any issue
identified was immediatety
corrected.

RN/DON/UMILED/SS
completed .a 100% audit of
all accy-nurse c4reé plans to
identify any capital letters in
the gecusnurse care plans for
any resident. This'was
completed.on 01/28/13. Any
issoe identified was
immediately corrected.
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All nurse care plans were re-

F 323 Continued From page 8 Fa23 copied and plan on nurses’
and the physician requested for staff to monitor station after corrected on
the resident, 01/25713 and all written
accy-murse care plaris. were
On 04424442 21 5120 AM, nursing staff reviewed again by 2 staff i
documented Resident #1 continued to complain . members to identify any that
of pain of the left shouider, the physiclan was: needed corrections. Any 5
cortacted, and 8 poriable x-ray of the resident's issue identified was
shoulder was ordered and obtained. Continued immediately comrecied,
review of nursing documentation in the nurse's 3. ETh/UMY
notes revealed the results of the shoulder x-ray - reeducated all
were recelved by the facility on 09/22/13 end a nmﬁiﬁg staff
(Computerized Tomography) CTof th_e_shsu!dar ] regarding to how
was ordefed and completed on 0172313, access information

Areview of 2 radiclogy report dated 01/21/13, one . from the care plan
11 8CC-nurse on

day after the incident, revesaled Resident #1 o
sustained afracture of the left shoulder arga, A 01723/13. Re-
review of a report of Resident #1's C7 scan,
dated 01/23/13 {three days after the incident),
also revealed the resident had s non-displaced
fraciure of the shoulder-area. Based on

educated who o
report-at any
discrepancy to in
the center, care

documentation in the medical record, facility staff : plans that are
administered pain medications to the resident on written in-chart and
sn as needed basis as orderad by the physician, where to locale,
In addition, the report reveaied evidence the how te input
resident had cstecpeniafosteoporosis, informution into

) ) ace-nurse, noUto
Residen: #1 stated in ar interview on 02/06/13 at use any capiral
12017 PM that two nurse aides had asgisted the letters in the ace-
resident to transter from the wheeichair fo the nurse system, care
bed by helding onto the resident's left arm plan éév&lcpmer;t,
batween the arm and body, and 1o the resident's abuse/neglect, -
panis. According to Resident #1, during the following th &'care
fransfisr hedshe heard a2 "pop™ and histher leff 1 - :

s " plan, supervision. of

shoulder began to hurt. Resident#1 stated staff staff while

4 TPEY T ELAT o f - & i, . - -
did not use 3" 1o ransfer the resident. providing care and

thatall stalf must f
aliow plan of care.
On (172513, How
1o sét up care plan

Licensed Practical Nurse (LPN) #1 stated In an

FORM CMS-Z567(02-89) Previous Versions. Cbsolete Evant ID: C42Q1 Faciiity\D: n-shest Page 9 of 12
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inteniew on 02/06/13 at 5:18 PM that she want

o Resident #1's room an 01720/13 o check the

resident's blood sugar and, upon entering he
room, observed Cerifisd Nurse Ajdes (CNAs) #1

in accu-nurse and
what i3 8 transfer

and #2 .in the room and Resident #1 sitting on the aid: This was:
side of the bed, The interview further revealed compieted on
CNAs #1 and #2 procesded to assist the resident 02/28/13

1o fie down in bed and Resident #1 stated, “They
hurtmy arm.” LPN #1 stated Resident #1 was
assessad, the resident's doctor was contacted
and requested staff to monitor the resident,
Further interview revealed Resident#1 continued
io complain of pain throughout the night and on
the morning of 01/21/13, the resident's physician
was coniacted again, and orders were received
for a portable x-ray of the resident's lst
armyshoulder, LPN #1 stated she did nof cbserve
a “ifi" in the resident's room when she entered on

G1/20/13.

CNA #1 stated in an infenview on 02/06/13 a 3:15
P that she and CNA #2 transferred Resident #1
on 01720113 and was not aware Resident #1
reguired a liftfor transfers. According io CNA #1,
the "AccuNurse” only-stated the resident required
the assistance of two persens forassistance with
fransfers. CNA#1 staled a paper copy of the
care pian was avallable to sta#f, but it was fo be
used if the "AccuNurse" systemn was not
functioning,

ONA#2 acknowledged in an interview conducted
on 02/06/13 2t 5:00 PM that he and CNA #1
transferrad Resident#1 from the wheelchair to
the bed without a it an 0120713, The interview:
further revealed CNA #2 was not aware Resident
#1 required a lift. Actording o CNA#2, onthe
day of the incidant, the "Accublurse” system oniy

Charge nurse'to
monttor one stafl
member 2 x a day’
days a week performing
transfers and validate
that is compieted perthe
POC for the next 30
days beginning 02/7/13,
then 3 x a week for 4
weeks then 2 x 4 week
for 4 weeks.

Don/RINC fo monitor
five people-each week
Te ensure accu-nurse
plarrof care Is follovied.

for {ransfers and other

care, The written care
plan and the acou-nurse
care plan will be

reviewed ¢ ensure botl

are correct and reflect

the individual needs of

the regident. Thisisto
begin 02/01/13 and will

continue for 12 weeks,
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stated Resident #1 required the physical 2 staff members

| exampie if the word "the” was enlered as "The,

assistance of two persons and then the system

started "saying lefters.” CNA#2 stated he did not

Imow what the letters meant, that It just sounded
like random jetiers and that a paper care plan

was available if the "AccuNurse” system was not

functioning. According to CHNA¥2, on the day of
the incident, he dig not look at the paper care
plan even though he did not know what the
“letters” stated by the "AccuNurse” meant.

interview on. 02/06/13 at 6:41 PM with LPN #2
reveaied if staff entered any letters into the
"AcouNurse” using capital letters, the system
woudd only say the letter that was capitalized, and
then attempt 1o say the rest of the word; for

the system wouid say the jettar 't and then the
word "he" LPN#2 stated he had not entered
Resident#1's informafion into the *AccuNurse®
sysiem, and was unable to determine who hag
entered the information.

Interviews were conducted with the Director of
Nursing {DON) and the Regional Nurse
Consultant (RNC) on 02/068/13 at 8:34 PM. The
DON and the RNC stated it was identified affer
the incident that staff-had entered information
related fo the use of the Jift for Resident #1 into
the "AccuNurse" system in all capital letters which
causeti the system o spell ot "SIT AND STAND
LIFT" instead of speaking the words. Injendew
alsoreveaied the faciity did not have asystem in
place prior to the incident fo monitor the
"Accuburse” system for accuracy. The interview
further revealed i the CNAs had any questions
about what assistance a residént required, a
paper copyof the care pian was-always available.

Systemy to ensure that it

is no capital letfers,

inputting information
into accu-nurse,

consisting of
DONRNCAIM/ETC or
Qa nurse will validate
any information input
into the actunurse

is carrect and that there

This willbe completed
Mon-Friday beginning
02/07/013 for 12 weeks,
ETD to complete accu-
hurse re-education every
month for 3 months
beginning in March
2613 with post test for
all nursing staff. All
new hires as of 01/25/13
will be re-educated by
the ETD io nut use
capital letters when,
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According fo the DON and RNC, since the
incidant, all wriltten. care plans and "AccuNuse"”
care ptans have bean checked for accuracy and

following POC, _
abuse/Neglect, care-plan
: development, staff

corrected. : supervision, how to set
up a tareé plan in ace-
nurse, what d transfer
aid is and where written
ace-nurse care plan are
kept for use, UM/QA.
purse to validate thas
aides’ are providing
care to g total of 15
residents each week per |
ace-nurse care plan and :
that care plan is correct, ‘
This will beginweek of
62/26/13 x 6 weeks.

4. QA team congisting
of (UM, 88, ETD,
DON, Admin, LED, :
Med. Dir) will meet to : |
review all audit findings
x 8 wesks to make
recommendations for
changes-or further
monitoring, All audit
findings will be
reviewed with tho KNS
every weeks x 8 weeks;.
QA team fo meet
weekly beginning week
of D2/25N13

5. DOC03/01/13
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N 000! INITIAL COMMENTS M 003
An abbreviated standard survey (KY 19698) was 1. Physician/family
inifiated on G2/06/13 and concluded on 02/07/13. was notified of
The compiaint was substantiated, Deficient resident o/o pain
practice was identified. . .
immediately on
. . . . . L §1/20/13. Resident
N 184 902 KAR 20:300-7(4)c)2. Section 7. Resident N194 #1 had 2 shoulder
Assessment X-ray completed
: _ and Ct scan was
{4) Comprehensive carg plans. performed on
}{c:)cg;?yesizglces provided or arranged by thge 41/23/13 with-a non
2. Be provided by qualified persons in S;Spii?t s
socordance with each resident’s writien plan of m 1ied Surg.
cark. Neck fracture of
shoulder, Resident
This requirement s not met as evidenced by #1has since
Based on interview, record review, and a review received treatment
of the facility’s policy, the incident report, and for the ieft- shoulder
manufacturer's instructions, it was detedmined the fractjure? 8
faciity falled fo ensure services provided by the receiving pain
facifity were provided in-actordance with the medications, had
writtery plan of care for one of thres sampled had a therapy
resigents (Resident #1). Facllfy staff assessed assessmnent and Is
Residant #1 to require the assistance of a curently being
minimumn of two staff persons with the use of a transferred with a
"sH o s_tar;d.li-ﬁ” for fransfers. However, on sit to stand lift,
D?/ZG_M.B_‘ two staff pef'sons trgnsfer{ed_ Res%dsat Both Meadical
#;t:;rom i{%’ate W?aeeé?:;w todtl;a bed ‘\;v;thtoué t?t'ﬁ usde Director and family
f the "sit to stand ifi" and the resident sustaine o
o s [0 e >t was notified of
& fracture-of the leftshoulder. (Refer to F323)) Accuriurse and
| . ) s care plan issue,
The findings include: Resident #1 acew-
Areview of the facility's policy entitied "Care Plan purse oare planwas
Policy Statement” {not dated) revealed care plans gtgrec; &d on
were 10 bs developed that included measurable - 21 _13 by .
objectives.and fmetables to meet the resident's Director of Nursing
medical, nursing, mental, and psycholagical
nesds. The palicy further revealed the care plan
TILE [%6) DATE

sl
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N 194 Continued From page 1 N 194 7 DON/UM/LED/SS
P 1

was designed to incorporate identified problem conpleted a 100%
areas, incorporate risk factors associated with the. audit of al care
identified problems, build on the resident's -Péaﬂf‘. in accumse to
strengths, and aid in preventing or reducing identify if any other
deciines i the resident's functional status or careplans that was
levels. Interview with The Director of Nursing inaccurate, This
{DON} on 02/08/13 at 12:15.PM revealed the. was completed
facllity also utilized an "AccuNurse” audio system © 01/2413, Any issue
0 access each resident's care plan. A review of identified was
the “AccuNurse” user manual, dated 2011, immediately
revealed the system was command-based corrected by
spesch racognition software that provided staff DON/UM/LED/SS
with real time acoess to each resident’s care plan
and interventions by means of & neadset. In RNSIDON.}'UM/LED/'SS
addition, the user manual revealed staff couid ) ! completed a 100% audit of

update the care plans in e "AccuNurse” system
by documenting custom notes under each
seciion; howsver, according fo the directions,
siaff was not to iype the custom noies in capital
letters. '

accu-nurse care plans
compared to the written care
plan to identify any written
care plans that did not match
the accu-nurse care plan.

A review of the medical recerd of Resident #1 .
revesled the faciity admitted the resident on

02/01/09 with diagnoses including Diabstes This'was completed on

Mislitus, Heripegia fieft side), Hypertension, late 01724713, Any issue

effect Cerebral Vascular Disease. identified was immediately ‘. 3
i corrected. : |

A review of Resident #1's written comprehensive ]

care plan that addresssd Activities of Daily Living RM/DONUIM/ALED/SS

(ADL, dated 04/07113, revealed the resident  completed a 100% audit of

required extensive assistance of two persons with all accu-ourse care plans to.

the use-of a *sit fo'stand” Hift for transfers. identify any capital letters in
1 the accu-nurse care plans for

in additien, a Quarterly Minimurm Data Set {MDS) any resident. This was

assessment, dated 011313, revealed the fatility compieted on 01/28/13, Any

had assessed Resident #1 {o require the issue identified was

axtensive agsistance of two persons for transfers. immediarely corrected.

Areview of an Accidentiincident Report, dated
01420113, revealed on 01/20/13 at approximately

STATE FORM 83 $a4z011 i continuation sheet 2 of 11
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N 184 Confinued From pags 2 N 154 All nurse care plans were re--
9:00 M, Cerfified Nurse Aide (GNA) #1 and GNA copied and plan on nurses’
#2 wansherred Resident#1 from the whaelchair to station after corrected on
tha bed and the resident stated, "They hust my 01/25/13 and ail written
amm.” The Accidentfincident Report further’ accu-nurse care plans were
revealed the resident's physician was contacted reviewed again by 2 staff
on §1/20/13 at 1813 PM and an order was given members to identify any that
1o monitor the residents shoulder.  In addition needed corrections, Any
the report revealed staf was reeducated on the issue identified was
resident's care plan for ransférs. immediately correcied.
3. ETD/UM/
Areview of Residert #1's x-ray.obtained on reeducated ail
01/21/13 and the computerized tomography {CT) nursing staff
obtair?ed on_OﬂZ?;!-’iS _reveaied Resident #1 had regarding to how
sustained & fracture 16 the left shouider. aceess information
Interview on 02/06/13 at 12:17 PM with Resident f;(_):: j:;;j;eci-lan
#1 revealed when two aides were helping the -
. o 01/23/13. Re-
resident ransfer from the wheelchair {o the bed, _
the resident experienced.pain in His/her left educated who to
shoulder. The interview further reveaied that reportatany
during the transfer one of the aides heid onta the: Giscrepancy to in
resident's left arm and had her hand between the the center, care
resident's left amm and the resident's body ahd the plans that are
sther alde Held onte the resident's papts. written in-chart and
Actcording 10 the resident, when the aides whare to locats,
assisted the resident up from the chalr to helg how to input
fimfner fothe bed, the resident heard a pop and information into
his’her lefi shoulder began to hurt, Resideni #1 age-nurse, not 1o
stated staff did not use a "Hit" to transfer the use atty capital
reésident. fetters in the ace~
nursg system, care
interview on 02/06/13 at 5:19 PM with Licansed pla development,
Practical Nurse (LPN) #1 _re_v_ealed she went into abuse/neglect,
Res‘tc%eat #1’3_ TOOm pn 01/20/143 an_d upon following the care
gnter:ng the room, QFJS@NEid C{N.A #1 and CNA #2 plar, sup ervision of
{ inthe room-and: Resident #1 sitting on the side of o ff while
ihie bed, According-to LPN #1, she did not Statl W .
e . . providing care ahd
piserve a "lift” in the resident's room when she that &1l staff must £
entered. The _inter\ii'ew_furthar revealad GNA #1 éiiow plan of cars
andd ONA#2 proceeded to assist the resident to On 01725113, How
o st up care plan
‘STATE FORM oo ez
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lie'down inl bed and Resident #1 staled, "They
hurt my-arm.”

Interview o 02/06/13 2t 3:15 PM with CNA #1
revealed she and CNA #2 transferred Resident
#1 the same way they always do with two-person
physical assistance. The interview further
revealed the CNAwas not aware Resident #1
required a fift for fransfers and stated the
*AcouiNurse" only stated the resident régquired the
assistance of two persons for assistances with
tansfers. CNA#1 stated a paper copy of the
care plan was available to staff, but it was fo be
used if the "Accuurse” system was not
fonctioning.

Irterview on D2/06/13 at.3:00 PN with CNA#2
confirmed he and CNA #1 transferred Resident
#1 from the wheelchair to the bed without a litt on
04720113, The interview further revealed ONA #2
was not aware Redidert #1 required & lift
According 1o CNA#2, on the day of the inciderit,
the “AccuNurse” system only stated Resident #1
required the physical assistance oftwo persons
and then the system started "saying ietters.” CNA~
#2 stated he did not know what e etters meant,
that it just sounded like randomn letters and that a
paper care plan was available if the "AccuNurse”
systern was not functioning. According 1o CNA
#2, on the day of the InCident, he did not ook at
the paper cafe plan even though he did not know
what the "letiers” stated by the "AccuNurse”
roeant.

inferview on GZ/06/13 gt €:41 PM with LPN#2
revaaled the LPN had been trained notto enter
ftems intothe comment section of the
"AcctuNurse™ system using capital letters, The
interview further reveaied if only one capital letter

was entered info the "AccuNurse" system, the

in accu-rurse and
what is a-transfer
mid. Thiswas
completed on
02/28/13
Charge nurse 10
monitor one staff
member 2 X a day 7

days a week performing

transTers and validate
that is completed per the
POC for the next 30
days beginning 02713,
then 3 3% a week for 4
weeks then 2 x a week
for 4 weeks.

No/RNC to monitor
five people each week
t0 eRSUre ascu-nurse
plan of care is followed
tor transfers and other
care. The written care
plan and the acCL-BUISE
care plan ‘will be
reviewed to ensure both
are corcect and refiect
‘the individual needs of
the resident. Thigis to
begin 02/01/13 and witl
continue for 12 weeks.

STATEFORM
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svsiem would. only say the letier that was 2 siaff members
capitalized, and then atternpt fo say the rest of the consisting of
wotd; for eXample if the' word “the" was gntered DON/RNCUMY/ ETC or
as "The" the system would say the letter " -and Oa nurse will vai'idai_e
then the word "he.” LPN #2 stated he had not any information input
entered Resident #1's information into the into the accunurse.
"AccuNurse” system, and was unable to gystem o ensyre that it
determine who had eritered the information. fs correct and that there
o : is mo capital letters.
On 02/06/13 at approximately 3:48 PM, CNA#3 This will be completed
was requested o demonstrate the use of the Mon-Friday heginning
“AccuNurse” system as if she was acing to. 0'2 1674013 for 12 wheks.
f{ansfer Resident #1 . _Ac;cmtiing o CNA #3, at BTD to complete acou-
tha't fime, th_e;"ﬁ\ceuNurg_e". system. stated ths . riurse Te-education every
resident required the physical assistance of wo
. ST o month for 3 months
with the use of & standing Eft. in-addltl_en., F-: oo in March
review of the "AccuNurse” ADL plan of care on begm’“?g H
_ , T . with post 18st for
02/05/13 also revealed Resident #1 réguired the 27013 “ft P Al
physical assistance of tWo-Or MOre persons, with all pursing stat. si13
the use of & "standing " for transfers; however, new hires a5 of 01 2
the only date on the care plan was the date the will be re-cducated by
care plan was printed (02/06/43 and, ae a result, the ETD toutuse
it could not be determined when the care plan capital letters Wherf
had been developedfupdated, inputfing information
o accu-nurse,
Interview on 02/06/13 at §:34 PM with the
Director of Nursing (DON} and the Regional
Nirse Constitant (RNC) revealed the faciiity was
net-aware of the problem related 10 the.
*AccuNurse” system and the use of capital lefters
until the incident coourred, The DON and the
RNC sfated it was feamed after-ihe incident that
staff had entered information related o the use of
the §ift for Resident #1 info the "AccuNurse”
| system in &l capital letiers which caused the
i system to spefl out "SI ANDSTAND LIFT"
1 instead of speaking the words, Interview also
revealed the facility did nothave a system in
place prior o the incident to rmonitor the
AccuNurse system for accuracy. According to
STATE FORM G388 T420A1 ff sopfinuation shest 507 11
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the DON and RNC, they-did not have any way of
getermining who had made the entry into the foliowing POC,
YAcculurse” system using all capital lefters, and abuse/Neglect, care-plan
stated that since the incident, all wiitten care development, staff
plans and "AccuNurse” care plans had been supervision, how to set
chacked for accuracy and correctad, The up a care plan iri ace-
intendew further revealed i the ChAs had any ) hata transfer
questions about what assistance a resident flurse, W 4 wh Jritten
required & paper copy of the care plan was. aid is an .W aerelwr; ]
always avallable. ace-purse care planare
_ kept for use. UM/QA:
i X oo . nurse to valdate that
NZ20 902 KAR 20:300-8(7}by Section 8. Quality of M 220 ziftes® are providing
Cere care to'a tofal of 15
(7} Accidents. The facility shall ensure that; residents each “‘71‘" ek pa{;‘
{b) Each resident receives adequate supervision ace-fIse care p an an
and assistive davices fo prevent actidents. that care plan is correct.
This will bagin week of
02/26/13 x 6 weeks.
4. QA team consisting
of (UM, S8, ETD,
. DON, Admin, LED,
This requirement is not met as evidenced by: Med. Dir) wil] meet £o
Basad on interview, record review, a review of the review ail andit findings:
facility's polioy, the incident repert, and % 8 weeks 1o make
manufacturer's instruction, it was determined the recomunetdations Tor
facility failed to ensure adequate supervision and changes or Turther
assistive devices to prevent accidents were monitoring, All andit
provided for one of three sampled residents findings will be
(Resident #1}. Interviews and 4 review of reviewed with the RNS
Resident #1's Gare Plan and a Quarterly evéry weeks x § weeks.
Minimum Data Set (MDS) assessiment, revealed QA team 1o meet
facility staff was to-utilize a "sit {o stand Jiff! whan weekiy beginning week
wransfering the resident.  However, on §1/20/13, '6f'02 5 ” 3
two staff pefsons transferred Resident #1 Fom o
the wheelchalr to the bed withoutthe Use of the
“sit to stand B Atthe tre of the bransfer, 5. DOC03/03/13
i Resident #1 complained of pain in the left arm,
| the resident’s physician-was notified, and.
radiolcgy reporis reveaied the fesident sustainad
BTATE FORM sos ARG if conlinuation sheet 66711
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a fracture of the left shoulder.

The findings include:

1. Physician/family
was notified of
regidernt ofo pain
imgediately on
01/20/13. Resident
#1 had a shoulder
x-ray completed
and Ct scan was

ATreview of the facility's policy entitled "Care Plan
Policy Statement” (not dated) revealed the cars
pian was designed to incorporate identified
problem areas, incorporate tisk factors
associated with the identified probiéms, build on
the: resident’s strengths, gnd aid in preventing or
reducing declines in the resident's functional
status or levels. In additicn, inferyew with the

perfo'rmed on

Birector of Nursing {DON]} on 02/06/13 at 1215 0123413 with a non
FPM reveaied the faciiity disc utilized an displaced
"AccuNurse” audio system as 8 maans for staff io ‘ communited surg.
dceess each resident's care plan. A review of the Neck Fracture of
“ActuNurse” usar manual, dated 2011, revealed shoulder. Resident.
the sysiem was command-based speach filhas'since
recognition software that provided staff with real received freatment
time access to each resident's care plan and e 168t shoulder
interventions by means of a headsst. In addition, for the 6. 5o

the user manual revealed staff could update the {racFurpe, 5

care plans in the "AccuNurse™ system by reces_vm_g pan
documenting custom notes under zach section; ' medications, had

however, according to the directions, staff was
not 1o type the custom notes intapifal letters.

had & therapy
assessment and 18
currently being
transferred with a
sit 1o stant lifi.
Both Medicat
Director and family
was notified of

Araview of an in-senvice provided to staff by the
facility in August 2012 revealed Certified Nursing
Assistants (CNAs) were Instructed on proper
resident [ifting arnd fransfers. In addition, a review
of an in-service conductad on 10/13/12 revealed
staff was instructed to review sach resident's

Accu-nurse and
"AccuNurse® care plan before providing bare to care plan issue:
resigents and to report any interventions that did Resident #1 accu-
not match the paper care plan to a Supervisor. murse care plan was

. , correcied on
A review of the medical record of Resident #1 51721113 by
reveslied the faciiily admitted the resident on Director of Nursing
02/01/08 with diagnosés including Hemiplegia ;
STATE FORM' R G42011 -
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{left side} and late effect Carebral Vascular
Disease. A review of Resident #1's written

‘comprehensive care plan dated O1/07/13

ravealed the resident required extensive
assistance of two persons with the Use of & "sitto
stand" iift for transfers. In addifion, a Quartarly
Minimum Data Set {(MDS) assessment, dated
014413/13, revealed the faciiity assessed Resident
#1 to require the exiensive assistance of two
persons for transfers.

On 01728013, staff documedited inan
Accidentintident Report that Resident #1 had
complained of paip in the arm after two staff
persons fransferred the resident from a
wheslchalr to the resident's bed on 01/26/13 at
9:00 PM. Cobniinued review of the report revealed

- Resident#1's physician was notified on §1/20M13

at 10715 PM of the resident's complaints of pain,
and the physician requested for-staff to moniter
the residernt,

On SH21/13 at 820 AM, nursing staff
documented Resident#1 continued to complain
of pain of the left shoulder, the physician was
contacted, and a portable X-ray of the resident's
shoulder was ordered and obtained, Continued
review of nursing documentation in the nurse's
notes reveated the resulls of the shoulder x-ray
were received by the fadility on 01/22/13 and a
{Computerized Tomography) CT of the shoulder
was ordered and compieted on 012513,

Areview of a radiclogy report dated G1/21/13, one
day after the incident, revealed Resident #1
sustained a fraciure of the'left shoulder area. A
revigw of 2 report of Resident #1's CT scan,

dated 01/23/13 {three days after the inciden?),
also revealed the resident had & non-displacad
Fracture of the shoulder area. Based on

completed a 1D0%
audit of all care
plans in accunuse to
identify ifany other
careptans that was
inaccurate. This
was completed
01724/13. Any issue.
identified was
immediately
corrected by
DONUM/LED/SS

RNS/DON/UM/LED/SS
completed 4 100% audit of-
acC-Iurse care plans
compared to the written care
plan to identify any written
care plans thit did not match
the accu-nurse care plan,

This was completed op
01/24/13, Any issue
tdentified was Immediately
corrected.

RN/DON/UM/LED/SS
completed a 100% audit of
fﬁl accu-nurse care plans to
wentify any capital letters in
the accu-nurse care plaus for
any residefit’ This wag
<ompleted on 01/28/13. Any
issue identified was '
immediately corrected,
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Pag . . All nuirse care plans were Ee
documeritation in the medical record, faciity staff cepi ed and plan Oty nurs&'_s
adm‘i_nistefed pain medications fo the resident on station after correﬂtg'd o;i
an as needed basis as ordered by the physician. _ 01/25713 and all written.
I addifion, the report yevealed evidence the o o nlans were
. R : ; SCCY-TUTSe Care
resident had osteopeniafosteoporesis. ;o inhy 2 staff
. revicwed again by hat
L . . . L membe;s fic) Ed&ﬂ,ﬁfy any ine
Resident #1 stated In aninterview on 0206713 at ' ded corrections. ADY
12:17 PM that two nurse aides had assisted the -;;\ee_ 3 Jentified was
fesideft to transfer from the wheeichair fo-the Is5ue : il corrected.
] Bed by holding onto the resident's ieft am imineds E%"D oM
between the arm and body, and 10 the resident's 3. : ducated all
panis. According to Resident #1, during the reedi staff
transfer hefshe heard a "pop” and hisiher laft Trsing <0 how
shoulder began to hurt. Resident#1 stated staff T-Egﬁrd‘i‘flgf hation
did not use 2 "lift" to transfer the resident, access intor
from the care plan
Licensed Practical Nurse (LPN)Y#1 stated in an in aCC-RUTSE 0N
interview on 02/08/13 at 5:19 PM that she went 01723713, Re-
info Resident #1's tpoin on 01720/12 {6 check the educated who ¢
resident's bieod sugar and, upsn entefing the reportataty
room, abserved Certified Nurse Aides {CNAs) #1 ' discrepancy o 10
and #2 inthe room and Resident #1 siting on the : the center, CAIT
side of the bed. The interview further revealed plans thai are
CNAs#1 and #2 proceeded 1o assist the resident written in chart ang
1o lie down in bed and Resident #1 steted, "They where 1o loeats,
hurf my arm.” LPN #1 siaied Resident #1 was how 10 imput
assessed, e resident's doctor was contacted information ko
and requested staff to monitor the resident. ace-nurae, N0t 10
Further Inferview revealed Resident #1 continusd ase any capita‘s
i complain of pain throughoidt the aightand on Eétters in the ace-
the morning of 01/21/13, the resident’s physician arse system, care
was contacted again, and orders were received Elan developwment,
for a poriable x-ray of the resident’s jeft p buselness oct,
am/shouider. LPN #1 stated she-did not-obsemve abus o & the care
2 "ift" in the resident’s réom when she entérsd on followng 8 o of
012013, plan, SUpETVI!
' staft while .
CNA#1 stated ih an interview on D2/06/13 at 3:15 meémi?reust f
P that she and CNA #2 fransferred Resident.#1 that all 5 . ?’1 .te
on 04/20713 and was not sware Resident #1 allow P}a?" (2 care.
On (}1:’25!13 How
. an
STATE FORM s cazQ 1 to set up care P
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recuired & lift for transfers. According to GNA#1, what is ?,t;an_s-fer
the “*AccuNurse” only stated the resident required aid. - This was
the assistance of two persons for assistance with completed on
transfets. CNA#1 siated 2 paper copy of the 02728/13
care plan was avafiable fo staff, but it was o be Charge nurse 10
used if the "AccuNurse” system was not mpgitor one staff
functioning. member 2 x aday 7
days a-week performing
CNA#2 acknowledged in an interview conducted transfers and validate
on 02/06/13 at 3:00 PM that he and CNA#1 that is completed per the
transferred Resident #1 from the wheelchair to POC for the pext30
the bed with_out a Eift- on 01720113, The interview _ days begiﬁﬁiﬂg 9247 /_13,
further revealed CNA #2 was not aware Resident ihen 3 x a-week for 4
#1 required 2 Iift. According to CNA#2, on the, o ¥ 5 week
et " e weeks then 2 X2 W
day of the incident, the "AccuNurse” system oniy- Ear 4 weeks.
stated Resident#1 required the physical e P
assistance of fwo persons and then the system DG_WRNC e momto_r
started "saying istters " CNA#2 stzied he did nof five people each week
Keow what the letters meant, that it just sodnded 10 BNSUre aCCU-NUTED
like random letters and that a paper care plan plan of care is followed
was avaiiabla if the "AccuNurse” systern was hot for transfers and other
functioning. According to CNA#Z, on the day of care. The written care
the incident, he did not lock atthe papeér care plan and the accu-nurse
pian even though he did not know what the care plan will be
"etters” siated by the "AccuMurse” meant, reviewed to easure both
are correct and reflect
Interview on 02/05/13 at 6141 PM with LPN #2 the mdividual needs of
revealad if staff entered any letters into the the resident. This is 0
"AccuNurse' using capital letters, the system begin 02/01/13 and witl
would only say the letter that was capitalized, and continue for 17 weeks,
then attempt to.say the rest of the word; for o ’
i exarmple if the word "ihe” was entered as “The,” 2 staff members
the system wouid say the Jatter "t and then the gonsisting of
word *he.” LPN #2 siated he had nof entared DON/RMNCAIM/ETC or
Resident #1's information into the “Acculurse” Qa nurse will velidate
systern, and was unable to determine who had any information input
entered the information, into the accunurse
) . _ e . . sysiemn to ensure fhat it
Iterdewes ers torductad i the Diector of i cortect andl that there
4! ) ar Egional furse is no capital letters,
This will-be completed
STATE FORM 588 Caz Mgg.}?ﬂda}v beginning wmnfirisation sheet 150f 11

02/07/013 for 12 weeks.
ETD {0 complete accy-
nurse re-education every
month for 3 months
beginning in March
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ail nursing staff. Aj)
few hires as of 01/25/13
will be te-edycated by
the ETD to nut pse :
capital letiers when : .

Gorsultant ('RNC) on 02/06/13 at 8:34 PM. The
DON and the RNC slated it was identified after
the incident that steff had entered information
related to the use of the iR for Resident #1 into
the "AccuNurse” sysiem in all capital lstiers which

caused the systemto speli aut “SIT AND STAND Hputting tnformation -
LIET instead of speaking-the words. Interview 160 accl-narse,
alsorevealed the Tagiity: did not have 2 system in folowing POC,

place prior to the incident to monitor the abuse/Negleot, care-plan
“AoocuNurse® system for acouracy. The interview development, staff
further revealed if the CNAs had any quéstions supervision, how to set
about what assistance & resident required, a up a care plan in ace-
paper copy of the care plan was afways available. nurse, whit.a transfer
According to the DON and RNC, sihce the aid is and where written
incident, ai! wr‘itten"care_ plans and "AccuNurse” ' ace-nurse care plan are
care plans have been checked for accuracy and kept for use. UMIQA
corracted. © murse to validate that

aides” are providing
care to a total of 15
residents each week per
ace-nurse care plan and
that care plan is-correct.
This wilt begin 'week of
82/26/13 x 6 weeks,

4. QA team consisting.
of (UM, 88, ETD,
DON, Admin, LED,
Med. Dir)y will meet to
review ail audit findings
x 8 weoks to make
recommendations for
changes or further
monitoring, Allandir
findings will be
reviewed with the RNS
every weeks x § wesks,
QA tedrn to meet
weekly beginning week
of 02/25/13
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