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: ation, submission and
An Abbraviated Survey investigating Complaints : ?re;ll ar ¢ t‘ { this PI f
KY#23462 and KY#23453 was conducted on Implementation 6 this Plan o
07/0615 through 07/09/15. Complaint KY#23462 - Correction does not consfitute an
was substantiated with deficiencies cited at the admission of or agreement with

highest Scope and Severity of a “G". Complaint

KY#23453 was unsubstantiated with no ! the facts alleged or conclusions

| reguiatory violations identified. . set forth in the Statement of
deficiency. This Plan of
Qn 06/14/15, State Registered Nurse Alde Correction is prepared and

{SRNA) #8 failed to follow the care plan and ig e
provide adequate supervision to prevent exeu.lted solely because it is
accidents when she provided incontinent care to required by federal and state law.
Resident #1. SRNA#1 tumed Resident #1 over
in the bed without assistance, the siderall broke,
and the resident fell to the floor sustaining a
broken left femur which required surgesy and a

laceration to hister left temporal area which F 282
required five (5) suiures.

£ 282 | 483 .20(k)(3){ii) SERVICES BY QUALIFIED . F 282

55=G | PERSONS/PER CARE PLAN | 1. The side rails were
The services provided or arranged by the facility | immediately replaced on
must be provided by qualified persons in - the standard bed of
accordance with each resident’s writtan plan of i resident #1 on 6/14/15 by
= the maintenance

personnel, The resident

This REQUIREMENT is not met as evidenced was then reassessed for
by: side rail use on 6/14/15 by

Based on observation, interview, record review,

Facility policy review, and raview of the hospital a licensed nurse. As part

Emergency Room Report, Consultation Report, of Interdisciplinary Team
and Operalive Report, it was determined the Review of fall to prevent
facility failed to ensure services provided or reocenrrence the resident

arranged by the facility were provided by qualified

persons in accordance with each resident's was reassessed by a

wﬁtta/n/gtan of care for ane (1) of four (4) sampled licensed nurse on 6/15/15
LABOR}TO_ R'S CR ER/SLPPLIER REPRESENTATIVE'S SIGNATURE i TTLE MEE /
IR L b éx.——&_u&'--dr KRLLIT
Any dzdinny s endifig with an asterisk (*) denctes a deflclency which the institttion may be excused fiom contecling providing fi Is datermined that / f

] ’h_[:’uard taylce sufficient pmiection o the patients . (See insiructiona.) Excapt for nursing homes, the findings staled above are disciosabin 90 days
following Tha date of survey whether or not 4 plan of correction is provided. For nursing homas, the shave findings and plans of correction are distloasble 14
days foliowing the date these documents are made avallable 1o the facility. If defidencies am cited, an epproved pian of correction ls raquisite to continued
program participation,
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whan she provided incontinent care in the bed by
rolling the resident over without assistance.
When SRNA #1 rolled the resident over, the
siderail broke and Resldent #1 fell from the bed
1o the flocr sustaining & laceration to the left
temporal area requiring five (5) sutures and a
broken left hip requiring susgery.

The findings include:

Review of the facility’s policy and procedure, titled
"Nursing Specific Safely Guidelines", not dated,
revealed staff was to always have the appropriate
amount of assistance and to refer to the
Kardex/care plan for specifics as fo how many
staff are required fo care for a resident safely.

Record review revealed the fadility adenitled
Resident#1 on 04/22/11 and réadmitted on
07/02/15 with diagnases which included Multiple
Sclerosis, Hypertension, Diabetes Mellitus Type
Il, Convulsions, Urine Retention, Chronic
Ostsomyelitis, Neurogenic Bladder, Contracture
of hand, Hypothyroidism, Esophageal Reflux,
Respiratary Failure, and Left Below Knee
Amputation.

Review of the Minimum Data Set (MDS)
assassment, daied 06/01/15, revealed the facility
assessed Resident #1's cognitive status as
severely impaired with a Brief interview for Mental

STATEMENT OF DERICIENCIES (41} PROVIDERISUPPLIERICLLA {X2) MULTIPLE CONSTRUCTION (%) DATE SURVEY
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F 282 | 'Caiitinued From page 1 “ITTTF 282 ;e d Eﬂtl;!: doen :.ll;a,l;;mc
residents (Resident #1) and one (1) unsampled . y e
resident (Resident A). {Refer to F323) resident’s plan of care was
updated at that time by a
gn ?6Q|4I1 5, l?efs:ian: 2#;*1 ga;fs[ca:a glanlgﬁwhr licensed nurse to reflect
@ total assist of two (2) siaff for bed mobility; -
however, on 06/14/15, SRNA #6 failed to foliow the addition of the
the Comprehensive and State Registered Nurse bariatric bed.
Alde (SRNA) Kardex (cara plan) for Resident #1 Resident #1 is provided

services by qualified
persons in accordance
with the written plan of
care as determined by care
observations conducted by
the Administrative
nursing team (Director of
Nursing, Assistant
Director of Nursing, Unit
Manger RN, Weekend
Manager, Quality
Assurance RN, Staff
Development Coordinator
RN, Assistant
Administrator RN, Night
Supervisor RN) weekly x4
weeks. These care
observations were initiated
on 7127/15.

Unsampled Resident A
was reviewed by the
Director of Nursing on
7/27/15 for amount of
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Status (BIMS) score of three (3) which indicated
the resident was not interviewable, In addition,
the resident required extensive assistance of two
{2) staff for bed mobility.

Review of Comprehensive Care Plan for bed
mobility, dated 07/03/15, and (SRNA) Kardax
{care ptan} dated 06/20/15, revealed Resident #1
required bed mobility assistance of two (2) staff
members.

Review of Nursing Notes, dated 06/14/15, the
Emergency Room Report, dated 06/14/15 at
10:47 AM, and interviews with SRMNA #6, on
07/08/45 at 10;40 AM, and Licensed Practical
Nurse {LPN) #1 on 07/07115 at 2:30 PM revealed
on 06/14/15, SRNA #6 asked LPN #1 for
assistance and the LPN said “she would be in
shortly". SRNA #6 entered Resident #1's room
and she noted the resident had feces all over the
front and back of him/her. The SRNAwent
ahead and provided care to the resident when the
LPN did not come. The SRNA rolled the resident
to his/her side and when the SRNA tumed and
reached for 2 wash cloth the resident rolled on
over, the side rail broke, and the resident fell to
the floor, The SRNA turned on the call light to
summon help but no one responded so she went
to the hallway and yelled for help. LPN #1 came
to the room and assessed the resident who had
blood coming from histher left side of the head,
Resident #1 was left on the floor until Emergency
Medical Support (EMS) arrived and took the
residant to the Emergency Room for evaluation of
the laceration to his/her head. Resident #1
returned to the facility on 06/14/15 at 1:35 PM,
with five (5) sulures to hissher left temporal area.’
After return from the hosgital, stalf identified the
resident's left stump began to have swelling. An

REDBANKS
HENDERSON, KY 42420
X410 SUMMARY STATEMENT OF DEFICIENCIES [s] PROVIDER'S PLAN OF CORRECTION (L]
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DEFICIENCY)
F 282 | Comiiied From page2——" —— . assistance required with

activities of daily living
and the care plan was
reviewed to ensure
updated correctly. No
changes were necessary.
The staff member SRNA
#9 was counseled by the
Director of Nursing on
7/10/15 on providing
assistance to residents
according to the plan of
care.

All facility beds with side
rails were inspected by the
maintenance staff on
6/14/15 for proper
function and repaired/
replaced as indicated.

All residents requiring
assistance with turning
and repositioning have the
potential to be affected. To
identify other residents
with potential to be
affected, care observations
were conducted by the
Administrative nursing
team once weekly x2
wecks, and then once
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x-ray was laken and the resident was sent back
to the hospital on 06/14/15 at 8:20 PM.

Review of a Consultation Report, dated 06/15/15,
revealed radiograph reports showed & fracture of
the left femoral shaft. Review of the Operative
Report, dated 06/16/15, revealed a postoperative
diagnosis of Comminuted Fracture of the left
femoral shaft which required a surgical procedure
of interlocking intramedullary nailing of the left
femur.

Further interview with SRNA #8, on 07/08/15 at
10:40 AM, ravealed she was aware of the
resident's Kardex indicated the resident required
two {2) st=ff assistanca for bed mobility, but sha
did not want to wait any longer for assistance to
arrive.

Further interview with Licensed Practical Nurse
(LPN) #1, on 07/07/15 at 2:30 PM, revealed
SRNA #6 expected her to come in the room to
provide wound care; however, SRNA#1 did not
wait for her to arrive before she provided care to
Resident #1 resulting In the resident being injured
from a fali from the bed.,

2. Record raview revaaled the facility admitted
Unsampled Residant A, on 10/03/13 with
diagnoses which included Renal Failure, Morbid
Obesity, Type il Diabetes Mellitus, Asthna,
Osteoarthrosis, and Hypertension.

Review of the MDS assessment, dated 06/01/15,
revealed the facility assessed Unsampled
Resident A's cognifion as cognitively intact with a
BIMS score of fourteen (14) which indicated the
resident was interviewable. In addition, the
resident required extensive assist of two (2) stalf

RE
DBANKS HENDERSDN, KY 42420
X4} 1D SUMMARY STATEMENT OF DEFICIENCIES [s] PROVIDER'S PLAN OF CORRECTION [ 1]
PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHQULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-AEFERENCED TO THE APPROPRIATE oATE
DEFICEENCY)
£'282 | Continued Fiom page 3 i) = F 282 monthly x2 months for 10 -

residents to determine the
residents are provided
services by qualified
persons in accordance
with their written plan of
care.

All licensed staff and non-
licensed nursing staff have
received education by the
Staff Development
Coordinator RN, Assistant
Director of Nursing, Unit
Manager RN, Director of
Nursing, Night Shift
Supervisor RN, or
‘Weekend Manager on the
need to provide resident
care, including but not
limited to the amount of
assistance designated, in
accordance with the
resident plan of care and
the disciplinary process
that will be utilized if the
plan of care is not
followed. This education
was initiated on 7/13/15
and continued on 7/14/15,
7/15/15, 1116/15, 7/23/15,
7/24/15, and 7/27/15. No
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) Ll licensed or non- licensed
for bed mobility.

Reviaw of the Comprehensive Care Plan, dated
03/26/14, and the SRNA Kardex, dated 03/26015,
ravealed Unsampled Resident A required
extensive assist of two (2) staff for bed mobllity.

Observation on 07/08/15 at 9:45 AM, revealed
SRNA #8 was providing care to Unsampled
Resident A, who required twa (2) staff assist for
bed mobility unassisted. SRNA #8 was providing
incontinent care for Resident #1 which required
the resident to be turned and positioned on
his/her side putting the resident at risk for injury
related to SRNA #9 providing care unassisted.

Interview with SRNA #8, on 07/08/15 at 9:45 AM,
revealed Unsampled ResidentA required one (1)
person assist with bed mobility because the
resident was able to hold on o the side rail and
assist with turning in bed, SRNA#9 stated she
was aware she was supposed o go by the SRNA
Kardex: however, tha SRNA Kardex raveaied the
resident required twa {2) staff assistance for bed
mobility.

Interviews with SRNA#5, on 07/07/15 at 3.00
PM, SRNA #7, at 3:08 PM, SRNA#8, a1 3:35 PM,
SRNA#13 at 7:15 AM, SRNA#11 at 7:14 AM,
SRNA#12 at 7:17 AM, and SRNA#103t 7:05
AM, SRNA #9 an 07/08/15 at 9:45 AM, revealed
they were aware of the need lo follow the
resident’s care plan/Kandex to ensure care was
provided to meet the resident's needs safely.
However, three (3} of the SRNAs interviewed
(SRMA#13, SRNA#5, SRNA#9), revealed they
provided care with one (1) person assist even
though the Kardex indicated the resident required
two (2) person assist becausa other staff

pursing staff will be
allowed to work after
7/2715 without having
first received the
edncation.

Maintenance staff received
education on 7/24/15,
725/15, and 7/27/15 by the
Assistant Administrator,
Weekend Manager, and
Environmental Services
Supervisor on the need to
inspect all siderails in
accordance with the
preventative maintenance
scheduale and
manufaciurer
recommendations.

A competency checklist for
newly hired nursing staff
has been implemented as
of 7/22/15 that includes
demonstrating how to view
the Kardex care plan and
determine the amount of
assistance required by a
resident.
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An environmental safety
“F 262 Continued From page 5 S —="F 282 audit has been L
members were busy and could not assist them. implemented as of 7127115.
Interviews on 07/07/15 with Registered Nurse This audit will be
(RN) #3 at 2:20 PM, RN #4 at 2:45 PM, and completed weekly by the
interviews an 07/08/15 with RN #5 at 12:15 PM, Assistant Administrator or
RN #1 at 2:55 PM, RN #2 at 2:22 PM, LPN #2 at : 3
' : . ental Services
2:12 PM and LPN #3 at 2:34 PM revealed they Saot sy identified
were responsitle to ensure the residents were Supemso::. y wden
recelving care that meets safety requirements hazards will be corrected
and the SRNAs were following the Kardex for and findings reported to
each resident, The interviews revealed they made nali
rounds on the halls, checked Activitias of Dalty the QAPICSQ of ty
Living documentation to ensure the comect Assurance/ Performance
amount of assistance was being documented and Improvement) monthly
provided, and ensured the SRNAs knew they meeting for tracking and
could ask for assistance from other staff (charge .
nurses) rather than depending on each other. trending purposes.
Interview with the Director of Nursing (DON), on 4, The QAPI (Quality
07/09/15 at 11:45 AM, revealed she expected the Assurance/ Performance
SRNAS to follow the resident's Kardex and were s 3
not to provide care unassisted If the Kardex Improve:mel-:lt) mdlca't or
indicated otherwise. She stated afl licensed staff for monitoring of resident
were responsible for ensuring residant safety and care provision in
ensuring tha care plan/Kardex was being accordance with the care
followed. plan will be utilized
F 323 | 483.25(h) FREE OF ACCIDENT Fa23 h
gS=G | HAZARDS/SUPERVISION/DEVICES monthly x2 months, then
quarterly under the
The facility must ensure that the resident supervisinn of the Director
snvironment remains as fee of accident hazards . - -
as is possible; and each resident receives of Nursmg..Any identified
adequate supervision and assistance devices to concerns will be
prevent accidents. immediately addressed.
Findings of the completed
indicators will be reviewed
by the QAPI committee to
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Based on observation, intetview, record review,
raview of the faclity's policy and procedurss, and
review of the hospital Emergency Roormn Repodt,
Consultation Report, and Operative Report, it was
determined the facility failed fo ensure each
resident recelved adequate supervision and
assistance devices to prevent accidents for cne
(1) of four (4) samplad residents (Resident #1)
and one (1) unsampled resident (Resident A).

Resident #1 was assessed and care planned o
require the assistance of two (2) staff with bed
mability to ensure adequate supervision to
prevent accidents. On 06/14/15, State
Regislered Nurse Alde (SRNA) #5 provided
incontinent care to Resident #1 with no
assistance and when she rolied the resident over
to his/her side, the side rail broke and the
resident fell to the floor. Resident#1 sustained a
broken left femur which required surgery and a
facaration to his/her left temporal area which
required five (5) sutures.

The findings include:

Review of the facility's Nursing Specific Safety
Guideilnes, no date, revealed when moving
patients staff should always ask for and wait for
help to arrive before attempting to lift or transfer a
patient who is unable to assist in maving.

Record review revealed the facillty admitted
Resident #1 on 04/22/11 and readmitted on
07/02/15 with diagnoses which included Multiple
Scleresis, Hypertension, Diabetes Mellitus Type
1t, Gonvulsions, Urine Relention; Chronic

Ostaomyelitis; Neurogenic Bladder, Contracture
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. _ |- ‘determine if any further
Continued From pége 6 “F 323 action is indicated.
This REQUIREMENT is not met as evidenced
by:

The QAPI indicator for
monitoring of devices and
siderails will be utilized
monthly x2 months, then
quarterly under the
supervision of the Director
of Nursing. Any identified
concerns will be
immediately addressed.
Findings of the completed
indicators will be reviewed
by the QAPI committee
monthly to determine if
any further action is
indicated. The Director of
Nursing and the Quality
Assurance RN will be
responsible to oversee the
monitoring.

The QAPI (Quality
Assurance and
Performance
Improvement) team at a
minimum consists of the
Administrator, Assistant
Administrator, Director of
Nursing, Assistant
Director of Nursing,
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. Quality Assurance RN,
F-323 cfo:ﬂn:a: Fro:: pal:?r'l - |-R . F 323 Staff Development o
of hand; Hypathyroidism, Esophageal Reilux, . .
Respiratory Falture, and Left Below Knes Coordinator RN, Medical
Amputation, Director, and the
Environmental Services
Review of Resident #1's Minimum Data Set Supervisor,
(MDS) assessment, dated 06/01/15;
Comprehensive Care Plan, dated 07/03/15; and .
State Registered Nurse Aide (SRNA} Kardex 5. Completion Date 7/28/15
{CNA care plan) revealed the facility assessed
and care planned Resident #1 required total
assist of two (2) staff with bed mobility.
Raview of Nurse's Note, dated 06/14/15 at 10:34
AM, revealed SRNA #5 came fo the nursing
station and stated the resident was in the ficor
and she needad heip. The Nurse documenled F 323
upon entering the room, the resident was in the
floor with a moderate amount of blood around
histher head and was found to have a laceration The sid il §
to the left temporal area. 811 was calied by 1. The side ralls were
another staff member and the resident was sant immediately replaced on
to the hospital for sutures. the standard bed of
ide on 6/14/15
Review of the Emergency Room (ER) Report, :;snd n_t i:l by
dated 06/14/15 at 10:47 AM, revealed Resident e maintenance
#1 received sutures to a two (2) cenlimeter personnel. The resident
laceration on the left side of the head and was then reassessed for
departed the ER at 1:37 PM on 06/14/15. side rail use on 6/14/15 by
Further review of the Nurse's Notes, dated a licensec! nurse. As part
06/14/15, revealed at 1:35 PM, the resident of Interdisciplinary Tcam
returned from the Ernergency Room with five (5) Review of fall to prevent
sutures to his/her left temporal area in no acute :
distress. Review of 2 Nurse's Note, dated reoccurrence the resident
06/14/15 at 3:00 PM, revealed the dressing was was reassessed by a
removed from the resident's left stump area and licensed nurse on 6/15/15
sweliing was noted. The physician was notified of
the edema and gave an order for ice to be
applied twenty (20) minutes three (3) imes. At
FORM CMS5-2567{02-89) Previous Versions Qbsolete Event ID: EK7IN1 Faclity ID: 100423 It eontinuation sheet Page 8 of 12




DEPARTMENT OF HEALTH AND HUMAN SERVICES .

PRINTED: 0772372015

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 938-0381
STATEMENT OF DEFICIENCIES (1) PROVIDERISUPPLIERICUA 042} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION RUMBER; T COMPLETED
c
185124 e 07/09/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IF CODE
REDBANKS B51 KIMSEY LANE
) HENDERSON, KY 42420
o4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ")
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
DEFICIENCY)
F 323 | Continued Frompage 8  * ==~ ——-F 323 and-pl_acer! ona bariatric. - s
3:20 PM, the stump appeared more edematous bed with siderails. The
and the physician was notified and at 5:11 PM, resident’s plan of care was
the nurse noted the dressing fo the stump updated at that time by a
appearing more snug and the physician was .
notified again with an order received for an x-ray hcensed. l.lurse to reflect
of the left stump at 5:17 PM. At 7:17 PM, Mobile the addition of the
X-Ray artived at the facllity and x-rays wera bariatric bed.
obtained and at 8:20 PM, the physician was Resident #1 is provided
nolified of the x-ray resulls and an order was . by qualified
obtained to send the resident to the Emergency 3L , Y4
Room. Review of a Nurse's Note, dated persons in accordance
06/15/15 at 3:57 AM, revealed the nursing facility with the written plan of
calted the hospital to check on Residant #1 a:md care as determined by care
hefshe had been admitted to the medical unit and b 4 ducted b
a consult was requested with an orthopedic observations con Y
surgeon. the Administrative
nursing team (Director of
Review of a Cansultation Report, daled 06/15/15, : istant
revealed radiograph reports showed a fracture of N‘.'lmmg’ li.s; <o Unit
the left femoral shaft. Review of the Operative Director of Nursing, Uni
Report, dated 06/16/15, revealed a posioperalive Manger RN, Weekend
diagnosis of Comminuted Fracture of the left Manager, Quality
femoral shaft which required a surgical procedure Assurance RN, Staff
of interlocking intramedullary nailing of the left ’ X
femur, Development Coordinator
RN, Assistant
Interview with SRNA #6, on 07/08/15 at 10:40 Administrator RN, Night
AM, revealed on D6/14/15 she told the Charge .
Nurse, Licensed Practical Nurse (LPN) #1, she Supervisor RN) weekly x4
was going into Resident #1's room to provide weeks. These care o
care and was told by LPN #1 "she would be in observations were initiated
shortly to assist her". She stated when she on 7r2715.
entered the resident's room, the resident had
feces all over the Jront and back of him/her; she .
waited for assistance, but when no one cams, Unsampled Resident A
she proceeded to clean the resident rolling was reviewed by the
him/her to his/her right side facing the window. Director of Nursing on
She sald she had her left hand placed on 7127115 mount of
Resident #1's right hip and reached around to or Amg
FORM CMS5-2587{02-89) Pravicus Vorsions Obsalale Even! ID:EXKTIN Facilty 10: 100423 If continuation sheel Paga 9 of 12
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obtain a clean wash cloth and she fell the
resident's body give and hefshe rolled out of the
bed onto the floar. She stated the side rail was
up on the side of the bed she rolled the resident
towards, but it gave way. Further intarview
raveaied she turned the resident's call light on fo
summon help and when no one came, she went
to the hallway and yelled for help. She stated
LPN #1 came to the room and assessed
Resident #1 who was found to have bleod coming
from hisfher leR side of the head and the resident
was transferred to the Emergency Room for
evaluation of the laceration to his/her head. She
revealed she was aware of the residenl's Kardex
indicated the rasident required two (2) staff
assistance for bed maobility, but she did not want
to wait any longer for assistance to arrive.

Interview with Licensed Practical Nursa (LPN) #1,
on 07/07/15 at 2:30 PM, revealed she was
working on 068/14/15 when Resident #1 fell from
the bed causing harm lo the resident. She stated
SRNA #8 expected her to come in the room to
pravide wound care; however, SRNA #1 did nat
wait for her to arrive before ghe provided care to
Resident #1 resulting In the resident being injured
from a fall from the bed.

Interview with the Maintenance Techniclan, on
07/08/15 at 1:35 PM, revealed the side rail that
broke on Resident #1's bed was on the bed via a
universal side rail kit from a different
manufacturer than that of the bed. He revealed
he had never seen a side rail give way resulting in
a resldent being injured until 06/14/15 when the
incident accurred with Resident #1. Additional
cbservation and interview revealed the bar under
the bed matiress, which was part of the universal
side rail kit, broke and not the side raii. He was

activities of daily living
and the care plan was
reviewed to cnsure
updated correctly. No
changes were necessary.
The staff member SRNA.
#9 was counseled by the
Director of Nursing on
7/10/15 on providing
assistance to residents
according to the plan of
~ care.

2. All facility beds with side
rails were inspected by the
maintenance staff on
6/14/15 for proper
function and repaired/
replaced as indicated.

All residents requiring
assistance with turning
and repositioning have the
potential to be affected. To
identify other residents
with potential to be
affected, carc observations
were conducted by the
Administrative nursing
team once weekly x2
weeks, and then once
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unsure how the break occurred and review of the
audit logs conducled monthly on all of the
universa) side rail adapler kits, revealed Resident
#1's side rails and kit were checked on 08/01/15
with no concerns noted.

interview with a Representative from the
Manufacturer of Resident #1's bed, on 07/09/15
at 8;35 AM, revealed the universal kit was
appropriate for the bed; howaver, they
recommended use of side rails they sold to go an
their beds. ;

2. Record review revealed the facility admitted
Unsampled Resident A, on 10/03/13 with
diagneses which included Renal Fafiure, Morbid
Obesity, Type 1l Diabetes Mellitus, Asthma,
Ostaoarthrosis, and Hypertension,

Review of the MDS assessment, dated 06/01/15;
Comprehensive Care Plan, dated 03/26/14; and
the SRNA Kardex, dated 03/26/15, revealed
Unsampled Resident A required extensive assist
of twa (2) staif assistanca for bed mobility,

Observation on 07/08/15 at 9:45 AM, ravealed
SRNA #9 was providing incontinent care for
Unsampled Resident A. SRNA #9 was tuming
and repositioning the resident on his/her side
without the assistance of another staff to ensure
adequate supervision was provided which placed
the resident as risk for injury.

Interview with SRNA #9, on 0708/15 at 9:45 AM,
revealed Unsampled Resident A required cne (1}
person assist with bed mobility because the
resident was able to hold on {o the side rail and
assist with tuming in bed; however, the SRNA
Kardex revealed tha resident required two (2)

residents to determine the
residents are provided
services by qualified
persons in accordance
with their written plan of
care.

3. All licensed staff and non-
licensed nursing staff have
received education by the
Staff Development
Coordinator RN, Assistant
Director of Nursing, Unit
Manager RN, Director of
Nursing, Night Shift
Supervisor RN, or
Weekend Manager on the
need to provide resident
care, including but not
limited to the amount of
assistance designated, in
accordance with the
resident plan of care and
the disciplinary process
that will be utilized if the
plan of care is not
followed. This education
was initiated on 7/13/15
and continued on 7/14/15,
7/15/15, 7/16/15, 7/23/15,
7/24/15, and 7/27/15. No
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staff assistance for bed mobility. nursing staff will be
Interviews on 07/07/15 with Registerad Nurse allowed t‘f work aft?r
(RN)#3 at 2:20 PM and RN #4 at 2:45 PM; and 7/27/15 without having
interviews on 07/08/15 with RN #5 at 12:15 PM, first received the
RN #1 at 2:55 PM, RN #2 at 2:22 PM, LPN #2 at education.

2:12 PM and LPN #3 at 2:34 PM revealed they
were responsible {o ensure the residents were
recelving care with the adequate amount of
supervision.

Interview with the Director of Nursing (DON}, on
07/09/15 at 11:45 AM, revealed she expected the
SRNMAs to follow the rasident's iardex and to ask
for and wait for assistance to arive before putling
a resident in harms way.

Maintenance staff received
education on 7/24/15,
712515, and 7/27/15 by the
Assistant Administrator,
Weekend Manager, and
Environmental Services
Supervisor on the need to
inspect all siderails in
accordance with the
preventative maintenance
schedule and
manufacturer
recommendations.

A competency checklist for
newly hired nursing staff
has been implemented as
of 7/22/15 that includes
demonstrating how to view
the Kardex care plan and
determine the amount of
assistance required by a
resident,
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An environmental safety
audit has been
implemented as of 7/27/15.
This andit will be
completed weekly by the
Assistant Administrator or
Environmental Services
Supervisor. Any identified
hazards will be corrected
and findings reported to
the QAPI (Quality
Assurance/ Performance
Improvement) monthly
meeting for tracking and
trending purposes.

. 'The QAFPI (Quality
Assurance/ Performance
Improvement) indicator
for monitoring of resident
care provision in
accordance with the care
plan will be utilized
monthly x2 months, then
quarterly under the
supervision of the Director
of Nursing. Any identified
concerns will be
immediately addressed.
Findings of the completed
indicators will be reviewed
by the QAPI committee to



determine if any further
action is indicated.

The QAPI indicator for
monitoring of devices and
siderails will be utilized
monthly x2 months, then
quarterly under the
supervision of the Director :
of Nursing. Any identified
concerns will be
immediately addressed.
Findings of the completed
indicators will be reviewed
by the QAPI committce
monthly to determine if
any further action is
indicated. The Director of
Nursing and the Quality
Assurance RN will be
responsible to oversee the
monitoring.

The QAPI (Quality
Assurance and
Performance
Improvement) team at a
minimum consists of the
Administrator, Assistant
Administrator, Director of
Nursing, Assistant
Director of Nursing,



Quality Assurance RN,
Staff Development
Coordinator RN, Medical
Director, and the
Environmental Services
Supervisor.

5. Completion Date 7/28/15



