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assessed and identified Resident #9 as
independent in decision making and requiring
extensive assistance of two staff members for
transfers with a mechanical lift. A review of the
comprehensive care plan entitled "Potential for
falls”, dated 06/26/07 and updated 03/01/10,
revealed an intervention for the use of a
mechanical lift for all transfers with the assistance
of two staff members. The Nursing Assistant
Care Card, dated 03/20/10, revealed Resident #9
required the assistance of two staff members with
the mechanica lift for transfers.

A review of the Nurse's Notes, dated 03/01/10 at
10:30 AM, revealed the resident was observed
sitting on the floor on hisfher buttocks. CNA#
stated she used the mechanical iift to raise the
resident approximately two inches to adjust the
machanical litt pad. The resident Jeaned to the left
and fell sideways from the sling and landed on
top of CNA #1. CNA #1 called for help and
additional staff members responded and
assessaed the resident and assisted the resident
to bed.

An interview with Resident #9, on 04/08/10 at
3:08 PM, revealed he/she was in a shower chair
with the lift pad undemeath. The resident stated,
"CNA #1 was trying to transfer me to the bed so
she could get me dressed. CNA #1 was by
herself when she tried to transfer me. They
usually have two people with the lift when they
transfer me. She just thought she could get me in
the bed by herself’.

An interview with the Staff Davelopment
Coordinator {(SDC), on 04/08/10 at 10:31 AM,
revealed she responded to the call for help by
CNA #1. She did not witness the fall and upon

the potential to be affected by the
alleged deficient practice:

On 4/9/10, residents care plan and
c¢na care cards requiring transfer
assist with mechanical lift were
reviewed by the interdisciplinary
team o ensure staff assistance of two
is provided during transfers,

With respect {o measures to effect
systemic changes to ensure the
alleged deficient practice does not
recur:

Staff re-education was completed by
SDC for F282, which included
following care plans/cna care cards,
and mechanical lift transfers with two
stafT assist on 4/27/10. CNA was re-
educated on 3/2/10 on mechanical 1ift
transfers by the Assistant Director of
Nursing. The Licensed Nurse will
ensure the care plan is followed with
assist of two.

With respect to how the facility
will monitor performance to
ensure that solutions are sustained:
To monitor performance and to
ensure that the solutions are
sustained, Nursing Management
will audit four care plans per week
for three weeks to ensure the plan
of care is followed for transfers as
indicated. The Licensed Nurse will
ensure the care plan is followed with
assist of two.
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entering the room she observed Resident #9 lying
on the floor. The SDC stated CNA #1 told her
she was readjusting the resident and not .
attempting to transfer him/her. The resident The results will be submitted to
required the assistance of two staff members and the Performance Improvement
the use of a mechanical lift for all transfers. Committee for review with
recommendations and ongoing
An interview with Licensed Practical Nurse (LPN) monitoring as indicated.
#1, on 04/08/10 at 10:45 AM, reveated CNA #1
gave the resident a shower and hooked the Completion date 5/1/10

resident up to the Hoyer lift and repositioned the
resident without asking for assistance from
another staff member. She was informed
Resident #9 fell on top of CNA #1. Upon entering
the room, Resident #2 was observed seated on
the floor and CNA #1 was bracing the resident to
prevent the resident from falling backwards. She
asked the resident if he/she was hurt and
Resident #9 stated "no". LPN #1 stated she
assessed the resident while the resident
remained on the floor and four staff members
assisted the resident to bed, She stated a head
to toe assessment was complsted on the resident
once hal/she was placad back on the bed. LPN
#1 stated "There should have been two staff
members with the resident. The residentis a two
person assist with everything. Hefshe is a
transfer with the assistance of two staffand a
mechanical lift",

An interviow with CNA #1, on 04/08/10 at 8:58
AM, revealed she had the resident in the shower
room and had retumed Resident #9 to the
bedroom. The resident was leaning to one side
and the CNA raised the resident using the
mechanical lift to adjust the pad. She stated, "I
wanted (him/her) to be in the sling completely and
when | lifted (him/her) up, the resident leaned
further out but | caught {the resident). Tha
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resident ended up on the floor cause | eased
{him/Mer) down and | screamed for help. (The
resident) is a one parscn assist with bathing and
a two person assist with a mechanical lift for
transfors. Hind site is 20/20 and it would have
been better for me to holler for somebody to
coms help me than to adjust {the resident} by
myself'.

An interview, on 04/09/10 at 1:10 PM, with the
Director of Nursing (DON} revealed she was
called to the room and was informed the resident
had slipped out of the lift. The resident was lying
on ths floor as she entered the room, She stated,
*The resident was to be transferred with a fift and
the assistance of two staff. The CNA did not
follow the resident's care plan. Staff should be
reviewing the CNA care cards prior to going outte
the floor to provide care. | would expect the staff
to review the care cards before providing care
because things change. "

483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices fo
prevent accidents,

This REQUIREMENT is not met as evidenced
by:

Basad on interviews and record reviews, it was
datermined the facility failed to provide adequate
supervision and ensure the resident environment
was as free of accident hazards as is possible for

F 282

F 323 F323

The center will ensure that the
resident’s environment remains as
free of accident hazards as is
possible; and each resident receives
adequate supervision and assistance
devices to prevent accidents.

With respect to resident(s)

affected by the alleged deficient

practice:

Resident #9 was iminediately assisted
back to bed and a head to toe
assessment completed by licensed
nurse. No injury was noted. Resident
#9's care plan/cna care card was
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one resident (#9), in the selected sampla of 15.

On 03/01/10 at 10:30 AM, Resident #9 feil from a
mechanical lift pad and sustained no injury. One
CNA was assisting the resident. The resident's
care plan interventions revealed two staff were
required for assistance with transfers and the use
of the mechanical lift.

Findings include:

A racord review revealed Resident #9 was
admitted to the facility with diagnoses to include
Depressive Disorder, Multiple Sclerosis, and
Bipolar Disorder.

A review of the quarterly Minimum Data Set
{MDS}, dated 01/26/10, revealed the facility
assessed and identified the residentas
independent in decision making and requiring
extansive assistance of two staff members for
transfers using a mechanical lift. A review of the
care plan entifed "Potential for falls,” dated
06/26/07 and updated 03/01/10, and the Nursa
Aide Care Card revealed interventions specified
that two staff members would provide assistance
with transfers and the use of a mechanical lift,

A review of the Nurse's Notes, dated 03/01/10 at
10:30 AM, revealed the nurse was called to the
resident’s room and Certified Nursing Assistant
{CNA) #1, the medication nurse and the Assistant
Director of Nursing {ADON) were present. The
resident was obsarved seated on the floor on
hisfher buttocks. CNA#1 informed the nurse the
lift pad had become unaligned beneath the
resident during the shower and the resident was
laaning over the arm of the chair to the lsft side.
CNA #4 connected the lift pad to the mechanical
lift without assistance and raised the resident

reviewed by the Assistant Director of
Nursing on 3/2/10. The resident was
care planned to be transferred by
mechanical lift with assist of two
staff, which remain to be the safest
mode of transfer for resident.

With respect to residents having
the potential io be affected by the
alleged deficient practice;

On 4/9/10, residents care plan and
CNA care cards requiring transfer
assist with mechanical lift were
reviewed by the interdisciplinary
team to ensure staff assistance of two
is provided during transfers.

With respect to measures to effect
systemic changes fo ensure the
alieped deficient practice does not
recur.

Staff re-education was completed by
SDC on 4/27/10 for F323, which
included the following incidents and
accidents, care plans/ cnha care cards,
positioning, and mechanical lift
transfers with assist of two. CNA
was re-educated on 3/2/10 on
mechanical lift transfers by the
Assistant Director of Nursing. The
Licensed Nurse will ensure the care
plan is followed with assist of two.
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approximately two inches. Resident #3 leaned

further to the left and fell sideways from the lift With respect to how the facility

pad and landed on top of CNA #1, CNA #1 told will monitor performance to

the nurse she grabbed the resident's leg and ensure that solutions are sustained:

eased him/her to the floor and called for halp. To monitor performance and to
ensure that the solutions are

An interview with Resident #9, on 04/08/10 at sustained Nursing Management

3:08 PM, revealed the resident was in the shower will audit four care plans per week

chair with the lift pad undemeath. The lift pad

was not straight, IENA #1 connected the papd to for thresz weeks Lo ensure the plan

the mechanical lift and raised him/her up. The of care is followed for transfers as

’ indicated. The results will be

resident stated he/she was going to tell the CNA, .
“This lift fesls funny", and then hefshe fell out of submitted to the Performance

the lift pad. The resident stated the CNA caught Iml?roverpent Committee for
him/her and prevented him/her from siriking the review with recommendations and
floor. Resident #9 stated, "(CNA #1) was trying fo ongoing monitoring as indicated.
transfer me to the bed so she could get me
dressed. {CNA #1) was by herself when she tried
to transfer me. They usually have two people 5. Completion date 5/1/10
with the lift when they transfer me". Resident #9
stated hefshe did not get hurt and no one had
transferred him/her by themselves before.
Resident #9 stated, "She just thought she could
get me in the bed by herself".

Interviews with CNA #1, on 04/G69/10 at B:58 AM
and 3:13 AM, revealed she was with the resident
when the resident fell from the iift pad, She had
given the resident a shower and returned him/her
to the bedroom. When they got to the bedroom,
Resident #9 was leaning to one side and the CNA
wanted the resident to be in the sling completely.
CNA #1 connected the lift pad to the mechanical
jift and raised the resident approximately two
inches to adjust the lift pad, when Resident #9
leaned further out and fell. She stated she caught
the restdent and eased him/er to the fioor. CNA
#1 stated she screamed for help, She stated she
knew the resident required the assistance of two
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staff with a mechanical lift for all fransfers. She
stated she wanted to get the resident back to bed,
finish drying him/er off, get himvher dressed, and
back in the wheslchair. She stated, "Hind site is
20/20. |t would have been better to holler for
someboedy to come help me than try to do it all by
mysalf’,

An interview with Licensad Practical Nurse {LPN})
#1, on 04/08/10 at 10:45 AM, revealed CNA #1
made the decision to hook the resident up to the
mechanical lift and reposition him/her by herself
without asking for help from another staff
member. She asked the resident if he/she was
hurt and Resident #9 stated "no”. LPN #1 stated
she assessad the resident while the resident was
on the floor and then four staff members assisted
the resident to bed. She stated CNA #1 should
have had another staff member with her to
transfer the resident. The resident required the
assistance of two staff with the mechanical fift for
all transfers and CNA #1 did not follow the
resident's plan of care.

An interview with the Director of Nursing {DON},
on 04/09/10 at 1:10 PM, revealed she was cailled
to the resident's room and was informed the
resident had sfipped out of the lift. CNA #1 wasin
the room and told her she was trying to raise the
resident up by hersalf to readjust the {ift pad. The
resident slid out of the lift pad after CNA #1
hooked him/her up and raised him/her up by
herself. The DON stated CNA #1 did not follow
the resident's care plan which resulted in the
resident receiving minor injuries {redden area to
calf, ankle, foot, and buttocks}. Resident #9 was
supposed fo be transfemred with the assistance of
two staff members and the mechanical lift. The
DON stated, "CNAs should be reviewing CNA
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care cards prior to going out to the floor to provide
care. | would expect the staff to review and follow
the care cards before providing care.”

FORM CMS-2567{02-99) Prevlous Versions Obsolete Event ID; CFGK11

Facity [D; 100183

If continuation sheet Page 8of 8






DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 04/22/2010
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMEER: COMPLETED
A BUILDING 01 - MAIN BUILDING 0%
B. WING
185012 04/07/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1500 PRIDE AV
HILLSIDE VILLA CARE AND REHABILITATION CENTER PRIDE AVENUE
MADISONVILLE, KY 42431
(X4) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION x5}
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 APPROPRIATE DATE
DEFICIENCY)
K 025 | Continued From page 1 K025
heads throughout the 300 hall and 400 hali did
not fit flush to the cailing, aliowing a quarter inch
gap between the ceiling and the rings. The space
between the ceiling and trim was not filled with a
material that would limit the fransfer of smoke.
An interview conducted with the Maintenance
Director, on 04/07/10 at 11:30 AM, revealed he
was not aware of the spacs between the ceiling
and trim ring for the sprinkler head.
K 062 | NFPA 10% LIFE SAFETY CODE STANDARD K 062 K062

S$8=D
Required automatic sprinkler systems are
continuously maintained in reliabte operating
condition and are inspacted and tested
periodically,  19.7.6, 4.6.12, NFPA 13, NFPA
25,9.7.5

This STANDARD is not met as evidenced by:
Based on observation and staff interview
conducted on 04/07/10, it was determined the
facllity falled to ensure sprinkler heads were free
of paint as required by NFPA 25 1999 Edition.

The findings to include:

A tour of the facility, conducted 04/07/10 at 11:00
AM, revealed six sprinkler heads on the front
parch were stained with a brown substance.

An interview with the Maintenance Director, on
04/07110 at 11:05 AM, revealed he was aware of
the brown substancs on the sprinkler heads.

}. Premier, an outside contractor was
contacted and came to center on
4/28/10 to inspect and repair/replace
sprinklers on the front porch,

2. All sprinklers throughout the
center were inspected by Premier to
ensure compliance with NFPA 13,
NFPA 25,9.7.5

3. Administrator will receive bids to
replace sprinkler heads, as indicated,
Maintenance Supervisor will
maintain sprinkler heads per
Preventaiive Maintenance Schedule

4, Housekeeping/Maintenance
Supervisor will conduct audits per the
maintenance schedule, Issues found
will be taken to the Administrator
immediately and addressed with the
Performance lmprovement
Committee for three months for
further recommendations.

Reference to: 5. Completion date 511110
NFPA 25 1999 Edition
2-2 Inspection,
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2-2.1 Sprinklers.
2-2.1.1* Sprinklars shall be inspected from ths
floor level annually. SprinKlers shalt be free of
corrosion, foreign materials, paint, and physical
damage and shall be installed in the proper
ofientation {e.g., uprght, pendant, or sidewali).
Any sprinkler shall be replaced that is painted,
corroded, damaged, loaded, or in the improper K 135
orientation,
K 13‘: NFPA 101 LIFE SAFETY CODE STANDARD K135 1. Cans of deep gloss, oven cleaner
s8= : .
Fiammable and combustible liquids are used Z?‘;}lglf spray were discarded on
from and stored in approved containers in .
accordance with NFPA 30, Flammable and 2. Housckeeping checked rooms
Combustible Liquids Code, and NFPA 45, throughout the center on 4/9/10 to
Standard on Fire Protection for Laboratories ensure compliance with NFPA 99.
Using Chemicals. Storage cabinets for 4.3,10.7.2.1
flammable and combustible liquids are
constructed in accordance with NFPA 30, 3. Flammable and combustible
Flammable and Combustible Liquids Cods, NFPA liquids will now be stored inan
99, 4.3,107.21. outside storage building.
4, Housekeeping will conduct
random audits and submit {o the
Performance Imprevement
Committee for three months for
This STANDARD is not met as evidenced by: further recommendations.
Based on obsarvations and staff interviews,
conducted on 04/07/10, it was determined the 5. Completion date 5/1/10
facility failed to properly store flammable and
combustible liquids.
The findings include;
Observations during the Life Safety Code
inspection, on 04/07/10 at 9:45 AM, revealed
seven cans of deap gloss and two cans of oven
cleaner were stored on a cart in the Jaundry. Five
cans of hair spray were stored in a wooden
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cabinet in the beauty shop. The label on the
above items stated combustible, danger,
extremely lammable. All flammable materials
shall be stored in a flammable proof cabinet

An interview conducted with the Maintenance
Director, on 04/07/10 at 10.00 AM, revealed the
facllity did not have a flammable proof cabinet
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