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t The fall was the second fall, sustained by the

! potentlal for requiring physician intervention or a

Continued From page 1
legal representative or interested family member.

This REQUIREMENT is not met-ds svidenced
by:

Based on interviews and record review (o include
facifity pollcy/procedure, it was determined the
facllity failed to ensure notification of the
physician and/or family for one resident (#1}, in
the selected sample of thrae {3), when the
resident experdenced a change of condition,

During an assisted transfer per staff, frarn a
wheelchair to bed, Resldent #1 sustalned a fall,
which resulted In abrasions fo both knees, The
fachity falled to notify the physician and family.
resident on the evening of 05/25/11.

The findings include:

LATEvVIGN of the facility's pollcylprocedure,— —— 2L Tl

"Physician/ Legal Reprosentative-lotification,”
undated, revealed nursing staff were to Inform the
resident, consult with the resident's physician and
the resident's legal representative ar an
interested family member, in the event of an
accident involving the resldent, which had the

need to alter medlcal freatment.

Closed record review revealed Resident #1 was
admitted to the facility, on 03/21/08 with
diagnosss which Included Dementia and Agltated
Behaviors and Qsteoarthritis, The resident was
discharged on 06/01/11,

A raview of the quarierly Minimum Data Set

F 167
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{MDS), dafed 04/07/11 and the annual MDS
dafed 01/05/11, revealed the facility assessed
Resident #1 as severely cognitively impaired with
a short term memory deficit and made poor
safety decisions. The resident was identified ss
having the capability of Independent transfers
was ambulatory in the roem and hallways with
supervision and the use of a rolling walker. |

Revlew of the “Falis” care plan, dated 01/12/11,
revealed interventions included staff to answer
calt lights promptly and instruct the resident to cafl I
for assistance, prior to all transfers and to remove
or redirect the resident if he/she placed
him/herself in a sitfuation for a possible fali or

injury. i

A review of the Certified Nurse Alde (CNA) Cars
Plan, dated May 2011, revealsd interventions

included non-skid socks and staff assurance that
the resident’'s walkar was with in reach, when the

-resident was sitting down.:, o o - = e L L

! An interview with Cerlified Medication Aide #1, on
[ 09727441 at 4:42 PM and on 09/28/11 at 3:00 PM,
revealod that on 05/25/11, Resident #1 felt in the |
bedroom twice that same evening. The first fali !
occurred at approximately 7:00 or 7:30 PM, There
wag a tornado warning issued that night and staff
were busy assisting residents to the hallway, Ths :
CiMA revealed she was not involved with !
Resident #1 at the time of the fall, buf stated the
resident sustained a second fall at approximatsly
9:00-2:30 PM, During this time, residents were |
being asslsted from the haliway to their rooms, ‘
after the tornado all clear notice was given. The
CMA and ancther CNA were assisting Resident !
#1 to transfer from the wheel chalr, when the i
I }
Frcliy i0: 104363 I continuatlon shest Page 3 of 7
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resident stumbled and fell to hisfher knees, The
CMA alerted the LPN Charge Nurse, The charge
nurse responded and assessed the resident, prior
to assisting Resident #1 to bed. Howaver, review
of the medical record revealed no documented
evidence of the fall or notification of the physlcian
or family.

Interviews with the LPN Charge Nurse, on
09/27/11 at 1:40 PM and 3:12 PM and on
09/28/11 a1 4:30 PM, revealed the |LPN did not
document the sacond falf incident or notify the
physleian or family. She revealed she forgot
about the second fall, until the CMA mentioned
the incident. She stated, "It was a busy night and |
just ramember the resident "hunched in the floor
and the staff were holding him/hesunder the
arms and did not reajtze it was a fall."

An Interview with the Risk Manager, on 09/28/11
at 4:30 PM, revealed the Risk Manager did not

— - interview the CMA regarding the fallsand stié'had Z | .

only interviewsd staff involved in the first fall,

An interview with the Director of Nursing {DON),
on 09/28/11 at 4,40 PM, revealed she was not
amployed at the facility at the time the falls
oceurred, however, she would expect the LPN to
ass0ss the resident, cali the family and the
physlcian and treat the resident accordingly. The
DON revealed she wouid expect the LPN fo
complete an incldent report and to document In
the resident's chart, and to notify the DON, if she
was not in the building at the time.

Aninterview with the Administratgr, on 09/28/11
at 3;30 PM, revealed the Administralor was
unaware of a second fall sustained by Resident

|
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#1, The Administrator revealed the LPN had been Rosident #1 no longer resides at
provided {raining regarding the facility pollcies tha facility.
and procedures related to compietion of incident
raports and notification of physiclan and family. Criteria #2
F 514 | 483.75(1)(1) RES - F §14}  The facility will identify other
55=8 | RECORDS-COMPLETE/ACCURATE/ACCESSIB residents having the potential to be
LE ‘ affected by the same deficient
practice by reviewing afl incidences
The facility must maintain clinicat records on each :ga;nigave ?!'?cutr!r ed in the last month
resident In accordance with accepted professional g ure that the incidont is
. i ocumented in the medical record.
standards and practices that are complete; This will be completed b :
accurately documented; readily accessible; and Administrative Nursing y
! systematicaily organized. First full day of compliance will be
November 10, 2011,
The clinicat record must contain sufficient
infarmation to identify the resident; a record of the Crlteria #3
resident's assessments; the plan of care and Llscer?sad Nursin_g Staff wili be
services provided; the results of any Inserviced on policy for events
: . . doctimeniation.
preadmisston screening conducted by the State: b
and progress notes This will be completed by
' Adminlstrative Nursing. First full day
e e e e -- of compliance will be Novembeirtoy ™ i) o T
S 207 ’ 1
This REQUIREMENT la not met as evidenced
by: - Criteria #4
Based on Inferview and record review, it was The facility has developed the
determined the facility failed to ensure Incident Revisw Committee which
documentation in the clinical record Included meels at least 3x a week,
incldents such as falls for one resident (#1). in a EV?”tSf”?CfE!GHCES are reviewed
selocted sample of three. during this time. When
avents/incidences are reviewed the
A roview of the facility's undated policy and ourses’ notas will be reviwed to
, ure appropriate documentation.
procedure, Evenis/incident Reporis, revealed the i This will be completed by
facility required all events to be documented ! Administrafive Nursing by
involving residents. Incident/accidents were November 10, 2011.
documented in the dinical record and on an i
incident report per the charge nurse. The charge i ‘
nurse was responsibte for documentation in the Criteria #5
) 11107014

medica! record and to open the computerized

'
i
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charting for the review of the Risk Manager,
Director of Nursing {DON) and the Administrator.
The report should contain the name of the
resident. the location of the event, any witnesses
and a concise description of the facts obsarved at
the scene and the appropriate follow-up.

The findings includa:

Resident #1 was admitted, on 03/21/08, with
diagnoses to include Dementia with Agitated
behavlors. The resident was dlsoﬁé?ged on
06/01/11. Review of the falls care plan, dated
01/12/11, revealed interventions included removal
or redirection of the resident if he/she placed
him/herself in a situation for & possible fall or
injury. A review of the Certified Nurse Aide {CNAY
Care Plan, dated May 2011, revealed staff were
to ensurs the resident's walkar was in reach,
when the resldent was sitting dowr.

09/27/11 at 4:42 PM and on 09/28/11 at 3:00 PM,
revealed Resident #1 fell on two oceaslons, on
the evening of 05/25/11. The first fall occurred at
approximately 7:00 PM or 7:30 PM. A gsecond fall
occurred at approximatsly 9:00 PM-8:30 PM. The
facility staff were in the process of assisting
restdents back to their rooms after a tornado
warning. The CMA and a CNA were asslisting
Resident #1 with a transfer fram e wheelchair to
be, when the resident stumbled and fell to his/her
knees. The CMA alerted the LPN Charge Nurse,
who came and assessed the resident, prior to
azgisting the resident to bed.

Raview of the clinical record revealed the
incldent/all and actions taken were not

s iovisw B Mediontion Alde-Hon—; T T I I e S e

F 614

L
]

| i

FORM GMS-2567(02-99) Previgus Verzlons Obsolete

Event |D:QUC41E Faciily |D: 100386 if cantinuation sheet Page G of 7




0CT/17/2011/M0N 05:42 P RiverBend Retirement

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FAY No. 1 270 388 2345

P. 009

PRINTED: 10/14/2011
FORWN APPROVED
OMB NO, 0938-0391

‘| tesident's chart,

documented in the medical record per facility
policy and procedures. The results of the nurse's
assessmant and any acllons taken were not
recorded. Thers was no dacumented evidence
the resident was monitored for any polentiat
developmant of complleations, resulting from the
sacond fall.

Interviaws with the LPN Charge Nurse, on
09/27/11 at 140 PM and 3:12 PM and on
08/28/11 at 4:30 PM, revesled the |LPN did not
document the second falt episode. She revesled
she forgot about the resident's second fall, untif
the CMA mentioned it She stated she did not
document the episode or fill out an event report.

An interview with the Director of Nursing {DON}),
on 09/28/11 at 4:40 PM, revealed she was not
emptoyed at the facility at tha time™f the falls,
however, she would expect the LPN to complete
an incidant report and to document in the

STATEMENT OF DEFICIENCIES (X1} FROVIDER/SUPPLIER/CLIA (%2} MULTIPLE CONSTRUGTION {¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; GOMPLETED
A. BUILDING
G
8. WING
185416 09/30/2011
NAME OF PROVIDER OR SUFPLIER STREET ADCRESS, CHTY, STATE, ZIP CODE
300 BEECH ST.
RIVER'S BEND RETIREMENT COMMUNITY
KUTTAWA, KY 42055
{Xd) 10 SUMIMARY STATEMENT OF DEFICIENCIES ! ] PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACHDEFIGIENCY MUST RE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMALETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
!
F 614 | Continued From page 6 — F 514

An interview with the Administrator, on 09/28/11
at 3:30 PM, revealed the Adminisfrator was
unaware of a second fall and the LPN had been
tralned to complete an incldent repert for all falls,
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