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An abbreviated survey (KY #1 8271) was
conducted 11/06/12 through 14/09/12 to
determine the facility's compliance with Federal
requirements. KY #19271 was substantiated with .
: deficiencles cited at the highest scope and : -
severlty of a "G." ; ,
F 282 483.20(k){3)(ii) SERVICES BY QUALIFIED i F 282 F e 12/8/12 k-
$5=G | PERSOMNS/PER CARE PLAN
1. Resident #1 was transferred to an

The services provided or arranged by the facility Qrthopedic physician for evaluation and
must bo providad by qualiied persons i e e The Hosce A sscignes
accordance with each resident's written plan of the fadility Administrator and Oirector of Nursing
care, .on following the residents’ facility care plan and
asking for assistance with all resident trangsfers.
The bed for Resident #1 was placed in low
position by a certified nursing assistant on 11-6-
12. Acare plan meeting was held on 11-6-12
, . " : with the facility Interdisciplinary Team and the
E;'fs REQUIREMENT is notmet as evidenced Hospice Nurse to determine that facility and
. . . . . Hospice care plans mirrored one another
Based on observation, interview, record review, inclfding the gmount of assistance needed with
review of the facility's invastigation, and review of transfers and bed height.
the facility's policy/procedure, it was determined :
the facility failed to ensure one resident (#1), in 2. An audit of current residents and resident i
the setecled sample of fifteen residents, was . car izolgnszwas completed by the Unit Managers | {
provided care in accordance with the plan of care. gﬂewé nfh.lon?af:"if;“‘;:‘;e”gtat d‘:afn”i';it o
The resident was lolally dependant on staff for Hospice and facility gare plaﬁs' for current
iho asaistance of o Sl on astoare s Compited by he Dreme senvices, was
: e - : completed by the Director of Nursing on
: Hospice Certified Nurse Aide (CNA) Iransferred ¢ 11/12/12 to determine that both facility and ‘
; Resident #1 from a geri-chair to.histher bed ! _ Hospice care plans mirror one another related to
: withoul additional assistance as required per the resident care needs including the amount of
‘ plan of care. The Hospice CNA immediately 25‘?"5'::‘“‘3 needed with transfers and bed
 noticed a discoloration to the resident's righl fool eight.  Any issues identified were corrected at

o ; hat time.
and notified the nurse. An X-ray was obtained that time

and revealed the resident sustained a fraciure to
the tibula and fibula near the ankle. The lacility
determined the fraclure occurred when the

ABORATORY DIRECT ZBO\‘I WSUPPLIE{{ REPRESENTATIVE'S SIGNATURE N TiTLE (X&) DATE
M o Lmosnstiton 1]18[12,

Any deficiency stalement ending with an asterisk (*} denotas a deficiency which lhe instilulion may be excused from corracting providing it is i’ialen‘éined that
ither safeguards provide sufficient prolection to the patiants. (See inslructions,) Excepl for nutsing homes, the findings slaled abova ara disclosable 00 days
fallowing (ha date of survey whether of not a plan of cofrection is provided, For nursing homes, the above findings and plans of cofrection are disclosabla 14
“ays following the dale Ihase documenls are mads avaliable 1o (he facllity. W deficlencies are ciled, an approved plan of comreclion Is requisite lo cantinued
rogram panlicipation.
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F 282 Continued From page 1 F 282} 3. The Hospice Clinicat Manager was re-

Hospice CNA transferred the resident without
assistance. (Refer to F309)

Additionally, review of Resident #1's care plan,

; Risk for Falls, reveated an intervention dated
08/06/12 10 keep ihe resident's bad in a low
posilion. However, during the abbreviated
survey, Resident #1 was observed in a bed which
was not in low posilion in accordance with the
resident's care plan.

Findings include;

A review of the facility's policy/procedure,
interdisciplinary Care Plan, daled 01/2008,
revealed "The Interdisciplinary Team {IDT)

: develop care plans within 24 hours of admission
addressing the resident's most acute problems,
The care plan is comprehensive for sach resident i
including measurable objectives and timetable to
meet resident’s medical, nursing, and mental and
: psychosocial needs.” :

]

i Record review revealed the facility admitted
Resident #1 on 07/01/05 with diagnoses 1o
include Osteoporosis, End Stage Alzheimer's
Disease, Dysphagia, Ischemic Hear Disease,
Osteoarlhyitis, Malaise and Fatigue. Further
raview raveated Residanl #1 was placed an the
Hospice case load on 06/29/11,

Review of a quarterly Minimum Data Set (MDS)
assessmenl, dated 03/20/12, revealed the facility
assessed the resident to be unable to complete
the interview in order to determine histher
cognilive slatus. The facility assessed the

i resident was totally dependent, requiring two staff

i for bed mobility and two staff for transfers. A :

educated on 9-5-12 by the Director of Nursing
regarding following the residents' facility plan of
care and that hospice care plans should mirror
the facility care plan including the amount of
assistance needed for transfers and bed height.
The facility nursing staff was re-educated by the
Staff Development Coordinator on 11/6/12 2nd
11/30/12 to follow resident care plans which
included the amount of assistance needed for
transfers, bed helght and providing hospice staff
assistence with trapsfers and a copy of the
resident care card at the beginning of each
resident visit by Hospice staff, Licensed nurses
will be responsible for setting and monitoring
the settings for LAL mattresses.

4. The Director of Nursing, Assistant Director of
Nursing, andfor Unit Managers will complete an
audit of 10 residents, including at least 2
residents receiving hospice services, 2 times per
week x4 weeks and then monthly to determine
that care plans are implemented as indicated.
The interdiscipfinary care tearn will ensure that
the Hospice and Facility care ptans mirror each
other related to assistance needed for ADLs.
Any concerns identified will be corrected
immediately, A summary of findings will be
submitted by the Director of Nursing to the

. Performance Improvement Committeg monthly
x6 months for further review and
recommendation.

——
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F 282

i for Activity/Mobility, revealed “Managed with

! Review of the facility's investigation revested, on
, 09/04/12, the Hospice CNA notified the nurse

Conlinued From page 2

review of the comprehensivs care plan, Seif Care
Deficit, revealed an intervention to include
“Requires two total slaff for bed monbility,
transfers, dressing, toileting, bathing and
grooming."

Areview of the Hospice care plan, dated 04/23/12

current Plan of Care interventions/monitoring.”
Further review of the Hospice cara plan did not
specify the amount of assistance required for
transfers.

Reaview of an annual MDS assassment, dated
06/18/12, reveaied the facility assessed the
resident’s cognitive slalus as modified
independence, having some difficully in new
situations only. Hefshe was tolally dependent,
requiring two staff for bed mobifity and two staff
for transfers,

Review of the Nurse Aide Care Plan, daled
09/2012, revealed bed mobilily and transfers
were to be two person assistance,

Review of a Change of Condition document,
dated 08/04/12 at 2:10 PM, revealed notes that
described a bruise on the top of the resident's
right foot measuring 6.6 centimeters (cm) long by
4.7 cm wide and bluish purple in ¢color, The right
foot was was lurned inward at the ankle and the
resident compiained about pain when lifted, The
physictan was nolified and an order was received
lo obtain an X-ray.

aboul the resident's foot being discolored, and the

F 282
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facilily determined the Hospice CNA tranafarred

- Hhe resident without assistance and was unaware
i that Resident #1 was a two-assist ransfer, The

| facility determined the injury was the result of the
inappropriate \ransfer.

Interview with the Hospice CNA, on 11/08/12 at
11:25 AM, revealed she provided care for
Resident #1 two limes a week such as bathing,
appropriate activities, and feeding. The Hospice
CNA revealed she did not get a report relaled to
: the residents she cared for each lime she came
: 10 the facility, however, she did talk to the facility
‘ CNAs from time to ime. The Hospice CNA
| stated she never [ooked al the facility Nurse Aide
‘ care plan and never documented on any facility
document. She always transferred Rasident #1
i alone except whan using a shower chair, The
? CNA had a Call Track (palm held informalion
device) thal she referred to for information aboul
the residents she cared for, She stated the
{ information in the Call Track did nol specify
Residen! #1 {o be a two person assist with
transfers. She stated she observed facility CNAs
transterring Resident #1 atone on multiple
oc¢asions and the facility nurse did oversee the
care she provided. Additionally, the Hospice CNA
' stated, that on 09/04/12, Resident #1 was up in a
geri chair when she arrived and she trangferred
him/her to the bed without assistance, as usual.
She was going to provide a bed bath io Resident
#1 and when she removed the resident's sock
from the right foot, she noticed it “did not look
right and felt funny." The nurse on duly was
notified. The Hosplce CNA filled oul an Incident
- roport at the Hospice office, and the facility
i Direclor of Nursing (DON) spoke 1o her aboul the
 resident being a two person assist the next ime
1
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‘ revealed the facility charge nurses were

: An interview with Hospice Director of Quality

“low bed, but should have. The facility was

she carng lo the facility,

Further review of the cornprehensive care plan,
Risk for falls, revealed an intervention, dated
08/06/12, "Keep the bed in low posilion.”

An observation, on 11/06/12 at 3:10 PM, revealad
Resident #1's bed was at regular middle height.
CNA#5 verified the bed position was at the
middle setting, and then lowered the bed to the
low posilion; however, the CNA revealad she was
unaware Resident #1's bed was suppose to be in
the low position. '

An interview with the Clinical Case Managsr,
MDS Coordinator, on 11/08/12 at 11.00 AM,

responsible 1o ensure care was provided as per
the resident's care plan. She stated "When they
(referring to Hospice staff) ware in the building,
we have lo walch and ensure they know what to
do." She stated Hospice nurses atlended the
facility care plan meetings and signed off on the
signature log about understanding the plan of

[ care.

Compliance and Education and Clinical Team
Coordinator, on 11/09/12 al 11:18 AM, revealsd
the Hospice and facility care plans should mirror
each other. The Hospice Director of Quallty
Complianca stated Resident #1's Hospice care
plan did not specify the resident required two
person assisl transfers nor about the resident's

responsible to ensure care was provided per the
care plan and stated "hopefuily they are
observing.”
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F 282 Continued From page 5 F 282
An interview wilh the DON, an 11/06/12 al 6:45
PM, revealed Resident #1 was in a low bed.
Further interview with the DON, on 11/07/12 at
8:30 AM, revealed when a residant was accepled
for the Hospice program, that Hospice provided
their own care plans. However, she revealed that
it was she and the facility staff who ware
responsible to ensure care plans were followed ,
by the Hospice CNAs.
F 308 | 483.25 PROVIDE CARE/SERVICES FOR F 309| F 3096 12/8/12
58=G | HIGHEST WELL BEING .
) 1. Resident #1 was transferred to an
. . . Orthopedic physician for evaluation and
Each resident must receive and the facility must treatment on 9-6-12. The Hospice CNA assigned

: provide the necessary care and services o attain !

: the necessary care and services to allain or

. The facility assessed Resident #1 to requirg two
i person assistance with transfers and developed a

or mainlain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assesament
and plan of care.

This REQUREMENT is not mel as evidenced
by

Based on interview, record review, review of the
facifity's policy/procedure and investigation, it waa
determined the facility failed lo ensure i provided

maintain the highest praciloable physical, mentat
well being in accordance with the comprehensive
assessmen! and Plan of Care for one resident
{#1), in the selected sample of fifteen residens.

Plan of care detailing the assislance required.
The facility falled to ensure a Hospice Certified
Nurse Aide (CNA) was knowledgeable and

! to Resident #1 was re-educated on 9-11-13 by
! the facility Administrator and Director of Nursing

on foflowing the residents’ facility care plan and
asking for assistance with all resident transfers.
The bed for Resident #1 was placed in low
position by a certified nursing assistant on 11-6-
12. A care plan meeting was held on 11-6-12
with the facility Interdisciplinary Teamn and the
Hospice Nurse to determine that facility and
Hospice care plans mirrared one another ‘
including the amount of assistance needed with |
transfers and bed height,

2. An audit of current residents and resident
care plans was completed by the Unit Managers
on 12/4/12 to determineg that care plan
interventions are implemented. An audit of
Hospice and facllity care plans, for current
residents receiving hospice services, wag
completed by the Director of Nursing on
11/12/12 to determine that hoth facility and
Hospice care plans mirrgt one another related to
resident care needs including the amount of
asgistance needed with transfers and bed
height. Any issues identified were corrécted at
that time.
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. @ Hospice CNA wilhout the racommended

1 F282)

folfowed the care plan related to two person
assist with transfers. On 09/04H12, Resident #1,
who was a Hospice resident, was lransferred by

second person assist, The resident sustained a
fractured lower right leg. The facility determined
the cause of the injury was due to one person
assist provided by the Hospice CNA. (Refer to

Findings include:

Areview of the facility's policy/procedure,
interdisciplinary Care Plan, daled 012008,
revealed "The Interdisciplinary Team {I1DT)
develop care plans within 24 hours of admission
addressing the resident's most acule problems.

. The care plan is comprehensive for each resident
inciuding measurable objectives and limetable to
meet resident’s medical, nursing, and mental and
psychosocial needs.”

Arecord review revealed the facility admitted

' Resldent #1 on 07/01/05 with diagnoses to
-include Osteoporosis, End Stage Alzheimer's
Oisease, Dysphagia, Ischemic Heart Disease,
Osteoarthritis, Malaise and Fatlgue. Resident #1
was placed on Hospice case load on 08/29/11.

Review of & quarterly Minimum Dala Set (MDS)

; assessment, dated 03/20/12, revealed the facility
. &ssessed the resident to be unable to complete
the interview in order to determine hisfher
cognitive slatus. Hel/she was tolally dependeant,
fequiring two staff for bed mobility and two staff
for transfers. A review of the comprehensive care
plan, Self Care Delficit, revealed an intervention lo
include "Requires two total stalf for bed mobilily,

3. The Mospice Clinical Manager was re-
educated on 9-5-12 by the Directer of Nursing
regarding following the residents' facility plan of
care and that hospice care plans should mirror
the facility care plan including the amount of
assistance needed for transfers and bed height,
The facility nursing stalf was re-educated by the
Staff Development Coordinator on 11/6/12 and
11/30/12 to follow resident care plans which
included the amount of assistance needed for
transfers, bed height and providing hospice staff
assistance with transfers and a copy of the
resident care card at the beginning of each
resident visit by Hospice staff. Licensed nurses
will be responsible for setting and monitoring
the settings for LAL mattresses.

4. The Director of Nursing, Assistant Director of
Nursing, and/or Unit Managers wil] compiete an
audit of 10 residents, including at least 2
residents receiving hospice services, 2 times per
week x4 weeks and then monthiy to determine
that care plans are implemented as indicated.
The interdisciplinary care tearm will ensure that
the Hospice and Facility care plans mirror each
other related to assistance needed for ADLs,
Any concerns identified will be corrected
immediately. A summary of findings will be
submitted by the Director of Nursing to the
Performance Improvement Committee monthly
x6 months for further review and
recommendation.
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' were to be two person assistance,

; resident complained about pain when lifled. The

Continued From page 7

transfers, dressing, tolleting, bathing and
grocming."

Areview of lhe Hospice care plan, dated 04/23/12
for Activity/Mobility, reveated "Managed with
current Plan of Care interventions/monitoring "
Further review of the Hospice care plan did not
specify the amount of assislance required for
transfers.

Review of an annuat MDS assessment, dated
06/18/12, revealed the facility assessed the
resident’s cognitive status as modified
independence, having some difficulty in new
situations only. He/she was totally dependent,
requiring two staff for bed mobility and two staff
for transfers,

Areview of the Nurse Aide Care Plan, dated
09/2012, revealed bad mcbility and transfers

Review of a Change of Condilion Document,
dated 09/04/12 at 2:10 PM, revealed notes that
described a bruise on the lop of the resident's
right foot measuring 6.6 cenlimelers {cm) long by
4.7 ¢m wide and bluish purpls in color. The right
fool was was turned inward at the ankle and the

physician was notified and an order Was received
to obtain an X-ray.

Review of a radiology report, dated 09/04/12,
revealed "Conclusion: acule or subacute
fraclires of the tibia and fibula with valgus
angulation." The physician was notified regarding
the findings. An order was received to wear an
Alrcast on the right ankie at all times, and may
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remove daily for skin care,

! device) that she referred to for information about

. care she provided, Additionally, the Hospice CNA

Continued From page 8

Review of the facility's investigation revealed, on
09/04/12, the Hospice CNA nolified the nurse
about the resident's fool being discolored, and the
facility determined the Hospice CNA transferred
the resident without assistance and was unaware
that Resident #1 was a two-assist transfer. The
facility determined the injury was the resuilt of an
accident and took steps to work with Haospice lo
prevent another such accident in the fulure.

An interview with the Hospice CNA, on 11/08/12
at 11:25 AM, revealed she provided care for
Resident #1 for a long lime. She provided care to
the resident two times a week such as bathing,
appropriate aclivities, and feeding. The Hospice
CNArevesled she did not get a report relatad to
the residents she cared for each time she came
to the facility; howaver, she did talk 1o the tacility
CNAs from time to time, The Hospice CNA
stated she never looked at the facility Nurse Aide
care plan and never documented on any faclity
document. She always lransferred Resident #1
alone excepl when using a shower ¢hair. The
CNA had a Call Track {palm held information

the residents she cared for. She staled the
information in the Call Track did not specify
Resident #1 to be a two person assisl with _
lransfers. She stated she observed facility CNAs
lrapsferring Resident #1 alone on muitiple
occasions and the facility nurse did oversee the

staled, thal on 09/04/12, Resident #1 was upina
geri chair when she arrived and she lransferred
him/her to the bed without assistance, as usyal,
She was going to provide a bed bath lo Resident
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#1 and when she removed the resident's sock
from the right foot, she noticed it "did not look
right and felt funny.” The nurse on duly was
nolified. The Hospice CNA filled oul an incident
feport at the Hospice office, and the facility
Director of Nursing (DON) spoke Lo her abaut the
resident being a two person assist the next time
she came to the facility.

. An interview with the Clinical Case Manager,
: MDS Coordinator, on 11/09/12 at 14:00 AM,

revealed the facility charge nurses were
responsible to ensure care was provided as per
the resident’s care plan. She stated "When they
(referring to Hosplee staff) were in the building,
we have lo waleh and ensure they know what to
do.” She stated Hospice nurses attended the
facility care ptan meelings and signed off on the
signature log abow understanding the pian of
care.

An inlerview with Hospice Direclor of Quality
Compliance and Education and Clinical Team
Coordinator, on 11/09/12 at 11:15 AM, revealed
Hospice nurses attended resident care plan
meetings and CNAs do not attend those
meelings, Hospice received a copy of the facilily
care plans and the facility had a copy of Hospiee
care plans. Hospice and facility care plans
should mirror each other. The Hespice Director

* of Qualily Compliance staled Resident fit's
; Hospice care plan did not specify the resident

required two person assis! transfers, bul they
should have. The Hospice nurses conducled
supervisory visils every fourteen days to ensure
care was being provided appropriately; howsver,
they only watched the CNAs provide care once a
year. The facilily was responsible to ensure care
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