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An abbreviated st indard survey (KY16832) was A.LLEQAEME
conducted on 07/* 3-15/11. The complaint was
substantiated with deficient practice identified at COMPLIANCE FOR THE
"G level, with an ( pparlunity 1o correc, REFICINCIES CITED.
F 282 | 483.20(k)(3)(ii) SE VICES BY QUALIFIED F ez HOWEVER, SUBMISSION OF

S5=0 | PERSONS/PER CARE PLAN

The services proviied of arranged by (he Tacility
must be pravided ty yualified persons in
accordance with ii-ch resident’s weifion plan of
care, :

This REQUIREME!IT is not met as evidenced
by: ) .
Based on interview clysed medical record, and
incidenVaccident r: daw, it was determined the

| faclity failed to ans re services were provided 1o
one of three sarmplsd esidents (Resident #1) in
sccordance wilh the resident's writien plan of
care. Based on thy laiiility's assessment,
Resident #1 require | the gssistance of two siaff
persans for bedpar: ss: and bed meobility,
However, an 06/18/ 1, ons Stale Registered
Nursing Assistant ($7NA) altempled to assist
Resident #1 from g | -edpan and the esident fell
from the bed. As ai:sult of the fall, the resident
sustained g laceraic 1o the head and a lefl hip
fraciure. Resident# was transferrad 1o the
hospital on 08/18/11 and diagnosed with an
acute mildly displace 1 infl subtrochanteric

fracture (braken left | p. The resident expired on
07/02/11, from a pos ible pulmonary emboiism.

The findings include

tntervigw with the Dir «ctor of Nursing (DON) on
C el

Rusidcm #1 expired hospital on July
202011,

Any resident may be affected i
carepivers (il to comply with core
plan. To engure adherence, so that nu
other residents may be affected: all
C.N.A Cure Plans huve beon chocked
sguinst physician's orders and
trawtment sheets as of July 16, 2011,

All side ra] wsagy has been re-

evajuated on ol residents as of Angust
3 0L, by nursing supervisory/therapy.
No uther regident was found to b
afferted, '
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07/48/11, at 10: 50 AM, revealed the facility did 100% ol residents wers re-ovuluated
not have & polic / rulated to resident care plans. {or fall risk aysessments and side-ruil
usage. These assessments will be

A review of the cidenl/acaident repor revealed completed upon admission, re-
on 06/18/11, Resicent #1 rolled over in bed to adnzissions, significant change, ora Rl
allow SRNA #5 ‘¢ remove a bedpan and fell from il necded. New Care plan pilicy
the bad. The invident/accident report further requires that Care Pluns are to be read
rgvealed 51?” ol surved a laceration 1o the left by nursing essistanis ¢ach-shift.
side olf Residen #1°s hgad and @ hermatomy (a Changes are made timely. and stalfis
coilaction of bl «d wulside the blood vessel) on e ; A
the left side of i & resident's face. A review of Ihe nuul‘tud immediziely to any change. In J
written Witness Statement from SRNA #6, dated service on the importance of foflowing
06/18/11, reveat ad Resident #1 "had her light on | CNA Care Plans and translers were
wenl in 1o see waal she wanled, she wanted off conducted for ALL Nurses. CNA's and
the bedpan. Shrolled over for me to dry her CMA™s on July 27. 2011, These inn
and ehe rolled 1 o lar, | tried to catch her but | servizes will be repeuted in 3 moaths,
cauld not.” ' Nursing in-service on fall risk

. UHEESSITIENE Wik clornplclcd om Aupust
A review of the ¢ losed medical record for 3,201 .
“Residant #1 rav aled the fcility admitted the
resident on 10/1 140, with diagnoses that ' Beginning on July 5. 2011, D.ON
neluded Epileps v, Arthritis, Osleoporosis, /NUrse supervisor/Desiance will be
Scoliosiz, Cerenai Vaseular Asgident with left urse supervisar/Designee will be
sided Hamipare: is Dementia, Osteoarthritis, and conducting daily monitoring of two
Seizure disorde, selected C.N.AL'S 10 ensure she/he iy -

. knowledgenble of residenls current
A review of the | ali Risk Agsessmeant completed LCure Plan and will observe that il iy
on DE/08/11, rev saled faciity staff had assessed implemuenied correctly, As of August
Resident #1 as 1. 1.2. According to the 1.2011, CNA Cuare Plany ane monitored
assessment, & (&l score of grealer than 10 monthly for updales and chaages. Plans
indicated the res ident wag a high risk for falls. are compared by MDS coordinators to
A rgviow of a O arlerly Minimum Data Set (MDS) MD3 Care Plans. Any Hskies will b
Assessment, da ed 08/08/11, revealed facility addressed ot monthly Q&A.
staff had assesssd Resident #1 {0 require
exiansive assistinte of two staff persons for bed 8/5/11
mobility and besgan use. "
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A review of Resid:nl #1's care pian, dated
06/08/11, reveak | iucility staff assessed
Rasident #1 to res |une "limited" to "otal"
assistance with s tivities of daliy living {ADL) dug
to a history of Cer zbral Vascuiar Accident
(Stroke) with left $ idad Hemiparesis (weakness
on lefi side of bocy) A raview of interventions
ravagled staff wee nisguired to assist the resident
to tum/reposition 1t «aast every two hours, assist
with peri-care evs <y +shift, and to provide
assistancs with b dpan for toileting needs al the
resident's ragues!

A'raview of the Nurse Aide Care Pian {(NACP) for
June 2011 reveal d facility staff assessed
Resident #1 1o renjuire the assistance of two staff
members for bed nbility and bedpan use.

Interview on 07/7.+/11, at 2:45 PM, with SRNA #5,
whia aseisted Res dient#1 on D6/18/11, revualsd
she went info Ret idani #1's room to assist the
rosidenl off the bi dpan. The SRNA stated she
asked Resident # | 1 rall over to allow the
badpan to be rerr »viad, the resident rolied too far,
and fell off the by | SRNA #5 stated ghe trisd to
catch the residerr but could not get o the
resident quick aruwgh to prevert the fall. SRNA
#6 stated she rev awed aach resident's NACP
two 1o three times a week, However, the SRNA
statsd she "didn't lock closely” when she icoked
at Resident #1's 1 AP and was not awara .
Resident #1 requ. ‘e the asslstance of two staff
membaars for bed nodiity and bedpan use, ar
that the residen! v/a: a fall risk.

Interviews condt ted on 07/14/11, with SRNA #4
at 12:05 PM, SEMA #5 at 12:15 PM, and
Licgnsed Practicz] Nurse (LPN) #7 at 2:30 PM,

{X4) 10
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revealed staff wis -equired to look at care plans
{CPs) to determi 12 each resident's required level
of carg. SRNA #4 itated staff was required to
look at the CP wie time a week, SENA #5 stated
CPs wara to ba i s0kad al every day, and LPN #1
stated the CP wiis 10 be looked at two to three
times a week. I lerview further revealed SRNA
#4, SRNA #5, ar d LPN #1 thought one staff
meamber aouid -3kt Resident #1 with the
bedpan because thi: resident could provide
assistance with | irus by using the side rails. LPN
#1, CNA 4, and CHNA #5 stated they were not
aware Resident -*1 had heen assessed 10 require
the assistance «r two staff members for bad
mobllity and berl :an use, and were not aware
Resident #1 havl be-2n assessed ag a fall risk.

Inlerview with R« giritered Nurse (RN} #1 on
07115411, &t 10:32 AM, revealed nurses were
respensivle (o ur 98¢ the Comprehensive Care
Plan (CCP) and 1me NACP with any new orders or
changes in care 2T sach resident. RN #1 further
stated she was ¥ vare Resident #1 required the
assistance of twe staff members for bed mobiiity
and bedpan use. RN #1 slated whan she
became aware 0 ly one staff member had
asaizted Residen; #1 on 06/18/11, the day of the
fall, she informed thi Unit Manager (UM), and the
NA Coardirator " 1 ¢ouple of days later.”

Interviaw with the Director of Nursing {DON) on
07/13/11, &t 474 PM, revealed staff was required
to check the Care Plans on a daily basis.

F 323 | 483.25(h) FREE 3 ACCIDENT ‘ F 23
$5=G | HAZARDS/SUPE RVISION/DEVICES

The facility must «n:ure that the resident
environment réns dni as free of actident hazards
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as is possible, . ind each resident recaives
adeguale supi: viiion and assistance devices lo
prevent accide i

This REQUIRELE NT s not met as evidencad
by:

Based on inten igw, closed record review, the
facility's incideur./accident raport, and hospital
records, it was ¢ elermined the facility failed 1o
@nsure one of if rai sampled residants (Resident
#1) received ack quate supervision and
gssistance o pr svent accidents. Facility staff
assessed Resid:in #1 to be at high risk for falls,
and required the aisistance of two staff persans
for bed mobility inl bedpan use, The faciiity
failed Lo have ar efactiva system to ensure
assistance was | rovided to prevant
sccident/injuries lo Residen #1, On 06/18/11,
ong staff person atempted to assist Resident #1
to roll over in ki I remove @ bedpan, and
Resident #1 fall 1-arn the bed sustained a .
laceration to the etd aad 3 Ief hip fracture, Gn
06/18/11, Reside nt 41 was transferrad 1a the
hospital and ass: s:.ed to have @ laceration and
hematoma to the lelt side of face and sealp,
which measureid 5.1 om (centimeters), and an
acute, mitdly dier ‘ared Ieft subtrochanteric
fracture (left hip | acture), -Further review of
Resident #1's hovpllal record revealed the
resident was tran ifeTed 1o anather hospital Lo
undergo surgery © orrect the hip fracture on
06/22/11, and ex|ir:d on 07/02/11, frorn a
possible puimons y smbolism,

The findings incl Je-

2.2011,

Any resident may be alfected hy a fail
if aut properly supervised or jf
assessment devices are improperty
utilized. Fall risk and hi-low
assessments were completed of ul
residents on July 15 und August 3.
2611 ALCNA care plans werg
compared with MDS care plans on
August |, 2011, No other residents
were identified as being aifested.

MD3 stulf will be compuring MD3
Care Plans W CNA Care Plans. A

by risk managernent team and
compared with physician s orders:
including treatment sheets and CNA
Care Plans. In-service for alf Nurses
and CNA's and CMA's on the
imporanee ol following CNA Care
Plans und transttrs were compleied on
July 27, 201 1; to be repeated in 3
mornths,

Ruald\.nl B expired ut hospital on Jaly

record of all safety doviees will be kept
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Inlerview with tho Director of Nursing (DON) on
0711411, at 4 18 PM, revealsd the facility did not
have a palicy eluled to falls or accidents.
A review of the incident/acsident report dated T . 1o :
06/18/11, revealzd staff anemplad o assist thll risk ssessments 14d side roil
Resldert #1 fr ym & bedpan, the resident rollad uaag-:l have becn r?“alumd on 100%
over to the sid, and fell from the bed. of residents. Mursing staif anendad in-
Documentation ravealed staff observed a service defailing the correot procedures
taceration 1o 1t e leR side of the resident's head for completing fall risk form on August
and a hematoi 12 on the lefi side of the resident's 3, 2011, New policies on fall and B
face. The inchlent/aceident report further sccident/incident have been putin
mvlealad ony bt;iff person had assisted the plﬂCE. Risk mMAnagement meets dﬂ“y o
resndar]t_ at the time of the incident. A raview of discuss any issues.
the facility Wit iess Statement Form, dated
08/18/11, wrilt.in by State Registered Nurse Aide -
(SRNA) #5, re:enled the SRNA responded to A list of safety devices will be
Resident #1's «all light and the resident requested evaluated weekly and compared 1o
assistance off .1 bedpan. Decumentation CNA Carg Plans by the risk
revealed Resicent #1 roiled aver to allow SRNA management team. This Iist will be
¥6 to provide ncontinenca care, and the residert updated as needed, Risk management
fell from the bed, The witness statament team will monitor and re-cvaluate the
revealed SRN/. #8 was unable to prevent the safety devices with any incident '
resident's fail, ones

weekly. D.O.N/Nurse/designee will
A review of tha clused medical record revéaled momicr on a daily bis, two selected
the facility adm tted Residant #1 on 1011/90, with CNA's to ensure’ 1o ensure sherhe is
diagnoses that included Epilepsy, Adthritis, knowledgeable of resideats current
Osteoporosis. ! icoliosis, and Cerebral Vaseular Cars Plan and will abserve that i1 iy
Accident with ¢ ft zided Hemiparesie, and Seizure implemented correctly. Any problemy
Disaorder, will be discussed ar monthly Q&aA.
A'review of the Juartery Minimum Data Set /511
{MOS) dated 0t /0811, revealed facility staff
assessed Resic-en! #1 lo require extensive
assistance of two 5taff persons for all bed mobility
and bedpan usi, '
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A review of the Fill Risk assessmant dated

0B/0B/M1, reve: lad faciity staff assessad
Resident #1 1o e at high rigk for falls, Based on
the assessmen |, 1 score of 10 and above
indicated & resi fent was a high risk for falls. St
agsessed Resicent #1 as a 12 on the
SEseasment

A review of Res dent #1's Care Plan {CP) dated
06/08/11, revexn.sc! the facility ientified Rasident
#1 at risk for fall 5 und/or injury due to an
unsteady gait w ien sssisted with transfers,
diagnosit of epi apsy, osleoporesis, scoliosis and
a history of & Csebral Vascular accident with Jeft
sided hemiparesis, A goal on the care plan was
for Resident #1 13 «xperience no injuries related
ta falis. The faclity's planned approach to the
goal included to tsiess the resident for safety, 0
use a bed with # hiah/iow pasition, and two side
railg,

A review of the Iv Jrie Aide Cara Plan (NACP) for
Jung 2011 reven.zc Resident #1 required the
assistance of twe s1:3f persons for beg mobility
and bedpan use

A review of the Frigr Fall Analysis completed by
the SRNA Super isur (who i§ aiso the Risk
Meanager for fails) dated 08/20/11, revealad the
regidant rolled aut o the bed on 08/ B/11, while
receiving care. 11 e analysis revealed SRNA #8
was assisting Res dint #1 from the bedpan, the
resigent rolled over, and fell from the bad, The
report indicated th s 1asident preferred for the bed
to be in @ high postion at 21! times and refused for
side rails to be ra ed. The Post Falf Analysig
aiso revealed SRMA 75 attempted to stop the

FORM CMS-2567(04-50) Priviows Veraion: 1l EvenliD: SCxw1 Fedity 10: 100040 If contrwation shewt Paga 7 of 8
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resident but fait d lo prevent the fal,

Imerview with & INA #6 pr 07/14/1 1, at 2:48 PM,
revealed on 06/ 8/11, she responded to Resident
#1's request to t & raken off the. bed pan. The
SRNA stated sh-: asked the resident to rell sver
and when the re iioant rolled over the recidant
rotled too far ant fell from the bed, SRNA #5°

| stated that she v as nat aware Resident #1 had
bean zssessed 1) niquire the assistance of two
staff members 1< " bxad mobility and bedpan use or
that the resident viis a fall risk, The SRNA stated
one siaff memb: - provided care for Raesident #1
on 3 daily basis

Interview on 07/ 4/11, at 12:05 PM, 12:15 PM,
and 2:30 PM, wif 1  RNAS #4 and #5, and
Licensed Practic || Murse (LPN) #1, revealed the
daily care providid 10 each resident was based
on each resident ; written CP, Intarview furthar
revealed SRNA 74, SRNA #5, and LPN #1
thought ome statf number could sssist Resident
#1 with the bedpi n because the resident could
provide assistanc » with turns by using the side
rails. LPN#1, CMA#4, and CNA #5 stated they
were not aware [ asident #1 had been assessad
to requira the az:; stunce of two staff members for
bed mobility and | enpan use, and were not aware
Resident #1 had | .e¢n assessed as a fall rigk.
Howsver, raview  f 11e Nurse Aide Care ®lan
{NACP;} for dune :'0'11 revealed Residant 1
required the assis aince of two staff persens for
bad moebility and | erpan use, ‘

tnfarview with the: 30N on 07/14/11, at 415 PM,
reveaisd the faciin/ (lid not have & system in
piace to ensure CtlAs reviewed the nurse aide
care plan as requi ecl. Further interview with the —
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DON o 0714111, at 4:15 PM, and the House
Supervisor on {17/ 4/11, a 6:00 PM, revaaled
even though the fanility did not have a
falls/accidant po-icy, if a resident sustained a fall
the nurse woul! deveiop an intervention related to
the fall and add he intervention to the
comprenensive mr2 plan and the nurse aide care
plan. However. acuording to interviews, the
faciiiy did not manitor interventions related to falls
and assumed th ! interventions were effactive if
the resident sutv aived no further falls,
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