L

12:13:03 p.m. 08-03-2013 | 2 | 2708652118 ]

@8/03/2015 11:58 27868652118

HOTHERHOUSE PAGE 82/65

PRINTED: 07/14/2018

ND HUMAN SER FORM APPROVED
 MEDIGAID SERVICES @] g
{X1) PROVIDER/SUPHLIEF (X2) MULTIPLE CONBTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENYIPIGATIONNUMBAR: : = COMPLETED
. vision i Tieer
T Southern Enjorcement Branc ¢
O ——Ta.WNa 0710112015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, 3TATE, 21P CODR
515 NERINX ROAD
LORETTO MO SE RY
WMOTHERHOUSE INFIRMA B
X910 SUMMARY STATEMENT OF DEFICIENGIES 1o PROVIDER'S PLAN OF CORREGTION X5
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS.REFERENGED TO THE APPROPRIATE eaTe
: i DEFICIENGY)
| |
F Q00 | INITIAL COMMENTS F 000
An abbreviated standard survey (KY23397) was
conducted on 07/01/15. The complaint was
substantiated with deficlent practice identified at — v/
D" lgval. Corrective action for resident found
F 282 | 483.20(k}(3)(il) SERVICES BY QUALIFIED F282| tobeaffected by the deficient
58=D PERSONS/PER CARE PLAN practice was the Immediate

The services provided or arranged by the facillty
must ke provided by qualified persons in
accordance with each resident's written plan of
care,

This REQUIREMENT Is not met as evidenced
by

Based on interview, record review, and facility
policy review, it was determinad the facliity failed
to ensure services were provided in accordence
with each resident's written plan of care for ona

[ (1) of three (3) sampled residents (Resident #1)

The facllity davelopad @ care plan with
interventions to prevant falls for Resident #1;
however, on 08/13/185, the staff caring for
Resident #1 falled to ensure the intarventions
were provided and the resident sustained a
non-injury fall from the wheelchair onto the floor,

The findings include:

Review of the facility policy titled “Resident
Assessment and Care Plan Policy and
Procedure,” updated 11/11/14, rovealed a
resident's Comprehensive Care Plan would detall
servicas that would be used to atiain or maintain
the resident's highest practicable physicat,
rmental, and psychosocial well-belng, The policy
indicated the care plan would be reviawed and

Investigation of the fall by the nurse
supervisor, who notified the
Administrator of the fall and failure
to follow the Care Plan. The SRMNA
responsible for ensuring Care Plan
interventions were in place was
suspended immediately pending the
investigation and the facility seif-
reported the incident to the
appropriate agencles.

The facility will identify other
residents having the potential to be
affected by the same deficient
practice with SRNA compliance
rounds and weekly nurse supervisor
review of the SRNA care plan. DON
or Admintstrator is notified anytime 2
resident fall occurs, If the Nurse
determines that any Resident Care
Plan interventions were not in place
at the time of tha fall, the
Administrator is to be contacted
immediately. The Administrator will
assist the Nurse Supervisar in
completing the investigation on why
Interventions were not in place,
determine appropriate corrective
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revised on an ongoing basis to reflact changes in
the resident and the care that the resident was to
receive. The policy also stated that a Nurse Aide
Care Plan, containing interventions the nurse aide
was responsible for, would be kept in the
resident's room for daily review by direct care
staff.

Review of Resident #1's medica! record revealed
the facility admitted Resident #1 on 12/21/08.
Review of Resident #1's Minimum Data Set
Assessment (MDS) and Fall Risk Assessment
both dated 03/25/15, revealed the facility
assessed Resident #1 to be at high risk for falls.

Review of Resident #1's Comprehensive Care
Plan, undated, which was in effect on 03/13/15,
revealed Resident #1 was to be transferred
utilizing a mechanical lift with two staff members
assisting, was to have a non-skid pad ptaced in
any chair the resident sat in, and was to have foot
pedals in place on the wheelchair utilized by
Resident #1. Additionally, review of the Nurse
Aide Care Plan, dated 05/27/15, revealed the
care plan directed staff that Resident #1 required
a mandatory lift for transfers with two staff
members, to make sure foot pedals were on
when the resident was in a wheelchair, and that a
non- skid pad was required to be in "any chair”
Resident #1 was sitting in.

Review of a facility investigation dated 06/17/15,
ravealed on 06/13/15, Certified Nursing Assistant
{CNA) #1 transferred Resident #1 from the
wheelchair to the bedside toilet and then back
from the bedside toilet to the wheelchair, both
times without obtaining assistance of an
additional staff member. Additionally, the
investigation revealed CNA #1 failed to ensure
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involved has implemented
appropriate Care Plan interventions
on other residents.

Measures put in place to ensure that
the deficient practice will not recur
are additional training for SRNA staff
on fall prevention and the SRNA Care
Plan document, which lists the
resident’s care plan interventions
and preferences applicable to direct
care staff and is kept in the resident
room in a confidential manner. This
document is reviewed each shift and
signed by the responsible SRNA
verifying that all applicable care plan
interventions are in place. Nursing
staff attended this mandatory
training the week of 07/06/15 to
ensure all understand their
responsibility to implement Resident
Care Plan interventions. Prior to the
training, immediately following fall
on 6/13/15 the Administrator sent
Nursing Staff a memo reminding
them of this responsibility and all
nursing staff working that week were
required to read and sign the memo,

The facility will monitor its
performance to ensure that solutions
are sustained with compliance
rounds conducted by the Nurse
Supervisor to raview the SRNA Care
Plan to ensure care plan
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F 282, Continued From page 2 Foga| interventions are Implemented. If a
the wheelchair that the resident was transfarred Resident Care Pian interventlon is
into had the required non-skid pad in the seat or notin place, the Nurse Supervisors
that the chair had attached foot pedals as will make an immediate correction,
required for Resident #1, As a result, Resident educate SRNA responsible, and will
#1 sustalned a non-injury fall from the wheelchair complete Employee Performance
onto the floor on 06/13/15, Report. This report is submitted to
the DON for appropriate corrective
Although attermptad interviews with CNA #1 were action.
unsuccessful, raview of the Nurse Aide Care Plan
dated 05/27/15, ravealed CNA #1 had initialed the
cara plan to Indicate she reviewed it prior to The Quality Assurance Resident
caring for Resident #1 on 08/13/15, Focus Committee will audit monthly
SRNA Care Plan documents to ensure
Inferview with the Administrator on 07/01/15 at SRNA staff are reviewing care plan
10:30 AM, ravaaled the facility's investigation Interventions each shift as
determined that the fall sustained by Resident #1 demonstrated by their initials sighed
o on 06/13/18, could have llkely been pravented if off for each day/shift, will complete
CNA#1 had followed the Interventions listed on compllance rounds In addition to the
the reeldent's plan of cars, The Administrator
compliance checks completed by the
stated that CNA #1 was terminated from Nurse § Isor, and will monitor
employment at the faclity on 06/16/15. tpervisor, mon
performance,
Refer to F323,
F 323 [ 483.25(h) FREE OF ACCIDENT Faz3| 323 7/?/
$5=D| HAZARDS/SUPERVISION/DEVICES Corrective action for resident found L
to be affected by the daficient
The facility must ensure that the resident Y
practice was the immediate
environment remains as free of aceldent hazards investigation of the fall by the nurse
as iz possibie; and each resident receives g "": Vh ¢
adequate supervision and assistance devices to supervisor, who notified the
prevent gccidents, Administrator of the fall and fallure
to follow the Care Plan. The SRNA
responsible for ensuring Care Plan
interventions were in place was
suspended immediately pending the
;';l'ls REQUIREMENT is not mat as evidenced investigation and the facliity self-
: reported the Incident to the
Based on interview, record raview, facillty policy appropriate agencles.
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review, and review of a facility investigation it was
detsrmined the facility failed to ensure staff
utilized assistive devices when assisting one (1)
of three (3) sampled residents (Resident #1) to
transfer to and sit safely in a wheelchair.
Resident #1 was assessed to require a
mechanical lift for transfers with the assistance of
two (2} staff members, placement of a non-skid
pad in the chair the resident was to sit in, and
have foot pedals on the wheelchair being utilized
by Resident #1. However, on 06/13/15, Certified
Nursing Assistant (CNA) #1 transferred Resident
#1 from the bedside toilet to the wheelchair
without assistance of another staff member and
failed to ensure that a non-skid pad was in the
chair or that the wheelchair's foot pedals were in
place as required. Resident #1 sustained a
non-injury fall from the wheelchair onto the floor
on 06/13/15.

The findings include:

Review of the facility policy titled "Safe Lifting,"
undated, revealed any resident who could not sit
up on the side of the bed would be transferred
utilizing 2 mechanical lit. Review of the policy
titled "Resident Safety Clinical protocol," undated,
revealed if a resident had been identified to be at
risk for falls, the resident's care plan would
include appropriate approaches to prevent injury.

Review of Resident #1's medical record revealed
the facility admitted the resident on 12/21/08, with
diagnoses including Alzhgimer's Disease,
Depression, and Diabetes Mellitus. Review of the
quarterly Minimum Data Set (MDS) assessment
completed on 03/25/15, revealed the facility
assessed the resident to be severely cognitively
impaired and dependent on staff {o provide

residents having the potential to be
affected by the same deficient
practice with SRNA compliance
rounds and weekly nurse supervisor
review of the SRNA care plan. DON
or Administrator is notified anytime a
resident fall occurs. If the Nurse
determines that any Resident Care
Plan interventions were not in place
at the time of the fall, the
Administrator is to be contacted
immediately. The Administrator will
assist the Nurse Supervisor in
completing the investigation on the
root cause of the fall, determine
appropriate corrective action and
ensure that the staff involved has
implemented appropriate Care Plan
interventions on other residents.

Measures put in place to ensure that
the deficient practice will not recur
are additional training for SRNA staff
on fall prevention and the SRNA Care
Plan document, which lists the
resident’s care plan interventions
and preferences applicable to direct
care staff and is kept in the resident
room in a confidential manner. This
document Is reviewed each shift and
signed by the responsible SRNA
verifying that all applicable care plan
interventions are in place. Nursing
staff attended this mandatory
training the week of 07/06/15 to
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extensive assistance with all activities of daily
living, including requiring extensive assistance of
two or more staff members for transferring.
Reaview of a Fall Risk Assessment dated
03/25/15, for Resident #1 revealed the resident
was at "high risk” for falls. Review of Resident
#1's Care Plan (undated) which was in effect on
06/13/15, revealed Resident #1 required a
mechanical lift for transfers utilizing two staff
members, required a non-skid pad to the chair
the resident was sitting in, and staff was to "make
sure" foot pedals were in place on Resident #1's
wheaelchair.

Review of the facility investigation dated
06/17/15, revealed on 06/13/15, at approximately
1:15 PM, CNA #1 transferred Resident #1 utilizing
a mechanical lift from the bedside toilet to a
wheelchair without the assistance of another staff
member. The investigation further revealed that
the wheelchair Resident #1 was positioned in did
not have a non-skid pad in place, and the CNA
did not ensure that foot pedals were in place on
the wheelchair. The investigation stated CNA #1
"then went to clean the (bedside toilet)” and
Resident #1 kicked off a shoe, leaned over the
side of the wheelchair, and "fell out." The
investigation stated CNA #1 axplained that
Resident #1 "slipped” out of the chair onto hisfher
right side. The investigation determined that if
CNA#1 had been utilizing two staff members as
required to facilitate transferring Resident #1, the
second staff member could have monitored
Resident #1, while CNA #1 cleaned the bedside
toilet and possibly prevented Resident #1 from
sustaining the fall. Additionally, the investigation
concluded that if the non-skid pad was
appropriately placed in the wheelchair as
directed, Resident #1 would have been "less

responsibility to implement Resident
Care Plan interventions. Prior to the
tratning, immediately following fall
on 6/13/15 the Administrator sent
Nursing Staff a memo reminding
them of this responsibility and all
nursing staff working that week were
required to read and sign the memo.

The facility will monitor its
performance to ensure that solutions
are sustained with compliance
rounds conducted by the Nurse
Supervisor to review the SRNA Care
Plan to ensure care plan
interventions and safety measures
are implemented. The Quality
Assurance Resident Incident
Committee reviews all Resident Fall
Investigation reports, monitors
interventions, and tracks trends.
This committee audits the
investigation conducted by the Nurse
Supervisor, utilizes root cause
analysis, and reviews Resident Care
Plan interventions to ensure the
resident environment is as free of
hazards as Is possible and to ensure
adequate supervision and assistive
devices are provided.
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likely" to slide out of the chair. The investigation
revealed Resident #1 sustained noinjury as a
result of the fall.

Observations of Resident #1 on 07/01/15, at
10:45 AM, revealed the resident was sitting up in
a rocking chair with a non-skid mat positioned
under the resident. Resident #1 would make eye
contact when his/her name was spoken, but
made no attempt to communicate verbally.

Attempted interviews with CNA #1 were
unsuccessful. However, review of the facitity
investigation dated 06/17/15, revealed when the
Administrator interviewed CNA #1, the CNA
stated she was aware that two staff members
were required to utilize a mechanical lift when
transferring Residant #1, and that the resident
required a non-skid pad and foot pedals to be
utilized when transferred into the wheelchalr.
However, according to the investigative interview
with CNA #1, she "didn't consider what would
happen the one time she did not follow it (the
resident's plan of care).”

Interview with the Administrator on 07/01/15, at
10:30 AM, revealed CNA #1 had received
disciplinary action in December 2013 for failing to
utilize a gait belt during a resident transfer and
was again counseled during her December 2014
annual evaluation "to be sure and follow" each
resident's plan of care. Therefore, the
Administrator stated CNA #1 was terminated from
employment at the facility on 06/16/15 for failure
to follow instructions.

Refer to F282.
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