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Disclaimer:
Signature Healtheare of Spencer County does

An abbreviated standard survey investigating : : .
KY 18604 was initiated on 06/26/12 and ecrneien ettt <o et oy 4
concluded on 06/27/12. KY18604 was after the survey, The Facility reserves all
substantiated and deficiencies cited with the rights to contest the survey findings through
highest scope and severity of a "@",. informal dispute resolution, formal appeal
F 282 | 483.20(k)(3)(ii) SERVICES BY QUALIFIED F 282 proceedings or eny administrative ar legal
55=G | PERSONS/PER CARE PLAN proceedings. This plan of correction is not

meant to establish any standard of care,

. . " contract obligation or poesition and the
The services provided or arranged by the facility Pacility roorvan all ighns B Al possible

must be provided by qualified p?ersons n contentions and defenses in any type of civil
accordance with each resident's written plan of of criminal claim, action or proceeding.
care. Nothing contained in this plan of correction
should be considered as a waiver of any
potentially applicable Peer Review, Quality

This REQUIREMENT Is not met as avidenced Assurance o1 self critical examination
by: privilege which the Facility does not waive
Based on mtemew:s. record review and review of and reserves the right to assert in any

administrative, civil or ceiminal ¢laim, action

the facility's policy, it was determined the facility * 18 C
or proceeding. The Facility offers itg

failed to follow the comprehensive care plan for - dible allewatt A i
one (1) of six (6) sampled residents, Resident #1. gﬁfﬁiﬁ* Dcfriot,r;t?or‘:g;sn;::t o ;{i‘gﬂ;ﬁ?ﬁ;
g?grfsc?'?;ypg?snosrteg/ee?w Th?&gﬁntth? with the assist efforts to provide quality of care to residents,
comprehensive care plan had identified Resident
#1 as requiring two (2) person assist for transfers,
Resident #1 sustained a fall that resulted in a
fractured femur during the transfer.

Tﬁe findings include:

Review of the Transfer Activities policy, effective
1272010, revealed a gait belt was recommended
for use during a transfer but was not a
requirement of the facility, Additionally, the
procedural steps under the titled Bed to
Wheelchair Transfer addressed obtaining the
assistance of another individual, if necessary for.
safer transfer

LABORATOWR m ER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE V 7ATE

A xcienc§ statement eftdmg ’3’ ith an asterisk (*) denotes a deficiency which tha instliution may ba excused fram correcting providing it is determn{ed that
offi - afaguards provide sufficien protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above F indings and plans of correction are disclosable 14
days followlng the date thess documents ars mads available to the facl IFty If deficiencies are cited, an approved plan of correction Is regqulsite to continued

program participation,
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Record review revealed the facility admitted
Resident #1 on 06/16/10 with dlagnoses of
Chronic Kidney Disease, Osteoarthritis, Diabetes
and Cerebral Vascular Accident, which resulted in
the lack of use and contractures to the left hand,
teq and foot.

Racord review of the Minimum Data Set (MDS),
dated 04/05/12, revealed the facility assessed
Resident #1 as requiring extensive assist with
transfers and a two (2) plus person physical
assist.

Raview of the Comprehensive Care Plan for
Resident #1 revealed an identified problem with
the resident's ability to perform the activitles of
daily living (ADL). It stated Resident #1 required
assist with all care needs related to his/her
diagnosis. The approach column of the care plan

identified a two (2) person lift was required for

transfers. The transfer of Resident #1, on
06/18/12, wag atlempted alone by Cerified
Nursing Assistant (CNA) #1 and resulted in
Rasident #1 and CNA#1 falling to the fleor.
Resident#1 sustained a fractured femur and
required hospitalization and surgical intervention.

Review of the Certified Nursing Assistant Care
Plan, dated 04/30/11, revealed under the heading
Transfers, Resident #1 was able to bear weight,
was weight bearing as tolerated and was to be
transferred with the assist of one person. The
use of a gait belt was not marked.

Imterview, on 06/26/12 at 4:26 PM, with
Registered Nurse (RN) Unit Manager #1 revealed
the nurses monitor the CNA Care Plan to ensure

PERSONS/PER CARE PLAN

The facility will provide services by qualified
persons in accordance with each residents care
plan.

Residents affected:

Resident #1 has been re-assessed, along with chart
audit, assistance with transfers, based on the
resident’s clinical assessment, and care plans/CNA
care plans were updated to reflect current care
needs. Educational training has been provided 1o
IDT team in regards to care plan/CNA care plan,
transfer policy end procedure, and communicarion
of care plans starting on 6/29/2012 and will be
completed by 7/24/2012 by Regional Nurse
Consultant. Education/Training was provided to
staff in regards to following the care plan for
resident # 1, to include but not limited to, gait belt
utilization, use of 2 person assistance with
transfers, Nifts and abuse policy and procedure, by
the SDC, ourse scheduler, and charge nurse
starting on 6/29/12 and ending on 7/11/12.
Residents potentially affected:

-+ Residents of the facility have the potential 1o be
affected by the cited deficient practice. Residents
noted with incidents/accidents over the past 30
days were reviewed by the ADONs and DON
along with chart audit completed and care
plans/CNAs care plans updated to reflect current
care needs by 7/13/2012. Education/ training has
been provided 1o the IDT team by 7/24/2012 by
the Regional Nurse Consultant on care plan/CNA
care plan policy and procedure along with process
for compliance with acouracy. IDT team will
complets remaining resident chart audits, to
include, care plans/CNA cere plaus by 7/30/12.
Education/Training was provided by the 8DC,
scheduler, and charge nurge to the nursing staff on
care plan/CNA care plan, gait belt usage, ransfers,
lifts, and abuse policy and procedure starting on
6/29/12 and ending on 7/11/12.
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: Systemic measures:

F-282) Continued From page 2 ‘ F 282 A)lyl intidents/accidents, any order changes and 24
accuracy, Updates and changes were addressed hour report will be reviewed daily during moming
during morning meetings of the Interdisciplinary clinical meeting for any changes to resident current
Team (IDT). care needs. DON and ADONz will utilize an

incident tracking log end the white board process
Interview, on 06/26/12 at 4:45 PM, with RN Unit In order to verify completion of decumentation and
Manager #2 revealed the IDT reviews the CNA i‘;tegznlf}ins dm"ill’& Gliﬂﬁﬁﬂ; meeéifjcga Cﬁgl’{ )
Care Plan and new orders were reviewed and pla care plans Will be updated at this tme
updated on the CNA Care Plan. She revealed by the D(.)I“i a;xd_ADOg; The changes will be
Resident #1 had always been a two (2) person o o om the gﬁg’:r : ‘i‘rfa’g d%g:ﬁ‘g’;}tggiﬁn
assist and had never transferred alone. has been provided to m:})DT‘wam on care ¢
However, that was not what was on tha' CNA plan/CNA care plan process, communication of
Care Plan but was on the Com pfehenSIVE (_Jare updates and compliance by the Regional Nurse
Plan. Consultant by 7/24/2012. Education/Training has

been provided to the nursing staff on the care
Interview, on 06/27/12 by telephone at 2:00 PM, plan/CNA care plan process including
with CNA #1 revealed she was following the CNA communication of changes, along with following
Care Plan when transferring Resident #1 when ? residents” care plans to ensure appropriate care
the fall oocurred. CNA #1 stated "l was jUSt gOinQ : delwery to reet residents’ current care needs by
by the care plan," referring to the CNA Care Plan. g;fﬁ;;g‘ég‘;ffgﬁ‘giﬁ;ﬁé Ziﬁ%fl'ﬁ‘;“
She stated to her knowledge, the resident had The ADONs and/or charge nurse will directly
always been a one person transfer, supervise adherence to the care plans during daily

. ] . ) rounds a5 evidenced by comparing actual care and

Reviaw of the interview statements obtained by assistance given to the care plan/CNA care plan
the facility during their investigation, dated needed assistance 10 monitor ongoing compliance.
06/18/12, revealed CNA#5, CNA#6 and CNA#8 Results of the rounds will be discussed daily in
had stated Resldent #1 was a transfer with the clinical QA meeting.
assist of one according to the CNA Care Plan. Monitoring measures:

Incidents/Accidents, white board process and care
Director of Nursing revealed the Comprehensive ﬂﬁgggﬁiﬁ?ﬁ;&ﬁﬁiﬁ% fillllﬁsmg wil
Care Plan directed that the resident was fo be a audit 3 IOT care plans/CNA Care plans and
transfer with two (2) people and a gait belt. The compare to visual audits of delivery of care weekly
Nursing Care Plan was not followed which for 4 weeks, then monthly ongoing. This
resulted in a fractured femur lo Resident#1. In monitoring will include adherence to care
addition, she revealed it was the IDT's plans/CNA care plans in the provision of resident
responsibility to ensure the CNA care plan was care, Findings of the audits and rounds will be
accurate. discussed in monthly QA meetings.
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$8=G | HAZARDS/SUPERVISION/DEVICES
The facility must ensure that the resident F 323 483.25 (h) FREE OF ACCIDENT :
ty mraubssorrRvisonmevice | 713112

environment remalns as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents. -

This REQUIREMENT is not met as evidenced
by. ‘

, 'Byased on Interview, record review and review of
5 the facility's policy, it was determined the facility
failed to provide an environment free of accidents
by not implementing interventions for the safety of
one (1) of six (6) sampled residents, Resident #1.
A Certified Nursing Assistant (CNA,) failed to
transfer the resident with the assistance of two
people. This failure resuited in Resident #1-
falling and sustaining a fractured femur which
required hospitalization and surgery.

The findings Include:

Review of the facility's policy regarding Transfer
Activities, effectiva 12/2010, revealed the
procedural steps under the title Bed to
Wheelchair Tranzfer addressed obtaining the
assistance of another individual if necessary for
safer transfer.

Record review ravealed the facility admitted
Resident #1 on 06/16/10 with diagnoses of
Chronic Kidney Disease, Cerebral Vascular
Accident, which resulted in the lack of use and

The facility will provide services by qualified
persons in accordance with each residents care
plaa,

Residents affected:

Resident #1 has been re-assessed, along with chart
audit, assistance with transfers, based on the
resident’s clinical assessment, and care plans/CNA
care plans were updated to reflect current cars
needs. Educational training has been provided to
IDT team in regards to care plan/CNA care plan,

- mransfer policy and procedure, and communication
of care plans starting on 6/28/2012 and will be
completed by 7/24/2012 by Regional Nurse
Consultant. Education/Training was provided 1o
staff in regards to following the care plan for
regident # 1, to Include but not limited to, gait belt
utilization, use of 2 person assistance with
transfers, lifts and abuse policy and procedure, by
the SDC, nurse scheduler, and charge nurse
starting on 6/29/12 and ending on 7/11/12.
Residents potentially affected:

Residents of the facility have the potential to be
affected by the cited deficient practice, Residents
noted with incidemnts/accidents over the past 30
days were reviewed by the ADONs and DON
along with chart endit completed and care
plans/CNAs care plans updated to reflect current
care needs by 7/13/2012. Bducation/ training has
been provided to the IDT team by 7/24/2012 by
the Regional Nurse Consultant on care plan/CNA
care plan policy and procedure along with process
for compliance with accuracy. IDT team will
complete remaining resident chart audits, 1o
include, care plans/CNA care plans by 7/30/12.
Education/Training was provided by the §DC,
scheduler, and charge nurse to the nursing staff on
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contractures to the left hand, leg and foot,
Qstecarthritis and Diabetes.

Review of the Minimum Data Set (MDS), dated
04/05/12, revealed the facility assessed Resident
#1 as needing extensive assistance with transfers
and a two (2) plus person physical assist.

Review of the Comprahensive Care Flan for
Resident #1 revealed thé facility identified a
problem with the resident's ability to perform
activities of daily fiving (ADL). The facility
assessed Resident #1 as requiring assist with all
care needs related to his/her diagnosis. Atwo
person [ift was required during fransfers as noted
under the Approach (intervention) column on the
Care Plan. However, per record review it was -
revealed CNA#1 attamptled to transfer Resident
#1 alone and resulted in Resident #1 and CNA#1
faliing to the floor. Resident #1 sustained a
fractured femur and required hospitalization and
surgical intervention.

Review of the facility's investigation, dated
06722112, revealed on 06/18/12 at approximately
6:15 AM, CNA#1 was assisting Resident #1 to
the chair when the CNA and residen |ost their
halance and fell towards the resident's dresser.
The CNA put her hand betwean the resident's
head and the dresser to prevent head injury as
they fell. The CNA believed her leg fell on top of
the resident during the fall. There was conflicting
information as to whether & gait belt was used.
The RN answered the call for help and assessed
the resident who denied any injury af that time
and was transferred to the chair per the resident's
request. The MD was calied and pain medication
was ordered. An X-ray of the left leg was obtained

; Results of the rounds will be discussed daily in
clinical QA meeting,

|
I

(%8 1D SUMMARY STATEMENT OF DEFICIENCIES 0- PROVIDER'S PLAN OF CORRECTION (%5)
PRE FIx (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
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: . DEFICIENCY)
- ’ care plan/CNA care plan, gait belt usage, transfers,
F 323 Continued From page 4 F 323 lifts, and abuse policy and pracedure starting on

6/29/12 and ending on 7/11/12.

Systemic measures:

All incidents/aocidents, any order changes and 24
hour report will be reviewed daily during moming
clinical meeting for any changes to resident current
care needs, DON and ADONs will utilize an
incident tracking log and the white boavd process
in order to verify completion of documentation and
interventions during clinical mesting, Care
plans/CNA care plans will be updated at this dme
by the DON and ADONS. The changes will be
communicated via the CNA care plan written in
red and on the 24 hour report. Education/Training
has been provided to the TDT team on care
plan/CNA care plan process, communication of
updates and compliance by the Reglonal Nyrse
Consultant by 7/24/2012. Education/Training has
been provided to the nursing staff on the care
plan/CNA care plan process including
cornmunication of changes, along with following
residénts’ care plans fo ensure appropriate care
delivery to meet residents’ current care needs by
the SDC, nurse scheduler, and charge nurse
starting on 6/29/12 and ending on 7/11/12.

The ADONs and/or charge nurse will directly
supervise adherence 1o the care plans during daily
rounds as evidenced by comparing actual care and
assistanice given to the care plem/CNA care plan
needed assistance to monitor ongoing compHance.

Monitoring measures:

Incidems/Accidents, white board process and ¢ere
plans/CNA care plans will be reviewed daily
during the clinical QA meeting, The
Administrator and/or Director of Nursing will
audit 3 IDT care plans/CNA Care plans and
compare 10 visual audits of delivery of care weekly
tor 4 weeks, then monthly ongoing. This
monitoring will include adherence to care
plans/CNA care plans in the provision of resident
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F 323 | Continued From page 5 F 323| care. Findings of the audits and rounds will be

with results indicating an oblique fracture to the -
femur. The resident had surgery on 06/18/12 to
repair the fracture and was re-admitted on
062112,

Interview with Resident#1 on 06/26/12 at 2:.45
PM, revealed he/she fell when getting Into the
wheelchair. The resident stated he/she was a
two (2) person assist most of the time; however,
only one person was helping him/her when the
fall occurred,

Interview, on 08/27/12 at 2:00 FM by telephone,
with CNA #1 revealsd she attempted to transfer
Resident #1 from his/her bed o the wheelchair by
herself, even though it was documented on the
comprehensive care plan to transfer the resident
with assist of two (2). Both she and the resident
fell, :

Review of the hand written statement by RN #1,
dated 06/18/12, revealed stie heard the CNA yell
for help and upon entering the room found the
CNA and the resident sitting in the floor next to
the bed with the resident's back against the night
stand. The resident complained of pain In his/her
left outer knee with paln radiating to hissher hip.
After assisting the resident to the wheelchair, the
RN examined the resident and found no visible
signs of injury. The resident stated a gait belt was
not used durlng the transfer.

Interview, on 06/27/12 at 3:30 PM, with the
Director of Nursing revealed the Comprahensive
Care Plan for Resident #1 stated the resident was
to be a transfer with two (2) people and a gait
helt. The Comprehensive Care Plan was not

Completion date:

7/3172012.

discussed in monthly QA meetings.

The facility will be in compliance on or by
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followed by CNA#1, which resulted In the
fractured femur to Resident #1.
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