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F 000 | INITIAL COMMENTS | Fooo i
: _ i !
| An abbreviated survey to investigate ’ :
| KY00019928 was Initiated on 04/01/13 and
concluded on 04/04/13, KY00019928 was : i
| Bubstantiated with deficiencles clted. ! i
F 157 483.10(b)(11) NOTIFY OF CHANGES : F 15711} No other resldents were affectad. ‘ 04/28/2013
S8=D | (INJURY/DECLINE/ROOM, ETC) -‘ .2) Tha 24 hour report sheets for each hal will i
- ! bs reviewed by the DON/ADON or the house ;
! Afacllty must im mediately inform the resident; i supervisor on the weekend to ensure any :
- consult with the resident's physician; and if i " changes (injury/decling, stc.) wera reported
+ known, notify the resident's legal representative !t the MD/APRN (or on-call).
accident Involing e rsiden i resume y | |9 OnFeuay 26 2076, meed empiyes
| !
injury and has the potential for requiring physlzlan | l recelva‘d eddftl?nal ac:;catlc:p lnfthe fol;n ac;fo ;
} intervention; a significant change in the residents , } In-service training on the policy for notification :
physical, mental, or psychosocial status (le..a ' i °f°haf_‘9°' . ;
| deterioration In health, mantal, or psychosccial ,‘ I'4) April 8- April 25 all nurses were re [
status In elther life threatening conditlons or : | In-serviced on the i
,l ciinlesa complications); a need to alter treatmeant |’ ! neceashy of saompleting an [
- significantty (l.e., a need to discontinue an ; ! incident repart by staff development ,
!exlsting form of treatment due to adverse ' . (attachment #1) and reporting .
j consequencas, or to commence a new form of i o any Injuries, declines, etc. to the MO/APRN |
| treatmenty: or a declsion to transfer or discharge | " (or on-call) ,
it R : : N !
; éﬁ%g"f?}g;‘f from the facilty as specified In |  5) The DON/ADGN or QA nurse will use the |
o : I 24 hour report sheets as i
‘ The facility must also prom ptly notify the resident ; 8 toolto audit 18 charts monthly for the ;
; &nd, If known, the resident's lagal representative | ! duration of 6 months to ansure |
I or Interested famlly member when there is a ! i documentation of MD/APRN (or on-call) I
. change In room of roommate assignment as " natification of :
I specified In §483.15(e)2); or a change in | injuries/declines is presant, ;
resident rights under Fedsral or State law or I " M t00% compllant at 6 months, the
| reguiations as specifisd In paragraph (b)(1) of , | DON/ADON or QA i
; this section. l ,A nurse will audit every other month for 8 /
i
. The facility must record and periodically update ) months for & totel of 1. it :
| the address and phone number of the resident’s j yearand then discontinue audits. ;
| }eﬁal reprasentative or interested family member. ! j
L3 T”i DATE

oon) : . !
REQTO WPUE?& EPRESENTATIVE'S SJGNATW W [/;p /

efiGancy siglemenl ending w!irun aslerisk (*} denoles a deficlancy which lh(lnsh‘luuars may ba excused from correcling providing Il is delormined thal
olher safeguanis provide suficien Aroleclion lo the palienis, (Ses Ingiruciions.} Exvepl jor nursing homes, ihe findings slaied sbove are disclosable 90 days
kellowing ihe dale of stirvey wheiher or ned 2 plan of comeciion Is provided. Fornutsing homas, the abova findings end plans of correclion arg disclosabla 14
Jays following |he dala thasa dacumenis are rrade available to ihe faclly. If deficlincles are cliad, an approved plan of coracilon s reguisiie lo conlinued

Mogram participallon,
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F157°  1fnat 100% compllant, the DONJADON or
| QA nursa {Individual doing audh) will ensurs

! ' " the MD/APRN (or on-cali) !
i ! | isnotified immediately and the nurse :
* This REQUIREMENT s not met as evidenced . Involved Is educated
i tg;sed on| tervle\;v rscord review and review of | ¢ immediately; in addition to the continuation i
! n A [~} 0 : ti | ca | -
the fachlty's pollcy it was determined the facllity | v 2udls unt comptiance i
 falled to immediately consult with the resldent's ; ; ’
: physician when there was an accldent Involving !
" the reslident which resulted in an injury and had
i the potential for requiring physician interventions | * :
for one (1) of three (3) sampled residents. The ,
i facllity failed to notify Reslden: #1's Physician
“when on 02/22/13 Resldent #1's left foot dropped ,
l' and went underneath the whaslchair as State H
- Registered Nurse Alde (SRNA) #1 pushed [
| Resident #1 In histher wheet chalr, On 02/25/13, _
three (3) days later, Resident #1's left lower log | g ;
' was noted to be more red/purple and the resident | ;
_! complalined of Increased pain, an x-ray was f ‘ i
! ordered and Resldent #1 was sent to the
. smergency room for further evaluation and : !

[ treatrnent. \

F 157 | Continued From page 1

| The findings Include:

i Review of the facllity's policy, titled

- "Incident/Accident Follow-up Policy and
i Procedure”, dated November 11, 2009, revealed ! !
' &n incidentfaccident report should be completed ! |
 after an Incident or aceident to Include notifying ! ‘ {
! the Physiclan of the accident. f '- ;

;! Review of the medical récord revealed Resident :

j #1was admitted to the facllty, on 06/11/07, with | '

' diagnoses which Included Osteoporosis, i

j Diabetes, Renal Artery Stenosis, Malaise and 1 !
Fatigue. Raview of an Annual Minimum Data Set ; ;

i i
FORM CME.2567(02-94 | Pravious Verslons Obsclels Even| |D:38YE1 Feciiity ID: 100838
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!
F 167 Continued From page 2
' (MDS) Assessment, dateg 02/01/13, revealed the | f
; facility assessed Resldent #1 to have a Brief - | ;
L Intsrview for Mental Status (BIMS) score of fifteen .f
(15) out of fifteen (15), Indicating Resident #1 wasg | )
| cognitively Intact. Further review of Resident #'s | !
| MDS Assessment, dated 02/01/13, revealed ’ ].
' Resldent #1 was assessed to utilize a whes! chair | ~
i with one person staff assist for locomotlon. : i

: Review of Resident #1's Nurse's Notes (NN) _ ‘r .
| signed by Licensed Practical Nurse (LPNy#1, : ;
| dated 02/22/13 at 10:00 AM, revealed SRNA #1 '
told LPN #1 while she was transfarring Resident |

| #1, the resident moved his/her legs and was not !
- hurt, Further review of NN revealed LPN # J ,
! assessed Resident #1 and the resident did not I
have any redness, denled pain and Resident #1 , ; _
| had stated she was "fine". Further record review | ! S
revealed, no documented evidence the Physician | i
| was notified of the accident which had occurred | !
! | )

on 02/22/13. ' !

: Review of the NN, dated 02/22/13 at at midnight i ;
| and 02/23/13 at 10:00 PM, revealed Resident #1 | i
- complained of foat pain with documentation of i i
| reddened areas to histher feet and ankles. : : :
 Further review of NN, dated 02/23/13 at 11:00 PM : !
| revealed the Nurse Practitioner was notified of i ;
 the pain to both feet (chronic issus with history of | i
t bllateral fractures), however there was no ;
i documented avidence of notification to the !
! Physician of the accident which had occurred the : i
, day before. i X
| Review of NN, dated 02/25/13 at 1:30 Pwm, ! :
: revealed Resldent #1 had waxing and worsening |

i of redness and purple color to the resident's i ; :

'

' Bllateral Lower Extremities. Review of a Portable !

If conlinuailon shes| Page 3 of 14
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{
F 157_' Continued From page 3
I Radlology evaluation (complsted three (3) days
, &fter the accident) on 02/25/13, revealed
' Residant #1 had potentislly sustalned & fracture

i to the left ankle,

i transferred to an acute care hosphtal for further
" evaluation . Raviaw of the fing! Radiotogy raport
; from the acute care hospltal, 02/25/13, revealed

since the preliminary x-ray revealed a possible
| fracture, and & posterior splint would be placed
l on the resldent's feft leg.

Interview with State Reglstered Nurse Alde
| was the alds caring for Resident #1 on 02/22/13
when the incidant occurred. SRNA #1 statsd she

| pushed Resident #1's whee! chalr out of the

l’ the whes! chair and became entrapped and
stopped pushing the wheel chalr whan the

P resident yelied out, SRNA #1 further stated she

!reportad the accident to LPN #1.

!

[ on 04403113 at 2:45 PM, revealsd she was the

- LPN caring for Resldent #1 on 02/22/13 when

j SRNA #1 reported an accident had occurred
involving Reslident #1 and the resident’s left foot,
LPN #1 indicated she assessed Resident #1, did

- not notice any injury and the resident denled

! #1 documented the accident on the twenty-four
I'(24) hour report; however, did not complete a

" no fracturé and no acute abnormality of the anlde. ,
! Additlonal review of the hospltal records revealed :

! (SRNA) #1, on 04/03/13 at 2:35 PM, revealed shei

-! showar room when the resident's foot went under

' Intervisw with Licensed Practical Nurse (LPN) #1,

having any pain. Further Interview revealed LPN !

!
|
1

i Review of the Physician's orders, on 02/25/13 at i
" 6:30 PM, revealed an order for Resident #1 to be

!

'

]

b

!
|
|

|

i
'
‘

. change In condltion or an incldentaccident report.‘,f

PINE MEADOWS HEALTH CARE
(xXal D SUMMARY STATEMENT OF DEFICIENGIES R PROVIDER'S PLAN OF CORRECTION T )
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED Ry FULL i PREFIX IEACH CORRECTIVE ACTION SHOULD BE  ; COMPLETION
Tas REGULATORY OR L§C IDENTIFYING INFORMATION) ! TAG i CRO&B-REFERENCED TO THE APPROPRIATE i BATE
, ; ' DEFICIENCY) j
| | ;

|
f

]
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F 187 Continued From page 4

{ Addittonally, LPN #1 stated it was her :
' responsibility to investigate the accldent further | S :
and she should have complated a change in i i
condition ard an incldent/accldent report as well : : :

, as notifled the Physician. _ .
: . i
i |

I Interview with the Director of Nursing, on ,
04/04/13 at 8:50 AM, revealed the facliity's policy

- for Incldents and accidents was to notify the : ;

| Physiclan In a timely manner and LPN #1 did not | [

 completed the appropriate changs in conditlon or ’

~incident/accldent documentation nor did LPN #1 : '

. notify the Physlelan in a timely manner., : i
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO ] :
88=0 | PARTICIPATE PLANNING CARE-REVISE CP

F 260 ;
| 1) The facility utilizes a 3-part form which p4l26/2(21 3
© includes the nurses note, cars plan and MD i

order {attachment #2 and ¥#8). The |

. The residant has the right. unless adjudged care plan section of the form serves as the |

[ Incompatent or otherwise found to be 1
. . ! ra plan update ;
| incapacitated undar the laws of the State, to i .
| o : . t untll the comprehenslive care plan is [
participate in planning ¢are and treatment or . reviewed and revised. i
. 2} The DON/ADON, QA nurse and MDS

! nurses completed &n }

' changes In cara and treatment.
audit of all current in house resident cars
plans and any care plans

that required revisions were revised.

3) The MDS nurse will utlize thalr copy

of the 3-part order form {
and tha MD orders to ensure all new orders '
are cara plannad
{attachment #2), The MDS nurse will i
complete an audit on sach completed i
comprehensiva care plan and will !

5 A comprehensive care pfar must be developed

} within 7 days after the completion of the

| comprshensive assessment; prepared by an

i Interdiscipiinary team, that includes the attending :

: phyalclan, a registered nurse with responsibility

 for the resident, and other appropriate staff in

| disciplines as determinad by the resident's needls, : :

; and, to the extent practicable, the particlpation of . ;
the resident, the resident’s family or the regident's | i’

legal representativa; and periodically reviewed :
- and ravised by a team of qualified persons after | ! submita copy of the audit to the
| ach assessment. ; - DON/ADON, RN MDS Coordinator and
‘ : A nurse; ,

|

i I in addition to thair MDS schedule. _.

f ¢ 4) Tha DON/ADCN, RN MDS Coardinator |
' and QA nurse will use the audits receivad

i ;
i H i H
FORM CMB-2587(02.84) Pravicus Versions Obsclate Event ID; 3¢Y511 Factiliyy 10y 100835 if conilnuailon skeel Page 5of 14
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F 280, from the MDS nurses as a tool to complate

F 280 Continued From page 5

' This REQUIREMENT Is not met as evidenced

- by

I Based on interview and record revisw It was |

! determined the facility failed to ensure a
comprehensive care plan was revised for one (1)
of three (3) sampted residents {Resident #1). The ;

f facility failed to revise Resident #1's
Comprehensive Care Plan o reflact a Physiclan’s :

order for a wheel chalr with bilateral leg rests.
! {refer to F-323) |

" The findings include:
' Review of the medical record reveslad, Resident |
- #1 was admitted to the facility, on 06/11/07, with |

diagnoses which Included Osteoporosis, l
| ' Dlabetes, Renal Artery Stenosis, Malaise and i

| Fatigue. Review of the Annual Minimum Data Set '

! (MDS) Assessment, dated 02/01/13, revealed the

facllity assessed Resident #1 to have a Brief .“
! Interview for Mental Status (BIMS) scare of fi ﬂean

{15) out of fiftaan (15), indicating Residant #1 was -

' cognitively intact. Further raview of Rasident #1's |

. MDS Assessment, dated 02/01/13, revesled |
l Rasident #1 was assessed to ulilize a whee! chair |
| with one parson staff agsist for Incomotion. ;
; Rewew of & Physician's order, dated 02/01/13, !
i ravealed an order for Resldant #1 to uss a
, twenty-two (22) inch wheel chalr with bliateral leg

rests and a right foot trough.

Raview of Resident #1's Comprehensive Care
! Plan, 02/08#13, revealed Resident #1 was not
' care planned for a leg rest untlt 02/27/13.

; audils on 10 rasldent cara plans each manih

for & months.

discontinue zudits,

nurses immediately and

" continue to audit 10 residant
i every month untll

I compllance 14 achieved.

If 100% scompllant, we will 2udit every other
i manth for 6 months (for & tofal of 1 ysar) then

If not compllant, we will educate the MDS

care plans

If conlinualion gheel Page 8of 14
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F 280 ' Continued From page 6 i
| Review of Resident #1's Nurse's Notes (NN) '
slgned by Licensed Practical Nursa (LPN) #1, i i
| dated D2/22/13 at 10:00 AM, revealed SRINA #1 | ,
told LPN #1 whila she was transferring Resldent '
{ #1, the resident moved hisfher Isgs and was not
_hurt. Further review of NN revealed LPN #1
: assessed Resident #1 and the resident did not : ,
_have any redness, denied pain and Resldent #1 i
I had stated she was "fine”. Review of the NN, , : .
dated 02/22/13 at at midnight and 02/23/13 at : !
i 10:00 PM, revealed Residont #1 complalned of
foot pain with documentation of reddened areas !
! to hisfher feet and ankles, Further review of NN, ; i l
dated 02/23/13 at 11:00 PM revealed the Nurse | :
| Practitioner was notifled of the pain to both feet ( i
. (chronic issue with history of bilateral fractures),
| however there was no documented evidence of ’ | i
noiffication to the Physician of the accident which \ ;
had occurred the day before, Review of NN, { |
dated 02/25/13 at 1:30 PM, revealed Resldent #1 )
had waxing and worsening of redness and purple | l
color to the resident's Bilateral Lower Extremities. | i
| Review of a Portable Radiology evaluation ! |
{completed three (3) days after the acclden on ; |
| 02/25/13, revealed Resident #1 had potentially | !
“sustalned a fracture to the left ankle, ' i !

-’ Review of the Physician's orders, on 02/25/13 at
| 5:30 PM, revealed an order for Resldent #1 to be
! transferred 1o an acute carg hospital for further

i evaluation . Review of the final Radiciogy report
 from the acute care hospltal, 02/25/13, revealed i
; ho fracture and no acute abnormallty of the ankle. : |
' Addltional review of the hospltal records reveated i
: since the preliminary x-ray revealed a possible ? |
racture, and a posterlor splint would be placed j i s
i on the resident's left lag. : : J

If canlinuaiion shesl Fage 7 of 14
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F 280; Continued From page 7
: Interview with State Reglistered Nursing Alde
- (SRNA) #1, on 04/03/13 at 2:35 PM, revealed
| Resident #1's wheel chair did not have the
bilateral leg rasts or foot cradle attached to the
i wheel chair and in use on 02/22/13 at which time
“the regident was Injured when the left foot turned
- and went under the wheal chair. SRNA #1 stated
! sha did not put the leg rests on tha wheel chalr
' because the resident had refused them in the

, past.
{

Intarview with Licenised Practical Nurse (LPN) #1,
|5 on 04/03/13 at 2:48 PM, revealed Resident #1
“had a physiclan's order for bilateral leg rests:

i however, the care plan was not revisad to include
{ the leg rest untll 02/27/13, after Resldent #1 had
" an accident where the leg rests wers not
 attached. Continued! interview revealed sha did
! not know If the resldernt had signed a waiver to
; hot use the leg rests.
i
' Interview with the Director of Nursing (DON), on
: 04/04/13 at 8:50 AM, revealed Resident #1 did
I have a Physlclan’s order for bilateral foot rests
_ attached to the wheel chalr, Further interview
 revedled, there was no documented evidence
! there was a waivar signed by the rasldent or the
- regponsible party to not have the bilateral foat
j rests. Additionally, the DCN stated the foot rests
i should have been utllized by the staff per the
_Physlician's order and It should have been
| documented on the care plan.
F 281'483.20(%)(3)(") SERVICES PROVIDED MEET
§8=p, PROFESSIONAL STANDARDS
i

i
' The services provided or arranged by the facility
j Must meet professional standards of quality.

r

F 281 | Residsnt #1 told SRNA #1 &
' her foot rasts puton,

in-sarviced by the

he cld not want | 04/26/2013

|
i 1) Noother residents were affectad. ’
' 2) Aprll 13-April 28 nursing staff were re f

gocial workers 2nd DOWN on resident rights to ,
refuse. They ware aducatad un what form |

Event I0:38Y611

Facliy 10: 100638
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F 281 ! must be completed when a resident cheoses!

F 281 Continued From page 8
¢
i
: This REQUIREMENT Is not met as evidenced
"by:

| Based on Interview and record review it was |

" determIned the facliity failed ‘o follow Physician's

j orders for one (1) of three (3) sampled rasidents i
(Resident #1). The facllity failed to follow the ;

; Physlcian's order for Resident #1 to use a i
standard wheel chair with bilateral leg rests with a [

| foot trough, :

| The findings include: !

!

I Review of the medical record reveated Resident

. #1 was admitted to the fagillty, on 08/11/07, with

{ diagnoses which Included Ostecpornsls, )

| Diabetes, Renal Artery Stenogls, Malaise and !

' Fatigue. Review of the Annual Mintmum Data Set |

: (MDS) Assessment, dated 02/01/13, revealsd the

f facility nssessed Resident #1 to have a Brief ;

i Interview for Mental Status (BIMS) score of fifteen

' (18) out of fifteen (15), indicating Resldent #1 was|

| Gognitlvely Intact. Further review of Resident #1's |

- MDS Assassmant, dated 02/01/13, revaaled

j Resident #1 was assessed to utilize a whea!
with one person staff asslst for locomotion.

' Review of a Physician's order, dated 02/01/1 3

! revaaled an order for Resldent #1 to use a

~ twenty-two (22) Inch wheel chair with bilateral log :

| rests and a feot trough, ,
‘ i
i

chair |

| Review of Resldent #1°s Nurse's Notes (NN)

" signed by Licensed Fractlzal Nurse (LPN) #1,

| dated 02/22/13 at 10:00 AM, revealed SRNA #1
told LPM #1 while she was transferring Resident |

§
i

not to follow an MD order (attachment #3),
The form s then :
submilited to the soclal worker and the form -
is discussed in the daily morning meeting |
with the Interdisciplinary team. The right ta \
refusa form is utillzed as ’
a tool to make revisions fo a resident's plan |
of care agcordingly. :
| 3) April 11-April 26 an in-service went out to
all departments regarding leg rests '
(ses attachment #4). Leg rests ara belng |
| discontinued for those ;
i residents who choose not to utilize eg rests |
| of clarlfied when
| necessary. ,
4) The QA nurse wil audlt 10 rasldents
: with whaslchair orders

| (that have foot resvadaptive equipment)
; each menth for 3 months i
! to enzure thair lag rests/adsptive aguipmant
i are being utilzed per MD order. :
. If compllant, the audht will be discontinued. ;
! If not compliant, the QA nurse wiil conduct
the audh every month f
untl compllance Is achieved and audits wi |
then ba discontinuad. :

'
'

i

3
N ]
i :
i |
! ‘ ;
! |

E '
: a
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F 281; Continued From page 9

j hurt. Further review of NN ravealad L PN #1

- assessed Reslident #1 and the resldent did not

| have any redness, denied pain and Resldent #1

i had stated she was "fine”. Review of the NN,
dated 02/22/13 at at midnight and 02/23/13 at

| 10:00 PM, revealed Resdent #1 complained of

' dated 02/23/13 at 11:00 PM revealed the Nurse
Practitionar was notified of the pain to both feat

" had occurred the day before. Reviaw of NN,

| Review of a Portable Radiology evaluatlon

. 02/25/13, revealed Residant #1 had potentially
I sustaingd a fraciure to the left ankle,

; ransfarred to an acute cara hospital for further

_since the preliminary x-ray revealed a possible
' fracture, and a posterior aplint would be placad

" on the resident's left leg.

j Interview with State Registered Nursing Alde
(SRNA) #1, on 04/03/13 at 2:35 PM, revealed
j Resident #1's wheel chair did not have the

’ #1, the resident moved his/her legs and was not

| foot pain with documentation of reddened areas
 to his/her feet and ankfes. Further review of NN,

i {ehronic issue with history of bilateral fracturas);
~however there was no documented evidence of
; notiflcation to the Physiclan of the accident which

; dated 02/25/13 at 1:30 PM, revealed Resldent #1
I had waxing and worsening of redness and purple
, color to the resldent’s Bilateral Lower Extremities.

! {completed three (3) days after the accident) on

i Raview of the Physician's orders, on 02/25/13 at
" 5:30 PM, revealed an order for Resident #1 to be

{ evaluation . Review of the final Radiclogy report
from the acute care hospital, 02/25/13, revealed
j no fracture and no acute abnormality of the ankle.

* Addlitiona! review of the hospital records revealsd ;

!

bilateral leg rests or foot trough attached to the ‘

|

|
Faciity I0: 100628
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F 281 Continued From page 10 i F 281 :
| wheel chalr and in use on 02/22/13 at which tims ! f
the resident was injured whean the left foot turned i i i
i and went under the wheel chalr becoming : : -
entrapped. SRNA #1 stated she did not put the . ;
leg rests on the wheel chair because the resident | | i
t had refused them in the past, ‘
i Interview with Llcensed Pracilcal Nurse (LPN) #1, '
ot 04/03/13 at 2:45 PM, revealsd she did not :
 know If If Resident #1 had signed a walver to not | |
‘use the leg rests. Additionally, LPN #1 stated that : )
 f the resident did not have a signed waiver to not | !
! utilize the leg rest, then the staff should have ‘ ' j
been using the teg rests per the Physiclan’s | !
; arder. _ ' i
i | '
; Interview with the Director of Nursing (DON), on ? :
1 04/04/13 at 8:50 AM, revealed Resident #1 had & i : ’
Physlcian’s order for bilateral foot rests attached | , i
| fo the wheel chair and there was no documented i ;
“avidence there was a waiver slgnad by the : : ;
; resldent to not have the bilateral foot resls { |
 applied to the resldent's wheelchalr, Additionaly, | | :
the DON stated the foot rests should have been ? |
; utilized by the staff per the Physiciar's order, | _
F3z23! 483.25(h) FREE OF ACCIDENT Fa2s’ 1) No other ragidents ware affactad. gGﬁ?S/«?DTS
! . . : i In-serviced by the !
" Tha facility must ensure lhat the resident _; | soclal wom; and the DON on resident n‘ghtsf
| anvirgriment remalng as fre&_:- of accident hazards i ! fo refuse and what form must !
: 88 I possible; and each resident receives = : ‘
adequate supervislon and assistance devices to ;  bs completed when a rasident chooses not
: prevent accidents. | : tofollow an MD order !
; ' ! (see attachment #3). Tha form ig then ,
: ' I submilted to the social worker ;
i ! j and the form Is discussed In the daily moming
. meatings with the interdlselplinery team.,
l: _ i The right fo refuse form Is utilized as a ;
i L tnol e is} i ! f ! j
Evart ID.38Y8 1 Feflity 10: 100638 Ifconllnuation shea! Pags ttof 14
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F 323' Co‘nﬁnued From page 11 . , F 323 ; care accordingly. :
I This REQUIREMENT [s not met as evidenced ! i 3) April t1- April 25 an In-service went out to ,
by: : all departments regarding lag rests
| Based on Interview and record review it was i i (attachmant #4). Leg rests |
determined the facility failed to ensura the ! . are baing discontinued for thuse ‘
_fesidents recaived adequate suparvision and i regidents who chooss not to utlllze leg rests or,
i asslstance devices to prevent accidents forgna | ! clarfied when necesssary. i
F(1) of three (3) sampled resldents (Resident #1). i Waivers will be obtalned whan necessary,
Resldent #71 sustained an injury to his/her left foot | | ' 4) The QA nurse will audit 10 residents with
| during while belng propelled by staff In a wheel | . wheelchalr orders
chair without bllateral leg rests per Physician's : i (that have foot rest/adaptive equlpment) sach l
: order, ; . month for 3 months '
l ’ i toensure their leg rests/adaptive equipment
~The findings Include: i ! are belng uthized per tire MD order. ‘
i i If compliant, the audit will be discontinued.
' Review of the medical record revealed Resident | : Ifnot compliant, the QA nurse will conduct the|
. #1 was admitted to the facility, on 08/11/07, with | i audit every month
| dragnoses which Included Osteoporosis, : ] untll compliant and sudlts will then be !
' Diabetes, Renal Artery Stenosis, Malaise and © discontinued.
| Fatigue. Review of the Annual Minimum Data Set i [
1 (MDE) Assessment, dated 02/01/13, revesled the | ? g
facllity assessed Resident #1 to have a Brief i i :
 Interview for Mental Status (BIMS) score of fiteen, [ !
: (18) out of fifteen (15), indicating Rasldent #1 was i i
. cognitively intact. Further review of Resldent #1's | |
f MD§ Assessment, dated 02/01/13, revealed i . :
Resident #1 was assessad to utlr!ze # whee! chair | | ;
with one person staff assist for locomotion. : g !
! ; i
| Revlew of & Physician's order, dated 02/01/13, | |
. revealed an order for Resldent #1 to use a }
I twenty-two (22) Inch wheel chair with bilateral leg l | |
" rests and a foot trotigh. ; { :
-‘ |
' Revlew of Residant #1's Nurse's Notes (NN} | ! !
' slgned by Licensed Pracileal Nurse {LPN) #1, f |
. dated 02/22/13 at 10:00 AM, revealed SRNA #1 f i !
,l told PN #1 while she was transferring Resident i ,
“#1, lhe resident moved his/her legs and was not | i |
. | i
Evanl 1 39V811 Fatilty 1D: 100828 If conlinustion shes! Page 12 ol 14
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F 3231 Continued From page 12 , F 323! !
. hurt. Further review of NiN reveated LPN#1 | ; .
' assessad Resldent #1 and the rasident did not P , ‘
t have any redness, denied pain and Resident #t | ! i
_had stated she was "fine”, Review of the NN, ! j ,
! dated 02/22/13 at at midnight and 02/23/13 at i : i
. ; i

; 10:0C PM, revealed Resident #1 complalned of !
 foot pain with dogumentation of reddened areas |
i to hig/her feet and ankles. Further review of NN, |
. dated 02/23/13 at 11:00 PM revealed the Nurse !
! Practitioner was notified of the pain to both feet
; (chronle issue with history of bllateral fractures), '
“howaver thare was no documentsd evidence of
{ notification to the Physiclan of the accident which ;
had occurred the day before. Review of NN, !
' dated 02/25/13 at 1:30 PM, revealed Resident #1 | , -
i had waxing and worsening of redness and purple i !
 Color to the resident's Bilateral Lower Extremities. | : i
i Revlew of a Portable Radlology evaluation i ) ;
~(completed three (3) days aftar the accldentyon ! H
| 02/26/13, revealed Resident #1 had potentialty | }
i sustalned a fracturs to the left ankle. i'

, Review of the Physician's orders, on 02/25/13 at I ;
+ §:30 PM, revealed an order for Resldent #1 to be i
i transferred fo an acute care hospital for further ' i
evaluation . Review of the fingl Radiology report :
i from the acute care hospital, 02/25/13, revealted i
no fracture and no acute abnormality of the ankle. l ;
! Additional review of the haspital records revealed
- since the preliminary x-ray revealed a passible
' fracture, and a postarior splint would be placed | f
j on the resident's left leg. f '

j

| t

. Review of Resldent #1's Comprehensive Cars | i

} Plan, daled 02/06/13, revealed no documented | ! 1

evidence Reident #1 was Care Planned to utllize | ! i

a twenty-two (22) inch whee! chair with bilateral | ; .
i i

|
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F 3233 Continued Frem page 13
leg rests until 02/27/13, five (5) days afler the |

i accident, i

tinterview with State Registered Nursing Aide l
. (BRNA) #1, on 04/03/13 at 2:35 PM, revealed ,
‘Resident #1's wheel chalr did not have the ‘
| bilateral leg rests or foot cradle attached to the

wheel chalr and in use on 02/22/13 at which time :
" the resident was injured when the left foot turned !
1 and went under the whaeal chair becoming J
“entrepped. SRNA #1 stated she did not put the i
i leg rests on the whes! chalr because the resident

i had refused them in the past, i

j interview with Licensed Practical Nurse (LPN) #1, |
on 04/03/13 at 2:45 PM, revealed if Resident #1 |
i had a Physician’s order to utllize bilateral leg rests |
and a foot trough and did not have a signad
| walver to not use the leg rasts, then the staff
 sShould have been using the leg rests per

‘ Phyglclan's order.

]
. Interview with the Directer of Nursing (DON), on i

1 04/04/13 at 8:50 AM, revealed since Resident #1
i had a Physician’s order for bllateral foot rests
“ attached to the whael chalr and there was no ]
j documanted evidance there was a waiver signed |
, by the resident to not have the bllateral foot rests |
i then the foot rests should have baen utllized by [
| the staff par the Physlclan's order, i
!

i' |

H

r
i
f

L

i
i

|
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