o

SRR/ /ERY ECRA BE Y
AER/24/77015/FRD 0554 PY F4¥ Ho,

PRINTED: 04/182015

DEPARTMENT OF MHEALTH AND HUMAN SERVICES EORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, D933-0391
STATEMENT OF DEFICIENCHES (X1} PROVIDERISUPPLIER/CLIA {£2) MULTIPLE CONSTRUCTION (X% DATE BURVEY
AR PLAN OF CORRECTION IDENTIRICATION MURMBER: " COMPLETED
A BUILGING
G
185285 B WINS . 04/02/2015
NAME OF PROVIDER OR BEUPPLIER ' STREET ADDMEESS, DITY, STATE, ZIP GOUE
201 KIMBERLY LAKE
GRANT CENT
ER WILLIAMSTOWN, KY 41057
x40 | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION i am
PREF - {EACH DEFICIENCY MUST B8 PRECEDED BY FLILL PREFIX (EACH CORRECTIVE ACTION SHOULD BE { GOMPLETION
TaG REGULATORY OR LEC IDENTIFVING INFORNMATION) : WG i CROS3-REFERENCED TO THE APPROPRIATE BATE
: i OEFICIENGY) ;
- : :
F OO0 | INMTIAL COMMENTS i Fono! ;

Aﬂ Abbreviated Survey investigating

KY(}OOZ?:(}A wag initizted on 03730715 and

conciuded on Q4/021M58, KY00023021 was
“substantiated with deficlencies cited at 8 highest

¥ il

: Scope and Severity of a "G, ,

{
t

Grant Center provides this plan of

OR 031845 some time between 7:00 PM and cotrection without admitting or dﬁﬁ?mg
8:00 PM, Resident #1 experienced a fall when : the validity or existence of the alleged
i CNA #1 lowered the resident I the floor as a i i deficiencies. The Plan of Correction is
result of the resident's left leg giving out. CNAF# - prepared and executed solely because if 14
reported she did not have any assistance with requived by federal and state law, :
transferting the resident from hisfher wheelchalr i
to his/her bed, even though the resident was care | :
plarinad for transfers of two (2) staff members.
» Additionatly, the resident was care planned for i
" pain inwhich the resident was at risk for 1
aiterations in comfort related 10 an History of &
Hip Fracture, GERD, Ostecporosis, and
Parkinsor's. On 03118715 after the fall Re:»iden*
#1 complained of pain to staff by verbalizing, "my
back, my back”. On 03/18/15 at 452 AM,
Licansad Practical Nurse (LPN) #1, nofed the
resident complained of pain fo hip and knee aren |
! o the left side an inward rotation to histher leg.
At .15 AM staff documented the resigent
complained "my hip, my hip, my hip®, the left leg
wase neted to be rotated inward and swollen : .
around the knee and upper thigh arsa. There
was no documentad avidence tha resident was
. given hisfher has needed (PRN) pain medication.
;: The Physician wes notified and the regident was
transporied o the hespital’s emergency room
(ER), where after assessment and diagnostic
Hesting, the resident was dingnozed with a Left
: Femur Fracture. Upon arrival to the ER, the
res:denis vitals were stable; hopever the

ATE

/e PPLIERAE PHESENTATIVE'S 51 TATORE Itk A
! - /ﬁ?mwlﬁﬁ /54 [5

%
At anﬁm’-fr};'h an astetek (") denctes a deflalency which the institulion may he excused from conee:ﬂag providing i is dat é’rrfinAd ttibif

e e
oth&r safa%ﬁ wide sufficient protection to the petients. (Ses Instruciionz.) Excep! for nursing homes, the findings stated above are discloseble 80 days
ioHowing thetiate of survey whether or not a plan of eorrection is provided. For nursing homess, the above findings apd plans of comection are disclnsabie 14

days following the date these documernts are made avaliabie i the facllity. i deficiencles are cited, an approved pian of comection & requisite to continued
prograr parteipstion, ;

?GRM B 256'?{02 -98) f*regwcus \Iarsmn‘t onsolsste EVWE IMBTETHt Factity 1 $00Bg4 if pontinuation shaet 'Page 1 i 41

Oy P Y TN JV P U




;f%v

PREINTED: 04/18/2015

DERPARTMENT OF HEALTH AND HUMAN SERVICES EORM APPROVED
CENTERS FUR MERICARE & MEDICAID SERVICES OB NO. D938-0381
STATERMENT OF DEFICIENCIES {X1) PHOVIDER/BUPPLIER/CLIA 07 MULTIPLE CONSTRUCTIC (X3 DATE SURVEY
AHD PLAN OF CORRECTION IDENTIICATION NUMBER; A BUILDYNG . COBPLETED ;
T
185268 B WING 04212015

STREET ADDRESS, CITY, STATE, 2If CCDE
201 KIMBERLY LANE
GRANT CENTER WILLIAMSTOWN, KY 41067

NAME OF PROVIBER OR SUPPLER

Ram SUMMAERY STATEMENT OF DEFICIENGIES o PROVIDER'S BLAN OF CORRECTHIN 3)
BREF (EACH DEFICIENCY MUST BE FRECEDED BY FULL, © PREFIX | (EACH CORRECTIVE AUTION SHOLLL BE , CORPLETION
A REGULATORY OR LAC MENTIFYING INFORRMATION) . TAB i CROSS-REFERENCED 70 THEAPPROPRIATE | DATE

! DEFKZIERGY) !

i i

FO0D Continued From page 1 E F ono, §

i histher leg was touched. The resident was i

t administered 4 mg of morphing, i

F 282 483.20(0(3)() SERVICES BY QUALIFIED | Fosz pasm :

$8eG: PERSONS/PER CARE PLAN
!

1. Resident #1's comprehersive care plan waé
updated to reflect current transfer status, :
including assistance required, on 4/6/15 by rhr
Director of Nuraing. ;

| The services provided or arranged by ihe facility |
must be provided by gualified persons in
. accordance with each resident's writien pian of

j care. ;
' : Certified Nussing Assistant #1was re-educated
: regarding transfer assist compliance as ?
documented on the Kardex and a Post-test will

s REC T s s eviden ; . : B
g}f:ra REGUIRFMENT iz not met az evidenced _ b given by /6/15 by the Divector of Nursing,
1 ! H aic . . \} - / Trig H
! Based on interview, record review and review of | | ?f;;ﬁtﬁﬂt?w;@gr{ot j;r;:ing ’é’{‘é OT.;;:"‘“
the faciity's policy, it was determined the facility ! MAGE [0 VaLGALe paderslanding with a
. he Ay ¥ » " o : : required 80% 1o pass: to be graded by the
failed to ensure residents Comprehensive Care i i Directar or Assistant Director of Nursing,
Flans weare implemaented for one (13 of five (5) } :
- sampled residents (Resident #1). : ‘ Registered Nurse (FIN) #1, Licensed I”ractica,i

i Nurse (LENY #1, RNAZ, and RNE3 will be res

R Qﬁﬂldem # Wasg care i}f&‘il’med io have assistance ? f educated by Tirector Qf]‘ﬂursjﬁg oF Aggistant

with ADL's, which included fransfers, and the | Directer of Wursing by 5/6/15 to ensure thet
“care card” (Kardex} utifized by the facility's : interventiony identified on the resident’s
- Cettified Nursing Assistanis {CNAs) revealed the comprehensive care plan are performsd to
resident reguired fwo (2) person exdensive ensiie relief of resident’s pain and & Post-test
: physical assist with transfers. However, on will be given to validate understanding, withia
03/18/15, betwaen 7:00 and §:00 FM, Resident required 0% to pass,
1 #1 experienced & fall as a resulf of being
transferred with assistance of only one (1) staff,
ONA#Y,

Addiionally, Resident #1 was care planned for
pali with interventions which included to
_administer medications as ordersd and cheerve E
i for nonverbat signs and symptoms (8/8) of pain. i
| After Resident #1 experienced the fall on .
03/18/15, sometime betwesn 7:00 and 8:00 FM,
. the rasident complained of pain by zerban"?mg
"my back, my back®, and continuad to complain of;
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Cpain. On 03719/15 st 4:82 AM, Resident #1 was i !

. noted to complein of pain to the left hip and knee | i

| area, and at 815 AM, the resident was slating, | : i : f

! ’ \ g ) ! : . s have the potential 1o b !

‘my hip, my hip. my hip", with the [eft leg noted {0 ; Mff:li;g siients have the pote o be

i : ba rotated inwerd and swollen around he knee E A review of the residents® care plens and i

tand upper thigh area. However, there wasno kardexes will be completed by the Director of!

‘ docgmen‘{eq avidence stall hag admlryist&re{i | Nursing, Assistant Director of Nursing, and /or

i RE‘»‘Sffj ent #1's as necessary (PRN} pain i : . Unit Manager 1o determine that they are i

+medications for relief of the resident’s pain, as per! | reflective of residents current transfer status, |

( the carg plan. Resldent #1 was sent to the ! : including assistance required, znd pain i

. hospital emergency room {ERY where he/she was - interventions by Director of Nursing, Assistant

Director of Nursing, and /or Unit Manager, by
5/6£15 with qorrective gotion and re-eduacation
il indicated,

" given Morphine (a narcotic pain reliencer} for pain §
: : and dlagnosed with a left femur fracture. (Refer - ,

H

! o F300 and F323) |

The findings includa: i :
; us © ! 3. Director of Nursing, Assistant Diector of
: Nuesing, Uit Manager, 3-11 Supervisor, 11-7
Supervisor, or Weekend Supervisor, will
sonduct & ore-time transfer observation o al

. Review of the fadlliiy's policy ftled, "Care Plans®,
{ with a revision date of 04702114, revesled the

- comprehensive, ndlvidualized care pian would be ! : Qe 1 re transfer assistance b
. developed by the interdisciplinary team (IDT) for | | gizjlzﬁilfiﬁﬁqigﬁ a;'i ;E?E A‘; i,ﬁ] S gf o

‘ | sach resident. Revlew revealed the care plan ! :; educated regavding co;;pmhf:nswc oare plang
“would inchude measurable objectives and goals | E and kardex comphiance to include the L
; 8s identiflad by the agsessment process. The | ! assistence recuired for ansfers and the

! Policy revealed the purpose of the care planwag | i provision of pain intervention by Director of

o provide necessary care and services to aftain Nursing, Assistant Director of Nursing, Unit

; or maintain the patient's highest practicable : Manager, and/or Weekend Supervisar by

,i physical, mental, and psychosocial wet baing. 5/6/15. Re-cducation includes & post-testto

: determdne mderstanding with & roquired 80%
1. Record review revezied the facilty admitted | ; to pasz: to be graded by the Director or
Resident #1 on 12/11/09, with diagnoses which | ! Assistant Director of Nursing. RNs, LPNg, agd

CNASs not availahle during this the frame will

Hncluded & Personal History of Fallg,
; Usteoporosis, Benerallzed Pein, Depressive

Disorder and Anxlety, Review of the Quatteriy
Minimum Data Sef (MDS)} Agsessmaent, dated

be provided re-education upon return to work
by the Director of Nursing, Assistant Directo?
of Nursing, Unit Manager, andfor Weekend

: 03/12/15, reveated tha facilily assessad Resident | Supervisor.
#1 to have a Brief interview for Mertal Status
: score of three (3), which indicated he/she wag
| severely cogritively impalred. Continued raviaw : ;
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F 282 Continued From page 3
L of the MDS revesled the faclily assessed
" Resident #1 to requirs exiensive physical assist
; of two (2) staff for transfers snd bed mobitty.

Review of Resident #1's Comprehensive Care

 Plan, revised 03/05/18, revealed the facility care

pfamed the resident for requiring assistance with

ativities of dally living {ADLS) which included for
i transfers. Continved review revesled the goal
fwas for stafi o am%cipate and meet Resident #1

ADL care needs in order to mainfain the highast
i practicable favel of functloning and physical

" well-bei ing. Further review reveaied interventions

. which included staff o assist Resident #1 with
| ADLs as needed and adjust the level of care as

i

]
£

nesded, Review of the MDS Kardex, (CNAs care

; plan), dated March 2015, revealed Resident #1
Pwas an extensive assist of two (2) staff with
‘ mansfarﬁ

Pewew of the facility's Risk Managemant Systen

(RMS) incident Report, completed on 03/31/15 at
1003 AM, revealed Rasident #1 had falien on

! [ 03/18/15 &t 7:30 PM, when being transferrad from ,

' wheel chair to bed and was lowerad to the floor,

Per the Incident Report, Resident #1 denied pain A

§ and was assisted Yo bed per two (2) staff, The
fincldent Report revealed CNA #1 and CNA#2
,were witnesses of the fall,. Review of the
{ corrective action section of the Incldent Report
l reveated Resident #1 was assassed by & nurse
with no signs or symptoms (s/g} of painor
| discomfort, x-rays were ardered at 5:00 AM and
{ canceled due to the resident being sent to the ER |
&l B:15 AM. Further review revealed the hospital |
i called the facllity fo report Resident #1 had a left
: femur fraciure,

{ interview, on 04/01/15 at 2:58 PM, with CNA #1

i
)
i
i

i

H
|
]
H
i
)

,
|
I
i

| ;

v
; !

i
§ 4. The Director of Nursing, Assigtant Efmc:tar
; of Nursing, Unit Manager, 3-11 Supsrvisor, 11-
i 7 Supervigor, or Weekend Supervisor wiil
! conduct five transfer chaervation andits across
: all shifts three times per week, then three
[ transfer observation audits across all shifis fm‘
four wacks and then as determined by the
menthly Performance Improvement Committbe
| to ensure that residents are wansferred with ths
required assistance as indicared by the i
comprehensive care plan md kardex with
corrective action and re-gducation a: m{ilcataa
: Findings will be reporind to the Director of f
; Wursing, §
i

7 The Director of Nursing, Assistant Director of
i Nursing, Unit Manager, 3-11 Sapervisor, 11-§
: Supervizor, or Weekend Supervisor will revidw

oursing progress notes daily acrose all shifts for
i two weeks, then three times a week across alf
shifts for two weeks, then as determined by the
monthly Performance Improvement Commﬂm:
1o ¢nsure thet pain interventions are provided as
per the comprehensive care plang are provided
with corrective action and re-edvcation if
indicated. Findings will be reported o the
Director of Nursing.
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% should have asked for assistance when
| transferring Resident #1, es the care plan noted
ha/she was & two {2) person assist and she ;
i should have foliowsd it. CNAF#T stated "lf there
I was another CNAto assist, P'm sure the resident
Pwiould not have fallen or huit” himselftherself,

| Interview, on 03731715 af 5118 P, with CNA#2,
i ravesled it was knownh among staff Residant #1
“was a twe (23 parson assist, and the resident was
_care plannad o be & bwo {2) person agsigt, Per
Hinferview, CNA#1 told her Resident #1 could besr
weight and ofien assisted her with fransfers, She
sstated CNART told her she was frying fo transier
: Resident #1 on her own becauss the resldent
normally helped her. Continued interview
revasted however, i a rasident was care planned |
-0 be an assist of two {2) staff, then staff should
! seek assistance from ancther aide before
transferring the resident. Additionally, CNA#1
reporfed she would not iry to transfer a resident |
. on her own because "i's just too risky”, Further
interview revealed it was Important fo follow
resldents’ care plans to engure the resident's or |
staff were not hurt. The ONA stated Resident |

H

!
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F 222 Continued From page 4 F 282 |
, revealed she cared for Resident #1 regularly, and g
i stated the resident was care planned to be & two 5 d
trn R, - ¢ i b : . . . |
f:‘-t) p?isaﬂwag";a'db:t gﬁumt\??ﬁ;zwe@h“. F;er i The Direetor of Nurging or Assistaut Director!
_interview, i hefped to have VO { } peopie a ; of Mursing will submit & sommary of the
; assist when ransferring Resldent #1, Continued © findings to the montily Performance i
f iﬁtE’.!‘ViE‘W I“E‘Vﬁé&%fed N tha ﬂigh[ of [}af1 8}15, at . ImpfOV&}".’l(‘}ﬁ{ Cormmittes mnsjsnng of
a@;}t‘@ximatE?s* B:.00 PM, .She wag altempling o ! Admmistrator, Director of Nursing, Activity |
transfer Resident #1 by herself from the © Dircotor, Housckeeping Director, Healthy |
t whesichalr to the bed, when the resident slumped . Information Manager Coordinator, M8 :
“over onto her and leaned forward, CNA#T siated | Coordingtor, Sotial Services, Food Service |
~she eased Resident #1 1o & sfiling positon on the . : Manager, Business Office Manager, and !
i fioor. She repoerted Resident #1's left leg was ! Mazintenance Direetor for further review and |
Vo . v - - ” F
fturred inward facing his/her right knee, and ‘ : recommendation for fuee months,
"didnt look normal” CNA#T further revealed she | : P
Completion Date by 5/6/15, i 5/E/15

}
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C LOMPLETION
laTE | DATE

F 282 Continued From page 5
; #1's care plan should have been followed by CNA
A

. Interview, on G4/02/15 ot 7:58 AM, with CNA #5, |

| rgvealed Resklent #1 was care planned for a two
*{2) persan assist and should not be fransferred

with an assist of one (1). She stated Resident #1

. could not bear weight, and it would be difficult lo

| transfer the resident by yourself. Per CNA#S, "if

*a resident was a fall visk, then bad things could |

happen to therm” if the care plan was not followed, ’

: She stated staff should follow the care plan fike it :

i was their bibla. é

I

{

. Interview, on 04/01/15 at 12:32 PM with Licensad

| Practical Nurse (LPN) #2 and at 6:42 PM with

{ Registered Nurse (FN) #1, and an (04/02/156 at

. 1045 AM with RN #3 and af 3:20 PM with RN #2,

; revealed they all stated Raesident #1 was a two (2)

| person assist with transfers, RN #71 and RN #3

revealed Resident #1's Comprehensive Care
Pian noted fo assist Resident #1 with ADLs az

| needed ard adjust care fo his/her individus)

j needs. Per RN #1 and RN #3, the CNA's "eare |

1 cards” (Kardex) noted the assistance residents

' required, and RN #1 stated Resident #1's nare

:card” indicated the resident was an assist of two

| (2) staff for fransfers. Per RN #1, Resident #1

| was somelimes a one (1) person asslst becaze

i hefshe could bear weight, however, it was

: important the cara plan was followed By staff, ,

Interviaw with the Minimum Data Sef (MDS)
Coordinatoy and e Clinical Reimbursamaent

i Coordinator (CRC), an 04£2/15 ai 2:07 PM,

i reveaiad the Comprehensive Care Plan was g
ool used o guide and diradt the care for the
residents. When reviewing Resident #1's Cara ]
! Plan, they reported the infervention relfated to |

1
|
3
i
é
|

k3
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F 282 Continued From page 6 P F2al
trar;sfar‘a was not specific as to the number of !
staff required to complete the transfer; however, i ‘
the Kardex, (CNAs care plan), specified Resident : g
: #1 required extensive assist of two (2) staff [ :

, persong to fransfer the residen!. The MDS and ;
*CRC stated the nursing staff and CNAs shouid be |
refarring to the care plan and Kardex to dirsct the : !
~care of the resident. Additionally, they both i

l stated Resident #1's care plan should have been | ! i

! foliowed. : : :

interview with the Assigtant Director of Nursing | ! (

{ (ADON), acting for the Director of Nursing (DON), | ;

! and the Administratar, on D4/02M15 gt 446 PM, | .

ravenled Resident #1 was care planned to be a i ‘

. two (2) person assist and should not lave been |
! aasisted by one (1) staff member. Both the ; .
f Administrator and the ADON stated it was their | ,
- expectation, the Care Plan would be followed by |

staff. : :
: i

2. Continued review of Resident #1's Quarierty | | _
MIDS, dated 03/12/15, revealed the facility _ i
: aasass&d the resident 1o have moderaise pain : i
. during the last five (5} days, which made it hard to i : 7

¥

 sieap at right, %

Continued review of Resident #1'

- Comprehensive Care Pian, revised 03/05/15,

- revealed the facHlity care planned the residan: as
al risk for afterations in comfort with a goal for the

resident not to exhibit nonverbal indicators of

pain. Further review of the care plan reveaied the .

! Interventions included to administer medications !'

f as ordered and to observe for nonverbal signs

- andd symptoms {s/s} of pain,

i
¥

| Review of the March 2015 Physician's Orders :
. revealsd Resident #1 was fo be monitored for ] i
Event I:BTETH Facllity 10 1005884 i continuation shest Page 7 of 41
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i pain and had an order for Mobic (a pain relievar)

; scheduied daily for pamn to be given at breakfast,

| Continued review revealed Residant #1 also had
a5 nacassary (PRN} Acetaminophen and i

. Hydrocadone/Acetaminophen ordered every six

| {6) hours PRN for pain. i

q

i

Heview of the March 2015 Medicstion

_ Administration Record (MAR) revealed no

i documented avidence the two {2 PEN pain

i medications were administered on 031815 and
O3/19/15 after Resident #1 experlenced palny from

i the fall.

' Review of the computerized Nurse’s Notes dated |
03815 at 930 PM, noted by RN #1 revealed
Resldent #1 had an "accident/incident fali” in the
past severdy-two (72} hovrs, which was
twitnessed during a trangter, Continued review of
_the Note ravesled Resident #1 was not
demonstrating symptoms of pain.

interview, on 04/01/15 at 6:42 PM, with Rh #1
 tevested Resident #1 expressed bisfher back was |
; hurting by stating, "my back, my back”. However,
RN #1 stated she did not give Resident#1 pain
medication, as she didn't know if the resident was |
i truly expressing pain. RN #1 revealed unless a
‘resident asked her for 3 pain medication, sha

| would not give the resident ainyihing for pain.
Cenlinued infarview with RN #7 revesied she was {
! not familiar with Resident #1'5 care plarn and i
“often got her information from shift report.

Raview of the O3/19/15 at 4:52 AM, Nurse's Note
documaented by LN #1 revealad Resident #1
complained of pain to the Ieft hip and knes when
meved, with an inward rotation of the leg. Review
of Nurse's Motes dated 03/19/15 at 4:56 AM,

{

|

+

i
|
]
!
i
I
i
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documented by LPMN #1 revesled it was a
Hollow-up note from the “accident/Incident/fall
. Resident #1 had experienced in the past
| seventy-two (72) hours. The Note revealad
- Resident #1 now complained of pain to hip and
knee area on the left side noted an nward
 rotation to leg. Per the Note, an order was
‘received 1o get o "stat” (as soon as possinia)
, X~ray. However, there was no documented
i evidence Resident #1's PRN pain medication was
- administered for the resident's pain, as per the

i care plan.

i

Cinterview withy LPM #1, on D4/01/15 at 11:26 PM,
i reveated if she determined the resident was in

| pain she would check for PRN pain medication

' orders, and administer the PRN, However, gven
i though LPN #1 documenisd Resident #1

i compiained of pain, LPN #1 faded fo adminisfer
the resident’s PRN pain medication, per the

i resident's plan of care,

‘ Raview of the "Late Entry” Nurse's Nete dated

[ 03/19/13 at 8:00 AM, decumented by RN 83
revealed Resident #1's left legy was swollsn at the
" thigh ard the knze was disfigured, and LPN #2

. was told to send the resident "out®, to the
hospital.

 Intarview, on O4/02/15 at 10:45 AM, with RN #3
revaaled she was told by RN #2, Resident #1
Fexpressed he/she was in pain by stating, "my hip,
: my hip", RN #3 reported she did not give the
resident anything for pain because the resident

: did not express to her that hefshe was In pain.

; Continued intervisw with RN £3 revealed she

: had she heard the resident say he/she was In
| pain; however the resident did not say anything

would have givan Resident #1 something for pain |

i |
i i

i

{
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| when she went to the resident’s room. RN #3 i
t revealed the resident was care planned for pain;
howaver, revesled the "paper” was the last thing | ;
i she looked at, adding the interventions were
§ something they already did. Additionally, RN #3
stated the care plan should have been followed, |
RN #3 reported that the potential for '

i paychotogicat harm to the resident when the pain
“went untreated would be, "If [eft unireated, it i ,
would be internalized or emational to the resident | !

g and the resident could shut down®,

Review of LN #2's Nurse's Note dated 03/19/1% ;
; @t 8115 AM, reveaied Resident #1's lafl log was :
| rotated inward and swolien around knee and i ;
" upper thigh area. Further review revesled ;

Resident #1 was stating, “my hip, my hip, my hip". ;
| The Nole revealed the Physician was called and : ?
- an order received to send Resident #1 to the ER.

However, there was no docurmented avidence '
- Resident #1's PRN paln medication was : :
administered for pain, sa per the cars plan.

imtarview, on 047071718 at 12:32 PM, with LEN #2 ; i
revealed when she chacked on Resident #1 the g .
morning of 03/19/15 batween 7:00 AM and 7:30 : i
PM, the resident was touching his/her ieft hip :
repeating, "my hip, my hip, my hip*, LPN #2 ; ;
i reported she knew Resident #1 was in pain by the | ; i
way hef/she was grabbing histher hip. Continued '
" interview with LPN #2 revealed she did not give ;
. Resident #1 his/her PRN pain medications !
| because she was more concerned about sending

i the resident out, [ i i

, Inferview with the ADON, acting for the DON, on ,
| §4/02/15 at 4:02 PM, revealed it would be her i i i
“expeciation that stalf would follow Resident #1's | é

care plan regarding pain. She reported staft, on

FORM CMS-2367(02-88) Pravious Versions Obsolate Evend 0. 676711
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| each shift, should be asking the resident, "Are

{ you in Pain?". The ADON reported it would have

been her expeciation that staff would have
{ provided the resident his/ter PRN pain

| medications whien hefshe expressad hefshe was

i pain,

l intarvrew with the ADON and the Adrministrator,
-on 04702115 at 4456 PM, reveaslod Resident i1

. was care plannad for PRN pain medication and it

; siwould have been administered. Per the
{ Administraior and the ADON, it was their
. expectation the care plan would be followed by
staff,
F 3041 483.25 PROVIDE CARE/SERVICES FOR
85=¢ . HIGHEST WELL BEING

f Each resldent must receive and the facility must
| provide the necessary care and services o attain

or maintain the highest practicable physical,
mental, and psychosoctal well-baing, in

" and plan of care,

This REQGUIREMENT s not met as evidenced
by:
failed to have an effactive system in place to
i five (B) sampied residents (Resident #1).
Resident #1 experienced a fall on 03/18/15,

sometime between 7:00 and 8:00 PM, and the
f resident comptained of pain to staff by

! accordance with the comprehensive assessment

Based bﬁ interview, record review and review of
the facility's policy, it was determined the facifity

ensure monitoring residents for pairs for one (1) of

i
i

'
i

}

i
]

F 308!

i

i
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“verbalizing, "my back, my back”, Resident #1 ; 2
i continued to cornplain of pain every time helshe :
was turned. Resident #1 had Physician's Ordars
for Acetaminophen (pain reliever) and L psge
Hydrocodone/Acetaminophen {a narcotic pain j -
; reliever) ordered for pain as necessary (PRN).

i However, there was no documented evidence

: Resident #1 recelved PRN pain medication, On
' 03/19/15 al 8:00 AM, Resident #1's [sft | By wag ;
. notad to be swollen at the ih:qh and knes and i Registersd Nurse (RN) #1, Licensed Practical
"disfigured”. At 8:15 AM, Resident #1 was : . Wursc (LPNy#1, RI22, and RNE3 will be re- :
saying, "my hip, my hip, my hip", the Physician ; ! educared by Director of"‘\fursmg or Assistant 3
“was notified and an order received to transport © Director of Nursing by 5/6/15 to ensure that1)”

- the resident (o the hospital emergancy room residents are evaluated for pain daily ata

(ER). Resident #1 wasg grimacing in pain on : ¢ minimusz for presence of pain by inguiry or by
arrival to the ER, and his‘her heart rate would l observation for signs of pain, 2) Pain :
elevate every timea the left lag was touched. ¢ Bvalustion is completed when s resident i
Morphing (a narcotic pain reliever) wag ardered experiences a change ia pain statg, 3)the |

i for the pain and administered in the R residents receive pain medication as ordered for
Resident #1 was diagnosed with a left femur . verbal or observed signs of pain, and 4) that ;

Hracture and admitted to the hospital, (Refer to observations or reports of pain are 10 be i
F282) reported 1o the nurse rasponsible for e

resident. Re-sducation includes post-test o
validate understanding with 2 required 80% to'
pasg; to be pradad by the Dirsetor of Nursing @r
Assistant Directer of Nursing.

1. Resident #1 pain was assessed on 4/6/15 b‘y
Director of Nursing clinical findings are
documented in the clinical record.

i The findings include:

' Reviaw of the facility's policy titled, "Paln

. Management”, revised 01/02/14, revesled

. residents would be evaluated for pain on

s admisziontte-admission, quarterly, with 2 change
i pondition or change it pain status. Per the
Policy, the purpoge was to mainiain the highest
possible level of comfort for residents by

. providing a system fo identify, assess, treat and
evaluate pain. Review revealed "as 3 minimum
of daily” residersts would be evaluated for the .

s presence of pain by inguiry or by obeervation for :
. szgns of pain. If 2 resident experienced 5 change !
In thelr pain status, the nurse was to complete a !
‘Pain Screening and Fyalostion Tool®. In : .

Evert ID:BTST1

2, All Residents have the porential to be
affected. AH residents” pain evaluations were ;
completed by Lcensed nurses, docursented in
resident olinical records with corrective m:z:ozr
by 4/13/15,

Faciity (0 100564 # continuation sheet Page 12 of 21
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addltmn the Policy revealed facility ataff would ;
rasort any obsetvation or communication of ;
rea\s:denis pain o the nurse responsible for the
§ resident, |
* Madical record review revealed the faciity
admited Resident #7 on 12/11/09, with di agnoses | ‘
f which Included Generalized Pain, Anxisty, :
: Personal History of Falls, Ostenpomsns and ;
Depressive Disorder. Review of tha Guarterty ;
Msnlmum Data Set (MDE) Assessiment, dated
{03/ 2115, revealed the facllity assessed Resident !
; #1 as severely cognitively impalred, and o have
modaram ocpasionat guin In the past five (5) davs |
wh:ch made it hard to sleep af night.

| Review of Resldent #1's Gomprebensive Care
i Plan, revised 03/05715, revedled the facilty care !
. blanned the resident as being ot risk for :
alterations in comfort, with a goal for the resident ¢
not to exhibit non-verbal indicators of pain
throvgh the “next review™. Review of the care

plan revealed interventions which inciudsd i
"administer medications as ordered”, encourane
‘the resident to communicate presence of pain

- and observe for non verbal signs and symptoms
{s/s) of pain.

! Review of the March 2015 Physician's Orders
 revealed Resident #1 was to be monitored for |
pain every shiff, and had Mobic {pain reliever} 7.5
mifligrams (mg) by mouth in the moming for pain
! daily with breakfast, Continued review of the
Physician's Orders revealed Resident #1 also
had arders for Acetamingphen Tablet 850

i milligrams (mg) every six (6) hours PRN for pain
Cand Hydmccdonemcetam?nez:»hen B/325 my
every six {6) hours PRN for pain.

i
H

{ 3.RNs, LPNs, and CNAs will be re-educated |
. by Director of Nursing, Assistant Dirsctog of
i MNursing, Unjt Manager, and’ or Weekend
Supervisor by 5/6/15 to ensure thet 15 residentd
are evaluated for pain daily at a mininum for
! presence of pain by inquiry or by observation |
for signs of pain, 2) Pain Evaluation is i
; conpleted when a resident swperiences
; chénge in pain status, 3) the regidents receive
pafn medivation as ordered for verbal or t
observed signs of pain, and 4) thae observarions
or reports of pain are to be reported to the nurse
) responsible for the resident. Re-education
| incudes post-test to validate understanding |
- with a required 80% to pass; to be graded by |
i the Director of Nursing or Assistant Director of
; MNursing, BN, LPNs, and CNAsg not available |
© during this time frame will be provided re. !
i educatinn upon return b work by the Director,]
! of Nurzing, Assistant Director of nursing, Un! ﬂ
manager or Weekend Supervisor,

:
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! Review of the facility'’s Risk Management Systam
. (RMS) Incident Report, with a completion date of | ,
L 03/31/16 at 10:03 AM, revealed Resident #1 had |
| experienced a fall duting 8 ransfer and was _ '

fowered o the floor on 0318/16 at 730 PM. The | . E
; Incident Report revealed at the time of the fall :
| Resident #1 denied pain and was assisted to bed,

- Coriinued review revealed the-corrective action
section included the following information:
| Resldent #1 wag "placed in bad, per staff,

or discomfort, x-rays ordered at 5:00 Al stat
| {imrnediataly), then canceled due to resident

! gesessment completed per nutse, ne /s of pain

4. The Director of Nursing, Assistant Director :

of Nursing, Unit Manager, 3-13 Sapervisor, 11¢

7 Buperviser, or Weekend Supsrvisor will

Teview nUrsing progress notes and pain i
! monitors daily seross all shifts for two weeks,
’ then three times 3 week for two wesks across

! being sent {o the ER at 8:15 AM™. Further . all ghifts, then as determined by the monthiy |
“review of tha corrective action section revealed ! i Performance Improvement Comemities to :
. the hospital called the facility fo report Residernt ! ensure thet pain wedications are administered

| #1 had a left femur fraciuse, in accordance with the findings of the duily |

pain evaluations, Pain Evaluation, and as

Review of Resident $1's Nurse's Note datad ¢ reported by staffor observed nor-verbal signs
of pain with corrective agtion and re-education]

| 03MBNE at B:30 PM, documented by Registered ol ; i
Nurse (RN) #1 reveated the Note was ¢ "change | ; zf‘mdicatcé. Findings will be reported to the
Uin condition” WNote which stated Resldent #4 had : Director of Nussing. :
: L e, r i b s i {
i;g? ;ﬁgg:{i—rﬁg )(7? g;" ;i?s;fg?:vs :}?‘Vg; mthe ; The Dirfactar of Narsi;&g of Assistant Dircotor %
witnessed during a resident room transfer. ' i of Hursing will submit & summary of the
v : findings to the monthly Performence
Improvemsnt Committee consisting of !
Administrator, Director of Narsing, Activity
Uiirector, Houstheéeping Director, Health
Informarion Manager Coordinator, MDS
Coordinatar, Social Bervices, Food Service
Mangger, Basiness Office Manager, and
Maintenance Director for further review and
recommendation for three months,

Interview with Certified Nursing Assistard (CNA)
#1, o G4A01/18 at 258 PM, revaaled after the fall - :
Pon G3/18/15, Resident #1 expressed hisfher back :
wag hurting, Perinterview, Residert #1 oten _
i expressad pain by stafing, "my back”, but mainly i
staff would observe hisiher facial expression :
since the reaident did not tafk very much, Further i
. Interview revealed she did not see RN #1 give ! ;
i Resident #1 anything for paln after the fall, but { ! Completicn Date by 5/6/18, | 5/6/35
! she believed something should have been given, ;

. Interview with CNA %2, on 03/31/15 at 6:18 PM,
L _ § revealed she recafled Resident #1 expressing _ i
Evart I BTET1Y Facility iD: 100534 if cordinuation sheet Page 14 of 41
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i being in pain, ard stated, "yes" his/her legwas |
i hurting whert asked i she wasg in pain. Continued |
. interview with CNA #2 revealed she and CNA#T
i told RN #1, Resident #1 expressed being in pain, |
and RN #1 moved both of the resident's legs ’
. around with the resident continuing to complain of |
I pain. However, CNA#2 stated she wasn't sura if
RN #1 gave Resident #1 anything for pain or not.
Par CNA#Z, she was told by CNA#1, Resident
| #1 appeared to be in a lot of pain when she went |
" in W change the resident, but CNA #2 stated she
[ did not seen the rasident the rest of that night. ;
Uinferview with RN #1, on 04/01/15 at 6:42 PM,
revealed afler the Tall on 03/18/16, Resident #1 |
i expressed his/her back was huring by stating, :
: P "my hack, my back”. She stated however, she
- did not give Resident #1 any type of pain
| medication because she did not know i the
" resident was truly exprassing pain, She stated |
- Resident #1 wouid be abile ie tell her if hefshe :
wanted a pain medication by stating, "yes", when
aaked # he/she was hurting. Per interview, |
> Resident #1 was nonverbal, and for a nonverbal
resident siafl would wateh for & grimace or for
sorme kind of facisl expression. Continued i
. Interview revealed Resident #1 did not show any
of these sions after the fall. She stated unless a
resident asked her for a pain medication, she |
: would not give the resident anything for pain
| Further interview revealed taking vital sins could :
, indicaite i 4 resident was in pain, and she stated |
. Resident #1°s vital signs were taken after the fall
i but not taken throughout her shift on 03/18715.
However, record review revealed no documented |
! evidense the resident's vitals ware taken after
; his/tver initial fafl. |

i Review of the 03/18/15 Nurse's Note timed 4:52

i

E 300

+
;
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AM, documentad by Licensed Practical Nurse : ;
_ (LF’N}#T revaaled Resident #1 was cormplaining
of pain in the left hip and knea when moved,
inward retation of the leg was nofed, the
Physician was notified with orders received for

, mobile x-rays, and the moblle x-ray company was
| notified,

: Review of Nurse's Note dafed 03/19/15 at 4:56
| AM, revealed LPN #1 documnentad a “changa in i ;
- condition follow-up nots” related to the ! ! ,

"accidentincident/fall” Resident #1 had ‘ .
experignced in the past seventy-two {72) hours. | {
Continved review of the Note revealed "status of : :
condition: deteriorated” regarding Resident #1, as i i
the resident was now complaining of pain fo the | E :
left hip and knes, with an Inward rotation of the . ;
feg noted, orders recelved for xray. However, |
record review ravesled no documented svidence :
_Resident #1 was sdministered his/her PRN pain ; |
| medication. I
I ; )
- Interview with CNA #3, on G4/01715 &t 713 PM, |

| rovealed she reported 1o LPN #1 the resident's | f
E leg was swollen, and when LPN #1 moved i :
- Resident #%'s leg, he/she kept saying, "it hurts, &t | i
P huris®, CNA#3 stated Resident #1 grimaced ; ;

{ when they changed him/her. Per interview, it was | ;

| obvious Resident #1 was in pain that night after | i i

{ he/she axperienced the fall. :

|
. Interview with LPN #1, on 04/01/15 at 11:28 PM, i
| revealed she assessed nonverbal residents for | ,
I pain by looking at @ resident's body movement, ! ‘
. and observing the way a resident was acting, Per ‘
| LPN #1, around 4:00 AM that moming, 03/19/15, f
. she "f}hﬁckpd" Resident #1'« leg, and the resident
| was saying, "oh my leg, myleg’, when the feftleg | : i
l was moved when she did range of motian (ROM) | | i
Event ID:ETEY{] Fauity ID: 106804 If sontinuation sheat Page 16 of 41
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F 309 Continued From page 16 P F 3oy ;
an his/her lags. She stated if she determinad the _é
resident was In pain the would check for PRN '
i pain medication orders, and administer the PRN.
Further inferview revealed if the PRN was not ;
! effective she would notify the Physiclan forany 1
additional orders or recommendations.  Further | ! ;
. interview ravealed nonverbal residents should _ :
have their vita! signs checked 1o assistin the pain '
assessment. LPN #1 revealed she could not ; g
recall f she had checked Resfdent #1's vital signs | .
; after the fall on 03/18/15. : !

I Further reviaw of the Nurse's Notes revealed a
“Late Entry” Note dsted 03/19/15 at 8:00 AM,
documerited by RN #3. Review of the Note : ;
revesled RN #3 was called Resident #1's room ! i
where she cbserved the resident "lying in bed, | i |
' quiet” with no "crying out in pain®. Continued ’
; review of the Note revealed RN #3 noted : ; i
| Residant #1's left leg was "swollen af the thigh | ? '
| and kree and disfigured”. RN #3 documernteo
f she told LPN #2 to send Resident #1 "ou”.

| Interview with RN #3, on 04/02/715 at 10:45 AR, |
revealed she was told by BN #2 Residant #1 i
' expressed hefshie was in pain by stating, "my hip,
“my hip”. RN #3 stated she did not give Resident ;
| #1 anything for pain however, because the ;
| resident did not express to her he/she was in i
| pain. Continued interview raveaied she would
P have given Resident #1 something for pain had _
! she heard the resident say ha/she was in pain. i
Howaver, she stated Resident #1 did not say
anything when she went to the resident's room, E

s interview with RN #2, on 04/02/15 at 3,20 PM, }
 reveated when she entered Residert #1's room at| E
spproximately 4:00 AM on 03/19/15, the resident i
siated, "don't touch, don't touch™. She stated she i
Evend I0:ETETH Faciiy (£ 100694 If contingation shiest Page 17 of 41
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F 309 Continued From page 17 YF 309§ :
- believed Resident #1 was in pain at that fime and ) ’
5 she would have given the rasident something for

pain had she been the histher nurse. Continued
i Interview revealed with any resident's fall, the | i
"nurse should comduct a pain assessment of the
; resident, :

i
"Raview of LN #2's Nurse's Note dated 03/19/15 ‘ ,
cat 8:15 AM, revealed Resident #1's laff leg was | i |
! rotated inward and swollen around knee and ’ ‘
upper thigh area, LPN #2 noted Residant #1 was |
i stating, "my hip, my hip, my hip". Per the Note, i
LEN #2 called the Physician and received an ‘ ;
- order 1o send Resident #1 to the ER for x-ray, | E :
farnbulance personnel artived and transported the |
_resident out of the facility to the hospital ER. g f
| However, record review revealed no documented _ !
! evidence Resident #1 was administered hisfher j ; _
i PRN pain medication after LPN #2 heard the : Z ’
| resident stating, "my hip, my hip, my hip". E : _

i interview with LPN #2, on 04/01/15 at 12:32 PM,
Frevealed Resident #1 coutd not always express i i
his/her needs, and it was important to recognize |

; noriverbal cues for pain, LPN #2 stated when | ; "
¢ she checked on Resident #1, or 03/19/15 ! 4 f
, between 7.00 AM and 7:30 PM, the regident was | :
{ touching his/er left hip repeating, "my hip, my _ |
“hip, my hip™. She reported she thought Resident

. #1's hip was fractured and contacled the
' tesident's Physician. LPN #2 stated she knew !
_ " Resident #1 was in pain by the way helfshe was !
i grabbing Hls/her hip, there was no quastion about H
E it. Further Interview revealed she did not give |
i
1

. Residerd #1 his/her PRN pain medications i i
?‘iewever becatse she was more concemsd with |
sendang the resident oul to the FR. ; :
i i
E Review of the hospital ER record revealed : : :
Event i0: 676111 Facilly (D: 100524 If continuation sheet Page 1% of 41
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! Regidont #1 was diagnosed with a displaced left
femur fragture. Raview of the BR RN's Nurse's
Note dated 03/19/15 at 8:58 AM, reveslad
i Resident #1 had not been medicated with pain
| medications prior to the ER admission after the
" ER RN had reviewed the resident's MAR sent
from the facliity. Contlnued review of the ER
; RN's Note revesied Resident #1 was nonverbal
arad had Dementia "so was unable to express
paln”. Review revealed Resident #1's vital gigns
were stable; however, the rezident's hesrt rate
elavated when hlsther feft leg was "ouched or

" massed with®. Further review revealed Morphine

four {4) mg was administerad upon arrival io the

" interview, on D4/01 /15 at 10:30 AM, with the ER
RN, who had cared for Resident #1 in the ER on
i Q3/19/15, reveaied when the resident arrived at
the ER, hefshe was observed o bie nonverbal

pain every dma the ER staff would move him/her,
i Per the ER RN, Resident #1 was given Morphine
for pain and started to relax. She steted when

| Resident #1 arrived at the ER, she noticed whean
_ going through the resident's MAR send from the

; facility, that the residerd had not received any of

vith the type of Temur fraciure Resident #1 had,
- ne one should have fo ask the resident if hefshe

which should have besn given to the resident.
t Further irferview with the ER RN revesied there

- was a potential for paychologicat ham te

a parson's psychological well-being” to lay in pain
after being picked up from a falt and just left unti
T morning, twould be "orture”. Further inferview

i and pale. Per Interview, Resident #1 grimaced in

the PRI pain medications. The ER RN revealed |

“was in pain, they should have known, According
i tothe ER BN, Resident #1 bad PRN medications |

. Resident #1, She staled it would , "be horrible to |

i i

i
1

i
H i
I H

i
1
i

|
i
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H
) i

| revealed the time Resident #1 had to wait for ,
‘ralief from hissher pain was "unacoeplable”, |

ié Review of Residant #1's March 2015 Medication |
¢ Administration Record (MAR) revealed no |
documented evidence Resident #1 :

; Acetaminophen or Hydrocodone/Acstaminophen : '

L were administered on 03/18/15 or G3/19/15. !
Condinued review revesled for the monitoring '
. Restdent #1 for pain order stated to ask Resldent
i #71 "are you free of pain or hurling”, Per the |
: monitaring for pain order, i was noted "if na,
_indicate response through chart code: Pl every

i shift”, with re code noted If the answer was “yes”,
| However, review of the pain monitoring order
“revealed nurses had documented a "Y" for sach

- shift from 03/06/14 through 03718715, aven
 though review of the MAR "chart codes/follow-up
"codas” revealed no evidence of a code for a "y

| Further infarview with RN #2, on 04/02/15 at 3129 |
[P, revealed in reviewing Resident #1°s MAR,
RN #2 stated since the reskient reported ar gave
. & sign helshe was "in paln”, the MAR should have !
| been marked with & "PI (Pain Indication and the
{ expressed pain documenied in the "progress
-notes”. Continved interview revealed the "Y" in

i the MAR indicated, a "yes", to note Resldent #1
was free from pain when staff had ssked "Are vou
: free from pain?". However, RN #2 was unabie to
. explain why there was a ™Y documentad on
sacond and third shift on 03/18M15, if Resident #1
! had expressed being in pain. Further interview

. reveated If “the resident would ba in continuous
pein, it would be devastating to the resident”.

H

Further interview with RN #1, on 04/01/18 at 6:42
PM revealed even though Resident #1 had an
order o menitor the resident avery shift for pain,

§
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RN #1 expressad she had nevar filled out the
MAFE related to monitoring the residert for pain.
: She revealed she was not familiar with what the

L "Y's" on the form meant, and stated she did not
krnow she was supposed 0 monitor Resident #1
ff;ar pain by asking the resident every shiff, “Are
“you free of pain or hurting?" as indicated on the

 MAR. Fer RN #1, she did not often ask Resident

| #1 if hefshe was in pain, unless the resident
" appeared to be restess. According to RN #1,
« she would doctment a residents paln in a

Morogress note™ and would not document unless &

resident expressed he/she was in pain. She
i stated if someone were left in pain without relief
| that would ba, "pretty bad”.

L Interview wilh CNASS, on 04/02/15 &t 758 AM,
l revealed Resident #1 did not communicate and

" staff would have to ask the rasident f he/she was

S in pain. Per interview, staff would observe

!

[ Residant #1's "bedy language” fo determine if the
resident was in pain, CNA#S stated Resident #1 |

; was not able (o ask for pam medication and c:c:su[ci

{ red skate, T am in pain®,

. Interview with the Social Worker {SW), on

| 04/02/15 at 2042 PM. revealed Resident #1 was

' nonverbal and often repeated words., She
Teportad she had seen Resrdent #1 express pafn
'in the past by "grimascing”, and when this

L coelrred she got a nurse to assist the resident.

| Interview with the MDS Coordinator and the
+ Clinical Reimburssment Coordinator (CRC), on
: 04/02/15 at 2:07 PM, revealed when a resident
g sxperienced & fall, it would be dosumented in the
i "change of cordition” computer file. Thay
: repcrted the “pain assesament” would be part of
| one (1) of the assessments completed after a

F 200!

|
|
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“resident's fall. Continued interview revealed staff - :
should be completing Resident #1's MAR

: correctly, to inchide asking the resident, "Are you

: free from pain or hurting?" as indicated. Per ;

“intervlew, if Resident #1 had & PRN pain :

madication, then the pain medication should have | ,

been given based on the resident's pain. i !

I

i Interviaw with the Assistant Director of Nursing
*{ADON], acting for the Director of Nursing (DC}N}
on 04/G2/15 al 4:02 PM, revealsd it was her ; ;

~expectation staff on each shift, should have be I !

| asking Resident #1, "Are you in Pain or Hurting® ! ;

and indicate this assessmeant on the MAR, The

" ADON stated that if Resident #1 reported hafshe
was in pain the MAR should have bean marked ]

. with & “P1”, this documented in the progress notes |

f and & PRN pain medication should have heen | ,

s given. Confinued Inferview revesiad the ™Y™ in the | :

| MAR Indicated, a "ves”, to note Resident#1 was | j

“free from paln when siaff had asked "Are you free |
from pain?". Further interview revealed the ‘
! ADON expescted staff woukd have provided

| Resident #1 his/her PRN pain medications when

I he/she expressed being in pain.

" trdervisw with the facilitys Medical Direclor, on
| D4/01/15 ot 4:52 PM, revealed it was his ; :
expactation the Taciity siaff would provide : : ‘

residents with PRN pain medications if the
regident was hurting.

; Intarview with the Adminisirator, on 04/02/16 a1 | :
4:45 PM, revealed it was his expectafion staff ?
waould have administered Resident #1 hiafher
PRN paln medications when he/she sxpressed
belng in pain,

F 323 483.25(h) FREE OF ACCIDENT

i
L
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58=6 HAZARDS/SUPERVISIONAIEVICES :

: i

| The facility must ensure that the resident

| snvironment remains as free of accident hazards |

i ag 1 possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

|
!
| ;
! This REQUIREMENT e not met ag evidenced i
hy. ;
Based on interview, record review and review of |
i the facility's pofity, it was detarmined the faciity
i fallad to ensure residents received adeguate
| | supervigion and assistance devices o prevent
! accidents for ona (1) of five (5} sampled residents

HResident #1),
Cinterview and record review revealied the facility
i had assessed Resident #1 {o need extensive
 physical assist of two (2) staff for transfars. On
0371815 Resident #1 experianced a fall,
sometime hetween 7:00 PM and 8:00 PM, when
Certified Nursing Assistant {CNAY #1, unassisted,
| lowered tha resident to the floor after the
i resident’s leg gave out during a transfer from the
wheelchalr io the bed. The resident was
agsessad to have no Injury and was assistad
back to bed. On Q3/18/15 at 8:15 AM, Resident
#1's loft feg was observed fo have an inward
rotation and complaints of pain. The Physician
was nolifisd and orders received to send
Resident #1 1o the hospital emergency room
{ER), where the resident was diagnosed with a
| left femur Trechure and wes hospitalized, (Refer

to F323)

1

323

i
;
! !

i
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| The findings include: i

Review of the facilit's policy titled, ,
*Aocidents/Incidents”, revised 05/16/14, revesled |
ii’se faciily would use the "Risk Marmgement
‘ System (RMSY to report, review anid invesligate
! all accidernts/incidents which ocolrred, or
: allegedly cecurred, on the facilily's property and
involved, or aliegetly involved, for residents !
recaiving services. The Policy revealed an :
accident was definad as any unexpected ar
unintentional incidert which would resuit In injury
forilness to a resident. Review of tha Policy

Fa2

Fad

L. Resident #17s cave plan was updated to
reflect current fransfer states, including :
required pumber of st assistance, on 4/6/13

by DHrector of Nursing.

i

Certified Mursing Assistant (CNAY #7, CENA#';L
CHNA#Y and Licensed (LENWIL, and #2, end |
Registered Murse (RN} #1#2, and #3 will be |

revealed a licensed nurse would utllize the RMS
to report aceldents/incidents and assist with
: complaion of a timely investigation fo determine
ihe root cause. Per the Policy, the nurse would
examine a resident involved in a
accidentfincident, and would notify the Physician
ar mid-evel provider of the accidentincident,

reseducated by Dircotor of Nursing or Assietait
Director of Nursing, by 5/6/15 1 ensure that 1)
the correct pumber of staff required for safe
transter are utilized, 2} the comprehensive caré
plen must include the trensfer status, including
staff assistance required, wnd 3) and that
Change in Condition progress note is initiated”

with each fall to includs evaluation and
moriforing of the resident for 72 hours after
sach full with 2 poattest given to validate
understanding with a required 80% to pasg; 1o
be graded by the Director of Nursing or :
Assistant Director of Nursing,

_report the physical findings and extent of injuries,
and obtain orders as indicated. The Policy
revealed If 5 resident's injury was of an emergen
nisture, the resident would be tranaported 1o the
hospital, Cortinued review revealsd the
¢ incldentfacoldent was to be documented in the
resident's medicst record o nclude all pertinent
Information, date, fime, place, notifications, and
Cinitial and ongoing assessments, The Polfioy
! noted the incident/accident would be documented |
| uh the faciiity's "24 Hour Report®, and the Dirsctor
i of Nursing {DC‘N} or desigres would clogs the
; event within five (5) days. Further review i
s revesled the Adminisirator or designee would :
t eoordinate all the faeifity's investigations,

2. All restdents have the potential to be
affacted. A review of the Tesidents’ care phans:
was completed by the Directer of Nursing,
Assistant Director of Nursing, and Jor Uit
Manager to raflect residents” current trangfer
status, including nasistance required, by 4/9/1%
with comreetive action and re-education if
indicated.

i
i
l i
i
H
H
'
i
i
I

1 Raview of the facilily's, "Fall Response Protocol”
| Policy, revised May 2013, revealed staff would
! evaluate and monitor a resident for seventy-two

Bvent IBTHY I
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| (72) hours after 2 fall. Per the Policy, after a
resident's fal staff would evaluats the resident's

i leved of consclousness, vital signs, airway,

! breathing, cieulation, snd summon help,
Continued review revealed stafl would also

; document ard investigate the circumstances per |

“a “change of condition note”, Incident Report, Fail
investigation Form and RMS, if applicable. :

H i
| Review of Resident #1's medical record revesled |
' the faciiiy admitted the resident on 12/1108, and |
. Teadmitted on 03/27/15, with diagnoses which
Hncluded Persanal History of Falls, History of Hip {
{ Fracture, Genearalized Pain, Alzhsimer's Disease, .
_Aftercare for Healing Traumatic Fracture of the
g Upper Leg, Osteoporosis, Amdely and

! Depressive Disordar,

Raview of the Quartedy Minimum Daia Set
(MIS) Assassmend, dated 03/12/15, revealed the
* facility assessed Resident #1 to have a Brief
. Interview for Menltal Status score of three (3},
which indicated the residert was severely
| cognitively impaired. Gontnued review of the
- MO Assessmernt revealed the facility assessed
: Rosident #1 to require extensive physical assist
of two (2} staff for ransfers and bed maobility,
¢ Further review revealed the facility assessad
: Resldent #1's balance during transitions when
moving from a seated o standing position and for
swrface-to-surface transfers, such as transferring |
i from the bad fo the wheelchair, a5 "nolf steady, |
| only abla o stabilize with steff assistance™

Feview of Reskdent #1's Comprehensive Care

| Plan, revised 03/05/18, revealed the facility had
care planned the resident for being at risk for
fafls; however, review of the interventions

i revealed no documented evidence of how much

€ 333; 3, All RNs, LPNg, and CNAs will bare- ;i

educated to ensure that 1) the correct number of
staff requived for safe transfer is utilized, 2 thé
; cornprehensive care plan must include the f
: transfer status, meluding staff assistance X
required, and 3} that Change in Condition i
progress note is initiated with each fall to
include evaluation and monitoring of the
resident for 72 hours, including vital signs, |
afler each fall with & postiest given fo validate,
understanding by the Dirsctor of Nursing, |
Assistant Director of Nursing, Unit Manager, |
or Weekend Supervisor by 5/48/13 with a :
required 0% 10 pass: to be graded by the |
Direstor of Nursing or Assistant Director of
Nursing, RNg, LPNg, and CMAs not available
during this time frams will be provided re- |
educarion upon reter to work by the Dirsctor]
of Nursing, Assistant Director of Nursing, Unit
Manager and/or Weskend Supervizor a post- !
test wil be given to determine undsrstanding,

i

i
|
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pag 4, Divector of Nursing, Assistant Director of |

| assistance helshe required wiih transfers.
: Continued review revealed the {acility care

' planned Regident #1 for requiring assistance with

Activities of Daily Living (ADLs) care dus fo
- history of fails, cogritive impairment, Parkinson's

| Disease, Anxiety and decreased moblity, Review:

‘af the ADE. care plan revesled Resident #1
required assistance with moat ADLs including the

; abllity to transfer. The ADL care plan goal stated _-

! Resfdent #1's ADL care needs would b

" anticipated and met in order to mainiain the
highest practicable levsl of functioning and :
physical well-being. Review of the ADL care plan |
interventions reveated for staff {o assistwith the
resident's ADLs as nesded and adjust the level of
{ care aceording to the individuaf needs.

Review of the MDS Kardex, the CNAs cars plan,
. dated March 20185, revealed Resident #1 was an
extensive assist of two (2) staff with bed mobility |
and transfers. !
Review of the faciliiy's RMS incident Report, with I
' g completion date of $3/31715 at 10:03 AM, {
ravealed Resident #1 exparienced g Yall on :
Q38045 at 7:30 PM. Review of the "injury™
< section of the Incident Report revealed "while
. being transferrad from wheelchalr to beg”,
Resident #1's legs gave out and stafl lowered the |
rezident to the floor, The incident Report noted
after the fall Resiklent #1 was able {o move ail
s extremitios, denled any pain, was assisted to bed |
| per two (2) staff, and the Physician and family
niotified. Review revealed the witnesses Included
F GNA#T and CNA#Z, ;

Further roview of the Incident Report revaaled
under the “surmmary of westigation” saction
- Resident #1 was "lowered lo floor per GNA g

Nursing, Unit Manages, 3-11 Supereisor, 11-7 ¢

Supervizor, and/or Weeksnd Supervisor will
conduct five ransfer observation audits acrozs |
all shifts three times per week, then three !
transfer observation audie across &l shifts for
four weeks to ensure that residents are i
transferred with the required assistance; will |
FEview Inrsing progress notes daily across all
shifts for two weeky, then three times & waele
aceoss al! shiftg for two weeks to znsure that |
regidents are azsessed and evaluated for 72
hours following 2 fall, Including eital signs;
and review the care plans of residents weekly ;
that are at risk, or have e:xpentmcd falls, for |
one mosnih fo ensure fransfer status with ;
required staff assist fs present with corrective |
action and re-education if indicated, then by the
ronthly with Performance Improvement :
Committes, Findings will be reported o the |
Divectar of Nursing.

The Director of Nursing or Assistant Director ;
of Nursing will subpait & summeary of findings |
1o the Performance Improversent Commitee
corsisting of Administrator, Director of :
Nursing, Activity Director, Holsekesping
Director, Health Information Manager
Coordinator, MDS Coardinator, Sosial
Services, Food Service Manager, Pusiness |
Offics Manager, and Maimrenance Direotor fog
further review and recommendation for thres
mnths.

Completion Date by 5/6/15, 5/6/1%

i
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arptnd 8:00 PM while being ransferred to bed"”
with staff reporting the resident's "knees gave
out". Continued review of the "summary of
investigation" section revealed an assessment
was performed of Resident #1 by the nurse after |
tha fall, with the resident denying pain, abie to
“mave all extrernities within "normal limits”, and

; Was asaisted back to bed peor threo (3) staff
members. Further review of the Incident Report
revealed Resident #1 was sént to the hospital ER
: where the residant was diagnosed with a left :
feraur fracture, ]

. Review of the facility's investigation siatements, |
dated 03/19/15 at 410 PM, revealed GNA#1 |
!reported she went inte Resident #1's room on _
0318115, to put the residant to bad. She wrate |
Resldent #1 stood to gel into bed, slumped down ‘
and stoed back up and then slimped again. Per !
CCNA#1's written statement, Resident #1 fellon |
¢ hisfher left side and his/her legs were laving :
funmy”. She revested Registered Nurse (RNY#1 ¢
| asked Resident #1 If he/she was in pain and the |
| resident said, his/her "back”. Review of the :
writtens statement revealed RN #1 asked Licensed :
Practical Nurse (LPN) #1 to assess Resident #1
; a8 well, and they both determined the resident
: was fine, CNA #1 noted Resident #1 did not
complain of pain anvioore that night, but CNA ]
obsarved the resident's leg did not appear to
" move correctiy when he/she turned. Further
review of CNA #1's written statoment revealed
she okl BN #1 about Resident #1's leg, and the
RN checked the resident arcund 1100 PM, and
: the resident was fine.

Interviow with CNA#1, on 04/01/15 at 2:58 PI,
' revealed she worked with Resident #1 every day,
: and the resident was care planned fo be a two (2) |
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| narson assist, but could bear weight, Per
interview, it heiped o have two (2} peopls to

; assist when fransferring Resident #1, and the
resident's "care card” indicatad ha/she wag a two

{2) person agslsl, Continued Interview with CNA
#1 revealad on the night of 03/18/15, at

" approximately 8:00 PM, she was ssalsting

Resident #1 back to hisfher room, whera she
. assisted the residert o transfer from his/her
wheelchalr to the bed. She stated Resident i1
appeared (o be a little weak when standing up,
and the resident stood and pivotad o the lafl,
t white ONA #1 pivoted Yo the right. Per interview,

" CNA#T was standing In frant of Resident #1 ,
- during the transfer, and the rasident moved down |
¢ and stood up again holding onfo the CNA's arms.

CNA #1 reporied she asked Resident #1 i he/she

and then slumped over and pui ail of histher
weight onto CNA B and teanad forward,

| Continued interview ravealad ONA #1 aasad

. Basident #1 to the floor fo sit on his/her botlom.

. She stated she was on the cther side of Residend

| #1 and believed she had a good hold on the
resident when he/she went down onto the floar,

was okay, however, the resident did not respand, |

which happened prefly quickly. Per CNA #1,
Reasident #1 tanded on his/her bottom, and

; his/her iaft leg was turned inward Tacing hisfher

i ight knea, She reported the placement of the

| resident's feg "didm’t look nermal, it looked
abnormal’, CMNA 21 stated she asked Resident
#1 if the leg hurt, and the resident stated "no, my
back, my back, my back”. The CNA revealad this
was how Rosident #1 expressad pain, and she
had someone get RN #1. She stated RN #1 and
ONA#2 came to Resident #1's room, and the BN
i assessed the resident hefora thay moved him/fher

! off the floor onto the bed. Interview revealed CNA |
| #1 heard Resident #1 continue to say, "my back”, |
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F 323, Continued From page 28 i Fa2sl
| however, after RN #1 assessed the resident, she | ‘
“said it was okay to move the resident to the bed. E
| CNA #1 reported she and CNA#2 proceeded to |
! put Resident #1 to bed, she did not ses any ' g
brulsing on the resident's leg, but was bothered |
| by the way the resident's leg was turned. Per the ! .
PONA, BN #1 asked Resident #1 if he/she was i
akay and the resident continued to say, "my :
back”. Interview revested LPN #1 also came into ‘
Resident #1's room and assessed the resident
" with RN #1, and the resident was able to move ‘
his/her ey pretty well at that point. Further ) ;
interview with CNA#1 revealed at 10:.30 PM, she | :
was doing her final rounds ane Regident &1 _
neaded to be changsad, so she rofled the resident i :
and highar leff leg moved along with her : ;
 "Melessly”. She stated Resident #1's left lag was !
i not brufsed or had any swelling, but the leg did |
ot have any resistance of no force at all when ; ’
fthe resident was moved. Further interview with E
i GNA#1 revealed when she moved the resident, E '
there was sigo a slight popping which she told RM | i :
P#1 sbout In addition, she stated she {old RN #1 ! i
i Resident #1's knee was furned inward and i was : !
facing toward the right knee, and the RN checlked | i :
| the resident by shaking his/her left foot. i
D According to CNA#1, RN #1 asked Resident #1 if
he/she was In pain, and the resident sald,"no, no, ! i
ro". CNA#1 further revesisd she should have |
! asked for assistance when transferting Resident i ;
| #1 from the whaelchair to the bed, as the care |
plan indicated ths resident was g two (2} person '
assist, Additlonally, CNA#1 added, "if there was i
t arother CNA Lo aagigh, 'm sure the residant
would not have fsllen or hurt” himself/barseif.

Review of CNA#2's statement, daled 032715 at - : :
4:15 PM, revesalad during a transfer from the i
“chair to bad™ o 03/18/15, Resident #1 was : E
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ylowered to the floor. CNA#2 noted she wentto | ;
[ get RN #1 and the vitals machine, Review of lhe |
*written staternent revesied Rasident #1 was
: sexated on Ksfher bottorn with hisfher back | :
| against the bed, CNA #2 documaented when [
Resident #1 was placed in the bad, histher knees
; papped with movement. Per the wrillen
statemant, BN #1 and LPN #1 assessed
Resident #1, and reporiad the resident was fine.
i CNA#2 noted she did not return to Resident #1's |
Uroom anymore that night. = f
i

! ntarview with CNA#Z, on 03/3115 at 5148 PM,
! revealed she did not normally care for Regident
. #1L normally CNA #1 was assigned to work the | i
| resident’s hall. She reported on the night of tha '
Hincident, 03A 815, she was returning from break ‘
_between 7:30 PM and 8:30 PM, and the E 5 D
i bathroom's emergency Haght was on and CNA g ¢ ; i
: was agking for RN #1. She stated she observed :
. Resident #1 sitting on the floor with histher back | i ;
{ leaned vp against the hed. Per interview, she ? i
Uand CNA#1 asked Residemt #1 if hefshe was ;
“hurting and the resident said, "yes”, his/her leg | '
i was hurting., CNA#2 reported RN #1 asssssed
| Resident #1's leg and she and CNA#1 both told ;
" the RN the resident complained of his/her leg
§ burting. She stated RN #1 moved both of
I Resident #1's legs arcund, and CNA#Z was : i
. pretly sure the residaerd continued {0 exprass i
s being in pain. Per CNA#2, LPN #1 also came |

1 into Resident #1's room and assessed the : !
| resident by moving his/her legs as well, and ;

: agked the resident F ha/she was okay, but the i ; :
1 regident did not respond. CNA #2 reported !
| Resident #1's vitals were taken and the residant’s |
. vital signs were normal. CUNA#2 revealed she
| believed Resident #1 was care plannedloben | |
{ two {2) person assist, and staff was aware the | :
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| resident was two (2) person assist, According o
FONA#Z, CNA#1 told her Resident #1 would often i
i assist har with ransfers and could bear weight !
[ and she was Irying to transfer Resident #1 on her .
own because the resident normally helped her.
: Additionally, CNA #2 stated she would not try to
! fransfer a resident on her own because "it's jus!

too risky™.

-i Review of CNA #3% written staterment, dated
s Q327115 at 2:58 PM, revesied she went into :
J Resldent #1's room at 1:00 AM on 05/19/15, and |
the resitient did not appear to be in any pain and
; hefshe was not camplaining of pain when being g
turned in bad. CNA#S nated when she went
back into Resident #1's room at 4:00 AM to check |
{on the resident, he/she did not want her to touch
his/her leftleg. Review revealad Resident #1%s
 Ieft iag appeared to be wmed inward, Contued |
| review of CMAHY's writlen statement revesled she
" asked LPN #1 to look af Residant #1% leg and an
| xeray was ordered for the resident.

H

_Imterview with CNA#3, on 04/01/18 et 713 PM, |
| tevealed she warked the sscond and third shifts
| on the night Rasident #1 fell. She staled CNA #1 i
- didd not tell her many details of Resident #1's fall, !
i only that the resident had fallen, but seemed o

' pe okay. Per interview, this was about 11:00 PM,

; and she was working on a different unit at the
E time. According to CNA #3, she did rof sea

' Resident #1 untll around 1:00 AM to 1:30 AM. |
: She roported Resident #1 did not seem tobe in |
Fany pain at that time, and the resident was dry
Fand didn' need changing. Continued interview
i with CNA #3 revealed she checked on Residernt

#1 again at 4:00 AM, and when she walked in fhe | i

. room, the resident’s leff leg was furned inso she
z 1mmedsa§e!y gof BN #2. Per CNA#3, she thought

i
H

i
!
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+

_Resident #1's leg was swollen, and knew there
was somethlng wrong when she saw the .
| resident's leg. She stated Resident #1 did net |
say anything untit RN 42 started to move his/her -
i feft leg when the resident said i hurls”, CNA#3
treported RN #2 had LPN #1 come and assess |
" Resident #1 also, snd when LPN #1 fried to move
. the resident’s leg, the resident kept saying, " ;
| hurts, It hurts”. Further interview revealed LPN |
"#1 then calfed the doctor who ordered an x-ray,
. Bhe revealed RN #2 assisted her with changing
| Ressident #1, and the resident grimaced while i
¢ they were changing him/sher.
' Review of LPN #1°s investigation statement, '
! dated 03/19/15 with no time documented,
_revealed she was called to Resident #1's room E
| and the resident was chierved in his/her bed i
without any sign of pain. The statement revesled -
“shie reported she was told by the staff presert |
Resident #1 was being fransferred to bed by wo |
{2} CNAs, and the residant’s leg had went out '
from under hitn/her so, thay lowerad the resident
to the floor. Per the statement, as Resident #1 |
was assisfed to bey and had no sign of any pain
or disgomfort she teff the room. LPN#1s
: statement revealed she was called back o
. Resident #1's room around 4:40 AM, t¢ check the
resident regarding reported pain, and the LPN :
documented a slight vward rotation of the laft ;
i foot arxd the knee looked displaced. Confinued |
review of the stalement revealed when LPN #1
was assessing Resident #1, the resident did not |
| gomplatn of pain when hisher leg was moved, |
. The statement noted LPN #1 reported staff told
her Resident #1 compiained of pain when they |
wars turning the resident and reported the
: resident did nat complain of pain during the night. |
| Further review of the statement revealed LPN #1 |

F 3231
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; alremdy in bed. The LPN revealed she was not

nurse and handled "everything else.

: Raview of RN #1's investipation statement, dated |

" besida hisfher bied when she entered the room on

: the resident's room 0 check on the resident, She
- documented the resident did not complain of pain |
i at the time, and had no noted deformities and ‘

Conrtinued From page 32
received an order fo obtain an x-ray of Resident
#1's kniee and hip. :

Interview with LEN #1, on 04/017118 at 1128 PM,

‘reveaied on the day of the incident, D3/18/18, she

was working as & nursing assistant ot the floor |

: an second shift, at the time the incident asourred. :

LN #1 reported she was called to the residant’s
room by RN #1 who asked her "to check
someathing for her". She stated when she eniered i
Resident #1's room, the resident was already in
bed and CNA# and CNAS2 were in the room
with the resident. Continuad inferview revealed |
LPN #1 way not swe she was told Resident #1 |
had experienced a fall but she was fold the ,
resideni's knees bickled, Per interview, she g
talked to Resident #1, but the resident did not say |
anything, and she did not ask the resident if ‘
harshe was in pain because the resident was :

¥

even sure why she was called 0 Resident #1's
room that night, 35 RN #1 wag the resident’s

03/19/15 at 12:30 PM, and on 03/27/45 at 3:00
i, revealed Resident #1 was sitting on the floor

0318414, The statement revesled RN #1 was
told by CNA#1, ghe had lowered Resident #1to
the floor, and LPN #1 and LEN #3 also came into

was able to move gverything, Per the RN #1's
iater statemesnt, Resldent #1 was transferred from

: the wheslchalr to his/her bed, on 03/18/15 at 8:00
: PM, by two {2) siaff, and was eased to the fioor

by the staff landing on hisfher buttocks, The i

F 323
|

:

FORKM CME-2587(02-89) Mrevioys Versions Obsalate Event IDBTETH

Faolity 10: 400534 If continuation sheet Pege 33 uf4i




DEPARTMENT OF HEALTH AND HUMAN SERVICES
GENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 0416/2015
FORMAPPEROVED
OMB NO. 0838-0361

BTATEMENT OF DEFICENGIES (%1} PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {¥3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFIGATION NUMBER: — GUMPLETED
A, BUILDING
c
185285 8. WiNG B402/2015
NAWE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, 2P GODE
201 KIMBERLY LANE
GRANT CENTER
WILLIAMSTOWN, KY 41087
(e SUMMARY STATEMENT OF DEFICIENGIES 7] ' PROVIDER'S PLAN DF CORRECTION L
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX {EACH CORREGTIVE AGTION SHOULD BE | COMPLETION
TaG REGULATORY OR LSC IDENTIFYING INFGRMATICON) . TAE . CROSB-REFERENCED TO THE APPROPRISTE | DATE
! ; i DEFICIENCY) :
i R N ;
N i E
F 323* Confinued From page 33 5 F 323 ;
; |
3

statement revealad BN #1 assessed Resident #?
I the resident had no complaints of pain and was
. assisted to bed by twa {2} staff who elevated both

| of the resideni's legs on a pillow. RN #1

“documentsad she asked Resident #1 at 5:20 PM
that night Iif he/she was hurting and the resident

| complained of higftrer back hurting. Per the
staterent, a1 10:00 PM and through the rest of

while furning the resident, there was no
resistance, RN #1 documented ghe had the

- evening manager and right manager assess
Resident #1 before she lefl work at the facility,

apparent problems.

interview with RN #1, on 04/01/15 at 8:42 Ph4,
revealed TNA#2 callad her fo Resident #1's
raoim on Q3718/15, reporting the resident had

#1's room, the resident was seated on the fioor
and was caliing out “my back, my back”. She
stated she was old by CNA#1 and CNA #2

. Resident #1's logs gave out during a tranisfar and

i the resident was eased to fhe floor. RN #1
reported she agsessed Resldant #1 took vita!
. signs, then CNA#1 and CNA #2 assisted the

g resident onte the bed. Acmrdmg to RN #1, she

ook Resident #1's vitad signs and the resident
was monitored for seventy-two (72) hours,

i Howaver, record review revealad no documented |

L evidence this monitoring was complsted.

i Continued interview revaaled she asked LPN #1

the evening RN #1 continuad to observe Resident |
#1 for discomfort, without any changes. Further

review of the statemenis reveaied at 11.00 PM on
U3/18/15, a CNA {(not mentioned by nama) made *
rolnds changed Resident #1's brief and reported

and when she spoke to them they had found no

i

E

i
|
1

fallen. Fer interview, when she enfored Resldent

o assess Resident #1 also, and LPN #1 thought i
_the resident was “fine” as well. RN #1 stated she !
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! coniinued to take vital signs on Resident #1 that :

"night, However record review revegled na : ! :
i documented evidence Resident #1's vital signs _ i
Pwiere taken except the set obtained after the i i
resident’s initlal fall, Conlinued Intarview with RN :

i #1 later that night, CNA#1 asked her fo look at g

" Resident #1's teft leg because she thought the lag | !
. was lying differertly. Per interview, she told CNA ; :
| #1 the resident's leg "always” looked that way due | !
to his/hier Arthritis. RN #1 stated she contacted ’

i the resident's Physician fo inform hirm of Resident i E

“#s fafl, however, did not inform him the resident | :

; had an injury as her assessment had revealed no ; ;

{Injury. She slated she completed the RMS } ! :
incident Formn, but the current one was inoorrect _

F as her findings suggesied the resident was i i i
" without injury and no fracture was indicated. ! ? :

: Further interview with RN #1 revealed she was i i

i not aware Resident #1 was transferred by an ;
assist of ore (1) that night, but sometimes the ' ) ;
. resident colid be a one (1) persan assist i i :
| because haishe could bear weight. She stated | i ,
" however, she believed Resident #1 was care . ;
planned to be a two (2) person assist, but was n@ti i ?

j certain of that.

RAME OF PROVIDER OR SUPPLIER

Continued interview with LPN #1, on 04/07/15 at | i ;
11:28 PM, revealed switched from a nursing : ; |
assistant rofe to Supervisor on third shift the night | 5 ;
of the incideni. She stated she was callad to : i
Resident #1's room aroumd 4:00 AM that

morning, 0319715 by RN #2, who told her the i
resident was complaining of hisfher leg, Per LPN |
- #1, she "checked" Resldent #1's leg, and noticed | i
the knee, "net so much the foot” was turned and |
“looked deformed”, LPN #1 stated she thought # | .
- was Arthritis, but the resident was saying, "oh my | }
 leg, my leg”, when the leftleg was moved when
she did range of motion (ROM} on histhet legs. | i :
Event [0: BT Fagility iD: 100884 If continuation sheat Pags 35 of 4
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H i
L According to LPN #1, RN #2 and CNA #3 told her | !
Resident #1 complained of pain every ime they | i
i turned hinvher. LPN #1 revealed at around 1:00 : !
: AM, she called Resident #1°s Physician and "got §

an ordar for an x-ray”. However, she stated when |
she returned to Resident #1's room the resident .
was astesp, $o she arranged to have the xvay |
firat thing in the moming”. Further interview with !
PPN # reveated if she had known Resident #1
had fallen "earlier”, she would have checked the |
resident out a little more, and Indquired how the fall |
ocourred, how far had ihe resident fallen, and !
' how hevshe landed after the fall. LPN #1 stated if |
. &he had known it was a Tail, vital signs would !
| have been checked four (4) times every half hour, |
" then four (4) times every hour, then every four (4) |

: hours for twenty-four (24) hours. g
!

; Review of RN #2's atatement, dated 03/19/18 at
415 PM, revealed Resident #1 was lowarad to
| the floor by CNA#1. The statement reveslad :
FGNA#T went and got the resident's nurse, RN #1, E
- ad the night shift Supervisor, LPN #1, to assess
; Rasident #1 at around 7:00 PM to 7:30 FM on :
03/18/15. RN#1 noted she heard RN #1 report |
“they" assessed Resident #1, and helped puithe |
i resident fo bed. Per the statement, RN £2 did not
: hear anything else that night until ONA #3 got her

- out of another resident’s room {0 come agsess

| Resident #1. Accarding to the statement, RN #2

- entered Resident #1's room arounid 4:00 AM to

- 4:30 AM, and observed the resident's loft leg was

| inverfed and hafshe was complaining of psin.

: Further review of the statement revealed RN #2

| noted Resident #1 could not say what was

| hurting, the resident just kept saving, “dort

! touch” when the leg was moved. The statement

| revealed RN #2 got LPN #1 to come assess ;
| Regldent #1 as well, and LPN #1 then abigined

i
i
kS

H
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{orders o get an x-ray. | f

Inferview with RN #2, on 04/02/15 at 3:29 PM,
revealed she was working as & GNA during the
night shift when the incldent cocurred. RN #2 !
“revealed she recallad hearing CNA #1 stating she - ‘ i
lowsred Restdent #1 to the floor, and RN #1 and ; i
LPN #1 talked about the resident's falt during third
shift report. Per inferview, she did not hear ' i
anything eise about Resident #1 untll about 400 | i :
AM, on 03/19/15, when CNA#3 called her into |

the residant's roorm.  She reported when ahe !

enterad Resident #1's room, the resident’s leg :

iooked inverted, and she then went to get LPN | i ;
#1, who was the acting Supervisor to assess the : !
resident aiso, Per RN #2, LPN #1 advised her :
and CNA#3 not fo fouch Resident #1 until she ; i
' pbtainad an x-ray. RN #2 reported she recalfed | ; |
Resident #1 saying, “don't touch, don'ttouch”.
i Gontinued interview revealed RN #2 interpreted § .
that as an indication Residert #1 was in pain, and | ; |
! due to the condition of the resident's leg, she : :
would have made the Judgemeant call to call an i : ;
. ambulance. She stated Resident #1's Physician ]
i was notified and LPN #1 was advised to get an |
x-ray for the resident. RN #2 reveated she asked
LPN #1 if she needed any assistance and LPN #1
reported she was fine. Per RN #2, LPN #1 "was
. the nurse for the whole building that night". RN
| #2 stated Resident #1 was a two (2) person : E
| amsist and herefore the resident should never be :
Hransferred by one (1) person as it was not safe. ?

i

| Interview with LPN #2, on 04/01/15 at 12:32 PM,
| revealad she normally worked first shiff, and
'when she reported to work the morning of ; l
03/18/15 at around 7:00 AM, she was tolg In shift ;
| report, Resident #1 had fallen and complained of ]
| pain in the middle of the night and a mobile x-ray | : ]
Event 1D BTET 11 Faciity 10 100504 If continuation sheet Page 37 of 41
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¥

- a8 well as, staff,

¢ interview with RN #3, on 04/02415 at 10:45 AM,
revealed she arrived to work on 03/19/15 at 800
: AM, and LPN #2 reported to her Resident #1 was
“in pain, stating, “my hip, my hip®. Per interview,

: she asked LPN #2 if x-rays were orderad and _
| was fold an order was recelved around 5:00 AM.
‘ She stated after assessing Resident #1's leg, she |

F 323 Continyed From page 37 E
 had been wrdered, LPN#2 stated she wentic
| soe Resident #1 after the morning report and the
- resident was awake and lying on his/her bed. Per |

Interviaw, Resident #1 was holding his/her lefl leg -

and repaating,"my hip, my hip, my bp" LPN#2

revealed she assessed Resident #1's left hip and |
noticed the thigh area was swollen, and the feg
was rotated inward. Agcording to LPN #2, she
asked Resident #1 if hefshe was hurfing and the

! rasident stated, "my hip™. Continued interview

revealad LN #2 immediately thought Residert

; #1 had a fractured hip and aleriad RN #3, the

tinit Manager. LPN#2 reported she was

instructed to call the resident's Physician, which
she did and irformed the Physiclan of Resident

#1's fall and he/she was complaining of pain,

She stated she also told the Physician Resident |

#1's leg was rotated inwarg and it appeared 1o ha

fractured. LPN #2 revealed in looking at Resident

#1's leg, it could not have been mistaken as

Arthritis. Per LPN #2, | just knew it wasn't right”, |

Further interview with LPN #2 revedled whena

resident exparignoed & wilnessed fall, vital signs

would be faken on the resident before moving the [
resident, no other vital signs would be taken after
that. However, the faciity's polioy stated staff

“would evaluate and monitor a resident for ;

. Beventy-two {72} hours after a fall. LPN #2 stated |

ii Resident #1 should not have been assisted with

i anly one (1) staff person, for the resident's safety,

]

]
i

F 323}
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i thought the knee might have besn dislocated, i '

“and asked LPN #2 to notify the Physician to have ! i

i the resident sent to the hospital, RN ¥3 ravealed | ; 9

it was the faciiity's policy in the event of afall | i
which was witnessed, the assessment of the : ‘ ;
resident waild "stop” with the inilial vital signs. 1
However, the facility's policy stated staff would i
: evaluate and menitor a resident for seventy-two f _
[ {72) hours sfter a fall. Continued infarview ! j i
revealed Residont #1 should never have baen ! :
wansferred by one (1) person for the resident's | i ‘
and stafl's safety, : : :
£

| Interview, on 04/04/15 at 10:30 AM, with the ; I ;
" hospital BRR RN revealed when Resident #1 ; f
. arrived at the ER helshe was nor-verbal and i
| pafe. Continued Interview revealed Resident #1
"grimaced” in pain every time he/she was moved. | i
i Per the ER RN, Resident #1 had an "s-shaped" i
! laft farnur fracture which was “rock hard®. She i {
stated the fracture appearsd to be an "older ; §
| fracture” which had been "sitting for 2 while, ot : '
Fleast @ couple of hours”. Further interview i 5
revealed If the fraciure had been "frash”, the f i
i muscle would still spasm. According to the ER | f
| RN, "you would not have needed to be in the :
medical profession” {0 have know Resident #1 § :
i had fractured Ris/her leg, as there was an
| "obvious deformity”.
i nterview with the Assistant Direcior of Nursing
i (ADORY), acting for the Director of Nursing {DON),
;on O4/02/15 at 4:02 PM, revealed an 03/18/15, |
i sha was notified of Resident #1'¢ fall, but was not
E natified of the resident's change of condition at
- 4:00 AM. She stated she should have been
: notifled, zs she was the on cali persan, and the |
 Tacility's process was for staff to phone the on call ¢
- person. Per interview, in the event of a fall, & i | E
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i
|
i
!
1
i
;
I
i
i
!

|
|
|

FORM CMS-2567{02-93) Previous Verslonz Ohsolele




TV R
ral ke rodl

FRINTED: 04716/20158

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
OMB NO.0938-0397

GCENTERS FOR MEDICARE & MEDICAID 5ERVICES _ _

STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA (X&) MULTIPLE CONSTRUCTION (43} DATE SURVEY

AN PLAN OF CORRECTION HIENTIFICATION NUMBER: A BUILDING COMPLETED
&

185268 B Wiis 0410212045
ETREET ADDRESS, CITY, §TATE, ZiP S0ODE

201 KIMBERLY LANE

GRANT CENTER WILLIAMSTOWN, KY 41097

(X430 1 SUMMARY STATEMENT (OF DEFIDIENCIES i i} ) PROVIDER'S PLAN OF CORRECTION : £48)
PREFIX | [EACH DEFICIENCY MUST BE PRECEDED BY RULL, Y PREFIX i [EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG REGLEATORY DR LSC IDENTIFYING INFORMATION) L TAR CROESS-REFERENCED TO THE APPROPRIATE | DATE
: DEFICIENCY) :

NAME OF PROVIIER OF SUPPLIER

] | ;
F 323 Continued From page 39 F 323 !
{ resident would be assessed from head fo foe, ’ !

! staff would check for ROM, and ensure there i

were no deformities anywhsre. The ADON _ :

: revealed If the fall was a unwitnessed, then k !

i naurolagical (neuro) chacks would have been : }
completed, however, if the fall was withessed and i :

, the resident hadn'z hif Ms/her head this would not !

i be done. Mowever, the faclity's pol icy statad siaﬁl : E
“would evaluate and monitor a resident for 5

; seventy-two (72) hours after a fall and the noficy

i did not differentiate between a withessed fali or :

an unwitnessed fall, Continued intarview as : i i
Resident #1's fall was wilnessed, vital signs ' i

i should have been taken on every shift; however, ; ; :

: the ADON reported there was no documented I f

; gvidence this was dons. She stated when | !
Reslklent #1 complained of pain, & was her P

! expectation staff would have found out where the ! §
. pain was coming from. Further interview |
| revealed since there were two (2) aides in : ; ;
Resideni #1's room sfter the fall, it was assumed !
- the resident was asslsted by ataff of two (2); ; : ;
: however, later discovered the resident had been | | |
assisted by only ane (1), The ADON reveaied the |
resident should nof have been aseisted by only ; :
- one {1} staff member. f | f

Interview with the Administrator, on 04/02015 at ; ;
445 PM, revealed there was an investigation f
: regarding the incident involving Resident #1, and
he was under the impressicn the resident was
transferred from the wheelchair to the bed by two

- (2) staff. He staind ha did not know Resident :
F#1's care plan was not followed for two (2) staff to
asgsist becsuse he did not have that information.

¢ Per interview, he would have expected his staff o ;
follow the facility's policy regarding ' |
incident/accidents and the fall protocal, in which
 the resident’s vital signs would have been : :
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