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{F 000} | INITIAL COMMENTS {F 000} g:m:gﬂa mhrlg':g :fmmm
that a deficlency exists or that this
AMENDED slatement of deficiency was
correctly cited, and Is also not to be
An Abbreviated Survey investigating Complaints construed as an admission of
#KKY23528 and #K'Y23610 was conducted in interest against the facifity, the
conjunction with a Revisit Survey to the 06/12/15 Administrator or any employees,
Abbreviated Survey and a Second Revisit Survey agents, or other indlviduals who
to the 04/30/15 Recartification Survey on draft or may be discussed in this
07/28/45 through 08/08/15. Complaints response and plan of correction, In
#KY23528 & #KY23610 were unsubstantiated addition, preparation of “’l';nph" of
with unrelated deficiencies cited. ::mg’:‘ g‘r’:’g g;g::tof a:;“I:I nd
The Revisit Survey to the 06/12/15 Abbreviated u:ﬁiﬂg :r' f;: :;‘u:‘;:gm“
Survey and a Second Revisit to the 04/30/15 of any allegation by the survey
Recertification Survey determined F280 and F323 agency. Accordingly, the facility
were correcied on 07/22/15, as alleged. has prepared and submitted this
However, F281 and F282 were recited and plen of correction prior to resolution
additional deficiencies were clted at F325.. F333 of any appeal which may be flled
and F425 at the highest Scope and Severity of a solely because of the requirements
"D" as unrelated deficiencies to Complaint under state and fedsral law that
#KY23528. mandate submission of a plan of
{F 281} | 483.20{k)}{3){i) SERVICES PROVIDED MEET {F 281} correction within ten (10) days of
§8=D | PROFESSIONAL STANDARDS the survey as a condition to
parlicipate in Title 18, and Title 19
The servicds provided or arranged by the facility programs. The submission of the
must mest professional standards of quality. g‘:'::'sggmc:r::"m';&" time
constiued or considered as an
This REQUIREMENT Is not met as evidenced :g’“"‘:‘;‘lgm &::"Mﬁg:&“;y“&e
by:
Based on interview, record review, facility policy gﬁ%::zmg;:mm of
review, the Kentucky Board of Nursing (KBN) submission of substantial
Advisory Opinion Statement (AOS) #14 Patient comphance with Federal Medicare
Care Orders and review of the Hospital Requiremants,
Physician's Discharge Orders, it was determined
the facillty failed to ensure professional standards
of practice were met related to foliowing the
Physician's Orders for one (1) of three (3)
(X6} DATE

10332015~

other safeguards pravide sufficient protection to the patients . (Ses instructions.) Except for nursing homes, the findings stated above ara disclosabls 80 days
foliowing the date of survey whather or net a plan of correction la providad. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available fo the facility, If deficiencies are cited, an approved plan of correction is requisie to continued
program participation.
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{F 281} | Continued From page 1 {F 281} 1. APRN did not reorder the
sampled residents (Resident #9); and, one {1) Levothyroxine for Resident #0
unsampled resident (Rasident C). The facllity because TSH level was within
failed to ensure Resident #9's Levothyroxina was normal imis. Resident D's
reaclivated after a three (3) day hospital stay Levothyroxine was deliverad
which resulted In the resident not recelving from pharmacy on 7/31/15 per
hister medication for sixty (60) days. In addition, Pharmerica shipping manifest
the facility failed to administer Levothyroxine to and given to Resident D by
Unsampled Resident D according to his/her ficor nurse on 8/115 as
Physician's Order for two (2) days evidenced by the signed
) Electronic Medlgaﬂo:"\d
Administration Record,
The findings Include: 2. Audit of sl eadmisslont for the
Review of the KBN AQS #14 Patient Care m::&;%g:gab& gim: gf
Orders, last revised 10/2010, revealed licensed Nursing, Quality Assurance
staff should administer medications and Nurse, and Unit Managers was
treatments as prescribed by a physician and completed by 8/268/15 to
advanced practice registered nurse by preparing ensure orders were transcribed
and giving medication in the prescribed dosage, and or reactivated correctly.
route and frequency. Any issues were immediately
cormrected. Medication cart to
Review of the facility's palicy titted, "Medication medication administration
Administration”, dated 12/2012, revealed record audit on all medication
medicationa should be administered as carts completed by pharmacy
prescribed jn accordance with manufacturer's on 8/20/15 and any meds not

specifications, good nursing principles and
practices. Personnel authorized to administer
medications should do so only after they have
familiarized themselves with the medication.

1. Review of the facility's re-admission checklist
revealed two (2) nurses should check hospital
orders with the Medication Administration Recard
(MAR) to ensure they are transcribed correctly
and to make sure the physiclan and advanced
registered nurse praclitioner are aware of all
ra-admits.

Record review revealed the facllity admitted

Resident #9 on 09/08/14 with diagnoses which

delivered on 8/20/15.

physician orders upon

sacond nurse to verify

svailable were ordered and

3. All licensed nurses were
reeducated by the Director of
Nursing, Education Training
Diractor, Assistant Direcior of
Nursing and/or Unit Managers
by 8/26/15 on medication
availability and reactivallon of

readmission (including a
accuracy of orders) Med_leqtion
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Avallability training includea
{F 281} | Continued From page 2 {F 281} use of Emergency Drug Kit,
included Hypothyroidism. Further review after hours pharmacy,
revealed the resident was admitied to the hospital physician notification, on-call
on 05/27/15 and returned to the faciiity on nurse notification, medication
05/29/185. refusals and If resident needs
cannot be met the resident is to
Review of the Hospital Physician's Discharge 4 ::e;gul:nh::ﬁ::&mm
Orders, dated 05/29/16, revealed an order for record to medication cart sudtt
Levathyroxine (thyrcid medication) 50 will be petformed by the
micrograms (mcg) every morning (AM). Director of Nursing, Assistant
However, review of the Physician's Order Sheet Dicactor of Nursing or Unit
from the facility, dated 06/29/15, revealed the Managers two (2) limes per
order for the Levothyroxine had not been month for three (3) months.
transcribed by the re-admitting nurse. The Director of Nursing,
Assistant Director of Nursing or
Review of the June and July 2015 Physician's Unlt Managers will audit five (5)
Orders and the May, June and July 2015 readmits per month for three
Medication Administration Records, (MAR) months to ensure orders were
revealed Levothyroxine 50 meg was not on the reaclivated appropriately. The
Physiclan's Orders or MARSs which resulted in the resufts of these observations
facility failing to administer the Levathyroxine for ggabl;ymg%t:hmemﬂhe
sixty (60} days from 05/30/15 through 07/28/15. for a minimum of thres (3)
Interview with the nurse, who readmitted the m':r:n::dc'g:‘%m?ua‘w
resident, nllaﬁgi.-stnered Nurse (RN) #1, on 07/28/15 ascertains continuous
at 5:05 PM, revealed she entered the resident's compliance. If at any time a
orders into the computer system upon the concem Is identified, a Quality
resident’s return to the facility on 05/29/15, but Assgurance Commiitee meeting
she was not certain if another nurse had assisted will be held to review concems
her. She stated their procedure required two (2) for further recommendations as
nurses to check the order, so the orders were reeded. The membars of the
looked at by "a second pair of eyes”. RN #1 Quality Assurance Commities
stated she could not remember if it was done or will conalst of at a minimum the
not. Administrator, the Director of
Nursing, the Assistant Direclor
Interview with the Assistant Director of Nursing g:"‘;;‘::%mgustgcﬁ
(ADON), on 07/2B/15 &t 11:30 AM, revealed the i
MARs indicated Resident #8 was not Medical Director attending el
administered Levothyroxine in June and July least quarterty.
2015 and there was no order from the physician Compliance date: 82715
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{F 281}

Continued From page 3

to discontinue the medication. She stated
Resident #9 should still be taking Levothyroxine
for his/er thyrold. Tha ADON stated she could
not provide information as to what happened and
why Resident #9 was not receiving the
medication anymore. She stated Resident #9
went {o the hospital for oral surgery on 05/27/15
and returned to the facility on 05/29/15, and
hisier medication should have been reactivated
by the nurse who readmitted him/her.

Interview with the Director of Nursing (DON), on
07/28/15 at 2:41 PM, revealed she expected stafi
to double check tha Information entered into the
computer to ensure it was correct so there were
no transcription errors, She stated she was not
the DON at the time, but she thought the
medication was probably missed because
Resident #0 was out of the facility for less than
three (3) days. The DON stated if the resident
had been treated as a readmisslon and there was
a two (2) nurse check on the medications, as per
policy, then there would not have been the
transcription error of not reactivating the
resident's Levothyroxine. She stated when a
resident leaves the facility and goes to the
hospital their computer system cannot hold
medication so it has to be deactivated until the
resident returns to the facility then the admission
nurse will reactivate the medication. She revealed
in this cass, Resident #2 missed his/har
medication for almost two (2) months and it would
not have happened had the medication been
reactivated and a second nurse cheched to make
sure the medication had been reactivated. In
addition, she stated the nurses from that hall
should have known the resident well enough to
realize he/she was not receiving his/her
Levothyroxine aa normally prescribed and, then

{F 281)

of Nursing and the Social
Services Director with the
Medical Director attending at
least quarteriy.

Compliance date; 827THS

Administrator, the Direclor of
Nursing, the Assistant Director
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they should have contacted the physician.

Interview with the Advanced Registared Nurse
Practitioner (ARNP), on 07/28/15 at 2:15 PM
ravealed she was unaware Resident #8 was not
receiving his/ner Levothyroxine as prescribed by
the physician. She stated not having that
medication for that amount of time could be
"tricky" and effect the resident in a multitude of
ways to include weight and mental concerns.
She said she expected the facility to provide
medfcations as they were prescribad.,

Review of a Medical Laboratory Report, datad
07/09/15, revealed Resident #2's Thyroid
Stimulating Hormone (TSH) level was 2.5 MIU/DL
{nemal 0.3-5.8 MUI/dl). The physician was
natified and orders were received to discontinus
the order for Levothyroxine and retest in one (1)
month.

2. Record review revealed the facility admitted
Unsampled Resident D on 05/16/15 with
diagnoses which included Hypothyroidism.

Review of the July 2015 Physician's Ordars
revealed an order to administer Levothyroxine
0.088 milligrams {mg) by mouth every morning.

Review of the July 2015 Medication
Administration Record (MAR) revealed the
Levothyroxine was marked as not being available
for administration on 07/30/15 and 07/31/15 at
6:00 AM which resulted in two (2) missed doses.

Review of Unsampled Resident D's
Electronic-MAR revealed on 07/30/15 at 5:15 AM
Licensed Practical Nurse (LPN) #4 documented
the medication was not available for
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PM, revealed she did
Unsampled Resident
on the E-MAR "it was

10:15 PM.

care,

administration and the pharmacy was natified.

Interview (Post Survey) with the Licensed
Practical Nurse {LPN) #4, on 08/11/15 at 7:40

pharmacy notified". She stated if she identifled a
medication was not available for administration
she would check the Emergency Drug Kit (EDK)
and call the pharmacy so the medication could be
sent in the next hour or two (2).

Interview (Post Survey) with the Director of
Nursing (DON), on 08/06/15 at 10:15 AM,
ravealed she called the pharmacy and looked in
the record and could not find any documeantation
the medlcation was ordered prior to 07/31/15.

Review of @8 Pharmacy Shipping Manifest, dated
07131115 at 10:15 PM, revealed the Levothyroxine
was delivered to the facility on 07/31/14 sfter

Interview vﬁth the Regiona! Quality Manager

{RQM), on 08/05/15 at 1:00 PM, revealed the

staff should administer medications according to

the Physician's Orders.

{F 282} | 483.20(k)}(3)(il) SERVICES BY QUALIFIED
ss=0 [ PERSONS/PER CARE PLAN

The services provided or arranged by the facility

must be provided by qualified persons in
accordance with each resident’s written plan of

This REQUIREMENT is not met as evidenced

not recall recrdaring
D's Levothyroxina or writing
not avallable and the
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{F 281} | Continued From page 5 {F 281}

1. Resident #8 was weighed on -
7/26/15 by Administrator In
{F 262} Training, LPN. A review of the
weight record by the Director of
Nursing on 7/26/15 noted that
Resident #9 weights have been
cbiained as care planned. The
Director of Nursing audited
Resident #0's Care plan on
7/28/15. Any issues noted were
corrected immediately.
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{F 282} | Continued From page 8 {F 282}
by: 2. On 7115, the Repistered
Based on intarview, record review, and facity Dietician and Director of Nursing
policy review, it was determined the tacilty failed reviewed all residents to
to ensure the staff implementad the care plan to determine th}a :equxnncy :f of all
monitor weights monthly and to follow facility obtalning welg !s iU
current resident’s care was
protocol for reweighs for one (1) of three (3} completed by 8/26/15 by the
sampled residents (Resident #9). Staff falled to Director of Nursing, Assistant
obtain a weight for Resident #9 in June 2015 and Director of Nurslng: Education
falled to reweigh the resident when the resident's Training Direclor, Unit Managers,
July 2015 welight show a weight loss of thirty-four MODS Coordinator and Clinical
{34) pounds in two (2) months. Relmbursemen:resqpadalh! fw
v accurats frequency o
The findings include: wﬂu updated on care plan
and to ensure all interventions
Interview with the Director of Nursing (DON), on were in place, .
07128115 at 2:22 PM, revealed she had no policy 3. Licensed siaff were re-educated’
related to weights but staff were trained on the on obtaining weights per care -
facility protocol which was for the Certified Nurse plan by the Director of Nursing,
Aides (CNAs) or nurses to obtain the weekly or Education Tralning Director,
monthly weights. She stated the DON was Assistant Direclor of Nursing
rasponsible for entering the welghts Into the and/or Unit Managers by 8/26/15.
computer. She stated the computer would Dietary Service Manager and
Indicate if a rewelgh was needed and would Registared Disticlan were re-
i educated by Heslthcare Services
prompt the nurse to take action or do a reweigh
which woutll indicate the need for an assessment ReglonelDietcianon (e gion
" obtaining the weight change
Record review revealed the facilty admitted ;z%%r;dm,;m:ghlg%ﬂ]:;ﬁg
Resident #9 on 09/08/14 and re-admitted him/her welghts. The results of the
on 05/28/15, with diagnoses which included reporis will be reporied to the
Hypothyroidism, Diaphragmatic Hernia, Cataract, Director of Nursing who will
Glaucoma, Hyperiipidemia, and Tricuspld Valve ensure the welghts are obtained
Disease. Review of the Quarterly Minimum Data per care plan,
Set (MDS) Assessment, dated 06/08/15, revealed 4. The Director of Nursing will audit
the facility assessed Resident #9's cognition as five (5) care plans per week for
moderately impaired with a Brief Interview for 12 weeks for all interventions in
Mental Status (BIMS) score of twelve (12), which e
indicated the resident was interviewable,
Review of Resident #2's Comprehensive Care
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Plan, dated 03/14/15, revezled the resident was
at risk for altered nutrition related to cardiac
disease, thyroid disease, and vitamin deficiency.
Further review revealed an intervention for staff
to cbtain and monitor weights per facllity protocol,
weekly welghts for four (4) weeks then monthly, i
stabla

Review of Resident #9's Weight Change History
Recard ravealed staff failed to obtain monthly
weights, as cara planned, as there was no weight
obtained in June 2015, Further review revealed
the resident weighed 180 pounds on 05/07/15
and weighed 125.8 pounds on 07/17/15, which
was a weight loss of approximately thirty-four (34)
pounds. Howaver, there was no documented
evidence staff followed the care plan to monitor
the resident's weights, per facllity protocol by
conducting a re-weigh to determine if the weight
obtained on 07/17/15 was accurata,

Observation of Resident #9 being weighed, on
07/28/15 at 8:27 AM, revealed the resident
weighed 142.4 pounds which still indicated a
saventeen (17} pound welght loss.

Interview with Certified Nursing Assiatant (CNA)
#1, on 07/30/15 at 2:45 PM revealed the CNA
was given a sheet of residents to weigh, and if
there was a weight that did not look right the
nurses will get a re-weigh of the resident.

Interview with CNA #2, on 07/30/15 at 3:05 PM,
revealed the CNAs received a list of residents to
welgh from the nurse. She stated if there was a
weight that looked like it was wrong they would
re-weigh the resident and make sure that the
scale had been zeroed out before welghing again.

CNA #2 stated the CNAs were inserviced during

_C OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED

R-C
185087 B. WING 08/06/2015
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE. ZIP CODE
2420 W. JRD 8T.
RIVERS NURSING AND REHAB CENTER
Uty OWENSBORO, XY 42301
x4 D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 282} | Continued From page 7 {F 282}

place. The results of these
observations will be reviewed
with the Quality Assurance
Commitiee for a minimum of
three (3} months and until the
Quality Assurance Committee
ascerialns continuols L
compliance. (f atanytime a
concem is Identified, a Quality
Assurance Committee meeling
will be held to review concems
for further recommendations as

needed. The members of the
Quality Assurance Committee will
consist of at a minimum the
Administrator, the Director of
Nursing, the Assistant Director of
Nursing and the Social Services
Director with the Medical Director
attending at least quarterly.

Compllance date: 8/27/15
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their orientation with the Education Training
Director on how to proparly weigh residents and
to go to their nurse if there were any issues with
the weights.
Further interview with the Director of Nursing
(DON}, on 07/28/15 at 2:22 PM, revealed staff
was expected 1o follow the care plan and facility
protocol for weights. She stated Resident #8's
welghts should have been obtained monthly per
the care plan. She stated when the resident was
weighed on 07/06/15, a reweigh should have
been completed, per the facility's protocol to
ensure the weight was accurate. The DON
stated it appeared there had been no action taken
by the previous DON when the reweigh was
needed. She stated she reviewed the
documentation and stated no action had been
taken because a reweigh had not been obtained.
She stated the resident was welghed on 07/28/15
and weighed 142.4 pounds. She stated this was
a seventeen (17) pound welght loss for this
resident and was being addressed by the
dletician and revision of the care plan.
F 325 | 483.25(1) MAINTAIN NUTRITION STATUS F 325
8§5=D | UNLESS UNAVOIDABLE 1. Resident #9 was weighed on -
Based on a resident's comprehensive ;ﬁgﬁ?{pﬁm}{";&ma the
assessmanl, the facility must ensure that a Director of Nursing on 7/2616
resident - noted that Resident #9 weights
(1) Maintaing acceptable parameters of nutritionat have been obtained s care
status, such as body weight and protein levels, planned. The Director of Nursing
unless the resident's clinical condition audHed Resident #9's Care plan
demonstrates that this is not possible; and on 7/28M16. Any issues noted
{2) Receives a therapeutic diet when there is a were comecled immediately.
nutritional problem. ) -
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325 | Continued From page 9 F 325 2. On 713116, the Registsred
Dietician and Director of Nursing
This REQUIREMENT is not met as evidencad deumh?ea&'emfr'::l?rn;: of
by: obisining weights. Audit by
Based on interview, record raview, and facility Director of Nursing on 8/10/15
policy review, it was determined the facliity failed noted welghts had been obtalned
to ensure their system to identify weight loss was per care plan and facility prolocol.
effective for one (1) of three (3) sampled Audit of all care plans to ensure
residents (Resident #9). Staff had documented all intervantions were in place
Resident #9 had a weight loss of thirty-four (34} was completed by 828/15 by the
pounds from May through July 2015. The staff Director of Nursing, Assistant
falled to obtain a monthly weight in June 2015 Director of Nursing, Education
and failed to reweigh and assess the resident Training Director, Unit Managers,
when the significant weigh MDS Coordinator and Clinical
ight loss was identified to imbu { Specialisl. Any
detarmine if the weight was accurate and/or if the Re “ﬂe‘:em zorredad
resident needed a change in condition plan to :'s“suas“nouy-
address the resident's weight loss management. Licensed staff were re-educated
. on obtalning weights per care
The findings include: plan by th:g Dlretgor of Nursing,
. - Education Training Director,
Review of the facility’s policy, "Guidelines for Assistant Director of Nursing
Obtaining Accurate Resident Weights®, dated and/or Unit Managers by 8/26/15.
08/12/14, revealed the Interdisclplinary Team Dietary Service Manager and
would develop a change of condition plan for any Registered Dietician were re-
resident with weight variances greater than five educated by Healthcare Services
(5) percent in thirty (30) days; 7.5 percent in Regional Dieticlan on 7/28/15 on
ninety (90) days; and, ten (10) percent in obiaining the weight change
one-hundred eighty {180} days. report weekly to identify any
needed re-welghts or missing
Interview with the Director of Nursing (DON}, on weights. The resuits of these
07/28/15 at 2:22 PM, revealed the facliity's reports will be reported to the
protocaol was for the Certified Nurse Aides (CNAs) Director of Nursing who will
or nurses to obtain the weights and the DON ensure the weights are obtained.
would enter in the information, if a re-weight was The Director of Nursing will audit
needed the computer would prompt the nurse to five (5) care plalz':: per wle?‘lz f;:r
take action or do a re-weigh which would indicate 12 weeks to validate weights/re-
the need for an assessment.
Record review revealed the facility admitted
FORM CMS-2567(02.98) Pravious Veraions Obsclete Event 0: 20012 Fecllity 1D: 100094 If continuation shest Page 10 of 20
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pag 7 weights have been obtained

Rasident #8 on 09/08/14 and he/she was
readmitted to the facility on 05/29/15 with
diagnoses which included Hypothyraidism,
Diaphragmatic Hemnia, Cataract, Glaucoma,
Hyperlipidemia, and Tricuspid Valve Disease.

Review of the Quarterly Minimum Data Set
{MDS) Assessment, dated 06/08/15, ravealed the
facility assessed Resident #9's cognition as
maderately impaired with a Brief Interview for
Mental Statug (BIMS) score of twelve (12), which
indicates the resident wes interviewabls. In
addition, the MDS revealed tha resident was
assessed as having problems with swallowing
and had a mechanlcally altered diet.

Review of tha Comprehensive Care Plan, dated
03/14/15, revealad the resident was at risk for
altered nutrition related to cardiac disease, thyroid
disease, and vitamin deficiency with interventions
for staff to obtain and monitor the resident's
weights weekly times four (4) weeks and monthly
thereafter if stable.

Review of Resident #9's Welight Change History
Record revealed tha resident weighed 160
pounds an 05/07/15 and welghed 125.6 pounds
on 07/17/15. There was no monthiy weight
obtained In June 2015, {per the care plan, a
weight should have been obtained); and, there
was no documented evidence staff reweighed the
resident par facllity protocol, 1o determine if the
weight was accurate, when it was Identified that
the resident had a wslght loss of approximately
thirty-four (34) pounds. In addition, review of the
Nurse's Notes and Dletary Noles for July 2015
revealed there was no documented evidence the
Physlcian or Dieticlan was made aware of the
thirty-four (34) pound welght loss {ovar & 20%

timely and inferventions in place.
Weekly weights will be obtained
by the Resforative C.N.A.'s on a
designated day of the week and
the weights will be reviewed in
the weekly Weight Meeting
ongoing. The results of these
observations will be reviewed
with the Quality Assurance
Committee for a minimum of
three (3) months and untll the
Quality Assurance Committea

ascertains continuous
compliance. if at any time a
concem is identified, a Quality
Assurance Committee meeting
will be held {0 review concemns
for further recommendations as
needed. The members of the
Quality Assurance Commitiee will
consist of at & minimum the
Administrator, the Director of
Nursing, the Assistant Direcior of
Nursing and the Soclal Services
Direcior with the Medical Director
attending at least quarierly.

Compliance date: 8/27/15
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Continued From page 11

weight loss in two {2) months) and no evidence
the Interdisciplinary Team did a change of
condition plan related to the weight change.

Observation of Resident #8's being weighed, on
07/28/15 at 8:27 AM, revealed the resident
weighed 142.4 pounds which still indicated a
saventaen (17} pound weight loss (over ten
percent{10%} in two {2} months).

Interview with Cartified Nursing Assistant (CNA)
#1, on D7/30/15 at 2:45 PM revealed the CNA
was given a list of residents to weight and if there
was a weight that looks to be an error the nurses
would get a re-weigh of the resident.

Interview with CNA #2, on 07/30/15 at 3:05 PM,
revealed the CNAS received a paper, from
nursing, listing the residents that needed weights.
She further stated if there was a weight that
looked to be an error they would re-weigh the
resident and make sure that the scale has been
zeroed out before weighing the resident again.
CNA #2 stated the CNAs were inserviced during
their orientation with the Educatlon Training
Director on how to properly weigh residents and
to go to thelr nurse if there were any issues with
the weights.

Interview with the Registered Dietician (RD), on
07/26/15 at 12:34 PM, revealed she had not been
an RD at the facility for very long and she had
only been to the facility twice. She stated
Resident #9 was flagged for her to review
quarterly and was not on the monthly reviews.
She reviewed the welghts and stated if Resident
#9 waighed 160 pounds in May 2015 and then
weighed 125.6 in July, then staff should have
reweighed the resident to validate if there was a

F 325
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weight loss, and then Implement interventions for
welght loss if needed.
interview with the Director of Nursing (DON), on
07/28/M6 at 2:22 PM, revealed she had been at
the facility since 07/06/15 but the previous DON
was in the facility untii 07/18/15 and was inputting
the weights inta the computer at that time. The
DON stated she could not explaln why thers were
not any rewaighs for Resident #9, after the
resident's weight was down to 125.6 pounds in
July. The DON said it appeared there was no
action taken by the previous DON when the
reweigh was needed. The DON reviewed the
documentation and atated no action had been
taken because a reweigh had not been done and
no weights were documented for June. She
further stated it was a breakdown In the system
and she was concerned for the residents. In
addition, she stated she questioned all the
waeights done In June and entered in by the
previous DON,
F 333 | 483.25(m){2) RESIDENTS FREE OF F 333
533D SIGNIFICAJNT MED ERRORS 1. APRN did not reorder the
Levothyroxine for Resident #8
The facility must ensure that residents are free of because TSH level was within
any significant medication errors. normal iimits.
2. Audit of all readmissions for the
past thirty days by Director of
Nuraing, Assistant Director of
'l:llurslng. %ualitg IG:suram:e
. urse, and Unl napers was
:‘!I;:is REQUIREMENT is not met as evidenced compteted by 8/28/5 to ensure
Based on Interview, record review, and review of m’t:::rde;am“d A:yms
the facility's policy/procedure, it was determined noted were corracted
the facility failed to ensure residents were free of immadiately. Medication cart to
any significant medicatlon emors for one (1) of medication administration record
three {3) sampled resident (Resident #8). The audi by phammacy on 8/20/15
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F 333 | Continued From page 13 F 333 and any meds not avaliable were
facility failed to administer Resident #9's ggg;:g and deliversd on
:j.:;:lhyroxme {thyrold medication) for sixty (80) 3. Al licensed nurses were
Nursing, Assitant Drector o
i . ursing, Assistant Director
The findings include: Nutslgg and Education Tralning
Review of the facility policy titled, "Med|cation E;migﬁor;gdmmm
Administration”, dated 12/12, revealed avallabliity and reactivation of
medications should be administered as physician orders upon
prescribed In accordance with the manufacturer's readmission (Including a second
specifications and good nursing principles and nurse o verify accuracy of
practices. orders). Medication Avallability
tralning included use of
Record review revealed the facifity admitted Emergency Drug Kit, after hours
Residenl #9 on 08/08/14 with diagnoses which pharmacy, physician nolification,
included Hypothyroidism, Further review ravealed on-call nurse netification,
Resident #8 was admitted to the hospital on medication refusals and if
05/27/15 and retumed to the facillty on 05/29/15 resident needs cannot be met the
resident is tobe sent to hospital.
Review of the Hospital Physician's Discharge 4. :‘mﬂo‘; administration record
Orders, dated 05/29/15, revealed an order for 0 medication cart audit wil be
Levoth performed by the Director of
yroxine (thyroid medication) 50 Nursing, Assistant Directo,
. v r of
micrograms (mcg) every moming (AM). Review Nursing or Unit Mana gers two (2
of the Physician's Orcler Sheet from the facility, times per month for three (3) @
dated 05/26/15, revealed the order for the months. The Director of Nursing
Levothyroxine had nat been transcribed by the Assistant Director of Nursing or
Admissions Nurse; therefore, the madication was Unit Managers will audit five )
not on the Physician's Order for June and July readmits per month for three
2015. months to ensure orders ware
reactivated appropriately, The
Review of the May, Juna, and July 2015 results of these observations will
Medication Administration Record (MAR) be reviewed with the Quality
revealed the facility had not administered Assurance Commitiee for a
Levothyroxine (thyrold medication) 50 minimum of three (3) months and
micrograms every AM to Resident #8 for sixty until the Quality Assurance
(60) days from 05/30/15 through 07/28/15.
Interview with Registered Nurse (RN) #1, who
readmitted the resident, on 07/28/15 at 5:05 PM,
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F 333 | Continued From pege 14 Fa3a| Commitlee ascartains continuous

revealed she entered the resident's orders into
the computer system upon hig/her return to the
facility on 05/29/15, but she was not certain i
another nurse assisted her or not. She steted she
may have missed reactivating the Levothyroxine,
but she was not sure if she was the one who
missed k. RN #1 stated there was a two (2)
nurse check in place so orders were locked at by
a second pair of eyes, but she could not
remember if this was done or not.

Interview with the Educational Training Director
(ETD), on 07/29/15 at 8,10 AM, revealed she
occaslonally assisted the nurses. She stated
there was a two (2) nurse check {0 make sure
they did not mias any information from the
checklist during the readmission process;
however, she did not assist with Resident #9's
readmission.

Interview with the Advanced Registered Nurse
Practitioner (ARNP), on 07/28/15 at 2:15 PM
revealed she was unawara Resident #9 was not
recelving his/her Levothyroxine as prescribed by
the physician. She stated not having that
medication for that amount of time could be
“tricky” , and could effect the resident in a
multitude of ways, including weight and mental
concema. She said she expected the faciiity to
provide medications as they were prescribed.

Review of a Medical Laboratory Report, dated
07/09/15, revealed Resident #9's Thyroid
Stimulating Hormoene (TSH) level was 2.5 MIU/DL
(normal 0.3-5.8 MUI/dI). The physician was
notified and orders wera received to discontinue
the order for Levethyroxine and retest In one (1)
month.

compliance. i at any time a
co'r:gm ia identified, & Quality
Assurance Commitiee meeting
will be held io raview concems
for further recommendations as

needed. The members of the
Quality Assurance Committee will
consist of al a minimum the
Administrator, the Director of
Nursing, the Assistent Director of
Nursing and the Sqcial Services
Director with the Medical Director
attending at least quarterly.

Compliance date: 8/27/1%
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Continued From page 15

Interview with the Director of Nursing (DON), on
07/28/15 at 2:41 PM, revealed she expacted staff
to double check the information entered into the
computer to ensure it was correct so thera were
no transcription errors. She stated she was not
the DON at the time, but the medication was
probably missed because Resident #9 was out of
the facility for fess than three (3) days. She
siated if the resident had been treated as a
readmit there would have been a two (2) nurse
check on the medications then there would not
have been the transcription error of not
reactivaling the Levothyroxine. She stated when a
residant leaves the facility and goes to the
hospital their system cannot hold medication so
the medication(s) were deactivated until the
resident retumed to the facllity, then the
admission’s nurse would reactivate the
medication. She stated Resident #9 missed
his/fher medications for aimost two (2) months
because the medication was not reactivated. The
DON stated a second nurse check was not
conducted to ensure all medications wera
reactivated, In addition, sha stated the nurse from
that hall shbuld have known the resident well
enough fo realize the resident was not recelving
hisiher Levothyroxine as normally prescribed and
they should have contacted the physician.
483.60{a),(b) PHARMACEUTICAL SVC -
ACCURATE PROCEDURES, RPH

The facllity must provide routine and emergency
drugs and biologicals to its residents, or obtain
them under an agreemnent described In
§483.75(h) of this part. The facllity may pemmit
unlicansed personnel to administer drugs If State
law permits, but only under the genaral
supervision of a licensed nurse,

F 333

F 425 1. Resident D's Lavowmm
was delivered from pharmacy

on 7/31/15 per Pharmerica
shipping manifest and given to
Resident D by floor nurse on
8/4/16 as evidenced by the
signed Electronic Medication
Administration Record by fioor
nurse on 8/1/15 as observed
by the Director of Nursing.
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F 425 | Continued From page 16 F425| 2 Medication cart to medication

A facility must provide pharmaceutical services
(including procedures that assure the accurate
acquiring, recelving, dispensing, and
administering of all drugs and biologicals) to meet
the needs of each residant.

The facility must employ or abtain the services of
a licansed pharmacist who provides consuitation
on all aspects of the provision of pharmacy
services in the facility.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review and facility
education review, it was determined the facility
failed to ensura thelr system to obtain needed
medication was effective for one (1) unsampled
resident (Resident D). The facliity failed to
ensure Unsampled Resident D's Levothyroxine
{thyroid medication) was availabla for
administratlon for two (2) days.

The findings include:

Interview with the Regional Quality Manager
(RQM), on 08/05/15 at 1:00 PM, revealed
process for ordering medication was provided in
training on 06/30/15 and provided this training
documentation to the surveyor.

Review of training provided by the facility
pharmacy, on 06/30/15, revealed to reorder
medication staff should submit the reorder
request electronically through the electronic
Medication Administration Record (MAR) systam

administration record audit by
pharmacy on 8/20/45 and any
meds not available were
ordered and delivered on
8120/186,
All licensed nurses will be
reeducated on medication
avallability, reaciivation of
physiclan orders upon
readmission (including a
sacond nurse to verify
accuracy of orders) by the
Director of Nursing, Education
Training Director, Assistant
Director of Nursing and/or Unit
Managers by 8/26/15.
Medication Avaliabliity training
included use of Emergency
Drug Kit, after hours pharmacy,
physician notification, on-call
nurse notification, medication
refusals and if resident needs
cannot be met the resident is to
be sent to hospital. Director of
Nursing, Assistant Director of
Nursing or Unit Managers are
responslible for reviewing
readmission orders for
accuracy ongoing.

Medication administration
record to medication cart audit
will be performed by the

Diractor of Nursing, Assistant
Director of Nursing or Unit
Managers two (2) times per
month for three (3) months.
The results of these
observations will be reviewed
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three (3) days before the quantity is exhausted, Commitiee for a minimum of
In addition, staff can pull the reorder sticker and . gm (3) months and untll the
fax it to the pharmacy, three (3) days befors the “m&?’;"&“m Committee
quantity is exhausted. Staff should allow up to complisnce. If a':m’ﬁm A
twenty-four (24) hours for delivery concem Is lbmﬁﬁ::l‘y a Quality
Record review revesled the facility admitted 31.“.;? n:;.mmm
Unsampled Resident D on 05/16/15 with ' for fusther recommendation as
diagnoses which included Hypothyroidism, needed. The members of the
Quality Assurance Committes
Review of the July 2015 Physiclan's Orders will consist of at a minimum the
revaaled an order to adminiater Levothyroxine Administrator, the Director of
0.088 milligrams {mg) by mouth every morning; Nursing, the Assistant Director
however, raview of the July 2015 Medication of Nursing and the Soclal
Administration Record (MAR) revealed the Services Director with the
Levothyroxine was marked as not being available Medical Director attending at
for administration on 07/30/15 and 07/31/15 at least quarterly.

6:00 AM which resuited in two {2) missed doses.
@ Compliance date: 8727115
Observation of the North Hall Medicatlon Cart, on
07131115 at 1:25 PM, revealed Unsampled
Residant D had no Levothyroxine 0.088
milligrams {mg} in the medication cart drawer.

Review of ﬂnsampled Resident D's
Electronic-MAR revealed on 07/30/15 at 5:15 AM
Licensed Practical Nurse {LPN) #4 documented
the medication was not available for
administration and the pharmacy was notified,

Interview (Post Survey) with the Licensed
Practical Nurse (LPN) #4, an 08/11/15 at 7:40
FM, revealed she did not recall reordering
Unsampled Resident D's Levothyroxine or writing
on the E-MAR "“it was not available and the
pharmacy notified", She stated staff was
supposed to reorder medication through the
computer by clicking the box and/or faxing the
sticker from the medication package. She stated
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this was supposed to be done five (5) to seven
(7) days prior to the running out of the
medication. LPN #4 slated she normally ordered
medication through the computer and faxed the
sticker to ensure the medication would be
delivered. She stated-if she identified a
medication was not available for administration
she would check the Emergency Drug Kit (EDK)
and call the pharmacy so the medication could be
sent in the next hour or two (2). She did not
recall if she checked the EDK for Unsamplad
Resident D's Levothyroxine. Sha stated she
received training from a Pharmacist when the
new pharmacy went into effect on 07/01/15.

Interview with LPN #2, on 08/05/15 at 3:20 PM,
revealed if 2 medication was not avaiiable for
administration staff should check the EDK and
call pharmacy so the medication could be sent.
She stated if the medication was not available to
be administered during the allowable timeframe
according to the Physician's Order she would
nolify the physician. She said staff was supposed
to reorder the medication approximately three (3)
days befare the medication supply ran out
through the EMAR system by clicking a button, or
by faxing the sticker from the medication package
to the pharmacy. She stated she recelved
training from a Pharmacist when the new
pharmacy went into effect on 07/01/15.

Review of a Pharmacy Shipping Manifest, dated
07/31/15 at 10:15 PM, revealed the Levothyroxine
was delivered to the facility on 07/31/15 after
10:15 PM.

Interview with the Regional Quality Manager
(RQM), on 08/05/15 at 1:00 PM, revealed the
facility had changed over to a new pharmacy on
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07/01415 and trzining had been conducted with
staff on 06/30/15. She stated staff should have
ensured medications were available for
administration by either ordering the medication
three (3) days prior to the last dase through the
E-Mar system or faxing the sticker per the

unable to provide documentation the
Levothyroxine had been ordered prior to

07/31/15 after 10:15 PM manifest was ordered
after an audit was conducted on the medication
cart that afternoon due to the State Survey
Surveyor identified that the medication was not
available in the medication cart.

training provided by the new phammacy. She was

07/31/15. She siated the medication listed on the

F 425
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Submission of this plan of
AMENDED correction is not & legal admission
that a deficiency exists or that this
An Abbreviated Survey Investigating complaint stalement of deficlency was
#KY23320 and #KY23321 was conducted in carrectly cited, and is also not to ba

conjunction with an Onsite Revisit (04/30/15
Recertification Survey) on 06/03/15 through
06/12/15. Complaint #K(Y23320 was
substantiated with deficiencies cited at the
highest Scope and Severity of a “G", #KY23321
was unsubstantiated with no deficiencies cited.

On 06/03/15, Certified Nurse Aide {CNA) #20 and
CNA #21 transferred Resident #4 with a Sit to
Stand Lift in the shower room. The facility failed
to ensure Resident #4 was assessed for the use
of the lift; and, failed to ensure the CNAs were
trained to use the Sit to Stand Lift safety,
Resident #4 slipped from the sling onto hissher

knees with his/her leg bent at an approximate
forty five (45) degree angle and hisfher right foot !
beneath the wheelchair. CNA #20 had failed to |
| apply the safety belt appropriately. Three (3}
Certified Nurse Aides (CNAs) then lifted Resident |
#4 and placed the resident in his/her wheelchair
without having licensed staff assess the resident
prior to the transfer. The CNAs then wheeled the
resident to his/her room and transferred the
resident with the Sit to Stand Lift again. Resident
| #4 was transferred to the hospital ER and
admitted with a diagnosis of right distal femoral
meta diaphyseal fracture {right Femur Fracture).
Resident #4 returned to the facility on 04/05/15 on
comfort measures.

Tha facility failed to have an effective system in
place to ensure Resident #1 receaived adequate

construed as an admission of
interest against the facility, the |
Administrator or any employees,

agents, or other individuais whao
draft or may be discussed in this
response and plan of correction. In
addition, preparation of this plan of
comrection does not constitute an
admission or agreement of any kind
by the facility of the truth of any
facts alleged or see the correctness
of any allegation by the survey
agency. Accordingly, the facility
has prepared and submitted this
plan of correction prior to resolution
of any appeal which may be filed
solely because of the requirements
under slate and federal law that
mandate submission of a plan of .
correction within ten (10) days of
the survey as a condition to
participate in Title 18, and Titls 19
programs. The submission of tha
plan of carrection within this time
frame should in no way be
construed or considerad as an
agreement with the allegations of
noncompliance or admission by the
facility. The plan of correction
constitutes a written allegation of
submission of substantial
compliance with Federal Medicare
Requiremenits.

LABORAFQRY DIRECTI OR‘Q OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE {%8) DATE

A Zr- A4 LS

Any deficiency statement ending with an nateriak (*) denolos a deficiency which the inatitution may ba excused from correcting providing It is determined that

other safeguards provide sufficlent protaction to the patlonts, (See nstructions.) Except for nursing homes, the findings stated above ars disclosable 80 days
foliowing the date of survey whsther or not a plan of correction is provided. For nuraing homes, the above findings and ptans of corraction are diaclosable 14

days fallowing the date these documents are made avallabla to the faciiity. If deficlencies ara ciled, an epproved plan of comection Is requisiie to continued

program parliclpation.
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supervision while ambulating and toileting.
Resident #1 was admitted on 04/14/15 and
Licensed Practical Nurss (LPN) #8 falled to
conduct the fall assessment per facility
instructions. Resident #1 was care planned for
one (1) person physical assist while ambulating
and toileting. Interviews with staff revealad
Resident #1 had difficulty ambulating,
continuously got out of bed without asking for
assistance, and would exit tha bathroom inta the
wrong rcom and at times was found in the bed in
that room; however, the CNAs failed to use the
facility's stop and watch pragram to make the
licansed staff aware that new interventions night
be needed to ensure Resident #1 was adequatsly
supervised when ambulating.

The facility failed to revise the cara plan to
address the resident’s continued ambulation
without assistance and confusion when exiting
the bathroom. On 04/26/15 at approximatety
11:55 PM, Resident #1 was found in the adjacent
room (Room #106) on the floor, Resident #1 was
transferred to the hospltal emargency room (ER})
where he/she was admitted to the hospital with a
diagnosis of acute, displaced left subcapital
femeral neck fracture (left hip fracture), Resident
#1 died In the hospital on 04/20/15,

F 280 | 4832.20(d)(3}, 483.10(k)(2) RIGHT TO F 280
55=G | PARTICIPATE PLANNING CARE-REVISE CP

1. Resident #1 was discharged

The resident has the right, unlass adjudged from the center on Aprif 27

Incompetent or otherwise found to be 2015 to the hospital for hip'

incapacitated under the laws of the State, to fracture,

particlpate in planning care and treatment or 2. The center interdisciplinary

changes in cara and treatment. team consisting of the Director
of Nursing, Assistant Diracior

A comprehensive care plan must be developed of Nursing, Unit Managers,

Actlivities Diractor, Soeial
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within 7 days:. after the completion of the a 100% plan of care chart audit
comprehensive assessment; prepared by an of current rasident by Juna 5,
interdisciplinary team, thet includes the attending 2015 to ensure that current
physician, a registerad nurse with responsibility plans of care were appropriate
for the resident, and other appropriate staff in for each resident. A 100%
disciplines as determined by the resident's needs;, chart audit of Accunurse care
and, to the extent practicable, the participation of plans {CNA plans of cara) for
the resident, the resident's family or the resident's all current residents was
legal representative; and periodically reviewed comp-letad on June 26, 2015 by
and revised by a team of qualified persons after the l'}hreu:turi :é Ntu;vs'i‘ng;va
nursing assistant who was
el familiar with the resident, and
Quality Assurance RN, to
ensura that the Accunurse plan
of care was accurate to maet
tha needs of the resident. Any
This REQUIREMENT Is not met as evidenced f:,':g;::?gfig b,
by: _ 3. Al Certified Nursing Assistants
Based on Interview, record review, review of the will be reeducated by the
Emergency Room (ER) record and hospital Education Training Director,
Discharge Summary, and facillty policy review it Director of Nursing, Assistant
was determined the facilily failed to revise the Director of Nursing or the Unit
care plan for ona (1) of five (5) sampled residents Manager regarding following
Resident #1). tha Accunurse plan of care and
( reporting changes in residents
The facility admitted Resident #1 on 04/14/15 and care lo the assigned nurse by
care planned the resident for the asaistance of July 8, 2015. Al licensed
one staff for ambulation and toileting on 04/15/15. nurses will be reeducated by
Interviews with staff reveated Resident #1 the Education Training
continuously got out of bed without asking for Dlralctor. Dl;'rector °ffh;l"’5i;’9'
assistance, and would exit the bathroom into the ass[j.tannllu ::ctor o a:‘dris ng or
wrong room and at times was found In the bed In f @ Unit Manager regarding
. ollowing plan of care and
that room. However, the facility failed {o revise updating plan of care with
the care plan to address the resident's safety due changes by July 8, 2015. No
to getting up without assistance and fajled io staff will work after July 8, 2015
address the resident's confusion when leaving the withoul being re-educated.
bathroom. On 04/28/15 at approximately 11:55 Tha Administrator will overses
PM (per Nurse's Notes), Rasident #1 was found and valldate education,
in the adjacent room (Room #108) on the floor,
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Resident #1 was transferred to the hospital ER
where he/she was admitted to the hospital with a
diagnosis of acute, displaced left subcapital
femoral neck fracture (left hip fracture). Resident
#1 died in the hospital on 04/29/15,

The findings include;

Review of the facility's policy titled, "Clinlcal
Quality Assurance and Performance
Improvement (QAPI) Dally Review Process",
dated 08/01/14, revealed the Nurse Assessment
Coordinator and Assistant Director of Nursing
{ADONY Diractor of Nursing {OON)/designee will
ensure appropriate updates to the
Comprehensive Cere Plan and Accunurse
Activities of Daily Living (ADL) care plan are
carmied out and communicated to the direct care
staff and Interdisciplinary Team (IDT),

Interview with the Director of Nursing (DON), on
06/11/15 at 10:10 AM, revealed there was no
specific policy on Stop and Watch. Hawaver,
interview with the Educatlon and Training Directar
(ETD), on 06/08/15 at 2:05 PM, ravealed tha
facility used Interact, (Interventions to Reduce
Acute Care Transfers), a quality improvement
program that focused on the management of
acute change in resident condition. It included
clinical and educational toals and strategies for
use in every day practice in long-term care
facilites. The ETD said onae of the educational
tools within the Interact system was "Stop and
Watch" natepads used by direct care staff to
report changes in residants' condition to licensed
nurses. The ETD said she expacted care plan
interventions to be added for changes in
condition, behavior changes, and if residents
were not following directions. The ETD said the

Director, Director of Nursing,
Agsistant Director of Nursing or
the Unit Manager will audit (5)
accunurse plans of care and
comprehensive plans of care
weekly x 12 weeks to ensure
that the care plan is updaled to
meet the needs of the resident.

The results of these
observalions will be reviewad
with the Quality Assurance
Committee for a minimum of
threa (3) months and until the
Quality Assurance Committee
ascartains continuous
compliance. If at any time a
concern is identified, & Quality
Assurance Committes meating
will be held to review concarns
for further recommandations as
needed. The members of the
Quality Assurance Committee
will consist of at a minimum the
Administrator, the Director of
Nursing, the Assistant Director
of Nursing and the Soctal
Services Direclor with the
Medical Diroctor attending at
least quarterly.

Compliance date; 7122715
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Stop and Walch process was covered during
orientation.

Record review revealed the facility admitted
Resident #1 on 04/14/15, with diagnoses which
included Osteoporosls and Compression Fractura
of the Back with uncontrolled pain and anxisty.
Review of an Admission Minlmum Data Set
{MDS), dated 04/15/15, revealed the facility
assessed Resident #1 as alsrt and oriented to
person, place, time, and purpose with no memory
problem.

Review of Resident #1's Comprahensive Plan of
Care, dated 04/14/15, revealed the resident was
at risk for fall/injury related 1o generalized
weekness and compression fracture, with an
intervention to refer to a plan of care in the
volce-assisted, hands free documentation and
communication system (AccuNurse Activities of
Daily Living Care Plan) Review of the Actlvities of
Daily Living (ADL) Plan of Care, dated 04/15/1 8,
reveaied the resident required one (1) person
physical assistance for ambulation, bathing and
dressing. Toileting cautions listed on the pian of
care included assistance needed for toileting
transfer, do not leave unattended in bathroom
and high risk for falls.

Review of a Nursing Note, dated 04/27/15 at 1:44
AM, revealed Resident #1 was found on the floor
in the adjoining room (Room 106). The resident
told staff he/she went to the bathroom and exited
the wrong door Into the wrong room. The resident
stated hefshe fell anto his/her back and when
trying to get up rollad onto his/her right side. The
resident was assessed with no apparent external
injuries noted, but he/she was complaining of
tenderness to hisfher left leg and was unable to
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move It related to the tenderness. The Primary
Care Physician was notified and the resident was
sent to the ER for evaluation.

Review of Resident #1's ER racord, dated
04/27/15, revealed, "Clinical Impression 1. Fall
from slipping, tripping or stumbling, 2. Ciosed left
hip fracture." Review of the residents Hospital
Discharge Summary, dated 04/29M15, revealed
the resident was adrnitted and surgery was
planned; however, the resident's condition
declined and it was determined the resident
would not survive surgery. Palliative care was
provided and the resident expired on 04/29/15.

Interview with Certified Nurse Aide (CNA) #5, on
06/05/15 at 8:10 AM, revealed she worked the
North Unit and had witnessed Resident #1 out of
bed unassisted and reminded the resident to use
the call light. The CNA worked on 04/26/15 from
11:00 PM to 7:00 AM and was told in report that
Resident #1 was weak and that he/she could go
to the bathroom on histher own. The CNA said
she was passing ice and when she entered
Resident #1's room (108) she realized Resident
#1 was not in the bed or in the bathroom. The
CNA stated she told Licensed Practical Nurse
{LPN) #2 and the two (2) of them split-up to do
room checks, CNA #5 stated she opened the
door to room 1086, fiipped cn the light switch and
saw Resldent #1 lying on his/her side on the floar
near the sink. CNA #5 stated the resident said
helshe was in the bathroom, went out of the
wrong bathroom door, was weak and fell. The
resident sald he/she did not know the time of the
fall; the resident was complaining of left hip and
lower back pain. CNA #5 stated LPN #2 came in
and said not to move the resident. LPN #2 called
the ambulance and the ambulance arrived

F 280
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between 11:45 PM and 12:00 AM. The rasident
was transferred to the hospital.

Interview with LPN #2, on 06/05/15 at B:55 AM,
revealed she warked at the facility for five (5)
years and floated to all units and shifis as
needed, LPN #2 stated she worked on 04/26/15
from 11:00 PM to 7:00 AM on the North Unit. She
stated she complated a bed check at 10:50 PM
and Resident #1 was in the bed. The LPN said
she was at the nurse's station completing paper
work when CNA #5 asked her to come to room
108 because Resident #1 was not in hig/her bed
of bathroom. LPN #2 stated she and tha CNA
divided all the rooms and bagan searching for
Resident #1 and after approximately ten (10)
minutes CNA #5 yelled she found Resident #1 in
raom 106, on the floor. The LPN stated Resident
#1 was on the fluor on hisfher right side, holding
his/her leftleg. LPN #2 said the resicent told her
that he/she went o the bathroom alone, went out
the wrong bathroom door, turned back toward the
bathroom, realized he/she was going to fall and
grabbed toward the sink and fell. The LPN said
she did not move the resident dus to the
resident’s history of fractures. CNA #5 remalned
with the resident while she (LPN #2) went to tha
nurse's stalion to call the doctor, family, on-call
administration, and Emergency Medical Services
(EMS).

Interview with CNA #8, on 06/07/15 at 3:20 PM,
revealed she previously worked full time on night
shift until three (3) months ago and naow worked
an as needed scheduls. The CNA sald Resident
#1 was cars planned for assistance of ane (1)
and had a bad habit of getting out of bed at night
and getting into an unoccupled bed in the
adjacent room. CNA #9 said there was a resident

F 280
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in the bed near the door but the window bed wasg
unoccupied and she had witnessed Resident #1
in the unoccupied bed. The CNA said she heard
other staff say, "keep an aye on the rasident
because he/she got turned around, and went into
room 108". CNA #9 said she told LPN #5 the
night she found Resldent #1 in the uhoccupied
bed in the adjacent room and LPN #5 sald the
resident “just got tumned around.” in addition, CNA,
#8 said a couple nights prior to finding Resident
#1 in the adjacent room in an unoccupied bed
she saw Resident #1 walking down the hallway
and she told LPN #5. CNA #9 said thay usually
began using bed alarms when a resident was
getting out of bed without using the call light.

Interviaw with LPN #5, on 08/08/15 at 9:20 AM,
revealed she remembered someone telling her
Resident #1 wes In an unoccupied bed in an
adjacent room but she did not remember if she
was working and she was unsure if she would
have documented the incident. LPN #5 said
Resident #1 was confused at times and might
have gone out the wrong bathroom door because
he/she was In a new environment. LPN #5 stated
she did not remember anyone telling her the
resident was walking down the hallway
unassisted.

Interview with CNA #7, on 068/07/15 at 2:25 PM,
revealad Resident #1 would not call for
assistance prior to getting out of bed. CNA #7
said he told a nurse about Resident #1 gatting out
of bed alone but did not remember which nurse
he told. The CNA said he did not remember who
he told and he did not complete a Stop and
Watch form,

Interview with CNA #13, on 06/05/15 at 10:30 AM,
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revaaled she usually worked day shift on the
South Unit but worked on the North unit on
04/25/15 and 04/26/M15. The CNA said Resident
#1 was an assist of one. The CNA stated she
witnessed the rasident in the bathroom
unassisted and re-aducated him/her on use of the
call light CNA #13 sald she did not tell the
Charge Nurse the resident was out of bed
unassisted,

interview with LPN #7 on 08/05/15 at 12:00 PM,
revealed she expected staff to nottfy the Charge
Nurse when a resident was care planned for
assistance with ambulation and repeatediy gelting
out of bed without assistanca.

Interview with LPN #8, on 06/10/15 at 11:15 AM,
revealed the CNAs should notify the Charge
Nurse when a resident, who was cars planned for
one assist, was out of bed unassisted to enaure
appropriate Interventions were cara planned to
prevent falla. In addition, the LPN said she
expected staff to complete a Stop and Watch
form and consider additional interventions when
needed.

Interview with LPN #4 on 06/07/15 at 5:30 PM,
revealed she expected staff to notify her when a
resident was care planned for assistance of one
(1) person, and was observed out of bed without
assistance. The LPN said additional
interventions should be added to keep "it from
happening again”,

Intarview with LPN #8, on 08/05/15 at 11:20 AM,
revealed she expected staff to tell her when a
resident was observed out of bad without
assistance and care planned for one (1) person
assist. In addition, the LPN said she would add a
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bed alarm or fall mat alam if a resident was
repealedly observed out of bed without
assistance,

Interview with Registered Nurse (RN) #1, an
06/05/15 at 11:35 AM, revealed she was the Unit
Manager on the North Unit until about three {3)
months ago and currently worked as a Charge
Nurse on the South Unit on tweive (12) hour day
shifts. The RN said she expected staff to
encourage use of the call light and consider a bed
alarm when a resident was care planned for a
one (1) person assist and witnessed out of bed
without assistance,

Interview with the Unit Manager (M) of the North
and South Units, on 08/05/15 at 12:25 PM,
revealed she was hired on 05/05/15, The UM
sald staff should netify the nurse if a resident was
getting up unassisted and was care planned for
one (1) persen assist. She said othar
interventions would be considered to ensure the
residant's safety.

Further revisw of Resident #1's Comprehensive
Pian of Care, dated 04/14/15, revealed there was
no documented evidence the facllity revised the
care plan to address the resident's ambulating
without assistance and the resident's confusion
when leaving the bathroom,

Intarview with the Director of Nursing (DON), on
06/08/15 at 3:30 PM, revealed CNAs should
complete a Stop and Watch form to alert other
staff of a change in behavior. The DON said thay
had been using the Stop and Watch system for
about a year and the CNAs were good about
using the system.

F 280
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Interview with the Administrator, on 06/12/15 at
12;50 PM, revealad she expected the CNAs to
complete a Stop and Watch form if they
witnessed & change In the resident. In addition,
the Administrator said she had total responsibility
over the building, Resldent #1 discharged from the
F 281 | 483.20(k)(3X1) SERVICES PROVIDED MEET F 281 center on April 26, 2015 1o the
55=D | PROFESSIONAL STANDARDS hospilal for hip fractura, The

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:

Based on interview, recard review, review of the
facility's policy and procedure, and review of
Kentucky Board of Nursing (KBN) Advisory
Opinion Statement (ADS) #14, it was determined
the facillty failed to ensure services provided by
the facllity met the prafessional standards of
quality for one (1) of four {(4) sampled residents
{(Resident #1). The facility failed to ensure
Resident # 1 recelvad
Oxycodone-Acetaminophen (for pain) in
accordance with the Physicians' Orders. In
addition, Medication Cart "B, located on the
skilled hallway, was observed to be unattended
and unlocked.

The finding includa:

Review of the facllity's policy entitied "Medication
Administration”, undated, revealed the licensed
nurse and/or medication assistant should check
to ensure the right medication, right dose, right

skilled "B" cart was lacked by the
nurse on June 4, 2015 as
observed by the Administrator,
The Quality Assurance nurse
validated by observation that the
skilled “8° medication cart was
locked on 6/4/15 and 6/5/15,

A 100% audit was completed on
all current resident's PRN
narcotics on June 5, 2015 by the
Diractor of Nursing, Assistant
Director of Nursing, Unit
Managers, and MDS
Coordinators to ensure the
proper time codes were present
in the electronic MAR systam,
The Quality Assurance nurse
validated by observation that all
medication carts and narcotic box
carts were locked on 6/4/15 and
6/5/15. There were no concams
identified. By 7/15/15 i the
Director of Nursing, Quality
Assurance Nurse, Assistant
Director of Nursing or Unit
Managers will conduct an audit of
all narcotics adminislered in the
past fourteen days to ensure they
are administered per physician
order. The Administrator will
oversee the audits. Any
concems identified will be
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dosage form, right route, right resident and right
time prior to administration of medication.
Further review revealed the Medication
Administration Record (MAR) should be read for
ordered medication, dose, dosage form, route,
and time. The medication administration and the
reason for adminisiration and effectiveness of as
needed (PRN) medications should be
documented on the MAR as soon as medications
are given. In addition, the licensed nurse and/or
medication assistant should never leave the
medication cart open and unattended.

1. Review of KBN AOS #14 Patlent Care Orders,
last revised 10/14/15, revealed licensed staff
should administer medication prescribed by the
Physiclan/Advanced Practice Registered Nurse
and prepare and give tha medication in the
prescribed dosags, route, and frequency.

Record review revealed the facility admitted
Resident #1 on 04/14/15, with diagnoses which
included Osteoporosis and Compression Fracture
of the back with uncontrolled pain and anxiety.
Review of an Admission Data Set, dated
04/15/185, ravealed the facility assessed Resident
#1 as alert and orienfed to person, place, tims,
and purpose with ne memory problem.

Review of Resident #1°'s Physician Qrder, dated
04/16/15, revealed an order to change
oxycodone-acetaminophen 5-325 mg (narcotic
pain medication) to two (2) tablets every six (6)
hours as needed (PRN) for pain.

Review of Resident #1's April 2015 Medication
Administration Record (MAR), revealsd an order
dated 04/16/15 for oxycodone-acetaminophen
§-323 mp, give two (2) tablets by mouth every six

education of the nurse who
administerad the medication.

All licensed nurses will be re-
educated by the Education
Training Director, Director of
Nursing, Assistant Direclor of
Nursing, or Unit Manager
regarding locking of medication
cart and narcotic boxas at all
times if not in attendance of cart
by July 7,2015. Al licensed
nursas will be re~educated
regarding medication
administration by the Education
Training Director, Director of
Nursing, Assistant Direclor of
Nursing, or Unit Manager by July
7,2015. The Administrator will
oversee and validate ali
education,

The Direclor of Nursing, Assistant
Director of Nursing, or Unit
Managers will audit medication
carts including narcotic boxes (5)
times per week x 4 weeks, (3)
times per weeks x 4 weeks, and
(2) times per wesks x 4 weeks lo
ensure the medication cart is
locked. The Director of Nursing,
Assistant Director of Nursing or
Unit Managers will audit 5 PRN
medication regimens per week x
12 weeks 10 ensure the
medication is administered as
ordered. The results of these
observations will be reviewad
with the Quality Assurance
Committee for & minimurmn of
three (3) months and until the
Quality Assurance Commitiee
ascertains continuous
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(B) hours as needed for pain. Further review of
the MAR and the controlled substance sign out
sheet revealed licensed staff administered the
medication every four {4) hours varses every six
(8) hours as ordered on 04/16/15 at 8:00 PM; on
04/17M15 at 12:00 AM; and, on 04/17/15 at 9:00
AM, 1:00 PM, 5:00 PM and 9.00 PM.

Interview with Licensed Practical Nurse (LPN) #1,
on 08/03/15 at 4:45 PM, revealed she reviewed
Residant #1's Aprl 2015 MAR, Physiclan's Orders
and controlled substance sign out sheet and
confirmed she had signed out
oxycodone-acetaminophen 5-325 mg on 04/17/16
at 8.00 AM and 1:00 PM. The LPN stated she
had made a medication error as she had
administered the medication in four (4) hours
instead of (8) hours as ordered,

Interview with the Educator and Training Director
(ETD), on 0B/0B/15 at 2:05 PM, revealed when
the eMAR (electronic Medication Administration
Record) was used correctly tha computer would
not allow the nurse to sign out a controlled
substance until the appropriate time had elapsed.
She asid the facllity began using eMAR in March
2015 and some staff was not using the systam
correctly at first.

Interview with the Medical Director, at 08/11/15 at
7:30 AM, revealed staff should administer
medications as ordered by the MD. He stated he
was not aware of any medication errors
pertaining to Resident #1.

2. Observation on 08/04/15 at 9:25 AM revealed
Medication Cart "B", located on the Skilled Unit
haliway, was unlacked and unattended. The
medication nurse, LPN #8 was observed to be

concam is idantified, a Quality
Assurance Commitiee meeting
will be held 1o review concemns
for further recommendations as
neaded. The members of the
Quality Assurance Committee will
consist of at a minimum the
Administrator, the Director of
Nursing, the Assistant Directar of
Nursing and the Social Services
Director with the Medical Director
altending at least quarterly. The
Administrator will oversee
mortitoring through Quality
Assurance.
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across the hallway in resident room 450, at this
time. LPN #7 was observed 1o be walking down
the hallway and went over to the medication cart,
locked the cart, then antsred room 450 and
informed LPN #8 she had locked the medication
cart.

Observation of the Medication Cart "B", on
08/04/15 at 9:53 AM with the UM of the Skilled
unit, revealed insulin syringes, lancsts ang
needies were: in the top drawer of the medication
cart In addition, when the UM opened the
narcotic drawer the fop was not locked. The UM
informed LPN #8 that the narcotic box should be
locked even when the medication cart was
lacked.

Interview with LPN #8, on 06/04/15 at 9:58 AM,
revealad she thought she locked the medication
cart when she left the cart and went into room
450. In addition, LPN #8 sald she thought the
nargotic box was locked and she "was not used
to this cart". The LPN said she passed
medications on all units and Medicatlon Cart "B"
was not different from any of the other medication
carts in the facility.

interview with the UM of Skilled Unit, on 08/04/15
at 9.45 AM, revealed the medication nurse should
lock the medication cart when she walked away.
The UM said leaving a medication unlocked was
a potential problem because someone could get
into the cart and wanderer's could access the
medication cart. The UM said thera were thirty
six (36) residents on the skilled units A/B; and,
five {5) wanderers. The UM said the narcotic box
should be lockad at all times uvnless the nurse
was removing a medication from the box.
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interview with the Director of Nursing (DON), on
0E/08/15 et 10:00 AM, revealed staff ‘were to
follow the Physician's Orders and nursing staff
were {o ensure medication carts wers locked
whenaver they walked away from the cart.

Interview with the Administrator on 08/12/15 at
12:50 PM, revealed staff should follow the
medication administration policy, keep medication
carts and narcotic lids locked and administer
medications according to Physician's Orders.
483.20{k)(3)(i}) SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

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

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
review of a hospital radiology report, a facility
Incident Report, facility Fail Investigation, facility
paliey and Manufacturer's Instructions for the sit
to stand lift, It was determined ths facllity falled to
ensure services were provided by qualified
persons for one (1) of five (5) sampled residents

F 281

F 282 :

Resident #4 was re-admitted 1o
center on 6/5/15 with orders for
palliative care. Me/She had
orders for bed rest only. On
6/10/15 tha Director of Nursing
re-educated CNA # 20 and CNA#
21 with return demonstration
related to use of the full body lift
and sit to stand lift, An
observation by Director of
Nursing on 6/12/15 noted that
CNA # 20 and 21 ware using the
full body lift and sit 1o stand lift
appropriately. On 6/11/15, the
Assistant Diractor of Nursing re-
educated CNA# 20 and # 21 on
not maving a resident after a fal|
untll assessed by a nurse.

(Residsnt #4) related to the use of a Sit to Stand 2. A100% chart audit was
i campleted by the Direclor of
Nursing, Assistant Director of

On 06/03/15, Resident #4 was assisted with a Sit Lursing, Quality Assurance RN,

to Stand lift in the shower room; however, the " lthalr;a'ﬂers. LI o

Certified Nurse Aide (CNA) failed to ensure the fiss e s L

safety belt was applled snugly according to I was comp EPSd on ail
! rasidents who require a lift for

manufacturer directions. Resident #4 slipped transfers on 6/10/15 by the

from the sling onto his/her knees, was assisted to Director of Nursing, Assistant
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the floor with the resident's right leg bent at an
approximate forty five (45) degree angle and
hisfer right foot was beneath the wheelchair.
Three (3) CNAs then lifted the resident and
placed him/her in a wheelchalr without having a
licensed staff assess the resident. Resident#4
was not assessed by licensed staff until tha
resident was returned to his/her bedroom. The
facility failed to ensure staff was qualified to use
the lift in a safe manner. Resident #4 was
transferred to the hospital Emergency Room (ER)
where he/she was admitied to the hospital with a
diagnosis of right distal famoral meta biophysical
fracture (Right Femur Fracture).

The findings include;

Revlew of the facility's policy entitled, "Safe
Patient Handling and Moverment Policy", last
revised 10/31/13, ravealed documentation to
include the facility intended residents were cared
for safely and mechanical lifting equipment
should be used to pravent manual liting and
handiing of residents. Staff should complete and
document {raining initially and annuaily as
needed; all transfers with mechanical lifts should
be done with a minimum of two (2} persons or as
spacified in resident's Plan of Care and Injuries
resulting from resident handling and movement
should be reported pursuant to the facility policy.

Review of the facility document titled, "Resident
Handling Observation Instructions”, undated,
ravealed the facility should complete a minimum
of wo (2) observations each month 1o comply
with Occupational Safety and Health
Administration (OSHA) and State Patient
Handling laws. |n addition, the document
provided instructions of how to complete the

All identified residents who use a
mechanical lift were deemed safe
to use the assigned lift.

All Certified Nursing Assistanls
and Licensed Nursing Staff were
re-educated by the Education
Training Director, Director of
Nursing, Assistant Director of
Nursing or the Unit Manager on
using the full body lift and sit to
stand lift with retumn
demonstration by July 8, 2015.
All carlified nursing assistants
wera ra-educated to not move a
resident after a fall by the
Education Training Director,
Director of Nursing, Assistant
Director of Nursing, or Unit
Manager by July 8, 2015. No
staff will work past July 8, 2015
without receiving this education.
The Administrator will oversee
and validate sducation.

The Education Training Direclor,
Director of Nursing, Assistant
Director of Nursing or the Unit
Manager will observe 5
mechanical lift iransfers per
weeks x 12 weeks. The Direclor
of Nursing, Assislant Director of

Nursing, or Unit Managaers will
audit 5 residents per week x 12
weeks 1o ensure lift assessment
is accurate and complete. The
results of these observations wiil
be reviewed with tha Quality
Assurance Commiitee for a
minimum of three (3) months and
until the Quality Assurance
Commiltee ascertains continuous
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“"Resident Handling Observation Form". Further
review of the document revealed “all new hires
must be observed conducting a resident transfer
with and without a Iift and kept in the employee
file™ Ml

Raeview of the facility's procedure titled,
“Procedure For Using Sit to Stand Lift", undated,
revealed documentation to include "fasten the
safety belt around resident's waist and adjust to a
8nug but comfortable fit",

Review of the Manufacturer User Manual for the
Sit to Stand Lift, last revised 2010, revealed the
belt should be snug, otherwise the resident could
slide out of the sfing during transfer, possibly
causing Injury and resldents were not to be raised
to a full standing position while using the transfer
sling as injury may oceur. In addition, the user
manual revealed, individuals that use the
standing resident sling must be able to support
the majority of their own weight, otherwise injury
may occur.

Record review reveaied the facility admitted
Resident #4 on 07/01/12 with dlagnoses which
included Disc Degeneration and Osteoporosis.
Review of the annual Minimum Data Set (MDS),
dated 04/23/15, revealed the facility assessed
Resident #4's cognition as severely impaired with
& Brief Interview of Mental Status (BIMS) score of
three (3) which indicated the resident was not
interviewabla.

Review of Resident #4's Comprehensiva Care
Plan, dated 02/03/15, revealed the resident was a
high risk for falls and injury and should be
transferred with Sit to Stand lit. Review of the

Assurance Committee meating
will be held to review concerns
for further recommendations as
needed, The members of the
Quality Assurance Committee will
consist of at a minimum the
Administrator, the Director of
MNursing, the Assistant Director of
Nursing and the Soctal Services
Director with the Medical Director
altending at least quartery.

Compliance date: * 7/22/15
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AccuNurse plan of care custom notes (CNA care
plan) revealed Resident #4 required a Sit to
Stand LIft to transfer from 08/08/12 through
06/08/15.

Interview with CNA #21, on 08/10/15 at 3:50 PM,
and review of hisfher written statement dated
08/03/15, revealed Resident #4 was injured on
06/03/15 at approximately 5:00-5:30 PM. The
CNA said she and CNA #20 used the Sit to Stand
Lift to transfer the resident from his/her recliner to
the wheelchair and from the wheelchair to the
shower chair; howaver, after the shower the
CNA's used the Sit and Stand Lift to stand the
resident while they dried him/her in the shower
room and the resident's legs buckled and his/her
feet came off the platform. The CNA said she
thought the sling belt was fastened but not tight
enough because the sling slid upward under tha
resident's arms when his/her feet slid back. The
CNA said she thought the belt was too lose
because the sling was moving upward and the
resident was moving downward. She said they
were unable to place the wheelchair beneath
him/her so they lowerad the resident to the Roor
with the resident's right leg bent. CNA #21 said
she, CNA #20 and CNA #22 liRed the resident
from the floor to his/her wheelchair, pushed the
residant in the wheelchalr to his/her room and
transferred the resident back to bed using the Sit
to Stand Lift. The CNA said she told Licensed
Practical Nurse (LPN) #1 the resident complained
of knee pain and the LPN asked him/her where
the pain was and the resident pointed to hismher
knee. The CNA said by 8:45 PM the resident's
upper right leg was swollen compared to his/her
vpper left leg. CNA #21 said she asked the
oncoming nurse, LPN #8, to check on Residant
#4,
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Review of CNA #21's personnel record revealed
the Resident Handling Observation form, dated
2/11/15, was blank and signed by the CNA.

Thera was a form with step by step instructions of
the use of the sit to stand Iift; hawever, further
raview revealed there was no documentad
evidence CNA 21's had been observed
conducting a resident transfer with and without a
lit per the facility "Resident Handling Observation
Insiructions"” .

Interview with CNA #20, on 08/11/15 at 3:15 PM,
revealed CNA #20 had never used a Sit to Stand
Lift at this facility or any other place where she
had worked. The CNA said during classroom
orientation she reviewed and signed a form with
written systematic instructions for use of a Sit to
Stand LIR. CNA# 20 said she was not required to
return demonstrate the proper use of the Sit to
Stand lift for skills check-off and had no "hands
on' experience in using the Sitto Stand Lif. CNA
#20 said she was in training and observed and
assisted CNA #21 on 08/03/15. CNA #20 said
she assisted CNA #21 using the Sit to Stand Lift
to transfer Resident #4 from his/her recliner to the
wheelchair and from the wheelchair to the shower
chair. CNA #20 said they finished the shower and
put a gown on the resident and CNA #20
fastened the standing sling loops to the Sit to
Stand arm pegs then fastened the safety beilt
around the resident's waist. The CNA indicated
she should have fastened the safety belt around
the resident's waist befora she fastened the
standing sling loops fo the Sit to Stand arm pegs
and she did not tighten the belt. The CNA said
they lifled the resident to a full upright position
and when the resident's knees buckled, they
lowered the resident to hisfher knees. The CNA
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said the sling slipped uvpward undemeath the
resident's arms. CNA #20 stated she, CNA #21
and CNA #22 then lifted tha resident from the
floor to the wheelchair, pushed the resident to
hisfer room and used the Sit to Stand Lift to
transfer the resident from the wheelchair to the
bed. The CNA said LPN #1 came Into the
resident's room and asked the resident if he/she
was in pain.

Review of CNA #20's personnel record, revealed
no documented evidenca of the CNA #20
recaiving/atiending Resident Handling
Obsarvation in her record. There was a form
with step by step Instructions of the use of the sit
1o stand lift; however, further review revealed
thers was no documentad evidence CNA 20's
had been observed conducting a resident transfer
with and without a lift per the facility "Resident
Handling Observation Instructions”,

Interview with CNA #22, on 06/11/15 at 4:20 PM,
revealed she was asked to assist CNA #20 and
CNA #21. CNA#22 said Resident #4 said, “Thay
broke my leg, they broke my leg". She said her
and the other two CNA's lifted the resident from
the floor to the wheelchair, rolled the resident to
his /ner room, and used the Sit to Stand Lift to
transfer the resident from the wheelchair to the
bed. CNA #22 revealed Resident #4 was crying
with pain. In addition, CNA #22 said prior 1o this
the resident used to self propel short distances in
hisfher wheelchair, went to the dining room for
meals and enjoyed looking out the window. The
CNA said now the resident was a complete feed,
was in bed all of the fime, and seemed to ba in
pain or sleeplng most of the time.

Interview with LPN #1, on 08/12/15 at 5:25 AM,
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ravealed on 06/03/15 at approximately 6:00-8:30
PM, a CNA told her Resident #4 fell. The LPN
sald she assumed the resident fell in hisfher room
because the Sit to Stand Lift was in the resident's
room. LPN #1 sald she assessed the residents
vital signs and range of motion and documented
the Information on an incident report.

Further review of Resident #4's Departmental
Notes, dated 06/04/15, revealed LPN #9
documented on 06/04/15 at 1:48 AM that CNA
#21 asked her to evaluate Resident #4's right
knee due to swelling and pain at approximately
7:30 PM on 06/03/15. The LPN documenied
CNA #21 informed her that Rasident #4 had falten
to his/her knees during transfer from lift to shower
chair. Further review revealed LPN #p
documented she found the resident's knee
swaollen and extremely tender to touch and
movemant, she notified the physician, the
Assistant Director of Nursing (ADON), a family
member and Emergency Medical Services. The
resident was {ransferred to the Emergency Room
{ER).

Interview with LPN #8, on 06/12/15 at 11:30 AM,
revealed she worked 06/03/15 fram 7:00 PM until
7:00 AM. The LPN said CNA #21 approached
her as soon as she entered the facility and
requested she assess Resident #4 because the
rasident's knee was swollen and the resident
was complaining of pain. LPN #9 said that during
report LPN #1 had told her the resident had
fallen. LPN #8 statad she finished report and
then assessed Resident #4. LPN #9 stated the
resldent's upper right leg was swollen and he/she
was complalning of pain. LPN #9 revealed she
notified the physician, called EMS and the
resident was fransferred to the ER at

F 282

FORM CMS-2567(02-39) Previcus Versions Obsoclelo

EventiD: 020011

Facilly ID: 100094 If continuation sheet Page 21 of 42




From:

DEPARTMENT OF HEALTH AND HUMAN SERVICES

RE & MEDICAID SERVICES

07/29/2015 13:55 #740 P.023/043

PRINTED; 07/01/2015
FORM APFROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {42) MULTIBLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A. BUILDING
C
185087 B. WING 08/12/12015

NAME OF PROVIDER OR SUPPLIER

TWIN RIVERS NURSING AND REHAB CENTER

STREET ADDRESS, CiTY, STATE, ZIP CODE
2420 W. JRD 8T,
OWENSBORO, KV 42301

approximately 8:00 PM.

Raview of a hospital radiology report, dated
06/03/15, revealed Resident #4 was diagnosed
with a right distal femoral meta diaphyseal
fracture (fracture thigh near knee).

Further record review revealed Resident #4 was
readmitted to the facility on 06/05/15 with
diagnosis to include Right Distal Femur Fracture
wilh Bent Knee Immaobllize to Right Leg.

Resldent #4's Comprehensive Care Plan, dated
06/0B/15, was reviewed, Also, the reports noted
the resident was placed on End of Life care
related to dlagnosis of femur fracture and should
recelve comfort care and was bedrest only.
Review of Resident #4's physiclan's orders, dated
06/08/15, revealed the resident's pain was
uncontrelled and his/her pain medication was
changed to Roxanol 20 mg/m, give 0.5 ml (10
mg) sublingually every two (2) hour as neaded for
pain. Observation on 068/12/15 at 8:50 AM,
ravealed Resident #4 lying on the bed with eyes
closed. Interview with RN #2 on 06/12/15 at 8:50
AM, revealed Resident #4 was not eating well,
was declining and that the Resldant's condition
had deteriorated since eardier in the week,

Review of the facility's Fall Investigation
Worksheet completed by the Assistant Director of
Nursing (ADON), dated 08/04/15, revealed
Resldent #4 fell during a transfer from the shower
chair to the wheelchair using a Sit to Stand Lift
and based on the fall investigation, Resident #4
was deemed unsafe for a Sit to Stand Lift and
progressed to a Sling Lift for further transfers,
The family requested comfort care measures.

Interview with CNA #8, on 08/10/15 at 3:10 PM,
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revealed staff should not use a Sit to Stand liftif a
resident was unable to hold the handle. She said
the sling should catch a resident if they let go of
the handle or slip and a resident could slip if the
sling was not snug. CNA #8 said she had used
the Sit to Stand lift to transfer Resident #8 and
never had any problems. The CNA said there
has not been any additional inservices or tralning
since Resident #8 returned from the hospital. In
addition, CNA #8 said Resident #8 used to feed
selfin the dining room and self propel In the
wheelchair and naw he/she moaned often and
would rarely sat.

interview with CNA #23, on 06/10/15 at 2:35 PM,
revealed there wers four (4) Sit to Stand lifts and
were stored in the shower rooms. The CNA sald
they used the under arm sling with the Sit to
Stand lit. In addition, CNA #23 said she only
received verbal instruction in training on the use
of lifts.

Interview with the Unit Manager of Skilled Unit on
06/15/15 at 7:50 AM, revealed she began working
at the facility the first of June, 2015. She sald it
was her understanding Resident #4 was being
transferred using the Sit to Stand lift and the
resident's knees buckled and he/she was lowered
to the fioor. The Unit Manager sald the staff were
trained to use the lift with verbal Instruction in the
clagsroom. She sald staff should be trained
using a visual and hands on inservice. In
addition, the UM said a nurse should assess
before a resident is moved following a fail.

Interview with the Director of Nursing {(DON), on
08/11/15 at 10:10 AM, revealed she had CNA #
20 and CNA #21 return demonstrate the use of
the Slt to Stand Lift and re-educated the fwo
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CNA's on 08/10/15. The DON said the CNA's
wera "very competent' and the retumn
demonstration revealed the siing was not tight
enough and both CNA's agreed. The DON said
she showed the CNA's how snug the sling should
be fastened. The DON sald tralning prior to using
a lift should include education, a demonstration
and staff retum demonstrate and the person
providing the education should sign the skills
checklist when the return demonstration was
correct. The DON said it was the facility's policy
for staff to view a demonstration of the use of the
iift and then do & return demonstration, She said
the ETD was respansible and ultimately the DON
was responsible, On 06/11/15 at 11:00 AM, the
DON stated CNA #20, CNA #21 and CNA #22
should not have moved Resldent #4 prior to a
nursing assessment following the "assisted fall".

Interview with the Administrator, on 06/12/15 at
12:50 PM, revealed the facility provided lift
demonstration during orlentation and there was
no metum demonstration by the arlentates at that
time but at some point during thelr first thirty (30)
days of employment they were asked to return
demonstrate the use of the lift for the skills check
ofi. She said the orlentates recelved hands on
training when they worked on the nursing units.
The Administrator said they were planning to
implement hands on training during orientation.
483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as fres of accident hazards
as is possible; and each resldent receives
adequate supervision and assistance devices to
prevent accidents.

F 282

F 323 l. Resident #4 was re-admitted 1o
center on 6/5/15 with orders for
palliative care. He/She had
orders for bed rest only.
Resident #1 discharged from
the cenler on 4/27/15 to the
hospital for hip fractura. On
6/10/15 the Director of Nursing
re-educated CNA # 20 and #
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This REQUIREMENT is not mat as evidenced
by:

Based on obsarvation; Interview; record review;
review of the facility policy, Fall Investigation, and
Incident Report; and review of the hospital
Emargency Room (ER) record, Discharge
Summary and Radiology Report; it was
determined the facllity falled to ensure adequate
supervision to prevent accidents for two (2) of five
(5) sampied residents (Residents #1 and #4).

On 06/03/15, Certified Nurse Aide (CNA) #20 and
CNA #21 transferred Residant #4 with a Sitto
Stand LIt (mechanical lift) in the shower room.
The facility failed to ensure Resident #4 was
assessed for the use of the lift; and, falled to
ansure the CNAs wers trained and able to use
the Sit to Stand Lift safety by return
demonstration. Resident #4 slipped from the
sling onto his/her knees with his/her leg bent at
an approximate forty five {45) degree angle and
his/her right foot beneath the wheelchair, CNA
#20 failed to apply the safety belt appropriately.
Three (3) Certlfied Nurse Aides (CNAs) then lifted
Resident #4 and placed the resident in his/her
wheelchair without having licensed staff assess
the resident prior to the transfer and whesled the
resident to his/her room and transferred the
resident with the Sit to Stand Lift again,

Resident #4 was fransferred to the hospital
Emergency Room (ER) and admitted with a
diagnosis of right distal femoral meta diaphyseal
fractura (right femur fracture). Resident #4
returned to the facility on 04/05/15 on comfort

lift and sit to stand lit, An
observation by the Director of
Nursing on 6/12/15 noted that
CNA # 20 and 21 were using
the full body lift and sit to stand
lift appropriately. On 6/11/15,
the Assistant Director of
Nursing re-educated CNA# 20
and # 21 on not moving a
resident after a fall until
assessed by a nurse,

A 100% chart audit was
completed by the Direclor of
Nursing, Asslstant Director of
Nursing, Quality Assurance
RN, Unit Managers and MDS
RN on residants that require a

mechanical lift. A lift
assessment was completed on
all residents who requira a lift
for transfers on 6/10/15 by the
Director of Nursing, Assistant
Director of Nursing Unit
Managers or Quality
Assurance Nurse with no
concermns identified. Fall Risk
Data Assessments were
completed on all residents in
the building on 6/11/15 by the
Director of Nursing, Assistant
Director of Nursing, Quality
Assurance RN, Unit Managers,
and MDS RN. The scores were
compared (o previous
assessments completed and
interventions reviewed to
assurae fall interventions
appropriate. The Administrator
will oversee and validate all
education.
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3. All Certified Nursing Assistants
F 323 | Continued From page 25 F 323 and Licensed Nursing Staff
measures. During the facility's investigation, the wera re-aducatad by the
facllity failed to Identify that the resident had not Education Training Director,
been assessed for the use of the lift and the CNA g:;:g:g: g; :32{:3'0’:?;::‘3:;
did not apply the belt correclly. Refer 1o F282 Manager on using the full body
The facilty falled to have an effective system In o sitto stand Ii x‘:u,y 8
Place to ensure Resident #1 received adequate 2016. All certified nursing
supervision while ambulating and tolieting. The assistants wera re-educated lo
fal:lllt‘y readmitted Res{dent -3 on 04’14}‘1 5. not move a residant after a fa"
Licensed Practical Nurse {LPN} #8 failed to by the Education Training
conduct the fall assessment per facility Director, Director of Nursing,
instructions, Resident #1 was care planned for Assistant Direclor of Nursing,
one (1) person physical assist while ambulating or Unit Manager by July 8,
and tolleting. Interviews with staff revealed 2013. No staff will work past
Reslident #1 had difficulty walking, continuously July B, 2015 without receiving
got out of bed without asking for assistance, and this education. _Tha
would exit the bathroom into the wrong roam and Administrator will oversee and
at times was found in another room, on the bed, validate education,
However, staff failed to use the facility’s Stop and 4. The Education Training
Walch form to make licensed staff aware of the Director, Director of Nursing,
) Assistant Director of Nursing or
resident's actions to ensure Resident #1 had th
! . e Unit Manager wiil abserva
adequate supsrvision when ambulating. On 5 machanical lift transfers
. ) per
04/2615 at approximately 11:15 PM, Resident #1 weeks x 12 weeks. The
was found in an adjacent room (Room #106) at Director of Nursing, Assistant
approximately 11:38 PM, on the floor. Resident Director of Nursing, or Unit
#1 was transferred to the hospital ER where Managers will audit 5 residents
he/she was admitied to the hospltal with a per week x 12 weeks to ensure
diagnosis of acute, displaced left subcapital lift assessment accurate and
femoral neck fracture (left hip fracture). Resident complate. The results of these
#1 died in the hospital on 04/29/15. Refer to F280 observations will be reviewed
with the Quality Assurance
The findings include: Committes for a minimum of
thraa (3) months and until the
1. Review of the facility's policy titled, "Safe Quality Assurance Committee
Patlent Handling and Movement Falicy”, last ascertains continuous
revised 10/31/13, revealed the facility intended for
residents to be cared for safely and mechanical
lifing equipment should be used to prevent
manual lifting and handling of residents, Staff
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should complete and document training initially
and annually as needed, all transfers with
mechanicai lifis should be done with a minimum
of two (2} persons or as specified in the resident's
plan of care, |njuries resulting from resident
handfing and mavement should be reported
pursuant to the facility policy.

Review of the facility's document, "Resident
Handling Observation Instructions"”, undated,
revealed the facility should compteta a minimum
of two (2) observations each month to comply
with Occupational Safety and Health
Administration (OSHA} and State Patient
Handling laws. In addition, the document
provided instructions to complete the "Resident
Handling Observation Form®. Further review of
the document revealed "All new hires must be
obsarved conducting a resident transfer with and
without a lit and kept in the employee file".

Review of the facility's procedure titied,
"Procedure For Using Sit to Stand Lift, undated,
revealed o "fasten the safety belt aroung
resident's waist and adjust to a snug but
comfortable fit",

Review of the Manufacturer User Manual for the
Sit fo Stand Lift, last revised 2010, revealed the
beit should be snug, otherwise the resident could
slide out of the sling during transfer, possibly
causing injury; and, residents were not to be
raised to a full standing pasition whila using the
transfer sling as injury may occur, In addition, the
user manual revealed, individuals that use the
standing residant sling must be able to support
the majority of their own weight, otherwise injury
may occur.
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concem |s identified, a Quality
Assurance Committee meating
will be hald to review concems
for further recommendations as
neaded. The members of the
Quality Assurance Commitiee
will consist of at a minlmum the
Administrator, the Director of
Nursing, the Assistant Director
of Nursing and the Sociat
Services Director with the
Medical Director attending at
least quarterly.

Compliance date: 7/22/15
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Record raview revealed the facility admitted
Resident #4 on 07/01/12 with diagnosis which
Included Disc Deganeration and Ostaaporosls.
Review of the Annual Minimum Data Set {(MDS)
assessment, dated 04/23/15, revealed the facility
assessed Resident #4's cognition as saverely
impalred with a Brief Interview of Mental Status
(BIMS) score of three (3) which indicated the
resident was not interviewable,

Interviews on 06/10/15 with the Quality Assurance
{QA) Nurse at 4:00 PM, and with the Regional
Diractor of Clinical Operations at 4:30 PM and
further record review revealed there was no
documented evidence of a Safety Device
Assessment for the use of the Sit to Stand Lift for
Resident #4,

Review of Resldent #4's Comprehensive Care
Plan, dated 02/03/15, revealed the resident was a
high risk for falls and injury and should be
transferred with a Sit to Stand Iift. The
AccuNurse Plan of Care custom notes revealed
Resident #4 required a Sit to Stand Lift to transfer
from 08/08/12 through 08/08/15.

Interviews with CNA #21 on 06/10/15 at 3:50 PM
and CNA #20 on 06/11/15 at 3:15 PM, revaailed
on 08/03/16 at approximately 6:00-6:30 PM
Resident #4 was injured. The CNAgs stated they
used the Sit to Stand Lift to transfer the resident
from his/her recliner to the wheelchalr, from the
wheelchair to the shower chair; and, after the
shower the CNAs used the Sit and Stand LIft to
stand the resident while they dried him/her in the
shower room. The CNAs revealad CNA #20
fastened the standing sling loops to the Sit to
Stand arm pegs then fastened the safety belt
around the resident's waist but she did not tighten

F 323
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the beit. The CNAs stated they lifted the resident
to a full upright position and when the resident's
knees buckled, hisfher feet came off the platform
50 they lowered the resident to hisfher knees,
The CNAs siated the sling slipped upward
undemeath the resident's arms because the
safety belt was not fastened snugly. However,
the Manufacturer User Manual for the Sit to Stand
Lift spacifically states the belt should be snug,
otherwise the resident could slide out of the sling
during transfer causing Injury; and residents were
not to be raised to a full standing position while
using the transfer sling as injury may occur. The
CNAs stated they asked CNA #22 for assistance
and they lifted the resident from the floor to
his/her wheelchair, pushed the resident in the
wheslchair to hisher room and transferred tha
resident back to bed using the Sit to Stand Lift
without having licensed staff assess the resident
prior to transfer. The CNAs stated they told LPN
#1 the resident complained of knee pain and the
LPN asked the resident where the pain was and
the resident pointed to hisfher knee. The CNAs
said by 6:45 PM the resident's upper right leg was
swollen compared to hisfher upper left leg and
CNA #21 asked the oncoming nurse, LPN #9, to
check on Resident #4.

Review of the Incident Report for Resident #4,
dated 06/03/15 at 6.00 PM, revealed the
resident’s knees buckled during & sit to stand fift
transfer to the resident's bed and the staft
assisted the resident to the floor. Further review
of the report revealed the resident sustained an
abrasion to the left great toe. The immediate
action taken was to assist the resident lo bed.
Further raview revealed the report was prepared
by LPN #1, and witnessed by CNA #21. howaver,
interview with CNA #21, on 08/10/15 at 3:50 PM,
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revealed the incident report was nat accurate as
Resident #4 sustained the fall in the shower room
and complained of pain to the left knee.

interview with Licensed Practical Nurse {LPN) #1,
on 06/12/15 at 9:25 AM, revealed a CNA told her
Resident #4 fell. The LPN said she assumed the
resident fell in his/her room because the Sit to
Stand Lift was in the room and had she known
the residant fell in the shower reom, she would
have freated the situation differently. She stated
at the time of the fall she should have asked the
CNAs how hisfher knees buckled and how histher
feat went out and where the resident fell because
it did not make sense to her, she said at the end
of the day, after eleven (11) hours of & twelve {12)
hour shift she was exhausted. LPN #1 said she
assessed the resident's vital signs and range of
motion and documented the information on an
incident report. The LPN said she normally would
have documented in the Nursing Notes but the
day was "crazy busy" and by the end of the twelve
(12) hour shift she was exhausted. The LPN said
she should have reprimanded the CNAs for
moving the resident and not following protocol.

Further review of Resident #4's Departmental
Notes, dated 08/04/15, and interview with LPN
#8, on 068/12/15 at 11:30 AM, revaaled on
06/04/15 at approximately 7:30 PM, CNA #21
approached LPN #9 as soon as she entered the
facility and asked her to evaluate Resident #4's
right knee due to swelling and pain. CNA #21
informed LPN #9 that Resident #4 had fallen to
hisfher knees during a transfer from the (Ift to
shower chair. LPN #8 assessed the resident and
determined the rasident's knee was swollen and
extremely tender ta touch or movement so she
notified the physician, the Assistant Director of
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Nursing (ADONY), a family member and
Emergency Medical Services (EMS). The
resident was transferred to the ER approximately
B:00 PM.

Review of a hospital Radiclogy Report, dated
08/03/15, revealed Resident #4 was diagnosed
with a right distal femoral meta diaphyseal
fracture. Interview with a hospital Radiclogist, on
06/12/15 at 10:40 AM, revealed the resident had
sustained a displacad fracture of the distal femur
near the knee. The Radiologist said this type of
fracture occumed due to trauma, osteoporosis, a
bene lesion, or a twist. |n addition, the
Radiologist sald it would not take much to result
in a fracture If a resident had osteoporosis.

Further record review revealed Resident #4 was
readmitted to the facility on 068/05/15 with
diagnosis to Include Right Distal Femur Fracture
with Bent Knee Immobiiizer to Right Leg. Review
of Rasident #4's Comprehensive Cara Flan,
dated 06/06/15, revealed the resident was placed
on End of Life care related lo diagnosis of femur
fraciure and should receive comfort care and the
resident was bedrest only, Review of Resident
#4's Physician's Orders, dated 08/08/15, revealed
the resident's pain was uncontrolled and histher
pain medication was changed to Roxano! (for
pain} 20 mg/ml, give 0.5 mi (10 mg) sublingually
every two (2) hour as needed for pain.
Observatlon on 06/12/15 at 8:50 AM, revealed
Resident #4 lying in bed with eyes closed.
Interview with RN #2 on 06/12/15 at 8:50 AM,
revealed Resident #4 was not eating well, was
declining and Resident #4's condition had
deteriorated since earlier in the week,

Further interview with CNA #20, on 06/11/15 at
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3:15 PM, revealed she had never used a Sit to
Stand Lift at this facility or any other place where
she had warked, The CNA said during classroom
orientation she reviewed and signed a form with
written systematic instructions for use of a Sit to
Stand Lift but she was not required to do a return
demonstration of the proper use of the Sit to
Stand lift for skills check-off.

Review of Resident #20's and Resident 21's
personnel records, revealed there was no
Resldent Handling Observation in Resident #20's
record and a blank form in Resident #21's record.
There was a form with step by step instructions of
the usa of the sit to stand lift in both personnal
records; however, further review revealed there
was no documented avidence CNA #20 and CNA
#21 had been observed conducting a resident
transfer with and without a lift at the time of hire
per the Facility's "Resident Handling Observation
Instructions”,

Review of tha facility's Fall Investigation
Worksheet completad by the Assistant Director of
Nursing (ADONY), dated 08/04/15, revealed
Resident #4 fell during a transfer from the shower
chair to the wheelchair using a Sit to Stand Lift
and based on the fall investigation, Resident #4
was deemed unsafe for a Sit to Stand Lift and
progressed to a Sling Lift for turther transfers.
The family requested comfort care measures.
Further review revealed there was no evidencs
tha facllity identified a device assessment had not
been conducted and no evidence the facllity had
identified the aides had not received hands on
training on the use of a lift or had to complete a
demonstration of the use of the lift.

Further interview with the QA Nurse, on 0B/11/15
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at 9:30 AM, revealed there ware twenty-eight (28)
residents out of ane-hundred twenty (120)
residents who were transferred using a lift and
ten (10) out of the (28) residents were transferred
using a Sitto Stand Lift. The QA Nurse stated,
prior to 06/10/15, two (2) of the (28) residents had
been assessed for the safe use of the lift.

Interview with the Dirsctor of Nursing {DON), on
06/11/15 at 10:10 AM, revealed the facility had
determined the root cause of Resident #4's
fallifracture was a status change and the resident
could no langer bear weight. She stated the sling
shauld hold & resident if their legs slipped and
she belleved Resident #4's sling was not tight
enough. She said on 06/10/15, CNA #20 and
CNA #21 demonstrated use of tha Sit to Stand Iit
and the CNAs told the DON the sling was not
snup when they attempted to transfer Resident
#4 from the shower chair. The DON said this
should have been investigated on Thursday
06/04/15. She said the investigation was ongoing
and the root cause was the resident's inabllity to
stand up and bear weight and the improper
appkcation of the sling contributed to the assisted
fall. She said according to the incident report the
fall happened in the resident's room; however, the
invastigation revealed the fall happened in the
shower room. Interview with the DON, on
06/12/15 at 10;55 AM, revealed the CNAs told her
the reason they did not notify the nurse prior to
moving the resident was because they did not
realize It was considered a fall since they lowered
the resident to the fioor. She said staff should
never move a resident after a fall, assistad-fall
etc, they should get a nurse. The DON said she
expecled staff to be trained on iifts on hire and as
needed and she assumed new hires did hands on
training and that was her expectation because
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that was their policy and procedure.

Interview with the Administrator, on 08/12/15 at
12:5Q PM, revealed use of the Iift was
demonstrated during classroom orientation then
“aometime” during the first thirty (30) days of
training the employee should be observed using
the lift and a skills check off completed by the
trainer. In addition, the Administrator said the
stalf received "hands on" training when they
worked on the floor. The Administrator sald there
was no hands on training during orlentation and
they were planning to implement hands on
training during orientation. In addition, the
Administratar said lift assessments wera
completed sporadically in the past and now they
were going to be more consistent,

2. Review of the facility's policy titied, *Fall
Assessment/intervention Process”, dated
0120085, revealed residents were ta be assessed
ont admission for fall isk and appropriate
Interventions inltiated to reduce the risk of Injuries
with falis. Further raview revealed the Admission
Nurse should evaluate the resident for fall risks,
complete the Get Up and Go Assessment and
initiate appropriate interventions to the fall care
plan to minimize the risk for falls.

Interview with the DON, on 068/11/15 at 10:10 AM,
revealed there was no specific policy on Stop and
Watch, Howevar, interview with the Education
and Training Director {(ETD), on 08/08/15 gt 2:05
PM, revealed the facility used Interact,
(Interventions to Reduce Acute Care Transfers), a
quality improvement program that focused on the
management of acute change in rasldent
condition. it included clinical and educational tools
and strategies for use in avery day practice in
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long-term care facilities. The ETD said one of the
educational tools within the interact system were
"Stop and Watch" notepads used by direct care
staif to report changes in rasidents' condition to
licensed nurses. The ETD sald she expectad
care plan interventions to be added for changes
in condition, behavior changes, and f residents
were nol following diractions, The ETD said the
Stop and Watch process was covered during
orientation,

Record raview revealed the faciiity admitted
Residant #1 on 04/14/15, with diagnoses which
included Osteoporosis and Compression Fracture
of the Back with uncontrolled pain and anxiety.
Review of an Admission Assessment, dated
04/15/15, revealed the facility assessed Resident
#1 as alert and oriented to person, place, time,
and purpose, with na memory problem.

Review of the facility's Electronic Documentation
system revealed instructions for the Get Up and
Go Assessment to include: 1. Have the person sit
in the chair with their back to the chair and their
arms resting on the arm rests. 2. Ask the person
to stand up from a standard chair and walk a
distance of ten (10) feet. 3. Have the person turn
around, walk back to the chair, and sit down
again. Timing begins when the person starts to
rise from the chair and ends when he or she
returns to the chair and sits down." Review of the
“Timed Get Up and Go Assessment®, dated
04/15/15, revealed LPN #8 had marked Resident
#1 as "less than twenty (20) seconds, mostly
independent".

Interview with LPN #B, on 06/10/15 at 11:15 AM,
revealed she completed Resident #1's " Timed
Get Up and Go Assessment”. LPN #8 stated she

Faz23
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has worked at the facility for six (&) or seven {7)
years, and worked an all unils as a Charge
Nurse. She said the Charge Nurse was
responsible for completing a four (4) page head
to toe Admission Assessment in the electronic
dacumentation system which included the “Timed
Get Up and Go Assessment”. The LPN said the
Timed Get Up and Go assessment was used as
the fall risk assessment and the nurse should
document if a resident wes a ona (1) or two (2)
person assist. LPN #8 stated the Timed Get Up
and Go Assessment was not "timed”. She stated
"you just look at haw the resident's body is and
how they mave and check the appropriate box",
However, review of the instructions for the "Gt
up and Go Assessment” revealed "timing begins
when the person starts to rise from the chalr and
ends when he or she returns o the chair and sits
down®. The LPN stated the box next to the
camment, “less than twenty (20) seconds maostly
independent" indicated a resident would require
asaist of one {1) person.

Review of Resident #1's Comprehensive Plan of
Care, dated 04/14/15, revealed the resident was
at riak for fallfinjury related to generalized
weakness and comprassion fracture, with an
intervention fo refer to a plan of care in the
voice-assisted, hends free documentation and
communication system (AccuNurse Activities of
Dally Living Cere Plan). Review of the Activities
of Daily Living (ADL) Plan of Care, dated
04/15/15, revealed the facility assessed the
resident o require assistance of one (1) person
physical assist for ambultation, bathing, dressing
and toileting, and cautions to include "assistance
needed for toileting transfer, do not leave
unaftended in bathroom and high risk for falis".
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Review of a Nursing Note, dated 04/27/15 at 1:44
AM, revealed Resident #1 "was found on the floor
in the adjoining room" and stated he/she went to
the bathroom and when he/she finished he/she
got turned around and went into the wrang room.
The resident stated he/she fell onto his/her back
and when trying to get up rolled onto histher right
side. The resldant was assessed with no
apparent external injuries noted, but the resident
was complaining of tendemess to his/her left lag
and was unable to move it related to the
tenderness. The Primary Care Physlcian was
notified and the residert was sent to the ER for
evaluation. Ambulance here at 12,15 AM to
transport the resident,

Review of Resident #1's ER record, dated
04127115, revealed "Clinical Impraasion 1. Fail
from slipping, tripping or stumbling, 2. Closed left
hip fracture.” Review of the Resident's Hospital
Discharge Summary, dated 04/25/15, revealed
the resident was admitted and surgery was
planned; however, the resident's condition
declined and it was determined the resident
would not survive surgery. Palliative care was
provided and the resident expired on 04/28/15,

Interview with CNA #1, on 06/03/15 at 3:35 PM,
revealed Resident #1 was in the bed asleep
during the final bed check on 04/26/15 around
10:00 or 10:30 PM. The CNA said Resident #1's
roommate was outside on smoke break when
she made rounds,

Intarview with Resident #1's Roommate, on
06/04/15 at 11:00 AM, revealed Resident #1 was
in pain and moaned at night. The Roommats
said Resident #1 would get out of bed to go to the
bathroom during the day and night and he/she did
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not remember hearing a staff member
encouraging Resident #1 to call for assistance
prior to getting out of bed. The Roommate said
he/she and Rasident #1 would have
convarsations and the resident seemed confused
at times, Further interview revealed on the
evening of 04/26/15, the Roommate saw
Resident #1 out of bed and pacing back and forth
from bed 1 ta bed 2 and then went into the
bathroom and shut the docr behind him/her. The
Roommate sald he/she fall aslesp after he/she
heard the bathroom doar shut and was told the
next moming Resident #1 was transferred to the
hospital.

Interviews on 06/05/15 with CNA #5 at 8:10 AM
and LPN #2 at 8:55 AM, revealed on 04/26/15
around 11:00 PM, CNA #5 began to pass ice
water sometime after 11:00 PM; and, when she
entered Resident #1's room (108) she observed
Resident #1 was not in the bed orin the
bathroom. CNA#5 told LPN #2 and the two (2) of
them split-up to do room chacks. CNA #5
opened the door to room 108, flipped on the light
swilch and found Restdent #1 lying on histher
side on the floor near the sink, LPN #2 and CNA
#5 stated the resident said he/she was in the
bathroom, got tumed around and went out of the
wrong bathroom door. The resident told them
he/she was weak and fell. The resident
complained of left hip and lower back pain. LPN
#2 and CNA #5 did not move the resident, LPN
#5 called an ambulance and the ambulance
arrived between 11:45 PM and 12:00 AM.

Interviews with CNA #8, on 06/07/15 at 320 PM,
CNA#13 on 06/05/15 at 10:30 AM, CNA #7 on
06/07/15 at 225 PM, CNA #8 on 068/07/15 at 3:10
PM, and CNA #10 on 06/05/15 at 10:20 AM
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revealed Resident #1 was care planned for
assistance of one (1) staff for ambulation but
would get out of bed without cailing for
assistance; and, would get confused after using
the bathroom, would exit the bathroom into the
adjacant room, and get in the unoccupled bad in
that rcom. The CNAs stated they did not
complete a Stop and Walch notepad to notify the
llcensed staff of the resident's ambulation without
assistance or going Into the adjacent room.,

Interviews with LPN #7 on 06/05/15 at 12:00 PM,
LPN #8 on 08/10/15 at 11:15 AM, LPN #4 on
06/0715 at 5:30 PM, and LPN #8 on 08/05/15 at
11:20 AM, revealed they were not aware of
Resident #1 getting up without assistance, The
LPNs stated the CNAs should notity the Charge
Nurse when a resident was care planned for
asgistance with ambulation and was repeatedly
getting out of bed without assistance to ensure
appropriate Interventions were added to the care
plan to prevent falls. LPN #7 sald she expected
staff to complete a Stop and Watch form.

Interviews on 06/05/15 with Registered Nurse
(RN} #1, South Unit Charge Nurse at 11:35 AM,
and Unit Manager of North and South Units at
12:25 PM, revealed they expected staff to report
the resident's getting up without assistancs so
other interventions such as a bed atatm could ba
considered,

Intarview with the Staff Education/Trainer {EDT)
on 06/08/15 at 2:05 PM, revealed the Accunurse
Care Plan was initiated by the Admission Nursa
and the CNAs should access the Accunurse Care
Plan via headset for the resident’s ADL's and
assistance needed. The EDT said staff should
reinforce use of the call light when a resident was
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getting out of bed without assistance and the
CNAs should report to the Charge Nurse, The
EDT said the Charge Nurse should relay in report
and document in the Nurss's Notes and the Shift
to Shift report when a resident was found in the
wrong bed.

Intarview with the Director of Nursing (DON}), ,
revealed Resident #1 was cars planned
appropriately for his/her diagnoses, The DON
staled she was not sure who initiated the ADL
Plan of Care in the Accunurse and she said the
one (1) person physical assist for tolleting might
have been changed after Resldent #1 was
transferred to the hospital, it might have been
added in anticipation for hisfher return to the
facility. The DON said there was "absolutely no
way” lo determine when one (1) person physical
assist was added in accunursa to Resldent #1's
plan of cars. However, interview, on 06/09/15 at
4:15 PM, with the Senior Clinical Account
Manager of the company that makes the
Accunurse System, ravealad the Accunurse was
a system facilities used for CNAs to check
residenl's Activities of Dally Living care plan via
headset. She stated thal ail updates to an
Accunurse Plan of Care were dated and timed
stamped in the system, Review of the Plan of
Care updates for Resident #1 revealed all care
plan updates were entered on 04/15/15 between
8:27 AM and 8:50 AM.

Further interview with DON, on 08/08/15 at 3:30
PM, revealed Resident #1 had been in the facility
for almost two (2) weeks and made progress with
therapy, and had not stumbled or walked off
balance. The DON said she was not sure why
some of the CNAs thought Resident #1 was an
assist of one (1). In addition, the DON said she
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assessed Resident #1 the morning after he/she
was admitted and the resident was “very“stable,
but she did not document her assessment. The
DON stated there was no indication the resident
was a fall risk because his/her previous fractures
werg pathologic in nature. The DON said
Resident #1 was alert and oriented and not
showing any signs of fall risk. Further interview
with tha DON, on 06/11/15 at 8:50 AM, revealed
there was no assessment policy and all residents
were care planned as an assist of one (1) on
admission and then reviewed during the twenty
four (24) hour meeting the next moming. The
DON said the Aceunurse assessment did not
accurately reflect Resident #1's lavel of function
as Resident #1 was able to ambulate without
assistance. However, interview with the Physical
Therapist, on 08/08/15 at 11:30 AM, revealed the
initial assessment on 04/15/15 revealed Resident
#1 exhibited a forward lean of the trunk,
inadequate hip and trunk extension, pain and
muscle weakness and was at risk for falls. The
Therapist stated he would recommend assistance
when out of bed until the resident's balance
improved.

Further interview with the DON, on 06/08/15 at
3:30 PM, ravealed she was not aware of any
occasion when Resident #1 was found In room
106 in an unoccupied bed. The DON stated the
CNAs should complete & Stop and Watch form In
addition to telling the Charge Nurse if a resident
was found in an uncccupied bed and getting up
without assistance. The DON said they had been
using the Stop and Watch system for about a
year and the CNAs were good about using the
system.

Interview with the Medical Director on 06/10/15 at
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7.30 AM, revealed he was Resident #1's
physician when tha resident was in the facility.
The Medical Direclor stated when a restdent was
care planned for ane (1) person assist then that
was what should be done.

Interview with the Administrator, on 08/12/15 at
12:50 PM, revealed she expected the CNAs to
complete a Stop and Watch form if they
witnessed a change in the resident. In addition,
the Administrator said she had total responsibility
over the building.
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