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F OO0 INITIAL COMMENTS F 000,
i AMENDED
An Abbreviated Survey to investigate The a@gﬁdﬁd cmmpiﬁflOﬂ and
KY#30019766 and KYH000 19769 was Initlated on | submission of this plan of correction
- 02/11713 and concluded an 02/15/13, does not constitute an admission that the
KY#000 19769 was unsubstantlated without ; ith the cited deficiencies
; Agrees wi e cited deficienc:
: dsficiency. KYH#O0019766 was substantiated, facility ggr the 2567. The facility is
Deficient practice was identifled at a Scope and as state in e . aciil
Severity of a "G" with the faclity having no completing the plan of correction
appertunity to correct. because it is required by state and
F 157 483.10(b)(11) NOTIFY OF CHANGES F15 foderal law. The facility has submitted
sgsgj {INJURY/DECLINE/ROOM, ETC) an Independent Informal Dispute
 Afacility must immediately inform the resident Resolution for the following citations
. consult with the resident's physiclan and if F2R2 and F373
known, notily the resident's legal representative
. ar an interested family member when there is an . : -
accident involving the resident whick results in The facility a}ieges comp liance as of
 Injury and has the potential for requiring physiclan February 16, 2013,
interventilon; a significant change in the resident's i
physical, mental, or psychosocial status {ie, a )
deterioration in heatth, mental, or psychosecial :
i status In either life threatening conditions or A
clinical complications), a nesd to aller reatment
signficanty (Le., a need to discontinue an
existing form of treatment due fo adverse ;
consegquences, of to commence a new form of
reatment), or a decislon to transfer or discharge
the resident from the fachifty as specified in
C§483.12(a)
" The facifity must alsg promptly notify the residant ¢
and, if known, the resident's legal representative
ror interested family member when there is g .
change n room of roommate assignment as '
specified In §483.15(e}(2); or a change In
resident rights under Federal or State law or |
TITLE T oATE

LABORATORY DIRECTOR'S OR PROVIDERSBUPPL WWES SIG ?.\iﬁt‘i’l)ﬁﬁ

Cxo Al 13, r‘fdwg - !2“'/’ %

Any defluency siemenl endlpg uéfh an gsterisk *} denéféfs a defidency which Ihe insiitullon may be sxcosad from soirecting providing it is delemmined tha!
cifier safeguards provide suffidien! prolection Io the pelients, {Seanshuctlons.) Ercapl for nursing homes, the ndings staled above ara disciesatie §9 days
follcwing the dale of survey whether or nol a plan of correction is provided, For nursing homes, the above flndings and plans of correcton ara disciogable 14
days following the dale these documents are made avaliabls o the faciity. If defidencles ara oliad, an appreved plan of coredtion 15 requishe 1o conlinued

program pariclpation.

FORM CMS-2587(02-99) Provious Versons Obesisle Ewveni iD: T4oW' 11

Faciity I, 100268 if eontfnuation sheet Page 1of 17




PRINTED: D3/07/2013

DEPARTMENT OF HEALTH AND HUBMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES | OMB NO, 08380391
WT OF DEFICIENGIES (X1} PROVIDER/SUPPLIERICUIA (X2} MULTELE CONSTRUCTION {X3%) DATE SURwEY
i:ngg\i OF CORRECTION IBENTIFICATION RUMEBER: A, BLBLEOING COMPLETED
C
185241 | B.WING | 02152013
MARKE OF PROVIDER OR SUPPLIER STREET ADORESS, CiTY, STAYE, ZF Ccobe
2344 AMSTERDAM ROAD
MADONNA MANOR VILLA HILLS, KY 41017
i g £ T DEFICHINGCIES in PROVIDERS PLAN OF CORRECTION %55
gé;;ﬁ [ (mcsﬂuggﬁg;géﬁfggg?ngCEDE93‘! FULL PREFIX FACH chﬁﬁgfi}{gﬁgilog Sp’;%%w i%;, Bt
TAG RECUEATORY OR LEC IDENTIRVING IMFGRIMATION] AL GRGSS—-{E:F:;R?Z&;&;;ISIE&C% A PR
F 157 Contlnued From page 1 F 167
regulations as specified in paragraph (b)(1) of F157 Notification of Changes
this section, A facility must immediately inform the
- y 3 -
The facllity must record and periodically update feﬁfdff‘?l’}t, VCOHSUH‘ with the resident’s
" the address and phone number of the residents ph:fswlem, and if known, notify the
‘egail representative or interested family member. - resident’s  legal representative or an
: interested family member when thers is
This REQUIREMENT s not met as evidenced ~{A) An accident unvolving the resident
by: which results in nywry and has the
Based on Interview and record review, it was ( potential  for  requiring physician
59@“"}*’% "hi fa‘;igty fa“e‘;f 3“{?‘;;2;??;\?;?5:%: interventions, Resident # 1 was assessed
was notified when there was an ace = . _ )
the resident which resulted in injury, for ane (1) of by nurse on 1/30/ 2{313; Rﬁmden‘? #1 was
three (3) sampled residents (Resident #1), assessed by the Physician Assistant on
Residen! #1 was assessed and care pianned for 1731713, Resident # 1 had x-rays ordered
two fz}gmra?n asgstg?g é?f;jﬁ 0::5 %Z';ms and obtained on 1/31/13. POA of
during transfers, On , the ) ; s i
transferred with the assistance of one (1) person. i res;gient # 1 was notified on 1/31/ 13
O Q131113 at 7:45 AM, Resident #1 was fourd Resident # | was scheduled fo see
1o have pain and the inabilty fo move the right Orthapedic Dostor. Staff was notified on
Change I statas unth amntoas ot notfied of the /31713 that resident # 1 had a fracture,
change in s : ' . A i
" wiiile visiting the resldent. The resident was ; The;rapy was notified on V313 of
disgrosed with & fracture of the right arm. | resident’s fracture. A sling was ordered
- and obtained for resident # | Pain
, The findings inciude: medications were reviewed and altered
When the policy related to notifying residents’ for resident # 1. Resident # I care plan
families when there was an accident or change in was updated. All resident charts wWere
stalus was requested, thi Director ng N‘J’i!zg o checked for documentation reflecting if
sﬁffs??;;?;?ﬁgffe??;mﬁfﬁf vriien policy facilities notification policies  were
a followed this check was done by the
. Review of the clinical record reveated thg faciiity & DON and ADON This  check wag
| aﬁm%ttﬁed Rgsiéfint#;t on ?212?;;2 Wééhﬁje'agngtes ! ' completed on 2/15/2013. Resident #1
which induded Hypertension, Conge ) . .
Faiture, Osteoarthritis and Gout. Revlew of the was dlscharged honj;e on 2/15/2013 as
scheduled with family after all therapy
Eyvard 10 T45V11 Facdity (D 106268 #f confinuslion sheet Pags 2of 17
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F 157 Continued From page 2
admission Face Sheet revealed the resident's
daughter was Jisted as the primary contact,

' Review of the Nursing Progress MNote, dated

Nurse (LPN) #1 discovered Resident #1 to have

ai". When the nurse atlempied o assess the

bad™. LPN#1 documented the Physician was
. nglified and orders were received. However,
there was no documented evidence the family
. was notifled.

interview with Resident #1's daughier, on
02112113 at 2:55 PM, revealed she visited the
resident on 01/31/13 at approximately 10:30 AM.
' She stated staff reported the residen®'s arm was
fwurt. Continued intervisw revealed the resident
hurt histher arm the previous evening during a .
transfer from the bed to the chalr. She siated shel
was nol calied the pravious evening or on the ,
morning of 01/31/13 when tha resident could not |
move hisfher arm and was having pain.

b

Inerview with LPN #2, on 02/14/13 at 3:40 PM,

“revealed she was caring for Resident #1 an the
evening of 01/30/13. She stated during a transfer

: from the bed to the chair, she heard a "crack”, _
like Knuckles cracking, and the regident's arm At
the walker, Continued interview revealed she .

" assessed the resident to have full range of
mation of the right arm, and no pain. She further
stated she nofified the on-calt Physicias, but did
not call the daughter because the resident had ne
complaint for the rest of the evening.

01731713 at 7:49 AM, revealed Licensad Practicat .

MADGNNA MANOR VILLA HILLS, KY 41017
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and clinical goals were met The

F 187

k

pain in the right arm. Continued review revealed :
" the resident staled, " can't move myrightarm at

arm, the rasident refused and stated, "It hurts oo

E

Notification  of  Change policy
{(Attachment #1) was updated on
2/15/2013 by the DON and reviewed
with the medical director. This updated
policy was given (o the nurses during the
February “Teaching Moment” given by

the DON. This policy will also be
covered in orientation of new nurses,

The Director of Nursing and the
Assistant Director of Nursing will audit

all charts for 3 weeks and will address
coneerns immediately,

The audits will be submitted to the

facilities quality assurance committee
monthly. The Quality Assurance

Committee is made up of the facilities
Medical Director, Pharmacist, DON,
Administrator, Facilitieg Director,

Assistant DON, Social Worker, Director

of Dining Services, Director of Therapy,

and MDS nurse. The QA committes

reviews accidents each time they meet,
identifies the need for audits and
programmatic changes as necessary. The 3
committee will review the audit and will
determine if audits need to continue and

for how long based on the findings of the s
audit. Plan of correction completed on 3,
2/16/2013.
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F 157 Contirred From page 3
Interview with LPN &1, an 02713713 at 3.25 P,
revealed she called the resident's Physician when
Resident #1 was unable to move hissher gem and
compigined of pain, but did not nolify the ;
daughter when . She stated she was very busy
and had {o leave the facility emergently in the
middig of her shifl. She further staled she should
have nciffied the resident's daughier,

Interview, 0213413 at 4:30 PM with the Physician
Assistant working for the Resident #1' Physician,
revealed he was called regarding the resident's
arm and ordered an x-ray. :

Review of the X-ray report, dated 01/31/13, I
raveaied Resident #1 had a "non-displaced
< fracture through the distal humerat shafe, {a
fracture of the upper arm naar the elbow},
F 282 483200k SERVICES BY QUALIFIED
58=G PERSONSPER CARE PLAN

- The services provided or arranged by the facility

st be provided by gualifisd persons in
accordance with each resident's writtens plan of

care.

b

" This REQUIREMENT s not met as avidenced
by:

* Based on observation, interview, record review
and review of the faciity's policy, i was j
datermined the faciity failed o ensure the
services provided were In accordance with the
written plan of care, for one (1) of three (3)
sampled residents {Resident #1). The facility
failed io ensure the Care Plan was inplemented

R 174

F 282,

F282 Services by quali
gralified
¢ Care card person/per

Resident # Was assessed b

1/30/2013. Resident #] wasg };szgiig 2
the ?hysicfaﬂ Assistant on 1/31/] 3 ’
Res:vdenr # 1 had X-rays ordered ﬁn;i
obtained op 1731/13. POA of resident #
was notified on 1/31/1 3. Resident #
twas scheduled 1o see Orthopedic
Doctor, Stagr was notified on 1731/ 13
that resident # 1 haq a fracture, Therapy
was notified on 1731/ 13 of resident’s
fIélCﬂH’?. A sling was ordered for resident
#1. Pain medications were reviewed and

ek
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¥ 282 Continued From page 4
for Resident #1, who was to have fwo (2) person
assist and the use of a gall beft wilh transfers.
On 01/30/13, the resident was transferred whh
the assistance of one (1) person, and sustained a
fractured fght arm. (Refer to £-323).

The findings include;

Review of the policy Hiled "Care Plans -

Comprehensive”, revised Getober 2010, reveaied |

the comprehensive care plan was based an a

thorough assessment that inchuded the Minimum

Data Set (MDS) assessment.  Cortinued review

revealed care plan interventions were developed
" based on ihe resldent’s protiem areas identified

~onthe MDS assessment.

Review of the dinical recard reveated the facility

- admitted Resident #1 on 12/28/12 with diagnoses
which inciuded Congestive Meart Failure, '
Hypertension, Ostevarthritis and Gout.

- Raviaw of the Admission MDS Assessmant,
daled 01/03/13, revealed the faciiity assessed
Resident #1 {0 require the exiensive assistance .
of two (2) persons for bed mobility and transfers |
to or from bed, chalr, wheelchalr and standing

pusition. Resldent #t had a Brief Interdew for
Mental Status (BIMS) score of 12, which

- indicated the resident was cognitively intact.
Review of the Care Area Assessment {CAA)
Summary revesled Resident# irlggered for falls E
which would be addressed in the care plan,

Review of the Comprehensive Care Plan, dated

was identified with interventlons initlated which

01710/13, revealad the problem, Functional Deficig

inchided "resident requires extensive assist of twez

FERM DMS-2587(02-09) Previous Versions Obsalate Eveni D T48¥ 1

Facdity £ 1007

care plan was updated. Resident #1 had a
walker to use with transfers. Resident #1
completed therapy and discharged home
as scheduled with family having all
goals met on 2/15/2013.

Al resident charts were reviewed o
monitor that resident care cards match
the comprehensive care plans and that
care 1s being given in a way that
promotes safety and person centered
care. Review was completed on
[/3172013 a “Teaching Moment” was
also done on 1/31/13 to re-educate staff
on proper use of'a gait belt, The
Teaching Moment was presented by the
DON. The facilities policy on Care
Planning was reviewed {see attachment
#2) and was updated on 2/15/2013. This
policy was reviewed with the Medical
Director. A teaching moment with done
with the nurses on 2/15/13 {see
attachment # 3). This information is alse
covered in orientation for new nurses.
Chart audits were done on all resident
charts by the DON and ADON to verify
that facility policy on care planning and
care card use is being followed, The
Director of Nursing and the Assistant
Director of Nursing will audit ail charts
for 3 weeks and will address concerns
immediately; then all audits will be
reviewed by the faciii? anuality

BRI R e g~
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F 282 Continved From page 5
with bed mobility, transfers and toiteting.. .”.
Continued review of the Care Pian revealed
Resident #1 was at risk for fractures due to
Csteoporosis and Osteopenia (conditions
associated with weak or britde bores),
interventions for this risk included "use a gait balt |
with transfers”.

Revisw of the Resident Care Card, which were
utilized by the Certified Nursing Assistants

t {CNAs) to guide the residents’ care, revealed
Resldent #1 was to be transferred with the assist
of two (2) persons and the use of a gait belt,
Observation, on G2/13/13 at 11:25 AM, revealed
the Resident Care Card was posted inside the
resident's closet on the back of the coset door,

Review of the Mursing Progress Notes, dalad
/31713 at 12:47 AM, reveated Licensed
Practical Nurse (LPN) #2 documented Resident
, #1 was transferred at §:00 PM on D1/30/1 3 when
" a "crackle noise” was heard, and the resident
stated, "you broke my arm®. Continued review
revealed the nurse reassured tha resident, ang
assessed the arm to have Al range of motion, fe.
- swelling, no redness, and no pain. Continved
raview réveaied the "nu:se alde and nurse
 transferred patlent properdy”.

Howaver, review of a slatement written by
' Certifled Nursing Assistant {CNA) #1, dated
0130013, revealed she ransferred Resident #1 |
< from the chalr to the bad, by hersef and interview
with Resident #1, on 02/12/13 at 2:55 PN, ;
revealed helshe thought there was only one
person in the room when the transfer ocourrad,

Imerview with CNA#1, on 82/13/13 at 3:25 PM,

MADONNA MANOR
VILLA HILLS, KY 41017
(%41 1D SUMMARY STAYEMENT OF DEFICIENGIES i PROVIDER'S PLAN OF CORREGTION 51
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F 282

assurance commitiee monthly. The
Quality Assurance is made up of the
facilities Medical Director, Pharmacist,
DON, Administeator, Facilities Director,
Assistant DON, Social Worker, Director
of Dining Services, Director of Therapy,
and MDS nurse. The QA committee
reviews accidents each time they meet,
identifies the need for audits and
programmatic changes as necessary. The
committee will review the audits
monthly to determine if further audits
need to be completed. Care planning
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revezled she used a gall belt and a walker o

assist the resident with & transfer from tha chair
"o the bed on 01/30/13. Durlng follow up

interview, on 02/14/13 a1 4:40 PM, the CNA

stated she was in the room by herself intialy, but |

LPN #2 came inlo the room and observed the

procadure, She further stated she was told

Resident #1 was a one (1) person assist. She

stated that's the way she always ransferred

Resident #1,

Cinterview with CNA #2, on 02714713, at 3:15 By,
revealed she was coming out of sagther
resident's roorm on 01730413 when she heard

FUNA#T call her name. She stated she went into i
the room of Resident #1 and the resident was !
sitting on the bed. $he further stated she saw tha
resident's wheelchair by the bed, buf she did nat

_see a watker or galt belt. Continued Injerview
revegled the restdent was complaining of right !
arm pain and CNA #1 reported she was iffing the

s resident into the bed and heard the resident's arm |
crack, CNA#Z sfated she did not know what
ONA#1 meant when she said she Iifted the

" resident into bed.

Interview with LPN#2, on 0211393 at 3:40 %3
revealed Resident #1 was a one {1) person assist ,
at the time of the Incldent, She sigted CNA#T

- was using a galt belt and had the resident
standing when LPN #2 entered the room. She
further stated she observed the iransfer,

* Continued Interview revealed LPN #2 heard both
arms crack, fike cracking knuckies, She shated
the resident's right arm did hit the watker, During
follow up interview, on 0214713 at 5:00 PA, LPN
#2 stated CNA#1 used 2 galt bait and 2 walker i
transter the resident. The LN stated she was on !
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£ 282

;:f is m{?‘eting resident needs. The staff
Was directly involyed completed 3
eled
;‘etum demonstration with the §ON 02
-31-2013 demenstratﬁng the ability 1o

read understand .
’ s and fi e
tare guide, oftow the resident

Plag of Correction completed on 2/1 6/2013

”fzz}fz’%if%
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F 282 Continued From page 7
one side of the bad and the CNA was on the

other side,

Review of the Nursing Progress Note, dated
(/31713 at 7:49 AM, ravealsd LEN #1 discovered
Resident #1 10 have pain In the nght arm,
Continued review revealed the resident stated, *|
can't move my right arm at ail", When the nurse

" attempled 1o assess the arm, the residant refused
arvl staled, "I hurts oo bag".

Interview with LPN #1, on 02/13/13 at 3:25 BM,
revealed she saw Resident #1 at the beginning of
the day shift on 01/31/13. She siated Resldent
#1 reported the arm was hurt when she was
being transfarred the night before. The LPN
‘stated Resident # was a two (2} parson assist
for transfers.

. During interview with the Director of Mursing
{DON), on 02/15/13 at 315 P, she stated
Resident #1 required the assist of two (2) persons |
for transters at the time of the incident, based on
the comprehensive Care Plan and according to
the Resident Care Card. Continuad Inerview ‘
revealed the Resident Care Cards wera postad in |
the residert rooms, 50 all staif could datermine at
2 glarce what wes required for each resident's
"care. However, observation, on 02/13/13 ai 11:25 ;
AM revesled the Resident Care Card was not ‘
“visible "at a glance” in e rasident's room., but
was postad inside the closst on the back of the
closel door. Further inferview with the DON :
ravealad she did nof kriow why CNA #1 and LEN
' #2 thought the resident only raquired ona {1} :
DErSen assist
F 323’ 483, 25(h) FREF OF ACCIDENT
58=0 HAZARDSSUPERVISION/DEVICES
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The facillty must ensure that the resident

environment remains as free of accldent hazards

"as is possible; and each resident receives

adequate superviston and assistance devices 0
pravent accidents.

This REQUIREMENT s not met as avidenced

by
" Rased on observation, interview and record

review, T was datermined the facillty failed io

" ensura each resident recelved adequate

supervision and assistance to preverd accidents,

“for one (1) of three {3) sampled residents
{Reslgent #1). Resident #1 was assessed to
‘require the assistance of two (2) persons for I

transfers; however, the resident was transferred

' with the assistance of one (1) person and

The findings inchude:

sustained a fraclure 1o the right upper arm.

|
Interview with the Director of Nursing (DON), an
0211515 at 3:15 PM, revesled she considered i a
standard of care thal & gait belt be used for all
transfers, although the facility did not have a
written poiicy ralated to transfars and galt belts,

'Review of the clinical racord revealed the faciily
admitted Resident #1 on 12/28/12 with Glagneses
which included Congestive Heart Failure,

Hypertensicn, Osteoarthitis and Gout,

Feview of Section G of the Admission Minimum

FLOHRM CRS-2587(02-98) Previcus Versions Obsolste

Evant £ Talvi
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Continued From page 32  The facility must ensure that the resident

environment remains as free of accident
hazards as is possible and each resident
receives adequate supervision and
assistance devices to prevent accidents.
Resident # | was assessed by nurse on
1/30/2013. Resident #1 was assessed by the
Physician Assistant on 1/31/13. Resident # | had
x-rays ordered and obtained on 1/31/13. POA of
resident # 1 was notified on 1/31/13. Resident #
iwas scheduled to see Orthopedic Doctor. Staff
was notifted on 1/31713 that resident # 1 had a
fracture. Therapy was notified on 1/31/13 of
resident’s fracture. A sling was ordered for
resident # 1. Pain medications were reviewed

and altered for resident # 1. Resident # 1 care
plan was updated. Resident # 1 had a walker to
uge with transfers all resident charts were
reviewed resident care cards wers also audited to
maich the comprehensive care plans.

A “Teaching Moment” was done on 1/31/13 to
re-educate staff on proper use of a gait belt. This
“Teaching Moment™ was done by the DON.

The review of the charts and care cards was
completed o 1/31/2013 this review was
completed by the DON and ADON,

The facilities policy on Accidents was
reviewed (Attachment #4) and was updated
on 2/15/2013 by the DON. This policy was
reviewed with the Medical Director.
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. Data Sef (MDS) Assessment, dated 01/03/13,

revealed the facility assessed Resident #1 o
require extensive assistance of two pareons for
bed mobility and transfars to or from the bed .
chalr, wheglchair and standing position. Resident |
#1 had a2 Brief Interview for Menial Status (BIMS)
score of 12, which indlcated the resident was

" cognitively intact,

Review of the Comprehensive Care Plan dateﬂ'
09/40/13, revealed the problem Functional Deflcht |
was identified with interventions initiated which
included "resident requires extensive assist of two
with bed mobillty, transfers and tofleting....",
Continued review of the Care Plan revesled i
Resident #1 was at risk for Fractures dus o
+ Osteoporosis and Csteopenia (condhions
assoclated with waak or britthe bones). .
~Interventions for this risk inciuded "use a gait belt -

with fransfers™.

Review of the Resident Care Card, postad inside
tha regident's closet on the back of the doset ,
door, ravealed Resident #1 was i be fransferred
with the assist of two (2} persons and the use of 3 ;

gait beit.

Reviaw of the Nursing Progress Nole, dated

| 01/31/13 at 12:47 AM, revealed Licensed
Practical Murse (LPN} #2 documented Residernt

#1 was transferred al 6:00 PM an 01/30/13 when
a "crackle noise” was heard, and the rasiz&gﬁt

' stated, "you broke my arm”. Confinued review
revealed the nurse reassured the resident, .an:i
assessad ihe arm {o have full range of mation, no
swaliing, no redness, and no pain. Cfmimu&}d
review revaaled the nurse documented the “nurse

' aida and nurse transferred patient properly”.

mm»gméf =

£

" This information is also covered in
orientation for new nurses, Nurses and
nurse aides were reeducated on the
importance of following care cards by
the DON (Attachment #3}. Chart audits
were done on all resident charts by the
DON and ADON to verify that facility
policy on care planning and care card
use is being followed this audit wag
completed on 1/31/2013. The Director of
. Nursing and the Assistant Director of
Nursing will audit all charts for 3 weeks
and will address concerns immediately;
then all audits will be reviewed by the
facility quality assurance comumittee
monthly. The Quality Assurance is
made up of the facilities Medical
Director, Pharmacist, DON,
Administrator, Facilities Director,
Assistant DON, Social Worker, Director
of Dining Services, Director of Therapy,
and MDS nurse. The QA commitiee
reviews accidents each time they meet,
identifies the need for audits and
programimatic changes as necessary. The
committee will review the audits
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Review of the Nursing Progress Note, dated
Q131/13 al 7.49 AM, revealed Licensed Practical
Nurse {LPN) #1 discovered Resident #1 to have
pain in the right arm. Continued review revesied
the resident staled, "l can't move my right arm at
ali". When the nurse attempled to agsess tha

bad®,

inMervisw with Resident #1, on 02/12/13 gt 2585
PM, revealad hefshe thought there was only one
person in the room when the ransfer cocurred,
. The resident did not know the staff member's
name. The residert stated, " heard the bone

seporied hefshe "almost passed out it hurt so
bad". The resident stated all kinds of peopls
came in and the resident told them, “just leave
me alone, gel out and stay cut”. (At this point in
the Interview, Resldent #1 stated "I'm tireg of
talking about & and turned hisfher head away

i fromn the surveyor,)

1 Review of the Physical Tharapy (PT) Daily Nots,
dated 01731713 8t 4:46 PM, revesled Resident #1
- reported being in a greal smount of pain In the

, Assistant was lotd by a nursing aide the resident
had been transferrad ihe previous avening by
siaff pulling under his/nar arms, which resulied in

a popping sound.

s interview with the Physical Therapy Assisiant
{FTA), on 02713713 at 11:40 AM, reveaied

to the incldert. She stoted she saw Residerd #4
on 01/31/13 and heishe was extremely guarded

s arm, the resident refused and siaied, "1 hurs oo

wrack”. Continued interview revealed the resident

Resident #1 was a "maximum sssist of two" prior.
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F 323, Continued From page 10 323,

monthly to determine if turther audits
need io be Completed, Care planning
needs will continue to be reviewed at the
wecg}y clinical meetings o ensure that
Care 1S meeting resident needs. The staff
that was directly involved completed g
return demonsiration with the DON on
1-31-2013 dfimsnstrating the ability to
read, understand, and follow the resident
care guide,

Plan of correction completed on 2/16/2013,
I

right shoulder. Continued review revealed the PT

26l >
Pt 51
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“and inalot of pain. She varified her wiitten
staterment, noted above, that it was reported fo
her an aide had fransferred the rasident by ifting
urder the resident's arms, and had heard a
pupping sound. The PTA could not identify the
aide who transferred the resident, or the aide who
gave the account to the PTA. Continued
interview revealed therapy slaff had given an
in-service on transfers approximataly one week
befora the Incident, but sha did not know how
many staff had attended,

trtervigw with the Occupationad Therapy Assistant
{UTA}, on 0211313 at 11:00 AM, ravealed she
had seen Resident #1 in the aftermoon of

pain in the right arm and did not want to move 1,
She stated the resident was very protective of the
. right arm, which was swollen approximately twice
its normal size, Confinued Intarview revealad the

regident reported to the OTA the resident's arm
- wis injured the night before when "the glrl” was

putling the rasident to bed. The resident {old the

tha resident 1o bad) but the girl didr listen. The
OTA stated Resident #1 required wo (2) peaple
for transfers,

"interview with CNA#3, on 02413713 at 3.00 PM,
revedled Resident #1 required the assistance of

“two (2) staff for transters. Sho stalsd she ook

_care of the resident on 01/31/13 on the day shifl.

' CNA#3 reporied Resident #1 compiained of her
fight arm hurting and stated staff picked her up
wrong the evening befors, Residant #1 did not
know tha siaff member's name.

Review of a statement written by Ceriifisd

O1;31/13. She staled the resident complained of

girl she was not doing it the way therapy did it {put:

i

F 323

FORSM ChMS-2567(02-84) Previous Varsions Obsolete

Event B3 T48V 1

Faclily i€ 100288 f conlimuation sheet Page 120l 17




PRINTED: G3arz04z

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CEMTERS FOR MEDICARE & MEDICAID SERVICES OB ND. 08380581
STAYEMENT OF DEFICENCIES {(H1} PROVIDER/SUPPUER/CLIA (X2} MULTIPLE CONSTRUCYIDN [ £X3) DATE SuRvEY
Al PLAN BF CORRECTION BIENTIFICATION NUMBER. & BULDIMNG COMPLETED
C
185241 B. WiNG 02/i5/2013
MAME QF PROVIDER DR SUPPLIER STREEY ADDRESS, CITY, $TATE. ZiF Cone
2344 AMSTERDAM ROAD
MADONNA MANGR
VILLAHILLS, RY 41617
(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDERS PLAM OF CORRECTION (x5
PREZX (EACH DEFICIENCY MUST 8E PRECEDED 8Y FuLL . PREFIX [EACH CORRECTIVE ACTION SHOULD 88 CORPLENON
TAG REGULATORY OR LEC IDENTIF YING IMFORMATION; TAG CROSS-REFE RENCED TO THE APPROPRIATE GATE
DEFICIENGY)
F 323, Continued From page 12 F 323

Nursing Assistant (CNAY #1, dated 01730713

- during the Initial Investigation of the incident,
revealsed she fransferred Resident #1 from the
chalr to the bed, by herself. Review of a
subsequent {undaied) witten slatement by CNA
#1, she reported LPN #2 came inlo the room and
performed an assessment after the resident was

in bed.

Interview with CNA#1, on 02 3/13 at 3:25 BR,
revesled she used g gall bell and a walker 1o
assist the resident with a transfer from the chair
to the bed on 01/30/13. She stated LPN #2 was
It the roum during the ransfer. Continued
interview revealed CNA #1 had the walker In front
of the resident and the resident pivoled around
from the chalr {0 the bed. She reported as the
. resident moved o sit on the bed, higfher right
glbow hit the handle of the walker and made g
popping sound, "lke a joinf popping”. She siated
it was "very scary”. On further intarview, CNA#1
stated she had been trained on oroper transfers, |,
" during CNA training and at another facility but had
not received any training at this facility. Par
interview, she started working at the fadilily in
January, 2013, During follow-up interview, on
02714713 ot 4:40 PM, CNA &1 stated she was In
the room by herself initlally, but LPN #2 came inlo -
the room and observed the procedure. She ’
further stated she had been told Resident #1 was
a ane {1} person assisl. She stated thal was the
way she always transferrad Rasident #1, i

Uinterview with CNA #2, on 02714713, al 318 PM, | \
revealed she was coming out of another !
resident's room on 01/30/13 when she heard \
ONA#1 call her rame. She stated she went into

» the room of Resident #1 and the resicent was
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F 323 Continued From page 13
sitting on the bed. She further staled she saw the _
tesident's wheelchalr by the bed, but she did not
see g walker or gail bell. Continued interview
revealad tha resident wag cormplaining of righl
arm pain and CNA #1 reported she was lifting the
resident info the bed and heard the resident's arm
crack. CNA#2 stated she dig not know what ,
CHNA#! meant when she said she fifled the
resident into bed. On further interview, ONA 82
stated she stayed with the resident white CNA #1
war to gel LPN #2. ONA §2 desoribed Resident
#1 as being fairly calm, was helding hisfher right
arm next to the body, and supported the right
hand aoross the abdomen with the left hand,
CNA #2 stated she had been trzined on transfarg -
at another faciity, but had not received training
since coming to work at this facilty. Per interview '
she had baen at the facility since December

2012

interview with LPN #2, on 02/13143 at 3:40 P4,

_revealed Resident #1 was a one (1) person assist .
at the lime of the incident. Shae stated CNA 1
was Using a gait belt and had the resident

“standing when LPN #2 ertered the room. She
further staled she observed the transior. :
Conlinued interview revealed she heard "cracks”
like cracking knuckles when CNA #1 puilled on
the gait bell. During follow up interview, on
02/14/13 at 5:00 PM, LPN #2 stated Resident 21

" was in the bed and was uncomforiable and
wanted to get up. On reflaction, the LPN staled [ .

~forget”, ard stated the resident was eithar in the
chalr and wanted to go to bed, or was in the beg
and wanted o get in the chair. The LEN statad
she was on one side of the bed and the CNA was ‘
on the other side, and began (o recount how CNA
#1 was putting the resident to bed. She reported

Faz23
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Resident #1's arm hit the walker and she heard
both arms "crack”. Further interview with LEN #2)
and review of the incident report completed on
01/30413, revealed the LPN notified the on-call
Ehyslcian. She stated since the resident denied
pain, and the rurse found no abnormalities on her'
assassment of the resident's arm, the Physician
stated to just monior the residert. ;

interview with LPN #1, on 02/13/13 at 3:25 PM,
revealed she saw Resident #1 at the begirining of
the day shifl on 01/31/13. She sialed the rasident
was holding his/her right arm dlose o hisfher side
and complaining of paln, The residert was
wearng long slesves and would not allow the

, nurse o assess the arm; the nurse could not say
if there was any swelling or bruising. Continued

. inferview with LPN #1 revealed Resident #4

*reparted the arm was hurl when shie was being

transferred the night before. The LPN staled
fesident #1 was 2 wo (2} person assist for
transfers. She further stated she notifled the

' Physician and raceived an order to obtain an
X-ray of the right arm and shoulder,

Interview, 02/13/13 at 4:30 PM with the Physlcian
Asslstant working for the Resident #1's Physiclan,
revealed he was called regarding the resident's
arm and compiaints of pain, and feil like the
fracture did ocour during the ransfer.

During Interview with the Director of Nursing

{DON], on 02/15/13 at 10:35 AM, she staled

Resident #1 required the assist of two (2) persons

for transfers at the time of the incident, based on

the MDS Assessment and the comprebensive

Care Plan, and as indicated on the Resident Care
, Card. Conflnued interview revealed the Resident

F 323
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Care Cards were posted in the residents’ rooms,
so all staff could determine at a glance whal was
reuired for each resident's care, Mowever,
obaervation, on 02/13/13 at 11:28 AM, revealed
the Residen Care Card was not visible "at a
glance™ in the resident’s room, bul was posted
inside the ciosst on the back of the closet door.
Continued Interview revenled the DORN did not
know why CNA #1 and LPN #2 thought the
rasident only required one {1} person assist. On
further interview, the DON stated the in-sarvice

. on ransfers, provided by the therapy department,

' should have been mandatory for all nurses and
CMNAs. She stated it would normally be the
Human Resources stalf person who wouid
ensurs all staff had atiendsd. Howsver, she

- reported, they did not have anyone in the Human
Rasources positlon at the time of the in-sarvice,
and the DON was unaware that anyone had

" verified whether or not alf sia® atterded the )
in-sarvice, Review of the sign-in sheets revealed

- CNA#T and CNA#2 had not atiended the ;
in-senvice.

interview with the Administralor, on 02/15/13 at
12:00 PM, reveaied he fajt LPN #2 was a good
rufse and he frusled her. He stated ke and LEN |
#2 had foliowed up with the resident's daughter
after the incident, and the conversation included
"discussion of the use of gaii belfls for iransfers,
He flrther siated the faciily had done audits in
the pasi related (o proper transfer technigues, but !
had not idaeniiflad the need to continue them, He
further slated the ransfer in-service was
" mandatory, bul he did not know If gl siaif had
atterded.

' During subsequent interview with the DON, an
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“simply observed.

F 323 Contiruad From page 18

ORI15/15 at 3:15 PM, she stated she considerad it
a standard of care that & galt beit be used for all

- iransfers, although the facility did nof have a
written policy relaled to iransfers and gait belts.
She further stalad she had investigated the
incident and Interviewed all staf involve.
Caontinued interview revealad the DON
racognized inconsistencies botweer the ragidernt
and staff accountings of the incident invalving
Resident #1. She alse acknowladged
inconslstencies between staff descriptions of the

- event and had re-inferviewed staff involved, She

“further stated it was impossible o know exactly
what occurred. She agreed it appeared the
resident had been transferred by CNA #1 alons,
and # was not clear when LPN #2 antered the
room of iIf she gave any hards-on assistance or

F 323
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Maponna Manog
Notification of Change Policy and Procedure

A FRAKGIEA AN RIVIHG SOuMuBkire
F157 Notifleation of Change

POLICY: s the policy of Madonna Manor to notify the attending physician {and/or Mediral
Director} in a timely manner, of changes or concerns in resident condition. It is the policy of Madanna
Manor 1o notify the rasident and his/her family in a timaly manner, of changes or concerns in resident
conditian. The policy of Madonna Manar is to ensure that the residents receive quality care and

services,
PROCEDURE:

= The nurse on duty is to notify the attending physician{or P.A., ARNP} and POA when there js 3
concern with the resident

¢ The nurse on duty is to notify the physician for P&, ARNP} and responsible party of any
significant change in health, mantal or psychosocial status changes in the residents

v The nyrse on duty s to notify the shysician {or P.A, ARNPland responsible party when the
resident has an accident, which results in injury and rould require physician iterventions

¢ i the nurse on duty is unable to reach the attending physician, then the nurse is to rotify the
Medical Director with any concarns

¢ The only way that the facility does not notify the responsible party of significant charges is
when the resident is alert and oriented and declines to have family notified

*  The nurse on duty is to slert the resident of changes

Updated 2/15/2013 Tap
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Comprehensive Care Planning Policy and : ’;% ‘
FOas
Procedure A ﬁ%
Policy MADONNA MAanNOR
L FHAHOISC AR [N DOMBURY Y

it Is the policy of Madonna Manor to develop an
individualized comprehensive care plan for each individual resident. The care
plans will be measureable objectives, in order to meet the resident’s medical,
physical, nursing, mental and psychological needs.

Procedure

* The care planning team, resident, and his/her family develop and maintain
the residents comprehensive care plan
* The comprehensive care plan identifies the highest leve] of fy nctioning that
the resident may be expected to attain
* The comprehensive care planis based on 3 thorough assessment that
includes (but is not limited to) the MDS
* The care plan is used to-
o incorporate identified problems
o Incorporate risk factors
Build on resident strengths
o Reflect treatment goals
Identify treatments and services needed
To aid in preventing {or reducing) declines in resident status
To enhance optimal functioning of the resident
To reflect currently recognized standards of practice for probiem
areas and conditions
¢ The resident care cards are an extension of the care card

o0 0o o

* The resident care cards are a guide to resident care

* The care cards are updated weekly as needed with changes

* The comprehensive care plans are updated at least quarterly with the MDS
assessmeant

* Acute care plans are initiated based on the nurses judgment

Updated February 2013 TAP
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February 15, 2013
Teaching Moment Regarding Care Cards/Care Cards, MNotification, and Gait Belt

tise

ATTN NURSES: it is the responsibility of all of us nurses to-

* Update care cards based on current care needs of each individual resident
o Examples include: Resident requires more assistance with ADL's
{Transfers, Meals, Personal Hygiene, etc.}
* Toutilize 2 gait belt when you are helping to transfer someone
* To monitor and encourage staff to use a gait belt {especially if the care card
states this)
¢ Notify the physician and family of changes in resident status and any
significant concerns regarding the resident
o Examples include: Menta! status change, falls, injuries, etc.)To use 3
gait belt when we are helping to transfer someone

¥ you have any questions/comments, please let me knaw,

Thank youl

Trudy Penrdngton 85N DON

Please sign below stating that you understand this:
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i i ATDONNA MANOR
Accidents and Incidents Policy and MADONNA Manor

A FHRANOCISC AN LiviNG COMBMUNIY Y

y.

Procedures
F323 Accidents

Policy

it is the policy of Madonna Manor that the residents environ ment remains as free of accident
hazards as is possible and that each resident receives adequate supervision and assistance
devices to prevent accidents. It is the policy of Madonna Manor that all incidents involving
residents shall be investigated as needed and reported to the administrator and Dirsctor of

Mursing,
Procedure

s The nurse will assess the resident immediately
= The nurse will initiate interventions immaediately if needed
» The nurse will notify the physician in a timely manner
*  The nurse will notify the family within a timely manner
s The nurse will document:
o the date and time of the accident or incident
the nature of the incident or accident
where the incident occurred
the names of witnesses and any accounts that they may have of the incident
the time that the physician and family were notified

OO0 0 0 o

nursing assessment obtained

o any correctlve actions taken
* The nursing supervisor or Director of Nursing will be notified within 24 hours of
occurrence
*» The accident or incident will be reviewed in clinical meeting weekly and by the QA
comimittee

Updated February 2013 TaP
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omplaint Survey o investigate 19768 ' el : f correction
and KY#00015769 was initialed on 02/11/13 and submission of this plan of cor -
concluded on 02/15/13. KY#00D16760 was does not constitute an admission that the
unisubstantiated with no deficient praciice facility agrees with the cited deficiencies
idenz‘iﬁed‘. KY#(}OO? 9766 was substantisted and as stated in the 2567, The facility is
deficiencles were cited. ¢ completing the plan of correction
, , . . : : it i te and
N G17 802 KAR 20:300-3(2)(i)1.2. Section 3. Resident ¢ NO17 | ?cga‘gei;if required by state an
Rights 1 i eder .
5 i The facility alleges compliance as of

{2} Notice of rights and servicas.
{i} Notification of changes.
1. Exceptin a medical emergency or when a
rasident is incompetent, a facility shall consult
with the resident immediately and notify the
" resident's phygician, and i known, the mesident's
legal representative or interested family member |
within bventyfour {24} hours when thers is:
a. An accident Involving the resident which results |
in injury; ;
H
' This requirement is not met ag evidanced by
Based on inlerview and record review, it was
determined the facility failed 1o ensure the famlly |
was notified when thers was an accident involving |
the resident which resulted in injury, for one (1) of -
three (3} sampied residents (Resident #1). :
: Resident #1 was assessed and care pianned for |
two (2) person assist and the use of 2 gait bett |
during ransfers. On 01/30/13, the resident was |
transferred with the assistance of one {1} person, ;
On 01/31/13 at 7:48 AM, Resident #1 was found |
~to have pain and the inabilty to move the right :
arm, Thae resident's famify was not notified of the
change in status until approximately 10:30 AM,
while visiting the resident, The resident was
diagnosed with a fracture of the right arm.

i

February 16, 2013.
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The findings includs;

When the policy refated to notifving residents'

famities when there was an accident or change in

status was requested, the Director of Nursing
stated the faclity did not have a written policy to

addrass notification of famifies,

Review of the clinical record revealed the facility

admitted Resident #1 on 12/28/12 with diagnoses |

which included Hypertension, Congestive Heart
Failura, Osteoarthiitis and Goul. Review of the

" admission Face Sheet revealed the resident's

daughter was listed as the primary contact.

Review of the Nursing Progress Nota, dated

01/31/13 at 7:49 AM, revealed Licensed Practical |

"Nurse (LEN} #1 discovered Resident #1 o have
paintin the right arm. Continued review revealed |

the resident stated, | can't move my right arm at

all”. When the nurse attempted fo assess the

arm, the resident refused and statad, "It hurls too

pad”. LPN #1 documented the Physician was

" notifled and orders were raceived. However,

there was no documented evidence the family
was notified.

Interview with Resident #1's daughter, on
02112113 at 2:55 PM, revealad she visited the

rasident on 01/31/13 at approximately 1930 AM. 1
She stated siaff reported the resident’s arm was
Churt, Continued interview revealed the regident

hurt his/her arm the previous evening during a

!

transfer from the bad to the chair. She stated shef

was not catled the previous evening or on the

morning of 01/31/13 when the resident could not

move his/her arm and was having pain.

' Interview with LPN #2, on 02/14/13 at 3:40 P,

STATE FORM

T48vit

resident; consult with the resident’s
physician; and if known, notify the
regident’s  legal representative or an
interested family member when there is
— (A} An accident involving the resident
which results in injury and has the
potential  for  requiring  physician
interventions. Resident # [ was assessed
by nurse on 1/30/2013. Resident # 1 was
assessed by the Physician Assistant on
1/31/13. Resident # | had X-rays ordered
and obtained on 1/31/13. POA of
resident # | was notified on 1/31/13.
Resident # 1 was scheduled to see
Orthopedic Doctor. Staff was notified on
1/31/13 that resident # 1 had a fracture.
Therapy was notified on 1/31/13 of
resident’s fracture. A sling was ordered
and obtained for resident # 1. Pain
medications were reviewed and altered
for resident # 1. Resident # 1 care plan
was updated. All resident charts were
checked for doecumentation reflecting if
facilities notification policies were
followed this check was done by the
DON and ADON This check was
completed on 2/15/2013. Resident #]
was discharged home on 2/15/2013 as
scheduled with family after all therapy

and clinical goals were met. The
Notification  of  Change policy
{Attachment #1) was updated on

2/15/2013 by the DON and reviewed _J

F eonlinaetion sheet 26l 18
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NO17 Continued From page 2 NI
revealtad she was caring for Resident #1 on the . ) . . .
evening of 01/30/13, She stated during a transfer with the medical director. This updated
from the bed to the chair, she heard a "crack”, | policy was given to the nurses during the
like knuckles cracking, and the rasident’s arm hit | o ing M "

RS, ST : ment” given b
the walker. Confinued interview revealed she Ee&magN Teac}hmg 5 ° 1 gtk !}i
assassed the resident to have full range of i the D h T}?ES policy Wil aiso
modion of the right arm, and no pain, She further covered in orientation of new nurses
stated she nolified the on-call Physician, but did The Director of Nursing and the
nol call the daughter becausa the resident had no - Assi 3 ; " H

; : ssistant Director of Nursing will audit
complaint for the rest of the evening. ' .
: p " all charts for 3 weeks and will address
Interview with LPN #1, on 02/13/13 ot 3.26 PM, | concerns immaediately.
revealed sha calied the resident’s Physician whan The audiis will be submitted to the
Rasldent #1 was unable o move his/her srm and | EARTE tees ;
complained of pain, but did not notlfy the facilities quahtg assurance committes
caughter when . She stated she was very busy monthly. The Quality Assurance
and had to leave the facility emergently in the j Committee is made up of the faciliies
middle of her shift. She further stated she should | Medical Director, Pharmacist, DON
hat if ident’ ; .. T e L !
ave notified the resident's daughter, = Administrator, Facilities Director,
Interview, 0Z/13/13 at 4:30 PM with the Physician | Assistant DON, Social Worker, Director
Assistant working for the Resldent #1's Physictan, ’ of Dining Services, Director of Therapy,
revealed he was called regarding the resident’s | and MDS murse. The QA committes
arm and orderad an x-ray. . . L T
: reviews accidents each time they meet,
Review of the X-ray report, dated §1/31/13, : identifies the need for audits and
;evea!ed Resident #1 had a "non-displaced : programmatic changes as necessary. The
racture through the distal humeral shaft”. (a committee will review the audit and will
fracture of the uppar arm near the sibow), .. . .
! determine if audits need to continue and
N 194 002 KAR 20:300-7{4)(c)2. Section 7. Resident | N1ta4  1or how long based on the findings of the
Assessment audit. Plan of correction completed on
; ] 2/16/2013.
{4} Comprehensive care plans. )
(0} The services provided or arranged by the
faciity shall:
. 2. Be provided by qualified sersons in 3
accordance with each resident's written plan of
cars. : “&«5 é Ly

STATE FORM s
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N84 Continued From page 3

This requirernent is not mel as evidenced by,
Based on observatfon, inlerview, record review |
and review of the facilitys policy, it was
determined the facilily failed io ensure the
servicgs provided wera in accordance with tha
written plan of care. for one (1) of three (3)
sampled residents {Resident #1). The facility
failed o ensure the Care Plan was implemented
for Resldent #1, who was o have wo (2} parson
assist and the use of a gait belt with transfers,

On 01/30/13, the resident was transferred with

the assistancs of one (1) person, and sustained
fraciured right arm.  (Refer o F-323),

. The findings includs: %

Review of the policy fitled "Care Plans - ]
 Comgprehansive”, revised October 2010, revealed '

the comprehensive care plan was basedon a :
“thorough assessment that included the Minimom

Data Set (MDS) assessment.  Continued review |
“revealad care plan interventions were developed
based on the resident's problem argas identified
o the MDS assessment,

t

Review of the clinical record revealsd tha facility
admitted Resident #1 on 12/28M2 with diagnoses |
which inchuded Congestive Heart Failure,
Hypertengion, Gslevarthetis and Gout.

Raview of the Admission MDS Assessment,

dated 01/03/13, revealad the facilty assessed

Realdeni #1 tn require the extensive assisiance

of two {2 persons for bed mobility and transfers

to or from bed, chair, wheelchair and starding

position. Resident #1 had a Brief Interview for

Mental Status {BIMS) score of 12, which |

indicated the resident was cognitively intact, ;

Review of the Care Area Assassment (CAA)
. Summary revealed Resideni#t triggersd for falls ;

. N194

N 194 Besident Assessments

Resident # 1 was assessed by nurse on
1/30/2013. Resident #1 was assessed by
the Physician Assistant on 1/31/13.
Resident # 1 had x-rays ordered and
obtained on 1/31/13. POA of resident # |
was notified on 1/31/13. Resident #

I'was scheduled 1o see Orthopedic
Doctor. Staff was notified on 1/31/13
that resident # 1 had a fracture. Therapy
was notified on 1/31/13 of resident’s
fracture. A sling was ordered for resident
# 1. Pain medications were reviewed and
altered for resident # 1. Resident # 1°s
care plan was updated. Resident #1 had a

BVATE FORM

T48vie ¥ conliugfion sheel 4 of 16




PRINTED: S3K07/2013

FORM APPROVED
fice of Inspecior General
STATEMENT OF DEFIDIENCIES (K1) PROVIDE USUPPLIERCLIA (X2 MULTIPLE CONS TRUCTION }(XS} DATE SUHVEY
AN PLAN GF CORRECTION HENTIFICATION NUMBER: A BLELANG: CORMPLETED
i &
100268 B WING ; 4211572043
MAME OF PROVIGER OR SUPPLIER STREETADDRESS, CITY, STATE, 789 QODE
2344 AMESTERDAM ROAD
MADONNA MANOR VILLAHILLS, KY 41017
(X440 SUMMARY STATEMENT OF CEFIGENGIES 0 EROMVIDER'S PLAN (F CORRECTION o
FREFIX JEACH DEFICIENCY MUST BE PRECEDED BY FULL oREEY [EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY GRLEC IBENTIEYING [NFORMATION: TAG CRUSS-HEFERENCED TO THE APPROPRIATE DATE
\ BEFICIENGY)
N 134 Continued From page 4 AL
which would be addressed in the care plan, '
Review of the Comprehensive Care Plan, dated | ! walker to use with transfers. Resid )
. . o , f . Hesident #
01/10/13, revealed the problem, Funciional Deficit’ . completed therapy and disch d hn I
was identffied with interventions nitisted which | I as scheduled wi » dise f‘ﬂ'ge Orie
incheded “resident requires extensive assist of two | a9 sehedule w’ﬂ} family having all
with bed mobility, ransfers and tolleting....". g - goals met on 2/15/20113,
Conlinued review of the Care Plan revealed ‘ - All resident charts were reviewed to
Resident #1 was at risk for fractures due o : monitor ¢ .
Usteoporosis and Ostecpenia {conditions - or that r%.l dent care cards match
. associated with weak or brittle bones). - e CQmpz"shen‘sw{e care plang and that
irtetventions for this risk included "use a galt beft : © care s being given in a way that
with transfers”. | . promotes safety and person centerad
| care. i
- Review of the Resident Care Card, which wers 12 Rewe\ﬂiwag campleted on
utllized by the Certifies Nursing Asslstants 3 | 1312013 a “Teaching Moment” was
(CNAs} to guide the residents’ care, revealad i - also done on 1/31/13 to re~educate sraff
Resident #1 was to be transferred with the assist | i On proper use of a gait belt, The
of twor {2) persons and the use of a gait belt. Teaching Mo ; )
- Observation, on 02/13/13 at 11:26 AM, revealed | | DON £ Moment was presented by the
the Resident Care Card was posted inside the | ' DON. The facilities policy on Care
. resident's closet on the back of the closet door. | Planning was reviewed {see attachment
- #2) and was updat 3/15/ .
Review of the Mursing Progress Notes, dated | policy wa 3} ed Q?‘ 2/15/2013 : This
01731713 at 12:47 AM, revealed Licensed | poney was reviewed with the Medical
Practical Nurse (LPN) #2 documented Resident |  Director. A teaching moment with done
#1 was transferrad at 6:00 PM on 01/30/13 when | with the nurses on 2/15/13 (see
a "grackie noise” was heard, and the resident 9 | attachment # 3 ol _
stated, “you broke my arm”, Continued revisw covered in or > This information is also
revealed the nurse reassured the rasident, and in onentation for new nurses,
assessed the am i have full range of motion, ao |
swalling, no redness, and no pain. Continued i
revigw revealed the "nurse aide and nurse
ransferred patiarnt propedy”, !
" However, review of a stalement written by - ;
Certified Nursing Assistant [CNA} #1, dated : I
01730113, revealed she transforred Residerd #1
from tha chair to the bad, by herself and interview
with Resident #1, on 02/12/13 at 2:55 PM, I i
£ i
R T4V ¥ cantation shees 5ol 16
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N 194 Continued From page 5

ravealed he/she thought there was only one
parson in (he room when the transfer cocurred.

Irtervieny with CNA#1, on 02113/13 at 3:25 PM,
revealsd she used a gait bell and a walker o
assist the resident with a ransfer from the chair
{0 the bed on 030113, During follow up
infterview, on 02714713 at 4:40 P, the UNA

siated she was in the room by herself initially, but '

PN #2 came inta the coom and observed the
procedure. She further stated she was told
Resident #1 was a one [1) porson assist. She
stated that's the way she always transferred
Residant #1.

interview with CNA 2, on 02/14713, at 3:15 PM,
revealed she was coming out of anather
- resident’s room on §1/30/13 whan she heard

CNA#1 call her name. She stated she went into

_the raom of Resident #1 and the resident was
sitting on the bad. She further stated she saw the |

- resident’s whealchsir by the bed, but she did not
sae a walker or galt belt. Continued inderview
ravealed the resident was complaining of right :

- arm paln and CNA#T reporied she was lifting the
resident into the bed and heard the resident's arm
erack. UNA#Z stated she did not know what |
CHA#1 mean: when she said she lifted the
resldent into bed.

interview with LPN #2, on 02/15/13 at 3:40 PM, ;
- revealed Resident #1 was a one (1) person assist !
al the time of the incident. She slated CNA R
was using a gait belt and had the resident
standing when LPN #2 entered the room. She
further staled she observaed the fransfer,
. Continued Interview revealed LPN #2 heard both |
arms crack, like cracking knuckles. She stated |
the resldent’s right arm did hit the walker, During |
follow up interview, on 02/14/13 2t 5:00 PM, LPN

Chart audits were done on all resident
charts by the DON and ADON to verify
that facility policy on care planning and
care card use is being followed. The
Director of Nursing and the Assistant
Director of Nursing will sudit all charts
tor 3 weeks and will address concerns
immediately; then all audits will be
reviewed by the facility quality
assurance comumittes monthly. The
Quality Assurance is made up of the
faciiities Medical Director, Pharmacist,
DON, Administrator, Facilities Diractor,
Assistant DON, Social Worker, Director
of Dining Services, Director of Therapy,
' and MDS nurse. The QA committee
- reviews accidents each time thay meet,
identifies the need for audits and
programmatic changes 4s necessary. The
comumnittee will review the audits
monthly to determine if further audits
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#2 stated CNA #1 used a galt bell and 2 walker to |
transfer the resident, The LPN stated she was on
ong side of the bed and the CNA was on the :

other side.

Review of the Mursing Prograss Note, dated :
01/31/13 at 7:49 AM, revesled LPN #1 discovarad
Resident #1 to have pain in the right arm,
Continued review revealed the resident stated, 1 |
car't move my right arm at ali”. When the nurse

attempled 10 a55655 the arm, the resident refused!
and stated, "It hurts too bad”, ;

Interview with PN #1, on 02/13/13 at 3:25 PM.
- revealed she saw Resident #1 at the beginning of |

the day shift on 01/31/13. She stated Resident |
. #1 reported the arm was hurt when she was

being transferred the night before. The LPN
. slaled Resident #1 was a two (2) person assist

for transfars,

During interview with the Director of Nursing
(DON), on 02015113 at 3:15 PM, she stated '
" Resident #1 required the assist of two {2) persons |
for transiars at the time of the incidant, based on :
the comprehensive Care Plan and according to
the Resident Cara Card. Continyed interview :
_ revealed the Resident Care Cards wers posted in ¢
the resident rooms, so ali staff could determine at |
a glante what was required for each residents |
care. Howaver, observation, on 02/13/13 at 11:25
AM revealad the Resident Care Cardwasmot |
. visible "al a glance” In the resident’s room, but
was posted inside the doset on the back of the
closet door. Further interview with the DON _
revealed she did rot know why CNA#1 and LPN |
#2 thought the resident only required one (1)

| parson assist.
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N 220 Continued From paga 7 NE0 N 220 Quality Care
N 220 902 KAR 20:300-8(7)(b} Section 8. Quality of PN ZEp Resident # | was assessed by nurse on
Carg /3072013 Resident #1 was assessed by the
) Physician Assistant on 1/31/13. Resident # 1 had
{7) Accidents. The facility shall ensure that: ‘ JHIcIan Assistant on f“’! 13 esiaen a
(b} Each resident recsives adequate supervision | X-rays ordered and obtained on 1/31/13. POA of
and assistive devices to prevent accidents. resident # | was notified on 1/31/13. Resident #
Iwas schedyled to see Orthopedic Doctor, Staff
) was notified on 1/31/13 that resident # | had a
| fracture. Therapy was notiffed on 1/31/13 of
. esident’s {racture, A sli A% r
This requiremant is not mel as svidencad by g 5%“‘“ § irac ure A &aﬁimg; wag orde ed‘fbr
Based on ebservation, interview and rscord resident # 1. Pain medications were reviswead
review, it was determined the facility failed to , and altered for resident £ 1. Resident # | care
ensure sach resident received adaguate ; ds - ) .
supervision and assistance o prevent aceidents, plan was up "ﬁfed- R%!d?ﬁi # 1 had a walker 1o
for one (1) of threa (3} samplad residents use with transfers ali resident charts wers
{Resident #1). Resident #1 **‘235 355&35@? to reviewed resident care cards were also audited to
require the assistance of two (2] persons for ‘ .
tra(f&sfers; however, the resident was transierred match the compr. ehen%we care plans,
with the assistance of one {1) person and ; A “Teaching Moment” was done on 313w
sustained a fracture to the right upper arm. f re-educate staff on proper use of a gait belt, This
The findings include: i “Teaching Motment” was done by the DON.
ge freude f The review of the charts and care cards was
Interview with the Director of NU;Z”Q {ﬁg?‘?) ;2 : completed on /3172813 this review was
Q2115015 at 3715 PM, revealed she considere a: ) ]
 standard of care that # gait belt be used for all | completed by the DON and ADON,
fransfers, aithough the facilily did not have a : . . )
written policy related to ransfers and gait belts. | The facilities policy on Accidents was
reviewed (Attachment #4) and was upda{ed
' - i
Review of the clinlcal record revealad the facility : o1 21572013 by the DON. This pe icy was
admitted Resident #1 on T2/2612 with dragmses
. which included Corgestive Heart Failure, : reviewed with the Medieal Director.,
Hypertension, Osteoarthritis and Gout, This information is also covered in
, fthe Admission Min orientation for new nurses. Nurses and
Review of Section G of the Admission inimum . . ’
Data Set (MDS) Assessmant, dated 01/03113, nurse aides were reeducate @n| the
ravealed the facily assessed Resident #1 to importancs of following care cards by
require extensive assistance of two persons for
e T4BY # ctnvinustion shest 8 of 16
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N 220 Continued From page 8

bed mobiity and transters fo or from the bad,
chair, wheelchalr and standing position. Resident:
#1 had a Brief inferview for Mantal Slatus (BIMS)
scora of 12, which Indicaled the resident was
cognilively intack.

" Review of the Comprehensive Cars Plan, dated
01/10413, revealed the problam Funclional Deficit §
was identified with interverdions initlated which
included "resident requires extensive ass;si of twa;&;
with bed mobility, iransfers and tofeting...

Continued review of the Care Plan mvs&ﬁed
Fesident #1 was af risk for fractures dye to
Osteoperosls and Osteopenia (conditions
assoclaled with weak or britile bones).
Inlerventions for this risk included "use a gait beit |
with ransfers™,

Heview of the Resident Care Card, posted inside |
the resident’s cinset on the back of the close] '
door, revealed Resident #1 was to be ransferred |
with the assist of two (2 persons and the use of a!
gait balt.

Review of the Mursing Progress Nole, dalad
01/31/13 at 12:47 AW, roveated Licensad
Practical Nurse {LPN) #2 documented Resideni
#1 was transferred at 6:00 PM on 01/30/13 when |
@ "crackie noise” was heard, and the resident !
stated, "you broke my arm”, Continued review
raveaied the nurse reassured the resident, and
assassed the arm o have full {aﬁg& of motion, no
swelling, no redness, and no pal. Continued !
review revesled the nurse documentad the * nurse |
aide and nurse transferred patient propery”, ;

{

« Review of the Nursing Progress Nole, dated !
0173113 at 7:49 AM, ravealed Licensed Practical |
Nurse {LPN} #1 discovered Resident #1 1o have |
pain in the right arm.  Continued review revealed |

N 220

the DON (Attachment #3). Chart audiis
were done on all resident charts by the
DON and ADON to verify that facility
policy on care planning and care card
use is being followed this audit was
completed on 1/31/2013. The Direcé*{ir of
Nursing and the Assistant Director of
Nursging will audit all charts for 3 weeks
and will address concerns immediately;
then all audits will be reviewed by the
facility quality assurance eemmiﬁfm
monthly. The Quality Assurance 18
made up of the facilities Medical
Dhrector, Pharmacist, DON,
Administrator, Facilities Director,
Assistant DON, Social Worker, Director
of Dining Services, Director of Therapy.
and MDS nurse. The QA committee
reviews accidents each time they meet,
identifies the need for audits and

A
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{he resident stated, "t can't move my right arm at |

#l". When the nurse atlempled o assess the ‘

arm, the resident refused and stated, "I hurts (oo |

bad”,

nterview with Resident #1, on 02112/13 at 2:55

E ” >

PM, revealed ha/she thought there was only one , programmatic changes as necessary. The

person in the room when ihe transfer ocoured. committee will revi h .

The resident did not know the staff member's | _ ee will review the audits

monthly to determine if further audits

name. The resident stated, *| heard the bone

crack”. Continued interview revealed the resident | need to be completed. Care planning

reporled hefshe "almas! passed out it hurt 50 eceds wi i : ;
bad". The resident stated all kinds of people i, {wail. C‘Gn?me {0 be reviewed at the
came in and tha resident old them, "just leave wee Y cllnica mefstings to ensure that
me alane, get out and stay oul”. (Al this pointin care 1s meeting resident needs. The staff
the interview, Resident #1 staled "'m tired of : that was directly involved completed a
tatking about it and turned his/her head away return demonstration with the DON
from the surveyor.) f ViLh The LIV on

- 1-31-2013 demonstrating the ability to

;
Revisw of the Physical Therapy (PT) Daily Note, read, understand, and follow the resident

dated 01/31/13 at 4:46 PM, revealed Resldent #1 care guide,
| reported belng in a great amount of pain in the !
fight shoulder. Conlinuad review revealad the PT | . & . . X
Pian of correction completed on 2/16/2013.

- Assistant was told by 8 nursing aide the resident
had been lransferred the previous svening by ‘
staff pulfing under histher arms, which resulled In |

a popping stund.

* Intsrview with the Physical Therapy Assistan!
{PTA), or 02/13H 3 at 1146 AM, revealsd _
Resijent #1 was a "maximum assist of wo” prior
fo the Incident. She stated she saw Resident #1 |
on §1/31/13 and he/she was extremely guarded

- and in 3 lot of pain. She verified her written .
staternent, noted above, that it was reported to ,
her an aide had transferred the rasident by lifting
under the resident’s arms, and had heard a ‘
popping sound. The PTA could nol identify the
alde who transferred the resident, or the alde who |
gave the account to the PTA, Conlinued

STATE FORM il TagV iy H eortirugtion shest 10 of 16
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N 220 Continued From page 10 ‘: N 220
inferview revealed therapy staff had given an :
in-service on transfers approximalely one weak . ;
nefore the incident, but she did not know how ' i
- many staff had altended. ; ;

interview with the Qcoupational Therapy Assisianl
{(GTA}, on Q271313 at 11:00 AM, revesled she )
had seen Resident #1 in the afternoon of ;
01731713, She slated the resident complained of |

. pain in the right arm and did not want to move 1,
She staled the residant was very protective of the ‘
fight arm, which was swollen approximately twice :
its normal size. Continued interview revealed the
resident reported to the OTA the resident's anm
was injred the night before when "the gir” was
putting ihe resident (o bed. The resident lold the |
girl she was not deing it the way therapy did it (put
the resident to bed} but the girt didn't listen, The
OTA stated Resident #1 required two (2) people
for fransfers.

inlerview with CNA#3, on 02/13/13 at 3:00 PM,
ravaaled Resident #1 requilrad the assistance of
twio {2} staff for ransTers. She sialed she ook
cara of the resident on §1/31/13 on the day shift
CNA #3 reported Resident #¥ complained of har |
right arm hurling and stated staff picked her up !
wrong the evening befure. Resident #1 did not

_know the staff mermber's name, : :

; H

Raview of a sialement wrilten by Cerlified
Nursing Assistant (CNA) #1, dated 01730713
durng the initial investigation of the incident,
revealed she transferred Rasident #1 from the
chair to the bed, by herself, Reviswof 2 :
- subsequent (undated) written statement by CNA |
#1, she reported LPN #2 cams into the room and
performed an assessmentd after the resident was | ‘

in bad. '

STATE FORM o TA8V11 Heontnuation sheet 11 of 18




PRINTED: 03072043
FORMAPPROVED

Office of inspector Ganera!

STATEMENT OF OEFICIENCIES
AND PLAN OF QORRECTION IDENTIFICATION NUREER: g A BULDING:

(27} PROVIDER/SUPPLIERICLIA [ (%2] MULHPLE CONSTRUCTION § X3} DATE SURVEY
I cowmeTen

| ¢
106268 LB WING i bRMsizets

STREET ADDRESS, CITY, STATE, 2P CODE

2344 AMSTERDAM ROAD
MADONNA MANOR VILLA HILLS, KY &1047

i PROVIDER'S PLANOF (OBRECTION X
(EAUN DORRECTIVE ACTION SHOULD BE COMPEETE
CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

NABME OF PROVIDER DR SUPPLIER

(X4 I SUMMARY STATEMENT OF DEFCIENCIES
: (EACH DEFIGIENGY MUST BE PRECEDED BY FULL  pree

FREFM :
TAG REGULATORY OR LEC IDENTIFYING NFORKATION? TAG

N 228 Continued From page 11 C N220

Intarview with CNA #1, on 02713413 &t 3:25 PM,
revealed she vsed a gail ball and a walker (o
assist the resident with & transfer from the chair
to the bad on 01/30/M13. She stated LPN #2 was
in the room during ths transfer. Contimyed i
intarview reveated CNA#1 nad the walker in frcm{
af the resident and the resident pivoted around F
from the chair to the bed, She reporied as the
residerd moved o sif oo the bed, hisiher right
elbow hit the handie of the walker and made a
popping saund, "fike a joint pepping”. She sialed |
Cit was "very scary’. On furlher inferview, CNA #1
slated she had been trained on proper ransfers
during CNA training and al another facility but had |,
ot received any training at this iacility. Per ;
irterview, she started working al the facility in
January, 2013, Dunng follow-up interview, on _
02/14/13 at 4:40 PM, CNA! stated she was in . ,
the room by herself inffially, bui LPN #2 came info | ;
the room and observed the procedure. She :
further stated she had been lold Resident #1 was |
a one (1} person assist. She staled that was the |
way she always ransferred Resident #1, :

interview with CNAH#2, on D2/14/13, at 3:15 PM,
ravealed she was coming out of another

" rasident's room on $1/30/1 3 when she heard _
CNA #1 call her name. She stated she went into |

"the room of Residen! #1 and the resident was
sitfing on the bed. She furlher stated she saw 2he
resident's whaelchair by the bed, bul she did et
see a walker or gait bell, Cantinued interview
ravealed the resident was complaining of right /
arm pain and CHA #1 reporfed she was fifting the |
resident into the bed and heard the resident's arm;
crack. CNA#2 stated she did not know what
CNA #1 maant when she said she iiftad the
resident into bed. On further inlerview, CNA#2
siated she slaved with the resldent while CNA #1
went to get LPN 42, CNA #2 described Resident |

STATE FORM 49 T49v 1 ¥ ortinuation sheat 17 of 1
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N 220 Continued From page 12 _ NMaz0

#1 as being fairly cafm, was holding histher right ;
“arm next to the body, and supported the dight
. hand across the abdomen with the left hand, ;
- CNA#2 stated she had been trained on ransfers |

at another facility, bul had not received fraining

since coming lo work at tis facilily, Per interview :
she had been at the facility since December

2012,

interview with LEN #2, on 02/19%13 at 340 B,
' revealed Resident #1 was a one {1iperson asslst |
atthe time of the incident. She staled CNA#T
wis using a gait belt and had the residem
standing when LPN #2 entered the room. She _
further stated she observed tha iransfer. :
Continued inlerview revealed she heard "cracks”
tike cracking kruckies when CNA #1 pulled on
the gail belt. During follow up Interview, on
C2IT4/13 at 5:00 P, LPN #7 stated Resident #1
- was in the bed and was uncomfortable and
wanted (o get up. On reflection, the LPN stated | :
forgel’, and slated the resident was either in the !
. chair and wanled to go to bed, or was in the bad
- and wanted o get in the chair. The LPN statad _
she was on one sida of the bied and the CNA was |
* on the other side, and began to recount how CNA
#1 was pulting the resident to bad. She reported
" Resident #1's arm hif the walker and she heard
both ams "crack”. Furthsr interview with LEN #2, |
- and review of the incident report completed ony |
0173013, revealed the LPN notified the on-call |
* Physician, She stated since the resident daniad ;
pain, and {he nurse found no abrormalilies on her:
" assessment of the resident’s arm, the Physician
statad o just monitor the resident.

» Interview with LPN #1, on 02/13/13 at 3:25 PM, _
revealed she saw Resident #1 at the beginning of
the day shift on 01/31/13, She stated the resident
was helding his/her right arm close lo his/her side

STATE FORM Ry Thov1 # corfinuation sheet 13 of 18
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N 220 Continved From page 13

“ard complaining of pain, The resident was

. waaring fong sleeves and would nof allow the
nurse lo assass the arm,; the nurse could not say
i there was any swelling or bruising. Continued
interview with LPN #1 revesled Resident #1

. reported the anm was hurt when she was being
ransferred the right befors, The LPN slated
Resident #1 was a bwo {2} person assist for
rransiers. She further siated she nolified the
Physician and received an order to oblain an

- X-ray of the right arm and shoudder,

LN 220

Interview, 02/13/13 at 4:30 PM with the Physician
Asgistant werking for the Resldent #1's Physivian, |
revesled he was calied regarding the resident’s
arm and complaints of pain, and felt ke the
fracture did ccour during the transfer.

: During interview with the Director of Nursing

{DONS, on 82715A4 3 3t 10:35 AM, she siated : )
Resident #1 required the assist of iwo {2} persons }

for Iransfers al the time of the incident, based on | ;
the MOS Asssssment and the comprehensive
Care Fian, and as indicaled on the Resident Care
Card. Coniinued interview revealed the Resident -

" Care Cards were posted in the residents’ rooms, |
so all staff could delermine at a glance what was
required for each resident’s care. However, ; :
observation, on 02/13/13 at 11:25 AM, revealed . i

. the Resident Care Card was not visibie "al & :
glance” in the resident’s room, byt was posted
inside the closet on the back of the closat door.

" Continued interview revesled the DON did net
know why CNA #1 and LPN 42 thought the

- resident only required one (1) person assist, On
further interview, the DON stated the in-service |
ort irangfers, provided by the therapy department, !
shouid have been mandatory for all nurses and
CHas. She stated it would normally be the :
Human Resources staff person who wauld i
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ensure Al staff had attended. However, she
reported, thay did not have anyone in the Human
Resources position al the time of the in-satvice,
and the DON was unaware that anvone had

. verified whether or nol all staff attendad the

in-service. Review of the sign-in sheels revealed |
CNA#1 and CNA#2 had nol sliended the "
in-service.

Interview with the Administralor, on 02/15/13 at
1200 PM, revealed he felt LPN #2 was a good |
nurse and he trusted her. He stated he and LPN
#2 had folfowed up with the resident's daughler | i
after the incident, and the conversation included ,
~discussion of the use of gait bells for ransters. |
- He further stated the facifity had done audits in
. the past refated to proper transfer techniques, ;
* had not identified the need 10 continue them. He |
further sialed the ransfer in-service was ;
" mandatory, but he did not know I all staff had
~ atiended. .;

Buring subseguent interview with the DON, on
" 02/15/15 8t 3:15 PM, she siated she considerad HE
& standard of care that a gait belt be used for all
transiers, afthough the faciilty did not have a i
writien poficy related lo transfers and gall beits. | ;
She further stated she had investigated the
incident and inferviewed all staff involved. :
Continued interview revealed the DON
recognized inconsistencies between the resident '
and staff accountings of the incidant involving !
" Resident #1. She also acknowtadged ;
inconsistencies between staff descripiions of the |
" evenl and had re-interviswed staff involved, She
further stated it was impossible lo know exactly
what occured. She agreed it appearad the
resitdent had been transferred by CNA #1 alone, |
and it was nol clear when LPN #2 erdered the
room or if she gave any hands-on assistance or
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Notification of Change Policy and Pracedure

FI57 Motification of Change

POLICY) it s the policy of Madonng Manar to notify the attending physician {and/or Medica
Directoriin a timely manner, of changes or concerns in resident condition. it is the policy of Madonna
Manor to notify the resident and his/her family in 3 tmely mannar, of thanges or concerns in rasident
condition. The policy of Madonns Manor Is to engure that the residents recaive Quiaiity cars and

services.
PROCEDURE;

*  The nurse on duty is to notify the attending physiclan{or P.A. ARNP) and POA when thereis 3
sencern with the resident

¢ Thenurse on duty is to oty the ghysician {or P.A., ARNP) and responsible party of any
significant change in heaith, mental, ar payonosocial statys changes in the residents

= The rurse on duty is to notify the physiclan {or A, ARNPYand responsibis party when the
resident has an accident, which resuits in injury and could require physician interventions

* ifthe nurse on duty is unable to reach the attending physician, then the nurse is to notify tha
Medical Director with Ny concerns

¢ The only way that the facility does not notify the responsible party of significant changes is
when the resident is alert and ariented and declines tq have family notifiad

*  The aurse on duty Is to alert the resident of changes

Updated 2/15/2013 Tap
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Comprehensive Care Planning Policy and e
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Policy

it is the policy of Madonna Manor to develop an
individualized comprehensive care plan for each individual resident. The care
plans will be measureable objectives, in order to meet the resident’s medical,
physical, nursing, mental and psychological needs,

Procedure

* The care planning team, resident, and his/her family develop and maintain
the residents comprehensive care plan
* The comprehensive care plan identifies the highest level of functioning that
the resident may be expected to attain
* The comprehensive care plan is hased on a thorough assessment that
includes (but is not limited to) the MDS
® The care plan is used to:
© incorporate identified problems
O incorporate risk factors
Build on resident strengths
Reflect treatment goals
tdentify treatments and services needed
To aid in preventing (or reducing) declines in resident status
To enhance optimal functioning of the resident
To reflect currently recognized standards of practice for problem

S0 0 0 o

areas and conditions
» The resident care cards are an extension of the care card
* The resident care cards are a guide to resident care
* The care cards are updated weelkly as needed with changes
¢ The comprehensive care plans are updated at least quarterly with the MDS
assessment
* Acute care plans are initiated based on the nurses judgment

Updated February 2013 TAP
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February 15, 2013

Teaching Moment Regarding Care Cards/Care Cards, Notification, and Gait Belt

Lse

ATTN NURSES: it is the responsibility of ail of us nurses to:

» Update care cards based on current care needs of each individual resident
o Examples include: Resident requires more assistance with AD's
{Transfers, Meals, Personal Hygiene, etc,)
s To utilize a gait belt when you are helping to transfer someone
* Tomonitor and encourage staff to use a gait belt {especially if the care card
states this}
*» Notify the physiclan and family of changes in resident status and ary
significant concerns regarding the resident
o Examples include: Mental status change, falls, injuries, etc.)To use a
gait belt when we are helping to transfer someone

i you have any questions/commaents, please let me know.

Thank youl

Fruly Pennington BSN DON

Please sign below stating that you understand this:
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Accidents and incidents Policy and MaDONNa MANOR
?rnﬁedﬂgﬂgs A FRAHSIESC AN LIVING T oeMMBMUNIYY
F323 Accidents
Policy

ftis the policy of Madonna Manor that the residents environment remains as free of accident
hazards as is possible and that each resident receives adequate supervision and assistance
devices to prevent accidents. it is the policy of Madanna Manor that ait incidents involving
residents shail be investigated as neaded and reported to the administrator and Director of

Mursing.
Procedure

s The nurse will assess the resident immeadiately
& The nurse will initiate interventions immediately if neadad
¢ The nurse will notify the physicianin a timely manner
» The nurse will notify the family within a timely manner
»  The nurse will document:
o the date and time of the accident or incident
the nature of the incident or accident
where the incident ocourred
the names of witnesses and any accounts that they may have of the incident
the time that the physician and family were notified
nursing assessment obtainad
¢ any corrective actions taken

SO0 o o

* The nursing supervisor or Director of Nursing will be notified within 24 hours of
occurrence

¢ The accident or incident will be reviewed in clinical meeting weekly and by the QA
comydttee

Updated February 2013 TaP



