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Ans Abbreviated Survey was initiated on 07/07/15
with an Extended Survey initiated on 08/05/15
and concluded on 08/12A15 to investigate
complaints KY23483 and KY23580. The Division
of Health Care substantiated complaint KY
23560, The investigation delermined the
altegation had cccurred; however, the facliity was
in a period of non-compliance al the time of the
incident and the deficient practice related to the
allegation was determined 10 be corrected on
O7/14/15 as alleged. The Division of Health Care
substantiated complaint KY23483 with immediatg
Jeopardy identified at 42 CFS 483.20 Hesident
Assessment (F282) at a scope and severity of a
*J" and 42 CFR 483.25 Quality of Care (F323) at -
a scope and soverily of 2 *J" an 07/21/15 and
determinad to exist on 08/08/15. The faciiity was
notified of the immediate Jeopardy and
Substandard Quality of Care on 07/21/18,

Fesident #1 had a history of falls, unsteady gaill,
and walking with eyes closed. The resideni was
assessed to need siall assistance with transfers
and walking. On 06/68/15, &t 12:14 PM Physical
Therapy assessed the resident to need tha
maxirmum assistance of two (2} persons for
ambulation, However, Therapy stalf failed to
communicate the resident’s need for maximum
assist to nursing staff. On 0B/08/15, at 5110 PM,
Resident #1 fall while walking in the hallway
without any assistance of stalf. Resident #1
sustained bilateral subdural hematomas to the
forehead and a skull fracture 1o the back of the
head and expired sixtesn {1€) hours later at the
hospital,

The facility pmv*ded an accepiable Allegation of
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Compliance (A0C) on 08/05/15 which alleged
removal of the immediate Jeopardy on 08/C1115.
The Stale Survey Agency verified immediate
Jeopardy was removed on 0B/01/15 as alleged,
on 0B(12/15 prior to exit. The Scope and Severity
was lowerad to a "D" at 42 CFR 483.20 (F282)
and 42 CFR 483.25 (F323) while the facility
implements and monitors the Plan of Correction
{or the efiectiveness of systemic changes and
quality assurance,

483.26(k)(3)(1) 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 writien plan of
cars.,

This REGUIREMENT is not met as evidenced
by:

Basad on observalion, interview, record review
and raview of the facility's policies, § was
delermined the lacility {ailed to follow resident
care plan interventions 1o prevent falls by
ensuring assistance with ambuiation, a seat belt
alarm was Wned on at all times and assistance
with toileting for thres (3) of filteen (15) sampied
residents. (Residents #1, #8, and #10)

Resident #1 had a hisiory of falis, unsteady gall,
and walking with eyes closed. The resident was
care planned 1o need siall assistance with
walking due to unsieady gait. On 068/08/15 at
12:14 PW, Physical Therapy assessed the
resident 1o need the maximurn assistance of two
{2} persons for ambulation; however, this was not
communicated (o nursing. On 068/08A15 a1 5:10

F 000

Resident #1 was transferred to the hospital on
6-8-2015. Resident 88 was re-assessed for
restorative services by the MDS Nurses and
Restorative Nurse on 8-31-15. it was
determined Resident #8 should be toileted
before each smoke break to prevent self-
transfers, Resident #10 was re-assessed for the
use of a seat belt alarm on 8-31-2015. It was
determined Resident #10 should have a seat
belt alarm to prevent falls,

FORM CMS-2567(02-949) Previous Versions Ohsolpia

Event (D HISN 11

Facility 10 100162

i continuation sheet Page 2of 48



PRIMTED: 08/31/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMEB NG, 6938-0391
STATEMENT OF DEFICIENCIES 041} PROVICER/SUPPUER/CLIA (X7} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AN PLAN OF CORBECTION IDENTIFICATION NUMBER A BULDING COMPLETED
c
1858165 B WIRG 08122018

NAME OF PROVIDER OH SUPPLIER

GOLDEN LIVINGCENTER - CAMELOT

STHEET ADDRESS, CITY, STATE, 2P CODE
1108 LYNDON LANE
LOUISVILLE, KY 40222

bilateral subdural hematomas to the forehead
and a shkull fracturs fo the back of the head and
axpired sixtgen {16} hours fater at the hospital.

in addition, on 08/10/15 at 9:60 AM, revealed
Fesident #8 had not received the rastorative
services that was care planned, FHesident #8
experienced a fall on D8/08/15 trying lo transfer o
the toliet. Interview with the ADON revealed the
stalf had not implemented the tolleting and
restorative care plan interventions, as per their
policy. She stated i the staff had provided
toileting assistance to the resident the fall would
have been prevented.

The facility's failure 1o have an eflective system in
place, to enswre care plans were followsd has
caused ur is likely to cause serious injury, harm,
impairment or death to a resident. Immediate
Jevpardy was delermined (o exist on D6/08/15.

An acceptable Allegation of Compliance was
received on OB/05/15 alleging removal of the
immediate Jeopardy on 08/01/15. The State
Survey Agency (SSA) vatidated the removal of
immaediate Jeopardy on 0B/01/15 as alleged prior
to exit on 0B/12/15. The scope and severily was
lowered g a "[)° while the {acility monitors the
systemic changes and the Guality Assurance
montiors the effectiveness of the plan of
correction.

The findings include:
Heview of the facility's policy regarding Fails

Management Guidelines, dated 08/25/15,
revaaled the interdisciplinary leam would evaluate
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PM, Hesident #1 fell while walking in the haliway .
without staff assistance. Resident #1 sustained 2. All residents were assessed by the Director of

Nursing Services (DNS), Restorative Nurse,
Nurse Consultant and/or MDS Nurses for the
need of restorative services by 8-31-2015. &t
was determined 92 residents are appropriate
for restorative services. Twenty-five residents
are on a toileting program. The DNS,
Restorative Nurse, Nurse Consultant and/or
MBS Nurses revised WD orders, Care Plans and
CNA Care sheets as needed.

All resident with a seat belt alarm in use were
assessed by the DNS, Restorative Nurse, Nurse
Consultant/or MDS Nursas for use of an
appropriate intervention to prevent falls on &-
31-2015. Ten vesidents have a seat belt alarm
in use. The DNS, Restorative Nurse, Nurse
Consultant and/or MDS Nurses revised MD
orders, Care Plans and CNA Care sheets as
needed.

A Fall Care Plan intervention Audit was
compieted by Charge Nurse on 8-31-2015 for
each resident with a Fall Care Plan who has had
mare than one fall in the last 180 days. This
included 33 residents. Charge nurse will
communicate those interventions to be
followed to the assigned CNA each day.
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the fall prevention plan of care for residents at
risk for falis, Appropriate interventions wouid be
impiemented and the care plan updaled. : .
3. Licensed nursing staff and certified nursing
Fleview of the Post Falt Analysis Summary and assistants {CNA} received education regarding
Guidelines for Completion, dated 11/13/14, " . .
revealed the facility would complete the post fall restorative services, ensuring seat belt alarms
analysis summary after every known resident fall are turned on and following fall care plan
to assess the individuals condition and to identify ;
the reason andfor risk factor for the fall in order {o interventions by the Director of Clinical
prepare a plan of care {o sduce the polential for ; i
future falls. Education beginning on §-10-2015.
o The Charge Nurse will observe interventions
1. Review of Resident #1's clinical record daily: beginning G.11.
revealed the facility admitted the resident on L begz‘nnm'g 3 k11 2015 to ensure the Fall
02/24/15 with diagnosas of Syslolic Hear Fallure, Care Plan is being implemented. The audits will
Hyperiension, Atrial Fibriliation, and Dementia be turned in to the DN ;
with Behavioral Disturbances. Review of . 0 ?’ Nurang Consultant
Resident #1's Quarterly Minimum Data Set and/or Nursing Supervisor daily for review,
(MDS) assessment, completed on 04/21/15, Foliow up is completed as needed i i .
revealed a Brisf interview for Menta! Status d . P , P L eﬁ mc!ud{ng re
(BIMS) exam was conductad and the facility education or if warranted disciplinary action for
assessed the resident with & score of ten (10} a nurse or CNA,
mearing the resident was inlerviewable. A
9 4. Beginning on 9-3-2015, QAP| meetings will be
gevigw cssi t;xe Con:prehe?sive Caée Pz?n f%&’ held weekly for four weeks, then bi-weekly for 1
esident #1 revealed a plan was developed on month .
02/25/15 with updated goals and a target date for t, then tﬂﬂnthiy on going. QAPI
06/18/15. The problem stated the resident was at committee will review resuits of staffing and
risk for falls due to a history of lalls at home and resident participati e ;
cognitive impaiment related to the diagnosis of P X P 0'? audits, !r?céudmg trends
Dementiz. The goal stated the resident would and compliance. ED is responsible for QAP
have no falls through next review. The meetings.
approaches directed the stalf 1o monitor for
changes in funcllonal stalus, environmental and
situational hazards daily to ensure a safe ; . .
environment was provided. 5. Date of Compliance: E:;bzﬁﬁ |
> - 3 |
Further review of the care plan revealed on / L2 [ IS A2
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Q6/06/15, dus o a fall thal ccourred on 06/07/15,
the faciiity noter! the resident was 1o be evaluated
by Physical Therapy and staff was to assist with
transfers and walking due o an unsieady gait,
However on 06/08/15, nursing staff talled to
foliow the residents’ plan of care to assist with
ambulation due 1o an unsteady gail,

Interview with Licensed Practical Nurse (LPN) 41,
on 07815 at 3:25 AM, revealsd Resident #1
was very lethargic on the moming of 06/08/18
and was pacing on the unit. She tried 10 keep the
resident as close lo her as possible while she
completed her daily tasks and so did other staff.
She siated later in the day she requested exira
staff on the unit in order lor Resident #1 1o have
one 1o one assistance and monitoring because
the resident was at risk for falls; howaver, she
was not provided a rationals for not sending
additional stafl. instead she was provided a chalr
alarm to use. Mowever, the care plan stated to
use one stalf for ambulation, not a chair alarm.
LPH #1 stated a chair alarm was not an
appropriate intervention for Fesident #1 because
the resident would not remain seated for any
length of tima. Around 5:00 PM she was in the
hallway by the nursing station passing
medications and Resident #1 was behind her.
She stated she turned to give anocther resident
some medications and heard a loud thud. When
she {urned around she observed Resident #1
laying on the floor on his/her back,

interview, on 07/10/15 al 5:00 PM, with LPN #5,
revealed she worked as an aide on 08/06/15
when Resident #1 susiained the fall. The resident
was very lethargic and was observed to walk with
his/her eves ciosed. LPN #5 stated Resident #1
was assessed as a fall risk, She requested exira
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staff for the unit in order for someone o stay one

on one with Resident #1 to maintain hisfher satsty
and prevent a fall. Howevear, the request was not
granted and instead a chair alarm was provided
for use with Resident #1. She did the best she
could to walch the resident while trying o lake
care of her other residents. She stated the chair
alarm was not appropriate because the resident
would not stay seated and would get up and pace
around the unit.

interview with Cerlified Nursing Assistant {(CNA)
#4, on 07/14/15 a1 8:00 AM, revealed Hesident #1
would pace around the unit and at times would
walk around with his/her eyes closed. She slated
stalf was lold to keep a closer eye on the resident
and assist as needed, howaver, if she had to jend
to ancther resident she could not ba there to
provide that close atlention, She stated she
would put the resident in the chair that reclined in
the commaon area and go tend to another
resident. She stated she would come back and
the resident would be up walking around without
assistance.

interview with the Direcior of Nursing {DON), on
07/44/15 at 3:40 PM, revealed she was not the

« DON at the time of Resident #1's [all. She stated
after assuming the role of DON and assessing
the nursing staff skitls related to the care planning
process she staled she had concems with the
faciity's ability to implement the care plan. She
stated she was in the process of developing a
plan to fix the issues and the identified concemns.
She stated if resident care plans were not
followed the appropriats interventions related o
the fall, residenis were at risk for falls and
injuries,
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Attempled interview with the previous Director of
tursing, on duly at the time of Resident #1's fall,
on O7/16/15 at 410 PM, 07117715 at B:117 PM and
3:00 PM, revealed no contact was made and no
returmn call was received.

Interview with the Administrator, on 07/10/15 a1
3:30 PM, revealed the nursing care plan for
Fesident #1 was not meaningful to ensure
another fall would not occur. She stated the
faciity had recently recognized the nursing stalf
needed additiona! training in the care planning
process and they were still in the process of
improving the skilis of their nursing stafl.

2. Review of Resident #8's clinical record
revealed the facilily admitted the resident on
12/21/11 with diagnoses of Human
Immunodeficlency Virus, Aphasia, and Cerabral
Vascular Accident with Hemiplegia.

Review of Resident #8's Quarterly Minimum Data
Set (MDS) assessment, completed on O7/17/18,
revealed a Brief Interview for Mental Status
{BIMS) examination was conducted and the
facility assessed the residen! with a score of
ninety-ning (99} meaning the resident was unable
to complete the interview. The MDS assessmaent
stated the resident was currently on a toileting
program and occagionally incontingnt of uring and
always continent of bowel,

On 0B/05/15 at 11:25 AM, an interview with
Licensad Practical Nurse (LPN) #9, revealed
Fesident #8 needed the assistance of two (21 to
toilet. She staled the resident was able 1o make
his/her needs known to staff and would vell out
instead of using the call light for assistance lo use
the bathroom and stalf would respond. She
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stated i stafl was not within range they would not
hear the resident yelling.

Foview of the Post Fall Analysis/Plan, daled
07/27115, ravesied Resident #8 had a history of
falls and experienced a fall, on 07/27/15 at 11:00
P, whils trying (o transfer (o the tollet unassisted
after returning from a smoke break; no injuries
were noted on the form. Recommendations made
from the interdisciplinary team review were to
immediately reassess the resident; reassess the
resident’s tollsting program needs; reler the
resident to therapy for screening or evaluation; for
restorative to see as ordered; monilor for
changes for three (3} days; and, report to the
physician any change in the resident's condition.

Feview of the Comprehensive Care Plan for
Resident #8 revealed a plan was developed on
0B/05/15, with updated goals and a target date for
11/13/15. The problem siated the resident had
functional incontinence related to the inability to
recognize bladder cues secondary 1o poor
mobility and dementia. The goal stated the
resident would be accepting to folleting cues and
statt would maintain dignity with odorfsolled free
clathing. The approaches directed staff 1o monitor
- the resident's response with the loileling program;
- offer assistance (o tollet Dotore and after supper,

¢ at bedtime; every three (3) hours during the night;
- and, as necessary.

Fleview of the Post Fall Analysis/Plan, daled

O8/08/15, revealed Resident #8 experienced a -
fall, on 08/08/15 at 10:00 AM, when the resident
atternpted to transfer self 1o tha foilet, ‘

Review of the resident's Restorative Program
revaaled the resident had only received twelve
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(12} of twenty-aight (28) sessions; and, from
Q7/27/15 1o 08/07/15 the resident had only
received two (2) fitteen (15) minute sessions.

interview with the Assistant Direclor of Nursing
{ADON]}, on 0B/10/15 at 9:00 AM, revealed
Fesident #8 had not recelved the daily restorative
care per the the resident's was care plan.
Continued interview with the ADON, revealed
Fesident 8 experienced another fall on 08/08/15
frying to transfer o the toilet again, The ADON
stated the stalf had not implemented the toileting
and restorative care plan interventions, as per
their policy. She stated i the stalf had provided
toileting assistance to the resident the fall would
have been prevenied.

Interview with the Director of Nursing, on
QB/12/15 2t 5:20 PM, revealed she did not
remember speaking about Resident #8's falis or
care plan interventions related io tolleting or the
restorative programs during the morming
meetings. She stated care plans needed to be
current and the facility needsd lo ensure care
plan interventions were implemented by the siaff
to prevent another occurrence as per the facllity’s
policy.

Interview with the Administrator, on 0BM2/15 at
5:50 PM, revealed she made rounds dally, had an
open door policy and insisted stall call her when
there were falls or other concerns. She stated she
had identified the facility staff st needed
additional education and supervision 16 ensurs
the resident's care plans were followed and the
resident's needs wers mat. She siated the facility
should have {cllowed their care plan policy to
ensure Resident #8 recelved the nacessary
toileting assistance and restorative services per
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hisfher plan of cars.

3. Review of FResident #10's clinical record

- revealed the facility admitted the resident on
0119714 with diagnoses of Dementia with
Behavioral Disturbances, Spinal Stenosis,
Depression and Macular Degeneration.

Review of Rasident #10's Annual Minimum Data
Set (MOS) assessment, completed on 08/11/15,
reveaied a Briel Inferview for Mantal Status
(BiME) examination was conducted and the
facility assessed the resident with a scors of three
(3) maaning the resident was not inferviewabis.

Review of the Comprahensive Cars Plan for
FResident #10 revealed a plan was developed on
01/08/14, with updated goals and a target date for
10/01/15. The problem stated the resident was at
risk for {alls due 1o a history of falls related to
unsteady balance, attempis to get up unassisled
and anxious behavior. The goal siated the
resident would nol receive any injuries from {alls
through the next review. The approaches directed
staff to ensure the bed and seat belt alarm {o

- wheelchair was in place at all fimes and offer
diversional activities such as snacks, music or
piciures and toilet as scheduled.

Observation of Resident #10, on 08/06/15 a1 2:00
PM, revealed the resident was in bed in the low
position with eves closed. Observation on
OB/10/15 at 11:50 AM, revealed Resident #10 was
in the common area seated in a wheeslchair with a
self releasing seat belt.

Review of the Post Fall Analysis/Pian forms,
dated 07/10/15, 08/G1/15 and 08/03/15, revealad
- Fesident #10 experienced non-injury talls from
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the wheelchair on sach of these dates. Continued
review of the document revealed each time the
resident was found on the floor the seal belt
alarm was not sounding and found to be in turned
on the off position. Fleview of the recommended
care plan interventions developed after each fall
revealed they were the same on each documsnt,
interventions included to immediately assess the
resident and monitor tor three (3) days, ensure
the proper working order of the seat belt alarm;
staff 1o make sure, each shifl, the alarm was
turned on; and, to provide supervision and offer
diversional activities of the resident's choice,
Howeaver, the lacility was unabie 10 provide
documented evidence they were following the
care glan intervention, per the facility policy, to
ensure the seat bell alarm was checked each
ghift tor proper working order.

On OB/1015 at 3:50 PM, an interview with the
East Unit Nursing Supervisor, revealed nursing
did not document that residents' alarms were
checked daily or per shif for functionality. She
stated there were no orders (o do so for any
resident with an alarm. Howaver, it was the
rrsing staff's responsibility to ensure Resident
#10's plan of care intervention regarding making
sure histher alarm was on and funclioning
properly was actually implemented as per the
care plan policy.

On OB/10/15 at 1:00 PM, an interview with the
Director of Nursing, revealsd the faciity did not
document if the residents’ bed/chair/seal belt
alarms were checked for functionality. That
would have to be put in as a Physician's Order for
it to ransfer over (o the medicatlion or treatment
record for the nursing stalf to provide
documentation that they were checked for proper
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functioning, The DON stated documenting those
types of checks had not been a routine practice
for the facility. She staled she had identified the
stalf was not providing the necessary supsrvision
or diversional activittes to prevent the resident
from trying to get up from the whesichair
unassisted, as per thelr tacility's care plan policy
for implementing care plan interventions.

On O8/11/15 at 1:45 PM, an inlerview with the
Administrator, revealed the Director of Nursing
and Assistant Director of Nursing brought #t 1o her
atiention that the staff was not following the care
plan policy related to the seat belt alarm
intervention {o ensure it was on while Resident
#10 was In the wheelchair. She stated she was
responsible for making sure the stalf followed the
care plan policy.

The facility took the following actions to remove
tha Immediale Jeopardy on 08/01/15 as follows:

1. On OB/08/15 Resident #1 was assessed by RN
#2 the Nursing Supervisor and immediately sent
te the hospital.

2. On 07116115, the Directar of Rehabilitation and
Executive Director (ED) reviewsd the Therapy
Evaluation polley and agreed the policy was
foliowed and that communication would be
enhanced by updating to include “Tell a Murse” for
the evaluation pracess. This was also discussed
on ine phons with Kentucky Area Vice President
of Golden Living on 07/16/15. The previous policy .
did not inciude communication upon evaiuation,
This was completed on §7/16/15.

3. On 06/09/15 the laciiity slarted fraining
suparvisors on one to one {1:1) supervision

Fasz
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staffing by the Administrator and Direclor of
Nursing (DN8); seventy-seven (77) staff had
baen trained. Training completed 07/31/15. Any
staff that had not been trained will not work until
training had been completed, Stariing on
06/09/15 Nurses and CNAs received tralning on
the meaning of 1:1 by DNS. Sevanty-seven (77)
nurses and CNAs have received training as of
073115, Attendance is checkad by DNS, ADNS
and Nursing Supervisors. if a CNA or Nurse was
on leave or vacation, they were scheduled to
have the education prior 1o shift upon returmn.
Golden Living Camelot does not utilize Agency
stalfing.

4. One on one competency audit interviews for
the one on one (1:1) supervision training
follow-up started 07/29/15 with Certified Mursing
Assistant {CNA) and nursing staff, Registered
Nurse (RN}, and Licensed Practical Nurse (LPN}.
This was completed by Nursing Consultant, ED,
and Nursing Supervisors. Forty-eight (48}
interviews had been done. Going forward five (5)
intervisws would be done on varied shifis each
day for two (2) weeks and then five {5) times per
week for one month. Any deficils were retrained
al the time of the inferview with the CNA or
Nurse,

5. Rehabititation Manager identified residants that
had been gvaluated by therapy in the last three
{3) manths or on therapy caseload as of 07/23/15
without any issues noted. Thirty-seven (37)
rasidents had been svaluated, Thirty-seven (37)
care plans were revised by nursing and therapy {o
include gait and transfer information. Those carg
pians had been reviewed and revised ag
“indicated. On 07/17/15 CNA care cards were
revised o assure consistent language was used
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thraughout the building for CNA care.

€. Training on Tell a Nurse program was done
with ten (10} therapists starling 07/16/15 by the

. Direclor of Rehabilitation. Training with therapists
was completed on 07/24/15, Starting on (07/16/15,
DNS trained forly-three (43} of lorty-four (44)
nursas on the Tell a Nurse program. Training for
nurses was completed on 87/30/15. The one
remaining nurse would be trained prior 1o working
a shift by the DNS, Assistant Director of Nursing
 Services (ADNS}, or Nursing Superdsor.

7. Checked the Tell A Nurse binders on each
nursing unit for comemunication sheet, check care
plan and care sheet (0 agsure any changes were
added 1o the care plan and the CNA care sheet,

- Audits were completed on 07/15/15 through
GBA4AIS by DNE, ADNS, ED, Nursing Supervisor
or Nurse Consuliant subsequent to Tell A Nurse
form to observe service and confirm # was
consisient with Tall A Nurse information, On
07/23/158 the Nurse Consultant completed an
audit of the Tell a Nurse process. Each binder
was reviswed 1o assure commaunicalion sheels
were in place, and care plans and care sheals
were raviewed o assure acouracy. Thres (3) care
plans were updated or changed by the Nurse
Consultant, Follow up was completed with the
nurse. The modifications included more specific

- information to a care plan regarding transfers,
and supervision 1o licensed nurse (o assure
update of CNA care sheel. On the two other
cases it was assured thal the care plan and CNA
care sheels maiched and both were updated.

8. Starting 07/30/15 when a 1:1 was done, the
Unit Manager brought the 1:1 supervision
documentation to the clinical start up for a check
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of the documentation. The Adminisirator, DNS, or
Nursing Supervisor would complete an audit of
1:1's at varied times daily to assure one o ong
supervision was being dong according (o
protocol.

9. Starting on 07/23/15 the DNS, ADNS, or Nurse
Supervisor continue to check that changes were
made {o the care plans from therapy evaluations
at the daily dlinical start up. The nurse brought the
binder to clinical start up, when a Tell 2 Nurse
form had been completed, Therapy, Nursing
Consultant/ DNS or ADNS checked the Tell A
Nurse form and assured care plan updates and
care sheet updates were completed uging the Tell
A Nurse Audit Form,

10. An Ad Hoo Quality Assurance Process
improvement (QAPY) meeting was held on
07/23/15 o discuss and validate that the resulis
of the therapy evaluations wera updated to the
care plans and the CNA care cards. This was
conducted by the Administrator, DNS, ADNE,
Social Worker, Therapist, and Medical Director
and will continus weekly Umes four {4) weeks,
then bi-weekly times four (4) weeks, then monthiy
thereatier. The monitoring and auditing of the Tell
A Nurse program woldd be done by the DNS,
ADNS, or Nurse Supervisor, Additional Ad Hoo
QAP held on 07/29/15 o update system of
checks and validate current systems. Ad Hoe
CAPI for entire system held on 07/28/15 including
Competency interview system.

The State Survey Agency validated the removal
of Immediate Jeopardy on 0B/12/15 as follows:

1. Heview of Fesiden! #1 nurses note, dated
06/08/15, revealed Resident #1 was assessed by

F 282
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Hi #2 the Nursing Supervisor and sent (o
emergency department post fall on 08/08/15 at
517 PM.

2. Review of "Evaluation-Plan of Care policy,
undated, and "Tell A Nurse” fonm, undaled, on
08/10/15, revealed the Therapy Evaluation policy
and procedure was raviewed and updated io
include the Tell A Nurse form by the Director of
Fehabiiitation, ED, and the Kentucky Area Vice
President of Golden Living. Interview with the
Rehabiiifation Director, on 0BA0/15 at 11:00 AM,
and Administrator, on 08/10/15 at 8:45 AM,
ravealed the policy was reviewed and procedure
updated to Include the Tell A Nurse
cammunication form and completed on 07/16/15.

3, Review of in-service records, dated 06/09/15,
revealed seventy-seven (77) stalf had been
trained by the Administrator and Director of
MNursing on one lo one slaffing. Training included
the definition of 1:1 stalfing, steps o provide 11
suparvision, and the required documentation for
1:1 supervision, Interview with Nursing Supervisor
#2, on 08710415 at 3:50 PM and Licensed
Practical Charge Nurse #3 revealed they had
received training on 1:1 resident care and could
correctly defing 1:1 and knew what to document
regarding 1:1 supervision.

4, Ravisw of one on one {1:1) Competency
Interview audits and Daily Assignment Shests,
revealed forly eight (48) staff, including CNAs,
RiNs, and LPNs, on varied shifts had been
interviewsd regarding 1.1 supervision. interviews
began on 07/29/15 and wers completed dally until
0B/06GH 5 by Nursing Consultant, Administrator,
and Nursing Supervisors. Interview with
Administrator, on 08/10/15 at £:45 AM, revealed

F 282
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. of the interview. Infervew with Certified Nursing
. Assistant #10, on 08/10/15 at 3:10 PM, revealed

- been interviewed after fraining to determine i she
- could recite what she was required to do.

- interviewad afterwards to check if she knew her
- respongsibility regarding 1:1 supervision. She

| process. She stated her responsibility was (o
: ensure documentation was complsted by the

- last 3 months, and resident care plans were
- updated to include gait and transfer information.
interview with Divector of Nursing, on 08/10/15 at

Continued From page 16

she conducted 1:1 Competency interviews, and
had done more than the required five each day
during the fiest 2 weeks. She staled any stalf
person requiring retraining was done at the time

she received training on 111 supervision and had

interview with Licensed Practical Nurse #7, on
0B/11/15 atl 1:55 PM, staled she had recelved
fraining regarding 1:1 supervision and had been

stated she was o ensurg the CNA's dosumenled
their 1:1 observations and that staff could not
leave the resident unless provided relief.
interview with Registered Nurse #2, on 0811015
at 11:00 AM, revesled she had recelved iraining
or 1:1 suparvision and had been inlerviewed aller
the training to determing her knowledge of the 111

CNA and that slaff was nol o leave the resident
unless another stalf member relieved them.

&. Review of the {acility's document titled Level of
Assist from 05/01/15 to current, revealed
thirty-seven (37) residents had heen evalualed by
therapy during that time. Record review of those
thirly seven (37) resident care plans and CNA
care cards, revealed gait and transfer informalion
was included on the care plans and CNA care
cards. interview with Rehabilitation Manager, on
0BAOME al 11:00 AM, revealed she identilied 37
rasidents had been evaluated by therapy in the

F 282
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10:40 AM, revealed CNA care cards wers revised

on (7/17/15 to assure consistent language was
used throughout the building.

&. Review of in-sorvice records, dated 07/16/185,
reveated ten {10} therapists had been trained on
Tell & Nurse program by the Director of
Rehabililation. interview with the Director of
Rehabilitation, on 08/10/15 at 11:00 AM, revealed
she had trained 10 therapists on the Tell A Nurse
program. Interview with the Occupational
Therapist, on 08/10/15 at 11:10 AM, revealed she
had recelved training by the Director of
Rehabilitation regarding the Tell A Nurse program
which included filling out the form and verbally
providing a report 10 nursing staff of their
assessment findings.

Additional review of in-service record, dated
O7/16/15, revealed forty-three {43} nurses had
atiended training on the Tell A Nurse pragram by
the DNS. Interview with Licensed Practical Nurse
#7, on OB/11/15 at 1:5% PM, revealed helshe had
Been trained on the Tell A Nurse program,
including the location and purpose ol the Tell a
Nurse binder, and the process for updating care
plans and ONA care sheet afier therapy
evaluation,

7. Review completed an 08/10/15, of the Tell A
Nurse Binder communication sheels, resident
care plans, and CNA care sheets, revealed
changes and updates from the Tell A Nurse form
were updatsd on the resident care plan and CNA
care sheets.

interview with the Administrator, on 08/10/15 at
g:45 AM, and Direcior of Nursing, on 08/10/15 at
10:40 AM, revealed they had conducied audits of
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the Tell A Nurse communication shest, resident
care plans, and GNA care sheets to confiem that
information was consistent on all documents.

interview with Nurse Consuliant, on 08/10/15 at
13:45 AM, and Nursing Supervisor #2, on
08/10/15 at 3:50 PM, revealed they compieted
audits of the Tell A Nurse process on 97/23/15,
including reviewing the Tell A Nurse binders 1o
assure communication sheels were In place, and
care plans and care sheels were reviewed for
gccuracy. in addition, they revealed three (3} care
plans were updated 1o include more specific
information regarding transfers, and supervision
to Heansed nurss o assure update of CNA care
sheel. Heview of the three care plans, revealed
care plans and CNA care shesis were updated
with therapy's recommendations for assistance
with transfers and walking.

8. Observation of the clinical start up mesting, on
OBAG/5 at 200 AM, revealed the Unit Manager
of the Alzhelmer's Cara Unit (ACU} had one
resident on 1:1 supervision. The 11
documentation was discussed and reviewsd by
tha DON. Feview of the 1:1 documentation for
the resident, revealsd 11 documentation was
complets, and the ED, DNS, or Nursing
Supervisor had completed a daily audit of the
documentation. Review of Golden Living Center
Camelot £.0. Stand-Up Meeling sheels from
O7/31/15-08/0515, revealed 1:1 documentation
was reviewsd daily during the clinical start up
meating.

4. Observation of the clinical star up meeting, on
OB/0B/15 at 9:00 AM, revealed the Tell A Nurse
binders on each nursing unit wers reviewed with
no new Tell A Nurse forms completed the
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pravious day. Heview of the Tell A Nurse forms
from Q7/23/15, resident care plans, and CNA care
sheels, revealed therapy evaluations from the Tell
A Nurse form were updated on the resident care
plan and CNA care sheets o reflect therapy
recommendations. Interview with the DNS, on
08/12/15 at 5:20 PM, revealed she checked the
Tell A Nurse form and assured care plans and
CNA care sheels were updated using the Tell A
Nurse Audit Form.

10. Review of the Ad Hoe Quality Assurance
Process Improvament (QAP1) sign in sheets, and
agendas dated 07/23/15 and 07/29/15, revealed
the Adminsirator, Director of Nursing, Assistant
Director of Nursing, Social Workey, Therapist and
Medical Direclor were in attendance. Intarview
with the Administrator, on 08/12/15 at 5:50 PM,
ravealed the QAPI leam met weekly i not more
frequentiy. in adgition, the QAP! leam discussed
the results of therapy evaluations and ensured
care plans and CNA care cards were updated.

Interview with the Director of Nursing, on
08/12/15 at 5:20 PM, revealed she was
rosponsible for the monitoring and auditing of the
Tell A Nurse program. She stated she reviewad
the Tell A Nurse communication sheet in the daily
clinical start up meetling and completed audits 1o
ensure care plans and CNA care shesls were
updated as needed.

Interview with the Medical Director, on 08/12/15
at 1:45 PM, revealed he met weekly with the
faciity QA commities members to discuss the
information brought to the commities by s
members. He slaled the Tell A Nurse form and
communication process was discussed and
actions were developed at the meeling. He stated
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environment remains as ree of accident hazards
as is possible; and each resident receives
adeguate supervision and assistance devices to
pravent accidents.

This REQUIREMENT is not met as evidenced
by

Based on observation, interview, record review
and review of the facility's policy, it was
determined the facility lailed to have an effective
system in place o ensure residents received
supervision to prevent accidents. The facility's
analysis of the potential causes of the incidents
faifed to determine the root cause. In addition, the
interventions developed were not evaiuslted for
relevancy or effectiveness in order to prevent
recurrence for three (3) of fifteen (15) sampled
residents, (Resident's #1, 48, and #10).

Hesident #1 had a history of falls, unsteady gail,
and waliing with eyes closed. The resident was
agsessed (o need sialf assistance with transfers
and walking. On 06/08/15, at 12:14 PM Physical

STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPUER/CUA {X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION ENTIFICATION NUMBER: A BUILDING COMPLETED
G
185165 B. WiNG 08/12/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
1101 LYNDON LANE
€ ..
GOLDEN LIVINGCENTER - CAMELOT LOUISVILLE, KY 40222
€310 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 51
FPREFX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY GR LSC IDENTIFYING INFORMATION) TAG CROSS-REFSRENCED 1D THE APFROPRIATE DATE
DEFICIENCY)
F 282 | Continued From page 20 Fag2
the 1.1 supervision process was also discussed
along with audit findings.
Review of the QAP sign in sheets, revealed
QAP! mestings were held on O7/23/15, 07/28/15,
08/08/15, and 08/06/15, Review of the QAP
docurnentation, dated 07/23/15, revealad process
and progress of audit systems were discussed.
F 323 483.25(h) FREE OF ACCIDENT F 323
§8=) | HAZARDS/SUPERVISION/DEVICES
The faciity must ensure that the resident F3z23

1. Resident #1 was transferred to the hospital on

6-8-2015, Resident #8 was re-assessed for
restorative services by the MDS Nurses and
Restorative Nurse on 8-31-15. it was
determined Resident #8 should be toileted
before each smoke break to prevent seif-
transfers. Resident #10 was re-assessed for the
use of a seat belt alarm on 8-31-2015. It was
determined Resident #10 shouid have a seat
belt alarm to prevent falis.
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Therapy assessed the resident 10 need the . <k
madimum assistance of two (2) persons lor 2. All residents who previously had a fall are atris
- ambulation, However, Therapy stalf falled o ient practice. A Fall Care Plan
communicate the resident's need for maximum for the delﬁc‘en p by Charge
assist 1o nursing staff. On 06/08/15, at 5:10 PM, intervention Audit was completed by Charg
Resident #1 fell whils walking in the hallway Nurse on 8-31-2015 for all residents with a Fall
without any assistance of stall, Resident #1 d than one fall in the
sustained bilateral subdural hematomas to the Care Plan who has had more
forehead and a skull fracture 1o the back of the fast 180 days. This included 33 residents. All
:iisﬁaa?d expired sixteen (16) hours laler at the interventions were determined to be in place.
All residents with a seat belt alarm in use were
In addition, Fesident #8 had a history of falls and orative Nurse, Nurse
experienced a fall, on 07/27/15 at 11:00 PM, while assessed by the DNS, Rest
trving to transter to the loilet unassisted alter Consultant/or MDS Nurses for use of an
returning fram & smoke break; no injuries were iate intervention to prevent falls on 8-
noted. The resident experienced ancther fall, on appropriate int P
08/08/15 al 10:00 AM, again at the time of the . ; ;
facility's smoking break, 31-2015. Ten residents have a seat belt alarm in
use. The DNS, Restorative Nurse, Nurse
On 07/10/15 at 4:22 PM, 08/01/15 at 3:35 PM and ;
: nd/or MDS vised
0B/DIAS at :00 AM, Resident #10 experienced Consultant and/or MDS Nurses revised MD
non-injury falls from the wheelchair on each of orders, Care Pians and CNA Care sheets as
these dates, All three falls the resident was found neaded.
an the floor in the commaon area by the aurses
station, and the seat belt alarm was not sounding
and was found o be turned off.
The facility's failure to have an eflective system in
place (o ensure adeguate supervision and
rmonitoring for residents {o prevent accidents or
incidents has caused ot is likely to cause serious
injury, harm, impairmant, or death to a resident.
Immediate Jeopardy was determined 1o exist on
. DBI0B/5.
An acceptabie Allegation of Compliance was
received on 08/05/15 alleging removal of the
Immediate Jeopardy on 08/01/15. The Siate
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Survey Agency (S8A) validated the removal of
immediate Jeopardy on 08/01/15 as alleged prior |
10 exit on 08/12/15. The scope and severity was
lowered to an "D* whils the {acility monitors the
systemic changes and the Quailty Assurance
monitors the effectiveness of the plan of
correction,

The findings include:

Review of the facility’s policy regarding Falls
Management Guidsline, dated 01/22/15 and
reviewed OB/26/15, revealed the interdisciplinary
team would evaluale the {all prevention plan of
care for residents "at risk” for falls. Following a
resident’s {all the nurse would assess the residant
for injuries and provide the necessary care and
services, including neurclogical checks if
indicated. Appropriate interventions would be
implemented and the care plan updated. Per
center practices licensed nurses would complete
gontinued ongoing assessment and
documentation.

1. Review of Resident #1's clinical record
revealaed the facility admilted the resident on
02/24/15 with diagnoses of Sysiclic Heart Fallure,
Hyperiension, Atrial Fibrillation, and Dementia
with Behaviorail Disturbances.

Heview of Residen! #1's Quarterly Minimum Data
Set (MDS) assessment, completed on 04/21/15,
revealed a Brief interview for Menial Status
(BIMS}) exam was conductad and the faciity
assessed the resident with a score of ten (10}
meaning the resident was interviewable.

Heview of the Comprehensive Care Plan for
Hesident #1 revealed a plan was developed on

3.
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Licensed nursing staff and certified nursing
assistants {CNA) were educated by the Director
of Clinical Education on fall prevention,
following fall care plans and ensuring seat belt
alarms are turned on beginning on 9-10-2015.
Beginning 9-11-2015, the Charge Nurse will
ohserve interventions daily, to ensure the Fell
Care Plan is being implemented. The audits will
be turned in to the DNS, Nursing Consultant
and/or Nursing Supervisor daily for review,
Follow up is completed as needed including re-
education or if warranted disciplinary action for
a nurse or CNA. If a nurse assessment
determines a resident should be placed 111
supervision, the Executive Director and/or
Director of Nursing Services will be notified
immediately. All accidents and incidents willbe
brought to clinical start-up meeting and
discussed with the interdisciplinary team (1DT).
Root cause analysis will be identified for each
fall and appropriate interventions will be based
on the root cause analysis.
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risk {or talls due to a history of {alls at home and
cogritive impairment related 1o the diagnosis of
Dementiz. The goal stated the resident would
have no falls through next review. The
approaches directed the staff to monitor for
changes in functional status, environmental and
situationat hazards daily to ensure a sate
environment was provided,

Feview of Nursing note, daled 08/07/15 and
timed $:50 AM, revealed the stalf withessed
Resident #1 stand without assistance in the
dining room and then observed the resident to
fose their balance and fall to his/her kness.

Further review of the resident’s care plan
revealed on 06/08/15, due to a fall that occurred
on OB/G7/15, Fesident #1's care plan approaches
ware revised, and the facility noted the resident
was {o be evaluated by Physical Therapy ang
staff was [0 assist with transfers and walking due
to an unsteady gail.

Haview of the Therapy assessment, dated
06/08/18 at 12:14 PM, revealed the reason for
referral was due to a {all. The therapist agsessad
the resideni as moderale assistance of two (2)
persons for ambulation, the resident required
cuss redirection on mullinle oceasions during the
avaluation. The resident further scored a one (1}
of five {5} on the standing balance and fell asleep
twice when ambulating twenty (20) feet.

Review of Nursing note, dated 06/08/15 and 5:10
PM, revealed the nurse was standing in the
hallway with Resident #1 and tumed her back lo
the resident to provide care o another resident,

5. Date of Compliance: 9-12-2015
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(02/25/15 with updated goals and a targel dats for
06/18/15. The problem stated the resident was at 4. Beginning on 9-3-2015, QAPI meetings will be

held weekly for four weeks, then bi-weekly for 1
month, then monthly on going. QAPI
committee will review rasults of audits
pertaining to accidents and incidents and
identification of root cause analysis. Thisisin
addition to the process of monitoring for care
plan modifications following each fall. ED s
responsible for QAP meetings.
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The nurse heard a loud noise from behind her
and turned back toward 10 the resident to find the
resident laying on the floor, fiat on histher back
unresponsive.

Interview, on O7/16/15 at 8:41 AM, with Physlcal
Therapist #1, revealed she had compleled an
ordered Physical Therapy evaluation, with the
help of the Occupational Therapist, on G8/0B/15
at 12:14 PM. The evaluation was to delermine
Hesident #1's gait, transterring and walking
ahility. The resident required the maximum
assistance of two (2} 1o assist the resident out of
& reclining chalr, to walk twenly (20} feel and to
return to a sitting position. The resident could only
provide twenty-five percent of own slffort in rising
from the chair. While walking the resident would
ciose his/her eyes and also fall asleep, but was
easily cued to open the eves, She did not provide
a report to nursing, using the facility's "Teli
Murse” form regarding her evaiuation; however,
she stated the nursing stalf had access to the
report in the medical record. She staled i she
had made a report o the nursing staff she would
have recommended Resident #1 be a maximum
assistance of one (1) to two (2) at all times while
walking. She added the problem was the resident
had & history of getling up without stalf
knowledge and falling.

Interview, on 07/10/15 at 5:00 PM, with Licensed
Practical Nurse (LPN) #5, revealed she worked
as an aide on 06/08/15 when Resident #1
sustained the fall. She siated the resident was
very lethargic and was observed o walk with
hisher eyes closed. LPN #5 stated Resident #1
was assessed as afall risk. She spoke with the
Director of Nursing and requested extra staff for
the unit in order for someone to stay one on one
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with Flesident #1 fo maintain his/her safety and
prevent a fall. However, the request was denled
and inslead a chair alarm was provided for use
with Hesident #1. She did the best she could to
watch the resident while trying to take care of her
other residents. The chair alarm was not
appropriate because the resident would not stay
seated and would ge! up and pace around the
unit. She stated she did not know about the
Therapy evaluation, She stated the stafl knew the
evaluation was in the computar; howevar, did not
know he evaluation was completed,

Phone cails to the previous Director of Nursing
{DON), on duty at the time of Resident #1's fall,
were attempted on 07/16/15 at 4:10 PM and en
0717115 at 8:17 AM and 3:00 PM, but were
unsuccessiul and no return calls were received
by the DON,

Interview, on 07/08/15 at 9:20 AM, with Licensed
Fractical Murse (LPM) #1, revealed she had
worked on 06/08/15 from 7:00 AM to 11:00 PM.
Resident #1 appeared very tired all day and had
been experiencing problems with sleeping and
staying awake. The resident was unsteady on
hig/her feet and was a fall risk. Further the
resident paced the unit and mumbiled constantly
about going somewhere. She continued to
complete her dally nursing duties while keeping
an eve on Hesident #71 and trying to keep him/her
close to her. She stated a Physical Therapist
evaluated the resident on 06/08/15; however, she
did not recelve a report regarding their evaluation
and was not provided any recommendations
related to the resident's assessed needs related
to walking and she had not reviewad the chart for
the avaluation, She was administering
medications (o another resident while standing in
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the hallway. She stated Fesident #1 was a litlle
ways behind her when she turned her back to
Resident &1, in order {0 administer madication to
a resident. She heard a loud thud behind her and
when she tumed around Resident #1 was on the
fioor, on hisfher back and unresponsive. The
resident was unresponsive for a few minutes and
sustained swelling to the back of the head,
breathing was difficult and pupils were sluggish.
An ambulance was called {6 transport the
resident 1o the hospital. She stated she lsarned
[ater that the resident had passed away at the
hospital from his/her injuries.

interview with the Rehab Direclor, on (7/16/15 at
8:41 AM, revealed it was not the rehab's policy to
use a Tell A Nurse form, o their process 1o notify
nursing of any evaluation resulls, as it is put in the
computer and the nursing staff was aware they
can retrieve the information at any time. i staft
was aware of the resident’s risk for falls and did
niot report it then the resident would ramain ai risk
and if therapy did not communicate with nursing
the resident would still be al risk for {alls.

Interview, on 07/14/15 at 5:30 PM, with the
Administrator revesied she was not aware of the
request lor extra stalfing in order to provide the
one to one supervision for Resident #1. if she had
known she would have approved the request.
The facliity could have dene a batter job at
identifying the roct cause of Resident #1's falls
and in the developmeni of relevant interventions
to prevent reoccurrence. She stated the facility
had identified educational needs in regards to the
rool cause analysis and care planning process.
Further the facility was siifl in the process of
providing additional education to correct these
identified issues. Continued interview with the

F 323
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- Administrator, revealed they had not identified an
 issue with communication between nursing and
- rehab and the root cause analysis, until after

. adioining resident’s room. Recommendations
- made from the inlerdisciplinary team review were

survayor intervention. She further stated the
process was to use the Tell A Nurse form;
howewver, this was not a policy. Per interview, it
was al the discretion of therapy whether to use
the {orm or not affer an evaluation was
completed.

2. Review of Resident #8's clinical record
reveaied the facility admitted the resident on
12/21/11 with diagnoses of Human
immunodeficiency Virus, Aphasia, and Cerebral
Vascular Accident with Hemiplegia.

Review of Resident #8's Quarterly Minimum Data
Set (MDS) assessment, completed on 0717/15,
revealed a Brief Interview lor Mental Status
{BIMS) exam was conducted and the facility
assessed the resident with a score of ninety-nine
{88) meaning the resident was unable to
complate the interview. However, the resident
was able (o use a picture board, and answer
*ves" and "no” with a nod of the head. The MDS
assessmenti stated the resident was currently on
a lofleting program and oceasionally incontinent
of urine and always continent of bowel,

Review ol the Post Fall Analysis/Plan, dated
07/27/15, revealed Resident #8 had a history of
falls and experienced another fall, on 07/27/18 at
11:00 PM, whils trying to transter (o the toilet
unassisted afler returning from a smoke break;
no injurles were noled on the form. The analysis
stated the resident was found on the Hloor on
hisfher left side with the upper body in the
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io immedialely reassess resident, reassess
resicent's tolleting program needs, refer (o
therapy for screen or evaluation, and for
restorative 1o see as ordered, monitor for
changes for three days and report to physician
any change in condition,

Interview with Reslorative Nursing Assistant
(FNA) #2, on OB/11/15 at 11:55 AM, revealed at
times the restorative aldes were pulled to work as
a Certified Nursing Assistant (CNA). RNA #2

| stated the facility was shart CNA's on 08/08/15

and she was not abls to complels the restorative
program reguirements for Resident £8.

interview with Assistant Director of Nursing
(ADORY, on 08/10/18 at 9:00 AM, revealed she
worked remotely from home and completed the
Post Analysis Fall form after Resident #8's fall on
07/27/15. She had identified Hesident #8 had not
received the daily restorative cars the resident
should have and thought maybe the resident had
experienced a decling in ability 5o she ordered; a
therapy screenfevaluation, the resident's toileling
program o be reevajuated and for restorative o
provide services daily.

Heview of the Comprahensive Care Plan for
Hesident #8 revealed a plan was developed on
07/2810, with updated goals and a target date for
11/13/15. The problem stated the resident was &t
risle for talis due to a history of falls, balance
probiems during transfers due o an immobility
syndrome related to Cerebral Vascular Accident
with right sided hemiparesis. The goal stated the
resident would safely transfer with staff
assistance with no injuries through next review.
The approaches directed physical therapy to
perform an evaiuation to determine a possible

Faz3
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decline in transter ability, sialf (0 assist with
tolleting as resident would allow and keep
environment well it and iree of clulter, resiorative
nursing as ardered for ranster training, sit to
stand at hand rait or hemi-walker imes threg,
assess lor increased joint stifiness, decline in
mability or signs and symptoms of pain.

Review of Cartified Nursing Aide Care sheet,
undated, revealed no mention of Besident #8's
foilsting program needs or schedule, The form
noted the resident required assistance with
transiers and extensive assistance with activities -
of daily iiving; however, not the assistance of how
many. The only special precaution listed on the
form was for the resident lo have a mat to the
bedside,

Review of the resident’s clinical record revealed
no evidence a therapy scresn was completed
after the falt on 07/27/15. Review of the Physical
Therapy Screen Form, dated 08/05/15, revealed
the resident was screened on 0B/05/15 and
therapy noted an evaluation was not indicated for
Resident #8 and staled the resident had not
exparienced a decline.

Review of Past Fall Analysis/Plan, dated
08/08/18, revealed Hesident #8 experienced a fall
on QB/A08/15 at 10:00 AM again at the ime of the
facility's smoking break. The documentation
stated the resident had recently been evalualed
by therapy and required extensive assistance with
fransters. A tolleting program was implemented
on BBAS/1S related To funclional incontinence;
however, the resident attempted 1o transter sell to
the ioliet. A Restorative Program was ordered;
however, the resident had only received welve
{12} of tweniy-aight (28) sessions and from

F 323
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G7/27/15 te 0B/07/15 the residant had only
received two (2) fifteen {15} minuts sessions. The
recommended inferventions were (o perform an
immediale assessment o repor changes (o the
physician, provide assistance with transfers and
provide {ollsting program and restorative as
ordered. These inlerventions were the same
interventions listed on the 07/27/15 Post Fall
Anglysis form and no new inferventions were
added to the falls care plan to prevent another fall
for Resident #8,

Interview with LPN #12, on C8/10/15 al 8:35 AM,
revealed the staff was busy assisting other
rasidents when they heard Resident #8 hollering
tor assistance. The resident was found on the
floor in the bathroom after trving to transfer to the
toilet unassisted, LPN #12 slated she was not
sure what the tolleting program requirements
were lor Resident #8 or I restorative was helping
with toilsting. The facility had been using the
restorative nursing staff as Cedified Nursing
Assistants when the aides called in and they
needed siaf to cover and believed they had done
s0 an the day of Resident #8°s {all on 08/08/15.

interview with the Restorative Nurse on, 08/05/15
at 1:32 PM, revealed stalf normally just left her
note or verbally requested she perform an
evaluation for a resident. She had not received
one for Hesident #8 and had not complsted a
tolleting program o restorative reassessmant. On
OB/O6/15 at 10:40 AM, the Restorative Nurss
stated she had revised Hesident #8' plan of care
related to Functional Incontinence and the
resident would be offered toileting assistance
belore and alter supper, at bedtime and every
thwes (3} hours during the night and as
necessary.
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Interview with the Restorative Nurse, on 08/11/18
at 3:05 AM, revealed there were ninety six (96}
residenis on the restorative program and four (4)
staff 1o deliver the restorative program
requirements. The restorative stalf consisted of
three (3} restorative aides and her to deliver the
program requirements saven (7) days a week.
She stated she worked the weskend on 08/08/15
in a supervisory role and was not awars Resident
#8 had experienced another fall,

Continued interview with the ADON, on 0B/10/15
at 9:00 AM, revealed the resident experienced
another fall on 08/08/15 trving to transler (o the
tofiet again. She again completed the Post
Analysis Fall Form and put the same
interventions from the 07/27/15 {all as
recommendations. She stated if these
interventions were implemaenied thay would
prevent ancther {all.  She stated when stalf
provide the tolleting program as scheduled the
resident would be assisied o the toilel and fails
would be prevented.

interview with the Rehabilitation Director, on
OB/0BAS at 1130 AM, revealed whan Resident
#8 feli on G7/27/15 she was not toid of the
recuest for the screen untll 08/05/15 and it was
done immediately atler being requeasted,
Normally she finds out about the request in the
morning meeting the day aller the fall, however,
afler reviewing her notes she slated the team did
not request a therapy screen for Resident #8'% {al
during the morming meeting on 07/28/15 or any
day afler that.

Interview with the Director of Nursing, on
0811215 at 5:20 PM, revealed she did not
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remember speaking about Resident #8's falls or
care plan interventions refated to {olleting or
restorative programs, Communication amongs!
the interdisciplinary team was an identified
concern. She stated the facliity needed o work
on identifying the root cause after an incident or
fall occurred in order 1o develop and implement
refevarnt interventions to provent another
QCCUIrence.

interview with the Administrator, on 08/12/15 al
5:50 PM, revealed after Resident #8's fall the
 facility should have ensured the resident received
the required assistance for folleting and
restorative that was care planned. The

~ Administrator siated she made rounds daily, had
an open door policy and insisted staff call her
when there were falls or other concerns;
however, there were issues she was still not
aware of, like Resident #8's late therapy screen.
She staled she had identified the facility staf still
needed additional education and required
supervision 1o ensure communication occurred
and resident needs were met. She stated they
were working on that presently.

Oliservation, on 0B/10/15 at 3:00 PM, of Resident
- 4% revealed the resident was oulside in the

| courtyard smoking. Interview with Fesident #8 at

' this time revealed the resident could answer "yes"
and "'ne” questions by shaking his/her head and
saying ves and no. The resident shook head up
and down and said "yes" o remembering the falis
that occurred on 07/27/15 and 08/08/15, whers
heishe attempted to transfer without assistance
to the loilel and feil. Resident #8 responded “ves”
and shook head up and down as to whather
hefshe asked lor assistance by yeiling or using
call ight, The resident was asked i anyone
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answared the yelis for assistance and the
resident shaok hisher head back and forth and
said “no”. The resident shook head up and down
and said "yes® and began to cry regarding ever
having incontinent episodes due (o stalf not
assisting with toileting timely. Again the resident
shook head up and down and said “yes” when
asked if this was upsetting.

3. Review of Resident #10's clinical record
ravealed the facilily admitied the resident on
01/07/14 with diagnoses of Dementia with
Behavioral Oisturbances, Spinal Stenosis,
Depression and Macular Degeneration,

Review of Residerd #10's Annual Minimum Dala
Set (MDS) assessment, completed on 08/11/18,
revealed a Brig! Inlerview lor Mental Slatus
(BMIS) exam was conducted and the facility
assessed the resident with a score of three (3)
meaning the resident was not interviewable.

Feview of the Comprehensive Cars Plan for
Hesident #10 revesled g plan was developed on
01/08/14, with updaled goals and a target daie for
10/01/18, The problem stated the resident was at
risk for falls dus to history of falls due 10 unsieady
balance, atlempts to get up unagsisted and
anxious behavior. The goal stated the resident
would nof receive any injuries from falls through
the next review. The approaches direcled the

¢ stafl to ensure the bed and seat belt alarm o

- whealchalr was in placs at all imes and offer
 diversional activities such as snacks, music or

» pictures and toilet as scheduled.

Review of the Post Fall Analysis/Plan forms,
: dated O7/10/15 2t 4:22 PM, 0B/01/15 at 3:35 PM
©and 08/03/15 at 3:00 AM (day shift falls), revealed
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wandering resident,

fResident #10 experiancad non-injury falls from
ihe wheeichalr on each of these dates. Continued
review of the documentiation revealed with all
three falls the resident was found on the Hoor in
the common area by the nurges station, and the
seat belt alanm was not sounding and was found
to be turned off. Review of inferventions to be put
in place alter each lall revealed they were the
same for ali three [alls. The inlerventions were o
immediately assess the resident and monitor for
three (3} days, ensurs the proper working order of
the seat bell alarm and to ensure it was tum on
each shifl, and to provide suparvision and offer
diversional activities of resident's cholce.

Review of the resident's ¢linical record reveated

these checks could not be located and the facility
was unable to provide evidencs that the seat belt
alarm was checked each shift for proper working

interview with East Unit Nursing Supervisor, on
08/10/15 at 3:50 PM, revealaed she was working
on 07/10/15 and had seen a resident "fiddiing”
with Resident #10's seat belt alarm box prior 1o
the resident being found on the floor and thought
maybe that resident might have turned it off. The
nurse stated she was bhusy with the smoking
residents and did not {ollow up regarding the

Interview with the House Supervigor, on 0B/10/18
at 3:40 PM, revealed the UM was busy on
07/16/15, she found out the slalf was busy with
other residents during the talls and she did nol
address the suspected resident who had been
wning the alarms off. There was no system o
check alarms and stalf could not always mest
Resident #10's neads and could not provide one

STATEMENT OF DEFICIENCIES £41) PROVIDERSUPPLIER/CLIA £42) MULTIPLE CONSTRUGTION £X3) DATE SURVEY
ARID PLAN OF CORRECTION DENTIFICATION NUMBER A BUILDING COMPLETED
G
8. WiNg DRI 202015
#EAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiF COUE
1101 LYRDON LANE
O Ef: -
GOLDEM LIVINGCENTER - CAMELOT LOUISVILLE, KY 40222
£xay 10 SUMMARLY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION x5}
PREFX {(EACH DEFICIENGY MUST BE RRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
Taa REGULATORY OR LSO IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DAtE
« DEFICIENCY)
F 323 | Continued From page 34 F 323

FORR CMS-2567102.99) Provious Versions Obsolste

Event 0 HIBNY

Facility 10: 100182

i continuation sheet Page 350f48



PRINTED: OB/31/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FOFM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0008-0301
HTATEMENT OF DEFICIENCIES (A1) PROVIDERSUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
ARES PLAN OF CORRECTION IDERTIFICATION NUMBER: A BULDING COMPLETED
G
185165 £, WiNG GRASEOE
RAKME OF PROVIDER OF SUPPLER : STREET ADDRESS, CITY, BTATE, 2P CODE

7101 LYNDOR LANE

€3OLDEN LIVINGCENTER - CAMELOT LOUISVILLE, KY 40222

X8 1 SUMMARY STATEMENT OF DEFICIENCES i PROVIDER'S PLAN OF CORRECTION (15
PREEN {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIK (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE GATE
CEFICIENCY)
¥ 3231 Continued From page 35 F 323

on one supeanvision.

Interview with CNA #10, on 08/10/15 at 3110 PM,
reveaied when she worked she usually was
assigned to take cara of Resident #10, She was
not sure if she worked on the days Resident £10
tell and just could not remembaer, She stated if
she did work she was probably busy with other
residents when Resident #10 fell. She slated she
would check the resident's alarm to ensure i was
on each time she pul the resident in the
wheelchair, but there was no required
documentation for that check. She continued (o
state she had naver seen Rasident #10 furn off
the alarm and did not think the resident would be
able to do that. She stated she had seen other
wandering residents "liddle® with Resident #10's
alarm and they had one resident that went arcund
turning oft alarms regularly. She staled when the
resident needed 1o go to the bathroom or was
bored was when the resident would attempt to gat
out of the wheeichair. She stated if you took carg
of those two needs the resident would not attempt
o get up.

interview with East Unit Nursing Supeevisor, on
08/10/15 at 350 PM, reveated nursing did not
document the verification that resident alarms
ware checked daily or per shift for funclionality.
She stated there were no orders to do so for any
resident with an alarm. The Nursing Supervisor
" aiso stated Resident #10 was provided ilems
such as puzzlesfeoloring books and crayons for
diversional activities, But usuaily did not altend
the scheduled activities because the resident
needad constant redirection by staff due o
setting off the seat belt alarm,

interview with the Director of Nursing, on 08/11/18
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at 1:00 PM, revealed the facility did not document
i the residents’ bed/chair/seat bell alarms were
checked for functionality. Bhe stated that would
have {0 be pul in as a physician's order for it to
transfer over to the medication or treatment
record for the nursing staff lo provide
documertation that they were checked for proper
funclioning. Documaenting those types of checks
had not been a routine practice for the facility.
However, review of the falis analysis form
revealad the staft were to check the alarm every
shift. She had identified the staff was not
providing the necessary supervision or diversional
activities to prevent the resident from trying to get
up from the wheelchair unassisied. The DON
stated she was aware of the wandering resident
who tumed the alarms off, however, no
interventions had been put in place.

Interview with Administrator, on 08/11/15 af 1248
PM, revealed the Director of Nursing and
Assistant Director of Nursing brought i o her
aliention that the interdisciplinary team did not
determine the interventions documented on the
Post Falls Analysis {orm after each of Resident
#10's falls were all the same and that each time
the resident's alarm was tound to be rned off.
She stated all she could do was apologize the
interventions were not effeclive in preventing
another fall. The facility was still in the learning
process when it camae 1o determining the root
cause of falis and developing care plan
interventions after incidentis.

The facility took the jollowing actions (o remove
the Immediate Jeopardy on 08/01/15 as foliows:

1. On 06/08/15 Resident #1 was assessed by RN
#2 the Nursing Supervisor and immediately sent
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to the hospital,

2. On 07118/15, the Director of Rehabifitation and
Executive Director (ED) reviewed the Therapy
Evaiuation policy and agreed the policy was
followed and that communication would be
enhanced by updating to include "Tell a Nurse” for
the evaluation process. This was also discussed
on the phone with Kentucky Area Vice Prasident
of Golden Living on 07/16/15. The previous policy
did not include communication upon evaluation,
This was completed on §7/16/15.

3. On 06/08/15 the facility starfed training
supstvisors on one to one {1:1) supervision
stafling by the Administrator and Director of
Mursing {DNS); seventy-seven (77) staff had
been trained. Training completed G7/31/15. Any
ataff that had not been trained will not work until
training had been completed. Starling on
06/09/18 Nurses and CNAs received training on
the meaning of 1:1 by DNS, Seventy-seven (77)
nurses and CNAs have received raining as of
07/31715. Attendance is checked by DNS, ADNS
and Nursing Supervisors, i a CTNA or Nurse was
on leave or vacation, they were scheaduled to
have the sducation prior 1o shift upon ratum,
Giolden Living Camelot does not uiiize Agency
staffing.

4. One on one competency audit interviews for
the one on one {1:1) supervision training
foliow-up started 07/29/15 with Certified Nursing
Assistant (CNA) and nursing stafl, Registered
RMurse (RN}, and Licensed Practical Nurse (LPN).
This was compiated by Nursing Consuitant, ED,
and MNursing Supervisors. Forty-eight (48)
interviews had been done, Going ferward five (5}
interviews would be done on varied shifis each
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day for two (2) weeks and then five (8) timas per
. week for one monih, Any deficits were retrained
at the fime of the interview with the CNA or
MNurse.

8. Hehabiliiation Manager identified residents that
had been evaluated by therapy in the last three
{3) months or on therapy caseload as of 07/23/15
withaut any issues noted, Thirly-seven {37)
residents had been evalualed. Thinty-seven (37)
care plans were revised by nursing and therapy lo
include gait and transfer information, Those care
plans had been reviewed and revised as
indicated, On 07/17/15 CNA care cards were
revised (o assure consistent language was used
throughout the building for CNA care.

6. Training on Tell g Nurse program was done
with ten (10) therapists starting 07/16/15 by the

- Director of Rehabilitation. Training with therapists
was completed on 07/24/15. Starting on 0716715,
DNS trained forty-three (43) of forty-four (44)
nurses on the Tell a Nurse program. Training for
nurses was completed on G7/30/15. The one
remaining nurse would be trained prior to working |
& shift by the DNS, Assistant Direclor of Nursing
Services (ADNS), or Nursing Supervisor,

7. Checked the Tell A Nurss binders on each
rwirsing unit for communication sheet, check care
plan and care shest to assure any changes were
added to the care plan and the CNA care sheel,
Audits were completed on 07/15/15 through
(8/04/15 by DS, ADNS, ED, Nursing Supervisor
or Nurse Consuliant subseguent o Tell ANurse
form to observe sewvice and condirm it was
consistent with Tell A Nurse information. On
07/23/15 the Nurse Consultant completed an
audit of the Tell a Nurse process. Each binder
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was reviewed lo assure communication sheets

were in place, and care plans and care sheets
were reviewed 1o assure accuracy. Thres (3) care
plans were updated or changed by the Nurss
Consultant. Foliow up was completed with the
nurse. The modifications included more specific
intermation to a care plan regarding transfers,
and supervision to licensed nurse o assure
update of CNA care sheet. On the two other
cases it was assured that the care plan and CNA
care sheals matched and both were updated.

8. Starling 07/30/15 when a 1:1 was dons, the
Unit Manager brought the 1:1 supervision
documnentiation 1o the clinical start up for a check
of the documentation. The Administrator, DNS, or
Nursing Supervisor would complete an audit of
1:1's at varied times daily to agsure one 1o one
supervision was being done according to
protogol,

. Starting on 07/23/15 the DNS, ADNS, or Nurse
Supervisor continue to check that changes were
made to the care plans from therapy evaluations
at the daily efinical start up. The nurse brought the
binder 1o clinical start up, when a Tell 2 Nurse
form had been completed. Therapy, Nursing
Consultant/ DNS or ADNS checked the Tell A
Nurse form and assured care plan updates and
care sheel updales were completed using the Tell
A Nurse Audit Form,

16. An Ad Hoce Quality Assurance Process
improvement {QAP]) meeting was held on
U7/23/15 to discuss and validate that the results
of the therapy evaluations were updated la the
care plans and the CNA care cards. This was
conducied by the Administrator, DNS, ADNS,
Sacial Warker, Therapist, and Medical Director
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and will continue weekly times four {4) weeks,
then bi-weekly times four (4} weeks, then monthly
thereafter. The monitoring and auditing of the Teli
A Nurse program would be done by the DNS,
ADNS, or Nurse Supervisor. Additional Ad Hoc
GAPT held on 07/29/158 to update system of
checks and validate current systems. Ad Hoo
QAP for entire system held on 07/29/15 including
Competency Interview system,

The State Survey Agency validalad the removal
of Immaediate Jeopardy on (8/12/15 as follows:

1. Feview of Resident #1 nurses note, dated
06/08/15, revealsd Resident #1 was assessed by
AN #2 the Nursing Supervisor and sent to
emergency department post fall on 06/08/15 &t
517 PML

2. Review ol "Evaluation-Plan of Care policy,
undated, and "“Tell A Nurse” form, undated, on
Q8/10/15, revealed the Therapy Evaluation policy
and procedure was raviewed and updated lo
include the Tell A Nurse lorm by the Director of
Rehabilitation, £ED, and the Kentucky Area Vice
President of Golden Living. Interview with the
Rehabilitation Director, on 08/10/15 at 11:00 A,
and Adminisirator, on DBHO/E al B:45 AM, ;
revealed the policy was reviewed and procedure
updated to include the Tell A Nurse
communication form and completed on 07/18/15.

3. Reviaw of in-service records, dated 06/09/15,
reveaied seventy-seven (77] stall had been
trained by the Administrator and Director of
Nursing on one to one staffing. Training included
the definition of 1:1 staffing, steps to provide 111
supervision, and the required documentation for
1.1 supervision, interview with Nursing Supervisor
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- #2, on 0B/10A5 at 3:50 PM and Licensed
Practical Charge Nurse #3 revealed they had
received training on 1:1 resident care and could
correctly define 1:1 and knew what to document
regarding 1:1 supervision.

4. Review of one on one {1:1) Competency

Interview audits and Daily Assignment Sheets,

revealed forty eight (49) stall, including CNAs,

FNs, and LPNs, on varied shilts had been

interviewed regarding 1:1 supervision. interviews

began on 07/29/15 and were completed daily uniil

08/09/15 by Nursing Consultant, Administrator,

and Nursing Supervisors. Interview with

Adrninistrator, on G8/10/15 at 8:45 AM, revealed

she conducted 1:1 Competency inlerviews, and

had dane more than the required five each day

during the first 2 weeks. She stated any staff

person requiring retraining was done at the time

.ol the interview. Intervew with Certified Nursing

| Asgistant 810, on 08/10/15 &l 3:10 PM, revealed

- she received training on 1:1 supervision and had

- been interviewed after training to determine if she

- could recite what she was required to do.

| Interview with Licensed Practical Nurse #7, on

- 08/11/15 at 1:55 PM, stated she had received

" training regarding 1:1 supervision and had been
interviewed afterwards to chack if she knew her
responsibiiity regarding 1:1 supervision. She

, stated she was 10 ensure the CNA's documented

' their 1:1 observations and that staff eould not
jeave the resident unless provided relisf,

| Interview with Registered Nurse £2, on 08/10/15
at 11:00 AM, revealsd she had received training
on 1:1 supervision and had been interviewed after
the training to determine her knowladge of the 1:1
process. She staled her responsibility was to

. ensure documentation was completed by the

. CNAand thal staff was not to leave the resident
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uniess another staff member relleved them.

- & Review of the {acility's document litled Leve! of

- Assist from 05/01/15 to current, revealed
thirty-seven (37) residents had been evaluated by
thevapy during that time. Record review of those
thirty seven (37) resident care plans and CNA
care cards, revealed gait and transter information

. was included on the care plans and CNA care

| cards. inlerview with Rehabiltation Manager, on

. OB/10/15 at 1100 AM, revesied she identitied 37

- residents had been evaluated by therapy in the

last 3 months, and resident care plansg were

- updated lo include gait and transfer information.

- Interview with Director of Nursing, on 08/10/15 at

- 10:40 AM, revealed CNA care cards were revised

on 07T/ 5 o assure consistent language was

used throughout the bullding.

' 6. Review of in-service records, dated 07/16/15,

. revealed ten (10} therapists had been trained on
Teli a Nurse program by the Director of
Rehabilitation. Interview with the Director of
Hehabilitation, on 08/10/15 &l 11:00 AM, revealed
she had trained 10 therapisis on the Tell A Nurse
program. Inferview with the Occupational
Therapist, on 0BAO/15 at 1110 AM, revealed she
had received training by the Director of
Hehabiliiation regarding the Tell A Nurse program
which included fifling out the form and verbally
providing a report to nursing stalf of their
assessment findings.

Additianal review of in-service record, dated
07/16/15, revealed torty-three (43) nurses had

- altended training on the Tell & Nurse program by
the DNS. Interview with Licensed Fractical Nurse
#7, on OB/11715 at 1:85 PM, revesled hefshe had
been trained on the Tell A Nurge program,
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including the location and purpose of the Tell a

- Nurse binder, and the process for updating care
plans and CNA care sheet after therapy
evaluation. ‘

7. Beview compieted on DB/10/15, of the TeliA
Nurse Binder communication sheetls, resident
care plans, and CNA cars sheets, revealed
changes and updales from the Tell A Nurse form
werg updaled on the resident care plan and CNA
care shests.

interview with the Administrator, on 08/10/15 al
8:45 AM, and Director of Nursing, on 0810115 at
10:40 AM, revealed they had conducled audits of
the Telt A Nurse communication sheel, resident
care plans, and CNA care sheets to confirm that
information was consisient on all documents.

interview with Nurse Consultant, on 0B/10/15 at
13:45 AM, and Nursing Supervisor #2, on

- 08/10/15 at 3:50 PM, revealed they completed
audils of the Tell A Nurse process on 07/23415,
including reviewing the Tell A Nurse binders to
assure communication sheets were in place, and
care plans and care sheetls were reviewed for
accuracy. In addition, they revealed three (3) cave
plans were updated to include more specific
information regarding transfers, and supervision
to licensed nurse (o assure update of CNA cars
sheet. Review of the thres care plans, revealed
~care plans and CNA care sheets werg updated
with therapy's recommendations for assistance
with transfers and walking.

8. Observation of the clinical start up meeling, on
08/06/16 at 9:00 AM, revealed the Unit Manager
of the Alzheimers Care Unit (ACU) had one
resident on 1:1 supervision. The 13
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documentation was discussed and reviewad by
thae DON. Review of the 1:1 documentation for
the resident, revealed 1:1 documentation was
complele, and the ED, DNS, or Nursing
Supervisor had completed a daily audit of the
dacumentation. Heview of Golden Living Center
Camelot £.0. Stand-Up Meeting sheets from
G7/31/15-08/05/15, revealed 1:1 documentation
was raviewed daily during the clinical stast up
mesaling.

8. Qbservation of the clinical start up meating, on
0B/06/15 at 9:00 AM, revealed the Tell A Nurse
binders on each nursing unit wera reviewed with
no new Tell A Nursa forms completed the
previous day. Review of the Tell A Nurse forms
from Q7/23/15, resident care plans, and CNA care
shests, revealed therapy evaluations from the Tell
A Nurse form were updated on the resident care
plan and CNA care sheets 1o reflect therapy
recornmencdations. interview with the DNS, on
08/12/15 at 5:20 PM, revealed she checked the
Tell A Nurse form and assured care plans and
CNA care sheels were updated using the Telt A
Nurss Audit Form,

10, Review of the Ad Hoc Quality Assurance
Process improvement (QAPL) sign in sheels, and
agendas dated 07/23/15 and 07/28/15, revealed
the Adminstrator, Director of Nursing, Assistant
Director of Nursing, Social Worksr, Therapist and
Wedical Director were in atlendance. Interview
with the Administrator, on 08/12/15 at 5:50 P,
revealed the QAP! team met weekly It not more
frequently, In addition, the QAP team discussed
the results of therapy evaluations and ensured
cara plans and CMA care cards were updated.

Interview with the Director of Nursing, on :
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