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F Q00 " INITIAL COMMENTS

. ARecertification Survey and an Abbreviated

: Survey investigating complaint #KY21460 was

i conducted 03/18/14 through 03/21/14 to

: daterming the faciiity's compliancs with Federal

: requirements. The facility fziled to meet

: mirdmum raquirements for secerification with

 wighest Scope and Severity of 2 "G". Complaint

| #KY21460 was substantiated with deficlencies

| cited.

_On 03/04/14, Resident #11 sustained a fall when
attempting to transfer unassisted from the bed.

. The resident was care planned for a bed sensor

¢ alarm; however, the alarm was not wmed on and

- 4t net sound to alert staff the resident was

- atternpting to transfer, Resident#11 fell from the

ved and sustained a fracture 1o the right fifth

finger and a laceration to the right hang that

required stitches and a spiint, Review of the

February and March 2014 Medication

; Administration Records (MARS) revealed the

1 resident required an increase in paln medication

- from twice 2 month to everyday from 03/04/14

" through 03719714, except for one day. In addition,

Resident #11 was care planned for a seat bait

alarm; an observation, on 03/18/14 a1 8:22 AM,

revealed the resident was sitting in the dining

rootn in 3 Broda chair with a seat belt 2iarm that

was not turned on and not functional,

483.13(a) RIGHT TO BE FREE FROM

PHYSICAL RESTRAINTS

. The: resident has tha right to be free from any
physical rastraints Imposed for purposes of
discipline or convenlence, and net required to
reat the resident's medical symptoms.

F o0

Fao, !

WRAt corerctive actlon(s) will Be
a¢complished for thone roaidents tound to
have besn sifected By the doficient praceice?

REZSCent M1 wazn russscssed Dy The Unis Charge
Nurze am 81/19/34 ane tha alarming fostbelt
wiis discantinued with the <ore plan upduted
%0 reflect the chasge in devlces,
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| This REQUIREMENT is not met as evidenced
Cby.

Based on observation, Infendew, and review of
» the fadility’s policy and procedure, it was
i determined the faclity fajled to ensure one (1) of
| twentythrae (23) sampiled residents {Resident
1 #1) was free from physical restraints. The facility
| fatled to assess to identfy if the seatbelt was a
| restraint for Resident %4

i The findings include:

. A policy titled, “Standard Cperating Procedure

« Mot 7J, Subject: High Risk Sltuations: Medical

| Physical Restraint”, updated Juty 2009, defined
physleal restraint as any physical or mechanical
device, material or equipment attached or

, adjacent o the resident's body that cannot be

: removed easily and which restricts freedom of

| movement or narmal 2acCess 10 one'’s body.

, Further review of the policy revealed restraints

| were to be used only for residents' medical

| symptoms or emergencias and were notto be

| used in a manner that caused undue physical

| discomfort, harm or pain to the resident,

. restraints are not 1o be vsed for discipline or staff

' convenience. Alist of approved forms of

| restraims included the quick release seat beft.

The policy further stated all restraint usage woulg

. require @ physician's order to relate the type of

T restraint usage, the specific reason for the

: restraints, and the specified length of time; and,

. restraints wern implemented only after 5

. complete assessment of the resident by the

licensed nurse, and the assessment must

determine the presence of a specific medical

sympiem, how the use of the restraint would treat

the medical symptoms and protect the resident’s
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Mo will you ldentify other resldents having
The petentlal € be affocted by The sazc
defictant practise 3nd what corrpctive actioa
Wil ba taken?

Al LI

2RASAOR.NCde oo pdmission for tho noed of
e tyne of assistive dpvice which coulsd be
Sonzigreng 3 rexterint,  should any Type of

ryds

{ALEachmant a) will bn temoleses, ALY
o 4

What zquiures will be put inte place, or what
FYItamAtic chunges you wAll Meke to nsurs
That tha deficient practice docy Mot recur?

ALL resigents 44 tha fecility were assenscd
or B3/25/1¢, £olifadiieg of AzB-3d.. 900 oo
4[13/34 by the seminlstrative Nurses which
InCluded the Director of Nurzing {(S0N),
ASFISTHNT Dircator of Nursing [ADON). the »0S
Coordinators, Clinlgal Coordlnator, Infaction
Tontrol Nurse, Incident Manspoment Nurse and
the Staffing Coordiawtor Tor The need of "
asaistive dovicos which could be considerco o
restraio,  Askiative dovice foemt wero
cemploted for each resloent ~ho sequired seme
type ot chanpe 4n ¥salstive gdavice andfor whp
Tad dizcontinuation of a dovice {Refar To
ATTxchaen? ). Thore werg np other restraimts
ddentificd in the facility.
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. safety and {o assist the resldant to attain or
. maintain his/her highest practical leval of physical
. and psychosocial well being.

| Record review revealed the facility admitted

! Residant#1 on 08/07/17 with diagnoses whlch

| included Dementia, Mood Disarder,

| Hypertension, Anemia, and possible Parkinson's
" Disease.

. Observation, on 03/18/14 at 11:27 AM, revealed
| Resident #1 sitting in the Activity Reom in a
| wheelchair with a seatbelt in use. When

. prompted by Certified Nurse Alde (CNA) #9, the

: resident was unable to relaase ths seat belt on

i command. The CNA prompted Resident #1 to

; release the seat belt five (5) imes: however, the
| resident was unable to reiease the seatbelt.
Further observation, on 03/19/14 at 3:85 PV,
revealed Resident #7 was in the hallway in front
of the Nurse's Statien. When Licensed Practical
Nurse (LPN) #6 prompted Resident#1 to release
the seatbelt, the resident was unakble to release
the seatbel:,

Review of the Quarterly Minimum Data Set

(MDS) assessment, dated 01/15/14, revealsd

the facility assessed Resident#1's cognition as

. severely impaired with a Brief Interview for Mental

" Status (BIMS) coded as ninety-nine (88). Further

review revealed physical restraints were coded as

: notused. Review of the Assistive/Salety Device

' Assessmant, dated 01/21/14, revealed Resident

. #1 was not assessed for the use of a quick

- release seat belt. Further review of the
assessment revealed the facility failed tc identify
the specific medical sympliom for restraint use,

. hew the use of the restraint would treat the

' medical symptom, protect the resident's safety to

F221

ALl dlrect cure aToff (Cortifiecd Nursing
Assdztants (CNA), Repistrred Wurscs (RNs),
Licersed  Practical wurses (LPNY and
Certificd modication Aldes (TMA)) werez in-

serviced Dy the MOS Coordinatorsg B3 a0 27
and the Xt cils - 3

beginning on 0/0L/ic and complated by
A7 /34 regarding revitions To the Wostern
Statae Nursing Facility (Standxrd Cperating
Procadure N7J: High Rizk Situatiens; Mucical
Physical RosTralnis). The revisions 300ec
were in the definition of a physical
~ostraint wnich included "remove edzily anc
conalstently™. Alie ér pape £ 414 the palicy
was updoted Te lnclude™ The Shift Facility
Charge Nurse will contact the Admlnistrator
on Call (ADCY %o revlew the need for a
restralnt (Refer to attachment C€). Educatian
waz provided reparcing the pretocol and
necessary steps 1o follew sheuld a restraint
be deomed necessory. The CNAL, RBs, LPNw and
CMAZ 3126 had clardification presented on The
drfinitien of what constituies o physical
rastraint by the MDS Coerdinatars #1 and o2
ang the Stafe Facllity Charge Nurse on
04/0A/14 and complated by M/1T/14, ALY
Vicqnsed o 1 in-servicen razardins
ResTepint Bssossmant Form {ATSAZNMENT A
Desinaine on 4/16/34 and copalessd an 4737734
by ¥hno Admindiztrative Nucies (DON, ADON

Ton - .
Jnfection Coptrpl Nyrse, ang Stafs
Osvrloppeni foorsinatord. Any Chad, LPNe, RNt
or CMAZ NOT prowent will be In-serviced upon
reTurn Te work. The Administrative Om Call
{ADC) sTatd which imcludas The Administrator,
the Director of Nursing, Azgpistan:
Adndnistrator, Facllity Agminiztrator,
Clinicz) Coorginator, MOS Coordlnators, aad
Soclal Sorvices DirecTor wore 41l dn-serviged
on the above policy on 4/0/14 and completed
by 84/09/14 by the ADCN. (kefgr 1o STTachneat
).

How the corrective sctiens{s) will be
nonltored to emsure the deficlent pragtice
will not recur i.v. what quality assurance
will Be put into pluce?

FORM CMS-2567(02-20] Provious Verslanz Qbselate

Ewnnt 10 5T3571

Faclly 1D 100490
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{ Raview of Resldent $#1's Comprehensive Care

: Plan, dated 01/21/14, revealed Resident #1 was
| net care planned for the Lse of Physical

‘{ Restraints.

interview, on 03/21/14 at 9:58 AM with CNA #9,

revealed ha/she had worked with Resident #1 for

i approximately a year and the resident had the

v quick release seat belt in place since then. CNA

! #9 stated Resident #1 had released the

| wheeichair seat belt in the past but was not

| always able to do i on command.

vinterview, on 03/18714 at 2:58 PM with LPN #8,
revealed If a resident was unziie to release a

| seat belt t wouid be considered 2 rastraint. LPN

' 45 stated Resident %1 had released the

- whegichair seat belt in the past but was not

! always able to do it on command. Further

i interview revealed there was no physician's order

! for the quick release seat balt.

I
b
L
|

' interview with the Staffing Director, on 03/21/14 at

: 50:21 AM, revealed residents were assessed for

: the safe use of a device before any device was

- implemented. Additienally, if the resident could
net release the quick release seat helt it would be
considered a resiralnt,

Interview with the Director of Nursing {DON}, on

© 03/20/14 at 4115 PM, revealed Resident #1 dia
net have a physician's order for the quick release
seal belt and was not assessed or care planned

" for the use of 2 restraint 2nd one should not have
been in place.

rovimeed on 2 daily baxis by the tncadent
MatageoRht Team Ceamittue (Pirecton af
Wrging, ASLISR04% RiCreon 2l Aursing.,

1 -
Ingiosst ! Megon INSEATION ConTeos,
p .
o erzure the policy 15 Yollowed dnd te
review comtinued aeed for placement. This
review Will ba conducted Monday Through
Friday at the morning teeting. Oh wegkends
and halidays The Stoff Facilaty Charpr Hurgse
{SFEN) Will conduck an Incident panapement
PRoTAnE wiTH othce charps ayrsox for the
appropriatentas of say device, The refulls of
The woekend rovicw will bo 8fscunscd in the
N Incicent Maragement meenlng wach mMonsay
! (Refoe to aftathment B}. Gn BA/15/34,
soniToring was fmitlaTed with all dirgct care
Ftaff (Bvfar o poge 3} with interviews
conducted by the Admielstrative Murses (Aefor
to page 3) in repards to thedr knowledpe of
facility policies and protedurey ropacding
reztraints and gafinition of resteaints
{Befer o ptrechment 01, These eudits milt
olso de revitwed by the Incident menmgemeat
Coordinetor/Director of Nursing deily Mondoy
through Friday to émsure ony concnras hove
begn wddroased with teqching ond educotisom.,
Any Pogtralet in the fagility wili 8o
reported 4T coch Quillty Assurance Gomnittor
Marting sach guyctce per the Director of
nursing with {ellow ap action plan developed
25 Aceced. This will tontinue for 1T sonthx,

FORM CME-256TI02:00) Pravious Vorsian: Obotaiote Ewort 10:5TSS 1

Fality 13, 100430
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, assist the resident in attaining or maintaining
| hisfher highest practical level of physical and sy rexA40nt who has smy type of 4/18/14
psychosoclal well belng. v ; < T
5 £ 2 will be
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F oD 4832003 SERVICES BY QUALIFIED FaB2

38=G PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be provided by qualified persons in
accordance with 2ach resident's written pian of
care.

This REQUIREMENT s not met as evidenced

by

Based on ohsenation, interview, record review,

| and review of an Emergency Roem Diagnostic

| Imaging Report and e facility's Nursing Service

| Standards of Cperation, &t was determined the

| factity fatted to provide care in aocorgance with
each resident's plan of care for one {1) of

| twenty-three (23) sampled residents (Reslident

; #11); and. one (1) unsampled resident (Resident

CAL

. On 03/04/14, Resident #11 sustalned a fall when

| attempting to transfer unassisted from the bed.

L The resident was care planned for 2 bed sensor

| alarm: however, the alarm was not turned on and

| didd not sound to Zlent staff the resident was

* attempting to transfer. Resident#11 fell from the
bed and sustained a fracture 1o the right filth
finger and a lzaceration 1o the rght hand that

. required stitches and a splint

; Review of the February and March 2014

| Madication Administration Recaords (MARs)

\ revealad the residert required an Increase in pain
medication from wice a month to everyday, but
one cay. from 03/04/14 through 03/18/14, in

. addition, Resident#11 was care planned for a
seat, beit alarm; however, cbsarvation, on

: 03/18/14 at 2:22 AM, revealed the resldent was

* sitting In the dining room In a Broda chair with 2

khit gorreetive actlon(s) will be
acgonpilabed for thode restdents fourd to
Nave beah Hfeeted by the deficiont pragtite’

Reuident EL1 xad RoSACEAT A were Jniqssed by
the Administrative Nursms, which included The
Dirceter of Nursing (00N}, Asgiitant Oirmctos
of Nurzing (ADON), CRinical CoorginaTer, #ms
Loardinators, Lifwction Comtrol Nuric,
Incident Managemont Nurze, ¥nd Stoffing
Cograinztor on B1/24/%4. Resigent 'S bed
sensor alarm, clip Alarm eed sent Delt alarm
wore 311 digcontisucd #nd Snw care plan was
updated. Resident A4 wai 355esiod and the
ckip alorm, while In Ded, Was Dizcontimved
and the care phan updated. Cducwiien ang
correetiva action wes presemicd, on DA/Z0/I1L,
per The Unit Charpe Nurse with the Lovblved
Cortified Nursing Ascivtint {CNAY, whe falled
to chsure the ceare plani were followed for
Rasldants #1313 and A. The Unit administraTive
Nurse {ompleted edulstion sad corrmetive
2¢Tion WATH e unlt charge nurses for
failing to supervise The direct carr <taff
and enSume iatervertions in place and
functioming.

How will you identify ¢thnr rqiiderts Novinf
the potuntial to ¥m sffected by the same
deficient practice wnd what corrrstive agtion
will bo takeni

FORM CMS-285T(02-57) Provious Voraons Obasalata

Eynnt [OiFTSSN

Fuclity 10 150450

N
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fracture to the proximal §ith (5th) phatanx (finger).
Review of the Nurse's Notes, dated (3/04/14 at
9:30 AM, revezled the resident retumed 1o the
Tacility with @ spfint to the right hand and four 14)

, sutures,

Review of the February and March 2014
Medication Adminisiration Records (MARS)
revesled the resident required an increase in pain
megicatian (Tylenal 630 milligrams (mg) as
needed for pain) from twice a month to everyday,
but one, from 03/04/44 through 03/19/14,

Intenvdew with CNA #2, on 03/19/14 at 1:45 FM.

_ revealed the resident was care planned for the

bed alarm and it should have been burnad on to
i alert staff when the resident attempted te get up
| unassisted. CNA#Z stated she had checked
| Resident #11's bed atarm at 3:00 AM prior to
going 1o Junch and it was en and funclioning.
| When she returnad from lunch, the resident had
' fallen from the bed and it was reported 1o her by
the Charge Murse the alam did not sound
| because it was nct tumed on. She stated she .
I had no idea how the alarm got turmed off hecalse
'the resident was unable 1o wrn the alarm off,

Interview with CNA#3, on 031914 at 1110 BN,
revealed she was in the room next daor to

. Resident #11's room and heard Residen: #11

; yelling, She stated when she earne around the
corner, the resident was sitting on the mat beside

- the bed on the floor with blood an his/her hang
and the bed alarm was not sounding. She

. revealed she want to the door and yelled for help
‘and the Charge Nurse came to assess the

- rasident. The physician was called, and the

- rasident was sent to the hospital for evaluation.

Any gircct Core staff (Reg{zteend Murves
‘EHL[ !isﬂi'z mﬁjrz‘ mﬂj'[ ‘ w

1) G, i
{Rafer %o pape 7 nax
Prezbnt will Be An-semvicnd upos Peturn to
worh

Kow 'the corrective sctiona{s) will be
ronitorud to wnzure the Eeficlent practfice
will not recue 1.e. whot Quality ebSurancs
Will be put inte plade?

The dnit Charpe Hurce will make rounds
Theoughout the shift To ensure care 1x Bedag
provigec per the regident’s Comprahensive
Plan of Cure ond rdcorgec on the Yrertmont
Administration Arvcord (TAR). The TAR will be
updeted To dntlude: “The care plan
Intervemilons aee in place and fynctioniep™
{Kefor to wtlachment §). The TAR will be
initicled by the Unit Charge Murse signifying
that the &arg plin 15 Being followad. Thix
Will steur wach ¥h1FT. An audit will be
completed for thron residents of vach umit
wich 2hitT Times she (1) month te onsure <are
1 provide¢ per the fere plon. THiz will be
conducTod by the Unit Charge tarst who will
4ugis aszigned peertc unit [Refor T0
Attachment H). Then one resudeat rach shift
will ba sudited by epch UNIT Crorpe hurhos’
fJuvr. Thiz will eccur times foyr (4) months,
bae rosident for gne shift will =en oy
randonly moniterad Times Tour [4) months by
The ULt CNarge Nurces' peer.  One rexident
oor weck on ¢ach sRIFT will by mendtornd
Hmes thrwe (3) montas. Thiz wily brgin on
BASLL/AG.  The Adolmiatrative Nerse Sor eoch
untt will mekee rounds Two Times per day on
Thair agssgwe unit & ansurn the farn plan
i3 beinp followed {Refer to attathment ).
TRz W41k be concutted Mondsy theougn Friday.
AUdity will Be CoNCUCTOd twide o Cay Times
threa monThs then one time & day for theee
meaths, thonm onc tioc 3 week for <ix months.

FORM CMS-25671U2-09] Providus Vvaions Dbaslots

Event 1R: 57851

Facelly 1D. 700420
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Interview with Licensed Practical Nurse (LPN) #3, . 7 weekeng SRaff Facllity Choege Nurte will G118/ 14
a \ . . . meke rounds en The weckends twice 3 tay on
. on 03/18/14 at 10:50 AM, revealed the resident " e3ch undT 0 ensufe TNE core Blan A% belng
was care planned for risk of falls 2nd the care fallowed (Refer to sTtachmest HI.
| pizn should have been followed for the bed [ hadimienadly, off shift uizits will be made
PN #3 st o wh h tered by ASmAnistrative Nursas (refor to poge 5)
sensor alarm. L 3 state ' when she entere Tite @ wewk AN rondom ZnIFRE at random times
; the room, the resident was sitting on the floor, on 0 enzure tire plans are followes (Rufer to
the mat, beside the bed and had blood on histher ‘ :f:::"‘pmyz’;, T
hard. She stated she asiked CNA #3 if the bed whe makes Founds.  This will beptn en
alarm sounded and was told the alarm was €4/10/14. Any identified concerns will e
el S . . acAresied dmhed Lately with dnvolved stafd on
tumeg off, The rteStdcntwa‘s assessed and_nmed wall oz the UniT Chove Nurae and the Stebf
to have a laceration to the right hand, abrasion 1o #agiiity Charge Nurse. THLS will occur for
{he right knee, and complained of paln in the right : - ohe nenth OF urTil Therc are no Adentitled
hang N . Lusues. There audits will olse be roviewsd
: . 3 3 by the Directer of Murx(ng/Asristent frotar
2. Record review revealed the facility admitted of Nurging dofly Mardey throwgh Fridoy to '
- Resident A on 07/31/13 with diagnoses which . . :nsu::" ony :'a::e«--::1 ::wr:qm ndz‘mﬁ:;a:wi:b
. . . . 0 . {u:ld 7 an g N e TESLLTS O 0]
; included Paranaid Schizephrenia, Alzheimer's i . Gire MONSTorisg Fom hed the Administretiva
I Typa Dementia with Behavioral Disturbances, i Murse AugAT Form (Refbr To 2ttachment K ong
B lnsomnia, Anemia. ang Arthritis, X 7} will ve reported to The Quallty Assuronce
. Comaistoc Yy the Diructor of
; Kursing/Asxistont Dlractor of Nursing
1 Review of the Admission MDS assessmant, QuaTTorly foe 32 monTis wWITh any purormonce
t dated D8/06/13, revealed the facility assessed Alanz netessary 1itisted.

Resident A's cognition as cognitively intact with a
, BIMS score of fiftgen (15) and requiring extensive
: assistance with transfer and ambulation, .

Potential Risk for Falis, dated 02112414, revealed
| an intervertion for a clip alarm on at all times.

!
i Review of the Comprehensive Care Flan for :
|

Observation, on 031814 21 6:17 AM and 11:20 i
' AM, revealed Resident A was in bed with a clip
¢ alarm that was not attached to the resident.

l1imerview, on 03718714 at 11:25 AM with LPN #4,
| revealed Resident A should have a cip alasmn on
t aifl mes.

« Interview, on 03/18/14 at 11:25 AM with CNA #1,
- reveaied she had put Residant A back to bed and

FORM CMSE-2567({02:00) Pravieus Veralons Obroiote Evont 105 5TSS™ Faciiry 1 100400  continuaton sheel Poce 3¢ 17
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F 282 E Continued From page 8

" she thought she had put the cfip alarm on the
! resident. She stated LPN #4 nad told her the olip
; alamm was not attached 1o the resident.

; interview with the Director of Nursing (DON3, on

$ 03719014 at 1:05 PM, revesled the care plans

. shovld e followed by the CNAs. She stated the

: afams were checked by tha CNAS and signed off

i on the Unit Staff Assignment Sheet by the CNAS.
She ravealed the Charge Nurse on duly should

i confirm the alarms were on and functioning
properiy.

F315° 483.25(d) NO CATHETER, PREVENT UTI,
$5=0 | RESTORE BLADDER

I

' Based on the resident’s comprehensive

I assessment, the facility must ensure that =
resident who enlers the facllity without an

lindwelling cashater is not catheterized unisss the

, resident's clinical condition demanstrates that

1 catheterization was necessary; and a residen?
who Is incontinent of biadder receives appropriate
treatment and services 1o prevent urinary fract
infactions and to restore as much normal biadder
function as pessibie,

|

|

! This REQUIRENMENT is not met as svidenced

by

. Based on obsaervation, interview, racard review

. and review of the facliity's palicy and procedure it
was determined the facility failed 1o ensure the

" appropriate care and services for one (1) of

| twenty-three (23} sampied residents (Resident
#9) related to an incwelling urlnary catheter,

The findings include:

F282

Hhat gerrective action(s) will be
accompllried for thoze razicents found o
P Meve bean aHected by the defsclent practice?

: Bn 03/20/14, Reildent BF waz pziested by The
© LRiT Charge Nurse T0 easurt The approseiate
anchor wad vtilized To prevent the cotheter
andfor tublng fron touching the 4looe. Gn
t BRJEHSLE The Advandod Pragtice Reglstered
Rurse 03sessed Resldent 39 for The continued
nued for the catheter. On 94/09/14 $he Apga
neld o telephone consultation with Reridens
s Urolopdst élscusalag the cortinues nocd
for 2he catheter, The catheter was
dincontinued follawing thu recommendations
from the speelalizt.

How will you identify otfier residents hawving
the potentisl o Do affected by the came
geflcient practice and what cofroctive s<Tion
will be taken}

20 EISTon all o 2oxifedts wish o
o+ fmy
%l nyad A al
fothever by one eopifting nurse smeedierply
YRR Adaipyien, | ARERShaen iR 2] Shouid b
rraigantnlosete poiiting <o the foctliy

"
Luley_catharor SNQY festeeal mill Aave Tan
ERRACTEr Aitninagt Sorm Goxoleted | by tAg

wALS baree AUr s, Ueainis i,

FORM CMS-2567(02-90] Pravwus Versiona Obaciale

Bvenl ID:5TS511
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| October 2013, revealed the faciiity nursing

i persannel witl clasely monitor ali residants with

. long term ingwelling catheter placement and any
resident with an indweliing catheter will have an
individualized plan of care that ingludes
interventions to reduce the potental risk for an
infection and potential complications of the

i catheter use.

1

i
i
r

! Retord review revealed the facility admitted
Raskient #8 on 05/01/04 with diagnoses which
included Dementia, Schizophrenia, Moog

1 Disorder, Seizures, and Urinary Retention.

I

I

 Observations, on 03/18/14 at 11:35 AM: on

" 0319114 at 8:58 AM, and 11126 AM, revealed

. Resident #3 was sitting in 2 wheelchair at a table

- in the aclivity room with the urinary tbing on the

| figor.

Review of an Annual Mirimum Data Set (MOS)

i assessment, dated 02/05/14, revealed the facility
assessed Resident #6's cognltion as severely
impaired with the Brief interview for Mental Status

1 {BIMS) coded as a ninety-nine (89). The fadility
also assessed the resident as requiring extensive

. assistance with Activities of Daily Uiving and

! neaded an indwelling urinary cathatar,

Review of the Comprehensive Care Plan, dated
021114, ravealed the resident would net

- experience symptoms of blockage of the

. catheter, expulsion of the cathatar, pain
discorntort, or bleeding anc the catheter would be
2nchored 10 prevent excessive tenslon on the
catheter 1o reduce the risk for urethrat tears or

185228 B.WING 032772044
NAME OF PROVIDER DR SUPPLIER STREET ADORESS. O, STATE, ZIF CODE
WESTERN STATE NURSING FAGILITY 2490 RUSSELLVILLE ROAD
BOPHINSVILLE, KY 42240
o4 1D SUMMARY STATEMENT OF DERICIENCIES v PROVIDER'S PLAN OF CORRECTION e
PREFDX (EAGH DEFICIENCY MUST 8F PRECEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOULD BE COMPLETH
TAG REGULATORY DR LG IDENTIFVING RNFORMATIGN) THG CROBS-REFERENCED TO THE APPROPRIATE WTE
BEFICIENCY)
T y " .
F315 Continued From page 10 £ 315,
Review of the facility's policy titled, "Standarg . T- o = n_complaced m,m
N h - The ynit charge AVCRes on 333, royidents
' Operating Procedure No: 1-, Subject: Care of the 2t i eha ]
+ indwelling Catheter to Prevert Infections”, dated £ot TS

What Aebsures will b put into plage, or what
syytomdtic Changes you will make T8 cnsure
Shat the geflolent practict docs 46T recur?

ALl dircet gare 52off Cheglztored Nursen, j
temsed Prugtical Nurtes, CerTifiad Nursing
Assintants and Jectificd Medicatlon Alges)
warw jn-xervigod on Policy Section V, ioe X
{Rufar to ATTachaent K). Thiz in-servicing
wat presertod by the Infeetien Comtrol
Nurse/Seaff Fecliity Charge Nuorse, on
/03124 and completad DY BASLT i,
. girett core 3Taff (Ropistercd Nursns,
: Licunind Practicsl Numes, Certificd Nursing
Aszlntants and Certified muadcation Adoes)
were fMesecvieed on The lmgortancs of Retplan
the cxthetar anchored To provent olilocpgencnT
i of the ¢otheter and 20 provant the catheter
BIL S0 cotheter tubing frem feuching the
4loer for infection prevemtian, On &-14-3a,
211 licensad hurses Werte lnsserviccd on the
ngw Natheter Aszesssent Form regarding the
a3zrsiment of 3 nrw rezident admiselon and
ali resldents requirini @ nowly insertod
catheter, (Rofor T4 Atteehpant X-33, Any
diregt zarg staff {Reglatersd Nurzen,
Licensed Practical Murses, Certified Nursing
AFS15TINTL And Cortified Mecdicotion Aldes)
Aot preuent will Be ip-services spon rytven
o work, The Treatment Roedord {(TAR) wor
updated To AnCRugh checking the €iThater for
placement, potency and anchoring every shifg
to cnzure THT catheter Dap ohf Tublnp 53 net
touching The floer (kefer 1o AtTacrmenr K-23.

All the

FORM TMS-2567(02-39} Prénasus Varsieen Obsolule

Evem |D:5TSS1
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58=G | HAZARDGS/SUPERVISION/DEVICES
|

| The facility must ensure that tha resident
emvironment remains 2s free of accident hazards
. as is possible; and gach resident receives

' adequate supervision and assistance devices Lo

155228 032172014
NAME OF PROVIDER OR SUPPUER STREET ADORESS, CITY, STATE, 217 COSE
2408 RUSSELLVILLE ROAD
WESTERN STATE NURSING FACILITY
TER HOPKINSVILLE, KY 42246
o SUMMARY STATEMENT OF DEFICIENGIES ) ' PROVIBER'S PLAR OF CORREGTION o]
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFLX (EACH CORRECTIVE ACTION SHOLLD BE COMPET 4
TAG  : REQULATORY 08 LSC IDENTIFYING INFORMATION) . TaG CROSS-REFERENCED TC THE APPROPRIATE e
| ‘ DEFICIENCY)
T i f
F 315 Continued From page 11 F 315:
, dislogiging of the cathater and secure the catheter
! to faciltate the fiow of urine. 3 The Agmimistrstive Nurse for their orsigned 5/13/14
: arltAStafF Focility Charge Murse will make
Review of a Nurse's Note, doted 03/08/14 zt £:30 rounds Twite « gy 10 ensurs any resigent
. . wITA 2 cataeter 15 dssetsed For the cotnetar
PM_ written b?’ L{c?nsEd P,raCﬂcal Nurse (LPN} - 0 b secure and cathetor DA and Tudiag pot
. i #5, revealed "Resident being tranisferrad from ) Touching the #looe. THe ASwimstrotive Aurce
dinlng room to room, wheel caught tubing from i © AN *‘zﬂ A::::ﬂvfﬂ -‘i and mf ’;ruz:y
P . . I i Lhorpe Nurse &t form (Attoc) L N} wi
| indwelling <?atheter. Glslodging ca:hf-:ter ..... ' ; { be compLeTed nocday through Friday for eoch
Further review revealed tha LPN rainserted the 1 round beginntng on BE/I1/14. The Stréd
catheter and the "progacure secmed to cause ! e D S i
- ., : P on e weekeRe 368 he, a3 [Xefer To
discemfort exhibited by combative/resistive [ aTtachment #) bepinming on G4/41710. Theae
hehavior, D suddm will continge Times tix monthe. Fhsse
' Awdits will be turned 17 o the Girvclor of
. . M fAsristent Girect Nurs:
| interview with LPN #5, on 08/20/14 at 3:20 PM, i U ey ol Buatgui i
reveaied on 03/08/14 she did not double check to revicucd & easure pollty and argcedure 1f
. ; v H being Follawed, Any {dentified concerns sili
; See if the ?AC@S tubing from the catheter was i © 3 oiressed imeriatey by the sy e
 secure before assisting Resldent #9 from the <asure Gny care issuqe are oddressed with
I dining room to histher room. The LPN stated i | eseigned stoff wln teaching and education
" p . b provided. ALl results of The sudits will bo
nomaty she wollld make sure the tubing was up | brought to Qualisy Avturance Heetinge and
| above the crossbars of the whaelchalr and put . prosnted by the Lnfection Comtrol
" the excess tubing inthe bag and sacure i, buf T ' Nurse/Directuor ¢f Nurzing for stk Abathc uith
! didrt on that day, and | don't rermember why not", oy Parfamance lnprevensnt slens detestary
;
| tnterview with the Director of Nursing {DON), on
| 03/21/14 gt 10:10 AM, revealed 2 stabifizing
| device should have been in place. The DON
- stated, "Staff was not following the care plan and :
- we will address the care plan problem”. She
revealed an Intervention was added t© place sn
anchoring device and the intervention should
; have been in pisce already.
F 323 ' 483.25(h) FREE OF ACCIDENT F 323

Wnat torreqtive actaon{s) will be
accemplithed for Thote rosidents Yound to
have heon affectod by the deficient proctice?

FORM CMS-25087102-80) Provious Vaorsions Obssloze

Evunl ID:STSSH

Faclicy 0 140400
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| Prevent accidents.

|

| This REQUIREMENT is not met as evidenced
by
Based on obsenvaiion, interview, record reviow,
! and review of the Emergency Room Diagnestic
i Imaging Report, the faciiity's Nursing Service
Standards of Operation (Section; IV Provision of
| Clinical Professional Services: Subject
. Assistive/Safety Devices for Resident Safety),
i and the facility's Risk Management Prograrm, it
- was detarmined the facility falied to provide
| adequate supervision and assistance devices to
| prevent accidents for one (1) of twenty-three
! sampled residents (Resicent #11).
| On 03/04/14, Resldent #11 had an unwitnessed
! fafi from the bed. The resident attempted an

o the staff's failure to ensure the resident's beg
| sensor alatm was on and functioning. The

resident susiained a fractured right fifth [Sth)

phaianx (finger), a laceration to the ight hang

; knee. In additon, the resident required an
' Refer to F282
The fingings Includa:

- Ravigw of the Nursing Service Standards of

| Operation (Section: IV Provision of Clinical

- Professional Services: Subject Assistive/Salety
: Devices for Residert Safety), last revised 08712,
i revealed the facillty would assess the resident's

| indnidual needs for assistive/safety devices,

1 unassisted transfar; the staff was not alerted due

that required stitches and an abrasion 1o the right

s increase in paln medication related 1o the injuries,

t

Arsidont F13 wis dsscised by the
ASRIRiSTrATIve Nurses {Ine Difedtor of
Nurning (OON). Aszistant Dheector of Nurslng
{A0DNY, the MBS Zoorcirdtors, Clinical
Coorciniter, Infecilon Gontral Nuwsa,
Incident Minsgement Coordinator ang The
Staffing Copedinator) for the neod for
alarmdng Covices with repards to the
residant’s sifety. ALl olarming devices ware
fevicwed and zofely medturer put into place.
Additdonally. the oszigned Ualt Charpe Nurse
and the Cortifice Kurse Aldes were gdves
educaticn sng corrective

a5 arsded,

How will you identify other residents having
The potemtial e br aFfected Sy The same
deficlent practite and whit CorrecTive setion
will be %aken?

AN T3, A€oty on MA31.5e reported by

i), 5o
Lt Lol he 3 4 s
Am resident Jalssions. sATh » history of
Znfery oheecns within.the Jgat 40 davy..will
Rr.plesed.en HCOY Muesing tlose ghrematinn
Labish Ax wAShin wicw of stoff ot 13 Tiees)
fpr 34 hours for cxadslene aafery, [Refer T2

WALL 55387 STa {0 Ipereoced zofary

Deareessd for Ihnt pesidest, Alycaiog
Axvices wiwe giscontioved d foglaced with
Eltoerote preventiop megsvess dndieding

125228 B.wWiNG 03r21/2014
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Y 10 i SUMMARY STATEMENT OF DEFICIENGIES s} PROVIDER'S PLAN OF CORRECTION £ ]
PREFIN 1 (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX - {EACH CORRECTIVE AGTICN SHOULD 8¢ CAMPETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE SATC
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- l ]
F 322 Condnued From page 12 F323
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E 185228 B, WING 0342112014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiT, STATE, ZIP COBE
“ 2 & FAC 2400 RUSSELLVILLE ROAD
WESTERN STATE NURSING FACILITY HOPKINSVILLE, KY 42340
%) 10 SUMMARY STATEMENT OF DEFICIENCIES . I : PROVIDERTS PLAN OF CORRECTION P
PREFIX [EACH DEFICIENCY MUST BE PRECEDED Y FULL © PREFX {EACH CORRECTIVE ACTION SHOULD BE COMPLTTH
TRE - REGULATORY OR LSC IDENTIRYING INFORMATION) . TAG ' CADSS-REFERENCED T¢ THE APPROPRIATE Eats
: CEFICIENGY)
| ‘ ~ ]
F 323 ; Continued From page 13 F3z3
| wtilizing an (AterGisciplinary approach, to promate Insarfoons.ore wodoted seish as
" maximum independence for movement and } m
positioning while providing aptimal comfort ang Maln.chares Merye, I€ adevice {5 miziire. or
- safety. Utllization of all asslstive/safety devices . Wﬁﬂmﬁiﬁmﬂz{f
“weuld be addressed on the resident's plan of care ; £SRI9SE_0F_forayminrmlote the Gevice vl g
‘ and on the Unit Staff Assignment Sheet. The : L i L,
| assigned care giver would manitor the residents ’ 2= a ""l e s
assistive/satety devices to ensure they are in 3 e
place and functianing properly and denote the i LEhid L
+ same by their signature on the Unit Staff i Eoecsislancn, Sty Secglata =
| Assignment Sheet : Axniaty ; 0
P i3 37 H 2
| Review of the facility's Risk Management m;umumzmmmm
Program (Section: IV Provision of Clinlcal Neraga) mondey theouph Frldow in mapaise
Professional Service), last revised 10/13, : eactieg.Llugusion St held coceriiog
’ revealed the Falis Reduction Program would be i | m
1 neted on the assigned staffs’ Uik Staff | | sorrotl_setoty of mech cerivao. e Siit
- Assignmant Sheet, bad senser alam to be \ " i " :
" placed on the residents bad, chalr alarm if the | m = o "
' resident was chair bound, and other interventions | 1 o o 2
| according to resident's individual needs to | phuss lmeliR CRlanT aatety ATterbesas
! prevent falis, '
WhiT medsurei will be put into plate, &+ what
: Record review revesled the facility admitted SyETemsTic chenges you Will make to cnzurg
* Resident#11 on 08720013, with diagnoses which FRR e daficient prectice does not ercord
lingluded Andety. Mental Retardation, Seizure 233 reaitents were reviewed for she need of
\ Disorder, Anemia, Weight Loss, Constipation, daming cevider and ssistive cevice forms
! Hypothyfroigism. and Movement disordar. Review ‘ ::: :j"‘:i;:;f I:"_):ﬁ:‘;:‘:::‘:"t:“\ hod
! of the Significant Change Minimum Data Set " intioted op 93/26714 and completed on
i (M8} assessment, dated 12/12/13, revealed the 83/I5[24, TREO PRIIEIL00 WATA CHanges
' facttity assessed Resldent #11's cogrition as spdated 00 LEh1s vy oo peinprorr
- severely impaired with a Brie! Interview for Mental (Refer to pege 13), (Reder to dttachment 8).
i Status (BIMS) coded a5 nincty-nine (99), 20d as
requining the Iimited assist of one {1) staff for
, ransfers and extensive assistance of one {1)
sta¥f for embulation.
Review of the Comprehensive Care Plan lor
| Potential fer Injury, dated 12/18/13, and the Unit '
FORM CIME-2567(02-90) Providus Varslons Obyalule Event [D: 5T Fucility (O, 130480 T
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Staff Assignment Sheet, dated 03/03/14, revealed
| the resident was cara planned for a bed sensor
, glarmn and & seatbeit alarm.

: Observation, on 03/18/14 a1 9:22 AM, revealed

| Resident#11 was sitting in the dining room in 2

\ Broda chair with a seatbelt alarm; however,
"further obaervation revealed the scatbelt alzm

- was net in the on position and was not functional.

L Review of the Pest Fall Assessment, dated

| 03/04/14 2t 2:50 AM, revealed Resident #11 had
&n unwitnessed fall from the bed which resufted
in 2 lzcaration to the right hand and an abrasion
: to the right knee. The resident’s bed sensor

| lastn was in place Dut was net turned on to alert

| staff when the resident attemptad to transfer,

{ The physician was called and an order was

| recelves to send the resident to the Emergency

i Room for restment

! Raview of the Emergency Room Diagnostic
Imaging Report, dated 03/04/14, revealed tha

. tesident sustained a fracture to the proximal fifth

| (5th) phalanx (finger). Review of a Nurse's Note,

i dated 03/04/14 a1 9:30 AM, revesled the resident

treturned 1o the facility with a splint to the right
hcmd and four (4) sutures, fracture to the right

i i fiftn (Sth) phatarx {finger) with hand tender 1o
" touch and pain which required Tylenol (pain

: medication) B50 milligrams {mg) to be given.

. Review of the February and Marth 2014

| Medication Administration Records (MARS)

| revealed the resident required an ingrease in

f Tyleno| administration for pain from twice & month

! to everyday, but one day, from 03/04/14 through

' 0318114,

interview with Certified Nurse Aide (CNA) #2, on

Insservicing was held by MOS
Loorginrtor/Sioff Focility Charge Nurse with
311 alrect gare sTaft to dacludes [Rexivtored
Heraes (O3 1. dscaaed PAIRTSE iy
P 4 3 Alges 1

= tegarslap
pelicy IV, 50F 2E - Ingicent Management
Az3gssment (Refor o Jttachment L) and Pelity
IV, TA - wiph tizk SLtvations {Reter to
atTachmen? M) wai dlsévited with enphosis oo
OSAGANT 3afeTy and To enturn asslstive
dovices ame in plate ang functioninp. The ln-
service begon on Q4703734 and Wit completed
Yy 04/31/04. ALD direct care sTafe
{Rexirtoreg Morzes (RNz). Livesped Practicsl
Nurzer JLPNa], Cerfified MediceTion Ajges

5 £ -
{z3ugd an wpdoted Job deseriptien wkien
inclyded "praviding overull sufety for the
reslidents™.  Staff zigned the Job descripticn
signlfying thet they were fespoasibic for
"prowiiien of zatety™ for thelr resicents
{Refer 2o attxchments N, 0, #, and Q).
2 ek bl .

Ky - er I mepy

2miaalen avsersaeots to deterine 3f

Tor refety,  Al4e e dmoartenee of 2afeny
ercitordse for 311 reiidents A0 Ths Lapllity
and G132, be sernlotnd by, 4037024, (rafe
AtSachment RY Any airect care atetf (refes to
poge 14) 1ot present will be ia-servieed upen
retuen to work. Additienclly, the unit
azzignments were changed In an offort To
promgtrn Ancreaned rafety for 311 residents
{fefar to sttachment 51. ALl CMas ond Cuex
(rofer fo poge 22) wild be Jssigned 3 partece
tor providing Care. The halls will e dlvided
betuwgen the CNAS/OMA3, not resident specific
<O one £Taff momber. Additionally, partadle
nursing statdons wepe Lastalled in the
hollways &pposiTe the dinlng reoms to allow
for gttt members awsighed TE TRt oAl of Tho
hallway 2o be A0 view of assipned recléents
while coompletlag dosunentation.

wers

n

FORM CMS-2567(02-08) Proviows Versions Ghaoioto

Evert [0: 575551

Faahty 1D, 100460
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S.MING

| 03119114 at 1:45 PM, revealed she had checked

| Resident #11's bed alarm at 3:00 AM prior to

| going to Junch and it was on and functioning. She

! stated when she returned from lunch the resident

| had fallen from the bed. She stated the Charge

! Nurse informed ner that the alarm did not sound
because it was not tumead on. CNA #2 staled
she had no idea how the alarm got tumed off

i because the resident was unable to turn the

| alarm off. Additionally, she revealed she had

' made rounds to check the resident's alarms 2
total of five (3) imes during her shift and the

| alarm was on avery time.

|

" Interview with CNA#3, on 03/18/14 2t 1:10 P,
revealad she was doing rounds and cheeks on

| the alarms and was in the room next door to

| Resident #11 and heard the resident yelling. She

| stated when she came around the corner, the

. resident was sitting on the mat, beside the bed.

! on the floor with bloed on nis/her hand. She

| stated she went ta the door and velled for help

* and the Charge Nurse came to assess the
resicent. The Charge Nurse czlled the physician,
and sent the resident to the hospital for

{ evaluation. She revealed the resident was unable

! to explain what had happened related to histher

" impaired cognition.

| Interview with Licensed Practical Nurse (LPN) #3,

, on 03/18/14 at 10:50 AM, revealed when she

: entered the room the resident was sitting on the
floor, on the mat, beside the bed and had blood

on his/her hand. She stated she asked CNA#3 if
the bed alarm sounded and was tald the alarm
was turmned off. She revealed she assessed the
resident 2nd noted a laceration to the right hane:
an abrasion to the right knee; and, the resident

j complained of pain in the right hand. She stated

The Agministrotive Nurses(refer to page 11)
end Safety Coordinator have 1nitiated o
TFAST team who will rezpond to oLl witAsssed
ond unwitacszed follz Inmeda{otrly upon
notificotion of o foll oy the Azzigned Umit
Charge Murse Monday through Eriday to ossist
with determineticn of the root couse of any
Sall which occurs ond to dutermine 1f e
device 1s needed To pratect the residentc.
T™his Tean wdll daclude The Cirector of
Nurzing, Assiztant Director of Murslng, ¥oS
Coordinaters, Clinical Coordlnator, Staff
| Gevelopment Coordinator, Incident Manapement,
InTecrion Contral and Safety Coordinator
tegimning on B4/21/14. The Stoff Fooilicy
Chorge wurse will respond to apy witneszed or
uamitnessed fall on off-shifrs ond wmeckends
LamedloTely upon notificotion of « full by
the Azsigned Unit Crarge Nurze. The usit
Crarge Murse, the Incloent ranpencrt
Committee (Refer to page 24), and the
| anzipand CHA/CMA (Refer to page 14) will meet
i\ TO Try To determine The root caust of any
Ffall which ccours an¢ te determine 4f a
€avice is nceded to aszlzt wiTh resident
: £afety beglnning on 04/11/38. The CNA/CMa
{Refer to poge 14) aisigned to o rezident who
haz ¢ wiznezsed or unwitnesced Foll eng
onyene whe withesses o foll will cnswer
quesTions regarding the foll including
envirennent, footweor, crulces and other
possible causotive foctors (Refer to
AfTachment T) o exniat with deferminotion ef
the couse of the fall, The UMLT Charge Nurse
will 4130 complete o Fall Investigotion feot
Couze Analysiz Form (Refor to attachment U).
The SFCN will go-sipn The RooT Cuuse Analyais
Form siznifying they were gresent for review
4nc dizcuzzion of The fall beginninyg on
"/17/14.

How the corrmctive uctlons(s) will be
manitored to cnsure the detledemt practice
W1l net recur f.g. whaT QUAliTy upsueaace

ALL Reot Couse Forms esiactotnd with any folt
will be reviewed by the Incldent Manapement
Team (Refer to page 22) Mencay Through Friday
T0 an<ure campllance by Tthe dircet tare zmaff
(Refer To page 15) in monitering fells ss
well a3 1o ensure the root cauze iz
identitied with safely measuros pliced.
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| send the resldent to the Emergency Room.

! Interview with the Medical CirectorRasident #11's

i physician, on 03/20/14 at 12:32 PM, revealed the

i bed sensor alarm shouid have been on because

| it would have aleried staff that something was

| going on with the resident. He stated that he

! would not prescrive stranger pain medication for
the resldent related to an injury unless the current
pain regimen was not effective. He stated in this

l case the Tylerol was affective even though there

| was an increased need for it after the | injury,

Interview with CNA #4 and CNA #5, on 03/20/14 :
1 31 8:30 AM and 8:35 AM, respectively, revealed
! they do not turr: the alarms off for any reason

I there was a silencer button on the alanm, i the

: alarm goes off during care i resats iiself after the

resicent was stable on the senser pad. The CNAs

stated they shouid eheck the alamms every twe (2)

hcurs 10 ensure the alarms were in pi ace and

; funcioning.

! Interview with the Rirector of Nursing (DON), on

| 03/18/14 at 1:05 PM, revealed the alamms were

! checked by the CNAS and signed off on the Unit

- Strf Assignment Sheet by the CNA. She stated

. the Charge Nurse on duty should eonfirm the
alarms were on and functioning properly every

i two (2 hours.

inciuding providing incontinent care, Both stated o

Fanility Charpe Nurse wil) revies The forme
alooy with the chare nurgas to aTtTempt
deteratration of the reot dauic of any foll
wlth ony safnty 4iscwer oddreased immogdlatoly
Bepinndap $4717/%4. The Incident Managrment
Loordinator/ClLaical Coordinator will rovicw
wach fell Maadey througn Friday Tn the
soreing peeting with the incidest sanagrmrees
tsom [fefer To popge 314) Tp oTher Lnfermotian
obout ali falls with determination of ctusc
ond {nterventions to protect the residesf. On
B6/32/34, the Emplcyer Meritor Rugarsing
FollwSng Cate Plans, Supervision,
ResTrasats, and Cathetors (Refer to
*ttachment V) will Yegin. A1l dievct care
STt (Refer 1o pone 24) will be intervigund
TO avzesy ynderstending of the tratning and
Inrservices provided regarging ~osigemt care.
Thiz wiil be donducted by Tha Adminlutrative
Nurzes {Rafer to page 33).  Additlonal
wgucation and Tralnley wild 2e orovidec
<hould any iggues Be ldentifled by The upit
Administrative Murse,

Theze monitors will contines To be completsd
@1 four direct Care STAfF overy ARLAT Times
two woaks. Then, theed STaff wLL1 be
monitered every shifT Times twd weeks, Then,
one stal!{ anmber ewery thitt times twa weeks
will be monitored, One rardom ssafd mowbes
WIAL ba monitored datly Times three months
angd thea gnc Fiaff member weridy tives Theee
PONLMG.  Should amy lysues D& identifiod the
it adminlstrative Nurse wlll provide
#dYCATIon on the identifded izsue. These
monitors will B2 Turticd In and revicwed by
the Dlroctor of Nurslog/AssisTant Dirvetor ot
Norslag for any issuss which need to b
tutther adgressed with ollow-up or wore
cducation and training, The resvlts of the
*UOITX and moniTorlng will be proscnted at
the QuUillty Awsurance Meeting By The incicent
Hanagement Cooreinetor/ Dirsctor of nyrsing
BuMeTerly times 12 nasths wiza any
performance plany nocessery inltlsted.
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