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PREPARATION AND/OR
F 809 | 483.26 PROVIDE CARE/SERVICES FOR F30s| .
ss=E | HIGHEST WELL BEING EXECUTION OF THIS
' PLAN OF CORRECTION
Each resldent must recaive and the facility must DOES NOT CONSTITUTE
provide the necassary care and servicas _tai attain ADMISSION OR
1 ormaintain the highast practicable physical, : . s
mental, and psychosocial well-belrg, In AGREEMNT SY THE
| aceordance with the comprehensive assessment PROVIDER OF THE
and plan of care, TRUTH OF THE FACTS
ALLEGED OR. o
CONCYLUSIONS SET
This REQUIREMENT Is nat met as evidenced . FORTH IN THE
%ﬁ ed dical t review, staff tvw'iéw STATEMENT OF
aseq on-medical record review, staff interviow, TN :
and review of policy and pracedure, the Pacllity DEHC]ENCIES' THE PLAN
falied to ensure all necessary assessrienty and OF CORRECTION IS
monltoring were Implemientad for pain _ PREPARED AN
managementfor 3 of § sample residents (#15, EXECUTED SOLELY
] REQUIRED
. Review of the medlical racord for residen: #14.- BY THE PROVISIONS OF
showed sihe had dlagnoses Ineluding chronia STATE AND FEDERAL,
renal disesse, hypertension, hypothyroidism, LAW
depression, muscle weakness, and history of a -
fractuted arm from a fall at home, Raview of the . . ,
admiting care plan dated 11117/12 showsd the F-309 - Provide Care/Services
resident was at rlsk for Increased paln secondary for Highest Well Being
to grecent left humerus fractare and decressad
moblfity. Review of the #1750/42 physiclan orders . .
showed Percoset (oxycodone he) and This plan of correction is the
acstaminophen) 5/325 one, by mauth (po) avery facility’s credible alicgation of
4 hours ag neadad far paln'as well as Tylenel compliance, -
(acetaminophen) 325 mg. {milligrams), two
tablets po avery 4 hours as naaded for pain. . . . .
Buring an interview witt the 3rd floor nurse Corrective Action(s) for Those
- manager on 2913 she stated that faplity Residents Fonnd to Have Been
1 practice was to rate the pain level every shiff with - o
! 0o 10 scale for varbat rating or + fposttive] or - Aife’é?ed by the Deficient
) Practice:
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NAME OF PROVIDER OR SUPPLIER. ' STRERTADDRESS, CITY, STATE, 2IP Cobe
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(X410 SUMMARY STATEMENT OF DEFIGIENGIES ) PROVIDER'S PLAN OF CORREGTION gs) '
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DEFICIENGYS _
F 309 | Gontinued From pags 1 . Faog| Resident #114 bas discharged
[negative] for non-verbal expression on the MAR i fromthe Center,
{ {medication administration record). The followlng
sancerns with pain management wers identified: : 4 e vl
a. For the monith of November, 2012 the Fesjden?jis aid 19°s pau&l
| rasident was not-assessed for pain for 13 outof a | ovels wil a:assessed_on o
possible 63 shifts. Review of the November 2072 pain monitoring flow sheet with
grﬁﬁ antt;i gg?ﬁmaniwgnq ?O;Wrﬁ;%tfh%?’m each administration ofa
Greocet /326 was administe ttn N ; s
assessed for effectiveness on MHH2, MMBH2, presotibed pain m.edlcg‘t!on t{.)
14422112, and 11/24/12. Further review showed confirm the effectivencss of the
| the Pereocist 5/325 was not documented ae intervention,
| adminlsterad on the MAR, Yyet was assassed for
| effactiveriess on the pain monitoring flow shoet
On 1192 and 11/20/172, , spe .
b. Review of ths 12/8/12 physician orders Identification of Other
showed the Percocet 5/325 was discontinued. Residents Having the
'ReVEfzwI-uf the December MAR and gw ﬁ)&fn Potential to be Affected by the
monitoring flowsheat, showed the effact vVaness of _ T T
the Tyleno! was not assessed on 127212, Same Deficien Practice:
2, Revlew of the melical reeord for resdent 15 An audit will be conducted by
?hc;]wed s/he had diagnoses inolﬁdfng atril the RN Unit Managersﬂ)asignee
torflkation (iregular heart beat), hypariension, : fapd .
chronte renal disunsa, disbates, chronic to °°“ﬁ¥m pain medicatxon‘s are
obstiuotive alrway disease, prisumonla, appropriately documented in the
congestive heart failure, ang anxlety, Review of MAR,
- the 11/6M2 admission physleian orders showed
Tylenol 326 mg., 2 tablets po every 4 hours ns T _
nesdad for pain. The following concerms with pain An audit will be C‘m‘fuct‘“_’ by
Management were Identified: the RN Unit I}/Ia;;&gerf})esignea
}a._ Review.of the November 2012 MAR ang to confirm pain lévels are
pair.manitoring flowsheet showed that Tyienot " . T
was administered buf not assossed for gs ess;)d on t.h_ﬁ mli monitoring
sffeciivaness on 11117/12 and for the two doses « | oW shoel with eac o
administerad on 11724712, administration of prescribed
! b. Raview of the 12/28/12 physclan orders pain medication to confirm the
showed Flaxerll 5 mg. po every 8 haurs as s5 of the ; .
fvaded for pain, Review of the Janusry 2013 effectiveness of the inter vention.
N S -
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MAR and pain monitoring flowshest showsd
Flexerll & mg. was adininistered but not assessad
for effectivenass on 11114 3, H2BM B, 12913,

1 and 12314138,

3. Review of the medival record for tesident #19

showed sthe had diagnoses Including organic
brain syndrome, chronic pressure lcers, and
selzuré disorder, Review of the 12/22112
physician ortlers showad hydracadene with
acetaminophen 5375, one tablet every 4 hours
B8 needed for pain was ordered. The follawing

-cansems with pain- management were identifiac:

8. Review of the Dacamber 2012 MAR ang
pain monitaring Howshost showed that
hydrococione with acetaminaphen 5/325, one
felilet was documente as admibisiared bat ot
assessad for effectiveness on 120282,
12126012, and 12127132,

b. Review of the 12/26/12 physlcian orders

| shiowed the hydracodone with aeetaminophen

5/326 was increased fo 2 tablats wvery 4 tiolrs as
need for pain. Review of the Degamber 2012
MAR and pain monitaring flowsheet showed trat
the oxycodona with acetaminophen 5/325 was
documented asadministered bt pot assesged
for effactiveness on 12/2912, and for two doses

| glven both days on 12/30712 ang 124311 2,

¢. Revlew of the January 2048 MAR and pdin
menitoring flowsheet showed that oxyeodonn with
acetaminophen 51325 was documented as
administered but nat assessad for effectiveness
oe 14713, 161 3, for 2 doses on WE/H13, for 2
deses on 1/9M3, 1/ 1113, 2 doses on 1713/ 3,
1413, 2 doses on 171613, 119113, W20 3,
1!22{'{3,- 17126113, 1/27/1 3, '1720{13, ang A0H3,

d., Review of the Februzry 2013 MAR and pain
moniloring flowsheet showed hydrecodone with

T S
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043 1D SUMMARY STATEMENT GF DEFIGIENGIES ) PROVIDER'S PLAN OF CORREGTION _ s
PREFIX {EACH DEFICIENGY MUST & PRECEDED BY FULL PREFIX (EACH CORREOTIVE ACTION SHOUWLD BE GORPLETION
B Y] REGULATORY OR 180 JCENTIFYING INFORMATION) TAG CROQ&F{EFEREN?S{[?%SJ\I}}E APPROPRIATE DA
D
F 309 | Continlied From page 2 E309  Based on the results of the

audits, education will be
provided immediately on an as
needed basis.

Measures Put into
Place/Systemic Changes Made
to Ensure that the Deficient
Practice(s) Does Not Recur

A comprehensive pain
assessment i8 conducted on all
residents ypon admission,
quarterly, and upon a significant
change.

The assessment will include an
-ovaluation of the type, location,
source of pain, regident pain
tolerance, and pon-
pharmacological interventions
to address pain. Based on thig
assessment, a plan of care to
address pain management is
developed,
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AND PLAN OF CORRECTHON IDENTIFICATION NUMBER; 4. BUILHING ) COMPLETED
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635013 B Witia _ 0202112013
HAME OF PROVIDER OR SUPPLIER STREETAODRESS, CITY, BTATE, 218 copg:
_ 3128 BOXELDER DRIVE
KINDRED TRANSITIONAL CARE AND REHABILITATION.CHEYE CHEYENNE, WY 82004 |
SUMMARY STATEMENT OF DEFICIENOIES D PROVIDER'S FLAN OF GORREGTION o
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DEFICIENEY)
F 309 ;ﬁ:’”"ﬁd ”? om pag@ 32 fowshost shomed 308 Pain will be routinely assessed
did pain monitor g Howshest showe rou ,
Flexerl 5 ing, was administered hut not assessed throughout Sl;a dag  The .
for sffectivenass on 1/11/13, 1/28/13, 1/29/13, presence and/or absence of pain
and 1431413, will be documented each shif} in
Ravigw of dical for residant #19 the ‘
3, Review of the medica record for resldenh 3 : .
Showed s/he had dlagnoses Incliiding organic R f}m that s rep orted and/or |
braln syndroime, shronie pressure ulears, and observed at other times will be
seizure disorder, Review of the 12/22/12 documented on the MAR along
Physiclan orders showed fiydrocodons with with the administration of pain
acataminophen 51325, one tablet every4 hours miedication Non-
s needed for pain was ordered. The following o R )
sancems with paln management were Identified: Plfaf macological interventions
8. Reviaw of tha December 2012 MAR and will be documented on the Pain
pain marnitoring flowsheet showed that Management Flo .
| hydracodone with acetarolnophen 5/325, one Pain “gfm be xzreﬁheet to
tablel was documented as administered out not o oo assessed priorio
assaused for effectiveness on 12/25/12, and after the adminisiration of
1‘2.426/1.2.?:1(1 ;ﬁ?éz?{{l 2;2 8112 phpeilen ord PRN pain medication and
b, Review of the 12/087 } physiclan orders ¢
showed the hydrocodana with goataminophen gzcumanted onthe Pain Flow
51325 was Increased fo 2 talblets Bvery 4 hours as eef,
nead for pain. Review of the Decermbar 2012 The Staff Development
o iyt i e ovsestshowed Coordinator /Designee will
3] with ace _ s 1
dacumented as administered but not assessed pi O‘flde edqutzan to licensed
for effectiveness on 1212971 2, and for two dases ntirses upon h_],rg,- and ag needed,
given both days on 12/30112 and 12/3112. addressing the following areas:
. Review of the Jamiary 2013 MAR and pain
| manttoring flowsheet showad that oxyeodona with
acstaminophen 57325 wag documented as
;i adminlstered but not assasged for effectiveness o
on 413, 176113, for o dosas on 1/6/13, for2 .
doses on 1/9/13, 11713, 2 doses o 115/ 3 o
114713, 2 doses on 1716113, 1149113, 420113,
1122413, 41261 3, 112713, 172613, and 1/30/13,
d. Roview of the February 2013 MAR and pain M
monitoring flowsheet showet hydrocodosio with
T _ L
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MAR and paln monitoring flowshest showed

| Flexerll 5 g, was administerad but not assessed
for effectiviiness an 13, 1125113, 112013,
and /313,

3. Review of the medica) tecord for resident #19
showed sthe had dlagnoses including arganic
bralh syndréms, chronie presssucs Ulcers, and
seizure disorder, Review of the 1 2ldan2
physiclan ortlers showiad hydrocodone with
acetamindphen 5328, one tablet evary 4 hours
4s Needad for pain was ordered, The following
Goncerns with pain management ware Mentited:

8. Revlew of the.Desember 2012 MAR and
paln monitoring flowshest showed that
hydracodane with acetarmin aphen 5/326, ane
t tablet was documented ag-adminlstered butnot
assassed for effactiveness on 12428112,
12/26/12, and 1227112,

b. Review of the 12126112 physiclan orders
shiowed the hydroGodona with acetaminophen
5/326 was increased to 9 tablets every 4 hours as
naed for pain. Review of the December 2012
MAR and pain monttofing flowshaet showed fhat
the oxycodone with acefaiminophen 5/426 was
documented es adiinistered but not assessed
for effectivensss an 12029712, and for twa doseg
| diven hoth days on 12/30/12 and 1203142,

manitoring flowshest showed th al exyeodone with
: Acelaminophen 5/325 was documeniad as

I administered but not assessed for effectiveness
o 1443, 115H3, for 2 doses on 16/ 3 forz
doses on 1/9/13, 11113, 2 doses on 141 313,
1413, 2 doses an 1716/43, 119413, 20113,
1422413, 142613, 1127113, 1/2943, and 1/30H 3,

monitoring flowsheet showed hydrecodoarie with

6. Review of the January 2013 MAR and pain |

d. Review of the February 2613 MAR and pain

F 309

' and procedure;

2. Conducting pain
assessments to inchzd
monitoring for non-
verbal signs of pain,
identification of pain
tolerance, and
distractions/non-
Pharmacological

pain;

3. Bvaluating the
effectivencss of PRI
medications:

varied dosage of pain
medications;

3. Monitoring for the
presence of applied
patches; and

6, Docwmentation,

o

Event i 0tR4 11

Facility \0: Wyogys

L. Pain management policy

interventions related to

4. Obtaining parameteis for

medicinal transdermal

e
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AND PLAR OF CORREGTION IDENTIFIGATION NUMBER: A, BUILBING _ COMPLETED
.
{35013 B WING — 0212412013
AW OF PROVIOER QR SURPLIER | 9YREETADDRESS, CITY, BTATE, 2IP COpg
- _ _ _ 28 BOXELDER DRIVE
KINDRED TRANSITIONAL GARE AND REMABILITATION-CHEYE CHEYENNE, WY 82004 )
) fo SUMMARY STATENENT OF DEFICIENCIES n PROVIDER'S PLAN OF GORREGTION ww |
: ACH BEFICIENGY ML ECEDED BY PL PREFIX (EACH CORREDTIVE AGTION BHOULD g1 GOMPLEYION
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. - L R (]
F 309 | Gontinwed From pags 2 F 300 i‘“;‘“""‘"l? ﬁi‘}e Corr '?"t:;""
| MAR and paln manltoring flowsheet showed Action(s) Per ""’",'-"‘“"'e
Flexarll § mg, was administered but not assessad Make Sure Solutions are
for effecivaness on 1113, 1125113, 1129/13, Sustained:
and 131413,
{ 8. Review of the medioal record for resident #19 ) - )
| howed s/he had diagnases inciuding organic The RN Unit Ma{]ager/]).emgnﬁe
brain syndrome, chronle prassura ul cers, and - will conduct routine audits to
Py g s of 10 222012 | - confirm pain suedications are
: aéetamimphen 51325, o tablet every 4 hours appropnate[y.dqﬁttmeﬂfﬁd o ﬁhe
as noeded for pain was ardered. Tha follawing MAR and resideni’s pain levels
Goncems with-pain management warg lentified; are assessed on the pain
& Review of the Decamber‘zmz MARand meonitoting flow sheet with each
pain manitoring Rowstiest showed that iministration of bed
hydracodonia with acetaminoghen b/325, ane &dmmxsu?.atl_o_!! Ol a prescribe
let was documented as admihistered but not pain medication to conficm the
assessed for effectiveness on 12/3812, ifectiveness of the intervention,
12026712, and 12127112, cliccttven
b. Review of tha 12/28/12 physlelan orders . _ _
showdd the hydrobodang with acelaminophen Based on the Fesuits of the
5/32({5 was Increased {0 2 fablete mvery 4 howrs as audits, education will be
need for paln. Review of the Decembar 2012 : immediately on an ag
1 MAR and pain monltoring fowsheet showed that p;g;i?g Im ed Y
the oxycodone with acstaminophen 5/325 was heeded basts,
docuiniented as adiinstersd but nat assessed
for effsctiveness on 12/29413, and for two dosés
given both. days on 1 2030112 and 127314 2,
¢. Revilaw of fhe <antiary 2013 MAR and pin
mortitering flowsheet showerd that oxycodone with
i Beotaminephen 5/328 was documeniod as
i administered bt nol assessad for effeciivensss e
an a3, 145138, for 2 doses on /6743, far 2 )
doses on 170/ 3, 11113, 2 doses o 1M 3713, b
W43, 2 doses on 1746/13, 11943, 120413,
) 1122113, 1726113, Haria, H2513, and 1/30M3, '
d. Review of the February 2013 MAR and pain ad
monitoling flowshest showed hydrocodone with _

_ : S
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AHD PLAN OF GORRECTICH IDENTIFIGATION MUMBER: | A Buitoivg COMPLETEDR
C
§35013 B, WiNG 02212013 |
" NAME OF PROVIDER OR stppLiER STREETAUDRESS, CITY, STATE, ZIP CODE
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KINDRED TRANSEY TONAL CARE AND REMABILITANION-CHEYE GHEYENNE, WY 82001
8U T OF DEFICIENCIES PROVIDER'S PLAM. OF CORRECTION {5
P |t e STATENENT ¢ PRECEDRD By UL PREFIX {EACH CORRECTIVEACTION SHOUIDBE | oonbiitnon
¥AG RESULATORY OR L.SC IDENTIFYING BFORBMATION) TG GROSS-REFERENGED TO THE APPRORRIATE DATe
DEFICIENCY)
F 808 Gontinued From page 2 Faop| The {)irector_ of . .
MAR and pair manitoring flowshaet showed Nursing/Designee W_JH provide
Flexerl) 8 my, was ag frinistered but not assessed education to licensed nurses
fn:gaﬁgﬁis:gnass on 11113, 12514, 1428143, regarding ghe expectations
SRAARIAS. addressing documenting the
3. Review of the medical recerd for resident #19 adminisiration of pain
showed s/he had diagnoses Including organic medications in the MAR. and
braln syndrome, chronie pressure ulcers, angd 3 ing the resident’s pain
setzurd disorder, Review of the 1afaare lad dliess n‘ght ‘“f”‘:ismnimﬁn
| physlctan arders showad hydrocadone with evels ont e.pal g
asetaminophen 51325, one tablst every 4 hours flow sheet with each .
a3 naeded for pain was ordered, The fallowing admindstration of 3 preseribed
cancems with pain management were Identifiad: o SPTI in e
4. Review of ths Decenber 2012 MAR and paim I{lediqatl&?é;) c;nf, mi}
palit monitoring flowsthaet showe that effectiveness of the intervention,
hydrocodane with Bcataminaphen 5/325, ane
cuassid o afagp St it o The Dirsotar of
oretiactivensss on 12/26/12, s : it
12026112, and 12027112, | Nursing/Designee will report
b. Review of the 12/28/2 physiclan orders outcomes of audits to the
g?‘c:wéd the hiydrotadane with acetaininophen Performanee TImprovement
325 was increased to 2 tablats svery 4 hours as 3 Iy times 3 for
need for pain, Review of the December 2042 Committee month i
MAR and pain monftaring lowshaeat showed that f .
he-oxycodone with avetaji inophen 5/325 was their Teview, 1 ccommendations,
documented as adminlstared bug ol assessed and direction 4 g needed.
for effectiveness on 1212912, and for two doses
fiven both days on 12/30712 and 1213113, - . . o
€. Review of the danuary 2013 MAR and prin Date of compliance js April 7,
monitoring fowsheet showed it oxyeodone with 2013.
j acetaminaphen 51925 wag documented gs _
! atininistered hit not assessed for effectivenass ad
an N3, N3, far 2 doses on /6413, for 2
doses on 170/ 3, 11113, 2 doses on 113/13, ot
114113, 2 dases on 1116113, 14 9/13, 120413,
1233, 1/26113, 1127713, 17428013, and 1430743,
d. Review of the February 2013 MAR and pait #?
| monitaring flowsheet showed hydrocodons with

| - e
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| dostaminophen 67326 was documented as -
adroinistered but not avsessed far effectiveness
on.2H 713,
Raview of the Pain Management polioy dated
412809 showed the paln agsedsment should
inglutied the avaluation of the effactivenass of the

interventlon, Interview with the director of nursing
1on 22143 at 10 AM revealed that every as.
neaded dose of pain médication should ba
ovaluated and the evaluston dootimented.

F 3231 483.25(h) FREE OF ACCIDENT | P32
The facllity must ensuire that the resident - Hazards/Supervision/Devices

Brvironment remalns as free of aceldent hazards
as Is possible; and each resld?nt receives! . This plan of corvection is the-
Adequate superviston and wss stance devidesto el s \ .
prevent accidents. _ facllxtgj 8 credible allegation of
conipliance.

Corrective Action(s) for Those

This REQUIREMENT fs not met as'evidenced Avsidents Found to Have Boen
b Affected by the Deficient
Based on medloa) record review ang staff Practice:
intetview, the faciliy Rillad to ensuie f of 4
sampla reskdents (11 5) who was at visk for fa)lg T T .
recelved an accurats post fall assessment, The Resident #115 has discharged
findings were; from the Center.
- Review of the admission nursing evaluation for s
resident #4115 showed the resldent was admitted .
to the facility on 172505, This review also #

revealad the resident was alort and ariented,

 ambulated! with a cane, had g Aistary of fafling
prigr to admisston: ang required supervision and u
limited assistance with most activities of elaily
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() 1Dy SUMMARY STATEMENT OF DEFIGIEHOIES I PROVIDEIYS PLAN OF CORRECTION 1)
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lIving;. Review of tha documentation written by RN Idm.: fification ?f 0-"“"’
1, dated 211713 at 1 AM, showed the resident Residents Having the

Was found lying face down on the floor by the Potential to be Alfected by the
sink. At that time the resident complained of left Same Deficient Practice:

ankle pain when staffl moved him/her from the '
floor to the bad, The resident also complainad of e T
pain when staff touched hisfher ankle, Acctirding The RN Unit .
to the. 1\!.’?5/13 documentation, RN #1 completed 5 Managers/Degignee will
neufologlcal assessment at 1:20 AW, 1:358 Al, onduct an audit to confirm
1:00 AM, 2220 AM. 3:20 AM, 8:50 AM, 4:50 Ant :esig:ﬁtsa}gaved;t ost fall
and 5:50 AM. Revisw of each tim ed assessment . : p
showed the resident moved both fower ovaluation complefed, assessed
extremitias withont difflevlty and ne changes In for pain, confirm the availability
condition wers noted, Review of the January of pain medications, and
2013 medication adminstration reoord showed T the pai dicati
RN #1 assessod the resident's pain 28 2ero from administer the pain medications
1731113 at 10 AM to 2/1/13 at 8 AW, However, the | n accordance with the

| BN had documented the resident "sald” hisar physician’s order.
ankle was “sora" at 6:15 AM and th are were “no
orders for pain med {medication]." Review afthe , _
2MN3 documenitation by licsnsed practical nurse B&S}”d on the fﬂﬁﬂf? of the
(LPN)#1 at 7:40 AM and RN #2 &t 8 AM revealed audits, education will be
thelr assessments of the resident's pain and provided immediately on an ag
infury were not the same as documentsd by weeded basis
RN#A, Reviewof the nursing:note eompleted by aoe ASI8.
LEN#2 showed she assessed the reskdent al
7:40 AM and noted the regident’s ankle was
"swoilten and brulsed” and there was “Increased
paln with movement-aid toush,” Review of the

|- assessiment completed by RN #2 showed she
assessed the resident st 8 AM and the residant
Goinpiained of left ankle palh. This review also #

showed e resident’s anide was swollen, purple
and “lying laterally on a pillow with obvious - "
daformity.” According to the madicsl regord the

 resldent was transferred to the hospital on 21413

| at 9AM for treatment and care of fractured left i
ankle:
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DEFICIENCY)
B , L Measures Pat into
F 823 Continued From page 5 F 328 Plaeet’Systemi ¢ Changes Made
| Interview on 2121713 at 11,40 AM with the to Ensure that the Deficient
diraotor of hursing revealed the facility Practice(s) Does Not Recar
investigated and reviswed the shove avarnts and
determined RN #1 neadad education end training . .
regarding assessiments and ldentifying fafl rolated .Resu?nts are assegsed
injutles. Review of the aducation training records immediately following a fall to
i shgwéd only RN #1 and four addfﬁo!nal nursas determine the presence/absence
had recelved the Inservice and tralning. Further : [P
tovlew of the Information revealed no evidane of nfpgm and_/mj mjury, The .
campetency evaluations to ehsure all staff wio findings of this assessment are
did riot recelve the education and training had the documented.
Skdils and knowladge to Gamplete a post faf
asseasment accitrately, intervisw on 2214 Jwith ¥ : .
LPN #2 2t 9:35 AM and LPN #3 at 11-0 AM H abmosmal findings arc noted
revealed they had not received the Inservics during the assessment,
| taining, Quring an interview at 1140 AM, the appropriate interventions are
director of nursing afso confirmed all licensed initiated including the need for
nurses were responsible for post fall . ?
assessments, but efforts to ensure all nurses had further assessment, measures to
the hecessary skills and knowledge fo complate manage pam, etc.
accurate pust fall assessments was {acking.
Residents are assessed each shift
for 72 hours to follow 2 fall 1o
determine if any adverss effects
have resulted from the fall,
Additional interventions are
taker ag needed,
Education is provided 1o nurses
¢ |- regarding the policy and
procedure related to post-fali
assessment and intervention,
& .
upon hire as peeded.
: -
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F 323 | Continued From page & F 323 f‘;f‘it‘?’;';f ﬂe C‘m"’“:"e
ction(s} Performance to
Interview off 2/21/13 5t 11:40 AM with the Make Sare Solutions are
director of nuysing revealed the facllity Sustained:
investigated and raviewad the above events arl]d
detarmined RN #1 needed education and tralning e
regarding assessments and ldentifying fall ralated The St‘ﬂff Develqpment )
Injurles. Review of the sducation training records Coordinator/Designee will
ﬁgg‘i{eg ‘i’“'}é ?ri‘l ?1*1 an‘ri four il{df“_'g: al F;Ei?lst provide education to licensed
recalved the inservics and training. 8 , - nec
review of the information revealed 11o evidence of turses 1o address the necessary
competency evaluetions to ensure all staff who skills and k:nowiedge io
did ot recaive the education and training had the complete the posi-fafl
skllls and knowledge to complete a post fall svaluation, the appropriate
| Basessmant acourately, Interview on 2/21743 with 16 . \
LPN#2 at 6:35 AM and LPN #3 at 11:20 Al protacol for assessing pain,
ravealed they had not raceived the Inservica contacting the physician,
rectoof g s 140 A4, e administering the pain
nurses were responsible for poat fall rjr_zedwatif){zs l,n accqr_‘dance with
assegsments, but efforts to ensyre 3l nurses had the physician’s order,
the necessary skills and knowledge to complete determining the effectivencss of
acciirate post fall assessments was lacking. the pain medicati&n, and
documenting in the MAR the
administration of the pain
medication,
b3
4
2
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Interview on 2/2113-at 11:40 AM with the Managers/Designee will
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director of nursing revealed the faclfity
investigated and reviewsd the above events and
determined RN #1 neaded education &nd training
regarding assesamants and identiying fall related
injurles, Review of the educstion training racerds
showed only RN #4 agd four additionasl hurses
had recetved the nservice and {rafning, Furiher

| review of the Information revealed no evltence of

competency evaluations to ensure all staff who
did Aot receive the adueation and training had the:
skills and knowledge to sumpléete a post Tall
Casessment accurately. Intarview on 2/24143 with
LPN' 428t 9:35 AM and LPN #3 at 11:20 AM
revesled thay had not received the nservice
training. During an interview at 11:40 AR, the
ditectar of nursing also confirmed a4 licensad
nurses were responsible for postfall
assassments, but afforts ta onsure all iurses had
the: necessary skills and knowledge lo complate

' accuirate post fall assesaments was lacking,

Bvenl 1ti; 0lF41

conduct an audit to confirm the
completion of the post-full
evaluation, as assessment for
pain was conducted pre and post
pain medication administration,
the physician was contacted if
needed, and validate the MIAR
reflected the administration of
the pain medication in
accordance with the physician’s
order.

Based onthe resylts of the
audits, education will be
provided immediately o an a3
needed basis,

The Director of
Nursing/Designee will report
outcomes of audits to the
Performance Tmprovement
Committee monthly times 3 for
their review, reGammendations,
.« | ~ond ditection as needed,

Date of compliance is April 7,

2013;
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