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The following common sbbreviations are used .
thraughout this decument: Corrective Action:
CNA: Certified Nurse Aitis The Director of Nursing Services (DNS),
SDC: Staff Development Coordinator - Unit Managers and Staff Development
PT:  Physical Therapist Coordinator (SDC) provided education tol
MDS: Minimum Data Se- nursing staff regarding:
DNS:  Director of Nursing Services ~Timeliness of responding to call lights
RN.  Registered Nurse -Providing prompt assistance to residents
CAA: - Gare Area Assessment ~Providing privacy to residents as needed
LPN'. . LIC.EI’)?E!d Pra‘cﬁxca}‘l\l.urse -Utilization of interventions identified in
ADL's: Activities of Daily [.ving the plan of care for residents

Less commoniy used abbraviations will ba

annotated in sach deficlency, Identification of Others:

232:[1) f’ﬁﬁ:ﬁéﬂfﬂﬁ@ Y AND RESPECT OF Faa At a Residemt Council Meeting, thel
residents were asked abowt concerns

The facility rust promote sare for residents in a regarding timeliness of call light Tesponse
manner and in an erviromnent that maintains or and/or assistance when requested and if
ehhances each resident's dignity and respact in there were any concerns regarding privacy

fulf recognition of fis or her individuality. ' and/or  dignity, The  facility

complaint/concern  process  will  bel
) followed for any identificd concerng,

This REQUIREMENT is nat met as evidencad
by: The DNS and Unit Managers/designes
Based on observafion, staff and resident will condnct call light observations on
interview, and medical recnrd review tha facility each shift for 3 days to determine
fated o ensure measures i maintain the dignity timeliness of response Following call
of residents were implemented for 2 of 2 light response msi dents  will b

¢4

obzarved residants (#77, #73). The findings were: \ . . X -y
1. Review of the medical record for resident 473 Inferviewed, if intervic able, to deter €

revealed the resident was admitted fo the facility if their requests were met. B‘?md on the
00 H/28/2012 with d@gnoses including muscuiar .| vesults of the call light observations and
wasting, disuse atrophy, ard malaise and fatigue.
Review of a significant changa MDS dated
8127413 showed the residert required sxtensiva

LABORATORY DIRECTOR'S Q)R PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TTLE {X6) DATE
T 2069 ~Hriner £ il afsfrz

QLI ain asteriek () danotes 2 defisiency ‘which the institution may be exetmed fom correcting praviding it is determined ihat
other safeguards provide suffiph vtaction 1o the palients. {See irstructions,) Except for nuisipgkomes, the findings staled above are disclosable a0 days
following the date of survey viielher orrot 5 plan of correction is provided, For nursing homes, the abové findings and plans of cofrestion are dizelpoabie 14
deys foligwing the dete fese'decuments are made available to the Tazility, If cefiniensies are oited, an approved Fan of correedion s requisite to confinued
program parlcipation.

Any deficfency statement B
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assistance to perform ADL's Including toilsting, ﬁﬂ?&ﬁ;ﬂdm‘onial training will be done

and the resident was freatiently incontinent of
bladder. The MDS also showed the resident was

moderately cognitively impaired. The follawing The DNS and Unit Managers will conduct

concems were identified romnds twice daily at random times, for
a. A continuous obser ation mads on 10/2M13 two weeks, to observe for privacy and/or

fram 18 PM until 3:45 PM revealad the rasident dignity concemns and if care plan

tumed onthe call light for agsistance st 318 PM. interventions are utilized by staff. Based

CNA #1 was observed n2ar the elevators next to on the results of the rounds, additional

the commens room with a hydration cart, tratning will be provided to nursing staff

assisting other residerds At 3:25 PM GNA#2 was as needed.

sbesrved getling on the slevator and leaving the

floor and CNA #3 was ohserved getting off the Systendc Changes:

elovator. At3:30 PM CNA #3 and #1 were

observad at the nursing station reviewing Call lights are utilized by residents to

assignments. Nurse #1 went into the resident’s
roon at 3:37 PM, the resident requested, "heip to
go to the bathroom." Nurse #1 infarmed the

request assistance from staff.  Staff
responds to call lights timely and provide
resident he would get a SNAto assist him/her assistance (o residents pmmpﬂy. Ifa Staﬂh
and left the resident's room, the call light member tesponds to a call light and is
continued to be activatad. At 345 PM, 27 minutes upable to provide

later, GNA#1 entered t 6 resident's room and the
residant stated, "Well § bad to go to the bathroom,
but now I'm wet” GNA #1 asslsted the resident to

the bathroom. The resident's adult hrief, bed pad the assistance needed by the resident,

and clothing wers saturated with urine. he/she will notify a staff member that can
b. Review of the resident's cate plan updated provide assistance,

5/29/13 shawed the resident had frequent bladder

Incontinence related to impaired mobility. Rounds will be done 3-5 times a week by

Interventions included faciity staff needed to the DS and Unit Managers to abserve for

i ident with twilsting as . s i
assist the residont with tnileting as needed care provision accor to the care plan

for residemts and to identify potential
concetns related {o privacy and/or dignity.
Immediate trining for staff is done as

2. Medicat record review showed resident #77
was admitted on 7/8/13 with diagnoses ihat
inciuded dementia, and that sthe required
extensive assistance with ADL's, including
foileting.

a. Observation on 10/2/13 at 3:08 PM showed
FORM CMS-2567((12-89) Previous Vorsions Ubgoltn Event ID:BEXNTI Facility I: WYG018 If continuation sheet Page 2 of 31
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the resident was laying in bed. The bed was near
the entrance 1o the roorr, the door was open and
from the hallway the resident was ohserved o
have had a bowsl movement in the bed. The
resident's disposable brisf was around histher
ankles, and the residant was uncoverad and
unclothed. The odor was noticeable from two
daors down the hall where the survayor was
standing. During this obsarvation CNA #8 was
sitting with G other residents in the dining/main

' area of this unit, and ChA #5 was assisting 2

resident in another roone. At 3:20 PM the resident
began to move arcund and wake up, but did not
use his/her call light. At 3:22 PM GNA#5 left the
unittv go an break Jeaving one GNA on the unit.
CONA #5 walked down the hallway o leave and did
not acknowledge the smell or the resident who
was visible in the roam from the hallway, At that
time the resident had propped himersolf up and
wat iooking out the decr of the oom, As tha CNA
was leaving, 3 house keeping staff came info the
unitto clean and buff ths floors. These

| house keeping staff shearved the resident nakead

and unclsah from the hatway, however, there
was no notification to the CMA, The
housskeeping staff went-about cleaning fouffing
the floor in the hallway in front of this resident's
room.

b. At 3:25 PM the surveyor spoke to CNA #8to
inform her of the dignity issus so the resident
could be protected. As ‘he CNA was bsing
informer, a corporaty otivities reprasentative
enterad the area, and c'osed the door so the
resident was not in viev' from the haliway.
Interview with CNA #8 an 107213 4t 3:30-FM
reveated this resident was known o have this
behavior. She further stated she had assisted the
reaident with tolieting 21d faying down hotlong
pefore. She also stated the other CNA would be

appropriate. The results of the rounds will
be provided to the DNS/designee for
| trending and to identify Farther training
needs. ‘This will be done weekly for four
weeks and then re-gvaluated.

Regidents will be interviewed either
individually or as part of Resident Council
to deiermine if there are concemns
regarding timeliness of call light responss
and/or assistance when requested and if
thers were any concerns regarding privacy
and/or dignity. These interviews will be
done by the Social BServices
Director/designes and reported the DNS.
The facility complaint/concern

process will be followed for any idemtified
concetfis. This wifl be done monthly for
three. months and then re-evahuated,

Education is provided to nursing staff ag
needed regarding:

-Timeliness of responding to cail lights
~Providing prompt assistance o residents
~Providing ptivacy to residents as needed
-Utilizatior of interventions ideniified n
the plan of care for residents

Meonitorimg:
The Director of Nursing Services

(DNS)/desighee will report the results of
the romnds and Resident interviews to the
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on break for 45 minutes, 1t wasn't easy kesping Performance Improvement (PT) Committec |
track of everything, and it she needed assistance for review. This will be done monthly for
she could call the main desk. three months and then re-cvaluated.
. Review of the care plan showed a behavior
prablem was initizted 10/3/1 3 showing the The PI Commitiee will review the audits
resident prefers to sleep without clothes on, and to provide farther recommendations and to
may at times play with feces, There were determine whether or not the deficient
interventians developed sn 10/3/13 to inciude practice has been resolved. The PI
anticjpate needs, provide an oppariunity for Committee will make a determination as to
posii?ve interaction, s'tm? and falk with -h irfﬂher as ihe frequency of ongoing monitoring,
passing by, and & provirle privacy whils in bed ‘
without clothing, use privacy curtain and check
froquentty to ensure safety. 179
F 270 | 483.20(d), 483.20(k}1) DEVELOP F 279 .
55-E COMP:RI;HE NSI\JSE)E:E\HE PLANS Corrective Action:

A facifity must use the results of the assesement
o develop, review and revise the resident's
comprahensive plan of care.

The faciity must develop a comprehensive care
plan for each residetit i-at includes reasurable
objectives and timetableste meeta resident's
riadical, nursing, and mental and psychosocial
needs that are identifiec In the comprehensive
assassment.

The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physicsl, menial, and
psychososial wall-being as required under
§483.25; and any services that would otherwise
he required under §483 25 but are not provided
due to the resident's ex aciae of rights under
§483.10, Including the right to refuse freatnisnt
under §4B31NE(4).

Resident #75 was discharged from the
facility on 08/02/13.

The care plan was npdated for resident #72
to reflect cyrrent interventions related to
fall sk,

The care plan was updated for resident #70
to reflect cument iransfer statos and
interventions related to fall rigk,

The care plan was updated for resident #54
to reflect current interventions telaied to
fall risk.

The care plan was updated for resident #74
to reflect curremt transfer statws and
interventions relaied to fall risk.
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This REQUIREMENT is not met as evidenced The care plan was updated for resident #71
by: Fo reﬂec_;t current transfer stams  and
Basad on observation, medical recard review, interventions related to €all risk.
and staff and resident imerview, the facility failed
to davolup, review and ravise individualized care Resident #50 was discharged form the
plans to meet resident neade for 7 of 15 sample facility on 10/10/13,
residents (#6560, #54, #70, #71, 472, #74 #75).
The findings were: The District Direstor of Clinical
. ‘ Operations  (DDCO)  will  provide
1 Recnrd review for resident #?ﬁ- showed the education to the Interdisciplinary Team
resident was admitted m the faciiity on 7/2/13 with (IDT) regarding the following;
diagnoses including Alzheimer's disease, muscle
weakness, and lack of coordination, The MBS A . .
assessment dated 711243 showed the resident |~ Reviewing care plans if a residont
had severe cognitive impairment, was confused, expetiences a fail to ensnfe reﬂfzchve‘ of
required extensive assistance with ADL's, and the current status (_’f the rem_de}m:_, mc}udmg
had austained 2 falls since the prior MDS any new interventions to minimize risk for
assessment, The GAA showed the resklent fail?., jmnsfer ‘status  changes, et
triggered for falls and a care plan for fall risk - Timeliness of updating care plans related
should be implemented, Review of physician to falls to reflect interventions
orders datad 72713 showed the resident had, implemented based on the IDT review
"slarms o bedfiwheelchair.” The foliowing afier a fall.
goncermns were identified.
a. Review of ihe mrging notes showed the Identification of Ofhers:
resident had fallen 4 fires since hisfher 7/2/13
2:’;};?;";;“;{;%"93 ;ﬁ%ﬁ"ﬂ:ﬁ%—fﬁ?s An audit of care plans for residents will be
Raview oxi 2 : 05 ‘I‘all' FILHrsiiy no‘a.es r:latprt':l 7813 complt?ted fo c%etermme i they were
pos ar g reflective of their current transfer status
showed the resident had, brulses on the legs and fall visk and if reflective of momendai
abdomen and, had bruised or disceiored skin on . . ; ;
histher bilateral arms fiom the falls. The fall on interventions  and appropriale - measures
7124113 resulted in the resident being transfemred related to falls. Care plans will be updated
to the emergency deperiment whers it was as needed.
identified s/he had sustained a transverse
fracture of the first lumpar vertebrae,
b. Review of the cam plan showad no care

plan had boen devaloped to address the
resident's risk for falls ntil 811213 even though
she had experienced 4 falls with injuries (bruises,

FORM CMS-2567 (02-89) Fravious Varsions Obsclele Event I[: 8DJNH Faciiity ID: WHN0018 If continuation sheet Page 6of 31
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fractures) in July 2013, The goal was the regident
would maintain maximury mobifity within
presoribed restrictions, Inferventions wera not
resident specific and inciuded, "administer
medication as ordered, allow to perform tasks,
and assess and monitor ability to perform ADL's."
Alarms were not listed as interventions on the
care plan.

c. Review of tha interdisciplinary team falls
review documentation saowed the following
recommendations wete made. For the fall on
TH5M3: confinue with alarms, therapy, and
educate staff not to leavs the resident alone . For
the fall on 7/24/13, the recornmendation was to
add a mbs monitor, Review of the care plan
showed there was no documentation 6f
interventions including alarms, education of staff,
therapy or a tabs monitr,

d. Interview with the 1DNS on 10/4/3 at 2:20
PM revealed care plans were supposed to-be
updated when new inte v/entions were
implemented. The interview also revealed fall
interventione were supposed o be updated on
the eare plan during the Tnterdiscipiinary team
meetings held daily Monday through Friday.

2. Review of the medical record for resident #72
showed she was re-adritted to the facility on
811713 and had dinghoses that included
rehabilitation and aftercars for the traumatic
fracture of hisfher hip and arm. The resident was
previously admitied on 1/1513, and review of
nursing notes showad he mesident had = history
of falls. The notes showad the resident had falls
in the facility on: 2725013, 31513, 326813,
5/21/13, 611613, THDIE3, B30M13, and Y2613,
Reviaw of the 1/16f13 ‘2li cars plan showed the
resident was at dsk for falls related to
de-conditioning/decrezsed mobility at times,
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Systemic Changes:

cirenmstances of the fall are reviewed by

|The MDS Coordinator (MDSC)/designee

Care plans are initiated by the IDT upon
admission, stpnificant change of status and
as mneeded, based on resident status
Comprehensive care plaas are reviewed by
the TOT upon admission, quarterly and
upon significant chamge of status during
care conference.

When a resident experiences a fall, the

the IDT. The fall care ptan is updaied to
reflect the recommendations made by the
ID'T and any new interventions.

Upon admission, quarterly and with a
Significant Change of Status (SCOS)
residents are assessed for fall risk. Based
on the outcome of this assessment, a cate
plan ig developed to reflect the fall risk
and interventions, including placing the
resjdent on ihe Falling Star program.

will audit care plans for residents
identified at high fall risk wpon admission
and for residents that experience a fall to
determine if current inferventions ate
identified. Care plans will be updated as
needed.  This will be done monthly for
three months and then re-evahuaded,
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occasional incontinence hearing problems,
Alzheimer's, use of psychofopic medications,
and status post hip fracture. Review of the
interventions for falls showed a Yip matiress and
non-skid eocks for both faet at night were added
on 2263, Encouraging the resident to request
assigtance in ambulating were added on 3/16/13,
and side rails fmes two was added to the bad for
rnobifity on 3/20/13, The remainder of the
interventions to prevent falls including the uss of
a bad pressure alarm and wheelchair alarm were
developed on 1/16/13 when the care plan was
intiated. The care plan-ailed to show any new or
changed interventions to prevent falls after the
May, June, July, August and September 2013
falla,

3. Review of the madical record for resident #70
showad sfhe had diagnoses that included knee
joint replacements, ariety, muscle waakness,
and ostecarthritis. Observation an 10/2f13 at 255
PM showad the residert raquired exfensive
acsistance for fransfars, Observatfion showed
CNA #i5 assistad the resident with the use of 2
sit-do-stand lift to transfer from the wheelchaly to
the toilet. During the ok:servatian the resident was
noted i he weak and did not have enough
strangth to participate with the machanical i
transfar with his/her legs or upper body. The
resident made comments during the fransfer that
it hurt under hisfher aims, and the resident was
noted to be hanging from the R sling that was
usad io help suppart the body. Review of a
physical therapy note datad 4/25/13, and
restorative nursing notas dated 8/44/13 showed
the resident was not making progress with goals
for strengthening and was discontinued from
these pragrams on these dates respaciively.
Review of the 7/14/12 care pian showed the

The results of these andits will be provided
to the DNS for further teview and follow-
up. Additional training will be provided to
the IDT as needed.

Bducation will be provided to the IDT
regarding updating care plans based on. fall
risk or following a resident fall as needed.

| Monitoring:

The DINS/designes will report the results
of the care plan andits to the P1 Committes
for review. This will be done monthly for
three months and then re-cvaluated. If
further issves are identificd, additional
training will be provided to the IDT.
Identified problems will be reported to the
PI Committee for further review and
recommendations for itheee months, and
then re-evaluated.

The PI Committee will review the audits
1o provide further recommendations and to
determine whether or not the deficient
practice has been resolved. The PI
Commitiee will make a determination as to
the frequency of ongoing monitoring.

Date of Comphance: 11/05/13
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vesident was at risk for falls due to limited
mobifity, dementia and weakness. Angcther care
plan problem melated lo falls was dated 6/28112
and showed the residen: had an actual fall on
6120412 from bed without injury. The interventions
for the 7/14/12 fall prablam showed the resident
was on the falling star program as of B2212. The
requirement for a git-to-sdand mechanical it was
added to the care plan ch 714H2. Further raview
showed there was nothing added or changed to
the residents care plan interventions related to
falls or transfers sinca 322112

4. Raview of the medicel record for resident #54
showed s/he was admitied on 51 200 end had
diagnoses that included difficulty walking, malaise
and fatigue, and obesity. Review ofa 523
riursing note showad the resident was being
transferred in a sit-n-atand mechanical lift when
the resident became unateady and was lowered
1o the floor. The residert was fransferred back to
bed using a Hoyer mechanical lift (full body liftnot
raquiring the resident's strength or support).
Review of the resident's care plan showed the
resident used a sit-io-stand for fransfer status

and the goal was to transfer safely. This care plan
was initiated on 6/20/12 and the intervention was
to "direct frasidents neme] whils using sitto.
stand 1o ansure safety * I addifion, review of the
care plan related to fal risk showed it was
indtiated on 1/743, ard the resident's risi was
related to Incontinance, decreased mobilily, use
of antidepressant medications, dementia and
history of fzila. Several interventions wers shown
including fellowing the facitity fall protocal, and
reminding the resident to request assistance.
These interventions ware all dated 1/17/13, thers
were no changes or updates made to the care
plan related to the 5/9/13 fall.
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5. Review of the medical record showed resident
#74 was admiited on 12/28/11 with diagnoses
thatineluded aftercare for a traumatic hip fraciure
and muscle wealaess, Fieview of the nursing
notes showed the resident had a fall on 8313 at
& PM. Interview with the TINS on 10/4/13 at 9.30
AM revealed the post fall evaluation for this
resident's fall was done as a late entry on 10/2/13
due to the recognition that it was initially charted
on the wrong resident (#70). Review of the post
fall evaluation showad the resident slipped out of
the sling while being fransferred with a sit-to
stand mechanical lit. The fall was in the
prasence of staff with no injury. The Tollowirg
voncams were identifiec!;

a. Review of tha care plan showed the residant
was identified as a fall risk on 872512 due 1o
decreased mobility, incontinence, dementia and
use of psychotropic medlications, The Intervention
after the 9113 fall from the [ift was dated 10/313
(almost one month after the fall) and showed:
“Rasident requires o be ranaferred with sit-to-
stand due to limited moblity and high fall risk."

h. Intarview with the it manager on 10413
at 1 PM verified after ths fall the residant
confinued o be transfered with the sit-to-stand
lift. She then stated as of the moming of 10/4/13
an evaluation was cormplgted and a naw order
was received that the resident needed a full
Hoyer lift at all times for sefe transfers, She was
not aware of why an evaluation for safety was not
done or documented after the resident felt from
the Iift sling on 9/9/13.

5. Review of the medical record for resident #71
showed sihe had diagr naes that included mescle
wasting and disuse atmphy. Observatian on
107213 at 4:05 P shewed CNA 6 assistad the
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resident using a sitto-stand mechanical lift to
transfer from the bed 1o the wheelchair. During
the transfer the resident was ohserverd to be
unable to participate witr histher lef: side. The
resident was unable to hold anto the lift with
Hisfhar left =rm, it hung 2t his/her side, the
resident wore shoes anc his/her feet were
appropriately mlaced an ‘he foot platform. Review
of a 311513 post fall evahuation showed the
rasident had lost histher footing end slipped off
ttwe squipment and anto the floor white being:
transferred with a sitto-stand §ift Further record
review showed on 5/23/13 {two months after the
fall} the resident was evaluated by physical
therapy and the therapist trained eff on safe
transfer technigue and the appropriate Iift fo-be
used for this resident. Raview of the resident’s
care plan related io falls showed & ravision date
af 3719113 however, there were no intsrventions
added at that ime. The resident was shown to be
at risk for falls due to decreased mobility,
incontinence, uss of antidepressant medication
ard late effect CVA, antl impaired visicn. The
care plan showed an updated intervenfion dated
4033 to ensure the resident was wearing the
appropriate footweat when ambulating or
mmohilizing in the wheelchair. However, further
review showed the care plan failed to address PT
recommendations for ther sit--stand mechanical
Jift.

7. Review of the medical record fer resident #30
showed the resident was re-admitted to the
facility on 9#613 with diagnoses including
Alzheimer's, pneumonia, and anxiety. Review of
the most current MDS assessment dated 9/19/13
showed the resident was cognitively intact but
had disorganized thinking (section C1340),
Further review showed the resident required
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limited assistance and suparvision with ADL's
including transfenring and walking. The MDS
showed the resident hac experienced 2 or more
falla since admission. The CAA analysis showed
the resident was at risk (or {alls due to decreased
mobility, incontinance, use of psychoactive
medications, diagnoses of dementia and anxiety,
and recent falls, Review of the nursing notes
showed the resident had falien 4 imes, 9/12M13,
91613, and twice on 9/17/13. The review furthar
revealed the resident wes gent to the emergency
room for evaluation of numerous skin tears and
complaints of right shoulder pain sfhe sustained
from the unwitnessed fall on 8M2/13. The
following cencerns were identified:

a. Review of the care plan showed the resident
was high risk for falls re-ated to hearing problems,
decreased mobility, incontinencs, demantia,
anxlety, recent falls, and psychoactive drug use.
The care plan for falls was not initiated until
6/25/13, (13 days after the resident’s first fall and
19 days after the resident was re-admitted to the
facility). The care plan vas not updated until
10/21 3 and updated interventions included;
“Iresident name] ofien rafuses to wear [hisfher]
shoes, keep adjustable bed in low position for
safe transfers, lock bed brakes, and provite
non-skid foptwear.”

¢. Review of the facil ty's polioy entitled, "Falling
Stars®, dated 8/2313 ravealed nursing staff
should, "develop the initial care plan addressing
Fall prevention, develop appropriate interventions,
identify resident's that tave falling star
interventions on the care plan, re-assess affer &
fall, and revise the care plan as necessary.”

d. Interview wilh the acting administrator on
10/4113 at 2:20 PM revealed he expected staff fo
follow the falling stars policy.
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Based on the restdent's somprehensive Corrective Action:
assessment, the facility nust ensure thata
resident wha enters the facitity without an Assistance was provided to resident #73,
indwelling catheter is not catheterized unless the
resident's climical condition dermenstrates that The DNS, Unit Managers and SDC wilk
vatheterization was necrssary; and a resident " |provide education to the nursing staff
who is incontinent of bladder receives appropriate regarding providing prompt assistance to
treatrment and services io pravent urinary fract residents when needed.
infections and to restore as much nermal bladder
funcion as possible. The DNS and Unit Managers will review
staffing patterns (o ensure staff available to
This REQUIREMENT is not met as evidenced assist residents as needed.
by:
‘Ei;sed on observation, staff and resident dentification of Others:
interviaw, and medical record review the facility .
tailed 1o ensure that 1 of 1 observed residents Rounds will be conducted by the DNS and
(#73) were assisted with toileting to reduca Tnit Managers/designes 3-5 times a week
incontinent episodes, The findings were: for two wecks to determine if incontinent
Review of the madicel record for resident #73 -care provided timely fo regsidents and if
revealed the resident was admittad to the facility siaff availgble to assist residenis as
on 3/29/2012 with diagroses including muscutar needed. DPased on the results of the
was‘ting, disusl.e a_trophy and malaise and fatigue. rounds, additional education was provided
Review of a significant (hang? MDSE agsessment to the mursing staff and/or changes to
dated Bf27/13 showed the resident was staffing patterns made
moderately cognitively impaired and requived ’
extensive assistance to perform ADL's, including .
tofleting, and the reside nri): was fiaquenty Systemic Changes:
incontinent of bladder. "he following concerns ] . \ .
| were identified: . Assistance is provided to residenis for use
a. A confinuous observation made an 10/2/13 of the bathroom andVor incontinent care as
from 3:18 PM until 3:45 PM revesalad the resident needed.
tumed on the eall light for assistance at 318 PM.
At 3:45 PM, 27 minutes later, CNA# 1 entered
the resident's roem and the resident stated, "Well
| had to go o the bathroem, but now I'm wet”,
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as is possible; and each residert receives
adequate supervision and agsistance devices o
prevent accidents.

This REQUIREMENT iss not met as evidenced
by:

Based on ohservation, medical record review,
staff and resident interview and review of fall
documantation, the facilify failed 10 ansure
effective supervision and interventions were
implemented to prevent falls for 7 of & sample
residents (#51, # 54, #0871, #72, 474, #75).
As @ result, serious ave dable injuries oceurred 1o
sample residents (# 51, #72, #75). In additon, a
determination of immediate jsopardy was
tdeniffied for 4 of 6 obuerved sampla residents

The DNS/designee will report the resulis
of the rounds and staffing reviews to the PI
Committee, along with any corrective
actions taken, This will be done monthly
for three months and then re-cvaluated.

The PI Committee will review the audits
to provide futther recommendations and to
determine whetfber or not the deficient
practice has been resolved. The PI
- Commities will make a defermination as to
the frequency of ongoing monitoring.

| Date of Compliance; 11/05/13
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CNA #1 assisted the resident fo the bathroom, 30“1“-1_3 will be cond“ctﬁfd to deFemme if
The resident's adult brisf, bed pad and clothing incontinent care provided timely to
were saturated with urine. tegidents. These rounds will be done by
b. Review of the residents care plan updated the DNS and Unit Managers/designee 3-5
5/20M 3 showed the resident had frequent Bladder times a week at varions times throughout
incontinence related ta impaired mohility, the day. In addition, the Unit
interventions included stz fo assist the resident Managersidesignee will monitor staffing
with toileting as nasded. patierns to ensure staff is available to
c. An inferview with CMA #2 on 10/2/13 at 3:55 assist residents as mesded. This will be
Il:l\;l rfvaaled, "sometimes there is not enough done for 30 days and then re-evalnated.
elp, :
d. An interview with the DNS on 107313 at ' Bducation will be provided to nutsing staff
12:40 PM revealed staff were expected to assist . o
. A as needed regarding providing prompt
residants with toilefing as needed. g to residents when needed and
F 323 | 483.25(h) FREE GF AGSIDENT F 323 af]ssm’mm taft ‘m.l ‘i:’m . an l
s5-K | HAZARDS/SUPERVISIONMEVICES ensuping - staff - avadlability  to - assis
residents.
The facility must ensure that the resident o
environment remaing as fron of accident hazards Monitoring:
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who were not being provided safe fransfers with
mechanical lifts (#54, #77, #71, # 74), and 1 of 4
ohserved residents with alarms not sonsistently

utilfized (#72). The findin3s wars:

Corrective Action:
All residents were evatuated for fall risk
and those with sit-to-stand and mechanical | |

1, Review of the medica! record for resident #72 lifis were completed. All residents at high
showed s/he was re-admittad to the facility on risk for falls were evaluated for
9113 and had dlagnosss that included appropriate fall interventions, which were
rshabilitation and aftercare of a traumatic fracture _ " jin place. This was done on 10/03/13,
of the hip and arm. The ~asidont was previously
admitied on 11513, and review of nursing notes Education was done will all nursing staff.
showed the resident hae! a higtary of falls. The Oncoming staff was education upon
niotes showed the resldfsnt had falls at the facility | arrival o work. Education was conducted
o251, 15 20813 311 0TS o gt s and. i,
action plan showed the 31513 fall resulted in a checking alarms each. shift. Education was
. provided to nurses regarding the facility

fractured hip that required surgica! intervention.
This was an unwitmessed fall, and based on the
documsntafion it was not clear as fo what

policy and procedure for fall prevention
and assesyments,  Competencies were

Interventions were in place at the time of the fall, done on lifts with staff in the facility. This

Review of the fall evaluiztion showed the 521413 was done on. 10/03/13,

fall rasulted in a fractured arm, the interventior: at

the time of the fall was n bed and chair alarmt that. A facility-wide audii. of alarms was done

was found o be "not fumad on.” Review of the to ensore afl alarms were tumed on and

826113 fall evaluation showed tha resident fell in functioning properly, Staff was educated

the hathroom. The fall was unwitnessed and the on checking the functioning of alarm every

resident reported she vizs transfermring ‘ shift. This was done on 10/03/13.

himMerself to the bathroom and the "chair alarm

A et T iy e The e was taned n for rsident 472

or faller and education was provided by the DNS
with the identified CNA. The care plan

| a. Review of the fall zare plap showed it was

' inifinted on 1BM3. The resident was shown to
he at risk for falis refated o
de-conditivningfdecteased maobility ai imes,
occasianal incontinence, hearing problems,
Alzheimer's, use of peytholropic medications,
and skatus post hip fracture, Review of the care
plan interventions for flle showed = lip matiress

was updated for resident #72 1o reflect
cutrend interventions related to fall risk.
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and non-skid sacks for both faet at night were
added on 2/26/13, Encouraging the resident to
rogquest pesistance in ambulaiing was added on
31 613, and bed side raits times two was added
for mobifity on 3/20013. The remainder of the
interventions to prevent falls including the use of
a bed pressure alarmn ard wheealchair alarm were
developad on 1/16/13 when the care plan was
initiated, The care plan failed fo show any new of
changed interventions tc prevent falls after the
May, June, July, August and September 2013
falls.

b. Obsarvation on 1043713 at 10:20 AM with the
RN #3 showed the resident was in bed sleeping
and the bed pressure alarm was in the off
position. The nurse callad in CNA #4 at 10:23 AM
who verified tha resident had been in bed for
about 15 minutes and the alarm should have
been turned on. The CNA then tumed on the
alarm.

2, Review of the medical record for resident #70
showed s/ha had diagnnses that included knee
joint replacernents, anxisty, mustie weakness,
and osteoarthritis. The fallowing concems were
identified with the safety of transfers for this
resident.

a, Observation on 10/2/13 at 2:55 PM showed
the rosident required extensive assist for
wansfers. CNA#S assisted the resident with use
of a sit-to-stand [ift to transfer from the wheelchair
to the toilet, During the absarvation the resident
was noted to be weak and did not have the
sirength o participate with the machanical lift
transfer with hisfher lags or upper body. The
resident made comments during the-transfer that
it hurt under histher arms, and the resident was
noted o be hanging from the [ift sling that was

The transfer statns of resident #70 was
evaluaied by PT on 10/04/13 and a Hoyer
lift transfer was initiated and staff training
was conducted.  The regident was te-
evaluated by PT and reconumendations
were to return to using the Sit-to-Stand lift
when transferring the resident. The care
plan was pdated to reflect coxrent transfer
status anc interventions related to fall risk.

The transfer status of resident #54 was
evaluated by PT on 10/04/13 and a Hoyer
lift transfer was initiated and staff training
was conducted. The care plax was
updated to reflect cument interventions
refated to transfer status and interventions
related to fall risk.

The mansfer statug of resident #71 was
evalpated by PT on 10/0413 and
confinned use of sit to stand lift was
recommended with vsing two  people.
Staff training was conducted and care plan
updated to reflect current status and
interventions to fall risk.

The transfer status of resident #74 was
evahmted by PT on 10/04/13 and a Hoyer
Tifi transfer was initiated and staff training
was conducied. The cae plan was
updated to reflect corrent tramsfer status
and interventions related to fakl risk.
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used to help support the body. Resident #75 was discharged from the
b. Intarview with the GNA during the transfer facility on 08/02/13,
raveaied this was the way the resident always :
transforred with the sit-te-gland 1, and the CNA Regident #51 was dischirged from the
verified the resident had kree pain and weakness facility on 10/08/13, Edncation was done
which prevenied the resident from being able io with the identified staff regarding the
participate to the full extent proper lift (Hoyer) to use for resident
c. Review of the nursing care plan progress ransfers and to use the information from
note dated 6/22/13 showed the resident was the CNA worksheet and Kardex,

dependant on staff for all ADLs and required
extensive assistance with a machanical lift for
transfers. Review of the 4/11/13 to 411713
physical therapy notes showed the resident was

Education will be provided to nursing staff
by the DNS, Unit Managers and SDC

being seen by PT to increase sfrength and regardu}g:

reduca knse paln and was not making good -Checking  alamm placement  and

progress with goals. Th2 PT was digcontinued-on fonctioning for identified residents and

4/25{13. Review of the 13/14/13 restarative nursing reporting if alarms are noted to be turmed

note showed due to corplaints of paln with off or not functioning properly.

restorative therapy, the rasident was not making ~Proper wse of mechanical lifis and

any progress, and the program was discontinuad reporting changes in a resident’s transfer

at that fime. staius  for forther evalustion and
d.Raview of the medical record showed no determination of appropriate  ransfer

avidance the resident was evaluated for use of devices to be nsed

the sit-to-stand lift for transfers. This resident was JUse of CNA worksheets and Kardex

lden‘dﬁedlas having pain and weakness. documentation to  identify transfer
e. Review of the 7H4/12 care plan showed the information for each resident

resident was at risk for %alls due to fimited
robility, dementia and weakness. Another care
pian problem related 1o falls was dated 62912

Referrals to PT for evaluation of
resident’s related to fransfer status as

and showed the residert had atractual fail from needed

the bed without injury on B/20/12. Raview of the

TH 4112 care plan for fals showed interventiorns The DDCO provided education on
included use of the sitto-stand mechanical fift 10/14/13 to the DNS, Unit Managers and
On 8/22/12 the falling star program was added o SDC regarding the facility policy and
the care pian. Further raview showed there was procedures related to the Fall Management

nothing added or changed 1o the residents care
plan interventions related to falls or ransfers
since 8/22/12.
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3. Review of the medical record for residsnt #54
ghowed s/he was admitied on 5/12/09 and had
diagnoses that includad difficulty walking, malaise
and fatigua, and abesity, Review of p 5/9/13
nirsing note showed the resident was being
transfered in a sit-to-stand mechanical it when
the resident hecarma unsteady and was lowered
to the floar. The resident was transfered back to
bed using & Hoyer mechanical iift (full body kit not
requiring the resident's strength or support).
Review of the 8/20/12 care plan showed the only
interverntion to address “all prevention was to use
the sit-to-stand mechanical it for fransfers.
Review of the updated /17113 care plan showed
fall interventions includzd following fhe fall
protocal and reminding the resident to call for
assistance, The following concemns were
identified;

a. No changes or updates were made 1o the
care plan after the 5/9/13 fall,

h. Observatfon on 1073/13 at 9:58 AM showed
CMNA #5 was assisting the resident with changing
his/her incontinence brisf, The resident was up in.
the sit-to-stand lift and the resident was
complaining about the siing hurting under his/her
amms. In addition, both of the restdent's hesis
ware hanging off of the foot platform, and it
appeared as though the resident was supporting
him/erself with mimimal strength in the legs.
Intenview with the resident at that time revealed
sihe felt "safe enough, | guess.” Inferview with the
CNA at that time verified the resident's feet
should he positioned or the platform and not
hanging off. She stated she hadn't noticed until
the surveyor asked,

c. Review of the medical record showed na
avidence B safuty assessment was performed to
determine the safety ard appropristensss of the
sit-to-stand mechanical lift for the resident.

Program, including interventions and
documentation.

The DDCO will provide education to the
DNE regarding teacking fall  data,
including tacking of falls involving
mechanical lifis, trending and analysis of
the  data. development of aclion plans,
action and re-evaluation to determine

effectiveness of corrective action or if

changes are needed.

Tdentification of Others:

A Fall Risk/Intervention review was done
by the DDCO, DNS, Unit Managers and
SDC. This review was completed on
10/12/13. During this andit the following
was reviewed for each resident:

-Die of 1ast Fall Risk assessment

-Fall Risk score

-Current Transfer stains, including use of
lifi, type, and appropriateness based on
resident status

-Current fnterventions relaied to falls
-Date of last fall, if any

-if the resident was on the Falling Star
Program. Each resident was reviewed to
determine if approprate for the Falling
Star Program.  Care Plans were updated to
reflect this, icons were appropriately
placed, the information was placed in POC
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4. Review of the medical record showed resident
#74 was admitted on. 12/28/11 with diagnoses
thatinciuded aftercare for a tmumatic hip fracture
and musgols weakness. Review of nursing notes
showed the resident havl a-fall on 8/9/13 at 6 P,
Intarview with the DNS on 10/4/13 at 5:30 AM
revealed the post fall evaluation for this resident's
fall was done as a late entry on 10/3/13 dua o the
recagnition that it was initially charted on the
wrong resident (#70). Review of the- post fall
avaluation showed the resident slipped out of the
sling white being transfrred with 2 sit-to stand
mechanical lif. The fall was in the presencs of
staff with ne injury. Review of the care plan
showed the resident was identified as a fall rigk
on 9f25f12 due 1o decreased mobllity,
incontinence, dementia and use of psychotropio

for the Certified Wursing Assistants
(CNAs) and mursing staff were notified of
the residents currently in the program.
Based on the results of the andits, the
following was done:

Care plans were and CNA worksheets
were updated,  Additionally, the Point of
Cars system for CNA docnmentation was
updated with fall rsk and transfer
informatton, to include vse of mechanical
lifts

An andit of the Fall Management Progtam
was done by the DDCO, DNS, Unit
Managers and SDC.  This audit was
completed 10/23/13. During this andit,
falls for the last 30 days were reviewed for

medications. The infervention after the $/8/13 fall the following:
from the Iift was dated " 0/3/13 and showec: -Date of fail(s)
"Resident roquires to b fransferred with sit4o- -Presence of Initial Nurses Progress note
stand due to limited motifity and tigh fall risk.” regarding fall
The following coneerns wens-identified: -Clinical assessment complete
a. Raview of the meciical record fajted to show -Completion of Post-Fall evaluation
an assessment of the resident's ability to safely -Documentation of IDT review of fali

transfer with the lift wag: peflommed,

b. Interview with the unit manager or 10/4113
at 1 PM verified with the exception of s couple of
days after the fall the resident continued to be
ransferred with the sitto-stand lift. She then
stated as of the moming of 10/4/13 a safety
Assessnent was compieted and a new ofder was
received that the resident would use a full Hoyer
lift at il imes for safe ‘ransfers, She was not
aware of why & safety assessment was noi done
or documenied after the resident fell from the lift
sling,

5. Review of the medical record for residant #71

-Nuotification of physician and family

falls identified and implemenicd

“Referral to therapy or restorative nursing
made as appropriate

-Care plan updated to reflect identified
interventions

~Changes to plan of care comumunicated to
the pursing stafl

-Falling Star updated

-Interventions to help mivimize risk for
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showed «/he had diagnoses that inchuded muscle Systemic Changes:

wasting and disuse atrojshy. Chservation on
10/2H 3 at 4:05 PM showed CNA ##6 assis®ed thy
restdert using a sit-to-stand mechanical tift to
transfer from the bed to the wheelchair. Durlng
the transfar the resident was observed fo be
unable to participate with histher left side, The
resident was unable to hoid onto the [ift with
hisfher laft arm, it hung at Alsther side, the
resident wore shoes anvl hisher fast were
appropriately placed on the foot platform. The
following concerns ware |dentified:

a. Review of a 3/15/1 3 post fall evaluation
showed the resident los: hisfher footing and
slipped off the equipment and onto the floor while
being transferred with a sit-to-stand [ift. There
was no mjury notad, ani the conclusion to the
evaluation showed a Jack of appropriaie footwaar
and technidue were cor tributing factors to the fall.

b. Further record review showad on 5/23/13
(two monthe after the fall) the resident was
evaluated by physical therapy and the therapist
trmined staff on safe ransfer technique and the
appropriate lift to be used for this resident.
Revisw of this education by the therapist showed
the resident required a specific model of
sit-fo-stand {ift and the "flaccid l2g and arm”
nesded to be "protected” diring reemfer.
Interview an 1044443 at 12:25 PM with the PT who
provided the aducation -svesled the way fo
protect the residents lef: arm and leg during the
transfer was to have twn staff members present
wher the resident was transferred with the lift
She stated this should be included an the care
plan but it was not.

¢, Review of the residant's care plan related to
falls showed it was updated on 10/3/13 with an
1 intervention of ensuring the resident was wearing
the appropriate fooiwesr when ambulating or

Residents are assessed for fall xisk nsing
the Morse Fall Risk Assessment, upon
admission, quatterly and upon Significant
Change in status. Based on the rigk score,
a care plan is developed to address fall risk
and interventions to elp minimize the risk
for falls.

I the Morse Fall Risk score is high, the
resident will be placed on the Falling Star
program. An icon will be placed on the
door to the resident’s room, Interventions,
such as personal alarms, low bed, etc., will
be -implemented as appropriate.  Thig
information will be reflected on the care
plas, on the CNA Kaxdex in POC and on
the CNA workshests, Physician orders
will be obtained for the interventions.

A care plan to address fall risk and
interventions will be developed within 24~
hours of admission and updated following
a fall or change in the Morse Fall Risk
score.

Within 24-72 hours, the Morse Fall Risk
Score will be reviewed by the IDT. This
will include review to ensure the
following:

~Morge Fall Risk assessment complete and,
results reflected on the care plan
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mohilizing in the wheelchair. Further review
showed the care plan fuiled 1o address the PT's
recommendations for the sit-to-stand rmechanical
it

6. Record review for resident #75 showed the
resident was admitted 3 the facility on 77213 with
diagnoses inclliding Alzheimer's disease, muacls
weakness, and lack of noardination. The MDS
assasement dated 771213 showed the resident
was severely cognitively impaired, confused,
reqiired extensive assistance with ADL's, and
had sustained 2 falls since the prior MDS
assessment. The CAA showad the resident
triggered for falls and a care plan for fall risk
should be implementec. Review of physician.
arders dated 7/213 showad the resident had,
“alarms to bedfwheelchair The following
concams were identlfied:

a. Review of the nursing notes showed the
resident had fallen 4 tirnes since admission on
71213, The resident had an unwitnessed falf on
7/613, in which the nuse responded to the bed
alarm and found the resident on the floor beside
the bed, and no injury was documented. The
tesident had an unwitnessed fall on 7/7H3; the
nurse respended fu an alarm and found the
resident on the floor, The resident was
innontinent of urine, ard, "the bed was wet",
Review of 2 fall follow-up nursing notes dated
7/8/13 showed the resident had bruises on
hisfher lags and abdoraen and bruised or
discolored skin ot his/her bilateral arms. Review
of a late entry nursing noted dated 717113,
showed the resident had, "an unwitnessed fall on
THBI13 with no injury noted.” The resident had
atternpted to stand arul opan a drawer. The
residant had an unwitressad fall on 7/2413 and
was transferred io the emergency department

-Interventions implemented based on risk
SCOre

-Falling Star Icon placed

“Transfet Status of the resident added to
POC and on the CNA worksheets and
reflected {n the carc plan

-Physician orders for  interventions
pbtained and implemented

~Care plan updated

The transfer ability of residenis is assessed
by a nurse upon adwmission, quarterly and
upon significant change of status, Use of
mechanical fifis is determined based on
this assessment. Referrals to Physical
Therapy are made as needed. Information
regarding the transfer statug of residents ig
documented on the gare plan, in POC, on
the CNA worksheets and on the Kardex.

Truining is conducied to determine
competency of staff related to wsc of
mechanical  lifts. Competencies  are
completed upon hire, annually and as
needed.

If a resident experiences a fall and a
mechanical lifl is vsed, the citcumstances
of the fall will be reviewed. Based on the
resulis of the review, appropriate action
will be taken, such as additional {raining
with the CNA or re-evalvation for
appropriate transfer. Action taken will be
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where it was identified s/he had sustained a
transverse fracture of thr first lumbar vertehrae.

b. Review of the care slan showed no care
plan had besr developad that identified the
resident as having fallen or being at risk for falls,
until the care plan dated 8/1213 showad the
resident had a lumbar frachire of hisfher back
related to a fall. The goal was the resident would
maintain maximurn mokylity within prescribed
restrictions. Interventions ware general and
included, "administer mediestion-as orderad,
aflow o perform tasks, snd assess and monitor
ability to perform ADL's." Alarms wers not listed
as interventions onthe care plan,

c. Review of the interdisciplinary team falls
roview for July 2013 only lizted 2 falle for the
rasident an 7H5M13 and 7/24/13.
Recommendations for the fall on 71513
included, "continue with alarms, therapy, and
edusate staff not to leave alone™. The
recoemmended intervention for the fall on 7124113
was o add a tabs monitor. The care plan was not
updated io refloct the resident's falls untt 8112713
and nona of the recommended interventions weare
doourmentet],

d. Review of the qualiy aesossment and
assurance reports [dentified the resident as
having repeated falla.

7. Review of the medical record for resident #51,
showed the resident had numerous recurrent
re-admissions to the facility. The most curment,
re-admission was 9724/ 13 and a complets MD&
was not available. The most ourrent complete
annual MDS dated 4/24/13 showedibe resident
was cognitively intact and able to make decisions
indegendently. The assesement further showed
the resident required extensive assistance with
ADL's including transferring, and had limited

docomented and  trended by  the
DNS/designes.

Personal alarms will be checked by the
mirses each shift to ensore  proper
placement and functioning. This check is
documented on  the  Medication
Administration Record (MAR), CNAs
- will also check to ensure proper placement
and function at the beginning of thetr shift.
If alarms are noted to be tarned off, this
will be reported to the DNS for tracking
and follow-up. If the alarms are not
fanctioning properly, they will be repaired
and/or replaced as tieeded.

Restorative nursing will also check
personal alarms for proper placement and
function weekly. If alarms are noted to be
turned off, this will be reported to the DNS
for follow-up. I the alarms are not
functioning properly, they will be repaired
and/or replaced as needed. The results of
the checks will be documented and
provided to the DNS for tracking and
follow-up.  Additional training will be
done with nursing stadf as needed.

Random rounds will be condocted 3-5
times per week by the DNS, Unit
Manggers and/or SDU o check personal
alarms for proper placement and fimction.
Corrective action will bz taken as needed.
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range of motion in both ower extremities, Review
of a nursing note datad 311713 showed the
tesidant, "is now a Hoyer lift fa mechanical it
with a sling that required no assistance from the
resident] due to [histher! passing out episode in

the sitto-stand [mecharical it thet aseist the

resident to sit and stand for transfers].” The care
plan revealed the resident was at risk for falis
related 1o decreased mobility, incontinence,

phesity, and arthritis. Gnals showed the resident's

risk for falls with injurios would be minimized over
the next 80 days. Interventions datad 8/21/13
showed the resident was supposed to be
transferred using a,"Hover iift [a machanical it
with & sling not requiring resident
strength/participation].” “he following concerns
ware identifiad:

a. Review of the CN4 worksheet 1ast updated
7/9/2013 showed the resitent was supposed to
be transferred using a Hoyer or.mechanical sling
fift

b. Review of a post fall evaluation datad
911713 revealed the CHA was Tansferring the
resident with a sit-4o-stand Iift, when the resident
became,"unconscious and limp and was lowered
to the fioor by staft." Review of the nursing notes
fram 9/11/13 through 9/16/13 showed the resident

' complalied of inoreasing pain in the right knée on

9/13/13, at which time fhe resident's pain
rnetication was increased. While the resident
refused to go to the errergency departmerit for
evaluation, s/he did agree to go for an x-ray of the
right leg on 911613 and was found to have
=hstained a distal femur spiral fracture above the
right knee, at which fime sfe was admitted {o the
hogpital.

¢. Interview with the resident op 102412 at 3
PM ravealed sfhe was able to recal! the everts of
9711413, The resident stated, "the aide was
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| training will be done with nursing staff as
| needed. Thix will be done weekly for 60

The results of these rounds will be
documented and provided to the DNS for
tracking md follow-up. Additionat

days and then re-gvaluated,

The IDT will review each mesident to
determine ongoing patticipation in the
Falling Star Program monthly and as
needed. Care plans and Falling Star fcons
will b updated as needed,

The MDS Coordinator (MDSC)/designes
will audit care plans for residents
identified at high fall risk upon admission
and for residents that experience a fall to
determine if current interventions are
jdentified. This audit will also inchude
identification of transfer status and devices
used. Care plans wilk be updated as
needed. This will b done monthly for
three months and then re-gvaluated. The
results of these audits will be provided to
the DNS for further review and follow-up,
Additional training will be provided to the
DT as needed.

The Unit Managers will andit CNA
worksheets, the Kardex and POC, to
determine if updated with current transfer
status and devices wsed for each resident.
The resulis of the audits will be provided
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getting me up with the st to stend liftand my
blood pressure dropped. | bacama unconscious,
felt out of tha Jift and broke my right leg". The
resident was able to recall that staff were
supposed to use the mecharical sling iift to
wransfer himfer because, | passed outin the sit
1o stand Jiftin June." The resident revesled soms
ofthe CNA's used the sitte-stand ar the Hoyer
lift, "whatever they felt safe using o got me up.”
The resident also revealed sthe had wersening
pain in the right leg buy, "did not feel iiks | could
go to the emergency rosm in the van so they
alled the ambulance ch 8/15/13 to come and get
me.” The intarview also ravealed the facility
offered to take the resident to the emergency
department for evaluation on 8/13/13/ but the
resident refused. The resident revealed s/he had
opted not to have surgical rapair of the leg
fracture due to multiple chronic diseases,
including liver cancer. The resident further stuted
aMe,"a lot of pain and adjustments to pain meds
to keep me comforiable.”

o, Interview with GNA #1 on 10/2/13 at 3:50 FM
revealed sihe reviewed the CNA workshest
‘ocated at Be nursing station to determine the
type of assistive devices used to transfer
residents. Interview with CMA #2 on 10/2/13 at 4
PM revealed sfhe reviewed the CNA workshset or
the care pfan hoek located at the nursing stafion
to determine the type of assistive devices used o
transfer residents. Interview with unit manager #1
on 102113 at 4:30 PM revealed CNA's were
supposed to check the GNA worksheets located
in & file drawer at the nursing station o determine
what type of iift to use ‘vhen transferting
residants.

o, Interview with the NS on 104313 at 11:55
Al verified the CNA transfarred the residant with
the wrong litt on 9711713, Interview further

to the DNS for review and follow-up with
corrective action as needed. This will be
done weekly for four weeks and then re~
' gvalnated.

Education will be provided to the nursing
staff regarding fall management, transfer
statns and use of devices during the new-
hire orientation process and as needed,

 Monitoring:

The DNS/designes will report on any falls
that involved wsed of a mechanical liff,
alarm audit and rounds results, all andits
and fall management review and analysis
each month to the PI Commnittee for
review. The DNS/designee will report the
results of the care plan audits to the PI
Committee for review. This will be done
monthly for thtee months and then re-
evaluated. Tf farther issnes are identified,
additional training will be provided to the
T,

The PI Committes will review the audits
to provide fitrther recommendations and to
determine whether or not ihe deficient
practice has been rtesolved. The PI
Commiitee will make a detepmination as to
the frequency of ongoing moniforing.

Date of Compliamee: 11/05/13
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revealed the CNA involved was re-aducated,
however, not all CNA's were re-aducated
regarding the use of mechanical lifts, The DMS
declined a request by the surveyor to review the
fall investigations, stating, “they were intemal
docurments”.

. Review of the medical record revealed no
evidenca a transfer assassment had been
completed using the sit-to-stand or full sling
mechanical lifts.

g. trterview with the SDC on 10/81 3 at 10:45
AM revealed CNA's ware educated and evaluated
about performing exfe fransfers, including the use
ofthe sitto-stand and machanical sling lifts,
yaarty and as needed vn an individual basis.

Interview on 1044413 at 2:20 PM with the acting
administrator, the DNS_ and the SDC revealed
there was information collected in the QAPI
program relatad to falls, The DNS reported the
faclity had identified an angoing problem related
to increased numbers nf resident falls. The DNS
and the acting adrainistrator verified interventions
and actions taken by the QAP commiftee were
tracking the numbers ¢Ffalls, evaluating when
and where thay were bappening, performing
alarm audits, and prov-ding staff education known
asthe 4 Ps The 4 P'sincluded freguent rounding
for pain, "potty needy”, positioning, and proper
placermant of terns, [N the nterview the DHE
verified the informatior: gathered over the past 9C
days had shown a correlation between less staff
and higher fali rates. Many of the falls ware
identified as accurring on Fridays and the
weakerds. The inform:ation also showed many of
the resident's falls wers baing confributed to self
transfers, Review of the menthly QAPI
summaries showed in June 2013 there ware 28
falls throughout the faciliy. In July 2013 there

FORM CMS-2567(02-09) Previous Versions Dhsalele Event i BDMNT Fallity 10: WO IF cortinuation sheet Page 24 of 31
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were 45 falls; one of which resulied in a fraciure,
In August 2013 there were 39 falls, and in
Septermbier 2013 the numbers had not yet been
calculated, but the fall logs showed 28 falls listed,
One of the September 2013 falls resulted in a
fracture. In addition, from Cctober 1 through
October 4, 2013 there were 3 falls. Although the
June, July, and August 2013 monthily "Falis PI°
reporis showed staff needed to be educated on
the 4 P's, there was nothing documented o show
this education was compieied. Interview with the
SDC on 10/4/13 at 10:20 AM verified siaff were
provided written information on the 4 P's;
however, she had not dncumented to whom of
when the infonmation wes provided. The following
concemns were idantified:

a. Interview fusther revezled the incidence of
resident falls related t0 mechanicat Iift transfers
wats hot being tracked by the facllity, During the
survey it was found that & residents had falls
related to lift fransfers, che resulted in 4 fractured
hip in the month of September 2013. Interview
with the SDC on 10/4/1:1 at 10:20 AM verified
ather than for ane CNA who had injured her back,
she had nat provided ary additional training
related o safe fransfers with ifts. She stated
CNAs were chacked for competenioy of
performing safe lift transfers &t orientation and
amnually.

b. Interview with the DNS, 8DC, and acting
administrator verfied alarm audits were being
conpleted; however, the data was not being
reported on. When an alarm was identified to be
not an or working, it was immediately correctad
by the restorative aide who was performing the
audit. Interview with rastorafive aide #1 on
1073413 at 11 AM verifed the audits wera
expected to be done doily. However, she said the
audits were not always petformed daily because

FORM CMS-2667{02-98) Previous Vetslons Obsols bz Evant 10 80JN11 Faciiity 10: WYD018 If sontinuation shaat Page 25 of 31



11/86/2913 ©8:081 3A76347918 MT TOWERS

PAGE 27/32
PRINTED: /052013
DEPARTMENT OF HEALTH AND FIUMAN SERVIGES FORM APPROVED
CENTERS FOR MEDICARE & ME 2ICAID SERVICES OMB NG. 0938-0391
ATATEMENT OF DEFICIENCIES (41 PROVIDER/SUPPLIERICLIA KOy MULTIPLE COMSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUNLDING COMPLETED _P
536013 B, WING 1010412013
NAME (F PROVIDER OR SUPPLIER STREET ADDRESS, CIVY, STATE, DP CODE
BILITATION-GHEYE 2128 BOXELDER DRVE
KINDRED TRANSITIONAL GARE ANC REHABILITA B CHEYENNE, WY 82000
Mo SUMMARY STATEVENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION . (X8
PREFIX [EACH DEFICIENCY M/ JST BIE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG RESULATORY OR LSC IDENTIFYING INFORMATIDN) TAG CROSS REFERENCED TO THE APPROPRIATE RATE

DEFIGIENCY)

F 323 | Gontinued From page 213 F 323
‘ she was required to work #he floor instead. She
stated there were always multiple alarms that
were not on or working when checked. Review of
the alarm audits for the past two months showed
on the days audits wara done,; an average of 4 1o
8 alarrns were identified as not working.

o During the interview the acting administrator
siated, "the falling star program is a good
program, it just needs t¢ be implemented.”

On 10/3/13 at 1:25 PM, the acting administrator
and DON were notified of the immediate
jeopardy. The facility's plan showad immediate
changes ns follows:

a. 100% of residerts had been re-evaluated
for fall risk and those with ajt-to-stand and
rnechanical fifts had bann evaluated by a physical
therapist for safety with lift transfora, Any changes
had heen documented and 100% of nursing etaff
had bsen educated pricr to their shifts on these
changes.

h. 100% of high risk fail residents had been
re-esvalusiad by professional licensed staff for
appropriate fall interverdions which were put inte
place,

c. 100% of rasidenis will be monitored and
evaluated daily by direct care and professional
licensed staff and any changes in transfers
communicated with the DNS and 8DC for
avalustiosrind intervention.

d. Education was done by professional
licensed staff with 100% current rursing staff in
the building. Education was conducted on propar
transfers and technigua, checking safety alarms
avery shift, and on the facllity's policy and
procedures for fall assessments snd prevention,

1 Compatencies on lifts were done with 100% of
nursing staff in the building. Specific transfer
training with sit-to-stand and mechanical lifts was
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done by a physieal therapist for 100% of residents NOV g8 70%:
identified as high risk. Compatencies were L
Perff;::td on T00% of nursing staff prior o their Healihcowe Lieansing ‘i
next shi A
e. 100% of alarms Lblized in the facility wers R v;t’;u‘f‘?‘”y@
audited to ensure all alayms were tumed on and i )
functioning properly.
The actien plan was accspted on 10/4/13 at 1:28
PM, and the immediate jaopardy was removed at
that time, Howsver, the scope and severity level
will rermain an *H",
1493
F 493 | 483.75(d)(1)-(2) GOVERMING RODY-FACILITY F 403; Corrective Action _
5570 | POLICIES/APPOINT ADMN It is the policy of this facility to have a

The facility must have a geveming bady, or

| designated persons fundlioning as a goveming

bady, that is legally respansible for establishing
and implementing policies regardinig the
management and operation of the facility; and the
governing body appoints the administrator who is
licensed by the State where licensing is requirad;
antd responsible for the management of the
facility

This REQUIREMENT is not met as evidenced
by

Based on staff interview and review of icensing
agency documentation, the facility failed to

Care Facility.

premise,

Administrators.

governing body which has legal authority
and rosponsibility to operate the Nursing

The facility will appoint a full-time, on
administrator
education, training mod experience by the
Wyoming Board of Nursing Home

Identification of Others:
Staff, residents, and family members have

qualified by
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ensure the acling admiristrator was licensed by the potential of being affected by not
the state of Wyeming. The findings were: having an administrator qualified by
a. Interview with the administrator on 100213 education, éraining and experience by the
at 4:30 PM revesled he had been acting as the Wyoming Board of WNursing Home
intermittent administratcr for the facility for, “about Administretors.
the last 4 weeks.” The intorview further reveatsd
he had s-;u.bmiﬂed an application to be icensed as Systemic Changes:
Z‘:p:’:amﬁ';:s;;tx;’:t had not completed the The District Vice President of Operations
b.Verification of the acting administrator's will . I_nommmnd foll(_n_pv l,Jp with the
license on 10/3/13 at 100C AM confirned the adminisitator of the facility licensed by the
Wyoming Board of Nursing Home Admimistrators Wyoming Board of Nursing Home
had received the administratar's application, - Administrators.
however, the application process had not been
completed and the administrator was not licensed
by the siate. Moeonitoring:
F 520 | 483.75(0)(1) QAA F520| The P1 Committee will review the andits
8g=E | COMMITT EE-MEMBERSMEET ta provide futther revommendations and to

QUARTERLY/PLANS

Afacifity must maintain 2 nuality assessment and
assurance cammittee consialing of the director of
nursing services, a physician designated by the:
facility; and ot least 3 othar members of the
facility's staff.

The quality assessment znd assurance
committee meets at least quarterly to identify
issUes with respect fo which quality assessmant
and asstrants activities are necessary: and
develaps and implements anpropriate plang of
action to correct identified quality deficiencies.

A State or the Secretary may not require
disclosure of the records of such cormmittes
except insofar as such disclosure is related to the
compliance of such comimites with the

determine whether or not the deficient
practice has been resolved. The P
Committee will make a deterinination as to
the frequency of ongoing monitoring,

Date of Compliamce: 11/05/13

520

Correetive Action:

The District Vice Presidem of Operations

(DVPO)Y will conduct training for the DT
regarding the QAPI process, including

FOIRM CMS-2567(02-89) Previous Versions Obsolete
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requirements of this saciion. data  gathering, analysis and taking
appropriate action related to fall
Good fatth attempts by the committee ta identify management, appropriate transfers, care
and comect quality deficiencies will nat be used as plang, etc. ‘This will be done on 10/28/13.
a basis for senctions.
Identification of Qthers:
'hl'l;.is REQUIREMENT isnot met as evidenced Review of QAPI minutes for the last 90

days was done to determine method in

Based on staff interview and review of facility which data was gathered, tracked/trend ed,

quality assurance and parformance improvernent

(QAPT) decumentation, the facility failed to ensure analyzed, and if action taken was

effective measures were taken 1 ansure QAP evaluated f“{' eﬁ'ect]‘{eﬂess in order to

actions were timely and effective in resoiving identify specific traiving needs for IDT.

identified concarns related to resident falls. The Based on this review, the informafion will

findings ware: be included in the training for the IDT by
the DVPO.

Interview an 10/4113 at 2:20 PM with the acting

administrator, the DNS, and the SDC revealed Systemic Changes:

there was information collectad in the QAP

pmqram r-e[ated to falls. Tha DNS reporied {he A Fall Management subcommitiee was

Mm?ihty had identified an mg?ing problem related developed to review fall risk scores, fulls,

to increased numbers of resident falls, The DNS residonts in the Falling Star Program, etc.

and the acting administrator verified interventions
and actions taken by the QAP commiftes were
fracking the numbers of fafls, evaluating when

This subcommittee is comprised of (he
DNB, Unit Managers, SDC, Therapy and

and where they were happaning, performing Social Services designees.

alarmr audits, and providing staff sducation known . .

as the 4 P's. The 4'P's included frequent rounding Fall data is tracked amd reviewed to
for pai, "potly needs,” positioning, and proper determine trends. Based on this data, an
piacement of items. In the intervisw the DNS action plan is developed and implemented
verifie the information gathered over the past 90 to correct identified quality deficits. The
days had shown a corelation between loss staff QAPI commitiee works to identify root
ane higher fall rates. Many of the falls were causes, which led to the identified
Identified as ocourring on Fridays and the deficient ateas.

weekends. The information: alse showed many ef
the resident's falls weve being confributed to self
hansfers. Review of the monthiy GAPI
summaries showed in Jums 2013 there were 28
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falls throughout the facility, In July 2013 there Appropriate cc;’m‘;’e mﬂ tp h:?m?;
were 45 falls; one of which resulted in a fracture, ..:level'oped an hmp emc_ ? .
In August 2013 there were 38 falls, and in ideniified issues. ~ Action plans iy
Septamber 2013 the numbers had not yet been include, but are not lmuteq to: o
calculated, but the fall lo3s showsd 28 falls listed, ~The development or revision of clinical
One of the Septembar 2043 falls rasulted in a protocols based on current standands of
fracture. In addition, fron October 1 through practice
Cetober 4, 2013 there wars 3 falls. The following -Revisgion of policies and procedures
toncems wers identified with lack of comective ~Training of staff concerning changes
measures;

a. Alihough the facility identified days of the Education is provided to the IDT regarding
week when falls were high, there was rno the QAPI process duting the new-hire
avidence that staffing patterns were changed. orientation and as needed.

During the 1044413 intarview with the DN8&, she

verified the number of CMAS allowed to work per L

shift was based on a defined ratio of staff 4o P Monitoring:

residents. Acuity was not taken infe congideration . ;

i The DDCO/designee will attend the PI
in the slaffing pattern, ; . PR

b. Although the June, July, and August 2013 Corrmqtteq m_eetmgg to APafSlsi m
monthly “Falls PI* reports showed staff nesded 1o detffmuf"auon of effective a QAPT process,
be eclucated on the 4 P's, there wes nothing This will be done for three months and
documented to show this educafion was then  re-evaluated. If concerns are
completed. Interview with the SIC on 1044413 at identified, additional training will be done
10:20 AM vegified staff were provided written with the TDT.
information on the 4 P's; however, she had not
documented to whom orwhen the information Date of Compliance: 11/05/13
was pravidad.,

c. The incidence of resident falls related to
mechsnical lift transfers was not being tracked by
the facility. During the survey it was found that 5
residents hat! fafls related o it transfers, ane
resulted in a fractured hip In the month of
Seprember 2013. Intervievs with the SDC on
10/4/13 at 10:20 AM verified other than far one
CNA who had injured her back, she had ot
provided zny additional training related to safe
transfers with liits. She staled CNAs were
checked for competency o perforthing safe i
transfers at erientation and. annually.
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d. Further, interview with the DNS, SDC, and
acting administrator verified alarmm audits were
being completed; hawever, the data was not
being reportad on. When an alamm was identified
to be noton or working, # wes immediately
sorrected by the restorative aide who was
parforming the audit. Interview with restorative
aide #1 on 10/3/13 at 11 AM verified the audits
ware expected to be done daily. However, she
gald the audits were nol always performed dajly
because she was required fo wark the floar
instead. She stated thers wers always multiple
alarms thatwere not on or working whenh
chacked. Review of the alarm audits for the past
two maonths showed on the days audits were
done, ah average of 4 to § alanms were idenfified
as notworking.

e. The action plan for the past threa months
remained the same with no shown improvements
or achieverment of reaching the goal of reducing
falls by 15%.

f. During the interviev: the acting administrator
stated, "the falling star program is a good
program, it just needs i he implementad.”

While thesa interventiors were appropriate, the
lack of timeliness and implementation of further
interventions may have contributed to 28 falis in
June 2013, 45 falis in July 2013, 39 falls in August
2013, 28 falls in Septermber 2013, and 3 falls as
of October 4th 2013, of which three residents
sustained seriocus injuries involving fractures.
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