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0. .1) Resldent #1 was checked for proper
S i pressure alarm placement and to i

An Abbreviated Survey Investfgat}ng KY00020606 : ' " €nsure operational on date of survey !
: Was |nitlated on 08/22/13 and concluded on ! } by Michelle Marshall &N, ‘ 9 /
; ’ HA u

i

I

i

; 08%2:5}13. The allsgation was Substantlated with i Care plan for resldent #1 was

| ::v g:%r:t Og!:gtﬁi)ge identified at the scope and ; Reviewed and interventions were

i " : i In place.
oo FRERSHUSTHERS Sy g

o N " || 2) Al residents with orders for alarms
The services provided of arranged by the facllity I would be at risk, there was a 100%

| Must be provided by qualified persong in i audit done by the two RN unit

. 8ccordance with each resident's written plan of ' managers, Kim Breeze and Michejle
| care. : o Marshall on 8/23/2013 to ensure al|
! alarms were In place and in working

J

I order. in additlon those residents
| with arders for the alarms care

[ Plans were also reviewed for
accuracy and interventions by the
MD3 coordinator, Penny Scott, RN
on 8/23/2013,

j ;‘hls REQUIREMENT is not met as evidencad
y:

} Basedl on interview and record review, it was

! determined the. facility falled to ensure services
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! 3) When a new order for alarmis

{ recelved, the charge nurse on A or B
unlt will ensure alarm is putinplace,
i and placed on safety device log,, and
i care plan as well as communicated to ]

: The fingings incude: i

R i

| Review of the clinical recorg revealed Resident : i i :

|1 was admittad by the facility on 12/14/15 ot | | | eide-8/24/13 and ongoing
M [

' dlagnoses which Included Anxiety: Coronary : ) o
| Artery Disease, Mypertension and Back Pajn, ‘ i t4) Charge nurse on each unit will monitor:

‘ and document daily each shift st,elrting,E
i Review of the Care Plan, dated 12/1 4/12 and | : 09/18//13 and ongoing, The nurse at |
; 8ffective until 09/27/13, revealed an intervention [ thetime a fall occurs is to provide |
i for a Dra:ssgre alarm to the heg related to the f Immedlate intervention and place on
| F@sident's risk for falls ang g Ristory of attempts 1o j the care plan. The unit co- '

transfer unagsisteq. : :
,l assisted ordinator then Is responsible to follow :
i

f J . uponthe care plan, The laptop will be ;
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,.E,uf:;geggﬁi’gw 5”:':'?;" For nat o to Ine patients. (See Insiructions ) Exo8pt fof nursing hemas, e findings siajed o are afscbsirt;?engda?}s
L‘s Y whether or not & plan of corection is provide, For Aursing homes, o 2bove findings and pians of chrrection are dlselozable 14
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: 5U STATEMENT OF ORFICIENGIES ! | PROVIDER'S PLAN OF CORRECTION D
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i REGULATORY OR LSS IDENTIFYING INFORMATION) i otag | CROBS.REFERENCED TO THE APPROPRIATE | DA
J J | DEFICIENGY] |
. T
F 282 ; Continued From page 1 : F2g2 !
; Review of the Nurses Notas for 05/11/13 at 2:20 ;
i AM revealed Resident #1 was found In the | i
bathroom floor. Review of the facility's incident } ! i
report and follow-up documentation for the event | F-g82 cont
| rfevealed the resldent's bed alarm was not In : ! _brought to the weekly falls meeting and ]
i Place and was not sounding.‘ Conlinued review | ; 'interventlons will be reviewed. i
{ revealed the resident fell during an attempt to ]' i
self-fransfer to the tollet with no Injuries noted, I In-services were completed on: 8/23/13,
| Interview with the Unit Coordinator, on 08/23/13 { + 8/24/13, 8/25/13,8/26/ 13, 8/27/13,
[ at 1:43 PM, revealed Resldent #1 was to have ! [ 8/28/13,8/29/13, 8/30/13, and 9/10/13, ;
| had a Pressure alarm in place to the bed at the ] I By SDC, RN unit managers, and DON, to i
| time of the fell. She stated the bed alarm pag | { nursing staff. The in-services Includeg !
was observed to be In the resident’s recliner ; ! use/placement of alarms, updating care
i €halr. She further stated Staff failed to replace ! | plans.. [
: the pad to the bed when the linens were changed.;‘ | §
I i ] - o
| During Interview with the Director of Nursing, on !' JI The Administrator in serviced the non :
i 08/23113 at 2:00 PM. she confirmed Resident #1 | nursing personnel for _
! should have had 3 heg alarm in place, based on | | Awareness and use of gait belts, and ;
: the care plan and the resident's history of ! i alarms on 8/29/13,
; atempts of unasslsted transfers, ;' | 5) " DON Wil bring results o Qaevery |
F 323; 483.25(h) FREE OF ACCIDENT F3z23 ‘ month for three month's starting at :
| HAZARDS/SUPERVISION/DEVICES next meeting Sept. 25, 2013 and
i , ! . agalhi for the Ocr and Nov A |
i T faclin muat SiSure that the regident f | meetings, 5
environment remains as free of accident hazards | [ f
! ; ; ; { 05/13/13 |
as is possible: and each resident receives | i ‘
| adequate supervision and assistance devices to | :
| prevent accidents, ;
; i : !
| This REQUIREMENT 15 not met as evidenced : ’
| by ; | !
| Based on Interview, record review and revigw of ,’ ;
- facllity polley, it was determined the facility failed i ]
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; to ensure one {1) of three (3) sampled regidents
| recaived adequate supervigion and asslstance to :
‘ Prevent accldants. Resident #1 Sustained a fgll 1) Gait belt was checked to be in yse
| durfng an attempt at unassisted transfar, The ' by aide assigned to resldent #1 on
! bed alarm was not |n place as ordered bythe i day of survey

. Physlclan and directed by the plan of care. |n i . .

i addition, the resident sustaineg two other falls, on ! 2l All residents who need assI‘stance

05/04/13 and 08/10/13, when staff faies to use a I‘ [or transfer are at isk. Gait belts

-
R
%]

%.%

galt belt during transfer, as direotad by facllity have been numbered, when aldes
' palicy. arrive to unit they are given gait belt
: which Is signed out ang returned at
end of shift by them, i
3) The facility must ensyre that the
resident environment femains 35 free

' The findings include:

' Certfied Nursing e g (CNAS) were 1 i i of accident hazards as is possible and

[ follow thelr care Plan for all resident transfers, | : each resldent receives adequate

| ~ supervision and assistance devices to
prevent accidents. Charge nurse will

check each ajde has signed in and out
at start and end of shift. No alde is to

i
!
i 08123113 at 2:00 PM. she stated it wag facility [
f
[ be without g gait belt during thelr shife
i
|

: policy that a gait belt be used for all transfers,

|

) ! During Interview with the Director of Nursing, on ]
- |
‘ Continued Interview revesled all staff had been r

and gait belt js to pe worn on alde

plainly In sight, i
L4} In-servicas WEIE provided with
educatlon and hands on
transfer practice using galt belts for
nursing staff by RN unit manager’s,
spc, Therapy, and DON. In-services
were completed to nursing staffon
8/23/13, 8/24/13, 8/25/13, 8/28/13,
8/27/13, 8/28/13, £/259/13, 8/30/13
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motion for both lower extremities and requlred | -
| staff assistance for 4 fransfers. Therefore, the ; ' f nd "3/10/1? for c:zd; of ar;d pﬂf)pei
| resident was assessed to pe a1 risk for falis and a ' i ransier, using gait belts for ransier. in
care plan to address the rigk was initiated. i i addltion, ‘n-services were provided to

[ non- nursing for awarenass of use of
i Review of the Physiclan's Orders for the month of | galt belts and alarms on 8/29/13.
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f August 2013 revealed an order for 5 pressure
| @arm to the bed. The order was carred gver
: from the previous month, but did not have an :
! inltial date assoclated with i, However, review of |
 the Care Pian revealed an intervsniion, dated
i 12/23012, for a pressure alarm to the beg,

i Review of the Nurse Alde Care Guide for the
i moath of August 2013 revealed Resident #1 wag
to have a pressure alarm to the bed at all fimes,

et v

F! belt for all transfers.

* Review of the Nurses Notes, dated (5/04/13 at !

£ 10:00 AM, reveated Resident #1 sustained afay Il

; in the bathrgom, Review of the Incldent Report

i and foliow-up documentalion for the event ’
revealed the Certifiad Nursing Assstant {CNa) |

t falled to use 3 gait belt during the transfer,

¢ Interview with CNA #1, 0n 08/23/13 at 1:23 piy,
: revealed she had assisted Resident #1 to the

j tollet on 05/04/13, She stated she had hegp

i tralned on fansfars and the use of 0ait belts,
Suppesed o use a galt belt
: butanswered the résident’s call bell ang diq ot
- have a belt with her, She further stateq the :
- tesident lost his/her balance and the CNA "eased
 himher o the floge. :
i

i Review of the Nurses Notes for 05/11/43 at 220

. AM revealed Resident #1 was found In the

. bathroom floor. Review of the facility’s incident :
: teport and Tollow-up documentation for the event |

e e — RS

: place and was not sounding,
 revealed the resident fell during ap attemipt fo
! seff-ransfer i the toilet,
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F 323;
LB} Don wif bring results to QA every
: month for three Month's starting
i at the next meeting on Sept 25,
{ and at the Oct. and Nov QA
f meetings,
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f Interview with the Unit Coordinator, on 0872313
181 1:43 PM, revealed Resident #1 was to have
! had a pressure alarm in place to the bed at theg
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’ transfar,

! Interview with CNA #2. on 08/23/13 at 12,39 Py, |
i revealed she assistad Resident #1 10 the
batﬁroom on §10/13. She stated it was facliity

=
o
O
~
g
a
]
=%
g
a
4]
i
o0
o
o
@
5
=
&
3
a
=
i

fell during transfer from the tollet back to the
| whesichalr,

' Duting interview with the Director of Nursing, on
! 08/23/13 at 2:00 PM, she confirmed Resldant #1

| should have hag a bed alarm in place at 4y times,

! revesled g)f staff had been tralned in the use of

| gait belts and were famlliar with the policy, She
: further stated gtaff Involved had been tounseled
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