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An abbreviated survey investigating ARO
#KY00017142 was initated on 10/07/11 and
concluded on 10/07/11. AROH#KY00017142 was

substantiated with deficiencies cited at 42 CFR F 282 -
483.20 (F-282) with a scope and severily of a "D". Corrective Actions for Targeted
F 282 | 483.20(K)(3)() SERVICES BY QUALIFIED F2g2| Residents:
gs=D| PERSONS/PER CARE PLAN On September 12, 2011 resldent #1 was

jassessed by Denine Collins, LPN, Unit
Manager and Jennifer Hardin, PA. After

The services provided or arranged by the facility her assessment of the bruising and

must be provided by qualified persons in edema, the PA gave the order fo send Ms.
accordance with each resident's written plan of Snowden to the Emergency Room for
care. further  evaluation. The facHily

immediately began an investigation to
determine the root cause. Interviews

This REQUIREMENT is not met as evidenced were conducted with the resident, the
by . SRNA responsible for her care and other
Based on observation, interview, and record staff who were involved in the care of Mrs.

review it was determined the facility failed to Snowden fhat day.

provide care by qualified persons in accordance

The SRNA, Jalessa Cox admitted to
with each resident's Plan of Care for one (1) of

transferring the vesident by herself in full

three (3) sampled residents, (Resident #1). The knowledge of her care planned transfer
facility failed to ensure the Plan of Care for status being assist of 2 and had a copy of
Resident #1 was followed related to transfer Jhe SRNA assignment sheet in  her

assist of two (2} at all times. Tocked which clearly stated that WMrs.

iSnowden was to be transferred with the
gsist of 2 staff. The resident could not
‘ tate how the bruising occurred. The

SRNA's  employing  agency  was

immediately notified of the fincident and
“"was told that she would not be permitted
to return to our facility, Ms. Cox had been

The findings include: ey Al
Record review revealed the facility admil‘tlé;‘g
Resident #1 on 1211710 with diagnoses which

included Dementia with Behavior Disturbafices,

Debillty, Rheumatoid Arthritls, Osteoporosis and previously educated and tested by her
Diabetes Type ll. n employing agency -on February 16, 2011

: on both Core | and Core Il mandatory
Observation of Resident #1, on 10/07/11 at 10:15 competencies for SRNA’s which included
AM, revealed Resident #1 was oriented to name Patient Safely goals and assessment of
only and refused to have covers removed for SRNA skills. Ms. Cox also completed and
surveyor observations. signed our facllities orieniation that

includes olr Abuse Prohibition-Policy and

ABORATORY RIRECTOR'S OR PR IDERISUPPLIER REPRESENTATIVES SIGNATURE ; C TITE.E /B]DATE
h :@ M , Al i K ﬂ%//ﬁ/ JO/ZY '//

o Y TOAGT S L L ]
bny ency statement en‘éing with an asteribk * '}lnotes a deficiency which the institution fﬁay be excused from correcting providing it Isgﬁetermin d that
sthet safeguards provide sufficient protection to the patlents. {See instructions.) Except for nursing homes, the findings stated abave are dis losable 80 days
‘ollowing the date of survey whether or not 2 plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avallable fo the faciity. i defigloncles ave cited, an approved plan of correction is requisite to continued
pro ram participatlon. H .

n
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-in their pockets), dated 08/2011, revealed that

1one (1) person assisted transfer, but noticed the

_co-workers said she had always asked for help

Review of Comprehensive Care Plan, with no
date, revealad staff was to ensure appropriate
assistance was provided for care and mobility.
Review of the Resident Daily Care Plan (which
State Registered Nurse Assistant (SRNA) carried

prior to 09/13/11, Res.ident #1 was to be a (2) .fequiring change to her care plan. She
person fransfer. After 09/13/11, Resident #1 was ‘remained in bed until the following
to be transferred using a Hoyer lift per physician's :morning of September 13, 2011 when the
order dated 09/13/11. Unit Manager, Denlne Collins re-

Review of Nurses Notés, dated 08/12/11 at 2:00
PM, revealed Resident #1 had complained of
right ankle pain and was noted-to left sided facial

revealed she had cared for Resident #1 that day
(09/12/11) and knew Resident #1 was a (2)
parson transfer but she was running behind and
transfarred him/her by herself. She further stated
she did not recall any injuries occuring during the

btuising later in the shift.

Interview with the Assistant Director of Nursing
{ADON), on 10/07/11 at 9:50AM, revealed the
facility had not had any previous incldents with
the SRNA in question, she had been in-serviced
on appropriate assistance with transfers, and

when needed.

| bruising. Emergency Room physician
' ‘ ' recommended  follow-up  with  an
Interview with SRNA#6, on 10/07/11 at 4:10PM, Onthopedist which ook place on
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i Accidents and Supsrvision which covers
F 282! Continued From page 1 F pgo| following the residents care plan and

gafely - procedures.  This training was
completed by the Assistant Director of
Nursing on September 2, 2011,

All parties were noiified, including police,
OIG and APRS. The resident returned from
the Emergency Room that evening with aft
‘findings negative for fractures or injury’s

evaluated the residenis transfer status
“and determined the need for a Hoyer lift
for safe transfers based on the bruising of
the right lower extremity. An order for the
Hoyer lift was oblained at that time. The

September 18, 2011. .On September 23,
2011 an order was received to cancel
further follow-up with orthopedics as her
general practitioner could manage her
care from there forward. Mrs. Snowden
displayed no negetive response to the
event and remains at her mental and
- physical baseline.

ldentification of Other Residents with
Potential to Be Affected:

All residents had the potential to be
affected, but no others wera identified.

Systemic Changes: On September 13,
2014 through September 18, 2011, the
facliity staff were re-in-serviced by the
Assistant Director of Nursing, the
Waekend House Supervisor, the Director
of Nursing and Unit Managers on Safe
Transfers, following 1he care plan,
Abuse/Neglect and Accidents and
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Supervision. To further ensure safe and
accurate practices continue, the transfer
status of all residents were re-evaluated
by the Unit Mangers beginning September
16 and completed September 20, 2011,
In addition, a care pan audit comparing
comprehensive with SRNA Care Plan and
assignments sheets was performed by the
Unit Managers, RAI Coordinators, the
Restorative Nurse, Clinical IT Nurse,
Assistant Director of Nursing - and
Weekend House Supervisor beginning
October 18 and was completed October
20, 2011,

Monitoring: On September 21, 2011,
Unii Managers began performing random
audits observing  SRNA's duting resident
transfars {6 ensure they were performing
safe transfers according to individuat care
planned inferventions. These audits
included ensuring each SRNA had a
SRNA assighment sheet In ihelr pocket
for quick reference. The audits began
with 2 observations per shift every day for
1 week from September 21 through
September 27, 2011 then 1x per shift
every day for an additional week from
September 28 through October 4, 2011,
On October 5, 2011, the audits continued
for 1 observation every shift 3 days a
week and are ongoing to date:

in addition, audits of residents care
planned interventions is completed every
shit 3 x a week fo ensure these
interventions are carrled consistently as
care planned.

The results of these audils are being
submitted to the monthly QA Team.
consisting of The Medical Director,
Nursing Home Administrator, Direcior of
Nursing, Director of Social Sarvices,
Assistant Director of Nursing, Pharmacy
Consultant and the Therapy Director for
their review angd recommendations as
indicated.

Completion Date;  November 4, 2011
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