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An Abbreviated Surevey investigating
initidted on 08/24/11 and concluded on (08/26/11. has been evaluated for transfer safety,
T AR 00016930 was substantiated with sitioning saf d neneral safi
dafiélent practioe identified at 483.26 Qually of LS h::yc;: ST hos ety a3
.| Carg with a scope and severity ol a "D, perna ~ boon
ARQ#KY00016335 was substantialed with no educated by both fhe Direcior g‘;f Nursing
defigient practice identified. ; Y:nd f“‘IP'S -
F 423 | 483[26(h) FREE OF ACCIDENT F 32g] Service and example.

85=D | H

as i§ possible; and each resident receives
adefjuate supervision and assistance devices to

by

Baged on observation, interview and record
review it was determined the facility talled to
enshire each resident raceivad adequate
aupsrvision and assistance to prevent injury for
one|(1) of five (5) samplad residents, Resident
#2. |Resident #2 sustained a bruiss 19 the right
bregst. The fadiity fallod to use an
Imtefdisciplinary approach to develop, implement
and|evaluate interventions to prevent additional
Injugy.

wettindings include:

Revjew of the Clinical Record revealed the fagility

preyent accidents. EGEEVE \
SEP 1 & 2011 1
BY: i
Thid REQUIREMENT is not met as evidenced

Custom~pa.dded-gait belts have been ob-
tained for the resident for safer transfers.

The resident is now required to wear a
brassiere at all times to help posijtioning of
her body. ‘

Tn-services have been conducted by PT and
the Director of Nursing on 8/30, 9/1, 9/3,
and 9/5/11, to address transferring and posi-
tioning safety for this resident and all other
residents in the facility.

The condition of the resident involved is
being monitored on a daily basis by nursing
staff and bher condition is reported to the
Director of Nursing,

All residents Tu the facility have been eval- -
uated for-similar unsafe conditions, but none
were noted. Review and evaluation of resi-
dents were conducted on 8/30, 9/1, 9/3, and’
9/5/11, by the Director of Nursing, Sherry

mas, RN, Jamie Pierce, LPN, and
Patvicia Pearson, RN,
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Any Geficiency stathment endiig yffth an asterisk (%) denctes a deficiency which the institution may be excused from comecting providing % dW that
othar safeguards provide sufficiafit protection to the patients. (See nstructions.) Except for masing homes, the tindinga etated above are diaciosablo 90 daye
foltowing the date ¢f survey whether of not a plan of comection la provided. For nusing homeés, the above findings and plans of corraciion are disclosabie 14,
days following the fiate theas dovuments are made avaikabie to the fecllity. If defictencies are clted, an approved plan of correction is requisiio Yo sontinued

program pactkcipatipn, ‘
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(X4 ID SUNMARY STATEMENT OF DERGIENCIES 1] " PROVIDER'S PLAN OF CORRECTION o
BREFm JEACH BEFIIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREQTIVE AGTION SHOULD BE GOMPLETION
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oo ) _ DEFICIENCY)
F3z23 tinued From page 1 F 323
i cloded Demanti, Solaurs Disorger, Nursing aff lave beeni-seryiced on the
Andmia and Thrombocytopenia. Review ofJIh o necessity for residents 1o wear appropriate
annpial Minimum Data Set (MD3) Assessment clothing when required, transferring safety,
05/11/11, revealed the resident was need to involve PT carly upon recogaition of
ent ofi.ataf for all care potcnnalforharmto anyrdsidﬁnt dm‘ing the
{ trensfer process, as well as general safoty,
‘| Aediew of the Nurses Notes, dated 08/15/11, on 8/30, 971, 9/3, and 9/5/11, by PT and
galed Resident #2 was found to have & bruise the Director of Nursing.
on the right breast. Review of the facliity ' ,
investigation revealed the facility determined the Continued in-servicing with CNAs and
bruee ocourred in one (1) of two (2) ways: nursing staff planned to provide appropriate
improper positioning of the gait belt; or the brgast and safe enviromment for all residents. Al
bachme pinched under the resident's arm during nursing staff bas been instructed to report
trrpng and repositioning: immediately any potentially unsafe condition
Reylew of the Comprehensive Care Plan, update g_cn;;ge Eg‘m and subsequently to the
of (8/15/11, reveated no specific Interventions trector of Turstig-
werp initiated 10 promote proper positioning of the o . . .
.| galt|belt or 10 pmeed the breast from pmoh?ng Compliance will be monitored weekly in
undgr the arm CQl Committee meetings.
Interview with Certified Nursing Assistant (CNA) F 323 9/14/11
#4, pn 08/26/11 at 10:05 AM, revealed she took
care of Reskdont #2 frequently and was familiar
with her care needs. She stated she was not
awdre of amy changes in the way the resident was
e cared for. She further stated there had not
any inservice training since the incident
lew with CNA #2, on 08/26/11 &t 11:15 AM
revealed she wids familiar with Resident #2 and
caréd for her frequently. She stated the Care
Giuitle, used by the CiNAs to direct the care of the
resittents, had not been updated since the bruise
: dlsoovered Continued interview revealed
e had been no tralning since tbe incident
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TAG REGULATORY O LEC IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO. THE APPROPRIATE DATE
F323|C ‘nuedFrompagez F 323
: rred. She further stated the CNAs weren't |
g anything different when caring for Resident
just “belng caraful”. ’
ew with the Director of Nursing, on 08/26/11
:20 PM, revaaled ghe had been invoived in
investigation to determine the cause of the
ise. She confirmed no inservice tralning had
n conducted at the time of the Investgation,
the Care Plan had not been updated with
ific Interventions related to preventing a
impltar injury from oceurring in the future.
tinued interiew revealed Resident #2 had not
been evaluated by the Therapy Department
pessibie modifications in care.
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