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An abbreviated standard survey (KY23347) was d
conducted on 06/17/15. The complaint was _ S e Q _'_L Q C\f\ ed -
substantiated with deficlent practice identified at :

D" lavel,
F 282 | 483.20(k)(3)(} SERVICES BY QUALIFIED F 282
$5=D ' PERSONS/PER CARE PLAN

The services pravided or arranged by the facility
must ba provided by qualified persons in
accordance with each resident's written plan of
care,

This REQUIREMENT ia not met as evidenced
by:

Based on cbservation, Interview, record review,
and review of the facility's Care Flan Policy
Statement and the facility's investigation, it was
detarmined the facility failed to ensure services
wers provided in accordance with the written plan
of care for one (1) of three (3) sampled residents
{Resident #1). The facility assessed Resident #1
to require two (2) staff mambers with transfers,
and had care plan Interventions for a mechanical
lift to be used during all transfers, However, on
05/30/15 at approximately 5:30 PM facillty staff
failed to utilize two staff members to transfer the
resident.

The findings include:

Review of the facility's Care Plan Palicy
Statemnent (no date) revealed a Comprehensive
Plan of Care would be developed based on the
completion of the comprehensive Minimum Data

Set (MDS) assesament.
SR REPRESENTATIVE'S SIONATURE TITLE (X&) DFT
A wigtifry  Z-1-5
— .

Any defidency staiement ending with an astonEk () denctes a deficiericy which the Institution may bie excused from comecting providing it Is determined that
olher safeguards provide sufieiant pratection 1o the patients, (Ses instructions.) Except for nursing homes, the findngs atated above are disciosable 90 daya
follewing the date of survay whether or not a plan of comection Is provided. For nursing homen, the gbove findings and pians of correcton are disciosabie 14

Cays following the date these docurhents are made available (o the facility. If deficiencias ara citad, an eppraved plan of corection is requisite (o continuad
prograrm participation.
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Review of the Care Plan Policy and Protocol (no
date) revenled the Kardex would be utilized as a )/‘&d
guide for Nurse Aides in providing care on a daily - e e a a C ’
basis,
Observation of Resident #1 at 2:30 PM an
06/17/15 revealed Certifled Nursing Assiatant
{CNA) #2 and CNA #3 translerrad the resident
from bed to the wheeichair with the usa of a
Hoyer IHt.

| Review of the Significant Change MDS
assessment dated 06/03/15, reveeled the facility :
assessad Rasident #1 to require total assistance
of two staff persans for transfers, The MDS
further revealed the resident was assessed to

- have a Brief Interview for Mental Status {BIMS)

| scara of 15, which indicated the resident was

interviewable.

Review of tha Comprehensive Care Plan with a
review date of 08/08/15, revealed the facllity had
addressed the resident's need for tha total
assistance of two staff persona with transfers,
Interventions also included using a Hoyer lift for
all transfers, Review of the CNA Resident Kardex
revealed Resident #1 was nonambulatory and
staff was diractad to use a "Hoyer” [ift (a mobile
device used for lifting) and two staff persons for
tranafers.

Review of the facility's invastigation, dated
06/01/15 revealed CNA #1 aitempted to transfer
Resident #1 from bed to & wheelchair with a
Hoyer lift without any assistance from any anather
staff person. Further review of the facility's
invaestigation revesled Resident #1 slid from the
wheelchair to tha footrests of the wheelchalr, The
residént was assessed and no injuries wera
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noted.
Interview with CNA #1 at 4:40 PM on 06/17/15 k e A .
ravealed she transferred Residant #1 from the -~ \Neé Q‘\"( ac
bed to the whealchair, but the CNA did not ask

any other staff person to assist with the transfer.
CNA #1 stated she narmally would have asked
someone to assist her, but the CNA atated she
assumed ataff would volunteer to assist with the
transfar of Resident #1.

Intarviews with CNA #2 at 2:50 PM and CNA#3
at 2:58 PM on 08/17/15 revealed the two CNAs
were on duty the evening the incident oceurred
with Resident #1. The CNAs stated CNA #1 '
transferred the resident without any assistance
from other staff. The CNAs stated the CNA did
not ask anyonea to assist her with transferring
Resident #1.

Interview with a Licensed Practical Nurse (LPN) :
at 2:35 PM on 08/17/15 revealed she was the |
purse in charga on 05/30/15. The LPN stated
CNA #1 did not ask any other staff parson to
assist her with transferring Resident #1. The LPN
further stated two other CNAs raported Resident
#1 slid out of the whaelchair, The LPN assessed
the resident, and noted no injury. The LPN stated
the resident told her that hafshe slid out of the
wheelchair, The LPN ramoved CNA #1 from
direct care immaediataly due to improper transfer
of the resident.

Interview with the Director of Nursing (DOM) at
4,40 PM on 08/17/15 revesled all staff including
CNA#1 had been in-serviced on the use of a
Hoyer lift for transfers on 05/26/15; howaver, CNA
#1 {ransferred Resident #1 withoul staff
aasistance.
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' environiment remalns as free of accident hazards
- a8 ie poasible; and each resident recelves

. adequate supervision and asslstance devices to

" pravent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
end review of the facility's investigation and
policies, it was determined the facility failed to
ensure adequate supervision ta prevent accidents
was provided for one (1) of three (3) sampled
residents (Resident#1). The facility assessed
Resident #1 to require two (2) stafi members and
a machanical iift whan transferring the resident.

, However, on 05/30/15 one (1) staff member
attempted to transfer Resident #9 with the use of
a mechanical lift without the assistancs of ancthar
staff membaer, Resident #1 siid from the
wheslchair to the foatrests of the wheelchair, but
was nat injurad.

The findings include:

Review of the facility’s "Transferring the Residant
using a machanical lit policy" (no date) revealed
staff was required to ask & co-worker to assist
with the transfer of a resident with a mechanical
Ift.

Review of the medical record for Rasident #1
revealed the facility admitted Resident #1 on
11720743 with diagnoses including Spinal Cord
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Injury, Spastic Quadriplegla, Msjor Deprassion,

. Anxlety, Bipolar, and Neuropathic Pain.

Ohservation of Residant #1 at 2:30 PM on
08/17/15 revealed Certified Nursing Assiatant
(GNA) #2 and CNA #3 transferred the resident
from bed to a wheelchair with the use of a Hoyer
lift.

Review of Reslident #1's Comprehensive Care
Plan with a review date of 06/08/15, revealed the
facility had addresaed that tha resident required
extansive to total assistance with transfers.
Interventions included using a Hoyer (it and two
ataff parsons for all tranafers.

Review of the CNA Resiclent Kardex revealed
Rasident #1 was nenambulatery, and steff was
direcled to use a "Hoyer" {machanical) fift and two
ataff persons for trancfers.

Review of the facility's investigation report dated
06701715 at 5:30 PM revealed CNA #1 tranaferred
Resident #1 by herself using a mechanical lift.
The report stated that CNA #1 did not request any
other staff member to asaist her with the transfer.
Resident #1 siid from the wheelchair to the
footrests on the whaelchair,

Interview with Resident #1 on 08/17/15 at 2:30
PM revealed he/she slid from the wheelchair to
the featrests on the wheelchair, but did not
sustain any injury from the incident.

Interview with CNA #1 at 4:40 PM on 081715
revealed she transfamed Resident #1 from bed to
a whaelchair without asking anothar staff member
{o assist with the transfer, CNA #1 stated sha
normally welld have asked someone to assist

F 323
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! her, but the CNA stated she assumed other staff
i wauld have volunteered to help her. 4—{’ L [

' Interviews with CNA #2 at 2:50 PM and CNA#3 g el a aC ’
at 2:58 PM on 08/17/15 ravealed the two CNAs
ware on duty the evening the incident occurred
with Resident #1. The CNAs stated CNA #1
transfarred the resident without any assistance
from any other staff persan. The CNAs stated

the CNA did not ask anyane to assist her with
transfarring Resident #1.

Interview with a Licensed Practical Nurse (LPN)
at 2:35 PM on 08/17/15 revealed she was the
nurse in charge on 05/30/15. The LPN stated two
other CNAs reporied Resident #1 alid out of the
wheelchalr, The LPN aasessed the reaident, and
no injury was neted, The resident told the LPN
that ha/she slid out of the wheelchair, The LPN
stated CNA #1 (ailad {o ask other staff ta assist
her with transfarring Resident #1, and the LPN
remaved CNA #1 from diract care immediately
due to improper transfer of the resident.

Intarview with the Director of Nursing (DON) at
4.40 PM on 0B/17/15 revealed all staff inciuding
CNA #1 had been in-servicad on the usa of a
Hoyer |ift for transfers on 05/26/15. However,
CNA #1 stated she transferred Resident #1 by K
herself and did not give an explanation why she
transferred Resident #1 alona. Tha DON stated
there was adequate staff on the unit on 05/30/15
to assist CNA #1 with transferring Resident #1.
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