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F 000! INITIAL COMMENTS F 000
An Abbreviated Survey was initiated on 03/10/14
and concluded on 03/11/14 to investigate KY ;
21419, The Division of Health Care substantiated i : :
the allegation with deficiencies cited. ) Ar.l Obtslfr‘;?;.tl onof CN A #4 . 3-29-14
F 282 483.20(k)(3)(il) SERVICES BY QUALIFIED F2gz|  USINg the lift to transfer a resident
sS=D | PERSONS/PER CARE PLAN was made by RN Charge Nurse
' N on 3/13/14. The C N A used a
The services provided or arranged by the tacility i two person assist and followed

must be provided by qualified persons in h g
accordance with each resident's written plan of the care plan during the transfer,
care. 2. On3/20/14 the RN Charge Nurse

observed 5 different C N As
providing transfers operating the

This REQUIREMENT Is not met as evidenced . N
! mechanical lift. The C N As used

by:

Based on observation, interview, record review a two person lift in all transfers
and policy review, it was determined the facility and followed the :
failed to ensure staff followed the care plan for the transfe care plan during
one (1) of four (4) sampled residents, (Resident . L. i
#1) The staff failed to utilize two (2) person assist 3. All Nursing personnel are being
with the transfer of Resident #1 in a Hoyer lift as re-educated on using a two
careplanned. person lift and following the care

plan when using the Mechanical
lift by the Director of Nursing or
Review of the Resident Comprehensive Care | RN charge nurse with no

Plan Guideﬂnes. dated 09/08. revealed the Nursing staff Working past

resident comprehensive care plan should be , e
viewed as an interdisciplinary approach to 3/28/14 without the training.

The findings Include:

managing the acute and chronic needs of the They have also been instructed to
resident living in the facility. report to the charge nurse

Review of Resident #1's clinical record revealed anytime they are not able to

the facility admitted the resident on 07/01/12 with follow the plan of care. A post
diagnoses of Alzheimer's Disease, Senile test is being given following the
Dementia, Lack of Coordination, Difficulty training.

Walking and General Osteoarthrosis. Review of

LASORATORY?SRE; ZR'S 6157 &

Any deficiency statemént ndinjwit
other safeguards pro sufficient gfotection to
fallowing the date of survey whether or not a plan
days following the date these documents are mads
program participation.

/< (XB) BATE

-

Y

ciency which the institution may be excused from Gorrecting providing it is determined that
patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable S0 days
correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
avatilable to the facliity. if deficienciss are cited, an approved plan of correction Is requisite to continued
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F 282 Continued From page 1

the Minimum Data Set (MDS) Quarterly
Assessment, dated 12/30/13, revealed Resident
#1 had no BIM score recorded which meant
Resident #1 was not interviewable,

'| Observation of Resident #1, on 03/10/14 at 2:58
PM, revealed Resident #1 had a green and yellow
bruise at the base of his/her right eye and cheek
bone.

Review of Resident #1's Nurses Notes, written by
Registered Nurse (RN) #2, dated 02/22/14 at
12:26 PM, revealed Certified Nursing Assistant
(CNA) #4 reported a knot above Resident #1's
right eye. The knot had a pin point bruige in the
center and appeared to look like a cyst or edema,
RN #2 documented that after breakfast, she and
another nurse looked at Resident #1's eye to
obtain a second opinion. Upon entering the room
Resident #1's eye had a hematoma (blood
outside the blood vessels, usually in liquid form
within the tissue) noted and bruising on the
corner of the eye. Further review of the nursing
noles revealed that the staff currently in the
building denied any knowledge of an incident that
would have caused injury,

Interview with RN #2, on 03/11/14 at 11:26 AM,
revealed at approximately 7:15 AM on 02/22/14,
CNA #4 informed her that Resident #1 had a pin
point mark on his/her eye. RN #2 stated at first
the mark looked like a cyst, but later looked
swollen and bruised, RN #2 stated she attem pted
to put ice on it, but Resident #1 would not allow
that to occur. RN #2 stated the wound appeared
to have just happened because the wound had
gotten bigger. RN #2 stated she interviewed CNA
#4 and the aid had denied anything had
happened with the resident. Through interviews

. The Director of Nursing, ‘

F 282 Assistant Director of Nursing,
RN Charge Nurse or Unit
Manager will do five(5)
observations per week for
twelve(12) weeks to ensure that a
two person assist is being used
when operating a mechanical lift
and that the care plan is being
followed. Additional training will
be provided as necessary. The
results of these observations will
be reviewed by the Quality
Assurance Committee consisting
of the Administrator, Director of
Nursing or Assistant Director of
Nursing on a monthly basis until
the team concludes the issue is

resolved. The Medical Director
will attend these meetings at least
quarterly. If at any time concerns
are identified, the Quality
Assurance Committee will
convene to analyze and
implement further measures
dependent upon the root cause to
ensure ongoing compliance.
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with other CNA's RN #2 had learned that CNA #4
was not as forth coming in how she had utilized
the Hoyer lift. RN #2 stated she then interviewed
CNA #4 again and learned CNA #4 got Resident
#1 up by herself with the Hover lift. CNA #4 was
then asked to write a statement.

Interview with CNA #4, on 03/11/14 at 1:41 PM,
revealed on 02/22/14 at 7:15 AM, she saw a knot
on Resident #1's head and showed the resident
to the nurse, RN #2, who thought the knot was a
cyst. CNA #4 stated she had written a statement
in which she informed the Administrator that she
had gotten Resident #1 up in the Hoyer lift all by
herself. CNA #4 slated she did not ask anyone to
help her with the transfer, because CNA #2 was
giving a shower and the other option was the aid
on the next hali and she was in a hurry. CNA #4
stated she did not always get residents up without
assistance. CNA #4 stated Resident #1 was in
bed when she transferred him/her to the
wheeichair and she did not recall the bar of the
Hovyer lift hitting Resident #1 in the head or the
resident's head hitting the bar. CNA #4 stated she
was not really looking at Resident #1's face when
placing the strap on the Hoyer bar, but as she did
notice the pin point mark on Resident #1's face
during the transfer. CNA #4 stated as soon as
she saw the mark, she immediately took Resident
#1 to the nurse to inform her of the mark. CNA #4
stated she did not hear Resident #1 cry out in
pain. CNA #4 stated if she had caused an
accident she would have informed someone.

Review of the written statement made by CNA #4,
| dated 02/26/14, revealed on Saturday around
7:00 AM, she was getting Resident #1 up using a
Hoyer lift. While doing this CNA #4 stated she
had ne one to help assist with the transfer due to
Event ID:LN1K11 Facliity iD): 100334 i continuation sheet Page 3 of 11
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both CNA's being busy. CNA #4 stated she knew
this was not acceptable and very dangerous, but
she was sure Resident #1 did not acquire any
Injuries during the transfer.

Review of Resident #1's Activity of Daily Living
(ADL) Care plan for the month of February,
revealed Resident #1 was to be transferred with a
level of support of two (2) or more person
physical assist,

Review of Resident #1's Falls Nursing Care plan,
onset 01/05/14, revealed the approach with
transfers was a two (2) person physical assist.

Interview with CNA #4, on 03/11/14 at 1:41 PM,
revealed she knew Resident #1 was a two (2)
person asslist with the Hoyer [ift and that she was
expected to follow the plan of care for each
resident. She stated when there are two people
assisting with the Iift, one person was to help with
the sling and one person was to monitor the
Hoyer lift.

Interview with RN #2, on 03/11/14 at 11:26 AM,
revealed nursing staff was expected to {ollow the
plan of care for each resident to ensure each
resident's safety,

interview with the Assistant Minlmum Data Set
(MDS) Coordinator, on 03/11/14 at 2:36 PM,
revealed that as an assistant she ensured
everything was transferred over to the hard copy
of the care plan and the CNA care plans were
updated in the Accu nurse computer system. The
Assistant MDS stated she would expect the CNA
and nursing staff to follow the care plan.

Interview with the Director of Nursing (DON), on

F 282
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03/11/14 at 2:07 PM, revealed the nursing stafi
and the MDS Coordinator could initlate and
update the care plans. The DON stated the CNA
care plans had to be manually put into the Accu
Nurse System. The DON further stated there
should have been two (2) staff members when
using the Hoyer lift, because of safety and she
thought the hook part of the Hoyer lift had the .
potential to hit the resident, but there was no An observguon of CN A #4
witness. Thus it could not be determined that the using the lift to transfer a resident
Hoyer lift was the cause of the injury to Resident was made by RN Charge Nurse
#1's face.
F 323 | 483.25(h) FREE OF ACCIDENT Faes ~ On3/13/14. The CNAuseda
$8=D | HAZARDS/SUPERVISION/DEVICES tWo person assist and followed ~ 3-29-14
the care plan during the transfer.
The facility must ensure that the resident 2. On 3/20/14 the RN Charge Nurse
environment remains as free of accident hazards .
as Is possible; and each resident receives obse.rv.e d 5 different CN {\S
adequate supervision and assistance devices to prov1dlr}g transfers operating the
prevent accldents. mechanical lift. The C N As used
a two person lift in all transfers
and followed the care plan during
the transfer.
This REQUIREMENT s not met as evidenced All Nursing personnel are being
by: ) .
Based on observation, interview, and record e educz}ted on using ? two
review, it was determined the facility failed to person lift and following the care
ensure each resident had adequate supervision plan when using the Mechanical
and assistive devices to prevent accidents for one lift by the Director of Nursing or
(1) of four (4) residents, (Resident #1). A staff .
member transferred Resident #1 using the Hoyer RN c.har 8¢ nurse with no
lift when it was meant to be a two (2) person Nursing staff working past
assist. Subsequently Resident #1 sustained an : 3/28/14 without the training.
injury to the face and the cause could not be They have also been instructed to
determined. | report to the charge nurse
The findings include: anytime they are not able to
follow the plan of care. A post |
FORM CMS-2567(02-99) Previous Verslons Obsolete Event iD:LN1K11 Facil test 1s being given following the ‘’ags 50of 11
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‘ 4. The Director of Nursing,
F 323 Continued From page 5 F 3238 Assistant Director of Nursing,
RN Charge Nurse or Unit
Review of the Fall Assessment/intervention ‘ Mana erg ill do fi szm
Process Policy, revised 09/13, revealed the ger will do five(S)
facility must ensure that the resident environment observations per week for
remains as free from accident hazards as twelve(12) weeks to ensure that a
possible and each resident receive adequate two person assist is bei
supervision and assistance devices 1o prevent h P .SS stis bemg.used.
acoidents. when operating a mechanical lift
and that the care plan is being
Review of the Safe Patlent Handling and followed. Additional training will
Movement Policy, revised 10/31/13, revealed :
Mechanical Lifting Devices: all patient transfers be provided as necessary. The

with mechanical lifts will be done with a minimum results of these observations will

of two (2) persons or as specified in the patient's be reviewed by the Quality
plan of care. Based on the resident's ability to Assurance Committee consisting
assist or self perform, this requirement may be of the Adminis trator, Director of

adjusted to reflect one person or independent use

of certain lifts such as the Sit to Stand type iift. Nursing or Assistant Director of

Nursing on a monthly basis until
Review of Resident #1's clinical record revealed the team concludes the issue is

the facllity admitted the resident on 07/01/12 with , . L
diagnoses of Alzheimer's Disease, Senile re_solx ed. The Medzca}h Director
Dementla, Lack of Coordination, Difficulty will attend these meetings at least
Walking and General Osteoarthrosis. Review of

the Minimum Data Set (MDS) Quarterly quarterly. If at any time concerns

Assessment, dated 12/30/13, revealed Resident are identified, the Quality

#1 had no BIM score assigned which meant ' Assurance Commitiee will
Resident #1 was not interviewable. convene to analyze and
Observation of Resident #1, on 03/10/14 at 2:58 implement further measures

PM, revealed Resident #1 had a green and yeliow dependent upon the root cause to
bruise at the base of his/her right eye and cheek ensure ongoing compliance
bone. :

Observation of Resident #1, on 03/10/14 at 3:46
PM, revealed Resident #1 coming out of his/her
room In a wheelchair. Two (2) staff members
were observed exlting Resident #1's room and a
Hoyer lift was observed to be in Resident #1's
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room as the staff members were exiting.

Review of Resident #1's Nurses Notes, written by
Registered Nurse (RN) #2, dated 02/22/14 at
12:26 PM, revealed Certified Nursing Assistant
(CNA) #4 reported a knot above Resident #1's
right eye. The knot had a pin point bruise in the
center and appeared to look like a cyst or edema,
RN #2 documented that after breakfast she and
another nurse looked at Resident #1's eye to
obtain a second opinion. Upon entering the room
Resident #1's aye had a hematoma (blood
outside the blood vessels, usually in liquid form
within the tissue) noted and bruising on the
comer of the eye. Further review of the nursing
notes revealed that the staff currently in the
building denied any knowledge of an incident that
caused an injury. The RN then notified the family,
Director of Nursing (DON) and the Medical
Doctor's office. Statements were taken from the
staft and nursing was to continue monitoring for
any changes.

Interview with CNA #4, on 03/11/14 at 1:41 PM,
revealed Resident #1 was in bed when she
transferred him/her to the wheelchair and she did
not recall the bar of the Hoyer lift hitting Resident
#1 in the head or the resident's head hitting the
bar. CNA #4 stated she was not really locking at
Resident #1's face when placing the strap on the
Hoyer bar, but she did notice the pin point mark
on Resident #1's face during the transfer. CNA #4
stated at 7:15 AM, she showed the resident to RN
#2, who thought the knot was a cyst.

Interview with RN #2, on 03/11/14 at 11:28 AM,
revealed it was normally first shift's responsibility
to get Resident #1 up for breakfast in the

morning, which was approximately 7:15 AM. At

F 323
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7:156 AM, CNA #4 informed her that Resident #1
had a pin point mark on his/her eye, RN #2 stated
that at first the mark looked like a cyst and she
sent Resident #1 to breakfast. But later around
9:30 AM to 10:00 AM, she and another nurse
went to Resident #1's room 1o help RN #2
distinguish if the mark was & cyst or not and
found that the wound looked swollen and bruised.
RN #2 stated she atlempted to put ice on it, but
Resident #1 would not allow that to occur. BN #2
stated the wound appeared to have just
happened because the wound had gotten bigger.
RN #2 stated she then calied the MD, DON and
famlly and was informed by the DON to interview
staff, RN #2 stated she interviewed CNA #4 and
she had denied anything had happened with the
resident. Through interviews with other CNA's,
RN #2 had learned that CNA #4 was not as forth
coming in how she had utilized the Hoyer lift. RN
#2 stated she then interviewed CNA #4 again and
learned CNA #4 got Resident #1 up by herself
with the Hoyer litt. CNA #4 was then asked to
write a statement.

interview with the CNA #4, on 03/11/14 at 1:41
PM, revealed she informed RN #2 that when she
was getting Resident #1 up with the Hoyer lift that
CNA #2 had walked into the room and did hot
offer to help with the transfer. CNA #4 stated CNA
#2 was giving & shower and the other option was
to ask the ald on the other hall, but CNA #4 was
in a hurry. CNA #4 stated she did not always
transfer a resident without help.

Interview with CNA #2, on 03/10/14 at 2:04 PM,
revealsd she was not made aware of the brulse
to Resident #1's face until RN #2 had showed
her. CNA #2 stated the nurses had asked her
what had happened o Resident #1's eye,
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because CNA #4 had informed them that she had
helped her transfer Resident #1 with the Hoyer
flift. CNA #2 stated she told the nurse that she did
not transfer the resident and never walked into
the room while Resident #1 was being
transferred. CNA #2 stated that CNA #4 had
walked up to her at that time and she informed
CNA #4 that she did not watch her transfer
Resident #1. CNA #2 stated the whole situation
made her feel uncomfortable. CNA #2 stated that
when she used the Hoyer Iift that she was to have
two people, just in case something was to
happen. CNA #2 stated she could ask staff to
help when she needed the help,

Interview with the Restorative Aid, on 03/11/14 at
1:17 PM, revealed she remembered RN #2
talking with her. RN #2 asked if she had seen a
bruise on the residents's face and if CNA #4 was
assisted with the Hoyer transfer that morning and
she responsed with a "no”. The Restorative Ald
stated lifts were usually a two (2) person assist,
because someons needed to monitor the resident
and someone needed to monitor the lift. The
Restorative Aid stated it was very easy to hit
someone with the bar of the Iift, because the bar
was loose and there was no way to lock the bar.

Further interview with RN #2, on 03/11/14 at
11:26 AM, revealed she then interviewed CNA #4
again and iearned CNA #4 got Resident #1 up by
herseif with the Hoyer lift. CNA #4 was then
asked to write a statement,

Interview with CNA #4, on 03/11/14 at 1:41 PM,
revealed she had written a statement in which
she informed the Administrator that she had
gotten Resident #1 up in the Hoyer lift all by
hersell. CNA #4 stated she did not ask anyone to
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help her with the transfer because CNA #2 was
giving a shower and the other option was the ald
on the next hall and CNA #4 was in a hurry. CNA
#4 stated she did not always get residents up
without assistance, CNA #4 stated she did not
hear Resident #1 cry out in pain. CNA #4 stated if
she had caused an accident she would have
informed someone.

Review of the wrliten statement made by CNA #4,
dated 02/26/14, revealed on Saturday, 02/22/14
around 7:00 AM, she was getting Resident #1 up
using a Hoyer lift. While doing this CNA #4 stated
she had no one to help assist with the transfer
due to both CNA's being busy. CNA #4 stated she
new this was not acceptable and very dangerous,
but she was sure Resident #1 did not acquire any
injuries during the transfer.

Interview with RN #1, on 03/10/14 at 2:32 PM,
revealed he saw Resident #1 face to face
between the hours of 5:30 AM and 6:00 AM, while
he provided him/her with medications and did not
see any brulsing on Resident #1's face. RN #1
stated no CNA came up to him to inform him of
any bruising that morning.

Interview with the Director of Nursing (DON), on
03/11/14 at 2:07 PM, revealed RN #2 had called
her to inform her about Resident #1's face. RN #2
informed her that CNA #4 had communicated that
Resident #1 had a bruise to his/her eye and then
RN #2 looked at It again and it had gotten bigger.
RN #2 stated that the place on the residents eye
was a small place, but then It grew as if the
wound had just happened. RN #2 informed the
DON that CNA #4 had utilized the Hoyer lift by
herself and she informed RN #2 1o call the

Administrator. The DON stated that she expected
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the CNA's to use two (2) staff members when
using the Hoyer lift for safety. The DON stated it
was possible that the hook, which was the part
that swung, could have hit the resident in the
face, but there was no witnesses to this event.

Interview with Administrator, on 03/11/14 at 2:59
PM, revealed RN #2 had notified her of the
incident that Saturday (02/22/14). The
Administrator stated that she spoke with CNA #4
and asked that the nurses interview everyone
who was currently working and get statements
from everyone, The Administrator stated that she
was back and forth all day with the RN #2, CNA
#2 and CNA #4. The Administrator stated she did
not find out that CNA #4 transferred the resident
by herself until Monday (02/24/14). The
Administrator stated CNA #4 did not come to Q
work that Sunday, Monday or Tuesday, but when
she came back to work the Administrator
counseled her about the lift situation and at that
time CNA #4 confessed to transferring Resident
#1 by herself. The Administrator stated she
expected staff to use two (2) people when using
the Hoyer lift to prevent injuries.
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