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{P 000} Initial Comments {P 000}
| Based upon implementation of the acceptable
| plan of correction, an off-site revisit survey was
| conducted on 07/12/2024 and concluded '
on07/12/2024. The Division of Health Care
determined the facility was in substantial
| compliance effect 06/16/2024 as alleged in the |
| acceptable plan of correction. -
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ARe-llcensure survey and Compiaint survey :
invesligating KY 00039632 and KY 00040954 JUL 1 - 2024
was Initiated oft 0G12/2024 and concluded on
06/13/2024.
The Division of Health Care determiped the | |
facifity was not compliant with regulatory gu_idlﬁia S
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| PM and had sustained a Nondlspla sed frackire

Continued From page 1

accident or injury for ons (Resident (R) 4) out of
five sampled residents resulting In dalayed
treatment of a fracture,

The findings include;

Review of R4's Face Shest revealed the resident
was admilled o the facility on 01/18/2023 with
admilting dlagnoses of Diabeles, Hypertension,
Dysiipldemia, Selzuras, and Incontinence.

Review of the facility's document tilled *Type of
Accldent" dated 05/16/2023, revealed R4 had
fallen off the porch landing on the ground.
Continued review revealed R4 stalad "his feet fall,
asleep and thal was why he fell”, Further review
revealed the Adminisiraior looked al R4's fest to
sea if there was any bruising, swelllng. or wounds
present, and thep assisted R4 up and taok him.
back inside the building. Ongoling review r_avealed
the Admintstrator had answered "No,"lo the!
questions "medical treatment necessary,
Additional review revealed no documenled. .
evidence the Medical Provider or, Respunalhla
Party had baen nolified of the incident or the.need
for further assessment by a medical provider.

signed by the Adminisirator, revealed: R4 had'
stepped off the front porch and fell. Conlinled!
raview revealed R4 sialed he was akay and
walked outside to the slde porch to smoke.

Review of the hospital document titled "Pallant!
had been seen for a fall cn-05/4

“\B right fibule, Cum]mgdmv i e {:. ey
had been prescribed't

Review of Rd's Nurses Noles, dated 05/16/2024; |

Visit Informatian”, daled 05/19/2023, revealad R4 |

W m%wf/ ai £ they WoF he
(espons-Uie "0" aﬂff%’z ﬁfi
o for g0

/{c/ﬁe //a,%r Adm//)/d/rmly

a / i 7% OEZ/é(gmc/

Hhe {(f[//(t' S 7
udeSheod he new /0 ¢

Admrm.!’)lfaW will aud:H

(eports and
WWM m@w Ay

1

e

J

Acatamlnophen(usedto eat pain)

STATE FORM

—

oayi I ecntinualion sheet 2 of 3




PRINTED: 07/11/2024

FORM APPROVED
Office of Inspector General
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED
100291 B. WING 06/13/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
765 HIGHWAY 3276
WAYNESBURG OR, LLC
YNESBURG MANOR, WAYNESBURG, KY 40480
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

P 190| Continued From page 2 P 190
milligrams (mg) every six hours for pain,

During an interview with Certified Nursing
Assistant (CNA) 2 on 06/12/2024 at 4:30 PM, she
stated R4 had fallen off the porch on 05/16/2023.
She stated she notified the Administrator
immediately and the Administrator came and
assisted with getting him up off the ground and
back into the building. She stated R4 did not
complain of pain at the time of the incident, but if
he had, she would have told the Administrator
and she would have sent him to the hospital.

During an interview with the Administrator on
06/12/2024 at 4:41 PM, she stated on 05/16/2024
staff had told her R4 had fallen off the steps of
the front porch and was on the ground. She
stated she went outside to assist with getting him
up off the ground and back into the building. She
continued to state R4 did not complain of pain at
the time of the incident. She aiso stated she did
not contact the Medical Provider because R4
stated he was fine and did not complain of pain.
During an interview on 06/13/2024 at 1:56 PM
with the Administrator, she stated if a resident fell,
had injuries, or if a resident complained of pain,
she would call an ambulance to transport the
resident to the hospital for further evaluation. She
further stated she should have notified the
Medical Provider regarding R4's fall to see if
further evaluation might be needed.
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