PRINTED: 07/16/2010
- DEPARTMENT OF HEALTH AND HUMAN SERVICES : :

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (®1) PROVIDE RISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED

A, BUILDING

‘ C
B, WIN
185094 G 07/02/2610

NAME OF PROVIDER OR SUPPLIER

SIGNATURE HEALTHCARE OF PIKEVILLE

STREET ADDRESS, CITY, STATE, ZiP CODE
260 SOUTH MAYO TRAIL

PIKEVILLE, KY 41501

SUMMARY STATEMENT OF DEFICIENCIES

D PROVIDER'S PLAN OF CORRECTIQN

(2rDecides what procedures, stehras-isolation,

F441 483.65 INFECTION CONTROL,

R4y D ¢ 5
éerHx (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LSC INENTIFYING INFORMATION) TAG CROSS-REFERENCEDR TO THE APPROPRIATE DATE
. DEFICIENCY)
F 441 Continued From page 39 F 441
(1) Investigates, controls, and prevents infections
in the facility,

should be applied to an individual resident; and
(3} Maintains a record of incidents and corrective
actions refated to infections.

(b) Preventing Spread of infection :
{1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident,

(2) The facility must prohibif employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will fransmit the disease.

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is incicated by accepted

PREVENT SPREAD, LINENS

Corrective Action for Resident(s) Affected:
: The rooms for resident # 3, #18, and #19 will be
: thoroughly cleaned by 7/23/2010.

How the facility will act to protect residents
in similar situations:

Housekeeping will clean all of the resident
rooms including washing the privacy curtains by
8/5/2010

Measures to prevent reoccurrence:

|AII C.N.A's were inserviced cn peri care,
‘changlng of gloves, washing hands and other
|related infection control techniques such as
iwhen to removed soiled gloves and when not to

— —|professionat practice: touch items with gloves, eic. by 7/25/2010. New
employees will be educated during orientation
(¢) Linens iregarding peri care and infection control

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by

Based on observation, interview, and record
review, it was determined the facility failed 1o
ensure effective infection contro! technigues were
utiiized during incontinence care for three (3) of
nineteen (19) sampled residents {restdents #3,
#18, and #19).

The findings inclide:

1 techniques.

Monitoring of Corrective Action:

The DON eor nursing administration will review &
nursing staff weekly regarding peri care,
incontinence care and infection conirol
practices. The resuiis will be reported to the
quality assurance committee monthly for three
months for recommendations and follow up as
“indicated.

:Completion date: 8/11/2010
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1. SRNA #8 was observed during the initial tour
on June 30, 2010, at 1:33 p.m., o provide
incontinence care for resident #19. SRNA #8 was
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observed 1o don-gloves and to cleanse resident

| #8°s anterior peri area with a washcloth. The
ohservation revealed SRNA #3 rolled resident
#19 onto the resident's side and cleansed stool
from the resident's anal area with the same
washcloth. SRNA #8 completed the incontinence
| care without changing gloves. Further

{ observation revealed SRNA #8 cranked the head
I ' of the resident's bed up and opened the resident's
i privacy curtain while still wearlng the same soiled
g%oves

2 SRNA #8 was observed on June 30, 2010, at

1 2:42 p.m., to provide incontinence care for

re5|dent #3 SRNA #8 was ohserved 1o don
gloves and to cleanse resident #3's anterior peri
area with a washcloth, The observation revealed

' SRNA #8 rolled resident #3 onto the resident’s

| side and cleansed the resident's anal area with
the same washcloth. SRNA #8 completed the

i incontinence care without changing gloves.
Further observation revealed SRNA #8 cranked
the head of the resident's bed up and opened the
resident's privacy curtain white still wearing the
same soiled gloves.

3. An cbservation conducted during the initial
tour on June 30, 2010, at 2:30 p.m., revealed
SRNA #2 and SRNA #3 provided incontinence
care o resident #18. The cbservation revealed
SRNA #3 donned gloves, removed the soiled
_brief, and cleansed the resident's perianal area
with wipes. SRNA #2 was then observed to apply
cream to resident #18's buttecks and apply a
clean brief to the resident's bottom, while wearing
the same soiled gloves.

f
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An inferview conducied on June 30, 2010, at 815

p-m., with the DON.-revealed after cleansing and

rinsing the resident from front to back, the staff
was required to remove the soiled gloves. The
staff was also required fo apply new gloves to
apply any cream or ointment to the resident or to
apply a clean brief. According to the DON, staff
 then was required to remove gloves, wash hands
s and puli back the privacy curtain, open the door,
{and remove the garbage after the care was

i completed.
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N 000! INITIAL COMMENTS N 000G
A complaint investigation KY 14844 and
KY14964) was conducted on June 30, 2010 - July E
2. 2010. Deficient practice was identned. j
N 039} 902 KAR 20:300-3(5)(a) Section 3. Resident N 039
Rights ‘
. ! . Signature Health Care of Pikeville does not
| (5) Privacy and confidentiality of personal and bolieve and does not admit that any
clinical records. ) _ deficiencies existed, before, during or after
{a) Personal privacy includes accommodations, the survey. The Facility reserves all rights to
medical treatment, written and telephone contest the survey findings through informal
communications, personal care, visits, and dispute resolution formal appeai
meetings of family and resident groups, but this proceedings or any administrative or legal
! does not require the facility to provide a private proceedings. This plan of correction is not
room; meant to establish any standard of care,
This requirement is not met as evidenced by: contract obligation or position and the
Based on observation, interview and record Facility reserves ali rights to raise all;
review, it was determined the facility failed to possible contentions and defenses in any |
provide-full- visual-privacy, during incontinence type of civil or criminal claim, action or:
care, for two (2} of nineteen (19) sampled proceeding. Nothing contained in-this plan-—- -
residents. Observations of incontinence care of correction should considered as a warver
reveaied the staff falled to pull the resident's of any potentially app:}cat.".e Peer Review,
privacy curtain compietely around the bed and an]lty assurance or seil f;rltlcai exammatlvon
ther facility staff entered th ing th privilege which the l_’acmty does not_ walve
ot ty sta entered U & room exposing Ine and reserves the right to assert In any
resident fo any residents/visitors in the haliway. administrative, civil or criminal claim, action
. . or proceeding. The Facility offers its
: The findings include: response, credible allegations of compliance
and plan of correction as part of its ongoing
On June 30, 2010, at 2:17 p.m., SRNA#1 and offorts to provide quality of care to residents.
SRNA #2 were observed to prepare to perform !
incontinence care for resideni #17. The SRNAs ;
transferred resident #17 back to the bed, closed |
the door, and pulled the curtain betwesn the two
residents' beds. However, the curiain was not
pulled completely around the bed to provide full
: visual privacy for resident #17. During the
i observation of incontinence care, anather staff
. member opened the door, exposing resident #17
'| to any residentsfvisitors in the hatway.
P < \ -
« Mo \( A TIfLE {%8) DATE
( )-Q&'ﬁ\(\ O A "~ {x8)
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N 039 | Continued From page 1 N 039 _
- i
An interview conducted on June 30, 2010, at 2:17 N03g 902 KAR 20:300-3-(8)(a) Section 3.
B, quring resident # 17 sincontinerce tare; Resident Right
\gthuﬁiip\pﬁiargviiﬁgiﬁh: o?nR Ei\xlei\e\lwa:rgi?‘lgwtii Corrective Action for Resident(s) Affected:
beg to provid fu};l visual pri P Y Resident #17 and #8 were assessed by r)ursmg
C provias Isual privacy. and social services on 7/21/10 for any signs of
. psychosacial harm related to the cubicle 9urtam
On June 30, 2010, at 7:24 p.m., SRNA #4 and not being pulled all the way around allowing for
SRNA #5 were cbserved to perform incontinence complete privacy.
care for resident #8. The observation revealed
' the staff removed resident #8's shirt while still in How the facility will act to protect residents
 the wheelchair and placed a gown on the in similar situations: _
resident, during which time the resident's curtain Walking rounds was conducted by Nutsing
‘ was not pulied to provide full visual privacy for the Administration on 7/22/10 to observe,leducate,
- resident. Rasident #8 was observed to be and speak to residents in regards to privacy and
| transferred back to the bed and the SRNAs curtains being pulled completely around bed.
closed the door and pulled the curtain between No concerns were identified with the residents.
the two residents' beds. However, the curiain . ) . -
was not pulied completely around the resident's During walking rounds Nursing Administration
s o provide full visual privacy for resident#8 identified_that_tracking in 35 rooms wouidn'
. A . . . "".“““W — e S —
During the observation of incontinence care, the allow the cubicle curtain fo Cl0S€ ¢ v
resident's door was apened twice by another staff | .
) . Measures io prevent reoccurrence:
rne_rgbetr ' ;e?q?to Sig risaden;t #8 to any The facility will purchase new cubicle curtain
residents/visitors in the hallway. srack for the 35 rooms affected.
An interview conducted on July 1, 2010, at 4:30 All flicensed staff will be in sefviced on the policy
p.m., with SRNA #5 reveaied the SRNA did not on dignity, to include closing curtains while
netice the curtain was not pulled completely providing resident care by 7/26/10. All nursing
around the resident's bed {o provide fuil visual staff and department heads (during working
privacy for the resident. SRNA #56 stated the hours) have initiated every two hour rounding to
policy required staff to pull the privacy curtain observe for any signs of privacy not being
! completely around the resident's bed. provided. Education wilt be given to any staff
not following the dignity {)ohcy. _ Al new
{ A review of the facility's Perineal Care policy employees  during orientation  will  receive
dated April 2007 revealed privacy was Tequired to education on privacy and dignity.
pbe provided for each resident during Incentinence ' l
care by staff closing the door, closing the blinds,
and puliing the privacy curtain.
An nterview conducked on June 30, 2010, at 815 l
STATE FORM 5369
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N 029| Continued From page 2 N 039 Monitoring of Corrective Action:
pag ) The DON or designee will review 20% of
p.m., with the DON revealed staff was required to residents monthly to ensure compliance with
pravide privacy during incontinence care by dignity. Any concerns identified will be brought
closing the Tesident's door, closing the blinds;-ant i i i _ I
pulling the privacy curtain completely arcund the The results of the every two hour rounding and
resident’s bed. ' of the 20% of residents monitored monthly will
_ be reported fo the quality assurance committee
‘ . . ; monthly for three months for recommendations
N 144 322 KAR 20:300-6(7)(b)2.a. Sectien 6. Quality of =‘ N 144 and follow-up as indicated.
ife .
Completion date: 8/11/2010
{7) Environment. j
(b} Infection contro! and communicable diseases. | |

ili blish an infection control | |
‘E'njgh;:ﬁﬁfg};ha“ establ N144 902 KAR 20:300-6(7)(b)2.a. Section
a. Investigates, controls and prevents infections 8. Quality of Life
in the facility; Corrective Action for Resident(s) Affected:

“Residents #3, #18, and #19 were reassessed for
: . ; . any concerns related to infections based upo
This requirement is not met as evidenced by: Su?fvey observation. pon
Based on observation, interview, and record
review, it was determined the facility failed to How the facility will act to protect residents
ensure effective infection control techniques were in similar situations:
utilized during incontinence care for three (3) of
| nineteen (19} sampled residents (residents #3, Measures to prevent reoccurrence:
#18, and #19). All C.NA's were inserviced on peri care,
changing of gloves, washing hands and other
Tha findings include: related infection control techniques such as
; when to removed soiled gloves and when not to
i 1. SRNA #8 was observed during the inftial tour touch items with gloves, etc. by 7/25/2010. New
" an June 30, 2010, at 1:33 p.m., to provide employees will be educated during orientation
. incontinence care for resident #19. SRNA#8 regarding peri care and infection control
' was observed to don gloves and fo cieanse technigues.
; . : . ) S " o
resident #8's fantenor peri area with & washclot Monitoring of Corrective Action:
The ohservation revealed SRNA #8 rolled " L
resident #19 onto the resident’s side and The DON or designee review 10% of staff
: . kl di i i i
cleansed stool from the resident's anal area with \';:c? inyfe::eti%ir C'ggtrg?" rgg’g Inc_orgtmenc?t car;

‘ leted the practices. The results wi
the same washcloth, SRNA#8 comp be reported to the quality assurance committee
incontinence care without changing gloves. monthly for three months for recommendations
Further observation revealed SRNA #8 cranked and follow-up as indicated.
the head of the resident's bed up and opened the
resident's privacy curtain while still wearing the Completion date: 8/11/2010
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same solled gloves.

T SRNA FEWas observed o Jurre 39 2010-at

N 144

2:42 p.m., to provide incontinence care for
resident #3. SRNA#B was abserved to don
gloves and to cleanse resident #3's anterior peri
area with a washcioth. The observation revealed
SRNA #8 rolled resident #3 onto the resident's
side and cleansed the resident's anal area with
the same washclioth., SRNA #8 completed the
incontinence care without changing gloves.
Further observation revealed SRNA #3 cranked
the head of the resident's bed up and opened the
resident's privacy curtain while sfill wearing the
same soiled gloves.

3. An observation conducted during the initial
tour on June 30, 2010, at 2:30 p.m., revealed
SRNA #2 and SRNA #3 provided incontinence

I care to resigen —The ubservationreveated

SRNA #3 donned gloves, removed the soiled
hrief, and cleansed the resident's perianal area
with wipes. SRNA #3 was then observed to apply
cream to resident #18's buttocks and apply a
clean brief to the resident's bottom, while wearing
the same soilad gloves.

An interview conducted on June 30, 2010, at 8:15
p.m., with the DON revealed after cleansing and
rinsing the resident from front to back, the staff
was required fo remove the soiled gloves. The
staff was also required to apply new gloves to
apply any cream or-ointrnent to the resident or fo
apply a clean brief. According to the DON, staff
then was required to remove gloves, wash hands
and puft back the privacy curtain, open the door,
and remove the garbage after the care was
complefed.
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N 194 802 KAR 20:300-7(4)(c)2_ Section 7. Resident ~ | N194 | ,
Assessment ' N 194 902 KAR 20:300-7(4)(c} 2. Section 7.
Resident Assessment
(4) Comprehensive Care plans.
(c) The services provided or arranged by the Corrective Action for Resident(s} Affected:
facility shali Bowel and bladder assessments and head to
2. Be provided by quatified persons in toe ‘ skin assessments were completed on
accordance with each resident's written plan of Residents #3, #7, #8, #9, #10, #13, #16 #17,
care. and #19 by 7/22/10. Care plans for those
! residents were updated as needed.
. This requirement is not met as evidenced by: e - .
: Based on cbservation, interview, and record- r':o::n::}:rf;ﬂ:t&; o\:g! act fo protect residents
| review, it was determined the fecility failed fo Head to toe skin assessments were completed
provide services to nine (9) of nineteen (19) on all residents by 7/9/2010 and bowe! bladder
sampled residents (residents #3, #7, #8, #8, #10, assessments that were completed by 6/25/2010
#13, #16, #17, and #19) in accordance with each were reviewed by nursing administration with no
resident's written plan of care. The residents changes identified.
were care planned to require incontinence care
and/or turnadirepositioned every two (2) hours. Measures to prevent reoccurrence:
However, staff falled to provide the required care ~ All licensed staff and C.N.A"s will be in serviced
every wo (2) hours as care planned. Two (2)of ~—an-tarning-and-repositioning;-incontinence care;
the nine {9) residents (residents #3 and #3) dignity, and following the plan of care by
developed Stage Il pressure ulcers. 712612010.
The findings include: All nursing staff and d}ap?rtment heads (during
worknjg hours) have initiated every two hour
1. Review of resident #3's Resident Assessment Foulng'“g to observe for provided senvices to
Protocol Summary {RAPS) dated Aprit 21, 2010, I i qinence. care,  tuming  and
revealed the resident requirsd total assistance bepc;)srlolgnmg, ignity. ~_ Concerns identified will
g o S ; ght to the attention of the director of
- with most Activities of Dally Living (ADLs), did not nursing or designee and will be addressed
§ understand the use of a cail light, didpot immediately. Al new employees during
 recognize the importance of turning/reposftioning orfentation will receive education on tuming and
and had two Stage |1 pressure ulcers. Review of repositioning, incontinence care, dignity, and
resident #3's care pian dated April 21, 2010, foliowing the plan of care.
revealed staff was required to provide ‘
incontinence care and turn/reposition this ,
resident every two hours. §
Review of resident #3's medical recerd revealed
J the resident's Folay catheter was discontinued on
STATE FORM 68a9 CoOT714 If continuation sheet 5 of 28
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June 11, 2010. The record revealed the resident
had a Stage Il pressure ulcer measusing 1.5

N 194

Monitoring of Corrective Action:
The DON or designee will review 20% of

i 1eft side,

gentimeter {cm) by 0.9 Trmby <0-tem, which-was
identified on June 28, 2010.

An observation conducted during tha inftial tour
on Jure 30, 2010, at 2:42 p.m., revealed
incontinence care was pen‘ormed for resident #3
by SRNA #7 and SRNA #8. Upon completion of
the incontinence care resident #3 was positioned |
onfo the residént's left side. Further abservations |
congducted on June 30, 2010, from 2142 p.m.
through 7:00 p.m. {4 hours and 18 minutes},
revealed resident #3 remained positioned on the

AR interview conducted on June 30, 2610, at 7:00
p.m., with SRNA #7 revealed resident #3 had not
been tumed/reposmoned and had not recetved

- bowel/bladder and the resident required
¢ supervision from staff in planningforganizing their
! daily routines. The review revealed the resident

_ every two hours.

MCONTNENCcE Care SINce e42 P,

2. Review of resident #8's RAPS dated
December 8, 2009, revealed the resident was
alert and orlented io person, place, and time and
was able fo make hisfher needs known. The
RAPS stated the resident was incontinent of

required extensive assistance with ADLS, except
for eating. Review of resident #8's care plan
dated February 15, 2010, revealed staif was
required to provide scheduled tofiefing for the
resident upon rising in the morning, before/after
each meal, at bedtime, and as needed. The falls
and skin breakdown care plans dated February 9, |
2009, revealed staff was required to perform
incontinence care and turn/reposition the resident

Completion date: 8/11/2010

residents monthly fo ensure complance with
incontinence care, turning and repositioning, and
dignity. Any concerns identified will be brought
to the administrator and addressed immediately.
The results of the every two hour rounding and
of the 20% of residents monitored monthly will
be reported to the quality assurance committes
monthiy for three months for recommendations
and follow-up as indicated.
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An observation conducted during the initial tour
on Jung 30, 2010, at 1:32 p.m., revealed resident
#8 in a wheelchair in the haliway waiting for staff

o provide incontinence care, Resident #8
reported it took staif 30 to 45 minutes t© answer
the resident's call light. The resident pointed to
the watch on the resident's wrist when asked how
the resident monitored how long the resident had
to wait. The resident interview revealed the
resident had net been provided with incontinence
care since 5:20 a.m. on June 30, 2010, when the
resident was provided with moming care and
transferred o the wheelchair. At 1:35 p.m., LPN
#2 and SRNA #3 tock the resident into the

- resident's room to provide incontinence care. ;
. The staff stood resident #8 o transfer the

‘ resident to the toilet. A strong urine odor was

' noted and the resident's pants were observed to
i be soaked with uring along with the resident's
wheelchair cushion, The resident's brief was

totally safurated with urine. The observation
revealed staff removed the restdent's clothing,
provided incontinence care, and applied a new
brief and clean/dry pants. While the staff was
washing the resident's huttocks, the resident
asked SRNA #3 not 1o rub hard because the
resident's buttock was sore. The observation
revealed a small opened area 1o the right side of
the resident's coccyx. SRMA#3 stated the SRNA
was not assigned tc resident #8 and was unsure
when the resident received incontinence care
previously. LPN #3 had not assisted with
incontinence care for resident #8 previously and

i was unstre when the resident had received {
| incontinence care.

An intarview conducted on July 1, 2010, at 2:30
p.m., with SRNA #10 revealed resident #8 was
already dressed and in the wheelchair when
SRNA #10 started the shift at 7:00 a.m. on June

STATE FORM ' ' 6599 CoO711 If confinuation sheet 7 of 39
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N 184! Continued From page 7 ' N 194 1

30, 2010. SRNA #10 reported the SRNA had not L
offered incontinence care to resident #8 or
turnedirepositionad the Tesidentatattomdane 36;

2010.

An interview conducted on July 1, 2010, at 2:07
p.m., with SRNA #9 revealec resident #8 was
already dressed and in the wheelchair when
SRNA #9 staried the shift at 7:0C a.m. on June
30, 2010, SRNA #9 reported the SRNA had not
offered incontinence care or turned/repositioned
resident #8 at all on June 30, 2010. SRNA #9 ;
stated residents were frequently found saturated :
with urine. |

Observation and interview conducied on June 30, ' :
2010, at 7:24 p.m., revealed resident #8 : %
complained of the resident's peri area burning : \
from only being provided incontinence care one |

fime this day. The observationreveated-a strong— T — 1

urine odor and the resident's brief/pants were .
abserved to be saturated with urine. Resident !
#8's peri area and buttocks were observed to be
yery red in color. Further observation revealed a
1 5-.cm diameter area to the resident’s right
buttock/cocoyx which was hard, red, and very
tender o touch, with a 0.4 cm diameter and <0.1
cm depth open area to the buttock/coccyx area.
Record review revealed the open area had not
been identified by the facility; therefore, no
treatment had been provided to this area of skin
breakdown,

An interview conducted on June 30, 2010, at 724
p.m., during resident #8's incontinence care, with
SRNA #4 and SRNA #5, revealed both staff
members arrived at the facility for their scheduled
shift at 3:00 p.m., and had not offered/provided
incontinence care to resident #8 untit 7:24 p.m.

i
i
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Continued From page 8

Review of resident #8's comprehensive care plan
revealed rasident #3 was to be

N 194

rwas to be turnedirepositioned by staff-every-two—

- February 20, 2009, revealed staff was required to
: turn/reposition and provide incontinence care io
- resident #7 every two hours.

rmedrepositioned and provided with
incontinence care every two hours. However,
interview and observation revealed the resident
was only provided with incontinence care three
times in 14 hours and resident #8 developed an
open ares o the right buttock/cocoyx that was
identified on June 30, 2010, during incontinence
care.

3. Raview of resident #7's RAPS dated
December 30, 2009, revealed the resident was
alert and criented to person, place, and time,
however, required supervision from staff in
planning and organizing their daily routine. The
RAPS revealed resident #7 required assistance
with mast ADLs and was incontinent of
howel/bladder. The RAPS stated the resident

hours. Review of resident #7's care plan dated

Observations conducted on June 30, 2010, at
1:30 p.m., during the initial tour, revealed resident
#7 lying on the resident’s back looking out the
doorway.. Further observations conducted on
June 30, 2010, from 1:30 p.m. through 8:36 p.m.,
revealed resident #7 remained positioned on the
resident's hack.

4, Review of resident #&'s RAPS dated May 10,
2010, revealed the resident was alert and
oriented to person, place, and time, and the

resident was able to make consistent, reasonable |

decisions. The RAPS stated resident #6 required
{otal assisiance with aft ADLs due to progression
of Multiple Sclerosis (MS). The RAPS revealed
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i staff was reguired to turrireposition and provide
! incontinence care every two hours for resident
#9. Review of resident #9's care plan dated May

Z27,7200¢, Tevealed staff was Teguiret{o provide
incontinence care for this resident every two
hours.

An interview conducted on June 39, 2010, at 1:48
p.m., during the initial tour, with resident #9, '
revealed it took two staff members to provide
care to the resident. The interview revealed the
resident did not receive Incontinence care or
turns/repositioning every two hours as required.
Additional interview conducted from 4:50 p.m.
until 8:33 p.m., with resident #9 revealed on the
evening shift the residant did not receive
incantinence care for up 1o five hours. Further
interview with resident #8 at 7:11 p.m., revealed
the resident had not received incontinence care
gince 3:00 p.m. on June 30, 2010.

An observation of resident #9 conducted on June
30, 2010, from 4:50 p.m. until 7:42 p.m., revealed
the resident remained in the same position, on
the resident's back with the head of the hed
elevated approximately 45 degrees,

5. Review of resident #10's RAPS dated January
17, 2010, revealed the resident was alert and
oriented with intermittent confusion, however,
reguired supervision from staff in planning and
ofganizing their daily routine. The RAPS staled
resident #10 required assistance with most ADLs,
and was to be turned/repositioned and provided ‘ :
inconfinence care every two hours. Review of "
resident #10's care plan dated January 18, 201¢,
revealed the resident was fo be
turned/repositionec and pravided with

i incontinence care every two hours.

STATE FORM ) 600¢ COO711 . If continzation sheet 10 of 3&
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| Interviews conducted on June 30, 2010, from
1:10 p.m. untii 3:10 p.m., during the initial tour,

with resident 10, reveared stalt was fequiTed 1o
provide incontinence care for the resident every
two hours. However, according to resident #19,
the staff actually provides incontinence care
every three to five hours.

Observations conducted on June 30, 2010, frem
1:40 p.m. until 8:38 p.m., revealed resident #10
was lying on the resident's back in bed with the
head of bed elevated.

B. Review of resident #13's RAPS dated
December 21, 2000, revealed the resident was
alert and oriented to person, place, and time,
however, reguired supervision from staff in
planning and organizing their daily routine. The
RAPS stated staff was required to assist the

resident with turning/réposiicning every two

- hours. Review of resident#13's care plan dated
May 31, 2010, revealed staff was required to
assist the resident with toileting upon rising in the |
momming, beforefafter each meal, and at bedtime. i
Review of resident #13's care plan updated on
March 10, 2010, revealed incontinence care was i
to be provided for this resident every two hours.
The resident's care glan dated December 22,
2009, required staff to turmireposition the resident
every two hours.

An interview conducted on June 30, 2010, with
resident #13 revealed the resident had fo wait a
long time for staff to assist the resident to the
 tollet. interview with resident #13's family

: member revealed the resident had been
incontinent twice due to staff not assisting the
resident In a fimely manner. The family member
reported observing the resident’s ded linens
soaked with urine twice due to staff not assisting

STATE FORM oBas CoG711 If cotinuation sheet 11 of 3%
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Continued From page 11

the resident to the toilet in a timely manner,

: Observations conducted on June 30, 2010, from

N 194

447 p.m. until 8229 i Tevealed Tesident #13
| remained on his/her back in bed during this
i timeframe. '

7. Review of resident #16's RAPS dated
November 19, 2009, revealed the resident was
alert and oriented to person and place with
confusion, and reguired stail supervisicn in
planping and organizing their daily routine. The
RAPS ravealed the resident required the
extensive assistance of staff with most ADLs and
was incontinent of bowel/bladdar. The RAPS
further stated staff was required {o provide
turnsirepositioning and incontinence care every
two hours for this resident.  Review of resident
#16's care plan dated November 20, 2008,
revealed staff was required fo provide

T Tincontinence Caré and tums i ) S f

: resident #16 every two hours.

i An interview conducted en June 30, 2010, at 2:05
.., with resident #16's family member revealed
the facility often had a pervasive urine odor due
to the lack of incontinence care. The interview
revealed the family member had to go get staff to
come and provide incontinence care to the
resident after ringing the call light when no
assistance was given.

| An observation conducted on June 30, 2010, at

1 2:38 p.m., revealed resident #16's family member
' requested resident #18 be transferred fo bed and
‘ incontinence care provided, The observation
reveated resident #18's brief was saturated with
urine and soiled with stoot and the Chux under
the resident was also saturated with urine.
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| 8. Review of resident #17's RAPS dated March
- 19, 2010, revealed resident #17 was alert and

oriented To sel and requiied sl suparvision in
planning and organizing their daity routine. The
RAPS stated the resident was totally incontinent
of bowel and bladder. Review of resident #17's
care plan dated March 19, 2010, revealed staft
was required to provide incontinence care for this
resident every two hours.

Ohservation on June 38, 2010, at 2:17 p.m.,
revealed SRNA #2 and SRNA#3 providing
incontinence care for resident #17. The
observation revealed the resident's brief and
Chux, which were under the resident, o be
saturated with urine.

i An interview conducted on July 1, 2810, at 2:15
- p.m., with SRNA #3 confirmed resident #17's

“brief and Chux werée saturated with urie.

An interview conducted on June 30, 2610, at 2:17
p.m., during the tncontinence care, with SRNA
#2 revealed staff was to provide inconfinence
catre svery two hours to incontinent residents.
SRNA #2 stated the SRNA documented the
incontinence care at the end of shift.

9. Review of resident #19's RAPS dated March
27, 2010, revealed the resident was alert and
oriented to self only. The RAFS stated staft was
required to provide incontinence care and . i
turning/repositioning for this resident every two ’
- hours. Review of resident #19's care pian dated

L June 2, 2008, revealed staff was required to

: provide incontinence care and turn/reposition this
resident every two hours.

An observation conducted during the initial tour
on Jung 30, 2010, at 1:33 p.m., reveaied

STATE FORM beee cRo7TH . If continuation sheet 13 of 28
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incontinence care was being performed for
resident #19 by SRNA #8. The observation
reveated the residents-briefand-draw-sheetwere—
sozked with urine. '
An inierview conducted on June 30, 2010, at 5:25
pn., with SRNA #6 revealed the SRNAs have a
"Gare Book" that informs the SRNAs which
residents are to be turned/repositicned and
provided with incontinence care every two hours.
N 210 902 KAR 20:300-8(3}{a) Section 8.
N 210| 802 KAR 20:300-8(3)=a) Section 8. Qualily of N 210 Quality of Care
Care
Corrective Action for Resident(s} Affected:
(3} Pressure sores. Based on the comprehensive Resident #8 was evaluated by the ADON on
assessment of a resident the facliity shall ensure 6/30/10 and ftreatment was initiated by the
that: : ghys(tjcran ;nd responsible parties were notified.
) . - " esident #8 was healed on 7/5/2010. Current
(a) A resident who enters the faciiity without treatment order was continued for resident #3.
pressure sores does not develop pressure sores Resident #3 healed on 7/20/2010.  C
untess the individual's clinical condition A A was heaied on_//eui2V10. Lare _
tth idable: and plans were reviewed and/or revised to refiect
demenstrates that they were unavoidable; an current plans.
This requirement is not met as evidenced by: How the facility will act to protect residents
Bas_ed on observation, interview, gnd rgcord in similar situations:
review, it was determined the chaiwty‘ failed to Head to toe skin assessments were completed
ensure residents who wera at high risk for by the treatment nurse on all residents by
developing pressure ulcers and/or had a history 7/9/2010. No new areas were idenified.
of pressure ulcers received the necassary
! treatment/services to prevent new pressure Measures to prevent reoccurrence:
- ulcers from developing for two (2) of nineteen All licensed staff wilt be in serviced on the skin
¢ (19) sampled residents. Resident #3 and policy, ~tuming and repositioning, and
. resident #8 were assessed to be at risk for skin mcontmepce care by 7/25/2010. Weekly head
" breakdown and care plan interventions were to toe skin assessments are completed by the
* deveioped for the residents to be licensed nurse and C.N.A''s will report any skin
turned/repositicned and provided with changgs |der_1tiﬁed during routine care to their
" incontinence care every two (2) hours. However, ?hut;s:hm;g;i'?ﬁh;noiif vﬂéﬁﬁﬁc&ﬂa&:ned frorg
- residents #3 and #8 developed pressure sores respo niibi o parties {Vi” bey notified ?ﬁ;ﬂggs
due to thej facility's failure to provide the required will be communicated per the 24 hour report and
carefservices. care plan.
STATE FORM 6890 Co0711 | continuation sheet 14 of 39
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The findings include:

Alt nursing staff and department heads (during
working hours) have initiated every two hour
rounding to cbserve for provided services to
include  incontinence _care,  turning  and

1 Review of resident #3's ResidentAssessment

! Protocol Summary (RAPS) dated April 21, 2010,
‘ reveated the resident required total assistance

from staff with most Activities of Daily Living
(ADLs). The RAPS further revealed resident #3
did not understand the use of a call light, did not
recognize the impottance of turning/repostitioning,

and had developed two Stage 11 pressure ulcers.

Review of resident #3's care plan dated April 21,
2010, revealed the resident had 2 Stage Il
pressure ulcer to the resident's buttocks. The
care plan revealed the resideni was at risk for
developing further skin breakdown due ta
incontinence, CVA, impaired mobility, a history of
weight loss, and noncompliance. Review of the
care plan inferventions revealed staff was

required 1o provide mcontinence careand
turning/repositioning for resident #3 every two

hours. The care plan further revealed resident #3 |

had an open area (Stage |l pressure uicer) to the
left buttock identified on May 1, 2010. The care
plan revealed the area to resident #3's left
buttock had healed on June 10, 2010. However,
ancther Stage Il pressure ulcer was identified 1o
resident #3's left buttock on June 28, 201G,

Review of resident #3's physician's orders

! reveaied the resident's Foley catheter had been

discontinued on Juna 11, 2010, The review of a
Skin Ulcer Change in Condition Evatuation farm
dated June 28, 2010, revealed resident #3 had a
new Stage |! pressure ulcer to the left buttock
measuring 1.5 cm by 0.8 cm by <0.1 cm.

Observation during the initial four on June 30,
2010, at 2:42 p.m., revealed incontinence care
was provided for resident #3 by SRNA #7 and

repositioning, dignity.  Concerns identified will
be brought to the attention of the director of
nursing or designee and will be addressed
immediately. All new empioyees during
orientation will receive education on tumning and
repositioning, incontinence care, dignity, and
following the plan of care.

Monitoring of Corrective Action:

The DON or designee will review 20% of
residents monthly to ensure compliance with
incontinence care, furning and repasitioning, and
dignity. Any concerns identified will be brought
to the administrator and addressed immediately.
The results of the every two hour rounding and
of the 20% of residents monitored monthly will
be reported to the gquality assurance committee
' monthly . for.three_menths for recommendations
and follow-up as indicated.

Completion date: 8/11/2010

2
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SRNA #8. Lipon completion of the tncontlnence

" care, resident #3 was poatuoned onto the

sl Cryrbher nbhoorat

Il
i resident's left side-inbed—Fuerther observations

N 210

. conducted on June 30, 2610, from 2:42 p.m.

. through 7:00 p.m., revealed resident #3 remained
: positioned on the resident’s left side in bed.

| An interview conducted on June 30, 2010, at 7:00
p.m., with SRNA#7 revealed resident #3 had not

been turnedfrepositioned and had not received
incontinence care since 2:42 p.m. on June 30,
2010.

2 Review of resideni #8's RAPS dated
December 8, 2009, revealed the resident was
alert and oriented to person, place, and time and
was able to make his/her needs known. The
RAPS stated the resident required staff
supervision in planning and erganizing the

residert's daity routine—Fhe RARSrevealed-the
resident required extensive assistance from staff
with ADLs, except for eating, and was incontinent
of bowel/bladder. The Pressure Ulcer RAP
revealed resident #8 was at risk for developing a
pressure uicer due to decreased bed mobility,
incontinence, and peripheral vascular disease.
The RAP stated the resident was o receive

incontinence care and turning/repositioning every ?

two hours by staff.

Review of resident #8's care plan dated February
15, 2010, revealed staff was required to provide
scheduled toileting for this resident upon rising in
the morning, before/after each meal, at bedtime,
and as needed. Review of the care plan

 regarding the resident's risk for skin breakdown
- dated February 9, 2009, revealed the resident

- was at risk for skin breakdown due fo
“incontinence, impaired mobility, and peripherat
! vascular disease. Interventions included that
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staff was required to perform inconiinence care
and turn/reposition the resident every two hours.

An observation conducted during the initial tour
on June 30, 2010, at 1:32 p.m., revealed resident
#8 in a wheelchair in the haliway waiting for staff
to previde incontinence care. Resident #8
reported it takes staff 30 to 456 minutes 10 answer
the resident's call light. The resident pointed to
the watch on the resident's wrist when asked how
the resident monitored how Iong the resident had
| to wait. The interview revealed the resident had
\ not been provided with incontinence care since
| 5:20 a.m. on June 30, 2010, when the resident
was provided with morning care and ransferred
{0 the wheelchair, At 1:35 p.m. on June 30, 2010,
LPN #2 and SRNA #3 took the resident into the
resident's room to provide incontinence care.
When staff stood resident #8 fo transfer the

Tegident 1o the 1616t & strong Urine odor was
noted and the resident's pants were ebserved fo
be soaked with urine. The resident's wheelchair
cushion was also soaked with urine and the
resident's brief was totally saturated with urine.
The cbservation revealed staff removed the

| resident's clothing and provided incontinence

: care, and applied a new brief and cleanfdry

| pants. While the staff was washing the resident's
buttocks, the resident asked SRNA #3 not to rub
hard becauss the resident's buttock was sore.
The observation revealed a small opened area to
the right side of the resident's coccyx. SRNA #3
stated the SRNA was not assigned to resident #8
and was unsure when the resident received
incontinence care previousty. LPN#3 had not
assisted with incontinence care for resident #8
previously and was unsure when the resident had
 received incontinence care. '

I AT interview conducted on July 1, 2010, at 2:30
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p.m., with SRNA #10 revealed resident #8 was

! already dressed and in the wheelchair when

SRNA# O stantedthe-scheduted-shiftat--060

N 210

a.m. on June 30, 2010, SRNA #10 repotted the
SRNA had not offered or provided
turning/repositioning or incontinence care to
resident #8 at all on June 30, 2010,

Ar interview conducted on July 1, 2010, at 2:07
p.m., with SRNA #9 revealed resident #8 was
already dressed and in the wheelchair when
SRNA #9 staried the shift at 7,00 a.m. on June
20, 2010. SRNA #9 reporied the SRNA had not
offered or provided turning/repositioning or
incontinence care to resident #8 at all on June 30,
2010. SRNA #9 stated residents were frequently
found saturated with urine.

Observation and interview conducted on June 30,

2010, at 724 pam, Tevealed resident #5

complained of the resident's peri area burning
from only being provided with incontinence care
one time on June 30, 2010. The cbservation
revealed a strong urine odor noted and the
resident’s brief/pants were saturated with urine.
Resident #8's peri area and buttocks were
observed to be very red in color. Further
observation revealed & 1.5-cm diameter area to
the resident's right buttocks/coceyx which was

* hard, red, and very tender to touch, with a C.4 cm
! diameter with <0.1 cm depth open area. Record
| review revealed the open area had not been

identified by the facility; therefore, no treatment
had been provided.

An interview conducted on June 30, 2010, at 7:24

p.m., during resident #8's incontinence care, with |

SRNA #4 and SRNA #5, revealed both staff
members cama in at 3:0C p.m. on June 30, 2010,
and were unable to offer or provide incontinence
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care for residant #8 uptil 7:24 p.m.
Recordreview reveaiedresident #8 WS rcquﬁred
to be tumed/repositioned by staff with
incontinence care pravided every twe hours.
However, interview and observation revealed the
resident was only provided with incontinence care
three times in fourteen hours and resident #8
developed an open area to the buttocks/coseyx,
N 214] 902 KAR 20:300-8(4){c) Section 8. Quality of N214
| Care
N 214 902 KAR 20:300-8(4)(c) Section 8.
(4) Urinary incontinence. Based on the resident's Quality of Care
comprehensive assessment, the facility shall
ensu‘i’e that: v Corrective Action for Resident(s) Affected:
(c) A resident who is incontinent of bladder Bowel and bladder assesemonts and fead 1o
receives apprapriate treatment and services {o th{’e . dS rI\Ts ;;S?; m:sn #ngqo ;ﬁsp#m #47
prevent urinary tract infections and 1o restore as asj' :19 bv, 212911 3 Care 'plans’ for thosé
much normal bladder funclion as passible.” residents were update& 2% heeded.
This requirement is nof met as evidenced by:
Based on observation, interview, and record How the facility will act to protect residents
review, it was determined that the facility failed to in similar situations:
ensure residents who were incontinent for Head to toe skin assessments were completed
| bladder received appropriate treatment/services on all residents by 7/9/2010 and bowel bladder
 to prevent urinary tract infections and to restore assessments that were completed by 6/25/2010
! as much normal bladder function as possible for were reviewed by nursing administration with no
ten (10) of nineteen (19) sampled residents changes identified.
 (residents #3, #8, #9, #10, #11, #12, #13, #18,
#17, and #19}. The residents were assessed and Measures to prevent reoccurrence: _
care p|anr|ed to requi;ed incontinence care to be _All licensed staff and CNA S.Wl” bl.a in serviced
provided every twa {2) hours. Howaver, staff on turning and repositioning, incontinence care,
falled to provide the required incontinence care dignity, and following the pian of care by
- every wo (2) hours. 7126/2010. !
| The findings include: [
1. Raview of resident #3's Resident Assessment }
Protoco! Summary {RAPS) dated April 21, 2010,
revealed the resident required totat assistance ‘
- STATE FORM ges8
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All nursing staff and department heads (during

care plan dated April 21, 2010, revealed staff was
required to provide incontinence care fo this
resident every twe hours, Review of resident #3's
madical record revealed the resident's Foley
catheter was discontinued on June 11, 2010Q.

Observation conducted during the initial tour on
June 20, 2010, at 2:42 p.m., revealed
incontinence care was provided for resident #3 by
SRNA #7 and SRNA #8, Further observations
conducted on June 30, 2010, from 2:42 p.m.
through 7:00 p.m., revealed staff did not provide

incontinence care to resident #3 during this time -

period (4 hours and 18 minutes).

An interview conducted on June 30, 2010, at 7.00

p.r, with SRNA#7 Teveated restdent #3had-not

received incontinence care since 2:42 p.m.

2. Review of resident #8's RAPS dated
December 8, 2009, revealed the resident was
incontinent of bowel/bladder. The review
revealed the resident required extensive
assistance with ADLSs, except for eating. Review
of resident #8's care plan dated February 15,
2010, revealed staff was required to provide
scheduled toilefing for the resident upon rising In
the morning, before/after each meal, at bedtime,
and as needed. The falls and skin breakdown
care plans dated February 9, 2009, revealed staff
was required to perform incontinence care fo the
resident every twe hotrs,

An observation conducted during the initial tour
on June 30, 2010, at 1:32 p.m., reveated resident
#8 in a wheelchair in the hallway waiting for staff
to provide incontinence ‘care. The resident

WU,',\i”g hours} have initiated every two hour
rounding to observe for provided services to
include  incontinence  care, turning  and
repositioning, dignity. Concerns identified will
be brought to the attention of the director of
nursing or designee and will be addressled
immediately. All new employees during
orientation will receive education on turning and
repositioning, incontinence care. dignity, and
following the plan of care.

Monitoring of Corrective Action:

The DON or designee will review 20% of
residents monthly to ensure compliance with
incontinence care, turning and repositioning, and
dignity. Any concerns identified will be brought
to the administrator and addressed immediately.
The results of the every two hour rounding and

————of-the-20%-of-resident i monthly will i B S

be reported to the quaiity assurance comm'i_ttee
monthly for three months for recommendations
and follow-up as indicated.

Completion date: 8/11/2010
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interview revealed the resident had not bean
provided witiy incontinence care since 5:20 a.m.

N 214

o JunE 30200 wherntheTesident was
provided with morning care and {ransferred fo the

. wheelchair. At 1:35 p.m., LPN #2 and SRNA #3
L took resident #8 into the resident's room to
- provide incontinence care. When the staff stood

resident #8 to transfer the resident {o the foileta
strong urine odor was noted, and the resident's
pants and wheelchair cushion were observed fo
be soaked with urine. The resident’s brief was
also ohserved to be totally saturated with urine.
The observation revealed staff remaoved the
resident's clothing, provided incontinence care,
and applied a new brief and clean/dry pants.
SRNA #3 stated the SRNA was not assigned to
resident #8 and was unsure when the resident
received incontinence care previously. LPN #3
had not assisted with incontinence care for

resident #8 previously and was unsure when the
resident had received incontinence care.

i An interview conducted on July 1, 2010, at 2:30

p.m., with SRNA #10 revealed resident #8 was
already dressed and in the wheelchair when
SRNA #10 staried the shift at 7:00 a.m. on June
30, 2010. SRNA #10 reported the SRNA had not
offered or provided turning/repositioning or
incontinence care 1o resident #8 at all on June 20,
2010.

i An [nterview conducted on July 1, 2010, at 2:07

p.m., with SRNA #9 revealed resident #8 was

- already dressed and in the wheelchair when
i SRNA #9 started the shift at 7:00 a.m. on June
20, 2010. SRNA #9 reported the SRNA had not

offered or provided turning/repaositioning or
incontinence care to resident #8 at all on June 30,
2010. SRNA #9 stated residents were frequently
found saturated with urine.
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| :
| Observation and interview conducted on June 30,

P

20t at 724 pom, Teveaied resident #8

: complained of the resident's peri area burning

' from only being provided with incontinence care
one time-on June 30, 2010. The observation
revealed a strong urine odor and the resident's
brief/pants were saturated with urine.

An interview conducted on June 30, 2010, at 7:24
p.m., during resident #8's incontinence care, with
SRNA #4 and SRNA #5, revealed both staff
members staried the scheduled shift at 3:00 p.m.
on June 30, 2810, and had not offered/provided
incontinance care to resident #8 until 7:24 p.m.

3. Review of resident #8's RAPS dated May 10,
2010, revealed the resident required tofal
assistance with all ADLs due fo progression of

matipie Stlerosis (NS The RAPS reveated : N

staff was required fo provide incontinence care
every two hours for resident #8. Review of
 resident #9's care plan dated May 27, 2009,
revealed staff was required to provide
incontinence care for this resident every two
hours.

An interview conducted on June 30, 2010, at 1:48
p.m., during the initial tour, with resident #9,
revealed it took fwo staff members to provide
care to the resident. The interview revealed the
resident did not receive incontinence care every
iwo haurs as required. Additional interview
conducted on June 30, 2070, at 4:50 p.m., with
resident #9 revealed on the evening shift the

| resident did nol receive incontinence care for up

| to five hours. Further interview with resident #9
“at 7:11 p.m. on June 30, 2010, revealed the

. resident had not received incontinence care since
3:00 p.m.

STATE FORM : 6359 CoOT11 If continuation sheet 22 of 3%




Office of Inspeclor General

FPRINTED: 07/16/2010
FORM APPROVED

STATEMENT OF DEFICIENCIES £X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORREGTICN IDENTIFICATION NUMBER:

100367

2) MULTIPLE CONSTRUCTION
A, BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

]
07/0272010

NAME GF PROVIDER OR SUPPLIER

SIGNATURE HEALTHCARE OF PIKEVILLE

STREET ADDRESS, GITY, STATE, ZIP CODE

260 SOUTH MAYO TRAIL
PIKEVILLE, KY 41501

(*4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{FACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

I} PROVIDER'S PLAN OF CORRECTIGN (#5)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
T8G CROSS-REFERENCED TO THE APPROPRIATE DATE

N 214

Continued From page 22

4. Review of resident #10's RAPS dated January

477 Ay Loy et pomiolmnd b4 M H
{72610 revested resident #10required

N 214

assistance with most ADLs and was to be
provided incontinence care every two hours.-
Review of resident#10's care plan dated January
19, 2010, revealed the resident was to be
provided with incontinence care every two hours.

- An interview with resident #10 during the initial

four on June 30, 2010, from 110 p.m. untit 3:10

i p.m., revealed staff was required fo provide
| incontinence care for this resident every two

hours. However, according lo resident #10, staff
actually provided incontinence care every three to
five hours.

5. Review of resident #11's RAPS dated January
11, 2010, revealed the resident required

extensive assistance from staff-with-mest-ABLs:

Review of resident #11's care plan dated January
14, 2010, revealed staff was required to provide
incontinence care for ihis resident every two
hours. ‘

An interview conducted on June 30, 2010, with
resident #11 during the iitial tour from 1:10 p.m.
untit 3:10 p.m., revealed sometimes when the
resident activated the nurse call systemfor
assistance to the restroom, staff instructed the
resident to void in the brief because there was not
enough staff ic haip get the resident to the toliet.

6. Review of resident #12's RAPS dated March
1, 2010, revealed the resideni had some

. episodes of bladder incontinence and requested
the use of a brief.

Ar interview conducted on June 30, 2010, at 116 |
p.m., with resident #12 revealed the resident had |
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soiled her/himself on a daily basis due to staff
failing to answer the call light timely. The

) H e parn oy b el el H H
interview revested theresident did notseil

N 214

i
|

TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
i

herfhimself before being admitted fo the facility.
The resident stated on June 29, 2018, the
resident ubilized the call light for assistance to the
restroom, however, was incentinent of stool
hecause no staff came to assist the resident fo
the restroom. Resident #12 stated the resident
had fallen three times since admission to the
facility in March 2010, due fo trying to get up to go
to the toilet unassisted. The resident asked what

the resident was supposed to do when the
resident cannot get any staff to assist the resident

to toilet.

7. Review of resident #13's care plan dated May
31, 2010, revealed staff was required to assist
the resident with toileting upon rising in the

miorning; befor wfuﬁ%&%hﬁﬂ#&ﬁd—&t—-b&dﬂme.
Review of resident #13's care plan updated on
March 10, 2010, reveaied incontinence care was
to be provided for this resident every two hours.

An interview cenducted on June 3G, 2010, with
resident #13 revealed the resident had to wait &
long time for staff to assist the resident fo the
toilet, Interview with resident #13's Jamily
member revealed the resident had been
incontinent twice due to staff not being able to
assist the resident in a timely manner. The family
member reported observing the resident’s bed
linens soaked with urine twice due to failure of
staff to assist the resident fo the teilet in a timely
manner.

8. Review of resident #16's RAPS dated
November 19, 2009, revealed the resident
required the extensive assistance of staff with
most ADLs and was incontinent of bowel/bladder.
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The RAPS further stated staff was required to
provide incontinence care every two holrs for this

N214

fo the lack of incontinence care. The interview
: revealed the family member had to go get staff {o

T Be ang provide incomtineTce care o it

: saturated with urine and soiled with stool.

' o Review of resident #17's RAPS dated March

: on June 30, 2010, at 2217 p.m., revealed SRNA
. #3 and SRNA #2 conducted incontinence care for
: resident #17. The cbservation revealed the

resident, Review of Tesident #18's care plan
dated November 20, 2009, revealed staff was
required to provide incontinence care for residenit
#16 every two hours.

An interview conducted on June 30, 2010, at 2:05
p.m., with resident #16's family member revealed
the facility often had a pervasive urine odor due

come and provide incontinence care to the
resident after ringing the calt light when no
assistance was given,

An observation conducted on June 30, 2010, at
2:38 p.m., revealed resident #16's family member
had requested that staff transfer resident #16 to

resident. The cbservation revealed resident |
#16's brief and Chux under the resident was

19, 2010, revealed the resident was totally
incontinent of bowel and bladder. Review of
resident #17's care plan dated March 19, 2010,
ravealed staff was required to provige
incontinence care for this resident every two
hours.

An observation of incontinence care conducted

resident’s brief and Chux, which was under the
resident, were saturaied with urine.

An interview conducted on June 30, 2010, at 2:17
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p.m., during the incontinence care, with SRNA
#2, revealed staff was required to provide
TRCORBRBTICE care every two tours o moontmrent

N 214

residents. SRNA #2 stated the SRNA
documentad the incontinence care at the end of
shift.

An interview conducted on July 1, 2010, at 2:15-
p.m., with SRNA #3 confirmed resident #17's
frief and Chux were saturated with urine.

10. Review of resident #19's RAPS dated March
27, 2019, revealed the staff was required to
provide incontinence care for this resident every
two hours. Review of resident #19's care plan
dated June 2, 2008, revealed staff was required
{o provide incontinence care to this resident every
two hours.

N 239

AR observation conducted during theinitialtour
on June 30, 2010, at 1:33 p.m., revealed
incontinence care was conducted for resident #19
by SRNA #8, The observation revealed the
resident's brief and the draw sheet were soaked
with urine.

An interview conducted on June 30, 2010, at 8:15
p.m., with the DON revealed staff was required to
provide "check and change” or incontinence care
every two hours for residents that were
incontinent. :

802 KAR 20:300-8 Secfion 8. Nursing Services

The facility shall have sufficient nursing staff to
provide nursing and related services to aftain ar

: maintain the highest practicable physical, mental,
- and psychosocial well-being of ezch resident, ag
- determined by resident assessmenis and

. individual plans of care.

N 238
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N 239 KAR 20:300-9 Section 9
Nursing Services
This requirement is not met as evidenced by:
review, it was determined the facility faited o Residents #3, #7, #8, #9, #10, #11, #12, #13,
ensure there was sufficient nursing staff to #16, #17, and #19 are currently receiving the
provide nursing services to maintain the highest necessary services to attain or maintain the
practicable physical, mental, and psychosocial highest practicable physical, mental, and
{ well-being of each resident, as determined by the psychosocial weli-being of each resident, as
| resident assessments and care plan for eleven determined by residents assessments and
(11) of nineteen (19) sampled residents individual plans of care.  Residents are
(residents #3, #8, #7, #9, #10, #11, #12, #13, maintaining personal hygiene, through fimely
#16, #17, and #19). The residents’ care plans incontinence care provided by nursing staff, as
required nursing staff to provide incontinence indicated by the interventions established in the
care andg/or tumed/repositioned these residents :;‘Id]vsdual care plan of care for #3, #7, #8, %9,
: 0, #11, #12, #13, #16, #17, and #16.
every two hours._ However, staff was unable to Resident #8 was evaluated by the ADON on
provide ihe required care every two hours due ta 6/30110 and treatment was initiated by the
an insufficient number of staff. Two (2) of the physician and responsible parties were notified.
eleven (11) residents (residents #3 and #8) Resident #8 was healed on 7/5/2010. Current
developed Stage [l pressure ulcers. treatment order was continued for resident #3.
— —1—— Resident #3-was healed-on72020t0—¢Care- - —
The findings Inciude: plans were reviewed and/or revised to reflect
current plans.
1. Review of resident #3's Resident Assessment
Protocel Summary (RAPS) dated April 21, 2010, How the facility will act to protect residents
revealed the resident required total assistance | in similar situations: _
with most Activities of Daily Living (ADLs), did not | The facility will ensure that there is sufficient
understand the use of a call fight, did not - nursing staff to prowde nursing and related
: recognize the importance of turning/repositioning, services as determined by resident assessments
{ and had two Stage i pressure ulcers. Review of and individual plan of care. In reviewing C.N.A
resident #3's care plan dated April 21, 2010, assignments, if assigned staff is unable fto
revealed staff was required to provide grirge S.ﬁw'ces na::c?rd[ng go plan of care, the
incontinence care and turns/repositioning for this dering t";:; srﬁipf)toth a(t) a]geizzﬁe ir;uiréght?%ezr‘m%mhz
resident every two hours. licensed nurse will facilitate immediate
Review of resident #3's medical record reveaied assistance by actively assisfing with care andor
' alerting administrative staff who will ensure that
the resident's Foley catheter had been sufficient nursing staff is aliocated to provide
discontinued on June 11, 2010, and on June 28, care.
2010, residant #3 developed a Stage Ii pressure ‘3
ulcer measuring 1.5 centimster (om) by 6.9 cm by
<0.1 cm.
STATE FORM o5 CoO711
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Head to toe skin assessments were completed
An observation conducted during the inttial tour on all residents by 7/9/2010 and bowel bladder
on June 30, 2010, at 2ZAZ p, Tevested assessments that- were completed-by-6/25/26%9
incantinence care was conducted for resident #3 were reviewed by nursing administration with no
by SRNA #7 and SRNA #8. Upon completion of changes identified.
: the incontinence care resident #3 was positioned
_ | onto the resident’s left side in bad. Further The interdisciplinary team will interview all
. cbservations conducted on June 30, 2010, from residents who are interviewable and the
2:42 p.m. through 7:00 p.m., revealed resident #3 respensible party for all residents in regards to
rernained positioned on the resident's feft side in care concerns and care needs. This review will
bed. : be completed by 7/31/10. Any concems will be
addressed immediately.
Ar interview conducted on June 30, 2010, at 7.00 M & ¢ .
p.m., with SRNA #7 revealed resident #3 had not easures to prevent reoccurrence:
been turned/repositionad and had not received Al licensed staff and C.N.A-'s will be In serviced
. N ; X regarding the process for maintaining personal
incontinence care since 2:42 p.m. on June 30, hygiene, incontinence care, fuming and
2010. SRNA#7 reported the staff doas not have ; repositioning,  dignity and  providing  care
enough time ta answer call bells, turnireposition, according to care plan and resident needs to be
and provide incontinence care to residents every completed by 6/25/10.
two hours. - Alrnursing stafl and department hieads (during
working hours) have initiated every two hour
2. Review of resident #8's RAPS daied rounding to observe for provided services to
' December 8, 2009, revealed the resident was include incontinence .care, turning and
. incontinent of bowelbladder, The RAFS further repositioning, dignity. Concerns identified will
revealed the resident required extensive be brought to the attention of the director of
assistance with ADLs, except for eating. Review nursing or designee and will be addressed
of resident #8's care plan dated February 15, immediately. Al new employees during
2010, reveaied staff was required to provide orientation will receive education on personal
scheduled toileting for this resident upon rising in hygiene, turning and repositioning, incontinence
the morning, before/after each meal, at bedtime, care, dignity, and following the plan of care.
and as needed. The falls and skin breakdown
care plans dated February 9, 2009, for resident
#8 revealed staff was required to perform
incontinence care and turn/reposition the resident
every two hours.
An observation conducted during the initial tour
on June 30, 2010, at 1:32 p.m., revealed resident
#8 in a wheelchair in the hallway waiting for staff
B to provide incontinence care. Resident #8
STATE FORM oag CoO711 If condinuation sheet 28 of 32
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reporied it took staff 30 to 456 minutes to answer
the resident's call light. . The resident pointed to

S H
the-watchonthe resident's-wrsbwhen-asked-how

N 238

aring of Corrective Action:
VON or designee will review 20% of

the resident monitored how long the resident had
to wait. The resident interview revealed the
resident had not been provided with incontinence
care since 5:20 a.m. on June 30, 2010, when the
resident was provided with morning care and
transferred to the wheelchair.. At 1:35 p.m., LPN
#2 and SRNA #3 took resident #8 into the
resident's room to provided incontinence care.
When the staff stood resident #8 to transfer the
resident to the toilet a strong urine odor was
noted, and the resident's pants were observed to
be soaked with urine along with the resident's
wheelchair cushion. The resident's brief was also
totally saturated with urine. The observation
revealed staff removed the resident's clothing,
provided incontinence care, and applied a new

briefandcleantdry-pants-While the staffwas————————

- washing the resident's buttocks, the resident
- asked SRNA #3 not to rub hard because the

: resident's buttock was sore. Resident #8 was
- observed to have a small opened area to the right |

side of the resident's coccyx/buttock. SRMNA#3
stated the SRNA was not assigned 1o resident #8
and was unsure when the resident received
incontinence care praviously. LPN #3 had not
assisted with ingontinence care for resident #6
previously and was unsure when the resident had
last received inconiinence care.

An interview conducted on July 1, 2010, at 2:30
p.m., with SRNA £10 revealed resident #3 was
already dressed and in the wheelchair when
SRNA #10 started the shift at 7:00 a.m. on June
30, 2010, SRNA #10 reported the SRNA had not
offered or provided turning/repositioning or
incontinence care to resident #8 at all on June 30,
2010, SRNA #10 stated there was not enough

and follow-up as

. stdents—monttly —to—ensure compliance  with
m_coptinence care, turning and repositioning, and
dignity. Any concerns identified will be brought
to the administrator and addressed immediately.
The results of the every two hour rounding and
of the 20% of residents monitored monthly will
be repoarted to the quality assurance committee
monthly for three months for recommendations

Completion date: 8/11/2010
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staff to answer call bells, turn/reposition, and
provide incontinence care (o residents every two
;1Uui-b. -

An interview sonducted on July 1, 2010, at 2:07
p.m., with SRNA #8 revealed resident #8 was
already gressed and in the wheelchair when
SRNA #9 started the shift at 7:00 a.m. on June
30, 2010. SRNA #9 reported the SRNA had not
offered or provided turning/repositioning or
incontinence care to resident #8 at all on June 30, |
2010, SRNA #9 stated there was net enough ' :
staff to provide all the care the residents required.
and the nurses oniy helped with resident care
when the state surveyors were in the facility.” The
interview revealed residents were frequently
found saturated with urine.

Observation and interview conducted on June 30,

2016, S 724 P-m-. revua!nr{ racidant #8

LA g R L v L LA

complained of the resident's peri area burning
from only being provided incontinence care one
time on June 30, 2010, A strong uring odor was
noted and the resident's brief/pants were !
observed to be saturated with urine. The
observation revealed resident #8's peri area and
buttocks to be very red in color. Further
chservation revealed a 1.5-cm diameler area,
which was hard, red, and very tender {o iouch,
with & 0.4 cm diameter and <0.1 cm depth open
area to resident #8's coccyx/butiocks. Record
review revealed the open area had not been
identified by the facility, therefore, no treatment
had been provided.

An interview conducted on June 30, 2010, at 7:24
p.m., during resident #8's incontinence care, with
SRNA #4 and SRNA £5, revealed there was not
enough staff to provide the required care to all
residents. The interviews revealed both staff
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Continued From page 30

- members came in at 3:00 p.m. on June 30, 2010,
' to work their scheduled shifts and were unable o

££ roosial -
offerorprovide-incontinenco-care-to-resident #8

N 2389

until 7:24 p.m.

Record review revealed staff was required lo
turnfreposition and provide resident #8 with
incontinence care every two hours. However,
interview and observation revealed the resident
was only provided with incontinence care three
times in 14 hours and resident #8 develdped an
open area fo the coceyx/buttocks.

3. Review of resident #7's RAPS dated
December 30, 2008, revealed the resident
required staff assistance with most ADLs and
was incontinent of bowelibladder, The RAPS

stated the resident was to be tumed/repositioned
' by staff every two hours, Review of resident #7's

care plan dated February 20, 2009, revealed staff

was required to fum/freposition and provide
incontinence care for resident #7 every two
hours.

Observations conducted on June 30, 2010, at

1:30 p.m., during the initial tour revealed resident
#7 lying on the resident's back in bed looking out
the doorway. Further observations conducted on

June 30, 2010, from 1:30 p.m. through 8:36 p.m., }

revealed resident #7 remainad positioned on the
resident's back in bed.

4. Review of resident #9's RAPS dated May 10,
2010, reveaied the resident required total
assistance from staff with all ADLs due to
progresgion of Multiple Sclerosis (MS). The
RAPS revealed staff was required to
fum/reposition resident #9 and provide
incontinence care for this resident every two

‘| hours. Review of resident #9's care plan dated
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May 27, 2009, revealed staff was reguired to
provide incontinence care every two-hours.

N 239

An interview conducted on June 30, 2010, at 1.48 |

p.m., during the initial tour, with resident #9,
revealed there was not enough staff to provide
incontinence care and turns/repositioning every

" two hours as required. Resident #9 reported it
 took two staff members to provide care to the

' resident and there was not enough staff to

. provide the care. The interview revealed the

| resident did not receive incontinence care or

turns/repositioning every twa hours as required.
The resident informed the ADON there was not
enough staff to provide the care and the ADON
informed resident #9 that staff "have o get it
done." Resident #9 stated the resident requested
three showers a week; however, due to not
enough staff resident #8 only receives two

SHOW i iow.revealed the

resident was routinely provided with incontinence
care af 5:30 a.m., bafore lunch, at 3:00 p.m., and
then between 8:00 p.m. and 9:00 p.m. {four times
in & 18-hour time span). Additional interview
conducted from 4:50 p.m. until 8:33 p.m., with
resident #9 revealed on the evening shift the
resident did not receive incontinence care for up
to five hours. Further interview with residant #9
at 7:11 p.m. on June 30, 2010, revealed the
resident had not received incontinence care since
3:00 p.m. on June 30, 2010. The interview
revealed resident #38 was wet with urine at the
time of the interview; however, the resident would
not utilize the call light to request incontinence
care due to the fact staff was busy feeding the
evening meal to other residents. The resident
complained of receiving cold food almost every
meal due to not enough staff to pass the trays in
a timely manner. Resident #9 stated the French
fries were cold, the ice cream melted, and the

X5]
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milk was warm.

Anobservation-of resident#8 conducted on June
30, 2010, from 4:50 p.m. until 7:42 p.m., revealed
the resident remained in the same position, on
the resident's back with the head of the bed
elevated approximately 45 degrees.

| 5. Review of resident #10's RAPS dated January
. 17, 2010, revealed the resident required staff

! assistance with most ADLs and was to be

: turnedfrepositioned and provided incontinence
care every two hours. Review of resident #10's
care plan dated January 19, 2010, revealed the
resident was to be turned/repositioned and
provided with incontinence care every two hours.

An interview conducied on June 30, 2010, from
1:10 p.m. until 3:10 p.m., during the initial tour,

with-resident-£16, revealed staff was required to
provide this resident with incontinence care every
two hours. However, staff actually provided
incontinence care every three fo five hours due to
not enough staff to provide care every two hours.

Observaticns conducted on June 30, 2010, from
1:40 p.m. until 8:38 p.m., revealed resident #10
was lying on the resident's back in bed with the
head of bed elevated.

i 8. Review of resident #11's RAPS dated January
i 11, 2010, revealed the resident required

| extensive assistance from staff with most ADLs
and was 1o be turned/repositioned every two
hours. Review of resident #11's care plan dated
January 14, 2010, revealed staff was required to
provide incontinence care for this resident every
BWO hours. )

An inferview conducted on June 30, 2010, fram j
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1:10 p.m. untilt 3:10 p.m., during the initiai tour,
with resident #11, revealed sometimes when the

far-assistance the staff-instn wetad

N 239
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the resident fo void in the resident's brief because
there was not encugh staff fo help get the
resident to the toilel. Resident #11 further stated
the resident was only turned/repositioned two
times at night,

7. Review of resident #12's RAPS dated March
1, 2010, revealed the resident had some
episodes of bladder incontinence, requested the
use of a brief, and was o be turned/repositioned
every two hours. Review of resident #12's care
plan dated March 2, 2010, revealed staff was
required to assist this residant with
turnsfrepesitioning every two hours.

An interview conducted on June 30, 2010, at 1:16 '

parwith resident #12-revealed-the resident-had

soiled herfimsel on a daily basis due to staff
failing to answer the call light timely. The
interview revealed the resident did not soil
her/himself before being admitted to the facility.

{ The resident stated on June 29, 2010, the
resident utilized the call light for assistance to the |

restroom, however, was incontinent of stool
because no staff came o assist the resident to
the restroom. Resident#12 stated the resident
had fallers three times since the resident's
admission to the facility in March 2010 due fo
trying to get up to go to the toilet unassisted. The
resident asked what the resident was supposed
to do when the resident zould not get any staff to
assist the resident to toilet. The resident stated

: the falls occurred when the resident got up
i unassisted. The interview revealed staif comes

in and tells the resident, "We are feeding
someone," and staff does not assist the resident

‘| 1o the bathroom.
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& Review of resident #13's RAPS dated

o .
Becember 242008, +evealed the resident

required assistance with turning/repositioning
every two hours. Review of resident #13's care
plan dated May 31, 2010, revealed staff was

| reguired to assist the resident with tolleting upon
i rising in the morning, before/after each meal, and
| at bedfime. The review revealed 2 care plan

¢ spdated on March 10, 2010, which included
incontinence care every two hours for this
resident. Further review revealed a care plan
dated December 22, 2010, that required staff to
turn/reposition the resident every two hours.

An interview conducted on June 30, 2610, with
resident #13 revealed the resident had o wait a
long time for staff to assis! the resident to the
toilet, Interview with resident #13's family

member-revealedthe resident had-been : e — i
incontinent twice due to no staff availabie to

assist the resident in a timely manner. The family
member reported observing the resident's linens :
soaked with utine fwice due to staff not assisting : i
the resident to the toilet in a timely mannar.

Observations conducted on June 30, 2010, from
4:41 p.m. unti{ 8:29 p.m., revealed resident #13
was lying in bed on the resident's back.

9. Review of resident #16's RAPS dated
November 19, 2009, revealed the resident
required extensive assistance from staff with -
most ADis and was incontinert of bowelfbladder
The RAPS further stated staff was required to
provide the resident with turns/repositioning and
incontinence care every fwé hours. Review of
resident #16's care plan dated November 20,
2009, revealed staff was required to provide
incontinence care and tums/repasitioning for this
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resident every two hours.

An-intepdew conducted o dune 3{]’ 70107 atz2:05

N 239

n.m., with resident #16's family member revealed
the facility often had a pervasive urine oder due
to the lack of incontinence care. The family
member stated staff was slow to answer the call
lights and when staff did answer, staff would say
they were busy and would be back later. The
interview revealed the family member had {0 go
get staff to come and provide incontinence care
to the resident after ringing the call light when no
assistance was given. The family member stated
when the staff did not come back to provide the
care requested the family member would have to
go find staff and make the staff provide
incontinence care 1o the resident

An observation conducted on June 30, 2010, at

-2:38 p.m., revealed-resident #16's family. member | ‘

requested that resident #16 be transferred io bed
and incontinence care provided. The observation
revealed resident #168's brief was saturated with
urine and stool and the Chux under the resident
was also saturated with urine.

10. Review of resident #17's RAPS daied March
19, 2010, revealed the resident was totally
incontinent of bowel and biadder. Review of
resident #17's care pian dated March 19, 2010,
revealed staff was required to provide
incontinence care for the resident every two

: hours.

An observation of incontinence care conducted
cn June 30, 2010, at 2:17 p.m., revealed SRNA

| #2 and SRNA #3 provided incontinence care for
resident #17. The chservation revealed the

resident’s brief and Chux, which was under the

resident, to be saturated with urine.
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An interview conducted on July 1, 2010, at 2:15
p.rA., with-SRNA #3 confirmed resident #17's

brief and Chux were saturated with urine. SRNA
#3 reporied staff was not able to provide
incontinence care for residenis every fwo hours
as required due to not enough staff,

11. Review of resident #19's RAPS daied March
27, 2010, revealed the resident requiréd
incontinence care and turns/repositioning every
two hours. Review of resident #19's care plan
dated June 2, 2008, revealed staff was required
to provide incontinence care and '
turning/repositioning for this resident every two
hours. A care plan update on July 31, 2008,
revealed staff was required to reposition the
resident every one to twe hours while in a chair.

An-ebsenvation conducted during the initial tour

on June 30, 2010, at 1:33 p.m., revealed
incontinence care being performed for resident
#19 by SRNA #8, The observation revealed the
resident's brief and draw sheet were soaked with
urine.

An interview conducted an June 30, 2010, at 455 |
p.m., with SRNA #1 revealed staff was required
to provide turnsfrepasitioning and incontinence
care to incontinent residenis every twa hours,
which would be four times per shift However,
the staff usually provided iwo incontinence care
rounds per shifi due to not enough staff available
: to provide the care and conduct meal service foo.
' The Interview revealed SRNA#1 had found
 residents soaked with urine due to lack of

i incontinence care.

| An interview conducted on July 1, 2010, at 2:07
p.m., with SRNA #7 revealed the SRNA was

;
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working ort June 30, 2010, and the unit was short
one SRNA and SRNA #7 floated from one hall to
the other due fo only one SRNA on each hall.

N 239

The inferview revealed the SRNAs usually
provided two incontinence care rounds per shift
due to multiple residents requiring two staff
members for care and meat service, according fo
SRNA#7, there was not enough staff to complete
all the tasks.

An interview conducted on July 1, 2010, at 2:18
p.m., with SRNA #3 revealed the SRNAs were
only able to provide two or three incontinence

i rounds per shift due to not enough staff available
! to provide the care.

An interview conducted on July 1, 2010, at 2:30
p.m., with SRNA #10 revealed the SRNAs usually
provided two incontinence care rounds per shift
due to not enough staff available 1o complete ali

the tasks. SRNA #10 stated the residents did not
receive proper care due o the staffing shortage.
The interview revealed a group of staff cenfronted
Administrative staff about the concerns with the
staffing shortage and no action was taken to
resoive the problem.

At interview conducted on July 1, 2010, at 4:15
p.m., with SRNA #4 revezled the staff was
required to provide incontinence care rounds
every fwo hours, However, due to not having
enough staff, the residents were only provided
with two or three incontinence care rounds per
shift. SRNA #4 reported finding mulfiple
residents with urine-soaked clothing.

An interview conducted on July 1, 2010, at 4:.30
p.m., with SRNA #5 revealed the staff was

| required to provide four incontinence care rounds
i per shift. However, staff was lucky to be able to
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provide three incontinence care rounds per shift,

according to SRNA #5, due to not having encugh |
staff ‘

| incontinence care by making rounds every one
: and one-half to two hours. The interview

| revealed the DON physically checked the

! resident and if the resident was not provided

{ incontinence care or tums then stalf was

| questioned. The DON denied having any

i problems with staff completing incontinence care |

An interview conducted on June 30, 2010, at 8:15
p.m., with the DON, revesled staff was required
to perform "check and change” (incontinence
care) every two hours and as needed. The DON
stated the DON, Unit Managers (UMs), and
ADON monitored turns/repositioning and

or turns as required. The DON denied any staff
had reporled a problern with not having encugh
staff to provide incontinence care ot turms for

residents every two hours,
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