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“This Plan of Correction is prepared and
£ 000 | INITIAL COMMENTS F 000] submitied as required by law, By submitting
! this Plan of Cortection, Paducah Care and
Rehabilitation Center does not admit that the
:g:l:t? &::;?;egﬁggj% g‘h(;f ;i?%{‘}lﬂ ;’? :‘; to deficiency listed on this form exist, nor does
determine the facllity's compifance with Federal ;he oenter ad';"‘_“’ wy S“;feme']ltssbﬂﬂic'ﬂt}‘o’f»
requirements. KY #198607 was substantiated with acts, or conclusions that form the basis for
regulatory viokations Identified, the alleged deficiency. The center reserves
F 262 | 483.20(k)(3){1)) SERVIGES BY QUALIFIED F 202} the right to challenge in legal and/or
55=D | PERSONS/PER CARE PLAN regulatory or adminisirative proceedings the

The services provided or arranged by the facliity
must be provided by qualifled persons In
accordance with each resident’s wiltten plan of
care.

This REQUIREMENT is not metl as evidenced
by:

Based an observation, Intervlew, racord review,
and review of the facllity policy and procedure, it
was determined the facllily failed to ensure’
services were provided by qualified parsons in
accordance with each residsnt's wrltten plan of
care, for ane resident {#4), In the selactad sample
of six resldents, refated to fall interventions and
providing assistance with Activities of Daily Living
(ADL).

Findings include:

Arteview of the Care Plan policy, dated 01/08,
rovealed the Interdisciptinary Team ({DT) was
responsible for the Implamentation of ihe resident
care plan,

A record review revealed Roslden! #4 was
admitted to the facliily on 12/06/12 with diagnoses
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deficieney, stafements, facts, and conclusions
that form the basis for the deficiency.”

: F282

Resident #4 was toileted and activities of daily
car¢ provided inchuding pericare, on 01/10/13
by nurse aide. No further odors noted,
Resident #4 was re-assessed by a licensed
nurse on 01/11/13 for bed/chair alarms and the
plan of care updated as indicated, CNA #2

" was re-educated on 01/11/13 by the Director
* of Nursing on providing services to the

residents in accordance with the resident’s
written plan of care,

Current residents Care Plans/Care Cards were
reviewed by the Director of Nursing and Unit
Manager on 01/30/13 for residents with
incontinence and at risk for falls for
appropriate toileting prograins and

" interventions, and updated as indicated,

Nursing staff were re-educated on 01/16/13 by
the Director of Nursing and Assistant Director
of Nursing on praviding services to the
residents in aceordance with the resident’s
written plan of care to include toileting
prograins, assistance with activities of daily
living (ADL) and fall interventions,
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Any deficlancy alajémant byding with an asterisk (*} donotea a deficlency which the Instiution may be excused from correciing providing it s determined that
other saleguards fovide suljlcient protection Lo the patiants, {See Instructions.) Except for nursing hoimes, ihe findings slalad above ate diaclosable 86 days
hether of net a plan of correction is provided. For nursing homes, the sbove findings and plens of correction are disclosnble 14
the data thase documonts ere made avallable lo the facllily. ¥ deficlencles are ciled, an approved plan of correclion ks requisite to contiuad
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F 282 | Continued From page 1

to include Peivic Fracture and Mild Dementia. A
review of the Comprehensive Care Plan, dated
12/06/12, 12/10/12, and 12/12/12, revealed
Intervantions to asslst the resldent with transfers
and ambulation uging ohe assist and a walker.
The care plan revealed the resident retjuired
assistance of one with most ADL care, The
resident's toileting plan included to prompt the
resident to vold before and after meals and at
night. interventions for the potential for skin
breakdown Included to keep the skin clean and
dry and provide perlcate if incontinence occlrred,
The CNA care plan Indicated to ensure a sensor
alarrm {o the resldent’s bed and ¢hair.

An observation, on 01/09/3 at 9:15 AM, revealed
Reslident #4 transferred his/herself to the chalr
from {he whealchalr during an Interview In the
resident’s room. Netther the chair or the
wheelchalr had an alarm noted. An observation
on 01/10/13 at 10:00 AM, revealed {he resident
was silting In her room, up in the chair without a
sensor alarm noted. A clip alarm was attached to
the chalr; however, It was not clipped to the
resident. On 01/10/13 at 12:10 BM, the resident
was observed ambilaling around his/her bed
while making it up, with no alarm sounding and
no siaff present.

An observalion, on 014/10/13 at 1:50 PM, revealed
a strong urline odor was noted In the private room
of Resldent #4. An interview with the resident at
that time revealed hefshe was "not" incontinent
and does not nesd any help with histher care,

An Interview with CNA #2, on 01/10/13 &t 2:20
P, revealed he wae responsible for Resident #4
on 0110/13 from 7:00 AM lo 3:00 PM. He

F 282

- Nursing will report the findings to the

The Director of Nursing, Assistant Director of
Nursing or Unit Manager will review five
residents per week for one month and three
residents per week for one month then five per
month for one month to ensure stall are
providing services to the residents in
accordance with the resident’s written plan of
care for fall interventions and assistance with
activities of daily living. The Director of

Performance Improvement Commiltee for
tiiree months, for further recommendations.
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F 282 | Continuad From page 2 F 282
revéaaled he checked the care plans for his
assigned residents prior to providing resident
“care, however, he was not aware the resident
roquirad assistance with transfers, ambulation,
and tolleting. He was not aware the resldent was
Incontinent of bowal and Madder. He did not
know the resident was supposed to have a
sensor alarm 1o the chalr. He révealed he was
supposed lo {ollow the care plan for each
resklent. :
Nh:'l IntervIelw with IEPN #1, on 01710413 at 2:30 K312 02/05/13
PM, revealed Rasldent #4 required assistance ; . . .
with all ADL care, Including aqmbulatlon and Resident i4 (‘j"’*;f p]r."‘.”ded assistance with
toltating. Residant #4 was Incontinent of bowsl activities of daily living by a nurse aide on
and bladder and should be chacked at feast evary 01/10/13 which included pericare, to ensure ;
two hours. The rosident was supposed to have a resident was clean and dry. CNA #2 was re- ?
sansor alam to the bed and chalr, She revealed educated on 01/ 11713 by the Dircctor of :
slaff were expected to follow the resldent's care Nursing on providing services to the rosidents :
plan. in accordance with the resident’s written plan !
of care to include perineal/incontinence care,
An interview with the Director of Nursing {DON),
on 01/11/13 at 11:00 AM, revealed she expected Director of Nursing and Assistant Director of
staff to provide care according lo the residents Nursing reviewed current residents on
care plan. 01/16/13 and random residents on off shifts to
F 312 483,26(a)(3} ADL CARE PROVIDED FOR F 312} ensure necessary services were being provided
85=0; DEPENDENT RESIDENTS to maintain good personal hygiene to include
incontinent care,
Aresldent who Is unable to carry out activities of
dally living recelves lhe necessary services to Licensed staff and CNAs were re-educated on
maintain good nulrillon, grooming, and personal 01/16/13 by the Director of Nursing and
and oral hyglene. Assistant Director of Nursing pertaining to
naintaining good personal and oral hygiene,
nutrition atd grooming including incontinence
. care for regidents that need assist with
g;us REQUIREMENT Is not met as evidanced activitics of daily fiving,
Based on observation, inlerview, récord review,
N .
FORM CM8-2687(02-00) Provious Versions Obsolate Event 1D:XD8L11 Facitity |I2; 106300 If conlinuation shaet Pape 3 of 11
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F 312 | Continued From page 3 F a42| The Direcior of Nursing, As‘sistan‘t Director of
and review of the Certiflad Nursing Assistant Nursing or Unit Managor will review five
{CNA) Job description, it was determined the residents per week for one month and three
facility falled to ensure residents received sesidents per week for one month then five per
necessary services to malntaln good personal month for one month to ensure residents that
hygiens forhone resident {#4) In the salected need IlSSiSt with activities of clai!y livmg are
sample of six residents. Findings include: maintaining good personal and oral hygiene,
nutrition and grooming, including
Areview of the position descriptfon for a CNA, incontincnce care. The Director of Nursing
;:iatled 04/01/11, revaalad essential position dutles - will report the findings to the Performance
necluded: Improvewnent Committee for three months, for
1, assisting residents with Activitles of Dally further recommendations.
Living (ADL) hased on thalr individuaiized plan of
gare and fn accordance with state and
federal regulations and facllity policlés and
procedures,
2. keeping Incontinent ragidents clean and dry
per policy and resident care plan.
Arecord review revealed Resident #4 was
admitted to the facllily on 12/06/12 with diagnoses
to Includa a pelvio fracture and mild dementia. A
review of the initial Minimum Data Set {(MDS),
dated 12/19/12, revealed the facllity Identified the
resident as moderately cognitively intactand
required extensive assistance with hygiene, The
resident was assessed as fraquently incontinent
of bowel and bladder.
Arevlaw of the Comprehensive Care Plans,
dated 12/06/12 and 12/12/12, revealed the
resident required assiatance of one with most
ADLs, The resident's tolleting plan included te
prompt the rasident to vold before and after
meals and at night. Interventlons for the potential
for skin breakdown included to keep the skin
clean and dry and provide pericare If incontinence
occurred. Areviaw of the GNA care plan,
undated, revealed tha resident was incontinent of
FORM CMS-25687(02-98) Previcus Verslons Obsolela Event iD:X00L11 Faclity 1D: 100300 I continuation shaet Poags 4 of it
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F 312 Continued From page 4 F 312
bowel and bladder and on a tofleting plan.
An observation, on 01/10M3 at 1:60 PM, revealed
a strong urine odor was noted in the privaie room
of Reskdent #4. An interview with the resident at
that time revealed he/she is "not” incontinent and
does nof need any help with hisfher care,
An Interview with CNA#2, on 01/10/13 at 2:20
PM, revealsd ha was responsible for the care of
Resldent ##4 on 01/10/13 from 7:00 AM to 3:00
PM. He revealed the resident walks to the
hathroom by him/herself and he was not aware
the resident was mcontinent.l Fil5 : 02/05/13
An Interview with Licensed Praclical Nurse (LPN) . o \
#1, on 01/10/13 at 2:30 PM, revealed the resident Resident #1 and #2 wete given appropriate
was Incontinent of bowel and bladder. She pertcare and assessed for signs and symptoms
Indicated the CNAwas supposed to check the 8{;“‘;’"“““ by the Licensed Nurse on
resident every two hours for Incontinence. 10713, no infections noted. CNA #1 was
re-ed}:cated by Assistant Director of Nursing
An interview with the Director of Nursing (DON}), portaining fo hand hygiens, perinent
on 01111/13 at 11:00 AM, revealed she expected care/incontinent care policy and procedures on
stalf o follow the resident's care plan related to 01/16/13.
Incontinent care, She revealed the resldent has )
refused care at thines; however, staff should . Licensed Nurses assessed current residents
continug to offer asslstance per the care plan, with incontinence and Indwelling catheters
F 316 ] 483.26{d) NO CATHETER, PREVENT UTI, F 316 utilizing the McGreer’s criteria for signs and
ssap | RESTORE BLADDER symptoms of urinary tract infeetion (UTI) on
1£25/13. No UTI’s were noted
Based on the resldent's comprehansive
assessiment, the facllity must ensure that a Licensed nurses and CNA's were re-educated
restdent who enters the facilily without an and cotnpetency testing provided on 01/16/13
'"d‘r'demf]g c?l}}eter I8 not catheterized unless the by the Dircctor of Nursing, Assistant Director
resident's clinical condition demonsirates that of Nusing and/or lcensed nurses to include
cathetetization was necessary; and a resident

who is Incontinent of bladder receives appropriate
treatmant and sarvices to prevent urinary fract

appropriate procedures on perineal/incontinent

- care, and hand hygiene, including utilization
of gloves,

4
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F 316 { Continued From page & F 315| The Diréctor of Nursing, Assistant Director of
infactions and to restore as mich normal bladder Nursing or Unit Mannger will observe five
function as possible residents per week for one month and three
) residents per week for one month then five per .
[ month for one month that are incontinent of
This REQUIREMENT is not met &s evidenced bladder recoive appropriate treatment and
by ‘ : » . services to prevent urinary tract infections,
Based on abservation, interview, and review of The Director of Nursing will report the
the facility's policy/procedure, if was determined findings to the Performance Improvement
the facfity falled to ensure two residents (#1 and ~ Comunittee for three months, for further
##2) raceived appropriate treatment and services " recommendations,
to prevent urinary tract Infections. Findings
include:
A revlew of the Perineal Care/incontinent Care
pollcy, dated 03/10, revealed to always wash from
front to back to prevent spreading fecal matter
from the anal area to the vagina or urethra
{opening to the bladder). The procedure included
lo wash your hands and apply gloves prior to
care. Use warm water In a basin and perlneal
{parly wash. Use the non-dominant hand to gently
ratract the labia from the thigh. Wipa in the
direction from the perlneum to rectum (front to
back} then repeat on the epposite side using a
separate section of the washcloth,
A review of the Hand Hygiene pailcy, undated,
ravealed staff should wash thelr hands after
touching the following:
1. contaminated items, whether or not gloves
ware worh
2. Immaediately alter gloves ware removed
3, betwean resldent contacts
4. when oltherwise Indicated to avoid transfer of
microorganiams to other reskdentis or
anvironments| surfaces.
An observation of ncontinent care for Resident
FORM CMS-2507(02-90) Pravious Versions Obsolste Event |D:XDELH Fecitity 10: 100309 I canlinvation shaot Page 6 of 11
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F 315

Continued From page 6

#2, on 01/09/13 at 5:00 AM, revealed Certifled
Nurse Alda (CNA) #1 obtalnad a washcloth with
foaming cleanser and cleansed the resident's
buttocks. She used the same washcloth to
cleanse the perl-area, using a "swiping" motion
hack and forth between tha resident's iablal folds,
She rinsed and dried the resldent using the same
techniqus, from the buttocks to the perl-area
wiiliowt changing washcloths, CNA#1 obtalned
clothes from the closet and put the resident's
pants, shirt, and socks on wearing the same
soiled gloves from incantinent care. She
removed the gloves aftarwards, teaving the room
without washing her hands. She then provided
incontinent care to Rasident #1 without washing
her hands between reskients.

An obsarvation of incontinent ¢ara for Resident
#1, on 01/09/13 at 5:20 AM, revealed GNA#1
obtained two washcloths from ths resident's sink
and placed the washcloths on the resident's
headboard of the bed. She used one washcloth
to cleanse foces from batween the resldent's
legs, then used lhe same washcloth o provide
peri-care. She used a "swiping” motion, hack and
forth betwean the rasident's labial folds using the
washcloth visibly solled with feces, CNA #1 rolled
the resident over and used the sacond washcloth
to cleanse the resldent's butiocks. She removed
her left gkove as it was visibly solled with feces,
obtalning a new glove for that hand; howevar, did
not change tha solled glove on her right hand.
She then put socks, panls, and a shirt on the
reslidant while wearlng the solled glove.

An interview with CNA#1, on 01/09/13 at 7:00
AWM, revealad sha provided Incontinent care to
both Resident #1 and #2, She washed from back

F 315
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F 316 | Continued From page 7 F 315
to front while providing care for Resldent #2;
however, she revealed she should have obtalned
a new washcloth before cleansing the resident's
peri-area. She should have removed her gloves
prior fo getting the resident dressed, but did not.
She also revealed she should wash her hands .
betwaan residents while providing care; however,
she "thought” she washed her hands in Resldent
#1's sink prior to providing care fo that resident,
CNA #1 revealed laying clean washelolhs on the
headboard of the resident's bed was not the
proper procedure for incontinent care, She also .
revealed a new washcioth should be obtained F323 02/05/13
when visibly solled with feces,
Resident #4’s sensor alarin was placed on
An [ntarview with the Director of Nursing {DON), chalr by licensed nurse on 1/10/13, Licensed
on 01/11/13 at 11:00 AM, revealed she expected _ nurse completed re-assossment of resident
staff to follow the policy for providing Incontinent #4’s assistive devices on 01/11/13 and
care, Staff should cleanse resident's from front to - updated plan of care as indicated. CNA #2
back, obtaining a new washcloth prior to providing was re-aducated on 01/11/13 by Director of
peri-care. She also expected stafl to remove Nursing on providing services to the residents
thelr sollad gloves after providing care and in accordance with the resident’s written plan
washing ihelr hands belwean residents, of care to include fall interventions.
F 323 | 483.26(h} FREE OF ACCIDENT F 323
ss=p | HAZARDS/SUPERVISION/DEVICES Curront residents with assistive/restrictive
devices were reviewed by the Assistant
The facliity must ensure that the resident Director of Nursing to determine
environmani rlemalns ac frae of acoldent hazards appropriateness and ensure placement and
as is possible; anid}each (rjesldgr:l reca!:\;!esI t - functioning of assistive/restrictive devices on
adequate supervistion and assistance devicas to 01/24/13. No other issues identified,
prevent accldents.
Nursing stafF were re-educated on 01/16/13 by
the Director of Nursing and Assistant Director
of Nursing pertaining to following the
comprehensive care plans regarding
This REQUIREMENT Is not met as evidenced monitoring of the placement and functioning
by: of assistive/resirictive devices.
FORM CHS-2607(02.08) Pravious Versions Obsolele Evant i0: XDBL14 Faclity iD: 100309 If continuation shaal Page 8 of i1
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Based on observation, Interview, record reviaw,
and raview of the facllily's polleyfprocedure, Il was
determined the facllity failed to ensure each
resldent raceived adequate supervision and
asslistance devices to prevent accldents for one
resident (#4), In the selected sample of six
rasldents,

Findings include;

A revisw of the Accldents/tncidents policy, dated
01/08, revealed the facliity would identify
residents at risk for accldents and/or falls,
adecuately plan their care, and implernent
procedures to prevent accidents,

Arecord review revealed Resident #4 was
admitted to the faciiily on 12/06/12 with diaghoses
to Include Pelvic Fracture and Mild Dementia. A
review of the Initlal Minimum Data Set (MDS),
dated 12/19/12, revealed the facilily assessed the
resident as moderately cognitively impaired and
raquired extensive assistance with bed mobility
and transfer, and the resident was not
ambulating. A review of the Physiclan's Orders,
dated 12/06/12, revesled an order for a sensor
alarm to the resident's bad and wheslchalr,

Review of the "Risk for Falls" Comprehensive
Care Plen, dated 12/10/12, and the Cerlified
Nurse Alds (CNA) care plan, undated, revaaled to
agsist the resident with lransfers and ambiilation
using one assist atid a walker. The CNA care
plan Indicated the uss of the sensor alarm to the
resident’s bed ard chair.

An observation, on 01/09/13 at 9:15 AM, revealad
Resident #4 transferred hisfharself {o the chalr
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F 323 Continued From page 8 F 323| The Director of Nursing, Assistant Director of

Nursing or Unit Manager will review five
residents per week for one month and three

_ residents per week for one monih then five per

" month for one month to ensure compliance of -
" monitoring of the ptacement and functioning

" of assistive/restrictive devices. The Director of

- Nursing will report the findings to the
i Performance Improvement Commitiee .for
" three months, for further recommendations.
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from the wheelchalr during an Interview in the
rasldent's room. Melther the chalr or the
wheelchair had an alarm noted, An obsarvation
on 01/10/13 at 10:00 AM, revealed tha resident
wae sliting in her room, up in the chair without a
sensor alarm noted, A clip alarm was attached to
the chalr; however, it was not clippad o the
resident. On 01/10/13 at 12:10 PM, the resident
was observed ambulating around hismher bed
while making It up, no alarm sounding and no
staff present.

An Intervisw with CNA #2, on 0110413 at 2:20
PM, revealed he was responsible for Resident #4
on 01/10/13 from 7:00 AM to 3:00 PM, He
revealed the resident doas not need asslstance
with ambulation and did not hava a sensor alarm
to the chalr. He stated "l don't take care of
him/her that much,”

Areview of the Treatment Administration Racord
{TAR), dated January 2013, revealed lo check
piacement of the sensor alarm to the bed and
chair every shift. The record was inllialed for day
shift on 01/10/13 by Licensed Practical Nuise
{LPN) #1.

An Interview with LPN #11, on 01/10/13 at 2:30
PM, revealed the resldent was supposed to have
a sansor alarm lo the bed and chair. She
rovealad il was checked by her on 01/10/13, end
the resldent was currently sitling in the chalr with
the sensor alarm. An observation with LPN ##,
on 01/10/13 al 2:36 PM, revoaled there was no
sensor alarm fo the resident's chair.

An interview with the Director of Nursing (DON;,
on 01/11/13 at 11.00 AM, revealed the sensor

F 323
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alarm was Implemented for Resldent #4 upon ’
admission, She expected staff lo ensure the
resident's alarm was in place per the care plan.
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