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An abbreviated standard survey (KY23196) was
initiated on 05/06/15 and concluded on 05/07/15.
The complaint was substantiated with deficient
practice identified at a scope and severity of "D." 6/9/15
F 241 | 483.15(a) DIGNITY AND RESPECT OF F241| Fa4q
ss=p INDIVIDUALITY |
The facility must promote care for residents in a Resident # 36 was reassessed by Nurse Praclitionef
manner and in an environment that maintains or !
snhances each resident's dignity and respect in on 5/14/2015and Dietitian on 5/8/2015 in which Giube
full recognition of his or her individuality. flushes were decreased to 200 ml TID. Resident is
incontinent of bowel and bladder, skin remains intacl
This REQUIREMENT is not met as evidenced with no signs and symptoms of infection.
by: Resident is taleraling currant diet. Rafarral was made
Based on observations, interviews, medical |
record review, and review of the facility's palicy it to spesch therapy regarding possible diet upgrade. !
was determined the facility failed to promote care G-Tube flushes were decreased o 30ml waler after|
for residents in a manner that maintained or each med pass. Increased fiud Inlake lo equal |
enhanced each resident's dignity and respect in pass. 9
| full recognition of his/her individuality for one {1} | approximately 1600 mi daily NP and POA was notifigd
| of thirty-six (36) sampled residents (Resident | on S/11/2015 and 514/15. Care plan was updated
l #36). Observation of the resident’'s wheelchair, ’ : pdated
which was in the comner in the room, revealed a on 5/8/15, 5/11/15, and 5/15/15 to raflect the above
cushion in the chair which smelled of urine. stated ilems including incontinence product usage.
Interviews conducted with facility staff revealed
the resident's wheelchair "always" smelled "like Wheelchair and cushion was power washed on 5/7/14
pee” and the resident had been observed in the by Stacy Hall Central Supply Coordinator.
hallway and in the dining area with large amounts
T ] P e S A new cushion was ordered and received on
511412015,
The findings include:
Review of the facility's policy titled "Quality of |
Life-Dignity," last revised October 2008, revealed
residents would be cared for in a manner that
promotes and enhances quality of life, dignity,
LABORATORY DIRECTOR'S OR PROVIDERISIJFE;LIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE
HALCA Administralor E/4115

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it Is determined that
other safeguards provide sufficlent protection to the patients, (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite 1o continued
program participation,
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respect, and individuality.

Review of the medical record for Resident #36
revealed the facility admitted the resident on
08/23/00 with diagnosaes that included Cerebral
Palsy and Aphasia. Review of the Quarterly
Minimum Data Set (MDS) Assessment dated
03/15/15, revealed the resident was incontinent of
bowel and bladder and required extensive
assistance with toileting and personal hygiene.
The facility assessed the resident to have no Brief
Interview for Mental Status (BIMS) score;
therefore, the resident was not interviewable,

Observations on 05/06/15 at 1:55 PM revealed
Resident #36 lying in bed. An interview was
attempted; however, the resident was unable to
respond to questions asked due to cognitive
impairment. Further cbservation revealed the
resident’s wheelchair in the comer of the
resident’s room. The wheelchair cushion smelled
of urine.

Interview with State Registered Nurse Aide
{SRNA) #20 on 05/06/15 at 6.00 PM revealed she
assisted Resident #36 to bed after lunch on
05/06/15. The SRNA stated the resident's
wheelchair had a urine odor when the resident
was assisted to bed. SRNA#20 stated she did
not report the odor to anyone because "it always
smells like that." The SRNA stated she had
observed Resident #36 in the facility hallway "a
couple of times," with urine on the fioor, under
his/her chair, but she could not recall the dates or
times. The SRNA stated she had "cleaned the
resident and the floor" herself without reporting
the incidents to anyone. SRNA #20
acknowledged that sitting in the hallways and
other areas with urine under the resident's

by May 11, 2015 by Plant Operations Diractor,
Admissions Director, Quality of Life Director, and
Housekeeping Supervisor.

A list of residents flagged from their most recent MD

as well as a review from discussion of staff was

ulllized in which a bowel and bladder assessmant was
completed by May 16, 2015 by the Licensed Nurses.

A new incontinence care plan was completed on any

residents who were assessed as being incontinent.
Staff were questioned by May 28, 2015 by Assistant

Administrator ralated to any knowledge of a resident

dignity not being maintained. All residents with BIMS)

8 or greater were interviewed regarding honoring of
privacy, choices, and being treated with dignity.

All POA’s of residents with a BIMS less than 7 ware
interviewed by Admissions Director, Social Services

Director, Social Services Assistant, Cantral Supply

Director by May in reference on honoring their loved

ones dignity or any other concerns. No issues were
identified.

3. A wheelchalr and cushion cleaning schadulg

was re-vised on May 7, 2015 which includes every

wheelchair is pressure washed monthly. Nursing staff

education on regarding Dignity and Respect in caring
for residents in a manner and snvironment that

maintains or enhances each resident's dignity and

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION ms)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 241 | Continued From page 1 F 241 2. All wheelchairs and cushions were power washed
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F 241 | Continued From page 2 F 241 | respect in full recognition of his or her individuality as
wheelchair, or the wheelchair cushion smelling Gl UG L S e s

and Procedure was completed by 5-29-15 by the
Assistant Administrator and Staff Davelopment
Coordinator. Depariment Heads consisting of

like urine, would be a dignity concem.

Interview with SRNA #21 on 05/07/15 at 11:45 AM Asslstant Administrator, Director of Nursing,
revealed Resident #36's wheelchair "always" Assistant Directors of Nursing, Admissions Director,
smelled "like pee." The SRNA stated she had Social Services Director, Quality of Life Director,
reported a while back that the resident's Meadical Records Coordinator, Central Supply

Coordinator, Dietary Manager, Plant Operations Director,
Housekeeping Supervisor, MDS Coordinators,
Human Resources Director, Staff Davelopment

wheelchair smelled of urine but she was unsure
of the exact date and to whom she reported this

concern. She stated a new cushion had been Coordinator, and Business Office Manager were
retrisved for the resident but could not remember educated on May 8, 2015 by the Administrator
when. However, SRNA #21 stated the resident regarding Dignity and Respect in caring for residents ip
was a "heavy wetter" and often leaked through a manner and environment thal maintains or enhances
the brief. SRNA #21 further stated Resident each resident’s dignity and respect in full recognition af
. ’ . . his or her individualily as well as education on the
#36's cha!r continued t‘o smell of urine after the Bowel and Bladder Policy and Procedure .
new cushion was received. Nursing staff will report, document, and follow up on
any changa of condition to include concerns relatad to
Interview with SRNA #22 on 05/07/15 at 11:55 AM change in bowel or bladder, smells of urine, large
revealed Resident #36's wheelchair always had a amounts of urine, odors or any concarns related lo
I d bwi Klv durin the night shift. followed up during the daily clinical meeting or by the
b fa L R ,y . 9 9 . waskend manager. Resident council was held on
The SRNA stated the resident's wheelchair had May 13, 2015 by Quality of Life Director to educate on|
beean cleaned as required according to the Reslident Right and Dignity and to address any concerps.
facility's wheelchair cleaning schedule; however, Department Heads- Admissions Director, Cenlral
the resident's wheelchair continued to smell of Supply Coordinator, Medical Records Coordinator,
urine. MDS Coordinater, Human Resource Diractor, Staff
Development Coordinator, Restorative/Infection Control
. . . Nurse, RSM, Social Services Director, Dietary Manager
Interview with Registered Nurse (RN) #9 on ara assigned room rounds daily and the weekend
05/07/15 at 3:45 PM revealed she had observed manager rounds on all reoms and residents daily in
Resident #36 in the facility's dining room with which dignity and environmental concerns are 1o be
urine under his/her wheelchair. She stated the noted and addressed Immediately, with notification to
resident was a "heavy wetter." The RN stated Supervisor, ADON, DON or Administrator.

. . . Administrator, Director of Nursing, Director of Plant
she had "‘!‘ lmplgmented any |nt6f'v entions to Operations and Housekaeping Supervisor will make
address urine being under the resident’s walking visual rounds weekly for any plant operations,
wheslchair. She further stated she should have environmenlal or care concerns in which areas
addressed this problem because "it could have will be addresses on a priority bases as it related lo
saved dignity" for the resident. resident safety, dignity, privacy, environmental or plan

operation concerns.
Interview with the Director of Nursing {DON) on
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The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

%4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
OEFICIENCY)
F 241 | Continued From page 3 F 241| 4. Daily rounds by the Department heads
, Assistant Administrator, Director of Nursing, Assistan{
05’97“5 at 4:00 PM revg aled she h_ad observed Directors of Nursing, Admissions Director, Soclal
Resident #36 to have urine under his/her Services Director, Quality of Life Director, Medical
wheelchair on one occasion. Even though the Racords Coordinator, Cenltral Supply Coordinator,
DON had observed uring under the resident's Dietary Manager, Plant Operations Direclor,
wheelchair, no preventive actions had been taken Housekeeping Supervisor, MOS Coordinalors,
to ensure the resident was not observed in public g:"o";'i':‘::’;mgrcg: g:ﬁ:;gﬁ"&?:g‘g’:%‘aﬂée
areas of the facility with urine under hlslher‘chalr'. reviewad dally and concems addressed with followed
The DON stated she was not aware the resident's up dally by the Administrator. Daily rounds will be
wheelchair had a urine odor. However, she addressed during the daily standup meeting as
stated staff should have notified administrative well as the monthly QAPI meeting.
staff of the urine odor to the rasident's Waeekly rounds by the Administrator, DON, Plant
wheelchair, so it could have been "taken care of." 399’3”";: %‘x “0";9"992"""9 ";'i“ bed"""an";“ ":Ill";“!'
e manthly QA meeting. All audit and rounds will be
F 280 ( 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280 reviewed lo address root cause analysis, education,
$5=D | PARTICIPATE PLANNING CARE-REVISE CP interventions, and evaluations of interventions lo

determine if any revisions or further education or
analysis is neaded.
5. 619115

F280 6/9115
1.Resident # 36 has been raassessed hy

Nurse Practitioner on 5-14-15 and Dietitian on 5-8-15
and 5/8/15 and care plan was reviewad and updated
by tha Interdisciplinary team on 5/8/15, 5/11/15, and
§/15/15 to include interventions for leakage of urine.
2. All care plans were reviewad by 5/29/2015

for accuracy. Updates or revisions were completed ag
needed during the review by 5/28/2015. A list of
residants flagged from thelr most racent MDS as well
as a review from discussion of staff was utilized in
which a bowel and bladder assessment was complet:
on 5/16/2015 by Licensed Nurses. A new incontinange
care plan was completed on any residents who were
assessed as being incontinent.
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This REQUIREMENT is not met as evidenced
by:

Based on observations, interviews, and review of
the facility's policy it was determined the facility
failed to ensure residents' care plans were
periodically reviewad and revised for one (1) of
thirty-six (36) sampled residents (Resident #36).
Interviews conducted with facility staff revealed
Resident #36 was a "heavy wetter” and they had
observed the resident in the hallway and in the
dining area with large amounts of urine under
his/her wheelchair. Review of the resident’s
comprehensive care plan and interviews with staff
revealed the facility failed to review/revise the
resident’s care plan to reflect this problem arsa
for Resident #36.

The findings include:

Review of the facility's policy titled "Care
Plans-Comprehensive,” last revised October
2010, revealed resident cara plans would be
individualized and would include measurable
objectives and timetables to meet the resident's
medical, nursing, mental, and psychological
needs.

Review of the medical record for Resident #36
revealed the facility admitted the resident on
08/23/00 with diagnoses that included Cerebral
Palsy and Aphasia. Review of the Quarterly
Minimum Data Set Assessment (MDS) dated
03/15/15, revealed Resident #36 was incontinent
of bowel and bladder, and required extensive
assistance from staff with personal hygiene and
toileting. The facility assessed the resident's Brief
Interview for Mental Status (BIMS) score to be
zero (0), which indicated the resident was not
interviewabls.

3.Nursing staff and deparimant heads were
educated on care plans to include initiation of care
plans, updating care plans as changes identified,

2015Care plans will be updated as changes are
Care plans will be reviewed daily during the daily

hours for completeness and appropriatenass or to
address any further identifiad areas.

Assistant Administrator, Director of Nursing,
Assistant Directors of Nursing, Admissions Director,
Social Services Director, Quality of Life Director,
Medical Records Coordinator, Central Supply
Coordinator, Dietary Manager, Plant Operations
Director, Housekeeping Supervisor, MDS Coordinat
Business Office Manager, and Staff Development
Coordinator was educaled on 5/8/2015 by

for residents in a manner and environment that
maintains or enhances each resident's dignity and
respect in full recognition of his or her individuality a
Procedure by 5/29/15 by the Staff Development

follow up on any change of condition to include

of urine, large amounts of urine, odors or any cance
related lo dignity and respect of individuality.

quarterly care plans and annual care plans by May 29
identified by the staff nursa during the shift identified.

clinical mesting far revisions made during the last 24

Also, Nursing staff and department heads consisting of

Administrator regarding Dignity and Respect In caring

wall as education on the Bowel and Bladder Policy and
Coordinator. Nursing staff will report, document, and

concems related to change in bowea! or bladder, smaIII
rn
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) _ ] 4.The Quality Assurance Nurse, Director of Nursing,
Review of Resident #36's Comprehensive Care Reglona! Nurse Consultant, ar Regional Clinical
Plan, last revised 03/16/15, revealed staff had Reimbursement Specialist will review 5 MDS

identified the resident to have a potential for
complications associated with incontinence of
bowel and/or bladder, Staff was directed to
observe and report any changes in bladder status
to the nurse and the resident's physician, and to
provide and encourage the use of "diapers” (adult
incontinence brief) for the resident. The care

assessments X 2 weeks then 3 assessments X 2
weeks then 10 assessmeants per quarter thereafter id
ensure assessments accurately reflact the residenls
stalus beginning 5/1/15. The abeove audits will be

brought to the monthly Quality Assurance Meeting in|
which analysis with the tracking and trending will be

plan included no measures related to the resident reviewed by the commiltes members in order lo

being a "heavy wetter’ (as described by staff) or provide feedback, or evaluata for further need of

measures to prevent the resident from having education or intervention as well as nead for further

urine under his/her wheelchair. plans. The Team members consist of but not limited
to The Administrator, Director of Nursing, Quality

Observations conducted on 05/06/15 at 1:55 PM Assurance Nurse, Madical Director, Rehab Services

revealed Resident #36 lying in bed. An interview Manager, Reslorative Nurse Manager, Dietary

was attempted; however, the resident was unable Manager and Social Service Director.

to respond to questions asked related to histher 5. 6/915

cognitive impairment. Resident #36's wheelchair
was observed in the comner of the room with a
urine odor noted on the wheelchair.

Interview with State Registered Nurse Aide
(SRNA) #20 on 05/06/15 at 6:00 PM revealed she
had observed Resident #36 in the facility haliway
"a couple of times" with urine on the floor under
his/her chair. She stated she had not reported
the incidents to anyone.

Interview with Registered Nurse (RN} #9 on
05/07/15 at 3:45 PM revealed the RN had
observed Resident #36 in the facility's dining
room with urine under his/her wheelchair. RN #9
stated the resident was a "heavy wetter." She
stated she had not reviewed/revised the
resident's plan of care or implemented any
interventions to address this problem.
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Interview with the Director of Nursing {DON) on
05/07/15 at 4:00 PM, ravealed she had observed
Resident #36 to have urine under his/her
wheelchair on one occasion. Further interview
with the DON revealed the resident's care plan
had not been reviewed/revised related to the
newly identified problem related to his/her
incontinence and the urine ador on histher
wheslchair, The DON acknowledged preventive
measures had not been implemented to ensure
the resident was not observed in public areas of
the facility with urine under hisfher chair. She
further stated the residents' care plans should be
individualized related to areas of concern
identified by facility staff. The DON stated the
MDS/Care Plan Coordinator was responsible for
assuring care plans contained interventions to
meet the resident's needs. The MDS Coordinator
was unavailable for interview.
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