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An abbrevialed slandard survey (KY22724) was
initiated on 02/03/15 and concluded on 02/04/15.
The complainl was substaniiated with deficlent
practice identified at "D” lovel,
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A acility must use the resulls of tha assessment
1o develop, revlew and revise the resident's
| comprehansive plan of care,

The facliity must develop a comprahensive care
plan for each rasident that includes measurable {
objactives and timotables o meet a resident’s ’
medical, nursing, and mental and psychosocial
needs that are dentiled In the comprehensive
assessment,

The cara plan must describe the services thal are
to be fumished to atiain or maintain the residents
highest practicabla physical, mental, and
psychosocial well-being as required under
§483.25; and any servicas that would otherwise

| be required under §483.25 but are not provided

| due o the resident's exerclse of rights under
§483.10, including the right to refuse treatment
under §483.10{b){4).

This REQUIREMENT s not mel as evidenced
by:

Basaod on observation, inlerview, rocord raview,
and facllity policy roview, it was determined the
tacility failed to ensuro a comprehensive plan of
care was deveioped based on the comprahensive
sssessment for one {1) of four (4) sampled
residents (Residant #4). Review of an admission
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Minimum Data Set (MDS) assessmenl dated
12/26/14 revealed Resident #4 had heen
assessod by the facility lo requira the exiensive
assislance of two parsons o ransfer. However,
a review of the comprehensive plan of care for
Resident #4 dated 12/31/14 revealed the facllity
developad a care plan that stated the resident
required the assistance of one lo two parsons for
transfers,

Tha findings include:

Review of the facliity’s policy titled "Care Plan
Policy,” dated 0%/30/13, revealed comprehensiva
care plans would be developed for each resident
according to the MDS,

Raview of the medical record for Resident #4
revealed tha resident was admitted by the facllity
on 12/19/14, with diagnoses that included
Arthritts, Chronic Back Pain, Diverticular Disease,
and Alzheimer's.

Review of an admission MDS assessment dated
12/26/14 revealed Resident #4 had been
assessed by the facllily lo require the extansive
assistance of two persons fo iransfer. The MDS
also revealod Resident #4 had boen assessed lo
have a Brief Intervigw for Menlal Status {BIMS)
scare of 3 which indicated severe cognilive
impairment,

Review ol the comprehensive plan of care for
Resident #4 daled 12/31/14 revealed the facility
daveloped a care plan that stated the resident
required tho assistance of one to two persons for
transfers.

Observation of Resident #4 on 02/03/15, al 4:10
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PM, ravealed the resident was lying in bed on
hisfher back,

Interview conducted with Resident #4's family
member on 02/03/15, at 4:15 PM, revealed
Residant #4 requirad the assistance of two
persons to transfer the resident. The family
member staled the resident experienced pain
wilh movement and ona parson could not safcly
meve tho rasident.

Interview conducted with State Registered Nurse
Aide (SRNA) #2 on 02/03115, at 5:35 PM,
revealed staff was required to chack residents’
care plans svary day. The SRNA staeted
according o Resident #4's care plan, the residant
required one (o two persons to asslst tha resident
with transfers. The SRNA staled she alwsys
used a second person because tha resident
wauld cry oul in pain when the resident was being
moved. The SRNA stated sha did not knaw how
she would determine if the resident could be
transferred with one staif person.

Interview conducted with SRNA #3 on 02/03/15,
at 5:40 PM, revealed sha was required to check
residents' care plans every day. The SRNA
staled sccording to Resident #4's care plan, the
rasident required ono to two persons to transfar
the resident. The SRNA staled the amount of
assistance she provided depended on how the
resident was fooling. The SRNA statod if the
resident was not fecling well, she would get
another person to assist her with the transfer of
lhe residont; otherwise, she would transfer the
resident by harsalf,

interview with MDS Caordinator #1 on 02/04/15,
al 1:00 PM, revealed she was responsible for
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developing the comprehensive plan of cara for
Resident #4 on 12/31/14. The MDS Coordinator
slated the comprehensive plan of cara should
have been based on the comprehensive MDS
admigsion assassment dated 12/26/14. The
MDS Coordinator stated the SRNAs wera not
qualified to assess whether ane or two persans
wera roquired to transfer Resident #4 and the
comprehonsive plan of care should have stated
two persons were raguirat lo lransfer the
resident,

Interview conducted with the DON on 02/04/15, at
1:50 PM, revealad she reviewed all rasidents’
comprehensive plans of care. The DON stated
she had reviewed Resident #4's plan of care and
had not identifled the plan of care did not malch
the comprehansive admission MDS assessment
dated 12/26/14. The DON staled Resident #4's
comprehensive plan of care should have had an
intervention stating the resident roguired the
assislance of two stalf persans lo Iransfer the
resident.

483.20(k)3)(ii) SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

The services provided or amanged by the facility
rnust be provided by qualified parsons in
accordance with aach resident's wrillen plan of
care.

This REQUIREMENT is nol met as evidenced
by:

Based on observalion, interview, record review,
and a review of the facility's abuse investigation
and the facility's policy, it was delermined the
tacility failed to ensure caro was provided In
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accordanca with each rosident’s written plan of
cara for one (1) of four {4) sampled residants
(Resident #1). Resident #1's writtan plan of care
dated 11/26/14, revealed the resident required the
assistancs of two persons for dressing the
resident. Review of a facility abuse investigation
rovaaled on 01/15/15 Stale Registered Nurse
Aide (SRNA) #1 failed to get assistance with
dressing Resident #1.

The findings includa:

Review of the facility's policy titled "Activities of
Daily Living,"* with a revision dale of 06/05/14,
ravealed SRNA care plans would reflect the
amount of assislance neaded for each resident's
aclivilies of dally living 1o ensure the care was
provided safoly. The policy stated the SRNA care
plans were kept in the residont's room for easy
access for staff {o raview the cars plan.

Review of the medicat record for Resident #4
ravealed the facility admilied the resident on
12405113, with diagnoses that included Cerabral
Vascular Accident vith Right-Sided Hemiparesis,
Seijzure Disorder, and a Brain Aneurysm.

Review of the most recent annual Minimum Data
Set (MDS) assessmant completed for Resident
#1 dated 11/24/14, revealed the {acility assessed
the residant to have a Briof Interview for Mental
Status (BIMS}) score af 15 which indicated the
resident was cognitively inlact. The MDS also
revealed the facility assessed lhe rosident to
require the extensive assistance of twa persons
for dressing.

Review of Resident #1's SRNA plan of care dated
11/26/14 revealed tha residont required the
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asslistance of two persons for dressing the
resident

Revlew of a facility abuse investigation completed
by MOS Coordinator #1 dated 01/15/15, rovealed
on 31/15/15, SRNA #1 assisted Resident #1 with
dressing and did nol get assistance from other
staff prior to dressing the residant.

Cbservation of Residant #1 on 02/03/15, at 10:15
AM, revealed Resident #1 was lying In bed on
hisfhar back.

Interview conducied with Resident #1 on
02/03/15, at 10:20 AM, revealed SRNA #1
assisted the resident with getting dressed on
0171515, which caused pain lo histher shoulder.
The resident stated il was the only Lime ane staff
person had dressed the rosident by themselves.

Interview conducted with SRNA #1 on 02/03/15,
at 2:30 PM, revealed she was required to check
SRNA care plans, which ware located In each
resident room, at the beginning of every shift.
SRNA #1 slatod she was aware Residont #1
required the assistance of two persons to dress,
but the resident did not want to wait for other staff
50 she just wenl ahead and drassed the resident
without assistance. The SRNA slaled sho was
aware she should not have dressed the resident
alone. The SRNA rovealed she was aware SRNA
#6 was with anolher resident and would be
avallable 1o haip her shorly.

Interview conductad with SRNA #6 on 02/03415,
at 2:.55 PM, revealed he was awara SRNA #1
ngaded assistance, and went to find the SRNA
immedialely whan he was available. Tha SRNA
stated it was less than ten minutes laler when he
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wenl into Resident #1's room and SRNA #1 had
a@lready dressed the resident,

Interview conducted with MDS Coordinator #1 on
02/03/15, at 3:05 PM, revealed sho was
responsible for develaping the care plan far
Resident #1. MDS Coardinator #1 stated
Resident #1 required the assistance of two
persons o dress. MDS Coordinator #1 stated
staff was required to raview each resident's plan
of care every day o ensure they were
knowledgeabie of the care the resident required.

Interview with the Direclor of Nursing (DON) on
02/03/15, at 3:10 PM, revealed she made rounds
daily throughout the facilily to onsure residents
wefe receiving the care they requirad as directed
by the resident's plan of care. The DON stated
staff was required to raviow residents' care plans
dafly. Tho DON stated SRNA #1 was required lo
wait until help came to assisl her with dressing
Resldent #1, and she should nol have dressed
the resident alone.

483.25(a)(3) ADL CARE PROVIDED FOR
DEPENDENT RESIDENTS

A resident who Is unable o cany out-activities of
daily living recoives the necessary services to
maintain good nulrition, grooming, and personal
and aral hyglena,

This REQUIREMENT Is not met as avidenced
by:

Based on chservation, inlerview, record reviow,
review of the [acility's abuso investigation, and
facility policy review, it was detarmined the facilily
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failed to ensure one (1) of four {(4) residents
{Resident #1) who was unable to carry out
aclivitles of daily living received assislance with
activitles of daily living (dressing). Resident#1's
written plan of care daled 11/26/14 revealed lhe
resident roquired the assistance of two persons
for dressing. Review of a facility abuse
invastigation revealed on 01/15/15, Slata
Registered Nurse Alde (SRNA) #1 failed to obtain
another staff member o assist with dressing
Resident #1.

The findings include:

Reaview of ihe facility's policy litled™ Aclivities of
Baily Living,” with a rovision date of 06/05/14,
revealod SRNA care plans would reflect the
amount of assistance neaded for each resident's
activities of daily living 1o ensure the care was
provided safely,

Review of Resident #1's medical record revealed
the facility admitled the resident on 12/05/13, with
diagnoses that included Cerebral Vascular
Accident and Selzure Disordor.

Review of the most recent annual Minimum Data
Set (MDS) assessment compleled for Resident
#1 dated 11/24/14, revealod tha resident was
assessed to have a Brief Inlerview for Mental
Slalus (BIMS) score of 15, indicaling intact
cognition and the resident was interviawablg,
The MDS revealed the resident required the
extansive assislance of iwo porsons for dressing.

Review of Resident #1's SRNA plan of caro dated
11/26/14, revealed Resident #1 required the
assistanco of two persons for drassing.
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Review of a facility abuse investigation completed
by MDS Coordinator #1 revealed on 01/15/15
SRNA #1 assisted Residont #1 with gelling

dressed without gelting assistance from any other
siafl,

Observation of Resident #1 on 02/03/15, al 10:15
AM, revealed the residenl was lying in bed.
Inlerview conducted with Resident #1 an
02/03/15, at 10:20 AM, revealed SRNA #1
assisted the resident 1o dress on 01/15/15
causing pain to the resident's shoulder. The
resident stated it was the only tima a staff parson
had ever dressed the resident without assistance.

Inlerview conducled wilh SRNA #1 on 02/03/15,
at 2:30 PM, revealed she was required to check
the SRNA care plans which were located in sach
resident room at tha boglnning of every shift.
SRNA #1 stated she was aware Rasident #1
required the assistance of two persons to dress,
but the resldent had insisted she go ahead and
assist him/her to dress and not wait for olher
staff, and she then went ahead and dressed the
residont without assistance. SRNA #1 staled she
knew she should not have dressed the resident
alone, SRNA#1 rovealed SRNA #6 was with
another resident and she was aware he would be
available to help her shortly. SRNA #1 staled she
was awarg she should have waited for SRNA #6
and should not have dressed the resident alonn,

Intervigw conducted with SRNA #6 on 02/03/15.
al 2:55 PM, ravealad he was aware SRNA #1
needed assislance and went to find the SRNA
immediately alter he had finished care with
another resident. SRNA #8 stalod it was less
than ten minutes fater when he went into
Resldent #1's room and SRNA #1 had already
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dressed the resident,

Inlerview canducted wilh MDS Coordinator #1 on
02/03115, at 3:05 PM, revealed she was
responsible for developing the care plan far
Resident #1. MDS Coordinator #1 stated
Residant #1 required the assistanca of two
persons to drass the resident. MDS Coordinator
#1 stated she comploted the investigation with
SRNA#1 regarding SRNA #1 hurting Residenl
#1's shoulder while SRNA #1 was dressing the
residenl. MDS Coordinator #1 stated the facliity
determined SRNA #1 had not followad the plan of
care for dressing Resident #1.

interview conducted with the Director of Nursing
(DON) on 02/03/15, at 3;10 PM, revealed she
mada raunds daily throughout the facility to
ensure care was being provided as direcled by
the residant's plan of care. The DOM stated staff
was required o review the residenl's plan of care
daily. The DON stalad SRNA #1 was required to
walt until help came to assist her with dressing
Rosident #1 and she should not have dressed tha
resident alone,
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