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An Abbreviated SU"_VOV investigaling Statement prowded by unsampled SRNA (St €
#KY00016958 was initiated on 08/27/11 and Registered Nurse Aide) afiests to providing orjat
cancluded on 08/30/11.  #KY(C016058 was care for Resident #2 at 5:30 am. on 08/26/1|1.
substantiated with deticlencies cited at 42 CFFI Further OIG Inspeetor was informed that tHis
483,25 Quah:;y ?f Care (F 312) with the scape and was an issue that had remained as a continuifg
severity of a "D - : Quality Assurance (QA) item even though
F 312 | 483.25(a)(3) ADL. CARE PROVIDED FOR F 3121 previous alleged deficiency wes cleared. This
88=D | DEPENDENT RESIDENTS said QA program was not provided opportunify
- ‘ . L to prove its effectiveness. Tn support thereto,
A rasident who is unable to carry oul agctivities of presented in the 09/22/13 QA Cormittfe
Qalfy #i\fing receives the necessary services 1o mecting, results of the oral care audits weje
maintain good nutrition, grooming, and personal presented.  Those results revealed that 92

and oral hygiene. residents were reviewed relative to this alleg

deficiency including Resident #1with 100%
compliance!

This REQUIREMENT s not met as evidenced
by: :

gased on inlarview, record review and review of
the facility's policy, it was determined the facility
falled to provide services 1o mainiain :
personalioral hyglene fof one (1) of four (4)
residents. The facillly falled to ensure Resident
#2 roceived assistance with oral care as
assessed and per the facillty pollcy.

Immeiliate Corrective Action For Residenfs
Found To Be Affecied

e Resident #2 was provided oral care qn
08/27/11 by SRNA as witnessed by tje
Assistant Director of Nursing (ADON).

Identification of Other Residents With THe
Potential to be Affected

The findinga Include: . .
- ¢ DON (Director of Nursing), ADON, MDS

1. Record review of the iaciity's "Clinical Oral i (Minimum Data Set Nurse), Restorative
Hygiene” policy, undated, states oral hygiene will Nurse  or SDC  (Steff Developmegt
be provided to resldents to ensure cleanliness of Ceordinator) performed a 100% review ¢f
mouth and testh. Ihterview with Assistant - MDS assessments to identify residenis
Diractor of Nursing (ADON)/Unlt Maneger, on dependent for- ADL care. Those residen

1 08/27/31 at 9:30 AM, revenled oral care should be identified were reviewed to assure ADE

1{ provided everyday. Oral care wouid include care was provided,

brushing/cleaning the oraj cavity at least once a
day, usually in the moming and scaking the

LABORAI : REOR PRO\‘IDERIBUPP ER REPRESENTATIVE'S SIGNATURE ) ) TME . {%8) DATE

/4 Y 8 TR TR s/

: flcten s%memer( ervding with an sstarlsk (") denctes a deficlency which the hstltuthn y be exoused from corecting providing it isaterminod that
other sateguards provide sudficient proteation 1o the patlents. {See instnuctions.) Excep for oy g homes, the findings shated abave are diselosable 80 days
fallowing the date of survey whethier of not a plan of corection Is provided. For nuTtsing fom tha abova findings and plans of coermestion are disclosable 14
days following the dats thesa docaiments are made avallable o meiaomty if deficlencles are , an approved plan of cofrection ks requisite to dontinued

program parlicipation.
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dentures which Is usually done in the evening or
‘at night.

Record review revealed the facility admitted
Resident #2 on 03/15/11 with dingnoses which
included Hip Replacement, Cerebrat Vascular
Accident and Left-sided Paralysls. Review of the
Annual Minimum Data Set (MDS) Assessment,
dated 06/02/11, revealed the facliity assessed the
resident's cognitive status.as fourtesn {114) out of
tifteen (15) which iridicated no cognitive
impairment. Further review of the MDS revealed
the facliity assessed the resident to require
extensive assigtance with personal hygiene and
one (1) person physical assist including brushing
the resldent's teeth. The facility also assessed
the resident to have range of meotion impairment
on ong (1) side o! both the upper and lower
extremites. '

Interview with Resident #2, on 08/27/11 at 8:45
AN, reveslad he/she did not receive oral care
dally and would like to have teeth and dentures
cleaned more frequently. Further interview
revealed.the staff needed prompting to provide
assistance for oral care, Resident #2 stated that
he/she had not been provided assistance with
oral care on 08/26/11 and therefore hisfher mouth

was not brushed nor were his/her denturas
sosked.

Interview, on 08/27/11 at 3:40 PM, with State
Registered Nurse Aide (SRNA) #7, who was
assigned to Hesident #2 revealed when she
asked the rasident if he/she wanted his/fher
dentures soaked the resident requisted the
SRNA come back after he/she finished eating &
snack. SRNA #7 further statad since it was close

Monitoring Changes To Assure Co_ntinang
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F 312 Gontinued From page 1 F 312 e 100% of Comprehenswe Carc Plans wire

compared with SRNA Care Plans to as;tr.e
vniformity for ADL care. No issues were
noted.

¢ Oral care was provided to 100% of thpse
residents identified as dependent for APL
care to assure compliance.

Measures Takem To Assure There Will Not
Be a Recurrence

¢ The SRNAs will document daily on fhe
SRNA care plan to ensure ADL caref is
completed.

¢ Inservicing on ADL care was provided to
licensed and certified nursing staff by the
SDC, DON, ADON, MDSN or Restorative
Nurse beginning on 08/27/11.

¢ A 10% oral hypiene audit of the tgtal
resident population via physical inspection
and interview, if applicable, will jbe
completed 3 days per week by Restorafjve
Nurse, ADON, SDC, MDSN ¢r DONjto -
ensure dependent resident’s oral hygieng is
provided. Any concerns identified willjbe
reported to the Administrator and DN
immediately for appropriate interventiongj).

Compliance

Findings of the 10% oral hygiene andit will
be reviewed in the QA Committee meeting
monthly for 3 months and then at the
discretion of the QA Committee.
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to change of shift, shie failed to follaw-up with the
resident or to pass the information to the
oncoming shitt.
Interview, on 08/30/11.at 11:00 AM, with SRNA #8
revealed Resident #2 had already heen “gotten
up and dressad" by the night shift on 08/28/11,
therafore he assumed the resident's oral care had
been compteted.
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