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F 000 INITIAL COMMENTS

An abbreviated survey (KY22355, KY22387) was
conducted on 10/28-28/14. Both complaints were
unsubstantiated, however, unrelated deficient
practice was dentified at "D" level.

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

Fai2
§58=D

Aresident who Is unabla o carry out activitlas of
dally living recelves the necessary services lo
malntaln good nutrition, grooming, and personal
and oral hyglene.

-
4

This REQUIREMENT s not met as evidenced
by:.

. Based on observation, interview, record review,
and policy review It was determined that the
facliity failed to provide the necessary services to
ensura proper grooming related to fingernall care
for one (1) of three (3) sampled residents
{Resident #2), On 10/28/14 et 5:34 PM, Resldent
#2 was observed to have long fingernails on both
hands. Interview with Resident #2 revealed
his/her fingernails had not been cut In three
weeks.

The findings include:

Review of faoility poiicy titied "Care of Maiis,” with
a ravision date of 04/22/14, revaaled ¢linical
services personnel wore to administer nail care in
order ta provide cleanliness and prevent Infaction,
However, facility policy noted above did not
specfically addrass nall care for diabstic
residents. [nterview with the facllity Madical
Records Coordinator on 10/28/14 at 2:22 PM

LABSORATORY DIRECTOR'S OR PROVIDER/SUPPUIER REPRESENTATIVE'S SIGRATURE

FAX No, P. 003
_ _ g o=
E @ E ! Va= PRINTED: 11/13/2014
FORM APPROVED
3-39
s refongfrideion
A, BUILDING
A t Health Car
. STATE, ZIP CODE
200 NURSING HOME LANE
PIKEVILLE, KY 41501
) PROVIOER'S PLAN OF CORRECTION ®9
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLET ON
TAG CROSS-REFERENCED TO THE APPROPRIATE oare
DEFICIENCY)
Parkvisw Nursing and}
FO00  Rehahilitetion Centert
eckncwladges seceipt of thef
‘Slatement of Deficieacies and|
rroposzs this plap of comection,
fap 10 the exient thet the swmmary of
Brdings is factvally corzsct and}
in order o maimizin complizncas
with  appliczble nules  and}
orovision of quality of care ead}

sefely of thz residents. The planf
of cerrection is submitied as ag
written allegation of compliznce.
Patlcview Vursing and
Rehabilitation Center's zesponse
i this State of Deficiancies zndf
Plan. of Correction does not
dencte agreement with  ihe
statement of deficiencies, nor
doas it comstituie en admission
that sy deficiency is accuratg.
Further, Parkvicw Nursing zndl
Rehzbilitetion Center reservss
e *Hght ta submit’
documentetion 10 *efuic sny of
the siate deficiencies on this
statzment of deficiencies through
informel  disputz=  ryescjution,
formel appeal, and/or any other]

TR S T M AT R

zdministrative or legal’
proceedings.
TITLE (%) DATE
Don =141y

Any deficiency stalsment anding with an aateriak (*) danotas a daficienoy which the instilution may be excused from corracting providing It ia determined that

other safeguards provide sufficiant protaction to the patients . {Sea instructions.) Except for nursing homes, the indings atatad above ara diaciasable 80 daye
following the date of survey whether or not a plan of correction fa provided. For nursing homas, the above findings and plans of correction are disclosable 14

daya following tha deta thess documents ara made avaliable to the facility. if deficlencles are cited, an epproved plan of comection is requisite (o continued

program participation,
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F 312 | Continued From page 1 F312] ., . ot
revealed the facility did not have a written policy F312
related to dlabetic nall care. i
Observation made on 10/28/14 a1 5:34 PM 1. Resident #1 “fas adx:mtted. to
revealed Resldent #2 had long uncut fingernails the local hosp1tal prior to the
on both the left and right hands. surveyor notifying the facility

Review of Resident #2's medical record revealed
the faclity admitted Resident #2 on 07/10/13 with
diagnoses including End Stage Renal Disease,
Lack of Coordination, Muscls Weaakness,
Diabetes Meliitus Type H, Renal Dialysis,
Coronary Artery Diseass, and Chronic
Obsiructive Pulmonary Disease. Review of
Resident #2's most recent Quarterly Minimum
Data Set (MDS) Assessment dated 10/20/14
revealed the facility assessed Resident #2 to
ha\Za a Brief Interview for Mental Status (BIMS)
score of B which indicated Resident #2 was
assessaed as cognitivaly moderately Impaired.
Further review of Resident #2's MDS assessment
revealed the facllity had assessed Resident #2 at
a 3 for Activitlea of Daily Living {(ADLs) Self
Performance related to Personal Hyglene, which
Indicatad the resident needed "Extensive assist”
with Personal Hyglene. Continued review of
Resident #2's MDS assessment ravealed the
facillty hed assed Resldent #2 as a 3 for ADL
Support, which indicated Resident #2 was
assessed {0 need a two-person physical agsist
related to ADL care,

Review of Resident #2's most recent
Comprehaensive Care Plan dated 07/24/14
revaalad a problem with Self Care Daficit related
to Inabillty to perform self-care independently

of the deficient practice.

All residents who are unable to
cary out activities of daily
living have the potential to be
affected by the facility's failure
to ensure residents receive the
necessary services to maintain
good nutrition, grooming, and
personal and oral hygiene. On
11/1/14, the Certified Nursing
Assistant (C.N.A.) Preceptor

checked all but three residents ﬁ

fingernails. Thoge three
residents would not allow her
to check them, The primary

physician and responsible ~
parties of these three residents
wére notified and their care
Plans were revised accordingly.
She cleaned and cut the
remainder of the residents' nails
as needed. On 11/3/14-11/7/14,]
the Nurse Unit Managers madel'

rounds of their regpective ;
rolated to decreasad mobility. Further review of 35) . i
Resident #2's Comprehensive Care Plan
revealed an intervention to "Supervise and assist
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floors twice daily to visualize
F $12 | Gontinued From page 2 the staff assisting the residents

with all ADL's" and "Nail care routine.” Although,
the comprehensive care plan included
interventions to assist with ADLs and for the
resident to receiva routina nall cara, there was no
documentation on Resident#2's Treatment
Adminlstration Record (TAR) that the resident
had racsived nail care.

Interview with Resident #2 on 10/28/14 at 5:34
PM revealed the resident did not like his/her
fingemnalls to be long, Further Interview with
Resident #2 revealed no one from the facility had
cut his/her fingernalls In three wgeks. The
resident said he/she could not see to cut his/her
own fingernalls. Resident #2 also revealed that
sometimss the Certified Nursing Asslstants
{CNAs) had cut his/her nalls.

fntsrview with CNA #1 on 10/29/14 at 11:01 AM
revealed nurses ware the only ones that could
perform nall care on a resident that was diabetic
and that she had asslsted Resldent #2 In the past
with cleaning his/her fingernails.

interview with CNA #2 on 10/28/14 at 11;13 AM
revealed she had cul Resident #2's fingernails
about a weesk ago.

Interview with CNA #3 on 10/29/14 at 11:28 AM
revealed CNAs are only to clean fingernails of
residents that are diabetle and that she thought
nurses were to do nall care for dlabetlc resldents.
Continued Interview with CNA #3 revealed routine
nall care was to ba done once a week on the
resident’s shower day and as needed. Further
intarview with CNA #3 revealed that she had not
observed Resident #2 to have iong fingernails.

Interview with CNA#4 on 10/29/14 at 11:38 AM

§
who were unable to carry out ¢
their activities of daily living |
independently. No problems
were noted.
3. a. On 11/7/14, the Director of
Nursing reeducated the nurses
and nursing assistants on their
responsibility to assist any
resident who is unable to carry
out activities of daily living and
. to ensure each resident receives
the necessary services to
maintain good nutrition,
. grooming, and personal and
*  oral hvgiene.
b. For residents with & diagnosis of
diabetes, a licensed nurse will now be
responsible for checking their
fingernails each week and cutting as
needed. This information will now be
, on each diabetic resident's Treatment | =
i Administration Record (TAR) for
nurses to initial ‘when comgpleted.
Nursing assistants will continue to
clean the other residents nails weekly
and as needed. During these cleanings
the need for cutting will be assessed
and completed. The Director of
Nursing will complete the education of]
the nursing staff on this new procedure!
by 11/21/14. :
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F 312 | Continued From page 3 F312{ 4 The Nurse Unit Managers will
revealed she had nat performed nall care for round on their respective floors ;
Resident #2, Further Interviaw with CNA #4 twice daily, five times weekly
ravealed she could do fingernall care, but a for tw: ks ;
podiatrist was to perform tosnail care for diabetic 0 weeks, then weekly !
residents, : thereafter for two months to |

visualize 10 residentsfunit |
Lnterview with Licensed Practical Nurse (LPN) #1 receiving assistance with
n 10/29/14 at 11:53 AM ravealed CNAs could tiviti £ daily Tivi

clean and cut fingemalls for diabelic residents, activities o da'ﬂy llVlng. Any

but that nurses were usually the anes that problems will be corrected

performed nall care for diabetic rasidents. immediately. The results of

Furher interview with LPN #4 revealed no one :

had reporied to him that Rasideqt #2 had long ﬁgsi_]&l‘]‘) u?ds will be reported

fingamails and that he had not observed Resldent uthly for three months to the

#2 to have long fingernails, Quality Assurance Committee

for develo i

Interview with Reglsterad Nurse (RN) #1 who 1s plan as n£d2:ln t of an action :

alsa the fourth fioor Unit Managsr (Resident #2 ’ l
" | resfded on the fourth floor) on 10/28/14 at 1:40 _ ' e

PM revealed nurses were to provide fingamall

care for diabetic residents and CNAs ware anly to

clean fingernails of dlabetic residents. Further

interview with RN #1 revealed a podlatriat does

toenail care for diabetic resldents and diabetic

fingemail care shouid be done monthly and

documented on the resident's TAR. Continued -

interview with RN #1 revealed she was not aware

of Residant #2 having long fingarnalls. 2 .

Interview with the Diractor of Nursing (DON) on \

10/2914 at 2:25 PM revealed that she had not

done anything to ensure nursing staff was

performing diabetic nail cara. The DON statad, "i

thought everyona knew io do that and | assumed

they ware doing " Further intarview with the

DON reveaied that she was not aware of

Resident #2 having long fingernails. The DON

6aid she was also unaware of the location where

the facility would document the completion of
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resident nall care.
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