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The resident has the right, unless adjudged
incompetent or otherwise found to be
Incapacitated under the laws of the Stats, to
participate In planning care and treatment or
changes in care and treatment.

A comprehensiva care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physiclan, a registared nurse with responsibility
for the resident, and other appropriate siaff in
disciplines as detarmined by tha resident's needs,
and, ta the exient practicabls, the participation of
the resident, tha resident's family or the residant's
tegal representative; and perlodically reviewed
and revised by a team of qualified persons after
each assessmen.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and the
facifity's policy review, It was determined the
facliity failed {o reviaw/revise the behavior cara
plan for one (1) of three (3) sampled residents
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F 000 | INITIAL COMMENTS F 00| This plan of correction is offered as an
attempt to provide the highest level of
An Abbreviated Survey Investigaling Complaint quality services possible to our residents
#KY24071 was conducted 12/01/15 through and is not an admission that the
12/03/15. Complaint #KY24071 was deficiencies cited are correct,
substantiated with deficlencies cited at the
highest Scopa and Severity of a “D".
F 280 483.20(d)(3), 483.10{(k)(2) RIGHT TO F280| 1. On December 3, 2015 the Nursing
$8=D| PARTICIPATE PLANNING CARE-REVISE CP 12/23/15

Supervisor reviewed and revised Resident
#1's Care Plan to reflect the new behavior
of being agitated with physical
aggressiveness toward other residents. RN
#1 was counseled by the Director of
Nursing on December 3, 2015 to
emphasize the importance of promptly
revising the Care Plan to reflect a
resident's change of behavior.

2, On December 3, 2015 through
December 23, 2015 the Director of
Nursing, Unit Supervisors and Treatment
Nurse reviewed and revised all Resident
Care Plans to reflect any behavioral or
additional resident care changes per
policy.

3. On December 21, 2015 through
December 23, 2015 the Director of
Nursing and Unit Supervisors provided
education sessions on the Care Plan policy
to emphasize the importance of prompt
reviews and revisions to Care Plans to all
RN and LPN stafT. Staff who did

days follawing the date these documents are made available to the faciiity.
program parficipation,
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(Resident #1). Staff failed to revise the care plan
to address Resident #1°s new behavior of
agitated and physical aggressive towards other
residents,

The findings include:

Review of the facility's policy titled, “Care Plans®,
last revised July 2012, revealed the objective is to
provide consistent, continuous, and
comprehensive care. Review/ravisions of the
care plan Included such things as change of
target dates, change of status, change of
direction, and additions/deletions.

Record review revealsd the facility admitted
Residant #1 on 10/26/13 with diagnosas which
included Dementla with Lewy bodies, Delusional
Disorder, and Generalized Anxiety. Review of the
quarterly Minimum Data Set (MDS) assessmen,
dated 10/12/15, ravealed the facility assessed
Resident #1's cognition as severely impaired with
a Brief Interview of Mentat Status (BIMS) scors of
four {4) which indicaled the residant was not
Interviewable,

Review of the facility's investigation Report Form,
dated 11/12/15, and interviews with on 12/02/15
with Cerlified Nurse Alde (CNA) #1 at 9:25 AM
and Licensed Practical Nurse (LPN) #1 at 8:50
AM, revealad CNA #1 wilnessed Resident # hit
Resident #2 in the face on 11/11/15 and LPN #1
witnessed Resident #1 hit Resident #3 on the left
side of faca and left arm, on 11/12/15. However,
review of the Behavior Comprehensive Care
Plan, dated 07/11115, revealed the care plan
addressed Resident #1's aggressive behavior
towards staff but the care plan was not revised to
address Resident #1's new behavior of physical

education prior to the beginning of their
shift,

4. Effective January 1, 2016 the Unit
Supervisors will conduct a minimum of 5
LCare Plan reviews per month to ensure
Resident Care Plans are up to date per the
1Care Plan policy. The results of the
reviews will be submitted to the Director 011
[Nursing each month for a period of four
consecutive months to ensure Performance
Improvement. The Director of Nursing will
submit the results to the Performance
Improvement Committee each month. The
Performance Improvement Committee
consist of the Performance Improvement
Coordinator, Medical Director, Vice
President, Administrator, Director of
Nursing, Unit Supervisors, Clinical Risk
Manager, Rehab Director, Director of
Engineering and Housekeeping, Clinical
Educator, Dietician, MDS Coordinator,
Social Worker, Wound Care Nurse, and
Specialty Services Manager.

3. Completion date for the deficiency
1212372015

|time period noted above will complete the
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aggression lowards other residents. There were
no Inlerventions added to address increased
monitoring and supervision (o try to ensure
Resident #1 was not abla to strike other
residents.

Interview with Registerad Nurse (RN) #1, on
12/02/45 at 7:45 AM, and RN #2 on 12/03/15 at
12:25 PM, revealed nursing was responsibla for
the revision of the care plan related to resident
behaviars. RN #1 stated If residents exhibit
behaviors, the resident should have a care plan
that addresses the behaviors.

Interview with the Director of Nursing (DON), on
12/03/15 at 12:05 PM, revealed sha expected tha
resident care plan lo be revisad to Include
Interventions related to Resident #1's apgressive
behaviors due to the progression of Resident #1's
disease process/iiness that more
aggressive/assaullive behaviors are likely to
occur.

Interview with the Administrator, on 12/03/15 at
8:45 AM, revealed Residant #1 is not assessed
as having a behavior problem with aggression,
She staled Resident #1 was diagnosed with
Urinary Tract Infectin when he/she physicaily
assaulting other residents. She revealed she
expectad the care plans (o be reviewed/revised
accarding to resident's change in
behaviors/conditions.

F 323 | 483.25(h) FREE OF ACCIDENT F 323
58=D | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that tha resident
environment remains as free of accident hazards
as Is possible; and each resident receives
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adequale supervision and assistance devices to
prevant aceidents.

g‘yhls REQUIREMENT is not met as evidencad

Based on observation, interview, record raview
and faclity policy raview, it was determined the
facility failed to ensure adequate supervision was
provided o prevent accidents for one (1) of thres
(3) sampied residents (Resident #1). Residant
#1 was observed o sirike Resident #2 in tha facs
on 11/11/15; however, the facility falled to provide
increased supervision to protect other residents in
the building. On 11/12/15, Resident #1 struck
Resldant #3 In the face and arm.

The findings include:

Record review revesled the facllity admitted
Resident #1 on 10/268/13 with diagnoses which
Included Dementia with Lewy bodies, Delusional
Disorder, and Generalized Anxiety. Review of the
quarterly Minimum Data Set (MDS) assessmant,
dated 10/12/15, revealed the facility assessed
Residant #1's cognition as severely Impaired with
a Brief interview of Mental Status (BIMS) score of
four (4) which indicated the resident was not
interviewable.

Review of the facility's Investigation Report Form,
dated 11/12/15, revealed Resident #1

was witnessed by a staff member to strike
Resident #2 in the face on 11/11/15.

Interview with Certified Nurse Aide (CNA) #1, on
12/02/15 at 8:25 AM, ravealed on 14/11/15 she
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1. On December 3, 2015 the Nursing
F 323 | Continued From page 3 F 323 Supervisor revised Resident #1's Care 12723115

Plan to reflect new interventions due to
the resident's new behavior; and added
increased monitoring and supervision to
prevent future incidents. RN #1 was
counseled by the Director of Nursing on
December 3, 2015 to emphasize their
ponsibility to assess, monitor, and
implement effective interventions that
include increased supervision to ensure

e safety and protection of all residents.
. On December 3, 2015 through
December 23, 2015 the Director of
ursing, Unit Supervisors and Treatment
urse reviewed and assessed all residents
o determine those in need of additional
interventions of monitoring and
upervision to ensure the safety and
rotection of all residents with updates
ade to the Care Plans.

3. On December 21, 2015 thru December

upervisors provided education sessions
n the new Resident Assistance and
Supervision policy to emphasize the
importance of prompt assessment,
onitoring, and supervision to ensure the

LTC staff. Staff who did not attend the
education session during the time period
noted above will complete the education
prior to the beginning of their shift.

» 2015 the Director of Nursing and Unit

safety and protection of all residents to all
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F 323| Continued From paga 4 Faz3|4 Eﬁ'et':tive January 1, 2016 the Unit
witnessed Resident #1 "smack” Resident #2 Supenflsors will conduct 4 m{.mk '
across the face. Furiher interview revealed scenarios per month of potential resident
Resident #1 "smacked" Residant #2 back and safety situations. Random LTC staff
forth across the face before staff was able lo members will be selected and presented
‘,‘;i""",‘;’,;lﬁ‘,‘,‘“‘ Slﬂl:ga 'Eevﬂeﬂ:g was with potential resident safety situations to
en ar soom esidan was . T
p ess their ability to perform prompt
assessed for injury without any noted”. ass T v
assessment, monitoring, and supervision
Review of the Comprehensive Cara Plan, dated procedures to ensure the safety and
07111114, revealed the care plan did not address protection of all residents according to the
Resident #1's new behavior of striking out at Resident Assistance and Supervisor
other residents and thers was no interventions policy. The results of the mock scenarios
added fo increase IeHoring Srid Sperviaion ko will be submitted to the Director of
try to prevent further ep of Resident #1 Nursing each month for a period of four
striking other residants. Further review of the & ¢ pe
fachity’s Investigation Report Form, dated consecutive months to ensure .
11112/15, revealad Resident #1 struck another Performance Improvement. The Director
resident (Resident #3) in the face and anm the of Nursing will submit the results to the
following day (11/12/15). Performance Improvement Committee
Interview with Licansed Practical Nurse (LPN) #1, cach month. The Performance
on 12/02/15 at 8:50 AM, revealed she witnessed Improvement Committee consist of the
Residents #1 "siap” Resident #3 across the face, Performance Improvement Coordinator,
Further interview revealed Resident #1 and #3 Medical Director, Vice President,
were sitting across from nursing desk when Administrator, Director of Nursing, Unit
Resident #3 initialed a conversation with Resident Supervisors, Clinical Risk Manager,
#1. She said Resident #1 told Resident #3 to “get : . . ard
Rehab Director, Director of Engineering
away" and slapped Resident #3 across the left : ..
side of the face and left arm. LPN #1 stated, "I and Housekeeping, Clinical Educator,
can't remember the exact date, but it was around Dietician, MDS Coordinator, Sacial
the time he/she “smacked” Resident #2". Worker, Wound Care Nurse, and
Specialty Services Manager.
Interview with the Direcior of Nursing (DON), on 5. Completion date for the deficiency
12/03/15 at 12:05 PM, revesled she expected 1212372015
Resident #1's aggressive behaviors to increase
due lo the progression of his /her disaase
process. She stated staff should have put
interventions in place to monitor for the resident's
aggression with other residents,
FORM CMS-2587{02-9%) Pravicus Versions Otrsolets Evend ID: SWFX11 Facliy ID: 100008 i conlinuation shost Page 5 of 8
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interview with the Administrator, on 12/03/15 at
8:45 AM, revealed Resident #1 Is not assessed
as having a behavior problem with aggression.
She stated Resldent #1 was diagnosed with
Urinary Tract Infection when physically assaultive
toward other residents; howsver, she did expect
staff to provide monitoring for the resident's
aggressiva behaviors,
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