


DEPARTMENT OF HEALTH AND HUMAN SERVICES
_CENMTERS FOR MEDICARE & MEBICAID SERVICES

PRINTED: 0214/2012
FORM APPROVED
OMB NO. 0838-0391

STATEMENT OF DERCIERCIES
AND PLAH QF CORRECTION

(X1) PROVIDERSUPPLIERICLIA
IDENTIFICATION NUMBER

062 MULTIPLE CONSTRUGTION

(*3) DATE SURVEY
COMPLETED

A BUILDING
A WANG
185120 01/31/2012
NAKME OF PROVIDER OR SUPFUER STHEEY ADORESS, CFFY, 8TATE, 2P SODE
3740 OLO HARTFORD RD
KINDRED TRANSITIOHAL CARE AHD REHABILITATION - HiL
OWENSBORO, KY 42303
(1) 30 SUMMARY STATERENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FLLL PREFIX {EACH CORRECTIVE ACYION SHOULD BF COMPLETICN
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TAR CROSS-REFERENCED TO Tk APPROPTIMATE (aTe
DEFICIENCY)
: Since resident #1 sometimes refuses
F 282 | Continued From page 1 F 282} tg turn and reposition on a schedule,
plan of care. we will offer to turn resident but
1. Arecord review revealed Resident #1 was rffspect a deC{Slon not to tur n,at that
admitted to the facility on 09/10H0 with dingnoses time. Fdueation was done with
to include History of Cerebral Vascutar Accident, resident #1 by the Director of
Depression, Hypertension and Coronary Artery Nursing on 2/1/12 which detailed
Disease. A review of the annual Minimum Data tential nepative outcomes due to
Set (MDS), dated 12/14/11, reveated the resident potential negative oulco
had a Brief Interview of Mental Status (BIMS) not changing positions often.
score of "15." The resident was assessed to be e . . .
cognitively intact and required extensive 1. How Forr‘_“'.tw(‘ aciien ﬂ.’!ﬂ be
assistance of one or two staff with his/her accomplished for those residents
activities of daily living. having potential to be affected:
A review of the comprehensive care plan, ha‘?h re‘?‘ldcm in the bm!dmg had
“Routine Care Needs," dated 69/2010, revealed their nails assesscd, cleaned and
to "shampoo, shower/bath two imes a week, tommed as needed on 2/2/12 b)’ the
Fingemails and toenails were to be cleaned and Director ofNurwing Assistant
checked.” . ' CooE
Director of Nursing and Unit
A review of the nursing assistant Nlow sheets, Managers.
dated Movember 2011, December 2011, and
January 2012, reveated "shampaouo, shower/bathe The Staff Dcvelopment Coordinalor
two times a week. Fingernails and toenalls were i1l educate all nursing staif on
to be cleaned and checked. Further review Wi . cducdle ¢ l?
revealed the resident was to be provided a bed Policy 65020 on AM Care by
bath daily. 2117172,
Observations of Resident #1, on 01/30/12 al . T :
12.18 PM, 215 PM, 415 PM, and 5:45 PM, and In addition Certified Nursing
on 01/31/42 at 7:25 AM, 9.30 AM, 12:45 PM, 1:14 Assistants attending care plans will
PM and 3:25 PM, revealed ihe resident was lying be sharing specific information on
an hisfher back in the bad. Additionally, an nail care and any refusals of care in
observation of the residen! during a head to toe .
. ICe t d
! skin assessment, on 0434112 al 1245 PM, order to keep care [,)]ans updated an
' revealed hefshe to have long teenaifs on his/her specific to resident’s needs. This
fect. will be effective 2/6/12. Unit
; Manager’s and Minimum Dala Sect
i g
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F 282 | Continued From page 2 F 282 ( ) P

An interview with Resident #1, on 01/3412 at .
12:45 PM, revealed the staff did not come and
turn him/her very often dunng the day. Resident
#1 stated it hur for him/her to lay on hisfher sida.
Additionally, the resident stated hefshe received
bed baths only by choice.

An intervicw with State Registered Nurse Aide
{SRNA) #1, on 01/31/12 at 9:25 AM, revealed she
provided care for the resident. She stated during
the moming when bed baths or showers were
given, they were supposad to clean and thm
fingemaits, as well as toenails. SRNA#1
ravealed they did not always get loenails
trimmed; however, they made the charge nurse

; aware. Additionaliy, she stated, at the end of the

| day, when they signed the resident’s care plan,

¢ this indicaled they had complated the care for the
| day according o the care ptans.

An interview with Licensed Practical Nurse (LPM)
#1, on 01431112 at 9:44 AM, revealed the staff
provided all activities of daily living for the
resident. The resident was care planned for
luming every two hours, and helshe refused on
occasions. The SRNAs were supposed to let her
know whern the residents refused care so it could
be documented on the flow sheets, Additionaily,
lhe resident was provided a bed balh twice a
vieek and the SKRNAs were supposed to check
fingemails and foenails at that time. f the
fesidents’ nails needed care, lhen they wete
supposed ta im the nails, unless the resident
was diabetic. The nurses tnm the diabetic
fesidents’ nails. At lhe end of the day, she
thecked the residents to ensure the care was
completed, and signed the flow sheels which
indicated the SRNAs completed the care

for ensuring aide attendance at these
meetings.

An audit will be performed of each
Resident’s Plan of Care to insure
resident’s plan is communicated
through the Assignment sheets for
all staff to review. This will be
accomplished by 2/24/12. Unit
Managers, Director of Nursing, and

~ the Assistant Director of Nuzsing

- will be responsible.

All residents with the Brief
Interview for Mental Status (BIMS)
of 13 or greater that require
assislance with bed mobility will be
interviewed to determine their
preference for a turn schedule. Care
plans will be changed to reflect their
preferences. Director of Nursing,
Assistant Director of Nursing, and -
Unit Managers will be responsible to
ensure care plans arc updated as
appropriate. This will be done by
2/24/12.
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F 282 Continued From page 3 F282 111, What measurcs will be put in
according to his/her plan. place/systemic changes made to
An inferview with SRNA #2, on 01/31/12 at 10:06 ensure correetion:
AM, revealed she provided care for Resident #1
on 01/30/12. She stated the resident always took Effactive 2/6/12 aides will attend the

a bed bath and hel/she washed his/her own face,

; . care plan conference for the
and the staff completed the remainder of the

resident's bath, She stated the resident refused resudcn%s thcy C?Ie E.‘Or' The}f will
to let the staff tritn hisfher toenails, but hefshe did be sharing specific information on
have the podiatrist trim his/her toenails. Resident nail care and any refusals of care in

#1 was tg be tumed every two.h:')urs as well, but order to keEp care plaus updﬂted and
he/she did nof want to be off hisfher back. SRNA

. . 5 .
#2 revealed she reporied fo the nurse whenever Sp(;CLﬂC t? resident’s needs. . Unit
the resident refused to tum. She stated when Manager’s and MDS Coordinators

she signed the care plan at the end of the day, it are responsible for ensuring aide

Endicattf.‘d she clcompleted the resident's care attendance af these meetings.
according to his/her plan.

An interviow with SRNA #4, on 01/31/12 at 3:.20 All refusals of care will be
PM, revealed the resident did not tumfreposition discussed by the Inter Disciplinary

himselfherself, although the resident did Team and care pianned accordingly.
maneuver himselfherself whike in the bed. Staff '

put a pillow under the resident and they "did well* UmF Maﬂaghers, ]_)Lref:tor o? Nur:‘smg,
to turn him/Mer two times during each shift. If the Assistant Director of Nursing will bﬁ
resident refused care, then she made the charge rcsponsihle.

nurse aware.

2. Arecord review revealed Resident #5 was E[ITCCIIVC- 2/6/12, any daily ICﬁ!S:llfS
admitied to the facility on 10/06/08 with diagnoses will be discussed at Standup meeting
to include Dementia other than Alzheimer's, and changes made to the care plzu@ as
Chronic Fatigue Syndrome and Seborthea. A needed. Inter Disciplinary Team is

review of the quaredy MDS, dated 01123112, Tl . .
revealed the resident was severely cognitively responsible for changing the care

itpaired and rarely/never made decisions. plan accordingly. The Director ol
Further review revealed Resident #5 was totally Nursing is responsible for ensuring
delpeqdj?.nt on one of two staff for activities of [ the system change is incorpuraled
daily living. L. . .
into daily practice.
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F 262 | Gontinued From page 4 S~ IV, E.Iow ‘tlw facility plans to
) _ . monifor Hs performance to make
A review of the comprehensive care plan, . .
"Routine Care Needs," dated 01/05/11, revealed sure that solutions are sustaincd.
"bed bath only. Fingemails and toenails were to
be cleaned and checked " The Director of Nursing, Assistant
A review of tha nursing assistant flow sheets, Director Ome SIng dn,d each Unit
dated November 2011, December 2011 and Manger will be responsible to
January 2012, revealed a bed bath only two conduct random audits on 10
times a week. Fingernails and toenails were to ba residents a week (o ensure
cleaned and checked, Furlher review revealed . .
Resident #5 received a bed bath daily in mterventions have been
November 2011 and December 2011. The slaff implemented as indicated.
initialed the flow sheet which indicated they
comipleted the resident's care according to the Audits will be reviewed weekly by
care plan. the Duector of Nursing and the
Observation of Resident #5 during a head to toe results of the audits will be
skin assessment, on 01/31/12 at 7:50 AM, discussed at the monthly PI
revealed he/she had long toenails on hisiher feal NIeeli_ngS for the next three months
3. Arecord review revealed Resident #5 was to ensure compliance.
admitted to the facility on 04/01/05, and
re-admitted on 02/08/41, with diagnoses to
include Seizure Disorder, Cerebral Palsy and
Hypertension. A review of the annual MDS, dated
1/18/11, revealed the resident was severaly
cognitively impaired, and was totally dependent
on one or lwo staff for aclivities of daily living.
A review of the comprehensive care plan,
"Routine Care Needs," dated 02/18/11, revealed
to "shampoo, shower/bed balh two times a week
with partial bed baths all other days. Fingernails
and feenails werse o be cleaned and checked "
Observation of Resident #6, on 01/31/12 ai 3:00
PM, revealed hefshe was lying in bed, awake,
alerl, and had fong toenails on both feat
FOIM CMS-2567(02.99) Previows Veisions Obsolete Event 1D 1EAZ1{t Facsiity i) 100090 {f continuation sheet Page Sof 12
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4, A record review revealed Resident #7 was
admitled to the facility on 08/04/08, and
re-admitted on 07/10/09, with diagnoses lo
include Ghronig Obstructive Pulmonary Disease
{COPD), Hypertension, Anxiety and Chronic
Urinary Retention.

A review of the comprehensive care plan,"Rouling
Care Neads," dated 05/25/11, revealed o
"shampoo, showerfbed bath two times a weak.
Fingernails and foanails were fo be cleaned and
checked "

Observation af Resident #7, on 04/31/12 at 2:55
PM, revealed the resident was lying in bed on
his/her back with both of his/her legs off the bed,
Furher observation revealed lhe resident had
long toenails on both feet.

5. Arecord review revealed Resident #8 was
admitted to the facility on 04/15/06, and
re~-admitted on 08/25/06, with diagnoses to
include Chronic Respiratory Failure, Gongestive
Hearl Failure and Depression.

A review of the comprehensive care plan,
"Routine Gare Needs," dated 05/18/11, revealed
to "shampoo, shower/bed bath two times a week
with bed baths ail other days. Fingemails and
toenails were 1o be cleaned and checked ™

Observation of Resident #8, on 01/31/12 a1 3:19
PM, revealed the resident had fong tocnails.

An interview with Registered Nurse (RN} #2, on
11/31/12 at 12:45 PM, revealed nail care was a
part of the residents' daily care. The SRNAs

FOHM CMS-2357(02-99) Previols Versions Obsolete Event ID: 1EA21{ Faciity 10: 100090 If continuation sheet Page 6 of 12
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F 282 | Continued From page &

inmmed the residents’ nails whenever lhe
residents were bathed or showered. The SRNAs
could not tim the nails of diabetic residents, the
nurse had to tnm those residents' nails.

An interview with RN #3, on 01/31/12 at 7.50 AM,
revealed the SRNAs and nurses frimmed the
residents’ naits. She stated the residents' nails
were usually timmed on shower days and as
needed, whenever the nurse completed the skin
assessments.

An interview with the Director of Nursing {(DON),
on 01/31/12 at 4:.05 PM, revealed the staff ware
expected lo provide care according to the care
plan.

An interview with the Administrator, on 01/31/12
at 4:35 PM, revealed she was responsible to
ensure the facility operated on a daily basis. She
stated the resident {#1) was not discussed in the
daily meetings refated to refusal of showers, but
refusing fo turn. She expected the staff to follow
the residents’ care plans accordingly.

F 312 | 483.25(a}(3) ADL CARE PROVIDED FOR

55=f | DEPENDENT RESIDENTS

Aresident wha is unabla to carry out adlivities of
daily living receives the necessaiy services to
maintain good nutrition, grooming, and personal
and oral hygiene.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, fecord review
and review of the facility's poticy/procedure, it was

F 282

F 312

F312

1. How corrective action will be
accomplished for those affected:

Restdents #1, 3, 6 7 & 8’s tocnails
were cut on 1/31/12. All care plans
were reviewed and changes made as
appropriate on 2/1/12, Changes on
care plans were discussed with

resident who were alert and
oriented.

2/24/12

F OR K CMS-2567(02-93) Previous Versions Obsalate Event 10 1EA2EE
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determined the facility failed to ensure residents
who were unable to carry cut activities of daily
fiving (ADLs) received the necessary service to
maintain good nutrition, grooming, and personal
and oral hygiene for five residents (#1, #5, #15, #7
and #8}, in the selected sample of eight residents,
Observations, on 01/31/12, revealed the
residents had long loenails, and the residents
were carg planned to have fingernails and
{oenails cleaned and checked two times a week
during showers/baths.

The fndings include:

A review of the facility’s policy/procedure, "A.M.
Care," dated 04/28/09, revealed "AM. care is
provided to refresh the resident, provide
cleaniiness, comfort and neatness lo prepare the
resident for breakfast, fo assess the resident's
condition and needs and to promole psychosocial
well being. After breakfast provide naif care, if
applicabte and appropriate.”

1. Arecord review revealed Resident #1 was
admitled to the facility on 09/10/10 with diagnoses
{o include Histary of Cerebral Vascular Accident,
Depression, Hyperlension and Coronary Artery
Disease. Areview of the annual Minimum Data
Set {MDS5), dated 12/14/11, revealed the resident
had a Orief Interview of Mental Status {BIMS)
score of "15." The resident was assessed fo be
cagnilively inlact and required extensive
assistance of ooe or two staff with his/her
activiies of daily living.

A review of the comprehensive care plan,
"Routine Care Needs,” dated 09/20{10, revealed
to "shampoo, shower/bath two imes a week.

F312) Y1, Iow corrective aetion will he:

X4y 1D SUMMARY STATEMENT OF OEFIGIENCIES n PROVIOER'S PLAN OF CORREC 10N 5
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX \EACH CORRECTIVE AGTION SHOULD BE COVPLETION
1A REGULATORY OR LSG IDENTIFYING INFORMATION} TAG CROSS-REFERENCEN TO THE APPROPRIATE LarE
DEFIGIENCY)
F 312 Continued From page 7

accomplished for those residents
having potential to be affected:

The Staff Development Coordinator
will educate all nursing staff on
Policy 65020 on AM Care by
2/17112.

Each resident in the building had
their nails assessed, cleaned and
trimmed as necded on 2/2/12 by the
Director of Nursing, Assistant
Director of Nursing and Unit
Managers,

In addition Certified Nursing
Assistants attending care plans will
be sharing specific information on
nail care and any refusals of care in,
order to keep care plans updated and
specific to resident’s needs, This
will be effective 2/6/12. Unit
Managers and MDS Coordinators
arc responsible for ensuring aide
attendance at these mectings.

FOAM CMS-256T(02-99) Previous Verslons Otstedele
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Fingernaiis and toenails wera to be cleaned and
checked."

Areview of the nursing assistant flow sheets,
dated November 2041, December 2041, and
Jantrary 2012, revealed "shampoo, showerbathe
two times a week. Fingernails and toenails were
to be cleaned and checked. Fusther review
revealed the resident was to be provided a bed
bath daily

An observation of the resident during a head to
toe skin assessment, on 01/34/12 at 12:45 PM,
revealed hefshe to have long toenails on histher
feet.

An interview with State Registered Nurse Aide
{SRNA)#1, on 01/31/12 at 9:25 AM, revealed nail
care was a part of lhe daily care of the resident
and on shower days. She stated the resident was
not able to trim hisfher nails and relied on the
staff for assistance. She stated the resident did
not always want hisiher nails trimmed.

Aninlerview with SRNA #2, on 01/31/12 at 10:06
AM, revealed the resident was dependent on the
staff for his/her ADLs. Resident #1 refused to
allow the staff to trim his/her foenails. Hefshe
had the podiatrist to trim his/her naits when he
came to the facility Nail care was provided with
shawers two times a week and if nails needed to
be tnmmed, then they trimmed them at the time. 5

An interview with Registered Nurse (RN) #2, on
01/31/12 at 12:45 PM, revealed nail care was a
part of the residents' daily care. The SRNAs
trimmed the rasidents’ nails whenever the
residents were balhed or showered The SRNAs

X410 SUMMARY STATEMENT OF DERCIENGIES . ] PROVIDER'S FLAN OF COHRECTION (%
PREFIX {EACH DEFICIENCY MUST BE PRECEDED DY FULLL PREFIX {CACH CORRECTIVE AGTION SHOULL BE COMPLEHON
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DEFICIENCY)
F 312 | Cantinued From page 8 F 312 An audit will be performed of each

Resident’s Plan of Care on cach unit
to insure resident’s plan is
communicated through the
Assignment sheets for all statT to
review. This will be accomplished
by 2/24/12. UM’s , DNS, ADNS
will be responsible.

All residents with BIMS of 13 or
greater that require assistance with
bed mobility will be interviewed to
determine their preference for a tumn
schedule. Care plans will be
changed to reflect their preferences.
DNS, ADNS, UM’s will be
responsible {0 ensure care plans are
updated as appropriate. This will be
done by 2/24/12.

[H. What measures will be put in
place/systemic changes made to
ensure correction:

Lffective 2/6/12 aides will attend the
care plan conference for the

residents they care for. All refusals
of care will be discussed by the IDT
and care planned accordingly. UM’s,
DNS, ADNS will be responsible, r

FORM CM5-2567(02.99) Previous Versions Gbsciete Ewent ID:1EA2T]
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could not trit the nails of diabetic residents, the will be discussed at Sta.ndup meetin
nurse had to tim those residenis’ nails. ) ) g
i and changes made to the care plan as
2 Arecord review revealed Resident #5 was peeded. ID'] team is responsible for
adimitted to the facility on 10/06/08 with diagnoses changmg the care plan accordingly.
to include Dementia other than Alzheimer's, DNS is responsib]e for ensuring the
Chronic Fatigue Syndrome and Sehorrhea, A ’ e he . . 3 d E '
review of the quarterly MDS, dated 01/23712, system Change is Incorporated mto
revealed the resident was severely cognitively daily practice.
impaired and rarefy/never made decisions.
Fuilher review revealed Resident #5 was totally V. H aq:
o . How the [acility plans t
dependent on one of two staff for activities of . . . typ 0
daily fiving. monifor its performance to make
| sure that solutions are sustained.
| A review of the comprehensive eare plan,
i *Routine Care Needs,” daled 01/05/11, revealed Th - .
i et 2 e DNS, ADNS i eac
| "bed bath only. Fingemails and toenails ware to ’ NS, anc F‘i‘ ch Unil
be cleaned and checked.” Manger will be responsible to
conduct random audits on 10
ﬁr‘e\ge: of th;: ﬂuzrgi;g ;ssistagl ﬂog; ;heetds. residents a week to cnsure
ated Movember , December an e R}
January 2012, reveated 2 bed bath only two mlcr\ entions haye E?E{‘n
times a week, Fingemnails and toenails were to be implemented as indicated.
cleaned and checked. Further review revealted .
Resident #5 received a bed bath daily in Audits will be reviewed weekly by
November 2011 and December 2011. the DNS and the results of the audits
Observation of Resident #5 during a head to toe will be discussed at the monthly PI
skin assessment, on 01/31/12 at 7:50 AM, ‘Meetings for the nexi three months
revealed he/she had jong toenails on hisher feet. to ensure compliance
An interview with RN #3, on 01/31/112 at 7:50 AM,
revealed the SRNAs and nurses trimmed the
residents’ naits, She stated tha residents’ nails
were usually trimmed on shower days and as
needed, whenever the nurse completed the skin
assessments. She sfated the resident's nails
should be inmmed.
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3. Acrecord review revealed Resident #6 was
admitted to the facifity on 04/01/05, and
re-admitted on 02/08/11, with diagnoses to
include Seizure Disorder, Cerebral Palsy and
Hypetension, A review of the annual MDS, dated
1171811, reveated the resident was severely
cognitively impaired, and was totatly dependent
on one or two staff for activities of daily living.

A review of the comprehensive care plan,
"Routine Care Needs,"” dated 02/48/11, revealed
to "shampeo, shower/bed balh two times a week
with partial bed baths all other days. Fingernails
and toenails were to be cleaned and checked.”

Observation of Resident #6, on 01/31/12 at 3.00
PM, revealed hefshe was lying in bed, awake,
alert, and had long foénails on both feet

4 A record review revealed Resident #7 was
admitted to the facility on 08/04/08, and
re-admidted on 07/10/09, wilh diagnoses to
include Chronic Obstructive Pulinonary Disease
{COPD), Hypertension, Anxiety and Chsonic
Urinary Relention.

Areview of the comprehensive care plan,"Routine
Care Needs,” dated 05/25/11, revealed to
"shampoo, shower/bed bath two times a week
Fingemails and toenails were 1o be cleaned and
checked ”

Observation of Resident #7, on 01/31/42 at 2:55
PM, revealed the resident was lying in bed on

' hisfer back with both of his/her legs off the bed.
' Further observalion revealed the resident had

i tong toenails on both feet.

i
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5. Arecord review revealed Resident #8 was

| admitted to the facility on 04/15/06, and

| re-admitted on 08/29/06, with diagnoses to

| include Chronic Respiratory Failure, Congeslive
Heart Failure and Depression.

Aeview of the comprehensive care plan,
"Routine Care Neads," dated 05/18/11, revealed
to "shampon, shower/bed bath fwo times a week
with bed baths ali other days. Fingernails and
toenails were to be cleaned and checked.”

Observation of Residant #8,0n 01/31/12 at 3:19
PM, revealed the resldent had long toenails

An inferview with the DON, on 04/31/12 at 1:15
PM, revesled the SRNAs take care of the
rasidents' nais, unless they are diabetic. if the
resklent was diabelic or had thick teenails, then
the nurse addressed the issue. The nails were a
pait of toutine care of the resident by lhe SRNAs
and they should be looking at theny and trimming
them when neetled. The nurses monitored the
nails weekly when they completed the skin
assessments and they shoult also address them

An interview with the Administrator, on G1/3112
at 4:35 PM, revealed she expected the staff to
follow the facility's policy/procedures related to
the care of the resident.
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