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F 000 INITIAL COMMENTS F 000
An abbreviated survey (KY #20231) was
conducted on 06/11/13 through 08/13/13 to
determine the facility's compliance wilh Federal
| requirements. KY #20231 was substantiated with
a deficiency cited.
F 246 483.15(e)(1) REASONABLE ACCOMMODATION F 246F246 483.15(e)(1) REASONABLE
ss=p OF NEEDS/PREFERENGCES ACCOMODATION OF
NEEDS/PREFERENGES
A resident has the right to reside and receive
services in the facility with reasonable ' 1. The corrective action
accommadations of individual needs and i accomplished for resident #1
preferences, except when the health or safety of found to have been affected by
the individual or alher residents would be the deficient practice.
endangered, a. Resident #1 was removed
from bedpan immediately
when found.
b. A skin assessment was
completed by the licensed
nurse.
! 2. Identification of other residents
. ) having the potential to be
l gh,ls REQUIREMENT is not mel as evidenced affected by the same deficient
¥ : ; practice:
Based on interview and record review it was a. Itwas determined that all
determined the facility failed to accommodale the residents residing in the
| needs of one (1) resident (#1), in the selected facility could have been
| sample of three (3) residents, related to staff affected by the same
failing to remove the resident from the bedpan for ; deficient practice.
| approximately one and one-half hours. ' 3. Measures and systemic
Findings include: ‘ changes to ensure that the
Inelngs inehite: ! deficient practice will not recur:
| a. The facility's policy and
A review of the facilily's pelicy and procedure for procedurayforp“begpan or
"Bedpan or Urinal, Assisling the Resident to Use", urinal, assisting the
last revised 08/2010, revealed slaff should allow reside;nt lo use” was
the resident to be alone afler placing the resident
.on the bedpan but should monitor status, !
LABORATORY um OR'S OR PROVIDER/SUPPLIER HEPRESENTATNE‘S SIGNATURE TITLE (%6) DATE
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Any deficiency slatement endmg with an asterisk (*) denoles a deficiency which the inslilulion may be excused from comectling providing it Is determined that

other safeguards provida suffic.ant protection lo the patients (See instructions } Excepl fer nursing homes. the findings stated above are disclosable 80 days
following the dale of survey whether or not a plan of correction is provided For nursing homes. Ihe abave findings and plans of correction are disclosable 14

days following the data these documents are made available lo the facility If deficiencies are cited, an approved plan of correclion is requisite fo continued
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A record review revealed Resldent #1 was
admitted to the facility on 03/06/13 with a
diagnosis of Acute Vertebral Compression
Fracture at L3 for rehabilitation,

A review of the admission Minimum Data Set
{MDS) assessment, dated 03/12/13, revealed the
facility assessed Resident #1's cognition as
maoderately impaired and required extensive
assisiance of one staff for toileting.

A review of the Comprehensive Care Plan for self
care deficit, dated 03/18/13, ravealad an
intervention {o offer and assist with lolfeling every
two hours. A review of the Cenified Nurse Aide
{CNA) Care Record, dated 03/06/13, revealed for
one staff to assist with bedpan for elimination.

Interview with Resident #1's family member, an
06/11113 al 8:15 AM, revealed the facilily notified
her thal Resident #1 was left on the bedpan for
two hours. She sialed the nurse told her the CNA
placed the resident on the bedpan befare the end
of ihe shift and falled 1o notify the oncoming CNA
the resident was slill on the bedpan.

inlerview with CNA #1, on 06/11/13 at 3:50 PM,
revealed her and LPN #1 checked on Resident
#1 prior ta the end of their shift, on 03/24/13 at
approximalely 6;30 PM, and the resident was
having a problem having a bowel movement.
The resident asked to be left on the bedpan so
hefshe could Iry to have a bowel movement. The
CNA stated she leR the resident on the bedpan
but she did not report it lo the ohcoming CNA
because Residenl #1 was not her resident, she
had just answered the call lighl. The CNA

b. Thae facility has in-serviced
staff on updated policy and
procedure.

c. The facility has in-serviced
nursing staff regarding
hand off reporting
communication.

4. The facility plans to monitor is
performance o ensure that
solutions are sustained by
a. The Unit Coordinalor will

perform weekly audits to
ensure hand off reporting
communication is being
folfowad.

b. Audits will be submitted to
the Director of Nursing
weekly.

¢. The Unit Coordinator will
raport results of findings
and corrective aclions at
the quarterly Quality
Assurance Commitlee
Mestings,

d. Aclion plans will be
developed if indicated.

5. The facilily declares
compliance with F248
deficiency effective 7/05/2013  7/05/2013
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revealed she heard LPN #1 report to the
oncoming nurse (LPN #2) that Resident #1 was
on the bedpan.

Interview with Licensed Practical Nurse (LPN) #1,
on 06/11/13 at 3:30 PM, reveaied her and CNA

| #1 checked on Resident #1 prior to the end of
their shift, on 03/24/13 at approximately 6:45 PM,
and the residant wanted to be left on the bedpan
so he/she could iry to have a bowel movement,
The LPN slated she left the raom but reparted the
resident was on the bedpan to the oncoming
nurse,

Interview with LPN #2, on 06/11/13 at 3:20 PM,
revealed she was passing medicalions to
Resident #1 and his/her roommate, on 03/24/13
at approximalely 8:00 PM, when she noticed
Resident #1 had on a purple latex glove. The
LPN stated she asked the resldent what hefshe
was doing and {he resident staled he/she was
irying to use the restroom. The LPN revealed the
resident slated she was uncomforiable because
he/she had been on the bedpan for two hours. :
The LPN slated she removed the bedpan and
noted the rasidenl had a red ring around histher
bultocks and an indentation on the right butteck
from the rim of the bedpan.

Areview of a skin assessmenl, dated 03/24/13,
! revealed Resident #1 had erythema (rednass)

| and an indentalion from bedpan, Writlen in !
comment section of assessment was "been on
bedpan for two hours™. ;

An interview with the Director of Nursing. on
06/11/13 at 4:05 PM, revealad the staff should
have ensura Resident #1 was not left on the

j
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