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F 000, INITIAL COMMENTS | FO00;

An Abbreviated Survey investigating
KYGOGEB&B KYQDO21856, and KY00021704 ¢ X
'was initiated on 05/09/14 and concluded on i '
1 05/16/14. KYDOO21656 was unsubstantiated wt?& i : . _
1 no deficiencies cited. KYD0021648 and t T
 KYB00Z1704 were substantiated with de.lsfew‘ses e :
cited. Deficiencies were cited with the nighes! l : 418 15( } DIGNITY AND i
i Scope and Severity of an "E”", : i RESPECT OF :
F 2411 483.15(a) DIGNITY AND RESPECT OF g F 241, '
5520 + INDIVIDUALITY ¥ | INDIVIDUAUITY ;
! ] ; .
i The facifity mus! promole care for resldents in a : * The facility will promote |
; manner and in an environment that maintains or | ! care for residents in a |
enhaﬁces each resident's dignity and respect in ’
' full recognition of his or her individuality,
i
i
i This REQUIREMENT s ot met as evidenced
by
! Based on interview, recerd review and review of
Hhe facility's policy, it was determined the facility
i faited to promote care for residents in a manner )
; and art envirarment that maintained or enhanced ! ; immediately provided !
ach resident's dignity, for three (3} of nine 9y Lo inent care b !
5ampled residents {Residents #3, #5, and #9), ; m{:{.}nt& ‘ ] Y .
' Residents #3 and #5 experienced Incontinent : I assigned Certified Nursing ;
lepisades whife waiting for staff to respond fo their ‘ ' Assistant (CNA) on ;
L calt fights. Additionally Resident #9 was found by ' i . . :
i family lying in bad with his/her perineal grea i ‘ 05/13/14 and resident #9s f
| Exposed. i . perineal area was covered.

; manner and an

| environment that i
' maintains or enhances ;
f each resident’s dignity, ]
E

Resident #3 and #5 were

E i * i
The findings Include: ! . The CNA and Nursing staff

| ]
i Review of the facliiity's policy tiled, "Residents' ! i was in-serviced by the i
, Rights”, undated, revealed each resident shalt be | i Staff Development Coord.

_treated with consideration, respect, ang full } k ‘ ) :
1I recagnition of his dignity and individuality, i ' [SDC), Pirector of Nursing .E

UTE {X8] DATE

LABCRATORY DIRECTORS OR PROVICER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Any deficlency statsment ending with &n ssterisk {*} denoies 3 deficlency which the institution may be gxcused from comecting providing it is detarmined that
other saleguards provide suflicient protection 16 the patients, (See Instructions. } Exfept for nursing homes, the findings stated above are disclosante 90 days
foliowing the date of survey whether or not a plan of caraction is provided. For nursing homes, the ahove fiadings and plans of torection are disciosatla 14
days lollowing the date these documents are made avaiatie to the facl ty. Itdeficiencies are ciled, an approved plan of comection is requisite to continued

srogram participation.
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F 241 Continued From page 1 ; Fo4q! i
'ineluding privacy In treatment and in care for his f {DON) or designee i
| personal needs. ! i beginning on 6/06/2014 ;
| Revigw of the facility's "Call Light Systam” policy, ; ' regarding dignity,
¢ dated 12/2010, revealed that staff was to answer | ' resident’s rights, tray/meal |
. call ights as quickly as possible, ' : ) . .
i ) ¢ service delivery, and .
. 1. Record Review revealed the faciity admitted | ' answering the call light ‘
; Resident #3, on 06/08/12, with diagnoses which | " timel ;
. Included Mulliple ScfemSts Muscle Weakness, | i imely. ;
"Lack of Coordination, and General : : ;
7 Ostecarthrosm _ © Al residents have the
} N .
i i
' Review of Resldent #3's Quarterly Minimum Data i , Potential ta be EmFacted i
' Set (MDS) Assessment, daled G4/13/14 revealed ; i1 by the alleged deficient :
* the Brief Interview for Mental Status (BIMS) score | i ract] P |
twas fifteen (15}, which indicated no cognitive ' j practice. Beglnnmglan |
- impairment. Furthes review of the MDS revealed 1 6/6/14 100% of residents ;
s the facitity assessed Resident #3 as always being ; ! with BIMS score of 8 or ;
j conlinent of bowel and o require extensive assist ! . ) i . i
i of ane (1) staff person for transfers and tolleting. | higher will be interviewed ;
; 1 by Administrator [Admin i
'Review of Resident #3's Comprehensive Care ) Di . ( ) .
Plan, dated 06/08/12 revealed the resident was to | Director of Nursing (DON), 5
have the call light in reach and staf were to i ¢ Unit Manager (UM), Staff
" respond prompt] ! \ ;
, fespond prompity. ! ~ Development Coordinator :
“Interview with Resident #3, on 05/13/14 at 225 : {SDC}, Business Office
1 PM, revealed there had been "a few times® that : .
- hefshe rang the call bell and staff took too long. | ' Manager {BOM), Medical :
: Resident #3 stated hefshe was unable to wail and, Records {MR), Admissicns ¢
; could not hold &, and therefore "had an accident | . , AMD
, on myself” (bowel movement). Resident #3 : . Marketing Directer ( 2 s
further stated, "t made me feel utterly ! Chaptain, Sacial Services ‘
embarrassed and humiliated, and | felt ke | ! . . i
" wanled to hide under a rock and it made me Director (S5D)/Quality of :
_angry™. : Life Director (QolLD),
1 N ..
" Interview with Certified Nursing Assistant (CNA) | ' Minimum Data Set :
Everi I3 462811 Facdity 10 100381 if continuation sheet Page 2 of 21
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.’ . ' ' ordinator .
F 241 ! Continued From page 2 ; F 241 : Coordinator (M DS), &/or |
. #10, on 05/15/14 &t 2:52 PM, revealed call lights | i Weekend Nurse \
, were nof getting answered in 2 fimely manner. : ¢ Supervisor {WNS). Family f
. She stated by the time she got one {1} answered ! memb Hb i
 there were two (2) more to answer and the ; ; emaers will be z
,nurses did net help, She stated there was not | ' interviewed by SSD/CoLh '
; enough staff on the fioor to get the call lights i C o of residents with BIMS ‘

, answered timely. She further stated there were
; imes when the residents had been incontinent

. because she couid not answer the call lightin a
: ime'y manner, ;

! ;
s Interview with CNA#9, on 05/14/14 at 4:56 PR,
i reveaied wilh the amount of staff, it was

s Impossible to answer the call lights timely. 8he
* stated there are residents that have ncontinent
! episodes because staff can not get to them in
'time. She further stated if she was feeding a

" resident and a cal tight went off, she said the light !
"just didn't get answered until she was finished

tfeeding.
[

|
¢
i

' Resident #5 on 10/13/11, with diagnoses which
“included Hypertension, Stroke, Muscle
'Weaknass, Depressive Disorder, and

' Myperlipldemia. ‘
y !

|

I

i 2. Record review revealed the facifity admitied l
:

I

' Review of Resident #5's Annual {MDS)

" Assessment, dated 04/17/14, revealed 2 BIMS
" score of thirfeen (13), which indicated no .
' cognitive impairment. Further review of the MDS ;
P revealed the facility assessed Resident #5 to be i
"requently incontinent for hoth howel and bladder, '
I

" Interview with Resident #5, on 5/15/14 af 2:12 _
" PM, revealed hefshe has had *accidents” before
~ and used the bathroom on him/herself due to
' waiting too long for assistance from staff.

| Centinued interview revealed the Resicent stated )

! scorelessthan 8 on
t  “Resident Care &
Services”,

+ 10% of residents will be :
monitored by the Admin,
DON, UM, WNS, COM, i
BOM,MR, AMD, Chaplain,
55D/QolD, 5DC &/or MDS
beginning on 6/06/2014
during random room
rounds, daily for ane ,
week, and then weekly for ;
four weeks, then monthly :
" for 3 months to ensure call- i
i lights were being :
P answeredina timely :
manner, resident dignity is
maintained and residents
are covered or clothes are
positioned properly to
prevent exposure.

i
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i H M
i i
. Faar! : Continued From page 3 | Fza1;  The DON/Administrator :
staff said the resident didn't ring their call light | : will review all audits to -
=oon enough, The resident responded by stating | f ensure compliance. Any |
“what's it matter, you wouldn’t get here in time ; ' . . f
‘anyway". Additional inferview revealed Resident | i negative outcomes will be ;
1 #5 stated having incontinent episades made : : {
' him/her feet bad and embarrassed. . i addressed im mediately
i . ) ! , n : :
; Interview with CNA #2, on 05/14/14 at 2:00 PM, 1 '+ andcorrective action ;
 revealed call lights were not answered timely ‘ f- taken by ‘
'because if a call light went off and she was with ' DON/Admini :
" another resident, thero was no one else o ; ' / ) ministrator. The !
' answer the light. ; ; Administrator will re port ’
! ; findings to :
| Interview with CNA #5, on 05714114 at 11:15 AM, | i Bs to QA team :
| revealed residents were sometimes incontinent | i manthly for review and i
; @fter they had put on their call light becausa there | i recommendations,
, justwas notenough staff on the floor to meet i | i
 everyone 's care needs, She staled if shewas . Date of C lati
, assisting another resldent, sometimes residents | ‘ ompletion: June ;
F were Incontinent waiting on her ta answer the call i ? 8, 2014 ;
i fight, ‘ :
i i b !
i 3. Record review revealed the facility admitted ! z
| Resident #9 on 08/01/11, with diagnoses which . f
inc uded Coronary ﬁsrtery Diszase, Hypertension, i i
Fur inary Tract Infection, Diabetes Mallitus, : , !
' Non-Alzheimer's Dementia, Anxiety and [ ! !
i Depression. : ;
! : ! ;
; Review of Resident #9's Annuat (MDS) : )
, Assessment, dated 04/22/14, revealed a BIMS ! !
scnre of four {4) which indicated a severe f i E
coqmt,ve fmpairmend. Further review of the MDS : i :
' revealed Resident #8 required extensive assist ; 1
i with bed maobility requiring assistance of two staf. ; i
i i ) i
[ Interview with Resident #9's daughter, on : ;
; 05/15/14 mat 2:21 PM, revealed Resident #3 was ! : ;
.lying In bed uncovered with his/her perineat ares i ,
Evert 10:402811 Faciey 11 150381 if continuation sheel Page 4ot 24
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TAG
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CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY}

! t
F 241 | Continued From page 4 i
tuncavered and genitals exposed when the i
tresident’s wife and daughter entered histher i
troom. Resident #9's daughter presented a :
: photograph of exposure of Resident #9's genital
i area. Fyrther interview revealed on May 14, 2014
y at 3:00 PM, Resident #0 had not received his i
y luneh tray. Resident #9's daughter jocated the
 ray in the hall with a note attached that resident
had "refused” lunch, Daughter revealed tray had
, not been delivered as she had been in the '
i 'resident’s room from 11:30 AM untt! the time of
fndzng the tray in the hall. Daughter reveaied she !
a;}proached & Certified Nursing Assistant (CNA)
as 1o why the tray had not been delivered, but the !
i CNA was unable to give a reason as she was the
i evening CNA and stated the day CNA had aiready\
! feft the facility. ]

i
Imemew with the Director of Nursing (DON), on
| 05714114 Bt 6:35 PM, revealed it was not dignified |
i residents were incontinent while waiting on sta¥f |
'to answer their call Eaghts She stated she would
' love” Io have more “help” (staff}in order to get |
I the lights answered more timely. f
F 3121 483.25(a}{3) ADL CARE PROVIDED FOR
sS=£ 1 DEPENDENT RESIDENTS

i
i Aresident who is unable lo carry oul activities of

dally Hving recelves the necessary services fo
. maintain good hutrition, grooming, and personal

"and oral hygiene.
[
i
t This REQUIREMENT is not met as evidenced

1 by |
i Based an pbservation, interview, record review, ;

i review of the facility's poticy and review of the

Fatz!

i

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

The facility will ensure that {
the residents receive tha
necessary services to assist
with the maintaining pood
personal hygiene,

Resident #1, #3, #4, #5, Q
and #9 were offered and ‘

FORM CMS-2567(02-82) Previous Versions Gosolate Event ID: 48281

Faciay f3: 100181

it continvation sheet Page 5 of 21
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(X2 MULTIPLE CONSTRUCTION

(XY DATE SURVEY

! facility's bathing repon, it was determined the
i tacility failed to ensure residents received the
| necessary services to assist with maintaining
t good personal hygiene for five (5) of nine (8)

i #8}. Record review and interview revesled the
i faciity falled 1o ensure Resident #1, £3, 84, #5
~and #9 recelved showers as scheduled.

! The findings include:

i

: Review of the facility policy, fitled "Residents

1 Righls" undated, revealed, residents have the
s Fight to be given assistance when needed in

| maintaining body hyglene and good grooming.

i . N
. Review of the facitity's policy tiled, *Rath

. sampled residents. {Residents #1, #3, #4, #5 and .

STATEMENT OF DEFICENCIES
ANG PLAN OF CORRECTION IDENTIF lCﬁTfEQN NUMBER: A BUILDING COMPLETED
C
185141 B WiNG Q571612014
NAME OF PROVIDER QR SUPPLIER STREETADDRESS. CITY, STATE, ZiP CODE
152 POCAHONTAS TRAIL
SIGNATURE HEALTHCARE OF GEQRGETOWN
GEORGETOWN, KY 40324
X910 | SUMMARY STATEMENT OF DEFICIENCIES i o PROVICER'S PLAN OF CORRECTION o
PREEIX | (EACH DEFICIENCY MUST 8E PRECEDED BY FULE | PREFIX {EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG & REGULATORY O (SC IIENTIEYING INF ORMAT EON) . TAG ! CROSS-REFERENCED T4 THE APPROPRIATE pate
i i DEFKZIENCY)
i 7
| .
F 3121 Continued From page 5 F 312, given showers by assigned !

i
i

i

" Policies”, dated December 2010, revealed stafl i
"'was to provide residents® baths as indicated by
! the resident's praference or bath schedule if the |
' resident was unable to communicate preference. |
H

1 Interview with the Unlt Manager, on 05/14/14 at

| 3:50 PM, revealed residents were scheduled to

, receive two (2) 1o three (3) showers a week
depending on their room number and their

: schedule,

' 4. Review of the clinical record revealed the

| faciity admitted Resident #1 on 01/17/14, with

| diagnoses which Included Spinat Sterosis,

1 Diabetes, Hypertension, Hypothyroidism, and

i Dementia. Review of the Quarterly Minimum

; Data Set (MDS) dated 04/28/14 revealed the
 facility assessed Resident #1 to have a Brief

, Interview for Mental Status (BIMS) szore of nine
' {9) out of fifieen (15), which indicated the resident |
" was moderately impaired in cognition, Further
"review of the MDS reveaied the faciity assessed !

CNA staffon 5/14/2014
per their requests. t

All residents have the f
potential to be Impacted
by the alleged deficient
practice. 100% of residents
with BMts of 8 or higher
will be interviewed by
facility staff (Admin, DON,
SDC, UM, MDS, MR, ;
Chaplain, BOM, 553/QolLD, :
WNS beginning 6/06/2014

to determine their g
preferences for shower ‘
times, Family members
will be interviewed by the ;
Chaplain or S50 beginning i
on 6/06/2014 on all
residents with BMIs of lass
than 8 to determine their :
shower preferences. The ;
DON/Murse Management

(DON, SDC, Weekend

Nurse Supervisor, and ]
Charge Nurse) will ensure

FORM CM$-2567{02-98) Pravicus Versions Obsolete
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If cortinuation sheet Page 6 of 21
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i ( " ashower schedule s i
F 312, Continved From page 6 F 312 i

Res;dem #1 to require supervision of one {1)
} person physical assist with dressing, personal
hyglene and toileting.

" Review of the facility's Bathing Report dated
102/13/14 through 05/12/14 revealed, no

i {2} loWree (3) showers a week, as the the unit
i nanager had indicated were to have been

i scheﬁaieé.

Pstaff and too much to get done it kad been at
| least a month ago since she was able fo give a
i shower. She stated there was too much o do
1 and not encugh staff.

| dlagnases which included Hyponatremia,
i Chronic Obsiructive Pulmonary Diseasa,

s dated, 02/28/14 revealed no BIMS score;

i however, review of the list of interviewable
§' residents, provided by the MDS coordinalor on
| 05/13/14 revealed, Resident #4 ta be

vpemona hygiene, bathing and tolleting.

' ; Review of the facility Bathing Renont datad
04/231’14 through 05/14/14 revealed no

{2} to three (3} showers a week as the Unit
i Manager had incicated were to have been
i scheduled,

| cfocgmenled evidence the resident received two

“Interview with Certified Nursing Assistant (CNA)
'#9, on 05/14/14 at 4:44 PM, revealed due lo short |

[
; 2. Review of Resident #4 dlinical record revealed |
 the facility admitied the resident on 068/20/12, with

'Hypckalemaa Diabetes, Coronary Artery Oisease, |

Hinterviewable with a BIMS scare of & twelve (12).
! Further review of the MDS revealed, Resident #4 |
t required exlensive assistance of two (2) staff w;t‘a

documeﬂied evidence the resident received twe

!

| Neuragenic Bladder. Review of tha Annual MDS !

: provided by direct care )
‘ staff and that showers are
' given based on the

schedule,

: The Direct Care Staff J
' (Charge Nurses, CNAS’ & &
SRNAs"} was in-serviced by
i DON, SDC, UM &/or WNS ;
beginning on 6/06/2014 i
regarding ADL care as it

relates to providing

showers to residents and i
bed finen being changed ;

and being free from urine

i and BM. The Charge Nurse
will audit the shower
schedule and

: documentation per shift to

: ensure showers are

E provided per the shower

_’ schedule and/or resident

. request. The Administrator

; and HR will begin

' recruiting on 6/06/2014 ?

; for CNAS’ to be full-time ‘

shower aides. The Admin,
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F 3 2{ Continued From page 7 E F 3!2; DON, SDC, WSN, MR,
) f
i . .
tinterview with CNA #2 on 05/14/14 at 2:00 PM ‘- BOM, Chaplain, HR &/or ;
y revea'ed, "Showers are not given 2s scheduled, | ;. AMOD will audit random !
 Some of the showers require the assist of two {2} ' ; . ‘
. stalf and there is no extra staff available”, i m%f of the residents’ beds
; ! . beginning 6/6/14 daily x 1
 Interview with CNA#T on 05/14/14 at 2:20 PM . wk, then 3 x wkly x 4 wk
: revealed, there is not enough help to get the work | . ' ¥ WS,
" and tasks done. He revealed he had been ‘ | then wkly x 3 months to
'assigned seventeen residents (17) and nine (9) | . ensure the bed linen is
“were mechanical its, which require two {2} ) . P .
"'people to assist The residents were not ’ ! freecfurine and BM. r
I showered and tasks were not compleled due to , :
i1ack of siaff, ! i The DON, UM, &/or WNS :
] ! ! I . i
} Interview with CNA #10 on 05/15/14 at 2:52 PM | + beginning 6/8/14 will do 5
i revealed, she could not get tasks done during her : ' random 10% resident !
j shift, becausa there was to much to do, tow many » : . |
i residents to care for and not enauch staff, ! auFJ:t of the shower sheets i
i CNA#1Q revealed, residents did not get their ; ! daily for 6 days, then wkly
! scheduled showers. X 5' for 4 weeks, then monthly {
i ! ;
i 3. Record review revealed the facility admitted . i for 3months to ensure ;
; Resident #3 on 06/08/1 2, with diagnoses which ! ' showers are being ;
s included Mulliple Sclercsis, Muscia Weakness, ! ; . i
* Lack of Coordination, and General i 1 provided per the shower ;
; gsfaoar}thgsif. Regew osf r??;;g%n; f?s f i schedule. The Admin, f
! Guarterly Minimum Data Se ssessment, 1 ;
‘! dated 04/13/14, revealed & BIMS score of fiffeen . ,  DON, SDC, WS, MR, ;
F(18), which indicated no cogritive impairment. f BOM, Chaplain, HR &/or i
+ Continued review of Section G of the MDS, i ; . o )
i related fo funclional status, revealed Resident #3 | AMD will do random 10% ;
i required the assistance of iwe (2} persons for © audit of resident room’s _
i bathing. " bedlinen weekly for 4
| Review of Resldent #3's Bathing Report, and the | weeks, then monthly for 3
Certified Nursing Assistant (CNA) Skin Care Alert | * months. Any negati
: Sheets for the dates of 03/12/14 through ; ? - ANy negative ‘i
0571314, revealed muitiple times the resident did . ! 4
Event il 4832811 Facitiy1D: 100281 H gantinualion shest Page Bof21
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F312) Continued From page 8
I nof receive two (2) to three (3) showers a week

| scheduled. Continued review of Resident #3's

: Bathing Report and the CNA Skin Care Alert bath

1 sheets revealed one (1) documentad shower for

| Ihe week of 3/19/14 through 3/26/14, and one {1}

; documented shower for the time period of

, 326/14 through 4/8/14. Further review of the
resident’s Bathing Report revealed three (3) *half*

| baths were documented during this time,

! revealed the residen! was scheduled to receive

| baths on Wednesdays and Fridays. Further

i interview revealed the resident stated that he/she
| probably recelved their shower half the time on

{ Fridays and then usually had to wait untit the

i following Wednesday to get another shower.

| Additional Interview revealed staff would stals

; they were going lo give the resident a shower but
" then they Just never showad up.

Pinterview with CNA #1, on 05/13/14 at 4:45 PM,

i revealed there was not enough time and enough

| staff to shower all the residents per the two (2)ic

i three (3) showers per week schedule. He stateg

; there was only one (1) shower room and if H was
in use we have ta pul the shower off until the next

i schedulad day.

' 4, Record review revealed the facility admitted

| Resident #5 on 10/13/11, with diagnoses which
“induded Hypertension, Stroke, Muscla

i Weakness, Depressive Disarder, and

t Hypedipidemia. Review of Rasldent #5's Annual
1 MDS Assessment, dated 04/17/14, revealed the

, cognifive impairment. Continued review of
. Section G of the MDS, refated to functiona!

* as the Unit Manager indicated were lo have been |

' Interview with Resident #3 on 5/13/14 at 2.25 PM :

¢ BIMS score was thirteen (13), which indicated ro )

findings will be regorted to
the DON/Administrator

and corrected :
; immediately.

;
|
; I The Administrator will :
i‘ ' report al} findings to the d
| QA team for review and :
recornmendations to

ensure compliance.

Date of Completion: '
6/8/14 ;'

¥

1
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F 312 ' Contirued From page 9
: status, revealed Resident #5 was totally E
. dependent upon staff for bathing, .

: Review of Resident #5's Bathing Report, and the
- Certified Nursing Assistant (CNA) Skin Care Alert
| Sheets for the dales of 03/13/14 through

' 05/08/14, revealed there were multiple times
"when the resident did not receive two (2) to fhree
' (3) showers a week as the Unit Manager

" indicaled were to have been scheduled.

' Continued review revealed the following: one

¢ documented shower for the dales of 3/00/14

“ through 3/15/14; one (1) documented shower for
tthe dates of 3/16/14 through 3/22/14; one {1}

t dozumented shower for the dates of 3/30/14

1 through 4451 4; one {1) documanted shower for

+ the dates of 4/20/14 through 4/26/14; one (1)

i documented shower for the dates of 4/27/14

j through 5/3/14; and one (1) documented shower
j Tor the dates of 5/4/14 through 5/10/14. Eurther ,
i review of the resident ' s Bathing Repart reveated !
j numerous " half * baths during this period of time. |

1
I
i
§
i

t

Interview with Resident #5, on 5/15/14 at 2:12
PM, revealed he/she used 10 get his/her showers !
all of the lime when they had one aide designated
as the shower aide, but then they put her enthe |
floor because they needed help. Res/dant #5 |
[ further stated since the aide was removed as the |
! shower aide, his/her showers were sometimes i
i given and sometimes not. :
i i
i 5. Reviow of Resident #6's clinical record ;
| revealed the facility admitted the resident on '
. 08/01/11, with dizgnoses which included .
. Coronaty Artery Disease, Hypertersion, Urinary

; Tract Infection, Diabetas Melitus, ;
, Non-Alzhelmer's Dementia, Anxiety and :
| Depression, Review of Resident #9's Annuat i

FORM CMS.2667(02-85) Previous Versions Obsclets Evant D 4E2R11
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F 312 ’ Continued From page 10
"MDS, dated 04/221 4, revealed the resident's
I BIMS score was 4, which indicaled severe

; addressing functional status revealed Resident
#9 reguired exlensive assistance of two (2)
? persons for bathing,

; CNA's Skin Care Alert Sheets for the dates of

lindicated by the shower schedule. Continued
t review of the Bathing Report revealed between
: 0310114 and 05/14/14, Resicdent #9 received

) Bathing Report revealed ten (10} half baths
I during the same time periocd,

f Interview with Resident #5's daughter revealed

; and was not changed untd 05/13/14, The

: #9 had not been getting two (2) showers per

; week as scheduled.

! Intarview with Director of Nursing {DON) on

1 05/16/14 at 12:00 PM revealed, staffing is not

1 sufficlent to meet the residents’ needs. She
stated the CNA's may pot always have time to
follow the shower schedule but if someane

£t
i

i cognitive impairment. Further review of the MDS

i Review of Resident #9's Bathing Report and the

e:ght {8) baths within & period of eighty-six days.
' The CNA's Skin Care Alert Sheets for the same
! time period revealed Resident #0 received only
Psix (B} baths. Further review of the Resident #9's ;

: ' resident's daughter also revealed the resident's
finen gn hisfher bed at that time was soifed with
| urine and feces. She stated she knew Resident

"brought it to her attertion, she would take care of

i

!: 03/03/14 through 06/14/14, revealed Resident #9
did not receive a shower two (2) times weeokly as

t

Fthe resident had been wearing the same gown for,
1 five {5) consecutive days beginning on 05/08/14

F 3121 i

¥
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1D '
PREFIX
Tal

F 312, Continued From page 11
trterview with the Administrator, an 05/16/14 at
: 1:30 PM, revesated they identified overworked ]
i staff over a month ago and they were irying to ‘
, correct the problem. She further revealed she |
, was aware the aides did not want to do showers 1
"themselves, for their assigned residents, hecauss
" the factity used to utilize a shower aide to do
' showers and they changed the process for the
i assigned aldes to give the shawers for thair
i assigned residents. She further stated she felt
i hke staff was sufficient but they needed to work
| smarter, not harder,

F 353 483.30{a) SUFFICIENT Z4-HR NURSING

§8=&, PER CARE PLANS

i

STAFF

"The facility must have sufficient nursing staffto
l provide nursing and related services to altain or ;
| maintair the highest practicable physical, mental, .
{ and psychosocial weil-being of each resident, as
! delermined by resident assessments and |
| individuat plans of care. ;

f

numbers of each of the foilowing types of
" personnel on a 24-hour basls to provide faursing
Feare 1o all residents in accordance with resident
i care plans;

i i
i Except when waived under paragraph {c)ofthis
; seclion, licensed nurses and other nursing '

" personnel,
i

E{ The facility must provide services by sufficlent

F Except when waived under paragraph {crof this
I'section, the facility must designate 2 ficensed
fhurse to serve as a charge nurse en each four of
s duty.

3

F 312,
i
j

483.30 {a) SUFFICIENT 24-
HOUR NURSING STAFF PER
CARE PLANS |

F 353

; The facility will ensure :

i sufficient nursing staff 1o '

: provide nursing and

f related services to attain
or maintain the highest
practicable physical, .
mental, and psychosocial ;:

well-being of each
resident,

Resident #1, #3, 84, 85, 89

were offered and given

showers by their assigned
CNA per their requests.

i Residents #5 and #3 were

FORM CALS-2567(02-83) Previous Versions Obsolela Event I3 452811
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F 353; Centinued From page 12

|

' This REQUIREMENT s not met as evidenced

i by

i Based on observation, Interview, record review

1 and review of the facility's policy, it was

; determined the facility failed {o ensure sufficient

, ursing staff to provide nursing and related
services {o aftain or maintalin the highest
practicable physical, mental and psychosocial

' sampled residents (Residents #5, #3, #4, #1 and

P HE).

{

: Review of shower records for Residents #5,

; #3#4, #1 and #9 revealed the residents did not
receive showers two {2) to three (3) times: every

. week as per the Unit Manager's interview,

! Additionally, Resident #5 and Resident #3

' reported having to wait long periods of time for

Fthelr cali lights to be answered and experienced

| incontinent episndes a8 a result of this,

: The findings include:

'Review of the faclfity's paticy titled, “Residents

' Rights” undaled, revesled residents had a right to
| receive assistance when needed o help them

i maintain good grooming and body hygiene.
Review of the facility's policy titled, *Call Light

' System” dated December 2010, revealed each
"resident was 1o have a functional cali light within
Uhis/her reach and if the call fight did not work the
I maintenance department was 1o be notified

1 "immediately”. Further review of the policy
 revealed il call fights were to be answared as

, quickly as possible,

i

! well-being of each resident for five {5) of nina (9) X

b

STATEMENT OF DEFICIENCIES
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i
i e 353: previded incontinent care

by their assigned CNA
after incontinent episode.

‘ The Administrator, DON,

f UM, WNS will review
staffing pattern daily to
ensure staffing is sufficiant
and distributed
appropriately based upon
census & resident acuity to
: meet the cara needs of the
' residents.

All residents’ have the
putential to be impacted
by the alleged deficient
practice, The nursing staff
was in-serviced beginning |
on 06/06/2014 by the !
DON, SDC, UM, &for WNS :
: of staffing patterns & .
, reporting staffing concerns :
{ to Administrator/DON
i immediately.

The Administrator, DON,
UM, WNS, &/or HR ,
Director will continue to '

I

!

}
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f
F 353 | Continued From page 13 :
Rewew of the facility's poticy titled, "Bath t
" Poficies”, dated December 2010, revealed staff
was (o provide residents' baths according to the
' bath schedute # the resident was unable to
; communicate preference or resident’s preference 1
; if hefshe could communicate his/her preference.
Interview with the Unit Manager, on 05/14/14 a1
1 3:50 PM, revealed residents were schedulad to
receive hwo {2) to three (3) showers a week
depending on their room number and their
! schedule. i

; 1. Review of Resident #5°s clinicai record
revea ted diagnoses which included Siroke, i
" Muscle Weakness and Depressive Disorder.

! Review of tha Annual MDS Assessmen?, dated

1 4117134, revesled the facility assessed Resident
#5 to have a BIMS score of thirteen (13) which
indicated no cognitive impairment and as being
| frequently incontinent for both bowel and bladder, I

i

i
lntemew or §M15/14 at 212 PM, with Resigent

ﬁS revea!ed he/she had previously had
f*secidents” from wa alting too long for staff to assist?
{himfher. Residen! #5 stated staff had told tha

. resident hefshe did not ring hisfher call tight
; . quickly enough, Resident #5 stated hefshe had

" responded to this by teliing the staf, "what's it
i matter, you wouldn't gel hore in ma anyway.”

i Resident #5 reporled he/she "felt bad and i
; embarrassed” when he/she had "accidents™,

Aecerding lo Resident #5, 1t coufd fake thirly (30}

" or more minutes for stalf to respond ta cali fights
land he/she siated, "it's terribla around here brying -
i to get a call light answered™, Residem #5 alsg

; slated it was not "always the aides fault™ as the

- CNAg did not nave enough help and nurses

t would not hele them for some reason, i

the staffing pattern and
schedule to ensure
appropriate distribution of
staff based upon census
and resident acuity to
meet the care needs of the
residents. The HR director
will advertise and post atl
staffing needs
immediately, The HR
director will contacy the
corporate recruiter on or
before 6/06/2014 ta
obtain assistance in
recruiting any open
pasitions. The HR diractor
will provide an update of
staffing needs and hires to
the Administrator daily.
The Admin, DON, SDC,
UM, BOM, SSD, Chaplain,
MR, &/or AMD will audit
10% of residents daily for 7
days, then weekly for 4
weeks, then monthly for 3
months to ensure care and
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F 353, Continued From page 14 . F353)  servicesare being !
[ X . . ;
! ' rovided. The Admin,
! Review of the facilily's Bathing Report, and the i P . :
' CNA Skin Care Alert Sheels for Resident #5 from i QolD & DON will meet ;
 the dates of 03/13{14 through 050814, revealed ' monthly with the resident ;
. o documented evidence the resident received I ta di d i
, the two (2) o three (3) scheduled showers every . tounaltadiscuss care an »
, week during that time period as indicated by the ! . services to determine any ;
, Unil Manager, Conlinued review revealed: from ' . |
I I .
 03109/14 through 3/15/14 ony one (1) : concerns regarding care :
» documented shower; from 03/16/14 through ; and services. The DON will :
1 03722014 only one (1) documented shower: from | ! : ; ;
03/30/14 through 04/05/14 ony one {1) i + reportfindings to Nursing !

' documented shower; from 04/20/14 through : staff and address
!

$4/26(14 only one (1) documented shower, from immediately. The DON will
' 427114 through 05/03/14 only one (1) : ! eal V

‘ documented shower, and from 05/04/14 through | report staffing concerns

: 05/10/14 only one (1) documented shower, ! i and needs to HR director

1 Continued interview, on 5/15/14 at 2:12 PM, with | for recruiting purposes.

; Resident #3 revealod at one (1] time when the :
i faciiity had a designated as the "shower aide”, y
: hefshe used to get afl scheduled showers !t of '
i the time. Resident #5 slated howaver, the facility -
i had put the "shower aide” fo work "on the fioor® i
* because they “needed help®, Resident #5 i
i

f

report findings to the QA
team monthly for review
and recormmendations to
i ensure compliance.

‘ reported since there was no longer a designated
' "shower aide” hisfher showers were "sometimes
" given and sometimes not™,

£

[}
}
!
|
!
;
!
H
!

The Administrator will |
i
f
i
1

, . N ) ) Date of Completion: i

, 4. Record Review revealed the facility admitted : j !

; Resident #3, on 06/08/12, with ciagnoses which 6/8/14

; Included Multiple Sclerosls, Genaral . !

: Osteoarthrosis, Muscle Weakness and Lack of

; Coordination, Review of Resident #3's Quarterly | ; !

; Minimumn Data Set (MDS) Assessment, dated ;

i 04113414, revested the facilily assessed the

i resident o have a Brief Interview for Mentat

+ Status (BIMS) score of fifteen (15) indicating

' he/she had no cognitive impairment, Further

]
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F 353 Continued From page 15

i staft person for transfers and toifeting, and as
; always being confinent of bowe!, Review of

; 06/08A1 2 reveaied he/she was to have the call

I %3 revealed "a few times* hefshe had rang the
Fcall light and it ook staff foo lang to come and

1 #3 indicated he/she could not always "hold "
: while walting for staff to come. According to
, Resident #3, when hefshe had an "accident”, it

"and helshe "felt” ike helshe “wanted 10 hide
bunder 3 rock”, Resident #3 reported it made
! himiher "angry*, Continued imtarview ravealed

i call light {o be answered before. Resident #3
i stated "sometimes” there was just one "aide”

i' (%} person to do. Resident #3 indicated there
: was nof encugh staff to do everything.

, had to feed residents, and this left onty ene (1)

' the evening meal.

i

! interview with CNA 49 on 05/14/14 at £:55 PM

: episodes because she could not get Lo them In

treview of the MDS revezled the facility assessed
+ Resident #3 {o require extensive assist of one (1) '
, Resident #3's Comprehensive Care Plan, dated
; light in reach and staff should respond promptly.

*Interview, on C5/13/14 at 2:25 PM, with Resident

! he/she had an "acoident” while waiting. Resident
 "utterly embarrassed and humbtiated® the resident T

1 Resident #3 had wailted almost two {2} hours for a |

, working per hall and it was just too much for en

Vinterview, on 05/13/14 at 5:05 PM, with CNA #4
i revealed she had a resident have an incontinert :
1 episode before because shie could not respond to
i the call light in tima while performing other duties. | :
. CNA #4 indicated there were only three (3) CNAs |
; on the flocr during second shift of which two (2) of1

. CNA on the flaor to cover residents’ needs during | 5

revealed she had residents who had Incontinent

{
F 353
}

t 1

*

;
{
!
f

H

£

1

§
]
t
i
j

t
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F 353: Continued From page 16 ;

Interview with CNA K7 on 05/14/14 at 220 PM |
| fevealad due lo the shortage of staff calitights
. were not answered timaly,

! Review of Resident #3's Bathing Report, and the
' CNA Skin Care Alert Sheets for the dates of :
' 031214 through C5/13/14, revealed no ;
" documented evidence the residant received two
1{2) to threa {3} shawers a week, as the Unit ‘
Manager indicated were to have been scheduled. |

i

i interview, on 5/13/14 at 2:25 PM, with Resident

1 #3 revesled he/she was scheduled ta receive

| baths on Wednesdays and Fridays, Resident #3

i stated halshe probably received his/her shower

( about half the Ume on Fridays, and then usually

i had to wait untit the following Wedriesday to get
ancther shower. Resident #3 reported staff told

| him/her they were going to give the resident
histher shower; however, then just never shewed

'uptogive it.

interview, on 05/13/14 at 4:45 PM, with CNA #1

" revealed there was nol enough staff or ime to

" give all residents two (2) to three {3) showers as
t per the weekly schedufe. He stated the faciity |
¢ had only the one (1] shower room, and If it was in |
ruse the CNAs had to put residents' showers off
s untif {he next day it was scheduled for,

!

1 3. Review of Resident #4 clinical record rovoaled |
s diagnoses which included Diabetes, Chronic

. Obstruclive Puimonary Disease and Neurcgenic
y Bladder, Raview of the Annual MDS dated

. 02/28114, revezled no documented BIMS score.
, Further review of the MDS revealed the facility

; assessed Resident #4 ta require extensive
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F 353, Continued From page 17 :
i assistance of two {2} staff with toileting, bathing :
i

T
o
<h

-2

; and personal hygiene, Review of the fist of ;
" inferviewable residents, provided by the faeility on !

" 05/13/14, revealed Resident #4 was ? _ ,

"interviewable and had 2 BIMS score of 3 twelve ! !

{12), 5 _

' ! i

| Review of the facility's Bathing Report dated f

. 04723114 through D58/14/14 for Resident #4 ; ‘

_ revealed ne documented evidence the resident : ‘

"received two (2) to three {3) showers per week as : ' '

' the Unit Manager had indicaled residents were ta ' ‘ *

: have been scheduled for. : !

!
; Interview, on 05/14/14 at 5:20 PM, with Resident |

_#4 revealed the resident's granddaughter had
‘complained to the DON before about him/her not |
"having recelved a shower singe roturning to the !

i

i

!

: |
Hacility on 04/02/14, | !
| ! i
]

}

i

i

i Interview, on 05/14/14 at 2:00 PM, with CNA #2
j revealed residents’ showers were not givenas |
scheduled. CNA #2 stated some residents’ :
showers required two {2) staff and there was no
Frextra staff available”,

t Interview, on 05/14/14 at 2:20 PM, with CNA #7
: Feveated he had been assigned seventeen i
 residents (17) befors of which nine (9) had been - | :
; mechanical lift for fransfers, which required fwo i i
. {2} people to do. CNA#T indicated there was not ;

enough help to get all the work and tasks ;
| completed. CNA #7 reported residents were not
i showered as scheduied and tasks were not
i completed dus to lack of staff,

; Interview, on DS/15/14 at 2:52 PM with CNA #10 \ i
revealed residents did not get thelr schedu'ed 1 ;

' showers. CNA#10 stated she was unable to ' '

Event I 482811 Facikty 10: 100281 'f confinuation shee! Page 18 of 21
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F 3531 Continued From page 18 F 3531

" complete att ber tasks during her shift because
1 1o care for and there was not enough stalf,

1 4. Review of Resident #1's clinical record
. fevedled the facilily admitted the resident on
01/17/14, with diagnoses which Ineluded Spinal

* Quarterly Minimal Data Set (MDS) dated

1 04725/14, for Resident #1 revealed the facility

. assessed the resident to have a Brief Interviow
 for Mental Status (BIMS} of nine (9} indicating
~moderale cognitive Impairment. Continued

i with dressing, persenal hygiene and toileting,

i
i Review of the Comprehensive Care Plar datad

“assist of one (1) person with bathing and

I dressing,

]

| Review of the facility's Bathing Report dated
| 9217714 through 05/12/14 for Resident #1
 Tevesled no documented evidence two [2) 1o
"three (3) showers a week, as the the Unil

* Manager had Indicated were to have been

I scheduled were provided for the resident.

;

' She indicated there was not encugh stafs.

I
1 5. Review of Resident #9's clinlcal record

, Infection, Diabetes Mellitus, Non-Alzheimer's
; Dementia, Anxiely and Depression. Review of

! there was too much fo do and oo many residents

! Stenosis, Diabeles and Dementia. Review of the

' review of the MDS revealed Resident #1 raquired
! supervision of one (1) person and physical assist

0271814, revealed Resicent #1 required physical

| Interview, on 08/14/14 &t 4:44 PM, with CNA 39,
i revealed it had been at least a month age since
. she was able to give a residents’ shower as there ;
. was too much to get dore and being short staf,

i

H

i revealed diagnoses which included Urinary Tract ‘
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F 353 Continved From page 19
Res ident #3's Annual MDS, dated 04/22/14,

travealed the facility assessed Resident #0 1o

, bathing and fofleling.

{2} showers as scheduled and as the Unit
Manager indicated were (0 be provided,

i from 03/10/14 thru 03/17/14 only one (1}

show&r from 4/19/14 thru 4721114 no

! thru 04/29/14 rno documented eviderco of a
i shower; from 04730714 thru 05/06/14 no
: documented evidence of & shower: and from
05:‘07’14 thri 05/14/14 for na documented

" evidence of a shower,
\

gwe them all.

{ Practical Nurse (LPN) #2 revealed residents

depeﬂdmg on their schedule.

| require extensive assistance of two (2) staff for

' Review of the faci ity's Bathing Report and CNA
' 8kin Care Alert Sheets for Resident #9 from the
! dates of 03/03/14 through 05/14/14, revealed no
t documented evidence the resident received two
’ Conlinued review of the Bathing Report revealad:

!

;

'

t documented shower; from 03/27/14 thru 04/07/14 | ;
i

t

" documented evidence of a shower: from 04/22/14

i Further interview with CNA #4 on 05/13/14 at 5. 05 i

; PM, revealed residents could not receive their :
, showers because there was not enough "help® to ;

i lmervaew, on05/14/14 at 3,50 PM, with Licensed |
shaufd have two {2) to three {3) showers a week

* Interview with the Unit Marager on 05/16/14 at
F11:07 AM revealed she would “ove” ta have more i

i

i F 353
3

i
H

revea led the facilty assessed the resident to have; i
"a BIMS score of four {4}, which indicated severs
" cognitive impairment, Further review of the MDS,

k

; only one {1) documented shower; from 04/08/14
zhru €4/18/14 bul no documented evidence of a

I
! ;
1 ;
i

i
! [
é

+
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, hands were tied.

‘revealed she wou'd "love” to have more hein.

vice pass, showers, turring and reposiion and
i answering cali lights were not being done. Per

. DON she revesled she did not feel the staffing
was sufficient to mee! residents' needs. She
stated the CNAs might not atways have time to

*follow the shower schedule: but, if somecne

L

{ Interview, on 05/16/14 at 1:30 PM, with the
. averworked" staff over a menth aga and they
, were trying to correct the problem. She stated
! she was aware the CNAs did nof want o do
'used to use a "shower aide” to give resident

i showers. She staled however the faciiity

, She further slated she felt like staffing was

' not harder”,
|

; staff, howsver, it was a “corporate thing" and her

interview with the DON on 05/14/14 5t 6:35 PM,

' The DON stated because of the shortage of staff
y addilional interview on 05/16/14 at 12:09 PM with
hrought it to her attention she would take care of

y Administrator revealed the facility had identifed

" showers for their assigned residents as the faciiity

| changed the process and now the assigned CNA
, was to give showers for their assigned residents,

i

i

i

t

" sufficient; but the CNAs needed to "work smarter, |
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