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COMMENTS PO E241 483.15(a) DIGNITY AND RESPECT OF |
(a)
. INDIVIDUALTIY ;
An Abbrevinted Survey investigating Gomplaint 1. Incontinent care was provided for resident #1
#KY22813 was conductad on 02/23/15 through b}' CNA #3 on 1/1 5115. Thc Diremf OfNﬂrSiﬁg
S R DL T il cbserved on /15115 that resident # | had been
deficiancies cited at the highast scope and changed and was clean, dry and well groomed
severity of a "D", : B . A
F 241 | 483 15(a) DIGNITY AND RESPECT OF F2qp| Wilh the resident’s dignity maintained. .

58=D

INDIVIDUALITY

The facility must promote care: for residents in a
manner and in an environment that maintains or
enhances each resident's dignity and respect In
full recognition of his or her individuality.

This REQUIREMENT is not met as avidanced
by:

Based on absarvation, interview, recerd review,
and review of the facility Employee Handbook, it
was detarmined the facility failed to provide care

.| for one (1) of three (3) sarnpled residents

{Resident#1), in an environment that maintained
of enhanced the resident's dignity and respect.
Resident #1 was left sitting in & wheelchair wet for
a prolonged period of time,

The findings include:

Review of the facility Employee Handbaook,
undated, revezied a Commitmem to Residents to
include providing quality care and service to each
reaident and that residents deserve to be treatad
with dignity and respect, the same way we would
expect to be treated.

Record review ravaaled the facility admitted
Resident #1 on 07/01/12 with diagnoses which
included Cerebral Vascular Accident, Anxiety,

2. The Director of Nursing observed all current
residents on 1/15/15 and noted that all were
clean, dry, well groomed and their dignity was
being maintained and those that required
assistance with activities of daily living received
the assistance necessary, No concerns were ;
Ideatified, 2
3. Education was held on 1/15/15 bty the
‘Director of Nursing with the CNA #1 and CNA
#2 involved to address what to do if a residents
room/bed is being cleaned and not available to
‘e used for incontinent care to include use of the
shower room or empty room.. All Dirccet care
staff ivcluding licensed nurses and nursing
assistants will be re-educated by thc Director of
Nursing, Unit Manager, MDS Nurse or
Administrator on maintaining resident dignity
including maintaining a clean and groomed
appearance and assistance with necessary
activities of daily living this will be completed
by 3/25/15. All nursing steff will be re-educated
by the Director of Nursing, Unit Manager, or
Nursing Supervisor onl the use of the shower
room ot empty room if a resident needs care and
their room is not available, This education will
be completed by 3/25/15.

LABQRATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

fallowing the date of

Mﬂ‘h Aaol 1y

Ing with an asterisk (%) dancies a daficiency which the Inatitution may be excused from comreeting provkting it is determinad that
uMficlent pratection o the patients . (See Insiructions) Except for nursing homes, the findings atated above ara disclosabie 0 days
whether of net a plan of carrection ia provided. For nursing homes, the above findinga and plans of correction are disciosable 14

days foliowing tha dats these documents am mada svailabla to the faclilly. I deficlenclea aro eitod, an approved plan of comectian i requisite to conlinued
program participation,
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Depression, and Muitiple Sclerosis, Review of 4. The Director of Nursing, Unit Manager or
the quarterly Minimum Data Set (MDS) Weekend Nurse Supervisor will make
agsessment, dated 11711/14, revealed the facility ob tions of all residents’ appearance 5 x per

aseessed the resident as frequently incontinent

of bladder and requiring exiansive assistance week for 12 weeks to ensure residents are clean,

with cressing and toileing, In additon, the facily dry and groomed appropriately, that staff are

aasesaed the resident's cognition as moderately prOVl_dmg_ thc neccssary agsistance for activitics

impaired with a Brief Interview for Mental Status of daily living and that if a resident’s room is

(BIMS) score of "08" which indicated the resident unzvailable the staff e using an alternate

was interviewable, location. The results of these audits will be .
reviewed with the Quality Assurance Committes

Observation and interview with Resident#1, on monthly for at least three months. If at any time

02/23115 at 1:09 PM, revealed he/she had , concerns are identified the Quality Assurance

difficulty communicating and using the call light. Committee will convene to review and make
further recommendations as needed. The Quality

Interview, on 02/24/15 at 12:03 PM, with Resident Assurance Committee will consist of ata

#1's State Guardian revealed it was around 4:00 minimum the Director of Nursing, .

= 1 PM on 01714415, when she saw Residant #1 upin "| Administrator, Social Services Director, Activity

hisﬂ:r Wh“:C:I‘:'; r and thnedr esldﬁn;‘s ?fa:iy swesal: Director Maintenance Director with the Mcdical

pants were visibly wet, and smelled of urine. She :

stated CNA #1 and #2 informed her they could Director atiending at least quarterly.

not change the resident as the mattress pad 3/26/15

cover was in the laundry. The State Guardian
stated she made the Activities Director and Sacial
Service Diractor aware of the resident being wet
and she laft the facility at about 4:35 PM. "

Interviaw with Cartified Nursing Assistant {CNA)
#4, on 02/23/15 at 1:15 PM, ravealed she
assisted Resident #1 up in the wheelchair at
11:00 AM that moming. CNA #4 stated she
provided tha resident Incontinent cane and put on
a clean brief and clothes prior to getting Resident
#1 up,

Interview with CNA #2, on 02/23/15 at 215 PM,
revealad Resident #1 had told her he/she was
waliting to go back to bad but the ragident's
mattress pad cover was in the laundry. GNA #2
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stated ber and CNA #1 had told the Guardian
they would put the resident back to bed when the
matiress pad cover got dry, CNA #2 stated the
Guardian told them she was on her way up front
to tell someone Resident #1 was wet and neaded
changing. CNA#2 revealed at the time it was not
her end of the hall and she had to go to the dining
room. CNA#2 revealed she did nat know thay
could take the resident to the shoewer room to
change or to another empty room.

Interview with CNA #1, on 02/23/15 at 2:00 PM,
revealed when she came on shift at 2:00 PM,
Resident #1's mattress pad cover was in the
laundry and Resident #1 was up in hisfher
wheelchair, CNA #1 revealed she did not know
Resident #1 was wet and sha did not know when
Resident #1 was put back to bed. CNA#1 stated
she was just assisting on that hall until CNA #3
got back.

Interview with CNA #3, on 02/23/15 at 2,40 PM,
ravaaled he came on duty at 2:00 PM. He stated
when he want to Raesident #1's room, he asked
why the mattress cover was off and was told it
wag.in the laundry. He stated he told CNA #2 ha
had to go to Administrator's office, and left around
3:00 PM. He revealed the Administrator tofd him
his residents would be covered and CNA #1 was
sent over to cover while he was gone. Ha stated
Resident #1 was up in the wheelchair and was
dry when he left; hewever, when he retumed at
5:30 PM-6:00 PM, Resident #1 was still up in the
wheelchair and was soaking wet. CNA #3 stated
the mattress cover was back on the bed so he
placed a clean draw sheet on the bed and got
someanie to assist him in putting Resident #1 In
bed.

F 241
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Interview, on 02/25/15 at 9:.08 AM with Licansad
Practical Nurse (LPN) #3, revealed Resident #1
had told her he needed to be changed and
wantad to go back to bed. LPN #3 stated she had
1o go to the Administrator's office, and did not tell
anyane the resident wanted to be changed and
go back to bed. LPN #3 revealed she saw no one
to teil and "l did not go in the reoms laoking for
them”. Tha LPN stated she last saw Rasident #1
at 3:00 PM that day (01/14/15),

interview, on 02/23/15 at 2:55 PM with the Social
Services Director (SSD)}, revealed CNA #1 and
CNA#2 were not saware that if a mettress pad
cover was nat on the bed, they could use
altemative measures to change the resident. The
58D stated Resident #1's Guardian approached
her around 2:30 or 3:00 PM to tell her Resident
#1 was wet, The SSD revealed the Guardian
reported to her that CNA #1 and CNA #2 were
asked to change the resldent and the CNAs
rapliad they could not change the resident
because the matiress pad cover was in the
laundry.

Interview an 02/23/15 at 3:05 PM with the
Activities Director revealed Resldent #1's
Guardian told har around 4:00 PM that Resident
#1 was wet, and wanted her to find 2 CNA. The
Activities Director stated she asked CNA #1, and
she said it was not her resident: then asked CNA
#2 who said "okay, okay, | know" and then
informed her that she could not change the
resident and put him back ta bad because the
mattress pad cover was in the laundry. The
Activities Diractar revealed after talking to CNA
#2 she went to the dining room.

Interview, on 02/23/15 at 3:42 PM, with Direstor

F 241
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Continued From page 4

of Nursing (DON) revesled she knaw about the
incident with Resident #1 after it happened. The
DON stated she did immedlately provided
education about slternate means of changing
residents, The DON revealed she "spot
questionad” other staff members and they were
aware of the need to tall their charge nurse and
find another means of changing a resident. The
DON stated CNA #1 and #2 wers not aware of
belng able to change in anather way, and she did
not know why they did not know and others did,
The DON stated there was an empty bed in
Resldent #1's room that could have been used to
change the resident,

483.20(k}3)(1) SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

The services provided or ammanged by the faciiity
must be provided by qualified persens in
accardance with each resident's written plan of
care,

This REQUIREMENT is not mat as evidenced
by:

Based on interviaw, record review and review of
the facility's pelicy, it was determined the facility
failed to ensure staff provided care for one (1) of
three (3) sampled residents (Resident #1) In
acoordance with the written Plan of Care (PQC)
related to incontinent care,

The findings include;

Record review revealed the facility admitted
Residant #1 on 07/01/12 with diagnoses which
included, Anxiety State, Multiple Sclerosis,
Diabetes, After NOS, Hyperiension, Esophageal

F 241

F 282
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e g::ﬁ:u;r::: ::Iiegerebral Vascular e e L UL D G
Accident{CVA), Wound Disruption, Daprassion, QUALIFIED PERSONS PER CARE PLAN
:Ir:d Edema, Review of the Resident #1 Quarterly 1. The Director of Nursing on 2/26/15 reviewed
nimum Data Set (MDS} assegsment, dated . .
11711714, revealed Resident #1 was assessed as resident# I's care plans and obser.ved resident #
baing always incontinent of bowel and frequently 1 and their environment to determine if all care
incontinent of bladder, requiring exiensive planed interventions were in place. No concerns
assistance for toileting and persanal hygiene, were identified.
extensive assistance for bed mobility and ) i '
dressing, was at risk of developing pressure 2. The Director of Nursmg. Assistant Director of
ulcers related to history of pressure and Nursing, Unit Manager, Nurse Supervisor,
incontinence, Activity Director, Social Services Director,
Dietary Manager and MDS Nurse will review all
Review of the Comprehensiva Care Plan, last current resident’s care plans to determine if all
updated 02/09/1§, revealed the resident was care care plan interventions arc in place. This will be
planned for risk for skin breakdown related to completed by 3/3/15 and any identificd
impaired mobility and incontinence and Self Care interventions not in place will be immediately
Deficit related to needing exiensive assistance put in place. -
with Activities of Dally Living(ADL'S). 3, The Dircctor of Nursing, Unit Manager, Nurse
Interventions in place were to provide incontinant Supervisor or MDS Nurse will educate all
L bl i nursing staff on following the plan of care to
Interview, on 02/24/15 at 12:03 PM, with Resident Eclu;‘lc 1f; nm‘:g i is unable to follow
#1's State Guardian revealed it was around 4;00 € plan of care they u'!ust report to the purse for
further direction. If a licensed nurse is unable to
PM on 01/14/15, when she saw Resident #1 up in Eollow the plan of dth
his/her wheelchair and the resident's gray sweat ow the plag of care and they cagnot alter the
pants were visibly wet, and smelled of urine, She plan of care within their scope of practice they
stated CNA #1 and #2 informad her they could are to notify the physician, This education will
not change the resident as the mattress pad be completed by 3/25/15 with no nursing staff
cover was in the laundry. The Stats Guardian working after 3/25/15 without having had this
stated she made the Activities Directer and Soclal cducation.
Service Dlrector aware of the resident belng wet 4. The Director of Nursing or MDS Nurse will
and sha [sft the facility at about 4:35 PM. " observe and audit five residents and their
medical records weekly for twelve weeks to
fnterview on 02/23/15 at 2:15 PM with CNA #2, determine if care plan interventions are
revealed Resident #1 had told her he/she wag
waiting to go back to bed but the residant's
mattress pad cover was In the laundry. CNA #2
stated her and CNA #1 had told the Guardian
FORM CMB-2047(02.59) Previous Varsions Cbsalata Everl 105 155111 Focitty ID; 100059 if continustion gheat Page 6 of 13
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maitress pad cover got dry. CNA#2 stated the
Guardian told them she was on her way up front
to tell someone Resident #1 was wet and needed
changing. CNA #2 revealed at the time it was not
her end of the hall and she had 1o go to the dining
toom. CNA #2 revesled she did not know they
could take the resident to the shower room to
change or to anothar empty raom,

Interview with CNA #3, on 02/23M5 at 2:40 PM,
ravealed ha came on duty at 2:00 PM and went to
the Administrator's office around 3.00 PM. He
stated he told CNA#2 he had to go to
Administrator's office. He revealed Resident #1
was up in the wheelchair and was dry when he
left; however, when he returned at 5:30 PM-8;00
PM, Resident #1 was stlll up in the wheelchair
and was socaking wat.

Interview, on 02/25/15 at 9:08 AM with Licensed
Practical Nurse (LPN) #3, revealed Resident #1
had told her he needed to be changed and
wantad to go back to bed, LPN #3 stated she had
to go to the Administrator's office, and did not tell
anyone the resident wanted 1o ba changed and
go back to bed. LPN #3 revealad she saw no one
to tall and "l did not go |n the rooms looking for
them". The LPN stated she last saw Resident #1
at 3:00 PM that day (01/14/15).

Intarview, an 02/25/15 at 9:08 AM with Licensed
Practical Nurse (LPN) #3, revealed Resident #1
had teld her he needed to be changed and
wantad to go back to bed. LPN #3 stated she had
to go fo the Administrator's cffice, and did not tell
anyone the resident wanied to be changed and
go back to bed. LPN #3 revealad she saw no one
to tell and "1 did not go in the reoms logking for

they would put the resident back to bed when the

implemented. The results of these audits will be
reviewed with the Quality Assurance Committee
monthly for at least three months. If at any time
concems arc identified the Quality Assurance
Committee will convene to review and make
further recommendations as needed, The Quality
Assurance Committee will consist of at a
minirmum the Director of Nursiag,
Administrator, Social Services Director, Activity
Director Maintenance Director with the Medical
Director attending at least quarterly.

3/26/15
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them". The LPN stated sha [ast saw Rasident #1
at 3:00 PM that day (01/14/15).

Intarviews an 02/23/15 at 2:55 PM with the Sodial
Services Director and at 3.05 PM, with the
Activities Director, revealed Resident #1's
Guerdien had told them sometime between 3:00
PM and $:00 PM that CNA #1 and CNA #2 hed
been asked to changed the rasident bacguse
he/she was wet and they had repliad thay could
not change the resident because the resident’s
mattress pad was in the laundry and thay could
nat lay the regident in the bed te change him/her.
The Activities Director stated she asked CNA #1,
and sha said it was not her resident; then asked
CNA#2 who said "ckay, okay, | know",

Interview, on 02/23/15 at 3:42 PM, with Director
of Nursing (DON) revealed she knew about the
incident with Resident #1 afiar it happened, The
DON stated CNA#1 and #2 were not aware of
being able to changa in another way, and she did
not know why they did not know and othars did,
Tha DON stated there was an empty bed in
Resident #1's rcom that could have been used ip
change the resident per the care plan.

F 312 ) 483,25(2)(3) ADL CARE PROVIDED FOR F 312
$5=p | DEPENDENT RESIDENTS

A resident who is unable to camry out activities of
daily living receives the necaessary services to
maintain gaod nutrition, grooming. and personal
and oral hyglene.

This REQUIREMENT is not met as evidenced
by:
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Based an ebsarvation, interview, and record

review, it was determined the facility failed to
provide incontinent care for one (1) of three (3)
sampled residents (Resident #1), who was
unable to camy out activities of daily living related
1o incontinent care.

The findings include:

Record reviaw revealed the facility admitted
Resident #1 on 07/01/12 with diagnoses which
included Cerabral Vascular Accident, Anxiety,
Depression, and Multiple Sclerosis. Review of
the quarterly Minimum Data Set (MDS)
assessmeant, dated 11/11/14, revealed the facility
assessed the residant as fraquently incontinent
of bladder and requiring extensive assistance
with dressing and toileting: In addition, the facility
assesased the resident's cognition as moderately
impairad with a Brief Interview for Mental Status
(BIMS) score of "08" which indicated the resident
was interviewable,

Review of the Comprehensiva Care Plan, laat

updated 02/09/15, revealed tha resident was care

plannad for rigk for skin breakdown related to
impaired maobility and incontinence and Self Cara
Deficit related to needing extensive assistance
with Activities of Daily Living{ADL'S),
Intarvantions in place were to provida incontinent
care as needed.

Observation and interview with Resident #1, an
02723115 at 1:09 PM, revealed ha/she had
difficulty communicating and using the call light,

interview, on 02/24/15 at 12:03 PM, with Resident
#1's State Guardian revealed it was around 4:00
PM on 01/14/15, when she saw Resident #1 up in

F 312 483.25(a)(3) ADL CARE PROVIDED
FOR DEPENDENT RESIDENTS

1. Incontinent care was provided for regident #1
by CNA #3 on 1/14/15 as observed by the
Director of Nursiog. On 1/15/15 the Director of
Nursing observed that resident # U was receiving
the necessary assistance for activitics of daily
living.

2. The Director of Nursing observed all current
residents on 1/15/15 and noted that all were
clean, dry, well groomed and their dignity was
being maintained and those that required
assistance with activitics of daily living received
the assistance neccssary. No concerns were
identificd.

3. All Dircct care staff including licensed nurses

and nursing assistants will be re-¢ducated by the
Director of Nursing, Unit Manager, MDS Nurse
or Administrator an maintaining resident dignity
including maintaining a clean and groomed
appearance apd assistance with necessary
activities of daily living this will be complcted
by 3/25/15
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stated CNA #1 and #2 informed her they could
not change the resldent as the mattress pad
cavar was in the laundry. The State Guardian
stated she made the Activities Director and Social
Service Director aware of the resident being wet
and she left the facility at about 4:35 PM,"

Interview with Certified Nursing Assistant (CNA)
#4, on 02/23/15 at 1:15 PM, revealed she
assisted Resident #1 up in the wheelchair at
11.00 AM that morning. CNA #4 stated she
provided the resident incontinent cara and put on
a clean brief and clothes prior to getting Resident
#1 up.

Interview with CNA #2, on 02/23/15 at 2:15 PM,
revealed Resident #1 had told her he/she was
waiting to go back to bed but the resident's
mattress pad caver was in the laundry. CNA#2
stated her and CNA #1 had told the Guardian
they would put the resident back to bed when the
mattress pad cover got dry. CNA#2 stated the
Guardian teold them she was on her way up front
to tell somaone Resldent #1 was wet and needed
changing. CNA #2 revealed al the time it was not
her end of the hall and she had to go to the dining
room, CNA #2 raveazled she did not know they
could take the resident to the shower room to
change or to another emply room.

Interview with CNA #1, on 02/23/15 at 2.00 PM,
revealed when she came on shift at 2:00 PM,
Resident #1's mattress pad cover was in the
laundry and Resident #1 was up in histher
wheefchair. CNA #1 revaaled she did nat know
Resident #1 was wet and she did not know when
Resident #1 was pul back to bed. CNA #1 stated
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histher wheelchair and the resident's gray sweat
pants were visibly wet. and smelled of uring, She

4. The Director of Nursing, Unit Manager or
Weekend Nurse Supervisor will make
observations of all residents’ appcarance § x per
week for 12 weeks to easure residents are clean,
dry and groomed appropriately, that staff are
providing thc necessary assistance for activitics
of daily living and that if a resident’s room is
unavailable the staff are using an alternate
location. The results of these audits will be
reviewed with the Quality Assurance Committee
monthly for at least three months. If at any time -
concerns are identified the Quality Assurance
Commiittee will convene to review and make
further recommendations as nceded. The Quality
Assurance Commiitiee wilt consist of ata
minimum the Director of Nursing, !
Administrator, Social Services Director, Activity
Director Maintenance Director with the Medical
Director attending at least quarterly.

3/26/15
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she was just assisting on that hall until CNA #3
got back.

Interview with CNA #3, on 02/23/15 at 2:40 PM,
revealed he came on duty at 2:00 PM. He stated
when he went to Resident #1's room, he asked
why the mattress cover wag off and was told it
was in the laundry. He stated he told CNA #2 he
had to go to Adminlsirator's office, and left around
3:00 PM. He ravealed the Administrator told hirm
his residents would be covered and CNA #1 was
sent over to cover while he was gone. He stated
Resident #1 was up in tha wheelchair and was
dry when he left; however, when he returned at
5:30 PM-6:00 PM, Resldent #1 was stifl up in the
wheelchair and was soaking wet. CNA #3 stated
the mattress cover was back on the bed so he
placad a clean draw sheet on the bed and got
gomeone to assist him in putting Resldent #1 in
bed,

Interview with CNA ¥5, on 02/24/15 at 2:08 AM,
revesled she would go to her charge nurse if
there was a problem with not being able to
change a resident. The CNA siated she thought
every CNA would know to go to their nurae and
find another way fo change if the residents
mattress pad cover was nat available.

Interview, on 02/25/15 at 9:08 AM with Licensed
Practical Nurse (LPN) #3, ravealad Resident #1
had told her he naeded to be changed and
weanted to go back {0 bed, LPN #3 stated sha had
to go ta the Administrator's office. and did not tell
anyone the resident wanted to be changed and
go back to bed. LPN #3 revaated she saw o one
ta tell and "I did not go in the rooms looking for
them". The LPN stated she last saw Resident #1
2t 3:00 PM that day (01/14/15),
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Interview, on 02/23/15 at 2:55 PM with the Soclal
Services Director (SSD), ravaalsd CNA #1 and
CNA #2 were not aware that if a mattress pad
caver was not on the bed, they could use
altemative measures to change the resident. The
S50 stated Resident #1's Guardian approached
her around 2:30 or 3:00 PM to tell her Resident
#1 was wet The SSD revealed the Guardian
reporied to her that CNA #1 and CNA #2 were
asked to change the resident and the CNAs
replied they could not change the resident

.1 because the mattress pad cover was in the
laundry.

Interview on 02723/18 at 3:056 PM with the
Activities Director revealad Resident #1's
Guardian told her around 4:00 PM that Resiclent
#1 was wat, and wanted her to find a CNA, The
Activiting Director stated she asked CNA #1, and
she sald It was not her resident; then asked CNA
#2 who said "ckay, okay, | know" and then
informed har that she could not change the
resident and put him back {0 bed because the
mattress pad cover was in the laundry. The
Aclivities Director revealed after talking to CNA
#2 she went to the dining room.

Interview, on D2/23/15 at 3:42 PM, with Director
of Nursing (DON) revealed she knew aboltt the
incident with Resident #1 afier it happened. The
DON atated she did immediataly provided
education about alternata means of changing
rasidents, The DON revealed she "spot
queationed"” other staff members and they were
aware of the need to tell their charge nursa angd
find another means of changing a resident. The
DON stated CNA#1 and #2 were not aware of
being able to change in another way, and she did
not know why thay did not know and others did,
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The DON stated there was an empty bed in
Residant #1's room that could have been used to

change the resident. Submission of this plan of correction isnota |

legal admission that a deficiency exists or

that this statement of deficiency was

correctly cited, and is also not to be construed
as an adrnission of [nterest against the

facility, the Administrator or any employees,
agents, or other individuals who draft or may !
be discussed in this response and plan of '
correction. In addition, preparation of this
plan of correction does not constitute an
admission or agreement of any kind by the
facility of the truth of any facts alleged or sce
the correctness of any allegation by the
survey agency. Accordingly, the facility has
prepared and submitted this plan of
correction prior to the resofution of any
appcal which may be filed solely because of
the requirements under state and federal law
that mandate submission of a plan of.
correction within (10) days of the survey as a
condition to participate in Title18, and Title
19 pragrams. The submission of the plan of
correction within this timeframe should in no
way be construed or considered as an
agreement with the allegations of
noncompliance or admissions by the facility.
This plan of correction constitutes a written
allepation of submission of substantial
compliance with Federal Mcdicare
Requirements,
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