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F 000 | INITIAL COMMENTS F 000 .
Submission of this plan of correction isnot a
legal admission that a deficiency exists or that
An abbrevlated survey (KY19113) was concluded this statement of deficiency was correctly cited,
on 10/03/12. The compladint was unsubstentiated and is also not to be construed as an admjssion
with unrelated deficlencies identified at the of interest against the facility, the Administrator
highest scope and severily of a *D". or any employeces, sgents, or other indivlduals
F 279 | 483.20(d), 483.20(k}(1) DEVELOP F 278] who draft or may be discussed in this response
$$=p | COMPREHENSIVE CARE PLANS and plan of comrection.. In addition, preparation
of this plan of correction does not constitute an
A facliity must use the resulls of the asssssment admission or agreement of any kind by the
to develop, review and revise the resident's facility of the truth of any facts alleged or see
comprehensive plan of care. the correctness of any allegation by the survey
agency. Accordingly, the facility has prepared
The facility must develop a comprehensive care ami;sumt‘)matt?d this p lan]oflc _nr;ectxon prior to
plan for each resident that includes measurable .:gslely l;:aclns:?f?}lx) g :2(1:;’;:;:“;[:;?“23;:1:3“&
ob}z;:!ivtes an? t!metadbfes tto Irnee:jt a res;}ldentis ‘ and federa] law that mandate submission of a
medical, nursing, and mentel and psychosocia plan of correction within ten {10} days of the
needs that are identffied In the comprehensive survey as a condition to participate in Title 18,
assessmant, and Title 19 programs, The subtnission of the
plan of correction within this time frame shoufd
The care plan must describe the services that are in no way be construed or considered as an
to be furnished to attain or mainlain the rasident's agreement with the allcgations of
highest practicable physicei, mental, and noncompliance or admission by the facility,
psychosoclal wefl-baing as required under The plan of correction constitutes a writien
§483.25; and any services that would otherwlse allegation of submission of substantin}
he requlred under §483.25 but are not provided compliance with Federa] Medicare
due to the resident's exercise of rights under Requirements,
§483.10, Including the right to refuse treeiment
under §483.10(b)(4).
This REQUIREMENT is not met as evidenced
by:
Basad on observatlon, record review and staff
interviews, it was determined the facllity faited to
develop a comprehensive care plan with specific -
approaches for one resldent {#1) In the setected
sample of four (4), relatad io an indweiling
catheter. On 09/18/12, the facllity readmitted
LABORATORY DIRECTOR'S OR PROVIDEAIRUPPLIER REPRESENTATIVE'S SIGNATURE TNE {X8) DATE
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Any daficiency stm;makﬁmding maﬁ an asferlsk (")“?n’oles a daficlency which the Institution may be excused from cerrecting providing I Is detormined thal

other safeguards provide sufficleni protecifon to the pationts. (See Inslructions.) Excapl for nursing homas, the findings stated above are disclosable 90 days
Howing the date of survey whether or nol a plan of correction s provided, For nugsing homes, the abova findinge and plans of correction era disclosable 14
1ys foliowling the data lhese dacuments are made svailebls to the facllity. I defidancfes are citod, an approved pfan of correction Is raquisite to conllnued

program participation,
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1. On 10/02/2012 facllity notified physician that
F 279 | Continued From page 1 F 279} Resident #1 did not have care plan developed

Resident #1 and assessad the resident as having
a foley cathater In use, Observations on 10/02/12
revoaled Residant #1 continued to use & catheter.
There was no evidence the facliity had developsd
a care plan for the resident's use of a catheler.

Findings Inciude;

Argcord review revealed Resident #1 was
admitled fo the facility on 04/18/11 with dlagnoses
to Include Acute Renal Fallure due to Chronic
Kidney Disease, Dementia, Skin Lesions muitiple,
Stage ili Right Foot Transmetatarsls Amputation,
Left Foot Ulcer, Cerebral Vasculer Accldent,
Psyeholic Disorder, Non-Compliance,
intermiitent, for Medical Care, Deapression and
Diabetes Mellitus. A review of a quarterly
Minimum Data Set (MDS} assessment, dated
09/07112, revealed Rasldent #1 had a Brief
Interview for Mental Status (BIMS) score of 15,
which indicates the resldent Is cognitively intact.

Arevlew of the Hospital Emergency Room (ER)
Report, dated 09/11/12 at 1:25 AM, revealed at
1:50 AM, Resldent #1 had a foley catheter
inserted,

Review of the facllity's re-admisston assessment,
dated 09/18/12, revealed the licensad nurse
assessed Res|dent #1 as using a foley catheter.

An observallon of a skin assessment for Resident
i1, on 10/02/12 at 10:05 AM, revealed the
resident had an Indwelling catheter to bedslde
dralnage.

Raview of the care plan revealed no evidence

that addressed specifie approaches for resident’s
use of foley catheter. Facility immediately
implemented care plan,

2. On 10/02/202, the Director of Nursing, the
Assistant Director of Nursing, and the Unit
Managers conducted an audit on all residents
with foley catheters to ensure that each resident
had care plans developed that address their
specific need for foley catheter use, No
concerns identified during audit,

3. All licensed nurses will be reeducated by the
Education and Training Director by 10/28/12 on
cnsuring that upen admission care plans are
developed that address specific approaches for
resident’s use of foley catheter,

4. The Director of Nursing, the Assistant
Director of Nursing and/ or Unit Managers will
review new admissions daily Monday through
Friday for four (4) weeks, then weekly for eight
(B} weeks to ensure that if upon admission a
resident requires the continucd use ofa {oley
catheter, a care plan is developed that addresses
specific approaches for resident’s uso of foley
catheter. The results of these audits will be
forward to the Quality Assurence Committee
monthly for three (3) months for further
recommendations. If ot anytime concerns gre
identificd, the Quality Assurance committce
will convenc to review and make further
recominendations, The Quality Assurance 10282012
Committee will consist of at a minimum the
Administrator, Director of Nursing, Assistant
Dircctor of Nursing, and the Social Services
Director with the Medical Director attending ai

icast quarterly,

FORM CMS-2667(02-99) Previous Verslons Obsolate

Event 10: GCBOTH

Faclity 10: to03ce If continuation sheed Page 2 of §



From:MCKRACKEN GO MURSE REHAB 1 270 443 6211 10/26/2012 03:17 #171 P.004/012
‘ PRINTED: 10/17/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES X1} PROVIOER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORREGTION IDENTIFICATION NUMBER: COMPLETED
A BUILOING
|5 win c
185272 - WiNG 10/03/2012
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
MCGCRACKEN NURSING AND REHABILITATION GENTER 857 MCGUIRE AVE.
PADUCAH, KY 42001
(X4} D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S FLAN OF CORRECTION Qi5)
PREFIX {EACH DEFICIENGY MUSY BE PRECEGED Y FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCEQ TO THE APPROPRIATE DATE
DEFIGIENCY)
F 278 | Contlnued From page 2 F 279
that ths facliity had developed a care plan for the
resldent's continued use of a catheter,
A record review and Interview with Liconsed
Practical Nurse {LPN)} #1, on 10/02/12 at 2:50
PM, revealed there was no care plan related to
the indwelling catheter. She speculated thai
Resident #1 may have returned from the hospital
with the foley catheter. She staled there should
be a care plan in place.
An inierview with the DON, on 10/03/12 a{ 8:20
AN, revealad {he resident readmitied to the
facllity from the hospital on 09/18/12 with the
indwelling catheter, She stated she expect a care
plan to have been developed related o the
resident's use of a foley catheter,
F 315 | 483.25(d) NO CATHETER, PREVENT UTI, F 316 1. On10/02/12, the facility obtaincd

85=p | RESTORE BLADDER

Based on the residan{'s comprehansive
assessment, the faclilly must ensure that a
rosident who enters the {acllity without an
indwelling cathaeter te not cathetsrized unless the
resident's clinical condifon demopnstrates that
cathelorizatlon was necessary; and a resldent
who Is Incontinent of bladder receives appropriate
treatment and services {o pravent urinary tract
infactions and {o restore as much normal bladder
function as possible,

This REQUIREMENT is not met as evidencad
by:

Based on observalion, record review and staff
interviows it was determined the facllity falled lo
ansuro ono resident {#1) In the selected sampla
of four {4), was not cathetarized unless the

physician’s order detailing the elinica} necessily
for the continued use of foley catheter for
Resident #'1.

2. On 10/02/202, the Direetor of Nursing, the
Assistant Dircctor of Nursing, and the Unijt
Managers conducted an audit on ali residents
with foley catheters to ensure that cach resident
hes physician order with appropriate diagnosis
for continucd use of foley catheter. No
concerns were identified during audit,

3, All lieensed nurses were recducated on
10//02/2012 on ensuring that an order is
obtained from the physician that indicates the
clinical necessity for the continued use of Foley
catheter,
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Resident #1 tolerated the procedure falr,

Review of the fecliity's re-admlssion assessment
decument dated 9/18/12 revealed the jicensed
hurse assessod Resident #1 as having a folay
cathefer and being Incontinent of bowel. An
Interview with the DON, on 10/03/12 at 8:20 AM,
rovealed the facility readmitled Resident #1 fo the
facility from the hospitat on 09/18/12 with the
indwelling catheter,

Further record revlew revealed no documentad
evidence of a physiclan's order for Resldant #4's
use of an Indwaliing catheter upon readmission.
Addltlonaliy, there was nio ovidence the facility
had initiated & care plan for the residenf’s use of
an indwelling catheter at the time of readmission.

An observatlon of a skin assossment for Resident
#1, on 10/02/12 al 10;05 AM, revealad the
resident had an Indwelling cathseter to bedside
dralnage covered with a dignily bag.

Further record review revealed thera was no
evldence the facliity had notified the physician to
obtain a physiclan's order and medical dfagnoses
for the Resident's continued use of the indwslling
catheter nor had they devaloped a care plan to
address Resident #1's use of the Indwelling
catheter,

Aracord review and interview with Licensed
Practical Nurse (LPN} #1, on 10/02/412 ai 2:50
PM, revealed there was no care plan and no
physiclan’s order rofated to the indweliing
calheter. She spacufated that Resldent #1 may
have relurned from the hospital with the foley
catheter, She stated there should be a
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physicien's order for the cathater and a care plan
in placa.

An Interview with the DON, on 10/03/12 at 8:20
AM, revealed the resident should have had a
physiclan's order with the diagnosis for the
cantinuad use of the catheter and a cars plan in
place relatod to the catheter.
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