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Disclaimer
FOO0 INITIAL COMMENTS F 00 Middlesbora Nursing and Rehabilitation Facility

oes not belleve and doas not admit that any
eficiencies existed before, during or after

An abbreviated standard survey (KY23077) was urvey. Middlesboro Nursing and Rehabilitation
conducted on 04/24/15, The complaint was Facllity reserves all rights to contest the survey
substantiated. Deficlent practice was identified ;‘:;’;?fegfggg ;2{‘:;2:;21;%? L?_?':;'“""-
with the highest scope and severity at "E" level. '

F  483.10()(2) RIGHT TO PROMPT EFFORTS TO dminlstrative or legal proceedings. This plan of

orrection does not constitute an admission

168 RESOLVE GRIEVANCES egarding any facts or circumstances

58=D urrounding any alleged deficiencies to which it
A resident has the right to prompt efforis by the esponds, nor is meant to astablish any standard
facllity to rasolve grievances the resident may f care, conlract obligation or position. And,
have, including those with respect to the Middlesboro Nursing and Rehabilitation Facility
behavior of other residents. reserves all rights to ralse all posslble

ntentions and defenses or proceedings.
Nothing contained in this plan of correction

hould be considered as a waiver of any
This REQUIREMENT is not met as evidenced potentially applicable peer review, quality

by: ssurance or self critical examination privileges
Based on interviews and review of the facility hich Middiesboro Nursing and Rehagililallgn
Resident Council minutes and the facllity policy Facllity does not waive, and reserves the right to
it was determined the facility failed to actively sserl In any administrative, civil, or criminal
search for a resolution and keep the resident laim action or proceeding.

informed of its progress toward resolutlons for

one (1) of three (3} sampled residents (Resident F 166 F 166

#3) and two (2) of six (8) unsampled residents

(Residents A and C). A review of Resident itis, and was on the day of the survey, the policy

nd practice of Middlesboro Nursing and
ident led had b Rehabllitation Facllity that each resident has lhe
residents revealad care cancerns nad been ght to prompt efforts by the facility to resolve

volced to facility staff, however, no resolution rievances and lo be informed of the progress
was attempted or follow-up toward resolution oward a resolution of the grievance.

discussed with the reskdents.

Councll minutes and interviews with facility

1. Resident C grievance has been addressed

The findings include: nd a resolution reached between the nursing
epariment and the results are reflecled in the

Review of the facllily policy titled “Flling ocial Noles section of the medical record.

Grievanceleomp[ainls." dated Augusi 2013, Reslident C received a copy of the Grievance

olicy on 5/27/2015. Resident 3 - The

\ rievance process has been reviewed and the
complaint conceming treatment, medical care, or resident Intsrviewed for additional, unresolved
behavior of ather residents or slaff members oncerns / grievances. A resolution belween the
without fear of threal or reprisal in any form. The nursing department and the resident has been

0 a

LABORATORY DI TOR'S CE DER/SYPPY & REPRESENTATIVE'S SIGNATURE TITL DA -
A dmint, 07 /i

Any deficlency slalement ending with an asterisk {*) denotas a deficiency which the instilution may be excused from corracting providing It Is determined
that other safeguards provide sufiiclent protection to the palients. (See instruclions.) Except for nursing homes, the findings stated above are disclosable
80 days following the data of survey whelher or not a plan of comeclion Is provided. For nursing homes, the above findings and plans of correction are
disclosable 14 days foliowing the date thesa documants are made available o the facliity, If deficiencies are cited, an approved plan of camection is
requiisite to continued program participation.

revealed residents may file a grisvance or
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documented In the social notes of the medical
pOllcy a|SO staled tha resldent W0u|d be infm‘med record. Residenl 3 recelved a copy of lha
of the findings of the actions that would be taken Grievance Policy on 5/27/2015. Resident A has

to correct any identifled problems.

Review of a list of residents provided by facility
slaff indicated Resident #3, and Residents A
and C had been assessed by facilily staff to be
Interviewable, with a Brief interview for Mental
Status (BIMS) score of 10 or greater for each
resident.

1. Interviaw with Resldent C on 04/24/15 at 9:30
AM (assessed by facility staff to have a BIMS
score of 15) revealed he/she walls "at least 30
minutes in the evenings" to get assistance inlo
bed because "staff are saying they're going on
breaks.” The rasident stated he/she had voiced
the care concern of not recelving assistance
timaly to the nurse (later identified as Licensed
Praclical Nurse #2) on 04/22/15. The resident
stated no one had ever followed up with him/her
related to the care concem voiced {two days
earlier), and the resident still *had to wait” after
the concemn had been reported to the nurse,

Interview with Licensed Practical Nurse (LPN})
#2 on 04/2415 at 2:30 PM confirmed Resident
C had velced a care concem related to "having
o wait" after assistance was requested {o be
transferrad to bed on 04/22/15. The LPN stated
she had not nofified administrative staff of the
resident's concern voiced related to care and
treatment, and had not been tralned on the
facility's grievance forms. However, the | PN
slaled she had notified the Registered Nurse
(RN) of the complaint voiced by the resident.

Interview with RN #1 on 04/24/15 at 3:00 PM
confirmed she had been notified of Resident C's

experienced a change in medical/mental
ondition and is unable to be Interviewed at this
ime.

. All residents of Middlesboro Nursing and
Rehabilitation Facility have the opportunity fo
oice grievances or concerns and receive a
ollow up lo volcad concerns. Grievances can be
ubmitted both written and orally. Grievances

n be voiced or reporied to all staff at any time
and will be forwarded {o the administrative
esignee: DON, Soclal Services, to begin the
rievance process. All residents of Middlesboro
Nursing and Rehabllitation Facility, upon
dmission will be informed and receive a copy of]
he grievance policy. The grievance policy has
Iso been reviewed in the resldent council
meeting on May 20, 2015. All residents and/or
amily members received a copy of the

rievance pollcy on 5/27/2015. Residents wilh
rievances from resident council meetings will
have an action plan for each grievance read
loud In the following resident council meeting.
he resolution is also discussed at bedside with
he resident who voiced the concern. The
ollow-up is documented in the Social Service
Notes of the medical record, Resident individual
nterviews are conducted petiodically throughout
he year fo determine if the resident has any
oncerns without resalutions,

. A copy of the Grievance Palicy is distributed
nnually to all residents and families. All
residents and/or families, where appropriate,
received a copy of the Grievance Policy on May
7, 2015, Al family members wera mailed a
py of the Grievance Policy on 5/27/2015. In
addition, all residents and families receive a

py of the Grievance Pollcy upon admisslon.
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care concern that was voiced on 04/22/15. The
RN stated she had not notified administrative
staff or written it down on the 24-hour report
sheet as required but stated, " should have,"

2. Review of the Resident Council minutes
dated 10/29/14 revealed Resident #3 voiced
care concarns related to "having to wait over an
hour” to recelve assistance with tolleting.

Interview with Resident #3 (assessed by facility
slaff to have a BIMS score of 15) on 04/24/15 at
09:50 AM revealed he/she had waited "as long
as one hour" to receive asslstance with tolleting
from facllity staff. The resident stated he/she had
"told them months ago during resident meetings”
related to the concern of not raceiving
assistance timely with toileting. However, the
resident stated since the concern had been
voiced, "It's still the same here,” and no staff
members had conducted any follow-up related to
the complaint voiced.

3. Review of the Resident Council minutes
dated 10/29/14 revealed Resident A voiced care
concerns related to staff not answering the call
light timely when assistance was required with
toileting.

Interview with Resident A on 04/24/15 at 1:15
PM (assessed by facility stafl to have a BIMS
score of 10) revealed, "It's hard to get help to go
to the bathroom, mostly in the evenings." He/she
stated a complaint had been voiced in resident
meetings, "but it's not gotten any belter.”
Resident A stated "no one ever followed up" with
him/her about the complaint and it remained a
problem in the facility.

All staff have been In-serviced regarding the
grievance process. Department Managers have
defined responsibilities with the resolution
process with a 1:1 interview with the resident. All
grievances wilf be forwarded to DON / Social
Services and findings forwarded to the
Administrator per facility policy. The appropriate
manager will begin the resolution process. The
resolution will ba documentad in the Social
Notes of the medical record. The daily shift
report now reflects a section for any resident /
family grievances reported which is forwarded to
the administrative designee per the facility
policy.

Altachment 1

Altachment 2

4. A grievance log will be maintained for auditing
nd trending. Monthly a quality assurance

review of sampled grievancas will result in a face|
o face Inferview to delermine if a grievance

resolution was reached. See audit sheet.

Attachment 3

Attachment 4

5, May 27, 2015
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interview with the Director of Nursing (DON) on
04/24/15 at 5:30 PM revezled she had not been
made aware of the complaint voiced from
Resident C on 04/22/15. However, she stated
slaff should have followed the facility policy and
notified administrative staff of the resident's
complaint as required, The DON stated she
reviewed Resident Council minutes and had
canducled staff in-services and calf light audits
related (o complaints of care and treatment from
Resident #3 and Resident A. Even though the
DON was aware and had reviewed the rasident's
complaints, she stated a follow-up {o reach a
resolution for the resident's voiced concerns had
not been conducted as outlined in the facility
policy.
F | 483.30(a) SUFFICIENT 24-HR NURSING F 353
353 | STAFF PER CARE PLANS F 353
SSE The facility must have sufficlent nursing staff to Itis, and was on the day of the survey, the pollcy
. and practice of Middlesboro Nursing and
pravide nursing and related services to attain or Rehabilitation Facility to maintain and provide
maintain the highest practicable physical, mental, sufficient staffing on each shift to ensure the
énd psychosocial well-being of each resident, as resident needs and services are met. Staffing
determined by resldent assessments and or each shift Is based upon the census and
individual plans of care. acuity levels of the residents in order {o promote
ach residents physical, menial and
The facility must provide services by sufficient psychosocial well-being.
numbers of each of the following types of
personnel on a 24-hour basis to provide nursing 1'S':;sa'!dgg:v?czgi:;:}glg‘;eg;?rmzda%'ﬁ:ﬁsd
care to all Tesidenls in accordance with resident he resident of the revision of staffing schedules
care plans: o accommodate the patient's specific needs.
. Breaks and lunches on evening shift have been
Except when waived under paragraph (c) of this reassigned which will accommodate the
saction, licensed nurses and other nursing residents care needs. The resofution fo the
personnel. oncern was documentied in the Social Services
Notes in the medical record. Resident 3 -
Except when waived under paragraph (c) of this Resident was inlerviewed by the DON regarding
seclion, the facility must designate a licensed he 10/29/2014 delay in toileling needs.
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nurse to serve as a charge nurse on each lour
of duty.

This REQUIREMENT is not met as avidenced
by:

Based on interviews with facility residents and
direct care staff, and review of ihe facility policy,
it was determined the facility failed to ensure
sufficient nursing staff was available on a daily
basls to meet the residents' needs for care and
assistance fo promote each resident's physical,
mental and psychosocial well-being, thus
enhancing their quality of life for one (1) of three
(3) sampled residents (Resident #3) and five (5)
of six (8) unsampled residents (Rasidents A, C,
D, E, and F). Intervlews conducted with facility
residents and staff on 04/24/15 revealed
residenls were required to wait extended
amounts of ime (up to an hour) during the
evening shift {3:00 PM {o11:00 PM) to receive
assistance with folleting or to be transferred to
bed due to an insufficient amount of staff on duty
during those hours.

The findings include:

Review of the faciiity policy tilled "Staffing Posting
Direct Care Daily Numbers," dated 08/01/13,
revealed no information on how the facility was to
ensure adequate staffing was avallable to mest
the residents' needs, and to provide assistance lo
the residents in a timely manner.

Review of the "SRNA Call Bell Management
Policy,” not dated, revealed staff was required fo
respond promptly to call bells. The policy stated

The DON reviewed the process for the reporting
delays and informed the resident of the recent
education of time management and staffing
paltern revisions provided to nursing staff to
prevent delays. The resolution was documented
in the Sacial Service Notes of the medical
record. Resident E ~ A review of staifing
chedule and slaffing patterns o meet the
required resident needs was reviewed with the
esident by the Director of Nursing. Staffing
schedule for breaks and lunches were revised lo
ccommodate resident needs being met. The
resolution was documented in the Social Service
Notes in the medical record. In addition the
irector of nursing has reviewed the staffing
patterns and the revised schedules in order to
revent delays in meeling Residents D, F and
's specific care needs and requests. All the
evisions will accommodate each resident’s
pecific care needs for Residents D, F and A.
ese revisions have been reviewed with
Resident I and Resident F and documented in
he Socjal Service noles of the respective

edical record. Resident A has experienced a
hange In condition and is unable to participate
n the resolution discussion at present.

. All residents of Middlesboro Nursing and
Rehabillitation Facllity will have sufficient staff
vaillable on each shift to accommodate resident
needs. All care needs are reviewed lo assure
ufficient staffing in place at all times, even
uring breaks and lunch. All staff coverage has
been adjusted in the evening to accommodate
asident needs at various limes and to assure
adequate assislance is avallable for all
residents. All breaks and lunches for all nursing
taff are specifically assigned and rotated
hroughout the facility,
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an unanswered call bell created a "huge" safety .
. 3. Residents with preferred evening routines,
risk f::’lha ;':5"':3';" crl‘ue o unmet "eﬁds' and including specific bed times and residents with
caused residents to have a sense of Insecurity pecific asslstance needs, including toileting,
and mistrust due to lack of response to call bells. ave been reviewed. The staff shift roulines and
The policy further stated when the SRNA's (State staff specific scheduled assignments during
Registered Nurse Aide) pariner was gone to lunch and breaks have been adjusted and
lunch or break, the SRNA would be available on taggered to assure adequate siaffing on each
their hall to respond to call balls. all during the evening shift. (See attachment
5) In addition, the meal service assistant's
Review of a list of residents provided by facility hours have been extended to 8 pm daily to
staff, indicated Resident #3, and Residents A, SS'SI:] with s:’aff flloor cﬁlv%rz:ige to meeir resider:jt
pecific needs al specified times as reference
Ct. g.tE.bar?th hla . bzlen a_ﬁ.asgfld f?ly lfaclliity bove. All staff members were educated on Ma
stai to be interviewable with a Brief Interview 12, 2015 and May 14, 2015 regarding the shifi
for Mantal Status (BIMS) score of 8 or greater ouline revisions, revised specific staffing
for each resident. lassignments and additional staffing time to
hich will meet the resident’s evening roufine
Interview with Resident C on 04/24/15 at 9:30 AM needs. During employee education, toileting
(assessed by facility staff to have a BIMS score of needs and limely assistance to a resident
15) revealed he/she wails "at least 30 minutes in request was a focus with sensitivity training
the avenings” to get assistance into bed because n{clut:‘ed. s
"staff are saying they're going on breaks." The tachman
resld?nl“staled hefshe waited one hour "the other . A quality assurance audit will be performed
evaning"” (unable to recall exact date) to raceive monthly with a sample of interviewable residents
assislance to bed afier it was requested. rom each unit specifically addressing how each
resldents care needs are met by facility staff
Inferview with Resident #3 (assessed by facility during the evening hours,
staff to have a BIMS score of 15) on 04/24/15 at Altachment 6
08:50 AM revealed he/she had waited “as long as
one hour” to receive assistance wilh tolleting from 5. May 14, 2015
facility staff. The resident staled he/she had been
informed by facility staff that assistance could not
be provided at the time it was requested because
"someone was on break." Resident #3 stated, "It's
always in the evenings when | have trouble geting
help.” The resident continued to stale he/she had
waited as long as 40 minutes to be transfarred to
bed after help was requested.
Inlerview with Resident E on 04/24/15 at 1000
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AM (assessed by facility staff {o have a BIMS
score of 9) revealed he/she waited “every
evening, sometimes up o 30 minutes, to go fo
the bathroom,” The resident stated, "l think
evening shift needs more help.”

Interview with Resident D on 04/24/15 at 10:20
AM (assessed by facility staff to have a BIMS
score of 15) revealed he/she walted "in the
evenings sometimes up to one hour to get help to
go to the bathroom." The resident stated, "It's an
every evening thing here. | know I'm gonna have
to wail." He/she stated slaff had informed him/her
"somebody's on break and that | will have to wait
until they come back before they can help me."
The resident stated this usually occurred in the
evening.

Interview with Resident F on 04/24/15 at 1:10 PM
(assessed by facilily staff lo have a BIMS score
of 15) revealed he/she had "trouble getling help
lo ga fo the bathroom all the fime in the
evenings.” The resident stated, "They keep
saying it'll be a while or that someone's on
break.” The resident stated, "Il give them a while
and ring again, but | wait at [east half hour on
most days to get help in the avenings.”

Interview with Resident A on 04/24/15 at 1:15 PM
(assessed by facllity staff to have a BIMS score of
10) ravealed, "it's hard to get help to go to the
bathreom, mostly in the evenings.” Hefshe stated
it 1akes at least 20 minutes, and sometimes 30
minutes to recelve assistance to the bathroom.
The rasident stated, "Sometimes staff has said
they need more halp in the evenings.” The
resident stated at times staff would come in, tum
the call light off, and never return to provide the
assistance that had been raquested.
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During an interview with SRNA #1 on 04/24/15 at
1:30 PM, the SRNA staled, "sometimes we work
short" {insufiicient amount of staff). The SRNA
stated thal sometimes someone would stay over
until 6:00 PM, but after that time, especially if a
staff member is on break or gone fo lunch it Is
difficult to mest the residents' needs. SRNA #1
further stated if someone "needs to go to bed, it
can be hard to help them, and they are probably
waiting longer than they should have to wait."

Interview with SRNA #2 on 04/24/15 at 3:25 PM
revealed the staff “wark short staffed at times."
The SRNA acknowledged at times, related to
the facllity staffing, "you have to tell them" (the
residents) "that it will be 2 minute befare you
can assist them, and it's really tough during
meal service." The SRNA stated, "At times,
residents are required to wait up to 30 minutes
lo gel assistance once raquested.”

Interview with Licensed Practical Nurss (LPN) #1
on 04/24/15 at 3:36 PM revealed, "I've had to stop
multiple times during medication passes to help
foilet a resident, especially during meal services.
There's not enough of us." The LPN stated
residents which required a Hoyer lift for
assistance with transfers “always have to wait too
long to be provided with assisiance, especiaily
during meal service."

Interview with SRNA #3 on 04/24/15 at 3:50 PM
revealed, "At least one time a week we're warking
short" (insufficient amount of staff). The SRNA
stated residents have to wait longer than 15
minutes for assistance and there was not enough
slaff at times. SRNA #3 stated, "Residents have
{o wait longer than they should "
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Interview with the Director of Nursing (DON) on
04/24/15 at 5:30 PM revealed the facllity
conducted monthly call light audits and no
concemns had been identified related to
insufficient staff, The DON stated "a while back"
they added an 11:00 AM to 7:00 PM staff person
to help with meal service and changed employee
lunch times so “fewar people ware off the floor at
the same time." The DON stated she had not
received any complaints and was not aware of
any concerns on the faciiity's evaning shift related
to inadequate staffing or residents not receiving
assistance timely,




