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F 000 INITIAL COMMENTS F 000 To the best of my knowledge and belief, as an
agent of Boyd Nursing & Rehabilitation Center,
An Abbreviated Survey for ARO KY#00020775 - the following plan of correction constitutes g

| was Initiated on 10/01/43 ang completed on

. 10/02/13, #00020775 i : . . .

witf?gefii:ri:gsz’iteod. 20775 was substantiated - with Federal Medicare and Medicaid Requirenients.
F 221 ' 483.13(a) RIGHT TO BE FREE FROM F221 . Preparation and execution of this plan of '
ss=E | PHYSICAL RESTRAINTS

“written allegation of substantial compliance

" comrection does ot constitute an adinission or :

. The resident has the right to be free from any agreement by the provider of the tryth of the
. physical restraints imposed for purposes of - facts alleged or conclusions set forth in the
disclpline or convenience, and not required to ;

) alleged deficiencies. This plan of correction g
. treat the resident’s medical symptoms, oy e ;

ifar executed solely because it is
provisions of Federal and State

C Law: ™%

. This REQUIREMENT is not met as evidenced '

. Based on observation, interview, review of the L .

- medical record and review of the facility's policy, it 'tis the policy of Boyd Nursing and 10731713
. was determined the facility falled to ensyre each - Rehabilitation Center to ensnye that residents

resident attained ang maintained his/her highest
practicable wellbeing. The facility faited to fully
inform two (2) of three (3) sampled resigents

are free from any physical restraints imposed
for the purposes of discipline or convenience,

{Resident #1 and Resident #2), or the residents’ ; and 110t requrired to treat the resident's nedical
legal representatives of the potential risks and ' ©osyniptons.
benefits of the restraint devices prior to the S e .
application of the deyices. - The Activity Tray for Resident #1 was

' _ re-assessed by the IDCPT (Interdisciplinary

- The findings include; - Care Plan Tean} on Qctober 1, 2613, A
Review of the facility's policy titled, *Restraints - © required docunsentation including, but not
Fhysical", with an effective date of 08/01/12, - limited 10 assessiments, physician order,
revealed informed consent ident!fying the . cousent, risk and berefits, aid care plaiming

risk/benefits of the use of restraits was required ) -
by the resident and/or responsible party. Tha risk _ , were comp!etf:d by the MDSC (Miuimnm
verses benefit section was located on the facility's - dataset coordinaior) on Qciober 1, 2013.
consent for restraint form. )

LABORATORY OIRE(:S 'S OR Pj\?ws UPPLIER REPRESENTATIVE'S SIGNATURE . TIJLE X081 0ATE
/}W/ Py M L2 713

Ally deficiency sta:)t?(ant ending wilth an a?férisk {*j denoles g deficiency which the insfiturion may be excused from SAITecling providing it 1S dalerminsd Ihat
Olher salggUards pfovide sufficien! protecfon Ig lhe palienis, {Seg inslructions.) Excepl for nursing homes, 1he findings sialed above are disclosable 90 days
fellowing the date of Survey whether or nol a plan of correction js provided. For nursing homes, the sbove findings and plans of corrsclion are disclosable 14
days following the dale these documenis are made available (o the facility. If deficiencies are cited, an approved plan of correclion is requisite 1o continued

Program participation,
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| Observation during initial tour on 10/01/13

; revealed Resident #1 was in a whee! chair with

. an activity tray attached to the whee! chair,

- Further observation revealed Resident #2 was in

: a geri chair with a utlity tray attached to the geri
* chair,

: Resident #1 was admitted by the facility on

L 08M12/13 with diagnoses which Included Altered
© Mental Status, Muscle Weakness - Generalized,
. Difficulty In Walking, Dementla with Behavior
Disturbances, and Generalized Anxiety Disorder.
- Review of Residen)
. Set (MDS) dated 08/18/13, revealed a Brief
- Interview for Mental Status (BIMS) score of
1 02/15, Indicating cognitive impairment,
; Review of Res|dent
a Physician's order for an activity tray to be
i attached to the residenl’s wheel chair dated
| 08/27/13, Review of
i phone consent was oblained from the legal

. representatlve five {(8) days after the restraint
; device was applied. The phone consent was
| dated 10/01/13.

' Resident #2 was adm itted by the facility on

- 04/17/08 with dlagnoses which includes

| Alzheimer's disease, Psychosis, Depressive

! Disorder, Osteoporosis and a personal history of
. falls. Revlew of RasIdent #2's Admission MDs,

. dated 08/30/13, revealed a cognltive score for

i daily decision making to be a three (3} indicating
. severely mpaired.

- Review of Resldent #2' medical record revealed

- a Physician's order for 5 geri chair with a utility
tray dated 07/18/13. Review of the consent form
revealed a consent wag obtained from the legal

#1's Re-Entry Minimum Data

#1's medical recorg revealed

the consent form revealed a -
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7 : IR
F 221 Continued From page 1 F 221 The Geri-Chair with ntility tray for Resident #2

1 Was re-assessed by the IDCPT oy Octcber 15,
2013, Al required docuinentatja including, :
but not Kniited to assessients, physician order,
. consent, risk and benefits, and care planniug
- were conipleted by the MDSC oy October 13,
2013, f
© Any Resident utilizing a device 1hat could
' potentially 111eet the criteria of a restraint was
~ reviewed by the DON and MDSC on Octaber |
" 15, 2013, Any device deenied to be g restraint:E
© was reviewed by the DON and the MDSC on |
i October 15, 2013 1o ensure that all :
docunientation imcluding, but not linited to

assessments, physician order, consent, risk and

benefits, and care planning were docnmented

the medical record.
The IDCPT and all licensed nursing staff
received additional education by the Director
of Nursing 1o later than October 17,2013 -
regarding the RA! criteria utilized to determine
whal coustitutes a restrajt and the '
documentatio requirements thas muss be
included in the niedical record prior to
initiating any type of restraining device, ,
Additional educatio regarding the resideyt's
right to be free fron) any physical restraint
imposed for the purposes of discipline or
colveltietice; and ot reqnired to treat the
resident’s medical symiptoms was also
addressed at this tijje.
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F 221 ; Continued From page 2

; representative forty-four (44) days after the

: reslraint was implemented, The consent was

: obtained by phone on 08/30/13 for a geri chalr.

. Further review revealed no documented evidence
a consent was given by the legal representative
for a utility tray to be attached to the geri chalr,

- Continued review revealed Resident #2 was
ordered to have a seat belt restraint on t1/14/12
and consent was not obtained from the legal

- Fepresentative until ten (10} days afier the device

. was applied, The consent was signed by Ihe lecal

; Tepresentative on 11/24/12,

' Interview with the MD s coordinator, alsg
responsibte for obtaining restraijnt consents, on

10/02/13 at 4:40 PM, revealed there was a .
consent for an actvity tray for Resident #1, dat:q
12/04/12; however, no consent was obtained f::r

- a Uutility tray. Further interview revealed tha

: consent for the geri chair for Resident #2 was

'~ dated 08/30/13 and the restraint device was

implemented prior to the consent. Further

| interview revealed Resldent #1'g activity tray

: festraint was applied prior to the phone consge it

" give by the legal representative. Further Inter-ieyws

. Fevealed the consents were occasionally mail-d
to the representative.

. Interview wilh the Director of Nursing, on
- 10/02/13 at 2:56 PM, revealed her expectaticn
. would be for staff to obtain consent from the "agal
i representative prior to a restraint device beiri;
- applied to the resident.
F 280 483.20(d)(3), 483.10(k}2) RIGHT TO
$8=0 ; PARTICIPATE PLANNING CARE-REVISE (P

. The resident has the right, unless adjudged
incompetent or otherwise found to be

F 224 The DON or MDSC will conduct audits weekly
for four weeks on all residents utilizing a restraint
. to ensire that the required documentation is
“included i1 the medical record. The DON or
MDSC will andit any
appropriate and tintely docinnentation is included

new restraint to ensure thal

* i the inedical record.

The results of these audits will be forwarded -
to the Weekly Focys meeting {a sUb-comniittee
of Continuous Quality lmprovement .
connmittee-CQ1 Y to deterinine that al)
appropriate documentatio is recorded and
follow-up in place. The resulis will be _
forwarded to the monthly CQI Coinnsittee for
further monitoring and continue compliance.

F 280 1tis the policy of Boyd Nursing and 10/31/2613
“Rehabilitation Center to ensure residents have
aright, unless adjudged incoinpetent or

otherwise found tc be jncapacitated under the

laws of the State, | to participate i1
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F 280  Continued From page 3

- incapacitated under the laws of the State, to
i participate in planning care ang treatment or
1 changes in care ang treatment,

A comprehensive care plan must be developed
¢ within 7 days after the Completion of the
, comprehenslve assessment; prepared by an

' physiclan, a registered nurse with responsibijlity
. for the resident, ang other appropriate staff In

- This REGUIREMENT is not met as evidenceg
! by:

! Based on observation, Interview, record review
- and review of the facility's pollcy, it was

~system to ensure a Com prehensive Care Plan
. the facility's implementation of g festraining

. (Resident #1), Resldent #1 was placed in a
. Physlcal restraint on 09/27/13 with no reference

. 10/01/43,

The findings include:

interd!scipl!nary team, that includes the attending

. disciplines as determined by the resident's needs,

determined the facility failed to have an effective
was revised wilh indivigy al interventions to reflect :

. device for one (1) of three (3) sampled residents

" and updale to the comprehensive care plan uniil

F 280§p!anuing of care and treaiment ar changes in
écare and treatpient.
Care plan for Resident #t has beelr reviewed
gaud revised by the IDCPT oy October t, 2013
10 include accurate individualized intervetions.
to reflect current jreeds of the resident,
C The IDCPT will review and revise all care plans
by October 31, 2013 o ensure accurate,
individualized interventions that are reflective ‘
. of current needs of the resident.
. The IDCPT was re-educated October 17, 2013,
: by the DON regarding the imiportaice of
reviewing and revising resident status on a daily
basis to ensure that resident needs are recorded
acciralely and completely on the current plan%
of care.
" The DON/Designee will review four (4) care
plans each month for four months, then four (h)
quarterly for one year to determiie that the care
plans are accurate and reflective of current
resident needs
The resiuMts of these audits will be forwarded to
the weekly Focus Meeting {a Syb-comniittee -
of Continuons Quality lmprovernent '
committee---CQ1} to determine that the care -
plans are accurate and reflective of enrrent
resident needs. The results will be forwarded
to the monthly CQI Comnnitee for further
monitoring and centinue conipliance,
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" Review of the facility's policy titted
Comprehensive Plan of Care and effective

. 08/01/12, revealed the Comprehensive Plan of
Care will be updated to reflect the resident's
current condltion at legst every ninety (90) days,

+ or whenever significant changes occur,

. Review of the facillty's policy titleq "Restraints -
. Physical” with an effective date of 08/01/12,
reveaied the plan of care for the restricted
. resident must detail when the restraint Is to be
" used, how long It is to be used, plans for
alternative meas ures, perlodic re-evaluation of
reduction of the restraint and continued need for
the restraint, !

Observation during Initial tour on 10/01/13
~revealed Residen) #1 in a wheel chair with an
acthvity tray attached to the wheel chair,

- Record review revealed Resident #1 was
admitted by the facility on 08/42/13 with
diagnoses which included Altered Mental Status,

- Muscle Weakness - Generalized, Difficulty in
Walking, Dement!a with Behavlor Disturbances,
and Generallzed Anxiety Disorder. Review of

: Resident #1'g Re-Entry Minimum Data Set {MDS)

- dated 08/16/13, revealed a Brief Interview for

. Mental Statys (BIMS) score of 02/15, indlcating

. cognittve impalrment.

- Revlew of Resident #1's medical record revealad

- a Physician's order for an activity tray to be

_ attached to the resident's wheel chair dated

- 09/271 3. Review of the Comprehensive Care
Plan revealed the care plan was updated 1o
include the application of the restrain) five (&)

days after the restraint device was applled. The
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. restraint care plan was initiated on 10/01/13.

-~ Interview with the MDS$S Coordinator, who was
alsoresponsible for updating care plans, on
10/02/13 at 4:40 P, revealed the care plan
should be updated when the restraint is applied.

Interview with the Director of Nursing, on ' ;
10/02/13 at 2:56 PM, revealed her expeclation of ‘ i
" staff would be to implement and/or update the : !
: care plan with the physician's order for the
! restrain device. ' :
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