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F 000 INITIAL COMMENTS F 000

 The following citations represent the findings of 

complaint investigations #KS00181544 and 

KS00181564.

The 2567 was sent electronically on 08/07/23.

 

F 677 ADL Care Provided for Dependent Residents

CFR(s): 483.24(a)(2)

§483.24(a)(2) A resident who is unable to carry 

out activities of daily living receives the necessary 

services to maintain good nutrition, grooming, and 

personal and oral hygiene;

This REQUIREMENT  is not met as evidenced 

by:

F 677

SS=D

 The facility identified a census of 118 residents. 

The sample included one resident reviewed for 

pressure-related injuries. Based on record review 

and interviews, the facility failed to ensure staff 

provided the appropriate level of assistance, as 

directed by Resident (R) 1's care plan, for bed 

mobility. This deficient practice placed R1 at risk 

for unwarranted physical complications.

Findings included:

- R1 admitted to the facility for respite care (short 

term health services to the dependent adult) on 

07/12/23 and discharged home on 07/17/23.

The "Diagnoses" tab of R1's Electronic Medical 

Record (EMR) documented a diagnosis of 

dementia (progressive mental disorder 

characterized by failing memory, confusion) with 

agitation.

The "Activities of Daily Living (ADL) Care Plan", 
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F 677 Continued From page 1 F 677

dated 07/12/23, directed R1 needed assistance of 

two staff for bed mobility.

The "Notes" tab of R1's EMR revealed a 

"Hospice/Palliative/Terminal Prognosis Note" on 

07/17/23 at 01:36 PM that documented a new 

skin issue was reported to hospice case manager 

by the nurse.

In a "Witness Statement" on 07/19/23, Certified 

Nurse Aide (CNA) M stated he took care of R1 

overnight on 07/16/23 and he was told she 

required one person for cares but that was not 

the case. He stated he was not given a care plan 

on 07/15/23 and 07/16/23. CNA M stated he 

changed R1 regularly and repositioned her as 

well.

On 07/27/23 at 01:29 PM, CNA N stated R1 

required two people for bed mobility and when a 

resident was moved up in bed, they were lifted up 

instead of slid up in bed. She stated CNAs were 

required to carry a Kardex (CNA care plan) on 

them at all times.

On 07/27/23 at 01:39 PM, Licensed Nurse (LN) G 

stated CNAs carried a Kardex on them at all 

times and the charge nurse was in charge of 

giving the CNAs the Kardex at the beginning of 

the shift. She stated R1 was a two person assist 

with bed mobility.

On 07/27/23 at 02:10 PM, Administrative Nurse D 

stated R1 was a two person assist for bed 

mobility including changing and repositioning. He 

stated when CNAs showed up for work, they 

received report and any updates were added to 

the Kardex then the nurse printed the Kardex off 

for the CNAs. Administrative Nurse D stated 
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F 677 Continued From page 2 F 677

CNAs were expected to follow the Kardex and 

have it with them at all times.

On 07/28/23 at 11:57 AM, CNA M stated he was 

never informed that R1 was a two person assist 

with bed mobility. He stated he should have read 

the care plan and followed the care plan. CNA M 

stated the nurse usually printed the Kardex off 

and gave it to him. He stated he did not receive a 

Kardex on 07/15/23 and 07/16/23. He said he 

could have asked for it, but he did not think about 

it. He stated the nurse was with him one or two 

times for R1's repositioning but he repositioned 

her by himself about five times.

The facility's "Care Plan and Kardex Policy," not 

dated, directed the Kardex was printed by the 

charge nurse at the beginning of the shift and 

given to the CNAs. If a CNA was not given a 

Kardex, they looked up the Kardex for each 

individual resident.

The facility's "Bed Mobility Policy," not dated, 

directed staff always followed the resident's 

interim/comprehensive care plan schedule and 

positioning instructions.

The facility failed to ensure staff provided the 

adequate level of assistance required by R1 for 

bed mobility. This deficient practice placed R1 at 

risk for unwarranted physical complications.
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