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PREF1X {EACH DEFICIENC Y MUST BE PRECEOED BY FULL © PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY Of LSC I0ENTIFYING INFORMATION. TAG CROSS-REFERENCED TO THE APPROPRIAT: DATE
. : DEFICIENCY) 2/11/14
F OO0 FINITIAL COMMENTS F 000,
An Abbrevialed Survey investigating 9 5 ;
. KY#00021124 was initiated on 01/07/14 and R

' concluded on 01/08/14, KY#00021124 was ' :

i unsubstantiated with related deficiencies. :
Mithaut admitting or danying the vafldity or existence

F 280" 483.20(d)(3), 483.10(k)(2) RIGHT TC 280 ofthe allczed doficencies, vitasoring ptonrie. 1
S58=0 RARTICIPATE FPLANNING CARE*REVI_SE cP 1 followlng plan of <orrectish: pprov e
; Tha resident hae the right, unless adfudged ' This plan of correction Is ot meant to essablish any

4 . .
‘ incom peteﬂf or otherwise found to he ; ; standard of care; coniract; obligation or posittan and .
Viltaspring resasrves all right to ralse alf possthle

incapacitated under the laws of lhe State, (o : _ ‘

participate in planning care and treatment or centention aid delenses In any civil or erliningl o
. action or praceeding,

. changes in care and treatment, ; :

i THIS PLAN OF CORRECTION SERVES AS VILLASPRING OF

! A comprehensive care plan niust be devsloped | : ERLANGER'S CREDISLE ALLEGATION OF SUBSTANTIAL

“within 7 days after tha completion of the ‘ COMPUIANCE A5 OF FEBRUARY 13, 2024,
comprehensive assessment; prepared by an ; !
interdisciplinary leam, #1at includes the attending : ‘
. physician, a reglstered nurse with responsibility |

l for the resident, and other appropriate staff in
; disciplines as determined by the resident's needs, -
fand, to the extent practicable, the participation of
the resident, the resident’s family or the resldent's | b
legal representative; and periodically reviewed . L )
and revised by a leam of qualified persons after CE ;

i each assessment,

This REQUIREMENT Is not met as evidenced
C by
| Based on observation, interview, racord review
5 . and review of the fau!rtgfs Care Plan polizy, It Was i
- determined the facility failled to revise the
Compretensive Plan of Care (CPC) for two (2) of "
_four (4) sampled residents (Resident #2 and )
‘ Resident #3). Review of Resident #2's quarterly
) N ! ' :

LABORATCRY iﬁ ECTOR'S OR PROY R/SUPPLIER FRESENTATIVE'S SIGNATURE TiTHE * i DATE ’
fﬁ,ﬁ;\ﬂkq /?Ee j LNH/:P JMHM u%fbr— 1[5! 4

Any Gef.cfenéyl,fdeem ent e wh with an :zsteﬂsk {*) dancles a deficiency which tha insthutlon inay be axcosed Fom corracing providing # i deterriied that |
other safaguards provide swff‘ment protection lo the patients. (See Instructions.} Except tor nyursing homes, the findlngs stated nbove are disc! lrsnble 80 days
foflowing the date of siirvey wiether or rot & plan of carrectlon Is pravced. For nirsing homex, the above findings and plans of cormetion are disciosable 14
days foltowing tha date these decumants are made availzble to the facilty, 1* deficiencies ars clied, an approved plan of cormciton I reqitisie jo contintisd

program particination,

FORM LMS 2167!02 99) F’rev.m.s \rer‘amns ()Dsol{ﬂe Bvenl 10: 56101 Facilily 1D 102925

It continuation sheet Page 1ot 8




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: g1/23/2014
FORM APPROVED
P OMBNO 3938-0391

STATEMENY OF DEFICIENS 58 X1 PROVIDERISURPLIERICLIA

(X2} MULTIPLE CONS TRUGTION

(X35) DATE SURVEY

ANIZ PLAN OF CORRECTION FIENTIFICAYION NUMBER: L& BULDING COMPLE [ED
, 9]
185447 B WING - - 01/09/2014

NAME OF PROVIOER OR SUPPLIER

VILLASPRING OF ERLANGER

STREEF ADDRESS, CIVY, STATE, 2IP CODE
830 vIOX DRIVE
ERLANGER, KY 41218

FROVIGERS PLAN OF CORRECTION {xal

(X4} 1 SUMMARY STATEMENT OF DEFICIENCIES ia : !
PREFX | {EACH DEFICIENCY MUST BE PRECEORD BY FULL PREFIX | {EACH CORRECYIVE ACTION SHOULD BE " COMPLETION
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: ; i
[ ! !
F 280, Continued From page 1 ’ F 280

| Minimum Data Set (MDS) revealed Resident #2
wag assessed as I*avmg Oxygen (02) therapy
and review of Resident #2's December 2013

i i physician's orders revealed orders for Resident
L #2'to have O2 at {2) lters per minute (LPM) vig
“nasal cannula {NC) continuous. Review of

. Resident #2's CPC revealed no documented

| evidence the CPC was revised to inelude this

f interveniion,

; Review of the physician's ordsr dated 12/11/13
revealed an order for Resident #3 to have 102)
" PRN to keep Oxygen saturation {02 SATS)

~ahove nirety (80) percent (%0); however, review of |

| Resident #3's CPC revealed no documented
| evidence the CPC was revised ‘o include this
“infervenion.

The findings Include:

Review of the facflity's policy titled, "Minimum
. Data Set (MDS) 3.0, Resident Assessmant
i Instrument (RANY, dated 03/2013, revealed the
i RAlincluded the MDS, Care Assessment Areas
(CAAg) and guides the developrment and revision
_of the Cate Plan. Review of the facility's policy
trtIeG "Shovt Term Care Plans (STCP), revised
- 11/2012, revealed the fagt fity uthlzes this specific’
“form to document immediate rieeds for a specific
; acule condition. The policy further stated any
wrse coul intiate the STCP,

Interview with MDS Nurse #41. on 01/08/14 at 210

. PM, revealed the STCP was also used as an

| interim care plan untii the quarierly assessment

twas completed, Further interview revealed the
STCP information was used to revise the CPC

: when applicable.

i

b

F280; RIGHT TC PARTICIPATE i PLANNING CARE-
REVISE ¢pP

Vlllaspring develops care plans lor residents within 7
days of the completion of the
assessment and reviews and revises the care plan 24er
each assessmert by Interdtsciplinary  Tazm,
Residents are ﬂncou_,—’aged to parifclgate In panning the
care and treatinent or changes in thelr care ang
i treatmet,

campreleniive

ihe

vilfzsaring assesses reskients upan admisslon, gquarierty,
aniually and rpon change in condilion. inadditlen, the
! faciity has a0 oagoing assessment {rratess 1o assure that
' each sesidedt’s individualtzad needs are deitilted,
Based upon the assessincnt; a care alan is developent ia
addrass the identified iiseds,

e tacllity periodicatly reviews and revise: each

[ testdent’s Individualized compiehanslve cae plan atter
each assessment, Short Term Cave Plan is hy: slemented
4 to docuient mnedlate needs and seute Issues and
reviéed with chasge in M0 orders.

%
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F 280} Continued From page 2
" Interview with the Assistant Director of Nursing
i (ADON), on 01/08/14 4t 410 PM, revealed the i
i nurse who takes a physician's order was 1
responsible for initialing or updating the care
f plan.
1. Review of Residenrt #2's clinicat record i
frevealed the facility admitted him/her on 00/24/04 |
“with diagnoses which included Alzhetmers
| Disease and Chronic Obstrustve Pulmonary :
" Disease (COPD). Review of the December 2013
, bhysiclan's orders revealed an order written on |
1 11/08/13 for Resident #2 {o have 02 at 2 LPMNG |
. continuous and could titrate {process of adjusting -
j @ dose of medication until the optimal results !
“were achleved) 02 to 3 LPM/NC to keep 02 ;
j SATS greater than §0%. Review of Resident #2's |
;F current CPC dated 09/26/04 did mat reveal :
documented evidence of this intarvantion.
r Continued review did not reveal a STCP for this
“intervantion in Reskdant #2's cliaical record.

“Hinterview with the Director of Nursing, on ‘

01/08/14 at 4:27 PM, revealed Resident #2's CRC .

| should have been updated to reflect the current

1 02 interventfon,

| 2. Review of Resident #3's clinical record :

revealad the facility admitted him/her on 11/26/13 ‘

s with diagrioses which included Atria! Fisrillation (Al

| Fib) and Heart Fallurs. Review of Resident #3's |
physiclan's orders revaaled an orders written on i

j 12111713 for Resident #3 to have PRN 02 to keep

- 02 5ATS above 90%. Review of Resident #3's

, CPC revealed there was no doctmented

Vevidence of thls intervention nor wag thare
documented evidence of a STCP for this

i intarvention.
r

XD} CIE!
SREFIX (EACH DEFICIENCY IMUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHCULD BE " coMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATIGN) TAG . CROSE-REFERENCED TO THE APPROPRIATE ; baTE
i o DEFICIENGY) [ 21114
£ 280,

Résldealt #2 0o torger ka facility,

Resldent #5 's Comprehensiva rare pan was revised on
1/7/34by MDS nurse to Inziuds Yer 2xygen therapy |
Additionally, she has Acute pian of Ca‘e In place
regardlng Potentla far CHr,

HIT staff lncluding AN stat it review 2ach residents

‘ compienesisive clan of cara by February 11, 2014 10

; assure the Care plans are updated and/or a Shost Torm
Care Plan s In piace 1o address rasidenis

aeadsfintervent inng,
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NAME OF FROVIOER OR SUPFLIER ’ STREET ADDRESS, CIYY, STAYE, ZIP COOE
o
VILLASPRING OF ERLANGER l ?:L\QZZZ:VQY 41018
~{XA) 1D SUMMARY STATEMENT OF DEFICIENCIES i FROVIDER'S PLAN OF CORRECTION : (]
FREFIX {EACH ORFICIENCY MUST Bl PRECEDEORY FUUL. PREFIX {EACH CORRECTIVE ACTION SHOULD B2 § CoMPLETION
TAG l REGULATORY DIRLSC IUENTIFYING INFORMAT IGM) TAG CROSS-RE:-“EREBJEIEDIER CT?,EAPPROPRWE DAFE -
3 ‘ =k ISIE 2314
S )
‘ : ! Utensed dursing staff wall receive additlonal educalion ‘
B 280 Cortinued From page 3 ; = 280i and refaforcement by febrvary 11, 2014 ragardiog the
’ Interview with tha Director of Nursirg, on ! (.:ar,e »E”af.‘fom anf ﬁ!ccgfs 'nffuding 2ut ol fimitedto
1 01/09/14 at 4:27 PM, revealed Resident #3's CPC ;emmgiﬁcents Lvom-pmrhe-n:'v.e.%n Ofcmf
. melemehiing STCP's and revising with changes nckidtng
éhzou’? ha“ri bseen Upda ed to reflect the current ? MO ordars by the Directar of Nursltng or &N designee,
} intervention. AddliGonally, the Interdiscllpdlnary Team attended an
[ - ) . . : insaivice on lanuary 1S, 1014 ghven hy the $30% and
: Interview with MDS Nurse #2, or: 01/08/14 at ; t ADON on the Cars Haiming policy and process.”
2:00 PM, revealed Nursing should have initiated 2 )
| STCP for Resident 2 and Resident #3 when the | o e et g conipleted o menior thatcars
olant are In place and yavised as neaded, A copy of the
02 orders were received. worksheetls attached as EXHI8IT A, This Plworkshaetr
) ! Is belng vomplated by the DON or designes weekly X 4
Interview with the Admiristrator, on 01/00/14 | then maonthly theteafter. If issues are nated the DON o
Tat 435 PM. revesled it was her expectation that ‘ designee takes 2ppropriate actlen at the (e tha
. Resident #2 and Resident #3's CPCs should Zoncern is rotad. Resuits of the Pt worksheet will be
I have been updated to Include the current G2 reparted to the il cainmilte2 for 2 Geterminaticn of the
“intervention. : need for luifher ongoing tornal manitoring..
i F 251

F 281, 483.20(k}{3)1) SERVICES PROVIDED MEET
58=D | PROFESSIONAL STANDARDS

’ i The services DerFded or arranged by the facility
i must meet professional standards of quality.

| This REQUIREMENT s Aot met as evideniced

by:
| Based on observation, interview and record
freview, it was determined the facit ly failed to
ensure physicians’ orders were followad related
} to Oxygen {O2) administration flow rate for one
i (%) of four {4) sampled residents (Resi dent #43,

Raview of Residen! #4's quarterly Minimum Data

: Set (MDS) dated 12/16/13 revealed *he facility

| assessed hinv/her as having O2 therapy. Review

" 0f the December 2012 physician's orders
revealed an order for Rasidant #4 to receive 02

' i at a flow rate of 2.5 liters per nasal cannula {NC)

“atall imes, Observation of Resident #4's 02
i flow rate on 01/07/14 at 11:65 AM and 4:00 PM
lrevealed a flow rate of 1.5 liters,

The DOV will monitor comphtancaCom plante Date :
February 11, 2014 i

i F281: SEVICES PROVDE D WEET PROFESSIOMAL
: SYANDAROS

Viia spring wilt conthue to provide and 2r/ange tor
services to meet professicnal standards of gusitty.
Vikaspiing inalataig atratned, professlodal slaft shat i
made up al Reglstared Nutses, Licersed Practical Nurses
and Therapists,

The faciiity utirsing staf! follicws phystelan ordets apd
documeitts in the Elactronic ra: srard inctudlig
sbsetvatians of rasidents ¢ Fespiratary therapy. Physlcfans
are notitied of any concarns,

FURM GM5-2567102-89) Praviols Versions Obsolela
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MNAME OF PROVIDER OR SUPPLIER STREST ALDIRESS, CITY, STATE, ZIP CODE
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()Q) 0 SUMMARY STATEMENT OF QEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTICN (x8}
PREFIX ! {EACH QEFIGIENCY MUST BE PRECEOED BY FULL i PREFX (EACH CORRECTIVE AGTION SHOULD BE T COMLETIEGN
TAG REGULATCRY ORT.SCIGENTIFYING IN FORMATION) ' TAG : CROSS-REFERENCED TO THE APPROPRIATE o DATE
: . o | DEFICIENC Y SEI14

. Tha nursing supewvlsors and aurstng management tewmn
F 281 ; Cordinued From page 4 i F 281 . perform geriodK informal rounds, as a component of
! f their daily dutles; observing the direct care staff in
rendertng eare lor the resldents inciuding axygan
therapy. i concerns are roted, the nursing supervisor oi
inanager talres approprisie Intarventions at that tiilie,

. The findings inclade:

RGVF?W of t{']@ iacff;ty § poiicy titled Oxygen‘ | facluding additlonal ene-on-one re-educatici of the
: Admlﬂls.tratl@n P dated ()6/1 3; revaaled nurS;ng . employee, The Villaspring pttey for Physiclan Order
"was.able to evaluate and document fecds of | franscriblng/Posting states Drders are pasted to the

residents and safe:y adnrinister Qxygen to a : : restdent’s record by licensed nursiag perssonnel. Al
! resldent to prevent:or reverse hypoxia andfor to i : orders are dated, timed and signed by the nurse

recefving the arders, The ordeyis then transcrihed asd -

" Improve tissue oxygeration. Further review of
postad to the iwedicatlon ftreatment record.

this sollay revealed the procedure was to ebtain _
' the Oxygen order from'the physician that would '

Include the following compenents: flow rate and
: routine monitoring of O2 saluration levels,

fach Q2 order indicates the ginount ol 02, flew rate and
02 satwation madlioiing,

festiant #4's oxygen flow rale was correctad te the MO
aruer on 1/7/14. Her 02 tat was 2%, wilnin ner
wescithed paramelers, iesldant 145 oxyges lov rise
ranilnues at the MD ordered rate,

Review of Resident #4's clinical record revealed
| the facillty re-admitted him/her on 12/10/4 3 with
" diagnoses which included Chronic Obstructive , |
; Disease (COPD), Heart Fallure and Preumonia. ' i

Review of the December 2013 physician's orders @ _ :
E revedled an arder for Resident #4 to receive G2 i ;
“ata flowrate of 2.5 liters per nasal cannuis (NC) 3 - oo
; atall imes. Observation of Resident #4's 02 ! : i
;; flow rate, on G1/07/14 at 11 55 AM, revealed a i Fach; resident who requived axygen was audited un
“fiow rale of 1.5 liters. Continued vhservation, on 17714 by the & siaft L= assure MD ordars
0107714 at 11:55 AM, revealed the tank meler implemanted. AddRionally, each resldent’s arders wip
indicated the tank was emoty, Observation at this ! be reviswed by 2/1/14 10 assuie proper commuzication

time revealed Licénsed Practical Nurse (LPN) #2 | of orders to the Mal/TAR.

! (HUFSB aSS‘an@d o R(?S@enl #4 an 0’“07/14) f-ﬂl i Licenzed nursing stalf wilt recelve by Febriary 11,2014
: change the tank at this time; however LPN #2 did : addtlonal educaticn by the 5ON or desfgnee'regarééag
. not adjust the flow rate at that time., Chservation, | : Physlclan Order Transcrising/Posting, Oxygan

Fon 01107/14 at 4:00 PM, revealed Residsnt #4's ' Moriloring ant Gxygen Adminisiration, L2 2 recelved
' 02 flow rate was sat at 1.5 liters per minute. ; counsellog and teaching regarding proger 2

' manitoring on lanuary 13, 2104 by the DON and
Admbbistrator,

P interview with LPN #2, on 01/07/14 at 4:20 P,
revealed she was not sure what the O2 flow rate |
: for Resident #4 should have been, but she ;

 thought it was 2 liters per minute/NC. Gontinued ; 1’

[ . Interview with LPN #2 revealed she was unaware. |

Evenl 10:BGLDY | Facillly 1) 101925 M cantinuatlon sheet Page 2 of &
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NAME OF PROVICER OR SUPPLIER STREETACGRESS, CITY. STATE, 7IP CODE
530 viox brive
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(X431} SUMMARY STATEMENT OF DEFICIENCIES . i PROVIDER'S PLAN OF CORMECTION . {x3)
PREEX | {EACH DEFIGIENCY MUST BE PREUEQED BY UL i PREFIX . (EACH CORRECTIVE ACTIOM SHCULD BE COMPLETION
TaG | REGULATORY ORTSC IDENTIFYING INFGRIMATION) PaeetaG GROSS-REFERENCED TO THE AFPROPRIATE | VAR
: - DEFICHENCY) 2iitita
i . . .
. i SENA's will recelve sdditlonat traintng and contlnyed
F 281 * Continued From bage 5 o i o H F 281 ; refnfercemeant by the Nujsing tranagement siaff by
; the flow rate was set at 1.5 liters per nrinute/NC ‘ ‘ Febriary 11, 2014, regarding Ihet rola In Oxygen
tor how fong it had been set at 1.5 liters per ! i ; onltertag, kotification of lieensed aursing persoiliel
minute, "it had been a hectic day” and she had : snd use of Restdent nfarimation sheets for 02 use.
| not checked to verffy the. flow rate was set - ‘
{ . i L A Prworksheat s being completed Lo monitar that D
. correctly. : : ! orders for oxygen are corractly Implanented, & copy af
' ) . ) : the warksheet Is attached as EXHIBIT A, This pt
I Inlerviews with the Director of Nursing, the Unit f _ F wailisheat is being completed by the OO of designes
Manager for Unit |, and the Administrator, on : ; wekly X 4 then moithly thereafier. I issues are notad
l 01/00/14 at 4:35 PM revealed LPN #2 should ER : the RON or deslgnea takes apprap fale artlost at the
! have a“-ea(éy aSS@SSE‘d Resident #4's 02 flow : , ‘ tine the coueern is »oted. Resuits of the Ptworksheat
rate by the time she had lo c,hange the empty : witi be reportad io the Pl commlttaa for @ determination
i tank at 11:55 AM to ensure tha flow rate was seal F ‘ of the read for lurthet ongohig farmal inpnttaring,,
prer ihe physician's order. !
!
} The DON will maniiar compllance,
: ; . Comphanca date: Cebruiary 12, 2014

! , f :
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