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F.000 | INITIAL COMMENTS Fooo| Thiz Plan of Corxaotion constitutes our

written‘a}lagatiqn of compliance for
the daficiency cited. However,
submigzlion of this Plan of Coxyegtion

An Abbreviated Survey Investigating ARO is not an admission that a deficiencg
#KY00016868 was initiated on 08/08/11 and ' e R omcotion 15 gubmitred |
concluded on 0B/10/41, ARQ #KY00016858 was .| to meat requirements gstablished

j . . by &tat d Fed 1 Law.
substantiated with a deficiency cited with the DY grote 2nd Fedsral Law _
1. The €acility was unable to provids

' hi'ghast SCOpB and severity being & O corrective action for the resident
F 308 | 483.25 PROVIDE CARE/SERVICES +OR F 300| identified az #1 dye to death.’
88=D HlGHEST WELL BEING . 5.811 facility residents wWere

re-agsesped to aEgure no change in
condition that warranted an asseszment
and/or phyeleian notification. Wo

9/9/11

Each resident must receive and the facility must further deficient practices were
provide the necessary care and services to sitain if,‘i“i; £ iﬁd{: Tg%g asgegsnent vas

or maintain the highest practicable physical, 3. gmployegyﬂlland RDOW waﬂyxe—educéted
mental, and psychosotial well-bging, in “53&23?1%233;22&25? igzgtg:rgﬁ
acoordance with the comprehensive assessment irector of Heslth Saxvices provided
and plan of cars. additional education to the employes

in regards to providing a prompt
responss and nesesoment on ahy patient
presenting with a change in condition.
The training with &mglo{ee #1 and ADON
wag complated by 8/35/11.

. : . 4. The Director of Realth Bervices
This REQUIREMENT ig not met as evidenced conducted a training gespion with the
by: o, LPN’'g and RN's to discuss the auxging

ﬁqfﬁl Em w grandard of care ip providing & prompt
i 1

' Based on interview and record ¢ response and apFessment on any patient
determined the facility fallad 10 wdsx; -9 7 presenting with a change in condation.
ha

The nursing staff has bean instructed
Lo b@gip a Change in Condition monitoring
record if ® resident pregents with any

change in condition. This training was

of five (5) sampled residents, (RéBdentt)~The complated by B/11/11.

- H N . 5. The IDT d all t

facilty falled 1o assess Resident #1 after an - siane to eneure nagusl/normal coeurrencks
oplsode of emesls and conggstion was reported. .| /behaviors" sre addressad with approprifte

interventicns. The facility alleges

, gomp%lagge ag of %/9/11.)\ 4
: R R ) . The birwctor of Health Sarvices &n
The findings include: Executive Director will conducted

daily periedic rounds with the nursing

Review of Resident #1's medical record reveaied ;,ﬁ:fing*;zz‘;ggg“;,g‘gzﬁgigg with & pat e
the faclifity admitted Resident #1 the fagility on ;gs:‘;’::’;,é:m‘éﬁiﬁi‘éit‘éﬁuiné”"e”
11/18/07 with diagnoses which inciuded Achalasia implemented, {E necessary, including
(Inability of certain hollow, musoular organs to ggizfégagég;lggnggy:;c;yg hl‘he facilicy
contract) of Esophagus, Esophogeal Reflux, and T Tﬂehfagiléthwiéérmonic_or'co;x lti:anci
\ . . thyrou the da process which will
A'?‘helmers Disease. Elewaw O‘H_he Quarterly idant?.ty reeiden{s with a Change in
Minimum Data Set (MDS) Assessment, dated gondi;ign f£rom thg pest 24 hours. The
. | 05/14/11, revealed the facilily assessed Resident oumentation for Change in condition '
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Any deficlency staternent ending with an aslerisk (") denotes a deﬂclency\vmiuh {he Instilution may be exgused froﬁw corracting providing it is determined ﬂﬁt
other sateguards provide suffialent protection to the patients. {Bea instrugtions.) Exoept tor nursing homes, the findings stated above are disclosable 80 days
follawing the date of survey whether or nota plan ot correction |s provided. For aursing homes, the abova tindings and plant of correctton are disclosable 14
days following the date 1hese documents ere made aveilable to the faciity. If deflslencles are cited, an approvad plan of correction s raquislte to conminued
program participation. ' :
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F 309 | Continued From page 1 . F 309 wailgh prop;‘l"a&;mentac‘{oﬁuﬁié’;‘gni ?
. . : &r notifi ion, Lreht t
#1 as severely 009”“"’.915’ Impatred. ' ai,n:p].g;:gt:d :E oigzr;g? HI::cl:igary.
T?e fg?iiity alleges compliance as
Interview with the Assistant Direotor of Nursing P gé‘a component of the engoing
(ADON), on 08/08/11 at 2:00 PM, revealed - ggrgpééinggéc;l;; IoT will monitor during
' ' . a '
Rasident #1 would xperience emesle %gennfied wit]}bmedicalycoﬂditiops
’ H 4t mi t ta t
sporadically as a result of his/her Achalasia of Eha e ey COMii1 heve chat dingnosis
Esophagus. The ADON went on to reveal that dt{\;.",umentad on the Care Plan u th
] o . a Appr [+ &
when Resident #1's apisodes of smesis bagan B o e ears and services axe |
ocourring more often, It was a strong indicator pro;;@ggb’i-o m:inga;? the highest
thet Resident #1 neaded a Botox Injection o _ D tanoisl ueal-peing, The facility
opsh up hisfher esophogeal sphincter. . slleges_compliance as of 9/9/11.

9. The BD or Desigpee will utllize

: c%rgumitagcelmuniﬁorin% ; ) .
An interview with Licensed Practical Nurse (LPN) ool daily during the IDT CQI process
to ensure compliamnce with patient
#1, on 0B/0B/11 at 2:54 PM, revealed Resident #1 | assggsTegt:tr?ggered by change in
' ; H condition Lorm. ' '
would have episodes of emesis on average 2 The facility aileges overall
days & week, more frequently if needing a Botox corpliance g of 3/9/11

reaiment. Follow up interview, on 08/10/11 at
2:23 PM, revealsd Resident #1's vomiting could ‘ C
bs a one-time episode, and that vomiting twioe in
a day was not out of the ordinary.

Review of nursing notes, dated 07/25/11, reveal
at 1:00 PM staff reported to LPN #1 that Resident
#1 had vomited during lunch. Review of the
nursing notes revealed no evidence that Resident
#1 was assessed at thattime.

An Interview with LPN #1, on 08/08/11 at 2:54

PM, rovealed she assessed Resident #1on
07/25/11 after junch, at which time Resident #1
was breathing fine and talking while at the nurses’
stalion. LPN #1 stated Resident #1-éxhibited no
signs or eymptoms of distress at that lime.

1 An interview with Certifled Nursing Assistant
(CNA} #4, on 08/08/11 at 2:47 PM, who cared for
Resident #1, revealed she told LPN #1 on
07/26/11 between 2:30 PM and 3:00 PM that
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'Resident #1 had vomited again and was
| songested, while CNA #1 stayed with Resident #1

| #1 rgvealed she spoke with the Assistant Director

| another episode of vomiting end was congested.

.| the report by staff. The nursing.note went on to

| gmesis and congestion at 2:45 PM on 07/25/17.

Continued From page 2

and cleaned him/her up, CNA #4 revealad the
Advanced Registered Nurse Practitioner (ARNP)
was at the nurses station as well. Further, CNA

of Nursing (ADON) on the way back to Resident
#1's room, informing her that Resident #1 had °

CNA #4 went on to reveal the ADON instructed
her to ensure Resident #1's head of bed was
elevated,

Funher review of 07/25/11 nursing notes reveal at
2:45 PM staff reporied to LPN #1 that Resident
#1 had increasing emesis and possible |
congestion, Review of the notes revealed no
gvidence LPN #1 assessed Resident #1 tollowing

reveal Resident #1 was discovered by staff
entering his/her room 1o prepare him/er to go to
the dining room, at 3:356 PM, as having no &igns
of ife. Staff informed LPN #1, who found
Resldent #1 to have no aigns of life with oyanotic
changes beginning to take place. Record review
and interview revealed Resident #1 was-a DNR. -

Interview with LPN #1, on 08/10/11 at2:23 PM,
revealad CNA #4 did not report Resident #1 a8
being In acute distress when she reported the

LPN #1 went on to state she had informed the
ARNP of the situation, and the ARNF intended to
560 Resident #1 later that day. Continued
interview with LPN #1 revealed Resident #1 had a
history of emeels, and as long as he/she had the
head of the bed slevated, aldes to clean him/her
up, and no signs of distress, then an immediate

F 300
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F 309 | Continued From page 3 F 309

-1 condition. Interview with the ADON, on 08/10/11

n & nursing capacity, ahd was Informed a

1 Interview with LPN #2, on 08/10/11 at 10:00 AM,

assesement wag not necessary.,

in an Interview with tha Agsietant Director of
Nursing (ADON), on 08/08/11'at 2:00 PM, it was
revealed thal Resident #1 had a history of
emesig, which would happen “sporadically’, and it
was not a significant change in Resident #1's

al 1:58 PM, revealed CNA #4 had also informad
her that Resident #1 had an eplzode of emesis,
but it was not presented in such a way to indicats
Resident #1 was in any disiress. The ADON
stated she informed CNA #4 to make sure
Resident #1' head of the bed was elevated,

interylew with ARNP, on 08/10/11 at 1:03 PM,
ARNP confirmed she was planning on seeing
Resldent #1 that evening before leaving the
facilly. The ARNP went on to reveal if she were

resident experlenced vomiting and congeasticn,
she would check on the resident. Further.
interview revealed she was in the building and
went to Resident #1 immediately upon & report of
no signs of life. Further interview revealed the
ARNP felt the cauge of death was related to a
hear condition because there were no signs of
aspiration. ) C

revealed she would assess a resident if staff
informed_her a resident had vomited again after
vomiting previously.

Review of Resident #1's Comprehensive Care
Plan revealed no evidence the facility had
developed a care plan tor the assessment and

interventions related to Resident #1's emesis,
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1 normal behavior for Resident #1. Further

although this was mentioned by staff several
times during the course of the investigation as

interview with staff went on to conisistently reveal
Resident #1 had parlodic Botox Injectiohs to act
as a paralytic 1o keep his/her esophogeal
gphincter functioning properly. Review of the :
Compreheneive Care Plan revealed no evidence
these problems were addressed.

Interview with CNA #7, on 08/10/11 at 12:66 PM,
revealed she last saw Resident #1 Just after 3:00
PM when she arrived for work, revealing that
Resident #1's appearance and breathing
appeared normal at that time.

Interview with the' Funeral Home Director, on
08/10/11 al 10:04 AM, revealed no evidence of
aspiration during post-mortem care.
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