e . .
" - W omm ar ks AmeE 4 rmn o ns TR B ARAN § he cwr 8 o 4 4 Sy e & mrenn

DEPARTMENT OF HEALTH AND HUMAN SERVICES PR'E;EI?A:A?J%%%%OES

CENTERS FOR MEDRICARE & MEDICAID SERVICES " OMB NO. 0038-0381
TATEMENT OF DEFICIENCIES | {¢1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
YD PLAN OF CORRECTION IDENTIFICATION RUMBER: ‘ : COMPLETED
- A.BUILDING
. . C
B. WING . ;
: 186444 . . . - 03/10/2012
{AME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY, STATE, ZIP CODE
CAMBRIDGE PLAGE 2020 CAMBRIDGE DRIVE
. LEXINGTON, KY 40504
(X4) 1D " QUMMARY STATEMENT QF DEFICIENGIES iD PROVIDER'S PLAN OF CORREGTION . (e i
FREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX |, (EACH CORRECTIVE AGTION SHOULD BE CaMPLETION
TAG _ REGULATCRY OR LSC IDENTIFYING INFORMATION} TAG GROSE-REFERENGED TO THE APPROPRIATE DATE
X - K , PEFICIENGY)
F 000 | INITIAL COMMENTS - F 000

Preparation and cxecution of this plan of
cortection does not constitute admission or

An Abbreviated Survey investigating agreement by the provider of the fruth of
KY#00017032, KY#00017969 and KY#00017007 e fretsallged ot conctustons set ot
was conducted 03/07/12 through 03/10/12 with the statoent of deficehes, ©/BEET,

deficlencles cited. KY#00017632was correclun I prepate b eret and it

unsubstantiated with unrelated defiolenclas cltad, faw.

KY#00017969 was unsubstantiated with no

deficiencles, KY#00017997 was substantlated

with ne deficlencies cited.

_ F 167 | 483.10(b){11) NOTIFY OF CHANGES F 1567 1
s8=D | (INJURY/DECLINE/ROOM, ETC) w157 Nlffcton of ChATERL e

IECENER

A facility must immediately inform the resident;
conauit with the resident’s physlclan; and if

known, notify the resident's legal representative ' Cuiterin 1t “Resident # 2 has
or an Interested family member when there is an expired.
accldent involving the resident whioh resuits in recomsméndations for I;'{’;em“zhﬁ;{e dio
injury and hes the potential for requiring phys[clslm Depakoto hava been reviewed with the '
intervention; a slgnificant change in the resldent's physiclan, with the MDD orders documente
physlcal, mental, or psychosocial status {i.e., a : on the medical reord. - :
doterioration in health, mental, or psychosocial . _
statys In either life threatening conditions or Cilterin2: ~Tho last 30 days of 24 liour
shift reports have been reviewed for
clinical complications); a need to alter treatment residents demonstrating any signs/symptoms
signifioantly (i.e., a need to discontinue an ol‘c]mwgg in condi:ion};y’ ;tzxe -
sting fo DON and ADON on 3427112, 3/28/12,
exlsting form 'Of treatment due to adverse 3/29/12, and 3/30/12 to determine that MD
gonsequonces, of to commence & hsw form of tih
notifioation has been completed and
troatment); or & dealsion to transfer or diacharge docurnented.
the resident from the facliity as spscified in _ “The tast 30 days of
§483.12(a). . psyohiatry recommendations have been

reviewed by the DON and ADON on 327/12,
3/28/12, 3/20/12, end 3/30/12 ’ :

‘The facliity must alsa promptly-notify the resident to dotermine that the MD has reviewed and
N and, if known, the resldent's legal representative _ responded, and that the response is
or intsrested famfly member when there (s a ) documented in the medical record.

change in room or roommate assignment as
specifled in §483.15(e)(2); or a changs In
resident rights under Federal or State law or

| regulations as spetified In paragraph (b)(1) of - .
this segtion. ' :

ABORATORYDIREGTOR'SW ESENTATIVE'S SIBNATURR . TITLE. — ‘(%)7“& '
SO8VD ‘ _debyonidedoc T3o)s

Any doflalency statemant ending with an asterisk (*} denoles a deftolanay which the Institulion may ba excused from corracting providing it is defermined that
other safeguards provide sulficlant protection to the patients. (See instructions.) Excapt for nutralng homes, the findinge stated above are disclosable 80 days
followlng the'date of survey whether or not a plan of corraction Is provided, For nuralng homes, the above findings and plane of cotraction ate <llsoloaable 14
days following the date thess documsnls are made avallable to the facllity. if deflolencles are oited, an approved plan of correotion Is requisite to cantinuad
program particlpation.
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. Crlterin 3: ~Licensed mursing staff have
The facility must record and periodically update seceived Inservice education on MD -
the address - and phohe number of the resident's Eotiﬁcfﬁonipﬁﬂ?;:;ﬁ;ﬁ“jéﬂﬁmm
it not LS .
lsgal repressntative or interested famfly mamber. witetie; ceporting of tha changds
: to the MD; reparling of all psychiatry
, consultant secommendations to the MD; anc!
This REQUIREMENT s not met as evidencad docutmentation of the change b condition
by nssessment findings anid L[’ID y \
’ . B 7 i edical recor
1 Based on interview, record review and review of ﬁgﬁ:ﬂ;‘;ﬁ Ll;flfgr%oNiADON on
the facliity's pollcy, it was dstermined the facliity 31112,
failed to consultwith the resident's Physician
andor legal representalive refated to & chenge In Crterlnd: Tho CQlindicstor for the
the resident's physlcal or mental status and/or a monitoring of MD notification will
! need to alter treatmant for one (1) of three (3) e utitized monthily X 2 months and then
, sampled residents, {Rasident #2). The facllity quarlerfy under the supervision Offit‘;e DON.
+ falfed 1o provide evidence that Resldent #2's This is accomplished by roviow ofthe -,
i medioal record for 5 residents to determine
, Physlcian was nofified regarding a st MDD ntification and documentetion of
. recommendation from the consulting psyohiatric changes in condition has been completed |
_Physiclan to decresse Resident #2's Depekote timely. :
. inedioation {used to treat Dementia) in ' .

‘September 2011, In addifion, the facllity failed to
notify Resldent #2's Physloclan of an elevated
temperaturs of 101.5 degrees Farenheit on
01/06/2012,

The findings include:

Review of the facility's pollay titled, "Notification of
Change in Resident Condition”, dated 12/21/07
revealad the facllity shall notify the altending
Physlclan and representative/sponsor of changes

stated the nursing supervisor/foharge nurse will
nofify the resident's Attending Physiclan or on-call
Physician when there has besn a change in -
baseline vita! slgns or a heed (o alter the
resident's medical treatment significantly. -

in the resident's medical status. The polley also

Crlterin 52
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| included Dementia with Delusions, Depressive

| consent), New Orders - Decrease Depakote 126

| Badtime (QHS) per the grarlual dose reduction, a

" documented evidence the*hygician was notifled

Record review revealed the facility admitted
Resldent #2 on 14/20/08 with diagnoses which

Disorder and Diabetes.

1. Review cf the "Psychiatric Follow-Up
Evaluation” form conducted on 08/10/11 by
consulting psychiatric serviges revealad the
recommendation, "TREATMENT PLAN (Far any
new medications ordered, please obtain informed

mg PO QHS (GDR)" [Dapalote ane hundred
twenty five milligrams (126mg) by mouth (PO) at

stepwlise tapering of a dosk to determine If
symptoms, conditions, or.riaks can be managed.
by a lowér dose (GDR). Huwevar, continued
raview of the medical recond revealad no

of tr_le recommendation,

Interview, on 03/08/12 at 8:10 AM, with Licensed
Practical Nurse (l.PN) #4, revealed when a
recommendation was made for an order ohange
by a consulting Physiclan the facility should notify
the attending Physiclan of the recommendation to
goe if the order change should have been
implemented, “In gddition, the information should
have been sharad with the resident/or the
rasident's representative.

Interview with the Unit Manager, on 03/08/12 at
10:16 AM, revealad no documented evidence tha
Attending Physician was notifiad of the
racommendation fo decrease Resident #2's
Depakole medication. Further interview revealed
Resldent #2's Primary Physiclan Group shouid
have.baen mads aware of the recomimendation.
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Continued interview revealed the
recommendation would then be noted on the
"Psychlatric Follow-Up Evaluation” form.

2. Record review of Resident #2's clitical record
- | revealed the resident was transferred to an acute
care hospital on 01/07/12. Review of the
Admisslon History and Physical, dated 01/07/12,
from the acute care hospltal revealsd'the "CHIEF
COMPLAINT" included "foever”. Continued review
revealed Resident #2 was admitted with "Nursing
home assoclated pneumofia and dehydration
with acute rena! failurs...". '

Interview with Registered Nurse (RN) #2, on
03/00/12 at 5:00 PM, revealed Resldant #2 had
experienced a temperature above bassline
normats on 01/06/12.. Continued interview
revealed a Cettified Nursihg Assistant (GNA} had
raported to her the elevated temperature and
requested she oome and check Resldent #2,
She further stated she recalled Resident #2's
temperature to be reported to be above 101
degress Farenhelt axillary and therefore
requested the supervisor's aselstance to assess
the resident's condition.

Racord review of RN #2's employee file revealed
Resldent #2 had an elevated temperature of
101.6 on 01/06/12 and the employee had been
disciplined for failure to nofify the Physician.

Interview with the Direotor of Nursing (DON), on
03/00/12, at 7:30 PM, revealed the facility should
have notified the Physician and the Resident #2's
representative of the elevated temperature on
01/06/12. She further stated there was no
dosumented evidenoe In Resident #2's chatt of
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.| In eddition, she also had statements from the

Continued From page 4 °

the elsvated temperature however she had
statements from the CNA supporting Residant #2
had an elevated temperature of 101,5 Farenhelt,

Supervisor which revealed Resldent #2 was loss
alert. Continued interview revesalad the facllity
fallsd to notify the Physician of Resident #2's
change in conditioh on 01/06/12.

483.76()(1} RES

RECORDS-COMP LETEIACCU RATE/ACCESSIB
LE

The facliity mus{ maintain clinical records on each
resldent In accordanca with accepted profassional
standards and practices that 'are complete;
accuratsly documented, readily accessible; and
syslematically organized.

The clinical record must contain sufticlent .
Information tq identify the resldent; a-record of the
resldent's assessments; the plan of cara and
servicas provided; the results of any
preadmission screening conducted by the State;
and progrese notes,

This REQUIREMENT [s not met as evidenced
by: .
Based on Interview and record review it was
determined the facllity falled to maintaln clinical
racords on each resident in accordance with
acceptable professional standards and practices
that are complete and accurate as evidenced by
fallure to dogument a change in Resident #2's
condition which included an elevated temperature
of 101.6 degrees Farenheit on 01/06/2012.

The ﬂndlngé include:

F 167

F 614

F514  Mocdical Records

Criteria 15 Resident # 2 hagexplred. T

Crlteria 2t ; -Thelast 30 days of 24 hour
ghift reports have been revievied for
resldents demonstrating ony slgns/symptoms
of change In-conditfon, by the DON and
ADON on 3/27/12, 3/28/12,3/29/12, and
3h0/12

to doformin that M notification

has been completed and that tho change of
conditions assessment findings and MD
nottfication have been dooumented.

Criterla 3: ~Licensed nursing staff
have

recéived inservice education on MD
nofification procedures, including

but not limited to; ciange in condition

crlterln; reporting of the changes

to the MD; reporting of all psychiatry
consultant recnmmendauons fo the MD; and ,
documentation of the change in condition  ;
nssessment findings and MD

notification in the medlcal record.

as provided by the DON and ADON on
3027112, 328012, 3/29/12, aad 330/12. \
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fallure...".

.1 and check Resldent#2. She further stated she

Record review ravesled the faclllty admitted -
Resident #2 on 11/20/08 with diagnoses which
included Dementia with Delusions, Depressive
Disorder and Dlabetes.

Review of Resldent #2's clinical record revesaled
the resldent was transferred to an acute care.
hospital on 01/07/12. Review of the Admission
History and Physical, dated 01/07/12, from the
acute-care hospltal revealed the "CHIEF
COMPLAINT included "fever". Continued review
revealed Resident #2 was admitted tothe -
hospital with "Nuraing home assotiated
pneumonla and dehydration with acute_ renal

Interview with Reglstered Nurse {RN)#2 on
03/09/12 at 5:00 PM, revealed Resident #2 had
experiencad a temperature ahove baseline
hormals on 01/06/12, the evening before the
transfor. Continued intervlew revealed a Certifled
Nursing Assistant (CNA) had reported to her the
elevated temperature and requested she come

recalled Rasident #2's temperature to be reported
to be above 101 dogrees Farenhelt axlllary and
therefore requesated the supervisor's assistance
to'assess the resident's condition,

Review of the clinlcal record revealad no
dooumented evidence of the elevated .
ternperature although record review of RN #2's
employee file rovealad Resident #2 had an
elevated temperature of 101.6 Farenheit on
01/08/12 and the employee had been disciplined
for failure to nofify the physiolan.

Critevin 4:

The CQI indicator for

the ) !
monitoring of MD notification will !
be utitizad monthly X 2 months and then |
quartesly under the supervision of the DON,
This 15 accomplished by révlew ofthe
medical record for § residents to determing
that MD notification and documentation of -
changes In condition has been completed
timely.

Crlterin 53 3/30/12
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Interview with the Director of Nursing, on
03/09M12 at 7:15 PM, revealed she was
approached by the family of Resident #2 on
01/09/12 that the resldent was at the acute care
hospital and very alok, Further interview revealed
the DON investigated the events leading up fo the
transfer of Resident #2 fiom the facility to the -
acute care hospital and discoverad a CNA had
reported the resident's changde of condition
including the elsvated temperature to RN #2 and
the Nursing Supervisor. ) :

Record review and continusd Interview with the
.DON, on.03/09/12. at 7:30 PM, revealsd there
‘wag no documented ovidence in Resident #2's
record of the elevated temperature; howsver, she

had statements from the CNA eupporting

Resident #2 had.an elevated temperature of

101.6 Farenhsit, . In addition, she also had
atatements from the Supervisar which revealed
the resident was less alert. Gontinued intarview

revealed she had a statement from RN #2 which

supporled the elevated tempsrature. However,

record review of the resident's chart revealed no ,

documented evidence-Including late entries fo

indicate Resident #2 had & change in histher
conditfon.
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