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| was conducted 07/21/11 through 08/05/11.

An Abbreviated/Partial Extehded Survey
Invastigating KY #00016751 and KY #00016806

KY #00016751 was substantlated with 7
.deficiencies. KY #00016751 was substantiated
with no deficiencles. :

Iimmediate Jeopardy was identified with
deficlencies cited at F-441, F-490, and F-520 at a
Scope and Severity (S/8) of a "K". The facility
falled to establish and maintain an infection
controt program to ensure a safe enhvironment
and to help pravent the development and
transmission of infection. This was evidenced by
the faciiity's failure to ensure staff properly
disinfected. shared blood glucose monitors after
each use and the facility's failure to ensurs staff
were kriowledgeable related to the facility's policy
regarding blood glucose monitor cleaning. The
facllity's failure to ensure staff properly disinfected
ihe blood glucdse monitors between resident use
was likely to cause serlous injury, harm,
Impairment, or death. Immediate Jeopardy was
identifled on 07/28/11.

An acceptable Allegation of compllance, related
to the Immediale Jeopardy, was received on
08/02/11. On 08/04/11, the Immediaté Jeopardy
was verified to be removed on 08/02/11 as
alleged.

Deficlencies cited were CFR 483.10 Resident
Rights F-157 at a Scope and Severily (S/S) of a
"G", CFR 483.13 Resident Behavior and Facility
Practice F-221 at a S/S of a "D", CFR 483.15
Quality of Life F-248 at a "F", CFR 483.20

DISCLAIMER: THE COMPLETION AND
SUBMISSION OF THIS PLAN OF
CORRECTION DOES NOT CONSTITUTE
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Resident Assessment F-273 at a S/S of a "F",
F-279 at a /8 of a "D*, F-280 at a §/S of a "G",
F-281 at a S/S of a "F", F-282 at a $/S of a "D",
CFR 483.25 Quality of Care F-311 ata S/Sofa
"G", F-314 ata S/Sof a "G", F-323 ata S/S of a
*G", F-325 at a S/S of a "E", F-333 at a S/S of a
"D", CFR 483.30 Nursing Services F-356 at a S/S
of a "D", CFR 483.35 Distary Services F-371 at &
S/S of a "D", CFR 483.60 Pharmacy Services
F-425 at a 8/5 of a "F", CFR 483.85 infection , -
Contrel F-441 at a S/S of a "K", CFR 483.76
Administration F-480 at a §/S of 2 "K", F-499 ata
S/8 of a "E", F-501 ata S/S of a"F", F-50b at a
S/Sof a "D", F-5614 ata S/Sof a "E", F-B18 ata
S/S of a "F", F-520 at a S/S of a "K", ,
Substandard Quality of Care (SQC) was identlfied
in the areas of CFR 483.15 Quality of Life F-248
ata"F". The highest Scope and Severity was a
[iKll. .

F 157 | 483.10(b)(11) NOTIFY OF CHANGES F 157
$5=@ | (INJURY/DECLINE/ROOM, ETC)

A facllity must immediately inform the resident;
consult with the resident's physician; and if
known, notify the resident's legal representative
or an interested famlly member when there is an
accident involving the resident which results in
injury and has the potential for requiring physician
intervention; a significant changs in the resident's
physical, mental, or psychosocial status (l.e., a
deterioration in health, mental, or psychosocial
status In either life threatening conditions or -
clinical complications); a need to alter treatment
significantly (i.e., a need to discontinue an
existing form of treatment due to adverse
consequences, or to commence a new form of
treatment); or a decision to transfer or discharge
the resident from the facllity as specified in
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| or Interested family member when there Is a

| This H_EQUIREMENf is not met as evidenced

left eye which later reguired sutures and

§483.12(a).

The facillty must also promptly notify the resident
and, it known, the resident’s legal representative

change in room ot roommate assignment as
specifled in §483.16(e}(2); or a change in
resident righis under Féderal or Stale law or
regulations ag specified in paragraph (b)(1) of
this section. -

The tacility must record and petiodically updaie
the address and phone number of the resident's
legal representative or interested family member.

by: .

Based on obgervation, interview, and record
review, it was determined the facllity failed to
notify the Physician and/or responsible party of a
change in condition, or need to alter treatment for
five (6) of eightean (18) sampled residents
(Residents #14, #10, #11, #6 and #13),

The tacility failed to notify the Physician when
Reslident #14 self transferred and fell on
07/16/11, sustaining a cut above the left eys, a
Left Hip Fracture and Left Wrist Fracture.
Aithough the reslident sustained a cut above the

expressed pain of the left wrist, there was no
documented evidence the Physician was nolified
of the fall and injury for two (2) hours after the fall.

Resldent #10 sustained a significant weight loss
of six (6) pounds (5%) from the resident's weight
prior to admission. Although the facllity was

The fac;llty has policies and procedures to /
require prompt notification to the ‘7/ ,’LD} ! )
physician and the responsible-party of a
change in condition or a need to alter
treatment.

1. - Resident #14’s physician has been ' ’

-Nurses in-serviced on timeliness of
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notified by nurse of status,

Resident #10°s physician has been
notified by nurse of the weight loss and
dietary recommendations.

Resident #11's physician has been
notified of the medication omission and
revised orders were received.

Resident #6’s physician has been notified
of skin condition and orders received for
treatment.

Resident #13 no longer resides at facility

Full in-house audit for timely
notifications to physicians and families
was completed by Kathi Grimes, Nurse
Consultant (NC) by 8/25/11 and follow-
up was implemented as necessary.

physician and family notification by
Kathi Grimes, NC, or Janet Manoogian,
Director of Nursing (DON) on 8/4/11.
All new orders will be reviewed at
morning clinical meeting held Monday
through Frlday which is attended by the
Interdisciplinary Team (IDT).
ADON/DON will randomly check nurses|
progress notes for five (5) residents three
times weekly for 4 weeks for notificationb
to physicians and families.
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' monitoring process immediate corrective
F 157 | Continued From page 3 F 157 action will be taken, staff involved will be

aware of the weight loss on 07/15/11, and dietary
recommendations were made on 07/15/11 by the

1 Dietician, there was no documented avidence the

Physiclan was notified of the weight loas or
dietary recommendations.

Resident #11 had scheduled Insulin to be
administered daily at 9:00 PM; howsver, there
was no documentad evidence the Insulin was
administered from 07/01/11 through 07/15/11. On
07/16/11; orders wete received from the
Physiclan to increase the 9:00 PM Insulin dally.
Staff transcribed the order without notifying the
Physician that the Ingulin had not been
documented as administerad for fifteen (15) days.
Resident #6 developed a Stags | Pressure Sore
on 07/22/11; however, thera was no documented
evidence the Physiclan was notified to obtain
treatment orders untll after surveyor interventions
on 07/28/11.

Resident #13 sustained falls.on 07/13/11,
07/16/11, 07/17A11 and 07/25/11; however, there
was no documented evidence the Physlcian was
notlfied of the falls. '

The findings Inciude:

1. Review of the facility's policy titled "FALLS"
{(undated), revealed if a resident experienced a
fall, the physician Is to be notified. interview on
08/05/11 at 4:20 PM, with Nurse Consultant #2
regarding the facliity's fall policy revealed staif
should be aware they are to notify the Physiclan
of all falls.

Review of Resldent #14's medical record
revealed the facility admitted the resident on
07/12A11, with diagnoses which included
Depression, Hypertension (HTN), Difficuity

redirected and the procedure/system will
be reviewed as noted below for any
_tevisions or adjustments.
The facility administration’s role in the
monitoring is to track that the monitors_
are being completed and any identified
corrective action-are implemented.
Review and/or revision of policies will be
indicated by the administrator sign off on
the policy.
The QA committee is made up of at least
the following members, Administrator,
Director of mirsing, Medical Director,
MDS Nurse and Assistant Director of
nursing, Findings of audits will be
reported to QA monthly for review and
recommendations.
QA meetings have taken place on 8/1/11,
8/14/11, 8/31/11 and 9/30/11.
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Walking, Muscular Wasting and Disuse Atrophy,
and Pneumonia.

.| Review of the Nurse's Notes, dated 07/19/11,
revealed the resident had self transferred to the
bathroom and fell. At 1:00 PM, the nurse found
the resident on the bathroom floor with a cut
above the left eye. Although the resident fell,
sustained a cut above the left eys, and later
complained of pain to the left wrlst, there was no
documented evidence the Physician was notified
- | of the fall and injury until two (2) hours later, at
3.00 PM. Further review of the'07/19/11 Nurse's
Noles revealed the resident was sent to a local
hospital at 4:00 PM due to mental status change
and complaints of left wrist and laft leg pain.

Review of the facility's Incident Report about the
fall, dated 07/19/11 and timed at 1:00 PM and
Nurses' Notes review revealed Resident #14 fell
In the bathroom and was found sitting up on the
floor with her/his walker against the wall. The
resident was Injured with a cut above his/her left
eye. Interview, on 07/27/11 at 3:30 PM, with
Registered Nurse (RN) #8, revealed she entered
Resident #14's room on.07/19/11 and found the
resident on the bathroom floor with a cut above
herfhis left eye, She obtalined vital signs and
assessed the resident's extremities before
trangterring -her/him to a chair. Continued
interview revealed she did not notify the Physictan
immediately after the fall because there was nota |-
‘| change in the resident's condition except for the
cut above the eye and the resident wasn't
complaining of pain at that time. Further
interview revealed the resident later did compialin
of pain to her/hig left wrist; however, she again
did not notity the Physiclan because she noted no
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| notifled.at 3:00 PM, two (2) hours after the fall

revealed the nurse observed Resident #14 at

| re-weight and the nurse on duty, the facility was

Continued From page &
swelling to the wrist.

The document also noted the physician was
occurred.
Interviéw, on 07/27/11 at 4:07 PM, with RN #1

approximately 3:00 PM and he/she seemed
confused, and complained of left wrist and left leg
pain, She stated she sent the resident out to the
hospital about 4:00 PM for x-raye, and concern
there may be a brain Injury. She stated the nurse
should notify the physlcian right away after a fall. .

2. Review of thé "Welght Poliby", undated,
revealed, If a resident had a weight loss of five (5)
pounds of more and this had been verified by a

to notify the Physician, Power of Attorney, and
Dietician. ‘Further review revealed all
recommendations would ba implemented
immediately.

Review of the medical record revealed the facility
admitted Resident #10, on 07/01/11 with
diagnoses which included Dementia and
Diabetes Mellitus. Review of the previous
facility's Nutritional Disorders Note, dated
06/09/11 revealed the resident's intake had been
60-76% for most meals and the resident's current
welght was one hundred and twenty (120} pounds
which was down 3% over the last month, and
down 1.5% over the last six (6) months,

intetview with the Dietitian, on 08/02/11 at 12:40
PM, tevesaled she started requesting the
residentf's weight on 07/01/11, however record

F 167
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| Review of the facilily's Welght Record revealed

'| of the Nutritional Disorders Note, dated 07/15/11,

Continued From page 6 .

review revealed no documented weight for
Resident #10-until.07/15/11, despite the dietitian's
request. .

the first weight obtained at the facility on 07/15/11
was one hundred fourteen (114) pounds. Review

written by the Reglstered Distician revealed the
resident wais known to the writer from the
previous feciity and was noted to have a marked

decline in PO (by mouth) intake since the move to |

the new facllity and was requiring more

assistance. Further review revealed the resident's .

documented PO intake was 25 ~50%.

Review of ihe Distician/Nutritional
Recommendations made by the Dietitian on
07/15/11 revealed recommendations for
laboratory data including a Pre-atbumin,
Complete Blood Count (CBC), and Renal Panel.
Further recommendations included a Speech
Therapy (ST) Screen, Occupationat Therapy (OT)
Screen, and to liberallze the diet to
regular/discontinue the Consistent Carbohydrate
Dlet.

Interview, on 08/02/11 at 12;40 PM, with the
Dietitian revealed the facility did not obtain
welghts for the residents who were admitted from
07/01/11 to 07/15/11, although she had requested
weights since 07/01/11. Further interview
revealed she had the previous facility's weight for
the resident because she worked at the resident's
previous facllity. She stated she noticed the
weight loss on 07/15/11, after finally recelving the
weight. She further stated she recommended the
lab work, ST and OT screens, and liberalizing the

F 157
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diet on 07/16/11. Continued Interview revealed
she wrote recommendations on a form, and gave
copies of the form to the unif nurses in order for
them to notify the Physician of the
recomimencdlations. She stated her
recommendations, dated 07/156/11, were not
followed in reference to ordering the labs and .

| liveralizing the diet and she made new

recommendations on 08/02/11.

Although the facllity was aware of the significant
weight loss of six (6) pounds {5%) from 06/09/11
to 07/15/11, there was no documented evidence
the Physiclan was notified of the weight loss,
Also, dietary recommendations were made on
07/15M11; however, there was no documented
evidence the Physlctan was notified of the
recommendations.

Record review revealed Physician's Orders dated
07/19/11, for ST and OT to evaluate. However,
there was no documented evidence of orders
related to obtaining the laboratory data for a
Pre-albumin level, CBC, Renal Panel, or for
liberaliZing the diet.

Further review of the Weight Record revealed the
next welght recorded on 07/28/11 was one
hundred hineteen and a half (119.5) pounds with
a reweight the game date of one hundred
sighteen and one tenth of a pound (118.1)
pounds. Observation of the resident being
welghed on 08/02/11 revealed the resident's
weight was one hundred sevenieen (117) pounds.

Review of the dietary recommendations, dated

‘| 08/02/11, revealed recommendations to obtain a

Pra-albumin, Renal Panel, CBC, urine specimen,

F 157
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Contihued From page 8

discontinue the consistent carbohydrate diet, and
assess the need for Lasix (diuretic medication) in
light of welght loss. '

Further interview with the Dietitian, on 08/02/11 at
12:40 PM, revealed she did nét usually write the
Physiclan's Orders for her recommendations;
hewever, she went ahead and wrote orders on
08/02/11 1o ensure the Physiclan was notified.

Review of the Physician's Orders, dated 08/02/11,
revealed orders written by the Dietitian stating
"recommend”; obtaining labs including a
Pre-Albumin, CBC, BMP (Basic Metabolic Panel),
liberalizing dlet to regular, asking the Physiclan to
assess Lasix (diuretic) dose, and nofifying the
Physlician of a weight loss of 12% in the last six
(6) months. Further review revealed a
Physician's Crder, dated 08/02/11, for Med Pass
2.0 (dietary supplement) 120 milliliters (ml's)
twice a day.

Interview, on 08/02/11 at 3:30 PM, with Licensed
Practical Nurse (LPN) #5 revealed she was hired
at the facility on 06/20/11, worked part time, and

did not recelve orientation to the process how

dietary made recommendations. She staled she -

had faxed the dietary recommendations to the
Physlcian.on §7/15/11; however, there was no
documented evidence the recommendations
were faxed or thal the Physician was notified of
the recommendations. Continued interview

.| revealed after a dietary recommendation was

faxed, It was to be placed in a bin at the nurse’s
station for the nurse on the next shift to follow up,
and ensure the Physician received the fax. She
stated she worked part time and checked the bin

‘| in the mornings.

Fis7|
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| Attending Physiclan revealed he was the

-Review of the Physiclan's Orders, d_éted 07M16/11,

Interview, on 08/04/11 at 1,00 PM, with the

resident's Physician at the previous facllity as well
as this facilily. He stated he was unaware of the
resident's weight loss since the transfer to the
facility until earlier this week. Further interview
revealed he was unaware of the dietary
recommendations dated 07/15/11 until 08/02/41.

3. Review of the "Physician Notification" Policy,
undated, revealed good nursing judgement
should determine when it was.appropriate to
contact the Physician,

Review of the medical record revealed the facility
admitted Resident #11, on 07/01/11 with :
dlagnoses which included Diabetes Mellitus.

Review of the Physician's Orders, dated 07/11
revesled orders for scheduled Lantus Insulln 100
Units/ML (milliliter), inject thirty-seven (37) Units
subcutansously (SQ) at 9:00 PM. Review of the
Medication Administration Record (MAR), dated
07/11 revealed no documented evidence the
medication had been administered from 07/01/11
through 07/18/11 {fifteen 15 days).

Record review revealed no documented evidence
the Physician was notified that the thsulin was not
administered per the Physician's Orders.

revealed new arders 1o increase the Lanius
Insulin to forty-one (41) Units at 8:00 PM.

Further review of the MAR revealed staff had
discontinued the Lantus Insulin thirty seven (37)

F 157
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Units for 9:00 PM and had transcribed the new
order for the Lantus Insulin forty one (41) Units
every day at night with an arrow pointing to
07/16/11 to start the medication,

interview with Licensed Practical Nurse (LPN) #4
on 08/04/11 at 6:00 P, reveailed she had
transcribed the order.on 07/16/11 for the Lantus
41 Units and discontinued the Lantus 37 Units on
the MAR. Further interview revealed she realized
the MAR had not been signed off as the Lantus
Insulin being administered at 9:00 PM from
07/01/11 through 07/15/11; however, she did not
remember calling the Physician to notify him or
questioning the nursing staff about the lack of
documentation.

Further interview, on 08/05/11 at 3:00 PM with
LPN #4, revealed she notifled the Physlclan on
08/04/11 that the Lantus Insulin 37 Units was not
documented at 8:00 PM for 07/01/11 through
0715/11, after surveyor Intervention. She stated
a Physiclan's Order was recelved at that time to
decrease the 9:00 PM scheduled Lantus Insulin
to 37 Units. She further stated she felt it was a
significant mistake to fail to notify the Physician of
the 9:00 PM Lantus Insulin not being documented
as administered at the time she was transcribing -
the order for the Increased dose of Ingulin.

Interview on 08/05/11 at 3:30 PM with the
Attending Physician, revealed-he was not notified
of the lack of documentation on the MAR
Jindicating the Lantus Insulln 37 Units was not
administered 07/01/11 through 07/15/11 at the
time he wrote the order to increase the Insulin on
07/16/11. He stated hs thought the resldent's
blood sugar was higher than it should have been
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and that was the reason for the Order for the
increased dosage of Insulin on 07/16/11,
Continued interview revealed it was a significant
medication error to fail to administer the Insulin
as ordered. He further stated, the resident could
have had a reaction related to not receiving the
Insulin as ordered, and then recelving an
increased dose of 41 Units. Further interview
revealed the nurse who transcribed the order for
the increased dose of insulin should have notified
| him regarding the lack of documentation on the
MAR.

4. Review of the policy titled “Notification” (no
date)} revealed the nurse was to notify the
physician Immediately for a change in condition,
"'such as the development of a stage I{ pressure
sore".

Review of the clinical record revealed the tacllity
admitted Resldent #8, from anather facllity, on
07/01/11 with diagnoses which included
Alzheimer's Disease, Hypertension, and Lumbar
Disc Disease with Chrohic Back Pain.

Review of the Physiclang’ Orders from the
transferring facility, dated 06/30/11, revealed
Resldent #6 was to be transferred to the recelving
facility with continuation of all orders, Continued
review revealed the following qrder related to
excoriation an the right buttock: "Cleanse with
antimicrobial cleanser, apply Caimoseptine then
Desenex"(Desenex Is an antifungal skin cream}.

Review of the weekly skin assessment from the
transterring facility, dated 06/30/11, revealed
Resident #6 had a red area on the right buttock
that did not blanch. The facility assessed the -

FORM CM8-2567{02-90) Provious Verslons Obsolote Event ID:FCJM11 Facllity ID: 100268 If continuation eheet Page 12 of 184



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

PRINTED: 08/19/2011
FORM APPROVED

STATEMENT OF DEFICIENGIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

185241

(X2) MULTIPLE GONSTRUGTION
A. BUILDING

8. WiNQ

OMB NO. 0938-0391

(X3) DATE SURVEY
COMPLETED

08/05/2011

NAME OF PROVIDER OR SUPPLIER

MADONNA MANOR

STREET ADDRESS, CITY, STATE, ZIP CODE
| 2344 AMSTERDAM ROAD

VILLA HILLS, KY 41017

(X4 ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH CORRECTIVE ACTION BHOULD BE
TAG CROSS-AEFERENCED TO THE APPROFRIATE
DEFICIENCY) L

(x5) -
GOMPLETION
DATE

F 157

-axcoriated area on the right buttock was to be .
| cleansed prior to the application of Calmossptine,

‘| Review of the Admission MDS Assessment

| sacrum. The nurse classifted the area as Stage i

Contlhued From page 12
area as a Stage | wound.

Review of the Physician's Orders at the receiving
facility for the month of July 2011 revealed the

a barrier cream, and Micro-Guard Powder
(Micro-Guard Powder is an antifungal).

revealed Section M, related to pressure ulcers,
was completed on 07/07/11. According to the
assessment, Resident #6 was at risk for pressure
uicers but had no ulcers at a Stage | or higher.

Review of the Skin Condition/Wound Progression
hote by LPN #2 dated 07/22/11, a Friday,
revealed Resident #1 had an opsen lesion on the

ulcer measuring 2.0 cm x 2.0 cm. Continued
review revealed the nurse documented "wound
was present on admission". Interview with LPN
#5, on 08/06/11 at 4:45 PM, revealed she had
done the skin assessment on 07/22/11, but had
documented under LPN #2's name by accldent,

Observatlon of the skin assessment performed by
LPN #5, on 07/28/11 at 2:45 PM, revealed an
open area to the right buttock. The nurse
classifled the area as a Stage H wound and
measured it at 3.0 cm x 1.6 cm. The nurse
stated she was made aware of the area on the
weekend. She further stated it was not open at
that time. Continued interview revealed she
instructed the aides to use Baza cream. LPN #5
stated she did not notify the physicien, but left a
note for the night shift to notify the Physician on
Monday (07/25/11}.

F 157

FORM CM8-2587(02-89) Previous Varslons Obsolate

Event ID:PCJM11

Faclily ID: 100269

If continuation shest Page 13 of 184 '




PRINTED: 08/19/2011

DEPARTMENT OF -HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES _ ‘ QOMB NO. 0838-0391
STATEMENT OF DEFICIENGIES {(X1) PROVIDER/SUPFLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X8) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: : COMPLETED
- A. BUILDING
C
B. WING
185241 : . 08/05/2011
NAME OF PHOVIDER OR SUPPLIER . _ STREET ADDRESS, CITY, STATE, ZIP CODE
, 2344 AMBTERDAM ROAD
ADONNA MANO
MAL NOR VILLA HILLS, KY 41017
{X4) Ip BUMMARY STATEMENT OF DEFICIENCIES Ip FROVIDEA'S PLAN OF CORRECTION . (X8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
CTAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
. - DEFICIENGY)
F 157 | Continued From page 13 F 157

Review of the Nurse's-Progress Notes revealad
there was no evidence the Physician was notified
of the newly identified open area on 07/22/11 or
07/25/11. Further review revealed no evidence
the Physician was notified-until orders were
recelved for treatment on 07/28/11.

5. Review of Resident #13's medical record
‘revealed the facliity admitted the resident 'on
06/03/11, with diagnoses which Included
unspecified Hypertension, Breast Cancer, and
Coronary Artery Disease. The Minimum Data
Set (MDS) Assessment, dated 06/10/11, revealed
1 the facllity assessed the resident as having & fall
prior to being admitted. Further review revealed
the facility assessed the resident as severely
Impaired, and as requiring extensive one person
physical assistance with transferring, toilet use,
and locomotion. Resldent #13's care plan, dated
06/08/11 included interventions for forgetfulriess
and being at risk for falls. Included on the fall
care plan were fail prevention alarms for both the
chairand bed. -

Review of the tacllity's incident reports revesled
the following fall Incidents for Resident #13:

The 07/13/11 Incident Report documented the
resldent fell irying to get to the bathroom. No
injury was listed on the reporl. The Power of
Attorney was notified, but there wasg ho
documented evidence the facility notified the
Physician per the facllity's policy. interview with
RN #1, on 07/27/11 at 6:00 PM, confirmed she
did not mortify the-Physician.

The 07/16/11' ncldent Report decumented the
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.on 07/27/11 4t 6:00 PM, revealed she did not

resident was found on the floor in front of hisfher
wheelchair and the resident reporled he/she had
attempted to get clothing from the bottom drawer
and his/her chair rolled backward. No injuiy was
noted. The report notlfication section did not
indicate the family or the Physician were notlfied.
Interview with LPN #3, on 08/05/11 at 11:40 AM
conflrmed the Physician was not notified after the
fall. )

The 07/17/11 Incident Report documented the
resident wasfound sitting on the floor beside
his/her bed and stated he/she atternpted to
ambulate and leaned on his/her wheelchair but
the wheels were not locked and the chair rolled
away causing a loss of balance., Continued
review revealed "No injury”, There was no
documented evidence the Physiclan was notified
per the facllity's policy. Interview with LPN #3, on
08/05/11 at 11:40 AM confirmed the Physiclan
was not notified after the fall.

Review of the 07/25/11 Incident Report revealed
the resident stated he/she was going to the
recliner from the wheelchair and lost his/her
halance. Continued review revealed there was
no Injury and no documented evidence the facility
notifled the Physician as required by the facllity's
policy. Intervlew with Registered Nurge (RN) #1,

contact the Physician after the fall.

interview, on 08/056/11 at 11:40 AM, with LPN #3
revealed she had not been trained on the facllity's
"Falls Policy" and what was expected after a
resldent's fall.

483,13(a) RIGHT TO BE FREE-FROM
PHYSICAL RESTRAINTS :

F 167

F 221
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- [ freat the resident's medical symploms.

'used & positloning device that held the resident

physioal restraints imposed for purposes of
dlscipline or convenierce, and not required to

This REQUIREMENT is not met as evidenced
by:

gased on observatlon, Interview, record review
and review of the facllity's policy it was
determined the facility failed fo ensure a
systematic process of evaluation and care
planning prior to the use of restraints for'one (1)
of eighteen (18) sampled residents (Resident #7).
The facllity admitted Resident #7 and the resldent

restrained In the wheelchalr. Per facllity policy,
and regulatory guldelines, the facllity failed to
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The resident has the right to be free from any F221

l-

The facility utilizes restraints only to
treat resident’s medical symptoms and
has a process to assess residents before
utilization of a restraint, utilize the leagc
restrictive restraint and obtain consents
for use of the restraints.

Resident #7 was re-assessed by
.occupational therapy on 8/11/2011 for
necessity of device and care plan updated
by D.O. N. on 7/27/2011 and 8/11/2011
to reflect recommendations for seating
and re-positioning. The care plan includes
the interventions to meet the assessed
needs of the resident.

cl\{zblﬂv

assess the resident related to the restraint, falled 2. A ﬁ;" house audit ;’ftoéier s S‘g’ ]3@"10;5

to explain the risks versus (vs.) benefits of the ' ;\'11 P acg was meP cte. 2Y O an/

device, and falled to obtaln written consent for the urse Consultants on 8/26/11 and 9/2/11,
traint. ' Device assessments were completed by |

res the D.O.N. and or nurse consultants baseq

. upon audit findings between 8/27/11 and

Th? findings Inclde: 9/14/11. Care plans were updated as of

Review of the faoility's policy titled 9/14/11 to assure that the care plan meets

"Restraints/Pre-Restraining Assessment Tool" the assessed needs for each resident.

(undeted) revealed residents were to be Facility is currently restraint free.

assessed prior to the use of a restraint.

Continued review revealed the risks and benefits

of the restraint device would be explained to the

resident and Informed consent was required prior

to initiation of the device.

Revisw of the clinical record revealed the facility

admitted Resident #7 on 07/01/11, with diagnoses

which Inclutled Hypertenslon Coronary Antery
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-| Resident #7 was sitting in a wheelchalr. The

.Risk vs. Bensfit form, but did not know how or

Disease, Osteoporosis and Osteoarthritis,
Observation, on 07/21/11 at 3:00 PM, revealed

resident was noted to have a soft trunk restraint
in place. Two (2) long straps were noted
crisscrossed behind the wheelchair and tied to
the extension hars on elther side, near the floor.
Additional observations on 07/22/11 at 12:00 PM,
07/26/11 at 3:25 PM, and 07/27/11 al 12:15 PM
revealed the restraint was in place as before.

Review of the clinical record, including the
Electronic Medical Record, revealed no
documented evidence Resident #7 was evaluated
for the restraint. Continued review revealed no
evidence the risks ve. benefits had been
explained to the resldent and no signed consent
form was completed, as per the facility's policy.

Interview with Resident #7, on 07/21/11 at 3:00
PM, revealed the device was to assist the
resident to sit up straight. Continued interview
revealed the resident was unable to remove the
device independently.

Interview with Licensed Practical Nurse (LPN) #4,
on 07/22/11 at 12:10 PM, revealed the device
worn by Resident #7 was used for positioning, bui
was & restraint because the regident could not
remove it independeritly. She stated she was not
aware of any special assessment requirements
related to the use of a restraint. Continued
interview revealed she had "vaguely" heard of a

when it was used.

Interview with the formér Director of Nursing

Policy and procedure revised/updated for
use of restrictive devices which includes
assessment, and determination of whethey
the device is a restraint or an enabler.
Devices determined to be a restraint will
have risk verses benefits explained to
resident, family/responsible party and
consents for use obtained as of 9/14/2011
Nursing staff was re-inserviced regarding
assessing for most appropriate type of
device, risk/benefits policy to obtain
consent for use with restraint use by
D.O.N, and/or Nurse Consultant on
8/4/2011.

All new orders for devices are being
reviewed in the morning clinical meeting |,
held Monday through Friday which is
attended by the interdisciplinary team
(IDT) and changes/modifications made
as appropriate. In the event that a resident
is assessed as potentially needing a
restrictive devise on a weekend, the staff
is required to call the DON to review the
assessment prior to implementing.
Consents and evidence that risk verses
benefits have been explained to
authorized representatives prior to
initiation of usage will be revxewed at this
time as well.
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The facility must provide for an ongoing program
of activities deslgned to meet, In accordance with
the comprehensive assessment, the interests and
the physical, mental, and psychosocial well-being
of each resident.

This REQUIREMENT is hot met as evidenced
by: _

Based on cbservation, interview, and record
review, it was determined the facility failed to
ensure an ongoing program of aclivities desighed
to meet the interests and well-being of each
resident. The facllity failed to ensure seven (7) of
-elghtaen (18) sampled residents (Hesidents #1,
#5, #8, #7, #10, #11 and #14) and six (6)
unsampted residents (C, D, E, F, G and H) had
thelr indlvidual activity Interests and spetlal heeds
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(PON);, on 08/04/11 at 11:00 AlM, revesled she
was employed at the facility on 07/01/11 when Random audits of device usage and care
Resident plans for devices will be completed by
#7 was admitted. She stated she did not recall D.O.N./ A.D.O.N. and/or Nurse
the resident had a restraint. Continued interview Consuitants on § residents three (3) times
revealed the resident should have been assessed weekly for 4 weeks, If issues are noted,
for the use of a restraining device.. She further the auditor takes prompt action to address
stated a Risk vs. Benefits form, a signed consent the identified concerns. Documentation of
form and a Physiclan's Order were required. She .the random audits will be provided to the
added it was the admission nurse's reésponsibility QA Committee for further review and
to complete the process. recommendation, -
During interview, on 08/04/11 at 4:30 PM, Nurse . br .
Consultant #2 agread the device was a restraint gféﬁi?ﬁ:ﬁf:cﬂznifﬁgdﬁénfomn: ti
and the facility's policy should have been followed action will be taken. staft clive
' . . . involved will bg
related to assessment, risk vs. benefit, and redirected/re-educated and th
| Informed consent. . procedure/system will be revi:wed a
F 248 | 483.15(1)(1) ACTIVIT!ES MEET F248)  \ioted below for any revision i
8s=F | INTERESTS/NEEDS OF EACH RES adjustments ’ o

The facility administration’s role in the
monitoring is to track that the monitors
are being completed and any identified
corrective action are implemented.
Review and/or revision of policies will be
indicated by the administrator sign off on
the policy.

The QA committee is made up of at least
the following members, Administrator,
Director of nursing, Medical Director,
MDS Nurse and Assistant Director of
nursing, Findings of audits will be
reported to QA monthly for review and
recommendations,

QA meetings have taken place on 8/1/11,
8/14/11, 8/31/11 and 9/30/11.
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met. The-facllity falled to ensure staff assigned to F248
provide activities were provided the The facili ” .
resources/materials for the activities. The facility , he acl ity provi ©5 ONgoing program 7 / 20/ //
failed to ensure the activities program was being activities programs designed to meet the
monitored to ensure it was effective In meeting interests, and geared to meet the physical,
the residents' psychosocial well being. |n mental and psychosocial well-being of the
addition, observations and complaints throughout residents.

| the tacility during the survey revealed a systemic
failure to provide a varied program of activities 1. Residents #1.5.6.7.10.11. 14. C.D.E
that was well-communicated to the residents. F. G and H bave been interviewed and re-
Observations and interviews revealed activities assessed by the Activity Director to .
were frequentiy cancelled or interrupted. In determine their individual activity interests
addiflon, the facility failed to ensure direct care as 9/14/201 1. Interviews were conducted
nursing staff, who were assigned to provide by Activity Coordinator between
activities, were qualified end trained to plen, §/30/2011 and 9/147201 1. Care plans have
coordinate and conduct consistg nt daily been revised as necessary after interviews
recreational offerings to the residents. Activity Director has obained and made
The findings Include: available appropriate activity matetials for

each household.

Interview with the Ombudsman, on 07/2711 at - L . .
12:30 PM, revealed she hed visited the facliity a 2. Activity Director re-interviewed the
few days eariler and recelved a number of remainder of facility residents to update
complaints from residents regarding the lack of activity preferences and assessments on
activities, She reported the complaints included: 8/30/2011, 8/31/2011 and 9/1/2011. To
residents weren't informed of actlvities; staff did address nursing staff not having enough
not know where and when a scheduled activity, time to dp activities, facility hired one full

| e.9. & movie, was to take place; activities were time and one part time activity personnel

| frequently cancelled without a reasch given; and as of 9/15/2011. The new activity -
there wasn't enough variety, personnel were trained by the Activity
During a Group Interview on 08/04/11 at 2:15 PM, Coordinator upon hire. Staff will be
one (1) sampled resident and seven (7) encouraged to attend workshops as they

| unsampled residents agreed the facllity was not become available.
meeting their needs related to activities.-

| Resident #8 stated there were not enough
activities, especially ih the evening. He/she
stated no one asked what the residents wanted
related to activities. Unsampled residents D end
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and this 1s reflected in prelerence
F 248 | Continued From page 19 F 248 assessments, Residents are encouraged to
G also voiced concerns that residents were not verbalize activity requests and perception
included in making activities decisions. Other of activity availability in our monthly
concemns, agreed by all residents present, resident council meetings and care
included the following: residents were not conferences. Activity calendar revised to
informed of the time and place of actlvities; reflect enhanced schedule and is posted in
frequent interruptions occurred when the CNAs cach resident’s rooin as well as in the
had to leave to assist other residents with care common area on each unit. New activity
needs; actlville.s were frequently cancelled,; ar.lc_l staff is scheduled to work expanded hours
:gigiﬂgzp::edgjcmufee:l the CNAs were qualified of 10 AM- 6 PM and on weekends.
! . Evening activitics were re-structured to
Observation, on 07/27/11 at 10:15 AM, revealed nolude spe nights, movies and board 11
no Current Events activity was in progress on the games led by C.N-A. staff as of 9/15/2011.
C Hall, as scheduled on the Activities Calendar Activity Director inserviced nursing staff
for July 2011. regarding their role with activities between
8/31/11 -9/7/2011,
Interview with CNA #28, on 07/27/11 at 10:30 AM, Activity Director and/or Administrator
revealed she did not conduct the Current Event will audit activity participation,
activity that morning and did not know if anyone assessments with care plan revisions as
else had led the discussion. She stated needed 5 days a week for the next 4
“somotimes it gets done, sometimes it doesn't”, weeks starting 9/6/11.
interview with CNA #16 on 07/27/11 at 10,35 AM Administrator is auditing activities,
revealed no Current Event activity had taken staffing and availability of supplies on a-
place that moming. ' random basis with documentation of the
: auditing provided to the QA Committee.
Observatlon, on 07/27/11 at 10:30 AM, of the
daily schedule posted on the B household,
revealed "Current Events" was scheduled for
10:00 AM. Continued observation revealed there
were no activities being conducted on the B
household,
Observation, onh 07/27/11 at 2:30 PM, revealed a
Trivia Game activity- was posted as a scheduled
actlvity for the B hall. However, the activily was
not being conducted as scheduled. Interview, on
07/27/11 at 2:40 PM, with CNA #6 revealed the
Trivia activity was not performed. The CNA
FORM GM3-2667(02-98) Pravious Verslons Obsolete Event 1D: PGdM11 Facliity [D: 100268 If continuation shest Page 20 of 184
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1 been going to the A, B, C skilled units the past

stated, 1o her knowledge, none of the residents
on the hall were informed about the activity or that
it was cancelled. She further stated she was not
aware of the planned activity.

Observation, on the C Unit on 08/02/11 at 10:30
AM, revealed there were no activities taking place
on the unit. Interview with CNA #16 revealed the
residents had no activities that morning. Review
of the activities calender revealed Current Events
was on the schedule for 08/02/11. However, no
time was given for the activity. Continued review
revealed no times were noted for activities on the
schedule for the entire month of August 2011.

Interview with the Activity Director (AD), on
07/27/11 at 2:50 PM, revealed the facliity's
"Person Centered Care Approach" placed the
rasponsibility for activities with the CNAs. All
tracking of resident participation in activities was
the CNAg' responsibliity. He stated the. CNAs did
not have time to conduct activities along with all
thelr other personal care responsibliities, The AD
further stated the residents’ activity needs,
including 1:1 vislts, were not belng met.

Subsequent interview with the AD, on 08/03/11 at
3:30 PM, revealed he was responsibie for
overseeing residsnt activities. He stated he had

two weeks to participate In board games with the
residents. He further stated he had no activities
staif for the skilled units and the aldes were to
lead and participate in the scheduled activities;
however, the aldes were unable to perform the
activities due to being assigned too many duties.
He realized the scheduled calender of evenis was
not being followed after reviewing the

MADONNA MANOR ;
: VILLA HILLS, KY 41017
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {x8)
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If problems are identified during the
F 248 | Continued From page 20 F 248 monitoring process immediate corrective |.

action will be taken, staff involved will be
redirected and the procedure/system will
be reviewed as noted below for any
revisions or adjustments.
The facility administration’s role in the
monitoring is to track that the monitors arg
being completed and any identified
corrective action are implemented. Review
and/or revision of policies will be
indicated by the administrator sign off on
the policy.
The QA committee is made up of at least
the following members, Administrator,
Director of nursing, Medical Director,
MDS Nurse and Assistant Director of
nursing. Findings of audits will be
reported to QA monthly for-review and
recommendations.

QA meetings have taken place on 8/1/11,

8/14/11, 8/31/11 anquBO/l 1.

Jro
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documentation for resident activities and
interviewing the aldes. Continued interview
revealed he was assigned several responsibilities
{ at the facility and was not allotted adequate time
to perform his duties as Activities Director.
Follow-up interview with the AD, on 08/03/11 at
3:55 PM, revealed the Cettified Nursing
Assistants (CNAs) were to record resident
activities on the Resident Activity Record. He
stated the CNAs were aiso suppose to be
conducting and documenting 1:1 activities with
the residents.. He explained he was responsible
for maonitoring activities altended by the residents.

Interview, on 07/27/11 at 10:30 AM with CNA #8,
revealed the Actlvitles Director and activities staff
did not come o the A, B, or C units to do
-activities. She stated the CNAs were 10 tead and
participate in the activities with the resldents.

Observation, on 08/02/11 at 10:20 AM, revealed
the posted schedule of activities on the C
household incluged "Current Events" at 10:00
ANM. Continued observation revealed no activities
were conduoted. Interview with CNA #24 and
CNA i1 at the time of obgervation revealed the
activity had not taken place as scheduled.

Review of the Activities Log Book revealed eleven
(11) of nineteen (19) residents on the B
Household did not parlicipate in any.activities on
08/01/11, Continued review revealed no activity
participation for any resident on 08/02/11.

Interview with CNA #8, on 08/02/11 at 10:565 AM,
revealed the CNAs were responsible for
conducting the Current Events activity every

| morning. She stated they were suppose to tead
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the newspaper, but the facility never provided a
newspaper in order to complete the activily. She
further stated, "we don't have time for that, we are
ioo busy". Continued interview revealed the
CNAs were regponsible for an afternoon aclivity
each day at 2:00 PM. She stated the CNAs were
to plan and carry out the activity, which usually
consisted of bingo or & board game. During
further interview the CNA stated the afternoon
activity probably happened about twice a week.
She stated less than five (5) resldents
participated in the afternoon games. CNA#8
further stated the CNAs kept the residents clean
and dry; activities and cleaning the kitchen were
lower priority.

interview, on 08/02/11 at 11:25 AM, with CNA #17
revealed the scheduled "Current Event” activity
for Hali B did not occur that morning as planned.
She stated she she did not read the current
events from the newspaper. Additional interview
with CNA #17, on 08/02/11 al 2:45 PM regarding
documentation of activities, revealed the staff
leading an activity was suppose to document
which residents attended the activity. In addition,
If the CNAs obgerved a resident participating in -
an activity such as visiting with family or watching
television, the CNAs were to dooument it In the
computer.

1. Review of the clinlcal record revealed the
facility admitted Resident #1 on 07/01/11, with
diagnoses which Included Alzheimer's Disease,
Anxiety and Depression. In addition, the resident
was status post Cardiovascular Accident (stroke)
and was dependent for all care,

Review of the Resident Activity Assessment,
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2011 revealed Resident #1 received four 1:1 visits

| response.

"| 01/19/11 with diagnoses which included

Continued From page 23

dated 07/06/11, revealed the resident was not
Interviewable. Further review revealed no
documented evidence the resident's famlily was
included in identifying the resident's interests and
there was no assessment for past interests
completed.

Raeview of the Activity Care Plan, dated 07/06/11,
revealed interventions which included 1:1 visits,
hand massages and visils by the therapy dog.
Continued review revealed attandance and level
of participation were 1o be documented as well.

Review of the Resident Activity Record for July

and one "ather* vislt during the month.
Continued review revealed no documentation
related to the nature of the visits or the resident's

Observations on 07/21/11 at 5:10 PM, 07/22/11 at
8:30 PM and 1:30 PM, 07/26/11 at 3:30 PM and
4:40 PM, and 08/02/11 at 10:40 AM revealed
Resident #1 was not engaged in any activity with
staff or visitors. : :

Interview with the AD on 08/03/11 at 3:35 PM
revealed he had conducted "a couple” 1:1 visits
and talked about the weather and current events.

2. Review of the closed clinical record revealed
Resldent #5 was admitted by the facility, on

QOsteoarthritis and Dementia. In addition, the
regident was status post Cardiovascular Accldent
and required extensive assistance with all
Activities of Daily Living (ADLs).

F 248
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Review of the Resident Activity Assessment,
dated 06/07/11, revealed cutrent activity interests
included radio, reading, religious activities,
movies, volunteer visits and talking with others.
Continued review revealed the resident
considered It very important to be able to go
outside when the weather was good.

Review of the activity care plan, datéd 06/09/11,
revealed interventions directed toward
encouragement related to attendance and
participation, and daily room visite, Continued
review revealed the stated goai for Resident

.1 #5 was attendance at one activity outside the
room at least once per week.

Review of the Resident Activity Record revealed
Resident #5 attended one Current Events
discugsion on 07/23/11 and refused & table game
on 07/29/11. There was no documented
evidence of any other activity involvement for the
entire month and no record of a room visit.
Continued review no documented evidence
activity opporiunities were offered and refused, |

Observations, on 07/21/11 at 3:00 PM, 3:55 PM,
and 5:45 PM and on 07/22/11 at 9:00 AM and
1:00 PM revealed Resident #5 was not engaged
in any activity with staff or visitors,

Interview with the AD on 08/03/11 at 3:36 PM
revealed Resident #5 "always refused" all
activitles. He stated he had not conducted a 1:1
visit with the resident during the month of July,

3. Record review revealed the facility admitted
Resldent #8 on 07/01/11, with diagnoses which
inciuded Alzheimer's Disease and Lumbar Disc
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| Disease with Chronic Back Pain.

Continued From pége 25

Review of the Resident Activity Assegsment,
dated 07/00/11, revealed Resident #8's current
interests included games, arts & crafts, music,
parties, radio and televislon, movies,
conversation, religious activities and going
outdoors.

Review of the plan of care for activities, dated’
07/09/11, revealed the following interventions: 1:1
visits; discuss recreational opportunities with
resident and famlly; Interview regarding interests;
provide transportation; and -monitor atlendance.

Review of the Hesldenf Activity Record for July
2011 revealed no documented evidence of any
gctivity offered, attended or refused.

Observations, on 07/21/11 al 6:00 PM, 07/22/11
at9:15 AM and 1:00 PM, 07/26/11 at 12:00 PM,
07/27/11 at 10:30 AM, Q7/28/11.at 11:30 AM,
07/20M11. at 4:00 PM, 08/01/11 at 10:30 AM; and
on 08/02/11 at 10:00 AM revealed Resident #6
was not engaged in any agtivity with staff or
visltors.

Interview with the AD, on 08/03/11 at 3:35 PM,
revegled he did not know Resident #6 and did not
recall the initial assessment.

4. Review of the clinical record revealed the
facility admitted Resident #7 on 07/01/11 with
diagnoses which included Hypertension,
Coronary Artery Disease, Osteoporosis and
Ostecarthritis.

Review of the Resident Activity Assessment,

F 248
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dated 07/05/11, revealed Resident #7*s current
interests included radio, going outdoors, and
clargy visits. In addition, the resldent considered
it very Important to have reading materials, follow
the news and participate in religtous services of
practlces

Review of the Activity Care Plan, dated 07/05/11,
revealed interventlons directed toward
encouragement, arranging transpor,
documenting paticipation and visiting 1:1.

Review of the Resident Activity Record for July
2011 revealed the only documented activity prior
to 07/20/11 was one instance of watching
television.

Observations, on 07/26/11 at 3:26 PM and 4:40
PM, 07/27/11 at 10:25 AM, 10:50 AM, 12:30 PM
and 2:00 PM, and 07/28/11 at 10:00 AM and
11:30 AM revealed Resident #7 was not engaged
in.any activity with staff or other residents.

interview with the AD, on 08/03/11 at 3:35 PM
revealed he had visited Resident #7 a couple of
times and read the Resident's mall. He staled
Resident #7 had requested a Manhattan cocktail
a few limes, but this had not heen provided yet.

During the survey (07/21-08/05/11) Resident #7
was obsarved visiting with a member of clergy on
one occasion. No other observations of the
resldent engaged in any activity were made.

5. Review of the clinical record revealed the
facillty admitted Resident #14 on 07/12/11 with
diagnoses which Included Anxlety and
Dspression. The resident was transferred to the
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hospital on 07/19/11, due to a fafl, and
re-admitted on 07/25/11. The Minimum Data Set
(MDS) Assessment, including activity.
preferences, had not been completed. Review of
the resident's interim Care Plan, dated 071211,
revealed no interventions related to activities.
Review of the Resldent Activity Record for July
2011 revealed no documented evidence Resident
#14 had participated in any acllvitles during the
month of July 2011,

Int'erview, on 08/03/11 at 3:55 PM, with the
Activities Director (AD) revealed he had assessed
Resident #14 for activity preferences an
admission, and entered the data Into the
computer. Continued interview revealed
Resident #14 did not have an Indlvidualized plan
of care regarding activities. He stated it was a
concern that Resident #14 had not attended any
activities.

6. Review of Resident #11's medical record
revealed the facility admitted the resident to the C
Unit on 07/01/11 with diagnoses which included
Diabetes Mellitus, and Cerebral Vascular
Accident. Review of the Admission Minimum
Data Set (MDS) Assessment, dated 07/26/11,
revealed the facility assessed the resident as
orlented.

Review of the Resident Actlvity Assessment,
dated 07/02/11, revealed the resident's current
interest were games, sports, radlo, reading,
religious activities, whaeling outdoors, watching
television, movies, talking, clergy visits, voluriteer
visits and resident visits,

Review of the Resldent Activity Record, dated
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07/11, revealed a friend visited and the resident
" | participated in a table game on 07/28/11. There
was nho documented evidence of the resident
participating in eny other activities for 07/11.

Interview, on 07/27/11 at 10:45 AM, with CNA #8
revealed she was assigned to Resident #11. She
stated Resident #11 did not participate In
activities and was only out of bed for physical
therapy and lunch. She further started he/she did
not receive one (1) on one (1) activities in the
room.

Interview, on 07/27/11 at 3:45 PM, with Resident
#11 revealad he/she did not participate in any
activities In the facllity. The resident stated
he/she stayed In bed most of the time but did get
up dally for Physical Therapy. Continuad
interview revealed the resident did not remember
anyone offering any 1:1 activities in his/her room.
Resident #11 stated he/she had played Wii
Bowling at the previous fagliity and would like to

| play that again.

Interview with the AD, on 08/03/11 at 3:30 PM,
revealed ha had visited Resident #11 twice 07/11;
however, he had not documented the visits. He
further stated the facllity had Wii Bowling

.| avallable, but he was unaware the resident
wanted to play the game.

0. Review of Resident #10's medical record
revealed the facility admitted the Reslident to the
C Unit on 07/01/11, with diaghoses which :
included Dementla and Osteocarthritis. Diabeles
Mellitus. Review of the Admission Minimum Data
Sel (MDS) Assessment, dated 07/26/11, revealed
the facility assessed the resident as having
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severe impairment in cognitive skills for decision
making. .

Review of the Hesldent Activity Assessmeant,
dated 07/08/11, revealed the resident's current
interests included cards, games, arts and crafls,
music, social events, religlous activitles, going
outdoors, television, movies, talking, clergy visits,
and volunteer/resident visits.

Review of the Resident Activity Record dated
07/11 revealed the resident participated in no .
activities 07/01 through 07/10/11. Further review
revealed the resident attended only seven (7)
activitles for the remainder of the month of July.

Interview, on 08/03/11 at 3:00 PM, with the
Actlivities Director, revéaled he would like to see
Resident #10 participate in at least one (1) activit
a day. , .

Interview with Nurse Consultant #1, on 08/04/11
at 4:30. PM, revealed she had seéeh some
activities taking place. She stated she had heen
more focused on clinlcal Issues and had not yet
addressed the activity problem,

Interview with the Vice President of Operations
{(and Interim Administrator), on 08/06/11 at 5:20
PM, revealed he was aware there were concerns
related to the Activities Program. He stated the
issue was heing examined, During continued
interview, he explained facility Administration was
interested In "Universal Workers", staff who
performed a variety of duties, across disciplines.
He acknowledged implementing such an
approach was a "full culture change" and required
a more systematic epproach than had besn

F 248
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applied thus far. Although he feit there was ¥273
enough staff, he stated staffing ratios and more P .
staff education were two issues that needed The facility con.ducts_; comp mh.e nsive
further consideration. , assessments to identify the residents
F 273 | 483.20(b)(2)() COMPREHENSIVE Foya| needs within fourteen days of %\o |
S8<F | ASSESSMENT 14 DAYS AFTER ADMIT * admission, and periodically in ’

A facility must conduct & comprehensive
assessment of a resident within 14 calendar days
after admission, excluding reatimissions in which
there is no significant change In the resident's
physical or mental condition. (For purposes of
this section, "readrission" means a return to the
facility following a temporary absence for
hospitalization or fot therapeutic leave.)

This REQUIREMENT is not met as evidenced
by: -
gased on interview and record review, It was
determined the facllity falled to ensure the
comprehensive assessment was completed
within fourteen.(14) calendar days after
admission. The facllity admitted seven {7) -
sampled residents (Residents. #1, #2, #6, #7, #8,
#10 and #11) and fifteen (15) unsampled
residents (Residents B, F, H, |, J, K, L, M, N, O,
P, Q, R, S and T) on 07/01/11. Review of the
Minimum Data Set (MDS) Assessments and

‘I Interviews with administrative staff revealed none

of these assessments were completed within
fourtéen (14) days of admisslon.

The findings include:
Review of the resident listing provided by Nurse

Consultant #2 reveaied twenty-two (22)
highlighted names which represented residents

compliance with the requirements.
Comprehensive assessments were
completed for residents #1, 2, 6, 7, 8, 10,
1LB,FFH,LLLK, L M,N, O, P,Q,R,
S,and T by M.D.S.,D.ON,, AD.ON
and/or nurse consultants between
8/1/2011 and 9/14/2011. Care plans were
updated as appropriate based upon
assessments,

The remainder of facility resident’s
comprehensive assessments has been
audited by M.D.S,, D.O.N., AD.O.N
and/or Nurse Consultants on 8/23/2011.
Revisions have been completed as
appropriate. A monthly MDS calendar
that indicates the assessment reference
date for each resident is maintained by the
MDS nurse. The MDS nurse reports
status of MDS completion at the Monday
through Friday Interdisciplinary Team
(IDT) meeting to ensure tlmely
completion.
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the facility accepted for admission from another
facility on 07/01/11. Continued review revealed
the list was made up of seven (7} sampled
residents (#1, #2, #6, #7, #8, #10 and #11) and
fifteen unsampled residents (B, F, H, |, J, K, L, M,
INO,P,Q,R Sand T). :

Review of MDS assessments for the sampled
residents revealed no documented evidence the
assessments were completed within fourteen {14)
days of admission per faclllty policy and federal
regulations.

Interview with the former Director of Nursing
(DON), on 08/04/11 at 10:30 AM, revealed she
was smployed by the facility through 07/16/11.
She stated the MDS nurse had resigned and left
without completing the assessments on
twenty-two (22) newly admitted residents.

Intervisw with Nurse Consuitant #1, on 08/04/11
at 4:30 PM, revealed the MDS nurse had
resigned soon after 07/01/11 (exact date not
known), She stated the MDS assessments had
been initiated but none had been completed when
the MDS nurse left. Continued interview revealed
the admission MDS assessments should have
been completed within fourteen (14) days.’

F 270 | 483.20(d), 483.20(k)(1) DEVELOP

85=p | COMPREHENSIVE CARE PLANS

A tacility must use the resuits of the assessment
to develop, review and revise the resident's -
comptehensive pian of care.

The facitity must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's

F 273

3. A new MDS Nurse was hired on 8/4/11.
She was trained on facility policies and
procedures, specifically assessments,
CAAs, EMR documentation and Cate
plans on 8/4/2011 through 8/7/2011 by
the Nurse Consultant,

Nursing staff were provided with
additional in-servicing on the
comprehensive assessments including
general observation, fall and skin risk, us¢
of EMR, initial care plan by D.O.N.,
and/or Nurse Consultants between
8/4/11 and 8/16/11. '
D.ON/AD.ON, M.D.S. and or Nurse -
Consultants will audit four (4) 14 day
assessments each week for the next 4
weeks to check for completion.

4, If problems are identified during the
monitoring process immediate corrective
action will be taken, staff involved will bg
redirected and the procedure/system will
be reviewed as noted below for any
revisions or adjustments. The results of
the auditing will be provided to the QA
Committee for further review and
recommendations. ‘

F 279 QA meetings have taken place on 8/1/11,

8/14/11, 8/31/11 and 9/30/11.
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The care plan must describe the services that are
1o be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due 1o the resident's exercise of righis under
§483.10, inciuding the right to refuse treatment
under §483.10(b}{4).

This REQUIREMENT is not met as evidenced
by: .

Based on observation, intervention, and record
review, it was detarmined the facility falled to
develop a Comprehensive Plan of Care for each
resident that Includes measurable objectives and
timetables to meet a resident's medical, nursing,
and mental and psychological needs that are

identified in the comprehensive assessment tor

one (1) of eighteen (18) sampled residents
(Resident #10).

The findings include:

Review of Resident #10's medical record
revealed the facility admitted the resident on
07/01/11 with diagnoses which Included
Dementia, Arthritis, and a history of falls.

Review of the Admission Minimum Data Set
(MDS) Assessment which was not completed

until 07/26/11 (Refer to F-273) revealed the
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) ) VILLA HILLS, KY ‘41017
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F 279 | Continued From page 32 F 279
medical, nursing, and mental and psychosocial :
needs that are identified in the comprehensive
agsessment. _ ,
F 27 The facility administration’s role in the

monitoring is to track that the monitors
are being completed and any identified
corrective action are implemented.
Review and/or revision of policies will be
indicated by the administrator sign off o1}
the policy.
The QA committee is made up of at least
the following members, Administrator,
Director. of nursing, Medical Director,
MDS Nurse and Assistant Director of
nursing. Findings of audits will be
reported to QA monthly for review and
recommendations.
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The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
pariicipate In planning care and treatment or
changes in oare and treatment.

A comprehensive care plan must be developed
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inued From. page 33 F 279 he facili o . Ny
facllity assessed the resident as having severe The facility develops individualized cafe »! |-
impairment in cognitive skills for decision making, plans to address the assessed needs of
and as requiring extensive assistance with the residents and modifies the care play
transfers, ambulation, dressing, and hygiene. in a timely manner to assure that the ? / 10/ /)
‘ interventions and measurable objectives
Review of the Care Area Assessment Summary address the ongoing and changmg needs
(CAAS) dated 07/26/11 revealed the following of the residents.
areas triggered and thete would be a
Comprehensive Plan of Care related to these ,
areas; aognltive loss, visual function, urinary ]f{es’dem t# mls compreh]e;,'us“’e care plan |
incoritinence, falls, and pressure. A Plan of Care oF cognitive oss, visual function, urinary
was Initiated on 07/08/11; however, there was no incontinence, falls, and pressure which
documented evidence these areas were have been assessed as resident needs was
addressod. completed on 08/01/2011 with revision
- on 9/18/2011 by M,D.S nurse.
Interview on 07/27/11 at 5:30 PM with Nurse ,
Consultant #1 who was serving In an An audlt.o.f CAA_\s and C'c_lre Plans of the
administrative role due to the absence of the other facility residents using the CAA s
Director of Nursing (DON) since 07/14/11, and Care Plan audit tool was completed
- | revealed she had beei at the facillty since on 9/19/2011 and care plans were revised
.07/18/11 and when she arrived she realized the as appropriate by M.D.S. nurse.
Care Plans were incorrect. She further stated . '
they were In the process of reviewing and revising All licensed nursing staff were provided
the Care Plans. She stated the previous MDS with additional inservicing on the
nurse who had also completed the care plans, left comprehensive admission assessment and
the facllity in mid July 2011 and a corporate nurse care planning process by D.O.N. and/or
had been called in to work on the MDE's and Nurse Consultants on 8/4/11.
Care Plans, D.0O.N., A.D.O.N. and/or Nurse
F 280 | 483. 20(d)(3) 483.10(k){2) RIGHT TO F 280 Consultants will audit four (4) resident’s
PARTICIPATE PLANNING CARE-REVISE CP 14 day assessments and the Care Plans

each week for the next 4 weeks to check
for completion.
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disciplines as determined by the resident’s needs,

within 7 days after the completion of the
comprehensive assessment; prepared by an .
interdigciplinary team, that includes the attending
physician, a reglstered nurse with responsibllity
for the resident, and other appropriate staff in

and, to the ‘extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and perlodically reviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT is not met as evidenced
by: '

Based on observation, interview, record review
and review of the facility's policy, it was
determined the facllity failed to ensure the
Comprehensive Plans of Care were revised for
two {2) of eighteen (18) sampled residents
(Resident #13 and Resident #14).

Resident #14 seif transferred and fell on

07/19/11, sustalning a laceration requiring sutures
above the left eye, a Hip Pinning Fracture Left
Hip, and Left Radius and Ulna Fracture. Afall
prevention alarm did not alert steif that the
resident was up at the time of the fall. The
resident's Plan of Care included bed and chalir tab
alarms to help prevent falls; however, interviews
with staff revealed the resident was removing the
tab alarms. The faclilly falled to revise the Plan of
Care and implement new interventions prior to
the fall. Also, upon re-admit to the facllity after
‘hospitalization for sutures above the left eye
brow, a Hip Pinning Fracture Left Hip, and Left

F 280

redirected and the procedure/system will
be reviewed as noted below for any
revisions or adjustments. The results of
the auditing will be provided to the QA
Committee for further review and
recommendation. The facility
administration’s role in the monitoring is
to track that the care plans are being
developed and any identified corrective
.action is implemented. Review and/or
revision of policies will be indicated by
the administrator sign off on'the policy.
The QA committee is made up of at least
the following members, Administrator,
Director of nursing, Medical Director,
MDS Nurse and Assistant Director of
nursing. Findings of audits will be
reported to QA monthly for review and
recommendations. QA meetings have
taken place on 8/1/11, 8/14/11, 8/31/11
and 9/30/11.

action will be taken, staff involved will be

X4) ID , (X6
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F 280 T " F 274 4. If problems are identified during the
Continued From pags 34 - monitoring process immediate corrective
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' Comprehensive Plan of Care was not revised and

.| at 4:20 PM with Registered Nurse (RN) #5 (Nurse

| diagnoses which included Depression,

. | Administration Record (TAR) revealed each shift

update the Plan of Care with additional
interventions to prevent further falls.

Resident #13 had multiple fails (on 07/13/11,
0716/11, 07/17/11 and 07/26/11) and the

updated with information or interventions related
to each of these fall incidents.

The findings include: -

Review of the facllity's policy titled "FALLS"
(undated} revealed if the resident experiences a
fall the resident's care plan is revised and
updated with information retated to the fall
incident within 24 hours. Interview, on 08/05/11 .

Consultant #2}, revealed after each fall staff
should Investigate the cause and the care plan
should be revised with interventions to prevent
the cause of the fall

1. (Refer to F323) Record review revesaled the
facllity admitted Resident #14 on 07/12/11, with

Hypertension (HTN), Difficulty Walking, Muscular
Wasting and Disuse Atrophy, and Pneumonia,
Record review revealed the facility initiated a Plan
of Care, dated 07/12/11, which identified falls as a
problem and had fall prevention interventions
which Included bed and chair alarms, call light
within reach at all times, refer 1o therapies,
frequent visual chservations and toileting.

Review of Resident #14's Tréatment

staff was to document.they had checked to

MADONNA MANOR o
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Radius-and Ulna Fracture the facility failed 1o /-;-2 g0 Comprehensive care plans are

..developed in a timely manner and in’

" needs.

compliance with the requirements and
developed to meet the identified needs
of the residents with modifications as
dictated by the resident’s changing

-ql;w/ ”

Resident #13 no longer resides at the
facility. Resident #14’s comprehensive
care plan was revised 7/25/2011,
8/30/2011 and 9/12/2011, 9/14/2011,
9/19/2011 by D,O.N, staff nurses and
M.D.S. for falls and it meets the
resident’s currently identified needs with
measurable goals and specific
interventions,

An audit of care plans for the other
residents of the facility was completed by
D.O.N on 8/25/2011 and 8/26/2011 as
documented on the care plan audit tool.
Care plans were revised as appropriate as
a result of this audit,

CNA’s and Nurses were provided
additional in-servicing on 8/4/11
including the fall policy, prevention
strategies and interventions by the D.Q.N.
and A.D.O.N. and/or Nurse Consultants.
Additional in- servicing of nurses was
provided on revising care plans at in-
services held 8/22-8/24/11 by Theresa
Mattinez, Nurse Consultant.
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ensure alarms were In place. Further review of
the TAR revealed there was no documentation on
07/18/11 by the nurses on day/evening/night to
indicate-alarm placement had been checked and
by the day shift nurse on 07/19/11,

‘Interview, on 07/28/11 at 11:50 AM and 2:50 PM,

with Cettified Nursing Assistant (CNA) #10
revealed she has provided care to the resident
and the aides were responsible for checking to
make sure residents' fall prevention alarms were
In place. She further revealed Resident #14
would sometimes remove histher alarms and get
up by himseit/herself. However, she had not
Informed the nurses the resident could take off
the alarms. Interview, on 07/28/11 at 12:10 PM
and at 3:15 PM, with CNA #17 revealed the
resident would take off his/her alarms at times
and she had observed Resident #14 up
ambuiating by himselt/herself. However, she
could not remember If she had notified the nurse
regarding the resident's abillity to take off the
alarm. While the facility staff was knowledgeable
of the resident's noncompliance history with the
alarme, there was no evidence that the facility
had revised the care plan to implement new
interventions to prevent falls.

Review of the facllity's 07/19/11 Incident Report
{incident time 1:00 PM) revealed Resident#14 feli
In the bathroom and was found sliting up on the
floor with her/his walker against the wall. Record
review revealed the resident was later transferred
to the hospital for evaluation of mental status
change and pain to his/her left wrist and leg.
Interview on 07/27/11 at 3:30 PM with Registered
Nurse (RN) #6, revealed she entered Resident
#14's room to administer medication and found

* recommendation. QA meetings have

care plans each week for the next 4 weekp
to check for completion with findings
reported to QA committee.

If problems are identified during the
monitoring process immediate corrective
action will be taken, staff involved will bk
redirected and the procedure/system will
be reviewed as noted below for any
revisions or adjustments. The results of
the auditing will be provided to the QA
Committee for further review and
recommendations. - _

The facility administration’s role in the
monitoring is to track that the care plans
are being developed and any identified
corrective action is implemented. Review
and/or revision of policies will be
indicated by the administrator sign off on
the policy.

The QA committee is made up of at least
the following members, Administrator,
Director of nursing, Medical Director,
MDS Nurse and Assistant Director of
nursing, Findings of audits will be
reported to QA monthly for review and

taken place on 8/1/11; 8/14/11, 8/31/11
and 9/30/11.
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the resident an the bathroom floor with a cut
above her/his left eye. AN #6 stated she.did not
hear an alarm sounding and could not remember
if the res|dent had an alarm device on when she
had found the resident. Interview, on 07/26/11 at
9:50 AM, with Certifled Nursing Assistant (CNA)
#6 revealed she had taken the resident to the
tollet that morning before the fall and helped RN
#6 with the resident after the fall. She stated she
did not think the resident had alarms In place at
that time or when she provided care earlier that
day. Record review revealed the faciiity
readmitted Resident #14 on 07/25/11 and the
Physiclan's Order Form (same date) had
diagnoses which included Hip Pinning Fracture
Left Hip, Left Radlus and Uina Fracture, and
Sutures above the left eyebrow as a result of the
fall.

There was no documented evidence the facility
identified that either the alarm was not
functioning, not in place or the resident may have
removed the alarm. Review of the care plan after
the incident revealed there was no documented
evidence the facility had developed or
implemented new Interventions to prevent fall
recurrence.

- | Furthermore, interview with Nurse Consgultant #1

-on 07/27/11 at 5:30 PM, revesaled the nurses
could not access the care plans 1o refer to them
or {o ravise them.

2. (Refer to F323) Record review revealed the
facllity admitted Resldent #13 on 06/03/11, with
diagnoses which Included unspecified
Hypertension, Breast Cancer, and Coronary
Artery Disease. Review of the cere plan, dated
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06/08/11, revealed the resident was care planned
for being at risk for falls due to fall history,
incontinence, needing asslstant with activities of
daily living, and taking psychotropic medications.
The fall care plan interventions included chair and
bed fall prevention alarms, ambulate with 1-2
person asslstance, encourage resldent to ask for
assistance, keep room free of clutter, and monitor
side effects of medication. Review of the
Minimum Data Set (MDS) Assessment, dated
06/10/11, revealed the resident had a fall prlor to
admission and was assessed as being cognitively
impaired. Heview of the Care Area Assessment
Summary, dated 06/1.0/11, identified falls as a
care area trigger.” Review, of the 07/13/11,

"| Incident Report {incident time 10:00 AM) revealed
Resident #13 fell trying to get to the bathroom.
Further documentation noted the resident was not
Injured and did not have an alarm. There was no
avidence the facility updated the resident's care
plan with information/interventions after the fall on
07/13/11.

Review, of the 07/16/11 incident Report (incident
time 7:30 PM), revealed Resfdent #13 was found |
-on thi floor on 07/16/11 at 7:30 PM In front of
his/her wheelchalr. The repott documented the,
resident stated when attempting to get clothing
from the bottom drawer, his/her wheelchalir rolled
backward and hefshe fell. The document noted
there was no injury and the corrective measures
listed included the resident was instructed to call
for help if items were out of reach. There was no
evidence the facliity updated the resident's care
pian with informatlon/interventions after the fall on
07/16/11, ' _

Review of the 07/17/11 Incident Report (incident
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time 10:45 PM) revealed Resident #13 was found
sitting on the floor beside his/her bed and
reported he/she sald they needed to use the
restroom and when attempting to ambulate tried
to Iean onto hisfher wheelchalr, but the wheels
were not locked and It rolled away causging a loss
of balance. The document noted there was no
injury and the corrective measures listed included
instructing the resident to call when ambulation
was heeted and the morning shift may wish to
call the physician to order a bed alarm. There
was no evidence the facility updated the
resldent's care plan with information/interventions
after the fali on 07/17/11.

Review, of the 07/25/11 Incident Report (incident
time 7:30 PM), revealed Resident #13 stated
he/she was going to the reciiner from the
wheelchalr and ost hisfher balance. The nurse
noted that an alarm had been ordered. There
was no documentation of injury. There was no
evidence the facifity updated the resident's care
plan with informationfinterventions after the fall on
07/25/11,

Interview, on 08/05/11 at 11:40 AM, with Licensed
Practical Nurse (LPN#3), who completed the
incident reports for Resident #13's falls on
07/16/11 and 07/17/11, revealed she had not
heen trained on the Facility's Falls Pollcy and
what was expected after a resident’s fall.

Interview, on 08/03/11 at 5:05 PM with RN #3
(Nurge Consultant #1), revealed at this time she
was one of the persons responsible for ensuring
preventive interventions listed on incident reports
were put in place. Further interview with RN #3
revealed, at this time, the care plans were not
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must meét professional §tandards of quality.

The services provided or arranged by the facility

This REQUIREMENT is not met as evidenced
by: ‘

Baged on observatlon, Interview, record review,
and review of the facllity's policies it was
determined the facllity failed to ensure services
provided by the facllity met professional
standards of quality for eight (8) of eighteen (18}
samipled residents (#1, #2, #3, #6, #7, #8, #10
and #11) and fifteen (16) unsampled residents (B,
FFHLLEKLMNOPQR,S, and Th

The facllity failed to ensure steff was treined and
educated on the facliity policy to complete an
Admission Assessment which included Bowel and
Bladder assessment, Braden Skin assessment,
Fall assgssment, and Elopement assessment.
Ths tacility admitted twenty-two (22} residents
from another facility on 07/01/11. Record review
revealed the facility falled to have a system in
place.to ensure Physician's Orders, Including
medications and encillary services, were to be
continued upon transfer to the faellity resulting in
discrepancies in medication orders occurting
upon admission, which the fecility falled to
identify, resulting in rosidents falling to recelve the
care and services as ordered. The facliity falled
to administer medication at the proper dose for
Resident #7 and #11. In addltion, the facliity
feiled to ensure ancillary arders related to
obtaining laboratory tests, range of motion and

- 971472011,

.ordered.

experience and skills to provide servicels
to the residents in addition to other
qualified interdisciplinary team
members, :

Residents are receiving services as
ordered by the physician including
medications, treatment orders, laboratory |.
orders and ancillary orders. Resident # 1,
2,6,7,810,11,B,F, H,LJ,K,L,M; N,
0, P, Q, R, S, and T’s admission
assessments for Bowel and Bladder,
Braden Scale, Fall and Elopement were
completed by D.ON., A.D.O. N, MDS
Nurse and /or Nurse consultants by

Resident #7 is receiving their medication
in the proper dose as ordered and ancillary
orders are being followed.

Resident #11 insulin, weekly weights and
lab testing are being provided as ordered
by their physician.

Resident #10 chair alarm is in place as

Resident #3 is no longer at the facility.

4
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being updated, by staff, with interventions. Services are provided to meet the ‘
F 281 | 483.20(k}(3)(i} SERVICES PROVIDED MEET F 281 professional standards of care. The (? /20/ I
85=F | PROFESSIONAL STANDARDS ‘ facility employs licensed nurses with | -
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2. All physician and ancillary orders have
F 281 | Continued From page 41 F 281 been clarified for lab tests, range of -
restorative nursing, positioning and pressure sore motion, restorative nursing, positioning,
prevention devices, and safety precautions ware . pressure sore prevention devices and
continued for the twenty-iwo (22) residents, as safety precautions for residents of the -
ordared, on admisslon by the facllity. facility by D.O.N. /A.D.O.N. and/or
. ) Nurse Consultants as of 9/14/11 as
The facility falled to ensure Physliclan's orders documented on the audit tool. This
were followed for Resident #11 related to the process occurred with several nurses and
e_zdminlstraiion of Insuiin, completing laboratory included review and clarification of the
festing, and weekly weights and Resident #10 current physician orders for each resident.
related to a chalr alarm. Also, the facility feiled to Orders were reviewed and compared with
ensure medication was administered timely for care plans, resident information direct
Resident #3 who had medication orders to be care guides, medication administration
given In the AM that were not administered until records, treatment administration records,
1:50 PM. - : laboratory records, orders and sources of
: documentation fi i i
Interviews revealed Gertified Nursing Assistants ntation for order implementation.
(CNAs) and record review revealed the facility
failed to ensure reference guides for direct care 3. The facility has a revised system in place

were provided to alert staff of specific needs for
individual residents’ care.

The findings include:

Review of the facility's policy titled "Nursing
Department" {no date), "licensed nursing staff will
complete the Admission Nursing Assessment
within 24-48 hours of admiggion into the facility".”
Review of the undated facility's policy "Risk
Assessments ih the EMR (Electronic Medicai
Record", resident assessments to be completed
on admisslon Include: Bowel and Bladder
assessment, Braden Skin assessment, Fall
assessment, and Elopement assessment,
Review of the facility's policy title
"Wound/Pressure Sore Policy/Procedure”,
revised on 12/22/09, revealed every resident was
to have a full skin assessment, including
measurements if indicated, documented every

to assure that physician’ orders and
ancillary orders continue at admission
from any location including a transfer
from another facility. Physician orders
for medication and ancillary items for the
residents listed were audited on 08/5-
8/7/11 by a MedCare Pharmacy
consultant and changes were made with
physician authorization. As stated above
in number 2, all physician and ancillary
orders for the remainder of the residents
have been clarified for lab tests, range of
motion, restorative nursing, positioning,
pressure sore prevention devices and
safety precautions by D.O.N./ A.D.O.N,,
and /or Nurse Consultants,
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Urinary Incontinence, Recurrent Urinary Tract

-| order to transfer to the receiving facility with all

week. Review of the facllity's policy "Welght Book
Guidelines" revealed helght and weight must be
chtained within twenty~four {24) hours of
admission.

1. Review of Resident #10's medical record
revealed the facility. admitted the resident on
07/01/11 from another facllity with diagnoses
which included Dementia, Diabetes Mellitus,

Infections, and Chronic Obstructive Pulmonary
Disease (COPD).

Review of the Physician's Order Sheet from the
transferring facility, dated 06/30/11, revealed an

current orders, Review of the Physiclan's Order
Form for the month of July 2011 revealed
medication orders were carried over from the
previous faclity, however the Ancillary Orders
were not cartied over.

Review of the Ancillary Orders which were not
carried over ingluded; chalr pad alarm when up,
hed pad alarm when in bed, reslorative
ambulation days and evenirigs with a gait belt,
Active Range of Motion (AROM) to upper and
lower extremitles each day and alternate upper
extremities and lower extremities for fiftéen (15)
minutes for ten repetitions. (Refer to F-311, and
F-323).

There was no dogsumented evidence the
Physiclan's Ordets were verified for this resident
on admission on 07/01/11. As a result of the
Ancillary Orders not being followed, Resident #10
did not receive ROM or ambulation, and had a
decline In physical functioning. (Refer to F-311).
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Newrevised Dirgei-Care-CGuides-to
communicate care needed for a resident
F 281 ; Continued From page 42 F 28 to the CNAs were completed and

. for compliance of lab draws, medication

implemented by D.O.N./A.D.O.N. and/or
Nurse Consultants on08/10/11 and will
be updated as needed.

Audit has been completed on all residents

orders, ancillary orders, restorative orders
on 8/5/11, 8/6/11, 9/2/11, 9/6/11 and
9/14/11. Changes were made if needed
and doctor was notified.

Nurses were provided additional in-
servicing 8/4/11 and 8/18/11 on fall
policies, admission process to complete
the assessment, direct care guides,
following physician orders, doctor order
processing, insulin orders, restorative
program, medication pass, skin policy,
skin assessment and weekly
measurements, and lab process by D.O.N.
and A.D.O.N. and/or Nurse Consultants.
CNA’s were provided additional in-
servicing on 8/16/11 on Direct Care
Guides by D.O.N, A.D.CN. and/¢r Nurse
Consultants,

D.O.N and A.D.O.N. and/or Nurse
Consultants are auditing new admissions
each week for the next 4 weeks to check
for completion of assessments.
Additionally, medication pass audits are
being performed once a week for one
medication pass each week to assure
medications are being delivered timely
and as ordered. Documented audit
findings will be reported to QA
committee for additional review and
recommendations,
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Further review of the Physician’s Orders deted If problems are identified during the
07/26/11 revealed ah order for dyson undar the monitoring process immediate corrective
chair alarm and under the seat cushion and bed action will be taken, staff involved will be
alarm. redirected and the procedure/system will
be reviewed as noted below for any
. . revisions or adjustments.
Observation of the resident on 07/26/11 at 400 The facility ad}]nin?s]frr;t?on’s role in the
PM revealed the resident was in a wheelchair monitoring is to track that th e
with dyson in het/his room, and there was no L 8 at the moniors
chair alarm on the wheelchair are being completed and any identified
: _ corrective action are implemented,

Interview, on 07/26/11 at 4:45 PM, with Certified :}13\1:::2:; grll)d/c:; re‘é's“.m. of policies will by
Nursing Assistant (CNA)#21 revealed she was the polic ¥ the administrator sign off on
assigned to the resident and the resident did not Thep A o oo
have a cheir alarm in placa. When asked how & fQ” committee is made up of at least
she knew what safety devices to use for the Diocte it 8 members, Administrator,
resident, she stated the aides had no guide to M’[rfgtor of nursing, Medical Director,
refer 1o In providing care for the residents and > Nurse and Assistant Director of .
they would ask the nurse if there was a question. nursing. Findings of audits will be

) . reported to QA monthly for review and
Interview, on 07/26/11 at 6:00 PM, with Licensed recommendations. QA meetings have
Practical Nurse (LPN) #8 revealed the nurses taken place on 8/1/11, 8/14/11, 8/31/11
verbally gave the CNA's report on any new and 9/30/11.
concerns with the residents; howaver, there was
no written guide for the CNA's to refer to when
providing care such.as a nurse aide care plan.
8he further stated she was unaware of the
Physician's Order for the chalir alarm.
Further Interview, on 07/28/11 at 2:20 PM, with
Nurse Consultant #1 revealed the Physician's
Orders should have been followed related 1o the
chair alarm.
in addition, there was no documented evidence of
a Nursing Admission Assessment, an Inferim
Care Plan, or a skin assessment was completed
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upon admission,

Also, there was no documented evidence of vital
signs, or a welght obtalned on the date of
admigsion. As a result of weights not being
obtained and monitored the resident sustained a
significant weight loss of 5% from 06/08/11
through 07/15/11. (Refer to F-3258) .

Continued record review, including the Electronic
Medical Record (EMR), revealed no evidence any
risk assessments were completed upon
admission or afterward including Pressure Risk
Assessments, Elopsment Risk Assessments, and
Bowel and Bladder Assessments.

Also, there was no evidence a Falls Risk
Assessment was competed until 07/22/11.
Review of the Assessment revealed the resident
scored a twenty-four (24}, and a score over nine
(9) would place the resident at risk for falls.

2. Record review revealed the facility admitted
Resident #11 on 07/01/11 with diagnoses which
included Diabetes Mellitus, Cerebral Vascular
Accldent with hemlplegla, and a Gastric Feeding
Tubs,

Review of the Physlclan's Order Sheet from the
transferring facility, dated 06/30/11, revealed an
order 1o transfer to the receiving facliity with all
current orders. Review of the Physician's Order
Form for the month of July 2011 revealed
medication orders were cartied over from the
previous facility, however there was a
_discrepancy in medication orders for Insullh and
all anciltary ordere were not carried over.

Review of the Physician's Order Sheet from the
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transferring facility, dated 06/30/11, revealed
otders for Novolog Insulin 100 Unite/ML (milliliter),
inject five (5) Units subcutansously {SQ) at 6:00
AM, 12:00 PM, and 6:00 PM and Lantus insulin
100 Units/ML, inject thirly-two (32) Units at 10:00
PM. However, review of the Physician's Order
Form for the month of July 2011 revealed orders
for Novolog Insulin 100 Units/ML, inject nine (8)
Units at 6:00 AM, 12:00 PM, and 6:00 PM and
Lantus Insulin 100 Units/ML, inject thirty-seven
(37) Units at 9:00 PM.

Review of the Ancillary Orders,dated 06/30/11,
which were not carried over from the Physician's
Orders Sheet from the transterring facllity to the
facility's Physiclan’s Order Form for the month of
July 2011 Included, mechanical soft diet, half
porilons, Consistent Carbohydrate Mechanical
Soft Diat, thin liquids, half portions diet and Tube
Feeding orders for Isosource 1.5 seventy (70)
milliliters per hour for twelve (12) hours. (Refer to
F-325) '

.| Further review of the Physician's Order Sheet
from the transferring facllity, dated 06/30/11,
revealed orders to draw a Prothrombin Time (PT)
and International Normalized Ratio (IMR) on
07114/11 which was not carried over to the
facliity's Physician's QOrder Form for the month of
July 2011.-Review of the resident’s laboratory
data revealed there was no documented -
evidence of a PT/INR obtalned on 07/14/11.

In addition, there was no documented evidence
the Physician's Qrders were verified for this
resident on admission on 07/01/11.

interview, on 08/04/11 at 1:00 PM, with Res|dent
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#10's attending Physician and Resident #11's
altending Physiclan's Associate, reyealed the
facility should have carried over the previous
facility's Physician's Orders and he and the
resident's Altending Physician assumed this was
done. He further stated the PT/INR ordered to be
obtained on 07/14/11 should have been drawn
and it was a real concern when labs were not
obtained as crdered, especially FT/AINR. Also, he
stated he had concerns related to the incorrect
Insulin doses being administered and the Insulin
orders from the previous facliity should have been
carried over to this facllily's Physician's Orders for
Julty 2011. He also stated any diet orders and
tube feeding orders from the previous facllity
should have been on the July 2011 Physician's
Orders for this facility.

Interview, on 08/03/11 at 11:15 AM, with the
Pharmacist, revealed the medication orders for
the previous facllity dated 06/30/11 and the July
2011 Physician's Orders for this facility should
have been the same. He was unaware of why
there was discrepancies in the Physician’s Order
Forms because the same pharmacy was
contracted by both facllities. Continued interview:
revealed the previous facility may not have faxed
ali Physiclan's Orders to the pharmacy, which
could account for the discrepancles. Continued
interview revealed the Ancillary Orders were not
on the Physiclan's Order Form for July 2011
because the previous facllity printed their own
monthly Physician's Order Form and Pharmacy
did not have the Anclllary Orders in the system,

Also, revlew of the Physician's Orders dated
07/11 revealed orders for Lantus Insulin 100
Units/ML. (milliliter), inject thirty-seven (37) Units
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subcutaneously (SQ) at 9:00 PM. However,
review of the Medication Administration Record
{MAR) dated 07/11 revealed the medication had
not been documented as administered 07/01/11
{ through 07/15/11 at ©:00 PM.

Review of the Physician's Orders dated 07/16/11
revealed orders to Increase the Lantus Insulin to
forty-one (41) Units at 9:00 PM.

Further review of the MAR revealed the Lantus
Insulin 37 Units at ©:00 PM was discontinued and
the new order for Lantus Insulin 41 Units every
day at night was handwritten in with an arrow
pointing 1o 07/16/11. as the start date,

Interview with Licensed Practical Nurse {LPN) #4,
oh 08/04/11 at 6:00 PM, revealed she transcribed
the order on 07/16/11 for the Lantus 41 Units end
discontinued-the L.antus 37 Units on the MAR.
Continued interview revealed ghe realized the
MAR hed not been signed off as the Lantus
Insulln belng administered at 9:00 PM for
07/01/11 through Q7/15/11; however, she did not
remember calling the Physiclan to notify him of

{ the orders not heing followed or questioning the
nursing staif about the lack of documentation.

Interview, on 08/05/11 at 3:30 PM, with the
Attending Physiclen, revealed he should have
been notlfied that the Lantus Insufin 37 Units was
hot admiriistered 07/01/11 through 07/15/11 as
ordered. He lurther stated it was a significant
medication error to fall to administer the Insulin
as ordered.

Interview with LPN #5 on 08/05/11 at 2:00 PM ,
who was assighed t¢ administer medication to
Resident #11 on 07/01/11, 07/05/11, 07/09/11,

FORM CMB-2667(02-60) Previous Versions Obsolele . Event |B: PCJM11 Facility D; 100288 It continuation ehest Pagé 48 of 184



PRINTED: 08/18/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : ' OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION - : ) (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: _ COMPLETED
A. BUILDING :
C
B. WING
i 185241 08/06/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
; 2344 AMSTERDAM ROAD
M NNA MANOR
ADO VILLAHILLS, KY 41017
(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES i PROVIDER'S PLAN OF CORRECTION (6}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED-BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG . GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY) : :
- F 281 | Continued From page 48 ‘F 281

07/10/11, and 07/14/11 revealed she did not
remember administering Lantus 37 Units to
-|'Resident #11 at 9:00 PM. She further stated she
signed the MAR to indicate it had been
administered on the MAR, and if it was not signed
out, it would not have been administered.
Contlnued interview revealed it would be a
significant medication error to not administer
Ingulin as ordered, because the resident could
have an adverse effect.

Interview, on 08/05/11 at 3:35 PM, with LPN #6
who was assighed to administer medication to
Resident #11 on 07/06/11, 07/07/11, 07/0B/11,
07/11/11, 07/12/11, 07/13/11, and 07/16/11,
revealed she was administering Resident #11's
9:00 PM scheduled Lantus insulin; however, was
not signing it out Because the other nurses were
not signing it. Continued interview revealed she
was new and had to question the other nurses on
a lot of issues; however, had not questioned the
nurses related to thelr reason for not signing out
the medication. '

Further revlew revealed there was no
documented evidence a Nursing Admission
Assessment, an Interim Care Pian, or a skin
assessment was completed on admission. Also,
there was no docimented evidence of vital signs,
or a weight obtained on the date of admission.

" | Review of the Physician's Orders dated 07/14/11
'| revealed orders for weekly weights,

" | Review of the Dietary Weight Report revealed the
first weight obtained at the tacility was on.
07/15/11 and the resident's welght was two
hundred and five (205) pounds. The second
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weight was obtained on 07/28/11 and the -
resident's welght was two hundred and six (206)
pounds. There was no evidence of an admission
" { weight as per policy or weekly weights obtained
as per Physiclan's Orders. See (F-325).

Continued record review, including the Electronic
Medical Record (EMR) revealed no evidence any
rigsk assessments were completed on admission
or afterward Including Pressure Risk
Assessments, Eiopement Risk Assessments, and
Bowel and Bladder Assessments.

Further review, revealed the Fali Risk
Assessment was not completed until 07/22/11,
Review of the Fall Risk Assessment dated
07/22/11 revealed the resident was assigned a
score of twenty-four (24), Indiceting & high risk for
falls. According to assessment details, & score
greater than nine (9} was considered high risk.

Continued review revealed no documented
evidence a skin assessment was completed until
07/08/11.

3. Revlew of Resident #8's medical record
revealsd the facllity admitted the resident on
07/01/11 with diagnoses which included Anxuety,
Depression, and Diabetes Mellitus,

Furiher review revealed there was no
documented evidence a Nursing Admission
Assessment or a skin asssssment was

| completed on admission, Also, there was no
documented evidence of vital signs, or a weight
obtalned on the date of admission

Continued record review, including the Elecironic
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Medical Record (EMRY), revealed no evidence any
risk assessments were completed on admission
or afterward including Pressure Risk
Assessments, Elopement Risk Assessments, and
1 Bowel and Bladder Assessments,

Review of the Falls Risk Assessment, revealed a
completion date of 07/22/11 with a score of
twenty-two (22) which placed the resident at high
risk for falls. '

4, Observation revealed Registered Nurse (RN)
#6, on 0B/03/11 at 1:45 PM, was administering
medications on the C Hall and had left the
medicine cart. When the nurse came hack to the
medication cart, the surveyor asked if
arrangements could be made for later in the day
forthe surveyor 1o observe a skin agssessment on
a few resldents. The nurse stated she had one
(1) more resident in which she needed to
administer the 8:00 AM medicatlons. She further
stated she'had been stopped for everything that
morming and it was not unusual for her-to he late
with administration of medicatlons,

Further ohservation, on 08/03/11 at 1:60 PM,
revealed RN #6 administered medications to
Resident #3 which Included Florastor two
hundred and fifty (250} Milligrams (My's)
(problotic) which was due at 8:00 AM and was
scheduled again at 8:00 PM, Fluorometholone
0.1% (one tenth percent) draps (steroid
medication), ane (1) drop in each eye which was
scheduled at 9:00 AM for once a day,
Hydrochlorothiazide twelve and'a half (12.5) Mg's
(anti-hypertensive medication ) which was
schedulad for 8:00 AM for once a day, Mucinex
ER six hundred (600) Mg's (expectorant to thin
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and loosen secretions), two (2) tabs which was
scheduled twi¢e daily and was to be admtnlstered
again at 5:00 PM per the Medication
Administration Record (MAR), and Verapamil ER
one hundred eighty (180) Mg's (anti-hypertensive
medication) which was scheduled at 8:00 AM for
ohce a day. '

Further interview with RN #6, on 08/03/11 at 4:00
PM, revealed she had been licensed &s a nurse
since 02/11 and had worked at the facllity since
07/05A1. She stated on 08/02/11 and 08/03/11
she was "super late" with admiinistration of the
8:00 AM medications because she was pulled
here and there and she had twenty (20) residents
on her medication pass. Continued interview
revealed she usually complsted administration of
the 8:00 AM and 9:00 AM medications by 11:30
AM. She further stated she always gave her
Insulin on time, and If a resldent was scheduled
to recelve the same medication at 8:00 AM and
2:00 PM, she would hold the 8:00 AM dose.
Furthet Interview revealed she knew the 8:00 AM
medications were to be administered between
7:00 AM and 9:00 AM; however, the night shift
nurses were always late giving report and she
could not start the morning med pass until 8:00

.| AM. She further stated they needed another
nurse on the C hall because she was responsibie
for performing treatments, obtaining vital signs,
and completing assessments and documentation
on the resfdents and it took her all day lo pass
medications.  Further interview revealed she had
spoken with the previous Administrative Nurses
about her concerns and nothing was done.

Interview, on 08/04/11 at 8:00 PM, with the
Interim Director of Nursing (DON), and Nurse
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Consultant #1 and #2, revealed it was the facility's

policy as well as a professional standard to

ansure medications were administered one (1)
hour before or one (1) hour after the scheduled
time, Further interview revealed they were

‘| unaware there was a concemn with medicatlons

administered late and they would adjust the
medication times for the "Resident Centered
Program".

5. Review of the Clinical Record revealed the
facility admitted Resident #1 from another facility
on-07/01/11 with diagnoses which included
Alzheimer's Disease, Anxiety and Depression. in
addition, the resident was status post
Cardiovascular Accident (Stroke) and was
dependent for all care.

Review of the Physician's Order Sheet from the
transferring facility, dated 06/30/11, revealed an
order for Resident #1 to transfer to the receiving
facliity with all current orders. Review of the
Physician's Order form for the month of July 2011
revealed medication orders were carried over
from the previous facility, but all ancillary orders
were not. For Instance, orders from the prior
facility telated to range of motion (ROM},

preseure prevention devices and level of

assistance required were not carried over at the
new facility. - _ o

Continued record review, including.the Electronic
Medical Record (EMR) revealed no documented
evidence any risk assessments were completed
on admission, including the Bowel and Bladder
and Elopement Risk assessments.

Further review of the Clinical Record revealed no
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documented evidence a formal skin assessment
was completéed prior to surveyor intervention on
07/27/11. (Referto F 314)

Review of the Fall Risk Assessment revealed the
first assessment was completed on 07/23/11.
Continued review revealed the resident was
identified to be high risk for falls.

Review of the "Resident's Weights" flow sheet
revealed Resident #1 was not weighed on
admission. The first documented weight was
07/15/11.

6. Clinical Record review revealed the facility
admitted.Resident #2 from another faciity, on
07/01/11, with diagnoses which included
Alzhelmer's Disease, Bradycardia, Hypertension
and Dementia with Delusions.

Review of the Physician's Crder Sheet from the
transferring facility, dated 08/30/11, revealed an
order for Reslident #2 to transfer to the recelving
facility with all current orders. Review of the
Physician's Order form for the month of July 2011
revealed medicetion orders were carried over
from the previous facllity, but all anclllary orders
were not, For instance, no orders related to diet,
positiohing and pressure sore prevention devices,
ot range of motion were continued, as ordered,
after admission to the facility.

Review of the Medical Record, including the
EMR, revealed no Admission Assessment was
completed. Continued review revealed no
documented evidence a Bowel and Bladder
Assessment, Fall Risk Assessment, Elopement
Assessment or Braden Skin Assessment were
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completed on admission per facllity policy.

Review of the Resident's Weights flow sheet for
the month of July 2011 revealed ihe first recorded
weight for Resident #2 was on 07/15/11, two (2)
weeks after admission to the facllity.

7. Review of the Clinical Record revealed
Resident #6 was admitted by the faollity on
07/01/11 with diagnoses which Include
Alzheimer's Dementia, Hypertension and Lumbar
Dise Disease with Chronic Back Pain.

Review of the Physician's Qrder Sheet from the
transferring facility, dated 06/30/11, revealed
Resident #6 was to transfer to the recelving
facility with all current orders. Review of the
Physician's Order form for the month of July 2011
revealed medication.orders were carrled over
from the previous facllity. However, all anclilary
orders, including those related to diet, range of
motion, and pressure sore prevention devices

-| were not resumed upon admission to the facility.

Review of the full Clinical Record, including the
EMR, revealed no Admission Bowel and Bladder, |
Elopement Risk, Fall Risk, or Braden Skin
Assessments were completed upon admlssion to
the facility.

Review of the Fail Risk Assessment revealed it

| was not completed untii 07/22/11, three (3) weeks
after admission to the facllity. Review of the Skin
condltlonAMWound Progression notes revealed the
first full skin assessment was not completed until
07/22/11. Continued review revealed Resident #8
had a Stage |l ulcer on the buttock. (Refer to
F314),
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Review of the Resident's Weights fiow sheet
revealed the first documented weight was
recorded on 07/16/11,

8. Review of the facility's policy titled
"Restraints/Pre-Restralning Assessment Tool"
(not dated) revealed restraints were only to be
used after assessment and explanation of risks
vs. benefils for the device. In addilion, the use of
& restraining device required wrilten consent of
the resident or authorized representative,

Clinical Record review revealed the facility
admitted Resident #7 from ancther facliity on
07/01/11 with diagnoses which included
Hypertenslon; Ostecporosis and Ostecarthritis.
In addition, the resident had two (2) pressure
ulcers and an open surgical wound present on
admission. Continued review revealed a
diagnosis of chronic Methiclllin-Resistant
Staphylococcus Aureus (MRSA) at the surgical
site, :

Review of the Physician's Order Sheet dated
06/30/11, from the previous facility, revealed
Resident #6 was to transfer to the recelving
facility with all current orders. Review of the
Physiclan's Order form for the month of July 2011
revealed medication orders were carrled over
from the previous facllity. However, medication

_| orders for Baclofen (for pain) 10 milligrams (mg)
twice daily and every six (8) hours as needsd; to
be given between scheduled doses, Ferrous
Sulfate (Iron) 326 mg twice dally, Calcium 500 mg
with Vitamin D 126 international units {1U) twice
daily, and Nadalol (for high blood pressure) 5 mg
once dally were not continued at the correct dose
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after admitted by the facility. The medications
were transcribed incorrectly and administered as
follows; Baclofen 10 mg every six hours as
needed (no regular scheduled doses); Ferrous
Suifate 325 mg once daily (twice daily was
ordered); Calcium 500 mg and Vitamin D 200 IU
once dally, and Nadalol 10 mg once dally.

Continued review revealed anciliary orders,
including orders related 1o active and passive
range of mation, positioning and pregsure relief
devices, level of asslstance and method of
transfer were not carried over as ordered.

Continued review of the Clinicat Record, including
the EMR, revealed no documented evidence an
Admission Assessment, or assessments related
to Bowel and Bladder, Falls Risk, Elopement Risk
or Braden Skin had been completed on
admission, per policy.

Review of the Skin Condition Report dated
07/22/11 revealed no skin assessment or wound
evaluation had been documented until three (3)
weeks after edmission, In spite of Resident #7's
known pressure ulcers and history of MRSA at
the surgice! site. (Refer to F 314). .

Review of the Falls Risk Asséssment revealed it -
was not completed until 07/22/11. Continued
review revealed the Resident #7 scored
twenty-six (26). Further review revealed, "a
resident whose score is over nine (9) is at risk for
falts.

Review of the Reslident's Welghts flow sheet
revealed Resident #7 was firsi weighed on
07/16/11, two (2) weeks after admitted by the
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| facility. In addition, all residents from the old

Continued From page 57

Observations of Resident #8 revealed a torso
positioning device was tled behind the wheslchair
In a manner that prevented the resident from
removing it, and was, therefore a restraint.
Review of the Clinical Record revealed no
documented evidence a restraint assessment
was completed, Contihued review revealed no
evidence risks vs. benefits were explained; nor
was a signed consent present, per facility policy.
(Referto F 222), -

Record reviews and Interviews revealed
Unsampled Residents B, F, H, 1, J, K, L, M, N, O,
P, Q, R, S and T were admitted by the facllity on
07/01/11. Thera was no documented evidence
any resident received the Admission Assessment
per policy. In addition, the Unsampled Residents
were not assessed for Falls Risk, Elopsment
Risk, or Bowel and Bladder function per pollcy.
Also, no Braden Skin assessments were
conducted on admlsslon. Review of the
Resident's Weights flow sheet for the month of
July revealed the first recorded weight for all of
the Unsampled residents was on §7/15/11 or
later, ’

Interview with LPN #8, on 08/02/11 at 5:00 PM,'
revealed she was working on 07/01/11 when
twenty-two (22) residents were admitted by the

facllity bullding were transferred to the facility on
07/01/11, with the exception of the private pay
residents (exact number unknown), who were
transferred on 06/30/11. Four (4) residents were
placed on the A Hall and eighteen (18) were
admitted to the C Hall: She stated she was ons

F 281

DEFICIENCY} .
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(1)-of three (3) nurse parforming admissions,
She reported she helped settle the residents as
they arrived, took vital signs and completed skin
assegsments, Continued interview revealed she
did.hot enter the information into the computer,
but kept notes on paper. She stated she gave
her notes to the Assistant Director of Nursing
(ADON}) and the Minimum Data Set (MDS) nurse,
neither of whom remain employed at the facility.
" | She acknowledged she did not complete the
Admission Assessment or other risk assessments
as per the facility's policy. Nor did she obtain
. { weights on the newly admitted resldents. Further
interview revealed she did not verify admitting
physician orders. She stated she "was-
overwheimed" and concentrated her time
enauring residents were ted and comfortable In
their rooms. She further stated she was the only
nursé working on the A Hall on 07/01/11, with
respensibiiities for their treatments and
medications, When questioned further, she
‘revealed she was pulled 1o the C Hall 1o admit
flve (5) or six (6) residents. |_PN #8 outlined the
nurse’s responsibliities on admission to included
the following: compléte admission nursing
assessment; obtain vital signs and weights;
Initiate the Interim Care Plan; perform rigk
assessments; complete head to toe skin
assessment; verlfy Immunization records and
code status; and verify physician orders. She
stated she had no direction from the Director of
Nursing {DON) ot ADON and repotied the
multiple admissions did not oceur smoothly. On
continued interview, the-nurse revealed CNAs
went room to room, trying to keep the resident
clean, dry and tumed and reposltioned. She
stated the CNAs had no care references
regarding safety devices or other special
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instructions for individualized care of the
residents.

Interview with LPN #4, on 08/03/11 at 4:30 PM,
revealed she wotked the day shift at the old
facility building on 07/01/11 when eighteen (18)
residents were moved to the new building on the
same campus. She stated eight (8) private pay

| residents had been moved on 06/30/11,
Continued interview revealed LPN #4 went to the
new facliity after all residents were transterred
from the old building. She stated twenty-two (22)
new residents were admilted by the facility on
07/01/11 as well. She further stated she went to
the new building on the second stiift, after all
residents had been moved from the old bullding.
Continued Interview revealed she was not sure
what duties, related to the admission process,
had been completed. She also stated she did not
| verify any physician orders for the twenty-two (22)
{ newly admitted residents and did not know if it
had heen done.

Interview with the DON &t the facllity the residents
were admitted from, on 08/04711 at 2:05 PM,
revealed she had been very involved with the
plannmg and Implementation of the scheduled
transfer of twenty-two (22) residents to the new
facility. She steted her Social Services steff was
in contact with the DON at the recelving facllity at
least two.{2) weeks prior to the move. She
further stated she had assembled records for
each resldent which included, but was not limited
1o, the face sheet, physician's orders, information
regarding wounds or pressure sores, and code
"status, Continued interview revealed she
accompanied the residents to the new facility on
07/01/11. She stated her impression, on arrival at
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the facility was one of disorganization and "not .
enough help". She further stated no one greeted
the new residents on arrival, rooms had net been
assigned, and no staff was available to tell them
where to go.

Interview with the facility's previous DON, on
08/04/11 at 10:00 AM, revealed she was the DON
at the facility up through 07/14/11. She further
stated she felt the transition to the new facility
buliding on 07/01/11 went smooth with the
admission of twenty-two (22) residents from
another facllity and the transter of the facilily's
residents from the old building to the new
building. However, further interview revealed she
was unaware the facility failed to complete .
Nurslng Admisslon Assessments, and failed 1o
call the Physicians to verify the Admission
Physician's Orders on the twenty-two (22) newly
admitted residents on 07/01/11. She stated the
previous facility's Physiclan's Orders dated
06/30/11 were to be carried over to the 07/01/11
facllity Admission Physician's Orders. She further
stated she had resident rooms set up and the
pertinent information In the residents' records
from the previous facility including the Face
Sheet, Diagnoslis and Physiclan's Orders for the
admlssion nurses to reference. Further interview
revealed she was unaware vital signs, skin
assessments, Interim Care Plans and Risk
Assesaments were not completed on the newly
admitted residents. She stated welghts did not
need 1o be obtained because they were obtained
In 08/11 by the previous factlity.

Continued interview revealed when asked how
the staff knew what care was to be provided to
the residents, she stated the Admitting Nurse
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should have referred to the Ancillary Physiclan's
Orders from the previous facility and she knew
the new residents did not require safety devices
because she had been in touch with staff at the
previous facility. Continued Interview revealed
she did not have extra staff come in to help with
the transition on 07/01/11 because the stalf had
forty-eight (48) hours to admit residents and afl
shifts were to assist with the admission process.
She stated, as the DON, she "assumed
everything was being done per protocol",

Interview, on 07/27/11 at 5:30 PM and 08/04/11 at
4:30 PM, with Nurse Consultent #1 revealed she
started at the facility on 07/168/11 and was serving
in an admInistrative role due to the absence of a
DON at the facility since 07/14/11. She stated
she was aware the Admlsslon Assessment, skin
assessments, Risk Assessments, and weights
were not completed on admission for the
twenty-two (22) residents admitted on 07/01/11.
She further stated "we know pretty much
everything related to the admission process was
not done”. Further interview revealed she had
recognized right away, the Ancillary Physician's
Orders had not been carried. over from the
previous facllity's Physician's Orders dated
086/30/11, to the faciity's July 2011 Admission
Physician's Orders, and staft were In the process
of reviewing Physiclan's Orders for discrepancies
in comparing both sets of Crders. She further
stated the aides had no resource to refer to in
order 1o provide care to the residents and they
were in the process of getting "Care Cards"
completed for the aldes. '

Interview, on 07/27/11 at 10:30 AM with CNA #8,
who worked on Hall C where eighteen (18) of the
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newly admitted residents resided, revealed there
was no guide for the CNA's to reference in order
to provide care for the residents. She stated, "it
would help if | had one". She further stated she
felt uneasy because she was unsure of safety
devices needed for the residents. Continued
Interview revealed the CNA's had asked the
Administrative Nurse for a nurse aide care plan,
and they were toid the facility was working on it.

| Interview, on 08/02/11 at 11:15 AM, with CNA

#22, who worked on Hall C, revealed the CNA's
did not have care guides or any reference for the
residents who were admitted on 07/01/11 from
the previous facility in order to provide

Individualized care.

interview with the Vice President of QOperations
{(and Interim Administrator), on 07/22/11 at 3:00
PM, revealed he knew there were serious
problems at the facility. He stated the current
corporate Administrative Team was working
under the assumption no systems were In place,
and was progressing system by system.
Continued interview revealed he feit he had
enough staff, but acknowledge many were newly
hired and needed additional training.

Subsequent interview with the Vice President of
Operations, on 08/05/11 at 5:20 PM, revealed he
had heen at the facility since 06/26/11. He stated
he orlginally came to assist with the transition
from the old building to the new building.

. Continued interview revealed a large volume of

complaints from family members soon after the
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transition let him know right away there were
issues to be addresséd. He stated he was aware
ho assessments had been completed on
admission. He felt the former Administrative
Team was not capable of making the transition to F282
the larger facllity and running It effectively.. Resident bei ided .
F 282 | 483.20(k)(3)(il} SERVICES BY QUALIFIED F 282 esidents are being provided care in / :
$8=D | PERSONS/PER CARE PLAN accordance with the written 9 Rolll
individualized care plan.
The services provided or arranged by the facility
must be provided by qualified persons in 1. Resident #13 no longer resides at the
accordance with each resident's written plan of facility.
care. 2. Residents with fall prevention devices
have been assessed and care plans revised
as necessary on 8/26/11 and 9/02/11 by
This REQUIREMENT is not met as svidenced D.O.N,, A.D.O.N. and/or Nurse
by: Consultants,
Based on interview, record review, review of the 3. All nurses were provided an additional in
incident reports and review of the facility's policy, service on 8/4/11, on fall policy
it was determined the facllity failed to provide care prevention strategies and interventions by
in accordance with the resldent’s written D.O.N., and/or Nurse Consultants.
comprehensive care plan for one (1) of eighteen D.ON.. A.D.O.N. and/or Nurse
(18) sampled residents (Resldent #13). Resident Consult’ants will audit 5 residents with
#13 was assessed to be.at tisk for falls and care devices each week for the next 4 weeks td
planned to-have both chair and bed fall check that they are being used per doctor
prevention alarms, but observation and interview orders. Au ditsywill otedade Y
revealed the facility felled to ensure the resident iiation of ha 50 m"l“ © |
had such devices in place. Incident reports dated reconciliation ot the care plan to actua
07/3/11, 0716111, 07117/11 and 07/26/11 care being delivered with findings
reported resident falls. present'ed to the Quality Assurance
Committee.
The findings include:
Review of the facility's Falls policy (undated)
revealed a Fall Assessment Is supposed to be
completed on admission to assess the resldent
for fall related factors. Aplan of care will be
developed addressing possible issues that may
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F 282 Continu?d F.rom page _64 . F 282 If problems are identified during the
ey implament he use of beclchair et - metion wit b by, media cortective
. action will be taken, staff involved will bl
Precautions relating to the resident will also be redirected and the procedurelsy:femw\]vilf
ptaced on the nursing assistants care plan. be reviewed as noted below for any
. : revisions or adjustments.

Review of the facllity's "Communication of The facilityr adﬂnin?;tergt?on’s role in the
resident care plans to direct care stalf", dated monitoring is to track that the monitors
03/17/11 revealed that all direct care siaff “ are being completed and any identified
members will be informed regarding the individual corrective action are imple n:: ted

.| residents plan of care. Procedures have been Review and/or revision of ol st i
established to provide the infoimation to staff indicated by the cdmtiomn o Wi O
members 1o maximize efforts in carrying out each he pol?cy ¥ the administrator sign off on

lan of care effectively. T
pla ar ¥ _ The QA committee is made up of at least
1. Record review revealed the facility admitted - the following members, Administrator,
Resident #13 on 06/03/11, with diagnoses which Director of nursing, Medical Director,
included unspecified Hypertension (HTN), Breast MDS Nurse and Assistant Director of
Cancer, and Coronary Artery Diseass. The nursing. Findings of audits will be
Minimum Data Set (MDS) dated 06/10/11, reported to QA monthly for review and
revealed the resident had a fall prior to recommendations, QA meetings have
admission, the Brief interview for Mental Status taken place on 8/1/11, 8/14/11, 8/31/11
(BIMS) Summary score identified the resident as and 9/30/11.
being severely impaired, and the Activities of
Dally Living (ADLS) section revealed the resident
needed extensive assistance and one person
physical assistance with transferring, tollet use
and locomotion. The Care Area Assessment.
triggered for falls and the resident was care
planned for falls due to history of falls, needing
assistance with ADLS, and medications. The fall
care plan Included both chair and bed fall
prevention alarms. Resident #13 was also care
planned for forgetfulness.
Review of the facility's incident reports revealed
the following fall Incidents for Resident #13:
The 07/13/11 incident report dogumented the
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resident fell trying to get to the bathroom and the
| rasident did not have an alarm. No injury was
listed on the report.

The 07/16/11 incident report documented the
resident was found on the floor in front of his/her
wheelchalr and the resident reported when
attempting to get clothing from the bottom drawer
his/her chalr rolled backward. No injury,

The 07/17/11 incident report documented the
resident was found sitting on the floor beside
his/her bed. The resident stated he/she
aitempted to ambulate o the restroom and when
trying to lean onto his/her wheelchair the wheels
were not focked and the chair rolled away causing
a loss of balance. No ihjury. The corrective
measures documented included the nurse on the
motning shift may wish to call the MDD fo order a
bed alarm.

The 07/26/11 incident report documented the
resident stated he/she was going 1o the recliner.
from the wheeichalr and lost his/her balance.
The nurse documented on the report that an
alarm had been ordered. There was no
documentation of injury.

QObservations of Resident #13, on 07/28/11 at
8:50 AM, revealed the resident was in their
wheelchair in the dining room with no fall alarm
observed. On 07/28/11 at 10:40 AM, the resident
was observed sitting In a straight stuffed chalr in
herfhis room; however, there was no fall alarm
attached to the resident. On 07/29/11 at 1:00 PM,
the resident was observed in thelr room sitting in
a straight stuffed chair and no fall alarm was
present. Observation of the resident with CNA
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#17, on 07/28/11 at 10:40 AM, revealed the
resident was seated in a straight.stuffed chair and
the CNA verified no fall alarm was in place.

Interview, on 07/27/11 at 4:45 PM, with RN #86
about the resident's fall on 07/25/11 and if the
resident was care planned for falls revealed RN
#8 was not familiar with the care plan and after
looking it up stated the care plan listed chair and
bed alarms as an intervention for falls prevention.
Further interview revealed the RN thought these .
interventions were in place but the resident takes
them off. The RN sated she was told CNAs were
responsible for checking it alarms are in place.

Interview, on 07/26/11 at 7:15 PM, with GNA #19,
who had been working at the facllity for
approximately three (3) weeks, revealed she had
not looked at care plans to know the plan of care.
'| She asked other CNAs about the residents. She
stated she was not shown where the care plans
were, but would like to look at the care plan,

Interview with RN #1, on 07/27/11 at 6:00 P,
about the 07/13/11 and 07/25/11 fall incidents for
Resident #13, revealed the resident was very
stubborn and tried to get up without help. She
reported the resident did have a tag alarm at one
time but would take the alarm oft, Further
intervisw revealed she.did not know the resident
was care planned for alarms. She stated she did
not go by the care plan and was not famillar with
what was on it, but uses the resident's Treatment
Administration Record {TAR) for care
Interventions which did not list the fall prevention
alarms. RN #1 stated she did order an alarm
after the fall on 07/25/11.

F 311 | 483.25(a)(2) TREATMENT/SERVICES TO F 311
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Aresident is given the appropriate treatment and
services to maintain or improve-his or her abilities
speclfied in paragreph (a)(1) of this section,

This REQUIREMENT is not met as evidenced
by ‘

Based on chservation, interview and record
review, It was determined the facilily failed to
ensure an effective program was in place to
provide maintenance and restorative programs
that would not only maintain, but improve, the
resldents’ abilities for three (3) of eighteen (18)
sampled residents (Resident #10, #8, and #7)
and ten {10) unsampled residente{Unsampled
Resldent T, J, K, L, M, N, O, P, Q, and R).

Interview with the Administrator, the Interim
Director of Nursing, and Nurse Consultant #1 and
#2, revealed twenty-two (22) residents were
admitted from another tacility on 07/01/11.
Continued Interview revealed the systems which
were in place ptior to 07/01/11 had failed,
including the restorative nursing program.

Reslident #10 was receiving restorative
ambulatipn and was able to ambulate fifteen {15)
feet to one hundred (100) feet, and was receiving
Active Range of Motion (AROM) to the upper and
lower axtremities In 08/11 prior to admission to
the facility on 07/01/11. However, there was no
documented evidencs the resident recelved
restorative ambulation and range of motion
(ROM) after admission to the facility on 07/01/11.
Resident #10 sustained a decline In functional
ability as evidenced by decreased ROM in the left

‘treatment and services to assist residents

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION e
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CTAQ AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
, DEFIGIENCY) -
F 311 | Continued From page 67 B _
88=G | IMPROVE/MAINTAIN ADLS The facility provides appropriate

to maintain or impreve their abilities
including through maintenance and
restorative programs. '

1. Resident #10 was evaluated by
Occupational therapy on 8/2411 and
Physical therapy on 8/04/11.and is now on
a revised Restorative nursing program as
of 6/10/11.

Resident # 6 was re-evaluated by
Restorative nursing on 9/01/11and 6/16/11
by Restorative Nurse Consultant and
programming was revised.

Resident #7 was re-evaluated by D.Q.N,
on 9/2/11. Restorative nursing and
programming was revised.

Resident # T was re-evaluated by
Restorative Nurse Consultant on 9/15/11
and programming and care planning was
revised based upon the resident needs.
Resident # J was re-evaluated by
Restorative Nurse Consultant on 9/13/11
and programming and care planning was
revised based upon the resident needs.
Resident # K was re-evaluated by
Restorative Nurse Consultant on 9/11/11
and 9/15/11 and programming and care
planning was revised based upon the
resident needs, .

Resident # L was re-evaluated by
Restorative Nurse Consultant on 9/16/11
and programming and care planning was
revised based upon the resident needs.

?(10’ t
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bilateral knees, ten (10) repsetitions, twice daily

-| ambulation was petformed.

In addition, Unsampled Residents J, K, L, M, N,

| the resident was not placed In a skilled therapy

knee and the inabillity to ambulate.

Resident #8 was to recelve passive range of
motion (PROM) to all extramities for ten (10)
minutes, threse (3) times per day, seven (7) days
per week. However, there was no documented
evidence the ROM was performed.

Resldent #7 was to receive PROM to the neck for
five (6 minutes every day, AROM to the
extremities, ten (10) to fifteen (15} repetitions,
daily Monday through Friday, and PROM to

Monday through Friday. However, there was no
documented evidence the range of motion was
petformed.

Unsampled Resident T was to receive AROM,
dlterhating upper and lower extremities, fiftéen
{15} minutes dally; PROM to the left ankle, ten
{10} repetitions daily; and amhbulate seventy-flve
{75) teet or more daily. However, there was no
documented evidence the range of motion and

0O, P, Q, and R revealed each were to receive
PROM, AROM and/or ambulation. However,
there was no documented evidence the ROM
and/or ambulation was performed,

The findings include:

Review of the facility's policy "Restorative Nursing
Policy", undated, revealed all residents admitted
would be screened for their physical, mental and
psychosocial abilities. Further review revealed If

MADONNA MANOR .

ARON VILLAHILLS, KY 41017
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Resident # M was re-evaluated by

" F-311 { Continued From page 68 F 311 Restorative Nurse Consultant on 9/13/11 -

and programming and care planning was
revised based upon the resident needs.
Resident # N No longer resides at the
facility.

Resident # O was re-evaluated by
Restorative Nurse Consultant on 9/01/11
and 9/11/11 and programming and care
planning was revised based upon the
resident needs.

Resident # P was re-evaluated by
Restorative Nurse Consultant on 9/10/11
and programming and care planning was
revised based upon the resident needs.
Resident # Q was re-cvaluated by
Restorative Nurse Consultant on 9/15/11
and programming and care planning was
revised based upon the resident needs.
Resident # R was re-evaluated by
Restorative Nurse Consultant on 9/16/11
and programming and care planning was
revised based upon the resident needs.
Residents on restorative nursing programs
are having the programs consistently
delivered as ordered and planned. Periodic
reviews of the program occur and are
documented in the restorative nursing
notes including progress towards goals and
any modifications to the programs as
needed by the changing needs of the
individual residents.
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311 Continued From page 69 F 311 2. An audit of other facility residents for

program and appeared to require-assistance with
range of motion (ROM) to prevent further
contractures, ambulation to prevent a-further
deciine in mobliity or assistance in other areas,
the reslident would be evaluated and placed into a
restorative program approptiate to mest their
needs. The policy further stated, it would be the
admitting nurse's responsibility to notify the
appropriate disciplines for referrals to restorative.

1. Review of the clinical record revealed the
facility admitted Resident #10 on 07/01/11 with
diagnoses which Included Dementia and Arthritis.

Review of the Physician's Order Sheet, from the
previous facllity, dated 06/30/11, revealed
Resident #10 was to receive restorative
ambulation seven (7) days a week, days and
evenlng, with instructions to document the
number of feet and use a galt belt and watker.
Continued Further review revealed orders for
(AROM}) to upper and lower extremities each day
in the evening with instructions to alternate upper
and lower extremities for fifteen (15) minutes for
ten (10) repetitions. The orders further stated,
transfer to recelving tacllity with continuation of all
current ordets.

Raview of the Restorative Service Delivery
Record from the previous facility dated 06/11
revealed the resident was recelving AROM to all
extremitles for fifteen (15) repetitions to the upper
and lower extremities in the evenings through
06/30/11. Further review revealed the resldent
recelved amhulation fliteen (16) days in 06/11,
with the amount of feet amhulated ranging from
filteen (15) feet to one hundred (100) feet.
Interview, on 08/02/11 at 2:00 PM, with the

restorative programming was completed
by D.O.N. on 9/2/11 and 9/14/11 to
determine appropriate needs and programs
have been initiated and/or reviewed and
modified based on assessments.
Documentation of the program
implementation or modification is located
in the medical record and /or Electronic
Medical Record (EMR).

3. Licensed nurses and CNA’s were re-
inserviced 8/18/11 on assessment of
residents who would be appropriate for
various restorative programs by D.O.N.,
and/or Nurse Consultants, The facility
offers a variety of restorative
pregramming based upon resident
assessment needs, such as, dining,
ambulation, transfer, bowel/bladder
refraining, Range of Motion, both passive
and active and ADL retraining. Re-
implementation of the restorative
programming oceurred as each resident’s
assessment was completed and their needs
identified between 9/1/11 and 9/19/11. Re-
assessments were completed by D.O.N.
and/or Restorative Nurse Consultants.
Restorative screening is being completed
upon admission, quarterly, annually and
with significant change in status. D.O.N,,
A.D.QO.N. and/or Nurse Consultants will
audit 4 restorativé programs each week for
the next 4 weeks with results presented to
QA committee for review and
recommendation.

FORM CMS-2667(02-89) Pravious Verslons Obeolete

Event ID; PCUM11

Facillty ID: 100288

If continuation sheet Page 70 of 184




PRINTED: 08/18/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES . FORM APPROVED
__CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFIGIENGIES - |(X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING :
_ _ A e
: 185241 B wina 08/05/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2344 AMSTERDAM ROAD
MADONNA MA_NOR VILLA HILLS, KY 41017
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X8)
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TC THE APPROPRIATE DATE
- DEFIGIENGY) .
N : 4. The 1.D.T. team will review MD orderp
F 311 antinued From page 70 F 311 and therapy recommendations each
Restorative Registered Nurse (RN) from the morning (Monday through Friday) during
previous facility, revealed the staff was clinical meeting to assure prompt
ambulating the resident prior to discharge. implementation of orders and
identification of issues for follow-up, If
Further review of the Clinical Record revealed the problems are identified during the
facliity, upon admission of the resldent, Initiated monitoring process immediate corrective
thelr own Physiclan’s Order Form. -Review of the action will be taken, staff involved will bp
July 2011 Admisston Physiclan's Orders, dated redirected and the procedure/system will
07/11, revealed medications had been carried be reviewed for any revisions or
over from the previous facility. However, adjustments. The facility administration’s
continued review revealed none of the ancillary role in the monitoring is to track that the
orders, including the ordered restorative monitors are being completed and any
ambulation and ROM, had been carried over from identified corrective action are
the previous orders and initiated at the facility. implemented. Review and/or revision of
policies will be indicated by the
Interview, on 08/02/11 at 5:00 PM, with Licensed administrator sign off on the policy. The
Practical Nurse {(LPN) #8 revealed there were o
QA committee is made up of at least the
twenty-two (22) residents who were admitted followin b N
g members, Administrator,
from another facility on 07/01/11, She stated she Director of nursin ; .
g, Medical Director,
had admitted Resident #10 and five (5) other MDS Nurse and Assistant Director of
residents on 07/01/11. Continued interview nursing. Findi N
. . : g. Findings of audits will be
revegled the previous facility's Physician's Orders reported to QA monthly for revi d
were in the chart as well as the facility's re{:pommen sations. Q Ay ° p ev'e}‘]" an
Physician's Orders; however, she did not ke of ’ngl' iy ;?1'5:;’/;“!3; ) a";"
compare the two (2) séts of orders to ensure the oh &clel on ’ , 8/31/11
orders continued from the previous facllity nor did an :
she call the physician to verify orders.
Review of the Admission Minimum Data Set
(MDS) dated 07/26/11 revealed the facllity had
assessed the resident as having severe
impalrmient in cognitive skills for daily decision
making. Further review revealed the facility had
assessed the resident as requiring extensive
asslstance with transfers and ambulation and as
having no limits in ROM.
Facllty {D: 100288 If continuation shest Page 71 of 184
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Review of the Care Area Assessment Summary
(CAAS) dated 07/26/11 revealed the resident
required extensive assist of one ataff for
ambulating, was unstoady, and had balance
issues. Further review revealed the residents
diagnosis of Dementla was severe and limited
-het/nhis halance and mobility awareness of the
need to move and change positions. Further
review revealed there was no Comprehensive
Pian of Care to review related to areas triggered
from the Admission MDS.

Observation of a skin assessment, on 07/27/11 at
11:45 AM, revealed two (2) staff stood the
resident up from the chair with difficulty due to the
rasident not fully bearing weight. The staff was
observed holding the resident under the arms to
asslst the resident te stand,

Interview, on 07/27/11 at 10:30 AM, with Certified
Nureing Assistant (CNA) #8, who was assigned to
Resident #10, revealed she had been at the
facility for three weeks and had received one (1)
day in the classroom for orientation and one (1)
day working on the floor with another CNA. She
stated there was no reference guide for the
CNA's to use related to how to provide specific
care for the residents and she was unaware of
any residents receiving restorative nursing.
Continued Interview revealed if the CNA's had a
question related to a resident's care, they were to.
ask & nurse or another CNA. She further stated
the aldes did not provide range of motionor
ambulation for Resident #10. She stated the
resident was transferred with two staff members
and a gait bseit.

Interview, on 07/27/11 at 3:00 PM, with CNA #20,
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who was assigned to Resident #10, revealed she
was hired on 07/16/11, She stated she received a
cday of classroom orientation and worked with
another alde the first week. She stated there was
no nurse aide care pltan to refer to and she had to
remember all the care the rasident was to .
receive. She further stated the resident was

-| transterred with two assist and a galt belt. She
stated there was no restorative program at the
facility and she did not perform range of mation
on the residents.

Interview, on 07/27/11 at 4:25 PM, with Licensed
Practical Nurse (LPN) #4, who was consistently
assigned to the resident, revealed there was no
reference for the aides to use to provide care and
the aides had 1o ask questions if needed related
to care provided. She further stated the aides
and nurses did not provide range of motion and
there was no restorative nursing program In
place.

Interview, on 08/05/11 at 2:16 PM, with Physical
Therapist (PT) #1 and the Occupational
Therapist/Director of Therapy revealed they had
evaluated the resident after surveyor questioning
on 08/02/11. They stated the resident had
decreased range of motion in the left knee and
decreased strength in the legs. Further interview
revealed the resident was unable to ambulate
and would benefit from physical therapy. Further
interview revealed they were aware there would
be approximately twenty-two (22) residents
‘moved on 07/01/11 from another nursing home
and they had gone to the other facllity betfore the
move to obtain a list of residents who were in PT -
et the time of transter, however did not get a list
of residents who were receiving restorative
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nursing. Further interview revealed prior to
07/01/11, there were restorative aides, however
now the CNA's on the floor were expected to do
restorative. Further Interview revealed when the
residents were discharged from PT, the CNA's
received instruction related to the restorative
program heeded and the DON received a copy of
the Restoratlve Form stating the instructions for
the residents restorative program. Further
interview revealed the resident had received
Speech Therapy and QOccupational Therapy at the
facllity since admission; however, had not

*| racelved Physical Therapy

Further interview on 08/05/11 at 4:30 PM with
Physical Therapist #2 revealed as far as she
knew, they had screened all residents who were
admitted on 07/01/11 the first week of admission.
She further stated, they planned to perform
physical therapy on those residents who were
previously receiving restorative nursing prior to
admission until the restorative nursing program
was In place. The surveyor-asked for
documented evidence Resldent #10 was
scroened on admigsion; however, the information
was not provided,

Review of the Physical Therapy Evatuation, with
an onset date of 08/03/11, revealed the resident
recently moved to this facllity from another
nursing home and had a documented dectine In
physical abilities in the restorative record
indicating the need for a physical therapy
evaluation. Further review revealed the resident
would benefit from skilled physical therapy
intervention to address functional deficits and
reach maximin functional independence. The .
goals Included; sit to stand with minimum assist,
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"ambulate five (&) feet with rolling walker,
improved range of motion in the left knee, and
develop and instruct patient/caregiver restorative
pregram,

Interview, on 08/04/11 at 1:00 PM, with the
Attending Physician revealed all the orders from
the previous facllity were to have been cartied
over on 07/01/11 when the residents were
admitted to the facility. He stated he was
unaware the resident was not regelving
restorative nursing and unaware there was a-
decline in her physical functioning. Further
interview revealed he was not notified on
07/01/11 when the resident was admitted to verify
the Physician's Orders.

2. Record review reveeled the tacllity admitted
Resident #6 on 07/01/11 with dlagnoses which
included Alzhelmer's Dementia and Lumbar Disc
Disease with Chronic Back Pain, Continued
review revealed the resident was admitted from
another facility with Physiclan's Orders to
conhtinued current orders, _

Review of the Physician's Order Sheet from the
previous tacility, dated 06/30/11, revealed the
following order: Transfer to recelving facility with
continuation of all current orders. Continued
review revealed Resldent #5 had an order to
receive passive range of motion to all extremities
for ten (10) minutes, three (3) times per day,
saven (7) days per week.

Further review of the Clinical Record revealed the
facility, upon admission of the resident, inltiated
their own Physician's Orders Form. Review of
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 facility had been carried forward. However,

since admlssion to the facility.

the July 2011 orders revealed medications had
been carried over from the previous facllity.
However, conlinued review revealed none of the
ancillary orders, including the order for range of
motion, had been initiated at the new facllity.

Record review revealed no evidence Resident #6
had recelved restorative services since admission
to the facllity.

3. Record review revealed the facility admlited
Resldent #7 on 07/01/11 with diagnoses which
included Osteoarthritls, Osteoporosis, and
Chronlc Wounds. Continued review revealed the
resident arrived from another facility with orders,
including the following: Transfer to receiving
facility with all current orders; Passlve range of
motlon to neck for five (5) minutes every day,
Active range of motion to extremities, ten (10) to
fifteen {15) repetitions, daily Monday through
Friday; and Passive range of motion te bilateral
knees, ten (10} repetitions, twice daily Monday
through Friday.

Review of the Physiciah's Orders for July 2011
revealed the medication orders from the previous

ancillary orders, Including the orders related lo
range of motion, were not continued after
transfer.

Record review revealed no documented evidence
Resident #7 had recelved the ROM as ordered

4, Review of the Physicians Order Sheet dated
06/30/11 for Unsampled Resident T revealed
orders included the following: Transfer to
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receiving facllity with all current orders; Active
range of motion, alternating upper and lower
extremities, fifteen {15) minutes daily; Passlve
range of motion to left ankle, ten (10) repetitions
daily, and ambulate seventy-ﬂve (76) feet or more
daily,

Review of the active Physician's Orders for the
month of July 2011 revealed medication orders
were carried forward after the transfer, but
ancillary orders, including those regarding range
of motion and ambutation, were not.

Contlnued review of transfer orders, datéd
06/30/11, for Unsampled Restdents J, K, L, M, N,
0, P, Q, and R revealed each had an order to
transfer 1o the recelving facility with current
orders. Continued review revealed orders for
passive range of motion, active range of motion
and/or ambulation were Included.

Review of the July 2011 Physician's Orders,
initiated &after transfer, revealed medication orders
‘| were continued. However, no ancitlary orders,
Including the far range of motion and ambulation
orders were carried over.

Interview, on 08/04/11 at 4:30 PM, with the
Interim DON, Nurse Consultant #1 and #2,
revealed they were not sure if the Physicians
were called to verify Physician's Orders on
07/01/11 when the twenty-two (22) residents were
-| admitted from another facility. Further interviaw
revealed they had noted the ancillary orders
including restorative nursing from the previous
tacility's Physiclan's Orders dated 06/30/11 were
not carried over to the facility Admission
Physician's Orders on 07/01/11, and they were in
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the process of comparing the orders. Contmued
interview revealed they had hegan to invéstigate
the restorative program and were aware there
was ho range of motion or restorative nursing
documented or being provided.

Interview, on 08/05/11 at 5:20 PM, with the
Interim Administrator revealed the residents from
the old facility building and twenty-iwo (22)
residents from another facility were moved into
the new facility building on 07/01/11. He stated
the previous DON did not return after 07/15/11,
and the previous Assistant DON had left shortly
afterward. He stated he brought in consuitant
nurses after noting there were system problems.
Continued Interview revealed the systems which
were In place prior to 07/01/11 were to continue
after the move to the new buiiding; however, with
the Increase In resident census, new buliding,
new staff and Inadeguate training, and lack of
direction from. the AdmInistrative Nurses, the
systems were not being utilized. He stated he
was aware there were problems with the
residents not recelving restorative nursing.
483.25(c) TREATMENT/SVCS TO
PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
who enters the facliity without pressure sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
they were unavoidable; and a resident having
pressure sores receives hecessary treatment and
services to promote healing, prevent Infection and
prevent new sores from developing.

F 311

F 314}
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| progression. Also, the facility failed to ensure

and review of facility polioy, it was determined the
facliity failed to ensure residents who entered the
facitity without pressure did not develop a
pressure sore and residents who developed a
pressure eore received necessary care and
treatment for thres (3} of eighteen (18) sampled
residents (Residents #8, #7, and #1). The facility
failed to ensure a system was in place to ensure
their skin assessments were completed on
admission and weekly per policy. In addition,
there was no evidence the resident's records
were monitored for completeneas and accuracy
related to skin assessments and wound

physiclans were nofifled Immediately of new
pressure areas, treatments were nitiated timely,
and treatments were administered accurately
according to the orders. The facllity also falled to
ensure appropriate infection control procedures
were practiced during wound cere.

The fagility failed to ensure Resident #6, who was
admitted on 07/01/11 with a Stage | pressure
ulcer, had a skin assessment on admission ‘and
waekly per policy. In addition, the facility failed to
ensure treatment orders for the Stage | ulcer
were followed. The flrst documented skin
assessmant was three (3) weeks after admission,
on 07/22/11. The Stage | had progressedtoa
Stage Il ulcer. Record review revealad the facillty
falled to notify the physician to obtain new
treatment orders was for six (6) days, and on
07/28/11, observation of the skin assessment by
the surveyor revealed the area was larger.
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This REQUIREMENT s not met as evidenced
by:
Based on observation, interview, record review F314

The facility assures that residents admittied
‘without pressure ulcers do not develop

ulcers unless they are clinically ? /;_a}”
unavoidable and the facility provides

appropriate, consistent and necessary
treatment for pressure ulcers to promote
healing , prevent infection and to prevenr
new sores from developing,

On 7/28/11, Nurse Consultant along with
a staff nurse assessed resident #6 skin
status. Based upon that assessment the
MD was notified by the staff nurse and
new skin treatment orders were recejved
and implemented.

LPN #4 was provided with re-education
on 7/28/11 regarding appropriate use of
the Electronic Medical Record (EMR),
cotrect wound measurement technique,
importance of timely MD notification fm’
new orders, 'initial findings and with
changes in wound condition, timely
documentation of skin assessments,
promptly signing off of treatments as
completed, following MD orders,
obtaining all treatment supplies and
notifying nursing. administration if unable
to locate supplies, contact precautions and
proper treatment procedures including |
contact precautions, hand washing with
glove changes,
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{ The facility failed to ensure Resident #1 had a

The facility failed to ensure Resident #7, who was
admitted with three (3) open areas, had a skin
assessment on admission or weekly per policy.

in addition, dressing changes were not performed
as ardered and infection contro! procedures
during the dressing change did not meet facility
policy.

skin agsessment onh admission and weekly per
policy. The first documented skin assessment
revealed a Stage I! pressure area. Observation
and interview revealed treatment to the area was
hot administered as ordersd,

In addition, the facllity falled to ensure skin
assessments were compieted on admission and
weekly, per facility policy, for twenty-two (22)
residents admitted by the facllity on 07/01/11
(Sampled Residents #1, #2, #8, #7,

#8, #10 and #11; and, Unsampled Residents B,
FHLLKLMNO P Q,R,Sand T).

The findings include:

1. Review of the facllity's policy titted Types of
|solation and PPE (Personal Protective
Equipment) Required {no date), contact isolation
requires healthcare personnel o "wear a gown
and gloves for all interactions that may involve
contact with the patient”.

Revlew of the policy titlad Skin Care: Prassure
Sore Prevention, dated February 2007, revealed
“the Braden Scale tool, a systematic, validated
risk assessment tool, will be completed within 24
hours of admission by the admitting nurse and
reviewed by the Director of Nursing.”
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" and implemented.

a staff nurse assessed resident #7 skin
status. Based upon that assessment the
MDD was notified by the staff nurse and
new skin treatment orders were received

On 7/28/11, Nurse Consultant along with
a staff nurse assessed resident #1 skin
status. Based upon that assessment the
MI> was notified by the staff nurse and
new skin treatment orders were received
and implemented.

Weekly skin assessments have been
completed by Nursing staff for Residents
#8, IOIIBFHIJKLMNOP,
Q, R, S, and T. Treatments are being
provided per doctor orders, infection
control procedures are being followed and
physicians notified appropriately. Skin
assessments are part of the admission
process.

All other residents of the facility were
audited 8/1/11 by two facility staff nurses
with follow-up audifing completed by
A.D.O.N, on 8/29/11 to further review
skin assessments and treatment orders,
Treatment orders and care plans were

updated as needed.
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Review of the policy titled Skin Care:
Wound/Pressuré Sore '
Assessment/Documentation, dated February
.12007, revealed wound documentation must

include size, color of tissue, stage of the wound,
| drainage, odor and other pertinent Information.

Review of the pollcy titled Wound/Pressure Sore
Policy/Procadure, dated 12/22/08, revealed every
resident was to have a weekly skin assessment
petformed and documented.

1. Record review revealed the facility admitted
Resident #6, on 07/01/11, from another facility
with diagnoses which included Alzheimer's
Disease, Hypertension, and Lumbar Disc Disease
with Chronli¢ Back Pain,

Review of the Physiclans' Orders from the
transfetring facility, dated 06/30/11, revealed
Resident #6 was to be transferred to the receiving
facliity with continuation of all orders. Continued
review revealed the following order related to
excoriation on the right buttock: "Cleanse with
antimicrobial cleanser, apply Calmoseptine then
Desenex”. {Desenex is an antifungal skin
cream.)

Review of the Physician's Orders at the recelving
taciilty for the month of July 2011, Initiated on
admisslon, revealed the excoriated area on the
right buttock was to be cleansed prior to the
application of Calmoseptine, a barrier cream, and
Micro-Guard Powder. (Micro-Guard Powder is an
antifungal.) Review of the Treatment
Administration Record (TAR) for the month of
July 2011 revealed no documented evitdence the

MADONNA MANOR
VILLA HILLS, KY 41017
(xd) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (%6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG REQULATORY OR L8C IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 314 Continued From page 80 F 314

The D.O.N. is responsible for the wound
care program and has developed protocols
for wound care and preventive measures.
Skin sweeps are being done every week
by licensed nurse staff to identify new
skin issues and monitor wound healing
progress or lack of progress along with
physician notification for revised orders
as necessary., Licensed nurses and CNA
were re-in-serviced 8/4/11 and 8/18/11 on
the skin policy, wound protocols,
infection control program and skin/wound
prevention revised protocols and policies
were introduced by D.O.N and/or

A, D.O.N. and/or Nurse Consultants. -
D.O.N, A.D.O.N,, and/or Nurse
Consultants will audit 6 skin sheets per
week and 2 treatment observations which
includes monitoring for appropriate use of
infection control practices specifically us
of personal protective equipment each
week for the next 4 weeks with results
presented to QA committee.
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Interview with Licensed Practical Nurse (LPN) #5

treatment was administered during the month,

on 07/28/11 at 2:45 PM revealad she could not

explain why the treatment was administered as
ordered. She stated "we just used the Baza" (a
molisture barrier cream),

Review of the weekly skin assessment from the
transterring facility, dated 06/30/11, revealed
Resident #6 had a red area on the right buttock
that did not blanch. The area was classified as a
Stage | wound with no measurements
documented.

Review of the Admission MDS Assessment
revealed Section M, related to pregsure ulcers,
was completed on 07/07/11. Continued review
revealed the resident was assessed to be at risk
for pressure ultcers but had no ulcers at a Stage |
or higher, .

Continued review of the clinical record, including
the Electronic Medical Record (EMR), revealed
no documented evidence a skin assessment was
completed on admisgsion. Review of the Nurges'
Progress Notes revealed LPN #4 rhade a late
entry on 07/21/11 in reference to a skin
assessment completed on 07/07/11. The nurse
documented "no new skin lssues noted". No
clarification or description of the resident's actual
skin condition was given.

Interview with LPN #4 on 08/03/11 at 4:30 PM
revealed every admission should Include
completion of a head-to-toe skin assessment, per
facility policy. During continued interview, she
explained the phrase “no new skin issues noted"
meant no new areas were identlfied. She further
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~ weekly for four (4) weeks to ensure

. nursing. Findings of audits will be

D.ON, A.D.O.N., and/or Nurse. '
Consultants will monitor TAR’s 2 times

treatments are being provided as ordered.
If problems are identified during the
monitoring process immediate corrective
action will be taken, staff involved will bg
redirected and the procedure/system will
be reviewed as noted below for any
revisions or adjustments.

The facility administration’s role in the
monitoring is to track that the monitors
are being completed and any identified
corrective action are implemented,
Review and/or revision of policies will be
indicated by the administrator sign off on
the policy.

The QA committee is made up of at least
the following members, Administrator,
Director of nursing, Medical Director,
MDS Nurse and Assistant Director of

reported to QA monthly for review and
recommendations. QA meetings have
taken place on 8/1/11, 8/14/11, 8/31/11
and 9/30/11.
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stated it could mean a previously identifiod area
remained, or no areas were present. The nurse
acknowledged the comment did not give a clear
picture of the actual skin condition.

Review of the Skin Condition/Wound Progression
note by LPN #2, dated 07/22/11, revealed
Resident #1 had an open lesion on the sacrum,
The area was classified as Stage I and -
measured 2,0 ¢m x 2.0 ¢m. Continued review
revealed the nurse documented "wound was
present on admission". interview with LPN #5 on
08/05/11 at 4:45 PM revealed she had actually
done the skin assessment on 07/22/11 but had
documented under LPN #2's name.

Revlew of the Nurses' Progress Motes revealed
no evidence the physiclan was notified of the
newly identifiled open area on 07/22/11. Review
of the Physicians' Orders revealed no orders
were received for treatment of the new area until
07/28/11, after surveyor intervention,

Observation of the skin assessment with LPN #5,
on 07/28/11 at 2:45 PM, revealed an open area to
the right buttock. . LPN #5 classified the area as a
Stage |l wound and measured it at 3,0 cm x 1.5
cm. When gquestioned, the nurse stated she had
been made aware of the area on the weekend.
-She stated It was not open at that time (although
her documentation on 07/22/11, a Friday,
revealed it was open). She further stated she
instructed the aides to use Baza cteam.
Continued interview revealed LPN #5 did not
notify the physician.

2. Record review revealed the facllty admitted
Resident #7 on 07/01/11, with diagnoses which
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included Ostecarthritis, Osteoporosis,
Hypertension, and Methicillin-Resistant
Staphylococous Aureus (MRSA).

Review of the Wound Report completed 06/28/11,
prior to the transfer, revealed Resident #7 had a
Stage Il pressure area to the left outer foot, 4.0
centimeters {cmy) long x 2.8 cm wide by 0.8 ¢cm
deep. Review of the Wound Report, dated
06/29/11, revealed the resident had a Stage IV
pressure sore on the left buttock (or ischium).
The wound was measured at 8.0 cm x 7.1 cm x
4.2 cm. In addition, review of the Weekly
SkinfWound Assessment, dated 06/29/11,
revealed a surglcal incision was present aon the
tight hip.

Review of the Physiclans' Order Sheet from the
transterring tacility, dated 06/30/11, revealed the
resident had multiple pressure sores and
treatment orders were to be continued at the
receiving facility. .

Review of the Physiclan's Orders for the month of
July 2011 revealed the resident was admitted with
wound treatment orders carrled over from the
previous facilily. The orders included: cleanse
left Ischium open area with Dakin's Solution, then
apply Polysporin Powder along with Santyl once
dally and as needed (PRNY); apply Double
Antiblotic Ointment 1o open area on outer left foot
wice daily until healed; and apply dry gauze
dressing to surgical Incislon dally,

Record review revealed no documented evidence
the facility conducted a skin assessment upon
admission, per policy, to record the size and
conditlon of the wounds.
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Review of the Skin Condition Raport-Unhealed
Daily Wound Assessment, for the period 07/01 to
08/02/11 revealed the only recorded skin/wound
assessment was on 07/22/11, three (3) weeks
after the resident was admitted to the facility.

Ohservation, on 07/26/11 at 4:00 PM, revealed a
STOP sign on the door to Resident #7's room. -
Interview with Cerlifled Nursing Assistant (CNA)
#20 on, 07/26/11 at 4:15 PM, revealed the sign
was to alert staff to isolation precautions for
Resident #7. The aide stated the resldent "has
wounds", Further interview revealed gloves and
gowns were to be worn when caring for the
resident, Continued ohservation revealed a cart
in the resident's bathroom contained gloves and
gowns.

Interview with LPN #4, on 07/26/11 at 4:15 PM,
reverled Resident #7 was in contact Isolation for
MRSA in a wound. She stated the wound was

. draining and she became concerned when she
learned the resident had a history of MRSA.
Continued interview revealed she became aware
of the resident's history "a day or two after
admission” and placed the resldent on Contact
Isolation precautions at that time.

Observation of the dressing change conducted by
LPN #4, on 07/27/11, at 10:60 AM revealed the
pregence of three (3) open areas.

Observation revealed unhealed surgical incision
| at the right hip was open at both ends. Both
areas were draining, serous drainage at the
bottom, and thick tan secretions at the top were
chserved, LPN #4 did not wear a gown
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throughout the procedurs, in spile of the contact
precautions instituted per facility policy. In
addition, CNA #23 failed to wear a gown while
assisting with turning and positioning the resident
for the wound care.

Observalion of the Stage IV uicer on the left
buttock revealed no dressing was in place prior to
the procedure. Continued observation revealed
the nurse packed the wound with dry gauze,
contrary to the ireatment orders.

Continued observation revaealed after application
of the dressing, and prior to removing her gloves,
the nurse picked up the trash can and carried it to
the other side of the hed. Further ohservation
revealed she performed the dressing change to

1 the left foot without changing gloves or practicing

hand hygiene.

Interview with LPN #4, on 07/27/11 at 11:00 AM,
revealed the resident did remain under contact
isolation for the history of MRSA in the right hip
wound. She stated gloves and a gown should
have been worn if there was a chance of contact
with wound drainage. She acknowledged the hip

‘| wound was draining heavily and stated she and

the alde should have worn a gown. Contihued
interview revealed the nurse knew she should
have washed her hands and applied new gioves
belween wound sites. Upon further interview
regarding the Stage 1V ulcer, LPN #4 stated she
did not know why there was not a dressing In
place prior to the procedure. She further stated
"It must have fell off*. When questioned about
her choice of dressings, she stated the order for
Santyl, used for debridement, was oniy to be
used PRN (as needed) and she did not feel
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debridement was indicated.

interview with NG #2 on 08/04/11 at 5:50 PM
revealed the contact isolation procedure for
Resident #7 Indicated staff should have worn
gowns during the dressing change to the draining
wounds.

Interview with the Wound Care Center consultant,
an Advanhced Registered Nurse Practitioner
(ARNP), on 08//03/11 at 3:30 PM, revealed she
was familiar with Resident #7. The ARNP stated
contact Isolation precautions were appropriate for
the resident.

Revlew of the Physician's Order dated 07/29/11
revealed a hew order to monitor the Stage |
pressure ulcer on the bunion area of the right
foot. Continued review revealed new treatment
orders were received on 08/02/11 at 3:00 PM,
prior to the observed skin assessment, related to
the now open area onh the right great toe and the
hew area on the right hip.

Observation of the skin assessment by Nurse
Consultant #2, on 08/02/11 at 5:06 PM, revealed
two (2) additional open areas had developed
since the previous observed dressing changes. A
new "shearing" area, measuring 0.2 cm'x 0.2 cm
was ncted on the left hip. In addition, a
"superficial Stage II" area was observed over a
bunion at the base of the right great toe.

Interview with Nurse Consultant (NC) #1 and NC
#2, on 08/04/11 at 4:30 PM, revealed they began
duties at the facility on 07/18/11 and 07/29/11,
rospoctively. They stated they were aware skin
assegsments had not been done on admission.

F 314
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Continued Interview revealed the expectation was
skin assessments would be completed en
1 admission and weekly for every resident.

3. Review of the clinical record revealed the

" | facllity admitted Resldent #1 on 07/01/11, with
diagnoses which included Alzheimer's Disease,
‘Anxlety and Depression. Continued review
revealed the resident was status post
Cardiovascular Accident (Stroke) and was
immeoblle and dependent for all care.

Raview of the Weekly Skin Assessment, dated
06/22/11, {done at the facility the resident was
admitied from), revealed Resldent #1 had no
abnormal skin conditions.

Review of the Nutrition Progress Note, dated
07/04/11, revealed the dietician documented

.| Resident #1 had "no skin isgues according to
nursing staff".

Review of the Admission Minimum Data Set
(MDS) assessment revealed section M, related to
pressure ulcers, was completed on 07/05/11.
Continued review revealed Resident #1 was at
risk for pressure uicers but did not have any
-pressure ulcers at the time of the assessment.

‘Review of the Nursing Progress Note dated
07/05/11 revealed Licensed Practical Nurse
(LPN) #5 documented, "weekly skin assessment
done no new issues".

Review of the Care Plan, dated 07/13/11,
revesled Resldent #1 was at risk for developing a
pressure ulcer. Interventions were dirgcted to
preventing skin breakdown, and recognizing and
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reporting new abnormal areas.

Review of the nurse's Progress Note, dated
07/23/11, revealed LPN #4, during a skin
assessment, identified an open area on the right
buttock measuring 5.6 centimeters (cm) by 3.8-
chi that was "currently belng treated”, Continued
review revealed no other description or staging of
the wound was documented. Continued review
of the clinlcal record revealed no evidence a skin
assaessment was completed between 07/05/11
and 07/23/11 as per facility policy.

Observation of the skin assessment performed by
LPN #4 on 07/27/11 at 3:30 PM revealed an open
area to the right buttock measuting 6.4 cm by 3.0
cm. Interview at that time revealed the nurse was
not sure if the area was present on admission to
the facility. Continued intetview revealed the area
was being treated with Baza cream, as ordered
by the physician. Further chservation revealed
there gid not appear to be any treatment present
to the wound. The nurse stated the cream had
not been applied that day because she hadn't got
fo it yet. '

Interview with Nurse Consultant #1, on 08/04/11
at 4:30 PM revealed the facility admitied
twenty-wo (22) residents on 07/01/11. She
stated she was contracted by the facllity on
07/18/11 and recognized right away that
admission progedures, including skin
assessments, were not completed on any of the
twenty-two (22) residents.

6. Record review revealed the fadiiity admitted
Unsampled Resident B on 07/01/11, with
diagnoses which included dementia with behavior

F 314
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disturbances, Diabetes Mellitus, Coronary Artery
Disease with steni, Chronic Heart Failure,
Cerebrovasculer Accident, Peripheral Artery

-Disease, Dyslipidemia, Gastroparesls Colon

Cancer, Qastrointestinal Bleeding and history of
Deep Vein Thrombosis.

Review of the resldent's admitting Physiclan
Orders revealed an order for Desenex powder to

-excorlation to abdominal folds as needed three

(3) times a day. Continued review revealed an
order for Remedy Skin Repair every day to be
applied to feet. An order for Lidex cream to be
applled to affected area two (2) to three (3) times
dally until rash is cleared was also noted. In
addition, an order for Remedy Skin Repair cream
to be applied to the lower-extremities every day
related to dry skin was noted

Continued record review revealed no skin
assessment was completed upon admissibn to
the facility. There was no documented evidence
the above skin related interventlons/orders were
put into ptace until 07/21/11.

483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facllity must ensure that the resident
environment remalins as free of accident hazards
as Is possible; and each resident recelves
adequate supervision and assistance devices to
prevent accldents.

This REQUIREMENT Is not et as evidenced

F 314
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.| The tacllity tailed to' complete the Falls Risk

and review of the facliity's policies it was
determined the facllity failed to ensure each
resident received adequate supervision and
monitoring to prevent accidents for three (3) of
eighteen (18) sampled residents (Resident #14,
#13 and #10). The facllity failed to ensure staff
was knowledgeable and trained regarding the
faciiity’s Fall’s Poiicy and Risk Assessment Policy.
The facllity failed to ensure these policies were
implemented. '

Resident #14 self transferred without staff
assistance and fell on 07/19/11, sustalning a cut
above the left eye (required sutures), a Hip
Pinning Fracture Left Hip and Left Radius and
Ulna Fragcture. The facillity failed to ensure
systems for checking assistive devices were
implemented. The facility failled to notify the -
physican at the time of the incident. The facility's
investigation of the Incident failed to Identify that
staff failed 1o communicate their knowledge that
Resldent #14 was able to remove alarming
devices and would attempt to rise and ambulate
without assistance. This failure prevented the
facllity from revising the care plan interventions to
prevent falls,

Resident #13 had multiple falls: howsever, the
facility failed to evaluate and analyze the
causalive factors and implement interventions to
prevent falls. In addition, the facility fatled to
ensure the Physiclan and responsible parties
were notified of the falls as per facllity policy.

Assessmant timely, per the facllity policy for
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Based on observation, interview, record review, F323

The facility ensures that the resident
environment remains as free of accident 7 [;_o) ”
hazards as is possible and each resident | ‘'
receives adequate supervision and assistange
devices to prevent accidents. The facility hps
developed an accident prevention program
with the involvement of the entire facility
staff to focus on prevention of accidents
including falls.

—io—

Resident #14 was last assessed for fall
-risk on 8/18/11 and assistive devices are
in place as ordered by the physician. -
Nursing staff are checking and
documenting the device placement
appropriately and care plan has been
revised,
Resident #13 is no longer residing at the
facility. '
Resident #10 was assessed on 7/22/11
and 9/26/11 for fall risk and a fall care
plan is in place.
Resident #11 was assessed for fall risk or
8/18/11 and a fall care plan is in place.
Resident #7 was assessed for fall risk on
7/22/11 and a fall care plan is in place.
Resident #1 was assessed for fall risk on
7/23/11 and a fall care plan is in place.
Resident #6 was assessed for fall risk on
7/22/11 and a fall care plan is in place.
Resident #8 was assessed for fall risk
on7/22/11 and 9/18/11 and a fall care plalg:
is in place. .
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- Review of the facility's Falls policy, undated,

Resident #10. Additionally, while the facility
identified the resident at.high risk for falls, the
facility falled to develop a care plan to address
the risk and failed to follow physician orders
related to a chair alarm.

Additionally, the feacility failed to conduct
assessments for sixteen (16) residents who were
admitted on 07/01111 for falls risk as per facility
policy (Residents #1,#86, #7, #8, #10, #11 and
Unsampled Residents B, F, H, I, J, K, M, O, P, Q,
R, and T). This failure to assess for fall risk of
each resident resulted In the facility's failure to
develop and implement safety measures through
the care planning process In order to ensure an
environment as free of accldental hazards as Is
possible for the residents.

In addition, the facility falled to ensure a safe - .
environment as evidenced by observation of the
electrical room, solled utility rooms and laundry
room with unlocked doors or doors which were
propped open, leaving access to harmful
chemicals and electrical equipment.

The findings include:

revealed & Fall Asséssment was to be completed
on admission to assess the resident for fall
related factors, a Plan of Care would be
developed to address issues that could contribute
to the risk for falls, and precautions related to the
resident would be placed on the Nursing
Assistant's Care Plans. Further review revealed
the Physiclan and family should be notlfied after a
fall, the resident's Care Plan should be revised
and updated with Information related to the fall

. Resident #N no longer resides at the
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F 323 | Continued From page 91 F 323 Resident # O, and S, were assessed for

fall risk on 7/22/11 and a fall care plan is
in place,

Resident # 1, K, M, P, Q,- R, and T were
assessed for faIl nsk on 7/23/11 and afall|
care plan is in place.

Resident #L was assessed for fall risk on
8/18/11 and a fall care plan is in place.

facility.

Resident #B was assessed for fall risk on
7/23/11 and 9/14/11 and a fall care plan i
in place. 1
Resident #F was assessed for fall risk on
7/23/11 and 9/18/11 and a fall care plan i i3
in place.

Resident #H was assessed for fall risk on
7/23/11 and 9/19/11 and a fall care plan is
in place.

Resident #J was assessed for fall risk on
7/22/11 and a fall care plan is in place.

Electticai room, soiled utility rooms, and
laundry room doors were closéd and
locked immediately and no residents werg
affected by the unlocked or propped
doors. Automatic ¢losers and automatic
locks are in place on the doors, These
doors are monitored to make sure they arg
closed, locked and not propped open
during environmental rounds we are
conducting (3) three times per week for
the next four weeks.
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F 323 | Continued From page 92 F 323 Remainder of facility residents have been
incident within 24 hours, and a Post Fall assessed for fall risk and care plans are in
Assessment was to be completed by the - place as appropriate.
designated personnel completing the follow
upfinvestigation. " Telephone Interview, on The D.O.N., A.D.O.N, and/or Nurse
08/04M11 at 10:45 AM, with the previous DON, Consultants have. completed audits and
who worked at the facllity until 07/15/11, revéaled assessments for all residents for fall risk.
residents were to be assessed for fall risks on All assessments were completed by
admission. She stated, if the admigsion nurse 9/19/11 and interventions and care plans
determined a fall alarm device would be have been initiated by the D.O.N,,
appropriate, the nurse was to call the Physician A.D.O.N. and/or Nurse Consultants.
and request an order. Further interview revealed Licensed nurses and CNA’s were |
the nurse would be expected to transcribe the provided an additional in-service on
monitoring of the alarms on the TAR which would 8/4/11, 8/16/11, and 8/18/11 on the
include checking both the placement and function accident prevention and fall policy,
each shilt. She turther stated the nurses were to prevention strategies and interventions
check each shift to ensure the alarms were in along with fall risk assessment
plece and functional, and to sign the TAR to gi " re planning. locking and nd
indicate this was done. She stated the nurses :‘r’:;%;:gg S?, ;rg bay b é’N N Dg ON
were trained on this process. and/or Nurse Consultants,
Review of the policy titled Risk Assessments in D.ON, A'D'(%'IN‘ 3“‘1!;” Tl"rse
the Electronic Medical Record (EMR), undated, Consultant will audit (3) three
revealed the fall risk assessment was to be incidents/accidents per week to see if
completed upon admission by the charge nurse. nurses are following the fall policy and 5

device orders each weck for the next 4
Interview, on 08/06/11 af 4:20 PM, with Nurse weeks.
Consultant #2 regarding the facility's tall policy,
revealed staff should be aware they were to notify
the Physician and the responsible party after
each fall. She further stated, staff should
investigate the cause of each fall and revise the
Plan of Care with interventions to prevent further
falls. ' '
1. Record review revealed the facility admitted
Resldent #14 on 07/12/11 with diagnoses which
included Depression, Hypertension {HTN}),
Difficulty Walking, Muscular Wasting and Disuse
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| would need assistance with transfers, but did not

Atrophy, and Pheumonia. Interview, on 08/04/11
at 1:20 PM, with RN #4 revealed she had
admitted Resident #14 on 07/12/11 to the fagility.
She stated the resident was identified to be a fall
rigk on admission because he/she recently had
Pneumonla and appeared 10 be weak, She
further stated the previous Director of Nursing
(DON) had also informed her the resident had a
history of falls. Continued interview revealed she
called the Physician on admission and obtained
an order for fall prevention alarms for the bed and
chalr; however, record review revealed there was
no dogumented evidence of a Physicien's Orders
for the bed and chalr alarm or the facliity
completed a Falls Risk Assessmenton .
admission. She further revesled she
documented on the Treatment Administration
Record {TAR) to check placement each shiit.
She stated, she Informed the CNAs the resident

know if it was included on the care plan.

Reviaw of the resident's Plan of Care, dated -
07/42/1%, identified the facillty developed a fall's
prevention care plan detailing the following
interventions: alarm to bed and chair, call light
within reach, refer to therapies, frequent visual
obsetvation and toileting.

Review of Resident #14's Treatment
Administration Record (TAR) revealed the facility
staff was to check to ensure alarms were in place
each shift. TAR review revealed there was no
documentation by the nurses on
days/evenings/nights to Indicate the alarm’
placement had been checked on 07/18/11 and by
the day shift nurse on 07/19/11 for Resident #14.

‘falls.

" recommendations. QA meetings have

admission charts for completion of risk
assessments and care plans at the morning
I.D.T. meeting Monday through Friday.
I.D.T. will review falls as part of daily
clinical meeting, Monday through Friday
to further determine root cause analysis
and necessity to revise care interventions
further in an effort to prevent additional

The policy for fall has been reviewed and
revised to ensure compliance.

If problems are identified during the
monitoring process immediate corrective
action will be taken, staff involved will be
redirected and the procedure/system will
be reviewed as noted below for any
revisions or adjustments.

The facility administration’s role in the
monitoring is to track that the monitors
are being completed and any identified
corrective action are implemented.
Review and/or revision of policies will be
indicated by the administrator sign off on
the policy.

The QA committee is made up of at least |
the following members, Administrator,
Director of nursing, Medical Director,
MDS Nurse and Assistant Director of
nursing. Findings of audits will be
reported to QA monthly for review and

taken place on 8/1/11, 8/14/11, 8/31/11
and 9/30/11. :
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Review of the Nurse's Notes and the facility's
Incident Report, dated 07/19/11, revealed at 1:00
PM the nurse found Resident #14 sitting up on
the floor in the bathroom after falling with her/his
walker agalnst the wall. The resident was
assessed to have a cut above the left eye.
Interview, on 07/27/11 at 3:30 PM, with
Registered Nurse (RN) #6 revesled she entered
Resident #14's room on 07/19/11 to administer
medication and found the resident on the
bathroom floor with a cut above her/his left eye,
She funther stated she obtained vital signs and
assessed the resident's extremities before
transferring her/him to a chalr. AN #6 stated she
did not hear any alarm when she found the
resident on the floor and could not remember if
the resident had an alarm device on. She stated
she had not chscked for alarm placement during
her shift because she was told the Certified
Nursing Assistants (CNAs) were responsible for
checkling placement and documenting this in the
TAR. Continued interview revealed she did not
notify the Physiclan Immediately after the fall
because she did not note any change in the
resident's condition, except for the cut abova the
eye.

Interview, on 07/28/11 at 9:50 AM, with Certified
Nursing Asslstant (CNA) #6 revealed she took
care of Resident #14 on 07/19/11. She stated,
after being notified of the fall by RN #86, she
helped assist the resident to the chair. She stated
she did not think the resident had alarms in place
'| at that time or when she provided care eariier that
.| day. She had taken the resident tothe toilet that
morning. Further interview revealed she was not
very familiar with the resident because she did
not usually work on that hall. She further stated it
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* { was the CNA's responsibility to check alarm
.| placement.

Continued interview with RN #6 revealed the
resident later complained of pain to her/is left
wrist; however, she again did not notify the
Physician because there was no swelling to the
| wrist noted. .

interview, on 07/27A1 at 4:07 PM, with RN #1
revealed she observed Resident #14 at about
3:00 PM and said he/she seemed confused,
complained about hisfher left wrist hurting, and
complalned of leg pain, She stated she sent the
resident out to the hospital about 4:00 PM
because of concerns aout a possible brain injury
and complaints of wrist and leg pain. Further
interview revealed she did not know why the day
shift nurse had not already sent the resident out
to the emergency room. She stated, after a fall -
the nurses were to notify the Physician right
away. Fyriher review of the Nurse's Notes and
the incident repont, dated 07/19/11, the fachity
notified the Physiclan at 3:00 PM (2 hours after
the tall with Injury) and transferred Resident #14
to a local hospital at 4:00 PM per ambulance due
o mental status change and complaints of left
wrist and left leg pain.

Review of the Physictan's Order Form, dated
07/25/11, reveeled Reslident #14 was re-admitted
to the facllity on 07/25/11 with diagnoses which
included Sutures (above the right eye brow), Hip
Pinning Fracture Left Hip, and Fracture of the Left
Radius and Uina as a result of the fail,

There was no documented evidence that the
facllity had identified through thelr investigation
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‘Continued From page 98

whether the alarm was alarming, ma1functioning
at the time of the fall, or had been removed by the
resident. However, interview on 07/28/11 at 11;50
AM and 2:50 PM, with CNA #10 assigned to the
resident's unit, revealed Resident #14 was
capable of {aking off his/her alarms and would
sometimes remove them &nd get up by
himself/herself, however, she had not informed
the nurses the resident could take off the alarms,
Interview, on 07/28/11 at 12:10 PM and at 3:15
PM, with CNA #17 revealed the resident would
take off his/her alarms at times and she had
observed Resident #14 up ambulating by
himselfherself. She stated she would remind the'
resident he/she needed to use the call light and
the resident would say he/she could get up by
himself/herself. However, she gould not
remember If she had notified the nurse of the
resident taking off the alarm. However continued
interview with RN#6 revealed she was not aware
that Resident #14 was removing hisfher alarms.

While steff interviews revealed that several staff
was aware of Resident #14's ability to remove the
alarm used to alert staff o provide assisiance
with ambulation to prevent fall, there was no
documented evidence on the care plan that the
facllity had revised the care plan to reflect new
interventions to address the resident's abllity to
remove the alarm. Furthermore interview, on
08/04/11 at 1:20 PM, with RN #4 revealed she did
not detail on the TAR that staff was to check the
functioning of the alarms because she assumed
the staff would check to ensure the alarm was
functioning wheh placement was checked.
Fuither interview revealed she should have
included to check function of the alarms on the
TAR.

F 323
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Furiher interview with RN #6 revealed the nurse
had not reviewed or been trained on the facility's
Falls Paolicy nor was she aware of the residents
Care Plan on fall precautions.

Interview, on 07/27/11 at 5;30 PM, with Nurse
Consuitant #1, who was hired on 07/18/11 and
was working in an administrative role, revealed
when she camie 1o the facility the Care Plans
were not accessible to the nurses and the nurses
still could not access the Care Plans to refer to
them or revise them,

2. Record review revegled the facility admitted
Resident #13-on 06/03/11 with diagnoses which
included unspecified Hypertension {(HTN), and
Coronary Arlery Disease. Review of the
Coémprehensive Plan of Care, dated 06/08/11,
revealed the facility identifted the resident was at -
risk for falls related to a history of falls,
incontinenca, needing assistance with Activitles of
Daily Living (ADL's), and recelving psychotropic
medications. The interventions included both
chair and bed fall prevention alarms. Review of
the Minimum Data Set (MDS) Assessment, dated
06/10/11, revealed the faclilty assessed the
resident as having severe impairment in cognitive
| status for daily decision making, and required
extonsive assistance with transferring, tollet use,
and locomotion. Further review revealed the
facility assessed the resident as having a fall prior
to admission. A Care Area Assessment Summary
was requested; however, only the trigger sheet
was provided which revealed the resldent
triggered for falls.

' Review of the Incident Report, dated 07/13/11
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have an alarm in place. The Power of Attorney

‘evidence detailing that the facllity notified the

7 Interventions to prevent further fallg. -

1 and Incident time 7:30 PM, revealed the resident -

| away causing a loss of balance. The correclive

and incident time 10:00 AM, revealed the resident
fell while trying to get to the bathroom and did not

was notified: however, there was no documented

Physician. No Injury was Identified on the Report.
There was no-documented evidence the facility
had revised the Plan of Care with new

Review of the Incident Report, dated 07/16/11

was found on the floor In front of their wheslichair,
According to the Report the resident fell when
attempting to get clothing from the bottom drawer
when his/her chair rolled backward, The
corrective measures documented on the incident
report revealed the resident was instructed to call
for help If items were out of reach. Review of the
report nolification section revealed there was no
documented evidence that the facility notified the
family or Physician of the Incldent. Further review
revealed.the Incident Report did not indicate If the
alarm was in place and/or alarming at the time of
the tall. The repeort indicated there was no Injury.
Furthermore, there was no documented evidence
the Plan of Care was revised with new
interventions to prevent further falls after this
incident.

Review of the Incident Report, dated 07/17/11
and incident time 10:46 PM, revesled the restdent
was found.sitling on the fioor beside his/her bed.
According to the Report the resident stated
he/she attempted to ambulate to the rastroom
and when trying to [san onto his/her wheelchair
the wheels were not locked and the chair rolled
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measures documsanted included Instructing the
resident 1o call when ambulation was needed.
The report stated there was no injury and the
nurse an the morning shift may wish to call the
MD to order a bed alarm. There was no
documented evidence the Pian of Care was
revised with interventions to prevent further falls
after this incldent and no documented evidence
the facility notified the Physician of the fall.

The Incident Repon, dated 07/25/11 and incident
time 7:30 PM, documented the resldent was
found on the floor next to the recliner and stated
shefhe was transferring to the recliner from the

‘| wheelchalr and lost her/his balance. The nurse
documented oh the Report, an alarm had been
ordered. Continued review, revealed there was
no Injury and the Power of Attorney was notifled.
However, there was no documented evidence the
facllity notified the Physicign. Add(tionally, there
was no documented evidence the Plan of Care
was revised with new interventions to prevent
further fall recurrence after the incident.

Observations of Resident #13, on 07/28/11 at
8:50 AM, revealed the resident was In their
wheelchalr In the dining room with no fall alarm
observed. On 07/28/11 at 10:40 AM, the resident
was observed silting in a straight stuffed chair in
her/is room; however, there was rio fall atarm
attached to the resident. On 07/29/11 at 1:00 PM
the resident was observed in thelr room sitting in
a straight stuffed chair and no fall alarm was
present. Obgervation of the resident with CNA
#17, on 07/28/11 at 10:40 AM, revealed the
resident was seated in a straight stuffed chair and
the CNA verified no fall alarm was in place.

FORM CM8-2567(02-99) Previous Versions Obaolote Evant ID: PGIM11 Facllity ID: 100268 If continuation sheet Page 100 of 184



PRINTED: 08/19/2011

' DEPARTMENT OF HEALTH AND HUMAN SERVICES A FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQO. 0938-0391
GTATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION ' (X3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: . COMPLETED
, A, BUILDING .
C
B WING
185241 ) . 08/05/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
- 2344 AMSTERDAM ROAD
M R
MAPONNA ANC VILLA HILLS, KY 41017 .
(X4) 1D BUMMARY STATEMENT OF DEFICIENCIES - D PROVIDER'S PLAN OF CORRECTION {X5)
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CONPLETION
TAG RAEGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROS8-REFERENCED TO THE APPROPRIATE DATE
' : DEFICIENCY)
F 323 | Continued From page 100 ' F 323

Interview with AN #1 on 07/27/11 at 6:00 PM who
was assigned to the resident on the dates of the
falls on 07/13/11 and 07/25/11, revealed the
resident was very stubborn and tried to get up -
without help. She repotted the resident did have
a tab alarm at one time; however, would teke the
alarm off. Further interview revealed she did not
know if the resident was care planned for alarms
hecause she did not review the Care Plans and
she was not tamiltar with this residents fali
interventions. ‘She stated she uged the resident's
Treatment Administration Record (TAR) as a
reference to provide care. AN #1 further stated

-1 she ordered an alarm after the fall on 07/25/11;
however, there was no documented-evidence of a
Physician's Order for.an alarm. Furthet interview
revealed she did not contact the Physiclan after
the falls on 07/13/11 and 07/26/11 because they
did not have to contact the Physician if the
resident was not injured.

Interview, on 08/06/11 at 11:40 A, with LPN #3,
who completed incident reports for Resident
#13's falls on 07/16/11 and 07/17/11, revealed
she had not been frained on the facility's Falls
Policy and what was expected aiter a resident's
fall. Further interview revealed she did not notify
anyone regarding the falls and was told she only
was supposed 10 nolify the Physician or a famlly
member if they observe an injury with a fall. She
did not talk to any supervisor aboit the fall
because she thought they would be aware of the
fall through repotting the Incident in the computer
system.

Interview with Nurse Consuttant #1, on 07/28/11
at 10:15 AM, regarding the determination of fall
prevention interventions after fall events revealed -
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she got together with the nurses involved to come
up with interventions to try to prevent further falls.
When asked about what interventions were
Identified after Resident #13's fall on 07/25/11,
she revealed there should be orders for an.alarm
and the resident should have an a!arm putin
place,

Further interview, on 08/03/11 at 5:05 PM, with
Nurse Consultant #1 regarding who was
responsible for monitoring the follow-up
interventions for incidents, revealed she was one
of the persons responsible for ensuring follow-up
interventions listed on incident reports were
petformed. When questioned about the fall
prevention alarm for Resident #13, which was
Identified as an intervention after the 07/26/11 fall,
she stated it should have been in place; however,
after she had talked to staff they informed her the
resident refused 1o use an alarm. Further
interview revealed she had not spoken to the
resident regarding the alarms. Further interview
revealed she had verbally told staff to chegk on
the resident more frequently, every hour, but did
not remember what stalf she spoke to and she
had not followed up 10 see if this was heing done.
She also stated they did not have care plans in
place for staff to update.

3. Review of Resident #11's medical record
revealed the facllity admitted the resident on
07/01/11 with diaghoses of Cetebral Vascular
Accldent (CVA) with Hemiplegia. The facility was
unable to provide documented evidence that they
had completed a Falis Risk Assessment or an
Admission Plan of Cate. Review of the
Admigsion Minimum Data Set (MDS)
Assessment, which was not completed until
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07/26/11 (Refer to F-273), revealed the facility
assessed the resident as orlented, and as
requiring extensive assistance with transfers and
ambulation in the room.

Review of the Care Area Assessment Summary
(CAAS), dated 07/26/11, revealed indicators of
fall risk for this resident included impaired
balance, paln, incontinence, Hemiplegia, and
Arthritis. Further review revealed the resident
was nonambulatory, a hoyer lift was used for
transfers, and the resident receivad Ativan
{anti-anxlety medication), Lexapro
(anti-depressant medication), and Ambien
(Hypnotic medication) which placed the resident
at & higher risk for falls. Further review revealed
the CAAS triggered for falls.

Review of the Comprehensive Plan of Cars,
dated 07/26/11, revealod the risk for falls was not
an identifled concern and no interventions were in_
place for the prevention of falls. QObservation, on
07/27/11 at 12:00 PM, revealed Residont #11 was
up In thelr wheelichalr with a chalr alarm in place.
Further observation revealed the resldent's bed
had a bed alarm. However record review of the
Plan of Care on 07/27/11 revealed no evidence
the facility had developed a plan at that time,

Record review revealed the facllity had developed
and implemented a Plan of Care to address falls
on 08/01/11 which revealed the resident was at
risk for falls due to impaired mobility and poor
safety awareness related to cognitive deficit. The
interventions included a chalr and bed alarm, and
staff to assist with transfers; howaver, there was
no spacific Intervention for transfer technique.
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4, Review of Resident #10's medical record
revealed the resident was admitted on 07/01/11
with diagnoses which included Dementia,
Arthritis, and a history of falls. Record review
-revealed no documented evidence the facility had
completed a Falls Assessment or Falls Risk
Assessment upon admission ot had developed
and implemented an Admission Plan of Care.
Review of the Comprahensive Care Plan
revealed it was initiated on 07/06/11 with new
problems and interventions added on 07/14/11
and 07/16/11. Continued review revealed the risk
tor falls was not an identified concern and no
interventions were placed for the prevention of
falls.

Review of the Fall Risk Assessment, dated
07/22/11, revealed the resident was assigned a
score of twenty-four (24), indicating a high risk for
falls. According to assessment details, a score
gréater than nine (9) was considered high risk.

Review of the Physician's Orders, dated 07/26/11,
revealed an order for placement of dysem under
the chalr alarm and under the seat cushion and a
bed alarm (written by the Interim Director of
Nursing (DON)).

Review of the Admission Minimum Data Set
(MDS) Assessment which was not completed
untll 07/26/11 (Refer to F-273) revealad the
facility assessed the resident as having severe
impairment in cognitive skiils for decision making,
and as requiring extensive assistance with
transfers and ambulation. Review of the Care
Area Assessment Summary (CAAS), dated
07/26/11, revealed indicators of fall risk for this
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resident included impaired balance during
transfers, diurstics, incontinence, visual
impairment, Arthritis, and cognitive impairment.
Further review revealed the CAAS triggered for
falls, ' '

Observation of Resident #10, on 07/26/11 at 4:00
PM, revealed the resident was in a wheelchalr in
her/his room. The wheelchalr had a Dycem seat
mat (non slip materlal} to help keep the resident
from slipping out of the seat; however, there was
no chair.alarm oh the wheslichair,

‘Interview, on 07/26/11 at 4:45 PM, with Ceriifled
Nursing Assistant #21, who was assigned to
Resident #10, revealed she verified the resident
did not have a chalr atarm In place. She further -
stated the aldes had no guide to refer to In
providing care for the residents.

Interview, on 07/26/11 at 6:00 PM, with Licensed
Practical Nursé (LPN) #6 revealed the hurses -
verbally gave the aldes report on any new issues
with the residents; however, there wag ho written
reference for aides to refer to when providing
care such as a nurse alde care plan. She stated
she tried to do rounds every hour or so to make

.| sure the beds were in low position, and call bells
were in reach as well as check for safety devices,
although she had no list of safety devices In
which to refer. She stated the resident probably
needed a chair alarm becausa the resldent

| leaned forward. She further stated she was
‘unaware of the Physician's Order for the chair
alarm,

Further ohservation of the resident, on 07/27/11
at 10:30 AM, revealad the resident was in a
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recliner with her/is feet elevated and no alarm
was on the chair.

Interview, on 07/27/11 at 5:30 PM, with Nurse
Consultant #1 revealed if the Falls Risk
Assessment and Interim Care Plan were not
provided, the facility did not complete them. She
furthier stated the facility was.still in the process of
ensuring Care Plans were up to date and revised
as needed.

Further Interview, on 07/28/11 at 2:20 PM, with
Nurse Consuitant #1 revealed the Physician's
Orders should have been followed related to the
chair alarm. She further stated the chair alarm
was only for the wheelchair and the order may
need to he clarified.

5, Review of the Clinlcal Record revealed the
facillty admitted Resident #7 on 07/01/11 from.
ahcther facility with diagnoses which included
Osteoporosis, Osteoarthritis, Anemia and
Hypertension. Review of the Comprehensive
Care Plan revealed it was Inltiated on 07/05/11
with new problem's and interventions added on
07/07/11, 07H1/11, and 07/18/11; however, risk
for falls was not an idéntified concern and no
interventions were placed fol the prevention of
falls. Continued review, including review of the
Electronic Medical Record (EMR), revealed a fall
risk assessment was. not completed. until
07/22/11. Review of the Fall Risk Assessment, .
dated 07/22/11, revealed the resident was
assigned a score of twenty-six (26), indicating a
high risk for falls. According to assessment
detalls, a score greater than nine (9) was
considered high risk. Review of the
Comprehensive Care Plan revealed new
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| were assessed upon admission to determine thelr

interventions had been added on 07/27/11;
however, there was no risk for falls care plan
developed and no interventions were
implemented for the prevention of falls,

6. Record review of Resident #1 revealed the
facility admitted the resident on 07/01/11. Record
review revealed no documented evidence the
residents were assessed upon admission to
determine thelr risk for fails. Review of the
07/23/11 Fall Risk Assessments for Resident #1
revealed the facllity assessed the resident as at
high risk for falls.

7. Record review revealed the facility admitted
Reasident #6 on 07/01/11. Record review
revealed no documented evidence the residents

risk for falls. Review of the 07/22/11 Fall Risk
Assessments for Resident #6 revealed the facility
assessed the resident as at high risk for falls.

8. Record review revealed the facilily admitted
Resident #8 on 07/01/11. Record review
revealed no documented evidence the residents
were assessed upon admission to determine their
risk for falls, Review of the 07/22/11 Fall Risk
Assessments for Resident #8 revealed the facility
assesséd the resident as at high risk for falls.

9. Unsampled Residents B, F, H, I, J, K, M, O, P,
Q, R, and T revealed the facility admitted the
residents on 07/01/11. Record review revealed
no documented evidence the residents were
assessed upon admission, Review of the Fall
Risk Assessments for Unsampled Residents B
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{on 07/23/11), F (on 07/23/11), H (on 07/23/11), |
(on 07/23/11), J (on 07/22/11), K (on 07/23/11), M
{on 07/23/11), O (on 07/22/11), P (on 07/23/11), Q
(on 07/23/11), R (on 07/23/11) and T (on
07/23/11) revealed all were assessad as high risk
for falls, Record review revealed the facttity could
provide no documented evidence that a falls risk
assessment had been completed for Unsampled
Residents L, N, and §. :
Interview with Licensed Practical Murse (LPN} #8,
-on 07/22/11 at 10:30 AM, revealed she had been
working on 07/01/11 when twenty-two (22)
residents were admitted from another facility.

-1 She stated it was hard to know where to start

" | when so many residents began arriving.
Continued interview revealed she went room to
room, took vital signs and looked at the residents’
skin for problems. She further stated she wrote
her findings on'a piece of paper and gave it to the
Agsistant Director of Nursing (ADON) at the end

| of the shift. LPN #8 reported she did not know
what the ADON did with the information. Further
interview revealed the ADON was no longer
employed at the facliity.

Telephone interview with the former Director of
Nursing (DON), on 08/04/11 at 11:00 AM,

revealed she was not aware the agsessments
were nol done on admisslon. She stated she
assumed everything was done per protocol. She
turther stated she did not monitor the admission
documentation for completeness. Continued
interview revealed she had no explanation tor

why assessments weren't done per policy or why |
she did not know there was a problem.

Interview with Nurse Consultant #1, on 08/04/11
at 4:30 PM, revealed she was aware fall risk
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‘| room; however, we do not have a key. | think the

Continued From page 108

assessments required during the admission
process had not been done. She stated it wag
impossible to understand why proper procedures
had not been followed singe she was not brought
Into the facility until 07/18/11.

7. Observation, on 07/26/11 at 11:40 PM,
revealed the Storage Utility Room on "B" Hall was
unlocked. Cbservation of the room revealed the
following products: plastic bottle labeled Blue
Bowl Cleaner, and plastic bottle of Virex 256
(dIsinfectant).

Observation, on 07/26/11 at 11:55 AM, revealed
the Soiled Utility Closet on Hall "A" was unlocked.
Further chaervation revealed the room contained
the following products: plastic bottle of Virex 258,
and bottle of Blue Bowl| Cleaner.

Review of the Blue Bowl Cleaner Materlal Safety
Data Sheet (MSDS) hazards identification section
revealed: Skin/Eye - severe burns, Ingestion -
harmful or fatal, and Inhaled - Harmfu! Corrosive
Fumes, Raview of the Virex 256 MSDS hazards
identification section revealed: Eye contact-
moderately irritating, Ingestion - irritating.

Interview with CNA #16, on 07/26/11 at 12:10 PM,
revealed she was taught to lock the soiled utility

nurses have a key.

Interview with CNA #1, on (7/26/11 at 12:15 PM,
revealed the Soiled Ultility Closet on Hall "A" was
not locked because they don't have keys for all
staff. Further interview revealed residents could
get into the ¢loset when it I8 uniocked.

F 323
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Observation, on 07/26/11 at 11:55 AM, revealed
the door to electrical room (iDF #1) was
untocked. This room was just outside of the
entrance to ‘C’ household, in the central haliway.
Observation reveaied |DF #1 contained the
electrical junction/power panels for the facility. |t
was further observed that a loop of Local Area
Networks (LAN) cable had been looped over the
door knob and sheped n a way that extended
past the door. The LAN cable prevented the door
from closing and automatically locking. A key
was hecdssary to access the lock on IDF #1's
door, -

Interview with Nurse Consultant #1, on 07/26/11
at 3:40 PM, revealed the doorto IDF #1 should

be focked at all times to prevent residents from

uhauthorized access.

Further observation, on 07/26/11 af 12:00 PM,
revealed the residents' family laundry room (123
D), had no lock on the door. 123 D was located
in the central hallway near the entrance to 'C'
household. Reom 123 D contained iwa {2)
clothes washing machines, and two (2) clothes
dryers. Two (2), one (1) gallon plastic containers
of liquid bleach, three (3} one (1) gallon plastic
containers of liquid soap, and a one (1) gallon
plastic container of 'Gain' brand liquid laundry
detergent were chserved within the sink cabinet.

Review of Liguid Bleach MSDS sheet health
hezards revealed: Eye contact - may cause
severe but temporary eye Injury, and Ingestion -
Nausea and vomiting. Review of Gain Liguid
Laundry detergent MSDS sheet heeith hazards
revealed: Ingestion - may resuit in
gastrolntestinal irritation with nausea, vomiting,

F 323
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.| and/or diarrhea.

interview with Nurse Consultant #1, en 07/26/11
at 3:40 PM, revealed all hazardous materlals

| were to be securely stored. She stated, the
reason room 123 D was not a secured room
(lockable) was unknown. '
F 325 | 483.25(I) MAINTAIN NUTRITION STATUS F 325
88=E | UNLESS UNAVOIDABLE

Based on a resident's comprehensive
assessment, the facility must ensure that a
resident - '

(1) Maintains acceptable parameters of nutfitional
status, such as body weight and protein levels,
unless the resident's clinical condition
demonstrates that this is not possible, and

(2) Recelves a therapedutic diet when there is a
nutritional problem.

This REQUIREMENT s not met as evidenced
by, .
Based on interview, record review and review of

| fadility policy it was determined the facility falled
to ensure policy and procedures were
Implemented to obtaih and monitor residents'
welghts and to monitor residents' food
constmption 1o ensure residents malntained
acceptable parameters of nutritional status for six
(8) of eighteen (18) sampled residents (Residents
#10, #11, #7, #8, #1 and #6) and fifteen {15}
unsampled residents, Unsampled Residsnts (B,
FH1LJLKLMNOPQRSandT)

The findings include:
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- . ~ The facility, based on a resident’s
Review of the facility’s policy titled "Weight Book iy i o
Guidelines", revealed height and weight must be comprehensnfe as.seSsment, ensures thi (ﬁ?—f’/ [ ]
obtained within twenty-four (24) hours of a resident maintains acceptable
admlssion. Further review revealed waekly parameters of nutritional status, unless
weights were to be recorded every Thursday. the resident’s clinical condition
_ : demonstrates that this is not possible

Review of the facility "Weight Policy", revealed all and receives a therapeutic-diet when
new admissions would be placed on weekly there,is a nutritional problem,
weights until thelr weight was stable and this
would be the responsibility of the nurse on duty at . , ,
the time of the new admission. Further review OR[;S;&G;I; g }gfﬁggﬁ reig?rtd: w]fre d
revealed if a resident had a weight loss of five hvsician ordered ly b e Uie gc L an
pounds or more and this had been verified by a g /1}'9 e n ‘:] ere 83’5? were obtained on
re-welght and the nurse on duty, the facility was and again 8/5/11,8/9/1 land again
to notify the ettending Physician; Power of 8‘; 16': 1, 8/23/11, 9/6/11, 9/16/11. Care
Attorney, and Dletician. Review of the policy plan has been reviewed and revised by the
revealed all recommendations would be Diet tech on 8/30/2011, 9/15/2011 and
implemented immediately. 9/19/2011. .

; N Residents #10, 11,7,8,1,6, B,
1. Review of Resident #10's medical record F,H,LJK,LMN,O,P.QR, and T weight

| revealed the facliity admitted the resident from _records were obtained 8/22/11 along with
another facility on 07/01/11 with diagnoses which meal consumption being cbtained by the
included Dementia and Diabetes Mellitus. C.N.A.’s and recorded in the EMR.

_ (Ele?tronic_Medical Record) being
Review of the medical record revealed ptior to monitored weekly and care plans
admission, the resident's inteke had been fity to reviewed and revised on 8/30/11,9/15/11
seventy-five percent (50-75%) most meals and and 9/19/11 by the Diet Tech or Dietician|
the resident welghed one hundred twenty (120) as needed.
pounds in Juns 2011, Further review revealed
there was no documented evidence of an
admission weight.
interview, on 08/02/11 at 5:00 PM, with Licensed
Practical Nurse {LPN) #8 revealed there were
twenty-iwo (22) residents who were admitted
from another facllity on 07/01/11 and she had
admitted Resident #10 as well as five (5) other
Evant |D: PCIM11 Facllity ID: 100268 If cantinuation sheet Page 112 of 184
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| Orders for ST and OT to evaluate and treat.

of the recommendations to obtaln orders.

residents that day. She stated she did not obtain
weights for the residents gshe admitled on
07/01/11 because it was overwhelming.

Review of the facility Welght Record revealed the
first weight obtalned on Resident #10, was on
07/15/11 and was recorded as one '
hundred-fourtean (114) pounds. This was a
significant weight loss of.six (6) pounds (5%) from
the resident's weight prior to admission.

However, there was no evidence the resident's
physiciah had been notified of this weight loss.

Review of the Nulritional Disorders Note, dated
07/15/11, wrilten by the Registered Dietitian
revealed the resident was known to the writer
from the previous faclity and was noted to have a
marked decline In PO (by mouth}intake since the
move to the new facility and required more
assistance than usual. Further review revealed
the resident's PO intake was twenty-five to fifty
percent (25-50%) per documentation,

Review of the Distician/Mutritional
Recommendations mate by the Dietitian on
07/16/11, revealed recommendations for a
Pre-albumin, Complete Blood Count (CBC),
Renal Panel, Speech Therapy (ST) Screen,
Qccupational Therapy (OT) Screen, and liberalize
diet to regular/discontinue the Consistent
Carbohydrate Diet. Review of the Physiclan's
Orders, dated 07/19/11, revealed Physician's

However, there was no documented evidence of
orders related to obtaining a Pre-albumin level, a
CBC, Renal Panel or liberalizing the diet and no

documented evidence the Physician was hotified

Remaining residents have been assessed
by dietician and/or Diet tech for weight
variations and care plans updated as
appropriate on 8/30/11, 9/15/2011 and
9/19/2011,

The facility is obtaining a weekly weight
on new admissions X(4) weeks and then
the dietician determines if weekly weight
are still necessary.

An admission check list has been
developed by the D.ON, to include
admission weight to be reviewed by the
L.D.T. (Interdisciplinary Team) during the
morning meeting to assure compliance,
The policy for admissions was reviewed
and revised.

Nurses and CNA’s were in-serviced
8/4/11, 8/16/11, and 8/18/11, 8/24/11 on
meal service, hydration program, lab
processing, doctor notification, admission
policy, recording meal infake and weekly
weights by D.O.N./A D.O.N. and/or
Nurse Consultant. Dietician and/or diet
tech will audit weekly weights for the
next 4 weeks. Diet tech, is monitoring
staff for (2) two meals/day, 5 days each
week for 4 weeks to see proper hydration
and nutrition is followed.

The audit findings will be submitted to
the Quality Assurance Committee (QA).
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.weight loss, decline in PO (by mouih) intake,

-| Review of the Care Area Assessment Summary,

Review of the resident's Plan of Care, dated
07/15/11, completed by the Distltian, revealed the
resident was at high nutritional risk related 10

need for therapeutic diet, and diagnosis of
Diabetes Mellitus with a goal stating the resident .
would maintain a weight of one hundred fourteen
(114) pounds: The Interventions included
monitoring intake of meals and recording
percentages, weekly weights, and nolifying the
Physician of any significant changes.

Review of the Admission Minlmum Data Set
(MDS) Assessment dated 07/26/11 revealed the
facliity assessed the resident as having short and
long term memory problems and as having
severe impairment in cognitive skllls for declsion
making. Further review revealed the facility
assessed the resident as requiring one person to
assist the resident with eating and as having a
weight loss of five (5) percent (6%) in the last
month or loss of ten percent (10%) or more In the
last six {(6) months.

dated 07/26/11, revealed the resident had
functional problems which affected the ability to
eat including Arthritis, vision problems, the need
for a special diet, and the inability to perform
Activities of Dally Living (ADL's) without-
significant physical assistance. Further review
revealed the resident was at high nutritional risk
related to welght loss qver six (6) months and the
resident’s intake had declined regquiring the
resident to require more assistance with meals.

Interview, on 07/28/11 at 10:15 AM, with the

4. To assure compliance with weekly -
weights and insure care plans have been
updated along with physician notification
nurses were inserviced on the revised
weight loss policy and protocol by the
‘D.ONJ/A.D.O.N. and/or Nurse
Consultant on 8/18/11 and 8/24/11

- Ifproblems are identified during the
monitoring process immediate corrective
action will be taken, staff involved will b
redirected and the procedure/system will
be reviewed as noted below for any
revisions or adjustments.

The facility administration’s role in the
monitoring is to track that the monitors
are being completed and any identified
corrective action are implemented.
Review and/or revision of policies will by
indicated-by the administrator sign off on
the policy. .

. The QA committee is made up of at least
the following members, Administrator,
Director of nursing, Medical Director,
MDS Nurse and Assistant Director of
nursing, Findings of audits will be
reported to QA monthly for review and
recommendations. QA meetings have
taken place on 8/1/11, 8/14/11, 8/31/11
and 9/30/11.

¢

P
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Dietary Techniclan revealed she was to ensure
the weights were obtained and performed
calculations to identify weight losses, She further
stated the Certified Nursing Assistants (CNA's)
obtained the weights, the nurses entered the
weights in.the computer, and she received the
" handwritten welghts from the weight book to
review. Continued interview revealed there were -
twenty-two (22) residents moved from another
tacility on 07/01/11 and those residents weights
were not obtalned on admission including
Resident #10. She stated the weekly weights
may not have been done.

Interview, on 08/02/11, at 12:40 PM with the
Dietitian revealed the facility did not obtain
welghts for the residents who were admitted on
07/01/11 until 07/15/11, although she had
requested weights since 07/01/11. Further
interview revealed she had the previous facllity's
welght for Resident #10 hecause she worked at
the resident's previous facility. She stated she
had noticed the weight loss, on 07/15/11, after

" | finally recelving the weights. She stated she
recommended the lab work, ST and OT screens,
and liberalizing the diet. Further interview
_revealed she wrote recommendations on & form,
and gave coples to the unit nurses In order for
them to notify the Physiclan of the
recommendations and obtain the recommended
orders. She stated her recommendations, dated
07/15/11, were not followed in reference 1o
ordering the labs and liberalizing the diet. She
further stated she made new recommendatlons
on 08/02/11.

Heview of the new. recommendations dated
08/02/11 revealed recommendations to obtain a
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1 07/15/11; howevet, there was no documented

07/22/11 at lunch, 07/28/11 al breakfast and

Continued From page 115

Pre-atbumin, Renai Panel, CBC, urine specimen,
discontinue the consistent carbohydrate diet, and
assess the need for Lasix (diuretic medication) in
light of weight loss. -

Review of the Physician's Orders dated 08/02/11
revealed orders written by the Dietitian which
stated "recommend"; obtalning labs including a
Pre-Albumin, CBC, BMP(Basic Metabolic Panel),
liberalizing diet to Regular, asking the Physician
to assess Lasix dose, and notifying the Physician
of a weight loss of 12% in the last six (6) months.
Further review revealed a Physician's Order .
dated 08/02/11 for Med Pass 2.0 (dietary
supplement) 120.milllliters twice a day.

Interview, on 08/02/11 at 3:30 PM, wilh Licensed
Practical Nurse (LPN) #5 revealed she had faxed
the dietary recommendatlons to the Physician on

evidence the recommendations were faxed or
that the Physician had been notified of the
recommendeations,

Review Resident #10's Meals. & Welght Record
for July 2011 revealed there were several meals
which were not recorded fot intake including
07/02/11 at supper, 07/04/11 at breakfast and
lunch, 07/05/11 at supper, 07/06/11 at lunch,
07/09/11 and 07/10/11 et breakfast and lunch,
07/12/11 at supper, 07/15/11 at lunch, 07/18/11
and 07/19/11 at lunch, 07/21/11 at supper,

lunch, and 07/31/11 at supper. Further review
revealed on the days all three (3) meals were
recorded, the average meal intake for the
twenty-four hours was 41% 1o 78%.

F 325
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. | Continued interview with the Dietitlan on 08/02/11

at 12:40 PM revealed she could get a general
/idea of the meal consumption from the Meals and
Weight Record; however, had noted there were
several meals for alf the residents in which there
was no documentation of meal intake and she
had concerns.

Interview, on 07/27/11 at 4:25 PM, with Licensed
Practical Nurse (LPN) #4 who was consistently .
assigned to the resident, revealed the Nurses did
not review the Meals and Welght Record and the
aldes were to let the Nurses know if there was a
decrease in food intake. ‘She stated if poor intake
‘was reported by the aides, the Nurses were to
call the Physiclan. She further stated Resident
#10 had poor intake sporadically; however she
was unaware of the waight.loss,

Interview on 08/04/11, at 4:50 PM, with Certified
Nursing Assistant (CNA) # 21, who was assigned
1o the resident, revealed she was to verbally
report to the nurses if a resident was not eating
well and document the resident's consumption in
the kiogk (computer). ' She stated the kiosk would
show the residents consumption for a week at a
time; howevet, she did not conslstently review the
Intakes.

Interview with the Attending Fhysician, on
08/04/11 at 1:00 PM, revealed he was unaware of
the resident's welght loss since the transfer to the
facliity until recently. He further stated he was
unaware of the dietary recommendations dated
07/M15/11 until 08/02/11,

Interview, on 08/04/11 at 10:00 AM, with the
| previous Director of Nursing (DON) who worked
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at the facllity until 07/15/11, revealed she would
not have expected the nurses to obtain admission
welghts because the rasldents would have June
2011 weights from the previous facility.
Continyed-interview revealed the CNA's were to
input the meal consumption in the computer and
the Nurses were to monitor the intake If there was
a problem with residents not eating; however, the
Nurses did not need to monitor the residents’
intake on a daily basis.

Interview,-on 08/04/11 at 4:30 PM, with Nurse
Consultant #1, Nurse Consuitant #2 and the
interim DON, revealed they baecame aware of
Resident #10's significant weight loss on 08/03/11
and recognized there was a problem relatedto
timely notification to the Physician of weight loss
and distaty recommendations not being followed.
Further interview revealed the Dletitian would he
writing recommendations on the Physician’s
Orders with the chart flagged for the nurse to
follow up with notification to the Physician.

2. Record review revealed the facility admitted
Resident #11 on 07/01/11 with diagnoses which
included Diabetes Mellitus, Cérebral Vascular
Accident, and a Gastric Feeding Tube.

Review of the resident's Plan of Care daled
07/07/11 revealed.the resident required tube
feeding due to a history of Dysphagle which
impeded adequate PO (by mouth) intake, and
was at high nutritional risk. The goals Included
maintaining weight and increasing PO Intake to
at least 75% of meals. The interventions included
monitoring the percentage of PO intake each
meal daily and weekly weights. Review of the
Physician's Orders dated 07/14/11 revealed
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orders for weekly welghts.

" Review of the-Meals & Weight Record for 07/11
revealed meal percentages were not consistently
recorded for intake Including 07/01/11 at lunch,
07/02/11 at supper, 07/04/11 at breakfast and
lunch, 07/05/11 at supper, 07/06/11 at lunch,
07/09/11 and 07/10/11 at breakfast and lunch,
07/12/11 at supper, 07/15/11 at lunch, 07/18/11
and 07/19/11 at lunch, 07/21/11 at supper,
07/22/11 at lunch, and 07/26/11 at supper.
Further review revealed on the days all three
meals were recorded the average meal! Intake for
the twenty-four hours was 33% to'75%.

Review of the Dietary Weight Report revealed the
tirst weight obtained at the facliity was on
07/15/11 for 205 pounds, and the second weight
was obtained on 07/28/11 at 206 pounds. There
was no evidence of an admission welight or
weekly weights obtained.

Interview, on 08/02/11 at 5:00 PM, with Licensed
Practical Nurse {LPN) #8 revealsd she had
admitted Resident #11 and did not ohtain a
welght on admission due to multiple residents
being admltted at the same time,

3. Review of the clinical record revealed the
facllity admitted Resident #7 from another facility,
on 07/01/11, with diagnoses which Included
Gastroesophageal Reflux Disease, Dyslipidemia,
Coronary Attery Disease and Chronic Pressure
Ulcers.

Review of the Comprehensive Care Plan, dated
07/07111, revealed the facility identified Resident
#7 resident as being a high nutritional rigk.
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Continued review revealed Interventions ior'
monitoring meal intake and weekly weight
trending. ,

Review of the Weight Record for the petiod
07/01/-08/05/11 revealed Resident #7 was flrst
weighed on 07/15/11, two (2) weeks after
admission. Continued review revealed the next
recorded welght was two (2) weeks later, on
08/01/11.

Review of the Meals & Welght Record for the
period between 07/01/11 and 08/05/11 revealed
no intakes were recorded for twenty-five (26)
meals diuring the month. Only six (6) snacks
were dacumented during the same period.,

.| 4. Review of the clinical record revealed the .
facliity admitted Resident #1 on 07/01/11 with
diagnoses which included Alzheimer's Disease,
Anxiety and Depression. Continued review
revealed the resident was status post
Cardiovascular Accident and dependent on staff
for all care,

Review of the Comprehensive Care Plan
revealed the resident was assessed to.be high
hulritional risk related to-Dysphagla, with a history |-
-of poor intake and welght loss. Interventions
included "monitor intake of meals and record
percentages.”

Review of the Meals & Weight Record for
07/01-08/05/11 revealed no documentation of
meal intake for twenty-four (24) meals during the
period. Continued review revealed the only
documented weight for Resident #1 was on
07/16/11. There was no evidence weekly weights
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.| Review of the Comprehensive Care Plan

were being obtained.

5. Review of the clinical record revealed the
facility admitted Resident #6 on 07/01/17 with
diagnoses which included Aizheimer's Disease
and Hyperiipidemia,

revealed the resident was assessed as high
nitritional risk. Interventions included Instructions
to monitor percentage intake each meal.

Record review revealed no evidence FHesident #6
was weighed by the tfacility upon admission as
per facliity protocol. Further review revealed
Resident #6 was not welghed until 07/15/11, two
(2) weeks aftar admission.

Review of the Meals & Welght Record revealed
no documentation of thitty-three (33) meals
between 07/01/11 and 08/04/11. Continued
review revealed only five (5) snacks were
recorded during the same period.

4, Record review revealed the facility admitted
Unsampled Resident B on 07/01/11 with
diagnoses with Dementia and Diabetes Mellitus.

There was no documented evidence the facility
welghed the resident on admisslon as per faciiity
policy, as evidenced by the first weight cbtained
on 07/15/11, fourteen (14) days after admission.

Review of the resident's "Meals and Weight"
documentation revealed of the iwenty-five
documented days from 07/02/11 through .
08/04/11, sixteen (16) of the seventy-live (75)
meals had no documented intake. Continued
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| welght was entered 07/15/11.

Continued From page 121

review revealed nine (9) days between 07/02/11
and 08/04/11 had no documented intake for any
meals, 07/05/11, 07/08/11, 07/14/11, 071 6/11,
07/17/11, 07/18/11, 07/21/11, 07/23/11 and
07/24/11. .

5. ‘Record review revealad the facility admitted
Resident #8 on 07/01/11. There was no
documented evidence of an admission weight or
weekly weights as per facllity admission policy -
and procedure. Resldent #8's first recordad

Review of Resident #8's Meal and Welght Record
for 07/11 revealed twenty-one (21) of ninety-six
(96) meals were not documented. In addition,
thirty-one (31) of thirty-two (32) AM shacks were
not documented, thirty-one (31} of thiy-iwo (32)
PM snacks were not documented, and thirty-one
(31) of thirty-two (32) night (HS) snacks were not
doscumented. '

6. Record review revealed the facllily admitted
Unsampled Resldent F on 07/01/11. There was
no documented evidence of an admission welght
or weekly weights. The first recorded weight was
entered 07/15/11.

Review of Unsampled Resident F's Meal and
Welght Record revealed twenty-five (25) of
ninety-slx (98) meals ware not documented. In
addition, thirty-one (31) of thirty-two (32) AM
snacks were not documented, thirty-one (31) of
thirty-two (32) PM snacks were nof documented,
and thirty-one (31) of thirty-two (32) HS snacks
were not documented.

7. Record review revealed the facility admitted

F 326
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Unsampled Resident H on 07/01/11. There was
no documented evidence of an admission weight |
or weekly weights. The first recorded weight was
entered on 07/15/11.

Review of Unsampled Resldent H's Meal and
Welght Record revealed twenly-eight (28} of
ninety-six (28) meals were not documented. In
additlon, thirty-two (32) of thinty-two (32) AM
snacks were not documented, twenty-seven (27)
of thirty-two (32) PM gnacks were not
documented, ahd thirly-two (32) of thirty-two (32)
HS snacks were not documented. :

8. Record review revealed the facility admitted
Unsampled Residents |, J, K, L, M, N, O, P, Q, R,
S and T on 07/01/11. Review of the Meal and
Welght Records for these residents revealed no
documented evidence of meal intake for
twenty-four (24) meals or more between 07/01/11
and 08/05/11. In addition, the facillty failed to
welgh these residents on admission as per facility
policy. Futther record review revealed the facility
falled to obtain & weight for the unsampled
residents ptior to 07/16/11, two {2) weeks after
admission. Unsampled Resldent R was not
welghed until 07/28/11, four {4) weeks after
admission,

Interview, on 08/04/11 at 4:30 PM, with Nurse
Consultant #1, Nurse Consultant #2 and the
Interim DON, revealed they were aweare the
weights were not completed for the residents who
were admitted 07/01/11. Further interview
revealed they were aware there was an issue with
tha meal intakes not being documented and a
recent in-service had been completed with staff
related to documenting meal intekes, Continued
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interview revealed there were no committees in
place to evaluate the residents' nutritional status.
However, they would be instituting an :
interdisciplinary team meeting which would meet
every week to discuss welghts. Further interview
revéaled the Distitian was now tracking weights
and wouid inform the Nurses and Nurse
Management of significant weight changes.

F 333 | 483.25(m)(2) RESIDENTS FREE OF _ F 233 .
85=D | SIGNIFICANT MED ERRORS

The facility must ensure that residents are iree of
any significant medication errors.

This REQUIREMENT is not met as evidenced
by:
Based on Interview and record review, it was
determined the facility failed to ensure the .
residents were free of significant medication
errors for two (2) of eighteen (18) sampled
residents (Residents #11 and #7).

Resident #11 had Physician's Orders dated 07/11
for Lantus 100 Units/ML (miililiter), inject .
thirly-seven (37) Units subgutaneously (SQ) at
9:00 PM, Review of the Medication
Administration Record (MAR) dated 07/11
ravealed the medication had not been
documented as administered 07/01/11 through.
07/15M11. Cn 07/16/11 new Physlcian's Orders
ware oblalned to Increase the Lantus Insulin to
foriy-one {41) Units at $:00 PM. However, when
staff transcribed the new order for the Lantus 41
1 Units, and discontinued the order for the Lantus
.1 37 Units on the MAR, thete was no documented
evidence the Physician was notified.
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Resident #6 was transferred to the facility with
medication orders including Baclofen, Ferrous F333

: The findings Include:

forty-one (41) Units at 8:00 PM,

Sulfate, Calcium with Vitamin D and Nadalol,
When the facility admitted the resident on
07/0111, the facility failed to transcribe the orders
correctly and Resident #6 received the wrong
dose of all four (4) medications until 07/22/11
when the discrepancy was Idenﬂﬂed by the
survey team.

Review of Resident #11's medical record
revealed the facility admitted the resident on
07/01/11 with diagnoses which lncluded Diabetes
Mellitus,

Review of the Physician's Orders dated 07/01/11
revealed orders for Lantus Insulin $00 Unlts/ML
(millifiter), Inject thirty-seven (37) Units
subcutaneously (SQ) at 9:00 PM. Review of the
Medicafion Administration Recérd (MAR) dated
07/11 reveeled the medication had not been
documented as administered from 07/01/11
through 07/15/11.

Review of the Physician's Orders dated 07/16/11
revealed orders to increase the Lantus insulin to

Further review of the MAR revealed the Lantus
Insulin 37 Units for 8:00 PM was discontinued.
and the new order for Lantus Insulin 41 Units
every day at night was handwritten in with an
arrow pointing to 07/16/11 to start the medication.

Interview, on 08/04/11 at 6:00 PM, with Licensed
Practical Nurse (LPN) #4, revealed she had

The facility ensures that residents are
free of significant medication etrors. ?/20/ 1/
Resident #11°s physician was notified by
the surveydr of the medication omission
at the time of the survey and revised
orders were received by a staff nurse on
B/4/2011. No adverse effects were noted
from the omission.

Resident #7 medication order has been
clarified with physician and he is
receiving correct dosage of medication
with no adverse effects noted.

Resident #6 was incorrectly identified.
The listed medication orders are for
Resident #7. D. O, N. clarified resident
orders with his physician on 8/4/2011,
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transcribed the order on 07/16/11 for the Lantus
41 Units and dissontinued the Lantus 37 Unlis on
the MAR, She stated, she realized the MAR had
not been stgned. off as the Lantus Insulin being
administered at 8:00 PM fer 07/01/11 through
07/15/11; however, did not remember calling the
Physician to notify him or questioning the nursing
staff about the lack of documentation.

Further interview, on 08/05/11 at 3:00 PM, with
LPN #4 revealed the Physician was notified on
08/04/11 that the Lantus Insulin 37 Units was not
documented at 9:00 PM for 07/01/11 through
07/16/11 aiter surveyor intervention. She further
stated & Physiclan's Order was recelved at that
time to decrease the 9:00 PM scheduled Lantus
insulin 10 37 Units. Continued interview revealed
she felt it was a significant mistake to fail to notify
the Physician of the 9:00 PM Lantus [nsulln not
being documented as administered at the time
she was transcribing the order for the increased
dose of Insulin,

Interview, on 08/05/11 at 3:30 PM, with the
Attending Physiclan, revealed he was not notifisd
of the lack of documentation oh the MAR
indicating the Lantus Insulin 37 Units was not
administered from 07/01/11 through 07/15/11 at
the time he wrote the order. He stated he thought
the resident's blopd sugar was higher than it
should have been and that was the reason for the
Order forthe Increased dosage of insulin on
07/168/11, He further stated It was a significant

as ordered. Further interview revealed the
resident could have had a reaction related to not
receiving the Insulin as ordered, and then
receiving an increased dose of 41 Units.

- new orders received as appropriate,

-all residents was completed on 8/5-8/7/11
by a MedCare Pharmacy consultant to
determine if additional clarification of
‘orders was indicated. Physicians were
notified with clarifications needed and

See Element #2 above. Audit compared
MD orders with MAR’s.
Nurses were re-inserviced 8/4/11, and
8/18/11 on the admission process,
medication administration, doctor order
processing, and physician notification by
D.O.N., A.D.O.N. and/or nurse
consultarts as well as pharmacy
consultant. Med Pass Observations will
be done by the D.O.N., A.D.O.N and/or
Pharmacy consultant on a quarterly basis.
Pharmacy consultant is conducting med
pass observation audits for licensed
nurses with findings reported to D.ON,’
D.ON,, AD.O.N. andfor nurse
_consultants who will audit 5 resident
medication administration records
(MAR’s) each week for the next 4 weeks
to assure medication administration and
med pass timeliness.
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to not administer [nsuiin as ordered, because the

Continued interview revealed the nurse who
transctibed the order for the increased dose of
Insulin should have contacted him regarding the
lack of documentation on the MAR,

Interview, on 08/05/11 at 2:00 PM, with LPN #5,
who was assigned to administer medication to
Resident #11 on 07/01/11, 07/05/11, 07/09/11,
07/10/11, and 07/14/11 revealed she did not
remember administering Lantus 37 Units to
Resident #11 at 8:00 PM, even though she signed
off the medication as being administered, Further
interview revealed she was hired at the facility on
06/20/11 and had been a nurse for three (3)
years. She further stated pharmacy had
observed her on medication pass for competency
at another facility, however, she had never been
observed on medication pass at this facillty. She
stated she recelved orientation at the fagility
which Included following a medication nurse on
the medication cart. Continued interview
teveaied it would be a significant medication error

resident could have an adverse effect.

Interview, on 08/06/11 at 3:35 PM, with LPN #86,
who.was assignhed to administer medication to
Resident #11 on 07/06/11, 47/0711, 07/08/11,
071141, 07/12/M11, 0713/11, and 07/15/11,
revealed she had been licensed as a nurse since
02/11 and was hired at the facliity on 06/20/11.
She stated she had received orientation to
administering medication by watching a video and
by following another nursé on the medication car;
however, she had never been observed for
compelency while passing medications. She
stated if she was withholding a medication, she
would document her initlels and circle the inltials
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F 333 | Continued From page 126 F 333 If problems are identified during the

monitoring process immediate corrective
action will be taken, staff involved will be
redirected and the procedure/system will
be reviewed as noted below for any
revisions or adjustments.

The facility administration’s role in the
monitering is to track that the monitors
are being completed and any identified
cotrective action are implemented,
Review and/or revision of policies will be
indicated by the administrator sign off on
the policy. :
The QA committee is made up of at least
the following members, Administrator,
Director of nursing, Medicat Director,
MDS Nurse and Assistant Director of
nursing. Findings of audits will be
reperted to QA monthly for review and
recommendations. QA meetings have
taken place on 8/1/11, 8/14/11, 8/31/11
and 9/30/11. _ _ '
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as well as write a reason for holding the
‘medication on the hack of the MAR. Further
inferview revealed she was administering
Resident #11's 9:00 PM scheduled Lantus Insulin;
however, was not signing it on the MAR because
the other nurses were not sigring it. She stated
she was new and had to question the other
nurses on a lot of issues; however, had not
questioned the nurses related to their reason for
not signing out the medication.

interview, on 08/03/11 at 11:16 AM, with the

" | Pharmacist revealed he tried to watch medication
pass with each nurse at least once a year, and
the last time he watched a nurse on medicafion
pass was in 02/11 or 03/11. Further-interview, on
08/06/11 at 6;00 PM, revealed it was a significant
medicatlon error fo not administer Insulin
hecause If Insulin was not administered as
ordered, the resident's blood sugar would not be
under control.

2. Record review revealed the faciitly admitted
Resident #7 on 07/01/11, from another facllity
with diagnoses which included Coronary Artery’
Disease, Hyperension and Anemia.

Review of the Physiclans Order Sheat, dated

'[ 08/30/11 from the previous facility, revealed
Resident #7 was to be transferred to the fecelving
facillty with continuation of all orders, including
the following medication order: Nadalol (for high
blood pressure) 5 mg once daily. Review of the
admission Physician's Orders for July 2011
revealed the medication was resumed on
admission by the facility as follows: Nadalol 10
mg once dally.
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Review of the MAR for the entire month of July
2011 reveated the drug was administered
according to the Incorrect dose Initlated by the
facliity upon admission. Review of the
Physician's Orders and the MAR for August 2011
revealed the order had been verifled by the
Physiclan, only after surveyor intervention.

Upon comparétlve review of the transfer orders
and the admission order with the Pharmacist on
08/02/11, he confirmed order disorepancy.

interview with the Pharmacist, on 08/02/11 at 2:50
PM, revealed the facility Pharmacy also served
1 the prior facility. He stated the medications from
the previous facility were already in the
Pharmacy's computer system when the residents
were admitted by the facility. He reported the
facility requested new orders be printed for
Reslident #7 on 07/01/11, the date of admission.
Continued interview revealed the medication
orders should have been the same when printed
and he could not explain what-had happened. He
stated he had no knowledgs of tha error prior 1o
being notifled by the survey team. On further
interview, the Pharmacist acknowledged the
doubled dose of Nadalol, given for high blood
.| pressure, could be considerad a significant arror.
Subseguent interview with the Pharmacist, on
08/05/11 at £:00 PM, revealed it was the
Pharmacy's responsibility to ensure admission
medication orders were correct. He stated he
visited the facliity on 07/13/11 to conduct the
monthly Medication Regimen Review {MAR). He
further stated he did not identify the discrepancy
in medication orders during the review.’

F 356 | 483.30(6) POSTED NURSE STAFFING F 366
" 88=D | INFORMATION
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o Facllity name,
o The current date.
o The total number and the actual hours worked
by the following categories of licensed and
unlicensed nursing staff directiy responsible for
resident care per shift:
.~ Registered nurses.
- Licensed practical nurses or licensed.
vocational nurses (as defined under State law).
- Certitied nurse aides.
0 Resitent consus. .

The facility must post the nurse staffing date
specified above on a dally basis at the beginning
of each shift. Data must be posted as follows:

o Clear and readable format.

0 In a prominent place readlly accessible to
resldents and visitors.

The facllity must, upon oral or written reguest,
make nurse staffing data avallable to the public
for review at a cost not 1o exceed the community
standard.

The fdcility must maintain the posted daily nurse
staffing data for @ minimum of 18 months, or as
required by State law, whichever is greater.

This REQUIREMENT Is hot met as evidenced
by:

Based on observation and interview it. was
determined the facilily falled to post the nurse
staffing dala requirements in a prominent place
readily accessible 10 residents and visitors.

F356

., Human Resource Director and the nurses

. If problems are identified during the

ADONNA MANOR .
M ‘ VILLA'HILLS, KY 41017
(%) 1D BUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION ey -
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
T TAG- REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
- F 356 | Continued From page 129 F 356

The tacllity must post the following information on
a dally basis:

The facility posts daily nurse staffing
date in a clear and readable format in 4 ?/20/ 1l
prominent place and maintains the data
as required by State law.

The facility is posting daily nurse
staffing data,

No residents were affected by this
practice.

have been inserviced by D.O.N./ A.D.O.N.
and/or nurse consultants on the
requirement to post nurse staffing on ‘
08/04/11. D.ON, A.D.O.N and/or nurse
consultants will audit the nurse staff’
posting 5 times each week for the next 4
weeks.

monitoring process immediate corrective
action will be taken, staff involved will be
redirected and the procedure/system will
be reviewed as noted below for any
revisions or adjustments,

The facility administration’s role in the
monitoring is to track that the monitors arg
being completed and any identified
corrective action are implemented. Review
and/or revision of policies will be
indicated by the administrator sign off on
the policy.
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The QA committee is mad
The findings include: the following members, A gr::].‘;li';ir’:té‘?‘“t
: Director of nursi i i ’
Observation during tour of the facility, on 08/03/11 MDS Nur'sen:;?gi’s?:t:i':ghplrec“’r»
at 9:00 AM, revealed there was no posing of a nursing. Findings of audit .]‘;"t‘;"’ of
Nurse staffing data sheet in a prominent place reported to QA month] fs Wil be
readily accessible to residents and visitors. recommendations. QA 5r’n e";i’:g’;"f:l :ﬂd
. <]
Interview, on 0B/03/11 at 9:40 AM, with the e iace on 8/1/11, 8/14/11, 8/31/11
facllity's Interim Director of Nursing (DON) '
revealed she was not aware of the facility posting
the nursing staffing data information in a public
place. She said the facllity's Human Resource
Manager may be more familiar with this
raquirement,
interview, on 08/03/11 at 9:50 AM, with the
facility's Human Resources Manager revealed
she did not know that posting this information was
requirement and that the nursing staffing data
was not being posted at all.
Interview, on 08/03/11 at 11:50 AM, with RN #3
(Nurse Consultant #1) revealed the nurse staffing
data was currently not being posted.
F 371 | 483.35()) FOOD PROCURE, . F 371
58=p | STORE/PREPARE/SERVE - SANITARY

| The facility must -

(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authoritles; and

(2) Store, prepare, distribute and serve food
under sanitary conditions
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F 374 | Continued From page 131 o F371| - The facility maintains that it stores,
) prepares, distributes and serves food |-
“This REQUIREMENT Is not met as evidenced under sanitary conditions. 1 o / l , _
by: : 1. Noresidents were affected by this zvh
Based on observation and interview it was : practice,
determined the facillly failed to prepare and
.| distribute food under sanitary condltions. 2. No residents were affected by this
Observation of the 08/04/11 lunch time meal practice.
service revealed improper weatring of hait nets. 3. Facility is wearing hair nets
' : appropriately. :
The findings include: X Staff has been in-serviced by Dietician of
.Diet Tech on properly wearing hairnets
Observation, on 08/04/11 at 12:15 PM, revealed ' on 8/4/11.
SRNA #15's hair net did not properly cover het 4. Diet tech, is monitoring staff for proper
hair. There was hair which was uncovered use of hair nets 2 meals/day, 5 days each
protruding from the bottem of the back of the hair ' week for the next 4 weeks. If problems

net. SRNA #15 was observed to stand near the
residents' serving line and was observed to walk
Into the kiichenette with exposed halt. interview
with SRNA #16, on 08/04/11 at 12:62 PM,
revealed her hair net should have fully covered
her halr because her hair could fall out and into

are identified during the momtormg

process immediate corrective action will
be taken, staff involved will be redirecied
and the procedure/system will be
reviewed as noted below for any revisions

‘s food ot adjustments,
resldent's food. : The facility administration’s role in the
Observatlon, on 08/04/11 at 12:35 PM, revealed m‘"{)“?"'"g 18 “} track that the monitors
SRNA #6's hair net did not fully cover hair while are being completed and any identified
she was plating resident's food during the lunch corrective action are implemented.
time meal service. Interview with SANA #8, on Review and/or revision of policies will bg
08/04/11 at 12:50 PM, revealed her halr net . indicated by the administrator sign off on
should have fully covered her halr In order to ?;epgiczomm]uee i made up of at et
iting inta resident's food.
keep halr from falling ' the following members, Administrator,
Intervlew with the Diel Techniclan, on 08/04/11 at Director of nursing, Medical Director,
2:55 PM, revealad hair nets should be completely MD§ Nur§e a_nd Assistant Director of
covering halr while serving and if walking near nursing. Findings of audits will be
food. reported to QA monthly for review and
F 425 | 483.60(a),(b) PHAFIMACEUTICAL SVC- F 426 recommendations.

ss=F | ACCURATE PROCEDURES, RPH
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F 425 | Continued From page: 132 Fa425|
The facillty must provide routine and emergency
drugs and blologicals to its residents, or obtain : _
them under an agreement described in F425 .
§483.75(h) of this part. The facility may permit The facility maintains that it provides ﬁ‘[;a[ )}
unlicensed personnel to administer drugs if State pharmaceutical services (including |
Elrggr?/mg:obflg ﬁgéiggg?\rutg% generel procedures that assure the accurate . /
o acquiring, receiving, dispensing and
Afacility must provide pharmaceutical services administering of all drugs and

(including procedures that assure the accurate biological) to meet the needs of each
acquiring, recaiving, dispensing, and resident.
administering of all drugs and biologicals) to meet
the needs of each resident. ' Resident #11’s physician has been

- notified of the.medication omission b
The facility must employ or obtain the services of staff nurse on 7/28/2011 and revised y
a licensed pharmacist who provides consultation orders were received. No adverse effects
on all aspects of the provision of pharmacy were noted,
services In the facilty. Resident #7 medication order has been
‘clarified by D.O.N. on 8/4/2011 with
physician and he is receiving correct
dosage of medication. No adverse effects
This REQUIREMENT Is not me as evidenced were noted.
by . ‘.

Based on record review and interview, it was Qa‘:h(f"ga‘]’yt a;d“ gf Sa'; g}ﬁ‘gla“ orders
determined the facility failed to provide Mod CO Ppehe on 8/>- ya
pharmaceutical services, inciuding procedures to are Pharmacy consultant to
ensure the accurate acqulring, receiving, determine 1f ad_dmonal clarification of
dispensing, and administering of all drugs to meet Ol‘d'ers was md:ca_ted. Physwmns were
the needs of each resident. .The facillty falled to . notified with clarifications needed and
verify the admission orders with the transfer new orders received as appropriate.
orders when the facility admitted twenty-two {22)

 residents from another facility, on 07/01/11. As a

result of the facility's failure, two (2) of sighteen
(18) sampled residents (#7 and #11), received
[naccurate dosing of medications, that were
determined to be significant medication errors.
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-Review of the admission Physiclan's Ordsrs for

Resident #7's admisslon medication orders
Included Baclofen, Ferrous Sulfate, Calcium with
Vitamin D, and Nadalol. The rﬁedicatlbns were
carried over from the previous facility with
inaccurate dosing instructions.

Resident #11 had admission medication orders,
including Lantus Insulin, thiry-seven (37) units to
be given every night. However the transfer
orders from the previous facllity included Lantus
Insulln, thirty-two (32) units to be given every
night.

The findings Include:

1. Review of the Clinical Record revealed the
facility admitted Resident #7 on 07/01/11 wilh
diagnoses which included Coronary Artery
Disease, Hypertension and Anemia.

Review of the Physiclan's Order Sheet dated
06/30/11 revealed Resident #7 was to be
transferred to the facllity with continuation of all
orders, including the following medication orders:
Baclofen 10 milligrams (mg) twice dally and every
six hours as needed (to be given between
scheduled doses); Ferrous Sulfate (iron) 325 mg
twice datly; Calclum 500 mg with Vitamin D 125
international units (IU) twice daily, and Nadalol
(for high blood pressure) 6 mg once daily.

July 2011 revealed the medications were
resumed on admigsion by the facility, on
07/01/11, as follows: Baclofen 10 mg every eight
hours as needed; Ferrous Sulfate 325 mg onge
daily; Calcium 500 mg with Vitamin D 200 U
once daily; and Nadalol 10 mg once dally. -

All Nurses were re-inserviced 8/4/11
and 8/18/11, on the admission process,
medication administration, doctor order
processing, and physician notification by
D.O.N. and/or Nurse Consultant as well
as Pharmacy consultant,
Pharmacy consultant is conducting med
pass observation audits for licensed
nurses with findings reported to D.O.N.
D.O.N,, A.D.O. N and/or Nurse
“Consultant will audit (S) five resident
medication administration records
{(MAR’s) each week for the next (4) four
weeks to assure medication
administration and med pass timeliness.
Audits included comparison with the MD

- orders. If problems are identified during

the monitoring process immediate
corrective action will be taken, staff
involved will be redirected and the
procedure/system will be reviewed as
noted below for any revisions or
adjustments.

The facility administration’s role in the
monitoring is to track that the monitors
are being completed and any identified
corrective action are implemented.
Review and/or revision of policies will bq
indicated by the administrator sign off on
the policy.

The QA committee is made up of at least
the following members,” Administrator,
Director of nursing, Medical Director,
MDS Nurse and Assistant Director of
nursing. Findings of audits will be
reported to QA monthly for review and
recommendations,

MADONNA MANOR ) VILLA HILLS, Ky 41017 _
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F 425 | Continued From page 133 F 425 See Element #2 above,
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SUMMARY STATEMENT OF DEFICIENCIES

'| medications were administered according to the

Review of the Madication Administration Record
{MAR) for the month of July revealed the

incorrect doses initiated by the facllity upon
admission,

Upon comparative review of the transfer orders
and the admission orders, with the Pharmacist on
08/02/11, he confirmed the errars had occurred.

2. Review of Resident #11's medical record
revealed the facility admitted the resident, from
another facility, on 07/01/11 with diagnoses which
Included Diabetes Mellitus.

Review of the the transfer orders dated 06/30/11
revealed Resldent #11 was to transfar to the
receiving facllity-with continuation of all current
orders. The medication orders included Lantus
nsulin 100 Units/ML (mililliter), inject thirty-two
(32) units subcutaneously (SQ) every evening.

Review of the admisgsion Physician's Orders
dated 07/01/11 revealed the order for Lantus
Insulin 100 Units/ML (milliiter), inject thirty-seven
(37) Unlts subcutaneousiy (SQ) at 9;00 PM.

Review of the MAR for July 2011 revealed the
order was printed at the wrong dose of
thirty-seven (37) units. However, there was no
documented evidence the Lantus insulin was
ever given. (Refer to F 333)

Interview with the Pharmacist, on 08/02/11 at 2:50
PM, revealed the facility Pharmacy also served
the prior facliity. He stated the medications from
the previous facility were already in the
Pharmacy's computer system when the residents

41D D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
: DEFICIENCY) -
F 426 | Continued From page 134 F 425
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F 425} Continued From page 135 . F 425

were admitted by the facility. He further stated
the facility requested new orders be printed for all
twenty-two (22) residents on 07/01/11, the date of
admission. Continued interview revealed the
medicatlon orders should have been the same
when printed and he could not explain what had
happened. He stated he had no knowledge of
the errors prior to heing notified by the survey
team. On further interview, the Pharmacist
acknowledged the doubled dose of Nadalol, given
for high blood pressure, could be considered a
significant error. During follow-up interview with
the Pharmacist, on 08/03/11 at 11:156 AM, he
confirmed the Lantus Insulin error. He stated

1 Improper administration of insulin could be
setious, as It would affect the resident's blood
sugar levels.

Subsequent interview with the: Pharmaglst, on
08/05/11 at 8:00 PM, revealed It was the
Pharmacy's responsibility to ensure admission
medications orders were correct. He staled he
visited the facility on 07/13/11 to conduct the
monthly Medication Regimen Review (MRR). He
further stated he did not identify the discrepancies
in medication orders at that time.

F 441 | 483.65 INFECTION CONTROL, PREVENT " FaM
§5=K | SPREAD, LINENS ‘

The facility must establlsh and maintain an
infection Control Program designed to provide a
safe, sanitary and comtortable environment and
to help prevent the development and transmission
of disease and infection.

(&) Infection Control Program
The facility must establish an Infection Control -
Program under which It -
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(1) Investigates, controls, and prevents infections | F441

in the facility, :

(2) Decides what procedures, such as isolation,
should be applied to an individua! resident; and
(3) Maintains a record of incidents and corrective
actions related to infections.

(b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs Isolation to
prevent the spread of infection, the facllity must
Isolate the resident.

(2) The facility must prohiblt employees with a
communicable disease or Infected skin lesions
from direct contact with residents or their food, i
direct contact will transmit the diseass.

(3) The facility must require staff to wash thelir
hands after each direct resident contact for which
hand washing is Indicated by accepted
professional practice,

Resident #3 no longer resides at the facility.

The facility maintains an Infection '
Control Program designed to provide a 01 Ii‘o! | /
safe, sanitary and comfortable

environment and helps to prevent the |-
development and transmission of
disease and infection.

Resident #10,11,16, E,U,V,A,W,B

Blood glucose monitoring device is being
sanitized between use per facility protocol,
manufacture recommendations and CDC
guidelines when used. No adverse effects
have been noted with these residents,
Resident #7 no longer needs contact
precautions. Staff is following appropriate
standard precautions with dressing changes.

oL 4. No other residents have been determined to
0) LInens be affected from this practice as evidenced
Personnel must handle, store, process and by lab results obmineﬁ-at the time of survey
};?235:: linens so as to prevent the spread of for all residents utilizing the glucometers,
3. Nursing staff in-serviced by D.O.N,,
A.D.O.N, and/or Nurse Consultant on
: infection control policy, wound care
. ) . guidelines, and hand washing on 8/4/11,
g;;.ls REQUIREMENT is not met as evidenced 8/16/11, and 8/18/11.
Based on observation, interview, record review, D.O.N., A.D.O.N. and/or Nurse Consultant
review of Centers for Disease Control and will audit mfe:ctlon control procedures such
Prevention (CDC) guidelings, manufacturers as hand washing and proper wound
instructions, and the facility's policy and protocols during normal rounds 3 times
procedurs, it was determined the facliity falled to weekly for the next 4 weeks. Diet Tech, is
establish and maintaln an infection contra! monitoring staff for hand washing (2) two
program to ensure a safs environment and to meals/day, 5 days each week for 4 weeks .
with results presented to D.ON,
FORM CMS-2587(02-89) Previous Varslons Obsolete ' Evant 10: PCJIM11 Facilty ID: 100268
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_ Glucose sanitation audits will be completed
F 441 | Continued From page 137 F441| by D.O.N/A.D.O.N. and/or Nurse

"| fallure had a likelihood to affect which included

help prevent the development and transmission
of infection for two (2) of eighteen sampled
(Resident #10 and #11) residents and two (2)
Unsampled Residents (Unsampled A and B).

The tacility failure to ensure staff properly
disinfected shared blood glucose monitors after
each use. The facllity failure to ensure staff were
knowledgeable related to the facility's policy
regarding biood gltcose monitor cleaning.

On 07/28/M11, tacllity staff failed to disinfect the
blood glucose monitor according to
manufacturer's recommendations and CDC
guidelines between testing the blood sugar levels
of Residents #10 and #11. In addition, facility
staff was observed using a blood glucose monitor
to test Unsampled Resident A and Unsampled
Resident B's blood sugar levels.without
disinfecting the device between each use. The
tacllity identifled nine (8) residents who required
blood glucose monitoring and for which this

{3) of eighteen (18) sampled residents (Resident
#10, #11 and #16) and six (6) unsampled
residents (Unsampled Resident E, U, V, A, W
and B).

The facility failed to ensure proper infection
control procedures were followsed related to
dressging changes for Resident #7. Faclity steff,
failed to.adhere to standards of practice and.
facility policy related to isclation precautions for
Resident #7 who had a wound infection with
contact isolation in place.

In addition, Resident #3 had a dlagnosfs of
Clostridium Difficile Toxin Positive and was belng
treated for the infection with antiblotics. The

‘have been re-inserviced on the Infection

Consultant (2) two times weekly X 4
weeks. Infection control policies and
procedures related to the infection control
program have been reviewed and/or revised
and presented for review with the QA
committee during the QA meetings. Staff

Control policies and procedures by
D.O.N/A.D.O.N. and/or nurse consultant
on 8/4/2011, 8/16/2011 and 9/7/2011,

The facility is monitoring infection control
technique for dressing changes and
isolation precautions as stated in Element
#3.

If problems are identified during the
monitoring process immediate corrective
action will be taken, staff involved will be
redirected and the procedure/system wiil be
reviewed as noted below for any revisions
or adjustments,

The facility administration’s role in the
monitoring is to track that the monitors are
being completed and any identified
corrective action are implemented. Review
and/or revision of policies will be indicated
by the administrator sign off on the policy.
The QA committee is made up of at least
the following members, Administrator,
Director of nursing, Medical Director, MDS
Nurse and Assistant Director of nursing,
Findings of audits will be reported to QA
monthly for review and recommendations
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Continued From page 138

| facility failed to display signage on the resident's
door and failed to adhere to Its policy related to
cohtact precautions.

Also, improper hand hygiene was observed
during the noon meal service on 08/04/11,

The facility's failure to ensure proper infection
control practices were followed to disinfect
multi-use blood glucose monitors, placed
regidents in the facllity at risk for serious harm,
injury, impairment or death. Immediate Jeopardy
was Identified on 07/28/11 and the facllity was
notified on 07/29/11.

Observations, staif interviews, and in-service
record reviews were conducted to verify removal
of Inmediate Jeopardy as alleged in the
acceptable-Allegation of Compliance (AQC).
However, non compliance continued o exist at an
'E" as the facility had not completed the
development and implementation of the Plan of
Correction {(POC) to ensure the facility
established and maintained an effective infection
control program.

The findings Include:

1. Review of the Centers for Disease Control
and Prevention guidslines revealed if blood
glucose meters were shared, the device should.
be cleaned and disinfected after every use.
Review of the facility policy, "New Policy Update
for Cleaning our Glucometer", undated, revealed
the glucometer should be cleaned afier every
resident with an EPA (Environmental Protection
Agengy) approved disinfectant that meets the
1:10 bleach solution. Review of the blood

F 441
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glucose monitor manufacturer's instructions
revealed the blood glucose monitor should be
disinfected with a 1:10 dllution of 0.5 %-0.6%
sodium hypochlorite solution after each use.

Observation, on 07/28/11 at 4:15 PM revealed
Reglstered Nurse (RN) #1 entered Unsampled
Resident A's room on Unit B with a caddy that
contained a blood glucose monitor, alcohol preps,
lancets, cotton balls, and test strips. RN #1 was
observad testing the blood sugar for Unsampled
Resident A. After she completed the blood sugar
testing, she entered Unsampled Resident B's

-1 room and completad a blood sugar test with the
same monitor, Observation revealed she did not
clean the monitor between Unsampled Resident
A's test and Unsampled Resident B's {est.

Interview with RN #1 on 07/28/11 at 4:28 PM
revealed she cleaned the monitor at the end of
the shift with alcohol wipes. She further stated
she had received no tralning by the facility related
to cleaning the monitor and was unaware of the
manufacturer's guidelines or the facllity's policy
and procedure,

Observation on 07/28/11 at 4:16 PM, revealed
Licensed Practlcal Nurse (LPN) #5 entered
Resident #10°s room, on Unit C, with a caddy that
contained a blood glucose monitor, alcoho! preps,
lancets, cotton balls, and test strips. LPN #5 was
observed testing the blood sugar for Resident
#1D. After she completed the blood suger testing,
she falled to clean the blood glucose monitor and
entered Resident #11's room. She placed the

| blood glucose monitor on the resident's bedside
table, and procgeded to insert a test strip into the
monitor. However, the Nurse did not proceed
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| Interview with LPN #5 on 07/28/11 at 4:20 PM

_related to cleaning the glucometers after each

| revealed It was the facliity's palicy to clean the

with testing the résident's blood sugar due to
surveyor intervention.

revealed she was hired by the tacility 08/11. She
stated she had received no training at the facility

use, and was unaware of the need to clean the
glucometers. Continued interview revealed the
nurse was unfamiliar with the manufacturer's
guidelines and facllity's policy related to
disinfecting blood glucose monitors after each
use.

Observation of the caddies on the B and C Units, '

immedietely after interviews with RN #1 and LPN
#5, revealed the caddies provided by the facllity
for blood glucose monitoring contained no
disinfectant wipes with a 1:10 bleach solution per
CDC guidslines, manutfacturer's guidslines, and
facility policy.

Interview, on 07/28/11 at 5:30 PM, with Nurse
Consuitant #1, who was setving in an
administrative role related to the absenhce of g
Director of Nursing {DON) since 07/14/11,

monitors between each resident use. She further
stated she was unaware that staff was not
cleaning the glucose monitors after each use.
Continued interview revealed there was no
system In piace to monltor staff related to ensure
the blood glucose monitors were disinfacted
between resident use. Further Interview, on
07/28/11 at 6:00 PM, revealed she had checked
the recent in-service records and found no
documented evidence of training related to
disinfecting the blood glucose monltors betwsen
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residents, per facility policy.

Aureus (MRSA) at the surgicel site,

Continued From page 141

2. Review of the policy titled Types of Isolation
and PPE (Personal Protective Equipment)
Required (no date) revealed contact isolation
requires heaithcare personnel to "wear a gown
and gloves for all interactions that may Involve
contact with the patient or potentially
contaminated areas In the patient's environment”.

Review of the clinical record revealed the facility -
admitted Resident #7 on 07/01/11, with diagnoses
which included Status post Right Hip Surgery with
a history of Methicilin-Resistant Staphylococcus

Observation on 07/26/11 at 4:.00 PM, revealed a
“STOP" sign on the door to Resident #7's room.
Interview with Cerlified Nursing Assistant (CNA)
#20 on 07/26/11 &l 4:15 PM, revealed the sign
was to remind staif of isolation precautions for
Resident #7. CNA #20 stated the resident "has
wounds" and explained staff were to wear gloves
and gowns when caring for the resident, Further
observation revealed a cart in the resident's
bathroom contained gloves and gowns.

Duting interview on 07/26/11 at 415 PM, LPN #4
revealed Resident #7 was in contact isolation for
MRBA In a wound. She stated the wound was
draining and the resident had & histoty of MRSA
at the site. She explained contact isolation
precautions included the wearing of gloves and &
gown if there was a chance of coming in contact
with wound drainage.

Review of laboratory resuits dated 08/09/10

F 441
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revealod a wound cuiture, slte not specified, was
posliive for MRSA. Review of the physician's
Progress note dated 06/12/11, prior to transfer to
the facility, fevealed "Chronic MRSA Right hip",

Review of the Wound Care Progress Note, dated
08/03/11, alsb revealed Resident #7 had chronic
MRSA of the right hip. Review of the
Comprehensive Care Plan regarding skin
integrity, dated 07/27/11, revealed no
interventions were in place for Resident #7

- | related to the MRSA or the need for contact

isolation precautions.

Review of the Wound Report dated 06/28/11,
prior to admission, revealed Resldent #7 had a
Stage !l pressure sore on the left outer foot, 4.0
centimeters (crn) long x 2.8 cm wide by 0.8 cm
deep. Review of the Wound Report, dated
06/29/11, revealed the resldent had a Stage IV
pressutre sore on the left buttock (or ischium).
The wound was measured at 6.0 cm X 7.1 ¢cm X
4,2 cm. Review of the Weekly Skin/Wound -
Assessment, dated 06/29/11, revealed an
unhealed surgical incislon present on the right
hip.

Réview of the Physiclan's Orders for the month of
July 2011 revealed orders were in place for
dressing changes to the three (3) open wounds.

| Review of the Skin Condition Report, dated

07/22/11, revealed a coplous (very large) amount

of drainage was noted at each of the wound sites.

During observation of the dressing changes with
LPN #4 on 07/27/11 al 10:50 AM revealed the
following:
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The unhealed surgical incision at the right hip
was draining at both ends. LPN #4 did not wear a
gown throughout the procedure, in spite of the
contact precautions and the history of MRSA at
the site. in addition, CNA #23 did not wear &
gown while assisting with turning and positioning

-1 the resident for the wound care although gowns
wers avallable in the isofation cart in the .
resident's bathroom.

Observation of the Stage IV ulcer on the left
buttock revealed no dressing was in place prior to
the procedure. The absence of a dressing could
allow any drainage to contaminate bed linens,
-seat of the wheelchair and sling of the :
mechanical lift used to transfer the resident. In
additlon, the resident had no barrier against
" | bacteria entering the wound.

Continued observation revealed, after application
of the dressing to the left buttock, the nurse
picked up the trash can and oarried it to the other
side of the bed. The nurse proceeded to perform
the dressing change to the left foot without
changing her gloves or practicing hand hygiene.

interview with LPN #4, on 07/27/11 at 11:00 AM,
revealed the resident did remain under contact
isolation for the history of MRSA In the right hip
wound. She acknowledged the hip wound was
draining heavily and stated she and CNA #23
should have worn a gown and gloves per facllity
policy. Continued interview revealed she should
have waehed her hands and applied new gloves
between wound sites.

Interview with the Wound Care Center consuitant,
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an Advanced Registered Nurse Practilioner
(ARNP), on 08//03/11 at 3:30 PM revealed she
was famillar with Resident #7 and consulted
regarding the wounds on an as needed basis
when requested. She stated Resident #7's
wounds were chronic, as well as the MRSA at the
surgicel site. When questioned further, the ARNP
slated contact isolation precautions were
appropriate for the resident.

Interview with Nurse Consultant #2 on 08/04/11 at

5:50 PM revealed Resident #7's contact isolation

status indicated staff should have worn gowns

during the dressing change to the draining
wounds.

3. Dbservation during meal service, on 08/04/11
at 12:26 PM, revealed CNA #16 assisted with
seating residents at tables by pushing
wheelchairs around. CNA #16 was then
observed to deliver three (3) bowls of soup to
three (3) different residents without changing her
gloves or washing her hands bétween resigent
contact or prior to food contact, It was noted she
held the bowls in such a way that her gloved
fihgers made contact with the soup.

Observation on 08/04/11 &t 12:40 PM revealed
CNA #16 assisted a resident to replace hisfher
nasal cannula into their nose and was then noted
to serve three (3) more resldents thelr Junch time
meal without changing her gloves and washing
her hands.

Interview with CNA #16 on 08/04/11 at 12:54 PM
revealad she should have washed her hands
after each resident contact before another
resident contact and beforeé handling residents'
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food.

Interview with the Dietary Technician on 08/04/11
at 2:55 PM revealed

hands should be washed and gloves changed
between tasks If anything except food is touched.
4. Review of the facility's Infection Control Policy |
(no date) revealed staff weére to Implement -
Isolation precautions as needed for specific
infections. Review of the "Types of isolation and
PPE (personal protective equipment) required”
{no date) revealed "Healthcare personnel caring
for patients on Gontact Precautions shouid wear
a gown and gloves for all interactions that may
involve contact with the patient or potentially
contaminated areas in the patlent's environment".
Continued review revealed Clostridium Difficile
was an example of pathogens requmng contact
isolation precautions.

Review of Resldent #3's medical record revealed
the faclility admitted the resident from a local
hospital on 07/20/11 with diagnoses which .
included Abdominal Pain, Colitis, Fever,
Hypertension (HTN), and Chronic Obstructive
Pulmonary Disease (COPD). Review of the
hospltal record revealed a stool culture report
dated 07/16/11, indicated Resident #3 was .
Clostridium Difficile {C-diff) Toxin Positive.
Review of the admitting physiclan's Progress
Note dated 07/18/11 revealed a diagnosis of
Cediff. Review of the admission orders dated
07/20/11, revealed an order for Vancomycin 250
mg/5 ml oral solution by mouth four (4) times a
day. Review of the initial care plan, dated
07/20/11, revealed identified problems inciuded
Clostridium difficile.
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Observation on 07/21/11 at 1:45 PM, revealed no
signage displayed on the door to Resident #3's
room indicating contact precautions were in
effect, per facllity policy and procédurs, and no
PPE was available outside or ingide the resldent's
room, Continued observation, on 07/21/11,
between the hours of 1:45 PM and 2:15 PM
revealed staff and visitors entered and exited
Resldent #3's room,

Interview with LPN #3 on 07/21/11 at 5:10 PM
revealed that per facility policy related to infection
control, a sign should have been posted outside
the resident's room. In addition, a cart contalhing
PPE should have been placed at the entrance to
the room or just inside the entrance, She agreed
there was no sign or PPE in place.

Interview with the Interim Director of Nursing on

| 07/21111 at 5:42 PM revealed she was aware
Resident #3 was positive for C-diff when admitted
on 07/20/11. She stated gowns were not
avallable at the time of the interview. Continued
interview revealed she had informed staff to pass
the isolatioh instructions along to the night shift
and she would work on obtaining proper PPE first
thing in the morning (07/22/11),

interview on 07/28/11 at 5:30 PM with Nurse
Consultant #1 revealed she had been at the
facility since 07/18/11 and was temporarily in
charge of infection control. She stated there had
been no infection control program in place since
the previous DON, and Assistant DON left the
facility mid July 2011, She further stated she was
unaware of what infection control program was in
place prior to her arrival at the facilty. Further
interview revealed the Infections were not being

FORM CMG-2607(02-65) Previous Verslons Obsolete Event ID: PCIM14 * Facliity ID: 100208 if confinuation sheet Page 147 of 184



PRINTED: 08/19/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES ORI Aottt
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
' C
B. WING
185241 0B8/05/2011
NAME OF PROVIDER OR §UPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
2344 AMSTERDAM ROAD
ADONNA MANOR .
M _ VILLAHILLS, KY 41017 -
X&) 1D SUMMARY STATEMENT OF DEFICIENCIES . D PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
‘ DEFIGIENCY) -
F 441 | Continued From page 147 F 441

tracked and trended at that time; however, the
nurses were to indicate resident infections on the
iwenty-four (24) Hour Report and she was
conferring with the nurse about the residents'
infections and what follow up was needed related
to the infection, - : :

The facliity provided an Acceptable Credible
Allegation of Gompliance (AQC) on 08/01/11 that
alleged removal of the 1J effective 08/02/11,
based on the following;

1) Nurse Consultant #1 verified the
manufacturer's recommendation for sanitizing the
Easy Maz L. hiood glucose monitoring device
between resident use, gnd verified the wipes .
used at the facility had the proper chemicals to
disinfect the device.

2) The licensed staff identifled as not correctly

| oleaning the monitors were interviewed to

investigate the cause ot not following nursing

-| standards of practice related to cleaning the

bloed glucose monitors and in-services on proper
cleaning of the monitors,

3} Alf licensed staff were re-educated by Nurse
Consultant #1, Nurse Consultant #2, and
Licensed Practical Nurse (LPN) #8 on sanitizing
the bload glucose monitor and would be -
performing a return demonstration prior to
working.

4) Labs were drawn on the nine (9) residents
who received finger stick blood sugars at the
facliity to check for infectious disease on
07/29/11.
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5) The above actions were discussed at the
Quality Assurance Meeting on 07/29/11 and the
Medical Director was In agreement with the ‘
actions taken and future plans.

On 08/04/11, it was verified the immediacy of the
|J was removed and the facllity implemented
corractive actions as allaged in the AQC, effective
08/02/11 based on the following: .

Observation on 08/04/11 at 4:10 PM revealed
Registered Nurse (RN) #1 cleaned the blood
glucose monitor with Sanl-Wipes before and after
performing the fingerstick blood sugar on each
resident, as per facility policy.

Interview on 08/04/11 at 4:15 PM, with RN #1
revealed she had two (2} inservices related to
cleaning the glucometer and It was discussed
how to disinfect the monitors and what products
to use for disinfecting the monitors. She further
staled the monitors were to be cleaned before
and after use with the Sani Wipas, She further
stated the entire monitor was to be wiped off with
the Sanl Wipes and the monitor was to air dry for
two {2) minutes.

Observation, on 08/04/11 at 4:15 PM, with LPN
#2 revealed she cleaned the blood glucose

{ monitor with Sani-Wipes before and after
performing the fingerstick blood sugar on each
resident, as per facility policy.

Interview, on 08/04/11 at 4:2¢ PM, revealed LPN
#2 had been educated on the facility's policy
related 1o the proper cleaning of the monitors with
San! Wipes before and after use.
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Observation, on 08/04/11 at 4:15 PM, revealed
Licensed Practical Nurse (LPN)-#10 cleaned the
blood giucose monitor with Sani-Wipes before
and after performing the fingerstick blood sugar
on each resident, as per facility policy.

Interview, ‘on 08/04/11 at 4:15 PM, revealed {PN
#10 had received a mandatory inservice, prior to
08/02/11, related to disinfecting the blood glucose
monitor. She stated she been checked off three
(3) times by the Administrative Nurses.

Observation, on 08/05/11 at 11:30 AM, revealsed
RN #4 cleaned the blood glucose monitor with
Sani-Wipes before and after performing the
fingerstick blood sugar on each resident, as per
facllity policy.

Interview, on 08/05/11 at 11:35 AM, revealed RN
#4 was aware .of the policy and had been
educated on the. proper cleaning of the monitor
before and after each use with Sani-Wipes,

Review of the regidents’ records revealed all the
Insulin dependent diabetic residents were tested
for the Human Immunodeficiency Virus
"Antigen/Antibody (HIV AG/AB) and Hepatitis B
Surface Antigen (HEF BS AG). Laboratory tests
to check for HIV or Hepatitis B infactions, were
completed for all residents with Diabetes Mellitus
who recelved blood glucose monitoring, on
07/28/M11.

Interview with Nurse Consultant #2, on 08/04/11
_1 at 3:40 PM, revealed all liconsed staff received
in-services and had performed competency on
the cleaning of the blood glucose monitors prior
to 08/02/11, Record review of the Nursing
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| before 08/02/11.

.| The tacility remained out of compllance at a lower

.ADM]NISTHAT.IONIHESIDE_NT WELL-BEING

.| and review of Centers for Disease Control and

blood glucose monitors after each use. The

Roster, the blood glucose monltoring in-services,
and competencies revealed all licensed nurses
had received the training and had demonstrated
competency on the cleaning of the monitors,

scope and severlty of an "E", a pattern deficlency
with potentlal for more than minimal harm In order
for the facility to develop and implement the Plan
of Correction {POC).

483.75 EFFECTIVE

Afacility must be administered in & manner that
enables it to use its resources etfectively and
efficiently to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT is not met as evldenced
by:
Based on ohservation, interview, record review

Prevention (CDC) guidelines, manufacturers
Instructions, and the facility's policy and
procedure, it was determined the facility failed to
establish and maintain an infection control
program to ensure a safe environment and to
help prevent the development and transmission
of infection. This was evidenced by the facility's
failure to ensure staff properly disinfected shared

facility falled to ensure staff were knowledgeable
related to the, facility's policy regarding blood
glucose monitor cleaning between resident use.

F 441

F 480
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The failure to ensure staff were knowledgeable of
the proper procedure to clean blood glucose
monitors affected two (2) of eighteen (18)
sampled residents and two (2) unsampled
residents. Observation on 07/28/11 revealed
facility staff failed to disinfect the blood glucose
monitor according to manufacturer's
recommendations, CDC guidelines, and faciiity
policy, between testing the blood sugar levels of
Residents #10 and #11. Additionally, facility staff
was observed usging a blood glucose monitor to
test Unsampled Resident A and Unsampled
Resident B's blood sugar levels without
disinfecting the device between each use. The
facility identified nine (9) residents who required
the use of a blocd glucose monitor for testing
blood sugar for which this failure had a likelhood
to affect.

In addition, the facility failed to ensure proper
infection control procedures were adhered to
related to dressing changes for Resldent #7, who
had a weund infection for which he/she was in
contact isolation.

in addition, Resldent #3 had a diagnosis of
Clostridlum Difficlle (C-diff)Toxin Positive and was
receiving antibiotics for the infection. However,
the facility falled to display signage on the
resident's door and falled to follow its policy
related to contact precautions.

Also, improper Iinfection contro! related to hand
hyglene was observed during the noon meal
service on 08/04/11. ‘

The fallure of the facility to ensure propet
infection control practices were adhered to,

F50|

_being of each resident.

The facility is administered in a mannet.
that enables it to use its resources
effectively and efficiently to attain or
maintain the highest practicable
physical, mental and psychosocial well}

el |

1. Resident #10,11,16, E,U,V,A,W,B
Blood glucose monitoring device is being
sanitized between uses as visualized by the
D.O.N., A.D.O.N. and/or Nurse
Consultant during glucose sanitation audits|
No adverse effects have been noted with
these residents.

Resident #7 no longer needs contact
precautions. Staff is following appropriate
standard precautions with dressing
changes.

Resident #3 no longer resides at the
facility.

Administration is reviewing completed
monitors weekly along with information
presented during the QA meetings to
ensure facility policies and procedures are
being followed.

2. No other residents have been
determined to be affected from this
practice as evidenced by lab results
obtained at the time of survey for all
residents utilizing the glucometers.
No other residents in the facility had a
diagnosis of C-diff, '
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| placed residents in the facility at risk for serious infection control by 8/2/2011 as noted
harm, injury, impairment.or death. Immediate in the citation. Facility is doing
Jeopardy was identilied on 07/28/11. activities as stated previously in F248
which also states the plan of
Observations, steff interviews, and in-setvice correction for activities. Facility is
record reviews were completed to verify removal following proper admission
of immediate Jeopardy as alleged In the procedures, nutritional programs and
acceplable Allegation of Compliance (AOC). The taking weekly weights when
facility remained out of compliance at a lower appropriate per facility policy and
‘scope and severity of an "E, a pattern deficlency stated in F325 plan of correction.
with potential for more than minimal harm, for all Previous Administration, Executive
residents with a dlagnosis of Diabetes Mellitus Director (ED) and Director of Nursing
who received blood glicose monitoring. This was (DON) resigned. 7
In order for the facility to implement monitoring A new DON was hired on 8/8/11. The
and.a survelliance program. ‘ facility is actively recruiting a new
' Executive Director. The Corporate
In add“ion, based on Observation, interView, and Vicepresident/()perations and curren
record review, it was determined the facility's ED, is monitoring the facility
Administration falled to ensure the facility progress.
provided a program of activities designed tp The facility has hired a new MDS
meet, In accordance with the Comprehensive nurse on 8/4/11 and is actively
Assessment, the interest and physical, mental, recruiting an Assistant Director of
gng ptsyc:jhozogal Iv.lth.'ell-1!:)‘3|11g c(ag tQh% )reside_r&ts. fiod Nursing.
ubstandard Luality of L-are Was Identilie Nursing staff in-serviced by D.ON,,
at CFR 485.15 Quality of Lite F-248, A.D.O.N and/or Nurse Consultants oy
“The Substandard Quality of Care deficient mf_ectlpn conirol policy, wound care
practice included a system failure Ih which guidelines, and hand washing on
residents were.not offered activities according to _ 8/4/11,8/16/11, and 8/18/11.
their Interest per the Comprehensive D.O.N., A.D.O.N and/or Nurse
Assessments and the Activities Assessments, Consultants will audit infection
The facilty failed to ensure activities were control procedures such as hand
performed as scheduled, failed to ensure there washing and proper wound protocol
was sufficlent staff to perform the activities, and during normal rounds (3) three times
falled to ensure sufficient training for staff, who weekly for the next 4 weeks. Diet
were designated to perform the activities. tech, is monitoring staff for hand
washing (2) two meals/day, 5 days
Additionally, based oh interview and record each week for 4 weeks with results
: presented to D.O.N,
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' review, it was determined the facility failed to
ensure adequate assessment and moniloring to
ensure residents maintained acceptable - Glucose sanitation audits will be
parameters of nutritional status for six (6) of completed by D.O.N., A.D.O.N
eighteen (18) sampled residents (Resident #10, and/or Nurse Consultants (2) times
#11, #7 #8, #1 and #6) and fifteen (15) - weekly X 4 weeks,
unsampled residents, Unsampled Residents B, F, 4. If problems are identified during
H,1,J,K,L, M, N, O, P, Q, R, SandT). Resident the monitoring process immediate
#10'had a significant welight loss of six (6) pounds corrective action will be taken, staff
(5%) from 06/09/11 to 07/16/11. HOWeveI". the involved will be redirected and the
faci”ty 'a”ed to not"y the Physiclan of the Weighl procedurefsystem Wil] be reviewed as
loss and falied to notify the Physician of the noted below for any revisions or
Dietician's recommendations which were written adjustments.

07/15M1. In addition, the facility failed to obtain
admission weights per the facllity's policy for
residents who were admitted on 07/01/11
including Residents #1, #6, #7, #8 #11 and
Unsampled Residents B, F, H, I, J, K, L, M, N, O,
P,Q, R, Sand T. Also, there was no,
documented evidence of meal intakes being
documented, tracked, or monitored consistently.

The facility administration®s role in
the monitoring is to track that the
monitors are being completed and any
identified corrective action are
implemented. Review and/or revision
of policies will be indicated by the
-administrator sign off on the policy.
Administration is reviewing

The findings include: completed monitors weekly along

| with information presented during the
1, Based on observation, interview, and record QA mecetings to ensure facility
review (of Centers for Disease Control and policies and procedures are being
Prevention (CDC) guidelines, manufacturer's followed.
Instructions, and the facllity's policy and The QA committee is made up of at
procedure,) it was determined the facliity falled to . least the following members,

-| establish and maintain an infection contro! Administrator, Director of nursing,
program to ensure a safe environment and to Medical Director, MDS Nurse and
help prevent the development and transmission Assistant Director of nursing.
of infection as evidenced by the facillty's fallure to Findings of audits will be reported to
ensure staff properly disinfected shared blood QA monthly for review and
glucose monitors after each use and failed to recommendations, QA meetings have
ensure staff was knowledgeable related to the ' taken place on 8/1/11, 8/14/11,
facifity's policy regarding blood glucose monlter 8/31/11 and 9/30/11.

cleaning. This affected two (2) sampled residents
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(Resident #10 and #11) and two (2) unsampled
residents. On 07/28/11, facility staff was
observed using a blood glucose monitor to test
Residents #10 and #11's blood sugarevels
without disinfecting the device between each use. |
Also, on 07/28/11 facllity staff was observed using
a blood glucose monitor to test Unsampled
Resident A's and Unsampled Resident B's blood
sugar levels without disinfecting the device
between each use, The facility identified nine (9)
residents, who require blood glucose monitoring
for which this failure has a likelihood to effect.
Additionally, staff failed to implement proper
infection control technique related to a dressing
change for Resident # 7 who was In contact
isolation, failed to ensure proper signage was in
place and isolation precautions were adhered to
for Resident #3 related to the dlagnosis of C. -
Difficile Toxin A, and failed to ensure proper hand
hyglene was followed at meal service.

2. Review of the Infection Control Policy and
infection Control Reporls for the faclity, revealed
any infection report was sent to the front office to
alert other departments of any precautions
needed regarding infections. Coples were also to
be sent to the Director of Nursing
(DON)/Assistant DON for review and follow up.
"| Further review revealed Isolation precautions
were to be implemented as needed for specific
infectlons, l.e., contact, droplet, and provide statf
with appropriate personal protective equipment.
“The Director of Nursing has ultimate
responsibility for review of completed infection
control reports and assessing Infection trends or
patterns within the facility. Each charge nurse
had responsibility for recognizing the signs and
symptoms of infection and completing the
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Infection Report. Physician, family and staff
should always be aware of infection and thelr role
in management, prevention of spread and
precautions which should be taken, The DON
reviews all infection reports monthly and reports
to the Safety Committee any trends or patterns.
The Safety Commitlee recommends furthet
services or other education to prevent and/or
control infections digease in the facility”.

Interview was conducted, on 07/28/11 at 5:30 PM
and on 08/03/11 at 4:30 PM, with Nurse
Consultant #1, who started at the facllity on
07/18/11 and was serving in an administrative
role due to absence of a DON at the facility since
07/14/11. She stated there was no infection
control program In place after the DON left on
07/14/11, and the Assistant DON left on 07/15/11.
Further Interview revealsd the new infection
control program was in the process of being
implemented. She further stated the glucose
monitors should be cleaned between each
resident use with bleach wipes as per the facility's
policy and the Centers for Disease Control (COC)
guldelines. Continued inferview revealed she
was unaware stalf was-nhot cleaning the glucose

"1 monltors after each use with bleach wipes and
there was no system in place to monitor staff
related to ensuring the cleaning of the blood
glucose monitors hetween resident use. Further
interview on 07/28/11 at 6:00 PM, revealed she
had reviewed the recent in-services and there
was no documented evidence of training related
to cleaning the hlood glucose monitors per facHity .
policy. Continued interview revealed the facility '
was not tracking and trending infections when '
she arrived on 07/18/11.
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| Activities Director revealed there was no

interview, on 08/05/11 at 5:20 PM, with the
Administrator revealed the previous Administrator
resighed 07/16/11 and the previous DON left
07/15/11. He stated he had been in the building
since 06/26/11 and Identified fairly quickly there
were clinical Issues after talking with staff.and
receiving compiaints from families. He further
stated he brought in Nurse Consultant #1 and
other corporate staff after Identlfying system
problems in the facllity including infection control.

3. Based on observation, interview, and record
review, it was determined the facility failed to
ensure an ongoing program of activities designed
to meet the individual interests of each resident,
Record review and interviews with staff,
residents, and the Ombudsman revealed
residents’ individual activity Interests and special
neads were hot met. In addition, observations
and complaints from resldents and staff revealed
a systemic failure to provide a varied program of
activities that was well-communicated to the
residents. Record review and interview revealed
activities were frequently cancelled or interrupted
due to the floor staft having to provide resident
care ag well as implement the activity program. In
addition, record review and Interviews revealed
o evidence the staff assigned to conduct -
resident activities had received training to plan,
coordinate and conduct consistent daily
racreational offerings.

Interview, on 08/03/11 at 3:00 PM, with the

activities stalf and the Certified Nursing
Agslstants (CNAs) were to lead the scheduled
activittes. However, further interview revealed the
CNAs were unable to perform the activities due to
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being assigned to many duties including
housekeeping duties and dietary duties. The
Activities Director stated he realized the
scheduled calender of activities were not being
completed after reviewing the documentation for
resident activitles and interviewing the CNAs.
Continued interview revealed he was to oversee
the activities on the units; however, was assigned
several responsibilities at the facility which did not
allot him the time needed to perform his duties
as Activities Director.

Interview with the Vice President of Operations
(Interim Administrator), on 08/05/11 at 5:20 PM,

.| revealed he was aware of concerns related to the
Activities Programs and the fagility was looking at
the issue, but had not yet implemented an action
plan. During continued interview, he explained
facility Administration was interested in *Universa!
Workers", staff who performed a varlety of duties,
across disciplines. Further interview revealed
implementing sueh an approach was a "full
culture change" and required a more systematic
approach than had besen applied thus far. He
stated he felt there was enough staff, however,
stated staffing ratios and more staff education
wore two issues that needed further
consideration.

4. Interview, on 08/04/11 at 4:30 PM, with Nurse
Consultant #1, Nurse Consultant #2 and the
Interim DON, revealed they were aware the
weights were not completed for the twenty-two
(22) residents who were admitted 07/01/11.
Continued interview revealed they were aware
there was an Issue with the meal intakes not
being documented and a recent in-service had
been completed with staff related to documenting
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The facllity must employ on a full-time, part-time _
or consuitant basis those professlonals hecessary
to carry out the provisions of these requirements.

Professional staff must be licensed, certifled, or
registered in accordance with applicable-State
laws.

This REQUIREMENT s not met as evidenced
by :

Based on Interview employee flie review itwas
determined the facility failed te ensure all licensed
staff had active licenses when the licenses were
not vetified annually after the expiration/renewal

MADONNA MANOR VILLA HILLS, KY 41017
(X4)ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE GOMPLETION
TAGQ REGULATORY OR LBC IDENTIFYING INFORMATION) TAG CHOSS-REFERENCED TO THE APPROPRIATE DATE
i DEFIGIENCY)
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meal Intekes, Further interview revealed they
became aware of Resident #10's welght loss on F499 : :
08/03/11, and as of that date there wereno The facility employs professionals qtlof (
committees In place to evaluate the residents necessary to carry out the provisions for -
nutritional status. However, they were in the rofessional staff i Y ith
process of Instituting an Interdisciplinary team P p Stalll in accordance wit
meeting which would meet every week to discuss applicable State laws. | _
welghts. Continued Interview revealed the 1. No residents were affected by this
Dietitian was now tracking weights and would citation.
Inform the Nurses and Nurse Management of . )
slgnificant weight changes. Further interview 2. No other residents of facility were
revealed they were aware there was a problem affected by this citation.
related to dietary recommendations not being
followed, and the Dietitian would be writing - 3.LPN’s #4, and #8 licenses were re-
recommendations on the Physiclan's Orders with verified by Human Resources on
the chart flagged for the nurse to follow up with 8/4/2011.
notification to the Physiclan. Continued Interview - Registered Dietitian’s license and
revealed tha facility failed to have a system in credentials have been verified.
place to assess, plan, implement and monitor CNA #6 license was re-verified by
residents for nuitritional status. Human Resources on 8/4/2011,

F 489 | 483.75(g) EMPLOY QUALIFIED F 409 Facility is checking licenses according to

ss=£ | FT/PT/CONSULT PROFESSIONALS ' state laws.

D.O.N.re- inserviced Human Resource
Director (HR) on how to verify licenses
by 8/4/11.

In house audit of émployee files has been
completed by Huiman Resources Director
to ensure licenses are up to date as of
8/4/2011,

D.ON,, ADON and/or Nurse
Consultants will audit (2) two new
employee files each week for the next 4
weeks. :
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date for four {4) of fourteen {14) employee files
reviewed. 4. If problems are identified during the
. ) monitoring process immediate corrective
The f_in;JIngs included: action will be taken, staff involved will be
o . redirected and the procedure/system will
Review of Licensed Practical Nurse (LPN) #4's : .
employee file revealed the last license verification :gjﬁ?tﬁﬁg for any revisions or
d LP ! n . S
revealed LPN #4's license e_xpired 10/31/09 The facility administration’s role in the
Review of LPN #8's employes flle revealed the Fogitoring is to track that the monitors
last license verification revealed LPN #8's license are being completed and any identificd
expired 10/31/09. corrective action are implemented.
_ Review and/or revision of policies will be
Review of Certified Nursing Assistant (CNA) # 6's indicated by the administrator sign off on
employee file revealed the last license verlfication the policy. o
revealed CNA #8's license expirad 03/18/11, The QA committec is made up of at least
: o the following members, Administrator,
| Review of the Registered Dietltian's (RD) Director of nursing, Medical Director,
employee tile revealed no verlfication of RD MDS Nurse and Assistant Director of
credontlals or state licensure. nursing. Findings of audits will be
. reported to QA monthly for review and
Interview with the Human Resource Manager, on recommendations,
08/01/11 at 3:15 PM, revealed sha did not check '
the RD's licenses because she was not aware
they required licenses. Continued interview, on
08/04/11 at 10:30 AM, revealed she could not find
any current verifications of licensure for LPN #4,
#8 or CNA #8, ,
F 501 | 483.75() RESPONSIBILITIES OF MEDICAL F 601
85=F | DIRECTOR .
‘The fatility must designate a physician to serve
as medical diractor.
The medical director Is responsible for
implementation of resident care policles; and the
coordination of medical care in the facility.
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by: :
Based on interview it was determined the facllity
failed to ensure the Medical Director was in
collaboration with faclllty leadership in
implementing and evaluating policies and
procedures that reflect current standards of
practice. Specifically, the facility falled to involve
the Medical Director in the ptanning process for
the physical transfer of thirty (30) residents from
the old building to the new bulilding on 06/30/11
and 07/01/11, and the admission ‘of twenty-two
(22) residents from another facility on 07/01/11.

The findings include:

interview with Nurse Consuitant (NC) #1 on
07/22H1 at 1:30 Pt revealed the facility accepted
twenty-two (22) new admissions from another
facility on 07/01/11. She stated the Administrative
Team in place on 07/01/11, including the
Administrator, Director of Nursing (DON) and the
Assistant Director of Nursing (ADON) had all
resigned on 07/15/11. Continued interview
revealed she had been contracted as a nurse
consultant beginning 07/18/11,” She further stated
it was evident facility systems, especially related
to the admission process, had falled.

Intervlew with the Vice President of Operations
(VPO)}, on 07/22/11 at 3:00 PM reveated he had
been working with the facility for a few months,
during the planning of the transition to the new
building. He stated he was now serving as
Interim Administrator pending the hiring of a new
Administrator. He stated he had acquired the
sarvices of NC #1 on 07/18/11, dfter [dentifying
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This REQUIREMENT is not met as evidenced }{5’6 I The Medical Director (MD) is responsib]ef!E ? /7.0 / I ,

for implementation of resident care
polices and coordination of medical care
in the facility.

1. Janet Manoogian, Director.of
Nursing (D.O.N.) will work with the
current Medical Director while awaiting a]
new MD to coordinate medical care in the
facility.

2. D.ON. and Medical Director maet
weekly to collaborate regarding any new
facility processes.

3 Meeting between Medical Director and
Executive Director took place on 9/19/11
regarding policy reviews, regulatory
compliance, QA meetings, issues with
other doctors and the Medical Directot’s
duty to assist in correction issues and
major changes in the facility.

4, The current Medical Director is Dr,
Michael Cholera. DON and Executive
Director are monitoring Medical Director
practice until new Director is hired
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the problems since 07/01/11. He stated they
were progressing system by system, working
under the assumption that no effective systefins
were in place. '

Interview with the Medical Director (MD) on
08/02/11 at 11:30 AM revealed he knew about the
plan to admit the twenty-two (22) residents on
07/01/11 but had not been consulted or involved
in the transition in any.way. He statéd he had not
been made aware of the problems after 07/01/11
including: the failure to obtain labs timely, the

‘| faliure to initiate ancillary orders, such as range of |
motion; the failure to complete admission
assessments; the failure to perform skin
assessments and falls risk assessment, and the
failure to utlllze apptopriate safety and pressure
prevention devices. Continued interview revealed
he had not been made aware of the lack of an
ongoing infection control system until after the
survey team identified Immediate Jeopardy on
07/29/11, related to the failure to disinfect biood
glucose monitoring devices between resident
use. He stated the facility should have
consldered Infectlon control lssues prior to
admitting twenty-iwo (22) residents on 07/01/11.
During continued interview the MD explained it
would have been Important to consider the
-residents' diagnoses and plan cohorting if
necessary. He stated, "I'm approachable but |
can't force them to ask my Input”. He funther
staled he would have appreciated being Included
in planning for the transition.

Subsequent interview with the VPO on 08/05/11
at 5:20 PM revealed the role af the Medical
Diractor included oversight, coordination with the
| Director ot Nursing, and participation in the
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“This REQUIREMENT is not met as evidenced

The facility must promptly notify the attending
physician of the findings.

by:

'gased on record review and interview it wae
determined the facllity failed to promptiy notify the
Physiclan of the findings of laboratory data for
one (1) of eighteen (18) sampled residents,
(Residents #11). The facility received results on a
Prothrombin Time (PT) and International
Normalized Ratio{INR) PT/INR for Resident #11

onh 07/18/11; however, there was no documented |

evidence the Physician was notifled of the results
until 07/28/11 after surveyor intervention,

The findings include:

1. Record review revealed the facllity admitted
Resideht #11 on 07/01/11 with dlagnoses which
included Diabetes Meilltus, Cerebrovascular
Disease, and Anemla.

Review of the resldent's iaboratory data revesgled
the resident had a Prothrombin Time/international
Normalized Ratio drawn on 07/19/11 and resuited
the same day. The PT was 31.6 High with a
reference range of (8.3-12.4) and the INR was
2.80 High with & reference range of (0.87-1.14).
However, there was no documented evidence the
laboratory measurement results were faxed or
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Quality Improvement process. He staled he did
not recall what degree of inclusion or involvement
the MD had during the transition. '
F 505 | 483,75())(2)(i) PROMPTLY NOTIFY PHYSICIAN F5665 o , S
$8=D | OF LAB RESULTS . P The facility promptly notifies the
I s05 attending physician of Iab results, ?/ 20/ I

Resident #11physician was notified of lab|
result on 7/28/11 by a staff nurse with no
adverse reactions noted.

Audit of remaining residents was
performed and completed by D.O.N.,
A.D.O.N. and/or nurse consultants by
8/24/11 with no adverse reactions noted.
All resident’s lab results were reviewed
for notification to physician by a staff
riurse and D,O.N, and/or nurse consultant
on 8/15/11, 8/23/11, 8/25/11 and 9/2/11
9/6/11.

All nurses were in-serviced on proper
notification of lab results, nursing
standard of practice related to physician
notifi¢ation and follow-up with lab results
by D.O.N. and/ Nurse Consultants on
8/4/11 and 8/18/11, DON, ADON and/or
Nurse Consultant will audit (6) labs
woekly for the next 4 weeks for
availability and notification.
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F 505 | Continued From page 163 F 505 If problems are identified during the
called to the Physician. monitoring process immediate corrective
action will be taken, staff involved will bk
Interview, on 07/268/11 at 11:20 AM, with Licensed redirected and the procedure/system will
Practical Nurse (LPN) #5, who was assigned to be reviewed as noted below for any
the resident, revealed she was unsure if the revisions or adjustments.
Physician was notified of the resuits. She stated The facility administration’s role in the
she faxed the leb resuits to the Physlclan on monitoring is to track that the monitors
07/19/11 when she received the lab results and are being completed and any identified
again on 07/23/11; however, there was no corrective action are implemented.
documented evidence of the fax belng sent. Review and/or revision of policies will bg
Further interview revealed she was hired in 06/11 indicated by the administrator sign off on
and had no training related to labs. She stated, the policy.
normally if she could not reach the Physician per The QA committee is made up of at least
phone, she would fax the lab results and leave the following members, Administrator,
the lab results in a bin at the nurses station for Director of nursing, Medical Director,
the-next shift to attempt contact with the MDS Nurse and Assistant Director of
Physician. nursing. Findings of audits will be
Interview with Nursing Consultant #1, on 08/04/11 ;:Eggﬁefdgtﬁ)gomh]y for review and
at 4:30 FM, revealed Physician should be notifieq - _ '
of laboratory results as soon as they are received
by the faclfity from the Lab. She further stated
the old facility building had a Coumadin
(anticoagulent medication) tracking system;
however, apparently the system was not in place
at this time. Further interview revealed there was
no policies regarding laboratory data.
F 514 | 483.75(1){(1) RES F 514
§8=E HECORDS-COMPLETE/ACCURATEIACCESSIB
LE
The facllity must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented, readlly accesslble; and
systematically orgenized.
The clinical record must contain sufﬂclent
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.| This REQUIREMENT is not met as evidenced

preadmission screening conducted by the State;
and progress notes.

by:

Based on interview, record review, and facliity
policy review it was determined the facility failed
to ensure accurate clinical records were
maintained for six (6) of eighteen (18) sampled
residents (Residents #1, #6, #7, #8, #13, and
#14), and fifteen (16) Unsampled Residents (B,
FHLLKLMNOP QR,SandT). This
was evidenced by the facillty's failure to
agcurately document meal consumption and/or
howe! movement records. .

The findings Include:

Review of the facility's "Bowel and Bladder _
Mahagement Policy and Procedure" {undated)
revealed the following procedures were to be
performed. Cerlified Nursing Assistants (CNAs)
were fo complete the bowel record and report
concerns or changes 1o the nurse. The nurses
were o review bowel records. - if a resident had
no bowel movement in three consecutive days
the nurse was to administer laxatives as directed
by the physiclan.

1, Review of the Clinical Record revealed tha
facllity admitted Resident #8 on 07/01/11 with
diagnoses which included Depresslon,
Hypertension, Diabetes and Edema. Review of
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information to identify the resident; a record of the
resldent's assessments; the plan of care and
services provided; the results of any 514

The facility maintains clinical records
on each resident in accordance with
accepted professional standards and
practices that are complete, accurately
documented, readily accessible and
systematically organized.

1. Resident #8 bowel movements and meal
consumption are being monitored and
recorded daily,

Resident F bowel movements and meal
consumption are being monitored and
recorded daily. :
Resident H bowel movements and meal
consumption are being monitored and
recorded daily.

Resident #1 bowel movements and meal
consumption are being monitored and .
recorded daily.

‘Resident #6 bowel movements and meal
consumption are being monitored and
recorded daily,

Resident #7 bowel movements and meal
consumption are being monitored and
recorded daily.

Resident #I bowel movements and meal
consumption are being monitored and
recorded daily.

. Resident #] bowel movements and meal
consumption are being monitofed and
recorded daily.

i?/z.o///l

FORM CMS-2567(02-80) Previous Veralons Obsoleta’

Event ID: PCJM11

Faclity ID: 100288

If continuation shest Page 165 of 184



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

PRINTED: 08/19/2011
FORM APPROVED

_OMB NO. 0938-0391
RORAERSE |0 poene o mE o e
. A. BUILDING -
B 185241 B wina 08/05/2011.
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
) VILLA HILLS, KY 41017
4 D SUMMARY STATEMENT OF DEFICIENCIES :
Sree (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (E:gl-? CORRECTIVE ACTION SHOULDBE | conbyion
TAG AEQULATORY OR LBC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ DEFICIENCY)
F 514 | Continued From page 165 F 514 _
the Bowel Movement Summary for July 2011 Resident #K bowel movements and meal
| revealed the resigent had no documented bowel consumption are being monitored and
moverhent between 07/19 and 07/24/11 (six recorded daily.
days), or between 07/26 and 07/30/11 (five days). Resident #L. bowel movements and meal
Review of the Meals and Welghts record for consumption are being monitored and
07/01 through 08/05/11 twenty-one (21) of recorded daily.
ninety-six (98) meals were not documented. Resident #M bowel movements and meal
Thirty-one (31) of thirty-two (32) morning snacks consumption are being monitored and
were not documented. Thirty-one (31) of recorded daily.
thirty-two (32) afternoon snacks were not Resident #N bowel movements and meal
documented, and thirty-one (31) of thirty-two (32) consumption are being monitored and
before bed snacks were not documented. recorded daily.
Resident #0 bowel movements and meal
2. Review Of the Bowel Movement Summary for consumption are being monltored and
July 2011 revealed Unsampled Resident F had no recorded daily. .
07,1 3/11 (SSVGH dayS), 07/15 tO 07’1 8/11 (fOUl' consumptlon are belng mon]tored and
days), or 07/30/11 through 08/05/11 (seven days). recorded daily.
Review of the Meals and Weights record for Resident #Q bowel movements and meal
07/01/ through '08/05/11 revealed twenty-five (25) consumption are being monitored and
of ninety-six (86) meals were not documented. recorded dail
Y.
Thirty-one (31) of thirty-two (32) moming snacks Resident #R bowel movements and meal
were not documented. Thirty-one (31) of consumption are being monitored and
thirty-two (32} afternoon snacks were not n :deg p B 8
documented, and thirty-one (31) of thirty-two (32) ;fco. . #as g - s and mea]
before bed shacks were not documented. esident 125 bowe! movements and mea
consumption are being momtored and
3. Review of the Bowel Movement Summary for recorded daily.
Juiy 2011 reveaied Unsampled Resident H had Resident #T bowel movernents and meal
no recorded bowel movements for a period of five consumption are being monitored and
{5) days, from 07/16 through 07/20/11. Review of recorded daily. ,
the Meals and Welghts record for 07/01 through Resident #13 no longer resides in the
08/05/11 revealed twenty-elght (28) of ninety-six facility.
(98) meals were not documented. Thirty-two (32) Resident #14 bowe! movements and meal
of thinty-two (32) morning snacks were not consumption are being monitored and
documented. Twenty-seven (27) of thirly-two {32) recorded daily.
afternoon snacks were not documented, and Resident #B bowel movements and meal
thirty-two (32) of thirty-two (32) before bed snacks consumption are being monitored and
' recorded daily.
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wers not documented.

4. Review of the Clinical Record revealed the
facility admitted Resident #1 on 07/01/11 with
diagnoses which included Alzhelmer's Diseass,
Dysphasia, Anxiety and Depression. Review of
the Bowe! Movement Summary for 07/07 through
08/05/11 revealed no documented howe!
movement from 07/07 through 0710/11 (four
days), 07/17 through 07/22/11 (six days), 07/24
through 07/27/11 (four days) or 07/31 through
08/05/11 (six days). Review of Meals and
Welghts record for 07/01 through 08/05/11
revealed twenty-four (24) of ninety-six (96) meals
were hot documented,

5. Clinical Record review revealed the facllity
admitted Resident #6 on 07/01/11 with diagnoses
which Included Alzheimer's Disease. Review of
the Bowel Movement Summary for 07/07 through
08/05/11 revealed no howel movement was
record fro the five (5) day period between 07/11
and 07/15/11. Review of the Meals and Welghts
record for 07/01 through 08/05/11 revealed
thirty-three meals were not documented.

6. Review of the Clinical Record revealed the
facllity admitted Resident #7 on 07/01/11 with
diagnoses which included Hypertension and
Anemia. Review of the Bowel Movement
Summary for 07/07 through 08/05/11 revealed no
documented bowel movement from 07/26
through 07/30/11, a period of five days. Review
of the Meals and Weights record for 07/01
through 08/05/11 revealed twenty-five meals were
not-documented. .

7. Roview of the Bowel Movement Summary for
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Resident #7 bowel movements and meal
consumption are being monitored and
recorded daily,

The C.N.A, team leader is responsible fot]
assuring that documentation for bowel
movements and meal consumption is
being completed daily.

Remaining residents of the facility are
having meal intakes and Bowel
movements recorded daily by the
CN.A’s

Nurses and Certified Nursing Assistants
(CNAs) were in-serviced on proper .
documentation of meals and bowel
movements by D.O.N,, A.D.Q.N. and/or
nurse consultants on 8/4/11, 8/16/11, and
8/18/11. A

D.O.N,, A.D.ON. and nurse consultants
will audit 5 meal intakes and 4 bowel
movements each week for the next 4
weeks, C.N.A. team leader is responsible
to assure daily documentation is in place

If problems are identified during the
monitoring process immediate corrective
action will be taken, staff involved will be
redirected and the procedure/system will
be reviewed for any revisions or
adjustments,

The facility administration’s role in the
monitoring is to track that the monitors
are being completed and any identified
corrective action are implémented and
systems and policies are implemented.
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July 2011 revealed Unsampled Resident | had no
bowel movement record for the fourteen (14) day
period from 07/13 through 07/26/11. Review of
the Meals and Welghis record for the month of

| July revealed twenty-sight meals were hot
documented.

8. Review of the Bowel Movement Summary for
July 2011 revealed Unsampled Resident J had no
documented bowel movement between 07/16
and 07/21/11 (sIx days), 07/24 through 07/27/11,
and 07/31/ through 08/05/11. Review of the
Meals and Weights for 07/01 through 08/0511
revealed twenty-four meals had not been
documented,

8. Review of the Bowel Movement Summary for
July 2011 revealed Unsampled Resident K had
no documented bowel movement from 07/11
through 07/17/11 (seven days) and 07/19 through
08/05/11 (elghtear days). Review of the Meals
and Weights record revealed twenty-six meals
were nol dogumented in July 2011,

10. Review of the Bowel Movement Summary for
Unsampled Resident L revealed no dogumented
bowel movemeht between 07/09 and 07/14/11
(six days) and 07/16 through 08/05/11 (twenty
days). Review of the Meals and Weights record
revealed no documented consumption for
twenty-eight meals In July 2011,

11. Review of the Bowel Movement Summary for
Unsampled Resident M revealed no howel
movement was recorded between 07/17 through
07/20/11 (four days). Review of the Meals and
Welghts record revealed no documented
consumption for twenty-five meals in July 2011.
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Review and/or revision of policies wilt be
indicated by the administrator sign off on
the policy.

The QA committee is made up of at ieast
the following members, Administrator,
Director of nursing, Medical Director,
MDS Nurse and Assistant Director of
nursing. Findings of audits will be
reported to QA monthly for rev1ew and
recommendations.
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12. Review of the Bowel Movement Summary for
Unsampled Resident N revealed no bowel
moverment was documented between 07/17 and
07/23/11 (seven days) ahd 07/25 through
08/06/11 (twelve days). - Review of the Meals and
Woelghts record for July 2011 revealed twenty-five
meals were not documented. .

13. Review of the Bowel Movement Summary for
Unsampled Resident O revealed no documented
bowsel movement for the-period from 07/10
through 07/20/11 (eleven days) and from 07/28
through 08/03/11 (seven days). Review of the
Meals and Welghts record revealed twenty-five
meals were not documented in July 2011.

14, Review of the Bowel Movement Summary for
Unsampled Resident P revealed no documented
bowel movement from 07/08 through 07/14/11
(seven days) and from 07/26 through 07/29/11
(four days). Review of the Meals and Welghts
Record revealed twenty-five meals were not -
documented during the month of July.

16. Review of the Bowel Movement Summary for
Unsampled Resident Q) revealed no bowel :
movement was recorded between 07/16 and
07/18/11 {four days) or between 07/25 and
07/29/11 (five days). Review of the Meals and
Weights record for the month of July 2011
revealed twenty-eight meals were not
documented.

16. Review of the Bowel Movement Summary for
Unsampled Resident R revealed no howel
movements were record from 07/16 through
07/19/11 (four days). Review of the Meals and
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Weights record revealed iwenty-seven meals
were not documented in July 2011.

17. Review of the Bowel Movement Summary for
Unsampled Resident S revealed no documented
‘howel movement from 07/11 through 07/14/11
(four days). Review of the Meals and Welghts
record revealed twenty-six meals were not
documented In July 2011.

18. Review of the Bowel Movement Summary for
Unsampled Resident T revealed no bowel
movement was recorded from 07/16 and
07/18/11 (four days) or from 07/26 through
08/02/11.

19. Record review revealed the facility admitted
Resident #13 to the facility on 07/01/11 with
diagnoses which included unspecified
Hypertension (HTN), Breast Cancer, and
’ Coronary Artery Disease. The Minimum Data

: Set (MDS) dated 06/10/11 revealed the resident
was at risk for constipation and had as a care
plan intervention to monitor BM and record.
Review of the Bowel Movement Summary - Last
30 Days (06/27/11 - 07/26/11) for Resident #13
revealed on bowel movements ware recorded
from 07/04/11 - 07/21/11.

20. Record review revealed the facility admitted
Resident #14 on 07/12/11 with diagnoses which
included Depression, Hypertension (HTN),
Difficulty Walking, Muscular Wasting and Disuse
Atrophy, and Pneumonia. Review of the Bowel
Movement Summary - Last 30 Days (06/27/11 -
07/26/11) revealed no bowsel movements were
recorded for Resident #14 from 07/12/11 -
07/19/11. Further review of the resident's record
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.meal consumption recorded for the dinner meals

Continued From page 170

revealed the residents daily meal consumption
was not recorded for each meal. There was no

on 07/13/11 and 07/1911. No meal consumption
was recorded from 07/14/11 - 07/18/11.

21, Record review revealed the facility admitted
Unsampled Resident B on 07/01/11 with '
diagnoses which included Dementia, Diabetes
Mellitus, and Chronic Heart Failure,

Review of the resident's “Meals and Weight"
documentation revealed of the twenty-five
documented days from 07/02/11 through 08/04/11
revealed sixteen {16) of the seventy-five (75)
meals had no documented Intake. Continued
review of the resident's "Msals and Weight"
documentation revealed nine (9) days between
07/02/11 and 0B/04/11 had no documented intake
for any meals; 07/06/11, 07/09/11, 07/14/11,
07/16/11, 0717/11, 07/18/11, 07/21/11, 07/23/11
and 07/24/11. '

Review of the resident's bowel records revealed
Unsampled Reslident B had no documented
bowe! movement from; 07/13/11 through
07/18M11, 07/21/11 through 07/24/11 and 07/26/11
through 07/29/11 with no documented
interventions during these time frames.

Interview on 07/26/11 at 7:00 PM with CNA #7
who was working on hail "B" regarding the
recording of resident howel movements revealed
the CNAs are supposed to record them in the
computer system each shift, The CNAs have to
have a speclal badge that allows access to the
system, but she dogs not know if all CNAs have
access or have bsen trained on the system. .

F 514
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Further interview revealed CNAs do have a sheet
available to them that will allow them to record
resident meal consumption, fluid consumption,
and howel movements. They give this to
someone who has access to the computer and
- they are supposed to input the information into
the system,

Interview-on 07/26/11 at 7:15 PM with CNA #19
revealed she does not have access to the
computer system to record bowel movements,
She records resident meat consumption, fluid
consumption, and howel movements on a sheet
and then gives the sheel to someone who has
access to the system and expects them to anter
the information.

Interview on 07/28/11 at 6:30 PM with Nurse
Consultant #1 regarding the Bowel Movement
Summary - Last 30 Days (06/27/11 - 07/26/11) for
Resident #13, no howel movements recorded
from 07/04/11 - 07/21/11. Further interview
revealed, at this time the facllity does not have a
system in place to monitor bowel movements.
The resident bowsl movements are supposed to
be documented daily in the Kiosk {computer
system apparatus) but not everyone had access
or knew how to document. RN #3 revealed the
farmer DON and ADON (both left the facility on
07/15/11) had been responsible for monitoring
the bowse! movement data being recorded.

Interview with CNA #12, on 07/27/11 at 11:00 AM, -
revealed the aides were supposed to enter bowel
movements and meal consumption into the Kiosk
{computer) at the end of each shift. She stated
the aides on hall "B" took turns entering residents’
meal consumption and howel movements into the
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.| computer. She explained if it was not her turn to
dooument in the computer, she made notesona |
plece of paper and gave them to the aide who
was to enter that information in the Kiosk at the
end of the shift or whenever they had time.

Interview, on 07/27/11 at 4:25 PM with Licensed
Practical Nurse (LPN) #4, revealed the Nurses
did not review the Meals Record and the aides
were to let the Nurses know if there was a
decrease in food intake, She stated if poor intake
was reported by the aides, the Nurses were to
call the Physician,

Interview on 0B/02/11 at 12:15 PM with CNA #17
revealed the CNAs are responsible for recording
bowel movements into the computer system.

The Nurses then review a report showing who
had bowel movements. After being shown the
Bowel Movement Summary for Resident #13 that
had no bowel movements recorded from 07/04/11
- 07/21/11, she stated it indicated either the CNAs
did not enter the information or the computer
system did not record the data that was entered,

Interview on 08/02/11 at 12:20 PM with RN #6
revealed CNAs are supposed 1o track the
resident's bowel movements and document that
information. They will let the Nurses know if there
is & problem or the residents may Inform them.
Further interview revealed she doas not see the
bowel movement report.

| Interview with the Dietitian, on 08/02/11 at 12:40
PM, revealed she could get a general idea of the
meal consumption from the Meals and Weight
Record; however, she had noted thete were
several meals for all the residents in which there
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wasg ho documentation of meal intake and she
had concerns about it.

Interview, on 08/04/11 at 10:00 AM, with the
previous Director of Nursing (DON) who worked
at the facility until 07/15/11, revealed the CNA's
were to input the meal consumption in the
computer and the Nurges were to menitor the
Intake if there was a problem with residents not
eating; howsver, she stated the nurses did not
need to monitor the residents' intake on a daily
hasis.

F 518 | 483.75(m)(2) TRAIN ALL STAFF-EMERGENCY F 518
S8=F PHOCEDUHESIDRILLS ‘

The facility must train all smployees in emergency
procedures when they begin to work In the facllity;
periodically review the procedures with existing
staff; and carry out unannounced staf! drills using
those procedures.

This REQUIREMENT is not met as evidenced
by:

Based on Intetview and review of the facility's
policy review It was determined the facility falled
to ensure employees were irained in emergency
procedures when they begin work in the facliity.
Two (2) of five (5) employees Interviewad wera
| new and reported they had not been provided any
training on what to do in an emergency.. In
addition, four (4) of five (5)employees interviewed
were not famillar with where the flre extinguishers
were located. The facility moved residents and
1 direct care staff into a new building on 06/30/11
and 07/01/11,

- | The findings include:
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The facility h Il Disaster and Fo18 !

e facllity has an overall Disaster an The facili . :
Evacuation Plan (Revised June 2011) and em:r a:;:gty 2?;233 g:l:rﬁle?]yfhes "T } )
included in this plan was the Fire/Tornado Policy b gency pk e £ °y ‘?/2.0 ’ I
which stated all staff will know the locations of all egin to work in the facility,
fire extinguishers and fire alarms. Review of the periodically review the procedureq -
fire alarm diagram, included with the plan, did not with existing staff and carry out
identify the location of the fire alarms. unannounced staff drills using thoge

procedures.
interview with Certifled Nursing Asslstant (CNA)
#2, regarding emergency preparidness, on 1 . .
08/03/11 at 2:20 PM, revealed she had baen ‘ ?f fies‘de“ts were affected by this
hired the first week of June 2011. The CNA, 5 Hation. .
revealed the facillty did not provide any training - No residents were affected by this
on what to do in an emergency. Further cttation.
interview revealed she had no idea where the fite . 3. All current employees were re-trained
extinguishers were located and was not sure by the Facilities Director on emergendy
where the fire alarms were located but thought procedures, location of fire
they maybe at the end of the hallways. extinguishers and alarms on 9/2/11,

9/9/11 and 9/19/11. New employees
Interview with Licensed Practical Nurse (LPN) #1, will be trained by Facilities Director
regarding emergency prepardiness, on 08/03/11° during orientation on emergency
at 1:50 PM, revealed she had been hired in June | procedures.
2011. The LPN revealed the facility did not The Facilities Director will hold fire
provide any training on what to do in an drills each month and quarterly
emergency. Further interview revealed she did perform other drills such as
not know where the fire extinguiehers were evacuation and tornado watches to
located, or what the facility's elopement plan further the training of staff on
intailed. emergency procedures.

. , Comuleti s
Interview with LPN #2, regarding emergency - b: Egneittﬁ,: g E;T;ggg::zufxgs will
preparidness, on 08/03/11 at 3:45 PM, revealed Director for compliance
ehe thought the fire extingulshers were in the phance.
hallways but did not know which hallways.
Interview with the Activity Director, regarding
emergency preparidness, on 08/03/11 at 4:.06
PM, revealed he knew there were fite
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extinguishers In the kitchen but did not know
where the rest of them ‘were located. He stated
he was not sure where the fire alarms were '
located.

interview on, 08/03/11 at 3:20 PM, with the
Human Resources Manager revealed all new
employees were glven the Disaster and
Evacuation Plan which included the Fire/Tornado
Policy to take home and read. She provided a
document showing CNA #2 and LPN #1 had initial
that they had reviewed the Safety and Security
section of the Employee Tralning and Orientation
QOutiine. Further interview revealed she thought
the Diractor of Activities, who was kind of the
Safety Officer, reviewed theses policies with the
new employees. She also stated when they
moved to the new building the Administrator held
an inservice with the Managers and presented
them with the Fire Alarm Diagram and showed
them how to read the alarm panel which showed
the location of where the alarm was sounding.
However, centinued interview revealed she did
not think the facility steff had received education
from the Managers

interview, on 08/03/11 at 4:05 PM, with the
Actlvity Director who revealed he was responsible
for reviewing the Fire/Tomado Policy with new
employees when they were in the old bullding and
also showed them the lacation of the fire
extinguishers and alarms. Further interview
revealod he had not done this since they moved
into the new building. He did not know if anycne
else took on this responsibility for new
employees. To his knowledge no one had
educated to the location of the fire extlnguishers
and aiarms
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4. Ifproblems are identified during the

monitoring process immediate
corrective action will be taken, staff
involved will be redirected and the
procedure/system will be reviewed as
noted below for any revisions or
adjustments.

" The facility admlmsttatlon srole in
the monitoring is to track that the
monitors are being completed and any
identified corrective action are
implemented. Review and/or revision
of policies will be indicated by the
administrator sign off on the policy.
The QA committee is made up of at
least the following members,
Administrator, Director of nursing,
Medical Director, MDS Nurse and
Asgsistant Director of nursing. :
Findings of audits will be reported to
QA monthly for review and
recommendations.
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were supposed to educate the nursing staff.

Continued From page 176

Additional interview, on 08/04/11 at 12:45 P,
with the Human Resources Manager revealed the
depariment heads were to show the employees
where the tire extinguishers and smoke alarms
were located in their respective areas. She
stated the Director of Nursing (D

ON) and Assistant Director of Nursing {ADON)

Interview, on 08/05/11 at 4.20 PM, with Nurse
Consultant #2 revealed as apari of the general
ofientatlon, Human Resources provided training
on flre and evacuation procedures. Further
interview revealed the Human Resources person
was responsible for showing new staff where the
fire alarms and fire extinguishers were logcated in
the building. She stated the DPON and ADON
were responsible for showing the nursing
employees where they were located in their
areeas.

483.75(0)(1) QAA ~
COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

Ateacllity must maintain a quality assessment and
assurance committee consisting of the director of
nursing services; a physician deslgnated by the
facility; and at least 3 other members of the
facllity's staff.

The quality assessment and assurance |
committee meets at least quarterly to identify
Issues with respect to which qualily assessment
and assurance activities are necessary; and
develops and Implements appropriate plans of
action to correct identified quallly deficiencies.

F 518

F 520
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-| were knowledgeable related to the facility's policy

and corract quality deficiencles will nol be used as
a basls for sanctions,

This REQUIREMENT is nat met as evidenced
by:

Based on interview and record review it was
determined the faclilty failed 1o have an effective
Quality Assurance {QA) Committee that was
structured to identify quality issues with the
potential for negatively affecting the resldents.

The facility falled 1o establish and maintain an
infection control program 1o ensure a safe
environment and to help prevent the development
and fransmission of Infection. This was
evidenced by the facility's failure to ensure staff
properly disinfected shared blood glucose
monitors after each use and faliure to ensure staft

regarding blood glucose monitor cleaning, This
was also evidenced by the staff failing to adhere
to proper infection control technique during
dressing changes, falling to ensure proper hand
hyglene at meal service, and failing 1o follow the
policy related to isolation precautions for a
resident with a known infectious disease.

The facliity's fallure to ensu.re proper infection
control practices were followed, placed residents

1.

assessment and assurance ‘
committee consisting of the directdr
. of nursing services, a physician
designated by the facility and at
least 3 other members of the
facility’s staff,
See responses regarding individua
residents from all previously writtgn
FTags.

-monitoring issues and developing

. programis and taking weekly

See responses for all remainin|
facility residents as previously
written in the above Ftags,
The facility has been following a
Quality Assurance process which
includes quarterly meetings,

plans to correct. Infection control
procedures are being followed.
Facility has re-established an
infection control program.
Facility is doing activities as
stated previously in F248.
Facility is following proper
admission procedures, nutritional

weights per protocol and as stated
in F325 plan of correction.

U=

44 ID D PROVIDER'S PLAN OF CORRECTION {xs)
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F 520 | Continued From page 177 F §20
A State or the Secretary may not require
disclosure of the records of such committee
except insofar as such disolosure is related to the
-compliance of such commitiee with the _
requirements of this section. F520 .
The facility maintains a quality } 0 / Il
Good falth attempts by the commities to identify- ; 112
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in the facility at risk for serious harm, injury,
Impairment or death. Immediate Jeopardy was
identified on 07/28/11 and was removed on
08/02/11, after an acceptable credible Allegation
of Compllance (AoC) was received and further
observations, in-service record reviews, and staff
interviews were conducted to verify removal of
the Jeopardy.

In addition, there was a system fallure related to
the facllity's fallure to provide & program of
activities desighed to meet, in accordance with
the Comprehenslve Assessmant, the interest and
physical, mental, and psychosocial well-belng of
each resident. Substandard Quality of Care
(SQC) was identified at CFR 483,15 Quality of
Life F-248.

Also, based on interview and record review, it
was determined the facllity had a system failure
related to ensuring admission wefghts and weekly
weights were obtained and monitored, meal
consumption was monitored, and Reglstered
Dieticlan recommendations were implemented in
order to ensure residente maintained acceptable
paremeters of nutritional status for six (6) of
eighteen (18) sampled residents (Resident #10,
#11, #7 #8, #1, and #6) and fiftsen {15)
unsampled resldenta Unsampled Residents B, F
HIJKLMNOPQHSandT) The
facility failed to notify the Physiclan and follow
dietary recommendations which were written on
07/15/11 when the facllity became aware that
Resldent #10 had a significant weight loss of six
(6) pounds (5%) from 06/09/11 to 07/15/11.
Additlonally, the facility failed to obtain admission
weights per the facility's poilcy for residents who
were admitted on 07/01/11 including Reslident #1,

The facility has developed a
C.Q.1. monitoring schedule for
the year 2011 to insure that
systems are effective and
correction has been achieved.

3. New Administration ED and
D.O.N. will be in-serviced by the
Vice President of Operations
(VPO) on the Quality Assurance

" (QA) policy.
VPO will monitor quarterly that
QA is complete.

4. If problems are identified during
the monitoring process immediaté
cortective action will be taken,
staff involved will be redirected
and the procedure/system will be
reviewed for any revisions or
adjustments,

The facility administration’s role
in the monitoring is to track that
the monitors are being completed
and any identified corrective
action are 1mplemented Review

indicated by the administrator
sign off on the policy.

and/or revision of policies will be|
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#8, #7, #8 #11, and Unsampled Residents B, F,
HLLKLMNOPQRSandT. In
addition, there wes no documented evidence of
meal Intakes being documented consistently.

The findings include:

1. Based on observation, interview, and record
review, it was determined the facility failed to
have an effective system 1o ensure blood glucose
maonitors were disinfected betwéen resident use
as per policy. On 07/28/11 facility staff was
observed using a blood glucose monitor to test
Resident #10's and Resident #11's blood sugar
levels without disinfecting the monitor between
each use, In addition, on 07/28/11 facllity staff
was observed uging a biood glucose monitor to

| test Unstamped Resident A's and Unstamped

Resident B's blood sugar levels without
disfnfecting the monitor between each usse.

Additionally, the facility failed to ensure proper
infection control procedures were adhered to
related to dressing changes for Resident #7 who
had a wound infection for which he/she was in
contact Isolation. -

Also; Resldent #3 had a diagnosis of C. difficile
Toxin Positive and was receiving with antibiotics
for the Infection. However, the facllity falled to
display signage on the resident's door and failed
to follow its policy related to contact precautions.

In addition, improper infection contro! related to
hand hygiene was observed during the noon meal
service on 08/04/11.

Interview with Nurse Consultant #1, on 07/18/11
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" The QA committee is made up of
at least the following members,
Administrator, Director of
nursing, Medical Director, MDS
Nurse and Assistant Director of
nursing. Findings of audits will
be reported to QA monthly for.
review and recommendations. -
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at 5:30 PM, 07/28/11 at 6:00 PM, and 08/03/11 at
4:30 PM revealed she started at the facility on
07M18/11, and noted there was no infection control
program in place after the previous Director of
Nursing (DON) and Assistant Director of Nursing
{ADON) left on 07/13/11. She stated there was
no system in place to monitor staff related to
ensuring the cleaning of the blood glucose
monitors between resldent use. Further Interview
revealed she had reviewed tha recent In-services
"| and there was no documented evidence of
training related to cleaning the blood glucose

.. | monitors per facility policy. Continued interview
revealed the faclility had not been tracking and
trending infections when she arrlved on 07/18/11;
however, she was starting to track infections from
| the information on the the twenty-four (24) hour
repott,

2, Based on observation, interview, and record
review, it was determined the facility failed to
have an effective system to ensure residents
were offered activities according to thelr interest
per the Comprehensive Assessment and the
Aclivities Assessments. Also, observation and
interviews from residents and staff revealed a
systemic failure to provide a varlety of activities
which was communicated to residents. In
addition, observations and interviews revealed
activities were interrupted or cancelled as a result
of floor staff having to coordinate and conduct
daily recreational offerings, as well as provide
resident care.

Interview, on 08/03/11 at 3:00 PM, with the
Activities Director revealed the Certified Nursing
Assistants (CNAs) were to lead and participate in
the scheduled actlvities. However, the CNAs
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.| bullding since 06/26/11. Continued interview

were unable to always perform the activitles due
to being assigned to many duties including
housekeeping duties and distary duties. He
stated the scheduled calender of activity events
were not baing completed after reviewing the
documentation for resident activities and
interviewing the CNAs. Continued interview
revealed he was assighed several responsibilitios
at the facility which did not allot him the time
needed to perform his duties as Activities
Director.

Interview, on 08/04/11 at 10:30 PM, with Nurse
Consultant #1, who was serving ih an
administrative role, and Nurse Consuliant #2,
revealed they had a QA Meeting on 07/29/11
which was the first meeting since she had started
on 07/18/11. She further stated the Medical
Director attended and made suggestions to assist
with getting into compllance with Issues Identified.
She further stated the commitiee intended to
educate staff on immediate needs and get audits
in place. Continued interview revealed the facillty
did not currentiy have a process in place to
ensure weekly interdisclplinary mestings were
held related to infection control, activities, and
other Issues identified. However, they would be
in the process of getting that implemented.

Interview, on 08/05/11 at 5:20 PM, with the Vice
President of Operations (and Interim
Administrator) revealed he had been in.the

revealed the previous Administrator regigned

07/15/11 and the previous DON left 07/15/11, He
astated the systems which were in place in the old
facllity building were not being implemented since
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the move to the new facility building on 07/01/11
which included infection conitral. He stated, after
noting concerns with clinical issues, he brought in
Nurse Consultant #1 and other. corporate staff.
Further interview revealed he was aware of
concerns related to the Activities Program and the
facility was examining the issus. He stated the
facifity Administration was interested in "Universal
Workers", staff who performed a varlety of duties,
across disclplines. Continued interview revealed
implementing such an approach was a "full
culture change" and required a more systematic
approach than had been applied thus far. He
stated he felt there was enough staff; however,
he stated staffing ratios and more staff education
were two Issues that needed further
consideration. . ~

4. Interview, on 08/04/11 at 4:30 PM, with Nurse
Consultant #1, Nurse Consultant #2 and the
interim DON, revealed the facliity was aware the
weights were hot completed for the residents who
were admitted 07/01/11, and was aware there
was an issue with the meal intakes not being
conslstently documented. Continued interview
revealed a recent in-service had been completed
with staff related to documenting meal intakes.
Further interview revealed they hecame aware of
Resident #10's weight loss on 08/03/11, and as of
that date there were ne committees in place to
evaluate the residents’ nutritional status.
Continued interview revealed they were in the
process of Instituting an interdisciplinary team _
meeting which would meet every week to discuss
weights. Also, interview revealed the Dietitian
was how tracking welghts and would inform the
Nurses and Nurse Management of significant
welight changes. Continued interview revealed
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they were aware there was a problem related to
dietary recommendatiohs not being followed, and
the Dietitian would he writing recommendations
on the Physician's Orders with the chart flagged
for the nurse to follow up with notlfication to the
Physician. '
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