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{F 000} INITIAL COMMENTS {F 000}
Based upon implementation of the acceptable
POC, the facility was deemed to be in
compliance, 12/25/15 as alleged.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosabie 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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The Plan of correction is the provider's
F 000 | INITIAL COMMENTS F000| credible allegation of compliance.
Preparation and/or execution of this pl
A Recertification Survey was initiated on f P ion d / ) P a?
12/01/15 and concluded on 12/03/15 and found of correction daes not constitute i
the facllity not meeting the minimum agreement or-admission of liability by the
requirements for recertification with deflclencles rovider and such liability on part of the!
cited at the highest scope and severity of an "D", P L . y P ,O the
provider is hereby specifically denied.
An Abbreviated Survey was Initlated on 12/01/18 The submission of the plan does not
and concluded on 12/03/15 to investigate constitute an agreement by the provi
complaint KY24097, The Division of Health Care tatth greement by the provides
substantiated the allegation with related at the surveyor’s findings or
deficlencles cited. ‘ conclusions are accurate, that the
F 203 | 483.12(a)(4)-(6) NOTICE REQUIREMENTS . F 203! findings constitute a deficiency or that
s8=pD | BEFORE TRANSFER/DISCHARGE th . T
. e scope or severity of the deficiencies
Before a facility transfers or discharges a ) cited are correctly applied. The plan of
resident, the facllity must notify the resident and, correction is prepared and/or executed
if known, a family member or legal representative s ired under federal
of the resident of the transfer or discharge and as required under federal and state
the reasons for the move in writingand in a regulations and statues applicable to long
language and manner they understand; record term care providers.

the reasons in the resident’s clinical record; and
include in the notice the items described in
paragraph (a)(8) of this section.

Except as specifled in paragraph (a)(5)(i)) and (a) F203
(8) of this section, the notice of transfer or 1 Corrective action for the residen

lad

discharge required under paragraph (a)(4) of this '
section must be made by the facllity at least 30 affected by the alleged deficient practice: ~ 12-2%1°
days before the resident is transferred or ’ -
discharged. " Resident 11 and 13 have returned to

‘ facility. A complete chart audit has been
Notice may he made as soon as practicable leted b . ,
before transfer or discharge when the health of completed by corporate intermediary
individuals in the facility would be endangered staff and education on transfer and
under (a)(2)(iv) of this section; the resident's discharge policy and procedure was done
health improves sufficiently to allow a more’ 12-2-15 with IDT
immediate transfer or discharge, under paragraph wi '

TITLE (X6) DATE

LABORATORY D} 'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

¥ o> v Awinistcatar

Y )2 "72115‘
/ ARY deﬂcierlx‘??\ﬁem ent ending an asterisk {(*) denotes a deflciency which the institution may be excused from correcdng rov]
other safeguafds provide sufficight protection to the patlents, (See instructions.} Except for nursing homes, the findings stated above are disclosable 90-da
following the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are dlsclcsable 14
days following the date thesa documents are made avallable to the facility. If deflciencles are cited, an approved plan of correctlon j £ tinged

prograrn participation,
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(a)(2){1) of this section; an immediate transfer or
discharge is required by the resident's urgent
medical needs, under paragraph (a){2)(li) of this
section; or a resident has not resided in the
facility for 30 days.

The written notlce specified-in paragraph (a)(4) of
this section must include the reason for transfer
or discharge; the effective date of transfer or
discharge; the location to which the resident is
transferred or discharged; a statement that the
resident has the right to appeal the action to the
State; the name, address and telephone number
of the State long term care ombudsman; for
nursing facllity residents with developmental
disabilities, the mailing address and telephone
number of the agency responsible for the
protection and advocacy of developmentally
disabled individuals established under Part C of
the Developmental Disabllities Assistance and Bill
of Rights Act; and for nursing facility residents
who are mentally ill, the mailing address and
telephone number of the agency responsible for
the protection and advocacy of mentally ill
individuals establlshed under the Protection and
Advocacy for Mentally Hlf Individuals Act.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review and review of
the facility's policy, It was determined the facility
failed to provide a transfer/discharge notice to two
(2) of fifteen (15) sampled residents. Residents #
11 and #13. :

The findings include:

Review of the facility's pblicy regarding Transfer

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION S8HOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
2. Corrective action taken for those
F 203 Continued From page 1 F 203]

‘residents having the potential to be
affected by the alleged deficient practice:

All residents (62) in this facility had the
potential to be affected by the alleged
deficient practice. Education on proper
transfer/discharge procedures per policy
were given to all licensed nurses by staff
development coordinator. All PRN
nursing staff will have this in service
before next working day.

3. Measures/Systematic changes put in
place to assure the alleged deficient
practice does not re occur:

DON/Unit Manager/SDC will conduct
daily audits of all discharged/transferred
residents Monday— Friday during
morning stand-up meeting for correct
procedure and documentation of
residents being discharged or transferred
from facility. The audits will consist of

was given, responsible party was
contacted, MD was contacted and SBAR
was done before discharge/transfer. All
inaccuracies will be addressed with
immediate corrective actions and
reeducation of licensed nursing staff.,

checking that appropriate documentation
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F 203 | Continued From page 2 F 203:
and Discharge, dated 05/01/08, revealed the -4, Corrective actions will be monitored to

facility would provide a notice of transfer or

discharge before the resident was transported, in jensure the alleged deficient practice will

writing, with the reason for the transfer and ina fnot occur;

language and manner they understood. The

policy Instructed facility staff to complete the 'IDT will review all discharged/transferred
Notice of Transfer form and send a copy with the residents charts in morning stand-up

resident. The notlce would include reason for the . )
transfer or discharge, destination, physiclan and “meeting. If procedure is not 95%

family notification, and the fCO!‘Wﬁﬁon of the raccurate, inaccuracies will be brought to
resident upon transfer or discharge. A copy of the { :

notice would be placed in the medical record with i monthly QAPI meeting for
documentation of circumstances surrounding the
transfer or discharge.

i recommendations on proceeding.

1. Review of the closed clinical record for
Resident #13 revealed the facility admitted the
resident on 02/27/15 with diagnoses of End Stage
Renal Disease with Dependence on Dialysis,
Diastolic Heart Failure, Bi-Polar Disorder, Anxiety,
Tremors, and Chronic Pain.

Revlew of previous Brief Interview for Mental
Status (BIMS) test conducted with the Minimum
Data Set (MDS) assessments on 03/06/15,
05/25/15, 08/14/15 revealad the resident scored a
fifteen (15) each time. Continued review of the
most current quarterly MDS assessment, dated
10/31/15, revealed the facllity conducted a BIMS
test with a score of fifleen (15) out of a possible
fifteen (15), meaning the resident was cognitively
intact,

Continued review of the closed clinical record
revealed the resident was transferred to an acute
hospital on 11/23/15 and returned to the facllity on
11/24/15 at 2:04 AM and a transfer notice was
given,
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Continued From page 3

Review of a Social Service Progress Noted,
dated 11/24/15 at 4:31 PM, revealed the resldent
was fransported to an acute hospltal and would
be a direct admit to the Psych Unit related to
behaviors exhibited during dialysls. There was no
avidence a transfer notice was given.

Interview with the Social Worker, on 12/02/15 at
10:58 AM, revealed a thirty (30) day notice was
issued on 11/30/15 because the resident's
responsible party did not want to pay for a bed
hold. She stated the transfer and discharge
notices are used interchangeably. :

Review of the thirty (30} day notice, issued on
11/30/15, revealed the facility informed the
resident's responsible party they intended to
discharge Resident #13 due to failure to comply
with the plan of care and the facility was unable to
meet the resident's needs. The right to appeal
was included in the notice along with information
of whom to contact and when. The date of
discharge was 12/30/15. However, cbservation
during the tour of the facllity, on 12/01/15 at 8:35
AM, ravealed another resident had already been
placed in Resident #13's room. Refer to F205.

Interview with the facility's Admission Coordinator,
on 12/02/16 at 11:10 AM, revealed the thirty (30)
day notice was issued because the family did not
want to pay for a bed hold. She stated no transfer
notice was given on 11/24/15.

Interview with the Administrator, on 12/02/15 at
2:18 PM, revealed a transfar notice should have
been issued and sent with the resident upon
transfer.

Interview with Resident #13's responsible party,

F 203
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on 12/03/15 at 2:24 PM, revealed she wanted the
resident to return to this nursing facility after
hospitalization. She stated the resident had been
out to the Emergency Room on 11/23/15 due to
resident's complaint of back pain. She stated the
resldent was given an Injection of pain medication
and sent back to the facility, early the morning of
11/24/15. The responsible party stated she went
to the nursing facility around 2:00 PM and found
the resident in bed, very drowsy, and Incontinent
of bladder. She stated when she talked to the
nurse, she discovered the resident had not been
out of bed, had not eaten anything (resident was
a Diabetic) and was too drowsy to take any
medications. She requested the resident to be
sent back to the hospital. The facility later called
and informed her the resident was a direct admit
to a Psych Unit. She stated she did not receive a
written notice of transfer on 11/24/15, She did
recelve a written notice of discharge on 11/30/15
stating the facliity was discharging the resident
because they could not meet the resident's
medical needs.

2. Review of Resident #11's medical record on

12/03/15 revealed the facility admitted Resident ¢
#11 on 08/25/15 with diagnoses including
Unspecified Dementia with Behaviors, Paranold
Schizophrenia, Essential Hypertension, Insomnia,
Muscle Weakness, Anxiety Disorder, Unspecifled
Psychosis, Osteopenia, and Difficulty Walking.

Review of a Physician's Order, dated 09/07/18,
revealed a transfer was required for Resident #11
to a nearby hospital for a psychiatric evaluation,
Further review revealed Resident #11 was
evaluated at the Emergency Department for a
chief complaint of Changed Mental Status. The
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- evaluation resulted in a diagnosis of Utinary Tract
_Infection (UTT). The resident was treated,
| recelved a prascription for antiblotics, and was
| transported back to the facility the same day.
!
Review of the physician orders, dated 09/08/15, | N

i

revealed Resident #11's physician ordered for a
transfer to a nearby hospital to evaluate the
resident's wrist. Review of the hospital transfer
forms, dated 09/08/15, revealed the resident was
evaluated and diagnosed with a forearm fracture,
of both, the radius and ulna. The Resident
recelved a splint for immobilization, was treated

| for pain-and received a prescription for pain
medication. In addition, instructions for monitoring
and follow up with an orthopedic on 09/10/15 was
provided.

Continued record review revealed no
documented evidence of a Transfer/Discharge
Notice for Resident #11's transfers to either
hospital on 09/07/15 or 09/08/15.

Interview, on 12/03/16 at 5:32 PM, with Licensed
Practical Nurse (LPN) #1 revealed a
Transfer/Discharge Notice was to be filled out as
part of a resident's transfer procedure. A
Transfef/Discharge Notice should be sent with
the Emergency Medical Services (EMS) staff as
part of assuring communication with the hospital
for any resident that required a transfer. LPN #1
stated the procedurs was to send a
Transfer/Discharge Notice with any resident when
transferred to another facility or hospital.

F 2051 483.12(b}{(1)&(2) NOTICE OF BED-HOLD F 205
sg=p | POLICY BEFORE/UPON TRANSFR

Before a nursing facility transfers a resident to a
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| This REQUIREMENT s not met as evidenced

. information regarding the facility's bed-hold policy

the nursing facility's policies regarding bed-hold
perlods, which must be consistent with paragraph
(b)(3) of this section, permitting a resident to
return.

At the time of transfer of a resident for
hospitalization or therapeutic leave, a nursing
facility must provide to the resident and a family
member or legal representative written notice
which specifies the duration of the bed-hold policy
described in paragraph (b)(1) of this section.

by:

Based on interview, record review and review of
the facility's admisslon packet Information, it was
determined the facility failed to provide written
information regarding the facility's bed-hold policy
and procedures for two (2) of fifteen (15) sampled
residents that were transferred to a hospital,
Resident #13 was not provided written

and given the opportunity to utillze those bed-hold
days.

The findings Include:
interview with the Administrator, on 12/02/15 at

2:18 PM, revealed the facility was In the process
of transitioning from one company to a new

company. He stated there was no palicy
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F 205 | Continued From page 6 F 205
hospital or allows a resident to go on therapeutic !
| leave, the nursing facility must provide written
 information to the resident and a family member ‘F 205
{ or legal representative that specifles the duration
of the bed-hold policy under the State plan, if any,
during which the resident is permitted to return
and resume residence in the nursing facility, and . . ,
resume h g, Yi 1. Corrective action for the resident

affected by the alleged deficient practice

Resident #13 has returned to facility and
a complete audit of resident chart was
done by Medical Records personal and
found bed hold pelicy was signed by
responsible party upon admission.

2. Corrective action taken for those
residents having the potential to be
affected by the alleged deficient practice

Education on F 205 was done by regional
nurse consultant and vice president of
operations on 12-2-15. Implementation
and education of bed hold procedure was
done 12-3-15 in accordance with current
corporate policy. In service with DON
and SDC was held 12-3-15 with all
licensed nursing staff on new bed hold
policy and procedure. Inaccuracies will
be addressed with immediate corrective
actions and reeducation with correlating
licensed nurse will follow.

12.25.4
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regarding bed-hold during the time of Resident
| #1 3's transfer to the hospital,
Review of the admission packet information, 3. Measures/Systematic changfes. putin
given to all residents upon admission, revealed if place to assure the alleged deficient
a resldent was not covered by Medicaid, or other practice does not re occur:
payor source, and was temporarly hospitalized,
the reis!;.fderét \fsl/oui(f agreed’to ;iay t?ei fig‘my atthe A chart review of all residents discharged
prevalling daily rate in order to retain the .
resident's bed. The resident would be considered or.transfer.red will t?e conducted Mon.day-
to be discharged and must move histher personal Friday during morning stand-up meeting
belongings unless a bed-hold was arranged. If by IDT to ensure appropriate discharge,
the resident was a Medicaid beneficiary, the transf d bed hold poli
facility would reserve the bed in accordance with anster and bed hold policy was
applicable state law, completed correctly and was given at
) X time of transfer and documented. Social
In addition, a Resident Room Reservation Form Services Direct ill do a foll I
was included In each admission packet. This ervices Director will do a toflow up ca
form gave the resident three optlons regarding with responsible party to explain bed
bed-hold. Option #1 was to request a bed-hold hold policy and mail one out to be signed
and pay the daily room rate. Option #2 was not to b ibl \ )
have a bed-hold. Option #3 was for Medicaid y responsible party. Any inaccuracies
payor source and informed the resident they will be reported to administrator or DON
would have fourteen (14) days per calendar year and corrective actions will be taken.
for the bed-hold.
Review of the closed clinical record for Resident
#13 revealed the facifity admitted the resident on : ; : :
02)27115 with diagnoses of End Stage Renal 4. Corrective actions w.nHv be momt‘ored't)
Disease with Dependence on Dialysis, Diastolic ensure the aileged deficient practice wil
Heart Failure, Bi-Polar Disorder, Anxlety, not occur:
Tremors, and Chronic Pain.
Revi fh . Mini Data Set A chart review of all residents discharged
eview of the most current Minimum Data Se . ~
(MDS8) assessment, dated 10/31/15, revealed the or.transfettred wil t?e conducted Monfiay—
facility conducted a Brief Interview for Mental Friday during morning stand-up meeting
Status (BIMS) test for Resldent #13 with a score by IDT to ensure appropriate discharge,
of fifteen (15) out of possible fifteen (15), )
meaning the resident was cognitively intact. transfer and bed hold policy was
FORM CMS-2567(02-09) Pravious Versions Obsolete Event 1D; GSHM11
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completed correctly and was given at

Interview with the Social Service Worker, on time of transfer and documented. IDT
12/02/15 at 10:58 AM, revealed the facility did not will report all findings to QAPl committee
lssue written Information regarding bed-hold. She i ;

stated the faclility staff would normally call the and recommendations will be made as
family and asked them if they wanted to hold the needed.

bed and what the cost would be. She stated she
had not spoken with the family regarding
Resident #13.

Interview with the Admission Coordinator, on
12/02115 at 11:10 AM, revealed she had called
and explalned to Resident #13's responsible party
they would have to pay to keep the resident's
bed. She stated she was told since the resident
went to a Psych Hospital the Medicald bed-hold
did not apply. She stated she never provided
written information regarding the resident's
bed-hold options, she would only call them. She
stated to her knowledge there was no policy for
bed-hold options, only the information provided in
the admission packet. She stated when she
called Resident #13's responsible party, they
chose not to pay the bed-hold; thersfore, the .

resident was discharged from the facility and |
another resident was admitted to the bed. She '
stated she had placed the resident on the waiting
fist for the next available bed.

Interview with the Administrator, on 12/2/15 at
2:18 PM, revealed there was no policy regarding
bed-hold. He stated he was under the impression
that if a resident was sent to a Psych Hospital,
Madicaid would not pay for a bed-hold. He stated
he was looking at facility to facility transfer and
didn't think the facility could bilt for that. He stated
a bed-hold was offered via phone, but the family
refused. Therefore, the resident was discharged
Event ID: GSHM11 Facility iD: 100347 if continuation sheet Page 9 of 46
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| Interview with Resident #13's responsible party,
on 12/03/12 at 2:24 PM, revealed she was told
since the resident went to a Psych Hospital,
Medicaid would not pay for a bed-hold and if she
wanted to hold the resident's bed, she would
have to pay the daily room rate ($216.00). She
stated she could not afford to pay that amount
and the facility told her the resldent would be
discharged. She received a discharge notice on
11/30/15. She stated she wanted the resident to
return to the facility and had been very worrled
about where to place the resident after
hospitalization.

interview with the Business Office Manager, on
12/03/15 at 9:30 AM, revealed Resident #13 was
a Medicald beneficiary with five (5) qualifying
days left this year for bed-hold. She stated the
resident should have been able to utllize the
bed-hold days with this hospitalization.

A post survey telephone Interview with the Central
Office Supervisor for the Department of
Community Based Services, on 12/04/15 at 8:00
AM, revealed she had checked with the Medlcald
Central Office and was told any resident who was
a Medicaid Beneficlary in a Long Term Care
Facility would recelve fourteen (14) bed-hold days . ;
per year. These bed-hold days would apply to :
Psych and Acute Hospitalizations. f

|

!

F 279 | 483.20(d), 483.20(k)(1) DEVELOP F 279
$5=D | COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.
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The facllity must develop a comprehensive care
plan for each resident that includes measurable F279
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial 1. Corrective action for the resident
needs that are identified in the comprehensive - .
assessment. P affected by the alleged deficient practice
. . 12.25
The care plan must describe the services that are Resident #13 care plan has been
to be furnished to attain or maintain the resident's reviewed and revised to ensure the care
highest prqctmabie physical, mental, and plan continues to accurately reflect the
psychosocial well-being as required under . s .
§483.25; and any services that would otherwise resident’s status and appropriate
be required under §483.25 but are not provided interventions for behaviors.
due to the resident's exercise of rights under
§483.10, Including the right to refuse treatment 2. Corrective action taken for those
under §483.10(b)(4). residents having the potential to be
‘ affected by the alleged deficient practicej
This REQUIREMENT s not met as evidenced
by: . Care plans of all residents (62) were
Based on Interviews and closed record review, it reviewed by IDT, Regional Nursing
was determined the facility failed to develop a . . .
care plan to address behaviors for one (1) of consult’ant and Regional Vice Pres;dvent of
fifteen (15) sampled residents. Resident #13 Operations 12.3.15-12.4.15. All residents
started exhibiting behaviors of yelling at staff, found to have behaviors were given a
refusal of medications and dialysls treatments, behavio e plan with rooriat
and parnonia. The facility failed to develop a care . € r.car P W_' ap;? .oprla e _
pian with specific interventions to address those interventions for their specific behavior.
behaviors. The resident's refusal for dialysis Behaviors and interventions will be
resulted In two hospitalizations. ‘monitored for appropriateness of
The findings include: interventions. Education was done with
IDT 12.4.15 by corporate consultants on
Interview with the Director of Nursing (DON), on dati are ol developi
12/03/15 at 10:05 AM, revealed the facility updating care plans, developing care
unitized the Resident Assessment instrument plans and interim plan of care as per
(RAI) for thelr care plan policy. policy.
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‘poesitieor fidicating the limits of such

: and outcomes of care; and addressing additional
: care planning areas that are relevant to meeting
1 the resident's needs in the long-term care setting.

Revlew of the closed clinical record for Resident
. #13 revealed the facllity admitted the resident on
- 02/27115. Revlew of the most current diagnoses

Review of the RAI manual, Chapter 4, page 4-8,
Care planning, revealed the comprehensive care
plan was an interdisciplinary communication tool, !
It must include measurable objectives and time |
frames and must describe the services that are o |
be furnished to aitain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being. The overall carep lan
should be oriented towards preventing avoidable
declines In functioning or functional level or
otherwise clarifying why another goal takes
precendence (palliative approaches in end of life
sltuations); managing risk factors to the extent

interventions; addressing ways to try to preserve
and build upon resident strengths; evaluating
treatment or measurable objectives; imetables

Included End Stage Renal Disease with dialysls,
Congestive Heart Failure, Bi-Polar Disorder,
Hypothyroidism, Pain, Anxiety Disorder, and
Essential Tremors,
Review of the comprehensive care plan, dated
03/12/15, revealed the resident went out to
dialysis three (3) times a wesk, Review of a care
plan conference, dated 10/14/15, revealed
documentation the resident refused treatment
and dialysis at fimes and experienced eplsodes of
agltation. However, there was no care plan
developed to address those behaviors,

Review of the most recent Minimum Data Set
(MDS) quarterly assessment, dated 10/31/15,

3. Measures/Systematic changes put in
place to assure the alleged deficient
practice does not re occur:

Implementation and education of
corporate policy and procedure on care
pl_a_nnin_g was done 12.4.15 by corporate
consultants with IDT. SDC educated
nursing staff on documentation and
monitoting of resident behaviors on
12.7.15. All PRN staff will be educated
before date of compliance.

4. Corrective actions will be monitored tp
ensure the alleged deficient practice wil
not occur:

Care Plans will be reviewed by IDT for
accuracy and appropriateness of
interventions for the associated
behaviors with resident’s quarterly MDS
assessments. All issues will be brought tp
monthly QA committee for
review/interventions.
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revealed the facility conducted a Brief interview
for Mental Status (BIMS) exam with a score of
fifteen (15) out of possible fifteen (15) meaning
the resident was cognitively intact. The facility
assessed the resident to require assistance from
staff for most Activities of Daily Living (ADL).

Continued review of the resident's closed clinical
record revealed the resident was admitted to an
acute hospital from 08/02/15 to 08/07/15 for
shortness of air. Review of the hospital History
and Physlcal, dated 08/02/186, revealed the
resident had missed his/her dialysis prior to the
hospitalization. The hospital discharge summary,
dated 08/17/15, revealed the resident
experienced Congestive Heart Failure with
volume overload and had to be dialyzed.

~ Revlew of the readmission physician orders,
dated 08/07/185, revealed an order for
hemodialysis three times a week, Monday,
Wednesday, and Friday and the physician had
placed the resident on fluid restriction of 1500
millliters (mi) per day. Review of a SBAR
Communication Form, dated 11/14/15 at 2:54
PM, revealed the resident had been transferred to
the local hospital's Emergency Department (ED)
for a change in condition. The nurse documented
the resident was non-responsive, arms flaccid,
blood pressure elevated and the resident was
incontinent of bladder, which was new for this
resident. The nurse’'s documented the resident
had a decreased consciousness and new or
worsening behavioral symptoms.

Review of the section for other relevant
information, the nurse documented the resident
had missed a dialysis treatment. The form stated
the resident had been to the local ED on 11/13/15
for pain and had recelved a pain medication
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injection and returned fo the nursing facility. On
11/14/15, the resident was transported to the local
ED and then transported to another hospital for
emergent dialysis and admitted for treatment.
Review of the hospital's discharge summary,
dated 11/17/15, revealed the rasident had not
received dialysis for over five (5) days. The
physician stated the resident was In Pulmonary
Edema, Diastolic Congestive Heart
Fallure-converted to volume overload from
missed hemodialysis, Hyperkalemia due to
missed hemodialysls, and Altered Mental Status
related to possibly uremia and combination of
psychotropic medications while not getting
dlalysis. The physician documented the resident's
symptoms immediately improved after dialysis.
The physiclan documented he had strongly urged
the resident not to miss dlalysis again. However,
there was no documentation in the clinical record
at the nursing facllity regarding the resident's
refusal of dialysis and what interventions the
facility attempted.

Review of the Dialysis Center progress note,
dated 11/23/15 at 12:28 PM, revealed the
resident complained of paln and Tylenol 500 mg
was given. In addition, the nurse documented the
resident was upset and was happy one minute
and angry the next. A note from the Social
Worker at the Dialysis Center stated the resident
was belligerent with mania present. The center
contacted the resident’s family member and she
requested a Psych evaluation. The resident was
transported back to the Nursing Facility after the
dialysis treatment. At 4:45 PM, the facility
transported the resident to the hospital for
evaluation of behaviors, The resident was
returned to the Nursing Facility on 11/24/16 at
2:04 PM, with the nurse at the hospital stating |

FORM CMS-2567(02-99) Pravious Verslons Cbsolste Event {D: GSHM11 Facility ID: 100347 if continuatlon sheet Page 14 of 46




PRINTED: 12/16/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES - OMB NG, 0938-0391
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
185342 B. WING 12/03/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. 708 BARTLEY AVENUE
1G E
SIGNATURE HEALTHCARE AT COLONIAL RE.HAB & WELLNESS BARDSTOWN, KY 40004
(%4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 279 | Continued From page 14 F 279

there wasn't anything wrong with the resident. H
The resident was not exhibiting any behaviors at ;
that time. Later that day, the resident was sent
back to the hospital for direct admit to the Psych :
Unit for evaluation of medications and increased |
behaviors, However, no care plan was developed
to address those behaviors.

Interview with a family member, on 12/03/15 at
2:24 PM, revealed the resident would refuse
dialysls occaslonally, but she could get the
resident to.dialysis if the facllity called. She stated
about three (3) weeks ago, the resident was sent
to the ED related to pain. The resident was sent
back after a pain medication injection. She stated
the resident had missed dialysis that day
(Friday-November 13 th). She stated the ED
physiclan was aware of the missed dialysis
freatment, but wanted the facility to monitor the
resident closely. She stated the resident was -
returned to the facility early In the morning around
2:00 AM. She stated she went home to get some
rest and refurned to the Nursing Facility around
2:00 PM that day. She stated she found the
resident laying in bed wet and unresponsive. She
stated she spoke with the nurse and found the
resident had not eaten breakfast or lunch, and
was oo drowsy to take the medications
scheduled at 7:00 AM and 12:00 Noon. She
requested the resident be transported back to the
ED. The resident was transported to the local ED
and then fransported to another hospital for
emergency dialysis treatment. She stated recently
the resident had been to the ED several times for
pain, She stated they could not get the resident's
pain in control and the pain medlcation injection
he/she had received at the ED the night before
made the resident toc drowsy. She validated the
resident would refuse dialysis treatment
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oceasionally and she would come and take the
 resident in her own personal car.-However, the
facility did not request her assistance on 11/13/15 |
and the resident ended up in the ED and had to

be emergent dialyzed. .

! Interview with Licensed Practice Nurse (LPN) #1,
on 12/03/15 at 2:20 PM, revealed the resident
was usually okay unless helshe didn't receive
their medications exactly at the scheduled time.
The resident refused medications telling staff they
were poison and hefshe had a chip In his/her
brain and If the resident didn't get his/her
medications at 7:00 AM, 12:00 Noon, 4:00 PM,
and 7:00 PM exactly, the resident would say their
brain would short circult. LPN #1 stated the : .
resident would refuse dialysls at times, even :
though the resident knew it would harm him/her. :
She stated the behaviors should have been
documented in the medical record. 1
H

Interview with the Social Worker and the MDS
Coordinator, on 12/13/15 at 4:23 PM, revealed ;
the Social Worker was responsible for completing : :
the section of the MDS regarding behaviors and
nursing was responsible for the monitoring of
Psychotropic medications and the effectiveness.
The Social Warker stated the resident was
exhibiting behaviors such as yelling at staff during
care, but did not know the resident was refusing
medications. She stated she would look under the
Garetracker and nursing would report any
behavlors to her. She stated she was aware the
resident had refused dialysis but falled to develop . i
a care plan to address the problem. She stated '
this would be the type of behavior that required a ;
care plan with interventions, Thg MDS . ;
Coordinator stated she or the Director of Nursing | ;
would conduct the care plan conference. She was !
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aware of Resident #13's refusal of medication
and dialysis treatment; however, she had not
raviewed the resldent's care plan for completion F 280
and didn't realize the behaviors had not been i )
care planned. . 1. Corrective action for the resident
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280! affected by the alleged deficient practice:  12.25.115

$5=D | PARTICIPATE PLANNING CARE-REVISE CP
The care plan for resident #1 and #15 hap

The resident has the right, unless adjudged been reviewed to ensure the plan of car¢

incompetent or otherwise found to be .
incapacitated under the laws of the State, to continues to accurately reflect the

| participate in planning care and treatment or resident’s current status and behaviors.
changes In care and treatment. ‘ Resident #15 no longer believes she is
A comprehensive care plan must be developed paralyzed. Resident #1 has a behavior
within 7 days after the completion of the care plan to address the current
comprehensive assessment; prepared by an behaviors
interdisciplinary team, that includes the attending )
physician, a registered nurse with responsibility 2 Corrective action taken for those

for the resident, and other appropriate staff In

disciplines as determined by the resident's needs, residents having the potential to be

and, to the extent practicable, the participation of ' affected by the alleged defici ind.
the resident, the resident's family or the resident's . Y ged deficient practice:
legal representative; and perlodically reviewed Care plans of all residents (62) were
and revised by a team of qualified persons after . .

reviewed by IDT, Regional Nursing

each assessment.

-

consultant and Regional Vice President g
Operations 12.3.15-12.4.15. All resident
found to have behaviors were given a

w

This REQUIREMENT s not met as evidenced
by:
Based on observation, Interview, record review
and policy review, it was determined the facility
failed to revise the care plan for two (2) of fifteen
(15) sampled residents, (Resldents #1 and #15).
The facility failed to revise the care plan to
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address Resident #15's behaviors of thinking they
were paralized and Resident #1's yelling out for
help.

The findings include:

Interview with the Director of Nursing (DON), on
12/03/15 at 10:05 AM, revealed the facility
followed the Resldent Assessment Instrument
(RAl) as the care plan policy. o

Review of the RAl Minimum Data Set (MDS) 3.0
Section 4, 4.8, page 4-12, #15, revealed the
effectiveness of tha care plan must be evaluated
from lts Initiation and modified as necessary.
Changes ta the care plan should occur as needed
in accordance with professional standards or
practice and documentation. The overall care
plans should be oriented towards: preventing
avoidable declines in functioning and addressing
ways to try to preserve and build upon resident
strengths.

1. Review of Resident #15's clinical record
revealed the facllity admitted the resident on
04/21/14 with diagnoses of Dementia with
Behavioral Disturbancs, Difficulty Walking,
Morbid Obesity, Immobllity Syndrome, Major
Depressive Disorder and Anxiety.

Review of Resident #15's Minimum Data Set
(MDS) Annual Assessment, dated 10/02/15,
revealed the facllity assessed Resident #15
utilizing a Brief Interview for Mental Status (BIMS)
with a score of fifteen (15) which meant the
resident was cognitively intact and interviewable.

Review of Resident #15's Behavior Care Plan,
dated 02/07/14, revealed Resident #15 had
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behavior care plan with appropriate
interventions for their specific behavior. :
Behaviors and interventions will be
monitored for appropriateness of
interventions. Education was done with
IDT 12.4.15 by corporate consultants on
updating care plans, developing care
plans and interim plan of care as per

policy.

3. Measures/Systematic changes put in
place to assure the alleged deficient
practice does not re occur:

Implementation and education of
corporate policy and procedure on care
planning was done 12.4.15 by corporate
consultants with IDT. SDC educated
nursing staff on documentation and
monitoring of resident behaviors on
12.1015. All PRN staff will be educated
before date of compliance.
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"I revealed per staff Resident #15 belleved he/she

episodes of being verbally abusive towards staff i
as evidence by him/her velling/cursing at staff and |
rejecting care. There were no interventions listed
on the care plan to address these behaviors or |
direct staff in how to approach these behaviors of !
feeling paralyzed. ;

Observation of Resident #15, on 12/02/15 at 4:25
PM, on 12/03/15 at 8:10 AM, and on 12/03/15 at
12:00 PM, revealed Resident #15 was either up
or rasting resting in bed with no behaviors :
displayed.

Review of Resldent #15's Psychiatric Follow-up
Evaluations, dated 05/28/15, 06/29/18, 07/23/15,

was paralyzed and required staff to do everything
for him/her,

Review of Resident #15's Resident Behavior by
day Chart, revealed Resident #15 was monitored
for wandering, verbal behavior, physical behavior,
soclally inappropriate and rejection of care.

Interview with Certifled Nursing Assistant (CNA)
#1, on 12/03/15 at 1:00 PM, revealed Resident
#15 would refuse showers, but really did not have
any behaviors.

Interview with CNA#2, an 12/03/15 at 1:30 PM,
revealed Resident #15 liked to refuse showers
and would say staff was mean and then would
take his/her shower, There were no other
behaviors by the resldent.

Interview with the Social Services Director, on
12/03/15 at 4:35 PM, revealed Resident #15 had
verhal behaviors and refused care. The Social
Services Director stated she did not know how

!
4. Corrective actions will be monitored t’o
ensure the alleged deficient practice wil
not occur:

Care Plans will be reviewed with the
quarterly MDS assessments by [DT for
accuracy and appropriateness of
interventions for the associated
behaviors. All issues will be brought to
monthly QA committee for
review/interventions.
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long it had been since Resident #15 had those i
type of behaviors. L

Interview with the Director of Nursing (DON), on
12/03/15 at 3:41 PM, revealed she had not
noticed any behaviors. No yelling or cussing as
waell. The DON stated Resident #15's care plan
probably needed to be revised. The DON stated
she attended the care plan meetings on
Wednesdays and would go over issues and make
revisions as needed. The DON stated she had
not asked about the accuracy of the care plans
and the need for revision.

2. Review of Resident #1's clinical record
revealed the facllity admitted the resident on
0524/18 with dlagnoses of Alzheimer’s Diseases,
Dementia with Behavior, Anxiety, Major
Depressive Disorder and Chronic Pain. Review of
Resident #1's MDS Annual Assessment, dated
11/18/15, revealed the facllity assessed Resident
#1 with a BIMS and score the resident as a 99 ;
which meant the resident could not complete the (
interview and would not be interviewable.

Observatlon of Resident #1, on 12/01/15 at 11:20 ‘
PM, 12:05 PM, 1:20 PM and 3:45 PM, on
12/02/15 at 8:10 AM, 8:45 AM, 9:42 AM, 2:16 PM
and 4:15 PM, and on 12/03/15 at 8:10 AM,
revealed the resident displayed no hehaviors.

Interview with CNA#1, on 12/03/15 at 1:00 PM,
revealed Resident #1 had some behaviors like
wanting to lay down in bed or screaming out that
he/she wanted to get back up.

Interview with Licensed Practical Nurse (LPN) #1, :
on 12/03/15 at 1:44 PM, revealed Resident #1 :

FORM CMS-2667(02-99) Previous Versions Obsolete ' Event {D: GSHM 1

Fagility 1Dt 100347 If continuation sheet Page 20 of 48




DEPARTMENT OF HEALTH AND HUMAN SERVICES RALEAR A
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING . COMPLETED

185342 "| B-WING 12/03/2015
STREET ADDRESS, CITY, STATE, ZIF CODE’

708 BARTLEY AVENUE
l E LR
SIGNATURE HEALTHGARE AT COLONIAL REHAB & WELLNESS BARDSTOWN, KY 40004

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CDMPLE;‘!ON

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DAY
DEFICIENCY)

NAME OF PROVIDER OR SUPPLIER

F 280 | Continued From page 20 F 280 ‘
had behaviors such as yelling out for help. '
Resident #1 would yell out to either voice he/she
was in pain or needed to go to the bathroom.

Review of Resident #1's Behavlor Care FPlan,
dated 02/07/14, revealed Resident #1 would -
continuously vell out and continuausly yell out for
help when the resident needed to go to the
bathroom or was in pain. But no specific
interventions were listed regarding the resident
needing to go to the bathroom, or if the resident
was in pain or needed to go to bed.

Interview with the Minimum Data Set (MDS)

Coordinator, on 12/03/18 at 4:22 PM, revealed 5
she had not revised the behavior care plan. She
stated she did attend the care plan meeting on.
Wednasday and reviewed the care plans. She
and the DON were responsible for the
accuracy/revision of the care plans.

Interview with the Social Services Director, on
12/03/15 at 4:35 PM, revealed the care plans
could be more individualized. The Soclal Services
Director also stated she had not reviewed the
behavior sheets and had not aitended care plan
meetings In while to revise any care plans.

Interview with the DON, on 12/03/15 at 3:41 PM,
revealed Resident #1's care plan could have
been revised to have more personalized
interventions such as to check on the resident to
see if they were in paln, hungry or needed to be
with other residents or staff.

Interview with the Administrator, on 12/03/15 at
2:47 PM, revealed Resident #1 liked to get up out
of bed and would sometimes cry at night bacause
he/she had pain. The Administrator stated that
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{ the care plan should be revised to be mors

- personalized, as Resident #1's care plan was too
vague.

F 282 | 483.20(k)(3)(il) SERVICES BY QUALIFIED F282| F 282
ss=n | PERSONS/PER CARE PLAN '

! The services provided or arranged by the facility

must be provided by qualified persons in 1.Corrective action for the resident
accordance with each resldent's written plan of affected by the alleged deficient practice: 12.25.15
care.

Resident #1 was monitored by nursing

This REQUIREMENT s not met as evidenced staff for placement of Geri-sleeves. Skin
bg: 4 ) | 4 assessment was done with no new

ased on observation, interview, record review s
and policy review, it was determined the facllity significant §h-ange notgd due to the
failed to implement the care plan-for one (1) of alleged deficient practice.
fifteen (15) sampled residents, (Resident #1 Y. The
facility staff failed to place gerl-sleeves on 2. Corrective action taken for those

Resldent #1 as care planned, residents having the potential to be
The findings Include: affected by the alleged deficient practiceg:

Interview with the Director of Nursing (DON), on | Care plans were reviewed for all
12/03/15 at 10:05 AM, revealed the facility residents with protective devices and no
followed the Resident Assessment Instrament residents were found to be affected by

i lans.
(RAI) as it relafed to care plans the alleged deficient practice.

Review of the RAl Minimum Data Set (MDS) 3.0

Section 4, 4.6, page 4-11, #12, revealed the 3. Measures/Systematic changes put in

Inter-Disciplinary Team (IDT) identified specific, place to assure the alleged deficient
individualized steps or approaches that would be ; .

taken to help the resident achleve his or her practice does not re occur:

goals. The approaches served as instructions for Education was done by SDC and DON

resident care and provide for the continuity of ) )
care by all staff, Precise and concise instructions with nursing staff on the procedure of

help staff understand gnd implement reviewing care plans daily and following
interventions. : the care plans. Audit of care plans will lfe
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done by DON/SDC/unit managers weekl
F 282 . y
Continued From page 22 F282] for 4 weeks and then monthly X2 months.
Review of Resident #1's clinical record revealed 4. Corrective actions will be monitored tb

the facility admitted the resident on 05/21/13, with o
diagnosis of Alzheimer's Disease, Laft Knee ensure the alleged deficient practice wil

Contracture, Difficulty in Walking, Muscle not occur:

Weakness and Chronic Pain.
DON/SDC/unit managers will audit TAR

Review of Resident #1's Minimum Data Set ' ,
(MDS) Annual Assessment, dated 11/18/15, ~ and observe resident for accuracy of
‘revealed the facility assessed Resident #1 placement of Geri-sleeve weekly X4

utilizing a Brief Interview for Mental Status (BIMS) weeks and then monthly X2 months.
with a score of 98 which meant the resident was Any issues will be brought to the

not able to complete the interview task. i
attention of the. DON/ Unit managers and

Revlew of Reslident #1's Activity of Daily Living appropriate interventions will be

(ADL) care plan, dated 04/15/15, revealed the . ) )
staff was to place geri sleeves to the bilateral implemented immediately. Further

arms of Resident #1. issues will be brought to the QA

' committee by the DON
Review of Resldent #1's Certified Nursing ) Y for further
Assistants (CNA) care plan, not dated, revealed review.
the CNAs were fo place gerl sleeves on Resident

#1's bilateral arms.

Observation of Resident #1 arms, on 12/01/15 at
12:05 PM, revealed Resident #1 was not wearing
geri sleeves on either arm and his/her arms had
bruises.

Further observation of Resident #1, on 12/01/15
at 1:20 PM and 3:45 PM, revealed Resident #1
was not wearing any geri sleeves.

Observation of Resident #1, on 12/02/15 at 8:45
AM, revealed Resident #1 was sitting in his/her
wheelchalr with no geri sleeves on his/her arms.

Interview with CNA#1, on 12/03/15 at 1:00 PM,
revealed she was not aware Resident #1 was to

FO RM CMS-2567(02-98) Previous Versions Obsolete Event ID: GSHM11 Facllity 10: 100347

if continuation sheet Page 23 of 46




PRINTED: 12/16/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES : FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING : COMPLETED
. 185342 B. WING 12/03/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
: 708 BARTLEY AVENUE
IG
SIGNATURE HEALTHCARE AT COLONIAL REHAB & WELLNESS BARDSTOWN, KY 40004
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES fin] PROVIDER'S PLAN OF CORRECTION {XB)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ; COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE i DATE
DEFICIENGY)
F 282} Continued From page 23 F 282

" wear geri sleeves. CNA #1 stated she was

' supposed to review her CNA plan daily and had
nat. She stated if she had checked that Resident !

_#1 did not have on his/her geri sleeves, she

. would have informed the nurse to help her look

for them,

Interview with Licensed Practical Nurse (LPN) #1,
on 12/03/15 at 1:44 PM, revealed the nursing
staff was suppose to ensure the CNA's were
providing care as care planned

Interview with the Minimum Data Set (MDS)
Coordinator, on 12/03/15 at 4:22 PM, revealed
the nursing staff was to follow the care plans on a
daily basls.

Interview with the Director of Nursing {DON}), on
12/03/15 at 3:41 PM, revealed the geri sleeves
wera used to prevent injury to the resident's arm.
The DON stated it was important for the care plan
to be followed because it was the plan of care for
the resident, )

F 3091 483.25 PROVIDE CARE/SERVICES FOR F 309

sg=p | HIGHEST WELL BEING '

Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care,

This REQUIREMENT is not met as evidenced

FORM CMS-2567(02-99) Pravious Versions Obsclete Event ID: GSHM11 Factiity 10: 100347 i continuation sheet Page 24 of 46




PRINTED: 12/16/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION . (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING GCOMPLETED
185342 B. WING 12/03/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIF CODE
: 708 BARTLEY AVENUE
SIGNATURE HEALTHCARE AT COLONIAL REHAB & WELLNESS BARDSTOWN, KY 40004
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1] PROVIDER'S PLAN OF CORRECTION {X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 3091 Continued From page 24 F 309
by:

Based on cbservation, interview, record review
and policy review, it was determined the facility

* failed to follow physician orders for two (2) of

. fifteen (15) sampled residents, (Residents #1 and
! #13). The facility staff failed to apply geri sleeves
to Resident #1 as ordered by the physlician.

Regident #13 was to receive dlalysls three (3) F309
times a week and although Resident #13 would
refuse; there was no evidence the facility took any
action fo get the resident the ordered dialysis.

1. Corrective action for the resident

The findings include: affected by the alleged deficient practicet ~ 12.25.35
Interview with the Director of Nursing (DON), on Resident #1 was monitored by nursing
12/03/15 at 10:05 AM, revealed there was no taff for ol t of Geri-s| Ski
palicy for following physician orders. There was staff for placement of Geri-sieeves. Skin
no policy for assistive devices as well. assessment was done with no new

. ' significant change noted due to the
1. Review of Resident #1's clinical record lleged defici . .
revealed the facllity admitted the resident on alleged deficient practice. Resident #13
05/21/13 with dlagnoses of Alzheimer's Disease, has returned to the facility with no
Left Knee Contracture, Difficulty in Walking, complications from the apparent

Muscle Weakness and Chronic Paln, ; - .
deficient practice.
Review of Resident #1's Minimum Data Set

(MDS) Annual Assessment, dated 11718715, 2. Corrective action taken for those

revealed the facility assessed Resident #1 residents having the potential to be
utllizing the Brief Intervlew for Mental Status £f - N
(BIMS) with a score of 99 meaning the resident affected by the alleged deficient practicq:
could not complete the Interview task and was not Care plans were reviewed for all
Interviewsble. » ) ) .

residents with Geri-sleeve orders and ng
Review of Resident #1's Physiclan Orders, dated residents were found to be negatively
10/01/13 through 10/31/15, revealed the affected by the alleged deficient practicg.

physician ordered the staff to place geri sleeves

to Resident #1's bilateral arms. Resident #13 is the only resident with a

care plan for dialysis. interventions have

i Observation of Resident#1's arms, on 12/01/15
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F 309 | Continued From page 25 F 309/ been put into place to address possible

at 12:05 PM, revealed the resident was wearing a refusals of dialysis for resident #13.
short sleeve shirt with no geri sleeves on either
arm and the resident’s arms had bruises. 3. Measures/Systematic changes put in

; lace to as the all ici
Further observation of Resident #1, on 12/01/15 place to assure the Ny egec{ deficient
at 1:20 PM and 3:45 PM, revealed Resident #1 practice does not re occur:

was not wearing any gerl sleeves, L .
implementation and education of

Ohservation of Resident #1, on 12/02/15 at 8:45 corporate policy and procedure on care

AM, revealed Resident #1 was observed sitting in .

histher wheelchalr, Resident #1 had a shart planning was done 12.4.15 by corporate
sleeve shirt on with no geri sleeves on his/her consultants with IDT. Education was
arms. Both arms were observed fo have red and done by DON and SDC on resident refusd

blue bruises. of care plan and appropriate

Further observation of Resident #1, on 12/02/15 interventions for the residents if a refusgl
at 9:42 AM, 2:15 PM and 4:15 PM, revealed of care occurs. MD orders will be audited

Resident #1 did not have his/her gerl sleeves on. Monday-Friday during morning stand-ug

Interview with Certifled Nursing Assistant (CNA) meeting with updates to resident care
#1, on 12/03/15 at 1:00 PM, revealed she was not plans done if needed.

aware Resident #1 was to wear gerl-sleeves.
CNA#1 stated she was suppose to review her
CNA plan every shift. CNA#1 stated the gerl
sleeves were used to prevent brulsing and
scratching to Resident #1's arms. CNA#1 stated
she worked with Resident #1 on 12/02/15 as
Resldent #1's ald.

Interview with the Licensed Practical Nurse (LPN)
#1, on 12/03/15 at 1:44 PM, reveaied staff wera
to foliow the physicians orders and the nursing
staff was responsible to ensure the CNA's
provided the care ordered. .

Interview with the Director of Nursing (DON), on
12/03/15 at 1:35 PM, revealed she expected the
CNA staff to review their CNA care plans when ‘
they come on the shift and as needed. The DON i
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4. Correcti i i i
F 309 | Continued From page 26 E 300 tive actions will be monitored to

stated the geri sleeves were ordered because ensure the alleged deficient practice will
not occur: :

" Resident #1 picked at his/her arms. The DON :
: stated she expected the staff to follow the !

*_physician orders. IDT will review all charts on residents

who refuse care Monday-Friday during
morning stand-up meeting to assure

2. Review df the closed clinical record for

Resident #13 revealéd the facility admitted the | appropriate interventions were used for
resident on 02/27/15. Review of the most current ! associated behavi ;

diagnoses Included End Stage Renal Disease behavi , vsor: An audit of )
with dialysis, Congestive Heart Failure, Bi-Polar ehavior charting will be done by Social
Disorder, Hypothyroidism, Pain, Anxiety Disorder, Services Coordinator Monday-Friday
and Essential Tremors. before morning stand up meeting. All
Review of the most recent Minimum Data Set incidents will be reported to DON for
(MDS) quarterly assessment, dated 10/31/15, further investigation. TARs will be
revealed the facility conducted a Brief Interview audited monthly for accuracy of

for Mental Status (BIMS) exam with a score of ] .

fifteen (15) out of possible fifteen (15) which protective covering placement at the

meant Resident #13 was cognitively intact and beginning of each month x 3 months. Al

interviewable. The facllity assessed the resident issues wi '

to require assistance from staff for most Activities ill be br'ougl‘wt to the attention of
IDT for appropriate interventions. DON

of Dally Living (ADL).
will bring all systematic issues to monthly

Review of the comprehensive care plan, dated : .
03/12/15, revealed the resident went dut to QA meeting for review.
dialysis three (3) times a week. Review of a care
plan conference, dated 10/14/15, revealed
documentation the resident refused treatment
and dialysis at times and experienced episodes of

agitation.

Continued review of the résident's clinical record
revealed the resident was admitted to an acute
hospital from 08/02/15 to 08/07/15 for shortness
of air. The hospital discharge summary, dated
08/07/15, revealed the resident experlenced .
Congestlve Heart Failure with volume overload
and had to be dialyzed. Review of the hospital
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History and Physical, dated 08/02/15, revealed
the resident had missed his/her dialysis prior to
! the hospitalization. Review of the readmission
physician orders, dated 08/07/15, revealed an
order for hemodialysis three times a week,
Monday, Wednesday, and Friday and the
physiclan had placed the resident on fluid
restriction of 1500 milliliters (ml) per day.

Review of a Nurse's Note, dated 11/10/15 at 8:11
AM, revealed the nurse received a physician
order to transfer the resident to the local acute
hospital. At 10:10 AM, the nurse documented she
nhad received report from the acute hospital
stating the resident diagnotic test revealed
arthritis and kidney stones. The resident had
been given Morphine pain medication and
returned to the nursing facllity.

Review of a Situation, Background, Assessment,
Recommendation (SBAR) Communication Form,
dated 11/14/15 at 2:54 PM, revealed the resident
had been transferred to the local hospital's
Emergency Department (ED) for a change in
condition. The nurse documented the resident
was non-responsive, arms flaceid, biood pressure
elevated and the resident was incontinent of
bladder, which was new for this resident. The
nurse's documented the resident had a
decreased consclousness and new or worsening
behavloral systems.

N Review of the sactlon for other relevant
information, the nurse documented the resident
had missed a dialysis treatment. The form
revealed the resident had been to the local ED on
11/413/5 for pain and had recelved a pain
medicatlon injestion and return to the nursing
facility, On 11/14/15, the resident was transported
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to the local ED and then transported to another
hospital for emergent dialysis and admitted for

treatment.

Raview of the hospital's discharge summary,
dated 11/17/15, revealed the resldent had not
received dialysis for over five (8) days. The
physician stated the resident was in Pulmonary
‘Edema, Diastolic Congestive Heart
Fallure-converted to volume overload from
missed hemodialysis, Hyperkalemla due to
missed hemodialysis, and Altered Mental Status
related to possibly uremia and combination of
psychotropic medications while not getting
dialysis. The physiclan documented the resident
symptoms Immediately Improved after dialysis. |
The physician documented he had strongly urged
the resident not to miss dialysis again. However,
there was no avidence the facility took action to
ensure the resident continued with dialysis.

- Interview with a family member, on 12/03/15 at
2:24 PN, revealed although the resident was
cognitively intact, she had provided oversight with
decision making for the resident at the resident’s
personal home and at the Nursing Facility and
knew the resident's needs. .

She stated the resident had lived alone for over
seven (7) years and had refused dialysis rarely.
She slated since admisslon to the Nursing
Facility, the resident may have refused dialysis
occaslonally, but she could get the resident to
dialysis if the facility called.

She stated about three (3) weeks ago, the
resident was sent to the ED related to pain. The
resident was sent back after a pain medication
injection. She stated the resident had missed
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dialysis that day (Friday-November 13th). She |
stated the ED physician was aware of the missed s
dialysis treatment, but wanted the facility to
monitor the resident closely. She stated the
resident was returned to the facliity early in the
morning around 2:00 AM.

She stated she went home to get some rest and
returned to the Nursing Facility around 2:00 PM
that day. She stated she found the resident laying
in.bad wet and unresponsive. She stated she
spoke with the nurse and found the resident had
not eaten breakfast or lunch, and was too drowsy
to take the medications scheduled at 7:00 AM
and 12:00 Noon. She stated the resident had not
had any food or water since his/her return from

the ED,

She requested the resident be transported back
to the ED. The resident was transported to the
local ED and then transported to another hospital
for emergency dialysis treatment. She stated
recently the resident had been to the ED several
times for pain. She stated they could not get the
resident's pain in control and the pain medication
injection he/she had recsived at the ED the night
before made the resident too drowsy.

She valldated the resident would refuse dialysis
treatment occasionally and she would come and
take the resident in her own personal car.
However, the facility #fid not request her
assistance on 11/13/15 and the resident ended
up in the ED and Ihad to he emergent dialyzed.

Interview with Licensed Practice Nurse (LPN) #1,
on 12/03/15 at 2:20 PM and 4:33 PM, revealed
the resident's refusal should have been
documented in the medical record. However,
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adverse consequences which indicate the dose
should be reduced or discontinued; or any
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Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy Is necessary to treat a specific condition
as diagnosed and documented in the clinical
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these

drugs. .
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review of the electronic and hard copy record
revealed the resident's behaviors of refusal of
medications and dialysis was not found.
| Interview with the Soclal Worker and the MDS
. Coordinator, on 1 2/13/15 at 4:23 PM, revealed
i she was aware the resldent had refused dialysis,
| but failed to develop a care plan to address the
problem. She was aware of Resident #13's
refusal of medication and dialysis treatment;
however, she had not reviewed the resident’s
care plan for completion and didn't realize the
behaviors had not been addressed.
F 329 483.25(l) DRUG REGIMEN IS FREE FROM ] F 329
ss=p! UNNECESSARY DRUGS i

nt 12.25.3
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This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and policy review, it was determined the facility
falled to ensure residents were free from
Unnecessary Medications for two (2) of nine (9)
sampled residents on psychotropic medications,
(Residents #1 and #15). The facliity falled to
complete Gradual Dose Reductions and
justification for continuing the use of drugs
through behavlor monitoring for Resident #1 and
#186.

The findings Include:

Review of the facility's policy regarding Use of
Psychotropic Medication including Anti-psychotics
in the elderly, not dated, revealed to ensure the
use of psychotropic medications were utilized in
accordance with and based on clinical standards
and manufacturers guldelines and/or had
clinically relevant and pertinent rationales
documented to identify the specific signs and
symptoms and why the benefit of the medication
outwelghs the risk of its use. Residents who use
antipsychotic drugs would receive gradual dose
reductions (GDR), and behavloral interventions,
unless clinically contraindicated, in an effort to
discontinue the drugs. Residents who received
! any psychotropic medications would be monitored
_to ensure the resident had a medical condition
» warranting the use, that the drug was used at the
least effective dose and side effects were
minimized as possible.

Resident will be monitored for success of
GDR.

2. Corrective action taken for those
residents having the potential to be
affected by the alleged deficient practice:

A chart audit was performed on all
residents on psychotropic medication to
assure appropriate drug regimen, !
appropriate dose of drugs and necessary
drugs are being administered to all
residents receiving psychotropic
medication. For residents found to be a
higher risk of possible adverse
consequences, GDRs were conducted and
residents will be monitored for
successfulness of GDR.

3. Measures/Systematic changes putin
place to assure the alleged deficient
practice does not re occur:

Implementation and education of
Psychiatric drug monitoring procedure
per corporate policy was implemented
12.4.15 and educated on by corporate
consuitants. This procedure included byt
was not limited to documentation of

i behaviors, non-psychotropic

| interventions and scheduled reviews of
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1. Revlew of the clinical record for Resident #15 i psychotropic medication use. i
revealed the facility admitted the resident on i
04/21/14 with diagnosis of Dementia with 4. Corrective actions wi i
i Behavioral Disturbance, Difficulty Walking, | he al n W,m, be momt.ored‘to
| Morbid Obesity, Immobility Syndrome, Major | ensure the alleged deficient practice will
Depressive Disorder and Anxiety. not occur: |
Review of Resident #15's Minimum Data Set Quarterly audits will be performed by T
(MDS) Annual Assessment, dated 10/02/15, on all resi . :
revealed the facillty assessed Resldent #15 a’ re.5|dents on psychotropic 1
utilizing a Brief Interview for Mental Status (BIMS) medication to ensure the :
with a score of fifteen (15) which meant Resident appropriateness of the medication and !
#15 was cognitively intact and interviewable. timeliness of GDRs. IDT will also reviewﬁ
Review of Resident #15's care plan, dated appropriate interventions are in place !
02/07/14, revealsd the facllity care planned the that are addressing the behaviors of the
resident for episodes of verbal abuse, yelling and menti :
cursing at staff with rejection of care. enta?ned I’ESId?ntS and all new
behaviors are being addressed in a non-
Further record review of Resident #15's Physician psychotropic way first before
Orders, dated 12/01/15 through 12/31/15, ] - . —
revealed Reslident #15 was prescribed Zoloft 100 f admm.tstermg medication for the
mg daily (used for mood and ordered on behavior. GDRs and behaviors associatdd
03/30/15), Wellbutrin XL before breakfast (used with the GDRs will be monitored by all
for Depression and ordered on 04/22/14), Aricept . ;
10 mg daily (Used for Memory and ordered on staff, BEha'erS W'I'! be addressed
04/22/14), Zyprexa 15 mg at bedtime (used for Monday-Friday during morning stand-ug
Delusional Disorder and ordered on 04/27/14), meeting and chart will be audited to
and Xanax 1 mg at 8:00 AM, 2:00 PM and 10:00 3 o .
PM (used for anxiety and ordered on 10/03/14). ensure non psychotropic intervention
Continued review revealed no evidence that a was tried first. Success will be gauged by
Gradual Dose Reduction had been comple{ed {DT and monthly QA committee based on
since Resident #15 was admitted to the facility. addressed behaviors and success of
Observation of Resident #15, on 12/02/16 at 4:25 interventions. All issues will be
PM, revealed Resident #15 was lying down ona addressed during monthly QA meeting
barlatric bed. The resident was utilizing oxygen at for review
this time. The resident was resting with hisfher '
eyes closed.
Event ID: GSHM11 Facliity ID: 100347 If continuation sheet Page 33 of 46
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Observation of Resident #15, on 12/03/15 at 8:10
AM, revealed Resident #15 was sitting up in bed
in his/her room recieving care from staff and no
hehaviors were displayed by the resident. At .
10:00 AM, the resident was lying down in bed with :
his/her eyes closed. At 12:00 PM the resident
was eating his/her lunch meal while in bed with
no behaviors displayed. At 1:30 PM the resident
was lying down In bed with hisfher eyes closed.

Observation and Interview with Resident #15, on
12/03/15 at 3:15 PM, revealed Resident #15 was
lying down In bed. Resident #15 stated he/she
knew what medications they were on, but was not
aware he/she was on Zyprexa. Resident #15
stated he/she knew that Zoloft was for depression
and had suffered depression for a leng time,
Resident #15 stated that he/she did not see
things that were not there and was not sure what
mood disorder meant.

Interview with Certified Nursing Assistant (CNA)
#1, on 12/03/15 at 1:00 PM, revealed Resident

#15 would refuse a shower some days, but did i b
not have any behaviors. CNA#1 stated the CNAs i
documented the resident's behaviors in the
computer system,

Review of Resident #15's Resident Behavior by
day Chart, revealed Resldent #15 was monitored
for wandering, verbal behavior, physical and
socially inappropriate behaviors, and rejection of
care. Review of the Resldent Behavior by day
Chart, for the months of June, July, August,
September, October 2015, and November 20156
revealed no documented behaviors except for
one behavior documented for rejection of care,
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Interview with Licensed Practical Nurse (LPN) #1,
on 12/03/16 at 1:44 PM, revealed the nurses
documented resident behaviors under the nursing
notes and the C.N.A staff documsnted In the

- computer,

Review of Resident #15's Nurses Notes for the
months of Juns, July, August, September,

October, and November 2015, revealed only ane '
behavior was documented by the nursing staff on
11/06/15 at 2:49 PM, revealed Resident #15
refused breathing treatments and stated to "get
this thing off of me". The nurse educated the
resident about the importance of adhering to the
treatment schedule, It was documented that
Resldent #15 stated " don't care, get this thing off
of me".

Raview of Resident #15's Psychiatric Follow up
Evaluations, dated 05/28/15, 06/29/15, 07/23/15,
10/15M15 and 11/24/15, revealed per staff
Rasident #15 had "remained the same and was
stable” without explaination.

Review of Resident #15's Psychiatric Follow up
Evaluation, dated 05/28/15, revealed per staff
Resident #15 remained the same, continued to
helleve that hefshe was paralyzed and required
staff to do everything for him/her, but was indeed
capable of doing things for himself/herself. No
issues with sleep or appetite. The Psychologist
documented that Resident #15 continued fo not
do things when requested by staff and withessed
Resident #15 to say that he/she was paralyzed.
The treatment plan would be the same. Atrial
dose reduction of the psychiatric medications
listed were contraindicated secondary to the risk
for exacerbation of Psychotic features, Anxliety,
Cognitive Impalrment and Mood Dysregulation, :
Facllity 1D: 100347 If continuation sheet Page 35
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Review of Resident #15's Psychiatric Follow up
Evaluation, dated 06/29/15, revealed per staff
Resident #15 remained unchanged, continued to !
believe that he/she was unable to do things for |
himselffherself (believe he/she was paralyzed).
Resident #15 continued With staying in bed all the :
time per his/her preference, declined offers to get :
up or participate in activities. No issues with sleep
or appetlte. The treatment plan would remain the
same. A trial dose reduction of the psychiatric :
medlcations listed were contralhdicated ' ;
secondary to the risk for exacerbation of Anxiety
and Mood Dysregulation. : :

Review of Resident #15's Psychiatric Follow up
Evaluation, dated 07/23/15, revealed per staff
Resident #15 remained the same. No changes to
mood or behavior reported. Resident #15
continued to stay in hed all the time, often refused :
ta do anything for himself/herself as hefshe :
claimed that he/she was paralyzed and was
unable, though Resident #15 was able to move
about without difficulty. No issues with sleep or
appetite were reported. The treatment plan would
remain the same. A trial dose reduction of the
psychiatric medications listed were
contraindicated secondary to the risk for
exacerbation of Anxiety and Mood Dysregulation.

Review of Resident #15's Psychiatric Follow up
Evaluation, dated 10/15/15, revealed per staff
Resident #15 had been stable, no significant
change In mood or behavior. Resident #15
continued to stay in bed almost all the time per
his/her preference, relied on staff for activities of
dally living and needed assistance with feeding as
he/she was unable to perform the task. No issues
with sleep or appetite reported. The treatment
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plan would remain the same. Atrial dose
reduction of the psychiatric medications listed
were contraindicated secondary to the risk for
exacerbation (no risks were documented).

Review of Resident #15's Psychlatric Follow up
Evaluation, dated 11/26/15, revealed per staff
Resident #15 had been stable, no slgniflcant
change in mood or behavior. Resident #15
continued to remain in bed all the time per hisfher
preference and request. No Issues with sleep or
appetite were reported. The treatment plan would
remain the same. A trial dose reduction of the
psychiatric medications listed were
contraindicated secondary to the risk for
exacerbation of Cognitive Impairment and Mood
Dysregulation.

Interview with the Director of Nursing, on
12/03/15 at 3:41 PM, revealed Resldent #15 had
not yelled or cursed at her. The DON siated she
had not noticed any anxiety in Resident #15 and
personally had not witnessed any behaviors from
Resident #15. Resident #15 slept a lot and that
could be from the Xanax that he/she was
recelving. The DON stated she could sea there
was no evidence to show that Resldent #15
should be on the psychotropic medications. The
DON stated she had not completed any chart
audits for psychotropics and she could not
understand how Resident #156's GDR was
missed,

2 Review of Resident #1's clinical record
revealed the facillty admitted the resident on
05/21/13 with diagnoses of Alzheimer's Disease,
Dementia with Behavior, Anxlety, Major
Depressive Disorder and Chronic Pain. Review of
Resident #1's MDS Annual Assessment, dated

F 329
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11/18/15, revealed the facility assessed Resident :
i #1 utilizing the BIMS exam with a score of 99 .
which meant the resident could not complete the }
interview task and was rot interviewable. Review
of Resident #1's care plan, dated 02/07/15,

revealed Resident #1 was care planned for yelling
. out continuously. ;

Further review of Resident #1's Physician Orders,
dated 12/02/15 through 12/31/15, revealed
Resident #1 was prescribed Aricept 10 mg at
bedtime (used for Aizhelmer's Disease and i
ordered on 01/08/14), Seroquel 25 mg daily, then *
Seroquel 125 mg at 4:00 PM daily and Seroquel
125 mg at bedtime daily (used for Major
Depressive Disorder and ordered on 04/29/15),
Buspar 5 mg twice a day (used for anxiety and
ordered on 07/23/15), Zoloft 50 mg daily (used for |’
Depression and ordered on 09/24/18), and,
Depakote Sprinkles 126 mg three times a day (
used for mood disorder and ordered on
10/30/15). ‘

Observation of Resident #1, on 12/01/16 at 11:20
PM, 12:05 PM, 1:20 PM and 3:45 PM; on
12/02/15 at 8:10 AM, 8:45 AM, 9:42 AM, 2:16 PM
and 4:15 PM; and, on 12/03/15 at 8:10 AM,
revealed no behaviors were displayed by the
resident. :

Review of Resldent #1's Resident Behavior by
day Chart, revealed no behavlors were
documented for the months of June, July, August,
September, October and November 2015,

Review of Reslident #1's Nurses Notes, from June
2015 through December 2015, revealed no
behaviors were documented by staff.

i
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Review of Resldent #1's Psychiatric Follow-up
Evaluation, dated 07/23/15, revealed per staff
Resident #1 had been better, no recent reports of
yelling out or other behaviors. No problems with
sleep or appetite reported. The Treatment plan
was to lower Buspar to 5 mg twice a day. A trial
dose reduction of the psychiatric medications
listed were contraindicated secondary to the risk
for exacerbation of Cognitive Impairment, Mood i
Dysregulation and Behavioral Disturbance.

Review of Resident #1's Psychiatric Follow-up
Evaluation, dated 08/20/15, revealed per staff
Resident #1 had again been yelling out, staff
were unclear if the behavior reappearing had
anything to do with the GDR done at the last visit
and had requested a review of medications. Staff
reported that the behavior was not as severe as it :
had been in the past, but would llke things )
reviewed to possibly stop things from
exacerbating. No problems with sleep or appetite
reported. The Treatment plan was to geta
valproic level ten (10) to twelve (12) hours from
last dose administered, then increase the
Depakote. Atrial dose reduction of the psychiatric
medications listed were contraindicated
secondary to the risk for exacerbation of
Cognitive impairment, Mood Dysregulation and
Behavloral Disturbance.

Review of Resident #1's Psychiatric Follow-up
Evaluation, dated 09/17/16, revealed per staff
Resident #1's yelling out behaviors had become
worse since the last visit. Staff reported that the
behaviors had especially exacerbated in the laté
afternoonfevening. Staff reported often
re-direction was unsuccessful. Resident #1
seemed to exhibit behavior regardless of up in

. chair or in bed. No problems with sleep or
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; appetite, The treatment plan was to discontinue
' Nuedexta and to add Depakote 125 mg twice a
. day and to check valproic acid level in one (1)
week. A trial dose reduction of the psychlatric

" medications listed were contraindicated
secondary to the risk for exacerbation of
Cognitive Impalrment, Mood Dysregulation and
Behavioral Disturbance.

Review of Resident #1's Psychiatric Follow-up
Evaluation, dated 10/15/15, revealed per staff
Resident #1 yelling out behaviors had been
somewhat better, the behavior still occurred, but
seemed to be happening less often. Staff
reported Resident #1 appeared to be tolerating
Depakote without adverse response. No
problems with sleep or appetite reported. The
treatment plan was to Increase Depakote 126 mg
to three (3) times a day and in one week check
valproic acid level. A trlal dose reduction of the
psychiatric medications listed were
contraindicated secondary to the risk for
exacerbation of Cognitive Impairment, Mood
Dysreguiation and Behavioral Disturbance.

Review of Resident #1's Psychiatric Follow-up
Evaluation, dated 11/24/15, revealed per staff
Resident #1 had been calmer and had not been
yelling out as often. Staff reported that Resident
#1 would yell, but was happening much less often
and was more easily calmed, No problems with
sleep and appetite reported. The treatment plan
was to continue medication orders. A trial dose
raduction of the psychiatric medications listed
were contraindicated secondary to the risk for
exacerbation of Cognitive impairment, Mood
Dysregulation and Behavioral Disturbance.

Interview with CNA#1, on 12/03/15 at 1:00 PM,
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revealed Resident #1 had some behaviors such
as wanting to lay down, then would scream out
that he/she wanted to get hack up. :
i
interview with Licensed Practical Nurse (LPN)#1, - :
on 12/03/15 at 1:44 PM, revealed Resident #1 ' 1
had behaviors such as yeliing out for help. )
Resident #1 may say that he/she was in pain or
needed to go to the bathroom. Then there were
times when hel/she did not know why they were
yelling.

Interview with the DON, on 12/03/15 at 3:41 PM,
revealed there was no evidence to show that
Resident #1 really needed to be on his/her .
medications. The DON stated they did decrease
his/her Buspar and Seroquel and discontinued
the Zoloft. Further interview with the DON,
revealed the Psychlatric Nurse reviewed the chart
and had not asked her to print out behavior
reports, The Nurse would ask how the residents
were doing. The DON stated the Psychiatrist did
not attend the QA. The DON stated there was !
also.a problem with the charting. Staff needed to
be reeducated properly about the difference
hetween a behavior and disease process. There
was also no evidence to show the residents were

having behaviors.

Interview with the Advanced Practice Registered
Nurse (APRN), on 12/03/15 at 2:03 PM, revealed
she tried to leave the Psychiatrist with the
responsibility of following residents with
behaviors. The APRN stated that when there was
a recommendation for GDR, she should try to
completa the recommendation. The APRN stated
after review of the Resident Behavior by day
Chart reports she could see that the behavior
monitoring needed improvement. - .
Facilliy 102 100347 " If continuation sheet Page 41 of 46
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Interview with the Social Services Director, on !
12/03/15 at 4:35 PM, revealed the Psychologist
came into the building once a month. Social
Services stated she printed off the residents
weights for the Doctor. She did not print off
behaviors or nursing notes. She stated the Doctor
dld not have accass to the computer system. The
Social Services Director stated she and a hurse
would talk to the Psychologist about resident
hehavlors. The Social Services Director stated
she had reported to the Psychologist that .
Resident #1 and #15 were fine with no concerns.
She stated that she had not recognized that the
staff was not documenting behaviors and if she
had recognized that she would have talked to the
Director of Nursing and Staff Development about
additional education.

Interview with the Psychiatrist, on 12/03/15 at
3:00 PM, revealed her nurse would go to facilities
monthly to look at resident notes and talk to staff.
The Psychiatrist stated sometimes when there
were no notes to review they would talk to the
staff. They would ask questions about how the
resldents were acting and what was going on with
the resident, :

On 12/07/15 at 10:07 AM, after review of a voice
message, revealed the Psychiatrist wanted
further correspondence Post Survey, on 1 2104115
at 11:11 AM, revealed her assistant (Nurse) was
meeting at the facility prior to rounds with the
Director of Nursing, Minimum Data Set (MDS) .
Coordinator and Sacial Services Director. The
Assistant had no access to the computer and the
facility was not able to supply her with access, 80
! the Assistant only recsived her report from the

| meseting In which she had with staff. ;

x
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i An Attempt to reach the Psychiatrist for additional ’
! Information via telephone, on 12/07/15 at 10:45
" AM and 3:35 PM was unsuccessful,

{ .

Interview with the Administrator, on 12/03/15 at
2:47 PM, revealed the facility scores for
psychotropics were high, The Administrator
stated he became aware that the facility had-
problems with psychatropics about four (4) weeks
ago. The Administrator further stated the facility
should have attemped Gradual Dose Reductions
! for the benefit of the residents.
| 483,75(1)(1) RES
RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE

The facility must maintain clinical records on‘each
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented; readily accessible; and
systematically organized.

The clinical record must contaln sufficlent
information to identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State;
and progress notes.

This REQUIREMENT is not met as svidenced

by:

Based on observation, interview, record review
and policy review, it was determined the facility

falled to malntain an accurate clinical record for

F 329

F 514

F 514

to the alleged deficient practice.

Skin assessment was done on resident #1
. L i
with no new significant change noted dye

1. Corrective action for the resident 12.25.
affected by the alleged deficient practicg:

15
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one (1) of fifteen (15) sampled residents, 2. Corrective action taken for those .
(Resident #1). The nurses documented Resident ' residents having t ;
| #1 was wearing gerl sleeves during the survey,; i g the potenFlal to be ;
affected by the alleged deficient practice:

? however, observatlon and Interview revealed the
 staff failed to put the geri sleaves on Resident #1. : )
: TAR audit and done on all residents wit
The findings include: care plans for Geri-sleeves. Audit showe
placement of Geri-sleeves were charted
on. DON and administrator checked

resident for accuracy of documentation

Review of the facility's policy regarding Clinical
Records, effective 02/2012, revealed to establish
guidelines for documentation In the resident’s

clinical record that reflected the nursing process .
and revealed that residents received care that and found it to be accurate.
' met acceptable standards of practice. [t was the , .
 paliey of the facility to maintain a clinical record 3. Measures/Systematic changes put in
on each resident that was complete and place to assure the alleged deficient
accurately documented. Documentation should practice does not re occur:
provide a picture of the resident's-progress, !
including response to treatment, change in Education was don .
condition and changes in treatment. e by SDF on policy anfl
: procedure of documentation of
Review of Resident #1's clinical record revealed treatments. Monthly audits will be done
the facility admitted the resident on 05/21/13 with on accuracy of TA . :
dlagnoses of Alzheimer's Diseass, Dementia with : h Y R documenta.t;or.\ 3
Behavior, Anxisty, Major Depressive Disorder and months to ensure documentation is
Chronic Pain. Review of Resident #1's MDS accurate. Audits will then be quarterly X3
Annual Assessment, dated 11/18/15, revealed the quarters.

facility assessed Resident #1 utilizing the BIMS
exam with a score of 99 which meant the resident
could not complete the interview task and was not

interviewable.

Review of Resident #1's physiclan orders, dated
12/01/15, revealed the staff was place geri
sleeves on Resident #1 bilateral arms. ‘ t

Observation of Resident #1's arms, on 12101715
at 12:05 PM, 1:20 PM and 3:45 PM, revealed no
geri-sleeves on Resldent #1's arms,
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4. Corrective actions will be monitored tp
Observation of Resident #1's arms, on 12/02/14 ensure the alleged deficient practice wil
at 8:45 AM, 9:42 AM, 2:15 PM and 4:156 PM, ! not oceur:

revealed no geri-sleeves on Resident #1's arms.

Review of Resident #1's Medication ! Monthly audits will be done on accuracy
Administration Record (MAR), dated 12/01/16 of TAR documentation X3 months to !

and 12/02/15, revealed nursing staff signed that ensure documentation is accurate. Audits
the geri-sleeves were applled fo Resident #i's - ) ' '
arms. : will then be quarterly X3 quarters. All

: . issues will be brought to the attention of

i Interview with Certified Nursing Assistant (CNA) the DON, any further i i !

| #1. on 12/03/15 at 1:00 PM, revealed she worked Cought y further issues will be

!t on 12/02/15 with Resident #1 and was not aware rought to the monthly QA committee

" Resident #1 was {o wear geri-sleeves. CNA#1 for review/réecommendations. §

stated she was to review her CNA plan daily, but
had not reviewed the plan for Resident #1, CNA
#1 stated geri-sleeves were used to prevent .
pruising and scratching. i

Interview with Licensed Practical Nurse (LPNY#1,
on 12/03/15 at 1:44 PM, revealed she did not
work on 12/01/15 and 12/02/15, but knew that the
nursing staff was to go check that the item had
been placed on the resident before a nurse .
signed that it had been done. LPN #1, stated If
the nursing staff had documented the geri
sleeves were thers when it was not, then the
record was not accurate.

Interview with the Director of Nursing (DON), on
12/03/15 at 3:41 PM, revealed the nursing staff
should not document that something was done
when It was not. The nursing staff should have
signed thelr initials and then circled their initials
and wrote a note on the back of the treatment
record as to why the geri sleeves were not in
place. However, the DON stated it was an
assumption the record was accurate if the nurses
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documented that something was done.
§
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Based upon implementation of the acceptable
POC, the facility was deemed to be in
compliance, 12/25/15 as alleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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