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F 514 " 483.750)(1) RES i
§8=n i R&CDRDS—C{)MPLETE/ACCURATE/ACCESS!B ;
dLE :

 The facility must maintain clinical records oneachi
i resident In accordance with accepted professional ;
; standards and practices that are complete; ;
accuratsly documented; readlly sccessible; and |
| systematically organized. :
|

! The dlinical record must contain sufficient
i information to identify the resident; a racord of the |
; resident's assessments; the plan of care and

‘ services provided: the resuits of any

i preadmission scresning conductad by the State;

' and rogress noteg,

|

i This REQUIREMENT is not met as evidenced |
by :
! Baged on observation, interview, record ravisw, _
; and review of facllity policy, it was determined the
. facility failed to maintain dinical records for each
!'resident in accordance with accepted
i profeseional standards and practices that were
" complete, accurately documented, readily i
| accassible and sys tematically organized for one
| {1) of three (3) sampled residents {Resident #3). j

: Observation revealed Resldent #3 had a long :
j Side rail to the right side of the bed and & hat sids |
! rail to the: center of the left side of the bed, ang

| Failure
: deficiencles below is not an admission
' that the alleged facts oceurred as
" presented in this statement.

BTATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPL IER/CLIA
ANDY PLAN OF CORRECTION IDENTIFICATION NUSMBER: A BULDING COMPLETED
¥
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1056 ROBGERS PARK
N
GRAND HAVEN NURSING HOME CYNTHIANA, KY 41031
X410 ; SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5
PREFX {EACH DEFKYIENCY MUST B PRECEDED BY FULL ! PREFIX (EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG REGULATORY ORLEC IBENTIEYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DAPE
_ { : DEFICIENCY)
i ‘ !
F 000 INITIAL COMMENTS F 000
1 An Abbreviated Survey investigating i i . .
- KY#00020853 was initiated on 10/26/13 ang : Preparaflo_n and execution of this Plan -
concluded on 10/28/13. KY#00020853 was of Correction does not constitute an
tunsubstantiated with an unrelated deficiency cited ! admission of the trith of the facis '
; at a Scope and Severity of 5 D" ! 51, 2Nleged or conclusions set forth in this
F 414 statement of deficlency, This Plan of

Correction is prepared solely because
Federal and State Law reguire it,

Compliance will be malntained as
provided In the Plan of Correction.
to dispute or chailenge

1X8; DATE

LABOFA ¥ DRECAOR'S RQUIQER{SUF’PL!ER REPRESENTATIVE'S BIGNATURE
I3

TITLE

Adm}niﬁlrrajrar’ N-31-13

other safenuards pr.
following the date of

Any deficjancy stal%em ending with an aslerisk (*) dencles a deficlency which the

program pariicipation,
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FORM CMS-2867(02-90) Pravicus Varsions Chiolale Evenl ID; DLV

e sufficient prolectlon 1o the patients. (Ss# Insiructlons.) £
Lrvey whether of not a plan of eorrection Is provided, For my
aays following he dale thess docments are made svailable 10 the fadiity. If geficy

wstitlon may be excusead from carrecting providing i is delemningd that
koept for nuesing homes, the Indings stated 2beve are disclosable 90 days
relng homes, the above findinges and plens of orection ars disciosable 14
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IX4) 1D SUMMARY STATEMENT OF DEFICIENGCIES : (2} ' PROVIDER'S PLAN OF CORRECTION . (X8|
PREFIX ' (EACH DEFICIENCY MUST BE PRECEDED BY FULL I PREFIX IEACH CORREGTIVE ACTION SHQULD BE ¢ COMPLETION
TAG i REGULATORY OR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE APPROPRIATE  :  DATE
DEFICIENCY)

F 614, Continued From page 1
; both rails wara in the raised position while the
. Tesident was in the bed. Howaver, review of the
- October 2013 Physician's Orders revealad there
“was no documented evidence of Physiclan's
+ Ordars for the side rails,

The findings include:

{ Review of Resident #3's medical record ravealed 5
i diagnosas which included Dementia, :
; Degenerative Joint Diseass {DJD) and Chronte

- Obstructive Pulmonary Disorder (COPDY.

| Review of the Quartarly Minimum Data Set
{ (MDS) Assessment dated 09/02/13, reveatad the :
{ Tacility assessed the resident ag having a Brief |
; Interview for Mental Status (BIMS) of a
“ninety-nine (89} indlcating the resident was :
! unable to complete the interview. Further review !
i revealed the fachity assessed the rasident as
: having two (2) bed ralis, ;
{ Observation of Resident #3 on 10/25/13 at 1018
PAM, 12:30 PM, 1:00 PM. and 2:30 PM revealed |
; the resident was in the had lving on histher fight
. side. There was a Iong padded side rail to the
*right of the bed in the raised position and a half

i padded side rail to the center of the left side of

: the bed in the mised positign.

* Review of the Comprehensive Plan of Care dated
{ 06/06/13 revealed the resident used one half side :
; rell on one side of the bad and a long side rail on |
. the other sids of the bad as an snabler for i
" positioning and bed mobility with the assistance
| 0 staff.

| E
i Revlew of the monthly Physician's Orders datad |

: 10/13 revealed no documented evidence of
*orders for side rails, Further raview revaaled no

F 514 F514 483.75 {I) (1) Resident Records-

Complete/Accurate/Accessible

Corrective Action for Residents Found
to Have Been Afforted

On 10/28/13, the Interdisciplina ry Team
reeveluated Resident #3. A Physician’s
Order was obtained for a full side rai to
the right side of the bed and % side rail .
te the left side of the bed for .
positioning, '

Identification of Other Resldents 13711713

Maving the Potential to be affected by
the Same Deficient Practice
All residents utilizing side rails have the

. Potential to be affected. On 10/29/13, a

review  was  completed by the

; interdisciplinary team of all residents
. utilizing side rails. The review included a
; comparison of the current physician’s
. order, the side rail(s) utilized, and the
. Resident’s care plan, Additional reviews

and updates were made as needed to

11/11/13

- refiect the physician’s orders.

i
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. documented evidance of Physician's Orders for
. side rails in tha current medical record. i
f Review of the overfiow recard, stored in tha '
: Medical Records Department, revealed a ;
 Physician's Order dated 08/02/12 at 8:30 AM for
. @ fulllength bed rail to) the hilateral sides of the

* bed for safety and proper positioning in bed at all
!times related to Dementia, Degenarative Joint

i Disease, Muscle Weakness with resulting poor

- posture and trunk confrol in bed. Further review,
 of Ihe overflow record revealad Physiclan's

! Orders dated 09/18/12 at 4:25 PM. for a haifrail .
i on the left side of the hed and a full fength raif on ;
, the right side of the bed.

* Interview, on 10/28/13 at 1:40 BM, with the
I Diractor of Nursing (DON) revealed the nurse i
i who obtained a Physician's Order was to fax the
. order to pharmaey and pharmacy was to print the ;
' order on the next monthiy Physician's Orders,
I She stated tha nurses complete the change over |
i at the end of each month for the Medication ;
i Administration Record {MARS), however, thers _
' was no written policy and pracedure related to the
‘monthly change over. Further interview revealed
i the Quality Assurance (QA) Nursa reviewed the
i MARS after the change over had bean completed ;
1o snsure accuracy. She further stated tha QA
' Nurse, who had reviewed the change over euch
Fmonth, no longer worked st the facility. After
j further record review of the overfiow "ecord, the
. DON stated the resident was hospitalize«f ;
' Decamber 2012, She siated the nurse who

! completed the Readmission Physician's Orders

i for December 2012, when the resident retumed |
. to the facillty, did not inciude the sice rails an
these orders. She stated the orders did not get

| carried over for the subsaquent manthly arders

]
P

X400 SURMMARY STATEMENT OF DEFICIENGIES ; W) PROVIDER'S PLAN OF CORREC TION .' X
PREFLX (EALH DEFICIENCY MUST BE PRECEDED BY FuLL ! PREFIX {(EACH CORRECTIVE ACTION SHOULD BE i DOMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATO) i TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: ; DEFICIENTY) _
; : :
P : ; f11/11/13
F 514 Continued From page 2 ; F514: ‘ :

i Meastires or Systemic Changes put into

i Place to Avoid Recurrence

i A review wag completed by the

i interdisciplinary team of all residents
utilizing side rails. The review inciuded 3

icompanison of the current physician’s

i order, the side railfs) utilized, and the

! Resident’s care plan. Additional reviews

i and updates were made as needed to -

- reflect the physician’s Orders.

" The facilities pharmacy provider thas
updates all of the physician orders for
the facility, has modified the anciliary
physician order’s for both readmissions
and new admissions to include whether
ar not the resident requires side rails to
bed for positioning purposes.

T e e e L
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T SUIMMARY STATEMENT OF DEFICENCIES ID Efg_?g'Dgggcm:&?f@iﬂsﬁgg{IL%NﬁE CDM%“
T e T | RTINS,
. - H
; The facility has developey 4 new policy
F514; Continued From page 3 FS14 ng procedure  regarging physiciar
_memk January, 3013 to October 2073; however, order reviews: additional layers of
 she indicated this should have been done, quality assurance reviews have heen
) added to the Previous Procedure
_, Included i the new facility policy titled .
Monthty Physician Orger Review” the
facility win have two licensed Nurses
: review  the bhysician’s orders on 5
i monthly basis Any changes or variances
noted in the medical recopy Compared
to the new Physician’s Order wili ke
g venfied ang Written pp the new
: Physician’s Order sheat, copy of the
Lorrect and updateqd Physician’s Order -
sheet will be sent back to the pharmacy |
i OF updates if their gatq base. i
: : f11/11/13

Plans o Monitor Performance for
Sustained Solutions

Results of the Physician order reviews
that is completed by the two licensed
nurses will be submitted to the facility’s
Quality  Assurance Committee  thgt
meats monthly for their
fecommendations ang foliow up,

/ ;
i
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{X%3) DATE 5URvEY

STATEMENT OF DEFIIE NCIES X1 PROVIBER/SUFPLIZRACY 14
AND PLAN O CORRECTION IBENTIFIZATION NUREE R . COMPLETER
A HULDING: __ .
o
100522 B WiNg 10/28/201 3

NAME OF PROVIDER R SUPPLIER
GRAND HAVEN NURSING HOME

STREETADDRESS, CITY. STATE. ZIP ODE
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FTATE FORM

CYNTHIANA, KY 41031
[¥4)10 SUMMARY STATEMENT OF DERICIENG Ing ‘D PROVIDER'S PLAN OF CORREGTION P
PREER! | (EACM DEFICIENCY MUST BE PRECEDEL BY FuyL { PREFi {EACH CORRECTIVE ACTION SHOULD B ! COMPLETE
TAG . REGUATORY OR LEC IDENTIFYING INFORMAT (IN) TAB i CROSS-REFERENCED TO THE APPROPRIATE (ATE
i i . DEFICIENCY) :
NGQ{’? INITIAL COMMENTS ; N 0op . Preparation and execution of this Plan ]
] | ; itut
: A Compiaint Survey investigating KY#00020853 l l of Cf?rfﬁitlﬂn does not const;tu ? an
+ was initiated on 10/25/13 and concluded on ; | admission of the truth of + e Tacts
1072613, KY#00020853 was unsubstantiated | alleged or conclusions set forth in this
. with an unrelatad deficiency citad, , 1 statement of deficiency. This Plan of
i i ' Correction is prepared solely because _i-
N 353! 902 KAR 20:300-15(10)(a)1. Section 18. ! Nass Federal and State Law require it
Administration : I Compliance will be maintained as .
{ {10} Clinical records, ;' .: provided in the Pian of Correction.
* (a} The facility shall maintain clinical records on [ Failure to dispute or chalienge |
; €ach resident in accordance with accepte .l | deficiencies below is not an admission
 Professional standards and practices that are: f | that the alleged facts occurred as -
i 1. Complete; ; ! . +
; i I presented in this staterent.
This reguirement is not met as evidenced by: | f
; Based on observation, interview, record Teview, j i
+ and review of facliity policy, it was determined the | N353 902 gap 20:300-15{10)(a)1.
: facility failad to maintain Clinical records for sach j | Section 15, Administration
, residentin accordance with accepted | ;o eeen 11/11/13
; professional standards and practices thatwere | i C . . .
: complete, accurately documented, readily o | orrective Action for Residents Foung f
+ accessible and systematically organized for one ;' ! to Have Been Affected
(1) of three (3) sampled resicents (Resident #3), j | On10/28/13, the Interd isciplinary Team
: ‘ | reevaluated Resident . ician’
. Observation ravealad Resident #3 had a long | ! Order was obt > Z f #3. A Plhysncgn °
' Side rail to the right side of the bed and a hatf side | ; e ontained for a full side rail to
: rail to the center of the Isft sids of e bed, and | i the right side of the ped and % side raij -
* bath rails were in the raiseg position whila the ! | to the left sige of the hed for
: resident was in the bed, However, review of the , positioning.
. October 2013 Physician's Orders revealad there f 8
; Was no documented evidence of Physician's i ;
i Orders for the side rails, { i
T i H
¢ The findings include: t [
; : J
; Review of Resident #3's madical record revaaled | ) :
: diagnoses which included Domentia, 13 i
! Degenerative Joint Disease (DJD} and Chranic
AFORATORY Di R's R PRoWDE PLIER REPRESENTATIVE'S BIGNATURE TILE IXe) paTE
Jmlnu"rmhr IF-21-13
k 5 Ol N conginuakon shesl 1 of 3
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C
100522 B WING 10/28/2013
NAME OF PROVIDER OR SUPSLIER STREETADORESS, CITY, STATE. 2IP COGE
X 105 RODGERS PARK
GRAND HAVEN NURSING HOME CYNTHIANA, KY 41031
(X4)ID SUMMARY STATEMENY CF DEFICIENGE S i PROVIDER'S PLAN OF CORREGTION T
PREFiK (EACH DEFICIENCY MUST BE PRECE DED BY FULL P OPREFIX (EACH CORRECTIVE ACTION SHOULD BE T ComPLETE
TAG REGULATORY OR LaC IBENTIFYING INFORMATION) . TAG CROSS-REFERENCED TO THE APPROPRIATE CATE
! ; : : DEFICIENC )
1 . ]I
N 3583, Continued From page 1 i N353 j ldentification  of Other Residents
| Obsiructive Pulmanary Disorder (COPD), i | Having the Potential to be affected by
i Review of Ihe Quartsrly Minimum Data Set i | the Same Deficient Practice 11/11/13
: {(MDS) Assessment dated 0902113, revealed the j i . ae : :
facility assessed the resident as having a Brief | i All resnf:ients utilizing side rails haye the
* Interview for Menlal Status (BIMS) of & !' | potential to be affected, on 10/29/13, a
¥ ninety-ring (99) indicating the regident was i l review  was completed by the
; Untabie to complete the inlerview, Further review ! interdiscipiinary team of al} rasidents
; revealed the facility assessed the residont as :t utilizing side raiis, The review included a
» having two (2 bed rails. i i ) c o,
. | { tomparison of the current physician’s ;
« Cbservation of Resident #3 on 10/25/13 ut 1018 E | order, the side raills) utilized, and the
FAM, 12:30 PM, 1:00 PM. and 2-30 P revealed | | Resident's care plan. Additional reviews
! the resident was in the bed lying on his/her right i ! and updates were made as needed to
. Side. There was 2 long padded side raj lothe ! | teflect the physician’s orders
* right of the bed in the raised position and a half ) | © PIWSICIAaN's orders.
; padded side rail 1o tha center of the jeft side of i }! ,
 the bed in the ralsed position. i ; ,
i ) ! i ;
: Review of the Comprehensive Plan of Care dated ; .
: 06/06/13 revealed the residant used ane half side Measures or‘S\fstemic Changes put into 13/11/13
. réil on one side of the bed and a long side rail on Place to Avoid Recurrence ;
! the other side of the bed as an enabler for i A review was completed by the .
. bositioning and bed mobility with the assistance | interdisciplinary team of all residents
. of staff. ; utilizing side rails. The review intluded a
 Review ¢f the monthly Physician's Qrders dated i comparison of the current physician’s |
i 10/13 revealed no documented evidence of i order, the side rail(s} utilized, and the -
t orders for side rails. Further review revealed no 1 Resident’s care plan, Addit ional reviews
c{a;cunnfan@ect#hevid?aetof ngsiician's dOrders fer : and updates were mage s needed to
, SIee rals in the current medical record. i reflect the physician’s orders.
; {
| Review of the overflow record, stored in the ' i
. Medical Records Departmen), ravealed a i i
; Physician's Qrder dated 08/02/12 at 830 AM for |
: & full length bed rail to the bitateral sides ofthe ] ;
+ bed for safety and Proper pasitioning in bed at af | i
: times related to Dementia, Degenerative Joint jj f
* Disease, Muscle Waskness with resulting poor | !
! posture and trunk controd In bed, Further review, | j !
. Ofthe overfiow record revealed Physlcian's ! ! }
sass Dulv1y . W continystion shest 2 of 3
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SIATEMENT OF DEFICIENCIES - | (x7) PROVIDERSGUPPLIERICLIA (XZVMULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORFECTION IDENTIFICATION NUMBER: A BULDING: COMPLETED
C
100522 10/28/2013
J
] NAME O PROVIDER OR SUPPLIER STREET ADDRERS, CITY, STATE, 2 CODE
i 105 RODGERS PARK
i GR’AN# HAVEN NUHQNG HOME CYNTHIANA, KY 41034
(x4) 0 . SUMMARYSTATEMENT 0OF DEFICIENCIES ; PROVIDERS FLANDF CORRECTION (8}
PREFIX | (EACH DEFICIENGY KUST BE PRECEDED By FuLL IEACH CORRECTIVE ACTION SHOULD BE . COMPLETE
. TAG REGULATORY OR L&C IDENTIFYING JNFDRMATIGN) CR(}S&REFERENGEE‘I TOTHE APPROPRIATE . DATE
E _ \ - DEFICIENCY) .
g 1
N 353: Continued From age 2 : N353 -
' ord datod 09/2)3/12 ) 4:23 00 £ half ai : The facilities pharmacy provider that
rders date al 4; or @ half rajl - :
: ! Updat ] :
; o the left side of the bed and a fulllength rail on | th’j ief",a of the physician orders for
. 'he right side of the bed. ; © 18Clty, has modified the anciliary
X ; Physician arder’s for hoth readmissions
; Interview, on 10/28/13 g 1:40 PM, with the ] and new admissions to include whether -
. Director of Nursing (DON) revealed the nurse { or not the resident . . \
. who obtalned g Physlcian's Order was to fax the ¢ bed for positioni requires side rails to
. arder to pharmacy and Pharmacy was to print the | OT positioning purposes.
. order on the rext monthly Physician's Orders.
. She stated the nurses coempleta the change over j The facility has developed a new policy
. & the end of each month for the Medication ! and procedure regardin o
! Administrajion Record (MARS): however, there | order previeWS‘ addgit‘ ig iphysmlan
; Was no written policy and procedure related to the | , ] fonal Hayers of
; Monthly change over. Further interview revealed | quality assurance reviews have been |
- the Quality Assurance {QA) Nurse reviewed Ihe § added to the previous procedure,
: MARS after the change over had been completed j Included in the new facility policy titled
o enaure accuracy. She further stated the QA “Monthi - C !
Nurse, who had reviewad the change over each ! fM.?. th V'IPhVS!Clan Drd?r Review , the
. month, no longer worked at the faciity, After | aclity will have two licensed nurses
. further record review of the overflow record, the | review the physician’s orders on a °
' DON stated the resideni wias hosaltalized } monthly basis, Any changes or vatiances
* December 2012, She steled the nurse who { noted in the medical
! completed the Readmission Physician's Orders g to the n PhE ca :ecom mm;? ared
- for December 2042, when the resident retumed W Physician’s Order will pe :
+ Io the facilty, did nat inciude the side rails on | vormed and written on the new ‘
* these orders. She stated the orders did not get 5 Physician’s Order sheet, A copy of the
' carried over for the subsequent monthly orders , correct and updated ph sician’s Qr
from January, 3013 1o Oclober 2013; however, | Sheet wil be spoy back m"th > Order
* she indicated this should have been done. ; X ) & Pharmacy
; l' for updates in their data base.
i i i )
i {
| : Plans to Monitor Performance for 11/11/13
; f Sustained Solutions #
5 j Results of the physician order reviews
i g that Is completed by the two licensed
; ! nurses will be submitted to the facility’s f;
/ Quality  Assurance Committee  that i
| megts manthiy for their
¢ —_—
recommendations and foillow up.
i e ¢ e llon ot 5 of 3
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