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An abbreviated survey was conducted 01/09/13
through 01/11/13 to investigate KY19620. The . . .
Division of Health Care substantiated the The preparation and execution of this
allegation with deficiencles cited. . Plan of Correction does not constityte
=D | (INJURY/DECLINE/ROOM, ETC
88=0 ( E/ROO ) provider of the truth of the facts alieged
~1-A factlity must immediately inform the residsnt; or conclusions set forth in the
consult with the resident's physician; and if . X
known, notify the resident's legal representative Statement of Deficiency. This Plan of
or an interested family member when there is an Correctionls prepared and executeg
accident involving the resident which resuits in .
Injury and has the potential for requiring physician solely because it is required by Fedgral

intervention; a significant change in the resident's and State law.
physlcal, mental, or psychosocial status (Le., a
deterioration in health, mental, or psychosoclial - F157

status in either life threatening conditions or
clinlcal complications); a need to aiter treatment

significantly {i.e., a need to discontinus an 1. Resident #1 was discharged from

existing form of treatment due to adverse the facility 1-8-2013, This was s
consequences, or to commence a new farm of closed record review.

treatment); or a decision to transfer or discharge : L

the resident from the facility as specified in 2. Allreports of incident and 24 hour
§483.12(a). communication report sheets for

The facliity must also promptly notify the resident the past 30 days have been
and, if known, the resident's legal representative reviewed to ensure the Physicidn
of Interested family member when there Is a . .

change In room or rcommate assignment as and Family of the resident werg

specified In §483.15(e)(2); or a change in notified of any incidents with of
resident rights under Federal or State law or without ini nd anv chanee in
regulations as specified in paragraph (b)(1) of ithout Injury a .y ang

this section. condition for the resident. This was

completed by 2/4/2013 by Director

The facliity must record and periodically update . -
the address and phone number of the resident's of Nursing and Administrator.

legal representative or interested family member.

LASO OBY DIRECTOR'S OR P DER/S UPP:?Q REPRESENTATIVE'S SIGNATURE TITLE f ) DATE
YO SN QO thastichatsl N2,

Any deheiéncy statement endin\glwith an asterisk (*) denotes a deficlency which the Institution may be excused from correcting providing it I deie:mln@t( that
other safeguards provide sufficlent protection to the patients. (See Instructions.) Except for nursing homes, the findings stated-atiove are digclosable-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 dats these documents are made avaifable to the faclity, If deficlencles are clted, an approved pign of corraction.is requisite 1o continued
program pariicipation. e SRS e

FORM CMS-2687(02-99) Previous Versions Obsolete Evant ID:4D{1t4 Facility 1D: 100347 If continualion sheet Page 1 of 11




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

PRINTED: 01/16/2013
FORM APPROVED
OMB NO, 0938-0351

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
: c
185342 B. WiNG 01/11/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
708 BARTLEY AVENUE
COLONIAL HEALTH AND REHABILITATION CENTER BARDSTOWN, KY 40004
(X4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x8)
PHREFIX (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 157 | Continued From page 1 F 157 3. Licensed nurses were re-educatLd
' on the facility policy for notification
This REQUIREMENT is not met as evidenced of change, including identification
by: tie ion th
Based on Interview, record review and review of of ch‘anges hf g.>a " nt .Cf)nd.ituon at
the facliity's policy, it was determined the facility require physician hotification o
falled to not"y the attending phySiCian of health additional eva[uation’ including oW
changes for ane (1) of five (5) sampled residents. high blood t
Resident #1 develped a mild fever of 100.1 and - orhigh blood pressure, elevate
expertenced an oxygen saturation of 89%, temp, decreased 02 saturation
The findings Include: lack of urinary output, lack of bgwel
movements, changes in level of
1. Review of the Notlfication of Changes Policy, sciousness, weight loss or gdin
dated 07/01/08, revealed the facility would eon » WeIght foss or gain,
immediately consult the resident's physician when decreased oral intake of food or
there was a significant change in the resident's fluids, initiation and completion|of
physical, mental, or psychosoclal status; the incident i d
deterioration of health, mental, or psychosocial & Incident reporting process ﬁ"
status in elther life-threatening conditions or investigation system, completion of
clinfcal compfications. A need to alter treatment
significantiy; to commence a new form of the 24 hour report, an.d nursing
treatment, documentation guidelines. This
included notification to familiesland
Review of the facllity’s Lipincot Manual used as a . .
reference to the nursing staff, revealed a normal physicians when an incident ocqurs
oxygen saturation level for pulse oximeter was or a change in condition occurs,
0, 0,
95% to 100% for all adults. This education was presented by
Review of Resldent #1's record, revealed the Director of Staff Development dn
facliity admitted the resident on 12/29/12 with
diagnoses of Urinary Trach Infection, Aortic 2/4/2013. Nurses Co{r'p leted a post
Atresla/stenosls, Dehydration, Dementia with out test after the education to
behaviors, Difficulty Walking, Muscle
Weakness/gensral and Pulmonary Hypertension.
Revlew of the Oxygen Flow Records, dated
01/07/13 on the 7 PM-7 AM shift, revealed
Licensed Practical Nurse (LPN) #5 documented
FORM CMS-2667(02:99) Pravious Varsions Obsol Event 1D:4DI(11 Faciliy ID: 100347
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F187 gon;;nued F’:"; page 2 I~ F 157 evaluate understanding. This
esident #1 had an oxygen saturation o 0. \
Review of the Neurological Assessment, dated education will be repeated monthly
01/07/13, revealed Resident #1 had a for 3 manths then annually. All
temperature of 100 on four (4) occasions and ; £ wil
100.1 on one (1) occasion through the night of newly hired li'cense.d staf' will bg
01/07/13 starting at 10:30 PM through 01/08/13 educated during orientation by the
ending at 7:00 AM. Staff Development Coordinator.|D
Interview with Certified Nursing Assistant (CNA) O N to monitor nurses report
#1, on 01/09/13 at 3:34 PM, revealed she sheets, and C.N.A. vital sheets daily
informed LPN #5 of Resldent #1's oxygen :
saturations of 89% and temperature of 100.1. and weekend sheets will be
reviewed on Monday to identify
Interview with CNA #3, on 01/10/13 1:36 PM, any abnormal findings that would
revealed Resident #1's oxygen saturations were Lo ..
low and temperatures where near the 100's. CNA indicate the need for physician
#3 stated she was not able to write Resident #1's notification or additional eva[uaﬁion
sats down because there was not a spot on the dth ill review d tes
neuro sheet to write the oxygen saturatlons down. and then will review documentation
CNA #3 stated Resident #1's oxygenation to ensure appropriate action was
saturations was 87 to 88 and when LPN #5 was :
informed of this information, LPN #5 stated she taketn'. Ifissues ar‘e not'ed,
was not worried about the saturation unless it was additional education will be
a lot lower. CNA #3 stated she was told to report provided to individual staff and
an oxygenation saturation that was lower than . .
92%. finding will be used to develop
Interv th LPN #5, on 01/40/13 &t 2:10 PM additional education for nursing
nterview w ,on at2: , I
revealed Resldent #1 oxygenation saturation had staff. The facility is utilizing the
gotten as low as 88%. LPN #5 stated the CNA's INTERACT SBAR as a tool to assist in
did not report to her that Resident #1's ; it ;
temperature was in the 100's. LPN #5; howaver, notinﬁcation Of: ;')hysmans regarding
stated she did review the Neuro checks resident condition.
workshest and if the oxygenation saturation did
not get below 88%, she would not be required to
call the physician. Further Intarview, on 01/10/13
at 5:43 PM, revealed a temperature of 101
constituted as a fever. LPN #5 stated she would
FORM CMS-2567(02:69) Previous Varsions Obsolets Event D:401111 Facility 10: 100347
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The DON or Nurse Supervisor will
audit all incidents reported, using
the incident reporting procedure
and the 24 hour communication
tool, to ensure notification was
made to the physician and family
and was documented in the clinical
record weekly for the next 3
months. DON or Nurse Supervisor
will audit 25% of the incident
reports and all 24 hour reports
monthly thereafter to ensure
continued compliance. DON will
report finding related to review of
nurses report sheet, and C.N.A. vital
sheets to QA sub-committee
monthly and will continue review of
same for a minimum of 3 months,
then will review report sheets and
C.N.A. vital sheets weekly for 3
months, then monthly. DON to
review all SBARs completed weekly
to evaluate nurses skills in regards
to assessment and appropriate
notification to physicians. Findings
will be reported to the facility QA
sub-committee monthly. Facility
sub-committee will report to the
facility QA committee quarterly for
at least one year. QA Committee to
evaluate all findings to determine
need for additional education,
audits, reviews, and/or policy
revisions to ensure continued
compliance.

Date of completion 2/5/2013
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F 157 Continued From page 3- F 157
not call the Doctor or give Tylenol for a
temperature of 100.1
Interview with the Director of Nursing (DON), on
01/10/13 at 2:40 PM, revealed she would
consider 100.1 to be a fever. The DON stated If a
resldent had an oxygenation saturation of 88, she
would check the residents chart first to make sure
the resident did not have chronic obstructive
pulmonary syndrome, put the resident on two (2)
liters of oxygen and then she would call the
Doctor.
Interview with the Medical Doctor (MD), on
01/10/13 at 1:46 PM, revealed he stated the
nurse should have called him if the oxygen F281
saturation was running 89% and the resident was )
running a fever. The resident may have needed 1. Resident #1 was discharged
to be sent to the hospital for further observation. - .
F 281/ 483.20()(3)() SERVICES PROVIDED MEET F 281 from the facility 1-8-13. Thiy
88=D | PROFESSIONAL STANDARDS was a closed record review.
2. As part of the Fall
The services provided or arranged by the facility P & rals L
must meet professional standards of quality. Management Meeting, the
Interdisciplinary Team {Dire¢tor
of Nursing, MDS Coordinator,
This REQUIREMENT Is not met as evidenced Director of Staff Developmept,
by: , ; . .
Based on interview, record review and review of Soc'afl ?er\nces Divector,
the facility's policy, it was determined the facility Administrator and Therapy
failed to mest standards of practice as it related Manager) reviewed
to oxygen saturations and processing a Tylenol ,
order in a timely manner for one (1) of five (5) documentation of all
sampled residents. Resident #1 dislayed oxygen
saturatlon of 89% and a Tylenol ordar was not
processed timely,
FORM CMS-2567(02-99) Pravious Varsions Obsolele Event 10:4Dil11 Facility 1D; 100347 If continuation sheet Page 4 of 11
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F 281 Continued From page 4 F 281 neurochecks completed for past

The findings Inciude: 30 days to ensure all checks
Review of the facility's Lipincot Manual used as a were documented per policy.
reference to the nursing staft, revealed a normal Director of Nursing reviewed all
oxygen saturation level for pulse oximeter was .
95% to 100% for all adults. Physician orders for past 30

days, compared them to the
Revlew of Rasident #1's Oxygen Flow Records MAR t llord
for the month of 01/2013 revealed, on 01/07/13 0 ensure all orders were
on the 7PM to 7AM shift, Resldent #1 had an processed accurately.
oxygen level of 89%. 3. Education was provided by
interview with Licensed Practical Nurse (LPN) #7, Director of Staff Development
doctor if a resident's oxygen saturation was 88 to L
89%. LPN #7 stated she would say that shortness and RNs). Education included
of air was deflned as having breathing difficuity the facility policy on clinical
outside of the normal breathing pattern. LPN #7
stated an oxygen saturation of 90% meant the record documentation. A
resident was having difficulty breathing. posttest was given. They were
Interview with LPN #8, on 01/10/13 at 5:35 PM, reviewed by Director of Staff
revealed an oxygen saturation of 88 to 89% Development or Director of
would be a slgn of shortness of air. LPN #8 stated Nursing to determine
she would call the Doctor if there was no order for :
oxygen. understanding. This was

N completed on2/4/2013. All
Interview with LPN #5, on 01/10/13 at 2:10 PM, : .
revealed Resident #1's oxygen saturation had newly hired hcen‘sed S'faff “1‘"
gotten as low as 88%. LPN #5 stated if the be educated during orientation
oxygen saturation did not get below 88%, the by the Director of Staff :
nurse would not be required to call the physician. )
Further interview, on 01/10/13 at 5:43 PM, Development. Nursing Staff|re-
revealed LPN #5 would not call the Doctor for an educated on the procedure for
oxygen saturation of 89%.
Interview with the facliities Consulting Respiratory
Therapist, on 01/11/13 at 11:15 AM, revealed if a
FORM CMS.2587(02-99) Previous Varslons Obsolats Evant (D:4DH11 Facility ID: 100347 if continuation sheet Page 5of 11
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F 281 | Continued From page 5 F 281 processing MBD orders for
residents oxygen saturation was 88 or 89%, she i ‘o
would first Investigate what the family and doctors medications, obtaining
wishes were. The Consulting Respiratory medications from the pharmacy
Therapist expected the nurse to at least call the and completion of the MAR
doctor for any oxygen saturation below 90%. .
This was completed by Director
interview with the Director of Nursing (DON), on of Staff Development on
01/10/13 at 2:40 PM, revealed If a resident had 2/4/2013
an oxygen saturation of 88%, she would check : ,
the resident's chart first to make sure the resident 4. DON will review documentdtion
did not have Chronic Obstructive Pulmonary ;
Syndrome, then place the resident on two (2) Off all r'e.SIdent ass.ess?’ments
liters of oxygen and then, she would call the (identified by reviewing the
Doctor. reports of incidents, and the 24
2. The facllity did not provide a polley In regards hour report) weekly for 4
to the process of sending orders to the pharmacy. weeks, then a minimum of §
Review of Resident #1's nursing notes, on per week for 4 weeks then 10
01/07/13 at 9:00 PM, revealed Registered Nurse per month for 6 months.
(RN} #1 documented at 4:00 PM that Resident #1 : ;
had a temperature of 100.4 degrees. RN #1 Resuits of these. reviews will be
recelved an order for Tylenol 650 mg. On used to determine need forjre-
01/07/13 at 5:00 PM, revealed an order for educatlon.
Tylenol 650 mg every four (4) hours for fever.
Review of the Pharmacy fax contalng the order Director of Nursing will che?k all
for Tylenol, revealed it was faxed on 01/08/13 at
1:41 AM. No documentation could be provided by MD orders daily for 5 days then
the pharmacy to show the Tylenol was replaced in weekly for 4 weeks to ensure all
the EDK box. medication orders are
Interview with RN #1, on 01/09/13 at 11:22 AM, processed accurately.
revealed she was busy the night of the Tylenol
order. There were four (4) other patients she was
observing for temperatures that evening. RN #1
stated she knew she gave the meadication, but
she did not remember If she taok the order off.
FORK CMS-2587(02-99) Previous Verslons Obsclate Event 1D:4DlI11 Facility ID: 100347 If continuation sheet Page 6 of 11
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LE

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

The clinical record must contain sufficient
information to identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmisslon screening conductad by the State;
and progress notes.
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. Corporate Consultant will
F 281 | Continued From page 6 F 281 review audits of clinical
RN#1 stated she normally wrote the order, faxed S
the top portion of the carbon paper to the documentation monthly fo|3
pharmacy, and then signed that it was faxed. This months to ensure the inciddnt
process normally occured as soon as the order . . .
was written. is documented sufficiently ip
, hLPN 0110113 at 2:10 PM the clinical record and meets
Interview witl #5, on at2: . sy
revealed she did remember taking off orders in policy guidelines.
the early morning. LPN #5 stated there wers so . ) .
many orders, that she needed the assistance All reviews, audits, observations
from LPN #4. will be reported to the facility
Interview with the DON, on 01/10/13 at 2:40 PM, QA sub-committee monthly and
revealteg‘ when taking ?fr:!ers OfI, Sft\g Wﬂtéld i then will be reported to the
expect the nursing staff to recelve the order, pu - . i
the copy, fax to the pharmacy and put it Info the facility QA Committee no less
order pile for fillng, This should accur as soon as than quarterly for one year.
possible, so the order would not be forgotten, The
;l;;leernof order should not have been faxed 8 hours 5. Date of completion 2/5/2013
F 514 | 483.75())(1) RES F 514
$8=D | RECORDS-COMPLETE/ACCURATE/ACCESSIB
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F 514 Continued From page 7 F 514 F514
This REQUIREMENT is not met as evidenced
by 1. Resident #1 was discharged
Based on Interview, record review and review of f facili i
the facillty's policy, it was determined the facllity rom the facility 1-8-2013. This
falled to keep an accurate record as it related to was a closed record review.
nursing staff documentation of the administration
of medication and not documenting Neurc checks P
as outlined per the facillty’s policy for one (1) of 2. All reports of any mmde:m )
five (5) sampled residents. Resident #1. and the 24 hour communicgtion
report sheets for the past 30
The findings include: P . P
days have been reviewed tg
1. Revlew of the Clinical Record Documentation ensure the Physician and family
Guldeilnes Policy, effective 02/20/12, revealed it . i
was the policy of the facility to maintaln a clinical of the resident were not:ﬁef of
record on each resident that was complete, any incidents with or without
accurately documented, accesslble and i :
organized. A complete clinical record contains an ""JUf\.’ and any change in .
accurate and functional representation of the condition for the resident. This
experlence of the resident in the facliity. It was completed on 2/4/2013 by
contalns information to show that the facility knew . f ; d
the status of the resident, has a plan of care and Director of Nursing an
provides evidence of the effects of the care Administrator.
provided. Documentation should provide a picture
of the residents progress, iqcluding response to DON and Administrator
treatment, changs In condition and changes in . o
treatment, The record must contain sufficient reviewed clinical
| information to Ident[fy indlvidual assessments, documentation related to eqch
plan of care, services provided and progress .
notes. reported incident and any
f Resid noted change in condition as
Revlew of Resldent #1's nursing notes, revealed
on 01/07/13 at 9:00 PM, Registered Nurse (RN) noted on the 24 hour report to
#1 documented Resident #1 had a temperature ensure appropriate assessment
at 4:00 PM of 100.4, relleved by 650 mg Tylenol of the resident was completed.
dose ordered per Doctor. No adverse reaction
was noted related to the new medication. This was completed on
Resldent #1's orders revealed on 01/07/13 at 5 2/4/2013.
FORM CMS.2587(02-$'99) Prevlous Versions Obsolete Event 1D:4D1111
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PM a telephons order was written to administer
Tylenot 650 mg for fever every four (4) hours. Not
to exceed 4 grams daily. The Medlcation
Administration Record (MAR) revealed no order
for Tylenol 650 mg was transcribed onto the
MAR. The Emergency Drug Kit (EDK) box,
revaaled no evidence anyone puiled Tylenol and
:ﬂf&% ?alitv ;Qe carbon copy for a record of the As part of the Falls
Management Meeting, the
Interview with AN #1, on 01/09/13 at 11:22 AM, eminli
revealed RN #1 walked to the EDK box to give interdnscnph.nary Tea‘m (DON
Resident #1 a Tylenol. RN #1 stated she MDS Coordinator, Director ¢f
remembered she did not have an order and had Staff Development,
'to get permission to give the Tylenol, RN #1 - . .
stated she remembered four (4) other residents Administrator, Director of Secial
btei?gd sl}:‘k tgigt nlgt;ht land rlias szy 1'3;;8»'. ?N #1 Services, and Therapy Manager)
stated she did not miss glving the Tylenol to . .
Resident #1 and she remembered faxing the reviewed documentation offall
pulled copy to pharmacy late that evening, but neurochecks completed for past
she was not sure if she faxed the order. 30 days to ensure all checks
Record review of Resident #1's faxed Tylenol were documented per policy.
order, revealed the order was faxed on 01/08/13
at 1:41 AM, : Director of Nursing reviewed all
Further interview with RN #1 stated she normally Physician orders for past 30
writes the order, faxes the top portion of the days, compared them to the
carbon copy to the pharmacy and signs that the ,
order was faxed. AN #1 further stated she could MAR t? ensure all orders wre
not say if the record held an . accurate account of processed accurately.
what happened on 01/07/13 If there was no
evidence to prove the Tylenol was given. 3. Education was provided by
Interview with Licensed Practical Nurse (LPN) #7, Director of Staff Development
on 01/10/13 at 5:19 PM, revealsd when thé nurse to licensed nursing staff (LPNs
obtains an order the nurse can sometimes get the :
medication from the EDK box. Once the and RNs). Education included
FORM CM8-2667(02-99) Previous Verslons Obsolate Event [D:4DII11 Facility 1D: 100347 If continuation shesi Page 9 of 14
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F 514 Continued From page 9 F 514 the facility policy on clinical
medication was pulled from the EDK box, a form record documentation. A
Is completed to Identifly the medication taken posttest was given. They wefe
from the box and Is then faxed to the pharmacy, reviewed by Director of Staf
2. Review of the Neurological Assessment pollcy, Deve.lopment or Director of
updated 01/19/10, revealed to complete the Nursing to determine
Neaurological Assessment sheet according to the understanding. This was
- |following guidellnes for the first 24 hour period: completed on2/4/2013. All
evary fifteen (15) minutes for the first hour, then newlp hired "ce/nsle d staff will
every thirty (30) minutes for the next hour, then y fir 1sed st
evary two (2) hours for the next twenty-two (22) be educated during orientat{on
hours, Pleass note Medical Doctor must be by the Director of Staff
notitied immediately If there s anything different Development.
from the residents normal status,
Revlew of Resldent #1 Neurological Assessment Licensed nurses were re-
form, dated 01/07/13, revealed between the educated on the facility poli¢y
hours of three (3) AM and seven (7) AM, no f tificati fch
neurological assessment was completed, or notitication of change,
Review of Resident #1's Neurological initiation and completion of the
Assessment at 3,00 AM, revealed a Blood P :
Pressure of 136/66, temperature of 99.6, pulse of !nude?t rc?portlng processa “_j
86 and respirations of 20 was documented. At investigation system,
7:00 AM, revealed a blood pressure of 110/62, completion of the 24 hour
temperature of 100.1, pulse of 116 and )
respirations of 24, Resident #1 was sent out to report, and nursing
the Emergency Room for evaluation on 01/08/13 documentation guidelines. '7his
8l 7:30 AM, ‘ included notification to families
Interview with LPN #5, on 01/10/13 at 6:28 PM, and physicians when an
revealed she did not notice there was no e
Neurologleal check completed at 5 AM. She had incident occurs or a change |n
it written down on her pisce of paper, long condition occurs. This
enough to do her assessment, because she was education was presented by
passing medication. LPN #5 stated she failed to Di £ Staff Devel :
transcribe the assessment over onto the Irector of Staff Development
neurological assessment form, on2/4/2013. Nurses
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F 514 | Continued From page 10 F514 completed a posttest after the
Interview with the Director of Nursing (DON), on education to evaluate
01/10/13 at 2:40 PM, revealed she would expect understanding. Tests were
the nursing staff, when taking orders off to reviewed by the Director of
complete the ordering process In a timely manner Staff Devel t. Thi
and to document for accuracy when complating atr Development. This
agsessments, education will be repeated
monthly for 3 months then
annually. All newly hired
licensed staff will be educated
during orientation by the Staff
Development Coordinator.
Nursing Staff re-educated oq
the procedure for processing
MD orders for medications, i
obtaining medications from the
pharmacy and completion of
the MAR. Included in the
education was the EDK procgss.
This was completed by Diredtor
of Staff Development . The
facility EDK box was reviewdd
as to content and the policy
related to accessing the EDK
box was reviewed. A copy of
the procedure “Emergency
Pharmacy Service and
Emergency Kits” was placed|in
the Reference Book on each
unit ,
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4. The Director of Nursing and
Administrator will audit all
incidents reported, using the
incident reporting procedure
and the 24 hour communication
tool, to ensure notification was
made to the physician and
family and was documented in
the clinical record, and that a
clinical assessment of the
resident is completed and
documented, weekly for the
next 3 months. DON or Nurse
Supervisor will audit 25% of the
incident reports monthly
thereafter to ensure continued
compliance.

Director of Nursing will review
documentation of all resident
assessments (identified by
reviewing the reports of
incidents, and the 24 hour
report) weekly for 4 weeks,
then a minimum of 5 per week
for 4 weeks then 10 per month
for 6 months. Results of these
reviews will be used to
determine need for re-
education.

Director of Nursing will check all
MD orders daily for 5 days then
weekly for 4 weeks to ensure all
medication orders are
processed accurately, if it was a
stat order for a new medication
facility will determine if
medication was delivered from
pharmacy, back-up pharmacy
or takel he EDK; a'hd’k' ,




EDK is used that all appropriate
documentation was completed.

Corporate Consultant will
review audits of clinical
documentation, and review of
all reported incidents monthiy
for 3 months. Then she will
continue audits/reviews of 25%
of the incident reports monthly
for 3 months to ensure the
incident is documented
sufficiently in the clinical record
and meets policy guidelines.

All reviews, audits, observations
will be reported to the facility
QA sub-committee monthly and
then will be reported to the
facility QA Committee no less
than guarterly for one year.

5. Date of completion 2/5/2013



