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An abbreviated survey was conducted on
12/19/12 through 12/20/12 to investigate KY
19516, The Division of Heaithcare
unsubstantiated the allegation, with unrelated
deficiencies cited.

F 275 | 483.20(b}(2)(ill} COMPREHENSIVE ASSESS AT F 275 1
88=D | LEAST EVERY 12 MONTHS )

Resident #2 had a comprehensive 2.3-13
annual MDS completed on 1-8-
A facility must conduct a comprehensive 13.
assessment of a resident not less than once ' 2. An audit of all current residents’
every 12 months.

assessments was completed by
the Director of Nursing on 12-

This REQUIREMENT is not met as evidenced 24-12 to assure all had completed
by:
Based on interview, record review and policy M].DS Per RAI apd Fe?deral
review, it was determined the facility failed to guidelines, any identified
ensure one (1) of five (5) sampled residents, concerns will be corrected by
Resident #2 recelved an annual assessment as 2/2/13.
required. 3. The Regional Reimbursement
The findings include: Nurse educated the MDS Nurse
on 1/2/13 regarding scheduling
The facility did not provide a policy regarding of comprehensive assessments
assessments; howsver, the facility stated they The MDS has d
utilized the Minimum Data Set (MDS) 3.0 RAI €A nurse has developed a
Manual as a reference when completing MDS's. tracking/scheduling form to
' assist with maintaining
Review of Resident #2's clinical record revealed compliance for all OBRA

the facility admitted the resident on 05/25/02 with
diagnoses of Gout, Hyperpotassemia,
Depression, Congestive Heart Failure, Peripheral
Vascular Disease, Deep Phiebitis of the leg,
Rheumatold Arthritis and Osteoarthrosis.

MDS’s.

Review of Resldent #2's MDS's revealed the last
annual assessment occurred on 07/18/11. A
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. irector of ing or
F 275 | Continued From page 1 Foa7sl 4 The.Dl © tq Nursing 0.
Assistant Director of Nursing
quarterly occurred on 10/13/11, 12/23/11, . . hly MDS
03/09/12, 05/11/12 and 07/27/12. An annual will review monthly
should have occurred in the month of 07/2012. schedules monthly for three(3)
Intorvi ith the MDS Coordinet 12120112 months to ensure that proper
nterview with the oordinator, on
10:57 AM, revealed the facility received a new as.sessments are fzompleted: The
system on 07/01/12. The MDS Coordinator stated Director of Nursing or A531§tant
with the new system she was unable to look Director of Nursing will review
befOl"; 07/01/1 2 t:} tendSLgi the f!gzt a;}ssessr;:jents submission records Weekly for
::\;g me;;r;%:;:c;gwp oloc. She stated she cou twelve (12) weeks, then monthly
thereafier to ensure three(3)
Interview with the Director of Nursing (DON), on months of continuous
12/20/12 4:17 PM, revealed she received a copy mpliance. The results of all
of the MDS schedule from the MDS Coordinator, co d’f Al b \ dby th
The DON stated she signed the MDS when It was audiis will be reviewed by the
completed and saw that Resident #2 was down Quality Assurance Committee
for a quarterly for the month of July 2012, monthly for three (3) months to
Record review of the MDS Calendar for the ensu‘r e three(3) m;.)nths Oé 1
Month of July 2012, revealed Resident #2 was continuous compliance. Results
down to receive a quarterly on July 27, 2012, will continue to be monitored
Further infervi ith the Direstor of Nursi quarterly by the Quality
urther Interview with the Director of Nursing, :
revealed she could not understand why the Assurance Committee for the
system did not default in the system. With the next four (4) quarters. If at any
new systermn being in affect, the DON stated she time concerns are identified, the
would expect the MDS Coordinator to look at the Quality Assurance Committee
hard record to ensure which assessments a1 ¢ . d mak
needed to be completed. The DON stated Will convene to review and make
Resident #2 would not have received raps with further recommendation. The
the quarterly assessments because they are only Quality Assurance Committee
completed with the annual assessment. will consist of at a minimum the
Administrator, the Director of
" Nursing, the Maintenance
{ . . .
Director and the Dietary Service
Manager, with the Medical
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quarterly and as needed.






