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Submission of this plan of correction is not »
legal sdmission that a deficiency was correctly
cited, and is also not to be construed as an
AMENDED 09/13/12 addn;":ssion of interest again?t the fnci]it;:, the

Administrator or any ecmployees, agents, or
F"l 57 - d_eleted all refer-encas related to the other individuals who draft F:Jr may be divcussed
diagnosis of Pneumonta in this response and plan of correction. Tn
addition, preparation of this plan of correction

+ 000 | INITIAL COMMENTS F Qo0

An abbreviated survey (KY #18806) was does not constitute an admission or agreement of
condugcted on 08/02/12 through 08/03/12 to ) any kind by the facility of the truth of any facts
determine the facliity's compliance with Federal alleged or sec the correctness of any allegation
requirements. KY #18806 was substantiated with by the survey agency. Accordingly, the facility
deficisncies cited. has orepared nndh submiltted th}s plan of
comection prior to the resolution of any appea

2913; ?Iiill}g(‘lt:}g;églﬂgl;\;)gidcgﬁgeEs F 187 which muy be filed solely because of the

requirenionts under stafe and federal law that
mandate submission of a plan of correction

A facllity must immediately inform the resident; within ten (10) days of the survey as a condition

consult with the resident's physician; and if to participate in Title 18 and Title 19 programs.

. known, notify the resident's legal representative The gubmission of the plan of correction within
N or an interested family member when there Is an this timeframe should in no way be construed or
accident Involving the resident which results in considered as an ag’rcemcpt }vith the allegat_ic_)ns

injury and has the potential for requiring physician of noncompliance or admissions by the facility.

This plan of correction constitufes & written
allcgation of submission of substantial
compliance with Federal Medicare

intervention; a signiflcant change in the resident's
physical, mental, or psychosoclal status (i.e., a
daterioration in health, mental, or psychosocial

status in either life threatening conditions or Requirements.

clinical complications); a need to alter treatment

significantly (i.e., a need to discontinue an L

existing form of treatment due to adverse F157

consaquences, or to commance a new form of .

treatmant); or a decision to transfer or discharge }. . The physiciun of resident identificd as
the resident from the faciiity as specified in resident #2's was notified by the LPN
§483.12(=). : Charge Nurse on 7/27/2012,

The facility must afso promptly notify the resident
and, if known, the rasident's legal representative
or interested family member when there is a
change in room or roommate assignment as
specified in §483.15(e)(2); or a change in
resident rights under Federal or State law or
regulations as specified in paragraph (b)(1) of

LABORATORY DIRESTOR'S OR PROWDEWSWMWRE TITLE [%6) OATE
Jfl .
X NNAD e NHA D-/3- /2

" -+ deflslency stalsinent anding with an asterlsk {*) deanotes a deflcianey which the Institution may be excused from cormacilng providing It Is detarmined that
safaguards provide sufficlent protection fo tha patients . (See Instructlons.,) Excapl for nuralng homaes, the findings atated abovo ars disclosabls 50 days
“~—aing tha date of surveéy whether of not 2 ptan of comrection |z provided. Far nurslng homes, the above findings and plans of coractlon are disclozabla 14
daya foilewing tho data thase documents are mada avaliebla o the faclilty. If deficlancles are ated, an approvad plan of comectlon Is raquisite to continusd
program participation.
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SUMMARY STATEMENT OF DEFICIENCIES

11:00 PM, at which time the resident was sent to
the hospital.

Findings include:

A review of the facility's “Notification of Resident
Change in Condition" policy/procedure, undated,
revealed to notify the physician immediately if
thare was a significant change in conditior,
regardless of the time.

A racord review revealed Resident #2 was
admitted to the facility on 07/25/12 with diagnoses
to Include Chronic Obsiructive Puimonary
Disease (COPD) and Parkinson's Diseasg. A
review of the Admission Assessmant, dated
0712512, revealed the facility assessed the
resident as alert, orlented to person, and
confused. It was dosumented that the resident
was not in pain upon admission,

(X4} 1D Te) PROVIDER'S PLAN OF CORREGTION 6)
PREFIX {EACH DEFGIENCY MUST BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE AGTION SHOULD 8E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS.-REFERENGED TQ THE APPROPRIATE BATE
DEF{CIENCY)
8 ; 2, An audit of afl: ¢urrent resident records
F 187 C.Ol'ltan(::d From page 1 F 157 will be completed by the Director of
this section. Nursing, the Assistant Director of
Nursing, the Unit Manager or the
The facifity must record and periodically update District Education and Training
the address and phone number of the resident's Director to assure that any significant
legal representativa or interested family member, change in condition that has occurred
in the past thirty (30) days hud
physician notification. Any identifisd
This REQUIREMENT is not met as evidenced onterms  will have immediate
by: physiclan notification, This audit will
. . 3 , be completed by 9/7/2012,
Based on interview, record rewaw: and review of 3. AH licensed staff will be re-sducated
the facility's policy and procedure, it was by the District Education and Training
determined the facility failed to immediately Director, Director of  Nursing,
consult with the resident's physician regarding a Assistant Director of Nursing or the
significant change in the reslident's physical status Unit Manager on the facility policy for
for one resident (#2), in tha selacted sample of Physician Notifieation.  This  re-
three residents. The facility assessed Resldent #2 ;’-‘;‘_;‘;;3‘102" will be completed by
‘ . as having chest paln, on 07/26/12 at 9:00 PM; o . , .
— b . ; 4, The District Educadon Training
however, the physician was not notified untit Director, Director of Nursing,

Assistant Director of Nursing or the
Unit Manager will review ten (10)
resident records per week for twelve
(12) weeks to assurc that physician
notification is occurring with a
significant change in condition. If at
ay time concems are identified, the
Quulity Assurance comminee will
meet  to  review for  further
recommendations. The results of these
audits will be reviewed with the
Quality Assurance Committce at z

minimum of monthly for three (3)‘
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TWIN RIVERS NURSING AND REHAB CENTER

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACYION SHOULD BE COMPLETION -
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DEFICIENGY}
F 157 i F e g S i e
Continued From page 2 F 187 months and wntl the Quality 09/08/2012
Assurance ascertains compliance. The
A review of the Skilled Nursing Notes, datad members of the Quality Assurance
07/26/12 at 9:00 PM, revealed Resident #2 Commitice will consist of at a

minimum, the Administratoy, the
Direetor of Nursing, the Assistant
Director of Nursing und the Soeinl
Services Director with the Medical

complalned of chest pain at this time, Two hours
later (11:00 PM), the resident was sent to the
emergency room with chest pain, A review of the

Adult Acute Care Inltial Assessment, dated Di g
' irector attend t

07/27112, revealed the resident was admitted to cotor attending at least quarterly.

the hospital. Complance Date; 09/08/2012

An interview with Licensed Practicat Nurse (LPN)
#3, on 08/03/12 at 10:45 AM, revealed he was the
nurse taking cars of Resident #2, on 07/26/12 at
8:00 PM. Ha indicated the resident had been in
the facility less than twenty-four hours, He
revealed the resldent complained of chest pain,
but appeared in no distress. He stated that he did
not feel it necessary to notify the physician of the
chest pain.

An interview with the Director of Nursing (DON),
on 08/03/12 at 12:55 PM, revealed she expacted
the staff to follow the policy related to a resident's
change in condition, She revealed the nurse
should notify the physician after assessing the
resident; however, it would be up to tha nurse
whether or not the resident had a change in
condition.

An interview with the Advanced Registered Nurse
Practitioner (ARNP), on 08/03/12 at 1:25 PM,
revealed Resident #2 was sent to the hospital on
07/26/12 at 11:00 PM, with a cornplaint of chest
pain, If the resident was having chest pain two
hours prior, the staff should have notified the
physician,

F 281 | 483,20(k}(3)(i) SERVICES PROVIDED MEET F 281
85=D | PROFESSIONAL STANDARDS
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F 281 | Continued From page 3 Fo84| Fa8l )
Tha services provided or arranged by the facility I Resident # 3's oxygen was adjusted to
. two (2) LPM on 8/3/12 by the RN
must meet professlonal standards of quality. Unit Manager,
2. An audit of all residents who receive
oxygen therapy was conducted by the -
Dirgotor of Nursing and Unit
This REQUIREMENT is not met as avidenced Managers on 8/3/12 to assure that g]
by: OXYygRen was set on the correct LPM as
Based on observation, interview, record review, prescribed by the physician. No
and review of the facility's policy/procedure, it was concerns were identifled,
determined the facility falled to ensure services oAl hce"“,d stuff will b'? "‘""d‘-‘?af"d
were provided that met professional standards of E’f d:e D1sgx'ct Education Training
quality for one resident (#3), in ths selacted reclor,  Director | of ~Nursing,
sample of three residents. Resident #3 had a Assistant Direotor of Nursing or the
ple of . ! Unit Manaper on the facility policy for
physician's order for oxygen at 2 Liters Per Physician Notification and fullowing
Minute (LPM} per nasal cannula (NC): however, physician orders, This re-education
observations during the abbreviated survey will be completed by 9/7/2012,°
revealed it was administered at 4 L per N/C. 4, The Distriot Education Training
Director, Dircctor of Nusing,

Findings include:

A raviaw of the facility’s policy/procedure for
Oxygen Administration, undated, revealed the
purpose was to provide guidelines for safe
oxygen administration. A step in the procadure
included to adjust the oxygen dellvery device so
that it was comfortable for the resident and the
proper flow of oxygen was being administered,

A record reviaw revealed Resident #3 was
ofiginally admitted to the facility on 12/01/08, and
re-admitted on 06/28/11. Dlagnoses included
Respiratory Distress, Hypoxia, Lethargy, and
Chronic Obstructive Pulmonary Disease (COPD).
A review of the significant changs Minimum Data
Sst (MDS), dated 08/12/11, revealed the facility
assessed Resident #3 as cognitively intact.

-

Agsistant Director of Nursing or the
Unit Manager will observe ai] oxygen
scttings five (5) times per week for
one (1) week, then three (3) times per
week for three (3) weeks and weekly
for eight (8) weeks to sssure settings
are per physician’s order. The results
of these observations will be reviewed
with  the Quality  Assurance
Conunintee for a minimum of three (3)
menths  and umif  the  Quality
Assurance  conunitiée  asceriaing
continuous complianee, If at any time
8 concern is identified, a Quality
Assurance Committee mesting will be
held to review conmcerns for further
recommendations sa needed, - The
members of the Quality Assvrance
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A review of the physician's orders, dated August
2012, revealed an order for oxygen at 2 LPM per
NC while awake fo maintain oxygen saturation
greater than 50 percent.

Observations, on 08/02/12 at 3:45 PM, and on
08/03/12 at 9:05 AM, 11:00 AM, and 12:00 PM,
revealed oxygen was administered to Resldent #3
al4 Lper NC.

An interview with Licensed Practical Nurse (LPN)
#4, on 08/03/12 at 12:15 PM, revealed she
worked on 08/02/12, but could not remermber how
much oxygen the resident was getting. She
revesled it was on 3 LPM per NC "most times.®
&he stated that the resident liked the oxygen
between 3-4 LPM, and "will usually tell staff if
[he/she] needs it higher."

A review of the Medication Administration Record
(MAR), dated August 2012, revealed the
resident's oxygen order was initialsd by LPN #5,
on 08/03/12,

An interview with LIPN #5, on 08/03/12 at 11:40
AM, revealed she did initial the resident's oxygen
order for 7.3 shift, on 08/03/12; however, she did
not verify the resident's oxygen was set on the
correct LPM, LPN #5 observed the resident's
oxygen with the surveyor, on 08/03/12 at 12:00
PM, and verified it was at 4 LPM instaad of 2
LPM.

An interview with Resident #3, on 08/03/12 at
12:06 PM, revesled his/her oxygen was *always”
on 4 | PM,

An intarview with the Advanced Reglstered Nurse

Compliance Date: 09/08/2012

‘Direstor attending at least quartexly.

(4310 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (x5}
PREFiX (EACH DEFICIENGY MUST BF PRECEDED BY FULL, PREFIX (EACH CORRECTIVE ACTION S8HOULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY]
F 281 | Confinued From page 4 F 281 T Committes will consist of at s

minimum the Administrator, the | (9/08/2012
Director of Nursing, the Assistant
Director of Nuwrsing end the Social
Services Director with the Medjcal
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Praclitioner (ARNP), on 08/03/12 at 12:40 PM,
revealed she wanted {0 maintain residents on
oxygen at the lowest Jevel possible as she did not
want residents to be dependent on higher doses.
She expected the staff to follow the physician's
order (2 LPM), uniess oxygen saturations were
lass than 80 percant.

An interview with the Director of Nursing (DON),
on 08/03/12 at 12:55 PM, revaaled she sxpected
tha staff to foliow the physician’s orders and the
policy related to oxygen administration.
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