PRINTED: 08/26/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF OEFICIENCIES (X1} PROVIOER/SUPPLIER/CEIA {2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND £1AN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING
. 186268 09/07/2012
NAKME OF PROVIDER OR SUPPLIER STREET ADDRESS, CIVY, STATE, 2IP CODE

2807 MAIN STREET HWY 641 SOUTH

LAKE WAY HURSING AND REHABILITATION CENTER
BENTON, KY 42026

X4y 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
. TAG REGULATORY OR LSC IOENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEF{CIENCY}
F 000 | INITIAL COMMENTS £ 000 [Lake Way Nursing & Rehabilitation
acknowledges receipt of the
Amended CMS 2567 Issued to the facility on Statement of Deficiencies and
9/2612. : ; ect]
urposes this Plan of Correction to
Changes made to {nilial Commentis, F281, F312, ,ﬁ P tent that t} £
F425, F431, F493, F502, F505, F520 1€ exlent that the summary ol -~
Changes made regarding scope and severity of findings is factoally correct and in
F371, F493 order to maintain compliance with
Deleted F332 applicable rules and provisions of the
An ahbreviated survey (iKY #1890, #18959, quality of care of residents. The Plan
#18984) was conducted 08/20/12 through of Correction is submitied as a
09/07112 during this ime wo different knmediate written aﬂegaﬁon of cofnpﬁance.
Jeopardy (1)} situations had been identifted. The Lake Way's response to this

annuat recertification survey was initiated and . . X N
conducled in conjunction with the abbreviated Statement of Deficiencies and Plan

surveys on 09/04/12 through 09/07/12. of Correction does not denote
agreement with the Statement of

i W d ined fo exist on 07/25/ d i v . .
was delanmined o exist on 12 andls Deficiencies nor is that any

ongoing regarding Resldents #8, #7, and #5 at

F157, F309, E425, F490, F493, F520 (KY deficiency accurate. IFurther, Lake
#18059, KY #10984). The facility failed to provide Way reserves the right to refute any
pharmacautical services that ensured the of the Deficiencies through Informal
availabifity and timely administration of drugs and . . .

binlogicals to meet the needs of each resident. Dispute Resolution, formal appeal
The facifity fafled to ensure the contracted procedures and/or any other

pharmacy could ensure all necessary administrative or legal proceeding.

medications ordered to meet the residents' needs
could be procured fimely whether for routine or
emergency medications. Furthermore, the facility
faited fo ensure the contracted pharmacy had
contracted with a local pharmacy to ensure imely
procuremeit of medications for it's residents,

The facility failed to ensure staff was
knowledgeable of the pharmacy and facilily
policies and procedures for the procurement of
medications to ensure {imely receipt and
administration of medications. The facilily failed
to ensure the emergency drug kit maintained

'
EABOI Y DIRECTOR'S PRFROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TIILE X6 OATE

‘ e Lo LDl (S THATON [[~F-22/2

Any doficlency slatement }nding wilh an asterisk {*) Ws a deliciency which tha instdution may bo excusad from corracting providing it is delerminod thal

otheT safeguards provide Sufiicient protection lo the pationts, (See Inslructions.) Except for nursing homes, e findings stated above are disciosable 90 days
fotiowing the dalo of survey whether of not a plan of cetrection is provided, For nursing homes, tho obove fndings and plans of gorfection are disclosapio 14

days following the date \hesa documents are made available to the facility. I deficlancies are cited, an approved plan of correction is requisite lo conlinued

program parlicipalion.
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pharmaceulicals o meet the needs of residents
while having the knowledge of identified
difiicuitles in getting timely receipt of medications
from the contract pharmacy. Furthermors, tha
facilily failed to take necessary action to address
identified issuas with the confracted pharmacy's
Inabifity o provide medication timely to the facility.
The facifity failed to ensure pain inedication was
available and administered timely to for two
residents #8 and #7.

Resident #8 was admitfed o an acute care
hospitaf with a diagnosis to include Hyponatremia
low sodium). Resident #5 returned to the facility
on Q7/25/12 with physician orders for Samsca
{hyponatremia), however, the facilily failad {o
ensura the resident received the medication for
seven days after re-admission. An intarview with
the hospital physician revealed the hyponatremia
would get worse without the Sammsca and cotid
be life threatening,

The facility admitted Resident #7 on 07/25/12
after having back surgery. Due to the facility's
failure to ensure timely receipt of medications, per
thair pharmacy contract, Resident #7 experienced
savere intense pain per the facillty's assessment,
having no pain medication for 14 hours after
admission. Additionally, the facilily failed to
ensure staff conducted a thorough assessments
of residents 1o identify a change in condition. The
facility faited to ensure timely physician
notification of change in condition to include
providing an accurale assessment of the
resident's condition to the physician to address
the resident's change in condition,

Director of Nursing {DON), on 08/31/12, reveeled

FORM CMS.2367{02-99) Pravious Versions Obsclote Gvent ID:SS0L1TY
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there was no policy {or standard of practice}
utilized in lhe facility related to assessment of a
resident, On GB/18/12 at 6:30 AM, the facility
found Resident #5 on the floor sustaining a falt
from the bed, While the facility assessed the
resident while on the floor identifying no injuries,
upon transfer assistance to the bed, Resident #5
complained of neck pain. The facllity did not
re-assess, initiale standards of practice fo
stabilize the resident due {o potential neck injury,
and did not notify the physician of the condition
changs. The staff continued lo dress and transfer
the resident to the wheelchair and transported the
resident to the dining room for breakfast. The
resident continued to express increased
complaints of pain to muitiple staff including the
facility Reglistered Nurse {RN), The facilily faited
lo re-assass the resident due fo increased pain,
The facllity did not notify the physician for
approximately two hours, the facility did not detsii
an accurale description of the resident condition
stating the resident{ had no injury with a fitle pain.
The physician ordered pain medication; however,
the medication was not available. The back-up
phamnacy was not open. The facility's emergency
drug kit contained no pain medications. The
facility made no further attempts to pein
medicaiion was given to the resident timely,
Additionally, the resident's family requested the
facilily send the resident to the emergency room,
The physician indicated he was agreeable for the
family {o take resident #5 by family car; however,
did not order an ambulance at the time. Resident
#5's family arrived at the facility to find the
residant with conlinued neck pain. Tha resident
was lransferred by family to the emergency room
al approximalely 9:30 AM, three hours after the
fall. Resident #5 did not receive any pain

F 000
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medication prior {o the transfer. The resident was
admitted fo the hospital with an acute C2 spine
fracture. The physician stated the facility's
assessment was not expressed as a serious
sliuation.

2. Then continued non-comptliance at the 1J level
was identified on 08/04/12 and is ongoing retated
to Resident #2 at F280, F323, F490, and F493
{KY #18900). The facilily failad to assess
residents to deterninine the safe use of devices
{alr maltress and side rails) prior to ufilizalion.
The facllity failed to ensure staff was trained and
knowledgeabte regarding low air loss/alternating
maliresses and to ensure appropriate setling for
each residents assessed needs. The facility failed
to identify causal factors of a fall which prevented
the facility from faking the necessary action lo
ensure the safe use of assistive devices, On
07/26M12, the facillty initiated the use of a fow alr
loss/alternating pressure maliress with bilaterat
half side rails for Resident #2 related to pressure
sores, The facilily failed to assess for the safe
use of these assislive devices. Resident #2
sustained two falls from the low air
{oss/alternating air matiress, with the second fal
resutfing in a side raill entrapment. The facility
failed {o identify or determine the cause! factor of
the fall or complete an assessment to delermine
whether the continued use of the iow air
toss/allernating mattress with bilateral half side
taifs was sale for use by Resident #2. The facility
faited to revise the care plan to include a new
Intarvention lo prevent recurrence of the falls and
entrapment after the fall on 08/04/12. While the
maltress was discontinued on 08/08/12, the
facility placed lhe resident back on the low air
loss/alternating maliress with bilateral half side
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rails again on 08/21/12 at which time the facility
failed to assess the resident for the safe use of
the assistive devices until 08/22/12, the day after
the devices were utilized for Resident #2. The
facililty faited to include the history of entrapment
as a risk for the resident. The faciiity failed {o
revise the care plan fo ensure safety interventions
were included related lo the resident’s continued
use of the air loss/alternating matlress with
bilateral half side rails. The facility faited to ensure
the resident’'s matlress was Inflated adeguateily to
his/her weight and falled to ensure the correct
spacing befween the mattress and side rail were
provided to prevent entrapment. The facility failed
to ensure all staff was trained and knowledgeabte
of how to operate the low air loss/alternating
mattress specific 1o the resident’s needs and
failed fo ensure their knowledge of risks
associated with these devices. The facility had
identified two other residents (#3 and #4) utilizing
a low alr lossfalternating matiress wilh hilaleral
half side rails for which the facility failed to assess
for the safe use of these devices and failed to
ensure 1he inflation of the air matlress was
adequate for each resident.

Based on the above findings, it was determined
thal Immediate Jeopardy was initially determined
to exist as of 07/25/12 based on residents #8 and
#7 and Is considered ongoing.

An abbreviated survey (KY #18900, #18959,
#18984) was conducted 08/20/12 through
09707712 during this time two different Immediate
Jeopardy (1J) situations had been identified. The
annual recedification survey was Initiated and
conducied in conjunction with the abbreviated
surveys on 09/04/12 through 09/07/12,
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KY#18800, #18959, #18984 were substaniiated
with deficiencies citad. Immediale Jeopardy was
identified on 08/23/12 and determined to exist on
07/25/12 and confinued non-compliance atan §J
tevel was determined fo exist on 08/04/12 with
Substandard Quality of Care idenlified at 42 CFR
483.25 Quality of Care F309, F312 and F323.
Deficiencies were cited with the highest 5/3 at a
"L.'h

F 157 | 483.10{b){11} NOTIFY OF CHANGES

§5=J | {(INJURY/DECLINE/ROOM, ETC)

A facility must immediately inform the resident;
consuit with the resident's physician; and if
known, notify the restdent’s legal representative
or an interested family member when there is an
acciden! involving the resident which results in
injury and has the potentlal for requiring physician
intervention; a significanl change in the resident's
physical, mental, or psychosocial status {i.e., a
deferioralion in health, mental, or psychosocial
staius in either fife threatening conditionis or
clinical complications}; a nead lo alter {realinent
significantly {i.e., a need to discontinue an
existing form of treafment due fo adverse
consequences, or fo commance a new form of
treatment); or a decision to transfer or discharge
the resident from the facliity as specified in
§483.12(a).

The facility rust also promptly nolify the resident
and, if known, the resident's legal representative
or interested family mamber when there is a
change in room or rcommate assignment as
spacified In §483.15(e){2}; or a change in
resident rights under Federat or Stale faw or
reguations as specified in paragraph (b)(1) of
this seclion.

F 000

F 157

F157
Resident #5 was discharged from the
facility on 8/18/12. Prior to
discharge, Resident #5 expericnced a
fall on August 18, 2012 at 0630. The
resident’s skin and range of motion
was assessed by the licensed nurse.
The assessment found the resident to
have no injury. The resident did say
his “neck hurt a little” as he touched
the back left side, according to
documentation in the medical record.
At 0825 the resident began o
complain of increased neck pain.
Three attempts were made by the
licensed nurse to contact the
responsible parties listed in the
medical record with no answer. At
0830 the licensed nurse nolified the
resident’s attending MD of the
resident’s increased complaints of
neck pain and orders were received
for Tramado] 50mg BID PRN for

pain. The nurse asked the MD 1©
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F 157 | Continued From page 6 ¢ 157 |call the prescription in to the backup
pharmacy. Al 0835 the licensed
The facility must record and periodically update nurse reached a responsible party.
!, . .
the address and phone number of the resident's The nurse informed the responmb!e

legal representative or interested family member. .
P y party of the resident’s fall as well as

the new orders received. This

This REQUIREMENT is not met as evidenced responsible party requested the

by: ol - ‘ - I g

Based on interview, record review, and review of 1es;den! be sent to the ER for

the facility's policy/procedure, il was determined evaluation,

the facllity failed to ensure timely physician

notlification for two I‘esidenls (#5, #9}]!1 the At 0837 the 1icensed nurse notiﬁed

selecled sampfe of elghteen residents. The

facility falled to immediatefy consult with the the physician of the responsible

physician affer an accident involving a resident parly’s request and the physician
which resulted in injury and had the potential for gave the order to send Resident #5 to
requiring physician intervention for one resident the hospital for evaluation. The

(#5), Resident #5 sustained a fali from the bad,

on 08/18/12 al 6:30 AM. Regislered Nurse (RN) licensed nurse contacted the nurse

#2 assessed Resident #5 after the fall. The practitioner at 0845 and requested
resident was holding the back of histher neck and pain medication. At 0930 family
complained of "a little bit" of neck pain. Alter the members arrived to take the resident
transfer to bed, the nurse feiled to nolify the . . \
physician immediately after the fall with to the ER for evaluation. Resident #5
complaint of neck pain. Muttiple staff which was discharged from the facility on
included State Registerad Nurse Aide (SRNA) #1, 8/18/12. Registered Nurse #2 is no

Nurse Aide {NA) #1, and RN #2, stated the
resident continued to complain of neck pain as
evidenced by slatements of "my neck hurts" every

longer employed by the facility.

time the stafl passed by the resident. The facility Al current in-house residents who
faited fo re-assess the resident's condition. The had fallen within the last 30 days
facifity nolified the physiclan at 8:30 AM, lwo L i~ -

hours after the falf, defailing the resident had no were re-assessed, The Facility
injury with a fittle pain, failing to give the physician Consultant completed the re-

an accurate picture of the resident's condition, assessments 9/5/12 through 9/7/12.
which prevented the physiclan from being able to The re-assessments included 1 ) a

order timely and effective treatment. These

failures prevented Resident #5 from receiving review of the investigation into the

fall_2) a review of the assessment
FORM CMS-2507{02-89) Provious Versiens Obsololo Event I $501.14 Faciiity i0; 100514 If continuation sheet Page 7 of 121
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F 157 { Continued From page 7 F 1s7/and documentation completed at the
timely ireatment experiencing Increased pain for time of the event. 3) re-assessment of
more than {hree hours without treatment, and the the residents to ensure they were not
family having to franspord {he resident to the . : :
emergency room. The resident was admitted to exp m_l?’ncmg an},( Ch?nge m
the hospital with an acute fracture of the neck. condition, experiencing any new
Addilionatly, the facilily failed to ensure timely pain or experiencing pain that is
physiclan notification of a lab result, indicating an unrelieved at this time, 4)
antibiotic ordered for Resident #9, was Tdentificati £ three residents wh
ineffective. This faiture resulted in a delay of tha entiicalion of three le.SI cnis W o
physician‘s response to order an effective had an event/change which required
treatment for Resident #9, The facility assessed MD/RP notification. The three
Resident #9 as continuing to have signs and residents’ medical doctors and
symptoms of fluctuations of blood pressure and . bl ' . tified and
temperature for the period of 05/25/12 through responsidle parties were notitied an
05/28/12 without effective antibiotic treatment. appropriate action taken,

:Fhe fac_:|§|ty s failure to ensure the p.hystcl‘an was All Licensed Nurses were in-

immediately consulled afler an accident involving . \ .

Resident #5 that resulted in injury has caused or S@l‘\fice.d by the Staff Facilitator

Is likely to cause serious Injury, harm, impalrment, beginning on 9/5/12 and completed

or death to a resident. Immediate Jeopardy was on 9/20/12 related to their

identifled on 08/31/12 and determined to exist on . *NIT . "y

08/18/12 and Substandard Qualily of Care was leSI? OllSiblllty fo no'llfy Ph)"s-lClcmS of

identified at 42 CFR 483.25 Quaiity of Care, The accidents, changes in condition to

immediate Jeopardy was determined to be include continued complaints of

on-going. (Refer to F308). unrelieved pain to ensure that

Findings includo: I_{emdents are receiving tI'1e proper
follow up based on their individual

A review of the "Nofification of Physician for a needs.

Change in Resident's Condition" policy, dated

04707, revealed the facility would notify the . . . .

physician when a significant change in a f'i\ddltlonai E{I‘-SCEV{c{ng wiih all

resident's condition occurred with documentation. licensed stati was initiatcd on

¢ Avacord rovi tod the faclily adimitied 9/21/12 and completed on 9/29/12

. Arecord review revealed the facility admitte Fani[le .

Reslident #5 on 08/03/12 with diagnoses fo by the_ raC!II'Ey COI,]SUltam related to

include History of Transient lschemic Attack, assessing pain, to inciude after a fall
or if there is a change in condition,
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Vascular Dementia, Muscle Weakness, Lack of
Coordinaticn, Dysphagia, and Dysarthria, A
review of the initial Minimum Data Set (MDS),
daled 08/10/12, revealed the facility assessed the
resident as severely cognitively Impaired and
required extensive assistance of two siaff with
bed mobility, transfer, and ambufation. A review
of the pain managenient assessment, dated
0810112, revealed the resident did not have any
current reports of pain and no pain medication
ordered, A review of the Fall Risk assessment,
dated (08/17/12, revealed a fall score of twelve
{12}, which indicaled hefshe was al risk for falls,

A review of the incident report, dated 08/16/12 at
6:30 AM, revealed Resident #5 sustained an
unwilnessed fall and was assessed with "no
injury”; however, the resident complalned of neck
pain after being transferred from the floor to the
bed. According to the report, the resident touched
the back left side of hisfher neck and stated "it
hurl a fittle bit."

Aninterview with SRNA#1, on 08/24/12 at 12:20
PM, revealed she found Resident #5 In hisher
room on the floor. The resident was found on
his/her right side beside the bed, one foot sfraight
out while the other was curled up undemeath
him/er, The resident's neck was turned to the
side and he/she was looking at her when she
enlered the room. She indicaled the resident's
position was "weird.” She immediately informed
RN #2 of the fall. RN #2 then assessed the
resident. SRNA#1 and SRNA #2 then transferred
the resident to the bed and he/she immediately
complained of neck pain, pointing o the back of
the naeck. RN #2 asked the resident if hefshe
could move histher neck, and the resident was

(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORRECTION 1X5)
PREFIX {EACH DEFICIENCY MUET BE PRECEDED BY FULL PREFIX {FACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
F 157 | Continued From page 8 F 157

The packet titled “Checklist for
Conducting an Assessment after an
Event” was implemented on 9/5/12,
This Checklist includes a
neurological observation sheet, a
pain tool, assessment tool, and
witness statement. Copies of the
Checklist will be kept at the nurse
stations in a binder titled
“Assessment & Observation of a
Nursing Home Resident”, The staff
facilitator and/or DON will be
responsible for keeping copies of the
Checklist packets available daily for
staff {o use when a resident has a
change in condition, incident, or
accident.

Education on when and how to use
the “Checklist for Conductling an
Assessment After an Event” was
provided on 9/5/12 and again on
9/10/12 by the Facility Consultant,
Training participants included the
MDS RN, MDS LPN, QI nurse, RN
staff facifitator, LPN admissions
coordinator, ADON, DON, and
administrator. The training provided
instruction that the Checklists be
used as guides to assist the licensed
staff when assessing the resident
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able to follow instructions. SRNA #1 dressed the
resident and transferred him/her to the wheelchalr
for breakfast, with assistance from SRNA #2, The
resident continued to complain of neck pain
during the provision of care and up until the time
he/she was transferred to the emergency room.

Aninterview with SRNA #2, on 08/24/12 at 1:00
PM, revealed she assisted SRNA #1 in
{ransferring the resident to bed. The resident
indicated the back of histher neck hurl “a little bit"
al that time, She assisted SRNA #1 in dressing
the resident and gelling him/her up for breakfast.
While providing care, the resident complained of
neck pain “once or twice."

An interview with NA #1, on 08/24/12 at 12:05
PM, revealed she saw the resident up in the lobby
with continued comptlaints of neck pain. She
revealed the residenl's neck was "stiff* and
he/she constantly repeated “my neck hurts."” She
made RN #2 aware of the complaints, but was
unaware of what action RN #2 had taken.

Areview of the Progress Notes, dated 06/18/12 at
8:30 AM, ravealed the physician was not nol
notified of the fall untif two hours later.

An interview with RN #2, on 08/24/12 at 105 PM,
revealed the resident complained of "a liflic bit"
of pain after being transferred from the floor o
the bed. The resident's pain worsened
throughout the morning; however, she was
unable to describe the pain as she did not
reassess the resident. She stated that the
resident would repeat "my neck hurts® every time
she passed him/her in the lobby area. She
admitted the resident’s physician was not notified

training.

trainings.

orientation process.

or accidents, including falls.
Competency using the Checklist, for
the administrative nurses and
administrator, was determined
through discussion, question and
answer period, at the end of the

The second educational training on
when and how to use the “Checklist
for Conducting an Assessment A fter
an Event” was provided on 9/5/12
and again on 9/10/12 by the staff
facilitator, ADON, and QI nurse.
Licensed nurses received the
Checklist training prior to their next
scheduled shifl, Competency was
determined by the instructors
through discussion, question and
answer period at the end of the

Education on the Checklist and lools
wilf be provided for newly hired
licensed staff during the orientation
process by the staff facilitator.
Competency will be determined by
the staff facilitator through return
demonstrations during the
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until 8:30 AM, as she had other {asks lo
complete, She informed the physician about the
resident's fall with 8 comptaint of neck pain,

An interview with Family #1 and Family #2, on
08/30/12 at 9:00 AM and 9:20 AM, respectively,
revealad Family #1 received a call from RN #2
approximately iwo hours after the resident
susiained the fall. He was informed the rastdent
had "no Injury” but complained of neck pain. He
requested the facility send the rasldent {o the
emergency room, but RN #2 slated (a! a later
time} that the resident could go by family car as
the physician refused to send the resident by
ambulance, Family #1 and Farnily #2 indicated
they arrived at the faclility to take the resident to
the emergency room af approximately §:30 AM.,

Family #1 stated the resident was complalting of

neck pain and "haolding” hisfher neck when they
arrived. Family #2 verifled the resident was

"afmost oul of the wheelchair trylng to hold histher
neck up.” The residen! continuously repeated “my

neck hurls.” Family #1 verified the resident
'never” complained of pain prior to this incident,
He stated that even if the resident was in pain,
he/she usually would not complain,

A roview of the progress noles, dated 08/16/12 at
9:30 AM, revealed the resident was transferred by

family car to the emergency room. Further
interview with RN #2 revealed if the family was
still cancerned about the resident, they could
{ransfer him/her to the emergency room per
family car. RN #2 stated she did nof ask to send
the resident per ambulance at that time,

An interview with the Primary Physician, on
08/30/12 at 10:20 AM, revealed he was informed

on 9/7/12 by the Facility Consultant
related to the review of how to
complete the Fall/Incident
Assessment QI to include: 1) review
of the “Checklist for Conducting an
Assessment After an Event” for
completion, 2) validate MD/RP
notification date/time, 3) review of
daily progress note for entry of
event, 4) assessment, and actions,
review of documentation for pain
assessment, 5) pain management
aclion taken, and 6) evaluation of
resident’s response to pain
intervention. Specifieally,
identifying if pain medication was
provided if indicated, and checking
the time frame belween complaint of
pain and the titne pain medication
given. The Facility QI nurse was
deemed competent to review and
complete incident investigations
based on over-sight by the Facility
Consultant and review of completed
incident reports and investigations,
(The facility QI Nurse has been
removed from this position. The
facility is accepting applications for
the QI nurse position. The task of
reviewing Fall/Incident Assessment

Qls is currently reassigned to the
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F 187 | Continued From page 11 F 157[DON, ADON and Facility
the resident had rolled out of bed and "appeared Consultant.)
fine." He did not recalt hearing about the neck
pein initially. He expected the stalf {o transmit to
him what they had assessed related to an injury The DON, ADO,N’ QI nurse, M_[?S
after a fall, nurses, staff facilitator, and Facility
Consultant will review daily the

A review of the Discharge Sumimary from the resident progress notes 10 ensure
hospitet, dated 08/20/12, revealed the resident esident ch . diti
sustained an acute fracture of C2 {neck fracture} ¥eSI_ et changes tf] condrtion,
in the laterat mass and facet area with a mild incidents, and accidents are
subluxation of C2 on C3. Further interview with documented and iden[ify any
RN #2 revealed she should have nofified the unreported resident changes in
physiclan immediately; however, she did not diti incident d accid
realize the seriousness of the situation. Further COH. }tl()l.}, incidents, and accidents
interview with the physicien revealed the which will then be reported to the
informalion expressed to him was not sufficiently administrator and DON. The DON
given as a serlous situation. will be responsible for ensuring
An interview with the Director of Nursing (DON), completion of corrective actions,
on 0B/31/12 at 1:15 PM, revealed the physician
should be notified immediately (within a few ‘The DON, QI nurse or Facility
minutes after the assessment } of a possible neck , . e
injury after a fall. She expected the nurse lo leave CO’.]SUHam will conduct mc“,icm ,
the resident in the bed as neck pain was review for each occurrence, identify
indicative of a neck injury and should be treated problems, and determine corrective
a6 such. action necessary. The DON will be
Resldent #5 sustained a fall from the bed, on re‘spons;b%e for \faild?fll]g co'mp!ell'on
08/18/12 at 6:30 AM. RN #2 assessed Resident of corrective action. The review will
#5 afler the falf as having neck pain after fransfer be documented on an Incident
to the bed. The faciiity notified the physician at vl

- sessment QI (Exhibit T157-1).
8:30 AM, two hours after the fall, detailing the ,?!S Incid %‘ ( [7 'l)l b
resident had no injury with a little pain, failing to he Incident Assessment QI will be
give the physician an accurate picture of the completed by the DON, QI nurse or
resident's condition which prevented the the Facilily Consultant 1 x weekly
physician from being able to order timely and for a minimum of 8 weeks then 1 x
effeclive treatment. These failures prevenied , , A B i
Resident #5 from recaiving fimely treatment monthly for a minimum of 2 months.
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experiencing increasing pain for more than three
hours without treatment, family having to
transport the resident to the emergency room.
The resident was admitted to the hospital with an
acute fracture of the nack,

2. Review of the facility's policy, MONITORING
SYSTEMS, dated 01/2011, revealed reporting
resulls was not addressed in the policy.

Review of the facility's policy, DIAGNOSTIC
SERVICES, dated 07/2007, incuded the
following: "Labs, x-ray and other dlagnostic
reporls are signed, dated and made par of the
resident's chart, Appropriate forms are fiflad out
and sent with the resident. when reports are
receivad, they are filed in the resident’s medical
record. The attending physician is notified
regarding the findings",

Arecord review revealed the {acility admilted
Resldent #2 on 03/01/10 with diaghoses to
include Anemia, Dementia with Delusional
Featuras, Paralysis Agitans, Diabetes Mellitus
and Chronic Pain Syndrome,

A review of the annual MDS assessiment, dated
09/03/12, revealad tha facilily assessed Resident
#9 as cognitively impaired, non-ambulatory,
incontinent of howel and bladder and required
extensive assistance with activities of dally iiving.

Areview of a Progress Note, dated 05/13/12 at
3:52 PM, ravealad "Faxed MD (Medical Doclor}
about rales noted In lungs and coughing up thick
vallow sputum thls aftarnoon.” A Progress Note,
dated, 05/14/12 al 9;37 PM, reveated an order for
a chest x-ray due 1o coughing with thick yeliow

{%d)iD SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION
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DEFICIENCY)
F 157 { Continued From page 12 F 157 The results of the QI tools will be

reviewed in a weekly QI Committee
meeting consisting of the
Administrator, DON, ADON, QI
Nurse, Social Worker & any other
Interdisciplinary Team members as
appointed by the Administrator, The
results of the reports will be
compiled by the QI Committee. The
QI Commitiee will assess for trends
and identify correclive actions
required, including the position
responsible for assuring the
corrective action is completed and
date the completion is due.

The Executive QI Committee with
the Medical Divector will review
monthly compiled QI report
information, review trends, and
review correctlive actions taken and
the dates of completion. The
Executive QI Commitiee will
validate the facility’s progress in
correction of deficient practices or
identify concerns. The administrator
will be responsible for ensuring
Committee concerns are addressed
through further training or other
interventions. The administrator or
his designee will report back to the

Execuiive Ol Committee at the next
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spufum and rales noted in the lungs, Ordering a
sputum culture to be obtained lo be started on
Augmentin (antibiotic) 500 milligrams (mg) by
moulh every eight hours for ten days,

Areview of the Sputum Cullure results, with a
collection dafe of 05/17/12, revealed the culture
and sensitivity results indicated Escherichia coli
and Pseudomonas aeruginosa. The organisms
were lisied as rasistani {o Augmentin, indicaling a
need for discentinuing the existing freatment of
Augmentin and changing the resldent's antibiotic
therapy to one in which would be effeclive and
would be susceptible.

A review of the faxed lab report, dated 05/25/12,
revealed the laboratory reported the results {o the
faclity. The faxed laboratory report revealed RN
#3 faxed the results to the medical doctor's office
on 05/25/12 at 2:43 PM. The *Call Placed"
seclion was blank. The "Orders Received"
section indicaled a date of 05/29/12 and was
initialed by RN #3. The faxed document had a
date of 05/29/12 at 1:52 PM. New orders were
writlen on the faxed document for "Ceftriaxone
one gram by Intramuscular injection every
twently-four hours for five doses and mix with
Lidocaine,” and "Cipro 500 mg by mouth twice a
day for ten days,” and was signed by RN #3, A
physiclan's order, dated 05/29/12 and signed by
the physician, revealed "Cefiriaxone one gram by
Intramuscular injection every twenty-four hours
for five doses and mix with Lidocalne,” and "Cipro
500 mg by mouth twice a day for ten days.* The
order was signed by RN #3,

Review of a Progress Note, dated 05/25/12 at
2:03 PM reveated "BLOOD PRESSURE

oversight to ensure defici

fronm: the QI Committee a

Governing Body are com

and solutions sustained.

The Physician for Reside

documentation related to

more effective antibiotic

Body (Vice President of Operations
& the Vice-President of Clinical
Services) will provide additional

practice are corrected. The
Governing Body will review
monthly the compiled information

Executive QI Committee. The
Governing Body will give necessary
direction to the facility to ensure
deficient areas of practice are
corrected and solutions sustained.
The administrator will be responsible
for ensuring directives from the

the Governing Body is kept informed
of both deficient practices identified

notified on 5/29/12 by the licensed
nurse as reflected by clinical

culture lab results, Orders were
received and implemented.
Antibiotic therapy was changed to a

C&S results. The antibiotic therapy
was completed as ordered.

ent areas of

nd the

pleted and

nt #9 was

sputum

based on
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WARNING Value 116/80, +10% change from
basefine value". A Progress Note, dated 05/27/12
af 2:16 PMrevealed "BLOOD PRESSURE
WARNING Value 118/56, -10% change from
baseline. A Progress Note, dated 05/29/12 at
9:44 PM revealed TEMPERATURE WARNING
Value 92.0 degrees.

An interview with RN #3, on 09/06/12 at 2:20 PM,
revealed she did notrecall anything aboul the
laboratory result, dated 05/25/12, which was
faxed to the facility for Resident #9. RN #3 stated
if a physician was not in the office she would call
the results to the physician. Additionally, she
staled, "l | called the physician | would have
documented il and would have likely gotten
orders if the Culture and Sensitivity result showed
the current antiblotic was ineffective.*

An interview with the Assistant Director of Nursing
{ADCN}, on 08/07/12 at 10:30 AM, revealed
nurses were instructed upon hire {o call the
physician directly if the physician's office was
closed, The Medical Direclor was to be notified if
the residenl’s physician was not available. She
slaled she did not kinow if a call was made, but it
should have been noled in the nurse’s noles if the
physician was called.

An interview with the DON, on 09/95/12 ai 10;15
AM, revealed the faboratory was always closed
on the weekend and 05/25/12 was the starl of 5
long holiday weekend, The DON revealed she
would have called the physician and she gave no
explanalion why RN #3 did not nolify the
physician by phone. Additionally, ihe DON stated
she saw laboratory results not being
acknowledged timely as a problem and &

F 157|A 100% lab audit for all ordered
labs, to include for Resident #9, from
9/6/12 through 9/25/12 to include
cultures was completed on 9/25/12
by a facility consultant on current
residents to ensure that appropriate
labs had been drawn per MD order,
results received and timely MD
notification of lab results had
occutred. Any concerns were
addressed by the DON as
appropriate. An additional lab audit
was completed by the Consultant
Plarmacist on 9/24/12 during the
regularly scheduled review. Any
concerns identified were addressed
as of 9/28/12,

All facility residents, to include
Resident #9, continuc to have a
nurse’s timely recognition of the
residents’ changes in condition and
the physicians are notified as
appropriate. This includes physician
notification of accidents, changes in
condition to include continued
complaints of unrelieved pain and
lab results as warranted allowing the
physician to order timely and
effective treatment as based on the
assessment and condition of the
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F 157 { Continued From page 15 F 157{resident as evident by clinical
potential for Resldent #9 to decline. documentation,
An interview with Resident #9's physician, on : :
09/062 at 2:45 PM, revealed she did not recall (Continued on blank paper)
gelling a phone call about Resident #9's culture
11/20/12

and sensitivity resuils. She would have expected
to be notified fimely if the antibiofic the resident
was on was Ineffective and would have given an
order for a new antibiotic which the organisms
identified were susceplible. Additionally, the
physician stated she had heen out of the office,
and on 05/29/12, sha had returned to the office
and reviewed the faxed laboratory resulfs and
made the change In orders at that timea.

F 226 | 483.13(c} DEVELOPAMPLMENT

ss=0 | ABUSE/NEGLECT, ETC POLICIES

The facitity must develop and implement wiitten
policies and procedures thaf prohibit
misireatment, neglect, and abuse of residents
and misappropriation of resident property,

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 fo implement written policies and
procadures that prohibit negiect of residents for
one residenl (#1) in the selacted sampis of
eighteen residents, The facility received an
gilegation of neglect, on 08/13/12; howaver, failed
lo report the allegation fo the appropriate state
agency.

Findings inciude;

F226

F226|A detailed investigation was
completed and it was determined that
the resident concern occurred while
resident was not in the facility.
Therefore it was not reported to the
state agencies. There have been no
Allegations reported related to
Resident #1 since the Resident
Concern received on 8/13/12.
Resident #1 expired in facility on

10/23/12.

All interviewable residents were
interviewed on 9/23/12 by the Social
Worker with no allegations of abuse.

All residents who are not
interviewable were reviewed by the
Facility Consultant for grimacing,
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[F157 Continued

All licensed nurses were in-serviced, beginning on 9/26/12, related to their responsibility to
notify physicians of lab results and ensuring residents are receiving the proper follow up.
Training was completed and verified for all nurses on 9/29/12. Competency was determined by
the use of Scenario Testing and Skills Checklist for Assessments (Exhibit T157-2a, 2b, 2¢ and
Ti157-3).

Al newly hired licensed nurses, during the orientation proeess, will be in-serviced by the staff
facilitator regarding physician notification requirements related to these areas. Competency will
be determined by the stafT facilitator through the use of Scenario Testing and Skills Checklist for
Assessments, (Exhibit T157-2a, 2b, 2¢c and T157-3).

The Administrative Assistant assigned oversight of lab orders was re-educated on 9/8/12 by the
Facility Consultant regarding the facility’s process for utilization of the Daily Lab Audit form
(Exhibit 157-4). Completion of the Daily Lab Audit form includes: resident name/lab ordered,
room number, date lab received, date MD notified, date MD replied, date lab requested/results on
chart, any requests made/new orders and if information is entered into the resident’s progress

notes,

The administrative assistant’s completion of the Daily Lab Audit form includes ensuring that lab
results are reported timely to the MD for appropriate follow up as indicated. If lab resulis are not
repotted timely to the MD, the administrative assistant informs the resident’s assigned nurse and
notifies the DON,

Competency of the administrative assistant to complete the Daily Lab Audit form (Exhibit 157-
4) was determined by the Facility Consultant and DON. Competency was based on the over-
sight observations of the Facility Consultant and DON who also validated Daily Lab Audit forms
completed by the administrative assistant.

The Administrative Assistant will complete a Daily Lab Audit Form (Exhibit T157-4) 5 times
weekly with tracking of labs drawn, results received and appropriate follow up to include MD
notification. DON, QI nurse or Facility Consultant will review the Daily Lab Audit form daily to
ensure timely MD notification for lab resuits.

Any lab results received afier hours or on weekends will be addressed by the nurse assighed to
the specific resident. The nurse will document any actions taken on the lab resuits sheet and in

nursing progress notes.
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with no abnormal findings.
A review of the Abuse, Neglect, or
Misappropriation of Resident Propenly Policy, All ai]egations of abuse, neglecl, and

dated 02/2009, revealed the Administrator would . L ] . .
ensure the Division of Licensure and Regulation misappropriation of property will be

would be notified immediately of all complaints of reported immediately, 24 hours/day,
abuse, neglect, including injuries of unknown 7 days/week, 365 days a year. All
origin, or misappropriation of resident property. ailegations will be reported 10 the

administrator and DON,

Areview of a Resident Concern sheel, dated
08/13/12, revealed a family member was
concemed about Resident #1 as hefshe had The facility has reported all aileged

been fransferred o the hospital, The resident had iolati d all substantiated
pressurs sores, reportedly upon admisston to the violations and all substantiate

hospltal, The concem stated that the family incidents to the state agency and to
member did not want the resident Ireated that all other agencies as required. The
way. facility has taken all necessary

An interview with the Director of Nursing (DON}, corrective actions depending on the
on 08/22/12 at 5:00 PM, revealed she discussed results of the investigations.

the resident’s condition with the family member

on 08/13/12, She indicated the family member (Continued on blank paper)

was upset and thoughl the resident had acquired
the pressure sores from the facilily, An
investigation was conducted and it was 1720/12
determined the pressure sores were actually
acquired at lhe hospital. The concern was hot
reported {0 the state as the DON did not feal it
was an allegation of neglecl.

An inferview with the Administrator, on 09/06/12
at 8:40 AM, revealed she did not report the
allegation to the state as no abuse or neglect had
taken ptace. She verntied all allegations were
supposed fo be reported {o the state agency.

F 280 | 483.20{d)}{3), 483.10(k}(2) RIGHT TO F 280 r280

$s=4 | PARTICIPATE PLANNING CARE-REVISE CP The most recent Care Plan Revision

for Resident #2 occurred on 9/25/12
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F226 Continued

An audit was completed on 10/02/12 by the Facility Consultant of all Resident concern forms in
the last 30 days to include for Resident # 1 ensuring that any allegations of abuse, neglect or
misappropriation have been reported to the appropriate state agencies. Any concerns were
addresscd at the time of the audit as indicated. An Audit of Resident Concerns Form (Exhibit
T226-1) was used. The Audit of Resident Concerns form lists the number of concerns, the
category of concerns (alleged abuse, misappropriation of property, missing personal item,
nursing, dietary, or other), number of resident concern forms, number of concerns not completed,
number of concerns reported to OIG.

100% of staff re-education on abuse, neglect or misappropriation of resident property and
reporting of such was initiated on 9/23/12 and completed on 11/2/12.

All newly hired staff received this training during the orienfation process.

Ongoing competency will be verified by the DON and Staff Facilitator through quizzing of staff
concerning abuse, neglect, and misappropriation of property (Exhibit T226-2),

The Administrator, DON, and Social Worker were re-educated on the facility’s policy for
reporting allegations of abuse, neglect or misappropriation of resident’s property which includes
reporting the allegation to the appropriate state agencies as indicated on 10/1/12 by the Facility
Consultant,

Competency was verified by oversight from the Facility Consultant as evidenced by reporting alt
alleged violations and all substantiated incidents to the stale agency and to all othet agencies as
required, and all necessary corrective actions, depending on investigation results,

All Resident concern forms will be reviewed by the Administrator, DON and Social Worker to
determine that the forms contain no allegations of abuse, neglect, or misappropriation of resident
property requiring investigation/reporting and ensure all resident concerns related to allegations
of abuse, neglect or misappropriation of resident property have been reported to the appropriate
state agencies as needed. Reporting will be reflected in the recorded resolution, if applicable.

An Audit of Resident Concerns Form (Exhibit T-226-1) will be completed by the QI nurse of
Facility Consultant on a monthly basis ensuring that any allegations of abuse, neglect or
misappropriation have been reported to the appropriate state agencies. Any concerns were
addressed at the time of the audit as indicated,

Allegations of abuse, neglect or misappropriation of resident property will be reviewed in a
weekly QU Commitiee meeting consisting of the Administrator, DON, ADON, QI Nurse, Social
Worker & any other Interdisciplinary Team members as appointed by the Administrator where
the results of these reports will be compiled and assessed for trends by the QI Commitiee &
actions taken based on these assessments.

Page 17A of 121




The Executive QI Committee with the Medical Director will review monthly compiled QI report
information, review trends, and review corrective actions laken and the dates of completion. The
Executive QI Commitlee will validate the facility’s progress in correction of deficient practices
or identify concerns. The administrator will be responsible for ensuring Committee concerns are
addressed through further training or other interventions, The administrator or his designee will
report back to the Executive QI Committee at the next scheduled meeting.

The Governing Body (Vice President of Operations & the Vice-President of Clinical Services)
will provide additional oversight to ensure deficient arcas of practice are corrected. The
Governing Body will review monthly the compiled information from the QI Committee and the
Executive QF Commitiee. The Governing Body will give necessary direction to the facility to
ensure deficient areas of practice are corrected and solutions sustained. The administrator will
be responsible for ensuring directives from the Governing Body are completed and the
Governing Body is kept informed of both deficient practices identified and solutions sustained.

Page 17B of 121




PRINTED: 09/26/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPFLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION INENTIFICATION NUMBER: COMPLETED
A. BUILDING
8. WING
1085258 09/07/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
807 MAIN STREET HWY 641 SOUT
LAKE WAY NURSING AND REHABILITATION CENTER 2607 MAIN STR 1 H
BENTON, KY 42025
{X4} 1D SUMMARY STATEMENT OF DEFIGIENCIES 0 PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC HENTIFYING INFORKATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DAYE
DEFICIENCY)
F 280 | Conlinued From page 17 ¢ 2so|and reflects a thorough assessment.

The resident has the right, uniess adjudged
incompetent or othenwise found {o be
incapacitated under the faws of the State, to
participate in planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days efter the completion of the
comprehensive assessment; prepared by an
inferdisciplinary team, that includes the aitending
physician, a registared nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resfdent's needs,
and, to the extent practlicabie, the paricipation of
the resident, the resident's famity or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persans after
gach assessment.

This REQUIREMENT is not met as evidencad
by:

Based on interview, record review, and review of
the facilily’s Resident Care Plan policy, it was
determined the facility failed lo ensure the
comprehensive care plan was revised by a leam
of qualified persons for three residents (#2, #3,
and #4) in the selecled sample of eighteen
residents. Resldent #2 was placed on a low air
loss/alternating pressure mattress with bilateral
half side rails on 07/26/12. He sustained a fall
from the mallress an 08/04/12, pinning histher left
arm in tha side rail, The facility assessment of the
restdent included a bruise to the left wrist and

plan was revised to reflec

current use of a specialty

10/14/12,

assessed and due to heale
and safety risk, both spec
maltresses were removed
Care plans for Resident #

by the MDS Nurse 1o refl
interventions for problem
based on their individual
and needs. There are curr

A review of cuirent re

on 8/29/12 by the DON,
Nurse and MDS Nurse.
plans were reviewed fo

Based on this assessment, the care
needs of this resident 1o include the
Roho mattress was provided for the
resident on 9/25/12. The changes
were made afier a resident
assessment, evaluation of the

resident and evaluation of the device,
Resident #2 expired in the facility on

Resident #3 and Resident #4 were

Resident #4 were updated on 8/25/12

low air loss / alternating pressure
mattresses in use in the facility,

resident care plans were conducied

t detailed

mattress. A

d wounds
ialty

on 8/23/12.,
3 and

ect current
s listed
assessment
ently no

sidents and

ADON, QI
The care
cnsure each
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F 280 | Contfinued Froimn page 18

upper arm with a skin tear o the left lower arin.
The facility placed the resident back in the bed,
howaver, the facilily did not revise the care plan
to Identify {he side rall entrapment or the polential
risk for entrapment after the fall. The mattress
was discontinued on 08/06/12; however, the
facility Initialed the use of the the low air
loss/allernating mattress with bilateral half side
rails on Q8/21/12. Again, the care plan was not
revised to indicate the previous entrapment or the
potential risk of entrapment while utilizing the
assistive devices. Resident #3 and #4 were also
identified as having a fow alr loss/alternating
maltress with bilateral half side rails. The
comprehensive care plan for these residents did
not identify polential risks while ulilizing the
assistive devices. As a resuli, fadility staff was
unaware of the risks associaled with these
devices to ensure appropriale supervision and
monétoring was afforded these residents based
on thelr assessed needs.

The facifity's failure to ensure each resident's
comprehensive care plan was revised to ensure
staff awareness of resident care needs thal must
be met has caused or is likely to cause serious
injury, harm, impairment, or death to a resident.
Immediate Jeopardy was identified on 08/23/12
and determined o exist on 08/04/12 and
Substandard Quatlty of Care was identified at 42
CFR 483.25 Quality of Care. The Immediate
Jeopardy was determined on-going. (Refer to
F323)

The findings include:

Areview of the Resident Care Plan policy, revised
09/19/11, revealed the facility would provide an

Fogolresident care plan reflected the

resident’s current needs to include
addressing any specialty maltresses
or side rails in use.

A second resident care plan audit
was completed by the MDS nurses
on 10/25/12 to ensuring the care
plans reflect a thorough assessment
and based on this assessment the care
plan was revised to reflect the
detailed needs of the resident.

The Facility Consultant completed
an in-service with the MDS team on
10/2/12 to include the Dietary
manager, Activity Director, Social
Workers and MDS Nurses regarding
the care plan teams’ responsibility
that resident care plans reflect the
needs and conditions of the residents
based on their most recent
assessment and changes.
Competency was and will continue
to be verified by the DON. The
DON will continue comprehensive
care plan reviews to ensure the care
plans accurately reflect the needs and
conditions of the residents based on
their most recent assessment and
changes.
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F 280 | Continued From page 12

interdisciplinary written care plan hased on the
assessment of the resident needs. Any new
problem or need of the resident which was
identified between histher scheduled care ptan
review wouid be addressed on the care plan.

1. Arrecord review revealed Resident #2 was
admitted fo the facifity on 11/28/11 with diagnoses
to include Faralysis Agitans, Senlte Dementia,
Lack of Coordination, and Convulsions, A review
of the quarterly Minimum Data Set {MDS}, dated
07/23/12, revealed the facility identified the
resident as saverely cognitively impaired and
required total assistance with bed mobilily and
transfers, A review of the Low Air Loss inltial
sheet, dated July 2012, revealed the facility
began utiizing a low air foss/alternating maliress
on 07/26/12. Areview of the Risk for Falls care
plan, initiated 11/29/11, revealed poor safely
awareness/unaware of safety needs, unsteady
gait, and history of falls. A review of the Risk for
Skin Breakdown care plan, initiated 08/10/12,
revealed a low alr loss matiress {as of 08/21/12);
however, there were no guidelines of appropriale
sellings of the maliress spacific to the resident's
needs.

A falt investigation, on 08/04/12, revealed the
resident was found sitting on the mat beside the
right stde of the bed. His/her arm was "pinned” it
the rall of the bed. Bruising was noted to the
rasident’s left feg and wrist, with a skin iear to the
left arm.

An interview with Licansed Practical Nurse {LPN}
116, on 08/26/12 at 9:00 PM, revealed she was the
nuise wotking at the time of the fall, on 08/04/12,
She revealed the resident's arm was twisled into

F 280A weekly audit of care plans for
residents with events/incident within
a 7 day look back will be completed
by the DON to ensure that needed
care plan changes and current
interventions are reflected in each
resident’s care plan using the Care
Plan Change Audit Tool (Exhibit
T280-1), This review will be
comprehensive to include changes
needed as a resull of side rail and
specialty mattress use as applicable.
The results of the audit and any
subsequent follow up to any
concerns identified will be
documented on the Care Plan
Change Audit Tool (Exhibit T280-1)
and will make corrections at the time
identified by the DON or the MDS
Nurse, The QI Tool will be
completed weekly for minimum of 8
weeks then monthly for a minimum

of 2 months.

The results of the QI tools will be
reviewed in a weekly QI Commitiee
meeting consisting of the
Administrator, DON, ADON, QI
Nurse, Social Worker & any other
Interdisciplinary Team members as
appointed by the Administrator
where the results of these reports will
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the side rail, and the resident was holding the rail
lighlly. She revealed afler the fall, the resident
was put back into the bed on the low gir
loss/alternating maflress with bilaterat half side
rails. She indicated the DON was notified of the
fall, but did not instruct her to take the resident off
the maltress. She could not remember if she
updated the resident's care plan to include the
tisk of entrapment.

There was no documantation of a care plan
revision to Include the potential risk of entrapment
or interventions implemented to reduce the risk
while ¢ontinuing to utilize the mattress and side
rails after the fall on 08/04/12. A review of the
Physician's Qrders ravealed the low air
loss/alternating matirass was discontinued on
08/08/12; however, the Low Air Loss iniliat sheet,
dated August 2012, indicated lhe resident was
placed back on the matlress 08/21/12. Araview
of the Risk for Falls care plan, dated 08/21412,
revealed half side rails bilaterally to define
parameters in the bed. A review of the Risk for
Skin Breakdown care plan, dated 08/21/12,
revealed a low air loss maliress to the bed.
Neilher care plan addressed potential risks
{including entrapment} for the use of the fow air
lossfaiternating air matiress with bilateral half side
rails.

An observation of Resident #2's bed, on 08/23/12
at 9:00 AM, revealed the gap between the side
rail and the bed frame measured one inch on
both sides of the bed. When lying on the bed, the
side of the mattress deflated slightly when close
to the edge.

An interview with the Qi Nurse, on 08/23/12 at

based on

the dates

deficient

by the QI Committee & actions taken

The Executive QI Committee with
the Medical Director will review
monthly compiled QI report
information, review trends, and
review cotrective actions taken and

Executive QI Committee will
validate the facility’s progress in
cortection of deficient practices or
identify concerns. The administrator
will be responsible for ensuring
Committee concerns are addressed
through further training or other
interventions, The administrator or
his designee will report back to the
LExecutive QI Committee at the next
scheduled meeting.

The Governing Body (Vice President
of Operations & the Vice-President
of Clinical Services) will provide
additional oversight to ensure

corrected. The Governing Body will
review monthly the compiled
information from the QI Commiltee
and the Bxecutive QI Commiittee.
T'he Governing Body will give
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of completion. The

areas of practice are

FORM CMS-2501{02-94) Provious Varslons Obsolola

Evepl |0; 55011

Faciliiy ID: $00514

I continuatlon sheed Page 21 of 121




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

PRINTED: 08/26/2042
FORM APPROVED
OMB NO, 0938:0391

STATEWENT OF DEFICIENGIES {X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF GORRECTION IDENTIFICATION NUMBER:

186250

(X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
COMPLETED

A. BUILDING

B. WING

09/07/2012

WAME OF PROVIDER OR SUPPLIER

LAKE WAY NURSING AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZiP CODE
2007 MAIN STREET HWY 641 SCUTH

BENTON, KY 42026

(X4)ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFIGIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

[ PROVIDER'S PLAN OF CORREGTION
PREFIX {EACH CORRECTIVE AGTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATEE
DEFICIENCY)

X6)
COMPLETION
DATE

F 280

Continued From page 21

11:55 AM, revealed she compleled the resident's
side rail and low air loss/aiternating mattress
assessment on 08/22/12; howaver, she did not
update the resident’s care plan to include
polentiaf safety risks of the assislive devices.
Additionally, she did not ensure education of staff
refated fo monitoring Resident #2 with these
assistive devices and the potential risk of
entrapment,

An interview with the MDS coordinator, on
08/23/12 at 12:50 PM, revealed she was not
aware of Rasident #2's history of side rail
enirapment, had she been aware she would have
updated the care plan to include the risk.

An Interview with Registered Nurse (RN} #1, on
08/23/12 at 7:50 AM, reveated she was not aware
of any resident's being enfrapped by a side rail.
She revealed Administrative Staff had never
discussed the possible risks assoctated with side
raits and the low air loss/alternating matlress. An
interview with Slate Registered Nurse Aide
{SRNA} #3, #6, and Nurse Aide {NA} #1 on
08/23/12 at 9:40 AM, 10;10 AM, and 08/24/12 at
12:05 PM, revealed thay were not aware of the
risks of using side rails with the low air
lossfalternating matlress,

An inlerview with the DON, on 08/23/12 al 1:55
PM, revealed she was aware of the resident's
side rail entrapment after a fall on 08/04/12, and
she made the decislon to put Resident #2 back
on the low air lossfalternating maliress with
bilateral half side rafls on 08/21/12. She asked
slaff fo monitor the resident closely while on the
tow air lossfaltarnaling air imaftress with side ralls,
but should have updated the care pian to ensure

¢ oa0 [necessary direction to the facility to
ensure deficient areas of practice are
corrected and solutions sustained,
The administrator will be responsible
for ensuring directives from the
Governing Body are completed and
the Governing Body is kept informed
of both deficient practices identified
and solutions sustained.

11/20/12
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staff ware aware of the risks related to using the
assistive devices.

2. A record raview revealed Resident #3 was
admiited to the facility on 06/06/11 with diagnoses
of Dementia, History of Falls, Behaviorat
Disturbances, Psychosis, Insomnia, and
Alzheimer's Disease. A review of the quarierly
Minimum Data Set (MDS), dated 07/17/12,
revealed the facility assessed the resident as
saverely cognitively impaired and raquired
exlensive assistance of two staff for bed mobifity
and transfers. A review of the Skin Breakdown
and Polential for Falls care plan, dated 05/01/12,
revealed a low air foss maliress with padded side
rail covers fo half side rails;, howevet, the care
ptans did not address the potential risks
(in¢luding entrapment) while ulilizing the assistive
devices. No changes were made to Resident #3's
care plan {o ensure potential risks were identified
while using these devices with new interventions
to ensure the resident's safety.

3. Arecord review revealed Residen{ #4 was
admitted to the facility on 01/27/12 with diagnoses
to include Malaisa, Fatigue, and Hypotension. A
review of the quarterly MDS, dated 07/12/12,
revealad the facllity assessed the resident as
cognitively intact and required limited assistance
with bed mability and transfers. A raview of the
Skin Breakdown and Risk for Falls care plan,
dated 05/02/12, indicated a low air loss matiress
far the resident, but did nol address side ralls for
the resident. Review of the care plans revealed
after the entrapment of Resident #2, ihere were
no changes lo Resident #4's care plan to ensure
polential risks were idenlified while using these
assistive devices with new interventions to ensure
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the resident's safely.
An interview with Resident #4, on 08/23/12 at
10:25 AM, revealed if not positioned correctly, it
was easy to roll off the low air loss/alternating
matiress. The residenf revealed he/she had
learned how o position in the bed to avoid injury. ¥ 281
F 281 { 483.20{k}{3){i} SERVICES PROVIDED MEET F 281

55=p | PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by

Based on Interview and record review, i was
determined the facllity failed 1o ensure sarvices
provided by the fecility meet professional
standards of quality. The facility failed to snsure
medications were administered per the
physician's order for two {2) residents (#16, #8} in
the selected sample of sighteen (18). The faciiity
failed to administer two (2) scheduled doses of a
btood thinner to Resident #16. The facility failed
to perform accuchecks timely, per the physician's
order for Resident #8 to assess blood sugar level
for the determination of safe administration of
insulin,

Findings include:

Arecord review revealed resident ¥ 16 was
admitted to lhe facility on 08/23/12 with diagnoses
to include Left Hip Fracture with Open Reduction
Internal Fixation, Difficulty walking and Muscle
Weakness.

The Lovenox for Resident #16
continued to be administered by the
charge nurse per physician’s order
on 9/6, 9/7, 919, 9/10, 9/11, 9/12,
9/13,9/14,9/15, 9/16, 9/17, 9/18,
9/19, 9720, 9121, 9/22, and 9/23/12.
Resident # 16 Lovenox was
discontinued per physician’s order
on 9/23/12. Resident #8 continues to
receive Accu-checks per scheduled
time on the MAR to allow
assessment of the Resident’s blood
sugar level for the determination of
safe administration of insulin thereby
meeting professional standards of
practice.

A 100% audit was conducted of all
current in house residents’ MARs, to
include Resident #16, on 9/29/12 by
the Facility Consultant to ensure that
medications were being administered
and documented per physician’s
order on the MAR, Any concerns
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A record review of the admission order, dated
08/23/12, ravealad a physician order for Lovenox
{a low molecutar weight heparin} 30 mg
subcutansous at hour of sleep (HS}) for thirty (30}
days for Resldent # 16. This order is
documented fo end 09/23/12

A record review of the Medication Administration
Record (MAR) for 09/01/12 - 09/30/12, revealed
no documentation was enlered for Lovenox being
given on 09/02/12 and 08/05/12 for Resident #
16. Doses are scheduled for eight {8) PM daity.

Aninterview with KMA#1, on 08/07/12 at 12:50
PM, revealed after review of the MAR for
Resident # 18, that he/she was unable to say
whether the resident received the Lovenox on
09/02/12 or 08/05412 as neither day is initialed as
given by staff,

An interview with LPN # 10, on 08/07/12 at 1:00
PM, revealed tha! after record review of the MAR
for Resident # 18, he/she was unable lo
determine whether the resideni had received the
ardered Lovenox doses on 09/02/12 or 09/05/12.
Areas for documeniation were blank on review of
the MAR,

A telephone interview with LPN # 2, on 08/07/12
al 1:44 PM, revealed that hefshe left the shift
early on 09/0512 and that he/she did not
administer tha Lovenox for Resident # 16.

Atelephone interview with LPN # 5, on 08/07/12
af 2:03 PM, reveated that he/she was in charge
on 09/05/12 and would not have heen the slaff
administering Resident # 16's iedicatlions on that

F 281 | were addressed at the time of the

audit as indicated.

Medication Pass Audits (Exhibit
T281-1a & 1Ib) to include audits on
Accu-checks for Resident # 8 were
conmpleted on 9/29/12 for all
Licensed Nurses and KMAs by the
Facility Consultant, DON, ADON,
QI Nurse, and/or Staff Facilitator.

Licensed nurses and KMAs were re-
educated beginning on 9/1/12 by the
Facility Consulfant regarding
medication administration including
cotrectly documenting medications
when administered on the MAR and
performing Accu-checks timely.

Competency of training of Licensed
Nurses and KMAs is verified by the
completion of Med Pass Audits to
ensure non-significant med error rate
of less than 5%.

Licensed nurses and KMAs were in-
serviced beginning on 9/1/12
regarding reviewing the MARs at
change of shift daily to ensure that
documentation has been completed
on the MARs with documenting
completion of this tagk by signing

FORM CMS-2667{02-99) Provious Varsions Obsolete Evont |0: 8501 1%
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The DON, QI Coordinator, ADON, or Staff Facilitator will use the MAR Documentation Review
QI Tool (ExhibitT281-3) 3 x weekly for 4 weeks then weekly x 4 weeks, then monthly for a
minimum of 2 months to ensure the completion of the Medication Administration Record
(MAR).

Documentation Review form (Exhibit T281-2) is being completed at the change of each shift by
the Licensed staff/KMAs that documentation of medications given has occurred. Any concerns
identified will be corrected at the time of the audit.

Ongoing competency will be monitored by the use of a Medication Pass Audit Form (Exhibit
T281-1a&1b) 8 times monthly to include timely Accu-checks. The medication pass audits will
be completed by the Pharmacy Consultant, Staff Facilitator, DON, ADON, and/or Facility
Consultant to ensure license nurses and KMAs are properly administering medications as
ordered and correctly documenting medication administration, to include accu-checks, Re-
training will occur as needed during the Medication Pass observation and/or a deficient practice

was identified,

The results of the MAR Documentation Review QI Tools (Exhibit T281-3) and the Med Pass
audit QI tools will be reviewed with the Administrator & DON in the weekly QI Committee
meeting.

The compiled information will be reviewed by the Vice President of Operations & the Vice-
President of Clinical Services for additional over sight to ensure areas are corrected monthly.
Trends & the accompanying action will be reviewed in the Executive QI Committee with the
Medical Director monthly for further retraining or other intervention implementation as
necessary.

The Exeeutive Q1 Committee with the Medical Director will review monthly compiled QI report
information, review trends, and review corrective actions taken and the dates of completion. The
Executive Q1 Committee will validate the facility’s progress in correction of deficient practices
or identify concerns. The administrator will be responsible for ensuring Committee concerns are
addressed through further training or other interventions. The administrator or his designee will
report back to the Executive QI Committec at the next scheduled meeting.

The Governing Body (Vice President of Operations & the Vice-President of Clinical Services
and/or the Regional Vice President) will provide additional oversight to ensure deficient areas of
practice are corrected. The Goveming Body will review monthly the compiled information from
the QI Commitiee and the Executive QI Commitiee. The Governing Body will give necessary
direction to the facility to ensure deficient areas of practice are corrected and solutions sustained.
The administrator will be responsible for ensuring directives from the Governing Body are
completed and the Governing Body is kept informed of both deficient practices identificd and
solutions sustained.
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shift.

An interview with LPN # 12, on 09/07/12 at 3:10
PM, revealed that he/she did not recall giving
Reslident #f 16 Lovenox on 09/02/12, Hefshe
reporled that she did give the resident other
medications on that shift.

An interview with LPN # 13, on 09/07/12 at 3:17
P, revealed {hat the current medication supply
of Lovenox for Resident # 16 was sixteen {16), 30
mg unit doses. The pharmecy dete noted on the
plastic bag was 08/27/12.

An interview with the DON, on 09/07/12 at 6:50
PM, revealed that he/she was made aware of the
{ack of staff documentation for Lovenox does for
Restdent # 16 on 09/02/12 and 09/05/42.

2. Review of the Residenl #8's physician's
orders, dated 08/01/12 through 08/31/012
revealed accuchecks were to be provided at 7;00
AM, 11:00 AM, 4:00 PM and 8;00 PM and
Humalog insulin 4 Units was to be administered
al 8:00 AM, 12:00 PM and 5:00 PM.

An observation, on 08/30/12 at 1:30 PM, revealed
LPN #11 was performing an accucheck on

Resident #8, The resident's blood sugar was 239
and 4 Unils of Humalog insulin was administered.

An interview with LPN #11 on 08/30/12 at 1:40
P reveated she just did not get fo the accucheck
and insulin in time and they had told her to do it
as she passed the afternoon meds.

F 309 | 483.25 PROVIDE CARE/SERVICES FOR

ss=y } HIGHEST WELL BEING

F 281{the MAR Documentation Review
form (Exhibit T281-2). All newly
hired license Nurses and KMAs will
receive the education regarding
medication administration,
performing Accu-checks timely and
regarding reviewing the MARs at
change of shift during the orientation
process by the Staff Facilitator.
Training was completed for all

nutrses 10/12/12

F309

Resident #5 was discharged from
facility on 8/18/12. Prior fo
discharge, at time of the fall, the
resident was assessed and MD/RP
F300|\was notified by the RN#Z, RN#2 is
no longer employed by the facility.

(Continued on blank paper) 11/20/12
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F 309 | Continued From page 26 F 300|Resident #5 received a physical
Each resident must recelve and the facility must assessment, assistance with ADLs,
provide the necessary care and services lo attain and transfer to Acute Care Hospital.

or maintain the highest practicable physical,

mential, and psychosoclal well-being, in . .
accordance with the comprehensive assessment Resident #7 was discharged from the

and ptan of care, facility on 9/8/12 with home health
services. Upon the 7/25/12
admission, the pain assessment
indicated Resident #7 rated her pain
This REQUIREMENT is not met as svidenced as mild, The resident had a Percocet

by: o o and Tylenol ordered for pain.
Based on interview and record review, it was Another pai (
determined the facility failed to ensure each nother pain assessment was

resident received the necessary care and completed on 8/3/12, Tylenol was
services to maintain the highest practicable administered for pain. The resident’s
physical, mental, and psychosocial well being for first dose of Percocel was

three residents (#5, #7, #11), in the selecied
sample of eighteen residents. The facility failed to
ensure staff conducted a thorough assessment of

administered the next day.

a residenl afler experiencing a change in Resident #11 is receiving care and
condition related to pain afier a fail, Additionally, o . fen i bt

the facility faited to ensure timely nofification and s¢l Vlce?’ negd(?d to mafntai'n.highest
failed to provide an accurate assessment of the weli.bel.ng to include receiving
resident's condition 1o the physician to address medications as ordered and

the resident's continued and increased monitoring of blood pressure values,
complaints of paln, On 08/18/12 at 6:30 AM, the

facility found Resident #5 on the floor sustaining a . . .

fall from the bed, While the facility assessed the All facility residents to include
resident while on the floor identifying no injuries, Resident #11 continue to have timely
upon transfer assistanca to the bed, Rasident #5 recognition of changes in condition
comptlained of neck pain. The facility did not d Physicic ificati ded
re-assess, initiale standards of praclice to an ]):bludl} n()tl‘ 1ca 1911 as neecdeq
stabilize the resident due to potential neck injury, by facility nurses. This includes

and did not nolify the physicien of the condition assessing for changes and assessing
chenge. The sieff continued to dress and lransfer conditions that 1'equire monitoring

the resident to the wheelchair and transported the

resident to the dining room for breakfast. The and or reporling and assessing for

continued and / or increased
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resident continued to express increased
complaints of pain to multiple staff including the
facility Reglstered Nurse {RN). The facility failed
lo re-assess the resident due to increased pain.
The facility did not notify the physician for
approximatsly two hours, the facility did not detail
an accurate description of the resident condition
stating the resident had no Injury with a litile pain.
The physician ordered pain medication; however,
the medicalion was not available, The back-up
pharmacy was not open. The facifity's emergency
drug kit contained no pain medications. The
faciiity made no further attempis to pain
medicalion was given to the resident timely.
Additionally, the resident's family requesied the
facility send the resident to the emergency room,
The physician indicated he was agreeable for the
family to take the resident by family car; however,
did 1ot order an ambutance at the time. The
resident's family arrived at the facility fo find the
resident wilh confinued neck pain. Tha resident
was transferred by family {0 the emergency room
at approximately 9:30 AM, three hours afier the
fall. Resident #5 did not recelve any pain
medication prior to the fransfer. The resident was
admilted to the hospital with an acute C2 spine
fracture. The physician stated the facility's
assessment was not expressed as a serious
situation. Additionally, the facility failed to ensure
pain medication was available and administered
fimely to a new admission. The facility admitted
Resident #7 on 07/25/12 after having back
surgery. Due to the facility's failure lo ensure
timely receipt of medications, per their pharmacy
contract, Resident #7 experienced severe infense
pain per the facility's assessment, having no pain
medication for 14 hours afier admission, Resident
#i7T stated "l cried, it was lerrible.” Furthermore,

F spe|complaints of pain to include after a

fall,

On 9/20/12 all current residents were
assessed for pain using the Facility
Pain Assessment form by the MDS
nurses. Five residents required MD
notification for possibility of
obtaining an order for routine pain
medications.

A Checklist packet for conducting an
assessment after an event was
implemented on 9/5/12 and will be
kept available at the nurse stations in
the “Assessment & Observation of a
Nursing Home Resident” binder.
The Staff Facilitator, and/or DON
will be responsiblie for keeping these
Checklists available daily for staff
use. This Checklist packet includes
a neurological observation sheet, a
pain tool, fall assessment tool, and
witness statement.

On 9/5/12 and again on 9/10/12, the
FFacility Consultant cducated the
administrative nurses including the
MDS nurses, QI nurse, staff
facilitator, DON, adminis{rator,
ADON, and admission’s coordinaior
on the Checklists. Competency
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the facility staff falled to monitor Resident #11's
bloed pressure when the resident's blood
pressure medications were unavailable for 8
days.

The facility's fallure to ensure each resident
recelved necessary care and services related to
conducting a thorough assessment of a resident
after complaining of neck pain and ensuring
{imely receipt of pain medication for a resident
experiencing intense pain for fourteen hours has
caused of is likely lo cause setious injury, harm,
impalrment, or death to a resident. Immediate
Jeopardy was identified on 08/31/12 and
determinad to exist and delermined to exist on
07/25/12 and Substandard Quality of Care was
Identified al 42 CFR 483.25 Quality of Care. The
Immediate Jeopardy was determined on-going.
{Refer to F157, F425).

Findings include:

interview with the Director of Nutsing (DON), on
08/31/12 al 1:15 PM, revealed there was no
policy {or standard of practice} ufilized in the
facitity related to assessment of a resident,

1. Arecord review revealed the facility admitted
Resident #5 on 08/03/12 with dlagnoses fo
include History of Transient {schemic Attack,
Vascular Dementia, Muscle Weakness, Lack of
Coordinafion, Dysphagia, and Dysanhria. A
review of the initial Minimum Daia Set (MDS),
dated 08/10/12, revealed the facility assessed the
resident as severely cognitively impaired and
required extensive assistance of iwo staff with
bed mobilily, transfaer, and ambulation. A review
of the Fall Risk assessment, dated 08/17/12,
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F 309 | Continued From page 28 r 30| using the Checklist was determined

by the Facility Consultant through
discussion, question and answer
period, at the end of the training,

The Checklist packets will be used as
guides to assist the licensed staff
with assessing the resident after a
change in condition, or incident to
include falls. Education of these
checklists for the licensed staff was
initiated on 9/5/12 and again on
9/10/12 by the Staff Facilitator,
ADON, and QI Nurse. Licensed
Nurses received this education prior
to their next scheduled shift.
Competency was determined by the
instructors through discussion,
question and answer period at the
end of the trainings,

Education on these assessment
Checklist packets will be provided
for newly hired licensed staff during
the orientation process by the staff
facilitator. The staff facilitator will
determine competency through
discussion, questions and answer
period at the end of the training.

The Administraior, DON, ADON,
Staff Facilitator, QI Nuyse,
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revealed a fall score of {12} which indicated
hefshe was at risk for falls. A review of the Pain
Management Assessment, dated 08/10/12,
revealed the resident had no currant compiainis
of pain with no pain medication. A review of the
Physlelan's Orders, dated 08/03/12 through
08/31/12, revealed no evidence of pain
madications,

A review of the incident report, dated 08/16/12 at
6:30 AM, and an interview with State Regislered
Nurse Aide (SRNA}#1, on 08/24/12 at 12:20 PM,
revealed she initially heard a "cry for help” while
providing care for ancther resident. She indicated
al 6:30 AM, she found Resident #5 in hisfher
room on the floor. The resident was found on
hisfher right side heside the bed, one foot straight
out white the other curled up under him/her. The
resident’s neck was fumed to the side and he/she
was looking at her when she entered the room,
$he indicated the resident’s posifion was "weird."
She immediately informed RN #2 of the fall.

An interview with RN #2, on 08/24/12 at 1:05 P,
reveated she immediaiely assessed the resident.
She indicated the resident was on his/her back
when she entered the room, SRNA #1 and SRNA
#2 assisted the resident up out of the fioor to the
hed. Afterwards, the resident complained of nack
pain. She stated the resident was able 1o move
hisfher neck in all directions. She atlowed staff to
get the resident up for hreakfast.

Interviews with SRNA #1 and SRNA #2, on
08/24712 at 12:20 PM and 1.00 PM, respeclively,
revealed they transferred the resident to the bed
when he/she immediately complained of neck
pain, pointing to the back of the neck. The

Nurses were educated on 9/3/12 and
on 9/10/12 by the Facility Consultant
on conducting acute symptom
assessments and intervening _
appropriately based on the event and
seriousness of the resident’s
presentation, This education
covered:
¢ Recognizing the typical
presentation of a nursing
home resident
» Discussing the vulnerability
of the nursing home resident
related to the typical
presentation
s Recognizing the relationship
between the prompt
assessment of acute changes
and/or illness
« Discussion of interventions to
be taken when a change ina
resident’s condition occurs
Handouts were given to re-enforce
this education. Along with this
education these staff inembers were
also educated on guidelines for
assessing on multiple conditions,
including falls using a resource taken
from the American Medical
Director’s Association entitled
“Prolocals for Physician Notification —
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SRNAs revealed they dressed the resident and
transferred himvher to the wheelchair for
breakfast. SRNA #1 stated the resident continuad
to complain of neck pain while she was providing
care, SRNA #2 stated white providing care, the
resident complained of neck pain "once or twice."
SRNA#1 revealed Resident #5 ate breakfast in
the dining soom, but continuously complained of
neck pain.

An interview with Nurse Aide {(NA) #1, on
0812412 at 1205 PM, revealed she saw the
resident up in the lobby with continued complaints
of neck pain. She revealed the resident's neck
was "stiff* and hefshe constantly repeated "my
neck hunts.” She made RN #2 aware of the
complaints, bul was unaware of what action RN
#2 had taken.

An interview with RN #2, on 08/24/12 at 1.05 PM,
rovealed the resident was up in the lobby area
and ate breakfast in the dining room. The
residant's pain worsened throughout the moming;
however, she was unable to describe the pain as
she did no! reassess the resident. She stated that
the resident would repeat "my neck hursls" every
lime she passed himther in the lobby area. She
admitted the resident’s physician was not notified
until 8:30 AM as she had olher tasks to complefe.
She stated she should have notified the physician
immediately; however, she did not realize the
seriousness of the situation. Tramadol was
ordered for pain, bui il was not available in the
faciiily, She instructed the physician to call the
prescriplion inlo the pharmacy by 12:00 PMor it
would nof arrive at the facility prior to closing. She
admitted no further atlempis were made to
ensure pain medicafion was received timely. She

F 300|— Assessing and Collecting Data on

Nursing Facility Patients.” This
education was initiated on 9/3/12 by
the ADON, QI Nurse, and Staff
Facilitator with Consultant oversight,
for all licensed nurses. This
education also included reminders
that the computer is time sensitive
and that it would be helpful to write
down times on a notepad so that
when actual documentation occurs,
the correct times, such as when the
event ook place, when the physician
was called, etc, can be included
accurately in the progress note. Re-
education is being conducted as
needed.

Education was initiated on 9/21/12
for all licensed nursing sta{f by the
Facility Consultant on conducting an
assessment {or pain following an
event such as a fall or change in
condition using a pain scale for
residents who are able to self report
where 0 is identified as no pain up to
10 meaning unbearabie pain. This
education also includes recognition
of indicators of pain for residents
who are unable to self report using
facial expressions and or increased
behaviors such as crying, groaning,
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was not aware if pain medication was available in
the emergency drug kit and verified she did not
check the kil, She stated she could have called
the physician for a non-narcotic pain medication,
but she did not have time,

An interview with the physician, on 08/30/12 at
10:20 AM, revealed he was informad the resident
had rolled out of bed and "appeared fine." The
physician revealed he did not order ambulance
services for the resident because he expected
staff to transmit to him what they had assessed
related to injury after a fall. He revealed the
information expressed to him was not sufficlently
glven as a serious situation.

Areview of the Progress Notes, dated 08/18/12 at
8:30 AM, revealed the physiclan was notifled of
the fall (two hours later). The note revealed the
physiclan ordered pait medication, but no other
orders at that time. A review of the Physician’s
Orders, dated 08/18/12 at 8:40 AM, revealed an
order for Tramadol 50 milligrems {mg) lwice daily
as needed for pain. A review of the Medication
Administration Record (MAR), dated 08/03-31/12,
rovealed the Tramadol was noi administered to
the resident. A review of the medication list from
the Emergency Drug Kit, dated 07/03/07,
reveated no pain medications {narcotic or
non-narcofic) were available, if needed.

An interview with Famity #1 and Family #2, on
08/30/12 at 9:00 AM and 9:20 AM, respectively,
revealed they arrived at the facilily o take the
resident to the emergency room at approximately
9:30 AM. Family #1 stated the resident was
compiaining of neck pain and "holding” hisfher
neck when they arrived, Family #2 verified the

F apo|or grimacing. This education was

completed 9/29/12.

The resource binder {itled
“Assessment & Observation of a
Nursing Home Resident” was
created by the Facility Consultant on
9/3/12 and reviewed by the new
Facility Consuliant on 9/11/12. This
assessment resource guide is a tool
at each nurse’s station that includes
guidelines taken from a resource
published by the American Medical
Directors Association entitled
“Protocols for Physician Notification
— Assessing and Collecting Data on
Nursing Facility Patients”, copies of
the new fall assessment packets,
copies of handouts that were used in
education and in-servicing of
licensed nurses, Kentucky
Medication Aides (KMA)s, and
SRNAS on identifying changes in
condition and acute symptom
assessment, the facilities procedure
for ordering medication, in addition
{o the new list of narcotic pain
medications available in the facilities
Emergency Drug Kit.

The Facility Consultant educated the
dministrator, DON, ADON, Staff
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resident was “almost out of the wheelchair trying Coordinator, and MDS Nurses on
to hold his/er neck up.” The resident use of this “Assessment &
conlinuousiy repeated “my neck hurts.” Interviow Observation of a Nursing Home

with RN #2, on 08/24/12 at 1:05 PM, revealed the

family had requested to transfer the resident fo Resident” binder in the education

the emergency room. that took place on 9/3/12 and
it RN #2 famil 9/10/12. All Licensed Nurses weie
Furher interview witht RN #2 revealed the family also educated by the ADON, QI

{ransferred the resident to the emergency room

per family car al approximately 9:30 AM, three Nurse and Staff Facilitator on using

hours after the fall, She stated the facility had not this “Assessment & Observation of a
administered any pain medications to Resident Nursing Home Resident” binder as
#5 prior to the fransfer. .

an assessmenl resource guide for
A review of the "Packing List", dated 08/18/12, completing a thorough detailed
revealed the Tramado! was filled at 10:50 AM assessment of the resident
{over two hours after the order was received), A experiencing a chauge in condition

review of the Discharge Summary, dated

08/201 2, revealed the resident sustained an or afler a fall as well as the other

acute Iracture of C2 {neck fracture} in the lateral reference tools available during the
mass and facet area with a mild subluxation of education tha‘[ took placc on 9/3/] 2.
C2 on C3, Interview with RN #2 revealed she did All licensed nurses received this

not realize the seriousness of the situation. ) . ,
education prior to their next

An interview with the DON, on 08/31/12 at 1:15 scheduled shift.

PM, revealed the physician should be notified

immadiately {(within a few minutes efter the - . . e

assessment) of a possibie neck injury after a fall, Education 0.11 using this .Assessment
She expecled the nurse to leave the resident in & Observation of a Nursing Home
the bed as neck pain was indicalive of a neck Resident” binder including the tools
injury and should be freated as such. The DON in it and on the guidelines for

provided a standard of practice for an acute

illness assessment; however, it rad not been assessments including the

utitized in the facility. She also stated that three assessmennt data to have available
hours was not acceptable to wait for pain when notifying the physician about
medication, it typically takes at least an hour and any 1 esident expcri on cing a fall or

a half to receive medicaiions from the hack-up

pharmacy. She revealed RN #2 should have any change in condition will be

provided for ali newly hired nurses
if continuation sheel Page 33 of 121
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callad the physician for a non-narcotic pain
medication, such as Tylenot, and it could have
been “borrowed” from another resident. She was
aware the emergency drug kit had no pain
madication available; however, she was unsure of
the reason.

2. Arecord review revealed the facility admitted
Resident #7 on 07/25/12 with dlagnoses to
include Afler care following surgery, Closed
Fracture Lumbar Vertebra, Displacement
Interveriebral Disc, Lumbago, Muscte Weakness,
Thoracle/Lumbosacral Neuritls, Chronic Pain
Syndrome and Diabetes Mallitus.

Review of an admisslon assessment, dated
07/25/12 at 11:52 PM, revealed the resident had
hack pain, lower extramity pain that was due lo
recent back surgery. Pain was worse during the
day and the night and interfered with Resident
#7's activities of daily living.

Review of the admission MDS assessment, dated
0B/01/12, revealed the facility had assessed the
restdent with no cognitive impairment, and
required exlensive assistance with activities of
daily living. The pain frequency was assessed as
frequent pain that had made it hard to sleep at
night and had limiled day {o day activilies and
was determined to be severe in Intensity.

Observation and interview, on 08/30/12 at 5:15
P, revesled Resident #7 was seated on the side
of his/haer bed and stated he/she was admiited to
tha facility after having back surgery. He/she
stated hefshe could hardly stand at the time and
had pain in histher back and legs. The resident
stated | cried”, "It was terrible”.

¢ 309|and other staff as indicated, during
the orientation process by the Staff

Facilitator,

end of the (raining.

On 8/31/12, SRNAs and KMAs were
educated by the ADON and QI
Nurse on contributing factors to
resident changes, illhess, and any
observation in a resident’s condition
that is not normal may indicate onset
of an acute illness or decline in the
resident, and that all changes, even
minor ones, should be taken
seriously and reported to the Nurse,
A handout was given titled
“Observations of and Reporting
Changes in Resident’s Condition”,
This education was completed prior
to their next scheduled shift.
Competency was determined by the
instructors through discussion,
question and answer period, at the

This education including handouts
will be provided for ali newly hired
SRNAs and KMAs during the
orientation process by the Staff
Facilitator. The staff facilitator will
determine competency through
discussion, questions and answer
period during orientation,
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Review of Resldent #7's record revealed the
resident arrived at the facilily on 07/25/12 at 9:00
PM. Admitting orders from the hospital Included
a prescription from the hospital, dated 07/25/12
and signed by the hospital physician, for Percocet
10/326 milligrams {mg) every four to six hours as
needed for pain, Additional msdications were:
Gabapsntin 300 mg iwice a day {{or chronic
pain}, Levothyroxine {for hypothyroidism} 50
micrograms {meg) one a day, Ranitidine HCL {for
gastrilis) 150 mg two times a day, Calcium with
Vilamin D {for calcium deficiency) 6007400 mg
every day, Metformin HCL (antidiabetic) 1,000 mg
twice a day, Flexeril {muscle relaxant) 10 myg
{hree limes a day, Glipizide (aniidiabetic} 10 mg
iwice a day, Lisinopnii {antihypertensive} 10 mg
once a day, Alenolol {antihyperiensive} 100 mg
once a day, Famotidine {gastritis} 10 mg fwice a
day, Prozac {antidepressant) 20 mg once a day
and Mevacor {anlilipemic} 20 mg every day.

Review of lhe admission Medication
Administration Record {MAR), dated 07/25/12
through 07/31/12, revealed Percocet 10/3256 mg
was not administered to Resident #7 uniil the
next day, 07/2612 al 10:30 AM. Additionaily,
many of the routine medications were not
administered on 07/26/12 including Flexeril HCL
10 mg duse at 8:00 AM.

Al of the inilials for these medications were
circled indicating they were not given, The back
of the MAR revealed documentation of "07/26/12,
8:00 AM, 12:00 PM, All medications, No
medicaticns from pharnacy”,

There was no evidence an intenn care plan for
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Progress notes for all residents are
being read daily by the
Administrative Nurses including the
DON, ADON, QI Nurse, SDC, MDS
Nurses, and Facility Consuliant ag
assigned by the DON These nurses
were educated by the Facility
Consultant on 9/6/12 in using a
resident daily census to identify that
the expectations are that any resident
experiencing an acute episode, such
as a fall; or other change in
condition, has had an adequate
assessment conducted to include
follow up with the resident’s RP and
MD as well as that any new orders,
including pain medication have been
implemented, and that this is
reflected in the nurse’s note
documentation. Any identified
concerns will be addressed
immediately by the Administrative
Nurse, up to and including
reassessment of the resident and
notification of the MD as
appropriate. Competency of the
nurses is determined by the
administralive nurses with 1:1 re-
training as necessary. The DON is
meeling with any nurse that has
ongoing concerns.
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pain was Imptemented on 07/25/12. Review of
the residenl's care plan for pain, dated 07/26/12,
the day the medications were received, revealed
interventions to include: Acknowledge presence
of pain and discomfont. Listen lo resident's
concarns. Administer pain medication as per MD
orders and note the effectiveness. Encourage
resident andlor family to request pain medication
before pain becomes severe. Monilor for
signfsymploms of non-verbal pain such as
changes in breathing, grunting, moans, yeling out
moodibehavior changes; sad expression, crying,
clenched teeth, grimacing, tenseness, rigidity of
bodyftimbs.

An inferview with Resident #7's roommate, on
08/30/12 al 5:15 PM, revealed he/she recalled the
night Resident #7 was admitied. The roomnate
said "Resident #7 cried off and on ail night that
night because he/she was hurting and that was
uncalfed for". Resident #8 stated hefshe has had
{o wall for medications in the past as well.

Cn 09/05/12 af 1:30 PM, an interview with
Licensed Practical Nurse {LPN} #5, revealed sha
worked the 10:00 PM to 6:00 AM shifi starting on
07/25M2 and did the admission assessment on
Resident #7. She revealed the resident had
arrived at the facility on the 2;00 PM fo 10:00 PM
shift and had recent back surgery. She revealed
staff had said in report that they had not received
the resident's medications and they would be
delivered in the morning. LPN #5 stated she had
faxed the pharmacy. LPN #5 also staled she did
not contact the DON or anyone about Resident
#7's medications. She stated there had been a
pharmacy issue lalely and it was fruslrating, "You
call, you fax, you call, you fax." Additionally, LPN
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Review of in-house residents
experiencing falls within the past 30
days was completed on 9/7/12 by the
Facility Consultant. Residents were
reviewed for change in condition,
experiencing any new pain or
experiencing continued complaints
of unrelieved pain to determine that
the appropriate follow up action had
been completed as warranted based
on the condition of the Resident.
Concerns were addressed at time of
discovery with follow up as directed
by the Physician under the direction
of the Facility Consultant.

Education was initiated on 9/3/12 by
the ADON, QI Nurse and the Staff
Facilitator with oversight by the
Facility Consultant for All Licensed
Nurses related to Acute Symptom
Assessment and Intervening
appropriately based on the
seriousness of the condition of the
Resident. In-servicing was initiated
on 9/21/12 with all licensed Nurses
related to Pain Assessment and
required follow up. The education
included follow up with the '
Physician for additional orders as
needed in order to appropriately
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#5 slated it was her job to administer medications to include the ensuring the
to residents and it "Did NOT make me feel greal, administration of pain medication as
| want to see them get whal they need, She said warranted. Nurses were in-serviced
the problem was obtaining medications after
houss. on 9/13/12 through 9/18/12 related to
procedure for ordering and obtaining
QnMimeMeldeLh LPN #9-b°“ 33"31’.12 at 9:00 medications. Additional in-servicing
, fevesled she remembared Resident #7 was with All Licensed slaff was initiated

In alot of pain the morning of 07/26/12 and she A
had reporied to whoever was In charge. The on 9/21/12 by the Facility Consultant

Administrator, the DON and another person had related to assessing pain to include

gone to talk with the resident the morning of afterafallorasa changc in

07/26/12 and then someone went to the local diti All Iy hired I

pharmacy fo obtain the medications. condiion. newly nred neense
nurses will receive the education

Resident #7 had arrived for admission at the during the orientation process by the

facility fate on 07/26/12 according to an interview Staff Facilitator.

with the DON conducted on 08/31/12 at 9:00 AM.
On 07/26/12 when the DON arrived at the facility

around 8:00 AM to 8:30 AM, staff reported Training was completed and verified
Resident #7 was hurﬁng. The DON stated she for a“ Scheduied nurses by 10/29/1 2
told Resident #7 she would get the medication as for these arcas Competency was

soon as possible and thought the Administrator

had gone to the pharmacy for the medication. determined by the use of Scenario

Nursas were to fax the out of stale pharmacy and Testing and Skills Checklist for
that pharmacy was to fax the local phermacy. Agsessments (Exhibit T309-1 a, ]b, le
& 2).

An interview with Resident #7’s facility physician,
on 09/07/12 at 8:30 AM, reveeled she would
expect the facility to notify her if e resident did not The review and follow up to any
have pain or any ofher medication aveileble, The concerns identified are bcing

physician did not recall If anyone from the fecilily - i
head called about Resident #7 no! gelfing his/fher documented on a Q1 Tool for

medications. Resident #7 stated in an interview Monitoring Acute Changes/
on 08/30/12 at 5:15 that "t had to wait fourteen Incidents (Exhibit T309-3), The QI
hours for pain medication, | cried, it was terrible”. Tool will be completcd 3x weckly

3. Areview of the facilily's vilal sign policy and for minimum of 4 weeks then weekly

FORM CMS-2567{02-08) Pravious Vorshons Obsolale Evant [D:S50L11 Faciily I[); 100514 if conlinuation sheet Page 37 of 121




PRINTED: 08/26/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938.-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERI/CLIA {X2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COWMPLETED
A DULDING
B. WING
185268 09/0712012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 21 CODE
o
LAKE WAY NURSING AND REHABILITATION CENTER 2607 MAIN STREET HWWY 841 SOUTH
BENTON, KY 42026
{%4) 1D SUMMARY STATEMENT OF DEFIGIENCIES 1D PROVIDER'S PLAN OF CORRECTION (s}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMALETION
TAG REGULATORY OR LSC IDENTIFYING INFDRMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 309 | Continued From page 37 F309!X 4 weeks then monthly for a
procedure, dated 04/2007, revealed vital signs minimum of 2 months,
should be taken per policy and/or as needed.
Tha purpose will be a diagnastic aid to determine The results of these QI tools will be
any change in a resident's condition. . . .
reviewed in a weekly QI Commitiee

Arecord review reveeled the facility admitted
Resident #11 on 06/15/10 with diagnosis of
Hypertension. A review of the quarledly MDS
assessmenl, dated 07/04/12, revealed the facilily
assessed Resident #11's cognition as cognifively
impaired and had a diagnosis of Hypertension. A
review of the Comprehensive Care Plan for
Hypertension: Al risk for complications, dated
04/168/12, revealed interventions to adminisier
medicalion and monitor blood pressure, as
ordered by physiclan,

A review of the physician's orders, dated 08/01/12
through 08/31/12, revealed the facility should
administer Resident #11 Tenormin
(anli-hypertensive} 25 milligrams (mg.} twice a
day and ZesirlPrinivil {anti-hypertensive} 20 mg.
wice a day. In addition, there was an order o
obtain weekly blood pressures on Mondays,

A review of the August 2012 Medication
Administration Record {MAR} revealed there
were initials wilh a circle around them in the
hoxes next to the Tenormin 25 mg. and
ZestiitiPrinivil 20 myg, on 08/08/12 at 7.00 AM, on
08/09/12 at 7:00 AM, on 08/10/12 at 7:00 AM and
7:.00 PM, on 08/11/12 at 7:00 AM and 7:00 PM,
on 08/12/12 at 7:00 AM and 7:00 PM, on
08/13/12 at 7:00 AM and 7:00 PM and on
08/14/12 at 7:00 AM and 7;00 PM, In addition, the
box for Monday {08/13/12) nex{ to obtain weekly
bloed pressures on Mondays was blank. A
review of Resident #11's vital sign sumntary,

meeting consisting of the

the Medical Director will

review cotrective actions

Executive QI Commitiee

his designee will report b
Executive QI Committee
scheduled meeting.

Administrator, DON, ADON, QI
Nurse, Social Worker & any other
Interdisciplinary Team members as
appointed by the Administrator
where the results of these reports will
be compiled and assessed for trends
by the QI Committee & actions taken
based on these assessments.

The Executive QI Commitiee with

monthly compiled QI report
information, review (rends, and

the dates of completion. The

validate the facility’s progress in
correction of deficient practices or
identify concerns. The administrator
will be responsible for ensuring
Commiftee concerns are addressed
through further training or other
interventions. The administrator or

review

{aken and

will

ack to the
at the next
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F 30¢{ Continued From page 38 F 308
dated 08/08/12-08/14/12, revealed there were no The Governing Body (Vice President
blood pressures taken during this time. of Operations & the Vice-President
interview with LPN #7, on 09/07/12 at 1:45 PM, of Clinical Services) will provide
revealed she paced her initials with a circle additional oversight to ensure
around them in the boxes at 7:00 AM next to the deficient areas of practice are
Tenormin and Zestril/Prinivll orders because the cotrected. The Governing Body will
medications were not available, She revealed review monthlv the compiled
she and another nurse faxed and called the . . y P .
phamacy several times before the madicalions information from the QI Commitiee
were finally delivered to the building. She stated and the BExecutive QI Committee,
the‘blood pressure should have been monitored ) The Governing Body will give
during that fime so staff would have been aware if v divection to fhe facility t
the resident's blood pressure increased. She hecessary 1.1 cction 1o the tact .1 yto
stated the resident had another blood pressure ensure deficient areas of practice are
medicatlon ordered that could have bean given if corrected and solutions sustained.
the reslident's .blood pressure had increased. She The administrator will be responsible
couldn't explain why tha blood pressure was not - " o )
monitored or why the blood pressure was not for ensuring dircetives from the
taken on 08/13/12, as ordered. Governing Body are completed and
e 1 LPN #1 and LN #68. on 09/07/12 the Governing Body is kept informed
nterviews wi an , ah e W : i
al 5:10 PM. revealed Resident #11's blood of both d?ﬁcxent px‘achces identified
pressure should have been monitored daity while and solutions susfained.
the resident was not recelving blood pressure
medications. They were unable to provide an 11/20/12
explanation as fo why Resident #11's biood
pressure was not monhored.
Interview with LPN #12, on 09/07/12 at 2:35 PM,
revealed she was nof sure If it was her initials
circled at 7:00 PM next to the Tenormin and
ZestrilfPrinivil. She stated the reason it would
have been circled was because the medication
was not available. When asked why there were
two days the medication was inilialed as given
she stated that some of the nurses wili borrow the
medication from other residents even ihough
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F 309 | Continued From page 3¢
we're not supposed to,

Interview with the DON, on 09/07/12 al 5:25 PM,
revealsd she would have expacted the staff to
call the pharmacy and make them aware they
were out of the medication, She slated the staff
should have monitored the resident's blood
pressure daily during the time the medication was
not available to ensure the resident’s bleod
pressure did nof increase,

F 312} 483.25{a}{3) ADL CARE PROVIDED FOR

ggef | DEPENDENT RESIDENTS

A resident who is unable to carry out aclivities of
dally living receives the necessary services fo
maintain good nutrition, grooming, and personal
and oral hygiene.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and review of facitily policy and procedure, it was
determined the facility failed to ensure 12
residents (#1, #3, #6, #7, 49 #11, #12, #1156, #22,
#23, #24 and #25), in the selected sample of 18,
who were unable to catry out the necessary
activities of deily living, received the necessary
services to maintain good grooming and personal
hygiene, The facility failed to ensure Residents
(W1, 43, HE, #7, 4O, #11, 1112, #15, #22, #23, 424
and #25) received full baths twe fimes a week per
the facility’s policy and procedure, and shower
schedule. Aresidant group interview revealed the
facilily was often too short of staff to ensure
residents received thelr showers as scheduled.
Stalfl interviews revealed there was not enough

F 309

F312

status.

appropriate.

care, and oral hygiene.

Resident #6 was discharged on

F 312{9/18/12 to acute care facility.
Resident #7 was discharged to home
on 9/8/12. Resident #15 was
discharged to home on 10/2/12, No
intervention for these residents was
provided due to their discharged

Residents #1, #3, #9, #11, #12, #22,
#23, #24, and #25 have received full
baths or showers per their preference
as 0of 9/18/12 by the SRNA and will
continue to receive full baths two
times per week per the facility’s
policy, shower schedule or per each
resident’s individual preference as

All other residents will receive
necessary services to mainlain good
nutrition, grooming, and personal
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F 312} Continued From page 40 F a121 The facility shower schedule was
staff to complete the showers. Resident #7 stated reviewed on 9/13/12 by the DON,
he/she felt pretty "icky" sometimes. Changes are made ongoing, to the

shower schedule to ensure residents

These facility's failures related to failing to provide o,
are receiving showers / baths two

necessary care and servies to maintain good

grooming and personal care resufted in the times per week, per the facility’s
determination of Substandard Quality of Care at policy per the shower schedule
42 CFR 483.25. ’

and/or per each resident’s individual
Findings include: preference as appropriate

Review of the facility's Bathing poficy and Licensed Nurscs, KMAs and SRNAs

procedure, dated 04/2007, revealed "Bathing of ¢ re-educated beginni
rasidents will be done according to the facilily's were re-educaled beginning on

scheduls, Residents will be given two (2) full 10/03/12 by the Facility Consultant
baths per week (according o health status) and a related to providing showers/baths
partial or complete bath on other days, depending per the facility’s policy and per the

on the stajus of the resident. This will not be

documented becausa it is a parl of daily care.” facility shower schedule or per each

resident’s individual preference. All

The legend for documenting bath type revealed newly hired SRNA and licensed
the following; . . - '
' for full bed bath nurses \}r:ll be educated during ‘the
"P" for partial bed bath orientation process by the Staff
*8" for shower Facilitator. Competency will be
:wa?’ ‘:'::ﬁ ool verified by the completion of the
N for one. Resident Care Audit Tool (Exhibit
"NR" for response not required, T312-1), Shower/Bath Audit Tool

, (Exhibit T312-2), observation of
If none, give reason: well groomed residents, and resident
"1" for resident refused . e
"2" for not scheduled Interviews.
“3"rasident out of facility
"NR" response not required Licensed Nurses, KMAs and SRNAs

Residenl's bath lype was entered into the kiosk wee re-educated begmp%ng on

daily for each resident by (he Cerlified Nurse Aide 11/3/12 by the stafT facilitator, DON
and I'acilily Consultant related to
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F 312 | Continued From page 41 F 312|grooming, Competency will be
{CNA} who was responsible for thal resident, determined through the use of the
Review of the "SHOWER LIST" revealed showers Resident Care Audit Tool (Exhibit
were divided up by day, and shiffs of 6:00 AM to At :

2:00 PM shift and 2:00 PM to 10:00 PM shifl, as T312-1), observation of well
well as by room number. groomed residents, and resident
interviews,
1. Resident #7 was admitted {o the facilily on
07/25/12 with diagnoses {o include After care S
following surgery, Closed fracture Lumbar The DON, ADON’ QI nurse, M,D,S
Verlebra, Displacement Intervertebral Disc, nurses, Staff facilitator, and Facility
Lumbago, Muscle Weakness, Consultant will complete resident
Thoraclc/Lumbosacral Neutitis and Chronie Pain care audits. Resident care audits will
Syndrome, . :
include ADLs such as good
Revisw of the admisslon MDS assessment, daled grooming, personal and oral hygiene.
08/01/12, revealed the facility had assessed the Documentation of the audits will
resident with no cognitive impairment; however, oceur on the Resident Care Audit
the resident required assistance with bathing. Ve, '
Review of the shower list revealed the facility Tool (Exhibit T312-1) and
scheduled Resident #7 for Mondays on the 6:00 Shower/Bath Audit Tool (Exhibit
AM to 2:00 £M shift and Thursdays on the 2:00 T312-2).
PM to 10:00 PM shifl. Review of the Bath Type
log for Resident #7 for August 2012 revealed no . . . ,
shgower was provided on 08/20/12 or on 08/23/12. The Resident Care Audit Tool will
Additionally, scheduled showers on 08/13/12 and document the care provided and
08/27/12 were not provided as well. whether or not care was pi‘OVi ded
An interview with Resident #7, on 08/30/12 at correctly and any corrective action
5:15 PM and on 09/06/12, revesled he/she did taken, as appropriate. The Resident
not gel showers when scheduled some of the Care Audit Tool will be completcd 3
time. The resident stated she had jusl been times per week for 4 weeks, then

provided shower assistance the night before

{08/29/12) and the shower should have been Weekfy for 4 weeks, then monthly

provided on D8/27/42, The resident sald the staff for a minimum of 2 months to ensure
was 1oo busy, there was nol enough staff and the residents are recciving ADL services
facility could not keep staff. Interview on 09/06/12 o . . !

to include grooming, personal and

at 2:15 PM revealed he/she wanted showers

mors frequently dus to working hard in physical oral hygiene.
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therapy but there was just not enough staff. The
staff say they will try o get o it but don’t.
Resident #7 stated he/she falt prefty “icky"
somelimes,

2. Residenl #9 was admitted to the facility on
03/01/10 with diagnoses o include Dementia.
Review of the quarterfy Minimum Data Set {(MDS}
assessment, dated 06/13/12, revealed the facifity
had assessed the resident as requiring physical
help with bathing. The facility schedufed
Resident #9 to have a shower two fimes a week,
on Tuesdays and Fridays, per the shower fist,

Review of the BATH TYPE log for Resident #9
revealed during the month of August 2012,
Resident #9 received only two full baths.
08/16/12 and 08/31/12 was maiked for Fuli bed
bath. All ofher dales in the month of August 2012
revealed the resident received only a partial bed
bath {*P"}, or none {N) for the remainder of the
month,

An observation on 09/04/12 (Tuesday) at 3:00 PM
revealed Resident #9 was seated in a wheel chair
in hisfher room and the resident's hair appeared
oily and in need of washing, An interview with the
resident was attempted; however, due 1o the
resident's cognitive impairment no reliable
information was provided. Interview with the
resident’s spouse at the time of the observation
revealed staff provided shampooing and bathing
but some limes there was a problem with the
facilily being short of staff for one reason or
another, The resident was on the shower list for
a shower on Tuesday 6:00 AM to 2:00 PM shift.

An interview wilh CNA #2 on 09/07/12 at 4,20 PM

used to directly observe the
scheduled shower/bath is being
performed on scheduled shower days
or per each resident’s individualized
preference. The Shower/Bath Audit
Tool will be used 3 times per week
for 4 weeks, then weekly for 4
weeks, then monthly for a minimum
of 2 months to ensure residents are
receiving showers as scheduled or
per each resident’s individual
preference utilizing the Shower/Bath
Audit Tool (Exhibit T312-2}

The resulls of the Resident Care
Audit Tool and Shower/Bath Audit
Tool will be reviewed with the
Administrator & DON in a weekly
QI Commitiee meeling to ensure that
assistance with ADLs, such as good
grooming, personal and oral hygiene,
and showers/baths are being
provided per cach resident’s assessed
needs and individual preference. The
compiled results of the audits will be
assessed for any trends by the QI
Committee & actions laken based on
these assessments.

The compiled information will be

reviewed monthly by the Vice
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F 312{ Continued From page 42 r 312| The Shower/Bath Audit Tool will be
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F 312 | Continued From page 43

revealed she had stayed over from day shift to
assist in gelling scheduled day shift showers
completed. CNA #2 slated she frequently stayed
over on the 2:00 PM to 10:00 PM shift to assist in
getling scheduled showers and bathing
completed from the 6;00 AM to 2:00 PM shift.

On 08/30712 at 10:35 AM an interview with LPN
#4 revealed she had never given a resident a
shower but had provided a partial bed bath at the
fime of a freatment maybe fwo times. LPN #4
stated she knew showers were not done
somelimes and she would try o figure ou! how to
get them dene. She said there were call ins from
the CNAs and the facility was trying to staff them.
She stated "l have residents lell me showers are
nol done and | have had family members
compiain, but the CNAs do not usually tell me
showers are not done, sadly, | find out by just
looking at the resident”,

3. Arecord review revealed Resident #11 was
admitted to the facilify on 09/10/09 with diagnoses
{oinciude Altered Mental Status, Chronic Kidney
Disease and Chronic Airway Obsfruction. A
review of the quarterly MDS assessment, dated
07/04/12, revealed {he facility assessed Resident
#11's cognilion as moderately impaired and the
resident was tolally independent on ona staff for
bathiing.

A review of the Comprehensive Care Pian for
Bathing fasl updaled, 06/20/12, revealed one
person should provide some physical assistance
with bathing and should encourage the resident to
parlicipate in self care, as abilily permitted,

Araview of the Bath Type Log for Resident #11

F 312|President of Operations & the Vice-
President of Clinical Services for
additional over sight to cnsure arcas
are corrected. Trends & the
accompanying action will be
reviewed monthly in the Executive
QI Committee with the Medical
Director monthly for further
retraining or for other such
interventions to be implemented as
necessaty.

11/20/12
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revealed from 07/30/12 through 09/05/12,
Resident #11 received one shower on 08/31/12,
All cther dates during this time revealed
documentation that the resident received either a
partial bed hath ("P"}, or was not scheduled (N2},

4. Arecord review revealed Resldent #15 was
admlited fo the facility on 07/05/12 with diagnoses
{o include Senite Dementla and Malaise and
Faligue. A review of the admission MDS
assessmeni, dated 07/12/12, revealsd the facility
assessad Resident #1158's cognition as moderalely
impaired and he/she required physical help of
one staff with parl of the bath,

Interview with Resident #15, on 08/04/12 at 11:45
AM, revealed staff fail fo provide him/her a
shower attimes. The resident stated siaff are
very busy and there are times slaff do not have
lime fo give showers, Helshe slated two staff
came to the resident yesterday and told him/her
they would come laler to give shower. They
never showed up. The resident sfaled she wailed
untit 8:30 PM and decided fo go to bed.

A review of the Bath Type Log for Resident #15
ravealed {he resident's last shower was given on
08/23/12 {Thursday). There were no full baths or
showers documented from 08/24/12 through
09/05/12. All other dates during this time revealed
documentation that the resident recelved either a
partial bed bath {*P"), or was nof scheduled {N2}.

5, A record reviow revealed Resident #6 was
admilled fo the facility on 02/22/11 with diagnoses
to include Abnormal Posture, Pyogenic Arthrilis,
Osleoarthrosis, Senite Demenlia, Altered Mental
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Status, and Depressive Disorder, A review of the
annual MDS, dated 06/11/12, revealed the facllity
identified the resident as moderately cognitively
impaired and required total assistance of two staff
for bathing and extensive assistance with
hygiene. A review of the Type of Bath log, dated
07/31/12 through 09/05/12, revealed the facilily
provided Residant #6 with only one full bath
between 08/19/12 and 08/25/12; however, had
been scheduled lo receive 2 showers.

6. A review of the Type of Bath log for Resident
#22, dated 08/01/12 through 09/07/12, reveated
the facility documented only provided one fult
bath/shower between 08/05/12-08/11/12 and
08/26/12-09/01/12, Additionally, the resident did
not receive any type of bath on 08/28/12. A group
interview including Resident #22 on 09/05/12 at
11:00 AM, revealed Resident #22 would like to
have two bed baths a week, af least, He/She was
afraid to gel a shower as most staff were
inexperienced.

7. Areview of the Type of Bath log for Resident
#23, dated 08/01/12 through 09/07/12, revealed
only one {ull bath/shower between 08/05/12 and
08/11/12. Additionally, the resident did not receive
any type of bath on 08/21/12. A group interview
including Resident #23, on 08/05/12 at 11:00 AM,
revealed staff would tell him/her they would be
back to provide a shower; howevaer, would not
come back.

8. Areview of {he Type of Bath log for Resident
#24, dated 08/01/12 through 09/07/12, revealed
the facilily documented providing oniy one fuil
bath/shower befween 08/12/12-08/18/12 and
08/26/12-09/01/12. Additionally, the resident did
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not receive any type of bath on 08/01/12,
08/02/12, 08/06/12, 08/10/12, 08/15/12, 09/03/12
and 09/06/12, A group interview including
Resident #24, on 09/05/12 al 11:00 AM, revealed
ha/she was “lucky” 1o get a shower once a week;
howsvar, he/she was suppossd to get two
weekly. The resident indicated hefshe would took
a "spit bath" on the other days. Resident #24 also
revealed if staff come in at 6;00 AM and offer
him/her a bath, the resident says "yes” as they
may not be back later,

9. A review of the Type of Bath Jog for Resident
#25, dated 08/01/12 through 09/07/12, revealed
the facility documented providing only one full
bath/showsr between 08/05/12-068/11/12 and
08/19/12-08/25/12. Additionally, the resident did
not recelve any lype of hath on 08/01/12,
08/07/12, 08/08/12, 08/10/12, 08/11/12, 08/12/12,
08/17/12, 08/24/12, 08/22{12, 08/23/12, 08/26/12,
08/31412, and 09/04/12. A group inferview
including Resident #25, on 09/05/12 at 11:00 AM,
revealed stalf would tell him/her they would be
back to provide a shower; however, woutld not
come hack.

10. Resident #3 was admitled to the facility on
06/06/11 with diagnoses fo include; Unspecified
Hemorrhage of Gastric/inlestinal Tract,
Alzheimer's Disease, Dementta Without
Behaviors, Generalized Anxiely, Generalized
Pain, Dapressive Disorder and Unspecified
Psychosis.

Review of the shower list revealed the facility
scheduled Resident #3 to have showers fwice
weekly on Monday and Friday. Review of the
BATH TYPE log for Resident #3 revealed that
during the month of August, the facility
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documented providing the resident two showers
on 08/03/12 and 0B/31/12. The facility
documented providing four {ul} bed baths during
ihe month on 08/06/12, 08/13/12, 0B/27/12 and
08/28/12, All other dates for the month of August
reveatad that the facility provided the resident a
partial bed bath ("P") or none {"N") for the
remainder of the menth.

11. Resident f 12 was admitled to the facilily on
01/01/08 with diagnoses to include;
Cerebrovascuiar Accident, Senile Dementia,
Vascular Dementia, Chronic Kidney Disease,
Alrial Fibulation, Unspecified Venous
insufficlency, and Osteoarthritis.

Review of the BATH TYPE log for Resident #3
revealed during the week of 06/22/12 he/she
received one shower on 06/24/12 and during the
week of 06/20/12, he/she didn't receive any
showers or full baths. The week of 07/06/12,
hefshe received one full bath only, 07140/12,no
showers were given. The week of 07/13/12,
he/she received one shower only, 07/14/12, no
{ull haths. The waeek of 07/20/12, 08/03/12 and
08/09/12, resident did not receive any showers or
full balhs. The rest of the {imes were either
marked none, {"N"} or partlal {"P"}. The resident
was on the showar schadule for Tuesdays and
Salurdays,

An interview with CNA #4, on 09/07/12 at
9:30AM, revealed that the facliity has pericds
where lhere are nol enough staff, Several
students are in the CNA classes but then they quit
alter lhey become certified. Sometimes the "office
people” come out and help the staff give showers,
If the showers do not get dobe, the fask is passed
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on io the oncoming shift. If residents want to
more thal two showers a week, it is hard to
complete if the facllity is short staffed. CNA #4
raveated that a full bed bath includes the whole
body, while a parliel bed bath just includes the
face, under the breasts, under the arms and tha
peri area.

12, Arecord review revealed that Resident # 1
was admitled to the facility on 12/08/08 with
diagnoses to Include Cerebrovascular Disease,
Alzheimer's Disease, Dementia and Muscle
Weakness.

A record review of the Type of Bath record for
Resident # 1, revealed thefacility provided the
rasident a shower/full bath on 09/04/12,

An interview conducied, on 09/03/12 at 9:30 AM,
with CNA #16 revealed she has worked many
times with lhe staffing short. She stated she has
hed a hard time compfeling showers and had
slayed over yasterday {098/02/12) to provide
showers.

An interview with Licensed Practical Nurse {L.PN}
#5, on 09/05/12 al 1:30 PM, revealed she did not
normally provide showers on the 10:00 PM to
6:00 AM shifl uniess & resident was going out of
the facilily for an appointment. LPN #5 slated
she had heard residents complain of not gelting
showers and she had writlen it down and told {he
day shift nurses, She gave no other specific
Information related to showers nol being
completed.

An interview with the Director of Nursing {DON),

Fa12
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on 08/31/12 at 9:30 AM, revealed the facility had
some staffing issues and some residents might
not get a shower on the day it was scheduled.
The facitity would try o get the showers on
another day and would pass the information on to
the next shift in an attempt fo gel the showers
completed. The DON siated she had provided
showers for some residents in the past and that
some nurses help but that some dld not. The
DON stated "We have hired everyihing that walks
in the door, and they quit due to the money®, She 314
F 314 cat:as: :f(ld)l?;g:;:qeém?stsgcﬁc? " F 314 Based on chait review it was
.25(c S Ao f pac)
o< | PREVENT/HEAL PRESSURE SORES detexmlfled l‘hdt resident #:2 had
underlying risk factors to include
Based on lhe comprehensive assessment of a decreased po intake, had decreased
resident, the facihh'!.mus_! ensure that a resident level of function, total assist for
who enters the facility withoul pressure sores ansfer » . £ .
does nol develop pressure sores unless the trans el_s_’ contractures 0 owel
individual's clinical condition demonstrates that extremities, low albumin level,
they were unavoidable; and a resident having Paralysis, Dementia, Combative
Pressure sores receives necessary trf.-atmgni and behaviors, was incontinent of
services 1o promote healing, prevent infection and /b -and had a ki v of
prevent new sores from developing. bowel/bladder an ) had a history o
pressure ulcers which left the
This REQUIREMENT | . resident with impaired circulation to
b:,'s REQUIREMENT fs not met as evidenced the tissue, The combination of these
Based on observation, interview, record review, factors contributed to the clinically
and review of the fadility's policy/procedure, it was unavoidable decline in the resident’s
detgrmined the facility Faifeq to ensure a resident skin condition.
having pressure sores received nacessary
treatment and services {o promote healing, ) )
prevent infection, and prevent new sores from Resident # 2 wound was reviewed by
developing for one resident (#2) in the sample the ARNP on 8/22/12. New orders
ol of e eldnc T el e were received and folowed on
followed related o a Resident’s worsening 8/ 22‘/ 12. Resident #2 contu.n?ed to
receive (reatment per physician’s
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pressure sore. The facilily failed {o ensure staff
was knowledgeable of how to use the fow alr
tossfallernafing mattress and {o ensure sellings
were maintained specific to a resident's assessed
need. Resident #2 acquired a pressure sore {0
the left trochanter (hip) identified 08/16/12. The
facility assessed the pressure sore again on
08/20112 and 0B/22/12. Observations and siaff
Interviews ldentified that the facility was not
maintaining the settings of the low air
lossfalternating matlress as required for Resident
#2. Changes in the wound were identified in color
and stage with an increase in tha resident's pain;
however, the facility falied to notify the physiclan
for a trealment change lo promote healing.

Findings include:

A review of the Nolification of Physician for
Change in Resident's Condition policy, dated
04/2007, revealed staff was to notify the physician
when a significant change in a resident's
condition occurred with documentation.

A record review revealed the faciiity admitted
Resident #2 on 11/28/11 with diagnoses to
include Paralysis Agitans, Transient Cerebral
tschemia, Senile Dementia, and History of a
Traumatic Fraciure. The Norlon Scale for
Predicting Pressure Ulcers, dated 11/29/11,
revealed the facillty assessed the resident at high
Hsk for pressure sores, A review of the initial
Minimum Data Set (MDS), dated 12/04/11,
revealed the facllity assessed the resident as
having no pressure sores upon adimission. A
raview of the guarterly MDS, dated 07/23/12,
revealed the facility identified the resident as
severely cognitively impaired and required total
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F 314 Continued From page 50 F 314 |order ensuring that the resident was

receiving the treatment necessary.,
Resident #2 expired on 10/14/12 in
the facility, The low air loss maltress
for Resident #2 was removed on
8/23/12 by the QI Nurse and the
resident was placed on a Dynamic
Elite mattress due Lo falls on 9/5/12.

A Roho matiress was provided for
the Resident on 9/25/12 as assessed
and determined appropriate. All
remaining low air loss / alternating
mattresses were removed on 8/23/12,

A 100% audit of currently wounded
Residents was completed to include
Resident # 2 from 9/9/12-9/13/12 by
the Wound Consultant to visually
inspect current wounds Lo ensure
necessary treatment was in place to
promote healing, prevent infection,
and prevent new sores from
developing and that the MD had
been notified of any aveas that
appeared worsening or new wounded
arcas with new orders implemented
as given by the Physician,

A review of wounded Residents was
completed on 9/29/12 by the Wound
Consultant to ensure the approgpriate
treatment and interventions, to
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assistance of fwo staff with bed mobility, hygiene,
and hathing. A review of the Skin Breakdown care
ptan, ini{iated 08/10/12, revealed the resident was
al risk for pressure sores retated to a history of
skin breakdown, incontinence, and tolal care for
all activities of daily living.

A review of the Wound/Ulcer Flow Sheet, daled
08/16/12, reveated the facility identified a
pressura sore (suspecled deep tissue injury) to
the rasident's left trochanier {hip) measuting 2
centimeters (cm} in length by 4.5 cm width.
Further revisw of the flow sheet indicated lhe
definition of a suspected deep tissue injury as:
“purple or maroon focalized area or discoloration
intact skin or blood-filled bister due to damage of
underlying soft lissue thal was painful, firm,
mushy, boggy, wanner or cooler as compared to
adjacent tissue.” Thera was no signs or
symptoms of infection and no pain, The facility
notified the physician of the suspected deep
tissue injury with a new order for lreatment, A
review of the Physician Orders, dated 08/16/12,
rovealed slaff was to cleanse the lefl hip with a
cleanser and apply a foam dressing. Chenge the
dressing daily and as needed,

A review of the Wound/Ulcer Flow Sheel, dated
08720112, revealed the facility assessed the left
hip pressure sore as a Stage il measuring 3 cm
In fength by 4 cm width, depth superficial. The
definition of a Stage |l pressure area was as
follows: "Parlial thickness loss of dermis
presentlng as a shallow open ulcer with a red
pink wound bed, without slough. May also present
as an Intact or openfruptured serum fitled biister.”
The facilily assessed the area as having no signs
or symptoms of infection, red in color with

the time of discovery.

the time of discovery.

10/29/12.

aide with prevention and treatment
of pressure wounds as needed. Any
concerns identified were addressed at

All other facility residents have had
skin checks completed. Any
concerns identified were addressed at

Nurses, KMAs, and SRNAs received
training on Pressure Ulcer
Prevention by 10/24/12-
Competency will be determined
through skills checklists completed
by the staff facilitator by 11/17/12.
Re-training will be provided as
necessary by the staff facilitator,

The treatment nurse was in-serviced
by the Facility Consultant regarding
Wound Care and implementation of
interventions including prompt
notification of the MD in the event a
wound is not responding to the
currently ordered treatment. This in-
servicing was completed on 9/29/12,
Competency was verified by use of
the Wound/Skin Skills Check List on

10/31/12,
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blanchable redness around the wound, with no
odor or drainage. The wound had no necrosis
{deed lissue) and pain was noted with turning the
resldent, There was no documented evidence the
physfcian was made aware of the wound
changes.

A review of lhe Progress Notes, dated 08/20/12 at
7.27 PM, revealed the Director of Nursing (DON}
discussed bensfits of a low air loss/alternating
matiress with the resident's family. A review of the
Skin Breakdown care plan, initlated 08/10/12,
revealed a low alr loss mattress was initiated
08/21112. Areview of the Manufacturer's
Guidelines, undated, revealed if the user sel the
comfort fevel less than the palient's actual weight,
it may have the risk of bottoming out and
daveloping a pressure ulcer. if set greatsr than
the patient's weight, the patient may feel the
matllress was too hard and not comfortable,

There are four therapy modes {auto firm,
altemate, static, and seal inflation). Piease
consult with your physician for a suitable selling.

A review of the Low Alr Loss initial sheet, dated
August 2012, revealed the pressure sefting for
Residenl #2 was (110). Observations, on
08/22/12 al 10:20 AM and 11:20 AM, revealed the
comfort setting at (350), therapy setling "aulo
firm." Interviews with LPN #1, #2, #3, and RN 71
on 08/22£12 at 6:20 PM, 6:25 PM, and 08/23/12
at 7:20 AM and 7.50 AM, respeclively, revealed
they had recelved no {raining over the operation
of the low air loss/alternating air maltresses. An
Interview with LPN #4, on 08/23/12 al 7:00 AM,
revealed she checked the maliress setlings
during the day shift, as she was {he treatment
nurse most days. She always set the matiressas

assess all wounded residents weekly
to ensure that interventions and
treatment plans in place are those
necessary for promotion of wound
healing, prevention of infection and
for prevention of the development of
additional wounds, Included in this
review will be the consideration the
matiress type in use. There will be
RN oversight who will visually
review all wounded residents with
the treatment nurse weekly.

The DON, ADON, QI nurse or
Facility Consultant will monitor the
wound care and skin assessment
form (Exhibit T314-1) (which
reveals the location/type of ulcer,
stage of ulcer, healing status, dietary
interventions, pain management,
MD/RP notification, Weekly
documentation, pressure relief
devices and recommended changes)
weekly at the wound QI Committee
Imeeting fo ensure all newly
identified wounds or worsening
wounds have the necessary {reaiment
to promote healing, prevent infection
and prevent new sores from
developing with MD notification.
The wound care and skin assessment

(X431 SUMMARY STATEMENT OF OEFICIENCIES 0 PROVIDER'S PLAN GF CORRECTION x5}
PREFIX {EACH DEFICIENCY MUST BE PRECELED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD G COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATIOM} TAG CROSS-REFERENCED TQ THE APFROPRIATE DATE
DEFICIENCY}
F 314 | Continued From page 52 F 314| The treatment nurse will continue to

FORM CM5-2567(02-88) Provious Verslons Ohsolote Event I); $50L 11

Facifity 10: 100514 If continuaflen sheet Page 53 of 121




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

PRINTED: 09/26/2012
FORM APPROVED
OMB NO, 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1} PROVIDER/SUFPLIERICLIA
IDENTiFICATION NUMBER:

106258

{X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
COMPLETED
A DULDING
0. WiNG
0a/072012

NAME OF PROVIDER OR SUPPLIER

LAKE WAY NURSING AND REHABILITATION CENTER

28

STREET ADDRESS, CITY, STATE, ZIP CODE

07 MAIN STREET HWY €41 SCUTH

BENTON, KY 42028

{o "alternate,” so the residenl's weight would be
shifled while on the mattress. Interviews with the
DON, on 08/22/12 at 4:20 PM and 08/23/12 at
1:65 PM, revealed the comfort setling was set by
the resident’s weighl. She preferred staff to keep
the therapy setting on “aulo firm"; however, she
was unabla to verify how this was determined.
She was unabla to provide documentation of staff
education related to the operation of the low air
loss/alternating matiress.

An observation of wound care, on 03/22/12 at
11:10 AM, revealed an open area io the resident’s
lefi hip covered completely with a brown
substance. The area around the wound was dark
rad in color. The resident appearad in pain duning
the treatment, wincing and moaning when the
wound was touched. Licensed Practical Nurse
{LPN) #4 performed the wound care and
described the wound as an unstageable pressure
sora measuring 2 cm in length by 4 cm widih,
The sore was covered wilh brown slough and the
area was dark red around the perimeter of the
wound, She indicaled the resident received a
“pain pill" prior to the anficipated wound
trealment. The definition of an unstageable
prassure sore, according to the Wound/Ulcer
Flow Sheet, revealed the following: “Full
thickness tissue loss in which the base of the
ulcer was covered by sfough (yallow, tan, gray,
green, or brown) and/or eschar {tan, brown, or
black} in the would bed,

An interview with LPN #4, on 08/22/12 at 2:00
PM, revealed she assessed {he resident as
having a suspected deep tissue injury to the lefl
hip on 08/16/12. When assessed on 08/20/12,
the wound bed was visible; therefore, it was
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completed weekly x 8 weeks then
monthly ongoing,

The results of these Wound care and
skin assessment forms will be
reviewed with the Administrator &
DON in a weekly QI Committee
meeting. The compiled results of the
audits will be assessed for any trends
by the QI Committee & actions taken
based on these assessments.

The Executive QI Committee with
the Medical Director will review
monthly compiled QI report
information, review trends, and
review corrective actions taken and
the dates of completion. The
Executive QI Committee will
validate the facility’s progress in
correction of deficient practices or
identify concerns. The administrator
will be responsible for ensuring
Commitlee concerns are addressed
through further training or other
interventions. The administrator or
his designee will report back to the
Executive QI Committee at the next
scheduled meeting.
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F 314 | Continued From page 54 F 314{ The Governing Body (Vice President
considered a Stage Il. During today's assessment of Operations & the Vice-President
{08/22/12), it had obviously changed as it was of Clinical Services) will provide
now unsfageable, She statad il was typical fo additional oversight to ensure
keep a trealment In place for two weeks before L . .
nofifying the physician of the wound decline. She deficient areas of practice are '
did not notify the physician of the wound changes corrected. The Governing Body will
on 08/20/12 or 08/22/12. review monthly the compiled
An interview with the DON, on 08/22/12 al 5:00 information from the QI Committee
P, revaaled she would expect the nurse to nolify and the Executive QI Committee.
the physician when a pressure sore showed signs The Governing Body will give
of deciine, as soon as it was noficed. necessary dircction to the facility to
An interview with the Advanced Practiioner ensure deficient areas of pt‘a(‘:tlce are
Registered Nurse (APRN}), on 08/22/12 at 3:15 cotrected and solutions sustained,
PM and 3:25 PM, revealed she was not aware of The administrator will be responsible
a decline in Resident #2's pressure sore. She for ensuring directives from the
visualized the wound (after inlerview with G nine Bod ) feted and
surveyor at 3:15 PM). She indlicated a treatment overing boay are comp e‘tc an
change was necessary and she would have the Governing Body is kept informed
EXP-BC(Gd staff {o notify her of the changes in the of both deficient practices identified
resident’s wound. and solutions sustained.
However, review of the Altegation of Compliance 11/20/12
submilted by the facility on 08/25/12 revealed the
facility disconiinued the use of the tow air
loss/alternating maltress ufilized {6 prevent
worsening of the resident’s wounds on 08/23/12
and a winged pressure redistribulion foam
mallress was added for safety and pressure 17323
reduclion despite identification that Resident #2's Resident #2 expired in the facility on
wound had worsened on 08/22/12, 15/8} (41/] 2t p Y
F 323 { 483.25(h} FREE OF ACCIDENT F 323 '
s5=J | HAZARDS/SUPERVISION/DEVICES

The facllity must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resfdent recelvas

Resident #2 was reassessed by the QI
nurse on 8/23/12 for use of low air
loss maitress. The low air loss
mattress was discontinued at that
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F 323 | Continued From page 55 ¥ 323|time and resident was placed on a
adequale supervision and assistance devices fo Dynamic Elite mattress due to falls
prevent accldents. on 9/5/12. A Roho mattress was

provided for Resident #2 on 9/25/12
after the safe use of the device was
evaluated,

Thi i id d . .
his REQUIREMENT is not met as evidence Residents #3 & #4 were on low air

by:

Based on observation, interview, record review, loss mattresses and were re-assessed
and review of the Manufaclurer's Guidelines for for specialty mattress needs on

ihe low air loss/alternating matlress, it was 8/23/12 by the QI Nurse, Due to

defermined the facitity failed to ensure the

resident environmen! remained as free of healed wounds and safety risk, both

accident hazards as is possible for ihree specialty matiresses were removed
residents (#2, #3, #4) in the selected sample of on 8/23/12 and standard pressure
sighteen residents. The facilily failed to assess relieving mattresses were assessed
residents to determine the safe use of devices X

{air mattress and side ralls) prior to utilization. to be appropriate on 8/23/12 by the
The facility failed to ensure staff was trained and QI Nurse and reviewed by the
knowledgeable regarding low air lossfallemating Administrator, DON and ADON.

matiresses and o ensure appropriate setting for
each residents assessed needs. The facilily failed . i . .
to identify causal factors of a fall which prevented All in-house residents experiencing
the facility from taking the necessary aclion to falls within the past 30 days were
ensure the safe l‘lﬁe of assistive devices. On _ reviewed {o include evaluation of
D7/26/12, the facilily Inilieted the use of a low air o . .

loss/atternaling pressure matiress with bilateral interventions and devices

half side rails for Resident #2 related to pressure implemented to include mattresses or
sores. The facility failed to assess for the safe side rails, This review was
use of these assistive devices. Resident #2 complcted on 9/07/12 by the Facility

sustained a falt from the low air loss/alternating

matiress on 08/02/12 with no injury. The facility Consultant,

placed the resident back In the bed; however, the

facilily faited lo identify or determine the causal The facility will provide an

factor of the fall or complete an assessmenl to environment that remains as free of

determine whether the continued use of the low

air loss/allernating mattress with bilateral half side hazards as possible and cach resident

receives assisted devices fo prevent
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F 323 Continued From page 56 F soalaccidents. Residents requiring use of

rails was safe for Resident #2, On 08/04/12, the
resident felt out of bed pinning his/her left arm in
the side rail, The facility assessed the resident as
suslaining bruising to the teft wrist and upper amn
with a skin tear fo the left lower arm The facitily
placed the residant back In bed; however, failed
to identify or defermine the causal factor of the
fall or complete an assessment {o determine
whether the continued use of the low air
loss/alternating matiress with bllateral half side
raifs was safe for use by Resident #2. The facliity
failed to revise the care plan to include a new
intervention to prevent recurrence of tha falls and
entrapment after the falt on 08/04/12, While the
matfress was discontinued on 08/06/12, the
facility placed the resident back on the low air
loss/alternating mattress with bilateral half side
rails again on 08/21/12 at which time the facility
failed to assess the resident for the safe use of
the assistive devices until 08/22/12, the day after
the devices were utilized for Resident #2. The
facililly feiled o include {he history of entrapment
as a risk for the resident. The facility failed to
tevise the care plan to ensure safety inlerventions
were included refated to the resident’s continued
use of the air loss/alternating mattress with
hilateral half side rails, The facility failed to ensure
the resldent’s maliress was inflated adequalely to
his/har welght and faited fo ensure the correct
spacing between the maltress and side rait were
providad to prevent entrapment. The facility failed
{o ensure all staff was trained and knowledgeable
of how to operate the low air loss/aiternating
maftlress specific to the resident's needs and
failed to ensure their knowledge of risks
associated with these devices. The facility had
identified fwo other residents {#3 and #4} utilizing
a low air loss/alternating maitress with bilaterat

Process.

residents who smoke.

restraints have been reviewed for
appropriate use and reduction with
the implementation of specialty
chairs (i.e. Evolution) through the
use of the Restraint/Enabler QI

Residents have been assessed
through the RAI process for the use
of' transfer assistance, Wandering
behaviors and the need to be placed
on the Wandering Program, Mobility
assistance and the use of assistive
devices, falls risk and the need for
falls interventions, Side rail usage,
DISCUS assessment for the use of
Psychotropic Medications and
Smoking assessment as appropriaie.
Currently the facility has no

Education related to taking careful
observations of the resident’s
environment to determine if any
hazards are present which may result
in an injury was initiated for all staff
on 10/25/12 and will continue
through 11/1/12. Competency will
be verified by the use of an
Environmental Safety Awareness
Quiz, Additional yeview of all
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F 323 | Continued From page 57 £ a23fresidents’ interventions /devices in

half slde rails for which the facifity failed to assess
for the safe use of these devices and falled to
ensura the inflation of the air matiress was
adequate for each resident. Interview with
Resident #4 revealed if not positioned correcily
on the matiress, hefshe would slide off easily.

The facillty's failure to ensure each resident was
free of accident hazards has caused or is likely to
causa serious Injury, harm, impalrment, or death
to a resident. Immediate Jeopardy was identified
on 08/23/12 and determined to exisl on 08/04/12
and Substandard Qualily of Care was identified at
42 CFR 483.25 Quality of Care. The Immediate
Jeopardy was defermined on-geing. {Refer to
F280}

The findings include;

A review of the Manufacturer's Guidelings,
undated, revealed it was recommended to use
the matlress system with a bed frame and
adequate side rails to prevent falling. The
guidelines also revealed if the user set the
comfort level less than the palient's actual weight,
it may have the risk of bottoming out and
developing a pressure ulcer. If set greater than
the patient's weight, the patient may feel the
matlrass was too hard and not comforiable,
There are four tharapy modes (auto firm,
altemate, static, and seat inflation). Please
consult in your physiclan for a suitable sefting.

1. Arecord review revealed the facility admilted
Rasident #2 on 11/26/11 with diagnoses to
include Paralysis Agitans, Senile Dementie, Lack
of Coordination, and Convulsions. A raview of the
quarlerly Minimum Data Set {MDS), dated

use was completed on 9/19/12 by the
Facility Consultant. These reviews
included ensuring that the devices in
use continued to provide a safe
environment for the resident based
on their current condition and need.
These reviews also include review of
Resident Care Guides and Care
Plans, Any concerns noted were
addressed at time of discovery.

Nurses were in-serviced beginning
on 9/3/12 related to incident
occurrence and required follow up,
The in-servicing included the
responsibilily of the nurse to conduct
a thorough assessment of the resident
for change in condition after a fall
and consideration of devices in use
to include devices. The in-service
included conducting an acute
symptom asscssient and intervening
appropriately, Checklists are
provided for the staff as a resource
tool if needed. All newly hired
license nurses will receive the
education during the orientation
process by the Staff Facilitator.
Competency was determined by the
use of Scenario Testing and Skills
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F 323 { Conlinued From page 58 F 323 |Checklist for Assessments (Exhibit

07/23/12, revealed the facility assessed the
resident as severely cognitively impaired requiring
fotal assistance with bed mobility and {ransfers. A
review of the Low Air Loss initial sheet for
Resident #2, daled July 2012, revealed & low air
lossfalternating matiress was utilized on

07126/12. There was no documented evidence
the facility completed an assessment to ensure
the low air foss matiress was safe fo ulilize the
device. An interview with the Quality Improvement
{QI) Nurse, on 08/23/12 at 1155 PM, revealed
she was unaware it was her responsibility to
assess resident's for the use of the low air
lossfalternating mattress. An assessment was not
compisted prior to ulilization of the low air
toss/allernating maltress on 07/26/12,

A review of a fall investigation, on 08/02/12,
revealad the residen! sustained an unobserved
fall from the bed at approximately 1:40 PM. There
resident wes found with his/her feet over the edge
of the bed, No injury occurred as a resul of the
fall. Mats were placed to each side of the bed
after {he fall as an intervention and staff put the
resident back in the bed. A Cluality fmprovement
Fall Review was conducted on 08/03/12,
indicating the resident had rolled over the side of
the bed and was caught by the bedding. There
was no mention of the {ow alr toss/aiternaling air
mattress in the review. There was no
documented evidence ihe facility re-assessed
Resfdent #2 for the continued use of the matlress
1o ensure it was safe after the fall on 08/02/12,

Areview of a fall Investigation, on 08/04/12,
revealed staff found Resident #2 silting on the
mat beside the right side of the bed. Hisfher fefl
arm was "pinned"” in the rail of the bed, Bruising

T323-1a, 1b, Ic and T323-2).

The Facility QI Nurse was in-
serviced on 9/7/12 by the Facility
Consultant related to the Review of
how to complete the Fall/Incident
Assessment QI (o include: review of
residents with falls, MD/RT
notification date/time, Daily Progress
Note review to ensure completed by
the assigned staff member or
designee, assessments for Incidents
were completed per Facility
Assessment Packet, pain medication
provided if indicated, and checking
the time frame from complaint of
pain and the time pain medication
given.

The Facility QI Nurse was deemed
competent lo review and complete
incident investigations based on
over-sight by the Facility Consuitant
and review of completed incident
reporls and investigations.

Training was completed and verified
for all murses by 11/1/12 for these
areas. Competency was determined
by the DON, administrative nurses
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was noted {o the resident's feft feg and wrist, with
a skin tear to the lefl arm. An interview with
Licensed Practical Nurse {LPN} #6, on 08/26/12
at 8:00 PM, revealed she was the nurse working
at the time of the fall, on 08/04/12. She revealed
the resident's arm was fwisted into the side rail,
and the resident was holding the raii tightly. She
trovealed after the fall, the resident was put back
into the bed on the low air foss/allernating
matlress with bilateral half side rails. She
indicated the DON was notified of the fali, but did
not instruet har to take the resident off the
matiress. A bed alarm was put in place at that
time to prevent further {alls; however, there was
no documented evidence the facility competed an
assessment to ensure the safe use of the low air
lossfalternating mattress with bilateral half side
rails after the fall on 08/04/12. The Risk for Falls
care plan, initialed 11/28/11, was not updalad to
address the resident's risk for entrapment while
utifizing the assistive devices.

A review of the Physiclan's Orders, dated
08/06/12, revealed the fow alr loss/alternating
matlress was discontinued as the resident's
pressure sore was healed; however, a review of
the Nursing Notes, dated 00/20112 at 7:27 PM,
revealed the Director of Nursing {DON} hed
spoken with the resident's family about the
possibility of ulilizing the low air lossfalternating
air matiress again duse to skin issuses, The note
indicated the risks and benefils were discussed
and the family undersiood the increased risk of
the resident rolling cuf of the bed, The note did
nol indicate the risk for entrapment while using
the mattress with bilateral haif side rails. A review
of the Low Air Loss initial sheel for Resident #2,
dated August 2012, revealed the facility ulilized

ongoing QI review process.

The Facility QI Nurse has been
removed from this position with
these job duties currently reassigned,
Facility is accepting applications for
this position.

The DON, QI Nurse or Facility
Consuliant will continue to conduet
Incident reviews to include
gvaluation of interventions and
devices initiated to ensure that the
resident’s environment remains free
of accident hazards as much as
possible and to determine thal the
device is safe for use, Follow up to
any concerns will occur at the time
identified. This review will be
documenied on an Incident
Assessment QI Tool (Exhibit T323-
3). The QI Tool will be completed 3
x weekly for minimum of 4 weeks
then weekly x 4 weeks then monthly
for a minimum of 2 months,

The Incident Assessment QI Tool
will be reviewed in a weekly QI
commitiee meeting with the
Administrator and DON. The
compiled results of these audits will
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the maitress on 08/21/12; however, thers was no
documented evidence the facility conducted an
assessment for Resident #2's safe use of the low
alr Joss mallress with side rails until 08/22/12. A
review of tha Side Reil Assessment, dated
08/22/12 at 3:17 PM, reveeted the facility
recommended Resldent #2's use of the bifateral
half side ralls. Risks for the side rails included the
increased potential for injuries such as skin tears
and bruising; however, the assessment did no!
indicate the potenttal for sida raif entrapment or
the resident's previous history of entrapment on
08/04/12. Areview of the Specialty Mallress
Screaning Tool, daled 08/22/12, revealed the
risks of utilizing the low air loss/alternaling air
matlress included falls, skin tears, and bruising;
however, the facility's assessment did not
address Resident #2's prior side rail entrapment
or the risk for another entrapment. A review of the
Risk for Falls care plan, daled 0B/21/12, revealed
the facility implemented half side rails bilaterally
to define parameters in the bed for Resident #2. A
review of tha Risk for Skin Breakdown care plan,
dated 08/21i/12, revealed the facility implemented
a low air foss mailress o the bed. There was no
documanted avidence either care plan addressed
potential risks {inciuding entrapment} for the
resident’s usa of the low air loss/alternating air
maliress with bilateral half side rails or further
additional interventions implemented 1o prevent
recurrence. Addilionalty, the care plans did not
address guidelines fo ensure staff was utilizing
appropriate setlings of the matiress specific for
the resident.

An interview with the QI Nurse, on 08/23/12 at
11:55 AM, revealed she did not complete the
assessment for the side rails and maliress until

Committee & actions taken based on
these assessments,

The Executive QI Committee with
the Medical Director will review
monthly compiled QI report
information, review trends, and
review corrective actions taken and
the dates of completion. The
Executive Q1 Committee will
validate the facility’s progress in
correction of deficient practices or
identify concerns. The administrator
will be responsible for ensuring
Committee concerns are addressed
through further fraining or other
interventions. The administrator or
his designee will report back to the
Executive QI Commiltee at the next
scheduled meeting.

The Governing Body (Vice President
of Operations & the Vice-President
of Clinical Services) will provide
additional oversight to ensure
deficient areas of practice are
cortected. The Governing Body will
review monthly the compiled
information from the QI Commitiee
and the Executive QI Commitlee.
The Governing Body will give
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08/22/12 bscause she was not aware of the
utilizalion of the assistive devices until the next
day. She was aware of the resident’s previous
side rall enfrapment and the risk for another
entrapment; however, she did not indicate the
Informalion on the assessment, She did not
update the resident's cara plan to include
potential safely risks of the assistive devices.
Additionafly, she did not ensure aducalion of staff
relaled to monitoring Resident #2 with these
assistive devices and the potential risk of
antrapment.

An observation of Resident #2's bed, on 08/23/12
al 9:00 AM, revealed the gap between the side
rall and the bed frame measured one inch on
both sides of the bed. When lying on the bed, the
side of the matiress deflated slighlly when close
to the edge. An interview with Resident #4, on
08723112 at 10:25 AM, raveasled If he/she was “too
close™ to the edge of the matiress it was "as slick
as a whistle” and you would fall off if not careful.
Tha resident revealed hefshe had learned how to
position in the bed to avold injury.

A review of the Low Air Loss initial sheat, dated
August 2012, revealed the prassure seiling for
Resident #2 was {110). Observations, on
08/22/12 al 10:20 AM and 11:20 AM, revealed the
comfort setfing af {350), therapy setting “auto
firm.”

Aninterview with the DON, on 08/23/12 at 1:55
PM, revealed she was aware of the resident's
side rail entrapment after a fall on 06/04/12, and
she made the decision to put Resident #2 back
cn the fow air loss/alternating matiress with
bilateral half side rails on 08/21/42. She did not

ensure deficient areas of practice are
corrected and solutions sustained,
The administrator will be responsible
for ensuring directives from the
Governing Body are completed and
the Governing Body is kept informed
of both deficient practices identified
and solutions sustained.

11/20/12
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complete an assessment or ask the Q! Nurse to
documenf an assessment for the assistive
devices until 08/22/12, Assessments were not
"typically” completed to inctude risks versus
benefits for residents on specialty matiresses.
She indicaled there was not a policy o do such
assessments, She would have expected the Qi
Nurse to indicate a risk of side rail entrapment on
the assessments. She asked staff to monitor the
resident closely while on the low air
lossfalternating air matlress with side rails, but
should have updeted the care plan to ensure staff
was aware of the rigks relaled fo using the
assistive devices,

An interview with Registered Nurse (RN) #1, on
08/23/12 at 7:50 AM, revealed she was not aware
of any residents being entrapped by a side rail,
She revealed Adminisirative Staff had never
discussed the possible risks associaled with side
rails and the low air loss/allernating maliress, An
inlerview with State Registered Nurse Aide
{SRNAJ #3, #8, and Nurse Aide (NA} #1 on
08/23/12 at 9:40 AM, 10:10 AM, and 08/24/12 at
12:05 PM, revealed they were not aware of the
fisks of using side raits with the low air
loss/alternating matiress,

2. A record review revealed the facility admitied
Resident #3 on 06/06/11 with diagnoses of
Dementia, History of Falls, Behavioral
Disturbances, Psychosis, insomnia, and
Alzheimer's Disease. A review of the quarlerly
Minimum Datla Set (MDS), dated 07/17/12,
revealed the facilily assessed the resideni as
severely cognitively impaired and required
exlensive assistance of two staff for bed mobilily
and fransfers. An interview with the DON, on
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08/23112 at 9:55 AM, revealed through record
review the resident had been placad on a low air
toss/alternating maltress with side ralls since
06/14/11; however, the facility had not assessed
the resident for the safe use of the low air loss
mallrass. A review of the Low Air Loss initial
sheel for Resident #3, dated August 2012,
revealed the pressure setling for Resident #3 was
{200). Observalions, on 08/21/12 at 9:45 Al,
10:35 AM, 1:55 PM, and 08/22/12 al 10:15 AM,
revealed the comfort setling at {350), therapy
seiling at "seat Inflation" or "alternate.” A review
of the Risk for Skin Breakdown care plan,
initiated 05/01/12, revealed the facility utilized a
low alr loss mattress for the resident; however,
there were no guidslines to ensure slaff was
utilizing the appropriate seitings.

3. A record review revealed the facilily admilied
Resident #4 on 04/27/12 with diagnoses lo
include Mataise, Fatigue, and Hypotension. A
review of the quarterly MDS, dated 07/12/12,
reveaied the facility assessed the resident as
cognitively intact and required limited assistance
wilh bed mobility and transfers. An interview with
the DON, on 08/23/12 at 9:55 AM, revealed
through record review the resident had been
placed on a low air less/alternating mattress with
side rails on 02/02/12; however, the facitity had
not assessed the resident for the safe use of the
low alr foss matiress. A review of the Low Air
Loss initial sheet, dated August 2012, revealed
the pressure setling for Resident #4 was (200),
Observations, on 08/23/12 al 7.00 AM, revealed
the comfort selting at {140}, therapy sstling
"alternale.”A review of the Risk for Skin
Breakdown care plan, initiated 05/02/12, revealed
the facility utilized a low air loss matiress for the

{%431D SUMMARY STATEMENRT OF DEF{CIENCIES D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYHNG INFORMATION;) TAG CROSS-REFERENCED TO THE APPROPRIATE DAYE
DEFICIENCY)
F 323} Conlinued From page 63 F 323

FORM CiAS-2607(02-00) Previous Versions Obsolete Event ID: S50L11

Fatifty 1y £00514

If comtinuantion sheet Page 44 of 121




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

PRINTED: 09/26/2012
FORM APPROVED
QOMB NO. 0936-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

186268

(X2} MULTIPLE CONSTRUCTION
A BUILDING

0. WING

{X3} CATE SURVEY
COMPLETED

09/07/2012

NAME OF PROVIDER OR SUPPLIER

LAKE WAY NURSING AND REHABILITATION GENTER

STREET ADORESS, GITY, STATE, ZIP CODE
2607 MAIN BTREET HWY 841 SOUTH

BENTON, KY 42026

{4y 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION}

D PROVIDER'S PLAN OF CORRECTION x5}
PREFIX {EACH CORRECTIVE ACTION SHCULD BE COMPLETION
TAQ CROSS-REFERENCED TO THE APPROPRIATE BaTE

DEFICIENCY)

F 323 | Continued From page 64

resident; however, there were no guidelines fo
ensure staff was utilizing the appropriate sellings.

interviews with LPN #1, #2, #3, and RN #1 on
08/22/12 a1 8:20 PM, 6:25 PM, and 08/23/12 at
7:20 AM and 7:50 AM, respectively, revealed they
had received no training over the operation of the
tow air loss/alternating sir maltresses. LPN #1
and RN #1 verified they were not aware of the
Low Alr Loss Initlal sheet to check the maliress
every shifl,

An interview with LPN #4, on 08/23/12 at 7:00
AM, revealed she checked the matiress settings
during the day shiff, as she was the treatment
nurse most days, The comfort gefting of the bed
depended on how much the resident weighed.
The Low Air Loss initial sheet indicated the
comfort setfing for the resident, and was
supposad to be checked sach shift and
documented as correct. She always set the
maffresses {o "alternate,” so the resident's weight
would be shifted while on the mattress.

inlerviews with the DON, on 08/22/12 at 4:20 PM
and 08/23/12 at 1:55 PM, revealed the treatment
nurse of the licensed nurse was supposed lo
chack thie low air loss/aiternating mattress every
shift to ensure it was inflaled, there was good
positioning of the resident, and the settings were
correct. She revealed the comfori setling was set
hy the resident’s weight. She preferred staff to
keep the therapy setting on "aulo firm"; however,
she was unable to verify how this was
determined. She was unable to provide
documentalion of staff education related to the
operation of the low air loss/alternating mattress,
F 353 483.30{a) SUFFICIENT 24-HR NURSING STAFF

F323

F 353
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§8=F j PER CARE PLANS

The facility must have sufiicient nursing staff lo
provide nursing and refaled services to attain or
malntain the highest practicable physical, mental,
and psychosocial well-being of each resident, as
determined by resident assessments and
individual plans of cere.

The facifity musl provide services by sufficient
numbers of each of the following types of
personnel on a 24-hour basis to provide nursing
care lo all residents in accordance with resident
care plans:

Except when walved under paragraph (¢} of this
section, licensed nurses and other nursing
personnel.

Except when waived under paragreph {c} of this
seclion, the facility must designate a licensed
nurse to serve as a charge nurse on each tour of
duty,

This REQUIREMENT is not met as avidenced
hy:

Based on observation, interview and record
review il was determined the facility faied lo
ensure sufficlent nursing staff to ensure residents
received related services to attain or maintain the
highest practiceblte well-being as determined by
resident assessments and individual ptans of
care for eleven (11) residents {#1, #3, #6, #7, #9,
#11, #12, #22, #23, #24 and #25) in the selected
sample of 18. The facllily failed {o ensure
Resldents received full aths two limes a week
per the facilily's policy and procedure and shower
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Restdent #6 was discharged on
9/18/12 to acute care facility.
Resident #7 received showers/baths
prior to discharge to home on 9/8/12,
It was determined based on resident
interviews and staff observation that
vesidents #1, #3, #6, #7, #9, #1 1,
#12, #22, #23, #24, and #25 were not
receiving baths.

Staffing patterns were reviewed by
the Facility Administrator and the
DON on 9/28/12, Changes were
made to assure that nursing staff are
available on a daily basis to meet
residents’ needs to include residents
#1, #3, #6, #7, #9, #11, #12, #22,
#23, #24, and #25 for the delivery of
nursing services in a manner & in an
environment which promotes each
resident’s physical, mental, &
psychosocial well being to enhance
their quality of life.

The Administrator, DON and
Scheduler were in-serviced by the
Facility Consultant on 10/2/12
regarding ensuring stafling patterns
remain appropriate based on care
needs of our residents. Competency
was determined by the Facility
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schadule. A resident group interview revealed the
facliity was often too short of staff to ensure
residents received thelr showers as scheduled.
Siaff inlerviews revealed there was not enough
staff to complete the showers. Resident #7 stated
he/she felt preily “icky" sometimes.

Findings include:

An interview with the Director of Nursing {DON),
on 09/07/12 at 4.00 PM, revealed there was no
policy related to staffing.

1. (Referto F312) Record review of eleven {11}
residents (#1, #3, #6, #7, #19, #11, #12, #22 1123,
#24 and #125) revealed the facility had assessed
these residents as requiring assistance with
bathing and had scheduled, per the facility's
shower list, the residents {o receive two showers
weekly. The facility's documentation reveated
these resident's were not consistently provided
showers per the shower schedule and care plan.

An abservation on 09/04/12 (Tuesday) ai 3:00 PM
revealed Resident #9, who the facility assesses
as cognitively impalred per the MDS assessment
daled 08/13/12, was seated in a wheel chair in
hisfher room and ihe resident's hair appeared oily
and in need of washing. Interview with lhe
tesident's family at the time of the observaiion
revealed slaff provided shampooing and bathing
but some limes there was a problem with the
facility being short of staff for one reason or
another.

An interview with Resident #7 on 08/30/12 af 5:15
PM and on 05/06/12 reveated he/she did not get
showers when scheduled some of the time. The

F as3|Consultant through feedback,
question and answer at the end of the

training.

8/25/12.

their quality of life.

The facility daily staffing sheet has
been updated on 9/28/12 by the
Facility Administrator, Pay
incentives have been offered by the
Administrator as of 9/6/12 to
employees that work open shifts in
order to provide additional coverage
in the event an employee ealls in.
Ads were posted in focal newspapers
and on line to entice recruitment &
recruitment bonuses were initiated
by the Facility Administrator as of

Daily Staffing is being reviewed
prior to the beginning of the day by
the Administrator, DON & or
Scheduling Coordinator utilizing the
Daily Staffing Sheet to ensure that
nursing staff are available on a daily
basis to meet cach resident’s needs to
include in a manner & in an
environment which promotes each
resident’s physical, mental, &
psychosocial well being to enhance
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F 353 | Continued From page 67 F a53| A compiled review of the Daily
resident stated she had just been provided Staffing Sheets will be reviewed by
shower assistance the night before {08/29/12) the Administrator & DON in a
and the shower should have been provided on : : N
08/27/12. The resident sald the staff were too weekl'y QI_ (%011jtn1ttee meegl'ng. 'I he
busy, there was not enough staff and the facility compiled results of the audits wili be
coutd not keep staff. Interview, on 09/06/12 at assessed for any trends by the QI
2:15 PM, revealad helshe wanted Showers mofre Con‘lnlit‘lee & actions taken based -on
frequently dus to working hard in physical therapy , i
but there was just not enough staff. The staff say these assessments.
they will try to get to If but don't. Resident #7
stated hefshe felt prelly “Icky" sometimes. The The Executive QI Commitice with
facnlity_ hagi assessed Resident #7 with no the Medical Director will review
cognilive impairment, Record review revealed the thi iled OI 1 t
facility had not provided showers per the monthly compiled QI repo
schedule on 08/13/12, 08/20/12, 08/23/12, and information, review trends, and
08/27/12, review correclive actions taken and

ion,

A group interview (including Resident #22, #23, llle dal?s Of(l:()(l:np Eetlp ) Tl?e
#24, and #25), on 00105112 al 11:00 AM, revealed Executive QI Committee will
Resident #22 would fike to have two bed baths a validate the facility’s progress in
week,’ al lea;:]; howec;.rer. it w:‘is ntra\! 7lwa\;]s correction of deficient practices or
compleled. The resident verified he/she had to . p ' ~ ST
wait 30-45 minutes for stafl to answer the calt ld.emlfy ‘Conce! nS The adml.mstlaton
light. The resident indicated he/she had to wait on will be responsible for ensuring
the bedpan for lengthy periods of ime, unil Committee concerns are addressed
he/she was sore (happened 2-3 times per week). lhk‘ougll further training or other
Resident #23 indicated she had to wait "nearly” interventi The administrator or
an hour for staff to answer the call light. The “:l ewc,n 1015 . 1€ administrator ol
resident indicated hefshe had incontinent his designee will report back to the
episodes while waiting, stating “it made me feel Executive QI Commitiee at the next
bad." Resident #24 stafed hefshe was "lucky" to scheduled meeling.
gel a shower once a week; however, hefshe was
supposed fo get two weekly. The resident . . . . .
indicated ha/she would took a “spit bath” on the The Governing Body (Vice President
other days. Resident #24 also revealed if staff of Operations & the Vice-President
come [n at B:DP AT and offer him/her a bath, the of Clinical Services) will provide
resident says "ves" as they may not be back later. " . ] )
Resident #23 and #25 revoated staff would tell additional oversight to ensure

deficient areas of practice are
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them they would be back o give the residents a
showaer or bath; however, the staff do not always
come back, Resident #25 verified he/she had {0
wait for stalf to answer the calt fight,
approximately 45 minutes, stating "if | nesded
anything quickiy, { would have just died." I{ was
the consensus of the group interview that staffing
was an issue at the facllity.

An interview with SRNA #4 on 09/07/12 at
9:30AM revealed thal the facllity has periods
where there are not enough staff. Several
students are in the SRNA dlasses but then they
quit after they become cerified, Somelimes the
*office people” come out and help the staff give
showers, If the showers do nof gei done, the task
is passed on to the oncoming shift. If residents
want more than two showers a week, it is hard fo
complete if the facifily is shorl staffed.

An interview with SRNA #2, on 09/07/12 at 4:20
PM, revealed she had stayed over from day shift
lo assist in getting scheduled day shift showers
completed. SRNA #2 stated she frequently
stayed over on the 2,00 PM to 10:00 PM shift to
assist in getting scheduled showers and bathing
completed from the 6:00 AM to 2:00 PM shift.

An interview conducled, on 09/03/12 al 9:00 AM,
with Kentucky Medication Aid {(KMA} #1 revealed
thare had been issues with slaffing and that the
staff were doing the best they could. She stated
staff just do not stay and thought it was due to the
pay. KMA#1 said "They can make more at
McDohalds, they come here get cerlified and then
they get a beller offer elsewhere”,

An interview conducted, on 03/03/12 at 9:35 AM

informat

The Gov

The adm

Governi

review monthly the compiled

and the Executive QI Commitice.
necessary direction to the facility to
ensure deficient areas of practice are
corrected and solutions sustained.
for ensuring directives from the

the Governing Body is kept informed

of both deficient practices identified
and solutions sustained.

ion from the QI Committec

erning Body will give
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with SRNA #18, revealed she has worked many
times with the staffing short. She sfated she has
had a hard time completing showers and had
slayed over yesterday (08/02/12} fo provide
showers.

Aninterview with SRNA #12, on 08/30/12 a{ 3:50
PM, revealed she was assigned with one other
staft member foday, 08/30/12 (2-10 shift}, taking
care of 38 residents, There were six showers
scheduled on her shift, She revealed showers
were almost Impossible when there were just two
staff for the unii. She indicated she could not
provide incontineni care and reposition residents
every two hours. She stated "we try, but if was
just too many residents”. She further stated
weekends were "even worse”.

An interview with SRNA #13, on 06/30/12 at 3:55
PM, revealed she was responsibte for eighteen
{18} residents today, 08/30/12 (2-10 shiff), with an
orientes. She indicated it was most difficult lo get
showers done on her shift as she had eight {8}
scheduled.

An interview with SRNA #11, on 08/30/12 at 405
PM, revealed she worked 2-10 shift, She
indicated there was no time in the shift to ensure
incontinent care and repositioning every two
hours due to staffing.

An interview with SRNA #1, on 08/31/12 at 7:50
AM, revealed she worked 6-2 shift. She revealed
if staffing was low, it was impossible {0 ensure
showers were given. She stated it was nol
unusual for call lights lo go off for long periods of
lime.
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An interview with Licensed Practical Nurse {LPN)
#5, on 09/05/12 at 1;30 PM, revealed she did not
normally provide showers on the 10:00 PM to
£:00 AM shift untess a resident was going out of
the facllity for an appoiniment. LPN #5 stated
she had heard residents compfain of not gelling
showers and she had wrilten it down and fold the
day shiff nurses, She gave no other specific
information related to showers not being
completed,

On 08/30/12 at 10:35 AM, an interview with LPN
#4 revealed she had never given a resident a
shower but had provided a partial bed bath at the
{ime of a treaimeni maybe two times. LPN #4
staled she knew showers were not done
sometimes and she would try to figure out how to
gel them done. She said there were call ins from
the SRNA's and the facility was frying to staft
them. She staled "l have residants teli me
showers are not done and | have had family
members complain, but the SRNA's do not
usually tell me showers are not done, sadly | find
out by just looking at the resident”.

An interview with State Registered Nurse Aide
{SRNA} #15 and Medical Records, on 0#8/07/12 at
2:25 PM, revealed SRNA #15 was responsible for
staffing, but previously had been taken care of by
Medical Records. SRNA #15 revealed day shift
and second shift indicated they were not able to
complete all {asks required by the end of the shift.
She indicated a copy of the staffing sheet was
given to Administration daily, so they were aware
of lhe staffing situation. Medical Records
Indicated there were no Incentivas for staff to stay
at the facility.

F 353
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An Interview with the Director of Nursing {DON}),
on 08/31/12 a{ 9:30 AM, revealed the facility had
some staffing Issues and some residonts might
nof get a shower on the day it was scheduled.
The facility woutd try to get the showers on
another day and would pass the information on to
the next shift in an atlempt to get the showers
completed. The DON stated she had provided
showers for some residents in the past and that
some nurses hefp but that some did not. The
DON stated, "we have hired everything that walks
in the door, and they quit due to the money"'. She
also said people were not dedicated. The facility
was unable to provide documented evidence of
how they had addressed the slaffing issue to
ensure residents received baths per their care F 371
plan and shower schedules. . .
F 371 | 483.35() FOOD PROCURE,  a71[Food temps will be checked daily by
s5=F | STORE/PREPARE/SERVE - SANITARY the dietary cook with oversight by
N the dietary manager. The buttermilk
The facility must - was discarded on 8/30/12 by the
{1} Procure food from sources approved or . B .
considered satisfaciory by Federal, State or local dietary manager. The container of
authorities; and pudding was discarded on 9/05/12 by
(2) Store, prepare, disiribute and serve food the dictary manager.
under sanitary conditions
Food and chemical contamination
concerns to include the chain on the
information board above the steam
This REQUIREMENT is not met as evidencad fable, the personal items on the tray
by: with resident food items, the ceiling
Based on observation, policy review, food vent over the dry storage area, the
lemperature log and Inlerview it was defermined walk in 1'efrigeralor/ freezer door and
the facfiity failed to ensure food was stored, \
prepared and served under sanitary condRions. hinges have been corrected.
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The facility failed to ensure policies and
procedures were implemented relaled {o food
temperaiure and sanitation. The facilily failed to
ensure foods available for rasidents consumption
were served al safe temperaturss and failed to
ensure their food temperature log was completed
per their policy. Additionally, the facility failed lo
ensure staff used appropriate hand washing
procedures in the kilchen and the kitchen was
maintained sanitary.

Findings include:

Review of the facility policy fitled,
HOUSEKEEPING AND SANITATION,
MAINTENANCE OF SANITARY CONDITIONS,
dated 09/2008, revealed the following: “itis the
responsibilily of the Food Service Manager to
ensure thal sanitary conditions are maintained in
the storage, preparation and serving areas, as
weli as in the distribution of food, dish washing,
pot and pan washing, etc. Cleaning schedules
are posted by the manager for routine cleaning.”

Review of the facility policy titied, FOOD
TEMPERATURE and dated 09/20086, revealed
the following: "Temperature checkiists and
thermometers will be avaifable in the kitchen,
The Food Service Manager and/or Cooks are
responsible for laking food temperalures prior to
service of all meals and record on the Steam
Table Food Temperalure form (BN-404)." This
policy also stated "Hot foods will be maintained af
140 degrees or above in the kitchen {or on the
steam table) prior to service and cold foods will
be maintained at 41 degress or lower".

Observation of lhe supper meal preparation, on

F 371 Biological contamination was

addressed by correcting the solution
in the sanitizer bucket on 9/5/12 by
the dietary manager.

A comprehensive dictary inspection
was conducted 11/2/12 by the dietary
consultant to identify other areas of
concern with corrective action taken
as appropriate. Identified areas of
concern were reported to the
administrator and Facility
Consultant. The dietary manager is
responsible for correcting the
identified areas of concern.

Any future areas of concern will be
taken to the facility QI Committee
for review and plan development and
action as appropriate.

The dietary manager and the dietary
staff were re-trained by the dictary
consultant on 10/27/12 through
11/2/12 regarding sanitary
conditions, prevention of food
contamination, food storage, safe
food preparation, food distribution.
Also included in the training was the
importance taking food temperatures,
Temperatures of served foods served

are checked at the beginning of each
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08/30/12 at 8:05 PM, revealed a prepared glass
of bultermilk, sitting on a serving cart was at the
temperature of 54 degrees Farenheit when
checked by the Dietary Manager.

A container of pudding ready to he served was
observed af 61,5 degrees Farenheit on 09/05/12
at 12:40 PM.

Steam Table Food Temperature logs were
observed with no temperatures recorded in
multiple sections, Week of 08/06/12 through
08/12/12 revealed no recorded temperatures of
food for 0B/06/12, 08/07/12, 08/09/12, 08/ 11112
and 08/12/12 for the breakfast and junch meais.
The log for 08/13/12 through 08/19/12 revealed
no temperatures for 08/16/12 and 08/17/12 for
Ihe breakfast or lunch meals. The week of
0820-26/12 hed no recorded food femperatures
for the 08/25/12 and 06/26/12 funch meal, The
week of 08/27/12 through 09/02/12 revealed no
recorded lemperatures for 09/04-02/12 dinner
meals,

Observalions during the breakfast {ray fine on
09/05/12 at 7:30 AM revesaled:

Kitchen staff #1 to leave the tray line, retrieved a
food item from the walk in refrigerator in the
kitchen area which contaminated her hands. The
kitchen staff #1 washed her hands at the
handwashing sink and then iifted the kd to the
trash can to toss {he drying towel and then
relurned to the tray line and served food.

An observation of an information board hanging
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F 371 Continued From page 73 F 371|meal service with temperature

adjustments made as indicated. Staff
were also educated related to proper
handling of trash can lids, hand
washing, not storing personal items
on trays with resident food items,
hand washing procedures in the
kitchen and cleaning schedule.

Competency of the dietary manager
was determined through the
successful completion of the
Competency Test on 11/2/12
administered by the dietary
consultant, Competency of the
dietary manager and the dictary staff
was determined by the completion of
the Dietary Audit Tool (T371-1), .
Infection Control/Hand washing
audits (T371-2) and quizzing.
Competency was determined by the
dietary consultant after completion
of the audits, quizzing, and return
demonstrations,

Newly hired dietary stafl will be in-
serviced by the dietary manager,
during the orientation process,
regarding storing, preparing, and
distribuling and serving food under
sanitary conditions to include
temperatures of all foods served are
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directly over the food steam table was hung with
chains that were covared in thick accumulation of
dust and hair.

A pack of cigarettes, a csli phone and personal
keys were observed on a tray that had resident
food ftems on i

Ablack substance was obsarved around the
cailing vent over the dry slorage.

Abuild up of a black grime was observed on the
walk in refrigeratorffreezer door and hinges.

A sanitizer buckef was checked by the Diotary
Manager and determined it containad zero
sanilizer,

Interviews with the Dietary Manager on 08/30/12
at 6:10 PM and on 09/05/12 at 7:40 AM revealed
cold items as milk and pudding should remain at
40 degrees Farenheit or below. She stated staff
should not handie the trash can lid with their
hands there was a fool pedal opener so the lid
did not have to be {ouched. The Dietary Manager
confirmed heir was adhered to the chain holding
the menu information board over the steam table
as well as a bulld up of dust and it should not be
there. Personat ltems like cigarettes, cell phones
and keys should never be placed on trays with
resldent food ifems, She stated dirt and grime
build up should not be on any surface in the
kitchen and she had no exptanation why there
was no sanitizer in the sanfifzer buckler,

The Dietary Manager also staled some of the
kitchen staff was new and she was unaware the
staff had not been recording food temperatures
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F 371] Continued From page 74 F 371/ checked at a minimum of twice

during each meal service & that
temperature adjustments are made as
needed, proper handling of trash can
lids, not storing personal items on
{rays with resident food items, hand
washing procedures in the kitchen
and cleaning schedute. Competency
will be determined by the dietary
manager through observation and
audit process.

A Kitchen Monitoring QI tool
(Exhibit T371-1) (which looks at
food temperalures and temperature
logs, the cleaning schedule and the
cleanliness of the dietary
department/kitchen, to ensure that
personal items are stored away from
food and food prep areas) will be
completed by the dietary manager,
administrator or Facility Consultant
to ensure that foods are served to
residents at the appropriate
temperatures, to ensure that the
temperature log is being completed a
minimum twice per meal service, to
ensure that the cleaning schedule is
being followed as posted, and to
ensure that personal items are not on
trays with resident food item weekly
x 4 weeks then monthly 4 months.
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The dietary manager, administrator or Facility Consultant will complete hand washing audits to
ensure dietary staff uses appropriate hand washing procedures in the kitchen. Hand washing
audits will be performed 3 times a week then weekly x 4 weeks then monthly for a minimum of
2 months.

The results of the Kitchen Monitoring QI audit tool and the hand washing audits will be
reviewed in a weekly QI Cominittee meeting with the administrator & DON,

The compiled results of these audits will be assessed for any trends by the QI Committee &
actions taken based on these assessments.

The Executive QI Committee with the Medical Director will review monthly compiled QI report
information, review trends, and review corrective actions taken and the dates of completion. The
Executive QI Committee will validate the facility's progress in correction of deficient practices
or identify concerns. The administrator will be responsible for ensuring Committee concerns are
addressed through further training or other interventions. The administrator or ns designee will
report back to the Executive QI Comumiitee at the next scheduled meeting,

The Governing Body (Vice President of Operations & the Vice-President of Clinical Services)
will provide additional oversight to ensure deficient areas of practice are corrected. The
Governing Body will review monthly the compiled information from the QI Committee and the
Executive QL Committee. The Governing Body will give necessary direction to the facility to
ensure deficient areas of practice are corrected and solutions sustained. The administrator will
be responsible for ensuring directives from the Governing Body are completed and the
Governing Body is kept informed.
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The facllity must provide routine and emergency
drugs and biologlcals lo its residents, or obtain
them under an agreement described in
§463.75(h} of this part. The facility may permit
unlicensed personnel to administer drugs if State
law permits, but only under the general
supervision of a licensed nurse.

A facility must provide pharmaceutical services
{including procedures that assure the accurate
acqulring, receiving, dispensing, and
administering of alt drugs and blologicals) {o meel
the needs of each resident.

Tha facility must employ or obtain the services of
a licensed phamiacist who provides consultation
on all aspects of the provision of pharmacy
services in the facility.

This REQUIREMENT is not met as evidenced
by:

Based on ohservation, recard review, interview,
pharmacy coniract review, and facility policy and
procedure review, it was delermined the faciiity
failed to provide pharmaceutical services that
ensured the availability and fimely administration

of drugs and hiologlcals to mest the needs of
each resident for seven {7) residenis (#3, #4, #5,
#6, #7, #8 and #11) in the selecled sample of
eighteen {18). The facility failed to snsure the
conlracted pharmacy could ensure all necessary

LAKE WAY NURSING AND REHABILITATION CENTER
BENTON, KY 42026
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F 371 | Continued From page 75 F 371{(Continued on blank paper) 11/20/12
for days at a time and should have,
F 425} 483.60(a),(b) PHARMACEUTICAL SVC - F425|F425
§5=L | ACCURATE PROCEDURES, RPH

Resident #5 was discharged from
facility on 8/18/12. Medications
were ordered and received for
Tramadol, but resident had already
lefi the facility.

Resident #6 was discharged on
9/18/12 to acute care facility and
Tylenol Arthritic was ordered and
received. Resident #7 was
discharged {o home on 9/8/12 and
medications were received prior to
discharge.

On 9/ 10/12 the Pharmacy
Consultant audited the medication
carts and medicalion rooms to
identify medications were available
for use. No areas of concern were
identified,

On 9/5/12 the Facility Consultant
educated the administrative nurses

including the DON, ADON, Q1
Nuise, Staff Facilitator,
Administrator, MDS Nurses, and
Admission’s Coordinator on the

facility’s policy for obtaining
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medications ordered to meet the residents’ needs
could be procured timely whether for routine or
emergency medications. Furthermore, the facility
faited to ansurs the contracted pharmacy had
contracted with a local pharmacy to ensure timely
procurement of medications for il's residents.

The facilily faifed to ensure stafi was
knewledgeabls of the pharmacy and facifity
policies and proceduras for the procurement of
medications to ensure timely receipt and
administration of medications. The facllity failed
fo ensure the emergency drug kit maintained
pharmaceuticals to meet the needs of residents
while having the knowledge of identified
difficuliies in getting timely receipt of medications
from the cantract phamiacy. Furthermore, the
facility failed to take necessary action to address
idenfified issues with the confracted pharmacy's
inabilily to provide medicalion fimely to lhe facility,

Resident #8 was admifted 1o an acute care
hospital with a diagnosis to include Hyponatremia
{tow sodium}. The resident refurned to the facility
onh 07/25/12 with orders for Samsca
{hyponatremia}, however, the facility failed to
ensure the resident received the medication for
seven days after re-admission. An interview with
the hospital physician revealed the hyponatremia
would get worse without the Samsca and could
be life threatening.

Resident #7 was admitted to the facility from an
acute care hospital after back surgery on
07/25i12. The physician ordered Percocet
(narcotic pain medication); howsever, it was
unavailable at the facility and the resident did not
raceive the medication for fourleen hours. The
Resident complained of pain stating "l cried" and

F 425 medications from the pharmacy (Neil
Medical} and backup pharmacies (1:
J&R Pharmacy, 2: CVS Pharmacy,
Benton, KY or 3;: Walgreens
Pharmacy, Murray, KY).
facility’s routine pharmacy (Neil
Medical Pharmacy) has an On-Call
Pharmacist available at all times, If
a new medication is ordered, the
nurse will first fax the order to both
the facility’s regular pharmacy (Neil
Medical) and the Back-up Pharmacy
(J&R Pharmacy) to ensure that both
pharinacies receive the orders and
that the facility receives the
medication in a timely manner,

conftact the Neil Medical

For after hours, weekends, and
holidays the nurse will contact the
facility’s On-Call Pharmacist (Neil
Medical) who will in turn contact the
Back-up Pharmacy (J&R On-Call
Pharmacist) with the orders, and the
prescription will be filled by the
Back-up pharmacy (J&R Pharmacy).
In the event that J&R Pharmacy is
closed or does not have the
medication in stock, the nurse will

Pharmacist and have thc medication
called into the second Back up
Pharmacy (CVS Pharmacy, Benton,

The

On-call
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F 425 Continued From page 77 F425]KY). Inthe event that J&R
*il was terrible." Pharmacy or CVS does not have the
Resid ‘ _ ) medication, the nurse will contact the
esident #5 sustained a fall with neck pain. Neil Medical On-call Pharmacist and

Tramado! (narcotic pain medication) was ordared;

however it was not avaitable at the facility. There have the medication call into the

was no avidence {ha facliity took action to procure third Back up Pharmacy (Walgreens
pain medication for the resident to administer as Pharmacy, Murray, KY). These

ible. Tl h ;
soon as possible. Tha rasident fransferrad o ihe pharmacy numbers are posted at the

hospital three hours later without receiving any \ .
pain medication. Resldent #5 was diagnosed with nurse’s station, On 9/13/12-9/18/12

a neck fraclure, education was conducted by the Stalf
Facilitator and/or Facility Consultant

The facllity failure to ide ph tical ar
edlliy failure to provide pharmaceulioa on the facility’s procedure for

services that ensured the avallabliity and timely

administration of drugs and blologicals to meet ordering medication. This education
the needs of each resident has caused or is likely will be provided for all newly hired
o cause serious injury, harm, impaiment, or nurses during the orientation process
death to a resideni, immediate Jeopardy was A

identified on 08/31/12 and determined lo exist by the Staff Facilitator.

and determined lo exist on 07/25/12 and On 9/12/12 the facility added a 24
Subsiandard Qualily of Care was Idenlified al 42 hour/? day Secondal-y back up

CFR 483.25 Qualily of Care. The immediate . . oy
Jeopardy was determined on-going. (Refer lo D ha macy (Waigl cens Phaimdcy,
F157, F308). Murray, KY). In the event the

primary pharmacy (Neil Medical) or
the secondary pharmacy (J&R

Findings include:

ncings include Pharmacy, Benton, KY} does not
Areview of the Pharmacy Contract, effective have a medication or cannot supply
11/01/91, revealed the conlract did not indicate a the medication due to extenuaﬁng
spedified local back up pharmacy. circumstances, then and, the facility
Review of the facility poficy titted will }lt!!iZC t'h:s phar.‘nlg(:y and a
PHARMACGEUTICAL SERVICES, dated 0472007, courier service to obtain needed
included the following: "The faCilﬂy pfOVidES l‘nedica‘lions‘

appropriate methods and procedures for the
dispansing and administering of drugs and

biokgicals. Pharmaceuticat services are An additional contract was obtained

for a third back up pharmacy (CVS
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provided in accordance with accepted to provide an additional pharmacy
professional principals and appropriate federal, resource to provide pharmacy back
state, and local laws. up services.
A review of the Procurement of Emergency and ] ]
After-Hours Medications policy, undated, reveated In the event a resident experiences a
tl}e ntﬁrse should call the “on-call” pharmacist, if new onset of pain or experiences
after hours, weekends, or holidays and pain that is not relieved by the

communicate {o him/her the medication order in . .
its enlirety. Tha “on-call* pharmacist shalf then currently ordered pain medication

make whalaver arrangsments necessary with a the licensed nurse will contact the
predetermined local pharmacy (back-up MD. A list of available medications

pharmacy), or if the back-up pharmacy could not ‘ ~ ers . .
supply, with any olher locat retail pharmacy or the facility has in the Emergency

hospital pharmacy, for procurament of the Drug Kit is available in the
needed medications such that administration may “Agsessment & Observation of a
begin the time frames dictated by policy, if at all Nursing Home Resident” binder at

possible. The nurse or any other facility personnel
should not contact the hack-up pharmacy or any
other afternate source of medications without first
contacting the "on-call* pharmacist, If a new pain medication is ordered
by the physician that the facility does

not have on hand in the evening or

the nurses’ station.

A review of the Starling of New Medication
Orders policy, revised 04/19/11, revealed

administration of any medication order specifiad early morning hours, the nurse is to
by the prescriber as "emergency” or “stat” shalt call the facility’s On-Call Pharmacist
he starled within one hour of sald order, If (Nci! Medical) T\he On_can

unavailable in the faclity's Emergency Medication \ ; .
Kil, such medications shall be obtained from the Pharmacist will communicate with

back-up pharmacy, Administration of routine or the physician to obtain a verbal
scheduled medication orders for treatment of pain prescription, If the medication is a

shall be startad no later than 12 noon of the cotic that i itable in th
following day unless the order was designated by BarColiC ihat 15 avapabic 1n the

the physician as stat or urgent. Routine facility’s Emergency Drug Kit, the
madication orders, if ordered pror to 5:00 PM and On-Call Pharmacist will contact the
4:00 PM on weskends, should be starled with the nurse at the facility and insiruct

next regularly scheduled dose following the next

regular pharmacy defivery. her/him to remove the narcotic from

the Emergency Narcotic Drug Kit to
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F 425 | Continued From page 79 £ 425 |administer to the resident. In the
event the medication is not available
An interview with the Pharmacist {focal/back-up in the facility’s Emergency Narcotic
pharmacy}, on 08/30/12 at 3:00 PM, revealed Drug Kit. the On-Call Pharmacist
there was no Written coniract requiring them to h ’. . ‘
provide medications on a 24 hour basls. (Neil Medical) will contact the Back-
up pharmacy (J&R Pharmacy) to
An inlervit;w with the Pharmacis}tt\ (hff;lontmdl deliver the drug. In the event that
pharmacy), on 08/31/12 at B:25 AM, revealed Y g e . .
after hours the facility should be contacting the J&R I haimagy “f CiO.SCd or does not
phaimacist on call, not the back-up pharmacy have the medication in stock, the
directly. it was the conlract pharmacy's nurse will contact the Neil Medical
responsibility to coordinate gelfing medications lo On-call Pharmacist and have the
the facllity (per the back-up pharmacy). He staled Lo ' . on
the facilitz would have to obtain an "emergent” or medication called into the second
"stal” medication order if needed within one hour; Back up Phai‘macy (CVS Pharmacy,
however, the area was "limited” on avaifability of Benton, KY). In the event J&R or
24 hour phermacies. He revealed the facility CVS does not have the medication
should ask the physician for a medication . . ?
avaflable {in the emergency drug kit). He was the nurse will contact the Neil
aware of no paln medications in the emergency Medical On-call Pharmacist and
drug kit; however, it was the facility's have the medication call into the
responsibility to determine which medications third Back up Pharmacy (Walgreens
were needed in the kit,
Pharmacy, Murray, KY),
1. Rasident #8 was admitled to the facitity on
06119712 with diagnosss o include Late Stags In the event that starting the new
g:irno’ "g S gi’::::;cp:'mng:]yr f:;e;z?&cmo”'c 01'de!' within these time f_‘rames is not
Reviaw of the adimission MDS assessment, dated possible due to extenuating
07/30/12, revealed the facility had assessed circumstances, the physician wili be
Resndfant #Blwnh no.cognlhvevlmpalfn'.\t.antand ) notified by the licensed nurse
requiring limited assistance with aclivities of daily . . N S
living. immediately for further orders and
documentation of such
Residen! #8 was transferred to an acule care circumstances will be made in the
hospital on 07!2?/12 with agu!e respi.a'a.tory failure nurse’s notes of the resident’s
and hyponatremia. Medications administered .
during the hospilal stay included Samsca 15 mg medical record.
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F 425§ Continued From page 80

avery day. Hospltal laboratory tesls revealed
Resident #8's serum sodium was 128 mEqg
{normal 132-146) on on admission and 134 mEq
on 07/25/12. The hospital physician gave
readmission orders lo include Samsca 15 mg
every day for the treatment of hyponatremia {low
sodium) and for Basic metehollc profile laboratory
test fo be drawn in three days with resulis to the
resident's nursing facility physician. Resident #8
returned to the nursing fecility on 07/25/12.

Review of Resldant #8's MAR, dated 07/01/12
through 07/31/12, revealed initials that were
circled (meaning not given} for the dates of
07/26112, 07/27/12, 07/28/12. While the facility
oblained the lab resulis of the Basic imetabolic
profile laboratory test obtained on 07/28/12 which
revealed serum sodium was 137 (normat
132-146), the facility continued to nol have this
physician ordered medication available to be
administered, Continued review of Resident #8's
July 2012 MAR revealed circled initials {(meaning
medications not given) for the dates of 07/20/12,
07/30/12, 073112, Review of a fax sent to
Resident #8's physiclan on 07/31/12 revealed the
folfowing documentalion: “Samsca for Resident
#8 will not be available for a few days from
pharmacy but they can getit. Do youwant to
order anything else in the meantime?", There
was no documented response to the fax.

Review of the August 2012 MAR revealed circled
initials continued on 08/01/12 for Saimsca 15 mg
indicating the medication was not given. The
MARs revealed the Samsca 15 mg fo treat
hyponatremia was not given for seven (7} days.

An interview with Resident #8, on 08/30/12 at

F 425 Acetaminophen, Ibuprofen, and
Naproxen Sodium were approved for
addition to the Emergency Drug Kit
by the Administrator, DON,
Pharmacy Consultant and Medical
Director on 9/5/12. Education for the
Licensed Nurse’s regarding these
additions to the EDK box was
initiated on 9/7/12 by the ADON.
All Nurses received this in-service
prior to their next scheduled shift.
Arrangements were also made for
the addition of Ativan po/injection,
Lortab 7.5/500mg, Ultram, and
Percocet to the Emergency Drug Kit
by the Administrator, Pharmacy
Consultant, DON and Medical
Director on 9/12/12. These
medications arrived to the facility on
9/17/12 and were placed in the

Emergency Drug Box.

A list of these medications has been
placed in the “Assessment &
Observation of a Nursing Home
Resident” binder for reference by the
licensed staff. Education for the
Licensed Nurse’s regarding these
additions to the Emergency Drug Kit
was initiated on 9/12/12 by the
ADON and the Facility Consuliant,
All Nurses received this education
prior to their next scheduled shift,
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6:15 PM, revealed he/she was aware that a
medication was not avallable for a few days but
did not know which medication it was.

An interview was conducted with Pharmaclst #3,
from the primary pharmacy on 09/05/12 at 4:22
PM, which revealed the readmission orders had
been received on 07/25/12 at 6:36 PM., The local
pharmacy was contacted the next day. He stated
there was a confract with the local pharmacy and
the local pharmacy was responsible to supply the
initial medicafions and then the primary pharmacy
would send the balance; however, review of the
pharmacy contracl and interview with the local
pharmacy revealed there was no written coniract.
Futher interview with Pharmacist #3 stated the
Samsca 15 mg for Resident #8 was dispensed on
07/31/12. He did not know why the initial
medicalion was not sent from the local pharmacy,

An Inferview conducted with Pharmacist #2 from
the local back up pharmacy ois 09/05/12 at 4:05
PM revealed (here was no record of Samsca
being ordered for Resident #8. The pharmacist
also was unfamiliar with the medication and
looked for information about the drug. She stated
the Information ravealed it was used as an
electrolyte and renal agent to treat clinically
significant Hyponatremia, The information aiso
indicated the medication shoutd be initiated and
rainitiated in a hospital setting so sodium levels
could be monifored.

An interview conducted with Resident #8's facility
physician, on 09/07/12 at 9,00 AM, revealed he
would have expacted the facility to let him know
Resident #8 was not receiving the prescribed
Samsca and the facifily should have provided that

Facilitator,

all newly hired nurses during the
orientation process by the Staff

All other medications will continue
to be re-ordered per the facility’s
procedure for ordering medications,
On 9/11/12, re-education was
initiated with licensed staff and
KMAs by the Facility Consultant
and ADON on ordering medication
refills from the facility’s pharmaey
using the “Automatic Reorder Sheet”
and following up on the “Urgent
Early Refill Request” forms to
ensure medications are reordered
correctly and timely, The
“Automatic Reorder Sheets” will be
kept on the front of the MAR and
medications will be high-
the licensed nurse or KMA when
received in the medication order, In
the event the medications were not
received, the pharmacy (Neil
Medical) will be contacted as soon as
the medication check in process is
completed by the licensed nurse or
KMA and arrangements made to
obtain them from the Back-up
Pharmacy (J&R Pharmacy,
Walgreens Pharmacy, Murray, KY

lighted by

FORM CMS-2567(02-09) Provious Versions Obsolela Event ID:S5011

Facilify iD: 100514

{f continuation sheet Page 02 of 121




PRINTED: 09/26/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDERSUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION 1DENTIFICATION NUMBER: COMPLETED
A BUILDING
185258 8. WING - 09/07/2012

NAME OF PROVIDER OR SUPPLIER

LAKE WAY NURSING AND REHABILITATION CENTER

STREEYT ADDRESS, CITY, STATE, Zi° CODE
26807 MAIN STREET HWY 841 SCUTH

BENTON, KY 42026

medication. The facility normally faxed or called
about laboratory results of medication issues that
could affect a resident's wellbeing, and {hen said
“faxing is NOT good", "l have never scolded a
nurse for calling”. The physician also said "They
should lcosen the purse strings and go o the
local phamnacy”, The physiclan stated Samsca
was a drug he had not previously used and stated
side sffects could be lethargy, mental confusion,
coma and seizures.

An interview with Resident #8's hospital
physician, on 08/07/12 at 9:15 AM, revealed he
would expect the facility to provide the prescribed
medication lo Resident #8 and he was nol aware
it was not avaifable and Resident #8 did not
receive it for seven (7} days. The physician
stated if the resident did not recaive the Samsca
his/her fow sodium could get worse and could be
iifa threatening. Resident #8 had Syndrome of
Inappropriate Anfidiuretic Hormone {SIADH)
requiring freatment with the medication Samsca,
once freatment is successful then the drug can
be discontinued.

An interview with the Direclor of Nursing (DON),
Administralor and Assistant Director of Nursing
(ADON} on 09/07/12 at 7:35 PM, revealed
medicalion orders were to be sent to the primary
pharmacy and thal pharmacy was to refay it o the
back up pharmacy and the back up pharmacy
was to send a five day supply of the medications,
The local pharmacy had been saying they wete
not recelving the orders from the primary
pharmacy. Both pharmades were being faxed
orders at one time because they sald they were
not receiving the orders. Nurses were {o cal} the
DON or the primary pharmacy when medication

appropriate) if needed and the DON
and Administrator will be notified
for further action as necessary, This
re-education continued until all
licensed staff and KMAs had
received this education. Education
on obtaining medications and re-
ordering medications from the
facility pharmacy will be provided
for all newly hired nurses and KMAs
during the orientation process by the
Staff Facilitator,

The DON, ADON, Staff Facilitator,
Q1 Nurse and Admissions
Coordinator were educated by the
Facility Consultant on 9/12/12 on
how to complete a Medication Pass
Audit using the facility Med Pass
Audit tool.

On 9/12/12, competencies of
licensed staff and KMAS began to
include procurement of medications
not available during medication pass
using the Medication Pass Audit
Form (Exhibit T425-1a & 1b) by the
Administrative Nursing Staff,
Facility Consultanis, and Pharimacy
Consultants. These audits were
completed on all licensed nurses and
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orders were nol filled adequately, The DON
stated she had "Started a fog today” to monitor.

The facility could provide no evidence they
followed their policies and procedures to ensure
timely procurement of medications to assure
appropriale and adequate administration of
physiclan ordersd medications to treat Resideni
#8's Syndrame of Inappropriate Antidiuretic
Hormaone (SIADH). As per the inferviews with the
hospital physician, he facility's failure {o ensure
the resident was administered the medication
Samsca to address hisfher fow sodium could
have caused the condition {0 worsen and eould
be life {hreatening.

2. (Rafer to F309) Resident #7 was admitted lo
the facility on 07/25/12 wilh diagnoses lo Include
after care following surgery, Closed Fraciure
Lumbar Vertebra, Displacement [ntervertebral
Disc, Lumbago, Muscle Weakness,
Thoraclc/Luimbosacral Neuritis, Chrohic Paln
Syndrome and Diabetes Mellitus. Review of tha
admission assessment, dated 07/25/12 at 11:52
PM, revealed the facllity had assessed the
resident as having low back pain, Jowar exiremity
pain due to recent back surgery. The pain history
fisted pain was worse during the day and the
night and that the pain interlered with the
resident’s daily activilies. Review of the
admission MDS assessment, dated 08/01/12,
revealed the facility had assessed the rasident
with no cegnitive impairment, and required
exlensive assistance with activities of daily fiving.

Review of Resident #7's record revealed the
resident arrived at the facitity on 07/25/12 at 9:00
PM. Admilting orders from the hospital included
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F 425 | Continued From page 83 425 KMAs by 9/23/12. Any not

completed by this date were
completed on or before their next
scheduled shift. The results of these
audits will be reviewed with the
employee with retraining or
education completed as appropriate.
In the event the employee does not
pass the Med Pass Audit with an
error rate of less than 5% after a
second attempt, the employee will
receive 1:1 med pass observation by
a RN Facility Consultant until
competency is achieved.
Medication carts, Medication rooms
and medication refrigerators will
continue to be audited by the DON,
ADON, QI Nurse, Staff Facilitator,
or Facility Consultant using a QI tool
four times weekly for 4 weceks, then
twice weekly for 4 weeks, then
weekly for 4 weeks, then monthly
for two months. At the end of the
monthly for two months time frame,
this will be re-evaluated by the QI
team consisting of the Administrator,
DON, SDC, QI Nurse, and Facility
Consultant for evaluation of
frequency of monitoring,

If the medications are not available,
the nurse will contact the facility
pharmacy (Neil Medical) and order
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a prescription from the hospital, dated 07/25/12
and signed by the hospital physician, for Percocet
10/325 milligrams {mg) every four o six hours as
needed for pain. Additional medications were:
Gabapentin 300 mg twice a day {for chronic
pain), Levothyroxine {for hypothyroidism) 50
micrograms {mcg) one a day, Ranitidine HCL {for
gastritis) 150 mg twe times a day, Caleium with
Vitamin D (for calclum deficlency) 600/400 mg
every day, Metformin HCL (antidiabelic} 1,000 mg
twice a day, Flexeril (muscle relaxant} 10 mg
three times a day, Glipizide {antidiabetic) 10 mg
twice a day, Lisinoprit {antihypertensive) 10 mg
once a day, Atenotol (antihyperiensive) 100 mg
once a day, Famotidine {gastritis) 10 mg twice a
day, Prozac (antidepressant) 20 mg once a day
and Mevacor (antilipamic) 20 mg every day.

Review of the admission Medication
Administration Record {MAR}, dated 07/25/12
through 07/31/12 revealed Percocet 10/325 myg
was not administered to Resident #7 until the
nex! day, 07/26/12 at 10:30 AM. Additionally,
many of the routine medications were not
administered on 07/26/12 including; Caicium with
Vitamin D 600/400 mg due af 1;00 PM, Metformin
HCL 1,000 mg due at 7.00 AM, Flexerit HCL 10
mg due at 8:00 AM and 12:00 PM, Glipizide 10
mg due al 7:.00 AM, Lisinopril 10 mg due at 12:00
FM, Afenolol 100 mg due at 8:00 AM, Januvie
100 mg due at 4:00 PM, Fametidine 10 mg due at
7:00 AM, Prozac 20 mg due at 4:00 PM,
Gabapentin 300 mg dus ar 7:.00 AM,
Levothyroxine 50 meg dus at 7:00 AM and
Ranitidine HCL 150 g due at 7:00 AM, Ali of
initials for these medications were cirgled
indicating not given. The back of the MAR
revealed documentation of "07/26/12, 8:00 AM,
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F 425 | Continued From page 84 F 425|the medications from the Back-up

Pharmacy (J&R Pharmacy, Benton,
KY to deliver the drugs. In the event
that J&R Pharmacy is closed or does
not have the medication in stock, the
nurse will contact the Neil Medical
On-call Pharmacist and have the
medication called into the second
Back up Pharmacy (CVS Pharmacy,
Benton, KY). In the event J&R or
CVS does not have the medication,
the nurse will contact the Neil
Medical On-call Pharmacist and
have the medication called into the
third Back up Pharmacy (Walgreens
Pharmacy, Murray, KY) as
indicated.

When medications are yreceived by
two KMAS or Charge nurse on each
delivery day (Tuesday-Saturday}
from the pharmacy (Neil Medical),
the medications and medication
packing sheet will be compared to
the “Automatic Reorder Sheet” to’
verify that all medications were
received. The DON and/or
Administrator will be made aware, in
the event the medications were not
received with each scheduled
delivery. The backup pharmacy
(CVS Pharmacy, Benton, KY,
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12:00 PM, Afl meds, No medications from
phamacy®.

Observation and interview with Resident #7, on
08/30/12 at 5:15 PM, revealed when first admitted
on 07/25/12 tha facllily had did not provide
hilmfer any pain medicalions for “fourteen
hours", Tha resident stated “i cried”, "It was
terrible” as sha had been admilted o the facility
afler having back surgery and could hardly stand
the pain in his/her back and legs. An interview
with Resident #8, Resident #7's roommate on
08/30/12 at 5:15 PM revealed "Resident #7 cried
off and on all night that night because he/she was
hurting and that was uncalled for,” on the day
hefshe was admitted. Resident #8 stated hefshe
has had to wait for medications in the past as
well,

An Interview conducted, on 09/05/12 at 1:30 PM,
with Licensed Practical Nurse (LPN) #5 revealed
she worked the 10:00 PM to 6:00 AM shifi

slarling on 05/25/12 and did the admission
assessment on Resident #7. She revealed the
resident had arrived al the facilily on the 2:00 PM
to 10:00 PM shift and had recent back surgery.
She reveated staff had said In report that they had
not recelved the resident's medications and they
would be delivered in the morning. LPN #5 stated
she had faxed the pharmacy. LPN #5 also stated
she did not contact the DON or anyone aboul
Resident #7's medications, She stated thers had
been a pharmacy issue lately and it was
frustrating, "You cali, you fax, you call, you fax."
Additionally, LPN #5 staled it was her job to
administer medications to resldents and it "Did
not make me feel great, | want lo see tham get
what they need". She said the problem was
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or J&R Pharmacy, Benton, KY as
appropriate) will be contacted as
soon as the medication check-in
process is completed by the licensed
nurse or KMA to obtain the
medications.

The frequency of consultant
Pharmacist visits has been increased
to twice monthly effective 9/12/12.
These visits will occur within the
first week and third week of each
month. The resuits from these visits
will be forwarded to the DON,
Administrator, Facility Consultant,
Vice President of Clinical Services
and Vice President of Operations for
further follow up as indicated.

Audits will be conducted by the
Pharmacy Consultant during these
visits to identify that all residents
have medications available and that
the medications are being
documented appropriately. Med
Pass audits will also continue to be
conducted on an ongoing basis
monthly and as needed by the
Pharmacy Consuliant,
Administrative Nurses and Facilily
Consultants to ensure continued

FORM CMS.2507(02-90) Provious Versions Obsclete

EventiD:S50L11

Facitity ID: 101314 i continuatlon shoet Page 86 of 121




PRINTED: 09/26/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDRG
0. WING
1856268 09/07/2012
NARME OF PROVIDER DR SUPFLIER STREET ADDRESS, CITY, STATE, ZI? CODE
2807 MAIN STREET HWY 841 SOUTH
LAKE WAY NURSING AND REHABILITATION CENTER
BENTON, KY 42026
(431D SUMMARY STATEMENT OF DEFICIENCIES tD PROVIDER'S PLAN OF CORRECTION 53
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENGED TO THE APPROPRIATE DATE

DEFICIENCY)
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obtaining medications after hours,

An intarview with LPN #9, on 08/31/12 at 8:00
AM, revealed she remambered Resident #7 was
in a lot of pain the moming of 07/26/12 and she
had reported Yo whoever wes in charge and they
told someone (not sure who)., She sald the
Adminisleator, the DON and another person had
gone in fo talk with the resident tha moming of
07/26/12 and then someone went to the local
pharmacy,

An interview with tha DON, on 08/31/12 at 9:30
AM, revealed Rasident #7 had arcived at the
facility lale on admission. On 07/26/12 when the
DON arrived around 8:00 AM to 8:30 AM staff
reporied Resident #7 was hurting. The DON
stated she told Resident #7 she would get the
medicalion as soon as possible and thought the
Administrator had gone to the pharmacy for the
medication, Nurses were to fax the out of state
pharmacy and that pharmacy was to fax the lecal
pharmacy.

An interview with Resident #7°s facility physician,
on 0W/07/12 at 9:30 AM, revealed she would
axpeci the facility to notify her if a resident did not
have pain or any other medication available, The
physician did not recalt if anyone from the facility
had called about Resident #7 not getting his/her
medications. The physician additionally stated
fha facility used lo keep certain medications at
the facility but now generally have someone on
call from the pharmacy.

3, (refer to F309) A record review reveated the
facility admitted Resldent #5 on 08/03/12 with
diagnoses to include History of Transient

F 425 |competency of licensed staff and
KMAs who are passing medications.

Pharmacy Services are being
provided to ensure that drugs and
biologicals are available in order to
meet the needs of facility residents.
Facility Residents, to include
Resident #3, #4, #8 and #11, are
receiving medications as ordered as
evident through review of
Medication Administration Records
(MAR and MAR (o med catl audits
by the Administrative Nurses (o
include the DON, ADON, QI Nurse
or Facility Consultant.

Medication Administration Record
reviews is being completed by the
Administrative Nurses to include the
DON, ADON, QI Nurse, MDS
Nurses and the Facility Consultant,
Facility Nurses and KMA’s were in-
serviced by the Staff Facilitator and
the Facility Consultant beginning on
9/13/12 related to the policies and
procedures for obtaining medications
ordered for administration to
Residents as ordered by the
Residents Physician. This in-
servicing included education related
to the use of the Emergency Drug
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F 4251 Kit and obtaining medications from
the facility’s back up Pharmacy in
the event the medications were not
available or received in a time frame
to allow timely administration to the
Resident when ordered by the
Physician.

F 425 | Continued From page 87

lschemic Attack, Vascular Dementia, Muscle
Weakness, Lack of Coordination, Dysphagia, and
Dysarthria. A review of the Initial Minimum Data
Set (MDS), dated 08/10/12, revealed the facility
assessed the rasident as severely cognitivaly
impaired and required extensive assistance of
two staffl with bed mobHity, transfer, and
ambulation. A review of the Pain Management
Assessmant, dated 08/10/12, revealed the
resident had no current complalnts of pain with no
paln medication. A review of the Physician's
Orders, dated 08/03/12 through 08/31/12,
revealed no evidence of pain medications.

All newly hired KMA’s and Nurses
will receive the education dwing the
orientation process by the Staff
Facilitator, Training has been
completed and verified for all nurses
by 10/12/12 for this area.

A review of the incident repont, dated 08/18/12 at
6:30 AM, revealed Resident #5 sustained a fail
from the bed with "a little bit" of neck pain. An
interview with RN #2, on 08/24/12 at 1:05 PM,
revealed she validated the incident and stated the
resident’s pain worsened throughout the moming.
She notified the physician at 8:30 AM and

Licensed Nurses and KMAs will
review each resident’s MAR at the
change of shift daily lo ensure that

Tramadol} was ordered for pain; however, it was
not available in the facility. She was not aware if
pain medication was available in the emergency
drug kit stating she did not check the kit. She
instructed the physician to call the prescription
into the locat pharmacy by 12:00 PM or il would
not arrive at the fecllity prior fo closing as it was
Saturday and the back-up pharmacy was anly
open from 9:00 AM-1:00 PM. She admilled no
further attempts were made to ensure pain

medicalion was recelved and adminislered timely

io address the resident's pain. She stated she

could have cafled the physician for a non-narcotic

pain medication, bul she did not have time.

An inferview with the physicten, on 08/30/12 at
10:20 AM, revealed nursing staff typically have

all medications are being
administered as ordered & that
documentation has been completed
on the MARs with documenting
completion of this task by signing
the MAR Documentation Review QI
tool (Exhibit T425-2). The DON, QI
Cootdinator, ADON, or Staff
Facilitator will review the MAR
documentation review QI tool 3 x
weekly for 4 weeks then weekly x 4
weeks, then monthly x 2 months to
ensure completion. Any issues
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him cali narcotics into the back-up pharmacy as
they require a “hard script.” He was unable to
verify an exact fime he called the Tramadol to the
back-up pharmacy.

A review of the Physiclan’s Orders, dated
08/16/12 at 8:40 AM, reyealed an order for
Tramadol 50 milfigrams {mg} {wice daily as
needed for pain. A review of the Medication
Administration Racord (MAR), dated 08/03-317112,
revealed the Tramadc! was not administered to
the resident. A raview of the meadication list from
the Emergency Drug Kit, dated 07/03/07,
revealed no pain medications (narcotic or
non-narcotic} were available, if needed,

Further interview with RN #2 revealed the family
{ransferred the resident to the emergency room
per family car et approximately 8:30 AM, three
houss afler the fall. She stated the facllity had not
administered any pain medicalions to Resldent
#5 prior to the transfer.

A review of tha "Packing Lisl", dated 08/18/12,
revealed the Tramadol was filled by the local,
uncontracted, backup pharmacy at 10:50 AM
(over two hours after the order was recelved). An
interview with the Pharmacist (back-up
pharmacy}, on 06/30/12 at 3:00 PM, revealed the
pharmacy hours on Saturday were $:00 AM to
1:00 PM. The facility would have to get the
presciiption to their pharmacy by 12:00 PMin
order to get the medication that day. She verified
if an order was received prior lo 9:00 AM, they
would have to wait until the pharmacy opened to
get it filled.

An interview with the DON, on 08/31/12 at 1:16

{ime of the audit.

The results of the MAR
documentation review QI tools
(Exhibit T425-3) and the Med Pass
audit QI tools will be reviewed with
the Administrator & DON in the
weekly QI Committee meeting.

The compiled results of the audits
will be assessed for any trends by the
QI Committee & actions taken based
on these assessments,

The Executive QI Committee with
the Medical Director will review
monthly compiled QI report
information, review trends, and
review correclive actions taken and
the dates of completion. The
Executive QI Committee will
validate the facility’s progress in
correction of deficient practices or
identify concerns. The administrator
will be responsible for ensuring
Comimittee concerns are addressed
through {urther training or other
interventions, The administrator or
his designee will report back to the
Executive QI Commiltee at the next
scheduled meeting.
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F 425 | Continued From page 89 £ 426] The Governing Body (Vice President
PM, revealed it typically takes at least an hour of Operations & the Vice-President
and a half to receive medications from the of Clinical Scrvices) will provide
back-up pharmacy. She revealed RN #2 should additional oversight to ensure
have called the physician for a non-narcotic pain deficient ar foracti \
medication, such as Tyienol, and it could have cricient areas ol prac I‘Ce are ..
been *borrowed" from another resident. She was corrected. The Governing Body will
aware the emargency drug kit had no pain review monthly the compiled
maedication available; however, she was unsure of information from the QI Committee

the reason. An interview with the Administrator,

on 08/31/12 at 5:35 AM, revealed the contents of and the Executive QI Committee.

the Emergency Drug Kit were already in pface The Governing Body will give

when she became Administrator in 2041, She necessary direction to the facility to

:ﬁ:n';[;if”re how often it was reviewed for ensure deficient areas of practice are
corrected and solutions sustained.

Continued interview with the DON, on 08/31/12, The administrator will be responsible

revealed it was not acceplable for a resident lo for cnsuring directives from the

wail three hours for pain medication. There was

no evidence that the facillly nurse followed the Governmg, BOdy are compketed and

facilily's policies and procedures for obtaining the Governing Body is kepl informed
medication after hours as evidenced by RN #2's of both deficient pfactices identified
interview revealing she insi@cted {he ph;{sllean fo and solutions sustained.
contac! the local pharmacy instead of notifying
th hi . Furthermore, there was
a confract pharmacy <] 11/20/12

no evidence that the facility nurse attempted to
oblain an emergent or stal order for the pain
medication to ensure imely receipt and resident
administration of the medicalion inorder lo refieve
the resident's pain, Areview of the Discharge
Summary, dated 08/20/12, revealed the resident
sustained an acute fracture of C2 {neck fraclure)
in the iateral mass and facet area with a mild
subluxation of C2 on C3. Interview with RN #2
revealed she did not realize the seriousness of
the situation.

4. Arecord review revealed Resident #11 was
admilted to the facility on 06/15/10 with a
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diagnosis of Hypertension. A review of the
physiclan’s orders, dated 08/01/12-08/31/12,
revealed {ha facility should have adiministered
Tenormin {anti-hypertensive} 25 milligrams {mg.}
{wice a day and Zestril/Prinvil {anti-hyperiensive)
20 mg. twice a day to Resideni #11.

A review of the August 2012 Medicalion
Administration Record (MAR) revealed the boxes
next to the Tenormin 25 mg. and ZestrlfPrinvil 20
mg. al 7:00 AM had initials with a circle around
them for 08/08/12, 08/09/12, 08/10/12, 08/13/12
and 08/14/12. For 7:06 PM, there were inflals
with a circte on 08/10/12, 08/11/12, 08/12,12 and
08/13/12,

Interviews wilth LPN #7, on 09/07/12 at 1:45 PM,
ravealed she placed her intials with a circle
around them in the boxes at 7:00 AM next to the
Tenomiin and Zestril/Prinvit orders because the
medications were not avaifable, She revealed her
and another nurse faxed and called the pharmacy
several times before the medications were finafly
deliverad to tha building.

Interview with LPN #12, on 00/07/12 at 2:35 PM,
revealed she was not sure if if was her initials
circled at 7:00 PM next to the Tenormin and
Zestri¥Prinvil. She stated the reason it would
have been circled was because the medication
was not available. She {uriher revealed that
some nurses will borrow the medication from
other resldents even though we're not supposed
{o end thal is probably why there were two days
the medication was infialed es adminisiered.

Interview with the DON, on 09/07/12 at 5:25 PM,
reveated she would have expected the staff {o
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call the pharmacy and make them aware they
were oul of the medication. She stated the failure
to administer the blood pressure medication
could have caused the resident's biood pressure
to increase.

5. Resident #4 was admitted to the facllity on
01/27112 with diagnoses to include; Malaise and
Fatigue, Chronic Kidney dissase, Congestive
Heart Failure, Dysphagla, Constipation,
Hypertension and Hypotension.

A review of the Physiclan's Order dated 09/01/12
revealed that Resideni #4 was ordared Tyleno}
Arthritis 650mg, by mouth daily at 7:00AM and
12:00PM, Equanil 200mg, by mouth three times
dally, and Flomax 0.4mg, by mouth at bedtime.
The Physician's Order also revealed that the
facility was to ask the pharmacy to imake sure
that Resident #4's medications are received in &
timely manner and make sure the resident is
never out of medication.

A review of Medication Adminisiration Record
{MAR} revealed Resident #4 did not receive
his/her Tylenol Arthritis on 08/18/12 and 08/19/12,
Equanil on 07/26112, 07/27/12 and 07/29/12 and
his/her Flomax on 07/31/12, due fo the
medication nol heing available.

An interviaw with the Physician on 09/07/12 al
0:00AM revealed that he had wrilten an order for
Resident #4 to recelve histher medications in a
fimely manner

An interview with Resident #4, on 09/06/12 al
10:30AM, revealed that he/she had missed doses
of Tylenol Arthritls and Flomax for up to 4-5 days

F 425
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due to it not being avallable in the facility. The
resident stated that he/she had been out of
Equanil for 3 days at a time and that he/she had
to wail 4 days to get Vick's Vapor Rub from the
pharmacy.

6. Resident #3 was admifted fo the facllity on
06/06/11 with diagnoses to include; Unspecified
Hemmorhage of Gastric/intestinal Tract,
Alzheimer's Disease, Dementia Without
Behaviors, Generalized Anxlety, Generalized
Pain, Depressive Disorder and Unspacified
Psychoslis, A raview of tha Physician's Orders,
dated 09/01-30/12, revealed an order for
Risperdal (anti-psychotic) 0.5 mg dally, Proscar 5
mg { treats benign prostalic hyperplasia} every
moming, and Ativan (anti-anxiety) 1 mg at night. A
review of the Medicatlon Adminisiration Record
{MAR) rovealed the facilily had documented that
the foliowing medications were not available to
administer {o Resident #3: Risperdal on 07/31/12,
Proscar on 0B8/06/12, and Afivan on 08/14/12,
08/15/2 and 08/16/12.

7. Atecord review revealed the facilily admitied
Resident #6 on 02/22/41 with diagnoses to
include Abnormal Posfure, Pyogenci Arthritis, and
Osteoarthvitis, A review of the annual MDS, dated
06/11/12, revesled the facility assessed the
resident as moderately impaired and having pain
during the assessment period. Areview of the
Pain care plan, created on 03/02/11, revealed fo
administer pain medication as per physician
orders and not¢ the effectiveness. The Physician
Orders, dated 08/01-31/12, revealed an order for
Tylenol Extra Strength {pain medication) 500 mg
three timass daily. The MAR, dated 08/01-31/12,
revealed the Tyleno! 500 mg was unavaitable al

F 425
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the facilify on 08/08/12, 08/09/12, and 08/10/12;
therefore, the facility staff did not administer the
medication to the resident,

An interview with LPN #7, on 09/07/12 at 1:45
PM, revealed the resident was oul of the
medication. She Indicaled the process for
receiving medications included to fax and call the
pharmacy. Sometimes, the medication would be
delivered the next day; however, it could take a
few days,

An Interview wilh The Director of Nursing (DON})
and Administrator, on 09/07/12 at 7:35 PM,
revealed they were aware of the concern related
lo the timely receipt of medications. The
Administrator revealed she could not prove where
the system failure was, but medications were not
being delivered timely. No plan of action was
provided.

An Inferview with the Facilily Consuliant, on
09/07/12 at 8:30 PM, revealed it varied how often
she was al \he facility, but iried 1o come at least
once a month, It was not always possible to do
that as she had four facilities to ovaerses. She was
aware of a "couple” of incidents related to timely
madications; however, she was unaware of a
concern feceiving pain medications. She would
expect the facHlily staff 1o notify her of pharmacy
issues,

An interview with the Regional Vice President, on
09/07/12 at 8:40 PM, revealed he was at the
facility at least monthly, sometimes bi-weekly. He
was nof aware of any pharmacy related issues
prior to 08/20/12. He would expect the facility staif
to notify him of these issues.
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ss=F | LABEL/STORE DRUGS & BIOLOGICALS

The facllity must employ or obtain the satvices of
a licansed pharmacist who establishes a system
of recards of receipt and disposition of ali
controfled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are in order and that an accouni of all
controfled drugs is maintained and periodically
reconciled.

Drugs and blologicals used In the facility must be
labelad in accordance with currently accepled
professional principles, and include the
appropriale accessory and caulionary
instructions, and the expiration date when
appficable.

in accordance with State and Federal laws, the
facility must siore all drugs and blologicals in
{ocked compartments under proper {emperature
controls, and perimit only authorized parsonnel fo
have access 1o the keys.

The facility must provide separately locked,
permanently affixed compartments for storage of
conlrolled drugs listed in Schedufe If of the
Comprehensive Drug Abuse Prevention and
Control Act of 1876 and olher drugs subject 1o
abuse, except when the facilily uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
he readily detected.

This REQUIREMENT is not mel as evidenced
by:

I 431

All medications refrigerators, to
include the Fast and West Unit
medication rooms, were checked on
9/10/12 by the Pharmacy Consultant
for open medications and expired
medications, to include Influenza
Vaccine and Pneumococcal Vaccine,
to identify medications available for
use, Any medication items found
expired were discarded and replaced
as needed ensuring medications were
available.

Nurses were in-serviced beginning
on 10/3/12 by the Staff Facilitator
related to the dating and time limits
of use for opened Medications to
include vaccines. In-servicing
included the need to replace items
discarded in order to ensute
medications were available as
needed for resident use. New nurses
will receive training on opening and
dating of medications per policy
during the orientation process by the
Staff Facilitalor prior to
administering medications to facility
residents. Training will be completed
and verified for All Nurses by
10/12/12 for this area.

(X410 SUMMARY STATEMENT OF DEFICIENCIES (s} PROVIDER'S PLAN OF CORRECTION (s
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Based on observalion and interview, if was
determined the factlity faifed to ensure the proper
storage of medications In the refrigerator related
{o expired medications available for use.

Findings inciude:

An interview with the Director of Nursing (DON),
on 09/07/12 at 6:40 PM, revealed there was no
wrilten policy refated to the removal of expired
medicalions from the medication refrigerators;
however, medication nurses are responsible lo
complete this {ask.

An observation of the refridgerator in the
medication room on the East and YWest Units, on
09/05/12 at 10:30 AM and 09/05/12 at 12:35 PM,
raspeclively, reveated the following: .

1. One vial of influenza Vaccine opened, with an
expiration date of 08/12 (East).

2. One vial of Pneumococeal Vaccine cpened,
with an expiration date of 03/10/12 (West).

An interview with Licensed Practical Nursa {LPN)
#7, on 09/07/12 at 1:20 PM, revealed she usually
passed medications in the facility; however, it was
the charge nurse that checked the refrigerator for
expired medications.

An interview with LPN #9, on 09/07/12 at 1:30
PM, revealed she was usuaily a medication nurse
for dayshift. She veritied she did not check the
refrigerator for expired medications and was
responsible for the task,

An interview with the Staff Developmeni
Coordinator (SDC), on 09/07/12 at 1:25 PM,
revealed she was acting as the charge nurse for

F 431
All medications carts and medication

rooms will be checked as applicable
during the medication pass by the
hall nurse for the dating of opened
medications.

Administrative Nurses to include the
DON, ADON, QI Nurse, Staff
Facilitator and the Facility
Consultant will conduct checks of
the medications carts and
medications roomis utilizing a QI
Tool For Checking Medications
Carts, Rooms and Refrigerators
(Exhibit T431-18&2) to be completed
3 times weekly for 4 weeks then
weekly for 4 weeks, monthly for a
minimum of 2 months. Any items
opened and not dated or expired will
be discarded and replaced as needed
by the Administrative Nurse,
Medication carts will also continue
1o be checked by the Pharmacy
Consultant during facility visits
currently scheduled bi-monthly for
aiding with ensuring that
medications are available for
administration as ordered by the
resident’s Physician,
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dayshift (East), on 06/07/12. She Indicated it was
the medication nurse's rasponsibility to check the
refrigerator for expired medications.

An interview with LPN #10, on 09/07/12 at 110
PM, revealed she was the usual charge nurse for
dayshift {West). She usually checked the
refrigerator for expired medications every two to
thres weeks; however, there was no specific
relaled policy.

An interview with the DON, on 08/07/12 at 6:40
PM, revealad the slaff passing medications
should ensure expired medications were
removed from the refrigerators, on a weekly
basis.

F 480 483.75 EFFECTIVE

ss=L | ADMINISTRATION/RESIDENT WELL-BEING

A facility must be administared in a manner that
enables it to use its resourcas effectively and
efficiently to altain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident,

This REQUIREMENT is not met as evidenced
by:

Based on cbservation, interview, record review,
and review of the Adminisirator's Job Description,
it was determined the facility failed to be
administered in & manner that enabled i to use
its resources effectively and efficiently to maintain
the highest practicable physical, mental, and
psychosoctal wall-being of each resident, The
Adminlstrator falled to snsure assessments of
residents were compleled to determine the safe
use of devices {gir matlress and side rails} prior

r 431 The QI Tool for Checking
Medications Carts, Rooms and
Refrigerators (Exhibit T431-1&2)
will be reviewed with the
Administrator & DON in the weekly
QI Committee meeting. The
compiled results of the audits will be
assessed for any trends by the QI
Committee & actions taken based on
these assessments.

(Continued on blank paper) 11/20/12

F 4907490

The governing body has appointed a
new Adminisirator, on 9/11/12,
licensed in the state of Kentucky, to
oversee & ensure that the facility’s
resources are utilized effectively &
efficiently to ensure the delivery of
the required care & services for the
residents.

Identified arcas of systemic failure
are Notification of change, the
reporting of abuse, neglect and
misappropriation of resident
property, the revision of care plans,
the giving ol medications timely,
ensuring medications are available,
monitoring for change in condition,
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The Executive QI Committee with the Medical Director will review monthly compited QI report
information, review trends, and review corrective actions taken and the dates of completion, The
Exccutive QI Committee will validate the facility’s progress in correction of deficient practices
or identify concerns. The administrator will be responsible for ensuring Comimittee concerns are
addvessed through further training or other interventions. The administrator or his designec will
report back to the Executive Q1 Committee at the next scheduled meeting.

needed for resident use. New nurses will receive training on opening and dating of medications
per policy during the orientation process by the Staff Facilitator prior to administering
medications to facility residents. Training will be completed and verified for All Nurses by
10/12/12 for this area,

All medieations carts and medication rooms will be checked as applicable during the medication
pass by the hall nurse for the dating of opened medications.

Administrative Nurses to include the DON, ADON, QI Nurse, Staff Facilitator and the Facility
Consultant will conduct checks of the medications carts and medications rooms utilizing a QI
Tool For Checking Medications Catts, Rooms and Refiigerators (Exhibit T431-1&2) to be
completed 3 times weekly for 4 weeks then weekly for 4 weeks, monthly for a minimum of 2
months. Any items opened and not dated or expired will be discarded and replaced as needed by
the Administrative Nurse. Medication casts will also continue to be checked by the Pharmacy
Consultant during facility visits curtently scheduled bi-monthly for aiding with ensuring that
medications arc available for administration as ordered by the resident’s Physician.

The QI Tool for Checking Medications Carts, Rooms and Refrigerators (Exhibit T431-1&2) will
be reviewed with the Administrator & DON in the weekly Q1 Committec meeting. The compiled
results of the audits will be assessed for any trends by the QI Committee & actions taken based
on these assessments.

The Exccutive QI Committee with the Medical Director will review monthly compiled QI report
information, review trends, and review corrective actions taken and the dates of completion. The
Executive QI Committee will validate the facility’s progress in correction of deficient practices
or identify concerns, The administrator will be responsible for ensuring Committce concerns are
addressed through further training or other interventions. The administrator or his designee will
repoit back to the Exccutive QI Comumittee at the next scheduled meeting.
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F 490 | Continued From page 97

to ulilization, The Administrator failed 10 ensure
thorough assessment of residents were
complated after experiencing a change In
condition and failed to ensure timely physician
notification for appropriate treatment, The
Administrator failed to assure the contracted
pharmacy could ensura all necessary
medications ordered lo meet the residents' nesds
could be procured timely whether for routine or
emergency medicalions. Resident #2 sustained
multiple falls from the fow air loss/alternating
maellress, on 08/04/12, the resident fell out of bed
pinning hister lefl arm in the side rail resuiting in
injury. The facitity continued the use of the fow air
{oss/allernating matlress and side rails without
completing an accurate assessment to ensure
the devices were safe for the resident's confinued
use. On 0B/18/12 al 6:30 AM, the facilily identified
Resident #5 felt from the bed, was aware of the
resident's initial complaint of neck pain upen
transfer and continued Increasing complaints of
pain for approximatsly {wo hours before the
facility ook action to notify the physician of the
incident, the resident's pain and significant
change afler the fall. The resident was
transferred by family o the emergency room and
recelved no pain medication prior to the transfer,
The resident was admilted o the hospital with an
acule C2 spine fracture. The facility admitted
Resident #7 on 07/25/12 after having back
surgery. Due to the facilily's failure to ensure
timely recalpt of medications, per their pharmacy
contract, Residant #7 experienced severe intense
pain per the facilily's assessment, having no pain
medication for 14 hours alter admission. Resident
##7 stated "l cried, it was terrible,” Additionally, the
facilily failed to ensure adequale staffing to meel
the shower needs of {11) residents (#1, #3, #6,

F 4g0|implementation of pain medications
timely, ensuring showers and
treatment provided to prevent
pressure ulcers, timely notification of
lab results, ensure a med pass error
rate of <5% and dietary sanitation,
safe food temps and hand washing.
Any other areas identified as
systemic failure through the QI
review process will have a plan
implemented for review, auditing
and monitoring.

Oversight of the new Administrator
will be conducted by the Vice
President of Operations/Governing
Body through emails, phone
conversations and/or teleconferences
at least twice weekly. On-site visits
will occur monthly by the Vice
President of Operations/Governing
Body to monitor for compliance of
the identified deficiencies.

A new Facility Consultant was
appointed on 9/11/12 to work in
conjunction with the DON to re-
gstablish effective systems lo achicve
and maintain compliance. This
registered nurse consultant wiil
maintain a presence in the building,
and be assisted by other Facility
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#7, #9, #11, #42, #22, #23, #24 and #25) in the
selected sample of 18,

This failure 1o administer the facllily effeciively
and efficently to inaintain each residents highest
practicable physical, mental, and psychosociat
well-being has caused oris likely to cause
sarlous injury, harm, impafrment, or deathlo a
resident. immediate Jeopardy and Substandard
Quality of Care was identified at 42 CFR 483,25
Quality of Care on 08/23/12 and determined to
axist on 08/04/12. A second immediate Jeopardy
and Substandard Quality of Care was identified at
42 CFR 4B83.25 Quality of Care on 08/31/12 and
determined to exist on 07/25/12. The Immediate
Jeopardy was determined on-going. {Refer to
F157, 280, 309, 323, 425, 480, 520).

Findings include:

A review of the Administeator's Job Description,
dated 11/21/06, revealad the primary purpese of
the position was o direct the overali operation of
the facility's activities in accordance with faderal,
state, and local standards, guidelines, and
reguiations, and as directed by the Vice President
of Operations to assure that the highest degree of
quallty resident care was maintained af all times.

{Refer lo F309) The facility falled to ensure staff
conducted a thorough assessment of a resldent
after experiencing a change in condition refated
10 pain after a fail. Additionally, the facility failed to
ensure timely nolification and failed fo provide an
accurate assessment of the rasident's condition
{0 the physician to address the resident's
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F 490 | Continued From page 98 F 490| Consultants as needed, to evaluate

the effectiveness and progression of
the rebuilding of systems through the
QI process and implementing policy
and procedures 1o assist in
developing licensed and unlicensed
nursing staff competencies until
compliance is maintained.

Oversight of the new Facility
Consultant will be conducted by the
Vice President of Clinical
Services/Governing Body through
emails, phone conversations and/or
teleconferences at least twice
weekly. On-site visits will occur
monthly by the Vice President of
Clinical Services to monitor for
compliance of the identified
deficiencies,

The Administrator and DON will
continue to conduct twice weekly
meetings with the Medical Director
and the Facility Consultant and/or
Vice President of Clinical Services
to apprise them of the progress in
achieving compliance and request
input and direclion as necessary.
This will oceur until compliance is
maintained. Documentation of this
meeting will be placed on a
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continued and increased complaints of pain. On
08/18/12 at 6:30 AM, the facility identified
Resident #5 fell from the bed, was aware of the
resident's initial complaint of neck pain upon
fransfer and continuad increasing complaints of
pain for approximately two hours bafore the
facifity took action fo notify the physidlan of the
incident, the resident's paln and significant
change after the fall. The resident was

transferred by family to the emergancy room, by
family and received no pain medication prior to
the transfer. The resident was admilted to tha
hospital with an acule C2 spine fracture. The
physician stated the facility's assessment was not
axpressed as a serious sifuation. The facility
admilted Resident #7 on 07/25/12 after having
back surgery. Due to the facility’s failure fo ensure
timely receipt of medications, per their pharmacy
contract, Resident #7 experienced severe intense
pain per ihe facilily's assessment, having no pain
medication for 14 hours after admission. Resident
#7 stated " cried, it was lerrible."

An inlerview with the DON, on 08/31/12 at 1115
PM, revealed the physician should be notified
immediately {within a few minutes after the
assessment) of a possible neck injury after a fall,
8he expected the nurse 1o leave the resident in
the bed as neck pain was indicative of a neck
infury and shouid be treated as such, She also
stated that three hours was nof acceplable to wait
for pain madication. She reveaied RN #2 should
have called lhe phiysician for a non-narcotic pain
medicailon, such as Tytenol, and it could have
been “borrowed" from another resident. She was
av/are the emergency drug kit had no pain
medication available; however, she was unsure of
the reason. On 08/31/12 al 8:35 AM, the

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION x5}
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F 490 | Conlinued From page 99 F 490} “Meeting with Medical Director

Form® (Exhibit T490-1),

The Medical Director has been
apprised of the findings during this
survey process through telephone.
and personal conferences with the
DON and Administrator, The
Medical Director is aware of the
facility’s plan of corrective action.
The Medical Director will continue
to altend the Executive Q1
Committee meetings monthly with
the Administrator, DON, ADON, QI
Nurse, Facility Consultant and any
other persons deemed by the
Administrator to continue to oversee
and assist the facility in maintaining
compliance.

A review and re-education of the
Policies and Procedures for Tags
F157, F280, F309, I)323, 425,
F490, F493 and F520 was completed
by the Facility Consultant on 9/24/12
to ensure the governing body (Vice
President of Clinical Services, and
Vice President of Operations)
impleinents policies regarding the
management and operation of the
facility that could potentially cause
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F 480 | Continued From page 100 F 490 Serious injury, harm, impairment, or
Administrator stated the contents of the death to a resident.
Emergency Drug Kit were already in place and
she was not sure how often it was reviewed for The Faciiily Consultant met with the
changes. , .
Quality Assurance Commitiee
consisting of Administrator, DON,
(Re_:” ‘;’ ':3332 The facii;ilv fa:[ed to assess VP of Clinical Services, VP of
residents to determine the safe use of devices e L !
{air mattress and side rails} prior lo utilization, Op et.auons:’ Governing Body and the
The facility failed to ensure staff was trained and Medical Director on 9/21/12 to
knowledgeable regarding low alr lossfalternating reeducate these individuals regarding
mallfessles and {o ensure appropriate seltting for developing and implementing
each residents assessed needs. The facility falled opriate pl faction t rect
{o identify causal factors of a fall which prevented appropriate plans ot action 10 corree
the facitity from taking the necessary action to identified quality deficiencies
ensure the safe use of assistive devices. including pharmacy Services.
Resident #2 suslained two falls from the low air
loss/alternating mallress on 08/02/12 with no . . . .
n By -
injury and on 08/04/12 where the resident's feft The Vice President of Clinical
arm was pinned in the side raif sustaining bruising Services/Governing Body and the
:;3 ﬂ:ef:elﬂ wrist andTUppfer arm vlvilh c:j T:in Eea(rI !o1 Vice President of
he lefl lower ann. The facility placed the residen Onperati .y :
) ) . serations/Governing Body will
back in bed; however, failed to identify or 1 Lo, .
determine the causal facter of the fall or complele ensure this is occurring thru monthly
an assessment to determine whether the review of Executive QI Committee
confinued use c_)! the low air .Iosslallternating Meeting minuies on an ongoing
matiress wilh bilateral half side rails was safe for basi
use by Resident #2, While the matlress was asis.
disconlinued on 08/06/12, the facility placed the 11/20/12
resident back on the low air loss/alternating
matlress with bilateral half side rails again on
08/21/12 at which fiime the facilily failed to assess
the resldent for the safe use of the assistive
devices until 08/22/12, the day after the devices
were utilized for Resldent #2. The facililly failed lo
Include the history of entrapment as a risk for he
resident. interview with Resident #4, another
resident ulilizing the air matiress, revealsd if not
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positioned correctly on the matiress, he/she
would slide off easily.

On 08/23/12 at 1:55 PM, the DON revealed staff
wae not trained on the operation (including the
apptopriate satfings) of the low air lossfallernating
maliresses, She was unable fo give specific
instructions of how to operate the matiress, or
verify how she determined the setlings based on
an assessment of each residents needs.

Buring a group interview including the
Administralor, on 08/23/12 at 9:55 AM,
administrative staff revealed it the facility had no
policy regarding assessing residents for the safe
use of speclalty matirosses.

{Refer o F425) The facilily failed to ensure the
contracied pharmacy could ensure all necassary
medications ordered fo meet the residents' needs
could be procured timely whether for routine or
emergency medications. Furthermore, the facility
failed to ensure the centracted pharmacy had
contracted with a local pharmacy to ensure timely
procurement of medications for it's residents.

The facilily falled to ensure staff was
knowledgeable of the pharmacy and facility
policles and procedures for {he procurement of
medicalions to ensure limely receipt and
administeation of medications. The facility faited
{o ensure the emergency drug kil maintained
phamaceuticals (o meet the needs of residents
while having the knowledge of identified
difficuities in getting timely receipt of medications
from the contract pharrmacy. Furthemmore, the
facilily failed fo take necessary action to address

F 490
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identified issues with the contracted pharmacy's
inability to provide medicatlon timely to the facifity.
Rasident #8 admifted to an acute care hospital
with a diagnosis to include Hyponatremia (fow
sodium). The resident returned fo the facility on
07/25/12 with orders for Samsca (hyponatremia},
however, the facilily failed to ensure the resident
received the medication for seven days after
re-admisslon, An interview with the hospitat
physician revealed the hyponatremia would get
worse without the Samsca and could be life
threatening. Resldent #7 admitted {o the facility
from an acute care hospital after back surgery on
07125112, The physician ordered Percocet
{narcotic pain medication); however, H was
unavailable at the facility and the resident did not
recelve the medication for fourteen hours. The
Restdent complained of pain stating "l cried" and
"it was terrible.”

An interview with the Adminisirator, on 08/07/12
at 7,35 PM, revealed she knew medications wers
not being delivered timsly; however, could not
provide a plan of action the facility had taken to
correct the problam. She stated she could not
prove the cause of the systein fallure.

{Refer to F353) The facility failed to ensure
sufficient nursing staff {o ensure residents
raceived showers as scheduled and per the
restdents’ care plan for eleven {11} residents {#1,
#3, #6, #7, 49, #11, #12, #22, #23, #24 and #25)
in he selected sample of 18.

An interview with the Administrator, on 09/07/12
at 7:35 PM, revealed she was aware of siaffing
issuss in the facility; however, was not able to

F 490
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recelved baths per {heir care plan and shower
schedules.

An interview with the Administrator, on 08/07/12
at 7:35 PM, revealed she was aware of staffing
issues in the facility; however, was not able {0
provide a corrective plan that she had
implemenied to address slaffing concerns. She
staled she had informed her supervisor
{governing body); howsver, had no documented
evidence and could not remember the specific
date she informed the govetn body of the staffing
issues the facilily was having.

The Facilily Consultant, on 09/07/12 al 8:30 PM,
revealed it varied how often she was at the
facliity, but fied to come at least once a month. it
was not always possible to do that as she had
four facilities to oversee. She was aware of a
“couple” of Incidents related to timely
medications; however, she was unaware of a
concern receiving pain medications, She wouid
expect the facility staff to notify her of pharmacy
lssuas,

An interview with the Regional Vice President, on
09/07/12 at 8:40 PM, revealed he was at the
facifly at least monthly, sometimes bi-weekly,

While the Governing Body visited the facilily on a
roufine basis, there was no documsnted evidence
these professionals identified, through their
reviews and audits, these quality problems nor
avidence of action taken to correct the sysltems
failures.

483.75())(1) ADMINISTRATION

F 493

F 502

FORM CMS-2507(02-99} Previous Vorglons Obsolale

Evant [D:S50L 11

Facifity 1D 100514

H continuation sheat Paga 106 of 121




PRINTED: 09/28/2012

DEPARTMENT OF REALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0301
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A.BUILDING
B. WING
185268 09/0712012
NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
807 MAIN STREE Y 844 SOUTH
LAKE WAY NURSING AND REHABILITATION CENTER 2007 REET HW
BENTON, KY 42026
(431D SUMMARY STATEMENT OF DEFICIENCIES ™ PROVIDE'S PLAN OF CORRECTION (%5)
PREFIX {EAGH DEFICIENCY MUST BE PRECEOEQ BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY ORLEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE DAYE
DEFICIENGY)
F 480 | Continued From page 103 F 430
provide a corrective plan that she had
imptemented to address slaffing concerns.
F 493 | 483.75(d){1)-(2) GOVERNING BODY-FACILITY F 493

gs=L | POLICIESIAPPOINT ADMN

The facifity must have a governing body, or
designated persons funclioning as a governing
body, thal is fegally responsible for establishing
and implementing poticies regarding the
management and operation of the facility, and the
governing body appoints the administrator who is
licensed by the State where licensing is required;
and responsihle for the management of the
facility

This REQUIREMENT is nol met as evidenced
by:

Based on Interview and record review, it was
determined the facility failed to ensure the
governing boedy implemenied policies regarding
the management and operation of the facility. The
governing body failed to provide adequate
oversight to ensure the management and
operation of the facility was appropriate to assure
all residents’ needs were belng met through
thorough nursing assessment, timely physician
nolification of a resident's condition change,
pharmacuetical procurement and timely
medication administration. Immediate Jeopardy
was ideniified at 42 CFR 483.10 Resldents Righis
F157: 42 CFR 483.20 Resident Assessmeni
F280; 42 CFR 483.25 Quality of Care F309,
F323; 42 CFR 483.60 Pharmacy Services F425;
and 42 CFR 483.75 Administration F490, and
F520. Substandard Quality of Care was identified
al 42 CFR 483.25 Quality of Care F309, F312
and F323. On 07/25/12, the faclity admitted

F493

Identified areas of systemic failure
are notification of change, the
reporling of abuse, neglect and
misappropriation of resident
property, the revision of care plans,
the giving of medications timely,
ensuring medications are available,
moniloring for change in condition,
implementation of pain medications
timely, ensuring showers and
treatment provided to prevent
pressure ulcers, timely notification of
lab results, ensure a med pass error
rate of <5% and dietary sanitation,
safe food temps and hand washing,
Any other areas identified as
systemic failure through the QI
review process will have a plan
implemented for review, audiling
and monitoring.

The governing body is actively and
aggressively oversecing the
management and operation of the
facility to assure all residents’ needs
are being met through thorough
nursing assessment, timely physician
notification of resident condition
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Resident #7, after having back surgery and
assessed for intense pain; however, failed to
ensure timely receipt and administration of
medications o Resident #7 who experienced
sovere inlense pain, having no pain medication
for 14 hours after admission. Resident #7 stated
“f cried, it was terrible." On 08/18/12, the facility
failed to address the nesads of Resident #5's
complaints of pain afier a fall through
assessment, timely notification of the physiclan,
procurement and adminisiration of pain
medication. Resident #5 was diagnosed with a
C2 spinal neck fracture. On 08/04/12, the facility
failed to ensure Resident #2 was thoroughly
assessed for the continued use and later
re-initiation {on 08/21/12} of the low air
loss/alternating matiress and side rails after
experiencing a fall from the bed with entrapment
of the resident’s left arm causing injury. The
facllity failed lo ensure staff was knowledgeable
of the appropriate usefinflation of the fow air
lossfatternating matlress and the risks/benefits
assoclated with its use per each resident's
assessed needs. Substandard Quality of Care
was Identified at F312 for the facility's failure to
ansure appropriate grooming and hygeine was
afforded to the residents of the facility.
Additionatly, the failures of F312 resulted in the
identification of the facllity's failure to ensure
adequate stalfing was provided to meet the
neads of the tesidents as deiailed in F353. While
the Governing Body visited the facility on a
routine basis, there was no documented evidence
these professionals identified, through thelr
reviews and audils, these quallly problems nor
evidence of aclion taken to correct the systems
fallures,

£ 4g3change, pharmaceutical procurement,

and timely medication
administration, including ensuring
corrective measures are implemented
and completed for Tags F157, F280,
F309, 1323, F425, 11490, F493 and
F520 based on areas of concern
identified through the QI review
process.

The governing body has appointed a
new Administrator, on 9/11/12,
licensed in the state of Kentucky, to
oversee & ensure that the facility’s
resources are utilized effectively &
efficiently to ensure the delivery of
the required care & services for the
residents.

The governing body has renewed
responsibility for oversight while
being on the premises to oversec &
ensure that the facility’s resources
are utilized effectively & efficiently
to ensure the delivery of the required
care & services for the residents.

This oversight will include ensuring
that facility residents are receiving
assessments related to use of
devices, assessing and addressing
changes in the resident’s condition,
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The facility's failure fo ensure the governing body
fmplemented policles regarding the management
and operation of the facility has caused oris likely
to cause serlous injury, harm, impairment, or
death 1o a resident, Immediate Jeopardy and
Substandard Quality of Care was identified at 42
CFR 483.25 Quality of Care on (08/23/12 and
determinad to exist on 08/04/12. A second
Immediate Jeopardy and Substandard Quality of
Care was idenlified at 42 CFR 483,25 Quality of
Care on 08/31/12 and determined {o exist on
077251 2. The Immediate Jeopardy was
determined on-going. (Refer fo F157, 280, 308,
323, 425, 490, 520).

The Findings Include;

{Refer to F425) While review of the pharmacy
coniract revealed the facitily did in fact have a
confract since 1891 with a pharmacy there was
no evidence of a confract with a local phammacy
lo address emergent or stal orders as the
confract pharmacy is focated ouf of stale, An
interview with the Administrator, on 08/07/12 at
7:35 PM, reveated she made corporate staff
(governing body) aware of the pharmacy Issues
prior 1o the survey; however, she did not have any
documentation or knowledge of a date it was
discussad,

An Interview with the Facility Consultant
{governing body), on 08/07/12 at 8:30 PM,
revealed she was aware of "a couple” Incidents
involving medications unavailable at the facility.

An interview with the Regionel Vice President, on
08/07/12 at 8:40 PM, revealed he was nol aware
of any Issues related to the pharmacy, bul would

F 4p3| Notification of Physicians for

appropriate {reatments as warranted
based on their condition and
changes, ensuring contracted
pharmacy services were available for
procureiment of their medications and
that medications are being
administered as ordered.

Oversight of the new Administrator
will be conducted by the Vice
President of Operations through
emails, phone conversations and/or
teleconferences at least twice
weekly, On-site visits will occur
monthly by the Vice President of
Operations to monitor for
compliance of the identified
deficiencies.

A new Facility Consultant was
appointed on 9/11/12 to work in
conjunction with the DON {o re-
establish effective systems to achieve
and maintain compliance. This
Registered Nurse Consultant will
maintain a presence in the building,
and be assisted by other Facility
Consultants as needed, to evaluate
the effectiveness and progression of
the rebuilding of systems through the
QI process and implementing policy
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F 493 | Continued From page 106 ¢ 493/ and procedures to assist in
expect the Administrator {o refay the information. developing licensed and unlicensed
- nursing staff competencies until
i i intained. s
{Refer to F157, 280, 309, 323) Policy review and comp liance l S ma nlane OVCIS‘lght
interview with the Director of Nursing (DON}, on of the new Facility Copsultant.wﬂl
08/31/12 at 1:15 PM, revealed there was no be conducted by the Vice President
?olicy {or standard of practice} ulilized in the of Clinical Services through emails,
aciiily related to assessment of a resident, The en i .
DON provided a standard of praciice for an acute b hone conversations Emd/o,i
ilness assessment; however, revealed it had not teleconferences at least twice
been implemented for use in the facility. The weekly, On-site visits will occur
facuh}y was unable to prov;de evidence that they monthly by the Vice President of
had identified problems with nursing Clinical Setvi ¢ sitor for
assessmenis of residents through their lmc? crvices ? mm_ tior fot
invesligations and review of the incidents compliance of the identified
regarding Resident #2's falls and entrapment on deficiencies.
08/04/12 and Resident #5's complaints of pain
alter a fall resuiting in a diagnosed C2 spinal neck s, ,
fracture nor could they provide evidence that they The :Admmlsh ator and‘DON will
had initiated corrective action to prevent continue to conduct twice weekly
recurience. meetings with the Medical Director
and the Facility Consultant and/or
(Refer to F312, F353) The facility failed lo ensure Vice President of Clinical Services
sufficient nursing slaff fo ensure residents to apprise them of the progress in
received showers as scheduled and per the achieving compliance and request
residents' care plan for eleven {11) residents (#1, input and direction as necessar
43, 5, #7, 119, #11, #12, #22, #23, #124 and #25) input ana i ‘ sary.
in the selected sample of 18. Director of Nursing T'his will occur until compliance is
(DON} Interview, on 08/31/12 at 9:30 AM, maintained. Documentation of this
revealed the facilit_y had some staffing Issues and meeting will be placed ona
some residents might not get a shower on the “Meeting with Medical Director
day it was scheduled, The DON stated, "we have Mecting with Yedical Director
hired everything that walks in the door, and they Form”. (Exhibit T493-1)
quit due to the money". She also said people (Continued on blank papel-)
were not dedicated. The facilily was unable fo 11/20/12
provide documented evidence of how they had
addressed the staffing issue to ensure residents

FORM CMS-2567(02-00) Previous Verslons Obsolsto

Evont D S50L11

Faciily 10: 10057

I continuation sheet Page 107 of 121
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The Medical Director has been apprised of the findings during this survey process through
telephone and personal conferences with the DON and Administrator. The Medical Director is
aware of the facility’s plan of correction action.

The Medical Director will continue to attend the Exeeutive QI Cominittee meetings monthly
with the Administrator, DON, ADON, QI Nusse, Facility Consultant and any other persons
deemed by the Administrator to continue to oversee and assist the facility in maintaining
compliance.

A review and re-education of the Policies and Procedures for Tags F157, F280, 1309, F323,
F425, F490, I'493 and F520 was completed by the Facility Consultant on 9/24/12 to ensure the
governing body (Vice President of Clinical Services, and Vice President of Operations)
implements policies regarding the management and operation of the facility that could
potentially cause scrious injury, harm, impairment, or death 1o a resident,

The Facility Consultant met with the Quality Assurance Committee consisting of Administrator,
DON, VP of Clinical Services, VP of Operations and the Medical Director on 9/21/12 to
reeducate these individuals regarding developing and implementing appropriate plans of action
to correct identified quality deficiencies including pharmacy services.

The Vice President of Clinical Services and the Vice President of Operations will ensure this is

occurring thru monthly review of Executive QI Commitiee Meeting minutes on an ongoing
basis.
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The facility must provide or obtain {aboratory
sarvices to meet the needs of its residents. The
facilily is responsible for the quality and timeliness
of the services,

This REQUIREMENT is not met as evidenced
by:

Based on ohservation, intarview, record review,
and review of the facility policy and procedure, it
was determined the facility failed to ensure two
{2} residents (#2 and #12) in the selected sample
of 18, received taboratory services in a fimely
manner.

Findings include:;

Review of a fadllity's policy tilled MONITORING
SYSTEMS, dated 01/2011, revealed "Tha facility
should maintain a Laboratory Log which will
contain wrilten or verbal laboratory physlclan
orders as well as regularly scheduled facility or
pharmacy standing laboratory orders, A staff
member should be assigned to maintain this log
on a dally basis. The assigned staff member
should review and enter into the Log physician
laboratory orders dally. The staff member should
also maintain a schedule for obtaining standing
laboratory orders In the Log. The staff member
should atso schedule standing order laboralory
with either facility staff of outside phiebotomisis.
The assigned staff member should also review
laboratory values on a daily basis and shouid
enler info the Log the date of receipt of the
laboratory value. Any laboratory value which is
no! received within lhree days after being
obtained should be investigated to ensure that the
specimen was indeed drawn or oblained. The

nursc.

completed on

DON as appropriate.

Resident #2 had a thyroid
stimulating hormone level, lipid
profile, and a Phenytoin level drawn
on 9/26/12 per MD orders. These
results were reported to the MD on
9/27/12 by the licensed nurse.
Resident #12 had a PT/INR drawn
on 9/6/12. The results were reported
to the MD on 9/7/12 by licensed

A 100% lab audit for all ordered iabs
from 9/6/12 through 9/25/12 was

9/27/12 by the Facility Consultant on
current residents to ensure that
appropriate labs had been drawn per
MD order, results received and
timely MD notification of lab results,
Any concerns were addressed by the

The Administralive Assistant was re-
cducated on 9/8/12 by the Faeility
Consultant regarding the faeility’s
process for utilization of the Daily
Lab Audit form (Exhibit T502-1) to
ensure ordered labs are obtained in a
timely manner as ordered, results
received timely and that the resulls
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staff member should then conlact the laboratory
as needed {o oblain copiss of orderad laboratory
values which have not been received.” Reporting
resuits was nof addressed in the policy.

Review of the facility policy titled DIAGNOSTIC
SERVICES, datsd 04/2007, included
documentation of "Labs, x-ray, and other
diagnostic reports are signed, dated, and made
part of the resident's chart, Appropriate forms
are filled out and sent with the resident. “¥When
reporis are received, they are filed in the
resident's medical record. The allending
physician is nolified regarding the findings".

1. Resident #2 was admilted to the facifity on
11/28/11 with diagnoses to include; Paralysis
Agitans, Dysphagla, Depressive Disorder,
Convuisions, Senile Dementia, Cardiovascular
Disease, Hypertension, and Transient Cerebral
Ischemia.

Review of the Physician's Order daled
09/01/12-09/30/12 revealed that the facilily was lo
perform a Thyroid stimulaling Horinone and a
Lipid profile every six months and a Phenyioin
level performed every three months for Resident
2

Review of the Medical Record revealed that the
facility had obtained a Thyroid Stimutating
Hormone and Lipid Profile on 12/01/11, however,
there was no documented evidence of any further
profiles performed since 12/01/11. Review of the
record also revealsed that the Phenytoln leve) was
obtained on 02/13/12, 07/05/12, 07/17/12 and
07/25/12, but there was no documented evidence
that it was psrformed in May, when it was due,

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION £X5)
PREFIX (FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX IEACH CORRECTEVE ACTION SHOULD BE COMPLETION
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F 502 | Continued From page 109 F 502 |are reported timely to the MD for

appropriate follow up as indicated.

Competency of the administrative
assistant to complete the Daily Lab
Audit form was determined by the
Facility Consultant and DON,
Competency was based on the over-
sight observations of the Facility
Consultant and DON who also
validated Daily Lab Audit forms
completed by the administrative
assistant,

All licensed nurses were in-serviced
9/26/12 through 10/12/12 related to
their responsibility to notify
physicians of lab results and
ensuring residents are receiving the
proper follow up. Competency was
determined by the DON and Facility
Consultant through observation and
the Daily Lab Audil review process.

All newly hired licensed nurses will
be in-serviced regarding ensuring
ordered labs are obtained in a timely
manner as ordered, resulls received
timely and that the resulis are
teported timely to the MD for
appropriate follow up as indicated
during the orientation process by the
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An interview with the Director of Nursing {DON}
on {19/07/12 at 4:00PM revealed that the labs
should be drawn as the physician orders them.
When the fab is ordered, a request is filled out
and placed In the laboratory fite. When
Laboratory Services come, they take the
raquisitions sheets and draw the fabs that have
heen requested,

2. Resident #12 was admitted to the facility on
01/01/08 with diagnoses to include; Hemiptegia,
Cerebrovascular Accident, Senile Dementia,
Vascular Dementia, Chronic Kidney Disease,
Alrial Fibulation, Hypertension, Venous
Insufficlency and Ostecarthrilis,

Raview of the Physician's Order daled 08/28/12
revealed that the facility was o perform a
Prothrombin Time/Internationat Normalized Ratio
{PT/INR} on 09/04/12 that was not drawn till
08/06/12.

Review of the Medical Record revealed that there

weta no resulfs for the PTANR and no evidence
that one was drawn on 09/04/12,

Review of the Lab Slip revealed that the lab was
drawn on 09/06/12 at 3:55PM,

Interview with the Director of Nursing on 09/07/12

at 4.00PM revealed that when laboratory {lab}

orders are written, a laboratory requisition is filled

out, wilh the date the lab is to be drawn and
placed in the taboratory box on the wall. When
laboratory comes in lo draw labs, they check the
box and draw the labs for that day. She was

unabie lo explain why these labs were not fimely,

483.75()(2)(i1) PROMPTLY NOTIFY PHYSICIAN
OF LAB RESULTS

F 502 Staff Facilitator, The Staff

Facilitator will determine
competency through observation of
performance while nuises are
orientating on the floor.

The Administrative Assistant will
complete & Daily Lab Audit Form 5
times weekly with tracking of labs
drawn, results received and
appropriate follow up to include MD
notification. DON, QI nurse or
Facility Consultant will review the

timely MD notification for lab
resulis,

Any lab results received after hours
or on weekends will be addressed by
the nurse assigned to the specific
resident. The nurse will document
any actions taken on the lab results
sheet and in nursing progress noies.

(Continued on blank paper)

F 505 F 505

The Physician for resident #9 was
notified of the sputuin culture results

Daily Lab Audit form daily to ensure

11/20/12
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F502 Continued

The Lab Audit Q1 Tool (exhibit 1502-2) will be used to review the Daily Lab Audit form, The
Lab Audit Q1 Tool reviews the number of labs ordered, the number of labs received, timeliness
of MD notification, if MD replied, if there is a new order, and corrective aclion need. The Lab
Audit Q) Tool will be used by the QI nurse, DON, or Facility Consultant weekly for minimum of
8 weeks then monthly for a minimum of 2 months. Results of the Lab Audit QI Tool will
identify corrective actions needed. The DON will be responsible for validating completion of
coirective action.

The results of these Daily Lab Audit forms and Lab Audit QI Tool will be reviewed in a weekly
QI commitiee meeting with the Administrator and DON. The compiled

results of these audits will be assessed for any trends by the Q1 Committee & aetions taken
based on these assessments.

The Executive QI Cominittee with the Medical Director will review monthly compiled QI report
information, review trends, and review corrective actions taken and the dates of completion, The
Executive QI Committee will validate the facility’s progress in correction of deficient practices
or identify concerns, The administrator will be responsible for ensuring Commitlee concerns are
addressed through further training or other interventions. The administrator or his designee will
report back to the Executive QI Committee at the next scheduled meeting,

The Governing Body (Vice President of Operations & the Vice-President of Clinical Services)
will provide additional oversight to ensure deficient areas of practice are corrected. The
Governing Body will review monthly the compiled information from the QI Committee and the
Executive QI Committee, The Governing Body will give necessary direction to the facility to
ensure deficient areas of practice are corrected and solutions sustained. The administrator will
be responsible for ensuring directives from the Governing Body are completed and the
Governing Body is kept informed of both deficient practices identificd and solutions sustained.
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The facility must promptly notify the atlending
physiclan of the findings.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, it was
determined the facility failed to ensure the
atlending physician was notified timely of
taboratory results that Indicated a need to
significantly alter the treatment for one resident
{#9), in the selecled sample of 18 residents,
Resident #9 was neoted to have coughing with
thick yellow sputum and rales in the lungs on
05/43/12. A spulum specimen was oblained, the
resideint was started on an antibiotic and culture
resulis were reported to the facility on 05725/12
indicating that the antibiotic was ineffeclive. The

physician was nol notified of the culfure results or

the need {o alter treatiment unti{ 056/28/12, four
days later.

Findings include:

Review of a facility's policy tilled MONITORING
SYSTEMS, dated 01/2011, revealed the staff
process for reporting resulls was not addressed
in the policy.

Review of the facllity policy titted DIAGNQOSTIC
SERVICES, dated 04/2007, included
documentation of "Labs, x-ray, and cther
diagnostic reporls are signed, dated, and made
part of the resident's chart, Approprate forms
are filled oul and sent with the resident. “When
reporls are received, they are filed in the
rasidenl’s medical record. The aitending
physician is notified regatding the findings".

was implemented as ordered.

A 100% lab audit for all ordered
labs, to include for Resident #9, fiom
9/6/12 through 9/25/12 to include
cultures was completed on 9/25/12
by a facility consultant on current
residents to ensure that appropriate
labs had been drawn per MD order,
results received and timely MD
notification of lab results had
occurred. Any concerns were
addressed by the DON as
appropriate. An additional {ab audit
was completed by the Consultant
Pharmacist on 9/24/12 during the
regularly scheduled review. Any
concerns identified were addressed
as of 9/28/12.

The Administrative Assistant was re-
educated on 9/8/12 by the Facility
Consultant regarding the facility’s
process for utilization of the Daily
Lab Audit form (Exhibit T505-1) to
ensure ordered labs arc obtained in a
timely manner as ordered, results
received timely and that the results
are reported timely to the resident’s
physician for appropriate follow up
as indicafed,
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An interview with the Assistant Director of Nursing
{ADON) conducted on 09/07/12 at 10;30 AM
revealed nurses were instructed upon hire to call
the physician direclly if the physician‘s office was
closed. The Mediat Director was to be notified if
the resident's physician was not available,

Arecord review revealed the faciilly admitted
Resident #9 on 03/01/10 with diagnosas to
Include Anemia, Dementia with Delusional
Features, Paralysis Agitans, Diabstes Malliius,
and Chronic Pain Syndrome,

A review of the annual Minimum Data Set {(MDS)
Assessment, dated 09/03/12, rovealed the facilily
assessed Resident #9 as cognitively impaired,
non-ambulalory, incontinent of bowel and
bladder, and required extensive assistance with
aclivitles of daily living.

A review of Residen{ #9's record revealed on
05/13/42 at 3:52 PM the facility faxed the Medical
Doctor about the resident having audible rales in
the lungs and coughing up thick yellow spuium,
On 05/14712 at 9:37 PM the physician ordered a
ches! x-ray and a spufum culture to be obtained
and then the resident was to starl on Augmentin
500 milligrams {mg) every eight hours for ten
days.

Resuits of the sputum culture was received by the
facility on 05/25/12 according o the faxed
laboratory reporl. A review of the Sputum Culiure
results, with a collection date of 05/17/12,
revealed the cullure and sensitivily results
indicated Escherichia coli and Pseudomonas
aeruginosa. The organisms were listed as

assistant.

determined by the DON

assistant to complete the Daily Lab
Audit form was determined by the
Facility Consultant and DON.
Competency was based on the over-
sight observations of the Facility
Consultant and DON who also
validated Daily Lab Audit forms
completed by the administrative

All Licensed Nurses were in-
serviced 9/26/12 through 10/12/12
related to their responsibility {o
notify physicians of lab results and
ensuring residents are receiving the
proper follow up. Competency was

Consultant through observation and
the Daily Lab Audit review process.

All newly hired licensed nurses will
be in-serviced regarding ensuring
ordered labs are obtained in a timely
manner as ordered, results received
timely and that the results are
reported timely to the MD for
appropriate follow up as indicated
during the orientation process by the
Staff Facilitator. The Staff
Facilitator will determine
competency through observation of

and Facility
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resistant to Augmentin, indicating a need for
discontinuing the existing treatment of Augmenfin
and changing the resident's antibiotic therapy to
one in which the organisms were susceptible and
effective.

Review of the laboralory report revealed lhe
facility had received the results of the culture and
sensitivity on 05/25/12. RN #3 had (axed the
resulls o the medical doctor's office on 05/25/12
at 2:43 PM. However, there was no indication the
RN had attempted lo call the medical doclor as
the "Call Placed" seclion of tha form was blank.
The "Orders Received" seclion indicated a date
of 05/29/12 and was initlaled by RN #3. The
faxed document had a date of 06/29/12 at 1:52
PM indicating new orders from the physician.

The orders were: "1, Ceftriaxone one gram by
inframuscular injection every iwenty four hours for
five doses and mix with Lidocaine. 2, Cipro 500
mg by mouth fwice a day for ten days”. The
faxed order was signed by RN #3 as received.

An interview conducted on 08/06/12 at 2:20 PM
with RN #3 revealed she did not recall anything
about the laboratory result for Resident #9. RN
#3 stated if a physician was not in the office she
wouid call the results to tha physician. She
additionally stated "if | celled the physiclan | wouid
have documented it and would have likely gotten
orders if the Cullure and Sensitivity resulf showed
the current antibiotic was ineffective”

An interview with Resident #9's physician was
conducied on 09/06/12 at 2:45 PM. The
physician revealed she would have expacted to
be notilied if the antiblotic the restdent was on
was Inefteclive and would have given an order for

orientating on the floor.

results.

The Administrative Assistant will
complete a Daily Lab Audit Form 5
times weekly with tracking of labs
drawn, results received and
appropriate follow up to include MD
notification. DON, QI nurse or
Facility Consultant will review the
Daily Lab Audit form daily to ensure
timely MD notification for lab

Any lab results received after hours
or on weekends will be addressed by
the nurse assigned to the specific
resident. ‘The nurse will document
any actions taken on the ab results
sheet and in nursing progress notes.

The Lab Audit QI Tool (exhibit
T505-2) will be used to review the
Daily Lab Audit form. The Lab
Audit QI Tool reviews the number of
labs ordered, the number of labs
received, timeliness of MD
notification, if MD replied, if there is
a new order, and corrective action
need. The Lab Audit QI Tool will be
used by the QI nurse, DON, or
Facility Consultant weekly for
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a new antibiotic. The physician had heen out of
the office and on 05/29/12 had returned to the
office and reviewed the faxed laboratory results
and made the change in orders for Resident,

Continued interview with the ADON revealed she
didn't know if a call was imade but it should have
been noted in the ntirse's noles if the physician
was called. The ADON stated she couid not
answer why there was a delay in nofifying the
physician,

An interview with the Director of Nursing (DON)
on 09/05/12 at 10:15 AM reveled the Lahorafory
was always closed on the weekend and 05/25/12
was the start of a long holiday weekend. The
DON revealed she would have called the
physician and gave no explanation why RN #3 did
not notify lhe physictan by phone and reveated
RN #3 should have. Additionally, the DON stated
she saw laboratory results not being
acknowledged timely as a probiem and a
potential for Resident #9 {o heve goften worse.

An interview on 09/07/12 at 7:35 PM with the
DON, Assistant Director of Nursing {ADON} and
Administralor revealed they had not identifisd a
problem with the system for obtaining and
teporting laboratory lest results.

F 520 | 483.75(c)(1) QAA

55=L | COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

A facilily must maintain a quality assessment and
assurance committee consisting of the director of
nursing services; a physician designated by the
facility; and at leas! 3 other members of the

F 505 minimum of 8 weeks then monthly

for a minimum of 2 months. Results
of the Lab Audit QI Tool will
identify corrective actions needed.
The DON will be responsible for
validating completion of cotrective
action.

The results of these Daily Lab Audit
forms and Lab Audit QI Tool will be
reviewed in a weekly QI commitiee
meeting with the Administrator and
DON. The compiled results of these
audits will be assessed for any trends
by the QI Committee & actions taken
based on these assessments.

(Continued on blank paper)

F 52011520

The facility Q1 Committee will
identify other areas of quality
concern through the QI review
process, for example: review of
charts, rounds tools, review of Point
Click Care (Electronic Medical
Record) audit reports,

11/20/12
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The Executive QI Committee with the Medical Director will review monthly compiled QI report
information, review trends, and review corrective actions taken and the dates of completion. The
Executive QI Committee will validate the facility’s progress in cotrection of deficient practices
or identify concerns. The administrator will be responsible for ensuring Commiittee concerns are
addressed through further training or other interventions. The administrator or his designee will
report back to the Executive QI Comnitiee af the next scheduled meeting.

The Governing Body (Vice President of Operations & the Vice-President of Clinical Services)
will provide additional oversight to ensure deficient areas of practice are corrected. The
Governing Body will review monthly the compiled information from the QI Committee and the
Exeeutive QI Committee. The Governing Body will give necessary direction to the facility to
ensure deficient areas of practice are corrected and solutions sustained. The administrator will
be responsible for ensuring directives from the Governing Body are completed and the
Governing Body is kept informed of both deficient practices identified and solutions sustained.
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facility's staff.

The quallty assessment and assurance
comimitiee meets at least guanterly to identify
1ssues with respect to which gualily assessment
and assurance aclivilies are necessary, and
develops and implements appropriate plans of
action to correct identified qualily deficiencies.

A State or the Secratary may not require
disclosure of the records of such commiitee
excepl insofar as such disclosure is refated fo the
compliance of such commiftee with the
requirements of this section.

Good faith altempts by the commiltee to identify
and correct quality deficiencies will not be used as
a besis for sanctions,

This REQUIREMENT Is not met as evidenced
by:

Based on interview, record review, and review of
the facility's Quality Improvement Program
policy/procedure, it was defermined tha Quality
Assessment and Assurance (QAA) committee
failed fo develop and implement appropriate
ptans of aclion to corract Identified qualily
deficlencies raelated to pharmacy services. The
facility failed to ensure medications were
available from the contract pharmacy for eight
residents (#3, 14, #5, #6, #7, 48, #9 and #11) In
the selected sample of 18 residents, On
07/2512, the facilily readmitted Resident 5 after
an acute care hospital stay with a diagnosis to
include Hyponatlremia (fow sodium}. The facilily
failed o ensure lhe resident received physician

recommendations,

concerns,

as appropriate.

of correction

resident council minutes, resident
concern logs, pharmacy reports,
weight meetings, wound meeting,
RD consults, and Psych services

The Facility QI Committee will meet
at a minimum of Quarterly to
identify issues related to quality
assessment and assurance activities
as nceded and will develop and
implementing appropriate plans of
action for identified facility

A Facility QI Commitice Mecting
held on 10/17/12, The Medical
Director, Administrator,
QI Nurse will attend QI Committee
Meetings on an ongoing basis and
will assign additional team members

Corrective action has been taken for
the identified concerns related to
Pharmacy Services F425 and
Staffing F353 as reflected in the plan

The Facility Administrator, Medical
Director, DON and Q! Nurse were

DON and
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ordered medication Sainsca {treatment for
hyponatremia) fot seven days after re-admission
due to failures with the pharmaceutical
procuremant. The hosgital physician stated the
hyponatremia would get worse without the
Samsca and could be life threatening. On
7125112, the facility admitled Resident #7 from an
acule care hospital after back surgery, The
physician ordered Percocst {narcolic pain
medication); however, it was unavailable at the
facility and the resident did not receive the
madication for fourteen hours. Stalf inferviews
revealed there was no pain medication in the
facility's emergency drug kit. The Resident
complained of pain slating " cried” and "it was
tersible.” On 08/18/12, Resident #5 sustained a
fall with neck pain. Tramadol (narcolic pain
medication) was ordered; however it was not
availabte af the facility, There was no evidence
the facility fook action fo procure pain medication
for the resident to administer as soon as possible.
The resident transferred to the hospilal three
hours fater without receiving any pain medication.
Resident #5 was diagnosed with a C2 spinal neck
fracture. Additionally, record review of Resident
#3, #4, #6, #9, and #11, revealed different
medications were unavallable for muitiple days.
Interview with members of the QAA commmitiee
revealed they had identified an issue with the
pharmacy; however, a plan of action to correct
the problem was not provided. Furthermore,
Substandard Qualily of Care {SQC)was
identified at F312 with a related deliciency at
F353 identifying the facility failed {o ensure
sufficlent nursing staif to ensure residents
received showers as scheduled and per the
residenis’ care plan for eleven { 11} residents (i1,
H2, H6, #7, 49, #11, #12, #22, #23, #24 and #25)

Consultant on 9/21/12 related to the
appropriate functioning of the QI
Committee and the purpose of the
committee 10 include identify issues
related to quality assessment and
assurance activities as needed and
developing and implementing
appropriate plans of action for
identified facility concerns.

The Cominittee will continue to meet
at a minimum of Quarterly with
oversight by the Vice President of
Operations, Vice President of
Clinical Services and the Facility
Consultant, The QI Committee
meeting agenda and minutes with
resufting plans of correetions and
audit results will be reviewed as a
component of this oversight after
each Q] Comimittee meeting.

The Executive QI Committee with
the Medical Director will review
monthly compiled QI report
information, review trends, and
review corrective actions taken and
the dates of completion. The
Executive QI Committee will
validate the facility’s progress in
correction of deficient practices or
identify concerns. The administrator
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A review of the Qualily Improvernent Program
policy, dated 01/11, reveated {he pharmacy
review committes met quarerly to ensure
concerns noted during the pharmacist's visits
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F 520 | Continued From page 117 F 520] will be responsible for ensuring

in the selected sample of 18. Administrative staff Comnitfee concerns are addressed
interviews ravealed fhe facilily had identified staff Ehfough further u'aining ot ofher
issues and had discussed issuss In QAA; interventions. The administrator or
however, failed lo have dociunented evidence of ; . . . 7
how they had addressed the staffing issue fo his des§gnee will report back to the
ensure residents received beths per their care Executive QI Committee at the next
plan and shower schedules through their Quality scheduled meeting.
Assurance process.

The Governing Body (Vice President
The QAA commiiitee’s failure lo develop and of Operations & the Vice-President
implemant appropriate plans of action to correct of Clinical Services) will pi'OVidc
identified quality deficiencies related to pharmacy dditi | sight t )
services has caused or is likely to cause serious a ltfona Oversight 1o cnsure
injury, haem, impairment, or death to a resident, deficient areas of practice are
Iminediate Jeopardy and SQC was identified at corrected. The Govel‘ning Body will
42 CFR 483.25 Quality of Care on 08/23/12 and st I o :
determined to exist on 08/04/12. Asecond review monthly the compled
Immediate Jeopardy and Substandard Quality of information ﬁqm the QI Con'lmlttee
Care was Identificd at 42 CFR 483.25 Quality of and the Executive QI Committee.
Care on 08/31/12 and determined to exist on The Governing Body wi“ give
07/25/12. The Immediate Jeoperdy was I TR _ TP
determined on-going. (Refer to F157, 280, 309, necessary direction to the facility to
323, 425, 490, 520). Additionally, SQC was ensure deficient areas of practice are
identified at F312 due fo the facilities failure to corrected and solutions sustained.
ensure residents received appropriate care and The administrator will be :‘esponsible
services lo meet their grooming and hygeine for ¢ ing directi i il
needs based on fhe {acility's failure to ensure ?1 (’nsulimg rectives jrom {he
adequate staffing was provided (Refer to F312, Governing Body are completed and
F353) the Governing Body is kept informed

of both deficient practices identified
The Findings Include: and solutions sustained,

11/20/12)
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were discussed and a plan of action was
formutated to alleviate those concerns.

Interviews with Licensed Praclical Nurse (LPN)
#7,0n 09/07/12 at 1:45 PM, revealed medications
were nof available. She revealed she had to fax
and call the pharmacy several times before the
meadications were finally delivered to the building,
and it could take a few days.

An iInterview conducted, on 09/05/12 at 1:30 PM,
with LPN #5 revealed there had besn a pharmacy
issue iately and it was frustrating, "You call, you
fax, you call, you fax." Additionally, LPN #5
stated it was her job to administer medications to
residents and i "Did not make ma feel great, |
want to see themn gef what they need”. She said
the problem was obtaining medications after
hours,

An interview with a facility Physictan, on 09/07/12
al 8:00 AM, revealed that he has had to wrile "fo
receive medications in a timely manner” on the
physician order,

An interview with ihe Director of Nursing {DON}),
on 06/31/12 at 1:15 PM, revealed it typically takes
al least an hour and a half to receive medications
from the back-up pharmacy. She was aware the
emeargency drug kit had no pain medication
available; howesver, she was unsure of the
reason. An Interview with the Administrator, on
068/31/12 at 9;35 AM, revealed the contents of the
Emergency Drug Kit were already in place when
she became Administrator in 2011, She was not
sure how ofien il was reviewed for changes.

F 520
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An interview with members of the QAA
commities, Including the Administrafor, DON, the
Asslistant Direcior of Nursing ({ADON), and the
Admissions Coordinator, on 09/07/12 at 7:35 PM,
revealed they had discussed pharmacy Issues in
the QAA meetings (as wel} as the daily meetfings).
The group indicated phanmacy had been
contacted numerous times about the pharmacy
process. The Admissions Coordinator indicated
she implemented a system with new admissions.
A resident would not be admitted if not in the
facility belween 2-3 PM, in order fo get
medications timely for the resident, She was
unable to provide documentation of this new
system. The Administrator revealed she could not
prove where the system failure was, but
maedications were not being delivered timely.

An interview with the Medical Director, on
09/07/12 at 5:50 PM, revealed he was nol notified
untit today (09/07/12} of tha Issue related to imely
receipt of medications from the pharmacy,

{Refer to F312, F353) The facility falled to ensure
sufficient nursing staff o ensure residents
received showers as schedufed and per the
residents' care plan for efeven { 11) residents (#1,
#3, 66, #7,#9, #11, 112,422, #23, #24 and #25)
in the selected sample of 18. Director of Nursing
{DON) intarview, on 08/31/12 at 9:30 AM,
revealed the facility had soime stafling issues and
some residents might not get a shower on the
dayit was scheduled. The DON siated, "we have
hired everything that walks in the door, and they
quit due to the money*.

F 520
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An interview with the Adminisirator, on 09/07/12
at 7:35 PM, revealed she was aware of staffing
issues in the facilily; however, was not able to
provide a corrective plan that she had
implemented to address staffing concerns, She
stated she had informed her supervisor
{governing body) and it had been discussed in the
QA meetings; however, she could not provide a
specific daten staffing was discussed in QA nor
action taken.

The facitity was unable io provide documented
evidence that they had followed their Qualily
Improvement Program policy by taking correclive
aclion, initiated by the Quality Assurance/Quality
Improvement program/cormmitiee, to correct the
system failure related to pharmacy services and
adequate staffing to ensure care and services
ware provided {o residents to meet their individual
needs.
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