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ENTERS FOR MEDICARE & MEDICAID SERVICES —_— : OMB NO, 0858-08981 .

STATEMENT OF DEFICIENGIES (%1) PROVIDER/BUPPLIER/CLIA {X2) MULTIPLE CONSTALIGTION . (X3) DATE BURVEY
AND PLAN OF CORREGTION . IDENTIFICATION NUMBER: . - COMPLETED -
. A, BUILDING _ o
' WIN ' L
185250 o e 1172472010
NAME OF PROVIDER OR supwusn i ' STREET ADDRESS, CTTY, STATE, 24P CODE
1100 GRANDVIEW DRIVE, P O BOX 622
OAKMONT MANOR FLATWOODS, KY 41128
I * EUMMARY STATEMENT OF DEFICIENGIES 0 PROVICER'S PLAN OF CORRECTION . {6}
PREFIX (EACH DEFIGIENGY }UST BE PREGEDED BY PULL . PREFIX (EACH CORREGTIVE ACTION 8HOULD BE GOMPLETION
TAG REGLLATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
ro . . DEFIGIENCY) |
F.ODO INITIAL COMMENTS . F 009 Oskmont Manor does not believe
An Abbreviatod 8 et AHO ‘ and does not admit that any
| An Abbrevia urvey investigating ' deficiencies existed, either before,
KY00015616 was Initiated on 11/22/2010 and - during or after the survey. Oakmont

concluded on 11/24/2010, ARO KY00015618

was substantiated, and deficiencias clted with the Manor reserves all rights to contest

highest &/S being & 'G. - ﬂ.le survey findings through informat
F 157 | 483.10(b)(11) NOTIFY OF CHANGES F167| disputeresolution, formal legal
§6+G | (INJURY/DECLINE/ROOM, ETC) . appeal proceedings, or any

. : ' : administrative or legal proceedings.
A facility must immediately inform the resident; " This plan of correction does not
'} consult with the resident's physiclan; and if " ¢onstitute an admission regarding
known, notify the resident's legal representative ' any facts or circumstances .
or én Intorested famlly member when there Is an surrounding any alleged deficlencies

accident involving the resident whioh yesults in

injury and hais the potential for requiring physician to which It responds, nor Is meant

Intervention; a significant change In the residents to establish any standard of care,

physical, mental, or psychosooial status (.e., a cantract obligation or position.

deterloration in health, mental, or psychosocial - Y Oakmont Manor reserves all rights

status In either Iife threatening conditions or to raise sll possible contentions and
.| elinical comp!lcaﬂons); a neqtl 0 alter treatment , defenses in any type to civil or

slg_niflcamly (i.e., & need to discentinue an criminal claim, actlon, or

existing form of treatment due to advarse ' proceeding. Nothing contained in

consequences, of to gommende a naw.form of
treatment); or a declsion to tranafer or discharge
the resident from the facilily @5 speciied In’

this plan of correction should be
considered as a waiver or any

§493.12(n). ' ) potentially applicable peer reviaw,
quality assurance or self-critical
The facliity must also prompily notify the resident examination privileges which
and, if known, the resident's legal representative Oukmont Manor does not waive,
:'fl interested famity membe:awher] there Its a ' and reserves the right to assert in
ange in room or reommate assignment as T

shecﬂgied In §483.15(e)(2), ora chgange in E G E lm%, s:r;ttve, clvi(lﬂor criminal
resident rights under Federal or State law ar . i p'?:“ ne:
regulations as specifisd in paragraph (b)(1) of JAN = |4 Gikiyont tenor offers its
this section. responses CrEdIb|E allegations of

. . . [ — .complia® and plan of correction
The tacilty muat record and periodically updats | | 35 P&TtoTits ongolng efforts to
the address and phone number of the-resident's provide quality of care to our
legal repregentative or interested tamily member. residents, .

JOATE -

LABORATORY DIRECTOR'S OR PROVIGEQSUPFLIER REPREGENTATIVE'S BIGNATURE _ me

AANMEL, | NI 'l\

phale msnl andmg with an asterisk (") denoted a deflclancy whish the institution may be exousad from cormreatin, 3 providing ht Is da!armlnad that

aquafds provide sufficient protection to the patients, (9ee nstruelions.) Except for nursing homes, tha findings stated above are disclosable 80 daya -
fOPWMﬂ?mh date of survey whether or nol & plan ol comeotion Is grovided. For nursing homes, the above findings and plans of oomection are disclosable 14 -
daya following the tgato theae documents are made amiubls 10 the faoiity. if defiolancies are oited, an approved plan of oomection i@ requisite to continuad

. program paricipation
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DEPARTMENT OF HEALTH AND HUMAN SERVICES . "FORM APPROVED
CENTERS FQR MEDICARE & MEDICAD SERVICES . : OMB NO. 09as-0an1
ATATEMENT OF DEFICIENCIES (*1) PROVIDEA/SUPPLIERVCLIA {X2) MULTIPLE CONBTRUCTION (%3) DATE SURVEY '
AND PLAN OF CORRECTION . IDENTIFICATION NUMBER: ' ' COMPLETED
. A BUILDING o
8 wWinNg "
185250 11/24/2010
NAME OF PAOVIOER OR SURPLIER ) STREET ADDRES3, CITY, BTATE, ZIP CQDE ) .
. 1100 GRANOVIEW DRIVE, P O BOX 822
, OAKMONT MANOR FLATWOODS, KY 41139 :
(X4} D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION g(‘i;
PREFX {EACH DEFICIENCY MUET BE PRECEDED BY FULL PREFIX ) {EACH CORRECTIVE AGTION 8KOULD BE COMPLETION,
TR0 AEGULATORY OR LSO IDENTIFYING INFORMATON) TAG CROSS-REFERENCED TO THE APPROPRIATE - BATS
DEFICIENGY)
F 187 | Continued From page 1 - 1 risr

{tis and was on the day of survey

| the policy of Oakmont Manor to
This AEQUIREMENT s not met as evidenced .| immediately inform resident,

| by: . ,
.Baséd on Interview and record reviaw, it was , consult with the resident's :
determined the facility tailed to ensure the .| physician and if known, notify the
physician was notified of a ¢hange In status for legal representative of a need to
two (2) of nine (9) sempled residonts {Resldants alter treatment significantly.

.| #1 and #3). Residents #1 and #3 did not have
adaquate bowel elimination, as defined by the

faciiity's bowe! protocol, for psriods ranging from - _ 1. Resident #1 no Ion}ger. resides

four {4) to twenly (20) days. Thera was ho at Oakmont Manor. Resident #3's

documented evidence the tagiity's Bowel Care _ physician has been notified of bowei

P’ﬁ?“‘:} W;mp';m%’g:gé '”ﬁ;‘;’f’o","gntme n _ alimination pattern and treatment

notification of the resi igi n the .

resident falled to have bowel movemerts, plan s in place. Completed on
November 23, 2010 by Unit

Although Interview and record review revealad - Coordinator,

Resldent #1 did not have regular bowe! _

movements, there was no evidance the resident's 2. All residents bowe! elimInation

rhysician was notilied reparding the resident's

d h b
ack of bowel movernents. Rasident #1 was logs have been raviewed to ensure

agmitted to the hospltal on 10/16/10, with proper bowel elimination has been
diagnoges Including consiipation and fecal ) achieved and physician was notified
impaction. ' . | ofanyissues identified. This was

completed on November 29™ by the -

The findings include: unit coordinator and reviewed by

Review of the.fallity's Bowel Care Protocol + [ QAnurseand DON.

(BCP), which wag not dated, revealed a resident As of November 29™ The Quality

must have at least one (1) large or two {2) -' . Assurance nurse and Director of

&%ﬂﬂh&?ﬁrﬁ%ﬁ?ﬁg every three (3) days Nursing re.view all daily shift reports
and physician’s orders to ensure the

According to the feoility's Bowel Care Prefocol, if resident’s physician has been notified

three (3) days elapsed without adequate bowel of any need to alter treatment

elimination bowel movements, the following steps significantly

should be taken, baginning with Step 1, then 2 ' '

and so forth:

FORM CMB-2B67(02-93) Provious Versians Qhaglete Event ID: FINBI Faciity I0; 100523 If gonlinuation eheet Pags' & of 24
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FORM APPROVED
OMB NO. 1
STATEMENTOF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIFLE CONSTRUGTION (X2) DATE SURVEY
AND PLAN OF CORRETTICN IDENTIFKCATION NUMBER: COMPLETED
, A BUILDING
) c
185250 — . 112472010
NAME OF PROVIOER OR BUPPLIER’ BTREET ADDRESS, OITY, STATE, 2IF GODE
1100 GRANDVIEW DRIVE; P O BOX 822
OAKNONT MANOR  FLATWOODS, KY 41139
é"‘z SUMMARY STATEMENT OF BEFIIENGIES D FROVIDER'S PLAN OF CORRECTION %e)
REFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX EACH CORREQTVE ACTION SHOULD BE COMPLETION
REGULATORY OR LBC IDENTIFYING INFORMATION) TAQ 8 REFEHEN@DTO THE AFPFIOFRIATE DAYE
' ' . T - DEFICIENGY)
F157| Continued From pags 2 F167{ 3 Anin-service was conducted on
1. “Mt:k ;: a::gnasla (M.O.M.} 30 mi po, f no Deacember 6th, by the Director of
results in rs, . i
2. Dulcolax Suppasitory 10 mg rectally, if no Nursing for all licensed nursing staff
rasuits in 12 hours, ‘ reviewing physician notlfncatmn
3. Fleets knema, requirements.
4. If no resuits, or inadequate results whh
Fleats Enama. 1000 mi soap suds enéma x e ¢
4. As part of the facility’s ongoing
] hyslel
2, if &till inadequate res i, notify Physlcian, Quality Assurance Program the
Review of the faclmy's Changes in a Resident's Director of Nursing and/or the
Conditlon or Status Policy revealed the Physiclan Quality Assurance nurse will review
was fo be notified of changes in the resldent' ination records daily and
condition and/of status. b‘?WEI glimmatmn r v
will review all MD orders and shift
: reports to ensure any significant
.| 1. Review of the elinival record revealed change in needs of resident are
Resident #1 was admitted with diagnoses whieh to the MD.
included Diabatas, Hypertenslon, Peripheral ;a;‘porte:lt:of the audit will be
Vascular Digease, Coronary Artery Disease, and eres |
Chronie Renal Failure requiring Hemodialysis. _reviewed by the Quality
Review of the Bows! Inf tion Tracking Log Assurance Committegona
eview of the Bowe! Information g Logs : ths
for September and October of 2010 revealad no monthly b?m for S":Imn:r; h
documented evidence Resldent #1 had a bowsl to determine compijance.
movament for the elgven (11) day period between
08/24/10 and 10/04/10, Continued review December 7, 2010
revealed the resident had a medium bows)
movemant on 10/07/10, a small bows) movement
on 10/10/10, end a small boml movement on
.| 1018110,
Application of the tacility's bows! pratoool to
Resaldent #1's bowe! record.revealed the resident
did not have an adetiuate bowel movement for
twenty (20) days, from 09/24/10 to 10/14/10.
Continued reviaw revealed no evidence the
resident's physician was noliied of the residam‘ .
lack of bowe! movements.
FORM OMB-ulOI(DMD} Frevious Versions Obesiete Svant ID: P1NG1Y Faclity ID; 100620 if corinuation sheet Page Sofd4
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AND PLAN OF GORREGTION IDENTIFIGATION NUMBER: - COMPLETED -

. ABULDNG
' ¢
BwNa___
136260 . : ' . - | 1wmamore

NAME OF PROVIDER OR BUFPLIER  * STREET ADDRES], CITY, STATE, ZIP coDE

1100 GRANDVIEW DRIVE, P O BOX 322

OAKMO,NT WANOR ) . FLATWOODS, KY 41139
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ) ' PROVIDEA'S PLAN OF ODRRECTION o
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL | smEFiX (EACH CORRECTIVE AUTION BHOULD BE OOMPLETION
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DArE
. : DEFICIENCY)
F 157 | Continued From page 3 ' F 187

Interview with the attending phyatclan on 11/24/10
at 4:45 PM revealed he had never recsived a call
from the facllity related to the residant's
constipation or lack of bowsl movements,:

Review of the Nurse's Notes dated 10/06/10:at
1:00 AM, and signed by Registered Nurse (RN)
#1, revesled Resident #1 complained of
oonsilpatlon and received Lactulose earlier in the
shift. ‘Continued review revealed the resident told
the nurse he/she would need an enema if the
Lactufose did not work. Review of Nurse's Notes
for the remainder of the shift revealed no
indication of the resuilts following the Lactuloss,
no evidance the physician was notified, and no

* | report of an enema being offerad to the resident.

Interview with Reglatered Nurse (RN) #1 on
11/24/10 at 3:45 PM revealed she recalled
Residant #1 comptained, "ans night" of
gonstipatien and needed an enema. The nurge
stated she called the doctor, who sald she could
‘give an enema, which she attempted to
| administer. The RN explained the realdent
‘| refused the enema and said, “i don't want it, it .
woukin't help anyway.” Continued lnterviow
revealed RN #1 recailed finding a containgr of
glycerine suppositories on the reeident's badside
table. ' She stated she locked the medication In
the medication cant and adviged the resident she
would obtain a physiclan's order for the
| suppositories, but dld not oall the physlclan to
obtain the ordey.

Review of the Nurse's Notes dated 1016/10 at
5:00 PM revealed Resident #1 complained of
"pain in stomach, just not feeling well, nausea,
chilis." Continued review revealed the residant
had a temperature of 101.1 degraae Farenheft

FORM OM3-2857(02:99) Provious Vorsions Qustiely '. Evand ID1PING1 Facllity ID: 100388 If continuation sheet Page 4 ot 24
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STATEMENT OF DEFIOIENQIES | %1) PROVIDER/SUPPLIER/OLIA {%2) MULTIPLE GONBTRUCTION (%8) DATE SURVEY
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- . A. BUILDING _ :
. ) C
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| 185250 11/24/2010
.| MAME OF PROVIDER QR SUPPLIER B8TREET ADDRESS, OITY, STATE, 2IF CODE .
' : 1100 GRANDVIEW DRIVE, P D BOX 822
OAKMONT MAN ) _
PRKM oR FLATWOODS, KY 41189
o4 1D BUMMARY STATEMENT QF DEFICIENCIES ) PROVIDER'S PLAN OF CORREQTION (X8},
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX | [EAGH COMRECTIVE ACTION BNOULDBE . | COMPLETON
TAG REGULATORY OA LSC IDENTIRYING INFORMATION) TAG - CROS6-REFERENCED TO THE APPROPRIATE  *| | DATE
DEFICIBNCY)"
F 157 | Continued From page 4 ' F 167

and the spouse requasted the resident be sent to
the hospital. Further review of the Nurse's Notes
revealed the resident was gent to the hospital, by
ambulance, at 5:16 PM. Further review revealed
a oall was received from the hospital at 11:30 PM,
inferming the facility the resident had been
admitied with abdominal pain and constipation.

. | During interview, on 11/23/10 at 8:30 AM,

- | Resident #1 reported a long history of
constipation which required the use of five (5) to
six (6) Colace tablets (a stoot aoftener) twice a
day. The resident reported the use of a "Fleets’
supposilory "at loast twich a'wesk." Further -
interview reveated Resident #1 reportad ha/she

| "begged them every day" to get an order for &
"Floets" suppoeitary. The resident stated different
nurges sald they would contact the dactor for an
ordar, but the resident did not believe they did
hecause no suppositories were ever .
administered. The resident stated, "t bagged
them, they ignored me. Thay et me lay there and
aimost die. Il it wasn{ for my (spouse), | would

‘have digd. Now here | lie.* .

Interview with the spouse of Resldent #1 on
14/23/10 at 2:30 PM raveated Reskient #1 was
admitted to the hospital on 10/16/10.. Continued
Interviaw revealed the spouse had spoken 10 the
reskdent's surgeon after Residem #1 underwent
surgery on 10/21/10, The spouse reported being
1o/d by the surgaon the resident's bowel had

| burst, In addition, the spouse stated he/she was
told the resident was so impacted, the bowe! was
dead and the resident required placement of &
colostomy. Further Interview revealed the spouse
had apoken to the resident's atlending physician,
who had cared for the resident at the nursing
home, and the physiclan reported hg had never

FORM OMB-256'7{02.80) Previous Viarsiohs Obsolots Event IDxP1RG11 Facllily 1D: 100523 . 1 oontinustion sheet Page 6 of 24
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PRERIX EACH DEFIGIENCY, MUSY BE PRECEDED BY FULL, * PREFIX . HACH CORRECTIVE ACTION 8HOULD BB , COMPLEYON
TAG EQULATORY OR LSC IDENTIFYING INFORMATION) TAG .u&ohs-mmngwpsqm THE APPROPHIATE DaTE
il . ) DEF(CIENCY) '
F 157 |-Continued From page 5 . F 167|.

been called by facllity staff aboul the resident's
lack of a bowe! movement. Tha spouse further
stated different nurses at the facllity aaid they
would call the doctor, but they never did.

During interview on 11/24/10 at 4:45 PM, the
attending physiclan for Residant #1 stated he had.
spoken to the surgeon, who reporied the resident -
had a fecal impaction on admission to the : i )
hospital, with perforation of the bowel after '
admission to the hospital requiring surgical
Intervention. - :

2. Review of Resldent #3's clinical record
revealed an admission data of 05/18/09 with
diagnoses which included Dementia with
Delusions and Conetipatiorn.

Review of the August-November 2010 Monthly
Physicians Orders revealed an order for

+ | Lactulose {laxative) 30 milliliters (m) by mouth

| once dally as needed due to constipalion and an
order for Bisagodyl (Dulootex) 10 milligrams (mg)
suppository rectally ance dally as needed for *
constipation. '

Review of the August 2010 Bowel Informallon'
Tracking Log revealed no documeanted evidence
of & BM ffom August 29-31 (3 days).

Review aof the Beptember, Qotaber and
November 2010 Bowel Information Tracking Logs
revealed no documented evidence of adequale
BMs, as defined by the facilily's bows| protocol,
from September 15-October 2 (18 days), October
8-17 (10 days), and October 18-22 (4 deys),
Funiher review revealed no documentad evidence
of adequate BiMs trom Qctaber 26-November &
{11 days) and November 8-23 (16 days).

FOAM CMS-2567(02-80) Previcus Versions Obaotela Evant ID: PINEY Padlity i: 100820 If continuation gheel Page 6 of 24
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X 10 . BUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDEE:S PLAN OF CORRECTION {xs)
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TAG REGULATORY OR LB IDENTIFYING INFORMATION) TAG ' GROBS-REFERENGED TO THE APPROFRIATE DATe
* DEFICIENCY)
F 157 Centinued From page 6 F 157
" | Review of the August-November 2010 Nurses
Notes revealad no documented evidénce that the
Physiclan was notified of the resident's condition
or status regarding bowal elimination.
‘Interview on 19/24/10 at 10:30 PM with Licensed
Practical Nurse #1 revealed the Bowel Care
Pratocol was not followed, Restdent #3 should
have recslved Lactulose, Dulodlax, and Fleels
enema several times. She stated she was unable '
tofind documentation the Physiclan was notified S
. of the change in bowe! efimination. '{ Itis and was on the day of survey
F 309 483.25 PROVIDE CARE/S8ERVICES FOR F 309| : the policy of Dakmont Manor to
880 | HIGHEST WELL BEING provide the necessary care and
Each residert must receive and the tacliity must services to attain or maintain the
provide the necessary care and services to atiain highest practicable physical,
or maintaln the highest precticable physicel, mental, and psychosocial well-
mental, and psychosocial well-being, in - being in accordance with the
accordance with the comprehensive assessment comprehensive assessment and
and plan of care.
. plan of care.
i ' 1. Resident #1 no longer resides
;’hls REQUIREMENT s not met a5 evidenced at Oakmont Manor. Residents #3,
Y. ' ,
Basgsd on Interview and record review it was 4, and #7 have a routine bowel
determined the-facility falled to ensure necessary pattern established. This was
care and services were provided for the residents’ completed on November 29" by
sampled rasidents (Residents #1, #3, #4, and )
#7). Residant #1 did not have adequate bowal o,
elimination, per facility protocol, for twenty (20) - 2. All resident .s bowel flow sheets
days. As a result, Resident #1 was admittedto - have been reviewed to ensure an
the hospital with & severe fecal Impaction. During acceptable bowel pattern. This was
the hospitalization, the resident sutfered.a reviewed by th
perforated bowel with sepsis, and required Nc:ve:vnbder ;9 ;022 nurse on
placament of a colostomy. ' :
FORM OMSQBBT{OEM Previous Vorslang Qbaulato Evenl ID; PING Fadilly ID: 100528
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NAME OF PROVIDER OR SUPPLtEH | svAeRT ADD.FIEB& CITY, S‘Tﬁl’ =4 GODE '
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4) 1D BUMMARY STATEMENT OF DEPICIENOIES ) " PROVIDER'S PLAN OF CORRECTION ()
REFIX |*  (FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX - (EAGH CORREGTIVE AQTION SHOULD BE . | GOMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE DATE.
. ! e ' . ' DEFICIENCY)
F 309 C&tinued From page 7 -F 308 | '
_ 3, Daily the charge nurse will
T 0 o onco ol 43, review the bowel sheets and
#a experienced bowel movemen .
| periods ranging from four ¢4) to eightesn (18) implemant the howel program
days. Therd was no dogumented evidenca the for any resident who has not
facility followed its Bowel Care Protocol regarding |, ~ had an adequate bowel movement
the administration of medications and notitication in threa days. '
:); t::a!a ?hbzci(;ilarr:l :::rra ::i:‘asnta who-did not have An In-service was conducted
o9 ' by the Director of Nursing for al
. The findings include: licensed staff on December 1st, to
Revi e lty's Bowel Care Protocal review the Bowel Protocol.
ewoteam 8 Bowal Care Proto re
(BCP}, which was not dated, reveeled & resident 4. As part of the facility's ongoing
must have at least one (1) large or two (2) Quality Assurance Program the
medium bowel mavements every three (3) days, 0A nurse will monitor the bowel
to ba considered adequate. Accarding to the and Thursda
facllity's Bowel Care Protocol, if a resident has shegts e‘verv Mfmdav y
gone three (3) days without adequate bowel for a period of six months to
¢limination one large or two medium bowal ensure all residents are having
movements Il;e“nurse should implement bowel movements at least
lreatmen‘las OlIOWS:
1. Milk of Magnesia 30 milliliters {ml} by mouth every threa days.
{po), and # no results in 24 hours, 2. Dulcolax
Supposltory 10 milligrams {mg) rectally, and if no Results of the aforementioned
results In 12 hours, 3. Flﬁet& Enehma. 4.l no audits will be reviewed by
rosuits, or inadequate rasults, with Fleels Enema, : C ittea
1000 ml £0ap 8uds enema x 2, and if stl B e
inadequate results, notify Physiolen. monthly Tor six months
1 determine compliance.
1. Review of Resident #1's closed ragord
revealed aq admission date of 09/24/10 and December 2, 2010 |
dlagnoses which inoluded Dlabetes, Coronary '
Artery Disease, and Chronic Renal Fauure. which
required Hemodialysis,
Reviaw of the Admission Minimum Data Set
(MD8) Assessment datad 10/06/10, revealed the
FORMW CMB:2887(02499) Previous Verelona Obaolete Event ID: PHNS1t If continuation sheet Pags 8 of 24
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tacllity assessed the resident as being able to
complete the Brief Interview for Menta! Status
aatistactorily and did net réquire further
asseasment of cognjtive slalus. Review of the
Functional Status portion of the MDS revealed the
taclity assessod the resident as being 1otally
dependent on stalf for toileting. In addition, the
facility dssessed the resident as not having
constipation. However, review of tha Nursing
Assesament Quarterly Summary dated 10/06/10,
revealed bowsl constipation was present. -

Reviéw of the Bowel and Biadder Evaluation
section of the Admission Nursing Assessment
dated 08/24/10, revealed Rasldent #1 wes
assessed as being continent of bowel, However,
the facility failed to identify the presénce of
consglipation, the use of laxatives and/or enemas,
and the date of the resldent's last bowel
movament as companents of the assessment,

Review of admission Physictan's Orders revealsd

Resident #1 had an order, dated 08/24/10, for

Senokot at hadiime, @a needed for constipation,

| In addition, a physician's telephone ordar for

. | LActulose (a lexative), to be given dally as
nesded, was reoaived on 10/05/10,

Review of the Bowel Information Tracking Log for
September 2010 revealed no dgcumented
evidence Resident #1 had a bowel movement
bstween 08/24/10 and 09/30/10. Review of the
Bowel Infarmation Tracking Log for October 2010
| revealed the resident had-a smafl bawsl
movemeant on 10/04/10, eleven {11) days after '
admisston to the facllity,. Conlinued review
revealed the resident had a medium bowel
movement on 10/0710, a small bowel movement
on 10/10/10, and & small bows! movement an -

FORM GME-2607(02-88) Provlous Versions Obaclete Evant iB: PsNB11 Fauifity IB: 100628 : if oontinuation shaat Page 9of 24
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| Lagtulose didn't work. Review of subsequent
.| Nuraes Notes for the shift and for the fcllowing

10/13/10. The residernt was noted to have had &
large bowel movement on 10/14/10. According to
the log, Resident #1 failed to have an adequate
bows! movement for twanty (20) days, from
008/24/10 to 10/14/10, as identiftad by the feallity's

policy. _ .

Review .of the Medication Administration Record
(MAR) revealed the reskient could be
administered Lectulose (laxative) every day, as
hegded for constipation, howevar the resldent
recelved the Lactulose on 10/05/10 at 11:45 AM,
and 10/08/10 at 1:00 PM only. Continued review
of the MAR revealed the resldsnt could be given
Lactulose every day as nesded for constipation,
and Senokat at badtime as needed for
constipation, Further review revealed there was
no documented evidence the Senokat was given
throughout the resident's stay; and there was no
documented evidence a Dulcolax suppoaltory, &
"I;Ieéls“ enema, or a scap suds enema were ever
 given.

Review of the Nurses Notes dated 10/06/10 at -
1:00 AM, and signed by Reglstered Nurse (RN)
#1, revealad Resident #1 complained ot
sonstipation and recsived Laciulose earlier in the
shift. Continued review revealed the resident told
the nurse an enema may be needsd if the

days revealed no further reference to the
resident’s compiaint, results foliowing tha
Lactuloge, the administration of an enema, of
notification of the physician regarding the
resident's lack of adequate bowel movements.

imterview with RN #1 on 11/24/10 at 3:45 PM

revealed she recalled Resident #1° complained
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The nurse stated she called the dector, who aald

attempted to administer the enema to the
resldent, who then refuged it by saying I don't
want It, it wouldn't heip anyway." RN #1 stated
she told the resident she would get a physiclan's
order for the suppositories. She further stated
she.did not call the physician hersaif, but passed
it along in repont.- RN-#1 was unable to racall
Resident #1 aver having s bowel'movement,
during the resldent's stay at the facility.

Intarview with Certifled Nuraing Assistant (CNA)
#2 on 11/24/10 at 9:40 AM and CNA #1 on
11/24/10 at 10:10 AM, revedled they had
pravided care to thig resident bul could not recall
| Resident #1 volcing concerns related to being
| canatipatad. Neither of the CNAg could recall the
| resident having a bowe! movement during his/her
stay at the faoility.

Interview, on 11/24/10 at 12:40 PM with Licensed
Practical Nurse {LPN) #1, who provided care to
this resident, revealed she did not reaall if
Realdent #1 had any.complaints related to
constipation ar not having-a bowel movement.
LPN #1 indicated ghe did not recall the resident
raquaating a suppository. .

Intervisw, on 11/14/10 at 4:55 PM, with the Unit
Manager (UM), where Resldent #1 reslded,
reveaiad the Bowel Protoco! should.be initiated
for any resident who did not have abowel
movement in three (3} days. She stated the
administration of PRN (as needed) medicatlons
should be documented on the MAR. The UM
explained she reviewed the bowel logs three (3)
fimes & waek but had not identitied a problem

"one night” of congtipetion and needed an enema.

she could give an enama, She further stated she |,
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with Resident #1, or the Iack of bowel
movements, After reviewing the Bawsl Tracking
Information Log with the surveyor, the Unit -
Manager expressed surprise the resident had
gone e long without a documented bowel *
movement. 8he further stated she did not recall
Resident#1 complalning of constipation or asking
tor an order for a suppasitory.

Review of the Phystoal Therapy-Progress Report
dated 10/07/10 revealed after therapsutic
exercises Resident #1 “began to cry with
abdominal pain from kack of bowe! movement.”
interview with the Therapy Asslstant on 11/24/10
at 11:10 AM revealed she only saw Resldent 41
twice. She recalled the resident said shs was
really consfipated and stafed, "my stomach s
kllling me, I'm constipated.”" During a follow-up
Intenview on 11/24/10 at 4:00 PM, the Therapy
Assistant steted she dld not recall reporting the
rasident's complaints to nursing staff.

Revisw of the Nurse's Notes dated 10/16/10, at
6:00 PM revealod Resident #1 complained of
"pain in gtomach, Just not feeling well, nausea,
chills." Continued review revealed the resident
had a tamperature of 101.1 degrees Faranheit,
The spouse requested the resldent be sent to the
hosplial. The Nurse's Notes revealad the
rasident 'was esnt to the hospitai, by ambuténce,
.at5:15 PM. The Note indicated a call was
received from the hospital at 11:30 PM, informing
the fadility the resident had been admilted with
|.abdominal pain and constipation,

Review of the hospital record revealed Resident
#1 was sdmitted fo the intensive Care Unit on
10/16/10 whh diagnoses which included .
Abdominal Pain end Constipation. Review of

FORM OMB-2667(02.09) Pravioua Varalone Obadtate Event 10: P1NBY . Faclity 1D: 00523 , If gontinuation sheet Page 12 of 24
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Emergency Room records revealad the resident
compiained of abdominal pain rated with a
saverity of eight (8) on a scale of ten (10).

Review of the abtomIinal x-ray dated 10/16/10,
revealed a “markedly large amount of stoal in the
ractosigmoig portion of ihe colon most conslstent
with severe constipation/impaction." Review of
the Computerized Témography (CT) scan of the
abdomen dated 10/16/10 revealed “severe
Impaction of the rectosigmoid with stool.”

The hospital's History and Physical (H&P) dated
10/17/10, was reviewed and revealed the
physlcian assessed the resident to have severe
constipation. The resident was noted to have
been anxious, with abdominal paln and sluggish
bowel sounds. A rectal exam revealed hard stool
[0 the reclum. At the time of dictatlon of the H&P,
the resident had received two (2) Fleets anemas
with results of two (2) moderate bowel
movements, .

Review of the Surgical Consull dated 10/18/10
revealed Resident #1 had a "severe stool
impaction.” Aggresslve laxative therapy was
initiated, Tha Surgical Consult dated 10/18/10
revealed Resident #1 had a bowsl-to-bladder
{istule’ (@ connaciion between the intestine and
the bladder which alicwed fecal malerial to spill

| into the blaxder). In addition, the resident was
diagnosed with sepsis, a condition of "destruction
of tissues caused by, disease-causing bacteria or
their toxins" (The Bantam Medical Dictionary,
2008).

Raview of the Infectious Disease consuit dated
10/18/10, revealed Resldant #1 was assessad lo
heave sevete constipation, severe abdominal pain

FORM CM5-2567(02-09) Pravious Verions Obsolete Even! ID: PINGTY Fedility [D; 100583 if gontinuation shest Page 130l 24



Jafl.

FA'NE B R Vakfonmt wanor

DEPARTMENT OF HEALTH AND HUMAN SERVICES

WY, YV

LICEE AV

PRINTED: 12/10/2010
FORM APPROVED

_ CENTERS FOR MEDICARE & M ERVICES _

STATEMENT OF DEFICIENCIES (1) PROVIDER/GUPPLIER/CLIA
AND FLAN OF CORREOTION

IDENTIFICATION NUMBER:

186260

' ' ' MNQ-.Q%&:QE‘T
(@) MULTIPLE CONSTRUGTION + |eoarcsurvey

A BUILDING

B. WING

NAME QR PROWDEH OR SUPPLIER
. OAKMONT MANOR '

STREET ADRRESS, GITY, BTATE, ZIP CODE
1190 GRANDVIEW DRIVE, P O BOX 822
FLATWOODS, KY 41138

COMPLETED '

c

' 11/24/2010

X4 D
PREFIX
©YAG -

S‘UMFNSTATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED 8Y FULL
REGULATORY OR LEO IDENTIFYING INFORMATION)

D -
PREFD
TAG

PROVIDEA'S PLAN OF CORREGTION

OAEAGH CORREQTWE ACTION 8HOULD BE

038-REFERENCED TO THE APPROPRIATE
PEFICIENGY)

GOMFLE‘I‘IDN
DATE

F 309

Continued From page 13
. | "worrisame for, perforated howel*, and sepeis.

. !Eua-ﬂlled) fluid was suctioned out, A Colovesical

. | "Fleete" suppository " least twice a wesk." The

_ | Restdent #1 reporied he/she "begged them

The Operative Repon dated 10/21/10 was
reviewed and revealed Residenl #1 undarwent an
Exploratory Laparotomy. Continued review
revealed feculent peritonitis (inflammation due to
contamination with feces) was present throughout
the abdomen, Two (8) liters of purulent

owel-tc-bladdar) fistuta was Identtiled, with the
bladder containing feoal material as well. A
colectomy with colosiomy was performed, the
listula was repaired, and & supra-pubic urinary
catheter was placed.

During interview on 11/24/10 at 4:45 PM, the
attending physician for Resident #1 stated he had
spoken to the surgeon, who reporied the resldent
had-a fecal Impaction with perforation of the
bowel. The altending physician denled having
received a call from the facility related to the
resident's constipation or irck of bowel
movements.

An interview weg conducted with Resident #1, on

11/23/10 at 2:30 AM, at the nureing home he/she

residos ot this time. During the interview the
realdent expressed having a long history of
constipation which required the use of five {(5) to
six {6) Colace tableta (a stool softener) twice
dally. In additicn, the residem reported the use of

resident expressed having a history on going four
(4) days without a bowet movement. The resident
stated, "l knew | had to stay on it, that's why | took
so-much Coldce.” Further interview revealsd

(facifity steff) every day" to get an order for a

Flest's suppository. The resldent stated, "I

F 309|,
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’ begged them, they ignored me. They let me Iav
there and aimost dle.

‘Interview with Resident #1's spouse, on 11/2310

| at 2:30 PM, revealed Resident #1 waa admitted to
the hospital on 10/16/10. The spouss Indicated
hefshe had spaken to the resiient's surgeon after
Resident #1's surgery and was told the resident's
bowal had burst. According to the spouss, the
surgeon further reported the resident was so
impacted, the bows! was dead and the'resident
requirad a colostomy. Further interview revealed
the spouse had spoken to.the resident's atiending
physician, who had cared for the resident al the
nursing hame, and the physiclan reported no one
had ever called him about the resident's lack of a
bowel movement,

12 Review of Resident #3's clinical recard .
rovealed dlagnoses which Inoluded Dementia with
‘Delusions and Constipation.

| Review of the August-November 2010 Monthly
Physictana Ordars revealed an order for
Lactulose (a laxative) thirty (30) m! by mouth once
daily as needed due to constipation and an-order
tor Blzacody! {& laxative) 10 mg Supposllory
recially once dally as neaded for ¢constipation.

Review of the Augus! 2010 Béwel Information
Tracking Log revealed no dosumented evidence
of a Bowel Movement (BM) from August 28-31 (3
daya). Review of the Medication Adminiatration
Record (MAR) revealed no documented evidence
the prescribed medications were provided to the
resident. .

Review of the Septsmber and October 2010
‘Bowel Information Tracking Logs revealed no
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| medications. were given,

. -| Octaber 26-November 5 (11 days) and November
.8-23 (1€ days). Review of the Ogtober and

Continued From page 18

documented evidence of adequate BMs, as
desctibed by the facility's policy, from September
15-October 2 (18 days), October 8-17 (10 days),
and Octobar 19-22 (4 days) and review'of the
Beptember and Octaber 2010 MAR revealed no
documented evidence that the presoribed

Review of the October and November 2010
Bowel Information Tracking Logs reveated no
documented evidence of edequate BM's fram

November MAR revealed Laotulose was given on
11/04/10 and 110810, There was no
documented evidence eny other bowel
medications were administered,

imarview on 11/24/10.at 10:30 PM with Licensed
Practical Nuree #1 revealsd Bowsl Care protoco!

was not followed. The nurse stated accordingto’ |

the Bowel Care Protocol, Realdant #3 should
have received Lactuloge, Dulcolax, and Fiesls
enema eeveral timass. LPN #1 stated the Certilied
Medication Technigians {CMT) examine the bowel
loga daily, give the Lactulose when needed and
notify the nurge when it wgs given, She further
stated she was unable to find dooumentation
regarding the Physician baing notilied of the
change in bowel elimination for Resldent #3,

3. Review of the clinical record revealed
Resldent #4 waa admitted on 08/30/10 with
diagnoses which included Ovarlan Cancer and
Nausea/Vomiting.

Review of the Significant Change Admission
Minimum Data Set (MD8) Assessment dated
09/11/10, and Admission MOS Assessmant dated

F 309
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07/43/10 revealed the iaclllty assessed lhe
resldent as having constipation,

Review of the Cnmprehansive Pian of Care dated
08/16/10, revealed the resldent wag at risk for
constipation due to decreased mabiiity and
"routine” use of pain medications. The Plan of
Cwe revealed interventions which ingluded:
administering medicetions ag ordered, monitoring
bowel movement (BM) each shift, and reporting i

Review of a Computed Tomagraphy (CT) Bcan
report, dated 00/07/10 revealsd findings which
included probable constipallon and feoal
impaation. .

Review of the August, September, Octeber, and
November 2010 Monthly Physiclan Orders
revealod orders for Fiberglas (bulk-forming
laxative for constipation) tablet eyery day and
Blsaoodyl (laxative for constipation) 10 milligram
rectal suppository every three (3) days. Continued
reviéw reveated orders for Lactulose (synthetic
sugar laxative for constipaticn) thirty (30)
millilitars by mouth every four (4) hours PRN (as
needed), Bisacodyl ten (10) milligram recta!
suppository every day PRN and Enema
disposable Fleet typo (sallne laxative for
constipation) once dally PRN.

Review of Resldaht #4's August, Seplember,
Oatober and November 2010 Bowel Information
Tracking Loga revealed no documented evidence
of adeluate (per the faciiity's policy) bowel
ellimination from 08/13/10 through 08/19/10,
geven (7) days, from 08/31/10 through 09/06/10,
sevan (7) days, 08/23/10 through 09/29/10 seven
N days 09/30/10 through 10/06/10, seven (7)

F 309
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‘the Bowel Care-Protocol, Including administration

| The Interventions Included; adminiatering

| every two (2) te three (3) days.

‘Review gt the October and November 2010

days, and 10/27/10 through 1102/10, seven (7)
days,

Review of the resident’s medical record revealed
no documented evidance the tacility Implemented

of s needed bowel medioatlons. of notitication of
thé reaident's physiclan when the resident did not
have adequate bowel movements.

4. Review of Residen #7's clinical record
revesled diagnoses which included Osteoarthrilis,
Diabetes Mellitus and Bliateral Knee
Replacement, .

Review of the Annual Minimum Data Set (MDS)
Assesement dated 04/16/10, revealed thefacilily
nssessed Resident #7 ag having moderate
impairment in cognitive skills and requiring
extensive assistance with most Adtivities of Dally
Living. Further review of the resident's MDS
Assessment revedled the facllity assessed the
resident ag having no constipation, '

Review of the Comproehenasive Plan of Cére dated
10/18/10 revealed the resident had Impaired
Bowel Elimination with Gccagional Constipation.

medication as ordered; monitoring howel
movaement (BM) eech shlﬂ, and reponting if no BM

Monthly Physiclan Orders revealed orders for
Laciulose (a laxative) twenty (20) miliiiters by
mouth as8 nesded for constipalion and Bleacody!
tan (10) milligram rectal suppository once a day
as neaded for conetlpation.
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- Review of Resident #7's Oc¢tober 2010 and

[ 10/28/10 through 11/03/10 seven (7) days,

* | movement in three (Shdays. the Bowe! Protocol

Continued From page 18

November 2010 Bowe! Informatign Tracking .
Logs revealed no documented evidence of
adequate {as noted in in the facliity's policy) bowe!
dlimination fram 10/10/10 through 10/14/10, five
(B) days; 10/16/10 through 10/19/10, four (4)
deys; 10/21/10 through 10/28/10, six (6) days;

11/08/10 through 11/10/10, five (6) days; end
1117/40 through 11/21/10, ive (5) days.

Review of the resldent’'s medical record revealed
no documented evidence the faclitty followed the
Bowet Care Protocol. Further raview revealed -
the taoility failed to follow the Plan of Care related
to administering ae needed (PRAN) medioations as
ordered and reporting If the resldent had no bowel
movement every two (2} to three (3) days.

Interview with LPN #2 an 11/24/10 at 11:20 AM
revealed if & resident did not have a bowel

should be initiated. She stated she would not
count a small bowel movement as adequate for
most residents. She further steted the physiclan
ghould be notifled |f there were no resuits after
implementing the bowel protocel. Continued
interview revealed all PAN medications
administered, and resyits obtalned after
administering the medications, snould bs
dosumented on the MAR.,

483.75(0)(1) QAA

COMMITTEE- MEMBERSIMEET
QUARTERLY/PLANS

Afacility must maintain a qualty assesement and
assurance committee coneisting of the directar of
nuraing services; a physlclan designated by the

F30%) .

It is and was on the day of survey
the policy at Oakmont Manor

to maintain a Quality Assurance
Committee that identifies issues
and develops and implements plans
of action to correct quality
deficiencies.

F 520
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y N - . BFICIENGY)
F 520 | Continued From page 19 F 520} . o d
fadlity; and at least 3 other members of the 1. Resident #1 no longer resices
facility's staff. in the facility. Resident #3, #4, and
. . #7 medical records have been
The qLilt?"w assassmrm ?"'d 355:'3“‘3': , reviewed and have bowel patterns
committee moots at least quarterly to Identify ; ;
lasues with respsect to which quality assessment established, This was Cot:n pleted
 and gssurancs activities are neceseary; and on November 29, 2010 by
develops and implemants appropriate plans of the Unit Coordinator.
action to oarrect ldentified quality deficlencies.
2. All other residents medical
A Btate or the Sacretary may not require
digclosure of the records of such commiitias records have been raviewed
-except insofar as such disclosure is related to tha to ensure a howel pattern has
complianoe of such commitiee with the been astablished and to
requirements of thig section. determine MD notification had
Good faith attempts by the committee to Identity occured. This was "
and corract'quallty deflcienles will not be used as completed on November 29
a bagls. for sanotions, by the QA nurse,
This REQUIREMENT is not met aa evidenced 3. Al licensed Staf,f have bien
by: . educated by the Durectc:: 0
Based on intervlew and racord review it was Nursing on December 6™ on
determined the faciiity failed to identify the failure | P m and
|10 implement the facility's Bowet Care Protocol to The.g‘“’:f s to
engurd regular bowet movements for four (4) of Notification of Chang
nine {8) sampled residents (Residents #1, #3, #4 Physician.
. :nd a!#;‘):| Residents #1, #3, #4, and #7 did not Audits are being completed
ave adequate bowel movemants. as defined per i the Diractor of Nursin
fesility policy, for periods ranging from four (4) to :::; ;VQA nursect: determin eg
iwenty (20) days. Record review revealed the \ (e "
faclity fallsd to follow thelr Bowe! Care Protocol timely Notification of Physician.
regarding the adminiatration of madications and audits are being completed on
gottﬂoa\ittltgn gf agh):ticiz?nsi_ fjﬂ;a "?ualit;;:afuﬁanea Mondays and Thursdays by the
ommitiee had not identified the system fallure,
and had not initiated comedative action to correct QA.nurse to assure that all
the detlclency. residents have had an adequate
' bowel movement in three days.
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. A. BUILDING
185250 B. WING 11I22!2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, TATE, ZIP GODE )
1100 GRANDVIEW DRIVE, P O BOX 832
ONT !
OAKMONT MANOR FLATWOODS, KY 41130 |
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORHEGTION )
PREFIX Jmm DEFICIENCY MUST RE PRECEDED BY FULL PREFX {EACH OORREGYIVE AQTION SHOULD BE QOMPLETION
TAG EGULATORY DA LSO IDENYIFYING INFORMATION) TAG CROSBE- RE!’EﬂEgIEG‘ED TO THE APPROPRIATE DATE
o0 :::i‘g::val‘:f"l:{\::s?o’;;lﬁ:lzeu on 10M16/10, after Fe20) 4 part of the facllity's angoing
failure to imptament the Bowel Care Proto’ool or Quality assuranr:e pm.gram.the -
notify,the resident's physician regarding the laak Director of Nursing will review
of bowel movements by the rasident. The daily shift reports and nursing
ws'gﬂm tWﬂs ﬂ%";m:g with 2'159"0%5 5"“':?"? documentation to ensure al|
constipation and fecal impaction. The residen
under surglcal intervention and placement ofa change af status has .b?en
colostomy. reported to the physician.
The findingg Include: 4, The Quality Assurance
ittee met on Decemb
Review of the facfity's Bowel Care Protocol o e
(undated) revealed a resident must have et least eview theresu
one (1) large or two (2) madium bawel aforementioned audits and to
movements every thrae (3) daya to be considered determine compliance.
adequate.
1. Resident #1 was admitied to the faciity on All licensed nursing staff has
108/24110. Review of Bowel Informetion Tracking . been in-serviced on physician
Logs for Septembar and October of 2010 notification on December 6™ by
revealed no evidence Resldent #1 had a bowe! DON. The guality assurance
movement for eleven {11) days, from 09/24/10 lo .
10/04/10. The tracking log indicated the resident :°m:“tte&tw!" mee:r:" ?"th"." -
had a medium bowsl movement dn 10/07H0, a or the next six months focusing
small bowel movement on 10/10/10, and a smell on any changes in resident
bowel movament on 10/13/10, n adduion. conditions. The daily audits
épplication of the Bowel Protocol to the tracking conducted by the DON will be
Io s rovealed the resident did not have an summarized and reported
adequéte bowe! movement for twenty (20) days, . p .
: from 08/24/10 to 10/14/10. There was no - during the aforementioned
evidence thé physiclan was notifled regarding the meeting.
resident's lack of bowel movements nor
interventions Implemented t¢ engure the resident December 14, 2010
had tegular bowel movements. ‘ .
Review of hospltal records, Including an
abdominal x-ray dated 10/16/10, and a
Computerized Tomography (CT) scan, dated -
10.!1 6/10, ravealed Resident #1 had a large
FORM GMEM(OME) Previous Veraions Cbaclele Event ID; PING1S Facility 1D; 100523 i continuation sheet Page 21.0f34
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amount of steo! in the reclosigmoid portion of the
aeton, conslislent with fecal impaction. In
addition, hospilal records indicated the resident
‘underwent surgical Intarvention, with placement
of a colostomy on 10/21/10.

2. Reskient #3 was admitted to the facility an
05/18/09. Review of ihe resident’s medioal
resord ravealed no documented evidence of an
ddequate bowel movement, per the fagility's
Bowe! Care Protocol, from September 16 -
Octobsr 2 (18 days), Octaber 8-17 (10 days), and
October 18-22 (4 days). During November, 2010,
there was rio evidence of an adequeate bowsl
maovement betwssn October 26 and November 8
(11 days), and November 8 and November 23 (16
days). Review of the MAR for September and
.Ootober of 2010 revealed no documentad
evidence the Bowel Care Protoco) was followed
with interventions implemented 1o ensure regular
bowel movements. In addltion, there was no
evidence the physician was nofifled related to the
resident’s bowel status.

3. Racord review revealed Resldent #4 was
adimiited to the facility on 06/30/10. Review of
Resldent #4's medioal record revealed no
documented evidence of adequate bowel
elimination from 08/43/10 through 0B/19/10, five
(5) days; from 08/81/10 through 08/06/10, six (8)
days, 09/23/10 through 09/28/10, seven (7) days;
10/01/10 through 1006/10, six (6) deys; and
10/28/10 thraugh 11/02/10, six (6) days. There
was ho avidenoe the facliity followed the Bowet

'| Care Protocol, including medication adminlsterad
to ensure regular bowel movents, nor notification
of the resident's physicran regarding the lack of
bowe! mavements. '
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'] irterview with the Unit Manager whére Residants

'| Tracking Log, the facilty utilized an additiona)

| Fridays, but had not (dentified any concerns with
‘the Bowel Care Protocol implementation. She

' U&qn reviewing the Bowsl Care Protocol with the

Continuad Frem page 22

4. Record review rovealed Resident #7 was
admilted to the facility on 09/28/04. Review of the
resident's medical racord reveated no
documented evidenca of adequate bowel
ellmination frem 10/10/10 through 10/14/10, five
(8) days; 10/16M0 through 10/18/10, four (4)
deys; 10/21/10 through 10/26/10, six (6) days;
10/28/10 through 11/03/10, seven (7) days;
11/06/10 through 11/1040, five (§) days; and
111710 through 11/2110, live (5) days. there
was no gvidence faclity staff Implemented the
Bowel. Care Protoco! for Resident #7.

#1, #3, and #7 reside, on 11/24/10 at 11:65 AM,
revealed in addition to the Bowe! Information

form she referred to as the Bowe! Log. 8he
stated ehe reviewed the Bowel Log three (3)
Imes & waek, on Mondays, Wednesdays, and

further stated this log was an interna record and
not part of the medical récord. She described the
Bowel Log as a communjcailon tooj between ihe
Cerified Medioal Techniclans (CMTs) and the
nurses,

Continued Interview with the Unit Manager (UM)
reveeled.she considered one (1} medium bowal
movement in three (3) days to be adequate.

UM, she stated she had not been awere one (1)
medium bowel movement was not adequate, per
the factlity's protocol. The UM was uneware
Resident #1 had not had an adequate bowel
movement for twenty (20) days.

Interview with the CQUQA Coordinator on

F 520
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F 620 Cdntinuad From bage 23 F 520
11/24/10 at 12:45 PM, revealed the commitiee
met monthly to devalop action plans for Identified,
problems. She siated weekly meetings were held )
to check the progrese of the plan. She explaihed .
sinoe the Introduction of the Minimum-Data S¢t
3.0 Version on-10/01/10, the matrix was used to
identify trigpered areas for foliow-up by the QA
Committes. Continued Interview revealed any
. araas 'on the matrix that fell in the 76th percentile
were reviewed by the committae, The CQI/QA
Coordinator explained that bows! management
hed not triggered for further review, and was not
baing tracked by the Committee.
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