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A standard and extendad health survey was
intinted on 06721/11, ang conchuded on 06/29/14.
Immediate Jeopardy was identified on 05/23/11,
and detenmined to exist on D6/17/11. The faciiity
was notified on D8/23/11, Resident #14 had 2
lving will and a physician's order for
Cardiopulmonary Resusdtation {CPR) "only™ to
be administered, Resgident #14 was identified to
hava a change in condition with an abnormal
bleod pressure reading of 85/30 and a heart rate
of 40 on 06/17/11, &t B:00 PM. However, there
was no docurnented evidence facility staff notified
the residert's physlcian, or monitorad and ’
assassed Resident #14 for furlher changes in
vita! signs or physical condition. On 0871811, at
3:55 AM, the residert was found unresponsive,
not breathing, and with no signs of life, Fadiity
staff was unaware of Resident #14's code siatus
for "CPR onfy™ and failad to discuss CPR '
administration with the physician when the
Physician was Informed of the resident's
condiicn. Resident #14 expired at the facility on
06/18/11. Deficiencias were cited at 42 CFR
483,10 Resident Rights {F157), 42 CFR 483,25
Quality of Care (F303}, and 42 CFR 483.75
Administration {F490} at 8 scopa and severity of
“1.* Substandard Quality of Cara was identified at
42 CFR 4B3.25 Quality of Care (F309).

After State Agency review the survey was
reopaned an 07726/ 1, fo obtain additional
information, and concluded on 07/27/11,

An acceptabie Allegation of Complianca {AOC)
was recaived an 068/28/11, and an amended AGC
was recaivad an 07/27/11, which alieged removal
of immesdiate Jeopardy on DE/29M 1.
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A facility must immediatety inform the resident;
consult with the resident's physician; and it
known, notify the residant’s legal representative -
or an interested family member when them is an
accident involving the resident which nesults in
injury and has the potential for raquiring physician
intervention; a significant change in the résident's
physical, mental; or peychosccial siatus (9., 2
deterioration in health, mentat, or psychosociat

i status in eitheyr jife threatening conditions or

clinical complications}; a need to alter treatment
significantty {i.a., a nead ta disconiinue an
existing form of treatment due to adverss
consequences, o {o commance a new fomrm of
treatment]; or a decision 1o transfer or discharge
the resident from the facility as specified in
§483,12(a).

The facility must aise promptly notify the resident
and, if known, the resident's legal represantative

resident rights under Fedaral or State law or
regulaiions as specified in paragraph (BY1) of
this section, - :

or interested famity member whan {here is & Affecied
| changa in room or rocmmats assignmeant &s Resident #14 is no fonger in the
specified n  §483 15(eX2); or a change in facility,

" Compliance has been and will be

‘presented in the statements,
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The State Agency dﬁ%éfminad the Immediats
Jeapardy was removed on 08/23/11, which
lowerad the scope and severity to “D" at 42 CFR
483.10 (F1573, 42 CFR 483.25 (F309), and 42
CFR 483.75 (F450) while the facility monitors the
effectiveness of systamic changes and quatity Preparation and execution of this
assuranca activifles, ' plan of
F 157 | 483.10(b){11) NOTIFY OF CHANGES . F 157 Coarrecticn does not constifute an
§5=J | {INJURY/DECLINERGOM, EYC) admission of or agreement by the

provider of the truth of the facts
afleged or conclustons set forth in the
statement of deficiency, This Plan of
Correcticn is prepared solely because
Federal and State Law require it

achieved no flater than the last
completion date identified in the
POC. CompHance wili be maintained
as provided in the Plan of Correction.
Failure to dispute or challenge
deficiencies below is not an admission
that the alleged facts occurred as

F 157 J (D) NOTIFY OF CHANGES

Residents Found to Have Been

Counseling and education was
provided to LPN #1; however, she is
no lenger employed at the center.

FORM CME-2547(02-86) Previous Versions Ghsoiase

Envent §0 9GI1 1

" Facly iD: {00528

# continuation shees Page 2 of 43



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/10v20%1

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFIIENDIES X1} PROVIDERSUSPLIER/CLA (X2) WAL TIPLE CONSTRUGTICN {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION HUMBER: : COMPALETED
, A BLILDING
8, WING ]
_ 185273 — o7/27/2011
NAME OF PRCMDOCR OR SUPPUIER STREET ADbﬂESS, CITY, 5TATE, ZIP CODE
. GHWAY
OWSLEY COUNTY HEALTH CARE CENTER HAGHWAY 41, P 0 BOX 280
) ) BOONEVILLE, KY 41314 ‘
X4} O SUMMARY STATEWMENT OF DEFICIENCIES oo PROVIDER'S PLAN OF SORRECTION oy
PREFIX, {EACH DEFICENCY MUST BE PRECEDED BY FULL PREFIX . {EACH CORRECTIVE ACTION BHOLLD RE CONPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCT)

F 157 | Cantinued From page 2

The facility must record and periodicailly update
tha address and phone number of the resident's
legal represantative or interested famiy member.

This REQUIREMENT is not met as evidenced
L by:

Basad on inferview, record review, and facility
policy review it was determined the faciity failed
1o have an effactive systam to ensure the
residant's physician was natified when a
significant change in physical status occured for
one of twenty-three sampled residents (Residemt
#14). On 0BM7/41, at 8:00 PM, faciity staff
assessed Reskiant #14 to have an abnommally
low blood pressure and pulse rate. Facifty staff
faffed to report the abnomnal findings fo Resldent
#i4's attending physician at tha time of the
assessment Approximately eight hours ater, the
resident was found by direct care staff to be
nonresponsive and without any signs of ffe.
Resident #14 was pronouncsxd dead on 06/18/11,
a1 4115 AM, by the coraner. Tha facility's faiture
to promptly infomm Resident #14's attending
physician regarding a significant change in
condition piaced Resident £14 and other

_residants at risk for serous Injury, harm,
impainrent, or daath, Immediate Jeopardy wae
determined fo exist on 06/17/11,

An acceptabie Allagation of Complianca was
recaived on 06/258/11, and an amanded AOC was
recetved aon G7/27/11, which alieged removal of
Immediate Jeopardy on 05/28/11. The State
Agency determined the lmmediate Jeopardy was
1 ramoved on 06/29/11, which lowared tha scope
and saverity to "IF while the faciiity monitors the
affectivanass of systamic changes and quality

F 1571 ldentification of Other - Residents
with the Potential to be Affected

A thorough review of medical records
was conducted by the Executive
Director of Nursing (EDON),
Diractor of Nursing {DON), Quality
Assurance Nurse, MDS Coordinators,
Medical Records Director, and Unit
Managers for all residents in the
center beginning on  6/2572011.
Reviews were compieted to identify
any changes in resident’s condition
that would constitute notification of
physician and/or responsible party. If
a change in condition was indicated,
the resident was assessed further at
that time and notification was made to
physicians and/or responsible parties
as indicated.

Svystemic Changes

All Hcensed nurses were inserviced
by the EDON and DON regarding
facility poiicy and procedure on
notification requirements related fo

change in conditian,
family/resident/physician notification,
assessirent, follow up and

decumentation of change in resident
condition. Inservices were conducted
on 6/27/2011 and 6282011, Any
ticensed nursing staff having not
attended the inservice by 6/28/2011,
will be required to attend the inservice
prior o being permitted to work.
Family and Physician Notification
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assurance achivities.

The findings inciude:

A review of the fadility's policy/procadure related

to physlcian notification (dated Decamber 2007)
revealed facility staff was responsible 1o promptiy
noftify. the attending physician of changes in a
resident's medicalimenia! condition. According to
tha policy, nursing supenviscra/charge riurses
were required to notfy a resident's attending
physician or ‘or—call physician when a significamt
change occumed in' a resident's .
physical/emotional/mental condition, when a
change in bazeline vital signs occumad, or when
a need o alter a resident's medical treaimeant
significantty hed been identified, -

A dosed record review revealed Resident #14
was admitted to the facility on 03/02/10, with
diagnosss to include Hypertensian, Alzieimar's
Dementia, and Encephalopsthy.

A raview of the cusTent physician's orders dated
06/06H 4, revealed Residsnt #14 was prescribed
Lisinoprit (anh’nyparmnsive}‘m mifigrams (mg)
onca dally and Toprol XL (anthyperiansive) 25
mg ER twice g day for treaiment of Hypenension,
Further record review from G5/18/11 through
061511, revealed Resider #14's blood prassure
ranged from 124/68 to 110/84, and the resident's
heart rafe ranged from 76-84 baats per minute.

A review of the progress notes dated 061 7/11, at
£:00 PM, revealsd Licensed Practical Nurse
(LPN) #1 atiernpted Iy administer medications to
Rasident #14, but was unable to administer tha

medicafions due to the residant's refusal to spen

“inserviced by the EDON, DON, and
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Process for ali new hires.

The 72 Hour Charting Policy and’
form  were implernented - on
06/28/2011. The purpose of this
policy and form is to identify, report,
and assess a change in resident
condition. Licensed nurses were

Unit Managers on the 72 Hour
Charling Form and Policy on

6/27722011  and  &/28/2011.  The

Hicensed nurses are responsible for -
assessing the change in resident -
condition, notifying the

resident/family and physician  as

appropriate, and implementing

interventions as necessary.

Beginning 06/28/2011, a daily review
of all current residents® MDD orders,
Care Plan Updates, Condition Change
Forms, 72 Hour Charting Forims, and
the Z4.-Hour Report is compieted by
the DON, Quality Assurance Nurse,
Medical Records Director, and/or
Unit Managers to validate physician
and family notification of change. If
notification was  indicaied, the
resident was further assessed and
notification was made as appropriate
at the time identified.
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with ne obtainatde biood pressure, heart rate, or

| respirations,

| An interview conductad with LPN #1 on 0623/11,

af 4:25 PM, revealad the LPN worked part-time
during the 7:00 PM o 7.00 AM shift at tha faciity.
LPN #1 stated she had obtained Resident #14's
blood pressure and heari rate at 8:00 PM on

06/17/11, Tha LPN statad she did not know what

Residant #14's blocd pressure and heart rate
usually wend and did not compara the rasident's
blood pressurs and heart rate to the resident's
vitai sign mcord. LPN #Y further stated she
considered a blood pressure of 86/30, and a
heari rata of 40 to ba abnormal for "anyana.” The
LPN stated she did nat notify the residant’s
attending physician of the residents abnermal
vital signs at the ime they were obtainad,

An interview with Rasident's #14's atisnding
physician {MD #1) on 08/23/11, at 6:30 PM,

é’éﬁé& {EACH DEFICIENCY WRUST SE PRECEDED BY FULL PHIEDFIX {EACKH CORRECTIVE ACTION SHOULD BE commEnoN
TAG . REGULATORY OR LSC IDENTIFYING INFORMATION; TAG CROGS-REFERENCED TO THE APPRGPRIATE caTE
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F 157 | Continued From page 4 - F 157 o
. N - Maonitoring :
hisfher mouth. Al that time, accarding o the - . .
progress notes, LPN #1 obtained the resident's “To ensure susta med. compliance,
vital signs and documented the residant hag a DON, and the Quality Assurance
hlood pressure of B5/30 and a heart rate of 40. Nurse are responsible to report all
Howeever, there was no documentad evidence sudit findings to the Administrator
LPN #1 natified the resident's attending physician and the Quality Assurance {QA}
of the abromnal vital signs and change in tha Committee weekly until compliance.
resident's condilion. Further review of tha is achieved, then monthiy for three
progress noles.fevesled on 06/18/11, at 3:55 AM, months and as needed thereafer, for
;!::&#1 mg;‘:dm Rg:dd:i :lﬁem::” review. The standing members of the
i carg 5 HELove, 3 . ¥ .
unresponsive and not breathing. Record review gzamig;ﬁr;:;?;fom%;e |I'ICEI:§
"| reveated LPN #1 assessed and natad the : o ’
resident’s legs and feel were cold and discolored, Man'flgers_. Quality Asstfrance Murse,
the resident's hands were cool to touch, and the Medical Records Director, and
residant's skin calor was pale. LPN €1 Medical Director, ‘
documented Resident #14 bad no “signs of ifa" ’ 3/15/2011
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revealad she would have expected facility staff to
feport changes in the residant's condition and
vited signs to her. MD #1 stated the residant's
systolic {top mumber of a biood pressure reading)
blood pressure usually was 100-110 and his/her
heart rata of 40 woukd have bean “alarming® fo
har. MD #1 further stated she would have
considered sending Resident #14 to tha
Emergency Room for further
evaluationfrestmant, or at lsast corsiderad
intravenous therapy io incease the resident's
blood pressurs, if she had been made aware of
the changes in Residant #14's condition.

An interview conducted with tha Director of
Nursing (DON} on 08/23/11, at 8:15 PM, revealed
tha nurse was respansibia to notify a residant's
physician when a changs in condition was
dentified. The DON stated LN #1 shouid have
informed Resident #14's attending physician
about a change in blood pressure and heart rate

| on 08M7/11, a1 8:00 PM.

*An acceptable Allegation of Compfianca {ADC)
related to the immadiate Jegpardy was recaived
on DG/29/11, and an amended AOT was received
on 07/27/11, which alleged the immadiate
Jeopardy was removed on 068/28/11.

According to tha ADC, a thomugh review of afl
residants’ medical recorde was conductad by the
Executive Director of Nursing {EDON), Direclor of
Nursing (DON), Quality Assurance Nurse {QAN),
MDS Coordinators, Medica! Records Diractor,
Registered Nurse (RN) and afl Link Managers
{UMs) on 06/25M1 1, D&r26/1 1, 05/27/11, and
05/28/11. The reviews were conductad to ideniify
changes in residents’ condition that would require
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notfication of the residant's physician and/or
responsible party. i a change in condition was
itentified 85 a result of the record review, facility
staff was to further assess tha resident's )
condition and meke notifications to the physicians
and/or legal represantatives/interested family
members a3 indicated.

Further raview of tha AOC revealed on 08/28/11,
the facility bagan a daily review of ajl residents*
curmert physiclan’s ordars, came plan updates,
condition change forms, and the 24-hour report.
‘The dally reviews ware to be complaied by the
EDON, DON, QAN, Medical Records Director,
and/or UM to determine and ensure significant
changes in a rasident’s condition had bean
immediataly reported to the resident's physician
and family membarfegal represantativa. in
addition, the daily reviews wer to datermmine if
continued assessment of a resident's condition
was indicated and to determina if resident
assessmants ware made in a tmely manner.

Tha AQOC revealed on D827/11 and 06/28/11, all
licensed! nurses were in-serviced by the EDQN,
DON, QAN, ard UM related to the facility's policy
and procedura on noiification of the resident's
physician and family when changes in the
resident’s condition ocour. Tha AQC siso
revealed af licensed nurses ware in-serviced on
resident assessment, foliow-Up assessments,

and docismentation of changes in resadant
concition. Licensed nursing staff who had not
attanded the insarvice by 06/28/11, would be
required to attend the in-sarvice prior to being
pernitted o work, Continued review of tha AOC

| revaaled the above information would be included
in the Qdantation Process for all newly hired staff.
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A review of tha AOC revesled an D6/28/11, the
facility implemented a 72 Hour Charting Polley
and charting form. Faciity staf was to utilize the
policy and forms to identify, report, and assass
residents for a change in condition. Licensed
nurses were in-serviced by the EDON, DON,
QAN, snd Unit Managers on 06727/11 and
06/28/11, on the 72 Hour Charting Folicy and
charting form. Thesa forms ware to be reviewad
daily by the EDON, DON, QAN, Unit Managers,

- or a designated ficensed nurse tc ensura

appropriats notification occumed,

Raview of the AQC revealed the faclity was to
ensure continuad compilance by reparting alt
audit findings to members of the Quality
Assursnce (QA} Comitiee on a weekly basis
untii compfiance was achigvad, and then gna
manthly basis for thres months 1o ensurs
continued compliance. Foliowing the subrtission
of the monthly reports for three months, staff was
to continua to submit findings cn an as nesded

basis for reviéw, o ensurs sustained compllance.

The ACC revealed the Administrator was
responsie for overall compiianca through
attendance of the Clinkcal Mestings, by directing

-ard oversight of the QA Meeting, and reviewing

all audits. .

=The surveyar vaiidated the corrective action
taken by the faciiity as folows:

A review of the fadlity's audits on 08/29/11,
verified the facility completed a thoraugh review
of all esdents’ medical recoads.

A review of sign-in sheets and iftenizws with
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staff (RMs #3, 4, &5 #6, #7, and #8 and LPNs
#2 #3, #4, ¥5, and #6) on 06/29/1 1, verified the
facility had-in-serviced nursing statf on 06/27/11
and 06/28/11, related to the identification and

-} assessmeant of changes in resident conditions,
ngtification of changas o physicians and
responsible parties, and the 24-hour reports and
72-hour charting poiicy and form. tn addition,
according to observations and interviews with
staff (RNs #3, #4, and #7 and LPNs #3, #4, and .
#8} on DA2Y/11, the 24 and 72-hour monitosing
records were kept ef the nurses' stations and
monitored daity by the administrative staff
{Administrator, EDCN, DON, MDS Coordinators,
UMs, and QAN)

An interview with the Director of Nursing {DON)
on 0B5/29/11, at 6:10 PM, and record raview
verified tha 24 and 72-hour repoity, utiized tn

| monitor residents for changas in condition, were
raviewsd daily In the Daity Clinical Mesting, and
any concems werne addressed and acted upon at
that ma,

An intefview with the Administrator on DR/29711,
at 7:35 PM, verdfied administrative staff
{Administrator, EDON, DON, MDS Coordinators,
UMs, and QAN) reviewed the 24 and T2-haur
reports daily in the Dally Clinical Meeting, to
ensure concarns observed with changes in
resident condition andfor physiclan notification
would have immediata comaction.

| Based an the above findings, it was datermined
the Immediata Jeopardy was removed on
06/29/11, Noncampiiance cortinued with the
scape and saverity iowered to "D based on the
need for the facility to avaluate and implarmeant

F 157
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F 263 | 483 15(h)(2) HOUSEKEEPING & Fos3| E.253 (E) HOUSEKEEPING AND
§8-E MAINTENANCE SERVICES MAINTENANCE SERVICES
The facility must provide housekeeping and Residents Found to Have Been Affected
maintenance sarvices naoesé.ary i malrtain a -New doors have been selected and
sanftary, orderly, and fortabie interior. ordered for resident rooms: 104, 106, 107,
Y, ordeny, and com meror OB 109310 1L 1131411, 118
U7 118, B9, 120, 121, 122, 123, {24,
200, 201, 202! 203, 204, 203, 206, 207,
208, 208, 210, 241, 212, 213, 214, 215,
This REQUIREMENT is not met as evidenced 216.217. 218. 218, 220, 221, and 222.
by: -The floor tile noted with a blackened
Based on ohservation, intervisw, facil hoy- substancc. {tite adhesive} has been
reviaw. and fecnr: revi;:e:tv\:r: datéhziﬁ:dct?e removed from raoms {04, 210, and 221,
facility'failed 1o provics hc:lzsakeephg and -The brown discolored area observed on
maintenance senvices necessary to maintain a floos tife in resident room 108 has been
sanitery, orderly, and conrortable environmert, femoved.
Forty-two doors were observed to have chipped -The peeling wallpaper observed above
woed and tan Dultyon-ﬂwem thres resident rosms the beds in resident room 214 has been
wore ohsarved o have a bi;ekeneﬂ sitstance on removed and the room has been freshly
the fioor tBe, ane resident room was absarved to painted. _
have a brown discolored ares-on the floor. one -The peeling paint observed on the wall
resident room was observed fo have pae[i‘ng on the lefl side of the bathroom door in
wallpaper, and one resident foom was observed restdent room 203 has been removed and
to have pesling paint. "-the room has been freshly painted.
Tre findings inciude: ldentification of Other Residents with the
. ' . " Potential to be Affected
A review of the facility's poticy entitied All residents have the potential to be
"Housekesping Policy” (no date) reveaied the affected. New doors have been selected
Housekeeping Department was responsibia to r and ordered for all residsnt rooms. Al
_repart any unusual condition or machanical faifure resident rooms have been reviewed to
to the Maintenance or Housekeeping Supervisor, identify any vpeeling paint, pesling
The facility was ssked for a Maintenances Poficy wallpaper. and discalored flooring or
and none was received, flooring with any unsightly substance,
| FORM CMS-2537(02-69) Froviews Versions: Otrolste Everd ID-8GAX1 Fecilty ID: 100528 M contimuation shee “ege 10 of 43
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Duing the environmental tour of the facility on The Administrator has developed a new
06/23/11, at 3115 PM, tha following items were maintenance policy that includes monthly
cbsarved fo be in need of repair inspection rounds by the maintenance and
B . housekeeping supervisors, The ingpection
-Chipped wood and tan putty wers ohserved on process wiil check condition of doors,
resident mom doors in resident rooms 104, 108, walls and floors. A door replacement plan
107, 108, 108, 110, 111, 113, 514, 115, 118, 117, has been developed by the Administrator
118, 118, 120, 121, 122, 123, 124, 200, 204, 202, to include new deors and new hardware.
203, 204, 208, 208, 207, 208, 209, 210, 211, 212, " Ordering and instailation scheduies are
213, 214, 215, 216, 217, 218, 248, 220, 221, and part of the door replacement plan, Afier
222, ‘ : all new doors have been installed the
-A blackened substance was observed on the maiptenance  department  will  make
finor file in resklent rooms 104, 210, and 224. " physical rounds monthly for the purpose
-A brown discolored area was cbservea on the of inspecting all doors. Any repairs or
fioor tile in residant ropm 108, replacement of doors will be made within
-Fesling wallpaper was observed above tha beds fifteen days of the observations made on
in residerd room 214. . the monthly inspection report made by the
-Peeling paimt was ohsenved on the wall, on the Maintenance Supervisor.
left side of the bathroom dobr, in resikdent room
203, Monitering .
The Admipistrator  will review the
An interview was conducted with the monthiy report which inctudes the facitity
Housekeeping Supervisor {HS} and a deors,  walls  and  floors  with  the
Mairtenancs Representative (MR} on D8/Z311, maintenance and housekeeping
al 3:15 PM. The Mairtenancs Supervisor was on supervisors. A follow-up  will be
vacation and not avaitable for interview. The MR - completed by the Administrator 1g -
stated tha facifity utilized a work omder system 1o ascertain that repairs and replacements
alert maintenance staff of concams related to the were compieted within fifieen days. i
environment. The MR stated the arployees taps 8/15/2011
tha work order o the Maimtenance Depariment
door or sfide it under the door. The HS statd
she comzfucted a2 tour on a dafly basts to observe
for claanliness on aach nursing unit Based on
itervies with iha HS, if any concems related o
maintenance of the facility wers Wemified during
the tour, arepanwwldbssubmﬂiadtome .
Maintenance Department.
F 281 | 483, 20(k)(3)([) SERVICES PROVIDED MEET F 281
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The services provided or aimanged by the facility
must meet professionat standards of quality.

This REQUIREMENT is not mat as evidenced
by: :
Based on interview, recard review, and review of
facility policies, il was daetarmined the faciiity
failed to provide services tn meet professional -
standards of quallty retated to staft criantation
and tralning for ona employee, The facility fajled

i o have an sffactive systemn to.provide orisntation
and iraining for new empioyees and to avaiuate
for stafl competency. Licensed Practical Nurse
{LPN} #1 was hirad by the facility on G5/17H11;
however, thers was no evidence the facility had
provided the LPN with appropriate training relatad
to faclity poficy/procedures regarding Advanca
Directives and Code Status,

The findings includs:

A review of tha Staff Onentation and Education
policy/procadures (no dats) revealed the facility
would provide comprehansive orientation o newly
hired employess and provide angoing education
to current employees. The policy/procadues
stated new employess would begin orantation on
the first day of employment and would inciude
classroom instruction and hands-on speciic job
training, The policy/procadures further identfied
staff wollld recsive training on facility
policies/procadures and systems relatad 1o their
individual job requirements.

A feviéw of the personnsi file for LPN #1 revealed

identification of code slatus.

- cecommendations as indicated. New hires

a0 SUMMARY STATEMENT OF DEFKIENGIES D PROVIDER'S PLAN OF CORRECTION s
PREFX {EACH CEFICENCY MUST BE PRECEDED By FULL PREFIX [EACH CORRECTIVE ACTION SHOLILD BE COMPLETION
a3 REGUILATORY OR LSC [DENTHFYING INFORMATHING TAG GROSS-REFERENGED T0 THE APPROPRIATE DATE
. ) DEFIGIENCY)
ntinsed F281 (D) SERVICES PROVIDED
F 281 | Continued From page 11 F 281 MEET PROFESSIONAL
§5=0 | PROFESSIONAL STANDARDS STANDARDS

Residemts Found to Have Been Affected

No residents were identified as being
alfected in this deficiency., LPN #1 is no
tonger employed by the facility.

Idensification of Other Residents with the

Potential to be Affected

All residents have the potential 1o be

affected, All nursing staff have been in

serviced on the fagility’s policy and
pracedure for Advance Directives end

Systemic Changes

A comprehensive orientation agenda and
checkiist has been developed for new
empioyees to ensure education is provided
and comprehension is measured regarding
the facility’s policies and procedures
including  Advance . Directives  and
identification of code status. AH norsing
staff will received mendatory bi-znnual
training on the facility's policy and
procedure for Advence Directives and
identification of code staus as part of the
routing in-service calendar,

Monitaring

Post tests have been developed to evaluate
the effectiveness of orientation. The X
sesults of the post tests witl be evaluated
by the QA Nurse andior DON for trt?'mis
and submitted to the QA Commitee
meeting  for  futher  review  end

will be re-evalvated within 3 monms of

FORM CMS-2557(02-96) Previous Versions Obsciete. Event |0 83014
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the nurse was hired by the faclity on 0SH7/11.
According tc the orientation checklist dated
Q&6/17H 1, LPN #1 recelved general orlantation on
Business Office procadures, General/Human
Resources, Emvronmearnt, Social Services, Safaly,
and Infection Control, Howaver, ther was no
avidenca the facilty provided LPN #1 with
erisntationAraining regarding establshad faciity
policies/procedures,

An inforview conducted with LPN #7 on 0623/11,
at 4125 PM, and on 07/27/11, at 2:20 PM,
ravealed tha LPN had besn a nurse for moms than
20 years and kad baoan employed by the facility
for appraximately two months to work part-time
oft tha 7:00 PM to 7.00 AM shiflL. LPN #1 stated
sha had been assigned to work with four different
ficensed nurses for four shifts an the 7:00 PM to
7:00 AM shift for orientation, The LPN stated
neither of thesa nurses instructed her on the
Advance Directive and/or Code Siatus facility
pretocots and the |LPN did not know how o

-] identify a resident's code status, LPN #1 furthar

stated an in-service on Advance Directives wes
provided by the facility afier she was employed,
but the LFN did not attend the in-sarvice because
she did nof know t was scheduled.  LPN #1 also
stated sha gdid nol inform the administrative stafi
that ehe needed addiional training.

A raviaw of the Jupe 2011 staffing schedule
revealed LPN #1 was scheduled to work the 7:00
PM o 7:00 AM shift on a part-tima basis each
Friday =hd Saturday on the East Wing,
Accoming to the staffing schedula the LPN was
usually scheduled to work as the charge purse
with a Certified Medication Aide (CMA}. The
staffing sehedule further revealad twe licensed

ensure  competency and  retained
comprehension of education received,

8/15/2011
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nurses were also schechiied to work on the West
Wing of the facility during the 7:00 PM ta 7:00 AM .
shift : ‘ :

1 An interview conducted with LPN #7 on Q7/26/11,
al 1:25 PM, rovealed the LPN had been assigned
1o work with LPN #1 during one 7:00 PM to 7:00
AM shift. LPN #7 stated she did not recelve arry
directions regarding specific iraining for new staff.
The LPN stated she instructed LPN #1 regarding
the madication pass, shiff routing, and residents, . :
but dict not inform LPM #1 about the faciifty ' S : & i
palicles/procedures relaied to Advanca Direcives : i
of Code Status. LPN #7 further stated the : ‘ '
treining was not documsnied.

Intarview conduciad with Registared Kursa (RN) .
#8 on D7/26/11, at 1:45 PM, revealed che had
workad with LPN #1 on one 7:00 PM {o 7:00 AM
shift. The RN stated she did net receive any
dirpctions regarding training needs for LPN #1,
KN #9 started she instructed LPN #1 on the
medication pass, location, and procedures for the
crash cart, and coment of residents’ charts,
-incudipg the focation of the Advance Directive

‘t and Cods Status. RN #0 stated she could not
recall teliing LPN #1 about any other means of
identification to detarmine the residents' Code
Status. The RN stated she did not document the
"| training provided for LPN #1.

LPN #8 was inferviswed on 07/26/11, at 5:55 PM,
and stated she had worked one 7:00 PM to 7:00
AM shift with LEN #1. The LPN stated she told
LPN #1 about the medication pass and charting
protocot, LPN #8 steted she also informed LPN
#1 the red stripe localed on the binder of the
resident's chart identified the residentto be a Do

FORM CHS-2587({12-06) Previous Versions Josofety - B, ID:9GOX11 Facility (O, {00528 Hmfﬂkm-sbﬂ_ut Pega 14 of 43
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Not Resuschzte (ONR). The LPN stated she did
not provide any further frainlng for LPN #1
rexjarding facility policies/procedures riated ia
Advance Directives/Code Siatus,

Interview conducted with the Staff Development
Nurse/Execuiive Director of Nurses (EDON)on
07726111, at 6:10 PM, revealad naw staff {if
experianced) was assigned to work with another
experienced nurss for three shifis on each unit
after general orfantation had bean provided. The
EON stated the training nures was told 1o orent
tha new nursa to the routine papenvark, tha
restdents, and facility policies/procadures,
including the Advance Dirsctive and Code Status,
Howevear, imerviews with LPN #7, RN #9, and
LPH #8 reveated thay had nol received direction
felated to crienting new nursas regarding the
facility pokcias/procedures related to Advance
Diractives or Coda Status.

Fucther interview on 07/26/11, at 6:10 PM,
revaaled the EDON taked with tha assignad
fraining nurse and the new nurss to evaluate the
effeciiveness of the training to determine
eddifional training was needad. The EDON
further stated a chacklist was conplatad after
general oplentation was provided, However, the
EDON stated there was no documentation of
further staff orientation and no documariation the
training had been evaluated to deteqmine stafl
compatency. The EDCHN alse stated tha fadiity -
did not have a policy/procedure reiated to
evaluation of new employee ofemtalbon and
competency evaluation. (n addition, the EDON
stated mandatory in-sarvices wers conducted
maenthly and the facility policy direcied discplirary
action would be taken if the empbyee fadled fo

FORM CMS-256T(02-45) Prafvious ¥ esions Ohscists

vt 10 SEG0X §

Faciy I 100528

¥ contingation shest Page 16 of 43




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 081072011

The servicas provided or arranged by the faciity

must be provided by qualified persons in
accordance with each resident's written pian of
care. :

This REQUIREMENT s not met as evidanced
by: .

Basad on observation, interview, recard review,
and a review of facility policies, it was determined
tha facility faded to provide sarvices for ons of
twenty-threa sampled residents (Resident #11) in
accordance with the resident's individualized plan
of care,

The findings inciude:

A review of tha Pian of Care policy/procadure {na
daie} revealed the comprehensive care plan
wouhkd contain approaches to care that wouid
banefit the neads of the resident.

Resident #11 was admittad 1o the facikty on
05/19/10, with diagnoses that incdluded Closed

Fraciure of the Tibia and Fibule, Senlie Dementa, -

Chronic Obstructive Pulmonary Disease, Afrial

-1 Fibriation, and Convulsions, A review of tha

significant change Minimum Data Set (MDS)
assessment completed on 01/29/11, revealad the
{acility assessed Resident #11 to requir iotal
zssistance with bed moblity, toileting, persanal
fygiena, and bathing. The resident was also
agsassad {0 have a Stege W pressure Uoar

Residents Found to Have Been Affected
Resident #1 | has heel boots in place.
The CN.A. that was inveived has been
counseled and inserviced on fotlowing the
residents’ care plan.
Hdentification of Other Residenis with the
. Potential 1o be Affecied
An audit was completed of ail residents’
comprehensive care pians and SRNA care
pians in  comparison with & direct
observation of care delivery. Audit and
gbservations were made by the DON,
Medical Records Director (RN), and MDS
Nurses to  ensure the care pian
intervenlions are carried put as outlined
on the resident’s care plan.

Systemic Changes
An inservice was held for nursing staff

obtaining  devices and/or supplies s
needed to provide care in accordance with
the resident’s care plan,

Monitering

Care rounds will be conducted daily by
the facility’s management staff, DON,
Unit Managers, QA MNurse, and Medical
Records Director- (RN} fo monitor and
ensure care are being delivered in
accordance with the pian of care. Resulis
of the initial audit and daily care rounds
will be submitted fp the QA Committee
for review and further action if indicated.

regarding following resident’s care plan,
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present on the sacral area.

A review of the comprehensiva care plan daied
04/20/14, revaaled the fecility had identified the
resident’s alteration in skin integhty. Interventions
reiated to the resident's impaired sdn Integrity
inciuded to turn and reposition the resident every
two hours, 1o usa 3. pressura-relieving maltress
on tha resident's bed, to provide uicer car o the
aree as odered by tha physician, and to Ticat”
the resident’s heels with pillows or haal
boots/cushians bilateraky.

Obsarvations of Residant #11-on 06/23/11, at
9:55 AM and 11:50 AM, raveaked no avidence
that hes! boots of fioaters were being usad for
Resident #11, Further observations during a skin
assassment condiucted on 08/2Z3V11, at 11:50 AM,
revealed the resident's laft hesl was obsarved to
ba reddaned but blanchabte o touch,

An interview conducted with RN #1 on 06723/11,
at 11:55 AM, revealed facfity staff had develaped
a care-pian to have hael boots an Resident #11's
heels, bilaterally, dua to an increasad risk for
pressure sore devalopment. RN #1 fooked in the
rasidant's closet and bedside tabis for the heae|
boats, but nana wers found in the resident's
roam. Tha RN obtained hael boots and placed
tham an Resident #11. )

An imarview conducted with Cerjfied Nurse Alde
{CNA) 23 on DB/Z3/11, at 12:00 PM, revealed the
CHA was aware Resident #11 required the use of
hee! boots or floatars. However, the CNA stated
the mesidenl's heal boots had not been avaiiable
for Resident #11 for "a few days,” since the
resident's boots were sent io taundry, The CNA

4o SUMMARY STATEMENT OF DEFICIENGIES
PREFIX (EACH DEFICTENCY MUST BE PRECEDNED 8Y FULL PREFIX [EACH GORRECTIVE ASTION SHOLLD BE CORLETION
TAG REGLEATORY OR LEC IDENTIFTING INFORMATION) TG CROSE-REFERENCED TO. THE APPROPRIATE - DATE
o ) DEFICIENCT)
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stated she had reported this to the nurse last
week and had checked laundry for the

booﬁfﬁoater’s put was unable o tocaie Re:.ldent
#11's heai boots.

Interview with RN #4, the Unlt Manager, on

D5/23/11, at 3:20 PM, revealad intarvenfions wera
added to Cartified Nursing Assistam (CNA) cams’
plarts, and nurses on the fioor were required to
reviaw interventions/CNA cane plans at the and of
each shift and when doing medication rounds. In
addition, the Quality Assurance nursa conducted
5pot chacks fo ensure carg plans ware being
implemented,

483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Esch rasident must receive and the facifity must

provide the necessary care and services to attain -

or maintain the highast practicabls physical,
mental, and psychosocial wall-balng, in

accordancs with tha comprehensive assessment

and plan of care.

This REQUIREMENT i not mat as evidenced
by:

Based on inferview, recond review, and faciity
policy raview, It was determmined the fadiiity failed
to have an effectiva system o ensure necessary
care and services wara provided th maintain the
physical wel-being for ona of twenty-three
sampled residerts {Resident #14). Resident #14
had a Hving wi and e physictan's ordar for
Cardiopulmonary Resusciation (CPR) "only™ to
be administerad. Rasidant #14 was identified to
hava & change in condition with an abrormal

F 282

F 308

F309 o)) 10)) PROVIDE
CARE/SERYCICES FOR_HIGHEST
WELL BEING

Residents Found to Have Been Affected
Resident # 14 is no longer in the facility.
Ceunseling and education was provided to
LPN #1; however. she is no imoer
employed at the center.

Identification of Other Residents with the
Potential {0 be Affected

A comprehensive review was conducled
by the Clinical Management Staff,
Drrector of Nursing, Quality Assurance
Nurse. MDS  Coordinators, Medical
Records Director, and Unit Manapers. The
[oliowing documents and records were
inciuded in the review: The 24 hour
report,  physician’s  orders, Resident’s
Advance Dirsctive andfor code stalus,
Nurse's Notes, Condition Change forms,
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blood pressure reading of B6/30 and a heart rate
of 40 on 06717/11, at 8:00 PM. However, thera

was no documentad evidsnce facility staff

monitored and assessed Resident #14 for further
changes in vital signs or physical condition, On
D6/168/11, at 3;55 AM, the resident was found
unresponshva, not braathing, and with no signs of
lifa, Resident #14 expired at the facility on
06/18/11, Facility staff was not aware of Resident

#14's code stafus of "CPR only® and fziled to

discuss this with the resident's physician when
the physlcian was Informed of the resident's
condition.

‘Tha faiiure of the fagillty to ersure care and
senvices to maintain physical wel-baing was
provided placed Resident #14 and other residanis
at osk for sefous injury, ham, Impairmen, of
daath, immediate Jeopardy was detemined © -

‘axlst on 06/17/11.

An scoaptable Allagation of Compliance (AQT)
was recedved on 06/204171, and an amandad AQC
was recsived on 07/27/11, which alleged emoval
of Immexdiate Jeopardy on 08/29/11. Tha Stale

| Agency detarmined the immeadiate Jeopardy was

removed on 06/29/11, which lowered tha scope
and savarity to “D" while the facility monitars the
effectiveness of systemic changes and quality
assurance ectivities,

The findings include:

A review of tha facility's Changse in Condition
Monitoring Azsessment palicy {no date) revealed
the faciiity nursa was required to conduct an
assessment of a resident prior tn notifying the

resident's physician of 2 change in the residents

F208] completed 10 identify gny changes in
_ resident’s condition that would constitute
further ussessment  if indicated,  Any
regident identified with a chapge in
condition was assessed by a iicensed
nurse.’

Systemic Changes

All licensed nurses were inserviced by the
Center Nursing  Administration  Staff
(EDON. DON, UM’s. QAN) regarding
center policy and procedure on assessment
of change in condition, follow up and
documemtation of assessment change in
resident condition, and the facility policy
on Advance Directives and identification
el code status. The Center's policy on
Assessment of Change in condition and
Advance Dirsctives and identification of
code status will be included in the updated
Orizmation Process for afl new hires. All
nursing staff will receive mandatery bi-
annual in-service on the facility's policy
of Advance Directives and identification
of code status, The 72 Hour Charling
Policy and form were implemented on
06/28/2011, The purpase of this policy
and form is to identify, report, and assess
a change in resident condition. Licensed
nurses were inserviced by the Censer
Nursing  Administration  Staff . {EDON,
DON, LM's, QANY on the 72 Hour
Charting Form and Policy. The licensed
nurse s responsible for assessing the
change in resident condition. notifying the
resident/family  and  physician  as
approprimie, and implementing
interventions as pecessary, :
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condition. The policy further stated the
assessment would Include vital signs,
airway/breathing assessmant, circulation, a
reviaw of the relevant tab:s, recant meadication
changes, and any deviation from the msident's
normal findings.

A review of the faclity's Vital Signs
policyfpracedure {no date) revealed vilal signs
would be taken as ordered by the resident's
physician. The poiicy further noted licensed
nurses were responsibie to use professional .
judgrnent to determine when vital signs would be
indicatad.

Raview of the facility's Advance Directives/Code
Siatus poficy/procedures {dated December 2010}
revealed the faciity would honor the Advance
Directives of sach resident in accordance with
siate law, The policy/procedures staled a
rasident's code status would be designated in the
resident’s medicai record undes the advanca
directive tab, Accarding to the policy, fora
residant who requested "Dno Not Resuscitate®

-1 {DNR;} stahis, a red strip would be placed on the

spina of the medical record and cansant would be
placed undar the advanca directive tab of the
resident's madical record. The policy/procedura
further directed CPR would not ba initiated when
the resident had arders for DNR, or whefi ohvious
signs of death were present. The policy defined
the most refisbie signs of daath t ba depsndan
iiveda (genperat biuish discoloration of tha skin, as
in pooling of blood in dependent body parts), rigor
mortis-{hardaning of muscies or Hgidity), algor.
marts {cocling of the body;), and/or injuries

.| incompatible with life.

2il current residents’ physician orders,
Care Fiap Updates. Condition Chenge
Forms, 72 Hour Charting Forms and the
24.Hour Report is completed by the
Executive Director of Nursing, Director of
Mursing,  Qualily  Assurance  Nurse,
Medical Records Director. and/or Unit
Managers fo validate assessments were
completed as indicated by licensed staff in
the event of a change in condition. Any
resident identified with a change in
condition will be assessed by.z licensed
nurse.

The DON or a designated Licensed Nurse,
approved by the DON will validate daily
that assessment and  follow up are
compieted when a change in resident
" condition is identified through review of
the 72 Hour Charting Forms, Care Pian
- Updates, Condition Chagpge Forms, and
Jibe  24-Hour Report. This  validation
oceurs at the Clinical Meeting {Monday
through Fridavi with the Clinical

members include, but are not limited to:
Adminstrator.  DON, UM, MDSCs, and

or a designated Licensed Nurse, approved
by the DON (in the absence of the DON)
will compiete the validation. Any resident
identificd with a change in condition will
be assessed by a licensed nurse.

Monitoring

To ensure susizined compliance, the
DON, and the Quality Assurance Murse
wili report all audit findings and pasi-in-
service and orientation testing o members

Management Team; standing meeting

QAN, On Saturday and Sunday, the DON,
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F 308 | Continued From page 20 gapn| of the Quality Assurance (QA) weekly
| A dlosed record review reveated Resident #14 until compliance s achieved. then
was admitted to the facility with diagroses to monthly for three {3) months and as
include }‘i‘ypa‘tansignr Alzheimers Dementia and needed thereafler, for review.  This
Encaphalopsth A e of the Livi \Mll‘ commitice  revigws  the  audits ar}d
Dedaration no;m on [}g,‘;m}r rraaaiad implements any changes needed 1o sustain
Resident #14 directed no Hf c;n - compliance. The A_dminisiram; is
.ent would be provided if the hg'aam'seni responsible  for  overall  compliance
wouid anly serve to artficially prokng the though  affendance at  the  Clinical
resident’s deal:h and also d't;gggd'me Meetings, by chairing the QA Meeting, .
administration of medication or performance of and by reviewing audits, 8/15/2011

any medical treatment deemned necessary ba
provided fo alleviate pain o for,
nutrtian/hydration. The resident's code stalus
was identified as "CPR only.”

A review of the medical record reveated Resident
#14's blpod pressura ranged from 110/84 (o
124/68 and tha resident's heart rete ranged from
76-84 beats per minuie from 051811 to
06/15/11. According to the cument physician's.
orders dated 06/06/11, Residert #14 had orders .
to recaive Lisinopr (antihyperiensive) 40
miligrar {mg} once detly and Topro XL
(antiypertensive) 25 mg ER twicz a dey for
treatment of Hypertansion,

A review of the medical record revealed LPN #1
documentad in the progress notas on 06/17711, at
&:00 PM, that Resident #14 refused to take
medications as omered by the physician, The

- | progress notes stated the resldent would not

open his/her mouth and refused the medications,
Further review of the progress notes revealsd
LPN #1 obtained the residents blood pressure
(86/30) and the resident's heart rate {40),
However, there was no further documeantation the
nurse monitared of assessed Resident #14 for
further changes In blood pressure, hear: rate, or
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’ overall physical condifion. According to the
progress noies, direct care staff reported to | PN
#1 on 06/18/41, at 3:55 AM, that Residert #14
was nonresponsiva and nof breathing., LPN #1
noted in the progress noles that Resident #14's
legs and feat ware cold and discolorsd, hisfher
hands wers cool to touch, vital signs could not be
ohiained, and there wers no signs of life.

An intarview conducied with LPN £1 on DB2¥11,
at 4,25 PM, revaaled the LPN had gbtained
Resident #14's blood pressure and heart rate at
B:00 PM on 06/17/11. The LPN stated she did
not know what Resident #14's blond pressure and
heart e usuatly wers and did not compare the
Bood pressure and heart rata o the rasident's
vital sign record. LPN #1 further stated sha
considered tha binod prassures (B6/30) and tha
heart rats {40} io ba abnommal for “anyene.” The
LPN stated she did sea Resident #14 again at
9:00 PM on 08/17/11, and a1 approximately 12:00.
ARt on 08/18/1 1, and Resident #14 was
responsive to touch and there ware no visibla

] signs of change in the residants condifion.
Howevar LPN #1 siatad she did not recheck the
resident’s biood pressura and heart rate or do 3
physical assessment of tha residant after 5:00
PM an 06/17/11. The LPN further stated she had
been frained to rechack a resident's vitet signs
and to assess/moniior the resident for further
changes In physical condition whan an abanmal
vital sign reading was obtalned. However, LPN
#1 skated she did not recheck Residemt #14's vital
signs becausa she did nat see any “vishie".
changes in the resident. in.addrbon, LPHN #1
stated she could not recall a speclic training
being provided regarding faciity policies for
identification of a resident's code status and was

‘Faoe
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riot familiar with Resident #14's ordar for "CPR

" | onty” to be administered. LPN #1 stated she

believad the resident was § DNR and did not
believe CPR would have been sffective for
Resident #14. However, the LPN did not discoss
the CPR order with the resident's physician when
the physician was informed of the resident's
condition at 4:10 AM on 06/18M1.

An interview conducied with Certified Mursing.
Assistant {CNA) #1 and CNA #2 on 06/2311, at
5:35 PM, reveaied CNA #1 and CNA #2
conducted a bed check at approximatety 11:00
PM on 06/1711. CNA #1 stated he obsesved
Residant #14 to be less responsive than the night
before when the CNA provided care for tha
residant. CNA #1 also staled he reperted this
information to (PN #1 and the nursa directed the

CHAs to offer tha resident fiuids during each bed

check. CNA #2 stated sha and CNA #1 prmndad
incontinence care for Resident #14 at
approximately 1:15 AM on 06M18/11, anrd
cbserved that the msident continuesd 1o respond

poorty with no visible signs of respiratory difficudty.

CNA #2 stated at approximately 3:50 AM, CMAs
#1 and #2 went into Resident #14's room to
provide incontinence care during a routine bad
check and observed the residentto ba cold to
touch with blue discoloration from the residant's
fest to the runk area of the resident's body. The
CHNAs stated they immediately reported the
resident's candiflon to LPN #1.

. An interview conductad with the Director of

Nursing {DON) on'05/23/11, at &:15 PM, and on
07/26/11, at 5:20 PM, ravealed the nurse was
responsible fo conduct a head to toe physical
assessment, which included an evaluation of all

F 303
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body systems, and to documant the assessmant
infommnation in the progress notes when a change
in a residant's condjtion occumed. Tha DON
stated the nurse was also responsible fo conduct
and document ongoing assessmaertimonitonng of
a resudent's condition to evaluate for further
changss in the resident's condition. The DON
alsp stated the nurse was responsible to obtain
vital signs of {he resident at least weekly. In
addition, the DON stated tha furse should use
good nursing judgment o determine when 1o
recheck a resident's vital signs aftsr 8 change
was noted. The DON furthar stated LPN #t
should have continued 1o monitor Resident #14's
vital signs and to assess the residant for further
changes in physical condiion. The DON stated
afthaugh the faclity policy directed ng CTFR woukd
be done if signa of death were present, the nurse’
should inform the physician of the resident's
assessment and follow the directions of the
physician. . '

Resident #14's attending physigan stated in an
interview on 08/23711, at 5:30 PM, she would -
have axpected facillty staff to report changes in
the resident's cofidition and vital signs to har. MO
#1 stated the resident's sysiolic {(top number of 2
blood pressurs reading) blood prassure waually
was 100-110 and his/her haart rate of 40 would
have beer "alamming” to har. MD #1 further

1 stated she would hava considered sanding
Resident #14 to the Emergency Room for further ©
evaiuatonfireatmant, of at least considered
imtravenous therapy to increasa the resident's
blood pressurs, if sha had baen made aware of
the changes in Residant #14's condition. Per
intarview on 07/26/11, at 4:20 PM, the physician
stated facliity staff that has been trained in CFR
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should be abla to make a judgmant regarding
inttiating CPR when a resident has bean found to
be unresponsive with no signs of [fe. The
physician stated i the resident was assessed to
have rigor martis ar to be cold CPR woukd not ba
indicated and facility staff should not be required
to obtain a physician's order,

The Staff Development Nurse/Exacutive Direcior

-1 of Murses (EDON) stated in an interview on

07726/11, at 6:10 PM, the faciiity did not have
procedures in place for new staff ko recelve the
appropriate training to ensure proper code stafus
was followed when a resident was found
unresponsive and not breathing. According to the
EDON and a review of staff in-service training,
mandatory in-services retated to Advance
Dirsctives were scheduled bi-amually and an
in-sarvice. had been provided for staff on
0516711, LPN #14 did not attend; however, ng
disciplinary action or retraining had been
implamented for LPN #14,

*An acceptabie Allegation of Compliance (AOC)
refated t¢ the Immediate Jeopardy was racsived
on 86728/11, and an amended AOC was received
on D7127111, which aflegad the immediate
Jeopardy was removed on 08/29/11.

A review of the AOC revealed a comprehansive
review of residems’ medical racords was
conductad by the faciity's Clinical Management
Staft: Executive Director of Nursing (EDON),
Director of Nursing (DON}, Quality Assutance
Hurse (QAN), Unit Managers (UMs}, Medkcal
Records Director, MDS Conrdinator RN, and
MDS Coordinator LPN. The records and
documents reviewsd by the Clinical Managamsnt
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Staf wera the 24-haur report, physician's orders, -
nursa's notes, change in condition forms, and :
care plan updaies. The reviews were compieted L i
by the fadiity on O6/25/11, D264 1. D6/27/11, ‘
ana G6/28111, to identfy any changes in resident
condiion. |n addition, a charl audit was
conducted on O5/25/22, 05/26¢11, and 05/27/1%
by the EDON, DON, UMs, and QAN to determine
the accuracy of each resident's Advanca
Directives.

The AOC revealed on 06/28/11, the facillty began - - .
a daily review of residents' physician's orders, : _ S ;
care plan updates, condition change forms, and ) ) ) :
the 24-hous reports, The daily reviews were to ba
compieded by the EDON, DON, QAN, UM,
andfor Medicat Records Director fo ansure facility’
staff conducted an assessmani of the resident as
required, if a change in a resident's condition
octumed,

The ACC revaaled all icensed nurses had : ‘ i
attended an in-service on 08V27/11 and DA/28M1, |
and had been trained on the facility's policy and
procedure on assessment of 2 resident's change i ' :
in condiition, follow-up, and documentation of . : ’ . !
changa in a resident's condition. Alf licensed staff ’
that had not been in-serviced by 06/28/11, was

'} reguired to atiend an in-sefvice prior to their

refumn o work,  In addition, the fadility's policy on
Assassrnent of Change in Condition was added

ta the orentetion process for all newly hired
employvees. The AOC also revaaled if the faciity
vilized si@ff from a contracted agency, the same
-above information would be included in the .
orientation of the coniractad empioyes, The ACC
further revealed the facility’s policy on Advance
Directives was updated on 06/25/11, and
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Continued From page 26

in-services for staff were provided on 08271 -
and 06/28/11, by the EDON, DON, UMs, and
QAN regarding the updaied policy and procedire
for Advance Directives and identification of
residents’ code status. Tha AOC noted routina
education regarding Artvance Directives wouid
continua twice a year per the facikty's routine
inSservice schedule and the Achvance
Directive/Coda Status policy would alsa be
incuded in the Oriamtation Process far al new
hires. ‘

A review of the AOC revealed a 72-hour Charting
Policy and form was implemented on 06/28/11.
The facility siaff was to utilize the policy and form
fo identify, assess, and repoit any changes in
resident condition to the resident's physician
apdfor family. Licensed nursing stafl was
in-serviced on the policy and charting form an
05/27M11 and 082811, .

Tha AOCG revealed the T2-hour charting forms
would be reviewed by the EDON, DON, UMs,
QAN, or nurse designated by tha EDON, daily in
the Clinical Meeting ic ansure follow-up
asseswments wera completsd if a changs in a
sesident's condition was identified. The AQGC
further revealed on Saturdays and Sundays the

charting forms were to be reviewed by the EDDON -

and/or tha DON, or a designated lcensed nirse,
{0 ensura changes in a resident's conditon had
bean identified. The AOC included Advance
Diractive audits would be canducted on ten
percent of all rasident records weekly for ona
month and then mosthly by the QAN, EDON,
DON, UMs, and Madical Director to ensure the
policy/procedures on Advance Diredtives and
identification of residents’ code status was

F 309
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followed. In addition, the AQC revealed Advancs
Directives of new admissions would ba reviewed'
in the Clinical Meeting utifizing the Admission
Augit tool and staff interviews would be
conducted weekly Dy the QAN, EDON, DON, and
UMs to ensure staffs comprehension of the
Advance Directive in-services.

Further review of the AOC revealed the facilty
was o ensure continued compliance by reporting
all audi findings o members of the Quality
Assuranca (QA) Commitiee on a weeldy basis

unti compliance was achisved, then monthly for )

three months to ensure compliance was
maintainad, and on an as needed basis thersafier
o ensure continued compliance. The QA

| committes will review audits and implement

changes as they are needed o sustain
comphance. The Administrator will ba
respansible for overall compliance and would
attend the Clinical Meeatings and raview audlts.

“The surveyor validated the comective acbon
taken by the facility as foﬂm 8

The facility's documentation reviewed on
06/29/11 and 07/27/11, verfied the residents’
medical records had been comprehensively
reviawed {monitored physidan notification,
changa in status, 24-hour report, 72-hour log, and
code status/advance directives) es stated in the

facitity's ADC.

A review of the facility’s in-sarvica sign-in sheats
and interviews with staff RNs (RNs #3, #4, #5, #6,

#7, and #8) and LPNs (LPNs #2, #3, #4, #5, and

#6) on 06/29/11, O7/25/11 and 07127711, verified
staff had been in-sarvicad on 06/27/41 and

G0 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDERTS PLAN OF CORRECTION o
PREFTL {EACH DEFICIENCY MUST BE PRECEDED BY FLLL PREFIX (EACH CORRECTIVE ACTYON SHOULD BE COMPLETICH
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-08/28/11, as stated in tha ADC. Staff further
revealed they had been in-serviced to docurnent
any changa in a resident's condition on the
24-haur recond, and 1o ansure raassessment of
the resident would ocour. Further intarviews with
keenhsed nursing staff (Ris #3, #4, #5, #6 47, #8,
and #9 and LPNs ¥2, #3, #4, #5, and #6} on
08723/11, revealed staff had utdized the 24 and
72-hour monioring reconds to ensure a changs in
a residants condition was identified, in addition,
imerviews conducted with RNs #3, #4, #5, #7, #8,
and #9, LPNs #3 #4, #5, #7, and #8, and Cerlified
Nurse Aides #1, #2, #3, #10, #12, #13, #14, #15,
and #16 confimned staff had been in-serviced
regarding Advanca Directives and idemdification of
a rasident's coda status,

An interview with the facility's MDS staff an
0672541, al 7:00 PM and 7:15 PM, and record
review verified all 24 and 72-hour reports were

| reviewed on a dally basis in the Clinical Mesting.
MOS staff stated the reports and resident medicat
records ware reviewad to daiermmine if there had
been any changes.in a resident's status, )
incidents, and/or abnarmmal iabs, and If the
physician had been notified of the findings. In
addition, admission sudits were conducted and
reviewed in the Clinicai Meeting to ensure tha
resident's Advance Directive information was
accurate and aveilable,

Interview with the EDON on 08/28/11, at 1:45 PM,
revealed nursing staff was 1o report all significant
changes in resident status to her. The EDON
stated she would be meeting with Administration
daliy io report any problems identified through
resident record audits andfor any arsas of
concarn identified through the moming Clinical

F 308
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Continued From page 29
Meeting. The EDON stated in an inlarview on -
O727H1, ot 4:40 PM, that post tests were baing

‘adminisiersd 1o all staff after sach mandatory

in-sarvice to ensure staff understanding of

material provided.

interview with the Adrministratar on 05/29/11, at
7:35 PM, revaaled sha wolld be communicating

| with the facility's EDON and/or DON dally o be

awane of occurrences insida the facility, The
Administrator further stated the facility's Nurse
Consultar wauld condud] weally audits to
ansure systems were working property.

Based an the abaove findings, it was determined
the Immadiaie Jeopardy was removed on
0S8/28M1, Nonzompilance continued with the
scope and severily lowersd tb " basad.on the
need for tha fadiitty to evaluate and impisment
sysiematic changes and quality assurance

| 483.60{h}, (d}, {a} DRUG RECORDS,

LABEL/STORE DRUGS & BIOLOGICALS

The fadiity must employ or obtain the services of
a ficensed pharmacdist who establishes a system
of records of receipt and dispasiion of afl
controled drugs'in sufficent detal 1o snable an

accurate recondifiation; and detenmines that drug

records are in order angd that an account of aft
controlled drugs is maimained and perodically
raconcied.

1 Drugs and biologizals used in the facility must be

tabaled in accordance with curently accepted
professional pincples, and indude the
appropriata accessory apd cautionary

| instructions, and the expiration date when

F 308

F 431

F 431 {F) DRUG RECORDS, LABELS
STORE DRUGS AND BIOLOGICALS

Residents Found to Have Been Affected

No residents were found to be affected;

however, ‘ali medication storsge areas

were mudited to ensure vials are dated end
" stored properiy.

Identification of Other Residents with the

Potential fo be Affected

All residents have the potential 0 be

affecied.

FORM CMS-250T(02-88) Previcus Yeminns Obsoiete

Everrd 101 9GO 1

Facily 12 100528 . B continiaton sheet Page 30 of 43



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTEL: 0&/4D/2011
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG. 0938-0391
STATEMENT OF DERICIERCIES 1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONETRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICANION MUMBER; ' COMPLETED
X A BUILDING -
_—— 185 Ene 0712712044
NAME OF FROVIDER OR SUPPUER STREET ADDRESS, LITY, STATE. ZIP CODE
OWSLEY COUNTY HEALTH CARE CENTER HIGHIRAY 11, PG A 260
) BOONEVILLE, K 41314
x40 SUMBMARY STATEMENT OF DEFICIENCIES - D PROVIDER'S PLAN OF GORRELTION P
FREFTX {EACH DEFICIENGY MUST RE PREGEDET HY FULL PREFX (EACH CORRECTIVE ACTION SHOLED BE COWP ETHIN
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ ‘ DEFIIENCY)
F 431 Continued From page 30 F431| Systemic Changes
' ‘applicable. ' The EDON. DON and Medical Records
Director provided inservicing to licensed
in aocordance with Stale and Fedaral laws, the nurses segarding the center™s meadication
taciiify must siore all drugs and biokogicals in storage policy, dating and initiaking vinls
tocked compartments undar proper emperature when opened. Inservices occurred on
corfrols, and permit only authartzed persannel ¢ 7/19/11  through 7726/11. The Unii
have access fa the keys. Managers wili check medication storage -
. aregs check medication storage arcas
The facility must provide separataly tocked, " Monday — Friday of each week and the
pemmanently affxad compariments for storage of on-cali nurse will cheek medication
controlied drugs listed in Schedule H of tha storage areas on Seturday and Sunday of
Comprehansive Drug Abuse Pravention and each week. The EDON wili audit weekiy,
Control Act of 1976 and other drugs subject 1o
abusa, except when the faciity uses single unit Monitoring
package drug distribution systerns in which tha The Unit Managers and DON will suhmlt
quantity stored is minimal and a missing dose can to the QA Committee weekly for four (4}
be readily detected. ' weeks then monthly thereafter results of
the completed audits. The Drug and
Biological Report wiii be utilized for
o auditing. This report includes opening,
This REQUIREMENT & not met as m _dating, and initialing medication vials.
by: . The QA Committee will review reports
Basad on absarvation, intenview, faciity pohgy for further recommendaiions and follow
review, and record review, it was determiped the up as needed.
tacitiy failed i dste alf drugs and biclogicais in 8/15/2011
accordance with facility policy and cummently
accepted professional principles, One vial of
‘Levemir iInsulin, ona vial of Navolog Insutin, two
vials of Novolog Mix 70/30 insulin, and three vials
of Novolin R insufin were observed openad and
available for use; however, the madication was
nat dated to indicate the date the vials had bean
opered.
The findings includa:
A review of the fadlity's policy entitied
"Medication” (no date) reveaied nurses were
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axpected o date and initial insufin vials when
opening the vial.

. Observgtﬂon on DB, at 11:.00 AM, of the
faciity's Wast Wing medicstion reom/carts,
revaaled one wial of Levemir Jnsuiin in the
medication room openad and ayailable for
resident usa; howaver, the medication was not
dated to indicate the date the vial had

Obsarvation on 06/23/11, at 11:20 AM, of the
East Wing medication rooirvcarts, revealed one
vial of Novoiog Insulin, two vials of Novolog Mix
70730 tnsulin, and three vials of Novolin R insufin
opened and available for resident use; however,
the vials were not dated 1o indicate the. date the
vials had been opened.

An interview conducted on 08/23/11, at 11:30 AM,
with tha Charge Murse {CN) for the West Wing
Unit of the facility revealed any time a muiti-use
vial af medication was opened, the nurse was
axpaciad fo daie and initial the vial with the date
the vial was opened.

An interview with the Unit Manager (UM) for tha
Wast Wing of the facllity on DB/23M41, at 14:55
AM, revealad the UM monitmred al opened vials
of medication weakly to ensure all opened vials of
medications had been lebeied and dated. The
UM stated she had not identifisd any problems
ralated to the vials not baing dated.

An interview was conducied with the Direttor of
Nursing (DON) on 0672311, at 12210 PM. The
DON stated the medications should have been
initisled and dated at the time the madication was

F 431
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-| openad and that UMs were required fo conduct
"spot” checks to enswre the vials of medications
were labeled and dated property. : . _
'F 480 | 483,75 EFFECTIVE F450)  F 490 (J) () ADMINISTRATION
! ADMINISTRATIONRESIDENT WELL-BEING

S8=J

A facility must be administared in a manner that
enables # to use its resources sfiectively and
gfficientiy to attain or maintain the highest
practicabia physical, mantat, and psychosocial
wall-baing of each resident. © i

This REQUIREMENT is not'mel as avidencad
by; ‘ '
Based on interview, racond meview, and review of
faciiity policies, it was detarmined the facility
failed to be administered in a manner that
promoted the highest physical wel-being for ona
of twenty-three sampled residents (Resident
#14). The facility failed {o bave an effective
system In piace to epsure polices snd
procadures were implementad, The faciiiy's
Administration failed to ensure staff assassed
and moniiored residents when a significant
change in a resident's condifion was identified,
Facifity Administration also feiled to ensure staff
received appropriate training/orientation regarding
faciity policies/procedures for Advance -
Direclives. in addition, the Administration falled
o ensure the resident's attending physician was
rafiied timety regarding significant changes in a
resident's condition,

On DBAT/11, facilty staff ideniified abnormal vital
signs and a change in Resident #14's physical
condition. However, facilily staff fafled to infarm

the resident's attending physician of the condition

Residents Founid to Have Been Affected
Resident #14 is no longer at the facility.
Counseiing and education was provided to
LPN#1: however. she is no longer
empioved at the center.

Fdeptification of Other Residents with the
Potentinl to be Affected
A thorough review of medical records was
cantucted by the Executive Direclor of
- Nursing (EDON). Director of Nursing
(DON). Quality Assurance Nurse, MDS
Coordinarors, Medical Records Directar,
and Unit Manapers for ali residents in the
cenier beginning on 672572011, Reviews
were completed to identify any changes in
resident’s candition that would constinte
notificatios of  physician and/or
responsible party and to identify resident’s
Advance directive and/or code status. I a
change in condition was indicated, the
resident was agsessed forther at that time
and notification was made to physicians
andfor responsible parties as indicated. A
Quality  Assurance  (QA) Committes
Meeting was held on 6/28/2011 10 review
the initial audit of medical records.

Systemic Changes
A Quality Assurance {QA) Commitles
Meeting was heid on 672872011 to review
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F 490 | Continued From page 33 F490 iivial auuit rcsugiis. Complianfe with the
change and failed to assess and monitor center's aliepation of compliance will be
Rasident #14 for further changas. On 06/18/11, monitored by the Administrator through
factiity staff found Resident #14 unmesponsive daily communication with the EDON
with no-signs of life. Reswdent #14 expired on and/or DON 1o discuss reviews andfor
0&/18/11, {Refer to F157 and F303.) audits of the folfowing:
Thess facility fatiures placed residents at risk for +  Physician's Orders
serous injury, ham, impairrnant, or gaath. . 24 Hour Report
Immediate Jeopardy was determined to exist on «  Care Plan Updates
o8/57/1. ' +  Condition Change Forms
. i - ) 72 Hour Charting Forms
An accaptable Allegation of Compliance (ADC) s Clinical Meeting Minutes
was received on 06/259/11, and an amended AQC
was recaived on 07/27/11, which ateged removal
;f anedds: Jegdm;y ?:;:mm:.] msyta%a Resutts af the reviews and/or audits are
gency o 8 i Fopardy was submiited o The QA Commitice for
removed m 0612?{{11,‘whlch Ia“famd tha; scopa evaluation of the need for addifioneal
:;g;?\:’n::&m ch sﬂi?cu;;::iyaﬂdwuc:ﬂym interventions i necessary. The Committee
assuranGS act Y 4 will validate implementation of the Credible
’ ’ Allegation of Complance by:
Tha findings mclude: o  Discussing areas of concern
A review of the facility's Change in Condition idept_iﬁ:{i in felmion. to
Monitoning Assesement policy (no dats) revesled notification  of  resident
the facifity nurse was required o conduct an change . to
assassment of a rasident prior o notffying the physician/responsible  party
rasident's physician of a change in the residenf's in  resident  condition
condition. The policy further statad the through audit results and
essessment would include vital signs, any concerns identified by
airway/breathing assessment, crculation, a any QA Committee
review of the relevant labs, recent medication member.
changas, and any deviation from the residant's »  Meeting weekly or mare
normal findings. . - often &s necessary unti the
' cemser has  demonstrated
A review of the facility's Vital Signs. sustained compiiance with
policy/procedures {no date) reveaiad vital signs the  corrective  actlans
wouid be taken as ordared by the resident's described in this Credible
FORM CME-2587 (0299 Previous Vasons Obsniaw Ewvent IT: BGIX TS Fachty [r 100528
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physician.” The policy further noted licensed
nurses wer responsibie (o use professipnai
judgment to determine when vital signe would be
indicated.

A review of the fadllity's policy/procadurs related
to physician notification (dated December 2007}
revealed facility staff wae responsible to promptly
notify the attending physician of changes in a
resident's medicatmentzl condition. According to
the policy, Aursing sUPervisOME/Chargs MIrses
were required 0 notify a resident’s atisnding
physician, or on-cail physican, whan a significant
change occurred in a resident's
physicallemctional/mental condition, when a
change in basaline vits! signs occurred, or when
a need to altor a resident’s medical tfroatment
significantly had been identified.

Review of the facility's Advance Directives/Code
Status policy/procedures {dated December 2010}
revealed the Taciliy would honor the Advance
Diraclives of each resident in accordance with
state law, The policyfprocedurs stated a

Allegation ot Compliance
and Plan of Carrection and
the Federal Reguirements
of Participation.

* Tracking and trending
audit findings 1¢ cvalnate

identify arcas in need of
improvement,

and checklist has been developed for
new employees to ensure education
is provided and comprehension is
measured - regarding  the facility's
pohicies and procedures including
Advance Directives, identification of
code  status  condition and
identification and notification  of
change in resident condition. All
© nursing staff will recejved mandatory
bi-aanual training on the facility’s
policy and procedure for Advance
Directives and identification of code
status as part of the routine in-service

resident's code status would be designated in the calendar.
resident's medical record under the advance '

direciive tab. According to the policy, fora

resident whe requested "Do Not Resustitaie® Monitoring

(DR} staius, a red strip would be placed on the
spine of the medical record and consant would be
placed under the advance directive tab of the
resident's madical record. Tha policy/procadute
further directed CPR wouid not be intiated when
the resident had orders for DNR, or when obwvious
signs of death were presept The policy defined
the most rafiabla signs of death to be depandent
fivedo (general bluish discoloration of the skin as
in pooiing of blood in dependent body parts), rigar

To monilor sustained compliance, the
Quality Assurance MNurse wiil conduct an
mssesement of implementation of policies
and procedures reizled to notification of
changes, and assessment of change on a
monthly basis for three {3} months or untit
sustaiced  complizance  is  delermined.
Imptementation wil! be evaluated by the
completion of Process Reviews on 10% of
the Center's in-house census weekly. An

implementation and -

A comprehensive orientation agenda

o e Lo
S‘R‘é:u (EACH DEFICIENCY MUST BE PRECEDED BY FLAL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE Dwre .
F 490 | Continued From pags 34 F 490
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mortis {hardening of muscles or rigidity}, algor.
mortis {cooling of the body}, and/or injurias
incompatible with fife, '

A rewiaw of Resident #14's closed medical record
revealed progress notes dated D8/17/11, at 8:00
PM, documenting that Licensad Practical Nuise
{LPN)} #1 obtained a blood pressure of B6/30 and
a hear rafe of 40 for Resident #14. However,
further review of the progress notes revealed no
documenled evidence Resident #14 was further
assessed or menitored. On 08/18/11, at 3:55
AM, Resident #14 was found to heve no vitat
signs and ro signs of lifa. An interview
conducted with LPN #1 on D6/23/11, at 4:25 PM,
revealed LPN #1 falled to notify the resident's
attending physician about the abnormal vital signs
and failed to reevaluate the resident's blood
pressure and heart rate. in addition, LPN #1

stated she believed Resident #14 was 2 DNR and

was not aware of a physician's order for “CPR
onhy” for Resident #14. Thus, the LPN did nat
discuss the CPR order with the resident's

- | physician whan the physician wes informed of the

resident's condition at 4:10 Al on 06/18/11, The
I.PN further stated she did not believe CPR woud
trave been effective for Resident #14. The LPN

‘stated she did not recall a specifiic training being
| provided regarding the faciiity's palicy for

identification of a resident's code status.

An intarview conducted with the Directar of
Kursing (DON) on 06/23/11, &t 8:15 PM, revealed
Residert #14's medical record had been
reviewed during the clinical mesting an 06/20/11,

1 A problem had been identified with the nurse'’s

fallure {o nofify Residert #14's attending
physician fimely of the resident's abnomnal blood

results weekly and perform an additional
audit of one cham per week per unit for

three (3} months or until substantia)
complience is maintained and make
recomimendations as needed,

Findings of the Process Measures will be
reported to the Administrator, EDON, and

meeging. The results of all center audits
and reviews will be reported

DON for inclusion in the QA Committee -

8/1572011
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Continued From page 36

pressum, heart rate, and the change in Resident
#14's medical condition, and to identify the
rasident's cods status order of "CPR only.” ]
Howevar, thé DON stated Faciity Administration
had not implarnented a pian of comection o
ensure residents were appropriatety assessed
whan a change in condiion accumed and tha
resident's physician notified timaly when a change
in 2 resident's condition occumed.

Ar intarview conducted with the facility's
Administrator on 0672311, at 8:48 PM, revealed
Resident #14's death was reported to her on
05/18/71. The Administrator stated she was
aware of the concems related te Resident #14's
death and plannéd to take discipiinary action for
LPN #1. The Administrator stated ho disciplinary
action had been inttlated at the time of the .
int2rview on 05/23/11. The Administrator further
stated ne plan of comection had been
implernented to ensune established
poilcy/procedures weare folkowed {0 ersure all
residants were assessed appropriately or to
ensue the resident's physician was informed
timely of changes in a resident's condition.

interview conducted with the Staff Development

Nursa/Executive Dimactor of Nursas (EDON) on

07/26/11, al 8:05 PM, reveated mandaiory
in-dervicas related to the facility's code status
pobicy were provided for staff twice & year.
However, thera was no evidence the facifity
monitored to ensure staff attended the mandatory
in-services or monitored for staff competency
aftar the in-services were provided.

*An scceptabie Allegation of Compliance (ACC)
related to the immedtate Jecpardy was recaivad

F 480
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on [5/28/11, and an smended AOC was received
on 07/2711, which aileged the immediate
Jeopardy was removed on 06/28/11.

Review of the AOC revealed the facility held a
Guality Assurance {QA) Committes Maating on
06/28/11, and the following fadiiity staff members
were present. Facility Admindstrator, Executive
Director of Nursing {ECON}, Director of Nursing
{DON), Uni Managers {UMs}, Quality Assuranca
Nursa (QAN), Medical Records Director, end
Madical Director. The AQC revealad all inltial
audit resutts of residents’ récords wers reviewed
by the commiites members during the masting.

The ADL also revealed the fadility's complianca
would be monitored dsily by the Administrator. .
Further review of the AOC revealad the ‘ i : '
Adminisirator would communicats daily with the
EDON and/or DON, and discuss the results of the
audits of resident physician's orders, 24-hour
repat, cara plan updates, condition change
forms, 72-hour ¢harting farms, and the Clinical
Msating Minutes, The resuits of these findings
were 10 be avaluated by the QA Commilteq
" mambers, and the members wams t© make
-} Intarventions as neadsd. Tha QA .Commitas

was o meet waekly, or mare often if necessary,
and discuss arsas of concam that had been
| identified until sustained compliance with tha
corractive actions had bean demonstrated, Tha
trend the audit findings to evaluate and
mplement needad improvemants.

Raview of the AOC revealed the facility would
manitor their continued compliance through
audits conducted by the QAN fo detenine that'
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F 490 | Continued From page 38 )
‘polficies and procedures implemented related ‘o
Advancs Diractives and the notification of a
resident's physician, legal representative, or
farnily membrer had bean followsd when a change
in a resident's condition occured, The QAN
would complete the above evaluations rranthly
for three months or untif sustained compliance
has bean deteminad. The AQC revealad
Process Reviews would be complated on fen
percent of the in-house cansus weekly o ensure
continusd complianca. ‘

The AOC reveaied an external nurse consultant
wollld review the audil resutts weekly and
complete an addifional audit of one char weskly
for three months, or until substantial compliance
had been mairained by the fadity. The ADC
revealed the results of all faciity reviews and/or
audits would be reporied fo the QA Committee for
neview and recommendation of changes as
needed. .

*The surveyar validaded the comective action
taken by the facility as follows:

Interview with the Administrator an 068/28/11, at
7:35 PM, and record review verifisd she had
attended the Clinical Meetings and the QA
Maeting. Per interview she would be attending
tha Clinkcal Meetings daily and the QA Meetings
weekly and/or as neaded, to ensure the above
mornitoring policies and prmcadures wera being. . . .
utilzed, The Administrator stated the facility's
axtenal nurse consultant would complete waekly
audits and would assist faciity siaff in the
developmernt of additienal monttoring tools as
they were needod.

F 4840
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Aq interview with the facility's Medical Director on
OB/25/11, at 4:00 PM, and record review verified
he attended the QA Mesting. Per interview, he
would be attending the weekly QA meeting and .
working closely with the facility staff 1o develap
and/or implemeant tha policies and procedires 1o
ensura the facility maintained their compliance.

Based an the above findings, i was determinad
the irmediate Jeopardy was removed on
06/2/11. Noncompliance continuad with the
scope and severity lowered to "D” based on the
need for the facility to eveluates and implerment
systamatic changes and quality assuranca
activities.

483.75(o}{1} QAA
COMMITTEE-MEMBERSMEET
QUARTERLY/PLANS

A faciiity must maintain 8 quality assessment and

2s3urance committes consisting of tha director of

nursing services; a physician desigrated by the
facifity; and at least 3 other membess of the
faciiity's staff.

The quality assessment and sssuranca
committes meets gl laast quartarly o identify
issups with respect to which quality assessmant
and assurance activities am necessary; and

devalops and implements appropriate plans of

- -{ action to.correct identified quality daficiencies,

A State or the Secretary may not reguire
disciosure of the racords of such committes
except insofar as such disclasure s related fo the
complisnee of such committes with the
requirernants of this section.

- was completed. . to . ensure . staffPs

F 490

F520. E520 (D) OAA Committee l

Residents Found to Have Been Affected
There were no specific residents identified
in this deficiency, Counseiing and
education was provided to LPN #1;
however. she is no longer empleyed at the
center.

Identification of Other Residznts with the
Potentini io be Affected

All residents have the potentiai 10" be
affected. All nursing staff have been in
serviced on the facility’s poilicy and
procedure for Advance Directives and
identification of code status. A post test

understanding and comprehension.

Systemic Changes

A comprehensive orienfation agende and
checklist has bzen deveioped for new
employees to ensure education is provided

FORM CME-ZSET{L-95; Pravious Versisa Obscisty

Evesm i b

Faciy 10; 100520 ¥ continumtion shaet Page 40 of 43



DEPARTMENT OF HEALTH AND HUMAN SE];“\‘VICES

PRINTED: D&/10:2011

" FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO 0‘93[;-0391 '
STATEWENT OF DEACIENCIES (1) PROVMIDERSUPPLIERACLLA M TIPLE CONSTRUGTION : sxmv.
AND PLAN OF CORRECTION - IDENTHFICATION NUMBER: o AT vemon . : @SOA;EPLEED
. A SUILDING
185773 B
_ _ 0712712041
N&NEOFPROVH)ERDRWHJSR STREET ADDRESS, CITY. STATE, ZIP CROE
OWSLEY COUNTY HEALTH CARE CENTER HIGHBRAY 1%, PO BOX 250
. E ‘ BOONEVILLE, KY 41314
4D SUMMARY STATEMENT OF DEFICIENGIES o FROVIDER'S PLAN OF CORRECTION
PREFIX {EACH DEFICIENCTY MUST BE PRECEDED Y FLAL PREFIX wm%mﬁ& conmaON
TAG REGLRATORY OR LSC YDENTIFYING INFORMATION) TaG - CROSS-REFERENCED TO THE APPROPRIATE DATE
. DIEFICIENCT)
F 520 | Continued From page 40 and comprehension is measured regarding

1 Good faith atternpts by the commitiee {o identify

and corract quality defidencies will not be used as
a basis for sanctions,

This REQUIREMENT is not met as evidencad
by

Based on interview, record review, and review of
facility policies, it was determined the facility
failed to ensure the quality assessment and
assurance committes was affective in identifying
and cormcting quality deficiencies ralsted to
oriamationfraining of new smployees. There was
na avidence the fadlity had an affective system to
monitor the raining/onentation for newly hired .
amployeas and o determine staffl competency.
Licansad Practical Nurse (LPN) #t was hired by
the factity on 05/17/11; howevar, the facility failed
to provide the newly employed nurse with
appropriate tralning redated to facility
policies/procodures regarding residents' Advance
Directives and Codé Status. {Refer to F281.)

Tha findings include:

A review of the facility's Quality Assurance
Program {QAP} policy/procaduras {no date}
revealed the GAP was ufiized by the facility to
identify and address quality issues and o
implament comective action plans as necessary.
The poicyforocedures further noted the QAP
Committes was responsible to monitor areas -
which negatively affect quality of care and
sarvices provided to the esidents. The QAP
pgﬁcthh‘rerstatedmammnmeewoulddmalop
and implement plarns of acticn to comect any
entified quality deficienciss,

F 5201 the facility’s policies and 'procedures
imcluding  Advance  Directives  and
identification of code stalus, All pursing
staff will received mandatory bi-annual
training on the facility’s policy and
pracedure for Advance Directives and
identification of code status as part of the
routine in-service calendar. Post tests and
competency skills checks are included as
part of the orientation and inservice
process.

Manitoring .

Post lasts have been developed to evaluate
the effectiveness of orientation - in
inservices. The resuils of the post tests are
evaluated by the QA Nurse and/or DON
for trends and submitted to the QA
Commitiee meeting for further review and
recommendations as indicated, The QA
Committee  will continue to routinely
review the content of the facility’s new
hire orientation and annuatb inservice .
caiendar for additional recommendarions
and/or changes as needed. New hires will
be re-evajuated within 3 months of hire
date by additional post testing o ensure
competency and retained comprehension
ol education received. ’

8/15/2011
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A review of an orientation checkirst revealed LEN
#1 received general onentation on Business
Office procedures, GeneralHuman Resources,
Emvironment, Social Services, Safety, and
Imfection Control when hired by the faclity on
0SHTH. However, there was no evidencs the
facdity provided LPN #1 with orer=tionAraining
ragarding established fadlity policies/procedures
for Advamce Directives ang Code Status. in
additon, there was no evidence the facifity had
evaluated the effectiveness of the training 1o
determing the competency of LPN #1,

An interview cornducted with the Quality
Assurance Coardinator (QAC) on 0F/Z7/11, at
1:35 PM, revealed the QAC parformed random
otsarvation and monltoring of the medication
adminisiration pass, residents’ shower and bowet
mavernent records, foodfiuid consumption
records, imensentions fo prevent skin alteration,
and perfarmance of accuchecks to idenfity areas
of concems o be addressed by the QA
Committee. The QAL stated she did not
participrate in evaluation of staff training and.
competency. The QACMastatedﬂmgfadﬁty
did not have an audit toa! to monitor for the
efforiivenass of new employes
orentatonfraining or staff competency.

The DON was interviewed an 07/27411, at 3:35
PR, and stated the fadlty provided a random
post test after a mandatory staff In-satvica 1o

| evaluate the effectiveness of the training, but this
was not dona routinely. The DON stated new
siaff orientation consisted of assignment with
anather employee for thee shits. The DON

further validated them was no system to

F 3520

FORMW CMS-2567 (02-99) Prnvex s Yarsions Obackets Evenl ID: 530011

Fcitty 1 100528  Mcomimustion shom Page 52 of 43



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

PRINTED: 0&8/10/2011

FORM APPROVED

OME NO._0933-0391

FORM CMS2557 (T2-99) Previcus Versions Ot Eweeryt M; B0

STATEMENT OF DEFICIENCIES (X1 PROVIDER/SUPPLIER/CLIA (%23 MATPLE CONSTRUCTION %9 DATE SURVEY
AN PLAN O0F CORRECTION IDENTIFICATION HSMBER: CXMPLETED
; ) ‘ A BULDMG
; B YONG
185273 _ _ 0712712011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. BTV, STATE, ZF CODE
HETHWAY 11, P D BOX 250
OWSLEY COUNTY HEALTH CARE CENTER H N
. . BOOMNEYILLE, KY 41314
Py 1D SUMMARY STATEMENT OF DEFICIENCES - PROVIDER'S PLAN DF CORRECTION o
FREFX {EACH DEFICIENCY MUST BE PRECEDED BY FURL PREFIX (EACH CORRECTIVE ACTION SHOWLD BE COMPLETION
TAG REGULATGRY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE TATE
) OEFWCIENCY)
F 520 | Cantinued From page 42 " F520
" | audimonitar for the effediiveness of stafi
taiming/orientation and staff competenay to
determine if additional training was required for
the new empioyee.
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K 000 | INITIAL COMMENTS K 000
A life safety code survey was initiated and
concluded on June 22, 2011, for compliance with
Title 42, Code of Federal Regulations,
§483.70(a). The facility was found to be in
compliance with NFPA 101 Life Safety Code,
2000 Edition.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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