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An abbreviated standard survey (KY17732) was
conducted on 01/25-26/12, The complaint wes
substantlated with deficient practics clted at "G*
laval, with an eppertunity to correct, .
F 166 | 483.10(f)(2) RIGHT TO PROMFT EFFORTS T F1e=
55=G | RESOLVE GRIEVANCES F 166
A resident has the right to prompt efforts by the
facility to resolve grievances the resident may
have, Including those with respect to the behavior 1. Resident # 1 is no longer
of pther residents. ’ S Jor
no longer resides in facility.
This REQUIREMENT is not met as evidenced
by: ’
Based on interview, record review, and a review 2. A one-time interview of
of facility poficies, it was deterrnined the facility T, : was
failed to ensure prompt efforts wera taken to all oriented residents
resolve grievancas for one of three sampled condu_cted by the i
residents. On 01/18/12, Resldent #1's phyzician Administrator, the Director of
wrote an order to dizcontinue a medication tha . it Managers
resident was taking. Registered Nurse {(RN) #1 Nur.smg, UI}}t Di %01‘ ,Life
informed Resident #1's family member of the Social Service Director,
change in the resident's medications, The family Enrichment Director and
member of Resident #1 informed RN #1 the Education and Training
resident could not'be-taken off the medication . to identify any
dueto the resident’s history of adverse effects ag Director 1o 1
a result of not taking the medication. Howevar, concerns related 10 C?I‘C or
RN #1 falled to document the famlly member’s medications. This will be
conearns in accerdance with faciity policy and 17/12. Any
failed to ensure the resident's physiclan was f:,omplete_d by 2/ tved
informed of the family member's concarn, Four issues will be resoly
days after the medication cheange, Resident £1 immediately.
was hospitalized with a-diagnos's of Savere
Crilical Hyperkalemia, (Refer to F303.)
The findings Include:
IRECTOR'S QR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X5 et
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Any deficipncy stalement en%ing with rn Eﬁiﬂr’mk (%) denotes a deficioncy which the nslitution may be excused from comeeting providing R is detarmined the!

other aafspuarde provide sufficient prolaction o the patlents. (See instructions) Excapt for nursing homee, the findings stated atove are discicsabls 50 daya
fallowing the data of survey whothar or not & plan of carmction 1s providod. For aursing hemes, the sbove findings and plans of satrection ara disclosable 14

days foliowing the dale thesa documents kra
prognsm panjcipation,
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A review of the facility policy
"Concem-Rasident/Family” (dated 10/09)
revaaled any employas could recalve a
grievance/concam from a rasident and/or family
member of a resident. According to policy, the
employee was to attempt to resolve the'
grievance/concern and complete s "Resident
Concern Report," which was then given fo the
Administrator,

A review of Resident #1's medical racord
revesled the facilty admitied the resident on
12/21M1. Resident #1 had diagnoses to include
Congsstive Heart Failure, Chronic Alrway
Obstruction, and Coronary Artery Diseass, A
review of the medical record revesled upon
admission the resident’s medications included 40
meq (milliequivalents) of Petassium {electrolyte)
twice a day and 40 miligrams (myg) of Lasix
(diuretic) twice a day. Further review of the
medlcal record revesled on 0111812, the
resident's physiclan discontinued the Lasix and
erderad Aldactene (a potassium-sparing diurstic)
for the resident, Continued raview of the medical
record revoaled Resident #1 was admitted 1o a
hespital on 01/22/12, four days after the Lasix
had been dizcontinued, with a diagnosis of
Severe Critical Hyperkaiamia (elevated
potassivm level).

A raview of the hospital record for Resident #1
revealed the resident's admitting physician
consulted another physician and the consulting
physician suspected the origin of Resident #1's
severe hyperkslemia wat the cossation of the

dally potassium suppiamsnt which, acsording to

Lasix, the addition of Aldactone, and the very high
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F 188 Continued From pags 1 F 166 R .
A one time interview of 30

resident family members was
conducted by the Social
Service Director, the
Administrator, and the Life
Enrichment Director, to
identify any concerns with
their family members® care or
medication regime, This will
be completed by 2/17/12.
Any issues will be
immediately addressed.
Regiona] Director of Clinical
Operations (RCDO) will
review all grievances from
1/14/12 to 2/14/12 to identify
any grievances that were not
promptly resolved, and these
issues will be immediately
resolved. This will be
completed by 2/17/12,

A letter was sent out to all
family members by the
Admiuistrator on 2/15/12 to
identify any family member
that may not be aware of the
grievance policy, describing
what a grievance is, where
the form is located, how the
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F 168 | Continugd From page 2

the physician, was almost two times the daily
potassium dietary ntake.

Intarview with Resident #1's family member on
0172612, at 12:45 PM, revealed when the nurse
informed the famfly member of the changs in
Resident #1'= medication on 01/18/12, she
explamed to tha nurse that Resident #1 could not
be taken off the Lasix. The family member stated
she was very "adamant” in telling tha nurse that
Resldent #1 had a history of a Héart Attack when
taken off the Lasbe Interview further revesled the
daughter told RN #1, "l am telling you right now
you can't take her off Lasix." The family member
stated the nurse informed the family member that
the physician had raguested the medication
change becausa Rasident’s #1's potazsium was
"low

Interview with RN #1 on 017252, at 3:30 PM,
revealed she recsived the order frorn Resident
#71s physician on 0171812, to diseantinue the .
resident's Lasix and to start the Aldactone for
Resident #1, RN #1 stated she spoke with
Resident #1's famnily member on the evening of
01/18/12; and informed the family member of the
change in the resident's medications. Further
irterview revealed on 01/18/12, Residant #1's
family member lold the nurse Resident #1 could
rot be taken off of the Lagix because previously
when the medication had been stopped Resident
#1 experiencad a "heart atteck” and was told by a
phyzician that the resident's heart attack was due
to the Lasix being disconfinued. Interview with
RN #1 further revealed the family member asked
RN #1 If the resident's physician waz awars
Resident #1 had Congestive Heart Failure and
RN #1 explained 1o the family member that she

F1e6|  racility tollows up, and the
policy for prompt resolution.

Administrator (ADM),
Director{DON), and Unit
Managers{(UM) to call the
facility nurses every shift,
beginning 2/10/12 for 30
days to identify any concemns
and assist staff with prompt
resolution.

3. RDCO to re-educate the
Adm., DON, and UMs
regarding gricvance
policy and procedures,
and prompt resolution on
2/15/12.

The ADM, DON, and ETD
to re-educate all staff by
2/18/12 regarding policy and
procedures for grievances, to
include: what is a grievance,
who can fill out a grievance,
prompt grievance resolution,
and investigation. Adm,
DON & UM’s to call charge
nurse each shift beginning
2/10/12 for 30 days then each
shift three times a week for
60 davys to ensure all
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grievances are identified
F 168 | Continued From page 3 F 165 followed u p prom tI] i crand
wes sure the physician was aware. RN #1 stated olicv. Th g nptly pe
she explalned to the resident and the family policy. ‘The Social Services
mamber that facliity ataff would "watch her." In Director(SSD), the ADM,
addltion, RN #1 stated ehe thought the resident's and the Life Enrichment
famlly member was "skay" with the RN's : : .
response and stated sha did not congidar the Dir-ector(LE]l_'J) to interview 6
family members statement regarding the resident family members and
phyzician's decision to discantinus the Lasix as a record on audit sheet each
concarn becaysea the family member was not - week beginnine 2
} "Insistent” on the concerm, 60 d ays tg; ;13 ugr o /a?i?/lz for
intarview with Resident #1's physician on grievances are noted, and
01/25/12, at 6:00 PM, revealed he wag not made followed up on promptly per
aware by facility staff that Resident #1's daughter oli
had volcad concerns reiated fo the resident's P ]?y' The F:TD’ _DON’ and
| Lasix being discantinued an 01/18/12, The UM’s are to interview 6
| physleian stated even though ha assumed cars of restdents beginning 2/20/12
Rasldent #1 on 12/21/11, he ' was not sware of tha and continue for 60 days
residant's medical hlstery. - According to the recording thei 1 ’
physizian, if facility staff had informad him of the TAIng their resulis on an
famlly member's concem, k would have mede a au_dlt sheet to also ensure all
diffarenca in his decision to discontinus the Lasix, grievances are noted and
inlsrview wlti'n the Educator Trakning Diracter on Ioll‘O_Wf:d up on promptly per
01/26/12, at 3:04 PM, revealed all staff was policy and procedure.
In-serviced upen employmant on the facility's
policy related to toncarns/grievances from
rasidents and or family members. The Diractor
further stated that all staff also received in-service
fraining related to what constituted a
concarn/grievance and the appropriate form to fil
out when a resldent or family member had a
concam/grievance,
Interview with RN #1 on 01/26/12, at 3:45 PM,
revesled sha did not recall if che was trained on
what {0 do when a resident or famlly member
volead a concarn or griavance, and was not
Everll ID:WHZG11
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F 166 | Cantinued From page 4 F 168 4, The facility Quality
aware where the goncem/grievance forms ware Assurance Committee
:f::tedt. In adldattlc;n, RN#1 a;:kqowledg?d shes R (consisting of at least, the
not completed a concem/grievance form & ,
result of the family member's concern related {o ADM, _DON’ UM S
the physician's decision to discontinue the Education Training Director,
resident’s Lasix. Facility staff could not provide Social Services Director and
documantat!oq that RN #1 had been trained on the Medical DireCtOI) WIH
the concarn/grievance process. .2
_ meet monthly beginning
Interviaw with the Administator on 01/26/12, at 2/2012 to review all audit
12:15 PM, revealed she was nol made aware of ﬁndings and revise plan ag
the Incident involving Resident #1 until 01/23/12, ded based on the findi
after the resident had bean sent to the hospital, needed based on the hindings, ,
The Adminlstrator stated staff should have until resolved.
listened {0 the family member's concarm and _
shouid have notified the resident's physician of- . L
the family's concern since the physiclan was not 5. Date of Comphancc.
aware of the rasidents history. She further stated 2/18/12.
thet RN #1 should have filled out a
grievanoce/concern form after the family member
voiced the concem, ) :
F 308 | 483 25 PROVIDE CARE/SERVICES FOR Fa0g
s8=G | HIGHEST WELL BEING ’
Each resident must receive and the facilify must
provide the necessary care and services fo attain
or maintaln the highest practicable physical, F 309
mental, and psychosocial well-belng, in
accordanca with the comprehensive assessment q 1.
and plan of care, 1. Resident # 1 no longer
regides in the facility.
This REQUIREMENT is not met as avidancad
by:
Based on interview, record review, and a review
of facility policies, it was determined the fadility
falled to provide the necessary care and services
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F 302 | Continued From page § F 309 el ) -
to attain or maintain the highest practicabls 2. A one-tume
+ | physical well-being for one of thres zamplad interview of all
residonts (Resldent #1). Residant #1 wag eriented residents was
admitted to the facility 12/21/11, and had ducted by the
physician's orders for Potassium (electrolyle) and condut
Lasix (a diuretic). On 01/16/42, the physlcian Administrator, ﬂ}e
discontinued Resident #1's Lasix and crdered Director of Nursing,

Aldactone (2 diurafic), Residamt #1's family
member Informed Registered Nurse (RN) #1 on
01/16/12, that the resident had exparienced a
"haart attack™ previotisly when Lasix had been
discontinuad and informed the nurse "you can't
take heroff.” However, facility staff failed to
assess and/or plan the rasident's care after
information was raceived about the rasident's
medical history” In addition, RN #1 failed to
inform the resident's physlclan of the family
membar's concern and on 01/22/12, four days
afier the change in the resident's medieations,
Resident #1 was admitted to the Critical Cara
Unit of a hospital with diagnoses of Severe
Critical Hyperkalemia and Congastive Heart
Failure.

| The findings includa:

A raview of the facility policy .
"Concem-Rasident/Family” (dated 10/09)
revealed any employee could recelve a
grievance/cencem from a resident and/ar family
member of a residant. According to policy, the
emplayee is to attempt to resolve the _
grievance/concern and complets a "Resident
Concern Repon,” which is then given to the
Adrrinistrator,

Review of the medical record of Resident #1
revealed the facility admitted the resident on

Unit Managers, Social
Service Director, and
Life Enrichment
Director, and
Education and
Training Director to
identify any concerns
with medications and

review medication
list. This will be
completed by 2/17/12.
Any issues will be
resolved immediatcly,
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_ A one time mterview
F 308 | Continued From page 6 F 309 of 30 resident family
12/21/11, with diagnoses that included members was
. Congesfive Heart Failure, Chronic Airway . conducted by the

Obstruction, and Coronary Artery Disease,

Social Service
Resident #1's medications ncluded 40 Social

milliequivalents (mEg) of Potazsium (electralyis) Director, the .
two times & dey and 40 milfigrama (mg) of Lasix : Administrator, and

(a dluretic) twice a day. A review of the resident's ‘ the Life Enrichment
labs revealed on 011/11/12, a potassium level of : . S P

3.3 milliequivalents per fitef (mEg/l) (normal Director, to identify
3,6-5.3 mEq/l}. On 0111212, a physician's order any concerns with ,
was receivad fo Increase the potassium to 40 . their family members

mEq four times a day. Continued review of tha

. ication, and to
medical record revealed on 01/18/12, a med ?

potagsium Javal of 3.0 mMEY and a physician's - review their ures{dcnts
arder to discontinue the Lasix and bagin - current medication
Alt.iactone {a potassium-sparing diuretic) 25 mg list/history. will be
twice a day. mmpleted bV Z/t}c’]jlz
A review of Residant #1's Minimum Data Set A 1y 1ss.ues wi

(MDS) dated 12/28/11, revealed the facility immediately

assessed the resident's cognilion to be Intact, to addressed. RDCO to
require Oxygen Therapy. Diurstics, and interview 5 residents
Respiratory Therapy. Raview of the rasidant's families by
Comprehensive Care Plan (CCP) revealed a care and 5 fam . v

plan for potential for altzration in eirdulation dated 2/17/12 to identify

01/03/12; the facllity interventions Includad:

and concerns with
medicationsftreatments as ordered, to update the

; jcation and
physician/family as needed, labs as orderad, and mec.hcatl £
for facility staff to monitor for signg and symptoms TEView (Eurren
of cardiac distrase. Continuad raviaw of the medication

resident’s CCP reveaiad a care plan for potential
forfactual alteration in oxygen exchanpe dated
01/12/12; the: fadility interventionsz inciuded to
update the physlcianffamily as neaded,
medications/treatments as ordsred, and

breathing treatrients as ordered. ’

lists/history.

An interview was conductad with Resident #1's

FOHM CMS-2557(D2-98) Previoua Varslens Ohesistn " Event IDyWHZQ14 : Fagility ;100373 If continwation sheet Page 7 of 11
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F 309 | Continued From page 7 - F 306 3. RDCO to re-educate .
family member on 01/26/12, &t 12:45 PM. DON, UM’s, and ETD on
According to the family member, a nurse had 2/15/12 regarding the i
informed him/her on 01/18/12, that Rasident #1's : ' : :
! : cedure on
physician had discontinued the resident's Lasix, . pOhCY .and pro
The family member stated he/she explained to : following up on
the nurse that Resident #1 could not be taken off : medication concerns and .
The Lasix The family m_amber stated he:lshe ensuring that resident '
informed the nurse Rasident #1 had a history of Pl £ Care is W dated
Heart Attack when the resident had baen taken - an o . P
off Lasix in the past, and told the nurse, "l am based on history and .
| telling you right now you can't take [himmer] off medications. :
Lasix." The family member stzted the nursa The DON/ETD is to re-

informed the family member that the physician . od
had requested the medication change because educate all licensed nurses, l

Resident's #1's potassium was "iow." In addition, : and KMA’s by 2/15/12, [
inferviaw with the family member revealed to g ding follow up to family
? 4 regarding rollow up
his/her knowled 1 . .
isther knowledge the nurse did not relay the con cems—spcmﬁcaﬂy :

information to the resident's physician, erns
medication concerns, and

Interview with Regizsterad Nurse (RN) #1 on grievance policy and
01/28M2, at 4:10 PM, revealed she workad on ETD.RCDO .
the evening of 01/18/12, when Resident #1's o procedure. P IR

physician had been to the facllity and written

orders to discontinue the residents Lasix and - ADM, and DON to re-
ordered Aldactone for the resident. RN #1 stated . educate all staff by 2/18/12
at approximately 6:00 PM, after the physiclan left : : ;
the faciiity, she went to Resident #1's room to rcgaxdmg pohcy a'md
speak with the residant's family member and procedures for grievances

1 asked the family member if the physician had - ' that includes what1s a
Infarmed him/her of the chiange in the resident's grievance, who can fill them

meadication. Acconding to the nurse, the v
rasident’s family member informed the nurse the - out, a.nd promp_t gnevance
physician had not informed Rim/her of the resolution and investigation.
medication changa. Intarvigw with RN #1 )
reveaied she explained the physician had
discontinued the resident's Lasix and had ordered -
Aldacionz, RN #1 stated she explained to tha
rasident’s family member that both medications
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were diuretics and that Aidactone wae a
potassium-sparing dluratic that the physician had
probebly ordered bacause Resident #1's
patassium was low. Continued [nterview with RN
#1 revenled Resident #1's famlly member
informad her prior to the resident's admisslon fo
the facility that the residert's Lasix had bean
dissontinuad and ae a razult the resident
experionced a Heanl Aftack. Bssed on'intarview
with RN #1, the resident's famlly member stated
the physician felt that the resident's Heart Attack .
was caused dus to the dlscontinuance of the
Lasix A review of o History and Physical found
on the rezident’s char from a hosplalization priar
to admittance o the facility, revealed the resident
was hypokafermic (jow potageium leval) and had a
elevated troponin level (g bload test used to

check for damage 1o the heart). According to the

dosymentation the primary physlclan at the
hospital was unsure if the elevated tropanin level
was ralated to a haant attack or the recant
reduction in the rasidents Laslx. RN #1 also
stated the rezident’s farmlly member ashed If the
rasldent's physloian was awere the mzident had a
history of Conggstlve Heart Fallure and she
explained t& the family member that she was
"sure” he was awarz of Regident #1's dlagnosls,
Further interview with the nurse confirmed the
farnily member had stated that the rasldent was
“not" to be taken off the Lasix. Howevear, RN #1
stated she had not notified the resident's
phyeician of the famlly membears concams
related o the resident's history and madication
change. She stated she did not feel the family
mambear was "ihaistent” on the concern.

Continuad regerd revisw and Interview with
Licansed Practical Nurse (LPN) #3 on 01/25/12,

. and the Life Enrichment

X4 iD SUMMARY STATEMENT OF DEFICIENCIES o] PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH BEFIZIENSY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAG, GROSS-REFERENGED T THE APPROPRIATE BATE
OEFICIENGY) ,
Adm, DON & UM’s to call
F 302 | Continued From pags B F 309

charge nurse each shift
beginning 2/10/12 for 30
days then each shift three
times a week for 60 days to
ensure all grievances are
identified and followed up
promptly per policy, The
Social Services
Director(SSD), the ADM,

Director(LED) to intcrvicw 6
resident family members and
record on audit sheet each
week beginning 2/20/12 for
60 days to ensure all
grievances are noted, and
followed up on promptly per
policy. The ETD, DON, and
UM’s are to interview 6
residents beginning 2/20/12
and continue for 60 days,
recording their results on an
audit sheet to also ensure all
grievanccs are noted and
foltowed up on promptly per
policy and procedure. The
DON and UM’s will audit all
charts , looking back 30 days
(1/10/2012-2/10/2012) then
all charts 5 X weckly for 30
days to ensure anv

FORM CMB-256a7(08-0@) Previcus Yorslons Qbgolels

Rece ived Time Feb. 17 2017 2:37PM No. 5566

Evon! ID: WHZQ 11

Faglllly [D: 100372

IF cenfinuation shesl Fege 8§ of 11



02/17/2012 ¥RI 14:46

FRX 6064512633 funrise Manor

Qoi1z/024

. PRINTED: 02/08/2012
DESARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES _ OMB NO._0938-0391

STATEMENT OF DEFICIENCIES (X1) FROVIDER/SUPPLIER/CLIA {*2) MULTIPLE CONSTRUCTION (43) DATE SURVEY
AND FLAN OF CORRECTION IBENTIFICATION NUMPER: COMPLETED
] A BUILDING .
| B.wiN& c
TB5173 ) 01/26/2012
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE .

SUNRISE MANOR NURSING AND REHABILITATION CENTER

200 NORFLEET ORIVE
SOMERSET, KY 42504

at 3:47 PM, revealed on 01/22/12, at 2:00 PM,
Resident #1's family mamber informed LPN #3
the resident felt =hort of breath and requested a
“breathing" reatment for the resident, LPN #3
noted the resident had lzbored breathing, was
ghaky, the resident's pulse oximatry (amount of
oxygen In the blood) was 90 to 93 percant, and a
“breathing” treatment was administered. Afler the
adminpistration of the breathing treatment,
continued interview revealed the residert's family
member was concerned the resident's assessed
symptoms were the result of the change in the
resldent’s medications, Documentation revealed
LPN #2 nofified the rasident’s physician and the
physician requested for the resident fo be
transponad to the hospital, Based on
documentation in the medica) record, four days
after the Lasix was dizcontinued and the
Aldactone was initiated, Resident #4 was
transferred to the hospital and admitted o the
Critical Care Unit of a hospital on 01/22/12, with a
diagnosis of Severe Critical Hyperkalemia and
Congastive Hearl Faliure,

A review of Resident #1's hospital record
revesled the resident's condition was
"exceptionally guarded.” Continued review of the
resident's hospital medical record ravealed the
regident’s consuiting physiclan documented "l
certalnly suspect" the origin of Recident #1's
severe chitical hypericalemia was the cessation of
the Lasix, the addition: of Aldactona, and the very
high daily potassium supplement which,
according to the physician, was almost two tmes
the dally potassium dietary intake.

Inerview conducted on 01/25/12, at 6:00 PM,
with Resident #1's physician af tha facility

() 1o SUMMARY STATEMENT OF DEFICIENCIES D PROVIGER'S PLAN OF CORREGTION X5}
© PREFDX {EACH DEFHCIENSY MUST BEE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LAC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TG THE APPROPRIATE DATE
: DEFICIENCY)
) N L r e
F 308 | Continued From page 9 Faos  medication changes or any

change of condition was
reported to the family and
physician timely and any
family concern regarding
medication changes were
communicated tsthe
physician.,

4. .’l'he tactlity Qualty
Assurance Committee
(consisting of at least, the
ADM, DON, UM’s,Life
Enrichment Director, Social
Scrvices Director , Education
Training Director and the
Medical Director) will meet
monthly to review all audit
findings and revise plan as
needed based on the findings,
until resolved.

5. Date of
Compliance: 2/18/12
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revesled he discontinued tha resident's Lasix and
prescribed the Aldactone in an effort to gat the
resident's potsssium leval within a normal range.
He further stated he had previpusly increased the
potaesium medication for Besident #1: however,
the pofassium level had still dropped from 3.3 to
3.0 and he "thought" it was “okay" at the time o
discontinua the Lasix. The physician stated he
wis not aware the resident’s family had
exprassed a concam related to his decision to
discontinue the Lask and that if facility staff had
Informed him of the family member’s concemn, it
would have made a difference in his decision to
discontinue the Lasbc Intarview with the .
physiclan further revealed he had zssumed
medical care of the resident when the resident
was initially admitied to the long term care facility
and was not awars of the resldent's past medical
histary.

Interview with the Adminigtrator on 01/26/12, at
12:15 PM, revealed she was not aware of the
incldent involving Resident #1 until 01/23/12, the
day after the resident was transferred to tha
hespital. The Administrator stated s@aff should
consider resldents’ and/or family members'
concemns related to care and acknowledged
facility staff should have made the physiclan of
Resident #1 aware of the resident's family ~
mermber's concems relsted to his/her medical
cara,
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