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Submission of this plan of correction 18 not a
F 000 | INITIAL COMMENTS F 000|,legal admission that a deficicnoy was correctly
‘ cited, and is also not to be construed as an
An abbreviated survey (KY #18007) was Tc;:isz;:;at?r ’:tre"zi; “sz:;?;yi‘:s f:‘;gﬁ; tl:::

] ]
conduc'led on 03’.1.2,?2 through QB2 (o other individuals who draft or may be discussed
determine the facility's complianice with Federal I ;

) . in this response and plan of correction, In
requirements, KY #18007 was unsubstantiated addition, preparation of this plan of correction
with deficiencles cited at the highest scope and does not constitute an admission or agreement of
severity of a "D. any kind by the facility of the truth of any facts

F 514 | 483.75(1)(1) RES F 514| alleged or see the correstness of any allegation
$8=D RECORDS-COMPLETE/ACCURATE/ACCESSIB by the survey agency. Accordingly, the facility
LE has prepared ond submitted this plan of
correction prior to the resolution of any appeal

The facility must maintain clinical records on each which may be filed solcly because of the
resident in accordance with accepted profassional requirements under state and federal law t!’lat
standards and practices that are complete; mandate submission of a plan of correction
accurately documented; readily accessible; and within ten (10) days of the survcy as a condition
systematlcally organized. to participate in Title 18 and Title 19 programs.

The submission of the plan of correction within

The clinical record must contain sufficient ::}::sti?;gim;c :Il‘i;lg;:n:; ‘:ﬁ:’hb&:‘z';fc‘;‘;m ]‘1’;

i i i : the F L ;s
Information to Identify ﬂ‘!e resident, a record of th of noncompliance or admissions by the facility.
resldent's assessments; the plan of care and “This plan of correstion constitutes a written
servicas provided; th? results of any allegation of submission of substantial
preadmisslon screening conducted by the State; compliance with Federal - Medicare
and progress notes. Requirements.

F5i4 B -
This REQUIREMENT is not met as evidenced |
byi : . . .
) . ‘A review of resident # 2 and resid
Based on record review, interview and review of ktmant Aditiisiaton Recod o; ?3‘_‘? _
the facillty's policy/procedure, It was determined i2012 by the Director of Nursing noted that the
the facllity failed to malntain clinical records on ‘Treatment Administration Record for both
each resident in accordance with accepted ‘residents included to clean the g-tube site. |
professional standards for two residents (#2 and "An audit of all current resident's physician |
#4), In the selected sample of four resldents, orders for the past thirty (30) days was |
related to the fallure to transcribe the physician's completed on 3-23-2012 by the Director of |
orders to the treatment record, | Nursing, Assistant Dircctor of Nursing and the }
; Unit Manager to assurc &®ll orders were |
Findings Include: tmmm‘i_bed correctly. Any issues werc '
" immediately corrected. i
LABQRATORY DI TITLE (xa)EA‘rE

CTOR'S.OR PROVIDER/SUPPLIER REPRESENTATIVE'S 8IGNATURE

At

“-O0- )N

Any deficiency statement ending with an &
other safeguards provide sufficlent prolect
following the date of survey whether or nol 8
daya following the date these documants are made avallable

program panlelpation,

alarlsk (*) denotes a deficlency which Lhe Institstion may be excuaad from correcting providing Il Is determined that
lon to the pallents. (Sea lastructlona.) Except for nursing homes, the findings stated above are dlgcloanble 90 days
plan of correction is provided. For nursing homas, the above findings and plana of correcllon are diaclosable 14
1o the facility, If deficlencles are cited, en approved plan of correctlon Is requlslie to continued
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F 514 | Continued From page 1 F514] All Licensed Nurging siaff were re-educated
A revisw of the facility's "Procedure for regarding transcribing physician orders by 3-?9-
Physiclan's Orders," revised July 2008, revealed 1 2012 by the District Education Training
"Physiclan's orders must be transcribed to ensure Director.
appropriate depantments are aware of orders. The Director of Nursing, Assistant Director of
1. A record review revealed the facillty admitted g“;;;ng e?l:t:kuf‘;:-t :ﬁ?ﬂfﬂz‘}"& ;‘L‘:‘t{f::séfg
Resident #2 on 02/28/12 with diagnoses to all physician orders heve been transcribed to the
include Depression, Acute Respiratory Fai}ure, Treatment Record. Any issues identified will be
Hypsrtension, Encephalopathy and Chronic immediatcly corrected.
Pulmonary Qbstruction Disease.
The results of these audits witl be revicwed with
Areview of the physician's order, dated 03/06/12, the Quality Assurance Committee on & monthly
revealed "claan G-Tube site and change dressing basis for three (3) months, If at any time a
every day.” A review of the current treatment concern is identified, & Quality Assurance
record, dated 03/01/12 through 03/31/12, Commistee mesting will be hcld to teview
revealed the physician's order was not concems for further recommendations as
transcribed to the treatment record. needed. The members of the Quality Assurance
i Committes will consist of at a minimum the
2. Arecord raview revealed the facility admitted "Administrator, the Dircetor of Nursing, the
Resident #4 on 12/01/05 with diagnoses to Assistant Direotor of Nursing, and the Faellity
include Mypothyroidism, Hyperfipidemla, Rehabilitation  Coordinator.  The  Medical
Dementia without Behaviors, Anemia and Director wiil attend at least quarterly.
Schizophrenia. ; i o B i
A review of the physician's order, dated 01/25/12, Compiiance Date: (.]3 292012 - [08-29-2012
revealed "clean G-tube site with soap and water, ’
rinse with water and apply clean dressing every
day and PRN." Areview of the current treatment
recerd, dated 03/01/12 through 08/31/12,
revealed the physician's order was not
transcribed to the treatment record,
An interview with Licensed Praotical Nurge (LPN)
#1, on 03/13/12 at 2:16 PM, revealad she
recelved the physician's order, but the oncoming
nurse for the next shift was rosponsible for
transeribing the order to the treatment record.
She stated, "it was an over sight and should be
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F 514 | Continued From page 2 F 514

dosumented on the treatment record.”

An Interview with Registered Nurse (RN} #1, on
08/13/12 al 2:28 PM, revealed "t did not
wranscribe the physician's order to the lreatment
record, and it should be on there.”

An interview with RN #2, on 03/43/12 at 310 PM
revealad "all reatments should be documented
on the treatmeant record,”

An interview with the Director of Nuraing (DON),
oh 03/14/12 at 10:55 AM, reveaied *J know these
treatments were provided by the nurses;
however, | expect the physiclan's order to be
yranseribed to the traatment record according to
procedure.”
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