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| Resident #1's physician was made
aware of the weight gain on May 6,
'2014. An order was received and
iofed on April 22,2014 to0 change

A Recerlification Survey and an Abbreviated _ ident #14’s djet order to the RD
; Survey investigating KY00021 632 was initiated oryi.. e fecommendations
. 05/04/14 and concluded op 05/07/14, ;

KY00021632 was unsubstantiated with no ‘ _ L
! deficiencies cited. Deficiencies were cited during : All residents in the facility that were
i the Recertification Survey with the highest Scope ordered weights per MD order for

F 000 INITIAL COMMENTS
I

| AMENDED 06/13/2014
;

: and Severity of a 'g*. : diagnosis other than weights obtained
F 157 . 483.10(b)(11) NOTIFY OF CHANGES - Fis7! i i ificati
o] ([NJURY/DECLINE/ROOM, ETC) per faf;shty policy gnd MD notification .

i j for weight loss/gain reports from

i A facility must immediately inform the resident; . dietary were identified. Resident #1

: consult with the resident's physician: and if was the only resident on this list. An

f ) ident’ { tati :’ : :

T known, notify the resident's legal representy tve i " audit was conducted on all residents’

foran interested family member when there is an -
I accident involving the resident which results in | ] records on May 29, 2014 to ensure

| injury and has the potential for requiring physician i that all current diet orders
. intervention: a significant change in the resident's : j

! physical, mental, or psychosocial statirs (ie.,a | reco?wme’nded by the RD maich the
! deterioration in health, mental, or psychosocial | physician’s orders and the diet cargd.
i status in either fife threatening conditions or ; ‘
!5 clinicai complications); a need to alter freatment
 Significantly (i.e., a need to discentinue an

e

Residents requiring weights for
diagnoses other than

 existing form of treatment dye to adverse !
| consequences, or to commenge a new form of Car drac/F’uImonary Program will have
; reatment): or 5 decision fo fransfer or discharge a specific MAR written for the
" the resident from the facility as specified in weighing process: MD ORDERED
£ §483.12(a). > r
WEIGHT MAR, stating why the
; The facility must also promptly notify the resident : weights were initiated and when/what
and, if known, the resident's legal representative days the wej i
forinterested family member when there is a Thy MAR al gh-ts are fo be obtained
i change in room or roommate assignment as e VAR a SO.'HSU?CB the nurse
. specified in §483.15(e)(2): or a change in what ift and sling wilf be utilizeq to
, resident rights under Federal or State Jaw or weight the resident ang any re-weight °
' regulations as specified I paragraph (b)(1) of needed and when to notify the

ORATORY DIRECTOR'S OR PROVIDER/SUPFLIER REPRESENTATIVES SIGNATURE ™ o TITLE _ (x6) pAT

=7 fdbenihodes g

correction are disclosable 14
made available to the facility. If deficiencies are cited, an approved ptan of correction is requisite to continued

am pardicipation,
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F 157 ¢ Continued From page 1
 this section,

' The facility must record and periodically update
' the address and phone number of the resident's

| This REQUIREMENT s not met as evidenced
i by:

. the facility's policy, it was determined the facility

*failed to ensure the Physician was notified when
"! there was a significant change in a resident's

i physical stalus and/or 5 need to alter reatment

. for two (2) of twenty-three (23) sampled residenis

! (Resident #1 and Resident #1 4).

; Although Resident #1 had diagnoses of Cirrhosis |

- of the Liver with Ascites
{abnormat accumulation of fluid in the abdomina

i cavity) and had a histary of requiring

i Paracentesis (procedure to take out fluid that hag |

, collected in the abdomen), there was no ;
! documented evidence the Physician was notified
i of a greater than five (5) pound weight gain in
E. three (3) days, as per the Physician's Orders.

. Review of Resident #1's weighls revealed: from

1 04/04/14 to 04/09/14, revealed there was a eight
 (8) pound weight gain; from 04/28/14 to 04/30/14

. there was a seven and a half (7.5) pound weight |

Ygain; and from 04/30/14 to 05/02/14 an elaven
1 {11) pound weight gain with no documented

. evidence the Physician was notified of the weight

‘ 9ains as per the orders,

. Additionally, Resident #14 had Dietary

- Recommendations from the Registered Dietician

! (RD} to discontinue the resident's high protein, :
; high calorie diet on 02/10/14; however, there wasg

i legal representative or interesied family member.

: Based on interview, recard review and review of |

physician/ARNP if the weight exceeds
parameters ordered. The licensed
staff were in serviced on this new
policy and procedure on May 29, 2014
by the DON and ADON. The dietary
manager will receive g copy of the RD
fecommendations each week. The
unit managers will receive a éo;iy of
the recommendations as well. As the
unit coordinators get the
recommendations approved by the
physician, the unit coordinator will
write the order and give a copy to the
dietary manager. If the physician
does not approve the
recommendation, the unit
coordinators will notify the dietary
manager. The unit coordinator will
write a nurses note explaining why the
physician chose not fo follow the
recommendation. The RD or dietary
Mmanager will attend weekly Standards
of Care meetings to discuss the
Weight Loss/Gain Report. The Weight
Loss/Gain report is used to alert staff
of significant weight gain or loss. It is
formulated by the RD after the
weights have been obtained by the
nursing staff.
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F 157 Continued From page 2
Fno documented evidence the Physician was
i notified of the recommendation,

i
“ The findings include:
i

O 08/07/14 2t 7:15, a policy related to Physician

; nofification was requested; however, not
. received. e
!

E1. Review of Resident #1's clinical record

i revealed diagnoses which included Portal

. Hypertension (an increase in the bleod pressure
L within a system of veins called the portal venous
! system caused by liver damage with Chronic

| Asciles, Congestive Heart Failure, Chronic

; Kidney Disease, and Cirrhosis of the Liver with g

;! History of Paracentesis. Review of the Quarterly

[ Minimum Data Set (MDS) Assessment dated

f 03/29/14, revealed the facility assessed Resident

i #1 as having a Brief Interview for Mental Status
! (BIMS) score of a fifteen (15) out of fifteen (15),

| indicating no cognitive impairment.

E Review of the monthly Physician's Orders dated
I May 2014, revealed orders fo obtain weights

; three (3) imes a week on Monday, Wednesday, ™ |

‘and Friday at 6:00 A Review of the Orders
revealed the Physician was to be notified if there
; was more than a five (5) pounds weight gain in
{three (3) days. Additional review of the Orders
revealed staff were to measure Resident #1's

i abdominal girth every moming at 6:00 AM retated

. to a History of Ascites. Continued review
I'revealed the orders were originally written
i 0212714,

Review of Resident #1's Medication
! Administration Records (MAR) dated April 2014
- and May 2014, revealed the following weights
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The Quality Assurance Nurse will
complete an audit of MD ordered

weights/MD notification weekly for
four weeks to ensure compliance is
achieved. If 100% compliant, audit
results will be taken to the Quality
Assurance meeting the next month by
- the DON to reduce the audit to

' monthly. After four (4) months of

L 100% compliance, the DON will take
the audit results to the QA committee

[ tobe discontinued to semi-annually.
06120 /14
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F 157 Continued From page 3 . Fis7

i were oblained:;

i on 04/04/14 the resident's weight was 175

© pounds and on 04/09/14 the resident's weight
'was 183 pounds, an eight (8) pound weight gain;
{ & weight obiained on 04/28/14 was recorded as

i 173.5 and on 04/30/14 the resident's weight was
. recorded as 181 pounds, a seven and a haif (7.5)
" pound weight gain; on 04/30/14 the resident's | 5 -
f weight was recorded as 181 pounds, and and on
: 05/02/14 the resident's weight was recorded as .
- 192 pounds, an eleven (11) pound weight gain,

! Further review of the clinical record revealed

! there was no documented evidence the Physician ;
i was notified of the greater than five (5) pound ;
. weight gains documented on the April and May

: 2014 MARSs as per the Physician's Orders,

Hnterview on 05/07/14 at 2:15 PM, with Licensed

: Practical Nurse (LPNY #2/Unit Manager (UM) of ;

; the unit where Resident #1 resided, revealed the
! Physician should have been notified of the weight ! '
i gains on 04/09/1 4, 04/30/14 and 05/02/14

| because the resident had a history of the need for
; Paracentesis due to a builg up of fluid refated to
. Cirrhosis of the Liver.

i

i Interview on 05/07/14 at 7:30 PM with the

; Director of Nursing (DON), revealed it was
Limportant for the staf to follow the Physician's

{ Orders for Resident #1 related to the resident's

ff diagnoses of Congestive Heart Failure and

: Cirrhosis of the Liver with Ascifes. The DON i
! stated staff should be monitoring the weights, and
i notifying the Physician for weight gains as per the
" paramelers set by the Physiciarn.

Interview with Resident #1'g Physician on
: 05/07/14 at 5:00 PM, revealed he could not say
Event ID: XC1911 Facility 10: 100638
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F 157 Continued From page 4
" he was notified of the weight gains if there was no ;
! documentation. He stated this resident gained
{ and lost weight from the abdomen and has had | X
: frequent Paracentesis. The Physician stated the
 reason weights were orderad three (3) times a |
| week was 1o see if the abdomen was
"accumulating fluid and to assess for Ascites due
H o Cirthosis of the Liver. Eurther interview T
i revealed it was his expectation for the Physician's *
, orders 1o be foliowed refated to obtaining :
. Resident #1's weights and noftifying him of weight |
! gains as ordered.

+ 2. Review of Resident #14's clinical record 5
. revealed diagnoses which included Hypertension,
Hypetlipidemia, Breast Cancer, and Alzheimer's ;
{ Dementia. Review of the Quarterly Minimum
[ Data Set (MDS) Assessment dated 03/26/14, : i
i revealed the facility assessed Resident #14 as
! having a Brief Interview for Mental Status (BIMS) j
. score of a fifteen (15) out of fifteen (18), ;
lindicating no cognitive impairment. Additional |
i record review revealed Resident #14's ;
i documented height wag sixty-two (62) inches, ; E
- and hisiher last weigh abtained one hundred and
Ftwelve (112) pounds.
; Continued review of the ciinical record revealed a

: "Consultant Dietitian Weight Change Report: '

' Gain/Loss" dated 02/10/1 4, and Nutrition .
i I Progress Noles dated 02/10/1 4, completed by the |

facility's former RD, revealed recomimendations

 to discontinue a dietary supplement, and

‘ Resident #14's High Protein/High Cajorie diet as

! the resident's weight was considered stable and

i his/her caloric intake was greater than caloric

. expenditure. Record review revealed no ;

' documented eviderice the Physician was nofified
' of the RD's recommendations. Review of the | :
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F 157 Continued From page 5 :
! Physician's Orders for February, March and April .=l
12014, revealed Resident #14 a High Protein/High
| Calorie diet was st ordered for the resident untjj
. 0412114, Further record review revealed a E
- Nutrition Progress Note dated 04/21/14 which j
" noted the current RD's fecommendation was afso . ;
i to discontinue the High Calorie/High Protein diet | ; :

; Review of Resident #14's."Diet Order and 1: T
. Communication" report dated 4122114, revealed ‘
 the current RD's recommendation for the

tdiscontinuance of the High Calorie/High Protein

fdiet,

; :
. Interview with the current RD on 05/06/14 at
; 10:11 AM, revealed the process for making
' recommendations for residents was for the RD fo ;
 complete a recommendation on the "Consulfant
i- Dielitian Weight Change Report: Gain/Loss” form. |
: She stated this form is submitted fo the resident's
f Physician, nurses, and Dietary Manager. The RD,
i stated she put her recommendations in the ;
i mailbox of the Dietary Manager and copies were |
. distributed to the Physician and nurses. She
. stated the "Consultant Dietitian Weight Change
freport: Gain/Losg” form showed if or whena. .

i special diet should have been discontinued.

i Accarding to the RD, based on her review of

- Resident #14's dietary records, the resident

- should have had the High Calorie/High Protein

i diet discontinued in February 2014 ag per the
former RID's fecommendations. She indicated
 she was not sure if the Physician received the |
‘former RD's recommendations in February 2014.

; Interview with the DON on 05/06/14 at 1 1:46 AM,

 revealed the former RD's recommendation in

February 2014, was missed because it was not

! discontinued through dietary orders as it should

; have been. She stated it was her expectation ; :

Event iID:XQ191 Facility ID: 100638
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F 157 i:l Continued From page § E ?5?15

; when the RD wrote a recommendation copies :
. should be given to her, the Assistant Director of |
' Nursing (ADON), and both UMs, as well as, the ;
t Dietary Manager. The DON stated distribution of ,
i the RD's recommendation were missed on the
. Physician's Order and carried over until 04/21/14.
‘However, she indicated Resident #14's Physician
' should have been notified of the former RD's ?
i High Calorie/High Protein djet discontinuation

; recommendation.

"Interview with Resident #1 4's Physician on .
L05/07/14 at approximately 5:10 PM, revealed he i
i usually signed off on the RD's recommendation
; unless he did not agree with it. He stated the RD
. had done "her job" on 02/10/14; however, a 5
"disconnect” happened between the Dietary
I Manager and the nurses nofification of the i _
i recommendation. However, he indicated he
 should have been notified of the RD's i
- recommendation. : j :
F2411i 483.15(a) IGNITY AND RESPECT OF F 241
S8 | INDIVIDUALITY i Corrective action coyid not be
"The facifity must promote care for residentsina | i accomplished with resident #1, 414,
' manner and in an environment tha maintains or . #15, #16, #18, and #19 because
| enhances each resident's dignity ang respectin . Notification to facility of these
, full recognition of his or her individuality. ' inferviews occurred at exit conference
: May 7, 2014. The residents were ajj.

tatked to by the pON and

gﬁfs REQUIREMENT s not met as evidenced P Administrator on May 8, 2014 to

E Based on observation, interview and review of | ?ngaf.n tf}e P roceguri that was going

the facility's policy, it was determined the facility | 10 beimplemented where no staff

j failed to promote care for residens in manner ;. Mmember passed by a call light ringing
. without answering it.

. and an environment which enhanced each
' resident's dignity for six (6) of twenty-three {23)
| sampled residents (Residents #16, #15, #1, 1 4,

RM CMS-ESB?(DZ-QQJ Previous Versions Ghsolete Even} IDi X191 Facitity 1D: 100638 i continuation sheet Page 7of 55
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1 #18 and #19),
i ) The Social Services department

interviewed aj| current residents in
facility with a Bims score of 8 or
above on May 27, 2014 to ensure call
bells were answered jn g timely
manner and toileting needs were met
in a timely manner. Restorative Nurse
completed a bowel and bladder audit
of all residents currently residing in
the facility on May 28, 2014. Al
residents were foung to have a
toileting program if needed, a check
and change schedule per facility
protocol for residents tinable o
gesturefverbalize or did not have g
definite voiding pattern, and residents
*choosing not to participate in a

| program. A three day bowe| and
bladder voiding diary was initiated on
May 28, 2014 for resident #16, #19,
and #1 to assess for changes in
current toileting program or if resident
needs a toileting Program. Interviews

Interview reveajed call lights were not answered |
! timely which resulted in an incontinent episode for

i Resident #16,

Interview with Resident #15 revealed he/she had |
! experienced embarrassment when incontinent of
; bowel while waiting on someaone to assist after

. hefshe rang the call light.

i Interview with Resident #1 revealed calf lights
[ Were not answered timely resulting in herfhim
~having to wait long periods of time before
‘receiving incontinence care,

Interview with Resident #14 revealed helshe had ; ‘
. to wait long periods of time to get assistance with i
! toileting and/or incontinence care.

] i
. Interview with Resident #18 revealed he/she often;

Uelt "neglected” when staff did not answer histher |
! call light,

Interview with Resident #19 revealed waiting for
| staff torrespond to histher catl light for loifeling '
assistaﬂce made him/her feet bag and anxious, !
o ) will be done gt the time of
The findings include: assessment.
| Review of the facility's policy tiiled, "Residents

; Rights", undated, revealed each resident should
" be treated with consideration, respect, and fur
* recognition of his/her dignity and individuality., ,

. Review of the facility's policy titled, "Call Lights,

' Use of”, no date, revealed: g personnel were o

| be aware of calt lights at aff times; answer all call :
fights promplly whether or not You are assigned to !
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F 241

i the resident: and answer alf call lights in g
; Prempt, calm, and courteaus manner,

1. Review of Resident #16's clinical record
i revesaled the facility admitted the resident on :
: 01/20/14 with diagnoses which included a History !
“of Urinary Tract infection, Generalized Muscle
' Weakness, and Anxiety, . :

. Review of the Admission Minimal Data Set {MDS) |
" Assessment dated 01/27/14, revealed the facility
! assessed the resident as having a Brief Interview ;
¢ for Mental Status (BIMS) of a fiftcen {15}, which :
; indicated no cognitive impairment. Further review |
- of the MDS revealed the facility assessed the |
{ resident as occasionally incontinent and as 5
i fequiring extensive assistance of one {1) person
, for toileting, o

| Review of the Initial/Interim Care Plan dated :
1 01/20/14, reveated Resident #16 required two (2) :
; assist with ambulation, transfers and toileting.

i Review of the "Resident Daily Toileting Diary* and ;
; "Summary Of Bowel/Bladder Diary Results" Lo
_ revealed the documents contained inconsistent
fvalue reports as evidenced by Day 1 of the Diary, ;
: 01722114, revealed three {3) urinary incontinent .
_ episodes documented: however, review of the
Summary of the Diary for Day 1 revealed six (6)

i urinary incontinent episedes noted. Review of
. Day 2 of the Diary, 01/23/14, revealed staff noted ;
Hour (4) urinary incontinent episodes; however, .
i review of the Summary of the Diary for Day 2

. revealed seven (7) urinary incontinent episodes
'noted. Review of Day 3 of the Diary, 01/24/14,

i revealed seven (7) urinary incontinent episodes :
: documented: however, review of the Summary of
' the Diary for Day 3 revealed revealed eight(8)

M CMS—QSG?(O;’-QQ) Previous Versions Obsolete Event ID: XC191%

Facility ID: 106638

initiated by the DON on the
Expectations of timely response to call
lights. The €Xpectation is that gy
employees wili answer call lights ang
that no call light will be turneg off until
the need is met. The expectation is
that no employee will walk by a calil
light without fesponse. All staff wily be
in serviced by June 1, 2014 by
DON/ADON/Sfaff Development
Nurses/Supervisors. Continuous
Quality Improvement Rounds were
initiated on May 27 2014, 7-3 facility
staff members are assigned fo 3
rooms each for g daily round. Areas
reviewed during rounds include
resident condition, the Foom condition,
and care aregs. Rounds are o be
done daily Monday~Frz’day‘ For 3-11
and 11-7 Monday through Friday the
shift supervisor will select 3 rooms
from Unit 1 ang 3 rooms from Unit 2
and complete g CQI round sheet, On
weekends, Supervisors wijl choose 3
rooms from each ynit for each shift
and complete g CQI Round sheet,
Staff was educated on the importance
of addressir;g compilaints or reguests
immediate!y and asking resident if
there is anything you can do for them
or get them anything before the staff
leaves the room. Completed cQJ
round sheets gre submitted to the
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F 241 Continued From page 9
. urinary incontinent episodes noted.

Hnterview with Resident #16 on 05/06/14 at 11:22
{AM, revealed on the evening shift, it had taken ;
 thirty (30) to sixty (60) minutes for staff to respond
; la his/her call light befare and this pe resulted in
" several incontinent episodes. Resident #16
' stated this made him/her feel terrible to "wet” on

! himself/herself. According to Resident #186, this

i would not have to happen, if he/she could have

. been taken to the bathroom in time. Resident

_ #16 indicated he/she could use the toilet and

' preferred to do so,

Interview with Certified Nursing Assistant (CNA)

L 12 on 05/07/14 at 2:30 PM, revealed there was

. not enough staff and cail lights did not get

' answered timely due to the lack of staff onthe
floor. CNA #12 further revealed she knew ;
Resident #16 had “wef" himselffherself white
waiting on the call light to be answered.

! Interview with CNA #9 on 05/07/14 at 5:10 P,
 revealed Resident #16 had been "wet" when she |
. answered his/her calf fight. CNA#9 stated there |
“was not enough staff to mee( the residents’

! needs,

. Interview with Licensed Practical Nurse (LPN) #3
Fon 05/07/14 at 10:48 AM, revealed everybody i
t was responsible for answering call lighis, LPN #3
i stated if resident's cal light should not be tumed
, off. She stated the call fight should be left on untij :
‘ the resident received the help he/she required.
! However, she stated she had residents complain |
: about the slow response of staff to their call 5

lights,

! Interview with Registered Nurse (RN} #2 on _
Event ID:XC1931
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DON for review by DON/ADON. After
F 241 review the forms will be given to the

unit coordinators for follow up at the
next morning meeting. Restorative
Nurse will in service all nursing staff
on the three day voiding diary and the
correct completion of the voiding diary

by June 1, 2014,

Social services will interview weekly
for four weeks the 54 residents that
responded fo the questionnaire on
May 27, 2014. The same
questionnaire will be used for the
audit. If greater than 90%
improvement is noted, audit will be
changed to monthly with 10 residents
(5 from each unit) with BIMS score of
8 or higher being interviewed with the

. Same questionnaire. QA hurse wil

' audit 5 round sheets from each unit

. coordinator monthly for 3 months. I¢
100% compliant the audit will be
changed fo quarterly. If the audit
remains 100%, the DON will take the
audit results to the QA committee the
next month and asked that the audit
be discontinued, The QA nurse will
audit call belf response for timeliness
by pushing a cal bel| and recording
response by facility staff. This audit
will be done by the QA nurse weekly
for four weeks. I 1 00% compliance s
met, the audit will be changed to
monthly for three months, The audit
will be taken to the QA committee the
next month by the DON and asked to
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F 241, Continued From page 10 ‘ F 241
05/0714 at 11:28 AM, revealed everyone was ) , . . , .
responsibie to answer call lights as s};}on as . be discontinued if 100% compliance is
' Possible. RN #2 stated a resident should never | . Maintained. The Restorative nurse
; have to wait more then five {5) minutes, ' will audit three day voiding diary for all
_regardiess of what was doing on. . new admissions, new annuals and

5 : significant change residents for )

t2. Review of Resident #15' record revealed the " months. If 100% compliant, the audit
: resident was acfmftteq by the facility on 01/21/08 Cowill be taken to the next QA
ﬁﬁgﬁgﬁ:;}i& Sggifgt é’;‘fg‘éﬁiﬁg&?’fg?n' | .Committee meeting for discontinuation
! Schizophrenia. Record review revealed Resident , ater six (6) months. .
- #15%s Quarterly MDS, dated 03/15/14 revealeda .

, Brief Interview Mental Status (BIMS) score of ! e I Al J 4
“Hourteen (14}, which indicated the resident was |

| cognitively intact. Review of Resident #15'% care
; Plan, dated 07/25/13, revealed the residentwas |
. occasionally incontinent of bladder. Further j
{ review of the care plan revealed Resident #15 ;
: needed assistance to the bathroom for i
. elimination per toileting schedule. Review of '
‘ Resident #15's last Bowel/Bladder Assessment | !
daled 03/15/14, revealed Resident #15 was i f‘ !
. checked to have two {2} or more episodes of i {
" bowel incontinence, but at least one (1) continent
: Bowel Movement (BM). Continued review of the |
; Bowel/Bladder Assessment revealed Resident i
#15 experienced seven (7) or more incontinent |
episades of urine, and at least one (1) continent

. of urine episode,

Hnterview with Resident #15 on 05/06/14 at 11:30
i AM, revealed he/she had been incontinent of
. bowel approximately three (3) times, while waiting ;
for histher call light to be answered. Residen{ '
i #15 stated this caused him/her embarrassment.
. Additional interview with Resident #15 on

L 05/07/14 at approximately 2:50 PM, revealed

i he/she while waiting in his/her wheelchair in

; histher room hefshe had waited for staff to ;
Event i0: XC19711
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L respond to the call light and had soiled
himselffherself while waiting., Resident #15
{indicated this made him/her feel embarrassed.

 Interview with RN #3 on 05/07/14 at 7:36 AM, 5
. revealed Resident #15 had stated fo staff he/she |
“had waited for awhile for his/her call light to be
fanswered. She reported Resident #15 has had to |
: wait before to get the help he/she needs,
. Continued interview with RN #3 revealed staff

‘' was told to answer the call lights; however, if the

' resident’s request was oyt of the scope of
practice, then staff would turn the resident's cafl |
light off and go get the appropriate staff to assist
the resident. She stated when the facility was ;
' short staffed, she would answer the resident's call |
| light and have a CNA assist the resident later. !
i RN #3 reported some nights, it had been difficutt i :
. 1o answer calf lights with the limited number of
 staff. She reported call lights go off non-stop
- during night shift and some residents have had to E
wail sometimes over ten (10) minutes before staff |
could assist with their care needs. ;

! 3. Review of Resident #1's clinical record o
| revealed diagnoses which included Congestive i :
. Heart Failure, Chronic Kidney Disease, and i
. Chronic Cystitis. Review of the Quarterly MDS | ;
' Assessment dated 03/29/1 4, revealed the facility

! assessed the resident as having a Brief interview | ;
, for Mental Status of 2 fifteen (15) out of fifteen
(15), indicating no cognitive impairment. Further .
{ review revealed the facility assessed the resident

i @s requiring extensive assistance of one (1} staff |

_for transfers, toilet use, and personal hygiene,

Yand as always incontinent of howel and bladder.

Review of the Quarterly Assessment Form
- (Bowel/Bladder Assessment) form revealed the
Event ID: XC1911

M CMS-2567{02-99) Previous Versions Obsolete Facllity 1D: 100638 if continuation sheet Page 12 of 55



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

PRINTED: 06/13/201
FORM APPROVE]
OMB NO. 0938-039

{X3) DATE SURVEY

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {XZ) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BULDING COMPLETED
185215 BWING e 05/07/2014
NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, 21p Cong
1608 HILL RISE DRIVE
PROVIDENCE PINE ME \DOwWS
A LEXINGTON, KY 40504
o | SUMMARY STATEMENT OF DEFICIENGIES i : PROVIDER'S PLAN OF CORRECTION (X5;
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG - REGULATORY OR LS IDENTIFYING INFORMATION) TAG ; CROSS-REFERENCED TO THE APPROPRIATE BATE
; DEFICIENCY)
F 241

F 241 i Continued From page 12

; resident did not toilet, was a heavy wetter, and
. was always incontinent of bowel and bladder.
' Continued review revealed the resident did not ;
: voice or gesture the need to void or defecate and
. the resident was to be checked and changed per :
facility policy. The Form stated the resident was
“alert, but did not voice toileting needs and would

i proceed fo care plan,

' Review of Resident #1's Comprehensive Plan of
: Care dated 01/08/1 4, revealed the resident had

i incontinent episodes. The approaches included
toilet per schedule on daily care plan and as

neaded.

. Review of the "My Daily Care Plan", (form which
“the CNAs referred to for providing care} dated

May 2014, revealed the resident was incontinent
: of bowef and bladder and wore adult containment
products. Continued review fevealed the resident ;
fwas o receive incontinence care as needed.

: Interview with Resident 71 on 05/05/14 at 3:00 ;
' PM revealed sometimes it took along time for
 staff to answer the call lights; however, he/she
i could not say if the problem was worse at g
. certain time of day or how long it actually took for
* the call light to be answered. He/She stated the
main reason he/she would ring the call light was
; When needing incontinence care. Continued
interview with Resident #1 revealed the resident
- was unable to tell when he/she needed to be :
; tolleted because hefshe had no Urge to urinate or
. have a bowel movement, However, the resident i
! stated he/she could tell when he/she was wet and ;
i needed incontinence care. :

i

‘ Resident #1's daughter, who observed the
: interview with the resident on 05/05/14 at 3:00

'RM CMS-2567{02-99) Previous Versions Obsolete Event ID: XCio11

Facility ID: 160638
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: PM, revealed she visited daily and had observed
it took as long as an hour for the call light to be |
f answered at times, She stated the cail light
: prodlem was ongeing. She reported it did not
" oceur more On any particular shift or day of the

fweek.

. Interview with CNA #1 -on 05/06/14 at 10:00 AM,
freveated she was assigned to Resident #1 and

i stated the resident transferred with the assist of
“one (1) and was offered toileting avery two (2) :
+hours. Continued interview revealed Resident #1
; was incontinent of bowel and bladder and wore !
 briefs and sometimes preferred the bed pan
!instead of getting up on the toflet.

4. Review of Resident #14's Quarterly MDS
Assessment dated 03/26/1 4, revealed the facility :
: assessed the resident as having a BIMS of fifteen |
"(15), indicating no cognitive impairment.
| Continued review of the MDS revealed the facility
. assessed Resident #14 o reguire extensive I
"assistance for Activities of Daily Living (ADL) with ;
i the suppert of one {1) person. Review of
- Resident #14's Bowel/Bladder Assessment on the |
' MDS revealed the facility assessed the resident
: to be frequently incontinent of bladder and always :
continent of bowel. Continued review revealed = |
! the resident was rot considered per the MDS to ;
: be a candidate for 3 toleting program for bowel or |

" bladder,

; Record review of Resident #1 4's Comprehensive
- Care Plans dated 02/05/14 revealed the resident |
| was care planned to receive extensive assistance
. for ADLs. Continued review revealed staff were |
"o use the schedule on the "Daily Care Plan",

i Review of Resident #14's May 2014 "Daily Care

. Plan", revealed the resident was incontinent of

'RM CMS-2567(02-89) Previous Versions Obsolete Event ID: XC1911
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. bowel and bladder at times, wore an adult brief | i
" and required toileting assistance one {1} hour ;
t before and after meals and every two (2)hours
 after 9:00 PM.

 Interview with Resident #14 on 05/05/14 at 10:58 ;
{AM, revealed the resident had concerns with how
¢ long it took for staf o respond to his/her cali light
. when he/she rang it. Resident #14 stated it took
“along time to get o the bathroom or to gethelp
Fafter hefshe was incontinent. Cantinued interview ;
 with Resident #14 revealed he/she believed fhere
; Was not enough staff and that was the reason it
" took s0 long for cail lights to be answered. i
I Resident #14 stated somefimes it took too long
 for staff to answer and he/she could not wait and |
. used histher walker to attempt to get to the i ‘
' batfiroom on histher own. Resident #14 indicated | -
' when (his occurred he/she almost did not make it
; in time.
' 5. Review of Resident #18's clinical record ‘ '
frevealed diagnoses which included Hip Fracture, g
: Depression, and Chronic Kidney Disorder. ;
- Review of Resident #18's Quarterly MDS
‘ Assessment dated 02/11/14, revealed the facility N
| assessed the resident to have a BIMS of filteen |
: (15), indicating no cognitive impairment.
' Continued review of the MDS revealed the facility |
{ assessed Resident #18 to require extensive i
i assistance for toilet use with the suppertofone
. (1) person, .

¢ Interview with Resident #18 on 05/07/14 at6:.01 |
. PM, revealed hefshe was frustrated when no one |
“ responded to call light requests. Resident#18
! stated sometimes the "aides” and nurses, did not
i answer the calf light. According to Resident #18, |

- sometimes the staff closed the room deor and : ; :
IRM CMS-2567(02-29) Previous Versions Obsolete Event ID: XC1911 Facility I 100638 If continuation sheet Page 150fs55
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“when that happened they rarely responded.
' Resident #18 stated when they closed the room
: door it took "forever” for them to respond to when
; he/she rang the call light and this made him/her_

. feel "neglected”.

- 6. Review of Resident #10' clinical record

: revealed diagnoses which included Neurogenic

- Bladder, Parkinson's Disease, Anxiety and

' Depression. Review of the Quarterly MDS

: Assessment dated 04/07/14, revealed the facility

i assessed Resident #19 to have a BIMS score of

. fifteen (15), indicating no cognitive inipairments. _

" Continued review revealed the facility assessed E ;

! Resident #19 to require limited assistance with :

; ADL's with support of one (1) person. Further C

_review of the MDS revealed the facility assessed |

- Resident #19 to require "supervision with set up”

i for toileting.
{

' Review of Resident #19' Comprehensive Care ! ,
| Plan dated 05/20/13, revealed the resident had a |
i history of intermittent episodes of incontinence. :
. Interventions for Resident #19 included: for staff :

" to monitor input and output; assist with toileting i

i needs; assist with perineal care needs: prompt

; for toileting per schedule outlined on the Daily

~Care Plan; provide urinal at bedside and empty |

' as needed and monitor bowel movements.

. Review of Resident #19's Daily Care Plan dated
" April 2014, revealed the resident used the

! bathroom independentfy, however often

i experienced incontinent episodes. Review of

. Resident #19's Bowel and Bladder Assessment
" dated 04/07/14, revealed the resident was

- assessed to have complete contral of histher

: bowel and bladder.
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i Interview with Resident #19 on 05/07/1 4 andat
05/07/14 al 6:17 PM, revealed he/she had to wait
two (2) hours for calf light assistance when :
: hefshe rang the call light. Resident #19 stated 5
“most of the time hefshe just wanted his/her urinal 5
s emptied for future use. According to Resident |
. #19, waiting for staff to respond to histher call
light made him/her “feel bad" and anxious.

! Resident #19 stated "what if you have a heart

; attack”, will they respond? Resident #19 stated
*he/she called "the State” when the facility staff

i failed to assist him/her with walking for three (3)

: days. Resident #19 indicated he/she thought j
“maybe they were short-staffed" and that was the :
. reason it look so long for them to answer the call

; lights. g

! Interview with LPN #2 on 05/06/14 at 4:00 PM,
; revealed her expectation was for staff to answer
* call lights even if it was not their assigned

| resident,

' Observation on 05/07/14 at 1120 AM through

i 11:30 AM, of the nurse's station call light system
_ravealed the call light for room 505 rang and the
light over the raom door of room 5085 lit up as

i well. Observation revealed LPN #4, LPN #2 and

. LPN #5 were observed passing the nurse's :
! station and passing room 505 without éntering to
: determine the resident's needs, while the call light |
s continued to ring. Further observation revealed |
+ after ten (10) minutes LPN #5 went into room 505
. to determine the resident's needs.

 Interview with LPN #4 on 05/07/14 at 11 46 AM,
: revealed she had been employed with the facility
for eleven (1) years. She stated the process for
; answering call light requests was (o gointothe
“room and if it was something the staff person

i
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| could not address they should request ;
Fassistance. LPN #4 stated if it required more ;
; than one (1) persen, the call light was to be left
_on and staff were to get someone to assisi. She
* stated leaving the light on allowed staff to
; determine resident's need for assistance. She
_ stated a buzzer could be heard from the nurse’s 5
' station call fight system and it would tell which- S -
i room required assistance. She stated a red light :
_over the room door Mmeant an emergency
'situation. She stated she had no reason as to
s why she did nof respond to the call light in room
. 505 eartier. '

: Interview with LPN #5 on 05/07/014 at 11:53 AM,

. revealed when the light came on staff were to :

' respond as soon as possible, within a minute or ] 5
| s0 of realizing it was on. LPN #5 stated when the
. call light went off, he went into the room of the
| resident to see what their needs were. He stated ;
I some residents can tell you what their needs ; :
; were and some resident's could rot and would | ;
' require assessment of needs, LPN #5 reported

 the only time staff were 1o pass a resident's room ;

: with an active call light on was when a bed or

' chair alarm was sounding. He stated he did not

- notice the call light in room 505 was turned on |

: when passing the room the first several times.

* According to LPN #5, when he returned to the

{ hallway, he noticed the call fight in room 505 and

: responded. He reported the call Hght system at

“the nurse’s station it up call tight rang which

| sounded like a telephone. LPN #5 stated when :
. he passed room 505 the first few times. He
! stated the volume on the call light system atthe
: nurse's station, should not be turned down.

During the interview LPN #5 fistened to the call |

light system at the nurse's station and indicated it .

; could not be heard, He stated this was an issue |

Evenl 1D:XC1911 Facility ID; 100638
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' because staff could not hear when resident's had
: requests for assistance.

F 241!

Interview with LPN #2/Unit 2 Coordinator on

L 05/07/14 at 12:31 PM, revealed everyone had a
: responsibility for answering residents’ call lights. ;
. She stated the CNAs who wark the hailway were :

“to respond to the.call lights, and If they coutd not o N
i respond, others were to assist. LPN #2/Unit 2

: Coordinator repaorted if the call light system : :

“sounded and the resident's deor was shut, staff i

fwere to knock on the door, ask the resident how ;

i to assist, then help them. She stated if a

. resident required assist of two (2} persons, then

' staff should explain that to the resident and ,

- inform the resident they would return with helpto

 assist them. According to LPN #2/Unit 2

. Coardinator, staff should the caltlight on if going

! to get help: however, if the resident did not i
i require two (2) person assist the call light could
_ be turned off when providing for the resident's | !
'needs. She stated nofification of the resident's |
- need was determined by the light at the resident's ;
. room doar, and the box which rang at the nurse's
* station indicating the resident's room number

i when the call light was rang. LPN #2/Unit 2

. Coordinator revealed emergencies were the only .

{reason staff should ever walk past a ringing calf

(light in a resident's room. Continued interview

. with LPN #2/Unit 2 Coordinator revealed if there

fwere only two (2) staff working the hallway, it

: would be hard to answer the call lights promptly.

. She stated she did not nofice the lightwas onin |

" Room #505 before and that was why she had not ;

ranswered it. LPN #2/Unit 2 Coordinator reported -

. she had just taken another resident to the

recreational room. She stated the volume on the

 call light system could not be turned down. .

: However, observation of the cafl light system box !

Event H3:XC19+ Faclfity 1D: 160538
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F 241 } Continued From page 19
[ with LPN #2/Unit 2 Coordinator revealed the
. valume was turned down and could harely be
“heard. She stated it had never been that low
¢ before and she would notify maintenance to look

F 241

. Interview on 05/07/14 at 7:30 PM with the ) )

 Director of Nursing {DON), revealed it was a : R
{ dignity issue if a resident could not be toileted or |

; feceive incontinence care in a timely manner.

, She stated it could be “detrimental” in an

- emergency situation-if the call bells were not
answered timely. Further interview revealed

; there had been a complaint in the family counsel

, Meeting and she was also aware of one (1)
resident related fo answering call belis during -
meal service, She stated as result of the
complaints the facility made changes. The DON
stated now the Unit Managers were o pass meal ;
trays to free the SRNA's up to answer call bells
| and on the weekends the weekend Supervisor
. who was Fesponsible for overseeing the house on |
' the first and second shift was to assist in the
dining room to free Up more nurses and SRNA'S

i fo assist with dining and answering call bells,

. Further interview revealed tie facility was now ,
' staffing through agency and the agency staff were ;
- placed in orientation brior to working on the floor. _
She stated one agency staff group had already |
; been oriented and there was another class for
 orientation which was scheduled. Also, she

stated the facility had implemented a “call in"
 policy in which if a staff member catled in related

. to iness or other reasons, they would be
 obligated to work their next scheduled day off to

{ make up the day they missed. Continuad

t interview revealed she did not do set rounds;

. however, tried to talk to residents when doing
rounds to see if there was any concerns. She i
Event iD:XC1an
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F 241! Continued From page 20 E ¢ Resident #13 and Resident #I4"§ bedside
' stated she and the Associate Director of Nursing t  commodes were Cfea”ec_i and disinfected;
i needed {o start routine rounds after the morning i and bedside commode !me‘; s were placed
; meeling to talk to residents to ask about any - inthe BSC with extra liners in fhf}
- concerms or issues. Further interview revealed residents’ closets. Room 502 (resident
 the facililty was aware there had been issues with #14) bathroom was cleaned and
i the call bells being answered and had done : disinfected and all unbagged and
routine call bell inservices. She stated the Quality | unlabeled items were removed.
" Assurance (QA) Nurse had a call bell audit which : oo o
i she completed; however, she was unsure how ; An audit of all ordered bedside commodes
often this was done. fShe statec? the audit was was completed on May 8, 2014 by the
. taken fo the QA Meetings and discussed there : Unit Coordinators. No other residents
Fand the last audit which was recent was “‘pretty | nit Coordinators. No o ;
+ good”. Continued interview revealed the QA were identified. Facility wide change out
. Nurse had gone home and she was unable to | of all bath pans, bed pans, and urinals was
' reach her at this time. . completed on May 6, 2014. All of these
F 2531 483.15(h)(2) HOUSEKEEPING & ' F253: items were dated with the month and year
58=£| MAINTENANCE SERVICES * and resident room and bed # and placed in
a clean trash bag.
i The facility must brovide housekeeping and { i
| ma(ntenance sarvices necessary t_o mgintain a Continuous Quality Improvement (CQI)
| sanitary, orderly, and comfortable interior. Rounds were initiated op May 27, 2014,
; - 7-3 facility staff members aro assigned to
 This REQUIREMENT is not met as evidenced . 3 rooms each for a daily round. Areas
 by: reviewed during rounds include resident
! Based on observation, interview ang review of o condition, the room condition, and care
¢ the facility's policy, it was determined the facility | areas. Rounds are to be done daily
fai!eg:i to provide hcusekeepir*e_g and maintenance Monday-Friday. For 3-11 and 11-7
i services necessary tq maintain a sanitary, orderly ; Monday through Friday the shift
and comfortgbie mtenoréor two (2) of twan_ty (20) supervisor will select 3 rooms from Unit |
;igmfed residents {(Resident #13 and Resident and 3 rooms from Unit 2 and complete a
P CQI round sheet. On weekends,
| Observation revealed Resident #13's bedside supervisors will choose 3 rooms from
. toilet had not been emptied after assisted use, each unit for each shift and complete a
CQI Round sheet. Staff will focus
 Also, observation of resident room 502's : attention to the residents’ surroundings,
; bathroom reveated unbagged and unlabeled bed ! particularly the bedside area and the sink
: area for hazardous chemicals and
IRM CMS-2567(02-99) Previous Versions Obsolete Event 1D: XC1911 Facility ID: 100538
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F 253; Continued From page 21
i Pans on the bathroom floor and a bed pan and ;
. Measuring toflet hat placed between the hand rail ;
. and wall in the shared bathroom which was
‘unlabeled and unbagged, for Resident #14.

The findings inciude:

. Review of the facility's poticy titled, “Bed

~ Pan/Urinal Cleaning", with a revision date of

F 10/20/08, reveated to minimize the risk of

! infection {cross contamination)all bedpans and
f urfnals must be marked with a black marker
 labeled with the resident's name and room

. number, According to the Palicy, once the

 contents of the bedpantirinat was emplied, piace

‘the bedpanfurinal in a clean trash bag, take the
bedpan/urinal in the trash bag to the soiled utility
room {wearing gloves), empty the bedpan/urinal
contents inlo the hopper and clean and disinfect
. the bedpan/urinal before leaving the soiled Lfility
' room. Further review revealed the disinfected

 bedpan/urinat was to be placed in a clean trash
“ bag and returned to the resident's room,

; 1. Observation on 05/05/14 at 2:55 PM of
. resident room #4056 revealed Resident #13's
" bedside toilet had not been empiied.

!nterview with State Registered Nurse Aide

: (SRNA) #5 on 05/05/14 at 2:58 PM revealed the

. bed side toilet should have been emptied after i
" Resident #13 was assisted with toileting and she
' would get someone fo take care of it ;

! Interview with Licensed Practical Nurse (LPN)

i #2/Unit Coordinator/UC on 05/05/14 at 4:00 PM :
. revealed Resident #13 received help for toifeting.
| She stated the tojlet should have been emptied
after assisted use.
Event £ XC1911
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1

F 253

toiletries as part of the room condition

portion of the CQI round. Completed CQI

round sheets are submitteg to the DON

for review by DON/ADON. After review

the forms will be given to the unit

coordinators for follow up. Month]y

| change out to include correct labeling
with room # and date of change out

| (month and Year) of the bath pans, bed
pans, and urinals wil| be done o | I-7 by
the 5" of every month. All nursing stafr
will be in serviced by June 1, 2014 by the
DON/ADON.

The QA Nurse wil conduct a Resident

Room Infection Control audit of 10 rooms ;

each week for 4 weeks and if 1009
' compliant, the audits will be taken to the

QA committee by the DON and asked to

change to monthly audits,
06/20f i}
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F 253! Continued From page 22 F 253!
; 2. Cbservation of Room #502's bathroom on
. 05/05/14 at 3:45 PM revealed a soiled large adult ;

* brief and soiled wash cloth was on the floor; a ’

i bed pan was on the ficor, unlabeled and

; unbagged: and a bed pan and urinary measuring ! ‘

“hat was placed between the handrail and the wall, '

Funfabeled and.unbagged. ‘ : R

Interview, with Licensed Practical Nurse ( LPN)
L2, at the time of the observation revealed the
 soiled brief and washcloth should not be left in ‘
 the bathraom floor. LPN #2 further stated the '
“urinary measuring hat should not be stored in the |
: shared bathroom. She also sfated, because the

. bed pans were unlabeled and unbagged, they -
‘needed to be removed from the bathroom and

! replaced.

| interview on 05/07/14 at 8:01 PM with the :
i Director of Nursing(DON), revealed the bed pans :
- and urinary measuring hats were not fo be stored E
in the resident's shared bathroom after use. She ;
| stated the urinary measuring hats was a one-lime ; ;
j Use items and should be disposed of after use. oo
' She further stated the bed pans were to be stored !
Droperly after rinsing (i.e. disinfecting). Continued
; Inferview revealed the bed pans were o he :
" bagged and Jabeled. i
F 276 483.20(c) QUARTERLY ASSESSMENT AT F 2761
88=0: LEAST EVERY 3 MONTHS
‘A facility must assess a resident using the i Resident #16 had a quarterly
i quarterly review instrument specified by the State | assessment completed 5/8/ 14 by the
- and approved by CMS not less frequently than . MDS Personnel.
“once every 3 months. '
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. . ? - All current residents in the facility had
F 276 f antsnued From page ?3 . F 2765 their MDS audited by the MDS

gyfiis REQUIREMENT is not met as evidenced + . personnel on April 25, 2014 to ensure

_‘E Based on interview, record review, and review of a quarterly assessment was . -

 the Resident Assessment instrument (RAI User | . completed. The MDS staff were in

; Manuat Version 3.0, it was determined the facifity ' . setviced by a MDS coordinator fr oma

failed to ensure residents were assessed using | - sister facility May 8, 2014 on

 the Quarterly Assessment review instrument not scheduling assessments. Any

i less frequently than every three (3) months for ) ey resident missing an assessment was

. one ( i)of twenty»thre'e {3) sampled residents scheduled for the appropriate

{ (R?e_mdenz #16). Review of Resident #16's assessment with an ARD of no later

i Minimum Data Set (MDS) Assessments revealed, . than May 2, 2014. The last of these

. the Quarlerly MDS had not been completed every : Y2, ’

fthree (3) months as specified. ; assessments were completed May 8,

: : : 2014,

. The finding include: ) ;

-; P ©; MDS staff will schedule residents fora

HInterview with the MDS Coordinator, on 05/07/14 f new assessment as the current

i at. 6:00 PM revealed, the facility did not have a ' | assessment is completed. Upon

! policy related to the completion of the MDS. transmission of assessments, the

: . ) f MDS Coordinator will verify that the

- Review of the RAJ User Manuat Version 3.0, : ;

- fevised May 2011, revealed the Assessment resident has a future assessment

 Reference Date (ARD) referred to the "last day of | . scheduled no greater than 92 days

- the period of time the MDS Assessment” covered | ahead. A second MDS nurse will

for that “particular assessment for that particuiar review the schedule and compare to

fresident”. Review of the Manual revealed the | T the list of transmitted assessments to

i assessment scheduling moved through a cycle of verify the same.

- three (3) Quarterly Assessments followed byan j

{ Anral (Comp{ehensi\‘fe)‘Assessment after Quality Assurance will audit the MDS

i completion of the Admission (Comprehensive) master schedule weekly for four

_Assessment, Further review revealed Quarterly P

F Assessments were to he completed at least every | - weeks to ensure the MDS department

i ninety-two (92) days from the fast assessment of | i has scheduled all residents for

. any type. quarterly assessments no greater

than 92 days from the previous

i Review of Resident #16' clinical record revealed L

 the facility admitted the resident on 01/20/14, with quarterf;y .asses;s ment or admission, .ff

. diagnoses which included Dementia, Urinary the aUd‘t_‘S 100% compliant the audit

 Tract Infection, Muscle Weakness, Altered Mental | . Tesults will be taken to the QA

IRM CMS-2567{62-99) Pravious Versions Obsolete Event iD: XCt911 Facilitym‘ Committ‘ee the next month to ask that 4 of 55
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F 276 Confinued From page 24
Status, Hypertension, Dysphagia and Anxiaty.

i Continued review of Resident #4 6's clinical record,
, fevealed an Admission MDS Assessment with an
"ARD of 01/27/14. Further review revealed no

i documented evidence the Quarterly MDS ;
- Assessment, due ninely-two (92) days after the
- Admission MDS Assessment, was completed.

. Interview with the MDS Coordinator on 05/07/14
~at 6:00 PM, revealed the facility had not

‘ completed the Quarterly MDS Assessment for

: Resident#16. Further interview revealed, the

. Quarterly MDS Assessment was Jate due to the |
" previous MDS staff terminating their position, .

: Interview, with the Director of Nursing {DON) on
1 05/07/14 at 6:10 PM, revealed she was aware
Fthe MDS Depariment was behind in completing
the MDS Resident Assessments and the facility
- had hired new MDS staff, Further interview ;
‘ revealed Resident #16's MDS Assessment i
i should have been completed on time. :
F 279 483.20(d), 483.20(k)(1) DEVELOP
88=D ' COMPREHENSIVE CARE PLANS

i A facllity must use the resuits of the assessment
. to develop, review and revise the resident's
‘ comprehensive plan of care,

" The facility must develop a comprehensive care
“ plan for each resident that includes measurable
 objectives and timetables to meet z resident's

: ; medical, nursing, and mental and psychosocial
" needs that are identified in the comprehensive

' assessment.

The care plan must describe the services that are |

i :
PREFIX (EACH CORRECTIVE ACTION SHOULD BE I COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE Dare
DEFICIENCY)
F276;
!
F 279

;; Residents #6 and #16 had care plans
! developed by the MDS staff on May 7.
H2014.

.| MDS personne] audited all residents

. care plans on May 28, 2014 to ensure
that each resident had a
Comprehensive care plan in place.

Evenl I XC1g11
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. o be furnished to aitain or maintain the resident's :
* highest practicable physical, mental, and : 5 )
: psychosocial well-being as required under The MDS department was hired new
: §483.25; and any services that would otherwise to the facility in April, 2014, On May
be required under §483.25 but are not provided 8, 2014, the MDS department was in
fdue to Eh(? resid‘ent’s exercise of rights under serviced by a MDS nurse from a sister
§433.1 (L égci%digng;he fight fo refuse treatment facility on ensuring care plans were
under §483.10(b)(d). . developed on residents. The MDS
department include care plan due
; [his REQUIREMENT s not met as evidenced dates on the master schedule to
“hy: ensure that a care plan is developed _
i Based on observation, interview, record review within 21 days from admission and 14
; and review of the facility's palicy, it was days from the ARD for current
. determined the facility failed to ensure the , residents.
' comprehensive care plan was developed for two - |
i (2) of twenty-three (23) sampled residents 5 : ill audit the MDS
| (Resident £6 and #16). Although Resident 1 Q“a:{’fy ;}‘Ssur ancen‘g";: ,;L;ni;rg that
. was admilted to the facility on 03/17/14 ang weexly for one month to o f
Resident #16 was admitted on 01/20/14, there care plans are written within seven ,
; was no documented evidence the . days of the Ccmpfeteq comprehensive
; Comprehensive Care Plans were developed for assessment. The audit will check the
" these residents. ARD of the MDS, the date the care
o plan was due and the date the care
 The findings include: plan was put in to place. If the audit is
f " o 100% compliant the first month, the
‘Review of the facility's policy, litled, "Care Pian | . .
i Policy & Procedure” undated, revealed upona - DON wiill tike tg}e aUd'g resué;s toc‘;heSk
i fesident’s admission to the facility an Interim care | QA commi t?e € next month and a
 blan was to be developed and g comprehensive that the audit be changed to quarterly.
care plan was to be developed within seven {7 :

i days after completion of the comprehensive

; assessment. Further review revealed the care

" plan must be reviewed and updated afier each
quarterly/annual assessment and any significant
i change in condition.

1. Review of Resident #6's clinical record
‘revealed the facility admitted the resident on

Event ID:XC1913
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C03/17/14 with diagnoses which included;

: Coronary Artery Disease, Heart Failure,

. Hypertension, Rena insufficiency, Urinary Tract
“Infection, Diabetes Mellitus, and Thyroid Disorder.

. Review of the Admission Minimum Data Set

(MDS) dated 03/24/14 revealed the facility _

i assessed the resident as having a Brief Interview | -
, for Mental Status (BIMS) of a thirteen {(13) which

" revealed minimal cognitive impairment.  Further :

i review revealed the facility assessed Resident #6 |

.as requiring extensive assist of fwo (2) persons |

* for hed mobility, total dependence of two (2)

{ persons for transfers, extensive assist with one

(1) person with toiteting, personal hyaiene,

dressing and bathing, supervision and setup help i ;
i for eating, and as ambulation not ocouUrring.
Continued review revealed the facility assessed i i
: the resident as always incontinent of bladder and ;
; Occasionally incontinent of bowel. ; :

| Review of the MDS Care Area Assessment (CAA) | i
. Summary dated 03/29/14, revealed the following i
areas triggered: Activities of Daily Living (ADL)
functionalfrehabi!itation, urinary incontinence,

. falls, nutritional status, dehydration fluid

maintenance, pressure ulcer, psychotropic drug

tuse. The Care Area Worksheet dated 03/29/14

for each of these areas was completed statinga

- decision was made 1o care plan each area, :

: However, continued review revealed no

_ documented evidence a Comprehensive Care

! Plan was developed for this resident for any of

i the above triggered areas excepl Nulrition which

“was completed by the Registered Dietician,

2. Review of Resident #16's clinical record

“revealed the facility adrnitted the resident on
| 01/20/14 with diagnoses which included ‘ :
Event 1. XC1911 Facitiy 10 100638
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_Hypertension, Urinary Tract Infection, Anxisty,
fNon Alzheimer's Dementia, and Generalized
: Muscle Weakness.

‘ Review of the Admission Minimum Data Set
: {(MDS) dated 01/27/14 revealed the facility , ;
_assessed the resident as having a Brief interview i

‘ for Mental Status-(BIMS) of a fitteen (18}, which ! ' R
: indicated no cognitive impairment. Further review |

revealed the facility assessed the resident as
requiring extensive assistance of two (2) persons .
: for bed mobility, extensive assistance of one (1)
_person for transfers, ambulating in the corridor, i
* dressing, toilet use, personal hygiene, and : '
¢ bathing. - Continued review reveated the facifity
. assessed the resident ag requiring supervision
“and set up for ealing.

. Review of the MDS Care Area Assessment (CAAY I
‘ Summary dated 01/27/14 revealed the following 5
i area lriggered: visual function, communication, X '
. ADL functionaf rehabilitation, urinary ! i
“incontinence, falls, dehydration/fluid ; '
i maintenance, pressure ulcers, psychotropic drug :
. use, and return to community referral, !

! Further record review revealed there was no

. documented evidence a Com prehensive Plan of
‘Care was developed for any triggered area for

! this resident,

Interview, with Licensed Practical Nurse (LPN)
CHTIMDS Coordinator, on 05/07/14 at 6:00 P, :

; revealed a comprehensive care plan should have |
" been generated within twenty-one days (21) of ‘
fadmission for Resident #16 and Resident #8. :

: Further interview revealed she had just started in

. the MDS position on 05/05/14 and she was 5

funsure why the Care Plans had not been ;

Event ID: xC1911 Facility ID: 100638
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* developed,

. Interview, with Director of Nursing (DON) on :

F05/07/14 at 6:10 PM, revealed the facility's former

1 two (2) MDS nurses resigned their positions at

 the same time and it took awhile to hire new MDS | 5

‘nurses. The DON further stated the facility had i

i recently hired two (2) new MDS nurses and they : ) -

. would be working to get the MDS Assessmenis

fand care plans completed as per the facility's

| poficy.
F 280, 483.20(d)(3), 483.10(k)(2) RIGHT TO : F 2800 Resident #11 s care plan was revised
88=£ * PARTICIPATE PLANNING CARE-REVISE Cp ' by the MDS personnei to include

i derma savers to lower extremities and

The resident has the right, unless adjudged a footboard to the wheelchair on May
, neompetent or otherwise found to be | 28,2014 Also included in the revision
- incapacitated under the taws of the State, to i o fo r,z‘ esident #11 was resident's

: participate in planni d t : . i
gﬁ;ggz ;!sapr; 22?%2:{; Sr?t reatment or ¢ functional ability related to transfers
and sensor alarms. Resident #1's

care plan was revised May 28, 2014

A comprehensive care plan must be developed i
by the MDS persennel to include

“within 7 days after the completion of the

| Comprehensive assessment: brepared by an | weights three times per week, check

; interdisciplinary team, that includes the altending . abdominal girth, notification of MD for
" physician, a registered nurse with responsibility Lo weight gain greater than 5 pounds,
and, to the extent practicable, the participation of medmat;on;md transifer staius. ised

i the resident, the fesident's family or the resident's | Resident #9's car, ep an was revise

; tegal representative; and periodically reviewed | . by MDS personnel to inciude a

' i toileting program and schedule,

“and revised by a team of qualified persons after

! each assessment,
. All current facility residents will have

their care plans reviewed by June 10
2014 by IDT members to ensure the
5 ! ‘My Daily Care Plan” information was
 This REQUIREMENT s not met as evidenced gli‘:gﬂcai to the comprehensive care

Facility 1D; 100638 if confinuation sheet Page 29 of 55
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NAME OF PROVIGER OR SUSPLIER STREET ADDRESS, CITY, STATE, 2IP GODE
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A D SUMMARY STATEMENT OF DEFICIENCIES ) ‘ PROVIDER'S PLAN OF CORREC TiON X3y
PREEIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORRECTIVE ACTION SHOULD BE ; COMPLETION
ThG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENEY)
F 280 Continued From page 29 F280;  As new orders are written by the
fby: . nursing staff, a three part order sheet
; Based on observatéqr_], i!nterv‘iew,‘record review | Y s filled out by the nurse. The nurse
e el poiy e il do & nurse's note, care pian ang
i de e E . . R
: Comprehensive Carefoan was revised for three physician o;_“der f9r the {eS'd?nt‘ This
(3) of twenly-three (23) sampled residents care plan will be in place until the next
{ (Resident #11, #1, and HO). . | care plan review. Any interventions
o , - -ty still going on will be transferred to the
" Resident #11's Care Plan was not revised {o ¢ comprehensive care plan at the time
finclude Dermasavers to the lower extremities and of care plan review. If the care plan
; 2 footboard to the wheelchair. In addition . problem has been resolved, the
_ Resident #11's care plan was not revised to .
reflect the resident's functional ability related to i
i transfers, and sensor alarms. !
' problem will not be carried to the
" Resident #1's Care Plan was not revised related | i comprehensive plan of care. Any
i o the Physician's Orders for weights three )R . orders with care plan interventions will
; imes a week and to check the resident's | have the interventions placed on the
Pcanicrwons ooser o nenr T | Ty ey Cors
163 ; H . . . W
pognds. In additign Rgsident #1's care plan was | mtgrventlons ar? \fs{rrtten. The My‘
' not revised related to his/her Seizure Disorder, | Daily Care Plan Will be revised with
 antidepressant medication, and fransfer stafus. | the care plan review each quarter and
.| as needed by the care plan
' Resident #9's Care Plan was not revised when . | coordinators.
¢ the resident was placed on a toileting program : f
. with interventions for a specific toifeting schedule. : if Quality Assurance will audit resident
i o | care plans weekly to ensure orders
 The findings include: | written with the care plan interventions
' Review of the facility's, "Care Plan Paolicy and ; Were” fransferrgd o ﬁ?e M% Daily Care
i Procedure”, undated, revoaled the .| Plan™ If compf;gnge 1s 100% after 4
. Comprehensive Care Plan was to be developed | weeks, the audit will change to
within seven (7) days after completion of the . manthly for three months. If 100%
+ Comprehensive Assessment and reviewed and compliant, the audit will be
: updated after each Quarterly, Annual or discontinued.
06/q0/14

 Significant Change Assessment, Further review
- of the Palicy and Procedure revealed changes
i were made on an ongoing basis with use of the

N
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F 280 Continued From page 30
" three (3) part Physician's Order Sheet,

- Review of the Certified Nursing Assistant's
“{CNAs) "Care Plan Policy", dated 1171 1/08, i

i revealed it was the facility's policy for each

; resident to have an individualized care plan, and ;

“it was important the caregiver be given clear ‘
f directions on how-to-meet the resident's S ; oo
 Individualized needs and choices. Further review
revealed new orders recejved once the typed
{ care plan was completed would be the nurses'

i responsibility to update the care plans. The

. Policy stated, prior to the new month “change _
Lover”, the CNA care plan would be reviewed and
I updated for the new Upcoming month.

1. Review of Resident #11's clinical record
 revealed diagnoses which included { i
; Non-Alzheimer's Disease, Osteoporosis, and i i
Kyphosis. Review of the Quarterly Minimum Data
Set (MDS) Assessment dated 04/25/1 4, revealed | i :
: the facility assessed the resident as having a i
- Brief Interview for Mental Status (BIMS) of & nine | i
' (9), which indicated moderate cognitive '

i impairment.

* Review of the monthly May 2014 Physician's :
i Orders revealed orders for a foothoard to i
. Resident #11's wheelchair which was initially
fordered on 08/08/1 3, and orders for Dermasaverg
i (pressure refieving skin protector) to the bilatera]
. lower extremities which was initially ordered on | i
L 1212013,

_ Review of the “My Daily Care Plan" (utilized by :

| the facility GNAs for residents' care needs), dated |

| May 2014 revealed interventions for the footboard |

; on the wheelchair; however, there was no ;

' documented evidence of the intervention for the
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