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. “This Plan of Correction is prepared and
AM E.NDED submitied as required by law. By submithing
- this Plan of Correction, Grant Manor Care
An abbreviated survey investigating & Rehabilitation (;enter does pot admit
KY#0001 8359 and KY#00018493 was initiated on | that the deficiency listed on this form exist,
05/14/12 and was concluded on 08/26/12, nor does the Center admit 10 any statements,
KyY#D001 8350 was unsubstantiated with .- findings, facts, or.concingions that form the
regulatory deficiencies cited. KY#0D018483 was basis for the alleged deficiency. The Center
substantiated with no deflcienceis. reserves the right 1o challenge in legal and/or
F 157 | 483.10(b){11) NOTIFY OF CHANGES F 167, regulatory or administrative proceedings the
§88=0 | (INJURY/DECLINE/ROOM, ETC) : deficiency, statements, facts, atid
: conclusions that fotm the basis for the
A facility must immediately inform e resident dediciency.”
consult with the resident's physician; and If
known, notify the resident's legal reprasentative
or an interestad family member when there is an -
acgident involving the resident which results 1
injury and has the potential for requiring physician .
intervention; a significant change in the resident's
physical, mental, or psychosocial status {l.e., &
deterloration in health, mental, or peychosocial
statys in eithar life thraatening condiiions ar
| clinleal complications); & need o alier treatment
significantly (i.e., B need to discontinue an
existing fortn of traatment dus to adverse . F157
sonsequences, or fo commence a nsw form of _
treatment); or a decision to transfer or discharge 1. LPN #1 assigned to Resident #5 at the
the resident from the facility as specified in . time of condition change was re-educated on
§463.12(a). . facility policy "Change in Condition of
. " resident snd inciuding Physician and
The fac_itity must also promplly notify the resident _ Rcspolxzsible Party no%iﬁthion" on January 1,
and, if known, the resident's legal representative ' 5012 by the Director of hursi
: y the Director o hursing,
or imem.sted- famtly mamber Wh? there is a RIN#3 nurse assigned to Resident #6 re-
Zggggg énigog?sgr%rg&%?t;a;zh% r:g:r;;as ectucated on facility pelicy "Change in
resident righte under Fedaral or State law or . Condition of resident including physician
ragulations as specified ipbaragraph (b)(1) of ' and responsible party notification” on May '
/ We clion. : _ , , 18,2012 by the Director of Nursing. LA
e _ s ) ' : A1 //
D IRECTO T 2\’_.’1 ERISUPEAT REPREEENTATNE‘% UREr . TITLE ] / %6} DAE _
r T Uy | bl 12
aficioncy siatambnt ending Wllhhz/éster}ak 1% defiotes & defiviency which the Instiution may be excused from gorexling providlnﬁ'gt % determinkd that
er safsguaids. prafida suficient prothotion to the patlents. {Ses Instructions;) Except for nureing hormes, the-findings-slated above-are disclosabla 80.days. ...
owing the date of Burvey whether or ot w plan of correction & provided. of nursing homes, the ehove Hindings and plans of correction are diszclesable 14
18 faflowing the date these documente sre made svaiiable (o the facllity. I deficiancles are cited, an approvad pian of corraction s requisite to continued
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The facllity must record and petodically update
the address and phone number of the resident's
legal representative or Interested famity member,

by: :

Based on interview and record review, it was
determined the facillty failed to Immediately
inform the Physicien andfor the resident's legai
‘represintafive when there was a sighificant
change in the résitent's physical, mental of

| This REQUIREMENT is not met s evidanced |

2. The charts of current residents were
reviewed as of May 23, 2012 going back 30
days to determine if any changes of
conditions were noted and if physician and
responaible party notification was completed
as appropriate by the Regional Director o I
Clinical Operations, Director of Nuging,
Asgsistant Director of Nursing or Unit
Managera. There were two charts identified
with jssues and the Medical Director and
responsible party were potitied on May 23,
2012. In addition, a review of 24 hour

paychosocial status; a naad to alfor treatrnant
significantiy; or a tacision {o transfer the resident
from the fagillty for fwo {2) of thirteen (13)
sampled residants {Resident #5 and Resident
#2). ‘
Resident #5 had & shange in condition on
01/01/12 related to. respiratory difficulty raguiring
notification to the Fhysician for the changs in
eondlilon. New Physiclan's Orders were
raceived-to transfer the resident 1o the hospital
emergenay foom on 01/01/12. Although the
resident refused io be transferred o the

avidence the resident's Durahle Power of
Attormey (DPOA) for heaith was notified of the
resident's change in condition or of the refusel to
be transfarred to the amergency room. The
resident expired at the facility on 09/01/12.

Residant #6 had an incrasse i Saroglel
(anttpsychotic medication) on c4/12/12 and was
notad 1o be isthargic on 04/20/12 ag per the
interdisciplinary Progress Note completad on day
| shift (7:00 AM until 3:00 PM shift). and as per the

| smergency room, there was no documented - -

"and responsibls party notification was

. will #lao be brought to the daily clinical

reports-for-the-past 30-days-to-determine
changes of resident condition, with physician

completed by Director of Nursing on May
21,2012.

3. Licensed Nurses wers re~sducated on
"Change of Condition of resident” with
emphasis on physician and responsible party
notification. The Unit Managers were re-
sducated by the Director of Nursing on May
21, 2012 regarding the daily ciinical meeting
prooess to review the 24 hour report and
resident charts as indicated. The 24 how
reports are taken to the daily clinical meeting
Monday thru Friday to review for changes in
condition with the necsssary physician and
responsible notification. In addition, the
charts of residents with changes in condition

meeting to review td determine that
physician and responsible party notification
was completed as indicared. ‘
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‘Twenty-Four {24) Hour Report on 04/20/12 on the
day and evening shift (3:00 PM-11:00 PM);
however, there was no documented evidence of
an assessnisnt of this resident refated fo the
isthargy, or of Physician nofification relaled to the
ahange in condlilon.

The findings inghide:

Review of tha faciity "Change in Condition of &
Resident' Policy, dated 01/08, revealed Mt is the
poiigy of the center to take appropriate action and
_provide timely communication o the residents

4. The Director of Narsing and or the
Assistant Director of Nursing 'will réview the
24 bour report 53X per week x 12 weeks to
identify changes in the resident condition
and to determine that physician and family

The Director of Nursing, Asaistant Director

physician and responsible party relating ¢ a
shange In condition of a resident”. Further review
.revealed the licensed nurse determines [f there
has baen & change in cordition of a residant and
motifies via telephone the aitending physician wid
the resident's responsible party of the specific
neture of the change in condition.

1, Review of Resldent #5's medical fecord
revealed diagnoses which included Chronic
Obstructive Puimonary Diseass (COPD), Acuts
and Chronic Respiratory Faillure and Chranic
 Preumonia. Review of the Admission Minimum
Data Set (MDS) Assesement, dated 10/01/17,
revealed the facilty assessed the resident as
having no cognitive impalrment.

Review of the Interdiscipfinary Progress Notes,
dated 01/04/2 at 4148 PM, and complatsd by
Reglstered Nurse (RN) #2, raveaied the resident
was in ho distress for the most part.of e shift,
and after lunch the resident was transfarrad from
the wheelchair to the bed and began to have
difficulty breathing. Further review ravealed the
regideant's vital signs wers Temperature-97.8,

notification and were completad as indicated.

oPursirgandor UnitManagers-will
complete a review of 5 residents medical
record each week to detérmine changes in
condition to determine that physician and
responsible perty notification is completed
and documented as indicated

A summary of findings wili be submitted to
the Performance Improvement Copnittes
moénthly x3 months for further review-and
recommendation. <

5, Completion date; June 23, 2012
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Pulse 100, Respirations 20, and Blood Pressure
100/50, The resldent’s oxygen saturaton on
room air was 62 peroent (%). Resident#8's head
of tha beg was slevated, and a breathing
treatment was administered. .

iptorview, on 06/23/12 at 2:15 PM, with RN #2
revesled she was assigned to Resident #5 on tha
day shiff on 01/01712 and the resident always
struggled to braath, but became more short of
breath at the end of her shift. She stated she
obtained the vital signs and oxygen saturafion,
administered the nebulizer treaiment, and gave
reportt to Licensed Practical Nurse (LFN) #1WNho
‘was taking over for har on the second ehift. RN
#2 informed PN #1 of the resident receiving the
nebulizer fregtment and told Her (LPN #1} the
Physician may need to be notifled if the ireatment
was not effective. : ‘

Further review of the interdisciplinary Progress
Notas, dated 01/01/12 at 3:30 PM, compieted by -
12PN #4 revealed the Certified Nursing Asslstant
{GNA) reported that the resident was "breathing
funny" and she checked on the resident. Further
review revealed she encodraged the resident to
uge hisfher chestlungs to breath and the resident
derisd palh/discomfort. The resident's axygen
was increasad from two (2 liters o three (3) liters
per nasal capnuia. -

The next ehiry of the Interdisciplinary Frograss
Notes, dated 01/01/12 at 3:45 PM, revealed the
Physician was celled in refersnce to Resident
#5's breathing and the Physician wanted to sand
the resident to the emerpency room. Further °
review roevealed the resident refused to go to the
emargency foom and the Physician then ordered
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Review of the Physiciar's Orders dated 01/01/12
revealed orders 1o obtain a stat chest x-ray.

The next entry of the Interdisciplinary Progress

Notes, dated 01/01/12 at 7:00 PN, revealed the

chest x-ray was done and the resident was fed

supper and ate 100 percent (%) and drank 480

milliliters {ml's). No signs and symptoms of
disiress or pain.

The next entry of the intardisciplinary Progréss
————Nates-dated-01/01/12-at- 8:00-PM,revesled at
7:20 PM the CNA callsd LPN #1 Into ihe
residenit's raom and the reeident did 1ot respond
to valce or touch and no heartbeat was detecled.
The Notes siated it was determined the residant
had explred. . Further review revealed tha
Physician-and the Family wera natifiad.

| Interview, on 06/23/12 at 3:00 PM with LPN #1,
ravealed on 04/01/12 (he resident was breathing
funny and the residents diaphragm was maving,
but not hisfhar chest, She stated the resident
lookad short of braath and the resident’s color
was not good and fowards the gray side.
Continued interview revealed she fistened to the
resident's fungs and there was very little air '
movamant. Flrther intensew revealed sha
notified the physiclan who wanted fo send the
rasident to the emergency room. She stated the
rasident refused to go to the emergency room,
she rotified the Physician of the refusal and a
chest x-ray was obtained. She further statad the
rasident perked up a littie and ate supper;
however, she was slill worrled about the resident
and the resident's breathing remained Iaborad.
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would not go to the ER; howaver, fordgot to chart it
and also failed to chart the resident's lung
assassment and vital signs.

Interview, on 05/25/12 at 2:30 FM, with Resldsnt
#5% DPOA for heatthcare revealed she was tha
narson who was to be notfied of a changs in
condition for this resident and she was upsat
because she was not notified of the resident's
change in candltion nor was she notified of the
resident's refusal to be transferrad to the
—"—~ermezrgeney—mam-aﬂ-ﬂwmﬂzﬁahaﬂiamdﬁb_e

Further interview revealad she thought she calied |
the resident's brother to let him know the rgsident |

F 157

taiked to staff at the facilly regerding her concarm
whan she was noﬁﬁad the rasigent had expired.

interview, on 05/25/12 at 3:19 PM, with the
Director of Nurging {DON}, reveaied the DPOA
shouls have been notlfied of the reeldents
chenge in oandifion, new Physiclan's Orders, amd
| refusal to he transfarred o the amergency room;

Ghe further statsd she was aware of this shuation
and had already spoke with LPN #1 regarding
this.

2. Furtherreview of the facility "Changs in
Conditlon of a Resident’ Policy, dated 01/08,
revealed the licensed furse doouments in the
Interdisciplinary progreas notes and on the 24
Hour Report; the condition of tha resident, whom
wae notified and when, cats and treatment ordars
diciated by the Physician, implemeontation of
physician orders, care intervantions in the
resident's plan of care and residenis regponsa 10
"interventions. -

Review of Resident #6'2 madical record revesied

RV CMS-2587(02-98) Previcus Varsions Obsoleta Event iD:FUCG11
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| diagnoses which included Dementia with

" | Rehavioral Disturbance, Paychosis, Bipolar
Disorder, Alcohol induced Persisting Dementia,
and Alzheimer's Disegse. Review of the )
Guarferly Minimum Data Set (MDE) Assessment,
dated 02/14/12, reveaiad the facility assessed the
resident as severaly impaired in cognitive skilis,

Review of the Psychialric Evaluation, dated
04/07/12, reveatsd staff reportad the resident
continuad to have behaviors of digging i rectum
. | and playing with faces and staff reported the

- | resldent aiso had behaviors of trying to ingest the
—matier—TFhefecammandations-ware-todncrease
Seroquel (antipsychotic madicaion) o 100
milligrams (mg's} three times a day.

Review of the Physician's Orders, dated D4/12,
revealed the resident was receiving paychotropic
medications inciuding Seroguat 100 milligrams
threa times & day, Dapakote Extendad Relegge
1000 mg's twice a day (medicstion used for
selzures or behavloral disturbance), Remeron
(anti-depressant medication) 30 mg's at night,

.| and Lorazepam {ant-anxisty madication) one (1)
mg twice a day. Further revisw of the Physiclan's
Orders revealed the Seroguel had baan
hereased on 0442112 from 100 mg twice & day
to 100 milligrams three times a day.

‘Review of the Interdisciplinary Progress Notes, .
dated 04/20/12 at 3:00 PM, revealed Resident #5 . ;
1was lethargic, unable  arouse sufficiently io eat C ' Co
lunich, and an aide stated the resident barely
woke up during change of attends.

Interview, on 05/18M2 at 10:45 AM, with
Registered Nurse (RN) #3, who completed the

M CMS-2667(05-68) Previaus Verslore Obsolele Bvent ID:FIVOH Faclllty 1b; 100824 if continuetion sheat Page 7 of46
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interdisciplinary Progress Notes datad 04/20/12
at 3:00 PM, revealed she did not obtain vital signs
| or naUro cheocks or do any assessment of this
resident becausa she did not noties anything
uhusual with this resident except lethargy. She
further stated the résident would occasionally -
sleep through a meal; however, t was unusual for
this resident 1o be "that sleepy". Continued ‘
intervisw revesled the resident probably just
raceivad his/ner Seroguel (antipsychotic
medication) prior to finding him/her lsthargic.
Fudier interview revealed she thought she had
made a note an the 24 Hour Report relaled to the
— | residentbsingdethargin znd tha nurses were to
1 check the 24 Hour Report for any changes, She ‘ : : :
| stated, the nurses on the next shift probably felt ;
i ks the resident was back to normal and did hot
i chart anything, o -
I
| The next entry of the Interdisciplinary Progress
Notas, dated 04/23/12 at 11:00 M, revealed a
akin check was done and no opanh areas were
notad, and the resident was confused.

The tast entry of the Interdisciplinary Progress
Notes, dated 04/24/12 at 10:55 AM, revealed
Resident #5 was slumped over in the wheelchalr
| with emeasls on the ficor, was unrespongive, and
unable to obtain a pulse. Further review reveaied
the rasident wae placed on the bad and the
respons!ble party and Physician were notified,

interview, on 06/18/12 at 3:30 PM, with LN #7
who was sssigned to the resident the next shift,
an 04/20/12, from 3:00 PM until 11:00 PM, 7
revealed the rasident was lathargic and sleepy
the last week betore he/she expired and would
fall aslesp In the wheslchalr, Furlher interview -
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Continued From page 8

revealed she documentead this in the
Interdisciplinary Progress Notes and had notified
the Physician. Howsver, record review revealed
“thare was no documented evidence of this LPN
documenting in the Interdisclplinary Progress
Notes on this rasident or nofifylng the Physician
of any changes in condition for this resident
during the last week hsfore the resldent expired.

This surveyor was unable fo reach RN #8 who
werked 04/20/12-4/21712 on the 11:00 PM 1ill 7:00
Al shift for Inferview,

R @EOF-rEMI W BF- the- twenty-four 24 Hour Report

F 457

revealed the rasident was noted on tha Report for
D4/20/12 on the day shift and evening shift far
heing lethargic on day shift and evening shif;
however, thers was no further information
inchuding, the condition of the resident, whom was
nctified and when, cars apyl treatrment orders
dictated by the Physician, implementation of
physician orders, care interventians in the
resident's plan of care and residents respanse ©
Linterventions 25 per policy. '

Review of the Medication Administration Record
(MAR) dated 04/12 revsaled & saction stating
"dogs the res/dent show slgng of sedalion, yes or
ng" and a seclion stating “Is the resident
exhibling side effects from the medication, yes or
no". Further review revealed both sectlons ware
markad “no” on 04/20/12 for the day and evening
shift, although there was a notation on the 24
Hour Repart related to the resident being
jathargic. ‘

Interview, on 05/22/12 ai 3:30 PM, with the

Director of Nursing (DON), revealed the nurges

RN CMS-2867(07-38) Praviois Verslons Ohsolele ) Evant {D: FILOH
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Contiriued From page 9

were to ausess the resident's and document the
assessment for a change in condition. She
stated If the resident was lethargic she would
expact to see an assessment and documentation
of the aasessment in the [nterdiscipiinary
Progress, Notes. She stated she would expact to
ses follow.up assessment and sharfing if the
prabiem was still an issue on the pext shift
Continuesd interview reveated notification to the
physician woult depand on the nursing
assassment In this situation. She statad, she
wolld expectto ses an assessment related to
lethargy and foliow up charting on this resident

| after the notalion in refarence to the lathargy on

F 158

F 157

the slde effests of medication or signs and
symptoms- of sedation should be charted on the
MAR. She further sialed, she did not think the
Notes accurately refiect this resident's iast days
because she saw him/her up as usual with no
changes during hisfher last days. Continusd
interview revealed she audited a few charts a
month: however, did nof check Progress Notes
daily. o

Interview, on 05/25/12 at 1:30 PM, with the
Atteriding Physician revealed he was not notified
of the resident having lethargy In the days prior to
the resident's death. He further stated if the
resident was lethargic he would have expenied
netre checks to be done as wejl a5 an
assessment of the resident and it there was a
change in status he would expect the nurses o
inform him. Continued intarview ravealed if the
resident was having true lethargy he would have
negded to be notified in arder {o draw Iaboratory
data,

483.10(¢)(2){5) FACILITY MANAGEMENT OF

0420012 at 3:00PM.  Further interview revealed

F 168
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$8=E | PE AL FUNDS -
= | PERSON U F159

Upon written #utharization of a resident, the
facility must hoid, safeguard, manage, and
gocount for tha personal funds of the resident
depesited with the facility, as specified In
paragraphs {c)}(3)«(8) of this saction.

The facllity must deposit any residant's persona!
funds In axcess of $60 in aninterest beanng.
account (or accounts) that is separate from any of
the facliity's aperating accounts, and that credits
alf intereat earasd on resldent's funds to that
g esatnt—{n-peol ad actounts, thare rust be A

1, No specific resident identified.

2. Residents were informed that personal
funds would be aveilable 7 days per week
and during off hours as of June 22, 2012 by
the adnintstrator via the Resident Council’
Letters have been mailed te the respensible
parties of current residents regarding the
availability of personal funds by the
Administrator as of June 22, 2012,

separate accounting for each resident's share.)

The facllity myst maintain a resident's personal
sunde that do not excesd $50 In a non-interest
bearing account, interest-bearing account, or

1 petty cash funsl.

The fasility must establish and maintain & system
that assuras & .{uit and complete and separale
accounting, according to ganerally accepted
acosunting principles, of sach resident's personal
funds entrusted to the fadility on the rasident's
behalf, -

The system must preciuds any commingling of
resident funds with facility funds or with the funds
of any person other than anathar resident.

The individual financial record must be avallable
through quarterly statements and on request 1o
the resident or his or nar legal repregentative.

The faciiity must notify each resident that receives

Madicaid benafits when the amount in the

3. The Administrator was edncated to have
petty cash available by the Regicnal Director
of Clinical Operations on June 6, 2012, .The
Social Services Director and Staff Managers
have been educated to the avallabihity of
petty cash for personal funds on off hours
and weekends by the Administrator as of
June 22, 2012, N

The Business Office Manager will keep 350
cash in small bills from petty cash jna
designated medicine cart, locked in a safe
during off hours and weekends to allow
residents to have access to personal funds,
Mutse supervisors will be résponsible for
sipning and documenting resident cash
requests and keeping a daily log. The daily

| Tog wili be reconciied routinely by Business
pffice manger. '

AV GMS-2887 (02:05) Previous Versians Obsofate Event ID; FRIOH
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resident's account reaches $200 less than the
g5 resource limit for one person, specified In
section 1671{a}3)(B) of the Act, and that, If the
amotint in the account, In addition to the value of
tha resident's cther nonexempt resources,
reaches the S5 resource limit for one person, the
resident may lose eligibility for Medicaid or 581

This REQUIREMENT s nof met as svidenced
bry: L
Bazad on Interview and resord review, # wag
determined the fasility falled to proviced

_residente-socess-to-their personal fuads, hald

4. An audit of the petty cash daily log will
be completed by the Business Office
Manager or Administrator weekly x12 weeks
to determine that funds are available and

" provided to residents for personal funds as
requested. A summary of findings will be
submitted to the monthly Performance
Tmprovement Committee for 3 months for
further recommendation and review,

within thalr resident trust, on an ongcing bagis as
avidenced by residents not having actess to petly
cash after the busineas office closed, Inch:ding on
the weekends, :

The findings inciude:

intsrview with the Social Service Director (SSD),
ori D5/24/12 at 12:45 PM, reveaied thie facility's

.| process for removal of pefty oash was the money

had to be requested before the business office

! closed Monday through Friday, She stated the

businese office wes elosed on the weekend and if
residents needed money out of thelr account they
would have io make arrarigements for the money
i be taken out of the account bafore the
businass office closed or thay would not be able
to get any money out of their account. She
further stated If & resident wanted money out of
the resldent trust when the husiness office was
closed they would not be able fo get their money.

inferview with the Administrator, on 05/25/12 &t
4:00-PM. revealsd the residents were aware they

5, (omplefion date: Jume 23,2012
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needed to request any money they might have
| needed bsfore the business office ¢losed Monday |
through Fricay and before the woekends,
F 224 | 483.13(¢) PROHIBIT - F 24
55=D MtSTREATMENTINEGLECT/MISAPF’ROPR!ATN
The facllity must develap and implement written
pollcies and procedures that prohlblt :
mistreatment, negiect, and abuse of resitents
‘and misappropriation of resident proparty.

This REQUIREMENT is not met as evidenced
by ‘

Based on interview and review of the facility ¥224
policy, it was determined the facility failed o
ensure all the Irasidents were free from 1. State agencies were made zware of the
misappropriation for one (1) of fifteen (15} ) missing quiit for resident #5 when in the
sampled residents (Regident #9). The facility - facility op May 24, 2012, An investigation
faited fo GDHdUG‘( an lnvas‘hgﬂhun and l‘eport‘to was Gompletcd an(_:] a final I'GPD],'T wne
state apancies, after Resident #0 reported his/her submitted to the state agencies by the
qqilt wag miseing. . Administrator on Jime 227, 2012 that
| The findings include: misappropriation was not substantiated.

2. The Administrator completed an audit of
the grievance log x30 days to determine that
any allegation of misappropriation or cther
forms of abuse wers reportad and
investigated as required on June 21, 2012,
Mo other concerns were wdentified.

Review of the faclilty's abuse policy, titled
sprohibition of abuse, negledt, mistreatmant, and
rnisappropriation of the residents property”, dated
01/08, revealed the administatvi/dasignes
raports alilaged violations and substantiated
incldents to the siate agency and to all other
agencles as required. Further review of the
tacility policy revealsd the adminisiratorfdesignes
enaures that events wili be idantifiad, investigated
and reported (o the appropriate authorities per
stateffecderal ragulation, '

SR CME-ZEST (0200} Pravious Versions Obisolets . Event ID; FIUCt Faollity. ID: 100684 i continuation shaét Pape 13 of 48
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| Review of the medical record reveated the facillly 3, The Administeator, Social Service
admitted Resident #9 on 03/28/10 with diagnosis | . Divector , and Directar of Nursing were re-
whilch included Anxiety Disordet and other educated on the Company's policy
Persistant Mental Disorder. The facility assessad . nProhibition of abuse, neglect, mistreatment
- | the resident, using te Minimat Data Set {(MDS) and misappropriation of the residents
< | Assessment, on 03/068/12 ak having a Hrief property on June 6, 2012 by the Regiona!
Interview for Mental Status (BIMS) score of fifteen ‘ Mireetor of Clinioal Operations. Facility
(15), which meant the resident was cognitively ’ staff hzve heen ro.cducated o
intact. . : the"Prohibition of abuse, neglect,

mistreatment and misappropriation of the
residents property.” policy as of Juse 22,
2012 by tha Director of Nursing, Socisl

Seprvices Director-or-Adiministraton

Intsrview with Resldent #0, on D/21/12 at 4:00
. FM. revealed two (2) wesks prior hefshe had
e repoded 3 guilt missing from_his/ter room.

Hearshe stated they had been coming back from
the dining room and saw another resident coming
out of hisfher room but wae unable to see If the
resident-had anything with thern. He/she further
gtated whan ha/she went back info his/iher room
thé quilt was gone. He/she stated they reported
-the migsing gullt fo the Social Service Director
(85D) the same day and a couple of the nurses

Grievances will be reviewed in the daily
(Monday thru Friday) morning stand up
mesting with the Interdiseiplimary téam.

4, An audit of the grievance log will be
completed weekly x4 weeks and then
maonthly x2 months to determine that any

locked for the quitt and was not able 1o find the altegations of misappropriation or abuse are

quilt. He/ghe further stated they sl the Quilts for reported and investigated as per policy by .

money but knows he/she did not sell this quilt, the Adminjstrator, Social Services Director
' ‘ and Director of Nursing, A symenaty of

Interviaw with the SSD, on 05/24/12 at 12:45 PM, findinge will be submitted to the

revenlad Resident#9 had reported a missing quilt ' Parformance Improvernent Committes

{o her an 0B/ 5/12; howsver, had told her the quiltt monthly x3 months fer fmther

had been missing for two {2) weeks. She stated recommendation and review.

she fillsd-out a reskient grievance form, she then '

spoke with the resident and offered to search the . 5, Completion date: Fune 23, 2012

resident's roorn; however, the resident sald
someone alse had alrepdy ssarched the room

-| end the quilt was gone. She further stated the
resident had stated he/sha couid not prove the
other resident had taken the quilt becausa hefshe
had not zean the resident with the quill; howaver,

IRV CM5-2567{02-89) Previous Varslons Obsolate | Evenl {D: FIUOT Faliity |0 100534 ' if oontinuation shogl Page 14 of 48 '
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Continued From pags 14
knew the quilt was gone. She stated she then

I notified the resident's famlly and they stated they.

gl seameh the resident’s rocm when they

T ahe up. Thres (3) days after the allagation was

F 225

mads, the resident's family came to see the
resident and cleanad the ragident’s room and the
quilt still was not found, The SSD-furtber stated
she spoke with the family and they stated they felt
the resident had soid the quilt becauss he/she
had been selling them o make some axtra
money. She further statéd when she asked the
rastdent if he/she had soid the quilt the resident
gtated he/she didn't think so. Sha further stated
_an investigation was nof_inlfialed and the migsing

F 224

quilt was net reportad to all state agencies;

| howevat, an investigation should have bean

initisted and the incident reportad to all state

| agencies because it was misappropriation of

resident's proparty,

inferview with the Director of Nuralng (DON), on
05/25/12 at 4:.00 PM, ravesaled when the S8D
reported to her the quiit was missing a search of
the resident's room and facility was initiated;
however, when the 55D interviewed Resident #9,
ha/she stated they could have sold the quill. She
further stated the family was coniacied and then

L came in three (3) days later to search the recm

and the quilt stil was not found. Further intarview
with the DON revealed an invesligation was nat
conducted and state agencies were not noiified of
the missing cullt

bnterview with the Administrator, on 05/25/12 at
4:00 PM, revealed Rasident #9's quilt was stil
‘missing and there had rot bean an Investigation
conducted related to Residant #0's missing quilt.

48318} N, ©)2) - (4)

F225

. DRM CMS-2687(02-09) Previnus Varsions Obsolals BEveni iD: FUO1T

Fadlilty i 100884

 If sontinustion sheat Pags 15 of 46




‘ 1/50/9019 7 i : ~ ‘
JUi‘\;‘_/,S/ZDJLIFRI 04:05 FM  CRANT MONOR FAY Mo, 858 874 9514 P G74
' U ' PRINTED: 08/28/2012
VEPARTMENT OF HEALTH AND HUMAN SERVICES © " FORM APPROVED
“ENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO., 0938~039“1
[ATEMENT DF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {42) MULTIFLE CONSTRUGTION {¥2) DATE SURVEY |
J0 FLAN OF GGRREGTION |DENTIFICATION MUMBER: , _ GOMPLETED
. : A BUILDING
‘ . ‘ c
185265 B e 0572512012

IAME OF PROVIDER OR, SUFPLIER
SRANT MANOR GARE AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
201 KIMBERLY LANE
WILLIAMSTOWN, KY 41087

(%) 1D SUMMAY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORRECTION . pE
PREFIX (EACH DEFICIENGY MUST BE PRECEDED Y FULL pREFX |- . (EACH GORREGTIVE AGTION SHOULD BF GOMPLETION
TAG REGULATORY GR LSC INENTIFYING INFORMATION) TAG GROSE-REFERENCED T0 THE APPROPRIATE DATE
A DEFICIENGY) .
F 224 | Continued From page 15 F 224
' 4:00 PM, revealed Resident #9's quilt was stil
missing and there had not been an investigation
conductad related to Resident #9's missing yulit,
F 2o | 483,43(6)(1)(l)-(ii)), (€)2) - (4) F 225] ma2s
55=E INVESTIGATE/REPORT

_of-residents or misapprapiation af ihelr property;

"| with State law (ingluding {o the Btate survey and

ALLEGATIONSANDIVIDUALS

The facllity must not employ individuals who have
been found guilty of abuelng, neglecting, or
mistreating residents by & aourt of law; or have
had a finding entered inie the Stale nurss gite
registry concerning abuse, negiect, mistreatment

1. The Allegations of Abuse juvelving

' . LPN#8 was reported to the State agencies,
LPN #8 was suspended and an investigation
wa¥ initiated by the Administrator on May
11,2012, A final report was submitted to
the state agencies by the Adiministraior
reflect that the center wag not able to
sybstantiate-the ailegations.onMay. 16,2012

and réport any knowledge it has of actions bya
court of taw apainst an smployes, which would
indicate unfitness for sirvics 8s @ nurse aide or
ather facilily staff to the: Etate nurse ide registy
or liceneing auihorities( )

The facility must ensure that all alleged violations
invalving mistreatment, risgiect, or abise, .
inciuding injurles of uriknown gdurga and
misappropriation of rezident property are reportad
rmediatsly to the administrator of the facllity and
1o other officials In accordance with State law
through established procedures (including to the
State survey and certification agency). :

The facility must have evidence that all allegsed
violatlons are thoroughly investipated, and must
prevent further potential abuse while the
investigation is in progress.

The results of afl investigations must be reportad
to the administrator or his desighated
representative and 1o ether officials ip accordance

certfleation agency) within 8 working days of the

LPN #8 remains on suspensicn pending
police investigation.

2. An tssessment of cutrent residents was
completed by the Director of Nursing,

- Assistant Director of Nursing, snd Unit
Managers to determine any sighs of sedation
on May 18, 2012, No concerns were
identified. The injectable medication vials
were audited by the Director of Nuraing and
or Assistant Director of Nursing on May 18,
2012 to determine that medications vials are
acconrited for. No fssues were identified.
The medical records of al) residents who
passed away at the facility from the date
LPN #8 was hired May 17, 2011 to current
was reviewed by the Regional Directors of
Clinical Operations and Director of Nursing
gz of May 16, 2012 to determine any trends
or patterns in the events leading up to the

1 resident’s passing away. No trends or

patterns of svents were identified.
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incident, and if the alleged violatior is verified 3. Facillty staff including Dietary Aid #1,
| appropriate corractive action must be taken. Dietary Aid #2, and CAN #6 have been re-
: educated to the "prohibition of abuse,
neglect, mistreatment, and misappropriation
. ' o oficy" with emphasis on reporting all
This REQUIREMENT Is not met ag evidenced lsjuspicions of anl; type of abﬁse imgmediately
by: : L ” regardless if there iz proof and to the
Based on interview and roview of the facllity [ availability of the compeny emplayee hotline
policy, it was determinad the facility failed ic if they feel the need to report anonymously
ensure all allegations of abuse were reported 1 by the Administrator, Directar of Nursing,
when staff failad to report two (2) allegations of Assistant Director or: Nursing, and Social
abuse. This was related fo an aliegation a nurse Servioes as of Juns 6, 2012 !
mads a stelement refarring to keeping a vial of ' ’ :
medloation in her pockst, which she used o '
expedita fhe death of resldents who were and of 4.. The Administrator and or Social Service
iifa, as well as the statement she kept residents _ Drirector will interview 5 staff members
sedated so they would stey in the bed and not weelly x4 weoks and then monthly x2
use their cakl light . ' months to determine any concerns with
abuse and their understanding and
The findings include; willingnsss of reporting any allegations or
: : ' . suspicion of abuae to their supervisor or the
| Raview of the faciity'solicy, titled "rahibition of Administrator immediately. A summary of
‘abuse, neglact, mistreatment, and findings from these empioyes interviews will
misapproptiation of resident property”, dated be submiited to the Performance
04708, revealed the depariment head educatses Improvement Compmittee monthly x3 months |
employees to report aliegations of abuas without for further recampmendation and review
fear of reprisal. - Further Feview revasaled staff - - : , )
muost not engage in nor parmit anyone elss to
engege In abuse of a resident. { 5, Completion date: June 23, 2012
Interview with Dietary Ald #2, on 05/17/12 at 7:48
AM, ravealed approximataly two (2) months ago,
ha was on the back dock taking & smoke break
with Licensed Practical Nurse (LPN) #8 and they
started to talk about the increased number of
deaths at the facility. She further stated LPN #8
stated she kept a vial of medication in her pocket |
becausa sometimes residents who were at the
RN ChAR-ZE7{02-) Pravious Varalons Obeolote Event I0; PILIOTH Fagilly 1D: 100684 If continuation sheet Page 17 of 48
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medication but stated LPN #8 had esid the
medication would slow down the resident’s
breathing and they wouid pass away sooner. She
further stated LPN #8 also made the statement if
a resident was trying to gel oul of bed she would
sedate thern to keep them tn bed. Further.
interview reveatad Dietary Ald #2 did not repont
this to her supervisor at the faclity because she
did hot have any procf. She further siated the
facility had trained her on reporting alt allegations
of abuse and sha =hotld have reporied these
statements to her supervisor,

interview-with Distary-Aid-#1,.on-05642 af

F 225

11:30 AM, revaaied she had heard LPN #8 make
the staternant "if a resident would not keep thelr
ass in bed, she would sadate them”. She further
stated she had not reported this statement to her
supsryisor o anyone at the facllity. Further
intarview revealed the facility trained staff to.
report ali atlegations of abuse and she should
have raported this statement to her supervisor,

interview with Certified Nursing Assistant (GNA)
#8, o 0B/23M2 at 2:00 PN, revealed she bad
heard LPN #B make the statement "f a resident
would not kesp their ass in bed, she would
sedate them". She further staled ghe had also
heard LP'N #B state she was going to take care of
a resident who was using their call light freguently
becausa she was unable to gat her work done
because of answering call lights, Further
Interview revealed she did not report these
statements to her supervisor or anyone at the
facilty. She further stated the facility trained staff
to repott all allegations of sbuse to their

| supervisor Immed|ately; no matter if (he aliegation

was witneased or just reperted to them and ehe
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faclity. She further stated the facility trained staff
to report alt allegations of abuse to their
supervisor immeadiately; 1o maiter If the aliegation
was witnessed or [Ust reported to them and she

‘should have reported these statements to har

suparvisor, :

Imtarview with the Administrator, on 05126112 at
4:00 PM, revealed staff was trained Lo report all
aliegatione of abuse to their supervisor and him
immediataly. He further statod staff should have
reported all the statements LPN #8 had made to

| their suparvigor and to him, immedlately after she

B 225

P28
SE=E

allegedly made the statements.
483.20(K)(3)()} SERVICES PROVIDED MEET
PROFESSIQNAL STANDARDS

The services provided ar arranged by the facility
mugt mest professional standards of quality.

This REQUIREMENT 15 notmst as eyidencad .
by, _
Based on interview, record review and review of

the facifity's policy, it was determinsa the faclity

falled to ensure services provided mat
professional standards of quality for three (3) of

| fiftaen (15) sampled residents (Resldents # 4, #5

and #8).

Resident #4 was admitted to the facility without a
written Physician's erder for a specific diet. The
factity falled 1o ensure the Physician was notified
to abtain a dist order,

Resident #5 had a change in candition on
01/01/12 related to respiratory difficulty requinng
nofification 1o tha Physician and new Phyeician's

F 281

F281

1. Residents#4, #5, end # 6 have been
discharged; Resident #4 was discharged on
May 2, 2012. Resident #5 was discharged
January 1, 2012. Resident #6 was discharged
on Aptil 4, 2012,

2. An gudit was completed by the Regional
Director of Clinical Operations to determine
that sach current residemnt has a-diet ordet
fram the physictan on May 2, 2012, The
Director of Nursing, and Uit Managers
completed a review of atl current residents
progresa notes for the past 30 days and
assessed the residents current status for any
changes in condition that included but wag
ot limited to lethargy or shortness of breath
with the appropriate documentation in the
‘medical record as of May 23, 2012.
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Orders. Although the 7-3 shift obtained and
documented vital signs at 4:10 PM, there was no
documentad svidence of a respiratory
assessment or vital signs for thie resident after
A:10 PV, Interview ravealed the resident
cantinued to have iabored breathing throughout
the shift and expired on 0101712 at 7:20 PM.

| Resident #6 had an increase in Seroguel

(antipsehotic medication) on 0412112 and was .
notad o be lathargic on 04/20/12 as per the

Inferdisciplinary Progress Note sompleted on day
shift (7:00 AM unrtil 3:00 PM shifty; and as per the

3, Licensed staff hove been re-educated by
the Director of Nurses and Assistant Direcior
of Nurses regarding the necedsity to obtain
physicians order for diets, the Change of
Condition pelicy and procedure, and the
pracess of sompleting then dosumenting the
appropriate assessment as indicated by the . -
resident condition as well as referencing

" procedures” and “Resident Care
Managemetit system”, *Lippincott manual of
mursing practice, 7th ed.” as of June 22,

2012

"perry end Potter Clinical Nursing Skills and

Twanty-Four (247 H ?
day and avaning shift (3:00 Fi-11:00 PM).

 Howevsr, there was no documented avidence of

an assossment of this residentrelated to the
lethargy.

The findings include:

1, Review of the medical record reveaied the
faciltty admitted Resident#4, op 04/30/12 &l 1:30
PM, with diagnosie which inoludad Cerabral
Ataxla (a2 Joss of muscie coordination) and
Dysphagia (the medical {erm for the aymptom of
difficulty in swallowing). Review of the Nursing
Assessment complated on 04/30/12, revealed the

residant was asscssed as having chewing and

swallowing problems. Review of tha Adult
Transfer Form datsd 04/30/12, revealad the
saation for the type of diet was not marksd and

the Medicatlon Reconciliation form dated

04/30/12 did not have a dist ordersd by the
Physician. Review of the resident’s cana plar
datad 04/30/12, revealed the resldent was care
planned for chewing difficulty, swallowing

~Oa/e0MZonthe

"Phe Director of Nurses was re-sducated by
the Regional Director of Clinical Operations
on the daily (Monday thru Friday) clinical
meeting process on May 11, 2012 to review
the 24 hour report, and progress notes of
residents with changes in condition to
detsrmine that resident status and e
indicaled assessments are completed and
accurately reflected in the progress notes, in
addition to reviewing all new adimission
orders to determine that a diet ovder was

. obtained from the physiciarn.
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difficulty, and inability to self-feed, with
inferventicns which included dist as ordered, ofier
comfort food, and feed resident. '

intarview with Registered Nurse (RN)#10, on
05/24112 at 4:30 PM, revealed Resident ¥4 was
accompaniad to the unit on 04/80/12 by his/her
spouse and the resident's Hospice Nurae, who
both reporied to her the resldent was 2ating &
regular diet. She further stated she had the
madication cart and when Resident #4 was
sarved his/her diner, she had not yel assessed
the resident fo determine if he/she 2ould tolerate

“Director of Nursing and/or Unit Managers.

4. The Director of Nursing, Assistant '

wiil complete an audit of newly admitted
residents chart to determine that a diet order
was in place weekly x4 weeks and then
monthly x2. The Director of Nursing,
Assistant Director of Nuraing and or Unit
Managers will complete a review of 5
residents medical record sach week to
determine that any changes of condition have
been assessed and documented as

~zrregular-dist—Shefurther-state-she- hag-frofmws

bapr iold she had to have'a Physiciar’s order for
a diet, but would take the dlet she iad received In
réport and this would be the diet sha would order.
Further intervisw revealad the only orders she
would fax to the Physician were the oiders on the
Medication Recencillation formi, which did not
have an area for the diet ordered. Shs further
stated she wes aware Resident #4 had 2 ,
diagnosis of Dysphagia; however, the Hospice
Nuree #nd the spouse repotied 1o her the
reaidant had been sating & regular diet. She
furkher statad sha should have aessssad the
resident befors hefshe ate dinner, as well ag
received an order for the residents diet from the
Physiclan. .

Interview with Licensed Practicsl Nurse (LPN) #4,
on 0523712 at 3'30 PM, revealed whatever diet &
rasident came in on was the diet she would order.
She further stated she would not notiy the

| Physician for an admigsion diat order. Further

interview revealed if a resident was admitted from
home, whatever the resident or family reported as
the diet the resident was slerating at home was

appropuateweeklyscd-weeks-and-then
monthly x 2. A summary of findings will be
submitted to the Performance Improvement
Committee monthly x3 menths for further
review and recommendation. ", )

5. Completion dater June 23, 2012
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resident was probably not compfiant with an
alterad diet when thay were &t home.

Interview with the Director of Nursing (DON), on
05/24112 al 7:00 PM, revealed all new admission
diet orders should have been received from the
Physiclan, She further stated she would expeact
her nurses o use the safme profagsional
standards that she would use when assessing a
resident. She further stated a Physician must
osrder the diet for a new admission bafore the
resident was served a meal to ensure the
appropriate digt, Further interview revealed she

: -wmulfﬁ-assess-amnaw;admission_bafnm the

resident was served a maal and would axpect her
rurses use the same professional standards that
she would use, and assess a regident befora they
would feed them. - :

5 Review of the Lippincott Marual of Nursing
Practice, elght edition, used by the facilily as the
source for nursing essessmonts, revoaled a
physical examination of the chest was to be dane
using Ingpection, palpitation, percussion, and
auscuitation fo determine respiratory status. Thiz
wes to include respiratory rate, depth and pattern,

1 use of accessary muscies, appsaranae of

sputum, distention of jugular vains, ung sounds,
and peripharal edema.

Review of Resident #5's ciinical record revealed
diagnoses which included Chronie Chetructive
Pulmonary Disease (CORD), Acute and Chronic
Raspiratory Fajjure and Ghronic Preumania.
Review of the Admission Minimum Data Set
(MDS) Assessment dated 10/01/11, revealed the
facility assessed the resident as having no -
cognitive impairment.,
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 interview, on-08/23/12 at 2:15 PM, with KN #2

Gontintied From page 22

Review of the Intardisciplinary Progress Notes,
dated 04/01/12 at 4:18 PM and completsd by
Registered Nurse (RN)#2, revealed after iunsh
the rasident was transferred from the wheelchair
to the hed and began to have difficuity breathing.
Further review revealad the resldent's vital siane
were obtsined; Temperature-97.6, Pulse-100,
Respirations- 20, and Blood Pressure- 100/50.
The Note stafad, the resident's oxygen saturation
on fagm gir was 92 percent (%), the head of the
had was elevated, and a breathing treaiment was
adrainisterad. :

F 281

 revenlsd she was assigned to Resident #5 on the
day shift on 01/04/12 and the residenl became
mote ahort of breath at the end of her shifl. She
sinted she obtalnad the resident's vital signs and
| oxygen saturation, administered a nebulizer
{reatment, and geve report fo Licensed Practical
Nursa (LPN) #1 who was taking over for her on
the sacond shift, Further Interview revaaled RN
#2 Informed  LPN #1 of the residant receiving the
| nebulizer treatment and told her (LPN #1) the

Phyaigian may neid to be notified if the traatment
was not effective. :

Further review of the interdisclpinary Progress.

* | Notes, datad 01/01/12 at 3:30 PM, completed by

LPN #1 revealed the Certified Nursing Asslstant
(CNA) Informed her the rasident was "bregthing
funny" and she checked on the resident. The
Note statad, she encouraged the resident to use
his/her chest/lungs to breatn and the resident
genied pain/discomfort, The Note stated the LPN
increased the residents oxygen from two (2) liters
fo three (3) liters per nagal cannuia.
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The next entry of the interdisciplinary Progress
| Notes Uated D1/01/12 at 3:45 PM revealad the
Physician was notified of Resident #5's breathing
and the Physician wanted 0 tranafer the resident
io the amergency room. The Note statad, the
rasident refused to go to the emerpancy room
and the Physician then ordered @ chest X-ray,

Review-of the Physician's Ordzrs dated 01/0142
revealed orders o obtain g stat chest x-ray.

The next entry of the interdissiplinary Frogress
Notes dated 01/01/12 at 7:00 PM, ravegled the -
_ehestaeray was-doneand the resident was fed ‘ :
supper and ate 100 parcent (%) and drank 480 -
milfilters (mi's). The Note stated, thare was no : '
sighs and symptoms of distress.or paln.

The riext eniry of the Interdisciplinary Progress

1 Netes dated 01/01/12 at 8:00 PM, revealed at
7:20 PM the CNA called LEN #1 into tha
resident’s raam; tha residant was unresponsive to
voloe or touch, and no heertbaat wae detectod.
The Note stated 1t was determined the resident
had expired.

Interview; on 05/2312 at 3:00 PM, with LPN #1
revealed an 01/01/12 the resident was “"breathing ;
funny” and the residents diaphragm was moving,
but not hisfher chest, $he stated the resident
tooked short of breath and the residents.calor
was hot good and towards the gray slde.
continued intarview revealsd she listened 1o the
resident's lungs which were clear with very fittle
air movement, She further stated vital signs wore
obtained, and she could not remember if they
were abnormal. Further interview revaglad she
notified the phystcian who wantad to send the
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resident to the emergency room. She stated the
residen! refused fo go fo the emergancy room,
she notified the Physician of the refusal and &
chest x-ray was obtained. She further stated the
resident parked up a litle and ate supper;
however, she was still worried about the resident
and the resident's breathing remainsd fapored,
Further Interview revealsd she thought the
rasident's vital slans wers oblained and not
documented and she should have documented
the lung assesament.

' inderview, on 06/24/12 &t 7:00 PM and 06/26/12
| g 35 BN o with-the Ditetar of Mursing (RDON),
reverled the facilit; had self identifled there was
cancermne related t charges in resident's
condition, and assagsment and documentation,
i and the facility was in ths prooess of :
re-Implementing re-educ.ation 1o the nursing staff.
Further Interview rzvesled she had not '
recognlzed the vitel slgh: and lung assessmeant
ware not documented In Resideni #5's chart on
the secand shiff wien she reviswed the
1interdisclplinary Notes after the resident’s death.

3, Review of the Lippincott Manual of Nursing . : ’ ,
Fractice, eight edlilon, used ty the facilily as the- . :

source for nursing assessments, revealed
conditions requiring a nurslng asssssment
included lethargy.

Review of Resident #8's clinical record revaaled
diagnoses which inciuded Dementla with
Behaviaral Disturbance, Psychosis, Blpolar
Digorder, Aleohol indugsed Persisting Dementia,
and Alzhairmer's Disease. Review of the
Quarterly Minimum Data Set (MDS) Assessment
dated 02/14/12 revealed the faciity assessed the
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resident as severely impared in cognitive skills
for daily decision making.

Review of the Psychiatric Evaluation, datad
04/07/12, revaaled staff reported the resident
continued to have behaviors of digging in rectum
and playing with feces and staff reported the
resident had behaviors of trying to Ingest the
matter, Recommendations ware fo increase | )
Seroquei (antipsychotic medication) fo 100 ' .
miligrams threa (3) times per day. : .

_ Review of the Physician's Orders, dated 04/12,
— | ravenied-the_resident wes recelving psychotropic

medlcaiions which included Seroquet 100
milligrams three times & day, Depekote Extendsad
Relsase 1000 mg's twics & day (medication used

{ for selzures or behavioral disturbance), Ramern
(anti-depressant medicatton} 30 mg's at night,
and-Lorazapam (anti-anxiety medication) cne (1)
mg twice a day, Further review rovealed the "
Saroquel had been increased on 04412412 from
100 mg twice a day fo 100 miligrams three times
a day.

Review of the (nterdlaciplinary Pragress Notes, .
dated D4/20/12 at 3:00 PM, revealed the resident
| was lethargic, unable to arouse sufficiently 1o eat
lunch, and aide stated tha resident barely woke
up during change of attends.

The next entry of the interdisclplinary Prograss

| Notes was dated D4/23/12 at 11°:00 PM which
staied a skin check was dong and no open areas
were noted, and the resident was confused.

The tast antry of the interdisciplinary Progress
Notes cated 04/24/12 at 10:55 AM revealed the
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resident was slumped ovar in the whesichair with
emesis on the floor, was unresponsive, unabie to L '
obtain pulse. The Note stated the resident was ' T » ;
placed on the bed and ihe responsible party and - - ‘ ‘
Physlaian were notifled.

Interview on 05/18/12 at 10:45 AM with
Reglstered Nurse (RN) #3, who completad the
Interdisciplinary Progress Notes datad. 04/20112
at 3:00 PM, revesied she did not gbtain vital
signe-or neuro checks or do any assessment of -
this resident because ghe did not note anything
| unusual with thie resident excapt |ethargy. She
e L otated-tho-residentwould.ocoasionally sleep
through & meal, however, it was unusuat for this
rasidant fo be “that slespy”, She further stated
the resident probabily just recelved hig/her
Seraque) (antipsychotic rnedication) prior to
finding him/her lethargio. Further Interview
revealed stated she thought she had made 2
note ofi the 24 Hour Report refated o the resicent
being letherglc and the nlrses were to chack the
24 Hour Repart far gny changas. Coinued
interview revealad the nursas on the next shift
. | probably felt like the resident was back fo normal
| and did not chart anything,

Interviaw on 05/18/12 at 3:30 PM with LPN #7
revealad the rosldent was lethargic and saapy
the last week before he/she expired and wouid
fall asteep in the wheelchair, She stated gha had
documented this in the Interdisciplinary Progress
Motes and had notified the Physician. Howaver,
there was no documented evidence of this LPN
docurnenting in the Interdieciplinary Progress
Motas on this resident or notifying the phystelan of
any changes in condition for this resident during
the last week before the resident expirad,
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This surveyaf was unable to reach RN #8 who
worked 04720112 on the 11 PM Bl 7.00 AM shift
for interview, ' ‘

Record review of the twenty-four 24 Hour Report
revealed the rasidant was noted on the Report for

| 04/20/12 on the day shift and evening shift for

being jathargic on day shift and evening shift,

Review of the Madication Administration Record
(MAR) dated 04/12 reveslad a section which
sizted “doas the resldsht show signs of sadation,
_yes-cnr-moiam_a-santmnwh.iumaiﬁd s the

residant exhibiting side effgcts from the
medication, yes or na". Further review reveajed
hoth sectiong ware marked "no" on 04/20/12 for
the day and evaning shift, even though there was
a notation on the 24 Hour Report related {o the .
rasident being lathargic,

Interview, on 05/22/12 at 3;30 PM, with the _
Dirsctor of Nurging (DON), revealad the nurses
ware to assess the resident's and dooument the
assessment for a change in sondition. She
further stated if the resident was lethargic she
would expect to see an assessmant and
documentation and follow up assassment and
charting 1f the problem was silll an 1ssue on the
next shift or later in the shift. She further stated
{he side effects of medication shouid he oharted
on the MAR, ‘Confinued interview revaaied sha
wolld have liked to have seen foliow up cherting -
on this resident after the.notation in reference to
the Tethargy on 04/20/12 at .00 PM. She stated,
she did nof think the Notes accurately refiect this
resident's jast days because she saw him/Mer up
as uslial with na changes during histher last days.
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Further Interview revealed she audited a few
charts & month: however, did not check Progress
Notes daily. ‘

| Infarview, on D6/25/12 at 1:30 PM, with the
Altending Physician revealed he wag not
informed of the resident having lethargy in tha
days prior to the resident's death. He stated if the
resident was Isthargic he would have expected
neuro checks fo be done as wellasan
msseasment of the resident, He further stated if
the resident was having true lethargy he would
have neaded to be nofified tn ardar to draw
Joboratosydate.

S F 281

F 282 | 433, 20(K)(3)(ii) SERVICES BY QUALIFIED-
55=n | PERSONS/PER GARE PLAN

The eervices provided or arranged by the faillty
| musat be provided by gjualifind parsons in

ancordance with each reeident's written plan of
care.

This REQUIREMENT is not met s evidenced
by.
Baged on interview and record review, twas
gatermined the faciity failed to ensure services
were provided In accordance with sach resident's
written Plan of Care for two (2) of thirteen {(13)
sampled residents (Resident #5 and Resident

6).

| Resident # 5 had & Plan of Care dated 12/30/11
stating the resident had sliersd respiratory status
related fo Preumonia with interventions which’
included; observe for alterations in respiratory
status including shortness of breath, and

abnormal lung sounds and obtaln temperature,

F 282

K282

1. Mo cnvrent residents identified,

2, The Directar of Nursing, Assistant
Drirector of Nursing, Unit Managers and
Nursing Supervisors completed & review of
current resident care plans to deiermine that
services are provided in accordanee to the

plan of care as of May 23, 2012

3. Licensed nurses have been re-educated 1o
providing resident services in accerdance
with the plan of care as of June 10, 2012 by

the Director of Nuraing,.
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and report abnormaliies ta the Physician,
Howaver, there was no documented evidencs of
a respiratory assessment or vital signs from 4:00
PM untll 7:20 PM on 01/01/12, although the
interdiaciplinary Progress Notes datad 04/01/12
at 3:45 PM revaaled the Physiclan was nolified
related to the resident's braathing.

Resident #6 had 2 Plan of Cars dated 01727/12
with & problem which stated; use of drugs having
an altered affect on the mind related to dingnoses

| of Depression, Bipolar Disorder, Fsychosis, and

Amdety. The interventions inciuded avaluating

e affertivensss and side effests of medications

4, The Director of Mursing, Assistant
director of nutsing, Unit Menager and or
Nurse Supervisors will audit the plan of care
for 5 residents per week x4 weeks to
datermine that services are provided per the
plan of care and then monthiy »2 months. A
summary of findings will be submitted to
Performance Improvement comimittes.
monthly for 3 months for further reviewed
and recommendation. '

5, Completion date: June 23, 2012

for possible decease or elimingtion of
paychotropic drugs ahd morltoring resident's
mentai Status functioning on an ongoing Hasis.
On 04/20/12 the Interdiseiplinary Progress Nowe
gtated the resldent was lethargic and ungie ©
arouse sufficient to eat. Howevar, there was ho
documented evidance of assessmant an '
monitoring of thig resident ralaiad 1o the lsthargy
in order fo avaluate for the aids affects of the
peyshotrople medications and o manitor the
restdent's mental status,

The findings inc\ud'e:

Reaview of the faciity Care Plan Pollcy, dated
01708, revealed the Interdisciplinayy Team (DT}
develops cam plans addressing the resldent’s
most acute problems and the the IDT implements
the care plan, )

1. Review of Resident #5's madicel racord
revgaled disgnoses which included Chronic
Obstructive Pulmonary Disease (COFD}, Acute
and Chronic Respiratory Fallure and Chronic
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Pneumonia. Review.of the Admission Minimum
 Data Set (MDS) Assessment dated 10419, -
revealad the facility assessed the residert as
having na cognitive impairment, |

Review of the Care Area Assessmant Summary
{CAAS) dated 10/25/11 revealad the resident was
on anfiblotics for Preumonia, and experienced
shoriness of breath with exertion related o
Congssiive Heart Failure, Chronie Airway

| Obsiruction, Emphyséma, and Azite and Chronic

Respiratory Failure.

Review of the Comprehensive Plan of Care datad
12/30/11 revealsd the ragident nad alterad

| respiratory status related 1o Right Lower Lobe
Preuamonia with & goal stating the Pneumonia
would resolve witholt complications. The
intsrventions included observing for alterations in
respiratory status inciuding; shortness of breath,
paln/discomfort with breathing, and abnormat

Lung sounds, and report abnormalities to the o
Physlcian. ‘ ‘ _

Review of the Interdisclplinary Prograss Notes
dated 01/01/12 at 418 PM and pomplated by -
Registerad Nurae (RN) #2, revealed Resldeni#5
afer was transfarred from the wheelehair io the

{ bed and began to have difficully breathing after
luneh. Further review revealed the residénts vital
signs were obtainad, Temperature-87.6, Pulse
100, Respirations 20, and Hlbod Pregsure
100/50. According to the Note, the residant's
oxygen saturation oh room air was obtained and
was 92 percent (%), the resident’s heat of the
hed wes alovated, atid @ breathing treaiment was
| administered. "

. 1 ' .
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interview, on 05/23/12 at 2:15 PM, wilh RN #2
revealed she was assigned to Resident #5 on the
day shift on 01/01/12 and although the resident
always stuggled to breath, hefshe bepame maore
short of breath at the end of her shift. She
confirmed she obiained vital signs-and oxygen
saturation, administerad a nebulizer treatment,
and gave report to Licenssd Practical Nurse
{LPN} #1 who was sasigned to the residant on
the gecond shift. RN #2 stated she informad
LPN #{ of tha ragident raceiving the nebulizer
treatment and told her (LPN #1) the Physician
may need to ba notified if the nebulizer freatmant
. jwasineflaciive.

Further review of the interdiscipiinary Progress
Notes dated 01/01/12 at 3:30 PM oompleted by
LN #1 revealed a Certified Nursing Assisiant
{ONA) reported the resident was "braathing
1funny" and she chacked ch the resident Further
review revealed LPN #1 encouraged the resident
to use hisfher cheetungs fo breath and the
resident denied pain/discomfort, Accarding to the
Note, the resident's oxygen-was Increased from
two (2) liters to three (3} iiters per nasal cannula.

The subsequent entry of the-Interdisciplinary
Progress Notes dated 01/01/12 at 3:45 PM
revealed the Physician was called In referencs o
Resident #6's breathing and the Physiclan wanted
{5 send the regident to the ematgency roofm.
Furthor review revealed the resident refused to
go to the emergancy room and the Physician then
" ordared a chestx-ray, However, thers was no
documented evidence of a lung agsassment or
vital signe abtained prior to informing the
Physician of the residents change in condition.
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[zeview of the Physician's Orders dated 01/01/12
‘revealed orders to obtain & stat chest x-ray.

The subsequent entry of the inferdisciplinary
Progress Notes dated 01/01/12 at 7:00 PM,
revealed the chest x-ray wes done and the
resident was fed supper and ate 100 psrcent (%)
| and drank 480 millliters {mi's). No signs and
symptoms of distress or-pain.

The subgaquent entry of the Interdiscipiinary
Progress Notes dated 01/01/12 at 8:00 PM,
revealed at 7:20 PM the CNA calied LPN #1 into
_lihepesigent's ronm and the sesident did not

regpond to voice or fouch and no haarloeat was -
detacted. According to the Notes, it was
determined the resident had expired.

~ Unlerview, on 05/23/12 at 3:00 P, with LPN #1

| reveated-on 01/01/12 the resident was “preathing
funny” and she describad this ae the residents
diaphragm was moving, but not hisfher chest
She described the resident as shor of breath and
the resldent’s cofor towards the gray side, She-
could ot recalt if the nebulizer treatment which
was administered at the baginning of her shift
| was effective. Continued interview revealed she .
ligtened to the resident's lungs and there was . : ,
.| very lithe air movement. She also siated she ' : :
' wollld heve ensured vital signs, ware ohtainad;
however, could hot remember if they were
abnoraal. Further interview revealed she notified
the physigian who wantad to send the resident to
the emargency room. She stated the ragident
refused to go fo the emergency room, gha
nolified the Physician of the refusal and a chest
x-raty was obtained. She further stated the
resident perked up a litle and ate supper,
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however, she was still worried about the resident
and the resident's breathing remained labored.
Further inierview revealed a resplratory '
assessmant for a resident having difficulty
breathing should include vital signs, and ung
sounds. She stated she thought she did thie and
failed to chart it In the medical record, ‘

Interview, on 05/24/1Z 2t 7:00 PM and 05725/12 _ :
gt 316 PM, with the Director of Nursing (DOMNY, . : )
revealed tha facllity had self identified concerns ‘
related to shanges in resident’s cendition,
assessment and donumentation, and the facility
e currentiinthe_process of re-implementing
re-aducation t6 the nursing staff. (Refer to F-187
and F~281)

7. Review of Regident #8's olinical record _
revealad diagnoses which ncluded Dermentia with
Behaviaral Digturbance, Paychosis, Dipolar
Disorder, Alcohol Induced Persisting Damentia,
and Aizheimar's Disease. Review of the ‘
Quarterty Minimum Data Set (MDS) Agsessmeant
dated 02/14/12 revealed the facility assessed the
resident as seversly impaired in cogriltive skilis
for daily decision making,

Raview of the Care Area Assessment Summary
(CAAS) dated 11/02/11 revealed on the day of the
interview the resident was very lathargic and at
times exhibited this lype of behavior which
fluctuated. Review of the CAAS dated 11/03/11,
revealed (he resident received peychotropic
modications and nursing staff was to continus fo
monitor medications and side effects. Further:

| review revealed the resident appeared to be
tolerating these medications with minimal side
effacts. - :
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Review of the Comprehensive Plan of Care dated
0172712 revealed a problem; use of drugs having
an altering affest ap the mind refated fo
dlagnoses which included. Dapression, Sipolar
Disordar, Paychosls, and Psychosis. The
interventions includad evaluating the
effecliveness and side sffects of the madications -
for peasible decoase or elimination of
prycholropic drugs and monitor resident's mantal
shakus functionipg on an ongoing basis.

Raview af the Peychialric Evaluation datsd
04/0711% revested staff repotied the resident
ooptinued 1o have bahaviors of digging In rectum
and playing with foces and had befhaviors of
trying-to ingest the matter. According to the
Evallation, the recorhmendstions ware tu
incregze Serogusi (antipeyohotic medication) to
100 milligrams thres times a day.

Review of the Physiclan's Orders dated 64/12
revealad the resldsnt was receiving pasychotrople
medications which included Serogual 100
milligrarms thres times a day, Depakote Extended
| Relsase 1000 mg's twice a day (medlsation used
for selzuras or behavioral disturbance), Remeron
(anti-teprassant medication) 30 mg's at night,
and Lorazepam (ané-snxiety medication) onie (1)
mg twice a day. Furthar review revealed the
Seroquel had been inocreased on G4/12/12 from
100 mg twice a day to 100 milligrams three imes
a day.

Review of the interdisciplinary Pragrass Notes
ciated 04/20/12 at 3:00 PM, revealed tha resident
was lsthargic, unable o arouss sufficiently 1o eat
funch, and the aide stated the resident barely
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| wore up during change of attends.

The next entry of the Interdisciplinary Progress
Notes was dated 04/23/12 at 11:00 PM which
atated a skin check was done and no open araas
ware noted, and the resident was confused.

The fast entry of the Interdisciplinary Pragress
Notee dated 04/24/12 at 10:55 AM revealed the
rosldent was siumped over in the wheelchair with

| ermesis on the floor, was unresponsive, Unable to

cbiain pulse. The Note stated the resicent was
piaced on the bed and the respangible parly and

— | Physician were noiified

Interview on 06/18/12 at 10:45 AM with
Registiared Nurse {RN) #3, who completed the
Interdizciplimary Progress Notes dated 04/20/12
at 3:00 PM, revesied she did not obtaln vital slgns
or neuro checks or assess this resident because
she did not note anything unusual with this
resident except lethargy. Furlher interview -
reveled the resident would pceasionally sleep
thraugh a meal; however, it was upusual for
him/her to ba "that sleepy”. She further stated the
residant probably just reseived hisfher Seroquel
(antipsychotic medication) priet to finding him/her
lethargic. Further Interview revealed she thought
ghe followed up with writing a note on the 24
Hour Report related to the resident belng
lethargic and the nurses ware to check the 24
Hour Report for any changes. She stated, the
nurses on the next shift probably felt like the
rasident was back to normal and did not chart
anything. '

interview on 05/18/12 at 3:30 PM with LEN #7
revesled the resident was lethargic and sleepy
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review of the medical record reveaisd ihere was

the last week bafore haighe expired and would

#all asleep In the wheeichalr. She stated she had
documented this in the interdisciplinary Progress
Notes and had informed the Physician. Howevar,

no documented evidence of this LPN
documenting In the irtardisciplinary Progrese

Notes on this resident or neiifying the physician of [+

any changes in condition fot this resident during
the last week before the resident expired.

This surveyor was unable to reach RN #8 who
worked U4f20/12 on the 11 PM il 7:60 AM shift .
foar inferview,

Racord review of the twenty-four 24 Hour Report

revealed Resident #3 was noted dn the Report on
04/20/2, on the day shiftand evening shift, for
heing lethargic, _

Although the resident was noted on the 24 Hour
Repori as being lethargic on 04/20/12 on the day
and evening shift, review of the Medieation
Administration Record (MAR) dated 04/20M12 on
the day and evening shiff, revenled the sections
asking If the resident showed signs of sedation,
or was the resident exhibiling side effects from
the medication were markad "ng”. :

Intarview oh 06/22/12 at 3:30 PM with the
Director of Nursing (DO}, revealad f the
resident was lethargic she would expedt to see an
assesament and documentation and follow up
assessment and chariing if the problem was etill
an lsgue on the next shift. She further stated he
aide effects of medication should be charted on
e MAR. Continued interview revaaled she
wauld expect assessmant and follow up charting
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onh this resident after the potation- in referance 1o
tha iathargy on 04/20/12 at 3:00 PM. Affer the
assesament, the decision would be made as o
whether the Physiclan should be notified,

Interview-on 05/25/42 at 1.30 PM with the
Attending Physician revealed he was not
informed of the residant having lethargy in the
days prior to tha resident's death. However, he
stated if the resident was lethargic he would have
axpected neuro checks to be done ag well as an
agsasament of the resident He furtber stated If
afier ihe azsessment, the resident was having
e ifrue l=thargy_he wouid have neadsd 1o ba

notified in order to draw laborgtory data,
F 333 | 483.25(m)(2) RESIDENTS FREE OF F 333

&= | SIGNIFICANT MED ERRORS
F333

The facility must ersure that residents are free of

any significant medication efrors. 1, Resident #10 was agsessed for ary

potentie] side effects and the physician was
_ netified of the doses of Macrobid
This REQUIREMENT l& hot met as evidenced administered oh Detsmber 25,2011 bya

by : licehsed nurses. No coneerps identified.
Rased on interview, record review and reviaw of :
the facllity's policy and precedures, It was . 2. The medical record, Medication
detarmined the facility failed jo ensure residents " | Administration records, and medication caris.
wera kopt free from significant medicatlon errors were mudited by the Directot of Nurses, -
for one (1) of thiteen (13) sampled residents - | Assistant Directos of Nurses, and Unit

| {Resident #10). Resldent #1C recaivad four {4) Managers to determine that ali discontinued
addifiongl doees of an antlhiotic without a current medications had been removed from the
P‘hysician's order, The gr!ﬂbiotio_had been | medication carts as indicated as of May 25,
dtscgr}ﬁnued but the fac;itt_y sontinued ‘ 2012, Any medications identified were
adminisiering the medication. ' removed from the cart apd returned to the
The findings Include: ) ﬁl;:::;ge?if?:;mdn 8 approprule by @

Reviaw of the facility's policy entitled, ' e
. - e '
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—— adrmltting-diagnoses-to.include; Othar Sipecifisd

"Misposal/Destruction of Expired ot Discontinuad
Medication®, dated May 2010, Indicated that once
an order to discontinue a medicatin is recelved,
facllity staff should remove this mediaation from
tha resident's médication supply.

Review of the facility's policy entltied, "Change
Condition of a Rasident, datet Jariuary 2008,
revealed, the Physteian will provide orders 1o
ditact the zare of the rasident.

Re\}iew of Resident #10's cfinical record revealed,
the facility admitted Resident #10 with the

3. Licensed nurses have heen re-educated to
the Disposal/Destruction of Expired or
Discontinued Meadication policy and

procedure as well as the necessity to follow

physiciat orders by the Director of Nursing
as of June 10, 2012, :

Rehabiitation Prossduya other, Encounter for
Palliative Care, Urinary Trast infection, and

| Dementia Unspecified without Behavioral

Risturbance. .

Review of the Physiclar’s Orders, dated 12722411,
revealed an order for Macrobid (antibiotic) 100

| miliigram (mg), taken by mouth, twice a days for

ten (10} days for an Urinary Tract Infection.
Funther review of the Physiclan's order reveaied
this order was printed on 12722111 at 12,37 PM.

‘Review of the Madication Administration Record
{MAR), dated 12/01/1 112134111, revealad the

| Macrobid 100 mg was administarad af 8:00 PM

on 12422114, from the emargency box.

Review of g Physician’s Order, dated 12/23/11,
ravealad the Macrobid 100 my order was )
discontinued by the Physician, Further reviaw of
the Physician's order revealad, this order was
printed at 2:66 PM, Continued review révealed,
the: Macrohid was no longer to be administered,

4. Director of Mursing, Assistant Director of |

Nursing, Unit Manager and or Nurse
Supetrvisor will review Physicians orders in
daily clinical meeting and determine that
discontinued medications have heen
discontinued from the Medication
Administration Record and then removead
from the medication cart for 3 residents per
week x 4 weeks and then 3 residents per
month #2 months. A summary of findings
will be submitted to Performance
¥mprovement committes monthly for 3
months for further review and
recommendation,

5. Completion date: June 23, 2012
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Continued raview of the MAR, dated
12/04/11-42/31/11, revaaled, the Macrobid 100
tng was administered at 8:00 PM on the 23rd, af
§:00 AM on 1he 24th, 8:00 PM an the 24th, 8:00
AM on the 256th and then marked = dlsmnhnued

| @3 of 12/25M1.

Continued review of Resident #10's meadlcal
record tevealed, there was no documantation of
the Phyalcian being notified that the medication

| had been grvan

Infervisw with Registerad Nurse (RN) #7, on
QBf24/12 at 3:26 PN, revealed sha was the RN

taking care of Resicant #14 when she raceived
the Macrobic 100 mg order from the Physictan
and ensurad the medication was on the MAR,
Eurthar interview revealsd, she was also the RN
caring for Resident #10 when the Physician
discontinuad the Masrobid. Continued inferview
revoaled, she cauld not recall as to why the
medication was not removed from the MAR, but
the medication should have beasn marked as
discontinued. RN #7 firther indicated, tha

- madication should have alzo been refnoved from

the cart as the medication was no langer an
actlve order.

‘-‘Ihtervisw wlth the Director of Nursing (DON}, on

05/24/12 st 5;00 PM, revealed the Macrobid was
disgontinued on 12/23/11 at 2:50 PM and sheould
have bean removed from the surrent MAR. After
further reviewing the MAR, the DON validatad the
MAR had been slgned indicating the madication
was adminisiered. Further interview revealad, the
medication wag given for an additional four (4)
dosas without a Physician's ordar. Continbed
interviow revealad, per the faciity's policy, the
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' medication shoud! have been rernovad from the ,
| art and raturned to the pharmacy.
F 431 | 483.60(), (d), {2) DRUG RECORDS, F431| paay
ce=F | LABEL/STORE DRUGE & BIOLOGICALS N

The facility must employ or obtain the services of
a licensed pharmacist who establishes & system
of rapords of receipt and disposition of all

‘controlled drugs In sufficient deiall to enable an

accurate reconchiation; and determines that drug
records are in ordey and that an account of all
controlled drugs is maintained and periodically
reconailed, :

1. The medicarions identified with improper
labeling was destroyed by two licensed

;| murses and replaced st no-charge.tothe
resident and properly labeled by the
pharmacy and stored appropriately in the
center on May 23, 2012.

2. The Director of Nursing, Assistant
Director of Mursing and Unit Managers

Drugs and biologicals used in the faclity must be
labsled in-accordance with currently accepted
prafessicnal principles, and includs the
appropriate accessory and cautionary
inafructions, and the expiration date when
applicable. .

In mccordance with State and Federal laws, the
facility must store all drugs and biologicals in
locked compartments under proper tamperature
controle, and permit only authorized parsonnet tu
have access o the Reys. :

The facility must provide separately locked,
permanantly affixed compariments for storage of
controlled drugs listed in Schaduie |1 of the
Comprehensive Drug Abuse Prevention and
Control Act of 1978 ang other drugs subject to

| abuse, except when the faclity uses singie unit

package drug distribution systems in which the
guantity etored is minimal and a missing dosé cal
tre readily detected. _ :

completed & audit of The ThediTarion cares
and storage io determine that all medications |
were stored and labeled appropriately. Any
medications not stored or Jabel=d
appropriatety that were jdentified were
removed from the medication cart or storage
area and destroyed or returmed to the
phammacy per policy then replaced at no
tharge to the resident. Contractzd Pharmacy
Management staff audited and reconciled the
emergency narcotic bex and audited
medication carts and storage on May 23,
2012,
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This REQUIREMENT I8 not met as evidenced
by '

Basad an chservation, interview and review of
the facility's policy and procedures, it was
determined tha facllity failad to fabel drugs and
biologlcals used In the facility in accordance with
surrehtly acteptable professional princlples. The
facitity failad to enaure an accurate reconcliation
of controlled drugs wes maintained and falied to
| determine that drug records were in order and
that an account of all controlled drugs was
maintained and periodically reconciled. During .
e LNV 0 the_controllad_drugs, i was ohserved

3. The Director of Nurses was re-educatad
by the Regional Director of Clinical
Operations on May 23, 2012 to the Storage,
and Expiration dating of Drugs, Biologicals, .
Syringes and Needles. Licensed nurses were
re-educated to the Storage and Expirafion,
dating of Drugs, Biclogicals, Syringes, and
Needles policy in addition to the Narcotjic
Count procedure by the Director of Nursing
as of May 30,2012..

- | the facility had improperly labsled oral parcofic
¢ madications in the refrigerator with only the last
names of seven (7) residents. Also, during the
| varificatien of drugs in the emesrgency box of

_ drugs.
The findings Inciude:

Review of the facifity's policy entifled, "Storage
and Expiration Dating of Drugs, Biologicals,
Syringes and Neadleg", dated 12/01/07, revealed
the facility should epsure that drugs: and
hiologlicals are stored in an orderly manner in
cabinets, drawers, carts, refrigerators/freezers of
sufficient size to pravent crowding Further review
of ihe policy revealed, the facility should-ensure
that the drugs and biologlcals for each resident
ara storad in their originally received contalners,
Continued review of the policy validated the
facility should destroy and reorder drugs and

incomplete, damaged or missing labsels, (n
addition, par the policy, the facliity should ensure

house stock, the sign out shest did not match the '

biclogicals with asiled,, lllegible, worn, makeshifi, |-

4. The Director of Nursing, Assistant
Directar of Nursing, and or Unit Managers
will complets an audit of medication carts
and storage to determine proper labeling end |
storage of medications weskly x4 weeks and
then monthly x2 months. The Director of
Nursing, Assistant Director of Nurses and or.
Linit Managers will complete an zudit of ths

* narcotic sount shests with the medication
skids weskly x4 weeks and then monthly x2
months. A summary of findings will be
submitted to the Performance Improvement
Committes monthly x3 months for further
review and recommendation.

s

JRM GME-R657{02-88) Previous Varsicss Obsolele ' Evert 10; FIUO

Fecilty ID: 400504 If confinuation sheet Page 42 of 46




CJUN/29/2012/TRT D411 PH

GRANT MANOE

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

FAY Ho 859 G24 9514

P (051
EORMAPPROVED -
OMB NO. 0938-0201

STATEMENT OF DEFIGIENGIES (1), PROVIDER/SUPPLIERICLIA (%2} MULTIPLE CONSTRUCTICN (%3) DATE SURVEY
\ND PLAN OF GORRECTION IDENTIFICATION NUMBER; - GOMPLETED
. ,A BUILIRING
B W!Nl;‘: ) c
185265 T 05125612012 |

NAME OF PROVIDER OR SUPPLER )
GRANT MANOR CARE AND REHABILITATION CENTER

ATREET ADDRESS, CITY, STATE, ZIP CODE
204 WKIMBERLY LANE
WILLIAMSTOWN, KY 41087

{%d) 1D SUMMARY STATEMENT OF DEFICIENCIES 1o} PROVIDER'S PLAN OF CORRECTION e

PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE AGTHON SHOLILD BE GOMPLETION

TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG NROSE-REFERENGED TO THE APPROFPRIATE DATE
o . - DERGIENCY) :

" F 431 | Continued From page 42 F 431

that a1l controlled substances are stored jin &
manner that maintains their iMegrlly and securty.
Further review identiflad, that facility persanne!
should inspect nursing stetion sterage areas for
proper, storage compliance on a regularly
scheduled basis.

Raview of the facility's policy entitled, “Invetttory
Control of Sontrolled Substances”, dated ‘
12/01/07, revealed with respect tn Schedule 1l
hrough V controlied substancas, the tacility
should ensure that facility staff count all Schedule
lI} trough V controlled substances In accordances
witt facility policy and applicable law. Further

review revealsd, 8 faciity representatve should
reguiarly check the invents:y records to reconcile
inveniory. ' .

Observation of the refrigereior of the Providence
Unit, oo 05/23/12 at 2:00 P4, with Reglstered

| Nurse {RN) #2, revealed there were sevan {7}

botiles of Lorazepam Lotensol lying in the Jackad
narsotic box with ottly the last names of the
rasidents to whom the medication bejongsd.
Further observation revealed, five {5) of the
hatfies had not heen opened; however, two (2) of
thie botties had been opened. Continued
chservation revealed, the botties had been takan
fram their origihal box they were defivared in and
the last narmes of the residents had been written
on the bottie's original lebel for identification
puUIPoSEsS. -

Interview with RN #2, on 05/23/12 at 2:00 PM,
revealed the Lorezepam Lotensol had baen taken
from the hoxes because the boxes were foo big |
to fit in the tocked narcotic box. Further inferview
revealed, the facility had bean doing this practicea
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as long as she could remarmber. Gontinued
interview revealed she did not think the
medication was properly labeled

Interviaw with License Practical Nurse (LPN) #4,
on 05/23/12 at 2:30 PM, revealed the narcotic
biox was too small to accommodale the boxas the
Lorazepam Lotensol was sent in from the
phatmacy. Furter interview revealad, In order to
get the medication to fit into the lotked box the
faciiity's profocol was to remave the medication
from the box and place only the totlle in the box
with the last name written on the botlie,

__ - Contnued intecvisw with LPN #4 validated, the
facility was nof following their pelicy on propetly
labeling of medications.

Intarview with the Pharmacy's Genersl Maragsr,
on 0B/24/12 at 415 PM, revesled remaving the
liguid narcotic medication from the box it was
sent in and labaling the haffle with the last name
of the resigent would not be considared praperly ‘ ‘
iabeled. Further inferview ravealed, the - : : : :
medieation should have been lzit i the original ) : . |
box becauss the individual botlles wers not
labsled by the pharmacy, Continued interview
reveaied, no medication should have been givan
! feom the botties as they were improperly labeled:

Interview with the Director of Nursing (DON}, on
05/24/12 at 4:30 PM, revesled the faciiity had
used this process for some time and had never
felt it was an Issue. Further intsrview revealed,
the pharmacy sent a Quality Assurance (QA)
person fo complete medication audits quartedy.
Continued Interview revealed, the QA personnel
from pharmacy never had any issues With the
improperly labeling. Further interview revealsd,
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the fasility had not followed thelr policy on
properly labeling of medications,

Observation of the narcotie house sfock of the
Haritage nit, on 05/23712 ai 3:00 PM, with BN
#6, revealed there were seventeen (17) skids of
medications and saventeen (17) narsotic sign out
sheats, Further obsarvation revealed: there were
five {5) tablets of Lorazepam 0.6 miligram {mg),
but there were six (8) sign out shests; fhere were
{hres (3) tablets of Oxycodone/Acetaminophan
B/325 mg, but there were four {4) sign out sheets, ' . .
there were. five (85) tablets of | J , ‘
Hydrocodone/Acetaminophen 5600 mg, but
there weare twe (2) slgn out sheet with. a placs Tor
three (3) signatures; there wers two (2) vials of
Diazepam fiiptop, 5 mg/6 miffiliter (mL), butthere | - - \
wera thres (3) shests. o N '

Interview with RN #8, on 05/23/12 at 3.00 P,
revealad when the two (2} nursos counted the
honse stock emargency box, they counted the
number of skids and the number of sign out
sheets and if the numbers match then the count
would be cansidergd correct. Further Interview
revealad, the nursas did not match the '
rredication fo the sign out sheet when the end of
shift count was being compieted. Continued * -
interview idenilflad, there were discrapancies in

| tha slgn out sheets and the actual rmsdlcation in
the emargancy bax, '

A interview wiih the LPN #3, on OB/23/12 &t 3120
PM, aftar observation of surveyor and RN #6
completing the narcotic count again, reveated the
procase the facility wilized was incarrect. Further .
inlervisw ravealed, the madication should have
bhean maltched to t's sign oui shaet,
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Review of the Quaiity Assurance Summary
Report, dated 02/27/12, revealed the Ermergency
Box was inspected with no additions or deletions.
Further review of the report, revealsd the PRN
(as nesded) Audit of Controlled Substances was
one hundred (100} percent compliant; howavar,
one (1) of the sign out sheets that remained in the
emergency stock file was for one (1) of the
Diazepam vials. The sign put shest was present,
but the medication was not.

Interview with the Director of Nursing {DON), on

| (05232 at 330 PM, validated the process that

F 431

RN #5 and the surveyor completad. Furthar
interview revealed, the nursas do count the skids
and compare it to the the number of sign out
sheats. Continued interview identifisd, the nurses
were not comparing the actual drug with the
drug's sign out sheef for comparison, Further
intarview confinmed; the sign out sheats did not
match the drugs, :
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