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{F 000} INITIAL COMMENTS . {F 000}

Based on the facility's acceptable plan of
" correction, the facility was deemed to be in
complianice on 02/28/15 as alleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TiTLE {X8) DATE

Any deficiency statement ending with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 gdays
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days fellowing the date these documents are made avaiiable to the faciiity. If deficiencies are cited, an approved pian of correction is requisite to continued
program participation.
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K&y SUMMARY STATEMENT OF DEFICIENGIES . 1 ’ PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FLAL PREFIX [EACH CORRECTIVE ACTION SHOULD BE
TAG . REGULATORY OR LSC DENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
' : : DEFICIENCY) _
F 000 INITIAL COMMENTS © Fooo’ [have enclosed the Plan of
: o {Correction for the above-referenced

. An Abbreviated Survey, investigaiing facility in response to the Statement

TRYRO022768 and KYDODZ2723, was initiztad on ‘ : of Deficiencies dated 2/18/2013,

FORAEMS and concluded on 02/05M15. While this document is beé:ng

 KYO00022768 was unsubstantiated with no : : . . e ot £ tlan

‘deficiencies cited. KY00022723 was . su b‘n.ut‘{qed as copfumation of the

: substantiated with deficlencies cited. facility’s on-gommg etforts to comply
F 280, 483.20(d)(3), 483.10(k}{2) RIGHT TO © F280  with all statatory and regulatory
88=0 PARTICIPATE PLANNING CARE-REVISE CP : . requirements, it shouid not be

consirued as an admission or

The resident has the ri ht, unfess adjudged . ..
e e agreement with the findings and

" incompetent or otherwise found to be

{incapacitated . under the laws of the Siate, (o e - conelusions inthe Statement of
participate in planning care and reatment or . Deficiencies,

“chan in care and freatmant, ; . , i

anges in can eatmant 3 in this document, we have outlined

- A& comarehensive care plan must be deveioped . specific actions in response (0

“within 7 days after the completion of the | ©o 0t qdentified issues. We have not

comprehensive assessment, prepared byan | ' provided a detailed response to each

( Interdisciplinary tears, that includes the ztiending

' physician, a registered nurse with responsibility

: for the resident, and other appropriate siaff in
disciplines as determined by the resident's nesds,

' and, fo the exdent practicable, the participafion of

i the resident, the resident's family or the resident's |

allegation or findings, nor have we
identified mitigating factors.

legal representative; and periodically reviewed : ft1s the policy of Richmond Place
~and revised by a team of qualified persons after . Rehabilitation and Health Center that
| each assessment. . theresident has the right, unless

adjudged incompetent or otherwise
found to be incapacitated under the
laws of the State, to participate in
planning care and treatment or

 This REQUIREMENT s not met as evidenced _ :
' changes in care and treatment. It is

b‘y’: B
: Based on interview, and record review, it was - alsoour policy that a comprehensive
. determined the faciiity faled to revisa the ~ care plan must be developed within 7

“ Comprehensive Care Plan for one (1) of four {4) : days after the completi Fih
: : on of the

LABORAT R‘? DIRECTOR'S OR PROVIDERBUPPLIER REFRESENTATIVE'S SIGNATURE T (XS} TATE

ok, e lean g Balaveis et o % -1 5

Any geficiency sfatement ending with an ssterisk (%) denotes a deficiancy which the institution may be excused from sorrscting providing it is determined thet
ather safeguards provide sufficient protection to the patients. (See imetructions.] Except for nursing homes, the Andings stated above are disclosable 20 days
foliowing the date of survey whether or niot 2 plan of correction is grovided. For nursing homes, the above findings and plans of correction are disclosabie 14
days foflowing the data these documents are made avallable ¢ the faciity. #f deficiencies are cifed, an approved plan of comresion is requisite to conlinued

program parkicipation.
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SUMMARY STATEMENT OF DEFICIENDIES
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F 280 Condinued From page 1

; sampled residents {Resident #1).

. Resident #1 had a Comprehansive Care Plan for
" dehydration, which was updated on 11/26/14 after
. & quarterly review. On 01/20/15, Resident #1 had

an order for Infravenous (1Y) fluids to be started;
| however review of the care plan ravealed no

" documented evidence the care plan was revised.

SV fluids were not started due to staff being
unahle to start the IV, The Advance Registerad

" Nurse practitioner {ARNP) was notified and new

. orders were received to enceurage oral (PO}

~intake -and-repeat-Gomprehersive metabolic

: Pane (CMP) on 1£22/15; however the facifity
fabed o ensure the care plan was revised with

| the new interventions pertaining lo dehydration

_for this time period.

' The finding include:

Beview of Resident #1's medical record revealed
: that fagilty admitted the resident on 10/18/12 with: |
. disgnoses which included Diabstes Mellitus Type
{i, Congestive Heart Falure, Dementia without
. behaviors, Dysphagia. Depression, and
! Aizheimer's. Review of the Guarterly Minimum
. Dats Set (MDS) daled 11/14/14, revealed the
'faciity assessed the resident as having a Brisf
. Inferview for Mental Status (BIMS) score of a
Hihree (3) out of fifteen (15) which indicated severe
. cognitive impairment. :

' Review of Comprehensive Plan of Care with an

s onset date of 08/206/14, revealed Resident #1 was
. at risk for dehydration related {o use of Diuretle
* and history of poor PO intake. The goal siated

; that diuresis would be achieved with no signs of

" symptoms of dehydration over the next 8¢ days.

¢ Interventions inchude administering medication as .

~reviewed and revised by a team of

comprehensive assessment; preparé:d
by an interdisciplinary team, that
mcludes the attending physician, a
registered nurse with responsibility
for the resident, and other
appropriate staff in disciplines as
determined by the resident’s needs
and to the exient practicable, the
participation of the resident, the
resident’s family or the resident’s
legal representative; and periodically

qualified persons afler each
assessment.

On 2/6/13, the care plan for resident
# 1 was reviewed and revised by
Unit Coordinator (LPIN#2) 1o reflect
the resident’s physician orders,
mterventions, and changes in
condition.

Care Plans were audited for all
residents by the 3 MDS
Coordinators, RNs, and 3 Unit
Coordinators (1 RN, 2 LPN’s) for
accuracy of care plans related to
changes in condition including new
physician orders by 2/28/15.
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XA SUMMARY S TATEMENT OF 2EFICIENCIES ; i PROVIDER'S PLAN OF CORRECTION
PRERD: (EACH DEFICIENCY 8MUST BE PRECEDED BY FULL i BREF EACH CORRECTIVE ACTION SHOULD 88
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) CoTae CROSS-REFERENCED TO THE APPROPRIATE
; DEFICIENCY)
F 280 Continued From page 2 P F280. On2/11/15, the Interim Director of
cirdsire:[j,réopkgr% for sigﬁs tt)f deﬁyﬁraﬁo{? and | ¢ Nursing re-inserviced the
" atactr ribalance (dry tonguadfips, dizziness IRy ] .
CLrOIVIE 117 (ery tonguefiip . Interdisciplinary Care Plan Team

- upon standing, muscle cramping}, encourage PO !
. Huids, weigh resident as directed, and monitor
labs as ordered.

including 3 Unit Coordinators,
Assistant Director of Nursing, 3
; _ MDS Coordinators and Dietary
Interview with Licensed Practical Nurse (LPN) #1 ¢ M s crerrd s * s
, : anager regarding the community’s

fon 02/35/15 at 3:18 PM, revealed that she o o -
received a verbal order on 01/20/15 o start 1V policies relating to change of

fuids on 01720/15 for Resident #1 from the i . condition as well as the Care Plans
i Advanced Registered Nurse Practitioner (ARNP), . - Comprehensive Policy including

* She stated it was a “hectic day” and the LPN/ Unit
{ Coordinator (LPN-#2)was suppesed fo wrile the

timely updating of care plans to

corder for LPN #1. LPN #1 staled Resident #1  reflect physician orders as
was reafly dehydrated with elevaled labs, LPN #1 ' appropriate.

- stated she attempted to start the IV without
- success. She stated LPN #2 oalled the ARNP to

! report the IV couid not be started and a new order | Direct care staff (Registered Nurses,

. waas obtained to encourage PO fluids and hald |  Licensed Practical Nurses, and Nurse
" the divrede; however, continued review of the ; Aides) will be re-inserviced by the 3

| care plan revealed n menfed evidence the | . e iy -

| care plan revealed no documentad he | ' Unit Managers (1 RN, 2 LPN),

_ care plan was revised to included the new orders |

| or interventions. Assistant Director of Nursing (RN)

b and QA Nurse (LPN) regarding the

" interview with LPN #2/Unit Coardinator on ' C community’s policies relating
_ ; . i) ng &
P O2/05/18 at 3:05 PM, revealed that LPN #1 on : : . ) f“ I; . el C .{-}
- 01/20/15 was unzble to start the IV and she | @hange of condinon as “,’e L as %h?
| attempted one time without success. She stated Care Plans Comprehensive Policies
 the care plan should have been revised with any - ineluding timely updating and
- ngw ordars, : . development of care plans including

Interview with RN #2/ADON, on 02/08/15 at 3:55 - physician orders by 2/28/15.

| PM, revealed Resident #1's care plan shodd
_have been revised.

; Interview with RN #3/ MDS Coordinator on )
G255 &t 6:50 PM, revealed the nurse who got !
i the order should have update the short term cars
plan,
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NAME OF PROVIDER OR SUPFLIER STREET ADDRESS. CITY, STATE, 2P DADE
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A ID SUMMARY S TATEMENT OF DEFICIENGIES o PROVIDER'S PLAM (F CORRECTION
PREFIX (EACH DEFICIENGY MUST BE PRECEDED 8Y FLLL SREFD {EAGH COFRECTVE ACTION SHOULD B
TAG REGULATORY OR LSC DENTIFTING INFORMATION) TaG . CROSS-REFERENCED 7O THE APFROFRIATE
DEFICIENGY)
F 300 : 483,25 PROVIDE GARE/SERVICES FOR Faon  Lpe Imerdisciplinary Care Plan
s8=0. HIGHEST WELL BEING © Team including the Interim Director
f of Nursing, RN, Assistant Director
; Eac?_% fesgﬁen{ must receive anf the 'sl“ac:zhizf mL.;‘fn 5 of Nursing RN, 3 Unit Coordinators
provide the necessary careg and servicss fo attain BN AT N TV et Moo
i or maintain the highest practicable physical, : (1 RN, 2LPN), ﬂ.l‘"' Dlma‘_ﬂ M‘}‘Qg"’n
_mental, and psychosocial well-being, in : and MDS Coordinators will audit a
" accordance with the comprehensive assessment minimum of 6 charis for each unit
 @nd plae of care. ' weekly for 6 weeks for changes of
condition including updating and
7 revising care plans relating to new
? A : physician orders as appropriate.
" This REQUIREMENT is not met as.evidenced -~ .. : : o o
by z . . .
| Based on interview, record review, and review of Yhe audz.ts of are pEa_ﬁs relating to
the facility's policy, it was determined the facility changes in condition including new
tfailed fadasstér? ord?"s ;e?ceived{fgr r;"e?ides?;s: physician orders as appropriate will
- were reduced o writing for one (1) of four (4} i T S
 sampled residents {Resident #1}). be forw ‘Hd"fi to 1he Quality .
Assurance Commiitee, (Medical
On 01/20/15, Resident #1 had an order for Director, Director of Nursing,
| infravemus $3%] ﬂuxdsxém he started gnd staif Administator, Quality Assuranee
failed to document order on the medical record. Coordinator. and Phe '
LIV fluids were not started due to staff being QOTHINALOL, ahd rianmacy.
. unable to start the IV, The Advanced Registered Consultant) for review to maintain
: Nurse Practitioner {ARNP} was notified on compliance.
- 1/20/15 with new A order written to encourage FO ’ '
" imiake and to repeat Comprehensive Metabolic . Compietion Date: February 28, 2015
- Panel {CMP) on 1/22/15 and discontinue ; '
- Zaroxelyn 2.5 mg daily. ' It is the policy of Richmond
‘ . Rehabilitation and Health Center that
. The finding includs: . . ]
; each resident rmust receive and the
- Review of the facility's policy tilled, “Tetephone | facility must provide the necessary
5 grdera“_‘ dgﬁi{i 11' 2!20@{8{ revea%ediiheéorder tfz;ust : care and services to attain or
: be received by licensed personnel and must be ey o
"reduged in writing by the person receiving the mau.n.tam the highest practmable .
i order, and recorded in the resident's medical physical, mental, and psyc-h(?soczal
"record. The entry must contain the instructions * well-being, in accordance with the
FORM CMS-2857(02-98) Previous Versions Dbsolste Event iLnoUDT1Y Facﬁi‘;y I 100572A if continuation sheet Page 4of 10
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ROVIDER'S PLAN OF CORRECTION

. from the physician, date, time, and the signature
“and tile of the person ranscribing the
Linformation. The policy also stated the order musi

. be countersigned by the Physician during hisor
" her next visit,

Review of Resident #1's medical record revealed
i that faciity admifted the resident orr 10/18M12 ‘

with diagnosas which included Diabetes Mellilus
"Type I}, Congestive Heari Failure, Dementia
without behaviors, Dysphiagia, Depression, and
" Alzheimer's. Review of the Cuarterly Minimum
 Data Set (MDES) Assessmentdated 11/14/14,
, raveaied the facility assessed the resident as ;

having a Brief Interview for Mental Status (BIiMS)
of g three (3) out of fifteen {15) which indicated
severs cognitive impatred.

Review of the Comprahensive Plan of Care with
fan onsel date of 08/26/14, revealed Resident #1
i was at risk for dehydration related to use of
" Diuretic and history of poor oral (PO) intaie. The
i goal stated that diuresis would be achisved with
" no signs of symploms of dehydration over the
next 80 davs. The revised goal was dated
330215, Interventions include administering
: medication as ordered, looking for signs of
. dehydration and electrolyte imbalance (dry
Honguedtips, dizziness upon standing, muscle
cramping), encourage PO fluids, weigh resident
a5 directed, and monitor iabs as ordered,

" interview with Reglsierad Nurse (RN} #1 on

| 02/08/16 at 2:45 PM, revealed that she was
aware of an order to start IV fhids on 012015,
| however, she was not working the day the order
. was taken. She did however, remamber the

| Licensed Practical Nursae (LPN), LPN #1, that

: was taking care of Resident #1 on 01/20115.

o) SUMMARY STATEMENT OF DEFICIENCIES I
(EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX x_”'AC?"A CORRECTIVE ACTION bﬂC‘L«hC‘ BE : f :
REGULATGRY OF LSC DENTIFYING INFORMATION) TAG CROSS-REFERENCED TC THE APPROPEIATE OATE
DEFICIENGY) :
. 4 ' comprehensive assessment and plan
F 308 Continued From page 4 F 308, P p

of care.
On 2/06/135, the care plan for resident
# 1 was revised by Unit Coordinator

- (LPN #2), 1o reflect the resident’s
. physician orders, interventions, and

changes in condidon.  On 2/06/15,
Unit Coordinator {LPN #2) updated
the chinical record fo reflect the

' resident’s physician orders,
. interventions, and changes m

- condition for resident #1.

Care Plans were audited for all
- residents by the 3 MDS

Cocrdinators, RN’s, and 3 Unit

- Coordinators (1 RN, 2 LPN’s) for

accuracy of care plans related to
changes in condition including
physician orders and interventions hy
2728715,

Om 2711713, the Interim Director of
Nursing re-inserviced the
Interdisciplinary Care Plan Team
including 3 Unit Coordinators,
Asgsistant Director of Nursing, 3
MDS Coordinators and Dictary
Manager regarding the community’s
policies relating to changes of
condition and the Care Plan

FORM CMS-2587(02-66) Previous Versions Obsclete Event B2 000N
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SUMMARY STATEMENT OF DEFICIENCIES

PROVIDER'S PLAN OF CORRECTION

interview with Licensed Practical Nurse (LPN #1
“on 02705715 at 3018 PM, revesied that she did

| receive a verbal order on 01/20/15 to stary IV
fluids for Resident #1 on 01/20/18 from the

F Advanced Registared Nurse Fraclitioner (ARNP).
: She stated it was a "hactic Say" and the LPN/ Unit
" Coordinator (LPN #2) was supposed [o write the
forder for LPN #1. LPN #1 stated Resident #1 was
“really dehydrated with elevated labs”. LPN #1 '
| stated she attempted to start the IV and was
Cunable to get if started. LPN #1 stated the

' orotocol forwriting verbal or felephone orders
was the order should have been witten
Cimmediately, She stated LPN #2 called the AF«‘:NP
Lt report the [V could not be started and a new
“order was obtained o encourage #O fluids.

Irterview with LPN #2/ Unit Coordinator on

L 02/05/15 at 3:05 PM revesled LPN #1 was unable .
o start the IV on 01/20/15 after attempting one
e, LPN #2 also sisted she should have made
: an endry that she was unsuccessiul when

attempling fo start the IV, Review of the madical

frecord revesled no order pertaining to TV fitids ar
“that IV sticks were aftempted and unsuccesstul.
CLPN #7 stated there should have been ao order
and documerntation that he [V was not started.

Interview with RN #2/ADCN on 02/05/15 at 355
| PM, revealed the faciiity’s procedure was the

nurse should taik to the MD or ARNP, fax the

| order to pharmacy, and then noilfy the Power of

Attorney [POA)family. She stated whoever took

“the arder shouid have written it. She further

. stated her expectation of the nursing staff in
‘regard ta writing orders was, they shouid ba

' completed imely and filed out completely. She
“staled it was not standard procedurs for scmeone |

(K430 :
PREFIX | (ZACHDEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTICN SHOULD BE
TAG REGULATORY OR LSC DENTIFYING IFORMATION) TAG | CROSS-REFEREMCED TO THE APPROPRIATE
GEFICIENCY)
| - Comprehensive Policy including
F 308 Continued From page 5 F 309 P ; =

timely updating and development of
- care plans and documentation of
- physician orders by 2/28/15.

Drrect care staff (Registered Nurse,
Licensed Practical Nurses, and Nurse

i Aides) will be re-inserviced by the 3
Unit Managers (1 RN, 2 LPN),
Assistant Director of Nursing (RN)

- and QA Nurse (LPN) regarding the

L-community’s policies relating to -
changes of condition and the Care
Plan Comprehengive Policy
including timely updating and
develepment of care plans and
documentation of physician orders
by 2/28/15.

The Interdisciplinary Care Plan
Team inctuding the Interim Director
of Nursing, RN, Assistant Director
of Nursing RN, 3 Unit Coordinators |
(1 RN, 2LPN), the Director Manger, :
and MDS Coordinators will audita - =
minimum of 6 clinical records for
cach unit weekly for 6 weeks for
changes of condition including

. updating care plans and ensuring

| documentation including physician
telephone orders and appropriate ~ |
documentation of assessments and

FORM CMS-Z567(02-99) Previous Versions Thsolets Event i3; DLIDTYY
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PRCADER'S PLAN OF CORRECTION

LE

The facility must maintain clinical records on each
i resident in accordance with accepted professional:

standards and practices thal are complete; :
| gccurately documented; readily 2ccessible; and
_systematicaily organized.

. The dlinical record must contain sufficient ;
" information to ideniify the resident; a record of the
| resident’s assessmenis; the plan of carg and

- sefvices provided; the resuits of any

¢ preadmission screening conducied by the State;

: and progress netes.

i This REQUIREMENT is not met as evidenced
by
! Bassad on interview, record review and review of
. the facllity's policy, it was deiermined the facility

* faited fo maintain accurate documentation in the

PO SUMMARY STATEMENT OF DEFICIENCIES o
PREFIC {EACH DEFICIENCY MUST BE PRECEDED BY FuLL (EACH CORRECTIVG ACTION SHOULD BE e
TAG FEGULATCRY OR LEC IDENTIFYING INFORNMATICON CROSS REFE £ T(.r Tr’E APPROPRIATE DATE

interventions.
F 309 Continued From page 6 Faogl g F eare plans and i
o write an order who did not tatk o the Physician f].lc-au 1ts ol Caf“ul?, 4ns an L.ae .
of ARNP and she replied that she would not wrile clinical record relating to changes in
_an order that she didn't take. She stated the condition and physician telepbone
' gac'ifty s p;ocefciure ¥2r mo“ﬂf”{‘% 35.%?3{‘?9’ and orders an orders will be forwarded to
- documenting for a change of status, incluging a i A e e
" change of condition would be o follow up with the Qf‘h‘h{} ‘Abs-uranc.c Lomm?it,eﬁ
' Nurses Notes and with 72 hour follow up/charting. (Medical Director, Director ot
She continued by stating the nurses should have Nursing, Administrator, Quality
documented signs and sympioms of dehydration Assurance Coordinator, and
were assessed such as skin wurgor; however, . Consultants for review ¢
- review of the Nurses Netes revealed no Pharm{}c}f Consu tant) for review o
“documented evidence of charting to reflect the maintain compliance.
monitor ng of hjgrg{mn e o e P
F 514483 75()(1) RES F514. complet B e 2015
i ' A - : - (ompleted date: February 28, 2015
$8=0 | RECORDS-COMPLETE/ACCURATE/ACCESSIB | Bt o

It is the policy of Richmond Place
Rehabilitation and Healtheare Center
10 maintain clinical records on ¢ach
resident in accordance with accepted
professional standards and practices
that are complete; accurately
documented, readily accessible, and
systematically organized.

On 2/06/15, the care plan for resident
# 1 was revised by Unit Coordinator
(LPN #2), to reflect the resident’s
physician orders, interventions, and
changes ip condition.  On 2/06/15,
Unit Coordinator (LPN #2) updated
the clinical record to reflect the
resident’s physician oxders,

FORM CMS-2567{02-99} Pravicls Yersions Obooiete Evant 1000711
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, interventions, and changes in
F 514 Continued From page 7 F814°  condition for resident #1

‘ medical recard for one (1) of four (4} sampled
residents {Resideni #1).

‘ Resident #1 had an order on 01/20/15 for
ntravenaus (V) fluids to be started which wag
_not written in the medical record, documented in
"the nurses notes. The iV fluids wers not startad
i due to stalf being unabie to starf an IV and the
APRN was notified that |V was unable to be

forat (PQY) intake and repeat the comprehensive
. Metabolic Panel (CMP) on 1722015 and o
-discontinue-Zaroxolyn {diuretic) 2.5 mg-daily

clinical record.

The finding include:

| Review of the facility's policy titled, “Skilled
vocumentation”, dated 02/20086 revesiad all

. services provided o the resident, or any Clinics!

| be documented in the resident’s medicat record.

orders.

- that facility admitted resident 10/19/12 with

I}, Congestive Heart Failure, Dementia without
behavicrs, Dysphagia, Deprassion, and

i Alzheimer's. Review of the Quarterly Minimum
‘Data Set {MDS) Assessment dated 11/14/14,
'reveated the facility assessed the resident as

“of a three (3) out of fifteen (15} which indicated
! severe cognitive impairment.

" started and new orders were written to encourage |

| howaver, the facility failed to document thig in the

- Status changes in the resident's condition shouid
- The policy further revealed documentation shouid |
- gecur every shiff for a minimum of 72 hours for 2l
. ., . o . N i
clinical status changes including new Physician's

Review of Resident #1's medical record revealed |

| diagnoses which included Diabetas Mellitus Type ;

: haviﬂg a Brief Interview for Mental Status (BIVS) ;

Care Plans will be audited for ali
residents by the 3 MDS
Coordinators, RN’s, Dietary
Manager and 3 Unit Coordinators (1
RN, 2 LPN’s) for accuracy of care
plans related to changes in condition
meluding physician orders and
interventions by 2/28/15.

On 2/11/15, the Interim Director of
Nursing re-inserviced the
Interdisciplinary Care Plan Team
mcluding 3 Unit Coerdinators,
Assistant Director of Nursing, 3
MDS Coordinators and Dietary
Manager regarding the community’s
policies relating to changes of
condifion and the Care Plan
Comprehensive Policy including
timely updating and development of
care plans and documentation of
physician orders by 2/28/15.

Direct care staff (Registered Nurse,
Licensed Practical Nurses, and Nurse
Addes) will be re-inserviced by the 3
Unit Managers (1 RN, 2 LPN),
Assistart Director of Nursing (RN)
and QA Nurse (LPN) regarding the

FORM CMS-2587(02-98) Previcus Yersions Obsnlen
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F 514" Continued From page 8 F 51z ysb =

“on U2/05/15 2t 3118 PY, revealed that she
‘received a verbal order on 01720415 to stant
»ntravenous (V) fluids on 8120115 from the ;
" Advanced Registered Nurse Practiioner (ARNP)
i for Resident #1 refated to dehydration. She stated |

it was a "hectic day” and the LPN/Unit :
- Coordinator (LPN #2) was supposed 1o write the
s order for LPMN #1. LPN #1 stated Resident #1 was

reaily dehydrated with elevaled [abs, LPN #1 '
L attempted to start the IV without success.

Hor writing verba! or telephone orders was the

order should have been written immediately. Sha

stated LPN #2 called the ARNP thaf 1V could not

i be started and a new order was obtained to

. encourage PO fluids, She siated neither LPN #1

for LPN #2 wrote the order in the medical record.
Revigw of the record revealed no documentad

" evidence the first order for the IV nor the second

s order for encourage PO fuids were in the record. .

[ interview with LPN #2/ Unit Coordinator at 3:05
 PM, on 02/08/15 reveaied that LPN #1 on
{01/20/15 was unable to start the 1V and she

| attempled one tme and was unable to start the
"IV, Review of the medical record revealed no
Lorder pertaining to IV fluids being ordered o that
1Y sticks were affempted. LPN #2/Unit

! Coordinator siated there should have been

. decumentation of the orders in the medical
'record. LPN #2 also stated she should have

i made an entry that she was urable to stari the IV

| Interview with Registered Nurse {RN) #2/ADON
on 02/05/15 at 3:55 PM, revealed the facility's

| poficies and procedures were to document the

, orders in the medical record.  She further stated

! Interview with Licensed Practical Nurse (LPN)Y #1

. Interviewed LPN #1 revealed, 58 {0 the profoeal o

changes of condition and the Care
Plan Comprehenstve Policy ]
including timely updating and
development of care plans and
documentation of physician orders
by 2/28/15.

The Interdisciplinary Care Plan
Team including the Interim Director
of Nursing, RN. Assistant Director

of Niifsing RN, 3 Uit Coordinams
{1 RN, 2ZLPN), the Director Manger,
and MDS Coordinators will audit a
riniraum of 6 clinical records for
each unit weekly for 6 weeks for
changes of condition including
updating care plans and ensuring
documentation including physician
telephone orders and appropriate
documentation of assessments and
mnterventions.

The audits of care plans and the
clinical record relating to changes in
condition and physician telephone
orders an orders will be forwarded o
the Quality Assurance Committes,
{Medical Director, Director of
Nursing, Administrator, Quality
Assurance Coordinator, and
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F 514 Continued From page 8
. her expectation of the nursing stafl in regard o
" writing orders was, that they should be
| documented timely and filled out compietaty.

Pharmacy Consultant) for review o
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