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4 Rehabilitation Cenier
An abbreviated standard survey (KY21395) was ecknowledges receipt of the.
conducted on 03/12/14. The complaint wes Staiement of Deficiencies znd
substantated. Deficlent practice was identified roposes this pl comeciio
with the highest scope and severity at "E" level. f oor_gz temt ﬂf__:?huf D“_| n:
F 161 | 483.10(a)(1)&(2) RIGHT TO EXERGISE RIGHTS F 14| 'O TR exiem tuat the sunmary 01
sg=D | - FREE OF REPRISAL :T.lndmgs is factually cosrect end
Th ident has the right to cise his or h 1 order to maintzi compliance
8 resiasnt nas ne ng &xercise Nis or her L, '
Fights as a resident of the facilty and as a cliizen with applicable  rules and
or resident of the United States. | provision of quality of care and
e szfety of the residents. The plan
e resident has the right to e 0 .. .
Interference, coarcion, discrimination, and reprisal c-rf . correchon 15 S‘ubrmﬁed. =
from the facility in exercising his or her rights, ;n‘ukt:ln zllegation of complizace.
arkview Nursing and
I;"ia REQUIREMENT s not met as evidenced Rehsbilitstion Center’s response
Based on intarview and record review it was 1o this State of D:eﬁciencias and
determined the facility failed to ensure one of Plan. of Comection does not
three sampled residents (Resident #1) and ona of depote  acreem 2 PN
three unsampled residents (Resident A) elat " grf de?t . w}th e :
exercised his/her rights. A review of facility e e
documentation revealed since 06/16/13, Resident does it constitute 2n admission
#1 had requested food items that were not that any deficiency is accuraie.
l included in his/er current diet orders. Interviews Furthe Y Parkvi C‘_YN N d
| with the facility's Dietary Maneger (DM) on T, Farsview Nursmg 2n
03/12/14, revealad Resident #1 had consistently Rehabilitation Center reserves
requested "pinto beans, cornbread and potatoes,” the Tight to submit |
1o eat; however, the resident's physiclian had :
prascribed a "low potassium™ diet for the resident doc nmentatzozl to re.fute any Cff
and Dietary was unable to provide foods to the the state deficiencies op this
resident as requestad. Continued review of statement of deficiencies through
d tation and intervi led th ¢ g
ocumentation and interviews revealed the informal )2 .
facility’s "Nursing Management’ had been mads £ al dispute  resolution,
aware of the resident's requests but no acilons ormal eppeal, and/or any other |
were taken to honar the residents rights related administrative or legal
to hismer dist cholces. in addition, interview with i p‘:gcgedings-
LABO ' RS, IR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE (X&) DATE

Any deficlancy statement ending with an astarisk (%) denctes a daficiancy which the inath
other safaguards provide suffictent protaction 1o the patients , {Sea instructions.) Except
fokowing the date of survey whether of net & plan of corroction 18 providad. For nursing homes,

THLE

A

ution may be excysad from comecting providing [t Ia datermined that
for nursing homes, the finding gtatod above are diaclasabla 80 days
the ahove findings and plans of correction are diaclosable 14

days folowing the date those documents ars meds aveilabla to the faciiity. If deficiencies are cliad, an approved plan of comection ia requisils to continued
program pariicipation,
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F 151 | Continued From page 1 F 151 F 151
Resident A on 03/12/14 at 3:.40 PM revealed .
he/she had spoken to saveral staff members at 1. On3/12/14, Resident #1
tha facility about a diet changeiwalver of his/her exercised his/her rights by
"renel” dist (a dist prescribed in chronic renal igning a diet waiver, the
fallure and designed to control intake of proteln, Sl : g e vw !
potassium, sodium, phosphorus, and fluids); primary physician was
howaver, Resident A stated he/she had not contacted for orders to change
raceived a waiver and continued to receive a the diet per Resident#1's
renal diet wishes, and the dietary
The findings includs: department was notified of the |
_ change. On 3/12/14, the Nurse |
Araview of the facllity's polioy titled "Residant Unit Manager interviewed
Rights," last revised 02/01/12, revealed the facllity : s i
would ensure that resident rights were anforced. ReSId.e ot A" Rcsxd.ent - E
exercised histher rights by |
1. Ateview of the medical record for Resident #1 choosing not change to his/her!
revealed the facility admltied the resident on diet order at this time. Both |
07118713 with diagnoses that included End Stage : :
Renal Disease and Diabetes, A review of resld'ents were informed of the
physician's orders dated March 2014 revesled the P°531b1.° consequences of not
physiclan had prescribed a "NAS" (no added salt) following a physician ordered
diet and foods low in polassium for Resident #1. therapeutic diet prior to their
A review of @ quarterly Minimum Data Set (MDS) e
assasement dated 01/29/13, revealed facility staft ol .
assossed the resident to have a Brief Interview 2. All residents have the potential
for Mental Status (BIMS) scare of 13, which to be affected by the facility's
indicated the resldent's cognition was intact, failure to ensure residents may
Rasident #1 stated in an interview conducted an exercise their rights. By
03/12/44 at 5:45 PM, I don't get anything | iike to 3/19/14, the Social Services
gat The resident further stated, "l have asked Director interviewed all the
for different food and the staff here doesn't kisten." s the
Resident#1 continued to stale, "l have been alert ]I;I:mdents tO'Enst;r c gyhts
trying to get different food the entire time | have are able to exercise their 11
been hers." as a resident of the facility and
A roviow of d tation Inthe Dicta as a citizen or resident of the
review of decumentation In the Diotary : the
_ | Manager's (DM's) progress notes, daled United States. All reported 31
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08/16/M3, revealed Resident #1 had "been
asking" for pinto beans, potaloes, and other foods
“not offored" on the resident's renal diet.
Continued review of the documentation revesied,
*Nursing Management had been mads aware of
concarmn.”

Further raview of the DM's documentation dated
02/04/14 revealed Resident #1 had requested to
sign a diet watver. Documentation further
reveaied the DM had identified the risks of eating
"those foods" ("beans and potatoes™) the resident
had requested and tha resident had stated, "1
know, but | want to eat and drink what | want too."
Continued review revealed the resident had
reported to the DM that "l understand [t may
make me sick but that's hew I've aiways ate and |
guess I'm not gonna be happy fil | get k.*

Areview of documentation from the facility's
Sooial Services Director, not dated, revealed
Resident #1 had requested to sign a dist walver.
Continued review revealed the resident stated, "l
understand it may make me sick but that's how
I've always ate and | guess ['m not gonna be
happy til | gat it."

An interview with Unit Managar (UM) #1 on
03/12/14 revealad sha was aware of Resident
#1's multipla requests for a diet change and for
“soup beans and cornbread.” According to UM
#1, she had not contacted the resident's
phyeician for a diet change bacause she had
explained the risks of the dist change to the
resldent and he/she stlated he/she was "OK" with
not receiving the foods ha/she had requested.

An interview with the interim Direcior of Nursing
(DON} on 03M2/14 at 6:45 PM revealed she was

FORM APPROVED
ENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0381
STATEMENT OF DEFICIENCIES (X1) PROVIDER/EUPPLIER/CLIA (X2 MULTIPLE CONSTRUCTION (X%) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING GCOMPLETED
c
186266 B.WING 03/12/12014
HNAME OF PROVIDER OR SUPPLIER STREET ADDRESE, CITY, STATE, ZIP CODE
200 NURBING HOME LANE
PA W N
RKVIEW NURBING AND REHABILITATION CENTER I
(®4)10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 08y
PREPIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {8ACH CORRECTIVE ACTION BHOWLD BE COMPLETION
TAG REBULATORY OR 1. BC TDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE oare
DEFICIENSY)
F 151 | Continued From page 2 F 151 are able to exercise these

rights. By 3/19/14, residents
who were unable to answer the
questions posed by the Social
Services Director concerning
exercising their rights were
observed by the Social Services
Director exercising at least
some of the rights that they
were physically and/or
mentally able to exercise,

3. a. By 3/18/14, all staff were
reeducated by the Interim y
Director of Nursing on the
residents' right to exercise
his/her rights as a resident of
the facility and as a citizen or
resident of the United States to;
include the right to
refusefwaive an order for a
therapeutic diet.

b. By 3/17/14, a notice was given
and/or read to all residents informing
them of the resident's right to exercise
their rights as a resident of the facility
and as a citizen or resident of the
United States, This notice was also
posted at all nurses stations as a
reminder for staff.
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F 161 | Continued From page 3 Fis1] + Tl?e Social Semc::s Dli;ctzf "
ot aware Resident #1 "didnt want a renal diet.” will QA/query 25% of the ale
The DON stated if the reskient had requested residents monthly for three
“any foods to eat and the sisks of noncompliance months to ensure they are
::::r:?t:: '?Lf&i‘}?ﬁ&i‘ff shouid hive exercising their rights as they
' wish. The Social Services [
An interview with the Administrator on 03/12/14 at Director will QA/observe 25% |
7:00 PM revealed facility staff was required to of the other residents
honor the resident's rights. The Administrator '
further stated staff should have contacted the excrcising at least one of the
resident's physiclan and changed the resident's rights they arc
diet order, a3 the resident requesisd, physically/mentally able to
S P — . exercise monthly for three
. ROVIeW O = medical recora reveals -] -
facillly admitted Resident A on 02/14/14 with months. Any concerns will be
diagnoses of Multiple Pulmonary Nadules, reported to the Administrator
Chronic Kidney Disease, and lieostomy. A review for correction. The results of
, | of an admisslon Minimum Data Set (MDS) this QA will be reported to the
assessment dated 02/21/14, revealed facility staff B :
assessed the resident to have a Brief Interview Quality Assurance Committec
for Mental Status (BIMS) score of 16, which monthly for three months for
indicated the resident's cognition was intact. development of an action plan
Review of physician orders dated 02/14/14 as needed.
revealed Resident A was to recelve a regutar
"renal" diet (a diet prescribed in chranic renel
fallure and designed to contro! intake of protein, .
potassium, sodium, phosphorus, and flulds).
Review of a care plan dated 02/14/14 revealed
Resident A had the right to refuse care, treatment,
medication, appointments, diet and any other
care and services.
Review of a Diet History and Food Preference
evaluation dated 02/17/14 revesled ResidentA
and his/er family wished to sign a dietary waiver.
Review of a Nutrition Evaluation dated 02/23/14
revealed Resident A and his/er family member
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had expressed a desire to "walve" the resident's
prescribed diet, and wished to allow the resident
to have whatever the resident desired.

Resident A stated in interview conducted on o
03/12/14 at 3:40 PM hefshe had spoken to
"several" people at the facility mgarding a diet
change. According tc the resident, the facility
falled to provide the resident with a dletary
chenge afier he/she had requssted a dietary
waiver and the resident continued 1o recelve a
renal dlet. Resident A stated ha/she had not been
provided a distary walver ta sign to acknowledge
his/her request.

Interview with the Distary Manager (DM) on
03/12/14 at 3:00 PM revealed Resident A had
expressed a desire for a dietary walver and she
had informed the Unit Manager. However,
according to the DM, Resident A had not signed a
disimry walver.

Interview with Unit Manager #3 on 03/12/14 at
6:156 PM rovealed Resident A had spoken to har
about making changes o his/her diet. However,
acconding to the Unit Manager, the resident had
not been glven or signad = dietary walver,
According to Unit Manager #3, the dietary waiver
had not been obtained because Resident A would
go "pack and forth" about his/her decision of &
change in dist.

F 281 | 483.20(k)(3}{i) SERVICES PROVIDED MEET F 261
es=F { PROFESSIONAL STANDARDS

The services provided or aranged by the facility
must meat professional standards of quality,
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F 281 | Continued From page 8 F 231 - L. I?In 3/13,::13 lezn:ed |
This REQUIREMENT is not met as evidenced . Lot i e
by: head to toe assessment
Based on Interview, recerd review, and review of of Resident #2, |
facility policy, It was datermined the facllity falled Resident B, and '
to provide servicee that met professional .
standards of practice for one of three sampled Resident C, The
residents {Resident #2) and two of three assessments were
unsampled residents (Residents B and C). within normal
Interviews and a review of documentation parameters and there
revealed faollity staff falled to accurately .
document the administration of medications and g n.o evidence of a
the results of resident blood glucose levels when negative outcome
they were obtained. related to lack of
documentation of
The findings include: S
neing medication
A roview of the facllity policy titted "General Dose administration or blood |
. | Preparation and Medication Administration," last glucose level !
revised on 01/01/13, revealed staff was to (glucometer rcsults) Onl
document on the resident's Medication 3/13/14. the bri t
Administration Record {MAR) when medications 14, the pnmary
ware givan, physician was notified
1. Arevi f the medical rd for Resldent #2 OfthemiSSing |
. Areview of the medical recard for Reside .
on 03/12/14 at 2:30 PM revealed physiclan's documentation and the
orders for 1 milligram {mg) of Clonazepam results of the nursing
(anticonvulsant), ons tablet by mouth three times assessments. No new
a day at 6:00 AM, 2:00 PM, and 10:00 PM. orders were receivcd_
However, review of the resident’s MAR revealed . i
steff failad to document that the medication was 2. Al res.ldents have the
administered at 8:00 AM on 03/02/14. potential to be affected
by the facility's failure
2. Araview of the medical record for Resldent B to provide BchiCCS that
on 03/12/14 at 3:36 PM revealed physicien's :
orders for 25 mg of Meclizine HCL Tablet meet profcssxonal.
(antiemstic} by mouth every six hours at 12:00 standards of quality. On
AM, B:00 AM, 12:00 PM, and 6:00 PM. Review of 3/13/14 and 3/14/14,
the resident's MAR revealsd staff falled to Administrative Nurses
document the medication was adminisiered at
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F 281 | Continued From page & F 281 audited the March,
8:00 AM on 03/06/14. 2014 Medication
3 Arevl f Resident C dical rd Administration Records
. Arevlew of Resident C's me record on .

03/12/44 8t 4:13 PM revealed physician's orders (MAR's) and Treatment

for Clprofloxacin HCL 0.8% drops (antibiotic) as Administration Recotds

directed on the MAR. Review of the MAR (T AR's) for current

revealed staff was to adminlster the eye drops at residents to determine

6:00 AM end 8:00PM. However, facillty staff that medications

failed to document the Clprofloxacin was at mect s

administered at 10:00 PM on 03/01/14. Further glucometer readings,

review of the resident's physicien's orders and treatments had been

revealed tha resident was to recelve 1,000 mg of ented they were

Fish Oil {distary supplement) by mouth, twice a docu.m. - e¥

day, al 1:00 PM and 5:00 PM. Review of the sdministered p

residents MAR revegled staff falled to document physician orders to

the Fish Oil was administered at 5:00 PM on ensure services

03/G7/14. Review of the physician's order further ’ et

revezled the resident was to recelve Ketorolac prO}fldﬁd:;I tandards

Tromethamina (nonstercidal anti-nflammafory prolcsslonal stancar

drug for aye use) as directed by the MAR. of quality. Medications,

Reviaw of the MAR indicated that staff was to glucometcr rcad_ings

administer the Ketoralac at 6:00 AM and 9:00

PM. However, steff falled to document the and “ea“nilms were

administration of Ketorolac to the resident at 9:0¢ docu'm'cnte as

PM on 03/01/14, Further review of the administered per

physician's orders revealed stalf was to obtain the physician orders to

resldent's blood glucose level every night at s

bediima. However, review of the MAR revealed ensurté sgrw;cs

staff falled to document the resident's blood proviged m

glucose level st bedtime (8:00 PM) on 02/05/14. professional standards

The review alao revealed staff failad to record the of quality for the

resident's glucose lavel on the MAR on 03/03/14 idents.

and 03/04/14. curtent resl

An [nterview with Reglstersd Nurse (RN} #1 on

03/12/14 at 6:15 PM revealad she had checked

Resident C's blood glucose Isvel on 03/05/14 at

9:00 PM but "fergot” to document the results on

the MAR. RN #1 stated that she had been
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F 2681 | Continusd From page 7 F 281 3, a. By 3/14/14, the
trained on how to properly document on the MAR Interim Director of :
when madication was administered. Nursing reeducated i
. e -i
An interview with Licensed Practical Nurge {LPN}) hcel:!scd nurs?;etgig thm |
#1 on 03/12/14 at §:23 PM revesled she had services provided by the
given the Fish Of to Resident C at 5:00 PM on facility must meet
03/07/14 and “"forgot” to document the medication professional stendards |
administration on tha MAR, The LPN stated &he S .
had been trained to document an the resident of quality including but |
MAR when she administered medications, oot limited to [
#2, Unit M administ : l
An interview with LPN #2, Unit Manager for the ications pet '
5th floor, on 03/12/14 at 5:45PM revealed on mhe dl.c 8"an . gers and !
02/05/14, staff began to conduct medication physician or
administration audits on a weekly and ongoing documentation of
basis. LLPN #2 statad that he had not reviewed medication
the MARs for Residents #2, B, orC and, ag a ] . i
J v By ni n and
. | resutt, had not identifiad the lack of ailrm st:ano dings fo !l
documentation on the residant's MARS. glucometer readings 100+
all residents. At this
An interview with the Interim Directar of Nursing time, the Licensed
{DON) on 03/12/14 at B:45 PM revealed she had
reviewsd the medication administration audits five Nurses wereﬂs;lso
times a week and was not aware of any errors an educated to the 1.10W
any of the MARs. The DON stated the facility had procedure described
provided in-service educsation to nureing staff on below in 3b.
03/12/14 on the need to document medications . :
as they edministered them, The DON stated that b. Deily,at each shift change of nurses,
she had not checked all of the resident MARS to the oncoming and off-going nurses
date. will QA each residents' MAR and
e A L P e TAR for documentation of medication
nterview w ministrator on .« .
O7:00PM revesled that Unit Managers had and trcatmept administration and di
conducted audits of the medication administration documentation of glucometer readmgs.
records. According to the Administrator, the Any discrepancy will be corrected
facllity had not held a monthly QA meeting for immediately.
March and she had not been made aware of any cdiately
concerns related to documentation of
_ | madications.
FORM CMB5-2567(07-20) Previous Versions Obsoiets Event ID;UXOIT Facllly I: 100569 I continustion shest Page 8 of 11
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4. The Nurse Unit
Managers will QA
monitor the MAR's and
TAR's of current
residents daily 5x
weekly for three
months. Once a week
for three months the
Nurse Unit Managers
will QA the MAR's and
TAR's of residentson a
floor other than the one
they are assigned to |
manage. Any
discrepancy noted will
be reported 1o the
Director of Nursing for
disciplinary follow up
as needed, The resuits
of the QA will be
reported to the Quality
Assurance Committee
monthly for three
months for
development of an
action plan as needed.
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C
185256 ) 03/12/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
T . 200 NURSING HOME LANE
FAR RSING AND REHABILITATION CENTER el Tes
(%4) 10 SUMMARY STATEMENT OF DEFICIENCIES T PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TaQ CROBSS-REFERENCED TO THE APPROPRIATE CATE
DEFICIENCY)
"
F 520 | 483.75(0)(1) QAA F 620{ F520 | 03/19/14
8§8=D | COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS . ,
1. On3/13/14, Licensed
A facility must maintal lity tand Nurses performed a
must maintain a quality essessment an head t :
assurance commities consisting of the director of of R c3 clt 0¢ assessment
nursing services; a physician designated by the esident #2,
facility; and at least 3 cther members of the Resident B, and
facility's staff, : Resident C, The |
The quality assessment and assurance i as.ses'fsments were |
commitioe meets at least quartery to identity within normal
Issues with respect to which quality asseasment parameters and there
and assurance aclivities are necessary; and was no evidence of a
develops and implements appropriate plans of negative out
action to corract identified quality deficlencies. & ouicome
qually related to lack of
A Sfate or the Secrstary may not require documentation of
disctosure of the racards of such commitiea medication
except Insofar as such disclosure is related io the s .
compllance of such committes with the administration a-}'ld
requiremsnts of this section. glucometer reading. On
3/13/14, the primary
Good faith atiempts by the committee to identify physician was notified
and correct quality deficiencies will not be used as of the miss;
a basis for sanctions. 1581018
documentation and the
results of the nursing
assessments, No new
EQUIREMENT | ced .
1';'!5 REQ s not met as eviden orders were received.
Based on Intarview and & review of the facility's 2. All residents have the
policies, it was determined the facility failed to potential to be affected
maintain 2 Quality Assessment and Assurance by the facilitv's fai
Commities that developed and implemented 1 Y factlll: tyfs f:aflurc
appropriate plans of action to correct identified 0 cnsure the acility's
quality deficlencles related to accurate quality assessment and
documeniation of medication administration for
one of three sampled resldents {Resident #2) and

FORM CMS-2587(02-96) Pravious Versions Opeolote Event (D: X044 Facility ID: 100500 1f continuation shesl Page 9 of 1
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F 520! Continued From page 9 F 520 ?suiancedcomdmmcc
two of three unsampled residents (Res!dents B iy ity
and C). An abbreviated standard survey was implemented

previously conducted at the facility on 01/27/14
and concluded on 01/28/14. During that susvey,
deficient practice was Identified rslated to facility
documentation of medication administration.
Interviews conducted with facility staff on
03/12/14 revealed Quality Assurance [QA) Audiis
to ensura medication administration was
documented acourately were conducted weekly in
March 2014; however, review of tha audits
revealed the facility failed to identify which
resident MARs had been audited and failad to
identify concema related to facllity documentation
of medication administration. (Refer to F281.)

The findings include:

A review of the facility's policy titled "Performence
Improvement {Quality Assurance),” dated
09/04/12, revezled the Performance
Improvament Committes had the responsibility of
implementing corrective action plens as needed
to resolve identified resident care/service
problems.

An intarview conductaed with Unit Manager (UM)
#1 on D3/12/14 at 5:00 PM revealed she was
required to audit "at least ten" resident MARs
weskly, to ensure medication administration was
documented accurately. Continued interview with
the UM and a review of the audits revealed she
had conducted QA audits on 03/04/14 and
03/11/14. However, the UM falled to identily
which facility resident MARSs had been audited
and was unable to recall, during interview, which
twenly resident MARs had been audited within
the past two wesks. Howaver, the UM stated sha
had not identified any concerns related 1o

3. a.0n3/14/14, the

appropriate plans of
action to correct
identified deficiencies.
On 3/18/4, the QA
committee met,
reviewed, and revised
as needed current action !
plans to ensure they are
appropriate to correct )
identified deficiencies.

Administrator f
reeducated the Nurse
Unit Managers on the
appropriale completion
of Quality Assurance
Tools that included
naming the data source,
date reviewed, whether
goal was met or unmet, :
and any actions taken if
not met. They were
instructed that anyone
reading their QA tool
must be able to
determine what, when,
and how reviewed and
the results of the E
review.

FORM CMS-2667(02-89) Provious Varsions Obeciete Event 'D: LXOH1
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_{ madication administration documentation.

Interview with the interim Diractor of Nursing
(DOMN), on 03/12/14 at 8:46 PM, revealed an audit
of 26 percant of facility resident Medication
Administration Records {MARS) were being
conducted weekly. Continued interview revealed
the DON had identified concams related to the
QA audits that were belng conducted by the
facllity's Unit Manegers "last week" (unable to
recsll exact date}), referring to the dates of
03703114 through 03/07/14. The DON
acknowledged staff was not conducting “quality
monitoring” of Identlfied deficient practice related
to the audits of the resident MARSs, because the
UMs had falled to identify which residents MARs
had been audited on a weakly basis. The DON
stated she had directed facility UMs to identify
which resident MARs had been audited to ensura
QA monttoring was conducted for all residents
monthly as required. Howaver, the DON stated
she had not reevaluated facility audits, and had
not notified the facility QA Committea of the
ooncarns identified related to audits being
conducted fo ensure compliance was maintained
related to documenting of medication
administration.

An intervlew with the Administrator on G3/12/14 at
7:00 PM, revesled she was not awars of the
concerns Identified refated to facility audits
conducted to ensure regularity complianca with
documentation of medication administration. The
Administrator acknowledged that she had not
reviewed "all” the audits {o ensure accuracy, and
continued to state the UMs are "supposed to be
iooking at them.”

reeducated the Department Managers

on the requirement to develop and

implement appropriate plans of action

1o correct identified deficiencies.

¢. On 3/18/14, the Administrator

educated the Quality Assurance

Committee members on the new policy

and procedure for Quality Assurance

(see attached). The Committee

reviewed and accepted this policy.

4. The Administrator will
serve as the chairperson
for the QA Committee,
review and accept each
months' minutes, and
will ensure that the
committee develops and
implements appropriate |
plans of action to
correct identified
quality deficiencies.
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Document Detalls:
Pollciss ::INIGAL - ” Pl-218
and Proceduras Gategory: Clinical
Farformance Improvement iounilly Agsurance) Revision Date: 03-07-2014 Topic: Performance Imgrovemant

Policy Stalus: Active

Creation Dale: 01-07-2012

Policy

The facility and organization will héve an engeling Performancs Improvemant Program with & design and scopa
that is ongoing and cormnprehensive dealing with e full range of services offered by the facility including the full
range of departments thal addreases il aspects of care. The Dasign and Scope of 1he program will
sysismatically monitor snd evaluate tha quelity and appropriateness of Resident care, pursus opportunities to
Improve resident care, resolva identified problems and identify oppontunities for Impravemsnt. Ferformance Expiration Date: None |
Improvement Program aupports the ovar all goals of the facility and the organization and examines both i
outcomeoa and procosses rolevant o these outcomes with the objective of improving the organization's
performancs. i

Last Review Dale: 03-07-2014 ]

1
Nexi Review Dats; 03.07-2015 _‘

Procedure i

1. Tha fecllity Executive Diractor is actountable for the overall implementation and functioning of the
Peatforrmance Improvement Program(s). This may inciude training on Quelity Assurance and Peformnancs I
Improvement, ensuring resources are providad as needed. The Executive Director |6 responaible for

2. The program will be 8 coordinated effart zmong all departmants and services within the organization that
involves lsadarship working with input from lachity stalt, a8 well aa realdenta and famiies Bs appropriate.

3, Koy aspacts of care, facllity practica and quality of lifs may include but are not imited ta:

#. Medical care i
b. Clinical care :
¢. Rehavlitation
d, Phatmacy

a. Dining Satvicea
1. Social Sarvice i
¢. Recrsalichal Services
h. Hospitaly Services

|, Envirenmental Servicas i
. Admisalons

k. Busineaa office i
. Modical records i

4. Impertant functionsl ereas may include but are not limited to:

a. Rasidents rights and responsitities

http://pandp/index.php/compenent/content/article/3 5-policies/cpp-clinical/cpp-operations-pi... 4/7/2014



APR/07/2014/MON 02:44 PM FAX No. P. 016
ConsulNet Policies & Procedures Page 2 of 4

b, Admiasion process
c. Resident assessment !
d. Qualty of care ' l
@. Quality of Lifs

f. Potential Adverse Events f
9. Continuily of care i
h. tnfection contro) |
|. Plant lechnology and safely managament j
| Information menagement ¢
k. Human resourcas

L Leadership and credentialing
m. Resident education 1

5, Review of activiies may include but not be imited to:

a. Imfaction control

b. Incident/accident reports

¢. Residentfamily complaints/satisfaction
d. Interdiscipinary care planning

&, Medication use

1. Environment of care/safaty

Q. Rearalpt reduction

h. Wound cara/prevention

L Gtaff orientalion, In-service and competence
). Weight Program

k. Psychotropic Drug Roduction

1. Fall prevsntion

m. Mad. Emor

n. Physician sarvices

8. The: faciity will ideniify aroas for continuous quality monitaring and the monitaring tools to be used, These
monitafing aciivitles should focus on those processes thet affact resident outcomes most algnificantly. This
ongoing monlioring Is vasd to establish the faciiity’s bassiine and the prodictability of various outcomes.

7. The following sources of date may be used, but not limited to:

8. Resident madical recorda
b. Direct observation

¢, Deparimontal logs

d. 24 hours reports

e, Mock surveys

f. Accident tranding

9. Residentifamily complainia
h, Gommitiee minutes

I. Survey process

}. 24 hour raport

k. Resident councll

I. Med. error reporte

m. Modical record audits

n. Compliance surveys

o, Parformanca Indicators

8. The Performance Jmprovemnant Committea will review and coordinale ali the proposed activities and identity
the priorities for tho coming year and as events are identifisd. The Parformance improvament Commities wii
creats a master Pefformance Improvoment calendar. Thia calandar may change during the year as pricmies
change. Critarla for salecting aspects of care for improvemsnt are basad but nat limifed to:

8. Fatiiity's goaisfobjectives, misaion
b, High volume - the aspect of care occurs frequently or affects large numbers of reeldants.

http://pandp/index.php/component/content/article/35-policies/cpp-clinical/cpp-operations-pi... 4/7/2014
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¢. ldentification of potental or actusl "Adverse Events”

d. High risk - residents are at risk of serious consequences or aro doprived of substantial benefia if the care ia
not provided correctly, and in a timely Tashion or on proper indication.

o. Problematic - the aspect of care has tended 1n the past to produce problems for staff or residents. ]
f. High coal - the azpect of care Involved a high cost either of financia) or parsonnel utiization. i
g Regulstory - previous or current regulatory items or kdeniified concama.

9. Onco an aspect of cam or indicator has been identified or seiecied, the Porformance Imprevamant
Committes will:

a. Aasign a performance Action Team to addresa the [dentiflac area, examine, and improve fho ientified need. .
b. Identify the goal(s) of the Parfarmance Improvemant Project. These goals must be objective, measurable and
basad on current knowledge end/or clinical experience. Thesa indicators should measurs those appropriate
dimensions of performance that address:

i. Appropristeness J
{i. Effectivensss

fi. Timetiness

Iv. Gafely

v. Respect and taning for residents

vl EfMiclency

v{i, Conalatancy with ather programafrestments/staff

. Determine how/wherse to obiain necessary infonmation, the appropriate sample size to be usad, time frames
and acceptable thresholds. 1

d, Datermine roles and rasponsiblities of the Performance Improvement Actlon Team. !

9. The Performance Improvement Action Tearn will documaent Endings, inttiate cormective action as directed and
present results to the Performanco Improvemont Comimittes, Documentalion will Inciuda but nat be fimited to:

a. What is significance of study

b. Decistor making process

<. Mathociology

d. Findings: trands, percentages, #ic.

8. Recommended Improvernent activities Inciuding follow-up

10. The Performance Improvement (QA/PI) Committes will advise individual services and Performance Aclion
Teams on methadology, data collection and data analysls and will review all final reporta and racommendations.

11. The goals, plans and resulis of the facility's Performance improvement activilios will be communicated ioal |
Staff by means of staff meetings, changes in policy and procedurss or inservice Waining. [ *

12 The Performance Improvemant Program will be evaluatad ennually by the Perdormance Improvement
Commiltee {o asseas that the Program's activities have achieved subatantial performance Improvernent.

14, The Performanca Improvement (QA/PI) Gommittes has ths responsibiity for dasigning and implamenting
comective sction plana sa neaded to resolve Identified reaidant care/aarvica problema. This is accomplished
wilhin local, staie, fadaral and corporase guidelines as well as fiaca! restraints. AR improvement plans will
contain:

- what is to ba changed

-when and how corractive action will be implemented

- whe is responsibla for the impiementation of the carrective action

- what time Interval is set for reassessment {in order 1 evaluate the impact of actton taken)

Improvamaent plane and effectivennasa of actions will ba documenied in the commitiea minutes.

Gopyright 2014 Consulate Health Cars
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