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F 000 | INITIAL COMMENTS

¢ An Abbreviated/Partial Extended Survey

; investigating Complaint KY00023708 and
Complaint KY00023773 was initiated on 08/20/15 |
i and concluded on 09/03/15. Complaint
" KY00023773 was unsubstantiated. Complaint |
. KY00023708 was substantiated with deficiencles |
! cited. Immediate Jeopardy (IJ) was identified an -
" 08/25/15 at 42 CFR 483.10 Resident Rights,
. F-185; 42 CFR 483,20 Resident Assessment, :
: F-281; 42 CFR 483.25 Quality of Care, F-308; 42

CFR 483 .40 Physician Services, F-385; and, 42
i CFR 483.75 Administration, F-490 and F-514 ali
‘ at a Scape and Severity of a “J". Substandard
_Quality of Care was identified at 42 CFR 48325 |
! Quality of Care, F-309. The immediate Jeopardy -
‘was deiermined to exist on 08/15/15 and the
. facility was notified of the Immediate Jeopardy on |

| 08/25/15.

On 081515 at approximately 7:15 AM, Residert !

#1, who's Responsible Party implemented

Advance Directives on 08/13/18 requesting the

_resident to be a Full Code, was found

norresponsive and was assessed by Licensed

* Practical Nurse (LPN} #1 and #2 with no puise.

. However, there was no documented evidence

| Cardiopulmenary Resuscitation {CPR) was

fimmediately initiated per the resident’s Advance

_ Directives and Physician's orders. Registered

: Nurse (RN) #1 was called to the rasident's room

: by LPN #2. RN #1 documented the resident had
no heart rate and no respirations; however, there |

i was no documented evidence she immediately |

{initiated a Full Code including CPR as per the

" resident’s Advance Directives and Physician's :

orders. RN #1 pronounced Resident #1

- deceased at 7:23 AM.
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F 000 Continued From page 1

. An acceptable credible Allegation of Compliance

i Immediate Jeopardy an 08/29/15. The Slate
Survey Agengy verified the Immediate Jeopardy
" was removed as alleged on 8/29/15, prior to exit
; on 09/03/15, with remaining non-compliance at

§ 483.20, Resident Assessment, F-281; 42 CFR

. 483.25, Quality of Care, F-309; 42 CFR 483.40,

! Physician Services, F-385 and 42 CFR 483.75

; Administration, F-490 and £-514 all at a Scope
and Severity of a "[".

F 1551 483.10(b){4) R

SS:J ADVANCE DIRECTIVES

i The resident has the right o refuse treatment, fo
_refuse lo participate in experimental research,
¢ and to formulate an advance directive as

: The facility must comply with the requiremants
spacified in subpart | of part 489 of this chapter

; related to maintaining written policies and

. procedures regarding advance directives. These |

! requirements include provisions to Inform and :

. provide written information to ali adult residents

* gancerning the right 1o accept or refuse medical

i or surgica freatment and, at the individual's

~option, formulate an advance directive, This

¢ inchides a written description of the facifity's
policies to implement advance directives and

| applicable State law.

“was received on 08/31/15, alleging removal of the *

' 42 CFR 483.10, Resident Rights, F-155; 42 CFR

IGHT TO REFUSi: FORMULATE |

. specified in paragraph (8) of this section. i

F 000 ,

i

i Féﬁﬁg

F155

! 1, The Director of Nursing reviewed

. Resident #1°s medical record on 8/15/15.

* During the review of the medical record, :
i Resident #1°s code status was a full code and
. the advanced directive was not honored on :
8/15/15.

2. All residents advance directive/code
status/physician order for code status along ;
with resident care plan and SRNA care planj
were audited by 8/17/15 by the Director of :
Nursing, Unit Managers, Nursing supetvisoy
¢ or medical records to ensure accuracy. Thej
[ review of audit revealed that on 4 different ;
i residents, it was noted of missing dates and!
! times of physician notification upon
! admission to the facility.

9.29+51
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i

‘ This REQUIREMENT is not met as evidenced
by

" the facility's policy, it was determined the facility
failed to have an effective sysiem fo ensure the

i Advance Diractives for one (1) of twelve (12)

| sampied residents (Resident #1) were honored.

- On 08/13/15, Resident #1's Responsible Party
(RP) signed Advance Directives requesting the
: resident have a Full Code status {Full Code
indicated life-saving measures were to be

implemented in the event of cardiac or resp:fatory
! faiture), to include Cardiopulmonary Resuscitation :

“{CPR). However, on 08/15/15 at approximately
7:15 AM, when State Registered Nursing
_Assistant (SRNA) #1 entered Resident #1's room,

! found him/her unresponsive and notified Licensed

i Based on interview, record review and review of

" Practical Nurse (LPN) #1 and #2, the LPN's faited | ’

to honor the resident's Advance Directives
- regarding hisfher Full Code status, LPN #1
! entered Resident #1's room, checked Resident

]
H

“#1 for a pulse, could not obtaln a pulse and failed

to initiate CPR as per the resident’s Advance
. Directives. LPN #2 entered Resident #1's room,
observed LPN #1 chacking the resident for g
pulse, went to the nurse’s staflon, checked the

Registered Nurse (RN} #1. LPN #2 also failed to

¢ injtiate CPR as per the resideni's Advance

Directives., RN #1, who was on another unif,

“arrived fo Resident #1's room, assessed the
resident to have "no heart rate” and "no

. respirations” and pronounced the resident

deceased at 7:23 AM, Par interview, RN #1

" did not initiate CPR according to the resident's

resident's chatt for his/her code status and called ;

determined Resident #1 was a Full Code, but she A

i 3. All nursing staff were educated by the
SDC SCC, Nursing Supervisors, or Unit
Managers on the advance directive policy
; and procedure, admission/physician order
¢ policy and procedure, care plan policy and
procedure, resident rights policy and
. procedure, quality of care delivery, and
¢ professional standards. Education was
initiated on 8/15/15 with 100% of full time ;
¢ licensed nurses completed by 8/28/15, except
for those on LOA, vacation, or suspension, -
which consisted of 4 nurses. Prior to :
i returning back to work, these 4 nurses will =
t have to complete the education listed above.

4. All new employees will receive education
¢ on the advance directive policy and :
procedure, admission/physician order pohcy
and procedure, care plan policy procedure, !
: resident rights policy and procedure, quality
of care delivery, and professional standards

during the orientation process. :

DON, ADONSs, Unit Managers Nursing
supervisor or Medical Records will review all
new admissions daily starting on 8/25/15
during the morning clinical meeting fo ensu
compliance with physician notification,
physician orders, inferim care plan, advance;
directive, and resident rights. Audits will be
completed on all new admission records daily
for four weeks then three times per week fof
two weeks, then 10% of all new admission
records mounthly for 2 months. The ongoing
process will be discussed in the Quality

Assurance committee meeting monthly for
three months, for recommendations and for

o
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pag F 155 further follow up as indicated, The members*

: Advance Dirostives.

: The facility's failure to ensure resident's Advance
Directives regarding their requested Full Code
: status was honored has caused or is Hkely to

| cause serious injury, harm, impairment, or death
to a resident. Immediate Jeopardy (M) was
identified on 08/25/18, and was determined to !
exist on 08/15/15. The faclity was notified of the .
; Imimediate Jeopardy on 0825715,

- An acceptable credible Allegation of Compliance

{ {AOC) was received on 08/31/15 which alleged
removal of the Immediate Jeopardy on 08/29/15. .

| The Immediate Jeopardy was verified to be !

“ramoved on 08/28/15 as alleged, prior to exit on

. 08/03/18, with remaining non-compliance inthe |

i area of 42 CFR 483.10, Resident Rights, F-188 at!
a Scope and Severity of a "D" while the facility

: develops and implements a Plan of Gorrection

H{POC) and the facility's Quality Assurance (QA)
monitors 1o ensure compliance with systemic

i changes,

_ The findings includes 1

' Review of the facility's pdlicy titted "Advance
Directives - Kentucky", effective 12/2010,

! revealed it was the palicy of the facllity to

" recognize and support the use of Advance
Directives through family, staff and community

: education, and to encourage the resident's rights

"o self-determination through recognition and

_assistance with executing such directives,

| Continued review revealed, as long as the

‘resident was competent fo make decisions,

. hisfher wishes would be followed {o the maximum !

| extent possible as diclated by state law and
sound medical judgment. If a residenthecame

i of the Quality Assurance committee include, .
" but not limited to the Medical Director,
; Administrator, Director of Nursing, Assistant.
* Director of Nursing, SDC, Social Services
. Director, Dietician, Quality of Life Director, :
¢ and Unit Managers.

H
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fincompetent, but had provided evidence of a

_ properly execuied Advance Directive, the facility

- would implement the resident's choices as

"outlined in the document or expressed to the
appointed agent o the same extent ihat the

i competent resident’s wishes would be followed.

* Further review revealed, all residents would
receive full resuscitalive measures unless a "Do

! Not Resuscitate” (DNR) directive was written in

" the resident's medical record and was identified

_in the resident's Advance Directive.

" Review of the facility's palicy fitled,

~"Cardiopulmonary Resuscitation”, undated,

: revealed CPR would be attempted for any

" resident who was found to have no pulse and or
no digcernible respirations, uniess there was a

- written physician order to the contrary and or

- written Advance Directives.

: Review of the Tacility's policy titled "Resident ,
! Rights”, reviewed 06/01/15, revealed residents
had the right ta choose a physidlan, treatment,

_ participation in decisions, and care planning.

- Further review revealed, residents were entitled

1o exercise their rights and privileges {o the fullest -
extent possible. Per the policy, employeas had a

: duty fo read and learn the residents’ rights.

" Review of Resident #1's medical record, revealed
 the facility admiited him/her on 08/13/15, with

i diagnoses which included Syncope, Demeniia,

i Alzheimer’s and Combativeness.

: Review of Resident #1's "Nursing Admission

! Information”, dated 08/13/15, revealad the

* resident was alert and oriented to person with

. independent mobility. Review of the "Advance
IPirectives/informed Consent", dated 08/13/15,
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: revealed it was signed by the resident's :
¢ Responsible Parly on 08/13/15. Continued ~
review of the form revealed the resident wished to
| be a "Full Code”. Review of the Physician's :
! QOrders, dated 08/13/18, revealed Resident #1
~had an order for a Full Code siatus.

" However, review of the Nurse's Note, dated
_08M5/15, not timed, signed by LPN #1, revealed

: the nurse found Resident #1 sitting on the floor

" next to the bed with blood noted io be on the

- pilow and ear with no puise found. Continued

. review revealed no documented evidence LPN #1 |
"immediately initiated CPR according to Resident

. #1's Advance Directive.

Cnterview with LPN #1, on 08/20/15 at 6:12 PM, |
revealed when he found Resident #1 on 08/16/15
“around 7:16 AM, he did not initiate CPR. 5
Continued interview revealed he did not know if .
. Resident #1 was a "Full Code” status and felt the
| resident required further assessment, and sfaled
" the RN was more qualified. Per interview, LPN
#1 was unfamiliar with the facility’s policy;
i howaver, he stated he did not know why he didn't !
Linitiate CPR. ,

. Review of the Nurse's Note, dated 08/15/15 at

| 7:23 AM, signed by LPN #2, revealed LPN #2

“found Resident #1 sitting beside the bed with
hisfher back to the bad and leaning to his/her lefl !

: side with fresh "wet"” blood from the left ear on the

i pillow. Continued review revealed no

- documented evidence LPN #2 inltiated CPR

- according to Resident #1's Advance Directive.

! Further review of the Nurse's Note revealed LPN

! #2 immediately called the RN and the on-call
Physician. Centinued review of the Note {

i reveaied, LPN #2 received an order from the on | :
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: Directive; even though she did not initiate CPR.
: LPN #2 reported the resident was “just too far
: gone®. Per interview, LPN #2 stated she reported

: gone” fo perform CPR.
Review of the Nurse's Note, dated 08/15/15 at

$ 7:30 AM, signed by RN #1, revealed she found

“from the left ear with no heart rate and no
‘ respirations. Further review of the Note, revealed

“at 7:23 AM.

nterview with RN #1, on 08/20/15 at 5:50 PM,
i ravealed she responded to a call on 08/15/15

Continued From page 6

call Physician to "with hold CPR" related to no
signs of life, no pulse, no respiration and no blood
praessure.

Interview with the on-calt Physician, on 08/24/15
at 8:13 AM, revealed the facllity did notify him of

_the resident's death. However, per inlerview, he

was not aware Resident #1 was a "Full Code™
status and he would not give an order to withhold
CPR.

; Interview with LPN #2, on 08/20/15 at 4:31 PM,

revealed she had entered Resident #1's room
behind LPN #1 and found the resident with no
pulse; however, she did not initiate GPR. LPN #2
stated she went to the nurse's station to check '
the resident's code status and cali the RN.
Further interview revealed, she identified the
resident io be a "Full Code" status and informed
LPN #1 and RN #1 of the resident's Advance

to the on-cali Physician the resident had expired
and the RN had decided the resident was "too far

the resident sitting on the floor with his/her back
to the bed and leaning to the left side with blood

Resident #1 was pronounced deceased by RN #1

around 7:10 AM or 7:15 AM, from LPN #2

F 155
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" requesting a nurse to pronounce a resident

- deceased. Per interview, RN #1 was not aware

i Resident #1 was a "Full Code" status untll she |

“went fo the nurse's station to document her |

. assessment; however, she did not initiate CPR

¢ because "in my nursing opirion, she had been |
passed for a while", Further inierview revealed, it

. was the facility's policy to iniiate CPR when a

 resident was found in cardiac arrest or
unresponsive and was a "Full Code” status. RN

: #1 stated she did not follow the facility's policy.

Interview with the Director of Nursing (CON), en
: 08/24/15 at 3:09 PM, revealed if a resident was
{ found unresponsive, staff should confirm the _

resident's Advance Directive, and CPR should be
* immediately initiated for any resident with a "Full
: Code" status Advance Directive. Continued

interview revealed staff did not follow the facllity's .
: policy for Resident #1.

" Interview with the Administrator, on 08/24/15 at

. 4:50 PM, revealed Resident #1 had the right to an
! Advance Directive and the residant’s wishes

* shoutd have been honored by the facility and the
staff. Continued interview revealed, staff did not

i follow the facility's policy related to the initiation of

| CPR.

: The facility provided an acceptable credible

: Allegation of Compliance {AOC) on 08/31/15,

s which alleged removal of the LI effactive
08/28/15. Review of the AOC revealed the facility
implemented the following:

11, On 08/15/15, the Director of Nursing (DON)

! reviewed Resident #1's medical record and care

: plan with the following areas of concern identifiad:
“a. The date and fime were missing regarding the

F 1561
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Physician notification on the Nursing Admission

. Assessment b. the Advance Diractive of "Full

{ Cade” status was not care planned on the Inlerim .
Care Plan. ¢. CPR was not immediately initiated
per Resident #1's/Power of Altorney's (POA's) :

: request as indicated on the Advance Directive.

2. Beginning 08/15/15 and concluding on
08/17M15, the DON, Unit Managers, Nursing

i Supervisors or Medical Records staff audited all

| resident Advance Directive/Code
Status/Physician's orders for code status, Care
Plans and State Registered Nurse Aide (SRNA)

: Care Plans.

"3, Beginning 08/15/15 and concluding on
08/1715, the DON, Assislant Director of Nursing

{ (ADON), Unit Managers and Nursing Supervisors

: assessed all residents for any possibie resident

" rights violations. Residents with a Brief Interview
of Mental Status (BIMS) score of eight (8) or

: greater were interviewed and resldents with a

BIMS of less than eight (8) were physically _

assessed for any signs and sympioms of possible

quality of life or resident rights violations.

4, Compliance audits of the admission process
were completed by 08/18/15 of all admissions

- within the previous thirty (30) days. The audits
“were performed by the DON, ADON, Unit
 Managers or Nursing Supervisors of aif resident’s
medical records to include notification of the
Attending Physician, review of the Physician

* Admitting Orders with the Attending Physician
and ensuring professional standards were
followed.,

: 5. The DON, Unit Managers, Nursing
. Supervisers or Medical Records staff completed |
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F 155 ; Continued From page 9
~audits of all resident charts by 08/26/15. The
: Audit included; resident's Advance Directive,
 Physician's Orders, Assessments,
. Multidisciplinary Notes and Care Plan to ensure
i compliance with quality of care delivery.

18, On 08/26/15, all management staff was

" educated by the Regional Nurse Consultant.

i Education included: Advance Directive Policy and
* Procedure, Admission/Physician's Order Policy

f Revised CPR Policy and Procedure, Resident
Rights Pollcy and Procedurs, Quality of Care

i Delivery, Professional Standards and Quality

" Assurance Performance Improvement {(QAPI,

2 7. Bducation for all nursing staff was initiated on

. 0815715 and completed by 08/28/15, wih the

! exception of four {4) fulldime status staff on leave
_and twenty-one {21) part-time siaff. Certified

* staff to notify each of the mandatory education

by the Staff Development Coordinator, Unit
Mangers and Nursing Supervisors, Education

Care Plan Policy and Procedure, Revised CPR
! Policy and Procedure, Resident Rights Policy and

i Standards and QAPI. The education related to
: the policies and procedures was added to the

: training agenda for New Employee Orientation.
:

: 8. Beginning 08/21/15 and concluding on

. 08/24/15, the Staff Development Goordinator,

| Unit Managers and Nursing Supervisors

: gonducted education for all licensed staff (with

| the exception of the part-time staff who were

‘ fetters were sent to the twenty-one (21) pari-time

 included Advance Diractive Policy and Procedure, |
* Admission/Physician Order Policy and Procedure, |

" Procedure, Quality of Care Delivery, Professional ;
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. and Procedure, Cars Plan Policy and Procedure, :

prior to returning to duty. Education was provided ,
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. receiving the required education} on the

* admission policy and procedure, to include:

: clarification of the process for Physician

" notification of new admissions, obtaining

: Admission Orders, the Interim Care Plan and
" professional standards. The dbove education

] Qrientation.

8. On 08/25/15, all Physicians with privileges at
¢ the facility were educated by the DON in regards
. to the admission process and expectations with

* to the Physician's office and the Physician would
1 be cafled for approval of the Orders with a

" Telephone Order written stating the Physician's

¢ review and approval of the Orders.

 performed audits of all personnel files for CPR

“and given to the Regional Nurse Consulfant to

- Seventeen (17} licensed nurses were noted to
have on-line orly CPR certifications.

11, Sixteen (106) of the seventeen (17) staff

- identified to have ondine CPR certifications

i received CPR instruction with hands on

- component by 08/27/15, pravided by the DON, =
certified American Heart CPR Instructor. One (1)
 employee would not be allowed to work until CPR |
i certification with hands on component was

: - obtained.

i
i

- 12, Beginning 08/25/15, the DON, ADON, Unit

' notified by certified letter they could not work until

: was Incorporated into the facility's New Employee

' compliance to include: Discharge Summaries or
: Orders from a discharging facility woutd be faxed °

i 10. Human Resocurces and/or Staff Development
certifications. Audits were completed by 08/25/15

review for nen-compliance with CPR regulations.

| Manager, Nursing Supervisor or Medical Records ; ‘

F155°
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* staff will review all new admissions daily during
the morning clinical meeting to ensure
: compliance with Physiclan notification, Physician
i Orders, Interim Care Plan, Advance Directive,
and Resident Rights. Findings of the review will
. be reported in the Quality Assurance (QA)
 commitlee meeting. The committee consists of
the Medical Director, Administrator, DON, Social
¢ Services Director and at least two (2) other
: department managers, different line staff as
_appropriate, and outside consultants as i
| appropriate. The committee will meet weekly for
*four {4) weeks then monthly to determine the ;
“need for continued education or revision of the
: plan. Based on evaluation, the QA committee will .
" determine at what frequency the ongoing review
_of new admissions will need fo continue.
¢ Concerns identified will be corrected immediately .
* by the DON, ADON, Unit Managers or Nursing
~ Bupervisor and reported to the Administrator to
ensure any needed investigation infliated and
reported guidelines were met.

1 13. The DON, ADON, Unit Managers, or Nursing ;
Supervisor will monitor care delivery as outlined ¢
' per the care plan on five (5} residents per unit per -
- day until immediacy is removed, beginning {
08/25M185, then five (5) residents daily for four (4)
weeks, fo ensure compliance with care delivery

- as outlined by the Care Plan along with

. compliance of Professional Standards :
requirements. Findings will be reported in the QA
comimittee weeldy to determing the further need |
- of sonfinued education or the revisicn of the plan, :

14. Mock codes will be conductad by the DON,

; ADON, Unit Managers, Staff Development
Coordinator ar Nursing Supervisor fwice weeldy, |
| on rotating shifts, for four (4} weeks beginning
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COMPLETION

| 08/18/15, to ensure understanding and

Clinical Managers for education on how o
conduct a code; the Mock cades will be
conducted by the nurses. Findings will be

; reportad to the QA committes weekiy to
*determine compliance and any further need of
. continued education or revision of the plan,

{ Human Resources will track afl Heensed nurses

i ensure compliance with CPR policy, procedure
and governing regulations. Findings and

: compliance will be reported monthly to the QA

“gommittee to determine any need lor education

i of revision of the process.

16. A Regional Nurse or corporats office staff

 site three {3) times weekly for four (4) weeks.
! RegionailCorporate staff will review compliance
_with the plan and will review compliance with

* and review compliance with new or
: re-admissions. During weskly follow-up,

. with comptliance vafidated.
; completed by the Vice President of Operations,
i Nurse Consultant, or Special Projects

! | beginning 00/19/15, ther: waekly for four (4)
: weeks, then monthty.

i 18. A Quality Assurance meeting will be held

_compliance with Code Blue Policy and Procedure.
i The first two {2} mock codes were conducted by

15, The DON, Staff Development Coordinator or

- CPR certification monthly beginning 08/26/15, to

| was on site since 08/19/15 and will remain on site
" daily untit immediacy is removed, then will be on

i policy and procedure of any code blue that ocours
’ guidance and recommendations wili be provided
| 47. Adminisirative aversight of the facility will be

: Administrator daily untit removal of the mmed;acy

I
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. weekly untll immediacy is removed beginning on

" 08/21/15, the for four (4) weeks, then monthly for

. recommendations and further follow up regarding |

{ the stated plan. Based on evaluation, the QA

_committee will determine at what frequency any

1 engoing audits will need to continue. The
Administratar has the oversight to ensure an

- effective plan is in place to meet resident

" well-being and ensure resident rights as well as
an effective plan to identify facility concerns and

timplement a plan of correction to involve all staff
of the facility. Corporate Administrative overmght

: of the Quality Assurance meeting will be

" completed by the Speciat projects Administrator,

. the Regional Vice President of Cperations, ar a

' member of regional staff three (3) times a week
undil immediacy is removed beginning 08/15/15,

i then weekly for four (4) weeks, then monthly.

The State Survey Agency validated the
implementation of the facility's AOC as follows:

1. Review of the facility's investigation of the
incident revealed an audit of Resident #1's
medical record with areas concern noted,

Interview with the DON, on 09/02/15 at 5:20 PM,
. revealed she audited Resident #1's medical
record and identified areas of concern with
immediate implementation of education provrded
to staff,

: 2. Review of the facility's audit of all resident's
- Advance Directive, Care Plans and Physician's
: Orders revealed the Audit tool was printed on

i 081515 and signed by the auditor of sach

i resident's documentation on 08/15/15.

- Interview with the DON, on 09/02/15 at 5:20 PM,
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_revealed she had participated with other
' management staff to audit all resident records to
" verify accuracy of the resident's Advance
Directive, Care Plans and Physician's code status ;
{ order. :

3. Review of the audit tool utilized to interview
i and assess all residents for possible resident
| rights violations revealed management staff
interviewed all resident’s with a Brief Interview for
- Mentai Status (BiIMS) score of eight (8) or greater
- and a physical assessment was completed for
"resident’s whose BIMS was less than eight (8).

Interview with the DON, on 08/02/15 at 5:20 PM,

‘ revealed management staff interviewad or
assessed sach of the facility's residents for any

i signs or symptoms of resident rights violations.

Hinterview with interviewable residents revealed
staff did talk with them regarding their resident

: rights.

L4, The audit tool, dated 081815, utilized to audit ;
previous thirty {30) days facility new admissions
was reviewed. New admissions were audited for
compliance with admission process including: ;
" Physician notification, review of New Admission

" Physician's Orders with Physician and ensuring
professional standards were followed. Areas of
concern identified with the audit were

- documentation in relation fo missing dates and

. times on the Nursing Admission Assessment on
four (4} residents. Review of the education
provided to staff revealed policy and procedures

‘ related to agcuracy of the admission process and ¢
" documentation was provided. Review of the staff |
sign in sheets revealed instruction was provided
beginning 08/15/15 with review of policy and _
" procedure. On 08/28/15, a more comprehensive |
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" education was provided to staff related to the
. policy and procedure.

interview with the DON, on 09/02/15 at 5:20 PM,
: revealed she initiated education o the nursing :
* staff immediately ort 08/15/15. Per the DON, the

Regional Nurse provided comprehensive

: education to the management staff on 08/28/15.

Further interview revealed, after receiving the

. comprehensive educaticn, the managetvent staff :
' were responsible for providing the comprehensive
education to the facility's nursing staff.

E 5. Raview of the audit of each resident's medical

record to include: Advance Direclive, Physician's ¢

{ Orders, Assessments, Multidisciplinary Notes and |
Care Plans was completed by 08/26/15,

 Interview with the DON, on 09/02/15 at 5:20 PM,

revealed she and other management staff

; auditad each resident's medical record to ensure
: compliance with quality of care delivery.

: 6, Review of education provided by the Regional
! Nurse fo all management staff with the sign in

sheet dated 08/28/15 and signed by the Regional |

. Nurse revealed the education provided included:
¢ Cardiopulmonary Resuscltation, Advance

Directives, Physician Visits and Medical Orders,

. Admission Criteria, Care Planning -
| Inferdisciplinary Team, Resident Rights, Quaiity of

Care, Professional Standards, and QA.

| Interview with the Regional Nurse Consultant, on
" 008/02/15 at 5:20 PM, revealed he provided ’
. comprehensive education to management staff
 related to the facility's policies and procedures

" stated above. Continued interview revealed the

: facility revised the CPR policy to include
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F 7555; Continued From page 16
* mandatory hands on skills certification for staff.

i 7. Review of education provided to all nursing

_staff to include: Cardiopulmonary Resuscitation,

i Advance Directives, Physician Visits and Medical |
Orders, Admission Criteria, Care Planning - _

¢ Interdisciplinary Team. Resident Rights, Quality of |

" Care, Profassional Standards, and QA. Review

; of sign in sheets revealed the education was :

" initiated on 08/26/15 and concluded on 08/28/15.

Review of certified letters sent fo twenty-one (21}

| part-time clinical staff related to mandatory :
education prior lo working. Continued review of

i sign-in sheets revealed education for part-time

“clinical staff, non-ficensed staff and non-nursing

: staff continued per AOC. Review of New

" Orientation Agenda for clinical staff, revealed

, education would be provided with corientation

fprocess. Review of audit tool utilized for ;
validation of CPR certification with hands on skills !

: component revealed staff had obtained education |

" with hands on skill component.

| Interview, on 09/01/15 at 10:20 AM with SRNA
#8; at 10:30 AM with SRNA#7; at 10:40 AM with

: SRNA#4, at 10:50 AM with SRNA#2; and, at

" 11:00 AM with SRNA #6 revealed they had all

. been provided education related to
| Cardiopulmonary Resuscitation, Resident Rights, !
~ Quaiity of Care and Professional Standards

: between 08/15/15 and G8/28/15 in a verbal ;
* lecture setting allowing for question and answers. :

! Interview, on 08/20/15 at 5:50 PM with RN #1 and :
at 6:12 PM with LPN #1; on 09/01/15 at 11:15 AM |

with LPN #12; at 11:25 AM with LN #3; at 4:16 |

" PM with LPN #11; at 4,30 PM with LPN #2; at

i 4:45 PM with RN #4; at 5:00 PM with RN #2; at

{5117 PM with RN #3; and, Unit Manager #1 at

F 155
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: 4228 PM, revealed they had all been provided
" education refated to Cardiopulmonary
: Resuscitation, Advance Directives, Physician
. Visits and Medical Orders, Admission Criterfa,
 Care Planning, Resident Rights, Professional :
. Standards, and Quality of Care in a verbal lecture '
" setting allowing for question and answers. ‘

8. Review of the education provided to alf
" licensed staff related to the admission pelicy and
- pracedure revesied the education was initiated on,
F08/21/15 and completed on 08/28/15 after :
: additional education was provided by the
_Regional Nurse Consultant.

_ Interview with the DON, on 09/02/15 at 5:20 PM,

* revealed she had initiated staff education on

. 08/21/15. After receiving comprehsnsive

" education provided by the Reglonal Nurse

: Consultant on 08/26/15, the management team
re-educated staff with the completion date for

Hull-time clinical staff to be 08/28/15.

9. Review of the education provided to all

. Physicians with privilegss to included; clarification !
i of the process for notifying the Physician of new .
. admits and obtaining orders, and the Interim Care !
* Plan and Professional Standards. Further review, ;
: ravealed there was follow up letiers sent fo each
" Physician related to the educations provided.

" 10. Review of the Audit of personnel files for

: CPH certification revealed the Audit was
complefed on 08/25/15 with the Regional Nurse
{ Consultant review on 08/25/16. Data from the
_audit revealed seventesn (17) staff without the

* hands on skill campoenent for CPR certification,

11. Review of the Audit of personnet files for

£ 155!
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CPR ceriifications revealed sixteen (16) of the
i seventeen (17) identified staff without hands on
* skill component CPR certifications had obtained
. certifications with the hands on skills companent.

- Interview with the DON, on 9/02/15 at 5:20 PM,

revealed she was a Certified Amerivan Heart

i GPR Instructor. Further interview revealed, she
had conducted four (4} CPR classes for staff that .

“included the hands on skills component. Per '

{interview, one stafl still remained out of

" compliance with the CPR certification hands on
component and would not be alfowed fo work until:

- appropriate certification was obtained.

12. Review of the Daily New Admission Log,
| revealed new admissions were reviewed daily for -
! compliance with Physician Notification, Physicfan !
Orders, Interim Carea Plan, Advance Direclive, :
- and Resident Rights beginning 08/25/14.

" Interview with the DON on 09/02/15 at 5:20 PM,
revealed areas of concern were identified when

i the audits were initiated on 08/25/15; however, |

tafter staff recaived education, data collected had |
improved, Further interview revealed any issues

. identified would be immediately corrected with

| data reviewed with the QA commitiee weekly for

s four {4) weeks, then monthly with the results of
the coliected data to determine the need for

: additional education or the revision of the plan,

“ 13, Review of documentation monitoring care
defivery as outlined per the resident's care plan,

 revealed five (8) resident care plans per day per

: unit were reviewed by management staff

~ beginning 08/25/15. '

Interview with the DON, on 08/02/15 at 5:20 PM,
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revealed management staff had audited resident |
! care plans daify. Further interview reveated five

. {5) care plans were audited on each unil daily

* since 08/25/15.

; 16. Review of the documentation of a calendar,
" signed by the Regional Nurse and Reglonal Vice
i President of Operations revealed the Regional

Vice President of Operations was on site
: 08/21/15 and 08/28/25. Further review revealed, .
~ the Regicnal Nurse was on site daily from
i 08/16/15 to 09/02/15 with the exception of
08MTHS, f

' 14. Review of documentation of the Mock codes
. revealed they were conducted twice weeklyon
rotating shifts beginning 08/18A15.

Interview, on 08/20/15 at 5:50 PM with RN #1 and .
tat 6:12 PM with LPN #1; on 09/01/15 at 11:16 AM °
CWith LPN #12; at 11:25 AM with LPN #3; at 4156
PPM with LPN #11; at 4:30 PM with LPN #2; at
. 445 PM with RN #4; at 5:00 PM with RN #2; at
1517 PM with RN #3; and, Unit Manager #1 at
4:29 PM, revealad they had all been provided
* education related to Cardiopuimonary
. Rosuscitation and Advance Directives with Mock
- Codes conducted an different shifts.

15, Review of documentation of CPR certification ;
; racking revested the date the certificationwas ¢
" obtained and verification the certification
: contained a hands on skills component.

i Interview with the DON, on 08/02/15 at 5:20 PM,
“revealed the facility had previously been tracking | ;
: CPR expiration dates; however, the facility added - a
“verification of a hands on skills companent to :
; their tracking data to ensure compliance.

i
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| Interview with the Regional Nurse, on 08/02/15 at
' 5:20 PM, revealed he had been in the facility
each day with the exception of 08/17/15.

- Interview with the Administrator on 09/01/15 at
5:20 PM, revealed the Regional Nurse had been
_on site dally since 08/16/15 with the exception of
- Q8/17/15. Interview with Unit Manager #1, on
L 09/01/15 at 4:29 BM, revealed the Regional
Nurse had been on site "seemed like" daily for
fover two (2) weeks.

17. Review of documentation of a calendar,

_signed by the Regional Nurse and Regional Vice

i President of Operations revealed on site

- Administrative oversight was performed by the
Regional Vice President of Operations on

. 08/21/15 and 08/28/15. Furlher review revealed,

| on site Administrative oversight was performed by

" the Regionai Nurse on each day fram 08/16/15 to
09/02/1 5, with the exception of G8/17/15,

| Interview with the Regionai Nurse, on 09/02/15 at :
1 5:20 PM, reveaied he had been on site at the

facility daily since 08/16/15 with the exception of
_08/17/15.

! interview with the Administrator on 09/01/15 at
5:20 PM, revealed the Regional Nurse had been
on site daily since 08/16/15 with the exception of

: D8 7HB. Interview with Unit Manager #1, on

: 09/01/15 at 4:28 PM, reveated the Regional

" Nurse had been on sile "seemed like" daily for
over two {2) weeks.

 18. Review of the QA sign in sheets revealed,
: mestings were conducted on 08/21/15, 08/26/15,
and 08/28/15 with the areas of concern
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F 185 Continuad From page 21
discussed. The Medical Diractor was in
attendance on 08/26/M15.

. Interview with the Administrator, on 09/03/15 at

{11:15 AM, revealed the data obtained from the
audits pefdormed, revealed areas of concern

: related to the Mock codes which were initially

performed. Continued interview revealed, the

_data was analyzed and it was determined

: additional education was needed, Further

" interview revealed the additional education was

: provided with positive dala restdting from ﬂngosng

! Mock codes and audils.
F 281, 483.20(k){(3)(i) SERVICES PROVIDED MELT
35=) i PROFESSIONAL STANDARDS

: The services provided or arranged by the facility
* must meet professional standards of quality.

This REQUIREMENT is not met as evidenced

by

i Based on interview, record review, review of the
facility's policy and review of the Kentucky Board

. of Nursing's (KBN's), "Accountability &

: Responsibility of Nurses" document and Advisory

Opinion Statements (AQS), if was determined the

. facilily failed to have an effective system to

i ensure servicas provided met professional
standards of quality for one (1) of twelve (12)

: sampled residents (Resident #1) regarding

! ensuring nursing staff honored the resident's
Advance Directives and ensuring care planning

; was sufficient to mest the needs of newly

{ admitted residents refated to code sfatus.

: On 08/13/18, Resident #1’s Responsible Party,
: signed Advance Directives requesting the

!

i

i

F155'

F 281,

Q9K

. F281

1. The Director of Nursing reviewed

i Resident #1°s medical record on &/15/15.

¢ During the review of the medical record,
Resident #1°s code status was a fulf code and
the advanced directive was not honored on
8/15/15. The review also revealed that the !
full code status was not care planned per the
advance directive. i

2. All residents charts, to include advance- :
directive, physician orders along with

Physician order sheet, assessments, !
multidisciplinary notes and care plan were
audited by 8§/26/15 by DON, Unit Managers,
Nursing Supervisor or Medical Records to
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‘resident have a Full Code status {(Full Code
; spacifies life saving measuras would be
implemented in the event of cardiac or respiratory ;
 failure) with life-saving measures to include _
. Cardiopulmonary Resuscitation (CPR). Resident!
"#1 also had a Physician's Qrder for a Full Code
i status; however, review of the interim Gare Plan,
dated 08/13/15, revealed no documented !
"evidence the resident was care planned to have a ;
: Full code status. On 08/15/15 at approximaiely
_7:15 AM, when Stale Registerad Nursing s
! Assistant (SRNA) #1 entered Resident #1's room, ;
; found the resident unresponsive, and notified '
“Licensed Practical Nurse (LEN) #1 and #2, the
{1 PN's failed to honor Resident #1's Advance
, Directives regarding Full Code status, LPN #7
' entered Resident #1's room, checked the resident|
: for a puise, could not obtain a pulse, and fafled to |
_initiate CPR as per the resident's Advance
' Directives. LPN #2, then entered Resident #1's
; room, observed LPN #1 checking the resident for ;
" a puisa, want to the nurse's stafion, checked the |
! resident's medical record for code status and
_called Registered Nurse (RN) #1. LPN #2 also
! falied to inftiate CPR as per the resident's !
: Advance Directives. RN #1, who was working on |
" another unit, arrived to Resident #1's room, i
! assessed the resident to have "no hear! rate™ and |
_"no resplrations” and pronounced the resident E
i deceased at 7:23 AM, without prior approval or
; order obtained by the resident's physician. Per
“interview, RN #1 determined Resident#1 was a !
Full Code: however, she did not initiate CPR. ,
. according to the resident's Advance Directives, |

; The facifity's failure to ensure services provided
: met professional standards of quality related to
{ Advance Directives regarding residents’ ;
: requested code status, and ensuring the Intetim

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA {%2) MULTIPLE CONSTRUGTION {¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUEDING COMPLETED
G
185146 B. WING DO/03/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
200 GLENWAY ROAD
FOUNTAIN CIRCLE CARE & REHABILITATION CENTER
WINCHESTER, KY 40391
{X4&31D ) SUMMARY STATEMENT OF DEFICIENCIES 12 PROVIDER'S PLAN OF CORRECTION X5}
PREFIX (EACH DEFICIENCY MUST 8 PRECEDED BY FULL PREFEX {(EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
)
F 281" Continued From page 22 F 281

.ensure compliance with quality of care
:dehvei ¥,

;3. All nursing staff were educated by the
"SDC, SCC, Nursing Supervisors, or Unit

i Managers on the advance directive policy

. and procedure, admission/physician order

“ policy and procedure, care plan policy and
! procedure, resident rights policy and

; procedure, quality of care delivery, and

" professional standards. Education was

! initiated on 8/15/15 with 100% of full time
: licensed nurses completed by 8/28/15, except
for those on LOA, vacation, or suspension,
© which consisted of 4 nurses.

i .

: 4. DON, ADON, Unit Managers, or Nursing

‘ Supervisor will monitor care delivery as

i outlined per care plan on 5 residents per unit,

© per day until immediacy is removed, starting’

! on 8/25/15, then 5 vesidents daily for 4

i weeks, then 3 residents three times per week

; for2 weels, then 5 residents monthly for two

¢ months, :

1 DON, ADONs, Unit Managers Nmsmg i

. supervisor or Medical Records will review all
new admissions daily starting on 8/25/15
during the morning clinical meeting to ensute

I compliance with physician notification,

I physician orders, mterim care plan, advance

. directive, and resident rights. Audits will bé

i completed on all new admissions daily for

| four weeks, then three times per week for two

weeks, then [0% of new admissions monthly

for 2 months. i

FORM CMS-2567{02-68) Previous Versions QObsclete Evan? 12 OWFH1T

Facifity 1D 100074 if continuation sheet Page 23 of 121




PRINTED: 09/18/2015

DEPARTMENT OF HEALTH AND HUMAN SERVIGES EORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X42) MULTIPLE CONSTRUCTION [X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION MUMBER: A. BUILDING COMPLETED
' C
185146 WING - 09/03/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
200 GLENWAY RDAD
FOUNTAIN CIRCLE CARE & REHABILITATION CENT
! LITA NTER WINCHESTER, KY 40391
4o SUMMARY STATEMENT OF DEFICIENCIES 18] PROVIDER'S PLAN OF CORRECTION ; (X353
PREFIX § [EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX | {EACH CORRECTIVE AGTION SHOULD BE P COMPLETION
TAG REGULATORY OR LSC {DENTIFYING INFORMATION) TAG CROSS-REFERENCED T THE APPROPRIATE : DATE

DEFICIENCY)

F 281! Continued From page 23
: Care Plan was sufficient for newly admitied
" residents, caused or is likely to cause serious
i injury, harm, impairment, or death to a resldent.
" Immediate Jeopardy was identified on 08/25/15,
i and was determined to exist on 08/15/15. The

§ 08/25/15,

i The facilily provided an acceptable credible :
_ Allegation of Compliance (AQC) on 08/31/15 with
| the facifity alleging removal of the Immediate
. Jeopardy on 08/29/15. The State Survey Agency
I validated removal of the Immediate Jeopardy as
. alleged, on 08/29/15, prior to exit on 08/03/15, |
P with remaining non-compliance in the area of 42 -
- CFR 483.20 Resident Assessmert, F-281 ata !
i Scope and Severity of a "D" white the facility :
_develeps and implements a Plan of Correction
t and the facility's Quality Assurance (QAY} monitors ;
_ 1o ensure compliance with systemic changes. !

;- The findings inciude:

. Review of the facility's policy, titted "Advance
{ Directives ~ Kentucky” effective 12/2010, revesled ;
it was the policy of the facliity to recognize and
i suppert the use of Advance Directives through
farnily, stall and communily education and to
- encourage the resident's rights to 1
_self-determination through recognition and
| assistance with execufing the directives. Further |
‘review revealed, as fong as the resident was :
. competent to make decisions, his/her wishas
“would be followed to the maximum extent
i possible as diclated by state law and sound
! medical judgment. If a resident became :
{incompetent, but had provided evidence of a I
‘ propetly executed Advance Directive, the facllity |
: would impiement the resident's cholces as g

* facility was notified of the Immediate Jeopardy on

F 281 i DON, ADONs, Unit Managers, Nursing

. Supervisor or Medical Records will review

¢ all deaths that occur in the facility and

; anytime that a “code blue” is called to ensure,

“advanced directives and code status were

¢ foilowed. This will continue to be menitored:

. for all “code blue” that are called in the

¢ facility. This process will be validated by

; comparing the “Emergency Code” sheet to

" the residents current advance directive by the,
DON, ADONs, SDC, or Unit Mangers, :
. The ongoing processes will be discussed in
* the Quality Assurance committee meeting
monthly for three months, for :
: recommendations and for further follow up
i as indicated. The members of the Quality
Assurance committee include, but not limited
i to the Medical Director, Administrator,
Director of Nugsing, Assistant Director of
Nursing, 8DC, Social Services Director, |
Dietician, Quality of Life Director, and Unit,
. Managers.

i
1
i
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. outlined in the document or expressad to the

: appointed agent o the same extent the

. competent resident's wishes would be followad.
" Continued review revealed, all residents would

i receive full resuscitative measures unless a "Do
' Not Resuscitate” (DNR) directive was written in
{ the resident's medicat record and was identified
. In the resident's Advance Directive.

. Review of the facility's poiicy, titted "Resident

* Rights”, reviewed 06/01/15, revealed residents

; had the right to choose a physician, treatment,
"and participate in decisions and care planning.

. Further review revealed, residents were entitled |
o exercise their fights and priviieges to the fullest ;
; extent possible. According to the policy,
“employees had a duty to read and learn the i
[ residents’ rights. k

! Review of the facility's policy, titled i
: "Gardiopulmonary Resuscitation”, undated, | ;
! revealed CPR would be attempted for a resident

. who was found {0 have no palpable pulse and/or

! no discernible respirations, unless there was a

. written Physician's Order to the contrary andfor

- written Advance Directives, Further review

: revealed, should a resident be found

! unresponsive and withou! respirations, a licensed |
; staff member who was certified in CPR would

F prompily initiate CPR for residents who requested
: CPR in their advance directive; who had not

: formuiated an advance directive; or who did not ,
i have a valid "DNR" order, unless it would pose a
: danger fo self or others to Initiate CPR.

| Review of the facility's policy, titled "Death of
: Resident, Documenting”, undated, revealed a ;
| resident may be declared dead by a Licensed
: Physician or Registered Nurse with Physician
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3 authorization in accordance with stale faw,

: Review of the KBN's, "Accountability &
~Responsibility of Nurses™ document revealed
FKIRS 314.021 (2) held nurses individually

: responsible and accountable for rendering safe,
- effective nursing care to clients and for

! judgements exercised and aclions taken in the
- course of providing care.

. (ADS) #36, "Resuscitation”, approved February
' 2008, revealed nurses were “required” to honor
: ihe Advance Directives of "patienis” who had the
_Advance Directives documented in the medical

! record, uniess a Physician or heailtheare facility

. tefused to comply, and the "patient” and

" surrogate were informed of the refusal,

. Review of the facility's policy, titied "Care

! Planning - Interdisciplinary Team", undated,

: revealed the facility's Care

" Planning/Interdisciplinary Team was responsibie
!or the development of an individuatized

: comprehensive care plan for each resident,

residenis' highest obtainable ievel of
independence, Continued review revealed, the
resident, the resident’'s famity andfor the
resident’s legal representative/guardian or

: surrogate were encouraged to pariicipate in the
i development of and revisions to the resident's

: care plan.

i the hospital, with diagnoses including; Syncope,
' Dementia, Alzheimer's Disease and
f Combativeness, Review of the "Advance

* incorporating goals and objectives that lead to the

i Review of the KBN's Advisory Opinion Statament

Review of Resident #1's medical record revealed
; the facility admitted the resident on 08/13/15 from

F 2811

i
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~ Directives/Informed Cansent”, dated 08/13/15
. signed hy Resident #1's Responsible Party,
revealed the Responsible Party had requested
; and consented in the event of death for staff to
! use cardiac compressions or artificial ventilation
to resuscitate the resident.

" Review of the "Nursing Admission Information”
. docurnent dated 08/13/15, revealed the resident's
| Advance Directives had been completed. Review !
~of the Physician’s Orders, dated 08/13/15, :
. revaaled the resident had an order for a Fuit
{ Code status. However, review of the inferim
Care Plan, dated 08/13/15, revealed no
i docurmented evidence the resident was care
* pianned to be a Full Code.

| The State Survey Agency was unabie to reach
" the resident's admitting nurse after multiple
E attempls.

" Review of the Nurse’s Notes dated 08/15/15, not

. timed and documented by LPN #1, revealed LPN |

[ #1 found Resident #1 siiting on the fioor nextto

" the bad with blood on the piliow and ear with no

. pulse found. Further review of the Nole, reveaied

1 no documented evidence LPN #1 immediately
!initiated CPR as per Resident #1's Physiclan's
Order and Advance Bi rechve

: Continued review of the Nurse's Notes, revealed

“a Note dated Q08/15/15, at 7:23 AM, documented

| by LPN #2, which revealed Rasident #1 was

- found sitting beside the bed with his/her back ta

' the bed, feaning to tha left side with "wet" fresh

i blood, from the left ear on the pillow with no

T pu]se, no respirations, no blood pressure and no |

signs of life. Howsver, there was no documented

ev idence LPN #2 immediately initiated CPR as. |

Fost
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" per Resident #1's Physiclan's Order and Advance |
. Dirgctive.

Further review of the Nurse's Notes, revealed an

: entry dated 08/15/15, at 7:30 AM, documented by |

“ RN #1, which revealed Resident #1 was sitting on |

_ the floor with histher back to the bed and lsaning

! to the left side with blood from his/her left ear with -
no heatt rate and no respirations. Per the note,

. Resident #1 was pronounced deceased at 7:23

* AM: however, there was no documanted i
avidence RN #1 immediately initiated CPR as per

! Resident #1's Physician's Order and Advance
Directive,

 Review of the "Provisional Report of Death” form
revealed Resident #1's date and tine of death
, was noted as being on 08/16/15 at 7:23 AM.

. Interview with LPN #1, on 08/20/15 at 6:12 PM,

- revealed on the day shift of 08/15/15, he was the |
" primary nurse for Resident #1. LPN #1 revealed,
he was certified to perform CPR; however, when

i he found Resident #1 on 08/15/15 around 7:16

* AM, he did not initiate CPR. He further siated

LPN #2 entered the resident's room behind him
and did not initiate CPR; however, left the room o'
call the RN for assistance. Per inferview, LPN #1

- did not know if Resident #1 had a "Full Code”

! status and felt the resident required further

" assessment and the RN was more qualified to

. complete that assessment,  LPN #1 further
reveated, he was unfamiliar with the facility's
policy; however, he stated he did not know why

he didn't initiate CPR.,

Interview with LN #2, on 08/20/15 at 4:31 PM,
revaealed she was certified in CPR and had
entered Resident #1's room behind LPN #1 and
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" found the resident with no pulse; however, she

. did not inftiate CPR. LPN #2 stated she went to

! the nurse's station to chack the resident's code
status and call the RN. Further interview

: revealed, she identified the resident to be a "Fuil

 Code” status and even though she did not
immediately initiate CPR, she did inform LPN #1

i and RN #1 of the resident's Advance Directive.

{ LPN #2 reported the resident was “just too far

~gone”, Continued interview revealed, she notified ;

i the on-call Physician of the resident's death. Per :

" interview, [LPN #2 stated she reported to the

. an-call Physician the resident had expired and the

i RN had decided the resident was “too far gone” !

" to perform CPR. LPN #2 stated she "thought"

. she informed the physician of the resident's "Full |

i Code" status with the Physician's verbal response -

facitity's policy, CPR should have been initiated
for Resident #1.

Interview on 08/24/15 at 8:13 AM with the on-call !
Physician, revealed the facllity did notify him of
Resident #1's death; however, he was not
informed Resident #1 had a "Full Code" status
and he did not give an order for CPR 1o be

i withheld,

Interview with RN #1, on 08/20/15 at 5:50 PM,
revealed she was certified in CPR and responded ;
“to a call from LPN #2 on 08/15/15 around 7:10 |
AM or 7:15 AM, requesting a nurse to pronounce

a resident deceased. Continued interview
! revealad, upon arrival to Resident #1's roem she |
: assessed the resident and without obtaining an
arder from the resident's physician prior to

i pronouncing, RN #1, pronounced the resident

: deceased at 7:23 AM. Per interview, she was not .
! aware Resident #1 was a "Full Code” status until

“to be "Oh no, OK”. LPN #2 further stated, per the : .
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: she went fo the nurse's station to decument her
assessment; however, she did not inifiate CPR
i because "in my nursing opinjon, {(she/he) had
_been passed for a while". Further interview

. when a resident was found in cardiac arrest or
‘ unresponsive and had a "Full Code” status and
. she stated she should obtain an order from the
" physictan prior to pronouncing a resident

. facility's policy.

_Interview with the Director of Nursing (DON), on
F08/24/15 at 3:09 PM, revealed should a resident
: be found unresponsive, stalf should verify the

i immediately initiated for any resident with a "Full
~ Code" status Advance Directive. The DON

| stated, per the facility's palicy, prior to

. pronouncing a resident deceased, an arder or

i approval from the resident's physician should be
. obtained by the RN. Continued interview at 4.02
[ PM, revealed a resident's code status should be

: would be the responsibllity of the nurse who

* admits the resident to ensure the Interim Care

i Plan related to Advanced Directive was initiated,
! Further interview revealed her expectation was

¢ for staff to follow the facility's policy and staff did
* not follow the facility's policy.

|

! nterview on 08/24/15 at 4:50 PM, with the
¢ Administrator, revealed residents had a right to
* execufe an Advance Directive and it should be

' plan should include the resident's Advance
i Directive. Continued interview revealed, LPN #1,

i revealed, it was the facility's policy to initiate CPR ;

i deceased. RN #1 reported she did not follow the |

* resident's Advance Directive, and CPR should e |

; documented on the resident's care plan to ensure ;
! appropriate care would be provided. She stated i

| honored by the staff. She stated a resident's care

CLPN #2 and RN #1 should have Initiated OPR for |
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‘Resident #1, who was a Full Code, when they

~the facility's policy did alfow for an RN to

" of the physician. The Administrator reported her
: expectation was for staff to follow the facility's

to the residents.

; The facility provided an acceptable credible

* Aliegation of Compliance (ACQC) on 08/31/15,
_which alleged removal of the 1) effective
' 08/29/15. Review of the AOC revealed the facilit y
lmpiemented the following:

1. On 08/15/15, the Director of Nursing (DON)
| reviewed Resident #1's medical record and care

! Physician notification on the Nursing Admission
: Assessment b. the Advance Directive of "Fuli

! per Resident #1's/Power of Attorney's (POA’s)
" request as indicated on the Advance Directive.

' 2. Beginning 08/15/16 and concluding on

. 08/17/15, the DON, Unii Managers, Nursing

| Supervisors or Medical Records staff audited all
- resident Advance Directive/Code

| Status/Physician’s orders for code status, Care
{ Plans and State Registered Nurse Aide (SRINA)
; Care Plans.

I
: 3. Beginning 08/15/15 and concluding on

08/1 715, the DON, Assistant Director of Nursmg

i assessed all residents for any possible resident

(ADON) Unil Managers and Nursing Supervisors ;

i

! rights viotations. Residents with a Brief Interview

i found the resident non-responsive. Per inferview, |

| pronounce a resident deceased with the approval

" policies to provide a professional standard of care !

 plan with the following areas of concern identified: .
{a. The date and fime were missing regarding the

i Code" status was not care planned on the Interim
_Care Plan. ¢. CPR was not immediately inifated |
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" of Mental Status (BIMS) score of aight (8) or
i greater were inferviewed and residents with a
BIMS of less than eight (8) were physically

_ quality of life or resident rights violations.

“were performed by the DON, ADON, Unit

“medical records to Include notification of the
i Altending Physician, review of the Physician

¢ and ensuring professional standards were
followed.

6. The DON, Unit Managers, Nursing

. audits of alf resident charls by 08/26/15. The

{ Audit included; resident's Advance Directive,
Physician's Orders, Assessments,

~compliance with quality of care defivery.

: 6. On 08/26/15, all management staff was
educated by the Regional Nurse Consultant,

" Rights Policy and Procedure, Quality of Care
: Delivery, Professional Standards and Quality

i and twenty-one (21).part-time staff. Certified

! assessed for any signs and symptoms of possnbie

. 4. Compliance audits of the admission process
 were completed by 08/18/15 of all admissions
. within the previous thirty (30) days. The audits

: Managers or Nursing Supervisors of all resident's |

Admitting Orders with the Attending Physician

! Supervisors or Medical Records staff completed

| Multidisciplinary Notes and Care Plan to ensure

. Education included: Advance Directive Palicy and
{ Procedure, Admission/Physician's Order Policy
. and Procedure, Care Plan Policy and Procedure,

! Revised CPR Poiicy and Procedure, Resident

Assurance Performance improvement (QAP).
5 7. Education for all nursing staff was initiated on

1 08/15/15 and completed by 08/28/15, with the
“exception of four (4} full-time status staff on leave |
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staff to notify each of the mandatory education

! by the Staff Development Coordinator, Unit
! Mangers and Nursing Supervisars. Education

. Admission/Physician Order Policy and Procedure,

: Care Plan Policy and Procedure, Revised CPR

! Paiicy and Procedure, Resident Rights Policy and |
Procedure, Quality of Care Delivery, Professional ¢

. Standards and QAPI. The education refated to

i the policies and procedures was added to the

{ fraining agenda for New Employee Orientation.

. 8. Beginning 08/21/15 and sonchuding on

: 08124115, the Staff Development Coordinator,

! Unit Managers and Nursing Supervisors
conducted education for all licensed staff (with
the exception of the parttime staff who were

receiving the raquired education) on the
admission policy and procedure, to include:
clarification of the process for Physician
notification of new admissions, obtaining
Admission Ordears, the Interim Care Plan and
professionat standards. The above education
was incorporated info the facility's New Employes
Orientation.

19, On 08/25/15, all Physiciane with privileges at
the facility were educated by the DON in regards
! to the admission process and expectations with

. to the Physician's office and the Physician would

- be called for approval of the Orders with a

: Telephone Order written stating the Physician's
review and approval of the Orders,

{atters were sent to the tweniy-ong (21) part-time

_prior to returning to duty. Education was provided

included Advance Directive Policy and Procedure, :

 notified by certified letter they could not work until |

compliance to include: Discharge Summaries or
_ Orders from a discharging facility would be faxed | A

D
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“10. Human Resources andior Staff Development

. performed audits of all personnel files for CPR |

! certificationss.  Audits were completed by 08/25/15 ¢
and given to the Regional Nurse Cansultant to

. review for non-compliance with CPR regulations. ¢

| Seventeen (17) licensed nurses were noted to
have ondine only CPR certifications.

11, Sideen {16) of the seventeen {17) staff
icentified to have on-line CPR certifications

: received CPR instruction with hands on

“component by 08/27/15, provided by the DON, a
certified American Heart CPR Instructor. One {1} ;

i employee wouid not be allowed io work until CPR
certification with hands on component was

. obtained.

" 12. Beginning 08/25/15, the DON, ADON, Unit
Manager, Nursing Supervisor or Medical Records ;
¢ staff will review all new admissions daily during !
" the morning clinical meeting to ensure
compitance with Physician notification, Physician
: Orders, Interim Care Plan, Advance Directive, '
- and Resident Rights. Findings of the review will
. be reported in the Quality Assurance (QA}
; commtitiee meeting. The committee consists of
i the Medical Director, Administrator, DON, Social
Services Director and at least two {2) other
. depariment managers, difierent line staff as
! appropriate, and outside consultants as :
appropriate. The comimitiee will meet weekly for
_four {4) weeks then monthiy to defermine the :
: need for continued education or ravision of the
“ plan. Based on evaluation, the QA committee will |
determine at what frequency the ongoing review |
¢ of new admissions will need to continue.
: Concerns identified will be corrected immediately .
by the DON, ADON, Unit Managers or Nursing !
i Supervisor and reported to the Administrator to

F 281
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" ensure any needed investigation initiated and : :
i reported guidelines were met.

i 13, The DON, ADON, Unit Managers, or Nursing |

" Supervisor will monitor care delivery as outlined

: per the care plan on five (8} residents per unit per !
day until immediacy is removed, beginning

; 08/2518, then five (8) residents daily for four (4}
weeks, 1o ensure compliance with care delivery

i as outlined by the Care Plan along with
compliance of Professional Standards i

: requirements. Findings will be reported in the QA
commitfee weekly to determine the further need |

: of continued education or the revision of the plan. .

i 14. Mock codes will be conducted by the DON,
ADON, Unit Managers, Staff Development

¢ Coordinator or Nursing Supervisor twice weekly,
on rotating shifts, for four {4} waeks beginning

i BBF18/15, to ensure understanding and ;

compliance with Code Blue Poticy and Procedure. -

; The first two (2) mock codes were conducted by |

" Clinical Managers for education on how o '

; conduct a code; the Mock codes will be

- conducted by the nurses. Findings will be

, reparted to the QA committee weekly to

- determine compliance and any further need of

. continued education or revision of the plan.

15. The DON, Staff Development Coordinator or |
; Human Resources will rack all licensed nurses
" CPR certification manthly beginning 08/26/15, to
i ensure compilance with CPR policy, procedure ¢ :
" and governing regulations. Findings and |
. compiiance will be reported monthly to the QA !
" committee to determine any need for education |
. or revision of the pracess. o

_16. A Regional Nurse or corporate office staff _ :
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: was on site since 08/19/15 and will remain on site

: daily until immediacy is removed, then will be on |

" site three (3) times weekly for four (4) weeks.
Regional/Corporate staff will review compiiance

; with the plan and will review compliance with

{ policy and procedure of any code blue that occ:urs
and review compliance with new or

_re-admissions. During weekly follow-up,

: guidance and recommendations will be provided

i with compliance validated.

. 17. Administrative oversight of the facility will be

. completed by the Vice President of Operations,

" Nurse Consuitant, or Special Projects
Adrninistrator daily untif removal of the !mmedlacy

- beginning 09/19/185, then weeldy for four (4)

- weeks, then monthly,

18. A Quality Assurance meeting will be held

. weekly untit immediacy is remaved beginning on

£ 08/21/18, the for four (4) weeks, then monthly for

: recommendations and further follow up regarding
the stated plan. Based on evaluation, the QA
committes will determine at what frequency any

: ongoing audits will need to continue. The

: Administrator has the oversight fo ensure an

" effective plan is in place to meel resident
well-beirg and ensure resident rights as well as

- an effactive plan to identify facility concerns and

s implement a plan of correction to involve all staff

! of the facility. Corporate Administrative aversight !

“ of the Quality Assurance meeting will be
complated by the Special projects Adminisirator,

: the Regional Vice President of Operations, or a

: member of reglonal staff three (3) times a week

" uptil immediacy is removed beginning 08/15/15,
then weekiy for four (4) weeks, then monthly.

The State Survey Agency validated the

F 281,
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impiementation of the facility's AOC as follows:

1. Review of the facility’s investigation of the
incident revesaled an audit of Resident #1's
medical record with areas concerm noted.

| interview with the DON, on 09/02/15 at 5:20 PM,
! revealed she audited Resident #1's medical
record and Identified areas of concern with

- to staff.

{2, Review of the facilily's audit of all resident's
Advance Directive, Care Plans and Physician's
Orders revealed the Audit tool was printed on

: 08/15/15 and signed by the auditer of each

{ resident's documentation on 08/15/15,

Interview with the DON, on 09/02/15 at 5:20 PM,
revealed she had participated with other
management staff to audit ail resident records 1o
¢ verify accuracy of the resident's Advance
. Directive, Care Plans and Physician's code status
~arder,

3. Review of the audit tool ulilized to interview
. and assess all residents for possible resident
! rights violations revealed management staff

- Mental Status (BIMS) score of eight (8) or greater
and a physical assessment was completed for
resident's whose BIMS was less than eight (8).

: Interview with the DON, on 09/02/15 at 5:20 PM,

i revealed management staff interviewed or

| assessed each of the facllity's residents for any

“signs or symptams of resident rights violations.
Intervisw with interviewable residents revealed
staff did talk with them regarding their resident

interviewed all resident's with a Brief Interview for |

immediate implementation of education provided

i
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" rights.

4, The audit toof, dated 08/18415, utilized to audit _

{ previous thirty (30) days facility new admissions |
was reviewed. New admissions were audited for .

f compliance with admission process including: '

. Physician notification, review of New Admission

* Physician's Orders with Physician and ensuring

. professional standards were followed. Areas of

* concern identified with the audit were

i documentation in relation to missing dates and
times on the Nursing Admission Assessment on

i four (4) residents. Review of the education
provided to staff revealed policy and procedures

frelated to accuracy of the admission process and |

_ documentation was provided. Review of the staff |

* sign in sheets revealed instruction was provided

. beginning 08/15/15 with review of policy and

" procedure. On 08/28/15, a more comprehensive

: education was provided to staff related to the :

" policy and procedure,

" Interview with the DON, on 00/02/15 at 5:20 PM,
: revealed she initiated education to the nursing
" staff immediately on 08/15/15. Perthe DON, the ©
i Regional Nurse provided comprehensive i
“education to the management siaff on 08/28/15.
: Further interview revealed, after receiving the :
comprehensive education, the management staff :
i were responsible for providing the comprehensive |
education to the facility's nursing staff. :
. 5. Review of the audit of each resident's medical ;
i record to include: Advance Directive, Physician's |
_Orders, Assessments, Multidisciplinary Notes and !
i Care Plans was completed by 08/26/15.
A I
" Interview with the DON, on 09/02/15 at 5:20 PM,
i revealed she and cther management staff
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" audited each resident's medical record to ensure
compliance with quality of care delivery. ‘

: 8. Review of education provided by the Regional -
! Nurse to all management staff with the sign in
- sheet dated 08/28/15 and signed by the Regional -
Nurse revealed the education provided included: |
Cardiopulmonary Resuscitation, Advance
Directives, Physician Visits and Medical Orders,
Admission Criteria, Care Planning -
interdisciplinary Team, Resident Rights, Quality of
Care, Profassional Standards, and QA. :

interview with the Regional Nurse Consultant, on
09/02/15 at 5:20 PM, revealed he provided
comprehensive education to management staff
: related 1o the facility’s policies and procedures
 stated above. Continued interview revealed the
: facitity revised the CPR policy to Include
: mandatory hands on skills certification for staff.

7. Review of education provided to all nursing
staff to inciude: Cardiopulmonary Resuscitation,
Advance Directives, Physician Visits and Medical

: Orders, Admission Criteria, Care Planning -

‘ Interdisciplinary Team, Resident Rights, Quality of -

¢ Care, Professional Slandards, and QA. Review -

 of sign in sheets revealed the education was

- inltiated on 08/26/15 and concluded on 08/28/15.

" Review of certified letters sent to twenty-onhe {21}
part-time clinical staff refated to mandatory
education prior to working, Continued review of
sign-in sheets revealed education for part-time

: clinical staff, non-licensed staff and nen-nursing

: staff continued per AOC. Review of New

| Orientation Agenda for clinical staff, reveated

¢ education would be provided with orientation

‘process, Raview of audit tool utilized for
validation of CPR certification with hands on skills |
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component revealed staff had obtained educatzon
: with hands on skill componertd. :

~interview, on 09/01/15 at 10:20 AM with SRNA
L8, at 10:30 AM with SRNA #7; at 10:40 AM with
" SRNA#4; at 10:50 AM with SRNA#2; and, at
11:00 AM with SRNA #6 reveaied they had all
: haen provided education related to
Cardiopulmonary Resuscitation, Resident Rights,
. Quality of Care and Professional Standards
 between 08/15/15 and 08/28/15 in a verbal
lecture setting allowing for question and answers.

* Inferview, on 0B/20/15 at 5:50 PM with RN #1 and:
at 6112 PM with LPN #1; an 09/01/156 at 11:18 AM |

. with LPN #12; al 11:26 AM with LPN #3; at 4116 |

PP with PN #11; at 4:30 PM with LPN #2; at :
4:45 PM with RN #4; at 5:00 PM with RN #2; at

. 5:17 PM with RN #3; and, Unit Manager #1 at |

| 4:20 PM, revealed they had all been provided '
education related io Cardiopulmonary

. Resuscitation, Advance Diractives, Physician

| Visits and Medicat Orders, Admission Criteria,

" Care Planning, Resident Rights, Professional

Standards, and Quality of Care in & verbal Jeciure

: setting allowing for question and answers,

8. Review of the education provided to all
licensed staff related to the admission policy and
! procedure revealed the education was initiated on
08/21/456 and completed on 08/28/15 after
- additional education was provided by the
! Regional Nurse Consultant.

: Interview with the DON, on 09/02/15 at 5:20 PM,
i revealed she had initiated staff education on
CQ8/21/15. After receiving comprahensive
“education provided by the Regional Nurse
Consuftant on 08/26/15, the management team
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. re-educated staff with the completion date for
" full-time clinical staff to be 08/28/15.

1 9. Review of the education provided (o all

: Physician refated to the educations provided.

10, Review of the Audit of personnel files for
" CPR certification revealed the Audit was

[ 1. Review of the Audit of personnel files for

 revealed she was a Certified American Heart

included the hands on skills component. Per
! interview, one staff still remained out of

appropriate cerlification was obtained.

12. Review of the Daily New Admission Log,

¢ and Resident Rights beginning 08/25/15.

Physiclans with privileges 1o included; clarification :
i of the process for notifying the Physician of new

admits and obtaining orders, and the interim Care |
: Plan and Professionat Standards. Further review,

revaaled there was follow up letters sent to each

: completed on 08/25/15 with the Reglonal Nurse
" Consultant review on 08/25/15. Data from the

. audit revealed seventeen (17) staff without the

" hands on skill component for CPR certification,

- CPR certifications revealed sixiean (16) of the

i saventeen {17) identified staff without hands on
skill component CPR certifications had cbtained !

i certifications with the hands on skilis component. |

: Interview with the DON, on 8/02/15 at 5:20 PM,

. CPR Instructor. Further interview revealed, she
- had conducted four {4) CPR classes for staff that |

* compliance with the CPR certification hands on |
camponent and would not be allowed 1o work untt!

* revealed new admissions were reviewed dally for
. compliance with Physician Notification, Physician
* Orders, Interim Care Plan, Advance Directive, ;
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| Interview with the DON on D9/02/15 at 5:20 PM,
" revealed areas of concern were identified when
_the audits were initiated on 08/25/15; however,
: after staff received education, data cellected had
“improved. Further interview revealed any issues |
identified woutd be immediately corrected with :
: data reviewed with the QA committee weekly for
: four (4) weeks, then monthly with the resuits of
the collecied data to determine the need for
. additional education or the revision of the plan.

"13. Review of documentaticn monitoring care

_delivery as outliined per the resident's care plan,

! revealed five (5) resident care plans per day per

" unit were reviewed by management staff
beginning 08/25/15.

 Interview with the DON, on 09/02/15 at 5:20 PM,
revealed management staff had audited resident
care plans daily. Further interview revealad five

i {5) care plans were audiled on each unit daily

‘since 08/25/15.

14. Review of documentation of the Mock codes
revealed they were conducted twice weekly on
: rotating shifts beginning 08/18/15,

. Interview, on 08/20/15 at 5:50 PM with RN #1 and
at 612 PM with LPN #1; on 09/01/15 at 11:15 AM |
L with LPN #12; at 11:25 AM with LPN #3; at 4:16 :
- PM with LPN #11; at 4:30 PM with LPN #2; ot

- 4:45 PM with RN #4; at 5:00 PM with RN #2; at
5:17 PM with RN #3; and, Unit Manager #1 at
4:29 PM, revealed they had all been provided

" education related to Cardiopulmonary
Resuscitation and Advance Directives with Mock
Codes contduciad on different shifts.

£ o8t

i
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18. Review of documentation of CPR certification
tracking revealed the date the certification was ¢
obtained and verification the certification
. contained a hands on skills component.

Interview with the DON, on 09/02/15 at 5:20 PM,
revealed the facility had previously been fracking |
CPR expiration dates; howsver, the facility added !
. verification of a hands on skills component to

! their tracking data to ensure compliance.

“16. Review of the documentation of a calendar,
signed by the Ragional Nurse and Regional Vice
President of Operations revealed the Regional

. Vice President of Operalions wag on site

: 08/21/15 and 08/28/25. Further review revealed,

: the Regional Nurse was on site daily from
08/16/15 to 09/02/15 with the exception of
08175,

| Interview with the Regional Nurse, on 09/02/15 at .
i 5:20 PM, revealed he had been in the facility
- each day with the exception of 08/1 7115,

interview with the Administrator on 09/G1/15 at
5:20 PM, revealed the Regional Nurse had been
: on site daily since 08/16/15 with the exception of
08117115, Interview with Unit Manager #1, on
00/01/15 at 4:29 PM, revealed the Regional
Nurse had been on site "seemed like" daily for
aver lwo (2) weeks.

17. Review of documentation of a calendar,
* signed by the Regional Nurse and Regional Vice
President of Operations revealed on site
Administrative oversight was performed by the
Regional Vice President of Operations on :
L 08/21/15 and 08/28/15. Further review revealed, |
an site Administrative oversight was performed by

F 281,
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1 09/62/18, with the exception of 08/17/15.

| Interview with the Regicnal Nurse, on 09/02/15 at |
5:20 PM, reveated he had been on site at the

i facility daily since 08/16/15 with the exception of

T 08/17/15.

" Interview with the Administrator on 09/01/15 at !

. 5:20 PM, revesled the Regional Nurse had been |

'on site daily since 08/16/15 with the exception of -

. 08/17/15. interview with Unit Manager #1, on

L 09/01/15 at 4:29 PM, revealed the Regional

_Nurse had been on site "seemed like" daily for

! over fwo (2) weeks.

i 18. Review of the QA sign in sheets revealed,

" meetings were conducted on 08/21/15, 08/26/15,
i and 08/28/15 with the areas of concern

" discussed. The Medical Director was in
, attendance on 08/26/15.

. Interview with the Administrator, on 09/03/15 at
i 11:15 AM, revealed the data obtained from the
" audits performed, revealed areas of concemn !
 related to the Mock codes which were initialty
“performed, Continued interview revealed, the
i data was analyzed and it was determined
" additional education was needed. Further
j interview revealed the additional education was
i provided with positive data resufting from ongomg ,
. Mock codes and audits. H
F 309! 483.25 PROVIDE CARE/SERVICES FOR
$5=J: HIGHEST WELL BEING

i .
! Eiach resident must receive and the facility must
; provide the necessary care and services to attain :
: or maintain the highest practicable physical, :

the Regiohal Nurse on each day from 08/16/15 to |

F 281

Faogj % .78

: 1. The Director of Nursing reviewed Resideg:lt %
i #1’s medical record on 8/15/15. During the:
. review of the medical record, Resident #1°s:
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i and plan of care.

by:

F 309} Continued From page 44

" mental, and psychosocial well-being, in
aceordance with the comprehensive assessment |

i This REQUIREMENT is not met as evidenced

Based on interview, record review, and review of
the facility's policy, & was determined the facility
failed fo have an effective system in place to
ensure each resident receivad Cardiopuimonary
Resuscitation {CPR) according to established
professional standards, the Advanced Directives,
and requested code status, for one (1) of twelve
' {12) sampled residents (Resident #1).

On 08113/15, Resident #1's Responsible Party
(RP) signed Advance Directives requesting the
' resident have a Full Cade status (Full Code

indicates life-saving measures were {0 be :
implemented in the event of cardiac or respiratory |
faflure), to include CPR. However, on 08/15/15 at -
approximately 7:15 AM, when State Registered
Nursing Assistant (SRNA) #1 entered Resident

F 309| code status was a full code and the advanced
" directive was not honored on 8/15/15. The :
review also revealed that the full code status

¢ was not care planned per the advance

i directive.

. 2. All residents charts, to include advance

i directive, physician orders along with

Physician order sheet, assessments,

muftidisciplinary notes and care plan were |

audited by 8/26/15 by DON, Unit Managers,:

¢ Nursing Supervisor or Medical Records to
ensure compliance with quality of care

i delivery.

3. All nursing staff were educated by the

. 8DC, SCC, Nursing Supervisors, or Unit

: Managers on the advance directive policy

* and procedure, CPR policy and procedure,

. admission/physician order policy and

¢ procedure, care plan policy and procedure,

: resident rights policy and procedure, quality,
of care delivery, and professional standards.’
Education was initiated on 8/15/15 with
100% of full time licensed nurses completed
by 8/28/15, except for those on LOA, :

_#1's room and found the resident fo be

unresponsive, she nofified Licensed Praclical

Nurses (LPNs) #1 and #2, who failed to honor the

resident's Advance Directives for Full Code

“glatus. LPN #1 entered Resident #1's room,
: checked Resident #1 for a pulse without success |

and falled to infiate CPR according to the

resident's Advance Directives, LPN #2 entered
Resident #1's room, observed LPN #1 checking
" the resident for a pulse, went to the Nurse's
Station and checked the resident's chart for code

status and called Ragistered Nurse (RN) #1.

LPN #2 also failed to infliate CPR according to

vacation, or suspension, which consisted of 4
nurses. Prior to returning back to work, these
4 nurses will have to complete the educatlon
listed above. :

4. Mock codes will be conducted by the
DON, ADON, Unit managers, SDC or
Nursing Supervisor to ensure understanding
and compliance with Code Blue policy and :
procedure twice weekly on rotating shifts for
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F 309 Continued From page 45

! the resident's Advance Directives. RN #1, who
was on another unit, arrived to Resident #1's

. room, assessed the resident 1o have "no heart

" rate" and "no respirations” and prenounced the
resident deceased at 7:23 AM. Per interview, RN .
- #1 determined Resident #1 was Full Code status, :
' but she did not initiate CPR according fo the
resldent's Advance Direclives.

The facility's faiture 1o provide the necessary care .
and services related to the resident's requested
: Full Code status and the provision of CPR, has
caused or is tkely to cause serious injury, harm,
. impairment, or death o a resident. Immediate
! Jeopardy was Ideniified on 08/25/15, and was :
determined to exist on 08/15/M15, The facility was
: notified of the Immediate Jeopardy on (08/25/16.

The facility provided an acceplable credible

AI agation of Compliance (ACC) on 08/31/156 with
{ the facility alleging removal of the Immediate
Jeopardy on 08/29/15. The State Survey Agency
valadaied removal of the immediate Jeopardy as
azieged on 08/29/15, prior té exit on 6903415,
" with remaining non- compliance in the'area of 42
CFR 483.25 Quality of Care F-309 at a Scope
and Sevarity of a "'D" while the {acllity develops
and implements a Plan of Correction and the
. facility's Guality Assurance (QA) monitors to
ensure compllance with systemic changes.

The findings include:

Review of the facility’s policy titled "Advance
Directlves - Kentucky”, effective 12/2010,

revealed i was the paolicy of the facility fo
racognize and support the use of Advance
_Directives through family, staff and community

- education, and to encourage the resident's rights .

F 306 4 weeks starting on 8/18/15, then once per

" week for 4 weeks, then monthly.

* DON, ADON, Unit Managers, or Nursing
Supervisor will monitor care delivery as

. outlined per care plan on 5 residents per unit
per day until immediacy is removed, starting,

. on 8/25/15, then 5 residents daily for 4 '

" weeks, then 5 residents three times per week

. for 2 weeks, then 5 residents monthly for two

" months.

: The ongoing processes will be discussed in
the Quality Assurance committee meeting

i monthly for three months, for
recommendations and for further follow up

- as indicated. The members of the Quality
Assurance commtittee include, but not limited

~ to the Medical Director, Administrator, :

" Director of Nursing, Assistant Director of

~ Nursing, SDC, Social Services Director,

: Dietician, Quality of Life Director, and Umt
Managers. :
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! fo salf-determination through recognition and
assistance with executing such direciives,
Further review revealed, all residents would

i receive full resuscitative measures unless a "Do

: Not Resuscitate" (DNR) directive was written in

! the resident’s medical record and was identified
in the resident's Advance Directive.

: Review of the facility's policy, titled

 “Cardiopuimonary Resuscitation”, undated,

' revealed CPR would be attempied for any
resident who was found to have no palpable
pulse andfor no discernible respirations, unless

- there was a written Physician’s Order to the

: confrary and/or written Advance Directives.

: Continued review revealed, should a resident be
found unresponsive and without respirations, a
licensed staff member who was certified in CPR

: woulkd promptly initiale CPR for residents who

have requested CPR in their advance directive;

who have not formulated an advance directive;

! and, who do not have a valid "DNR" order or

" unless it would pose a danget to self or others t©

initiate CPR.

Review of Resident #1's clinical record revealed

diagnoses which included Syncope, Dementia,
! Alzheimer's Disease and Combativeness,
" Review of the "Advance Directives/Informed
~ Consent", signed by Resident #1's RP on
: 08/13/15, revealed the RP had requested and
' consantad in the event of death for staff to use
I cardiac compressions o artificial ventilation to
| resuscitate the resident. Review of the "Nursing
| Admission Information” dated 08/13/18, revealed
' Resident #1's Advance Directives had been
- completed. Review of the Physician's Order,
- dated 08/13/15, revealed the resident had an

fhe Tacility admitted the resident on 08/13/15, with |
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: order for a Full Code status.

| Review of the Nurse's Note, dated 08/15/15, nat |

- timed, completed by LPN #1, revealed LPN #1 !
found the resident sitting on the floor next to the
bed with blood on the pillow and ear, with no

: pulse found. However, there was no documented :

- evidence LPN #1 immediately initiated CPR for

| Resident #1's as per Physician's Orders and
Advance Directive.

. Review of LPN #1's "Interviewer Statement”,
: dated 08/18/15, documented by the Director of |
i Nursing (DON), revealed LPN #1 found Resident
“3#1 slumped in a sitting position against the fow
hed leaning toward his/her left side. According to
the statement, LPN #1 immediately checked for a
carotid puise with no pulse found. Further review, |
 revealed LPN #2 came into the room and LPN #1 |
{ continued assessing Resident #1 and found ‘
 blood on histher pillow and coming from the
: resident's left gar. Further review of the
Statement, revealed LPN #1 called for an RN.
According to the Statement, after RN #1 arrived, |
LPN #1 and RN #1 assessed the resident for any |
type of injury or trauma with no bruises, abrasions
of knots noted. Per the Statement, LPN #2
obtained an order from the on-call Physician to
withhold CPR related o the resident being
: deceased.

*nterview with LPN #1, on 08/20/15 at 8:12 PM,

: reveated he was the primary nurse for Resident

- #1 on the day shift of 08/15/15. LPN #1 revealed
' he was certifled to perform CPR; however, when
' he found Resident #1 on 08/15/15 around 7:15 |
' AM, he did not initiate CPR. He further stated -
' LPN #2 entered the resident's room behind him
" and did not initiate CPR, but left the room to call
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“the RN for assistance. LPN #1 revealed, at the
time of the incident, he did not know if Resident
#1 had a "Full Code” status and felf the resident
requirad further assessiment stating the RN was

- more quatified to complete that assessment.

¢ LPN #1 further stated he was unfamiliar with the

: facility's poficy; however, stated he did not know

: why he didn't infiate CPR.

Review of the Nurse's Note dated 08/15/15, at
7:23 AM, completed by LPN #2, revealed the
_resident was found sitting beside the bed with
. his/her back to the bed, leaning to the left side
L with "wet" fresh blood, from the left ear on the
 pillow, with o pulse, no respirations, no blood
" pressure and no signs of life. However, there
was no documented evidence LPN #2
immediately initiated CPR for Resident #1's as
per the resident's Physician's Orders and
Advance Directive.

: Review of LPN #2's "Witness Statement”, dated |

| 08/15/15, revealed Resident #1 had been awake

i and walking up and down the haflway until 2:50 :

| AM. According o the Statement, Resident #1

' was seen during rounds at 5:00 AM lying in

" his/her bed, sleeping with a baby doll in his/her

‘arms. Further review of the Statement revealed

L PN #2 was called o Resident #1's reom by a
SRNA. LPN #2 found the resident deceased at
7:23 AM.

|nterview with LPN #2, on 08/20/15 at 4:31 PM,
. revealed she had entered Resident #1's room
: behind LPN #1 and found the resident with no
¢ pulse; and although she was certified in CPR, she
 did not initiate CPR. LPN #2 stated she leftthe
! resident's room to go to the nurse's station to 1
: check the resident's code status and call the RN. !

F 309,

FORM CMS-2867(02-99) Previous Verslans Obsolele Event iD:OWFHT

Faciiity 1D: 100074 if continuation

sheet Page 49 of 121

B




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

PRINTED: 09M8/2015
FORM APPROVED
OME NOQ. 0938-0391

TAG REGULATORY ORLSC IDENTIFYING INFORMATION) : TAG

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION {¥3) DATE SURVEY
AND PLAN GF CORREGTION DENTIFICATION NUMBER: £ BUILDING COMPLETED
C
185146 8. WiNG 09/03/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. LITY, STATE, ZiP CODE
FOUNTAIN CIRCLE CARE & REHABILITATION CENTER 200 GLENWAY ROAD
WINCHESTER, KY 40391
XN SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION . X5}
PREFIX | {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {FACH CORRECTIVE ACTION SHOULD BE | COMPLETION
CROS$S-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

£ 308, Continued From page 49 F 309

'LPN #2 reveated, she identified the resident ta be |
~a "Full Code" status and even though she did not
{immediately initiate CPR, she did inform LPN #1
“and RN #1 of the resident's Advance Directive.

. LPN #2 stated, the resident was "just too far
fgone”. Per interview LPN #2 notified the on-call
Physician the resident had expired and the RN

: had decided the resident was "too far gone” to
“perform CPR. LPN #2 further stated she
"thought” she informed the physician of the
{ residant's "Full Cede” status with the Physician's
" verbal response to be "Oh no, OK". Continuad
. interview revealed the Physician did not staie to
{ her to "withhold CPR". LPN #2 revealed per the
facllity's policy, CPR should have been initiated |
; for Resident #1. !
Interview with the on-call Physician, on 08/24/15
: at 8113 AM, revealed he was nolified by the
! facility of Resident #1's death; however, he was
not informed Resident #1 had a "Full Code”
 status and he did not give an order for CPR to be -
- withheld, further stating "that is not an arder |
wolld give".

: Further review of the Nurse's Notes, revealed a
Note dated 08/15/15, at 7:30 AM, completad by
| RN #1, which revealed Resident #1 was sitling on .
: the floor with his/her back to the bed and leaning !
to the left side with blood from histher left ear with
: no heart rate and no respirations. Accordingto
 the Note, Resident #1 was pronounced deceased |
at 7:23 AM; however, there was no documented |
{ evidence RN #1 immediately initiated CPR as per :
i Resident #1’s Physician's Order and Advance
Directive.

Review of BN #1's "Witness Statement”, dated
(8/15/15, revealed the nurse was called to
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another unit at approximately 7.15 AM to
pronounce the passing of aresident. Per the
_Statement, upon entering Resident #1's room, the |
! resident was observed to be in a sitting position '
 on the floor with hisfher back against the bed.
| The Statement revealed Resident #1 was cold to -
- touch with no respirations, no audible or palpable
heart rate, color was pale and mottled with no
obvious injuries. According to the Statement, RN
#1 pronounced death at 7:23 AM.

 Interview with RN #1, on 08/20/15 at 5:50 PM,

: revealed she was working on another unit and

‘responded to a call from LPN #2 on 08/15/15
around 7:10 AM or 7:15 AM, requesting & nurse
to pronounce a resident deceased. Continued
interview revealed with RN #1 revealed on arrival !

_to Resident #1's room she assessed the resident -

- and pronounced the resident deceased at 7123

| AM. RN #1 revealed she was not aware Resident:

 ##1 was a "Fult Code” status until she went to the

i nurse's station to document her assessment;

- howaever, she did hot initiate CPR because "In my

" nursing opinion, (shefhe) had been passed fora
white". Continued interview revealed, it was the
facility's policy to initiate CPR when a resident
was found in cardiac arrest or unresponsive and
was a "Full Code" status, However, RN #1

. revealed she did nat follow the facllity's policy.

! Interview with the Director of Nursing (DON), on

| 08/24/15 at 3:09 PM, reveaied the facility's policy -

: refated to resuscitation of a resident was to :

| immediately initiate CPR for a resident found

L unresponsive without a pulse or respirations and |

fto continue CPR until the Physician gave an order |
to stop, or Emergency Medical Services (EMS) |
arrived to fransport the resident {o the hospital.
Continued interview revealed, staff should not
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" with hold CPR while attempting to contact the
resident's Physician. Per interview, staff did not
: follow the facility's policies and CPR should have
! been immediately initiated for Resident #1 when
hefshe was found unresponsive.

' Interview with the Administrator, on 08/24/15 at

policy related to the initiation of CPR. Per
i interview, her expectation was for staff to initiate
* CPR immediately for any "Full Code" status
resident found fo be unresponsive and without
signs of life. The Administrator stated LPN #1,

" Resident #1, who was a Full Coda, when they
found the resident rxorz-respanslve.

The facility provided an accepiable credible
Allegation of Compliance {AOC) on 08/31/15,
which alleged removal of the 1J effective

: implemented the following:

1. On 08/15/15, the Director of Nursing {DON}
i reviewed Resident #1's medical record and care

a. The date and time were missing regarding the
Physician nofification on the Nursing Admission

: Assessment b. the Advance Directive of "Fulf

: Code" status was not care planned ob the interim

" Care Plan. ¢. CPR was not immediately initiated
per Resident #1's/Power of Attorney's (POA's)
request as indicated on the Advance Directive.

: 2. Beginning 08/156/16 and concluding on
08/17/15, the DON, Unit Managers, Nursing

. Supervisors or Medical Records staff audited alf

i resident Advance Directive/Code

* Status/Physician's orders for code sfatus, Care

4:50 PM, revealed staff did not follow the facility's |

: LPN #2 and RN #1 should have initiated CPR for |

1 08/29/15. Review of the AOC revealed the fac‘mty

i plan with the following areas of concem identified: ;
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i Plans and State Registered Nurse Aide (SRNA)

_ Care Plans.

3. Beginning 08/15/15 and concluding on -
: 08/17/15, the DON, Assistant Director of Nursing
(ADON}, Unit Managers and Nursing Supervisors
t assessed all residents for any possibio resident |
_rights violations. Residents with a Brief Interview
" of Mentai Status (BIMS) score of eight (8) or

. Oreater were interviewed and residents with a

! BIMS of less than eight (8) were physically

. assessed for any signs and symptoms of possnble
" quality of life or resident rights violations,

" 4. Compliance audits of the adimission process

. were completed by 08/18/15 of all admissions

* within the previous thirty {30) days. The audits |
; wera performed by the DON, ADCN, Unit :
" Managers or Nursing Supervisors of all resident's
. medical records to include notification of the

* Attending Physlician, review of the Physician

. Admitting Orders with the Attending Physiclan
“and ensuring professional standards were
_followed.

- 5. The DON, Unit Managers, Nursing

* Supervisors or Medical Recards staff completed
_audits of all resident charts by 08/26/15. The

i Audit included; resident's Advance Direclive,
Physician's Orders, Assessments,

| Multidisciplinary Notes and Care Plan to ensure
_compliance with guality of care delivery.

6. On 08/26/18, alt management staff was i
: educated by the Regional Nurse Consultant. ;
" Education included: Advance Directive Policy and | '
i Procedure, Admission/Physician’s Order Policy
" and Procedure, Care Plan Policy and Procedure, |
! Revised CPR Policy and Procedure, Resident
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_Rights Policy and Pracedure, Quality of Care
i Delivery, Professional Standards and Quality
~Assurance Performance Improvemant (QAPY,

7 7. Education for all nursing staff was initiated on
; 08/15/15 and completed by D8/28/15, with the

. and twenty-one (21} part-time sfaff, Certified
. staff to notify each of the mandatory education

_ by the Staff Development Coordinator, Unit
 Mangers and Nursing Supervisors, Education

" exception of four {4} full-time status staff on leave :
" letiers were sent to the twenty-one (21) part-time |

" prior to returning 1o duty. Education was provided
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Orientation.

. 8. On 08/25/18, all Physicians with privileges at
: the facility were educated by the DON'in regards

included Advance Direclive Policy and Procedure, .

: Admission/Physician Order Policy and Procedure, |

Care Plan Policy and Procedure, Revised CPR

. Policy and Procedure, Resident Rights Policy and
Procedure, Quality of Care Delivery, Professional

: Standards and QAP!. The education related to

: the policias and procedures was added to the

_training agenda for Mew Employee Orientation.

8. Beginning 08/21/15 and concluding on
: 08/24/15, the Stalf Development Coordinator,
* Unit Managers and Nursing Supervisors
. conducted education for all licensed staff {with
! the exception of the part-time staff who were

nofified by certified letter they could not work unti |

! receiving the required education} on the

" admission policy and procedure, to include:
. clarification of the process for Physician :
! notification of new admissions, obtaining

Admission Orders, the Interim Care Plan and

| professional standards. The above education

was incorporated into the faciiity's New Employee
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“ to the admission process and expectations with

. compliance to include: Discharge Summaries or .

* Orders from a discharging facility would be faxed

. to the Physician's office and the Physician would

" be called for approval of the Orders with a

i Telephone Order written stating the Physician's
review and approval of the Orders.

. 10. Human Resources andfor Staff Development .
! performed audits of alf persennel files for CPR
 certifications. Audits were completed by 08/25/15
* and given to the Regional Nurse Consultant to

. review for non-compliance with CPR regulations. !
" Seventaen (17) licensed nurses were noted to

; have on-line only CPR certifications.

i 11. Sixieen {16} of the seventeen (17) siaff
identified to have on-line CPR certifications
received CPR instruction with hands on

component by 08/27/15, provided by the DON, a

: certified American Heart CPR Instrucior. One (1)

employae would not be allowed to work until CPR |

E certification with hands on component was
~abtained,

12, Beginning 08/25/15, the DON, ADON, Unit
i Manager, Nursing Supervisor or Medical Records

staff will review all new admissions daily during

i the morning clinical meeting to ensure

compliance with Physician notification, Physician

i Orders, Interim Care Plan, Advance Directive,
"and Resident Rights. Findings of the review will
: be reported in the Quality Assurance {QA)
committee meeting. The commitiee consists of

the Medical Director, Administrator, DON, Social
Services Director and af least two (2) other

i department managers, different line staff as
appropriate, and outside consultanis as
i appropriate. The committee will meet weekly for

F 3091
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“four (4) weeks then monthly to determineg the
need for continued education or revision of the
: plan. Based on evaluation, the QA committee wili °
determine at what frequency the ongoing review
of new admissions will heed f¢ continue.
i Concerns identified will be corrected immediately
- by the DON, ADON, Unit Managers or Nursing ¢
Supervisor and reported o the Administrator to
! ensure any needed investigation initiated and
“reported guidelines were met.

i 13. The DON, ADON, Unit Managers, or Nursing .

" Supsrvisor will monitor care delivery as outlined
per the care plan on five {5) residerts per unit per

: day until immediacy is removed, beginning

* (08/25/15, then five (5) residents daily for four {4)
weeks, to ensura compliance with care delivery

i as outlined by the Care Plan along with

: compliance of Professional Standards 5
requirements. Findings will be reported in the QA

- committee weekly to determine the further need |

: of continued education or the revision of the plan. |

. 14. Mock codes will be conducted by the DON,
: ADON, Unit Managers, Staff Development
* Coordinator or Nursing Supervisar twice weekly,
on rotating shifts, for four (4) weeks beginning |
; 08/18/15, to ensure understanding and i
: compliance with Code Blue Policy and Procedure.
The first two (2) mock codes were conducted by |
. Clinicat Managers for education on how to :
| conduct a code; the Mock codes will be :
! conducted by the nurses. Findings will be i
reported to the QA committee weekly to
. determine compliance and any further need of
¢ continued education or revision of the plan.

15. The DON, Staff Development Coordinator or
| Huran Resources will track all licensed nurses '
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' CPR certification monthly beginning 08/26/15, to
ensure compliance with CPR policy, procadure
“and governing regulations, Findings and
. compfiance will be reported monthiy to the QA
 pommittee to defermine any need for education
or revision of the process.

i 16. A Regional Nurse or corporate office staff |

! was on site since 08/19/15 and will remain on site

~ daily until immediacy is removed, then will be on
site three (3) times weekly for four (4} weeks,

. Regional/Corporate staff will review compliance

: with the plan and will review compliance with

* policy and procedure of any code blue that ocours |
and review compliance with new or
re-admdssions, During weekly follow-up,

| guidance and recommendations will be provided

: with compliance validated,

17. Administrative oversight of the facility will be
_completed by the Vice President of Operations,
i Nurse Consultant, or Special Projects :
f Administrator daily untit removal of the immediacy
- beginning 09/19/15, then waekly for four (4}
weeks, then monthly,

: 18. A Quality Assurance meeting will be held

- weekly until immediacy is removed beginning on

- 08/21/15, the for four {4) weeks, then monthly for

" recommendations and further follow up regarding -

_the stated plan. Based on evaluation, the QA

- committee will determine at what frequency any

! ongoing audits will need fo continue. The

i Administrator has the oversight to ensure an

! effective plan is in place lo meet resident
wall-being and ensure resident rights as well as

. an effective plan to identify facility concerns and

{ implement a plan of correction to involve all staff !

 of the faciiity. Corporate Administrative oversight .
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