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F 000 | INITIAL COMMENTS Fogp| Disclaimer:
Stgnatore Healthcare of Pikeville
| An abbreviated standard survey (KY20198} was does not belleve and does not admit
- conducted on 05/22-23/13. The complaint was " that any deficiencies existed either
. substantiated with deficient practice identified at ! pefore, during ot after the survey,
"D level. The Facility reserves all rights to
F 315 | 483.25{d) NO CATHETER, PREVENT UTI, F 315| contest the survey findings through
gs=03 | RESTORE BLADDER informal dispute reselution, formal
appeal proceedings or any
Based on the resident's comprehensive administrative or legal proceedings.
assessment, the facility must ensure that a This pian of correction is not meant
resident who enters the fadility without an to establish any .standard of care, !
indwelling catheter is not catheterized uniass the contract obligation or position and
: resident's clinical condificn demonstrates that : the Fam_my Feserves all rigitts 10 raise
: . ) . ¢ all possible contentions and defenses
: catheterization was necessary; and a resident . . o .
: T A . . - in any type of civil of criminal claim,
- who is incontinent gf bladder receives appraprigte " action or proceeding, Nothing
Frea@ent and services o prevent urinary tract contained in this plan of correction
mfec?lons and to restore as much normal bisdder should be considered as a waiver of
function as possible. eny polentizlly applicable Peer
Review, Quality Assurance or self
: critical examination privilege which
This REQUIREMENT is not met as evidenced the Facility does not waive and
by: ' reserves the right to assert in any
Based on interview, record review, and facifity adeninistrative, ¢ivil or criminal
policy review, it was determinad the facility failed clatm, action or proceeding. The
o ensure residents with an indwelling catheter Facility offers its response, credible
: had a clinical cordition to support the use of an allegations of compliance and plan of
indwslling catheter for ons of three sampled correction as part of its engoing
residents (Resident #1). Resident #1 retumad ta efforts to provide quality of care to
the faciiity fom a hospital evaluation with an - residents.
indwelling cathater in place; however, thers was
no evidence the facility identified a clinical
cendition to support the use of the indwelling
catheter, and failed io discontinue its use as soon
as clintcally warranted.
The findings inciude:
A review of the facilily's policy fitied *Catheter |
TITLE ‘(XG) DATE
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other safeguards provide sufiicient protection to the patients . (See instructions.) Except for nursing hames, the findings stated above are disclusable 90 days

foliowing the date of survey whefher or not a pian of correction is provided, For nursing homes, the above findings and ptans of corraction are disclosable 14

days following the date these documents are made availabie to the facfity. If dsficisncies are cited, an approved plan of correction Is requisite 1o continued
program participaton.
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insertion” with an sffective date of December
2010 ravealed indwelling catheters would be
inserted per physician's order, The policy
contamned no information regarding justification
for uliiizing indwelling catheters.

. Areview of the medical record revealed the
: facility admitted Resident #1 on 07/20/08 with

diagnoses including Alzheimer's Disease,
Arixisty, and Failure to Thrive,

A review of an Annual Minimum Data Set
Assessment completed on 04/26/13, revealed the
faciiity assessed Resident #1 to be incontinent of
bowe! and bladder and utilized no indwelling

catheters.

Continued review of Resident #1's medical record
revealed the resident was transferred to the
hospital on 05/15/13, for evaluation of dark
colored emesis, Resident #1 was returned to the
facility on the same date with a diagnosis of
Gastrointestinal Biseding. Review of
documentation returned with Resident #1 Trom

* the hospital and the resident's medical record at
“the facility revealed no documentation of the
- indwelling urinary catheter. A review of

physician's orders for Resident #1 received at the
hospital did not inciude an order related {o the
indwelling catheter that had been inserted.
Interview with Resident #1's physician and review
of a physician's arder dated 05/18/13, revealed
the resident's physician discontinued the
indweliing catheter on 05/19/13. The physician
stated he had been unaware Resident#1 had

' received an indwelling catheter on 05/15/13 at the
- hospital and that it had been continued in the

facifity for four days without his knowledge.

i

Bladder

foley catheter on 5-19-13.
Residents affected:

. removed.
. Residents potentially affected:

from ER or hospital
Systemic measures:

The facility removed resident narmber #17s

The facility removed resident #1°s foley

- catheter on 3-19-13. A 100% aundit of all

i residents was completed on 5-22-13 {o assess

| for the presence of a foley catheter and
appropriate diagnosis for all catheters. A 100%
audit of all residents whe have been admitted
and returned from the hospital or refurned from
the ER within the last 30 days has been
completed to assure that any and all foley
cathefers have an appropriale diagnosis ora
MD order obtained te have the catheter

Residents of the facility have the potential to be
affected by this cited practice. A [¢0% auditof
el residents was completed on 5-22-13 to ;
assess for the presence of a foley catheter and
appropriate diagnosis for all catheters. A 100%
andit of alf residents who have been admitted
and returned frem the hospital or returned from
the ER within the last 30 days has been
completed to assore that any and all foley
catheters have an appropriate diagnosis or a

¢ ™D order obtained to have the catheter

. removed. Licensed staff was in-serviced by the
SDC on 5-22-13 on the importance of assessing |
ihe presence of a foley catheter upen the return

A 130% andit of all residents was completed on
5-22-13 to assess for the presence of a foley
catheter and appropriate diagnosis for ail
catheters. A 100% audit of all residents who
have been admitied and retumed from the
hospital or retumed from the BR within the last
¢ 30 days has been completed to assure that any

STATEMENT OF DEFIGIENCIES (1) PROVIDER/SUPPLIER/CLIA (%7 MULTIPLE CONSTRUCTION (X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
c
185094 B. VNG 05/23/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
260 SOUTH MAYO TRAIL
SIGNATURE HEALTHCARE OF PIKEVILLE
PIKEVILLE, KY 41501
(541D SUMMARY STATEMENT OF DEFIGIENGIES D : PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX {EACH DEFICIENGY MUST BE PRECEDSD BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENGY)
F 315 | Continued From pages 1 F 315_E F315 - No Catheter. Prevent UTH, Restore 6-21-13

FORM CMS-2567¢02-99) Previous Versions Cbsolets

Event ID:2HVRT

Facility 10 100367

If continuetion sheet Page 2 of 4




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: D6/07/2013

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPUIER/CLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTICH IENTIFICATION NUMBER: A SULDING COMPLETED
C
185094 B. WING 05/23/2013
NAWE OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, ZIP CODE
260 SOUTH MAYO TRAIL
SBIGNATURE HEALTHCARE OF PIKEVILLE
PIKEVILLE, KY 41501
o4) 1 SUMMARY STATEMENT OF DEFICIENCIES I I PROVIDER'S PLAN OF CORRECTION ] *s)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE © COMPLETION
TG REGULATORY OR LSC IDENTIFYING INFORMATIGHN) i TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
! DEFICIENCY)
F 315 ' Continued From page 2 E E 315| and all foley catheters have an appropriate

Observation of Resident #1 on 05/22/13, st 12:08
Ph reveaied the resident was sitting upin a
wheelchair, however, an interview with the
resident was unsuccessiul due'to the resident's
cognitive impairment. Resident #1 was not

: observed to have an indwelling catheter,

An interview was conducted on 05/22/13 at 3:15
P, with Licensed Practical Nurzse (LPN} #1 who
had provided care for Resident #1 upon his/her
return 1o the facility after evaluation at the hospital
on 05/16/13. The nurse stated she assessed

; Resident #1 when the resident arrived back from
 the hospital and noted the resident to have an
i indwelling urinary catheter in place. However, the

nurse stated she had not sent the resident to the
hospital earlier, nor was routinely assigned to
care for Resident #1, and had “"assumed”
Resident #1 had the catheter prior to being sent
to the hospital. LPN #1 stated she was not aware
of the reason for the catheter or if there was a
physician’s order for the use of the catheter and

had made no effort to ensure and/for obtain @
- physician's order for the urinary catheter or

retionale for the continued use of the indwelling
catheter upon the resident's retumn fo the facility.

Aninterview conducted with the Director of
Nursing (DON) on 05/22/13 at 5:06 PM, revealed

! she was assisting {o assess Resident#1on
: 05/17/13, and cbserved the resident to have an
: indwalling catheter in place. The DON stated she

assumed the resident had obtained the indweliing
catheter at the hospital on 05/15/13 but falled fo
ensure the resident's physician was aware of the
indwelting catheter and that a supporting
diagnasis for continued usage had been

diagrosis or a MD order obtained to have the

catheter removed. Licensed staff was in-

- serviced on 5-22-13 by the SEC on the

| importance of assessing the presents of g foley

- catheter upon the return from ER or hospital.
Licensed staff was alse in-serviced by the SDC
on 5-22-13 on the importance of assuring that
orders are written for foley catheters and that
the appropriate diagnoses are present.

Menitoring meastures:

i Al pew admission, readmission and hospital
ER visite will be reviewed for appropriateness
of foley catheters or nead for removal in the
daily whiteboard meeting. 1T any deficient
practices are noted in the morning white board
meeting the deficient practice will be
immediately corrected and reported to the
monthty QA meeting,
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