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**Amended— Plan of Action
. Cumberiand Valley |
A standard health survey was conducted on ( Manor
05/05-07/15. Deficient practice was identified
with the highest scope and severity at "D" leval. Standard Survey 5/7/15
An abbreviated standard survey (KY23156) was jon an
also conducted at this time. The complaint was Prepal:at:on .d Ian of
unsubstantiated with no deficient practice execntu.)n of this plan o |
Identified. correction does not '
F 278 | 483.20(g) - (j) ASSESSMENT F 278 constitute admission or
55=D | ACCURACY/COORDINATION/CERTIFIED agreem ent hy the
The assessment must accurately reflect the provider of the truth of
resident's status. the facts alleged or
conclusions set forth in
A registered nurse must conduct or coordinate the stat t of
each assessment with the appropriate €5 . cmen 0
participation of health professionals. deficiency. This plan of
A S correction is prepared
registered nurse must sign and certi at the -
assessment is completed. and exec_u t,cd s°le!y
because it is required by
Each individual who completes a portion of the federal and state law.
assessment must sign and certify the accuracy of '
that portion of the assessmant. .
Under Medicare and Medicaid, an individual who F 278 Assessment
willfully and knowingly certifies a material and Accuracy/Coordination
false statement in a residant assessment is .
subject to a civil money penalty of not more than A_ reglstered fmrse must
$1,000 for each assessment; or an individual who sign and certify that the
willfuily and knowingly causes another individual assessment is completed
to certify a material and false statemant in a
resident assessment is subjact to a civil money
penalty of not more than $5,000 for each |
assessment
LABORAWR Paow%men REPRESENTATIVE'S SIGNATURE TTLE (%) DATE
=<z ._,%g_...._—:'n M/ é{ -0 7~/

Any daficiency statament ending with an diterisk (*) danotss a deficiancy which the Institsion may be excusad from comecting providing it is determined that
other safeguards provide sufficient protection to the patients. {See Instructions.) Except for nursing hames, the findinga statad abova are disciosable 80 days
tollowing the date of survey whether or not a plan of cormection is provided. For nursing homes, the above findings and plans of comection are disciossble 14
days following the data these documents are mads avaiable to the facility. | deficiencies are cited, an approved plan of correction is requisite o continued

program panicipation.
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Criteria 1:
Clinical disagreement does not constitute a Corrections have
material and false statament. been completed in
accordance with the RAT
This REQUIREMENT Is not met as evidenced correction process, to the
bg;sad bservation. infan ot MDS assessments for
on abservation, interview, record review, .
and facility policy review it wes determined the residents #1, 9 to )
facility falled to ansure assessments coded on the accurately reflect their
Minimum Data Set (MDS) accuratsly reflected the fall and wejght loss
status for two (2) of sixteen (16) sampled status

residants (Residents #1 and #9), Review of the
facility investigations for Resident #1 revesled the
facifity investigated a fall sustained by Resident Criteria 2;

et e The most recent
'she went to sleep and fall out of er .
wheelchair hitting his/her right amm on the MDS for all rt-amdents
wheelchair foot pedal and face and head on the have been reviewed by
flocr. However, the Annual MDS assessment the IDT by 06/11/15 to
dated 08/01/14 indicated Resident #1 had no falls e if]' .

since the last assessment. Review of Resident v that resident fall
#9's Quarterly MDS assessment dated 02/19/15 and weight loss status are
revesled Rasident #9 to be on a Physician accurately coded.
Prescribed Weight Loss Regimen. However, rrections we

review of Resident #9's medical recard as well as Co ] tl:d fi re
interviews with staff indicated Resident #8 had a completed for any errors
weight loss that was not physician prescribed. identified.

The findings include:

Interview with the facility Director of Nursing
(DON) on 0S/0715 at 2:16 PM revealed the
facility did not have a written policy related to
accurately complsting the Minimum Data Set
(MDS) assessment. Continusd interview with the
DON ravealed the facility followed the MDS 3.0
Residant Assessment Instrumant (RA manuat
for completing MDS assessments,
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Criteria 3:
1. Qbservation of Resident #1 on 05/05H5 at The
1:12 PM reveaied Resident #1 to have 8 fall mat . il MD
to the left side of his/er bed and Resident #1's interdisciplinary MDS
bed ta be placed against the wall. Observation of tea.m has l'ecel.ved It~
Resident #1 on 05/06/15 at 1:20 PM revealed the service education by the
resident to have a salf-reieasing alam-activated DON by 06/02/15 on the
It healchair.
belt presant on & whesichais need to double check the
Review of Resident #1's medical record revealed accuracy of MDS coded
the facillty admitied the resident on 09/15/13, with items prior to completion
diagnoses that included Depression, Chronic transmissi MD
Obstructive Pulmonary Disease {COPD), and ssion of S
Aizheimer's Disaase, Anemia, Arthropathy, Lack assessments.
of Coordination, Muscle Weakness, Difficutty
Walking, Anxiety, Insomnia, Hypoxemia, Criteria 4:
Shoriness of Breath, Psychosis, Personal History ;.h COl indi
of Falls, Chronic Pain, and Pneumonia. Further o \ Q Indicator
review of Residant #1's medica! record reveaied for the monitoring of
the facility had investigated a fall sustained by accuracy of the MDS
Resident #1 on 07/30/14 in which the resident -
had stated he/she went 1o slesp and fell out of assessments will be
hisfar wheelchair hitting hismer right arm on the utilized monthly X 2
wheelchair foot pedal and face and head on the months and then quarterly
floor. thereafter under the
Review of Resident #1'g Comprehansive Care supervision of the DON.
Plan dated 03/03/15, revealed the residant fo be (N-19 attached)
at sk for falls related to limited mobility and
impaired balance. Review of the Annual MDS sy e
essessment dated 08/01/14 revealed the facility Criteria 5:
assessed Rasident #1 to hava no falls since the June 12, 2015
last MDS assessment was completed. Review of
the most recent Significant Change MDS dated
02/23/15, revealed the facifity had assessed the
Brief Interview for Mantal Status (BIMS) score for
Resident #1 to be 15 which indicated Resident #1
was cognitively intact,
FORM CMS-2567(02-8%) Pravious Versians Otsolele Event ID:ER9K 11 Facikty ID: 100471 if continuation sheet Paga 3 of 8
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Continved From page 3

Intarview with the facility Assistant Director of
Nursing (ADON) an 05/07/15 at 2:16 PM rovealed
she was responsible for the accuracy of Resident
#1's Annual MDS assessment dated 08/01/14.
Continued interview with the fadility ADON
revesled either she had made a "miss entry” or it
had been an oversight that no falls since the prior
MDS assessment had been indicated,

Intetview with the facility Restorative Nursing
Coordinator on 05/07/15 at 2:20 PM revealed she
was responsible for completing the falls section of
the MDS assassment and had mads an oversight
by not indicating that Resident #1 had sustained a
fall since the previous MDS assessment.

Interview with the facility MDS Coordinator on
05/07/15 at 1:44 PM revealed she just
"sporadically” checked MDS assessments for
accuracy. Continued interview with the facility
MDS Coordinator revealed sha had not identified
any issues with any of the MDS assessments in
the facility and she had no way of tracking what
MDS assessments she had checked.

Interview with the facility Director of Mursing
{DON) on 05/07/15 at 2:24 PM revealed she
periodically checked the MDS assessments for
accuracy but had no way of knewing which MDS
assessments she had reviewed. Further
interview with the DON revesled the facility Nurse
Consultant conducted MDS audits for accuracy
on a manthly basis and had not identified any
inaccurate MDS assessmants,

2. Review of Resident #8's medical record
revealed tha facility admitted the resident on
09/1014, with diagnoses that included
Hyperiension, Nausea wilh Vomiting, Vitarmin B12

F 278
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Deficiency, Malaise and Fatigue, Esophagitis,
Paraplegia, Dysphagta, Acute Pain, Anemia,
Urinary Tract Infection, Dementia, Anorexia,
Hypopotassemis, and Psychosis. Further roview
of Resident #0's medical record revealed
Resident #9 had a significant weight loss over a
period of six months. Resident #8 weighed 145
pounds on 11/03/14 and weighed 128 pounds on
05/05/15. Review of Resident #9's
Comprehensiva Care Plan dated 09/18/14,
revealed the resident to have an alteration in
nutrition due to @ mechanically aktered diet,
supplemental therapy, seme confusion, history of
weight loss, and low meal intake due to a
paratracheal mass. Review of Resident #9's
most recent Quarterfy MDS assessment dated
02/19M5, reveaied the facility had assessed the
Brief Interview for Mental Status (BIMS) score for
Resident #9 to ba 8 which indicated Resident #0
had severe cognitive impairment,

Interview with the facility Food Service Supervisor
(FSS) on 05/07/15 at 1:23 PM revealed she had
completed the nutrition section of the most recent
Quartarty MDS assessment dated 02/19/15 for
Resident #8. Continued interview with the facility
FSS revealed it had been an oversight that she
had coded the MDS io reflact that Resident #9
had a significant weight loss that was physician
prescribed. Further interview with the facility FSS
revealed she should have caded the weight loss
as not a physician prescribed weight loss
regimen.

Interview with the facility MDS Coordinator an
05/07/15 at 1:44 PM revealed she just
“sporadically” chacked the MDS assessmeants for
accuracy. Continued interview with the facility
MDS Coordinator revealed she had not identified

FORM CMS-2507(02-09) Previous Versions Gbacisty Event ID;ERSKIY Facility ID; 100471 If continuation sheet Puge 5of 6
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any issues with any of the MDS assessments in
the facility and she had no way of tracking which
MDS assessments she had checked.

Interview with the facility Director of Nursing
(DON) on D5/07/15 at 2:24 PM revealed sha
periodically checked the MDS assessments for
accuracy but had no way of knowing which MDS
assessments she had reviewed. Further
interview with the DON revealed the facllity Nurse
Consuttant conducted MDS audits for accuracy
on a monthly basis and had not identified any
inaccurate MDS assessments.

483.20(k)(3){/} SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

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

This REQUIREMENT s not met as evidenced
by:

Based on observation, interview, record review,
and facility policy review, it was determined the
facility failed o provide servicas that met
professional standards of quality regarding
administratlon of Intravenous {IV) fiuids for one
{1) of sixteen (16) sampled residents (Resident
#7). Observations on 05/08/15 revealed an
unlabeted IV fluids bag that was providing IV
fiuids fo Resident #7. The facility failed to assure
the IV fluids bag was labeled according to facility
policy and profassional standards of practice.

The findings inciude:

Raview of the facility's policy titled "Intravenous
Fluids Administration,” dated 02/10/11 revealed ali

F 278

F 281

¥ 281 Services
Provided Meet

or arranged by the
facility must meet

of quality.

Professional Standards
The services provided

professional standards
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infusion solutions would be dated, timed, and Criteria 1:
initialed when hung. The policy further stated the The IV fluid bag
label would include the date, time started, specific :
additive, amount of additive, and the rate of flow. for resident #7 wa.s
properly labeled with the
Observations on D5/06/15 at 9:21 AM revealed an time/date initiated and the
IV fluid bag hanging and connected to Resident starting nurse’s initials,
#7 that did not have a label affixed to the bag with .
any resident information including name, date for the remamde-r Of the
administered, time started, or rate of flow. The IV survey afier the initial
fluid bag contained approximately 250 milliliters identification.
{ml) in the bag. Observation on 05/06/15 at 9:39
AM revealed an IV fluid bag hanging and .
connected to Resident #7 that had approximately Criteria 2: . .
850 m of fluid in the bag. The IV bag had a label All residents with
DLE 01 o] o nckt 1 o o o IV fluid bags have been
n T .
bag was initiated, nor the initials of the staff who rev!ewed by 06/05/15 to
administered the bag of IV fluids. verify they are properly
Review of the medical rd for Resident #7 I
eview of the medical record for Reside . nam
revealed the facllity admitted the rasident on c‘ontents, l:es.“.ient <
01/06/12 with diagnoses that included Anxiety, time/date initiated, and
Constipation, Refiux Esophagitis, after-cara for starting nurse’s initials as
Traumatic Fractured Hip, Anemla, Alzheimer's ermin
Disezse, and Nausea with Vomiting. Review of det i ed by d
the May 2015 Medication Administration Record compliance rounds
{MAR) revealed an order for Dextrose 5% and completed by the
Sodium Chloride 0.45% IV fluids to be infused via administrative nursing
IV at 50 cc (cubic centimetsrs) per hour. Review staff.
of tha MAR revealad a bag of Dextrose 5% and *
Sodium Chloride 0.45% was hung at 9:00 AM
Eastern Time on 05/05/15.
Interview on 05/08/15 at 11:05 AM with
Registered Nurse (RN) #2 revealed she was the
nurse that administered the IV fluids on 05/06/15
and that a label was not affixed to the IV bag
because she could not peel the sticker off the
FORM CMS-2567(02-29) Previous Versions Otrsclote Event ID:ERSK11 Faclity 1D: 100471 If continugtion sheet Page 7 of 8
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outer bag. RN #2 stated she want back to Criteria 3:
Resident #7's room and hung a new IV bag, cut In-service
the labal out of the outer bag, and affixed it to the .
IV bag with tape. RN #2 stated they are atways education has been
supposed to label the IV bags. provided for licensed
nursing staff by the
Intarview on 05/07/15 at 1:00 PM with the N,
Director of Nursing (DON) revealed that the DON/ADON by 06./02115
nurses are supposed to label the IV bags with the on the correct labeling of
rate of flow, name of the resident, and the date all IV fluids when
the IV fluids were started. initiated.
Criteria 4;
The CQI indicator
for the monitoring of
compliance with [abeling
of IV fluids will be
utilized monthly X 2
months and then quarterly
as per the established CQI
calendar under the
supervision of the
DON/ADON. (N-12
attached)
Criteria 5:
June 12, 2015.
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K 000 | INITIAL COMMENTS kooo| Plan of Correction : '
. Cumberland Valley
CFR: 42 CFR §483.70 (a) Manor
: Standard Survey
BUILDING: 01 : : S/05/15 - 5/07115

PLAN APPROVAL: 1989
Preparation and

SURVEY UNDER: 2000 Existing z execution of this plan of
correction does not

FACILITY TYPE: SNFE/NF A o
ITY Cint constitute admission or

TYPE OF STRUCTURE: One story, Type 111 agrcement by the
(000) provider of the truth of
SMOKE COMPARTMENTS: Six the facts alleged or
5 conclusions set forth in
SUPERVISED AUTOMATIC ADDRESIBLE FiRE the statement of
ALARM SYSTEM _ deficiency. This plan of
FULLY SPRINKLERED, SUPERVISED (DRY correction is prepared
SYSTEM) and executed solely
because it is reguired by |

generators
A Life Safely Code Survey was initiated and

| concluded on 05/06/15. The findings that follow
demonstrate noncompliance with Title 42, Code
of Federal Regulations, 483.70 (a) et seq (Life
Safety from Fira). The facility was found not to be
in substantial compliance with the Requirements

! for Participation for Medicare and Medicaid. .

| Deficiencies were cited with the highest
deficiency identified at a scope and saverity of
IFDU-

K 072 | NFPA 101 UFE SAFETY CODE STANDARD Ko72
$8=D .
LABORATO RETRW UIER REPRESENTATIVE'S SIGNATURE TME {48) DATE
7 == S ' s, g o P e

Anydeﬁﬁoﬁcy statement ending with an amﬁ{'} denctes a deficlency which the Institution may be excused from correcting providing it is detemmined that
other safeguards provide suflicient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disdosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the abave findings and ptans of comection ars disclosable 14
days following the daie thess documents are made availabla io the fadlity. if deficiencies are cited, an approved plan of cormaction is requishs to continued
program participation.
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K072 | Continued From page 1 korz| -KO72 NFP A 101 Life
Means of egress are continuously maintained free Safety Code Standard:._
of all obstructions or impediments to full instant Means of egress are
use in the case of fire dr other emergency. No coutinuously
| furnishings, decorations, or other objects obstruct . . :
"exits, access to, egress from, or visibility of exits. m?mm".lfed free of all .
7.1.10 obstructions or
impediments to.full
instant use in the case of
) fire or other emergency.
This STANDARD is not met as evidenced by: No furnishings,
Based on cbservation and inlerview, the facility decorations, or other
failed to ensure that corridors were maintained : :
free from obstructions 1o full instant use in the Ob"ectst obstruct :xnts,
case of fire or other emergency. This deficient acc‘f‘% ?’_ egress .rom,
practice affected one (1) of six (6) smake or visibility of exits.
compartments, staff, and approximately twelve 7.1.10
(12) residents. The facility had the capacity for
84 beds with a census of 78 on the day of the S
survey. : . Criteria 1: The table and
recycle bin were removed
The findings include: from the corridor of the
Observation during tha Life Safety Code tour on ambulance en ce/exit
05/06/15 at 10:45 AM with the Director of on 05/08/2015.
Maintenance (DOM) revealed a table and an
aluminum can recycle bin were observed in the Criteria 2: The entire
corridor of the Ambulance entrance/exit. 212 .
Corridors were intended for means of egress, facility was insy e_cted o
intemnal traffic, and emergency use. These fems no other OI?S&UCUODS to
limited the use of the handrails by occupants of the handrails or means of
the building when needed. egress were found.
An interview on 05/06/15 at 10:45 AM with the
DOM revealed these itams were placed there
approximately one year ago and that he was not
aware the ltems should not be in the corridor.
The findings were revealed to the Administrator
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K 072 | Continued From page 2 KO72 Criteria 3: Staff have

during the exit conference. received in-service
education on the

requirement to keep
means of egress
continuously free of all
obstructions or
impediments May 27 -
June 10, 2015.

. ' Criteria 4; The CQI tool
for the monitoring of
means of egress will by
used monthly X two
months and then per the
established CQI calendar
under the supervision of
the Maintenance Director
(ES-3 attached).

Criteria 5: June 12
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