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N 000, INITIAL COMMENTS [ Nooo |
, _ | f This plan of correction constitutes my
! A Cqmplarnt Survey investigating KY#00019332 : i written allegation of compliance for
i was initiated on 11/13/12 and concluded on J ! the deficiencies cited. H
1115/12. KY#00019332 was unsubstantiated | ;‘ - hoc. However,
[ with unrelated deficiencies cited. | | Submission of this Plan of Correction
i ; | 15 not an admission that a deficiency
N t92i' 902 KAR 20:300-7(4)(b)3. Section 7. Resident Jf Nt92 | exists or that one was cited correctly.
l Assessment I i This Plan of Correction is submijtted to
* (4) Comprehensive care plans, mee {%ﬁ‘w ements established by state ;
- (b) A comprehensive care plan shall be: i and feder, '
i 3. Perindically reviewed and revised by a team of | :
; qualified persons after each assessment. lf !t ,
| _?
| This requirement is not met as evidenced by: i[ [ :
- Based on interview, record review and review of ! ‘s . ) :
[ the facitity's policy, it was determined the facility i L. Fa.cdity was a?dltEd by Director of
i failed to ensure that Care Plans were reviewed ; i Nursing and Social Services
l and revised to r ef'et(?t changes fO)f one (1r) D’f (3 | } department for other signs posted
sampled residents, (Resident#1). The facility { I outside of resident i
. failed to ensure Resident#1's Care Plan was ! I as safet ent rooms being }Jsed :
I revised to reflect that Resident #1 was not to | f Cly measures to protect residents,
| have visitors in he/she room, without first ; i No other resident was found orknown
1 checking with the nurse as a safety measure. ]} i to be affected by this protective :
i o ractice,
i The findings include: f ll P
} ! . oy . ;
| Review of the facifity's policy "Care Plan Policy & | i 2. This facility will as a future practice
| Procedure”, undated, revealed the ! | ensure, that a]l signage posted outside
i comprehensive care plan must be z i of resident rooms used .
| reviewed/updated with significant changes. | ! . as pr OteCt}jVE
i Changes should be made on an on going basis Measures WI_H be added to the resident
i with the use of the three (3)- part Physician's | comprehensive care plan. Facility will
| orders sheet. f | complete documentation in the
? * comprehensive care - i
! Review of the clinical record revealed the facility i post:: d outside of ro pdlantfox each sign
 admitted Resident #1 on 10/09/12 with diagnoses lf Safe Sident's rooms as a
| which included Ceberal Vascular Accident ! Ly measure that is implemented to
| Diabetes, Myocardia Infraction, hypertension | Serve ourresidents.
L | Asthma, Tracheal Stenosis, Hyperlipidemia and f I |
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! PROVIDER'S PLAN OF CORRECTION

j Area”.

{ Review of Resident #1's Comprehensive Care

i Plan revealed no evidence the plan of care was

| revised to include that visitors were to check with
! the nurse before entering the resident's room as
'a safety measure for the resident,

| Interview with Miminal Data Set Coordinator,

| revealed the information regarding the visitors
having to check with the nurse before entering

“ the resident's room, would have been added to

! the comprehensive care plan on the next

f assessement date,

e O
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N 1921 Continued Erom page 1 Ntgz . . . :
P _ ) I' 3. Social Services will audit
; Right Hemiparesis. | documentation of all signs posted outside
! Review of the Nurses’ Notes, dated 10/18/12 ’ of resident rooms asa saﬁ.aty n?easuFe?s
| revealed, Resident #1 reported to the nurse that ; taken to protect res:d.ents m thfs facility.
 his/her sister had tried to smoother him/her with a All signs posted outside of residents
! pillow. rooms as a safety measures and
! . ‘ . documentation will also be reviewed at
l Review of Social Services no‘tes: dated 10/19/12, ! monthly QA meeting for a period six
: revealed both of Resident #1's sisters were asked | months
i not to visit until investigations were completed. As ’
: a safety measure, a sign was placed outside of l |
| the resident's room for all visitors to check with i
 the nurse, before entering the room. However, on '
i 10/23/12, the decision was made to remove the 4. Date completed:
| sign after Resident #1, voiced hefshe would like
 to see his/her sisters. The sisters were allowed to [
| visit with supervision, preferably in the "Day | -

I12/12/12
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; DEFICIENCY)
| A— =
F 000 , INITIAL COMMENTS I F000, This plan of correction constitutes my
| ! written allegation of compliance for
| An Abbreviated Survey investigating KY l | the deficiencies cited. However,
: #00019332 was initiated on 11/13/12 and : i o) : fC ti
: | submission of this Plan of Correction
| concluded on 11/15/12. Ky #00019332 was | i note i that a deficiency
: unsubstantiated with unretated deficiencies cited. ] | 18 ot anadmissi . 1
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO I F2g0] existsor that one was cited correctly.
$S=D | PARTICIPATE PLANNING CAR E-REVISECP ! i This Plan of Correction is submitted to
Th ident has the right. un! diudaed E , meet requirements established by state
| 'he resident has the right, unless adjudge ;
| incompetent or otherwise found to be 4] r and federal law.
f incapacitated under the laws of the State, to f :
| participate in planning care and treatment or i i
f changes in care and treatment. ] i
; ! . . .
| A comprehensive care plan must be developed | L. Facility was audited by Director of
] within Thdayg after the com;:;!etion of tgi i ! Nursing and Social Services
comprehensive assessment; prepared by an i i a .
interdisciplinary team, that includes the attending l dep .rtment fqr other signs b QStEd
| physician, a registered nurse with respongsibility | i outside of resident rooms being used
- for the resident, and other appropriate staff in j i as safety measures to protect residents,
| disciptines as determine_ed by the resident's needs, ; f No other resident was found or known
 and, to the extent practicable, the participation of f " to be affected by thi tect;
ithe resident, the resident’s family or the identls,’ . Y this protective
i legal representative; and periodicalt practice.
J and revised by a team of qualified pé
j each assessment. § ' ; 2. This facility will as a future practice
| ensure, that all signage posted outside
‘J -+ 1 of resident rooms used as protective
[ ii ! measures will be added to the resident
rf I comprehensive care plan. Facility will
{ This REQUIREMENT is not met as evidenced 1[ j complete documentation in the )
by: i i comprehensive care plan for each sign
| Based on interview, record review and review of ! ! posted outside of r esident’s rooms as a
i the facility's policy, it was determined the facility | | safety measure that is implemented to
failed to ensure that Care Plans were reviewed ! | serve our residents,
; and revised to reflect changes for one (1) of (3) ! ! ‘
! i
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F 280 Continued From page 1 I F2sp! 3. Social Services wijj audit
! sampled residents, (Resident #1). The facitity | i docuryentatron of all signs posted outside
| failed to ensure Resident#1's Care Plan was E ] of resident rooms as a safety measures
] revised to reflect thit Resident #1 was not to © taken to protect residents in this facility,
:s;skyfsﬂgjfhﬂzhf;eﬁ r: gf;zi'g. ;Vg;ﬁhtc;/u:nfgaséure | ! Allsigns posted outside of residents
{ mng € - | | Tooms as a safety measures ang
| The findings include: { ' documentation WI.H also be reviewed at
: monthly QA meetmg for a period six
| Review of the facility’s policy "Care Plan Policy & | ' months.
| Procedure”, undated, revealed the I f
: comprehensive care plan must be i 4, Date completed:
| reviewed/updated with significant changes. | l
: Changes should be made on an on going basis | f !
; 1212112

I with the use of the three (3)- part Physician's
!'orders sheet,

’ Review of the clinical record revealed the facility

| admitted Resident #1 on 10/09/12 with diagnoses

, which included Ceberal Vascular Accident,
! Diabetes, Myocardia Infraction, hypertension
| Asthma, Tracheal Stenosis, Hyperlipidemia and

f Right Hemiparesis.

f Review of the Nurses’ Notes, dated 10/18/12
| revealed, Resident #1 reported to the nurse that

I
[ pillow.

Rew‘ew of Social Services notes, dated 10/19/12, :
| révealed both of Resident #1's sisters were asked i
I'not to visit until investigations were completed. As

! a safety measure, a sign was placed outside of
i the resident's room for all visitors to check with

;I the nurse, before entering the room. However, on !

| 10/23/12, the decision was made to remove the
| sign after Resident #1 , voiced he/she would jike

visit with supervision, preferably in the "Day

|

! hisfher sister had tried to smoother him/her with a E

!
ij

|

|
!!

l to see hisher sisters. The sisters were allowed to ‘

f

I
;
I
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Area”.
i
| Review of Resident #1’s Comprehensive Care
' Plan revealed no evidence the plan of care was
,‘ revised to include that visitors were to check with
: the nurse before entering the resident’s room as

| a safety measure for the resident,

l Interview with Miminal Data Set Coordinator,

| revealed the information regarding the visitors
f having to check with the nurse before entering
“the resident’s room, would have been added to
| the comprehensive care plan on the next

] assessement date.
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