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Cumberland Valley Manor
An abbreviated standard survey (KY20346) was Plan of Correction
initiated on 06/21/13 and concluded on 06/25/13. Abbreviated Survey
The cornplaint was substantiated with 6/25/13
deficiencies cited at "G" level, with an opportunity
o correct. ) )
F 157 | 483.10{b)(11) NOTIFY OF CHANGES F157|  Preparation and execution of this
$5=G | (INJURY/DECLINE/ROOM, ETC) plan of correction does not
constitute admission or agreement
A facility must immediately inform the resident; by the provider of the truth of the
consuit with the resident's physician; and if facts alleged or conclusions set
knowi, notify the resident’s legal representative forth in the statement of deficiency,
or an inferested family member when there is an This plan of correction is prepared
accident involving the resident which results in and executed solely because it is
infury and has the potential for requiring physician required by federal and state law.
intervention; a significant change in the resident's
physical, mental, or psychosocial status (i.e., a
deterioration in health, mental, or psychosocial
status in either life threatening conditions or . . .
clinical complications); a need to alter treatment F 157 Physician Notification
significantly (.., a nead to discontinue an A facility must immediately inform
existing form of ireatment due to adverse the resident; consult with the
consequences, of to commence a new form of resident’s physician; and if known,
treatment); or a decision to transfer or discharge notify the resident’s legal
the resident from the facility as specified in representative or an inferested
§483.12(2). family member when there is an
accident involving the resident
The facility must also promptly notify the resident which results in injury and has the
am‘i, if kKnown, ﬁv? resident's legal repres_enta’uve potential for requiring physician
or lntere:sted family member whep there is a intervention; a significant change in
chan_ge m' room of roommate assgnmertt as the resident’s physical, mental, or
specified in §483.15(e)(2); or a change in . K
resident richts under Federal or State law or P SYChOSOC]:‘Il s_ta tus; a need to alter
regulations as specified in paragraph (b)(1) of reatment significantly; or a
this section. decision to transfer or discharge the
resident from the facility as
The facility must record and periodically update specified in 483.12(a),
,tbe—addgess ard phone number of the resident's
LAB?ﬁATOWS OR PROVIDERSUPPLIER REPRESENTATIVE'S SIGNATLIRE TIME {8) DATE
T g = Lin b entsy O8/o2 i3
Any‘deﬂciency statement ending with an asterisk {*) denotes a deficiency which the hstitution may ba / 4 7

excused from correcting providing it is determined that

other safeguards provide sufficient proiection fo the patients . (See insfructions.) Except for nursing homes, the findings siated above are disciosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disdosable 14
days foltowing the date these documents are made available to the faciity. If deficiencies are cited, an approved plan of corection Is requisite f continued

program partisipation.
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fegal representative or interested family member.

This REQUIREMENT is nol met as evidenced
by:

Based on ohservaticn, interview, and record
review it was determined the facility failed to
ensure the physician was nofified of a change in a
resident's condition for one of five sampled
residents (Resident #3). Interviews with staff
revegled they had observed a spiittear in
Resident #3's penis for approximately one month,
and on 068/18/13, the splittear in the resident's
penis had enlarged and was bloody. Howsver,
based on documentationfinterviews, the facility
failed to nofify the physician of the change in
Resident #3's condition {refer to F282 and F315),

The findings include:

An interview with the facility's Compliance Officer
on 06/25/13, at 11:10 AM, revealed the facility did
not have a pelicy related to physician notification
when there was a change in a residenf's
condgition. She stated nurses should use nursing
Judgment on when to notify a resident's physician.

Review of Resident #3's medical record revealed
the facility admitied Resident #3 on 12/30/11 with
diagnoses including Benign Prostate Hypertrophy
and Urethral Stricture. Review of Resident #3's
most recent Minimum Data Set (MDS)
assessment dated 05/17/13 revealed the resident
was cagnitively impaired with a BIMS (Brief
Interview for Mentat Status) score of 6 with 15
indicating no cognitive impairment. According to
the MDS assessment, Resident #3 had a urinary
catheter and was dependent on staff for

Criteria 1; The MD for resident
#3 was updated on the resident’s

- current status on

07/16/13 by the DON.

Criteria 2: An audit of the 24

hour shift report for the last 30 days

was completed by the
Administrative Nursing Staff
(DON, ADON, Infection Control |
Nurse, MDS Nurses, Restorative
Nurse) to identify all changes in
resident condiiion, and to
determine that the MD was notified
of these changes. There were no
changes identified in which MD
notification had not been
completed.

Criteria 3: Facility RN’s and
LPN’s have received in-service
edueation on the need to
immediately inform the physician
and family of resident changes, and
to document this notification, as
provided by the DON and ADON
on 07/11/13-07/26/13.
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assistance with transferring, walking, dressing,
and hygiene/bathing. Review of Residert #3's
care plan dated 02/13/12 revealed Resident #3
had a urinary catheter since that time (02/13/12).

Observation of Resident #3 on 06/21/13 at 5:30
PM, with Licensed Practical Nurse {LPN) #2
revealed the resident's penis was splitftorn from
the urinary meatus {opening in the penis through
which urine flows) approximately three-fourths of
the way down the shaft of the resident's penis.
The catheter tubing was observed to be
protruding from the base of the split area on the
keft side of the penis. The resident's penis and
left inner thigh were observed to be bloody.

Interview with Resident #3 on 06/21/13, at 4:00
PM, reveaied approximately two days prior the

"girls” told him his penis was bloody but he did

not know what happened.

Interview with Cerlified Nurse Aide (CNA} #5 on
06/21113, at 8:23 PM, revealed Resident #3's
penis had been splititorn for "months." However,
according to CNA #5, on Tuesday (06/18/13) she
noticed Resident #3's penis was "more open and
bleeding,” and she notified LPN #4.

An mterview was conducted with LN #4 on
06/2213, at 9:00 PM, and on 85/24/13, at 12:20
PM. LPN #4 stated that on 06/18/13, CNA#5
reported that Resident #3's penis lookad
"different.” LPN #4 stated she cbserved the
resident's penis on 08/18/13 and observed the
penis to be splittom and bleeding. LPN #4 stated
it was late and the resident's physician's office
was closed so she documented her obsarvation
of Resident #3's penis in the Nursing Notes and
asked staff that was beginning their shift to call

Criteria 4: -The CQI indicator for
the monitoring of physician and
family notification of changes will
be utilized monthly X 2 months and
then quarterly under the
supervision of the DON.

-The Administrative Nursing Staff
will review the 24 hour nursing
reports daily daring the week, and
on Monday for the weekend
reports, 1o identify amy resident
changes. They will then review the
chart to determine that physician
and family notification has been
completed and documented.

Criteria 5: August 3, 2013
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the resident's physician the next moming. LEN
#4 stated she reviewed the resident's record prior
to the interview and could find no documentation
that the resident's physician was notified.

Interview with LPN #1 on 06/21/13, at 6:23 PM,
revealed she had provided direct care to Resident
#3 occasionally and stated Resident #3's penis
had been split down the side for "months™;
however, according fo LPN #1, on 06/18/13
‘Resident #3's penis was "more irritated/swollen.”

On 06/21/13, at 6:07 PM, a review of Resident
#3's medical record, including the computerized
Nursing Note dated 06/18/13 at 8:50 PM, was
conducted with assistance provided by LPN #3,
At that time, documentation by LPN #4 revealed
the CNA noticed the "F/C [Foley catheter] had
split down the shaft of [Resident #3's] penis a
small amount” and the resident's physician would
be nofified "in the AM." However, a copy of the
Nursing Note dated 06/18/13 at 8:50 PM,
obtained from the Director of Nursing (DON) on
06/21/13 at approximately 7:00 PM, indicated the
resident's physician was notified of the change in
the resident's condition on 06/18/13 (although
Interview with LPN #4 and a review of
documentation revealed the physician was not
notified of the change in the resident's condition).
{See F514)

An interview with Resident #3's physiciar on
06/24/13, at 2:30 PM, revealed the facility had not
notified him of the change in the condition of
Resident #3's penis and stated he should have
been notified. :

F 225 | 483.13¢c)(1)(i)-(iil), (c)(2) - (4) F 225
85=D | INVESTIGATE/REPORT
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Residents
The facility must not employ individuals who have The facility must not employ

been found guilly of abusing, neglecting, or
mistreating residents by a court of law; or have
had a finding entered into the State nurse aide
registry concerning abuse, negled!, ristreatrnent
of residents or misappropriation of their property;
and report any knowledge it has of actions by a
court of law against an employee, which would
indicate unfitness for service as a nurse aide or
other facility staff to the State nurse aide registry
or keensing alithorities.

The facility must ensure that all alleged viglations
involving mistreatment, neglact, or abuse,
including injuries of unknown source and
misappropriation of resident property are reported
immediately to the administrator of the facility and
to other officials in accordance with State law
through established procedures {(including to the
State survey and certificafion agency).

The facility must have evidence that all alfeged
violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is in progress.

The results of all investigations must be reported

to the administrator or his designated
representative and to other offictals in accordance
with State law (including to the State survey and .
certification agency) within 5 warking days of the
incident, and i the alleged violation is verified
appropriate comrective action must be taken.

individuals who bave been found
guilty of abusing, neglecting, or
mistreafing residents by a court of -
law; or have had a finding entered
into the State nurse aide registry
concerning abuse, neglect,
mistreatment of residents or
misappropriation of their property;
and report any knowledge it has of
actions by a court of law against an
employee, which would indicate
unfitness for service as a nurse aide
or other facility staff to the State
nurse aide registry or licensing
authorities, :

Criteria 1: The care concerns
involving resident #6 have been
investigated by the facility, DCBS,
and OIG.

Criteria 2: An audit was
conducted by the Nurse Consultant
on 7-12-13 to determine if there
were any documented grievances
over the last 30 days that have not
been reported to the required
agencies as per the regulations.
There were no wnreported
grievances identified.
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This REQGUIREMENT is not met as evidenced
by:

Based on observations, interviews, record
review, and facility policy review it was
determined the facility failed to ensure that all
alleged viclations involving mistreatment, negledt,
and abuse, including injuries of unknown source
and misappropriation of resident property, were
reported timely and thoroughly investigated for
one unsampled resident (ResidentA). On
03/22/13, Resident A reported to facility staff that
day shift aides were too rough while providing
incontinence care. The facility failed to report the
allegation to the State Survey Agency until
03/27/13, and failed to thoroughly investigate the
allegation.

The findings include:

Review of the facility's palicy, "Adutt Abuse,
Corparal Punishment, Neglect, Involuntary
Seclusion, Exploitation and Injuries of Unknown
Origin” (not dated), revealed the facility was fo
immediately report any incident of suspected
abuse, neglect, or exploitation involving staff
towards a resident to the Administrator and/or
designee, at which time an investigation will
begin. The policy also revealed that the
Administrator and/or designee would immediately
make an oral report to the Division of Community
 Based Services (DCBS) and to the Division of
Long-Term Care (State Survey Agency).

Review of the facifity's investigation revealed on
03/22/13, Resident A reported that day shift
Certified Nursing Assistants (CNAs) were too
rough while providing incontinence care.

CUMBERLAND VALLEY MANOR
BURKESVILLE, KY 42717
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Criteria 3: The Administrator,
Social Service Director, DON,
ADON, and facility Compliance
Officer have received in-service
education on the investigation and
reporting of abuse as provided by
the contracted Nurse Consultant on
7-1-13, including, but not limited
to: identification of events
requiring investigation;
inferviewing of residents, staff and
all witnesses; and reporting of
allegations and findings.

Criteria 4: -The CQI indicator for
the monitoring of compliance with
the facility abuse policy will be
utifized bi-weekly for a month,
monthly X 2 months and then
quarterly thereafter as per the CQI
calendar, under the supervision of
the Administrator.

Findings below the required
threshold of 100% will resultin a
plan of correction to address the
identified areas.

Criteria 5: August 3, 2013
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Documentation revealed the facility interviewed
Resident A and the resident reporied he/she folt
safe at the facility and did not feel that any staff
person had intentionally hurt him/her. The
resident told facility staff that he felf that siaff, in
general, was rough and was unable to name
which specific staff was too rough when providing
incontinence care. According to the facility's
investigation, the resident was asked ¥ it would
be satisfactory to the resident if the facility talked
to staff reminding them to be very gentle and
careful when providing incontinence care and
bathing and the resident stated that it would.
Review of the actions taken by the facility related
to the allegation reveaied staff would be reminded
ef proper incontinence care. It couid not be
determined by a review of the investigation that
the facility had conducted a thorough
investigation of the allegation to determine if the
allegation was substantiatedfunsubstantiated.
Based on review of the facility's investigation, the
facility failed o assess the resident for injuries,
failed to conduct interviews with other residents
refated to staff treatment, failed to interview direct
care staff regarding the allegation, and failed fo
observe direst care staff in the provision of direct
care of residents.

Interview with Resident A on 06/21/13, at 2:55
PM, revealed staff was "rough” when they
provided incontinence carefcleaned him/her.
Resident A stated he/she coutd not recall which
staff had been rough but had told them that they
were oo rough. )

Interview with CNA #1 on 068/21/13 revealed
Resident A preferred to stand when staff provided
incontinence care. CNA#1 stated it was difficult
to cleanse Resident A in a standing position but
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staff complied with the request. According {0
CNA#1, Resident A had complained that staff
was 100 rough, even when they just touched
himvher.

interview with the facility's Social Worker on
06/21/13, at 6:30 PM, revealed Resident A's
allegation was viewed and investigated as a
grievance. According to the Social Worker, the
resident's complaint was not reported fo the State
Agency untif a representative from the
Department for Community Bassd Services
(DCBS) came 1o the facility investigating another
incident and also asked about Resident A's
allegation, The Sccial Worker stated even
though the facility reported the resident's
aliegation 1o the State Agency, the facility did not
complete zn "abuse investigation,”

Interview with the Administrator an 06/21/13, at
6:45 PM, revealed the incident related to
Resident A was considered a grievance untit
DCBS entered the facility to investigate another
incident and looked into the incident with- this
resident. The Administrator stated that, based on
the facllity’s investigation, the resident did not
think staff had been intenfionally rough with the
resident when they provided incontinence cars
and, as a result, the facility did not consider it
abuse.

483.20(k)(2)(i} SERVICES PROVIDED MEET
PROFESSICNAL STANDARDS

The setvices provided or amranged by the facility
must meet professional standards of quality.

F 225

F 281

F 281 Services Provided Meet
Professional Standards

The services provided or arranged
by the facility must meet
professional standards of quality.
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This REQUIREMENT s not met as evidenced
by:

Based on cbservation, interview, and record
review, it was determined the faciity failed to
ensure physician's orders were followed for one
of five sampled residents (Resident #5).

Resident #5 had physician's orders dated
05/08/13, io apply Nystatin (anti-fungal) powder to
redness heneath the resident’s breasts and
inguinal folds (groin area) every shift "as needed.”
On 06/11/13, the physician requested for staff to
apply Nystatin powder {o the resident's “folds™
“twice daily." Interview with staff revealed the
resident's abdominal fold and groin area had
been red since at least 06/18/13; however,
interview and docurnentation revealed no
evidence the Nystatin powder had been applied
as ordered by Resident #5's physician.

The findings include:

Interview with the facility’s Compliance Officer on
08/25/13, at 11:10 AM, revealed the facility did not
have a palicy related fo following physician's
orders. She stated it was the nurses'
responsibility to follow physician's orders.

Review of Resident #5's medical record revealed
the facility admitted Resident #5 on 05/27/08 with
diagneses that included Uncontrolled Diabetes,
Chronic Urinary Tract Infections, and Parkinson's
Disease.

Review of Resident #5's Minimum Data Set
(MDS) dated 03/27/13, revealed the facility
assessed the resident to be cognitively impaired
with a BII4S (Brief Interview for Mental Status)
score of 8 with a score of 15 indicating no

Criteria 1: Resident #5 is
provided Nystatin powder in
accordance with MD orders as
determined in the treatment

- observation performed on 07/03/13

by the Wound Care Nurse. The
area was healed on 07/15/13.

Criteria 2: Treatment
observations have been performed
for all licensed nursing staff by the
Administrative Nursing Staff on
07/12/13-07/26/13 to determine
that freatments are administered in
accordance with MD orders.

Criteria 3; In-service education
has been provided for licensed
nursing staff by the DON/ADON
on 07/11/13-07/26/13 on the
administration of freatments in
accordance with MD orders

Criteria 4: The CQI indicator for
Physician Special Procedures will
be utilized to review 5 aliernating
resident records to monitor
compliance with physician orders
daily X 1 week, weekly X 2 weeks,
monthly X 2 months, and then
quarterly per the established C(Jl
calendar.

Criteria 5: Aug 3, 2013.
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cognitive impaiment. The faclity also assessed
Resident #5 to require extensive assistance with
activities of daily living.

Review of physician's orders dated 05/09/13,
revealed Resident #5 had physician's orders to
apply Nystaiin powder for redness beneath the
"breasts” and "inguinal folds” every shift as
needed. Further review of physician's orders ;
revealed an order dated 06/11/13, for Nystatin
powder 1o be applied to “folds” twice daily. i

Review of an assessment of Resident #5's skin
dated 06/19/13, at 1:19 AM revealed the
fesident's abdominal fold and perineumigenital
area were red,

A review of the June 2013 Treatment
Administration Record (TAR) for Resident #5
revealed facility staff was to apply Nystatin
powder for redness beneath the resident's
"breasts™ and “inguinal foids” “every shift as
needed." The TAR also revealed Nystatin powder
was to be applied to the resident's "abdominal
fold." However, according to the TAR, Nystatin
powder had not been applied to Resident #5's
abdominal and inguinal/groin areas, even though
the facility had assessed the resident to have
redness.

Observation of Resident #5 on 06/21/13, at 9:56
AM, revealed the resident's abdominal and
inguinal folds (groin area) were red. Interview
with the resident revealed the areas felt raw and
had been hurting for twe to three days, The
resident moaned when Certified Nursing ;
Assistants (CNAs) #1 and #2 provided catheter i
care and wiped the groin areas. Interview with
CNA#2 during the care revealed Resident #5 had
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been red since at least Tuesday, 06/21/13. CNA
#2 stated during the cbservation that nursing staff
was aware that the resident had redness,

Art interview with the Wound Care Nurse on
D6/25/13 at 11:25 AM revealed she reviewed skin
assessments and treatment records every
Monday and had riot reviewed Resident #5's skin
assessment when the cbservation of Resident
#5's skin was made on Friday, 06/21/13. The
Wound Care Nurse stated staff should have
applied Nystatin powder fo Resident #5's
reddened skin folds.

The Director of Nursing (DON) stated in an
inferview conducted on D8/25/13, at 11:20 AM,
that she could not explain why the medication
was not applied to the reddened areas observed
on Resident #5's groin and abdomen, The DON
stated the Wound Care Nurse looked at
freatment sheets and skin assessments weekly
and did not know why they had not "caught” that
the treatments were not being provided. The
DON further stated the facility had & Continuous
Quality Improvement (CQI tool fo use to monitor
treatments, wounds, gastric tube medication
administration, etc. However, the DON stated
she had only monitored to ensure physician's
orders were implemented for TED hose and
oxygen, since those were the areas that had been
identifiedfcited as the result of a recent
relicensure/recertification survey {refer to F520).
483.20(k}3){ii} SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be provided by quaified persons in
accordance with each resident’s written plan of

F 281

F 282

F282 Comprehensive Care Plans
The services provided or arranged
by the facility shall be provided by
qualified staff in accordance with
each resident’s plan of care.
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care.

This REQUIREMENT is not mei as evidenced
by:

Based on observation, interview, record review,
and review of the facility’s policy, it was
determined the facility failed to ensure the care
plans for four of five sampled residenits were
implemented (Residents #2, #3, #4, and #5).
Review of the care plans developed by facility
staff for Residents #2, #3, #4, and #5 revealed
staff was to ensure the resident's urinary catheter
tubing was secured fo the resident’s thigh to
prevent pulling (the facility's policy indicated male
catheters should ba secured to the abdomen).
There was no evidence staff implemented this
intervention for Residents #2, #4, or#5. Areview
of Resident #3's medical record revealed the
resident had the urinary catheter since at least
(213112 There was no evidence staff
implemented the intervention for Resident #3 until
06/18/13, after the resident's penis was observed
to be bloody and tem/split from the urinary
meatus (the opening in the penis from which
urine flows} and down the shaft of the resident's
penis.

The findings include;

An interview with the facility's Compliance Officer
on 06/25/113, at 11:10 AM, revealed the facility did
not have a policy related to implementing the care
plan.

Review of the facility's policy/procedure entifled
"Staff lnstructions-Management of Long-term

Criteria }: -Residents #2, 3,4, and
5 have the foley catheter secured
with an anchoring device as per the
plan of care. :

Criteria 2: Foley catheters are
secured with anchoring devices as
indicated on the resident care plans,
as determined by weekly
compliance rounds conducted by
the Adminijstrative Nursing Staff.

Criteria 3: -The care plans for al]
residents with indwelling catheters
were reviewed by the IDT to
deternrinie that anchoring of the
devices was addressed in
accordance with the facility policy.
-All facility nursing

staff have received in-service
education on 06/27/13-07/26/13 as
provided by the DON/ADON on
the securing of foley catheters with
anchoring devices in accordance
with each resident’s care plan.
Non-licensed nursing staff were
instructed to notify the licensed
nurse for any identified problems
with anchoring devices,
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Indwalling Catheters” dated September 2005, Cr]terla" 4: The CQl indicator for
revealed a resident's catheter should be the monitering of foley catheter
stabilized. The policy/procedure stated for anchoring interventions in
women the catheter should be anchored to the accordance with the care plan will
upper thigh, and for men should be anchored to be utilized bi-weekly for a month,
the abdomen, to prevent catheter tension. monthly X 2 months and then
quarterly as per the established CQI
1. Areview of Resident #3's medical record calendar, under the supervision of
revealed the facility admitted Resident #3 an the DON.
12/30/11, with diagnoses including Bepign Findings below the required
Prostate Hyperfrophy and Urgethral Stricture. threshold of 100% will result in a
Review of Resident #3's most recent Minimum : ?lan .Of correction to address the
Data Set (MDS) assessment dated 05/17/13, identified areas.
revealed the resident was cognitively impaired ..
with a BIMS (Brief Interview for Mental Status) Criteria 5: August 3,2013
score of 6 with 15 indicating no cognitive
impaiment.

Reviaw of Resident #3's {(male resident) care plan
initially dated 02/13/12, and updated on 05/20/13,
revealed staff was required to secure the
resident's indwelling urinary catheter tubing to the
resident's thigh to prevent pulling (which was not
in accordance with facility policy).

Review of Resident #3's CNA (Cerfified Nursing
Assistant) care plan for June 2013 revealed the
resident had a catheter and staff was required to
provide catheter care every shift and as needed.
Accarding to the CNA care plan, the facility failed
to indicate the use of a catheter strap, or any
other device, to secure the catheter tubing as
required.

Observation of Resident #3 on 06/21/13, at 5:30
PM, with Licensed Pracfical Nurse (LPN) #2
revesled the resident had a catheter and a leg
strap was observed on the resident's left thigh.
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The resident's penis was observed fo be splitttorn
from the meatus approximately three-fourths of
the way down the shait of the resident's penis.
The catheter tubing was observed to be
protruding from the base of the split area on the
left side of the penis. The resident's penis and
left inner thigh were observed to be bloody.

An interview with LPN #2 on 06/21/13, at 5:30 PM
revealed the catheter strap had been in use for
approximately two weeks and was implementad
after the resident's penis was observed to be
"split” and bloody. The LPN stated she was not
sure how long the resident's penis had been
splittorn, but knew that it was splintitorn when the
resident went out to the doctor approximately one
month prior.

Interviews with Resident #3 on 06/21/13, at 4:00
PM and 5:30 PM, revealsd facility staff began
utilizing a catheter strap approxirnately two days
prior. The resident stated the "girls” told him his
penis was bloody and the strap would keep the
catheter from pulling.

Interview with CNA #5 on 06/21/13, at 6:23 PM,
revealed Resident #3's penis had baen splititomn
for months; howaver, on Tuesday (06/18/13) she
noticed Resklent #3's penis was "more open and
bieeding.” She stated she nofified LPN #4 and
they placed a catheter sirap on the resident's

- thigh fo secure the tubing. CNA#5 stated prior to

06/18A13, steff had not utilized a catheter strap for
Resident #3.

An interview was conducted with LPN #4 on
D6/22/13, at 9:00 PM, and on 05/24/13, at 12:20
PM. LPN #4 stated that on 08/8M13, CNA#5
reported that Resident #3's penis looked differsnt.

F282
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LPN #4 stated the resident’s penis was splitftom
and was bieeding. LPN #4 stated she had not
taken care of Resident #3 in a while sa she got
LPN #1 to lock at the resident's penis and LPN #1
confirmed the residents penis was worse. LPN
#4 stated she placed a catheler sirap on Resident
#3 10 keep the catheter tubing from getting
pulledftugged and o prevent the spiititear from
getting worse.

Interview with LPN #1 on 06/21/13, at 10:15 AM,
and on 06/21/13, at 68:23 PM, revealed Resident
#3's penis had been "split" down the side for
months, however, according te LPN #1, the
resident’s penis was more swollenfiritated on
06/118/13.

Interviews with LPN #3 on 06/21/13, at 5:07 PM,
and with LPN #4 on 06/22/13, at 8:00 PM,
revealed they were not aware a care plan had
been developed that identified the use of a device
to secure Resident #3's catheter tubing to his/her
leg in an effort to prevent the tubing from being
pulled,

2, Areview of the medical record revealed the
facility admitted Resident #2 an 03/14/11, with
diagnoses that included Congestive Heart
Failurg, Alzheimer's Disease, Chronic Pain,
Chronic Obstructive Pulmonary Disease, and
Parkinson's Disease, A review of Resident #2's
MBS revealed the facility assessed the resident
to be interviewahble with a BIMS score of 13.

A review of Resident #2's care plan inifially dated
03/21111, and updated on 05/13/13, revealed staff
was required to secure the resident's catheter
tuking to the resident's thigh to prevent puliing.

F 282
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Review of Resident #2's CNA care plan for June
2013 revealed the resident had a "Foley"
(indwelling) catheter and staff was required 1o
pravide catheter care every shift and as needed.
Review of the CNA Care Plan revealed the facility
failed to indicate a catheter strap, or any other
device, to secure the catheter tubing to prevent
pulling was required.

Observation of Resident #2 on 06/21/13, at 3:00
PM, revealed the resident had a urinary catheter
and was not wearing any type of device to secure
the catheter tubing to the resident’s thigh. An
interview with the resident revealed staff did not
utilize anything to secure the catheter tubing.

3. Review of the medical record reveated the
facility admitled Resident #4 on 06/11/12 with
diagnoses that included Congestive Heart Faiture
and Urine Retention. A review of Resident #4's
MDS assessment dated 04/26/13 revealed the
facliity assessed the resident as baing
interviewable with a BIMS score of 12,

Review of Resident #4's care pian initially dated
08/07/12, and updated on 05/30/13, revealed
staff was required to secure the resident's
catheter tubing to the resident's thigh to prevent - ~
puling.

A review of Resident #4's CNA care plan for June
2013 revealed the resident had a "Foley”
(indwelling) catheter and staff was required to
provide catheter care every shift and as needed.
A review of the CNA care plan reveaied the facility
failed fo indicate a catheter shrap, or any other
device, to secure the catheter tubing fo pravent
pulling was required.

FORM CMS-2567(02-99) Previcus Versions Obsoiete Ewvent ID:POD111 Facilty ID: 100471 - If continuation shest Page 16 of 37




PRINTED: 07/31/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-6G391
STATEMENT OF DEFIGIENCIES {X1) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION ) {X3) DATE SURVEY
AND PLAN OF CORRECTION IENTIFICATION NUMBER: A BUILDING COMPLETED
C
185270 B. WING 06/25/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
CUMBERLAND VALLEY MANDR 301 SOUTHMAIN S
] N BURKESVILLE, KY 42717
(%4) 1D SUMMARY STATEMENT OF DEFICIENGIES (s} PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
IAG REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY}
" F 282 Continued From page 16 F 282

Observation of Resident #4 on 06/21/13, at 10;15
AM, revealed the resident had a urinary catheter,
but was not wearing any type of device to secure
the catheter tubing to the resident's thigh.

Interviews conducted with TNA #1, CNA #2, and
LPN #1 on 06/21/13, at 10:15 AM, during the
observation, revealed Resident #4 did not utilize
any type of device to secure the catheter.

Interview with Resident #4 on 06/21/13, at 11:40
AM, revealed the resident was not sure why
hefshe had to have a catheter and stated he/she
had never worn any type of device to hold the
catheter tubing.

4. Review of the medical record revealed the
facility admitted Resident #5 on 05/27/09 with
diagnoses that included Uncontrolled Diabetes,
Chronic Urinary Tract Infections, and Parkinson's
Disease. Review of Resident #5's MDS dated
03/2713 revealed the facility assessed the
resident to be cognitively impaired with a BIMS
score of 8,

Review of Resident #5's care plan initially dated
03/01/12, and updated on 05/15/13, revealed
staff was required to secure the resident's
catheter tubing to the resident's thigh to prevent
puliing.

Review of Resident #5's CNA care plan for June
2013 revealed the resident had a "Foley”
{indweliing) catheter and siaff was required to
provide catheter care every shift and as needed.
Areview of the CNA care plan revealed the facility
failed o indicate a catheter strap, or any other
device, to secure the cathster tubing to pravent
pulling was required.
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the catheter tubing to the resident's thigh.

PM, revealed priar to 08/21413 she had not
utilized a catheter strap or any other device to
secure residents’ catheter tubing.

An interview with CNA #1 and CNA#2 on

o secure the indweiling catheter,
An interview with LPN #1 on 06/21/13, at 10:15
a catheter strap when they were out of bed;

otherwise, & deviee was not used to secure
residents’ catheters.

ensuring nurse aide care plans matched
residents’ comprehensive care plans.

the Assistant Director of Nursing {ADON) on

care plans were implemented.
F 315 483.25(d) NO CATHETER, PREVENT UT],
85=G | RESTORE BLADDER

Based on the resident's comprehensive
assessment, the facility must ensure that a

Observation of Resident #5 on 06/21/13, at 9:55
AM, revesled the resident had & urinary catheter
but was not wearing any type of device to secure

An interview with CNA #6 on 06/23/13, at 11:15

06/21/13, at 10:15 AM, revealed the CNASs did not
use any typs of device on residents with catheters

A, revealed some of the male residents utilized

An interview conducted with the MDS Coordinator
on 06/24/13, =t 1.00 PM, revealed the Restorative
Nurse, who was on vacation, was responsible for

Interview with the Director of Nursing (DON}) and

08/21113, at 7:00 PM, revealed the facility did not
have a systern for monitoring to ensure residents’

F 282

F 315
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resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident’s clinical condition demonstrates that
catheterization was necessary; and a resident
who is incontinent of bladder receives appropriate
treatment and services to prevent urinary tract
infections and to restore as much normai bladder
function as possible.

This REQUIREMENT s not met as evidenced
by:

Based on obsetvation, interview, record review,
and review of facility policies, it was determined
the fadllity failed to ensure four of five sampled
residents (Residents #2, #3, #4, and #5) received
urinary catheter care based on the resident’s
comprehensive assessment and care pian. A
review of the care plans developed by facility staff
for Residents #2, #3, #4, and #5 revealed staff
was to ensure the resident's urinary catheter
tubing was secured to the resident's thigh to
prevent pulling (the facility's policy indicated male
residents’ catheters should be secured to the
abdomen). There was ne evidence staff
implemented this intervention for Residents #2,
#4, or #5. A review of Resident #3's medical
record, including the care plan, revealed the
resident had the urinary catheter since at jeast
02/13M12. There was no evidence staff
implemented the intervention for Resident #3 untii
06/18/13, after the resident’s penis was observed
to be bloody and tom/split from the urinary
meatus (the opening in the penis from which
urine flows) and down the shaft of the resident's
penis. In addition, Resident #3's physician was
not notified of the trauma to the resident's penis.

The findings include:

F 315 Urinary Inconfinence
Based on the resident’s
comprehensive assessment, the
facility must ensure that a resident
who enters the facility without an
indwelling catheter is not
catheterized unless the resident’s
clinical condition demonstrates that
catheterization was necessary; and
a resident wha is incontinent of
bladder receives appropriate
freatinent and services to prevent
urinary tract infections and to
restore as much normal bladder
function as possible.

Criteria 1:-Residents #2, #3, #4,
and #5 have the foley catheter
secured with an anchoring device
as per the plan of care.

Criteria 2: Foley catheters are
secured with anchoring devices as
indicated on the resident care plans,
as determined by weekly
compliance rounds conducted by
the Administrative Nursing Staff.
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An interview with the facility's Compliance Officer

ort 06/25/13, at 11:10 AM, revealed the facility did
not have a policy related t6 implementing the care
pian.

Review of the facility's policy/procedure entitied
"Staff Instructions-Management of Long-term
indwelling Catheters” dated September 2005,
revealed a resident's catheter should be
stabilized. The policy/procedure stated that for
women the catheter should be anchared to the
upper thigh and that for men the catheter should
to be anchored to the abdomen, to prevent
catheter tension. )

1. A review of Resident #3's medical record
revealed the facility admitted Resident #3 on
12/30/11, with diagnoses including Benign

Prostate Hypertrophy and Urethral Stricture.

Review of Resident #3's most recent Minimum
Data Sat (MDS) assessment dated 05/1 713,
revealed the facility assessed the resident as
being cognitively impaired with a BIMS (Brief
Interview for Mental Status) score of 6.
According to the MDS assessment, Resident #3
had a urinary catheter and required extensive
assistance from staff with ransferring, walking,
dressing, hygiene/bathing, and toilet use (which
includes managing a catheter).

Review of Resident #3's (male resident) care plan
initially dated 02/13/12, and updated on 05/20/13,
revealed staff was required to provide catheter
care for Resident #3 every shift and secure the
resident's indwelling urinary catheter fubing ta the
resident’s thigh (facility's policy stated male
residents’ catheters were fo be secured to the

Criteria 3: -The care plans for all
residents with indwelling catheters
were reviewed by the IDT to
determine that anchoring of the
devices was addressed in
accordance with the facility policy.
-All facility nursing

staff have received in-service
education on 06/27/13-07/26/13 as
provided by the DON/ADON on
the securing of foley catheters with
anchoring devices in accordance
with each resident’s care plan.
Non-licensed nursing staff were
Instructed 10 notify the licensed
purse for any identified problems
with anchoring devices.

Criterita 4: The CQI indicator for
the monitoring of foley catheter
anchoring interventions in
accordance with the care plan will
be utilized bi-weekly for a month,
monthly X 2 months and then
quarterly as per the established CQI
calendar, nnder the supervision of
the DON. Findings below the
required threshold of 100% wil}
result in a plan of correction to
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abdomen) to prevent pulling.

Review of the CNA (Certified Nursing Assistant)
care plan for Resident #3 for June 2013 revealed
the resident had a catheter and staff was required
to provide cetheter care every shift and "as
needed.” According to the CNA care plan, the
facility fafled to ensure the use of a catheter strap,
or any other device fo secure the catheter tubing,
was included on the CNA care plan.

Observation of Residert #3 on 06/21/13, at 5:30
PM, with Licensed Practical Nurse (LPN) #2
revealed the resident had a cathefer and a leg
strap on the resident's left thigh. The resident's
penis was observed to be splitiom from the
meatus approximately three-fourths of the way
down the shaft of the resident's penis. The
catheter tubing was observed 1o bs protruding
from the base cf the split area on the left side of
the penis. The resident’s penis and left inner
thigh were observed fo be bloody.

An interview with Resident #3 on 06/21/13, at
4:00 PM ang 5:30 PM, revealed facility staff
began utilizing a catheter strap approximataly two
days prior. The resident stated the “gitls” told him
his penis was bloody but the resident was not
sure what happened. The resident stated the
"girls" told the regident that the strap would keep
the catheter tubing from being pulled.

An interview with LPN #2 on 06/21/13, at 5:30
PM, revealed she was not sure how iong
Resident #3's penis had been splitforn, but knew
that it had been splitftorn for at least one month.
According to LPN #2, the catheter strap had been
in Use approximately two weeks and was
implemented after the resident's penis was

F231
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observed to be bloody and the "spiit" had
advanced further, :

Interview with CNA #5 on 06/21/13, at 6:23 PM,
revealed on Tuesday (06/18/13) she noticed
Resident #3's penis was "more open and
bleeding.” She stated she notified LPN #4 and
they placed a catheter strap on the resident's
thigh to secure the tubing. CNA#5 stated
Resident #3's penis had been splittorn for
months; hawever, prior to 06/18/13, staff had not
utilized a catheter strap for Resident #3.

An interview was conducted with LPN #4 on
06/22113, at 9:00 PM, and 05/24/13, at 12:20 PM.
LPN #4 stated that on 06/18/13, CNA#5 reported
ihat Resident #3's penis iooked "different.” LPN
#4 stated Resident #3's penis was observed to be
splittorn and was bleeding. LPN #4 stated LPN
#1 confirmed the resident's penis was worse.
LPN #4 stated she placed a catheter strap on
Resident #3 fo keep the catheter tubing from
getting pulled/tugged and to prevent the splithear
from getting worse. LPN #4 stated she did not
notify the resident's physician of the trauma tc
Resident #3's penis. She stated she reported the
information to the next shift so day shift couid
notify the physician. LPN #4 also stated she
documented in Resident #3's Nursing Notes that
the resident's physician would be notified the next
moming. LPN #4 stated she reviewed the
resident's record prior to the interview and couid
find no documentation that the resident's
physician was nofified.

On 06/21/13, at 6:07 PM, a review of the nursing
nate dated 06/18/13, at 8:50 PM, was conducted
with LPN #3. At that time, LPN #4's Nursing Note
revealed the CNA noticed the "F/C [Foley

F 315
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catheter} had split down the shaft of Jthe
resident's] penis a small amount” and the
resident's physician would be notified "in the AM"
(morning).

An interview with LPN #1 on 06/21/13, at 10:15
A, and on 06/21/13, at 6:23 PM, revealed
Resident #3's penis had been "split” down the
side for months; however, according to LPN #1,
the resident's penis was more swollervirritated an
06/18/13.

Intervisws with LPN #3 on 06/21/13, at 8:07 PM,

1 and with LPN #4 on 06/22/13, at 9:00 PM,

revealed they were not aware 2 care plan had
been developed that required the use of a device
to secure Resident #3's catheter tubing to his/her
leg in an effort to prevent the tubing from being
pulled.

An interview with Resident #3's physician on
06/24/13, at 2:30 PM, revealed the resident's
physician was not notified that the residents
penis was torn, but should have been. Acsording
to Resident #3's physician, the facility should
have used a catheter strap or some type of
device to support the catheter tubing because if
there was not some type of support, the tubing
would put pressure on the penis. The physician
stated the tearing/splitiing was caused by
pressure from the catheter and that not wearing
sormne type of device to refieve the
pressureftension "had something to do with
[Resident #3's] penis tearing,”

2. Reviaw of the medical record revealed the
facility admitted Resident #2 on 03/14/11, with
diagnoses that included Congestive Heart
Failure, Alzheimer's Disease, Chronic Pain,

F 315

FORM CMS-2567(02-88} Previous Versions Obsolete

Event IB: PDD114

Facility iD: 100471

K conmtinuation sheet Page 23 of 37




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

PRINTED: §7/31/2013

FORM APPROVED

OME NO. 0933-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1 PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

185270

{X2) MULTIPLE CONSTRUCTION
A BUEDING

B.WING

(X3) DATE SLIRVEY

COMPLETED

C
06/25/2013

NAME OF PROVIDER OR SUPPLIER

CUMBERLAND VALLEY MANOR,

STREET ADDRE

58, CITY, STATE, ZIP CODE

301 SOUTH MAIN STREET
BURKESVILLE, KY 42717

(X4 ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
(EACH DEFICIENCY MUST BE PRECEDED BY FLEL
REGULATCRY OR LSC IDENTIFYING INFORMATION)

3]
PREFIX
TAL

PROVIDER'S PLAM OF CORRECTION

(EACH GORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO TRE APPROPRIATE

DEFICIENCY)

X5y
COMPLETION
DATE

F 315

Continued From page 23

Chronic Obstructive Pulmonary Disease, and
Parkinsen's Disease.

A review of Resident #2's MDS assessment
dated 05/03/13 revealed the facility assessed the
resident fo be interviewable with a Brief Interview
Mental Status (BIMS) score of 13. The MDS
assessment revealed the resident required
extensive assistance from staff for bed mobility,
dressing, bathing/hygiene, and tilet use (which
includes care of the catheter). According to the
MDS, Resident #2 did not transfer from bed or
ambulate.

Review of Resident #2's care plan initially dated
G3/21/11, and updated on 05/13/13, revealed staff
was to secure the resident's catheter fubing to the
resident's thigh to prevent pulling. However, &
review of Resident #2's CNA (Certified Nursing
Assistant) care plan for June 2013 revealed the
facliity failed to indicate a catheter sirap, or any
other device, was required fo secure the catheter
tubing to prevent the catheter from being pulled.

Observation of Resident #£2 on 06/21/13, at 3:00
PM, revealed the resident had a urinary cathefer
and was not wearing any type of device to secure
the catheter tubing. An interview with the resident
revealed staff did not utilize anything to secure
the catheter tubing.

3. Areview of the medical record revealed the
factity admitted Resident #4 on 0671112 with
diagnoses that included Congestive Heart Failure
and Urine Retention.

Review of Resident #4's MDS assessment dated
04/25M13 revealed the facility assessed the
resident as keing interviewable with a BIMS szore

F 315
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of 12. The facility also assessed the resident 1o
require extensive assistance with bed mobitity,
transferring, dressing, hygiene/bathing, and toilet
use (which includes catheter care).

A review of Resident #4's care plan initially dated
08/07/12, and updated on 05/30/13, revealed
staff was required to secure the resident’s
catheter tubing to the resident's thigh to prevent
pulling.

Review of the June 2013 CNA (Certified Nursing
Assistant) care plan for Resident #4 revealed the
resident had a "Foley" (indwelling) catheter and
staff was to provide cathster care every shift and
as needed. A review of the CNA care plan
revealed the facility failed fo indicate a catheter
strap, or any other device o secure the catheter
tubing o prevent pulling, was required.

Observation of Resident #4 on 06/21/13, at 10:15
AM, revealed the resident had a urinary catheter

but was not wearing any type of device to secure
the catheter tubing fo the resident's thigh.

interviews conducted with CNA #1, CNA #2, and
EPN #1 on 06/21/13, at 10:15 AM, during the
observation, revealed staff did not provide
Resident #4 with any type of device {0 secure the
resident’s catheter.

Interview with Resident £#4 on 06/21113, at 11:40
AM, revealed the resident was not sure why she
had to have a catheter and stated she had never
wom any type of device to hold the catheter
tubing.

4. Review of the medical record reveaied the
facility admitted Resident #5 on 05/27/09 with
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diagnoses that included Uncontrolled Diabetes,
Chronic Urinary Tract infections, and Parkinson's
Disease.

A review of Resident #5's MDS dated 03/27/13
revealed the facility assessed the resident to be
cognitively impaired with & BIMS score of 8. The
facility also assessed Resident #5 to require
extensive assistance with activities of daily living,
inctuding managing the resident's catheter.

Review of Resident #5's care plan initially dated
03/01112, and updated on 05/15/13, revesled
staff was required to secure the resident's
eatheter tubing to the resident's thigh to prevent
puling. However, a review of the June 2013 CNA
{Certified Nursing Assistant} care plan for
Resident #5 revealed the facility failed to indicate
a catheter strap, or any other device to secure the
catheter tubing to prevent pulling, was required.

Observation of Resident #5 on 06/21413, at 9:55
AM, revealed the resident had a urinary catheter,
but was not wearing any type of device to secure
the catheter tubing to the resident's thigh.

An interview with CNA#6 on 06/23M3, at 11:15
PM, revealed prior to 06721713, she had not
utilized a catheter strap, or any other device to
secure a resident's catheter tubing.

An interview with CNA #1 and CNA #2 an
06/21/13, at 10:15 AM, revealed the CNAs did not
use any type of device on residents with catheters
to secure the indwelling catheter.

An interview with LPN #1 on 068/21/13, at 10:15
AM, revealed some of the male residents utftized
a catheter strap when they were out of bed;
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otherwise, a device was not used 1o secure
residents' catheters,

Inferviews with LPN #3 on 06/24/13, at 6:07 P,
and with LPN #4 on 06/22/13, at 9:00 PM,
revealed they were not aware a care plan had
been developed that required the use of a device
1o secure catheter tubing to the resident's leg for
Residents #2, #3, #4, and #5 in an effort to
prevent the tubing from being pulled.

On 0612413, at 1:00 PM, an interview was
conducied with the MDS Coordinator who stated
the Restorative Nurse, who was on vacation, was
responsible for ensuring nurse aide care plans
matched residents' comprehensive care plans.

On 06/21/13, at 7:00 PM, an interview with the
Director of Nursing (DON} and the Assistant
Director of Nursing (ADON) revealed the facility
did nat have a system for monitoring to ensure
residents’ care plans were implemented,

F 328 | 483.25()) DRUG REGIMEN IS FREE FROM
5$5=D | UNNECESSARY DRUGS

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; or in the presence of
adverse consequences which indicate the dose
shouild be reduced or discontinued; or any
combinations of the reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drgs are not

F315

F 329

F 329 Unnecessary Drugs
Each resident’s drug regimen must
be free from unnecessary drugs.

Criteria 1: The drug regimen for
resident #5 has been reviewed by
the consulting pharmacist and MD
with dose reductions completed and
rational documented for the use of
the current psychotropic
medications,
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The findings include:

Depression.

A review of a Minimurn Data Set (MDS)

given these drugs unless antipsychotic drug
therapy is necessary {o treat a specific condition
as diagnosed and documented in the clinical
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinfcally
contraindicated, in an effort to discontinue these

This REQUIREMENT s not met as evidencad

Based on interview and record review, it was
determined the facility failed to ensure one of five
sampled residents was free from unnecessary
drugs (Resident #5), Resident#5 had physician's
orders for 5 milligrams of Valium {(anti-anxisty
medication) tc be administered every night, 0.5 -
milligrams of Risperdal {anti-psychotic} every
moming, and T milligram of Risperdal every night.
The facility failed to ensure there were adequate
indications for the use of Risperdal for Resident
#5 and failed to ensure the resident received a
gradual dose reduction of Valium, unless clinically
contraindicated, in an effort to discontinue the

Review of the medical record revezled the facility
admitted Resident #5 on 05/27/03 with diagnoses
that included Parkinson's Disease, Anxiety, and

assessment dated 03/27/13 revealed the facility
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Criteria 2: An audit was
completed by the Psychetropic
Review Commitiee of the last 60
days of pharmacy
recommendations pertaining to
psychotropic medications, to
identify any that did not have the
necessary rational documented for
the use of the psychotropic
medication. The aitending
Physicians were contacted, with the
necessary documentation obtained
to support the ongoing use of the
medication and/or any changes in
dose.

Criteria 3: -The F 329 regulatory
requirements were provided to each
of the facility attending physicians
to review, along with a facitity
lstter discussing the need for
supportive documentation for
ongoing use of psychotropic
medications for all residents.

~The Psychotropic Review
Committee will review the MD
responses to pharmacy
recommendations pertaining to
psychotropic medications, Any
responses that do not provide the
rational for ongoing use of these
medications will be
reviewed/discussed with the MD
with the necessary documentation
cbtaned.
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assessed Resident #5 to be cognitively impaired Criteria 4: The CQI indicator for
with & Brief Interview Mental Status (8IMS) scofe the monitoring of the use and
of 8, with 15 indicating no cognitive impaiment. supportive documentation for
Documentation on the MDS assessment revealed psychotropic medications will be
the resident received anti-psychotic and utilized monthly X 2 meonths and
anti-arxiety medications, the quarterly thereafier as per the
CQl calendar, under the
Review of Resident #5's June 2013 physician's supervision of the ADON.
orders revealed an order for 5 milligrams (mg) of Findings below the required
Valium to be administered every night (initialty threshold of 100% will result in a
order_gd oln 03/02/12). The res:de_nt also had plan of correction to address the
physt_clan s orders for 0.5 mg of 31§peMal every identified arcas.
moming and 1 mg every night {initially ordered on
07ATI). Criteria 5:  August 3, 2013
Review of Behavior Committee meeting minutes
dated 06/20/13 revealed Resident #5 had verbal
behaviors directed zt others, and there were no
changes in the resident's behavior. However,
review of the Mood Report Roster for Resident #5
from 01/01/13 through 06/20/13, revealed the
resident had two episodes of screaming/eursing
on 01/13/13 and 05/11/13.
Interview with Certified Nursing Assistant {CNA)
#5 on 06/21/13, at 6:23 PM, and with Licensed
Practical Nurse (LPN) #4 on 08/22/13, at 9:00
PM, revealed Résident #5 had not exhibited any
recent bebaviors,
Interview with CNA#6 on 08/23/13, at 11:15 PM,
revealed Resident #5 sometimes “yelied” and
said he/she was in pain,
A review of "Consultant Phamacist
Communication to Physician” for Resident #5,
dated 01/24/13, revealed the pharmacist had
documented "CMS-F329: Antipsychotic Boxed
Warning in Dementia related diagnosis." Further
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review of the pharmacist's documentation
revealed, "This elderly resident is currently on
antipsychotic therapy for a dementia-related
diagnosis. Please be aware that there is a FDA
boxed warning that states, ‘Elderly patients with
dementia-related psychosis freated with an
antipsychotic are at an increased risk of death
compared 1o placebo.” The pharmacist also
documented, "Therefore, these agents are not
approved for the treatment of dementia-related
psychosis...Consider tapering off the current
medication and adding an altlemative from a
different class of agents if behaviors are siill
unmanageabie: without medication therapy” The
physician addressed the pharmacy
recommendation on 02/16/13 and documented
the resident was "stable” and the physician
wanted no changes to the medication. The
physician provided no additional
information/rationale to indicate why the
medication should not be reduced or
discontinued.

Review of a "Consuitant Phamacist
Communication to Physician” for Resident #5
dated 03/21/13 revealed the resident had been
teking 5 mg of Valium every night for anxiety
since March 2012 and was due for an evaluation.
The phanmacist recommended a trial reduction of
2 mg of Valium every night. The physician
addressed the recommendation o 03/28/13 but
did not want any changes In the medication. The
physician did not document a rationale for
continuing the medication.

Inferview with Resident #5's physician on
06/24/13, at 2:30 PM, revealed he had inifially
prescribed the medications for the resident
because the resident had been hospitalized due

F 329
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The facility must maintain clinical records on each
resklent in accordance with accepted professional
standards and practices that zre complete;
accurately documented; readily accessible; and
systematically arganized.

The diinical record must contzin suficient
information to identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State:
and progress notes.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, it was determined the facility fafled 1o
ensure documentation in clinical records was
accurately maintained for one of five sampled
residents (Resident #3). Observation of 2
Nursing Note for Resident #3 dated 0671 &8/13, at
8:50 PM, and an interview with the Licensed
Practical Nurse (LPN) who documented the
Nursing Note, revealad Resident #3's physician
was not notified of a change in the resident's
condition. However, a copy of the 06/18/13, 8:50
PM Nursing Note received fram the Director of
Nursing (DON) stated the resident's physician

clinical records on each resident in
accordance with accepted
professional standards and
practices that are—complete,
accurately documented, readily
accessible, and systematically
organized.

Criteria I: The MD for resident
#3 was updated on the resident’s
current status on 07/16/13 by the
DON, with documentation of this
notification completed in the’
nursing notes.

Criteria 2: - Head to toe skin
assessments have been completed
on all residents by the
Administrative narsing staff to
determine current skin status
including but not Hmited to the
genitalia, The assessment
documentation was reviewed by the
wound nurse to determine that all
identified skin issues have been
discussed with the MD with
appropriate treatment orders in
placea.
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to periods of hallucinations and acute psychotic
episodes. The resident's physician stated the
resident should be off the medications and
believed the medications had already been
discontinued.
F 514 483.75(1)(1) RES F 514
55=D | RECORDS-COMPLETE/ACCURATE/ACCESSIB F 514 The facility must maintaio
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was notified. In addition, observations of
Resident #3's penis and interviews with staff
revealed the resident's penis had been splitttorn
for at least one month. However, a review of skin
assassments completed by facility staff weekly
revealed the resident had no problems with the

Criteria 3: -In-service education
was provided for the DON, ADON,
Infection Control/Wound Nurse by
the contracted Niwse Consultant,
and the for the licensed nurses by
the DON, ADON, and Infection

penis. Control/Wound Nurse on
maintaining clinical records in

The findings include: accordance with accepted standards
and practices incleding but not

1. Areview of Resident #3's medical record
revealed staff completed an assessment of the
resident's skin condition on a weekly basis.
Review of the weekly skin assessments dated
05/23/13, 05/3013, 06/06/13, 06/13/13, and

imited to: accuracy of assessment

and MD notification
documentation, and completion of
legal documentation corrzctions.

06/20/13 revealed staff assessed Resident #3 to 'D‘S"lphﬂa.r}’ action has been
have no problems with the perineumigenital area completed in accordance with
(penis). However, observation of Resident #3 on facility policy for the staff
06/21/13, at 5:30 PM (one day after the most responsible for the inaccurate
recent documented skin assessment by facility documentation identified.

staff) with LPN #2, revealed the resident's penis
was splitfiorn from the urinary mesatus (opening in

Criteria 4: The CQI indicator for

the penis through which urine flows) the monitoring of nursing
approximately three-fourths of the way down the documentation will be utilized
shatft of the resident's penis. The catheter tubing monthly X 2 months, then quarterly
was ohserved to be protruding from the base of X 1 year, and then ev ery 6 months
the split area on the left side of the penis. The there aﬂe} Findings below the
resident’s penis and left inner thigh were . d thre shold of 0% will
observed to be bloody, require 01 0T I Wi
result in a plan of correction 1o
interview with the Wound Care Nurse on address the identified areas.
06/2113, at 10:30 AM, and on 06/25/1 3,at 11:25
AM, revealed nursing staff conducted weekly Criteria 5: August 3, 2013

assessments of each resident’s skin and on
Mondays, she reviewed the previous week's skin
assessments to ensure the assessments had
been compleied. The Wound Care Nurse stated
staff also notified her when a resident had a skin
problem. She stated she was unaware Resident
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#3's penis was splitfiorn until 06/21/13. She
further staled the splititear to the resident's penis
should have been documented on the weekly
skin assessment if the area was present when
the assessment was sonducted.

Continued review of Resident #3's medical record
was conducted on 06/21/13, at 6:07 PM, with
assistance provided by LPN #3. A computerized
Nursing Note by LPN #4, dated 06/18/13, at 8:50
PM, revealed a nursing assistant reported
Resident #3's "F/C [Foley catheter] had split down
the shaft of [Resident #3's] penis a small amournt”
and the resident's physician would be nofified “in
the AM." However, a review of a copy of the Note
written by LPN #4 on 06/18/13, at 8:50 PM,
provided by the DON on 06/21/13, at 7:00 PM,
revealed the resident's physician had been
notified of the change in Resident #3's condition,

interview conducted with LPN #4 on 06/22/13, at
9:00 PM, revealed that on 06/18/13, Certified
Nursing Assistant {CNA) #5 reported that
Resident #3's penis looked "differant* LPN #4
stated she ohservec the resident's penis on
08/18/13 and observed the penis to be splitiorn
and bleeding. LPN #4 stated she did not notify
the resident's physician that the resident’s penis
was tormn/split on 06/18/13. The LPN stated it was
late and the resident's physician's office was
closed so she documented her observation of
Resident #3's penis in the Nursing Notes and
asked staff that was beginning their shift to call
the resident’s physician the next morning. LPN
#4 stated she reviewed the resident's record prior
to the interview and could find no documentation
that the resident's physician was notified,

Interview with CNA#5 on 06/21/13, at 6:23 PM,

F514
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revealed Resident #3's penis had been splittorn
for "months.” She stated that on 06/18/13, the
resident's penis was “more open and bleeding,”
and she notified LPN #4.

Anvinterview with LPN #2 on 05/21/13, at 5:30
PM, revezled she was not sure how jong ;
Resident #3's penis had been splittorn, but knew i
that it had been split’torn for at ieast one month. ;

An interview with LPN #1 on 06/21/13, at 1015
AM, and on 06/21/13, at 6:23 PM, revealed i
Resident #3's penis had been "split" down the
side "for months "

Interview with Resident #3's physician on
06/24/13, at 2:30 PM, revealed the facility had not
notified him that Resident #3's penis was
torn/spiit, but stated he "should have been®
notified. @

On 06/24/13, at 12:20 PM, a follow-up interview
was conducted with LPN #4, the nurse who wrote
the 06/18/13 Nursing Nate for Resident #3 at 8:50
PM. LPN #4 stated that she had not changed the
Nursing Note o indicate Resident #3's physician
was notified of the trauma fo the resident's penis.
LPN #4 stated she did not have the authority 1o
change a Nursing Note. According to LPN #4, if
she needed to change or clarify a Nursing Note,
the ariginal Note would be the same and there
would be an "addendum” after the ariginal note.

An interview with the DON on 06/25/13, at 12:25
PM, revealed she was not sure why the electronic
version of the 06/18/13, 8:5C PM Nursing Note for
Resident #3 reviewed on 06/21/13, at 6:07 P,
and the copy of the 06/18/13, 8:50 BM Mursing
Note provided on 06/21/13, at 7:00 PM, were
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different. The DON stated she did not know how
the Nursing Note got changed, or who could have
changed the documentation on Resident #3's
medical record.
F 520 | 483.75{c)(1) QAA F 520
85=p | COMMI{TTEE-MEMBERSMEET
QUARTERLY/PLANS

- | A facility must maintain a quality assessment and

assurance committee consisting of the director of
nursing services; a physician designated by the
facility; and at least 3 other members of the
facility's staff.

The quality assessment and assurance
committee meets at least quarterly 1o Identify
issues with respect to which quality assessment
and assurance activities are necessary; and
develops and imiplements appropriate plans of
action io correct identified quality deficiencies.

A Siate or the Secretary may not require
disclosure of the records of such committee
except insofar as such disclosure is related to the
compliance of such committee with the
requirements of this section.

Good faith attempts by the committee to identify
and correct quality deficiencies will not be used as
a basis for sanctions.

This REQUIREMENT is not met as evidenced
by:
Based on observations, interviews, record

F 520 Quality Assessment and
Assurance

A facility must mairtain a quality
assessment and assurance
commiftee consisting of 1) The
director of nursing services; i) A
physician designated by the
facility; and iii) At least 3 other
members of the facility’s staff, The
quality assessment and assurance
cominittee i) Meets at least
quarterly to identify issues with
respect to which quality assessment
and assurance activities are
necessary; and i} Develops and
implements appropriate plans of
action o correct identified quality
deficiencies.

Criteria 1: -The atiending
plrysician for resident #5 has been
updated on the resident’s condition
on 07/16/13 by the DON. Resident
#5 is provided Nystatin powder in
accordance with MD corders as
determined in the treatment
observation performed on 07/03/13
by the Wound Care Nurse. The
area was healed on 07/15/13.
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reviews, and facility policy reviews it was Cr lte“a_2: Treatment
determined the facility failed to ensure plans of O'JSGWﬂFIOnS have bf:en performed
action to comrect previously cited quality for a.[l Ilcens_ed nursing staff by the
deficiencies were implemented. The Stafe Administrative Nursing Staff on
Agency cited F281, Services Provided Meet 07/12/13-07/26/13 to determine
Professional Standards, during the standard that freatments are administered in
survey on 05/09/13, due to the facility's failure to accordance with MDD orders.
follow physician's orders. The facility submitted a
Plan of Correclion and alleged the deficiency Criteria 3: In-service education
would be corrected on 06/10/13. The facility has been provided for licensed
failed to lmp!e{'nent their Plan af.Correctnon to nursing staff by the DON/ADON
enswre physician's orders were implemented on 07/11/13-07/26/13 on the
(refer to F281). administration of treatments in
The findings include: accordance with MD orders.
Review of Forrm CMS-2567, Statement of Criteria 4: -The CQl indicator for
Deficiencies, issued to the facility as the result of Physician Special Procedures will
a standard survey on 05/09/13 by the State be utilized to review 5 alternating
Agency revesled the regulatory requirement resident records fo monitor
identified at F281 {Services Provided Meet compliance with physician orders
Professional Standards) was cited for the facilitys daily X 1 week, weekly X 2 weeks,
failure to ensure physician's orders were followed. monthly X 2 months, and then
The facility submitted a Plan of Comection fo the quarterly per the estabiished CQI
State Agency on 05/31/13, and alleged the calendar.
deficiency would be c_tm‘eoted eﬂfe_chve 061013 -The CQI indicator for the
In the Plan of Correction, the faciity .SFate,d monitoring of the CQI process will
monitoring for compliznce with physician's orders . be utilized monthly X 2 months
would be conducted monthly for two menths ’
under the supervision of the Director of Nursing and then quarterly thereafter under
{DON) and/or the Assistant Director of Nursing the supervision of the facility
(ADON), Compliance Officer.
- Findings below the required
Review of Resident #5's medical record revealed threshold of 100% will result in a
on 05/09/13, the physician had requested facility plan of correction to address the
staff to apply Nystatin (anti-fungal) powder io identified areas.
redness beneath the resident's breasts and
inguinal folds every shift "as needed." On Criteria 5: August 3, 2013.
06/11/13, the physician had also requested for
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facility staff to apply Nystatin powder to the
resident’s "folds™ twice daily.

Review of an assessment conducted by facility
staff on 06/19/13, &t 1:19 AM, revealed Resident
#5's abdominal fold and perineum/genital area
were red.

Review of Resident #5's Treatment Administration
Record (TAR) revealed no evidence Nystatin
powder had been applied to the reddened areas.

Observation of Resident #5 on 06/21/13, at 9:55
AM, revealed the resident's abdominal and
inguinal folds (groin area) were red. Interview
with the resident at 9:55 AM, during the
observation revealed the areas felt raw and had
been hurting for two fo three days. Interview with
CNA#2 on 06/21/13, at 9:55 AM, revealed
Resident #5s grofn and abdominal foids had
been red since at least "Tuesday” (06/18M13).

An interview with the Diractor of Nursing (DON)
on 05/25/13, at 11:20 AM, revealed the facility
had & Continuous Quality Improvement (CQI} tool
to use to monitor treatments, wounds, gastric
tube rmedication administration, etc. However,
the DON stated she had only monitored
physictan's orders for "TED" hose and oxygen,
since those were the issues that had been
identified during the standard survey conducted
on 05/07/13 through 05/08/13.

F 520
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