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AMENDED Subrnission of this plan of correction is not a

An Abbreviated Survey investigating Complaint
#KY23207 was conducted on 05/12H15 through
05/18/15 and & Partial Extended Survey was
conducted on 05/27/15 through 05/28/15.
Complaint #KY23207 was subsiantiated with
deficiencies cited at a Scope and Severity of a
llJ!l-

On the moring of 03/13/15, Resident #1 was
alert lo person, place and time, had no long term
or short term memory deficits, was confinent of
bowel and bladder, was on a reguler diabetic diet
with no chewing or swallowing difficulties, his/her
speech was understood and the resident
understood others and he/she had no fimitations
In range of movement. On 03/13/15 at 2:35 PM,
Resident #1 was administered two (2} as needed
{PRN) medications, Lortab (for pain) and Ativan
{for srotiety.) Howaever, the licensed staff failed to
document the medication was administered,
failed to assess the resident after giving the
medications and falled to document the
effectiveness of the medications according to
professionat standards of quality and per the care
plan.

Resident #1 was reported fo have declines in
cognition, weight bearing, transferring,
continence, and verbalization after the PRN
medications were administered. On 03/13/15.51
approximately 68:00 PM, Resident #1's change in
condilion was reporied to Licensed Practical
Nurse (LPN) #2; however, thera was no
documented evidence licensed staff conducted
an assessment related to the resident's dacline

legal admission that a deficiency exists or
that this statement of deficiency was
correctly cited, and is also not to be construed
as an admission of interest against the
facility, the Administrator or any employees,
apgents, ot other individuals who draft or may
be discussed in this response and plan of
correction. In addition, preparation of this
plan of correction does not constitute an
admission or agreement of any kind by the
facility of the truth of any facts alleged or see
the correctness of any allegation by the
survey agency. Accordingly, the facility has
prepared and submitted this plan of
correction prior to the resolution of any
appeal which may be filed solely because of
the requirements under state and federal law
that mandate submission of a plan of
correction within (10) days of the survey as a
condition to participate in Title18, and Title
19 programs. The submission of the plan of
correction within this timeframe should in no
way be construed or considered as an
agreement with the allegations of
noncompliance or admissions by the facility.
This plan of correction constitutes a written
allegation of submission of substantial
compliance with Federal Medicare
Requiremnents,

.__U _
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Any deficiency slaternent ending with b asterisk () denotes 8 ﬁeﬁdency which the institujon may ba excused from correcting providing it is determined that
other safeguards provide sufficien! protection to the patiants . (See instructions.) Excapt thr nursing homes, the findings stated abave are disclosable 90 days
following the dale of survey whether or not a plan of correction is provided. For nursing Hames, the above findings and plans of comection are disciosable 14

days loliowing the date these documents are made available to the facility. If deficiencies are ciled, an approved plan of correction is requisile io continyed

program participation.
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Continued From page 1

and notified the physician. The resident
continued to decline and on 03/14/15 at 11:00
AM, approximately eighteen hours (18) hours
later, hefshe was unresponsive to stemal rubs
and was sent out to the hospital, where it was
determined the resident had a massive stroke.
TPA (Tissue Plasminogen Activator), a
medication given to break down blood clots, was
not administered because the time the resident
was last known well, was graater than three (3)
houre prior to arrival,” The resident was
readmitted to the facility, on 03/27/15, with a
diagnosis of Cerebrovascular Accident (CVA) and
Dysphagia (swallowing difficulty), requiring the
placement of a Gastrostomy Tube (G-Tube) and
again after a hospital stay on 04/10/15, due to
leakage of fluids around the G-Tube site. The
resident remalned non-varbal, dependent on a
G-Tube for nutritione! support, incontinent and
totally dependent on staff for all care needs. The
resident was sent to the hospital, on 05/06/15 at
approximately 7:40 AM, for a possible infection
from the G-Tube site and did not return to the
facility.

Immediate Jeopardy () was identifiad in the
ereas of 42 CFR 483.10 Resident Rights at F157;
42 CFR 483.20 Residant Assessment at F281
and F282; 42 CFR 483.25 Quality of Care at
F308; and CFR 483,75 Administration st F514, at
a Scope and Severity of a "J". Substandard
Quality of Care was identified at 42 CFR 483.25
Quality of Care. Immediate Jeopardy was
identified on 05/18/15 and determined to exist on
03/13/15. The faclity was notified of the
Immediate Jecpardy on 05/18/15. An acceptable
Aflegation of Compliance {AoC) was received on
05/22/15, alleging the removal of Immediate
Jeopardy on 05/21/15.

F Q00
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The State Survey Agency validated the 1. Resident # 1 was discharged to the
Immediate Jeopardy was removed on 05/21/15, hospital on 05/06/2015 and did not
as alleged. The Scope and Severity was fowered return to the facility
to a "[" at 42 CFR 483.10 Resident Rights at 2. On 05/18/2015 as
F157; 42 CFR 483,20 Resident Assessment at conducted for a1 et rostints o
F281 and F282; CFR 483,25 Quality of Care at determine if there were any medical
F308; and CFR 483.75 Administration at F514, needs requiring physician
while the facility develops and Jmplements the notification that the physician was
Plan of Correction (PoC); and the facility’s Quality not already aware of including vital
x::;:::’sh(;gt :‘°“"°'3 the effectiveness of the signs, respiratory assessment, bowel
. sounds and changes in level of
F 157 | 483.10(b)(11) NOTIFY OF CHANGES F 157 consciousness. This was completed
ss=J | (INJURY/DECLINE/ROOM, ETC) by the Director of Nursing,
Assistant Director of Nursi
A facility must immediately inform the resident; Unit Manag:rs. c_}rhc;re w“;::“g:nd
consult with the resident's physician; and if concerns identified
known, notify the resident’s legal representative 3. On05/18/2015 the .Regional Quality
or an interested family member when there is an Manager re-educated the Director of
accldent involving the resident which results in Nursing, Assistant Director of
injury and has the potential for requiring physician Nursing’and Unit Managers and
Intervention; a significant change in the resident's MDS coordinator on physician
physical, mental, or psychosocial status (L.e., a notification for a si gniﬁc{:nt change
deterioration in health, menta!, or psychosocial in condition based on the
status In elther life threatening conditions or INTERACT bpro developed
clinical complications); a need to alter trealment under fund ing frogrn C'MS to prevent
significantly (j.e., a need to discontinue an unnecessary acute care transiE::rs i
existing form of treatment due 1o adverse ide pui :
consequences, or to commence a new form of provide guidance to nurses on when
q ] : to notify the physician and care
treatment); or a decision to transfer or discharge aths for certain common symp
the resident from the facility as spacified in r help ouid ymploms
§483.12(2). to help guide assessment and assist
. in completing a thorough
The facility must also promptly notify the resident assessment. Training included
! conducting an assessment based on
and, Iif known, the resident's legal representative resident condition with foll
ot interested family member when there is a otlaw up
assessments as well as physician
change In room or roommate assighment as notification and use of the 911
specified in §483.15(e)(2); or a change In £
|
FORM CMS-2587(02-81) Previous Verslons Obsolete Event ID; LWML11 Facility ID: 100308 I continuation sheet Page 3 of 83
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resident rights under Federal or State law or
regulalions as specified In paragraph (b)(1) of
this section.

The facility must recard and periodically updatt'z
the eddress and phone number of the resident's
legal representative or interested family member.

This REQUIREMENT Is not met as evidenced
by:

Based on interview, record review, review of
hospital consultation reports and review of the
facility’s policy and procedurs, it was determined
the facllity failed to notify the physidaq and 5
responsible party regarding a change in condition
for one (1) of three (3) sampled residents
{Resident #1).

On 03/13/15 at approximately 6:00 PM, Resident
#1 was noted with a decline In functional status
as he/she was unable to assist with standing,
needed the assistance of three (3) staff to
transfer from the chair to the bed and was unsble
to eat histher evening meal, afler recelving two
(2) as needed (PRN) medications, Lortab (for
pain) and Ativan (for anxiety) at 2:35 PM.

Resident #1's change in condition was reported o
Licensed Practical Nurse (LPN) #2 at the time;
and, on 03/14/15 at 8:37 AM, Registerad Nuzs_e
(RN} #1 identified Resident #1 was unrasponsive;
however, there was no documented evidence
licansed staff notified the physictan and
Responsible Parly. The resident confinued to
decline and on 03/14/15, approximately eighteen
(18) hours later, he/she was unreSponslvg to
sternal rubs and was sent out to the hospital,
where it was determined the resident had a

to validate understanding and all
received 100% accuracy. Bepinning
05/18/2015 and ongoing all licensed
staff were re-educated b the DON,
ADON and Unit Managers on
physician notification for a
significant change in condition
based on the INTERACT program,
developed under funding from CMS
10 prevent unnecessary acute care
transfers to provide guidance to
nurses on when to notify the
physician and care paths for certain
common symptoms 1o help guide
assessment and assist in completing
a thorough assessment, Training
included conducting an assessment
based on resident condition with
follow up assessments as well as
physician notification and use of the
911 system in an emergent situation,
Competency test were administered
to validate understanding and all
received 100% accuracy. No
Licensed Nurse will work after
05/20/2015 without having received
this re-education and pass
competency test with 100%
accuracy. Beginning 05/18/2015 all
Nursing Assistants were re-educated
with competency test by the DON,
ADON, and the Unit Managers or
MDS Coordinator related to
reporting a change in condition to
the Charge Nurse and if there are
further concerns the CNA were then
to report to the other nurses and up

OMB NO. 0938-0394%
CENTERS FOR MEDICARE & MEDICAID SERVICES ” {XBW
STATEMENT OF DEFICEENCIES (X1) PROVIDER/SUPPLIER/CLIA {42) MULTIPLE CONSTRUCTIO COMPLETED
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BULDING
185272 8. WING _05/28/2016_
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PROVIDER'S PLAN OF CORRECTION x5)
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system in an emergent situation.
F 157 | Continued From page 3 F 157 Competency test were administered
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F 157 | Continued From page 4 F 157 the chain of command , A
massive stroke. Accarding 1o the Emergency :::;mp]e 53223:;5‘;::; ?&':‘ ;‘;;?;ed
Room (ER) Physician's Consuit Report, dated Assistants will work‘aﬁer g
03/14/15, the resident was admitted to the 05/20/2015 without having had this
hospital on 03/14/15, with a diagnosis of B et T ey
Cerebrovascular Accident (stroke). TPA (Tissue Dl TR OO T
Piasminogen Activator), a medication given to ADgON IngS Coordinator or th;
break down blood clots, was not administered Unit M,ana ers will review with
because the time the resident was last known licensed nugr ses each shifl all
well, was greater than three (3) hours prior to . .
anival. The resident was admitted {o the B e e o
{ntensive Care Unit, was unresponsive, deh‘:m}me 1fl|cens'et.1 LT
non-communicative, and required a Gastric nPtnfylng i phys:c!an of .
Feeding Tube (GT), due to the inability to sustaln significant changes in condition and
nutriton. follow up assessments were
occurring based on clinical
The facility's failure to notify the physician and the co‘rnd{tlon. 'I.'h's UL on_each
responsible perly of a significant changein a shift including weekequ until
resident has caused or is likely 1o cause serious :;:::’;:L‘:{r:lt‘: L’E:“;gi‘};::’\gggg
infury, harm, impairment, or death to a resident.
Immediate Jeopardy was identified on 05/18/15 weeks. thereafter. The DON, ADON
and determined 1o exist on 03315, An o Unit Manager or MDS
acceptable Allegation of Compliance (AoC) was Coordmatc.)r w1ll. audl‘t all narcotic
received on 05/22/15, alleging the Immediate records daily to identify any PRN
Jeopardy was removed on 05/21/15, prior to exit. pain medications given and compare
The State Survey Agency validated the to the Electronic Mcdu:.al Record
Immediate Jeopardy was removed on 05721115, (EMAR) system to validate that
as allaged. The Scope and Severity was lowered follow up to effectiveness and
to a "D" while the facility develops and adverse side effects of PRN pain
implements the Flan of Correction (PoC); and the medications was documented, This
facillty's Quality Assurance (QA) monitors the was completed daily until removal
effectiveness of the systemic changes. of the Immediate Jeopardy then
completed five (5) times per week
The findings include; for twelve (12) weeks. Beginning
05/19/2015 the DON, ADON, or
Review of the facility's policy and procedure for Unit Managers will review all
the "Notification of Resident Changa in nurses noted to determine if any
Condition," undated, revealed clinicians should significant change in condition has
Immediately inform the resident; consult with the occurred without physician
resident's physician; and if known, notify the |
FORM CMS-2567{02-99) Previous Verslons Obaclete Event 10 LAWMLY Faclity 1D 100308 If continustion sheet Page S of 83
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resident's lagal representative or an interested
famiy member when there Is a significant change
in the resident's physical, mental, or psychosocial
stalus. If the change in the resident's condition is
not crucial or significant, the resident's physician
and family or legal representative will be nofified
at the earfiest convenient time during regular
business hours. The nurse may use the Inferact
Pathway/Guidefines for reference, but this should
not supersede the nurses’ judgment at bedside."

Review of the faciiity's policy and procedure titled,
"Medication Administration,” undated, revealed *to
notify the physician of changes in condition
refated to the medication regimen (improvement
or decline.}"

Closed record review reveslad the fecility
admitted Resident #1 on 03/12/15, wilh
diagnoses which included Morbid Obesity,
Chronic Kidney Disease Stage Ili, Anxiety State,
Depressive Disorder, and Diabetes Mellitus.
Revlew of the Admission Minimum Data Set
(MDS) assessment, dated 03/13/15, revealfed the
facllity assessed the resident fo be aleri and
ofienled to person, place, and time; short and
long term memory were infact; he/she understood
with clear comprehension, was on a regular
diabetic diet, was ambulatory with a walker, had
no impairment In range of motion {(ROM), and
was continent of bowel and bladder.

Review of the Nursing Notes, dated 03/13/15 at
2:53 PM, revealed LPN #1 documented "Resident
#1 was awake and alert, with some confusion.
Medicated times one (1} for pain. Resident feeds
self with fray set up. Appetite good. Flulds given
with good results. Able to make wants and needs
known. Resident Is very needy and demanding.

occurring based on the clinical
condition. This occurred daily
including weekends until removal of
the Immediate Jeopardy and then
five (5) times per week for twelve
weeks thereafter. The results of all
audits will be reviewed with the
Quality Assurance Committee
weekly until substantial compliance
is achieved and then monthly
thereafter for at least three months,
Any time concerns are identified the
Quality Assurance Committee will
convene to review and make further
recommendations, The Quality
Assurance Committee will consist
of at a minimum the Director of
Nursing, Assistant Director of
Nursing, Dietary Services Director,
Maintenance Director, Activity
Director and Business Office
Manager Administrator, with the
Medical Director attending at least
quarterly.
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k157 ) notification and that follow up
Continued From page 5 F 157 assessment and documentation is
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F 157

Continued From page 6
Continent of bowel and bladder, Feeds self with
tray set up."

Interview with Certified Nurse Aide (CNA) #2, on
06/15/15 &t 11:40 AM, revealed she worked the
2:30 PM -10:30 PM shift on 03/13/15. CNA#2
stated she was told Resident #1 had just recelved
PRN medication and she observed the resident
was up in a chair and "dozing ofi” at the start of
the shift. CNA #2 revealed she tried to wake the
resident "just before supper,” and the residant
would not wake up or eat supper. The CNA
stated the resident would open hisher eyes but
go right back to sleep and had to be assisted
back to bed. She stated the resident had
previously been able to transfer himselfherself
with & walker.

Interview with CNA #1, on 05/15/15 at 11:35 AM,
revealed he had worked with Resident #1 on
03/13/15, on the 2:30 PM -10:30 PM shift and
noticed a change in the resident, from the
previous afternoon (03/12/15.) CNA #1 stated the
resident previously was able to make histher
needs known, able 1o move from side-to-side and
hold on to the side rail {o use the bedpan, and
was able to ambulate wih a walker, afler the
resident was assisled out of the bed or chair.
CNA#1 stated on 03/13/15, at spproximately 6:00
PM, the resident was "sleeping in a chalr and
would not wake up." The CNA stated he called
on two (2) Emergency Medical Technicians
{EMTs), who were in the building for another
resident, to assist him to get the resident out of
the chair as he/she was "dead weight,” and
unable fo assist with standing or pivoting. CNA
#1 staled the resident's spouse was visiting and
siated he/she had "never seen tha resident like
this." CNA#1 stated vilal signs were taken and

F 157
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F 157 | Continued From page 7

were within the resident’s normal range and he
informed LPN #2 of his (CNA #1) and the
spouse's concerns and was "assured it was due
to the PRN medications.”

Interview with Resident #1's spouse, on 05/12/15
at 8:5¢ AM and on 05/17/15 at 5:11 PM, revealed
the spouse had visited the resident on D3/13/15
"afler supper" and the resident did not eat hisfher
supper. Resident #1's spouse staled the resident
‘looked drugged out or over-medicated.” The
Spouse stated he/she stayed until about 9:00 PM
and the resident "looked like (he/she) was gone.”
The Spouse slated the resident had never had
this type of reaction to the medicalion before and
stated he/she never usually slept more than two
(2) or three (3) hours at a time, because he/she
was In 50 much pain all the time, from & spinal
fracture In December 2014. Further interview
with the resident’s Spouse revealed he/she told
two (2} or three {3) staff members he/she was
concemed. He/She stated he/she felt they
"shiould have gotten (the resident) out then.”
He/She atso stated he requested vita! signs be
taken and was told they were “fine” and the
resident was jusi resting from the PRN
medication,

Interview with LPN #1, on 05/15/15 at 9:55 AM:;
end, on 05/18/15 at 3:38 PM, revealed she had
worked the 6:00 AM - 6:00 PM shift on 03/13/5
when the resident had repetitive complaints and
was “needy and demanding”. LPN#1 stated both
the resident and the spouse requested the
resident have something for pain and anxiety.
The LPN stated she had given the resident Lortab
5/325 milligrams (mg) and Afivan 0.5 mg, as a
PRN, on 03/13/15, at approximately 2:30 PM, for

the resident's complaints of nervousness and
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chronic pain. She stated this was the first time
she had administered these medications to the
residant. The LPN stated no one made her aware
that Resident #1 had a change in condition and
the resident was "OK" when she left at 6:00 PM
s0 she had no need to call the physician.
However, review of the Nursing Notes and review
of the March 2015 Electronic Medication
Administration Record (EMAR) revealed there
was no documented evidencs the nurse
assessed the resident to determine the
effectiveness of the PRN medications and if there
was a significant change in condition to determine
the need to notify the Physician/Responsible

Parly.

Interview with LPN #2, on 05/15/15 at 11:10 AM;
and, on 05/16/15 at 3:28 PM, revealed the LPN
worked the 6:00 PM - 6:00 AM shift, on 03/13/15.
She stated the resident was sleeping as she
made rounds at the start of her shift. LPN #2
stated the resident's spouse was visiting at the
bedside and the resident never fully awakened,
throughout the night, yet pulled his/her arm away
when vital signs and accu-checks {for blood
suger testing) were administered. The LPN
stated no one made her aware of any change in
the resident's condition. LPN #2 stated the
resident was resting well from recelving the PRN
medications and she felt there was no change in
condition o warrant calling the physician.
However, review of the Nurse's Notes revealed
no documented evidence LPN #2 assessed the
resident to determine if there was a need {o notify
the physician.

Review of a Nurse's Note documented by
Regislered Nurse (RN} #1, dated 03/14/15 at
8:47 AM, revealed "Resident has been very
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unresponsive, | belleve this fo be because
{(he/she} had recelved pain medication prior to my
shift, according {o repori, (he/she) does not react
particularly well" and has "sluggish pupil
congiriction." There was no documenied
evidence the physician was notified of the
resident’s condition. The next entry, made by RN
#1, on 0314715 at 11:36 AM, revesled the
resident was unresponsive to two (2) stemal rubs
and sent to the Emargency Room (ER) at 11:34
AM.

Inlerview with RN #1, on 05/15/15 at 8:25 PM and
10:40 AM; and, on 05/17/15 at 4:00 PM, revealed
he worked the 8;00 AM - 6:00 PM shift on
03/14/15 and Resident #1 was "mostly
unresponsive” when he started his shift at 6:00
AM and remained that way, until sent to the ER at
11:34 AM. He stated the resident's vital signs
were stable and the Pulse Oximeter (used to
measure the oxygen saturation of the blood) was
96 percent and the heart rate was 108. RN #1
stated he felt he had a "window of time to work In”
and he felt the PRN madications ware "still
hanging around.” The RN siated he did an
assessment of the resident at 8:47 AM and there
was no faclal drooping, yet the resident was
urrable to follow commands to stick out his/her
tongue ot grip his (RN #1) hands, to test for grip
strength, He stated he had to "hold {the
resident's) eyes open" to assess the puplls, which
were noled to have been "sluggish.” The RN
stated he was aware of the need {o call the
physicizn of any changes of condition. RN #1
stated he had graduated from RN school five (5)
months ago and feli the need to get a second
opinion on the resident's condition from another
nurse working al the time. He stated RN #2

came {o assess the resident at approximately
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11:00 AM and administered two (2) stemal rubs
on the resldent and the process was begun to get
the resident to the ER. The resident's spouse
and physician were called and the resident lsft
the faclity at 11:34 AM. The RN stated "looking
back, | probably should have sent (himvher) out
earlier.”

Interview with RN #2, on 05/14/15 at ;15 AM,
tevealed she was not the resident's assigned
nurse on 03/14/15 but was working another area,
at approximately 11:00 AM, when she was asked
to come and take a look at the resident. The RN
stated the resident was not responsive to sternal
rubs. She assisted the siaff to get the resident fo
the ER, as the resident was 8 "Full Code".

Review of the Hospital Physician Consuliation
Reports, dated 03/14/15, revealed the Attending
Physlcian's clinical impression was a
“non-traumatic cerebrovascular accident involving
a distal branch of the posterior cerebral artery.
TPA was not administered because the time the
resident was last known well, was greater than
three (3) hours prior to arrival. The resident had
suffered an Acute Cerebrovascular Accident
(CVA-stroks); was admitted to the intensive Care
Unit; was unresponsive, non-communicative, and
required a Gastric Feeding Tube (GT), due to the
inability {o sustain nutrition.

Interview with the Assistant Director of Nursing
{ADON), on 05/18/15 &t 6:00 PM, revealed her
expectation was for staff to call the physician with
any change of condition.

Interview with the Director of Nursing (DON), on
05/18/15 at 5:30 PM, revealed she fell if the LPN
had entered the PRN medications into the EMAR,
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there would have been an automatic pop up to
remind the nurse that a follow-up assessment
was dug, regarding the effectiveness or possible
side-effects of the PRN medications. However,
this was not done. Further interview revealed
there was no documented svidence the resident
was assessed after the PRN medications were
given. She stated the physician should have
been notified as soon as a change of condition
was noled.

Interview with the Administrator, on 05/18/15 at
5:05 PM, revealed the Administrator had been
made aware of the resident having been
administered the PRNs, although she was unsure
when. However, she stated the staff should
have called the physlician when they first noticed
the change in condition.

During an interview with Resident #1's attending
physician, on 05/15/15 at 12:16 PM, he stated
"You have to look back to the last time the
resident was normal before an acule intervention
(as TPA) could have been administerad
effectively and this has to be within the three (3)
hour window of time, from the last resident's
normal.” He revesled the administration of the
Lortab and Ativan would not have caused the
stroke. He stated the resident having been
drowsy, early on after the adminisiration of the
medications, would not have been unusual.
However, the physician stated if the resident's
condition had “drastically changed," he would
have expecled the licensed staff to have made
him aware of the change of condition.

** The facility implemented the following actions
to remove the Immediate Jeopardy:
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1. Resident #1 no longer resides at the facility.

2. On05/18/15, assessments were conducted
for elghty-one (81) of eighty-one (81) current
residents, to detarmine if there were any medical
needs requiring physician notification that the
physician was not already aware of. This
assessment included vital signs, respiratory
assessment, bowel sounds, and changes in level
of consclousness. Thare were no identified
residents with a change in condition that the
physician was not aware of, or that required
further physician notification.

3. The DON and ADON conducted an audit of all
cument residents, on 05/18/15, to identify any
resident who had received an as needed (PRN)
pain medication, in the past twenty four hours and
to ensure that & follow up to the effectiveness or
adverse slde effects of the PRN pain medication
was completed. There were no noted adverse
side effects of any PRN pain and all had effect
relief of pain and there were no identified
residents with a change in condition that the
physician was not aware of or requiring further
physician notification.

4. On 05/18/15 through 05/19/15 the DON,
ADON, Unit Managers and the MDS Coordinator
reviewed all current residents’ plans of care to
datermine if all nterventions were being followed
and any identified interventions not in place were
immediately put into place.

5. On 05/18/15, the Regional Quallty Manager
re-educated the DON, ADON, Unit Managers for
all three units (Units One (1), Twe (2) and Three
{3) and the MDS Coordinator on Physician
Notification for a significant change in condition,
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based on the INTERACT program, developed
under funding from CMS (Centers for Medicare
and Medicare Services), to prevent unnecessary
acute care transfers, fo provide guldance fo
nurses on when {a nofify the physician and care
paths for certaln common symptoms to help
gulde assessment and assist in completing a
through assessment. Training also included
conducting an assessment based on resident
condition, follow up assessments as well as
physiclan notification for a significant change
condition, as well as utilizing the 911 system in an
amergent situation. in addition, they were
educated on the requirement to foliow the plan of
carg, and [f the plan of care cannot be followed
and an alternative is not within their scope of
practice the physician must be notified.
Competency tests were administered, to validate
understanding and all received 100% accuracy.

8. On 05/18/15, all license staff was re-educaled
by the DON, ADON and Unit Managers Physiclan
Nofification for a significant change in condition,
based on the INTERACT program, developed
under funding from CMS, to prevent unnecessary
acute care fransfers, to provide guidance to
nurses on when to notify the physiclan and care
paths for certain common symploms to help
guide essessment and assist in completing a
through assessment. Training alsc included
conducting an assessment based on resident
condition, follow up assessments as well as
physician notification for a significant change
condition, as well as utllizing the 911 system in an
emergent situation. !n addition, they were
educated on the requirement to follow the plen of
care, and if the plan of cara cannot be followed
and an alternative Is not within their scope of

praciice that the physician must be notified.
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Compatency tests were administered, to validate
understanding and all received 100% sccuracy.
No licensed staff will work after 05/20/15 without
having completed this re-education and
competency test. All newly employed licensed
nurses will receive this education prior {o teking
sole charge of & unit. On 05/18/15 and ongoing
all CNAs were re-educated with competency fest
by the DON, ADON, and the Unit Managers or
MDS Coordinator, related to following the plan of
care and if they were unable to follow the plan of
care they must report it to the Charge Nurse, In
addition, re-education was provided related fo
reporting & change in condition to the Charge
Nurse, if there are further concemns, the CNAs
were then to report to the other nurse and up the
chaln of command. A competency test was
administerad to validate understanding with a
minimum scare of 100% accuracy and all CNAs
passed with 100 % accuracy. No staff will work
at the facllity, after 05/20/15, without having this
training and competency test with a minimum
score of 100% accuracy, any siaff not receiving
100% accuracy will be immediately re-educated
and will not work until competency test is 100%
accurate,

7. Beginning 05/18/15, the DON, ADON, MDS
Coordinator or the Unit Managers, reviewed with
facility licensed nursing staff, all current residents’
conditions each shift, to determine if licensed
staff were notifying the physicien of significant
changes In conditfon and follow up assessments
were occurring based on ¢linical condition. This
will continue on each shift including weekends
untll the Immediate Jeopardy is lifted, then five (5)
times per week for twelve (12) weeks thereafier.

8. The DON, ADON or Unit Manager will review
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five (5) residents’ plans of care per week for
twelve (12) weeks to evaluate if interventions are
in place and being followed. The resulis of these
audits will be revlewed with the Quality Assurance
and Improvement Commiitee weekly until
substantial compliance then monthly thereafter.

9. The DON, ADON, or Unit Managers, or the
MDS Coordinator audiled all narcotic records
daily, to identify any PRN pain medication given
and compare to EMAR records, to validate that
follow up to effectiveness and adverse side
effects of PRN pain medications was
documented, weekly including weekends, until
the Immediate Jeopardy was lifted then five (5)
times a week for twelve (12) weeks thereafter.

10. AnAd Hock Quality Assurance and
Performance Improvement (QAPI) Commitles
was convened to revlew the facllity investigation
and concerns. An aliegation of compliance was
developad and reviewed with the Medical
Director, who attended via phone. The resulis of
all audits will be reviewed with the Quality
Assurance and Improvement Commitiee weskly,
unfil substantial compliance has been achieved,
then monthly thereafter, The QAPI commiltee
will meet weekly or anytime concemns are
identified until substantial compliancs, then
monthly thereafter.

** The State Survey Agency validated the
corrective actions taken by the facility as follows:

1. The resident no longer resides at the facllity.
2. Review of the 100% {81 of 81) resident

assessments, dated 05/18/15, revealed the
residents were assessed to determine if there
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wera any medical needs fo warrant physician
notification with no concems identified. Chart
reviaws were completed on Residents #4, #5 and
#6 with no identified areas of concern.

3. Review of the DON and ADON conducted
audits of all current residents, dated 05/18/15 to
identify any resident that required a PRN
medication and to ensure a follow-up
assessment, monitoring for any side effect or
reaclions and fo evaluate the effectiveness of the
PRN, revealed they were completed without
concems,

4, Review of the audits dated 05/18/15 through
05/19/15 compleled by the DON, ADON, Unit
Managers and MDS Coordinator revealed all
cumrent residents’' plans of care were reviewed to
determine if all interventions were being followed
and any identified interventions not in place were
immediately put into place.

5, Materials and sign-in sheets, dated
05/18/15,were reviewed regarding in-services
held by the Regional Quality Manager, for the
Nursing Administration Staff and re-training on
the EMAR systern, documentation of PRN
medications, physician nofification, care planning
and the INTERACT process were reviewed.,
Review of the Competency testing revealed staff
had a 100% pass rate with no concems noted.
Interview with the DON, on 05/28/45 at 10:45
AWM, revealed she and the Administrative Nurses
had all had the re-education completed by the
Regional Quality Manager related to
assessments, implementing the care plan,
change of condition, documentation of FRN
medications, and physician nofification and the

INTERACT process.
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6. Materials and sign-in sheets, dated
05/18/15-06/20/15, revealed the DON, ADON and
Unit Managers re-educated all licensed staff on
the same requirements with a competency test
wilh @ minimum score of 100% accuracy

required. Siaff Interviews conducted on 05/28/15
with LPN #4 af 8:35 AM; LPN #5 at 8:51 AM; RN
#2 al 10:12 AM; LPN #8 at 10:25 AM revealed the
fraining had been completed and all the licensed
staff had passed the test. On 05/18/15 through
05/20M5 all CNAs were re-educated with
competiency test by the DON, ADON, and the
Urit Managers or MDS Coordinator, related 1o
following the plan of care and if they were unable
to follow the plan of care they must report it to the
Charge Nurse and notify the nurse of a change in
condition and going up the chain of command.
There were competency tests with a minimum
score of 100% accuracy. Siaff interviews on
05/28/15 with CNA#4 at 9:17 AM; CNA#5 at 9:25
AM; CNA #6 at 10:35 AM; and CNA #7 at 10:38
AM revealed the slaff verified their training had
been done and they had been tested regarding
the care plans and notification of a change in
condition,

7. Reviews of the every shift audits, dated
05/18/15 1o 05/20/15, revealed the DON, ADON,
MDS Coordinator or the Unil Managers, reviewed
with facility licensed nursing staff, all current
residents conditions each shifi, to determine if
licensed stafl was notifying the physician of
significant changes In condition and follow up
assessments were occusring based on clinlcal
condition. Interview with the DON, on 05/28/15 at
10:45 AM, revealed audits for residents’ change
of condition, notification of physician, and

follow-up assessments were done on each shift
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until the AoC was accepted, and were now being
done five times a week for twelve weeks. She
stated the resulls of these audils will be reviewed
in the QA Mestings.

8. Review of audits conducted by the DON,
ADON or Unit Manager revealed five (5)
residents’ plans of care were reviewed {0
evaluate if interventions were in place and being
followed.

8. Raview of daily audits conducted by the DON,
ADON, Unit Managers, or the MDS Coordinator
revealed all narcolic records were audited daily,
to identify any PRN pain medication administered
and compared to EMAR records, to validate that
follow up to efiecliveness and adverse side
effects of PRN pain medications was
documented.

10. A review of the QA meetings, dated 05/20/15,
(5/21115 and 05/22/15, revealed the agenda
regarded concerns with the allegation
deficlencles as well as the annual survey
deficlancles, complaint, and facllity seli-reported
complaints. The meeting was atlended by the
Administrator, DON, Activities Director, MDS
Coordinator, Business Office Manager, Dietary
Services Manager, Medical Records,
Housekeeping and Maintenance and the
Marketing Manager. Interview with the Medical
Clinical Officer (MCO) revealed the Medlcal
Director attended the 05/18/15 meeting, by phone
and was kept abreast of any concerns and the
meetings were to continue weekly, then monthly
until resolved.

483.20{k)(3)()) SERVIGES PROVIDED MEET
PROFESSIONAL STANDARDS

F 157

F281

1. Resident # | was discharged to the
hospital on 05/06/2015 and did not
return to the facility.

2. On05/18/2015 assessments were
conducted for all current residents to
determine if there were any medical

F 281 needs requiring physician

notification that the physician was

l
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The services provided or ammanged by the facility
musi meel professional standards of quality.

This REQUIREMENT is not met as evidenced
by;

Based on inferview, record review, raview of the
haspital's Physician Consulfation Reports, the
facility's policy and procedure and the Kentucky
Board of Nursing (KBN) Advisory Opinion
Statement (AOS) #27 "Components of Licensed
Practical Nursing {l.PN) Practice”, it was
determined the facility failed to ensure semvices
provided by the facility met the professional
standards of quality for one (1) of three (3)
sampled residents (Resident #1).

On 03/13/15 at 2:35 PM, Resident #1 was
administered two as needed (PRN) medications,
Lortab (for pain) and Ativan (for anxiety.) LPN#1
failed to assess the resident according fo
professional standards of quality, after giving the
medications and failed to document the
effectiveness of the medications. LPN #2 falled
to assess the resident at the beginning of the shift
and also failed to assess the residant after
Cerlified Nurse Aide {CNA) #1 and a family
member complained the resident needed the
assistance of three (3) siaff fo assist back into
bed; and, when staff made the licensed nurses
aware they were unable to awaken the resident.
The resident continued to decline and on
03/14/15, approximately eighteen (18} hours
later, he/she was unrasponsive fo slernal rubs
and was sent out to the hospital, whers it was
determined the resident had a massive stroke.

The facility's failure to ensure care was provided

F 281

3. On 05/18/2015 the Regional Quality

not already aware of tiTuding vital
signs, respiratory assessment, bowe]
sounds and changes in level of
consciousness. This was completed
by the Director of Nursing,
Assistant Director of Nursing and
Unit Managers. There were no
concerns identified. On 05/18/2015
the Director of Nursing and
Assistant Director of Nursing
conducted an sudit of all current
resident to identify any resident who
had received an as needed (PRN)
pain medication in the past twenty
four hours and to ensure that a
follow up to the effectiveness or
adverse side effects of the PRN pain
medication was completed. There
were no noted adverse side effects
of any PRN pain medications and all
had effective relief of pain.

Manager re-educated the Director of
Nursing, Assistant Director of
Nursing and Unit Managers and
MDS coordinator on physician
notification for a significant change
in condition based on the
INTERACT program, developed
under funding from CMS to prevent
unnecessary acute care transfers to
provide guidance to nurses on when
to notify the physician and care
paths for certain common symptoms
to help guide assessment and assist
in completing a thorough
assessment. Training included
conducting an assessment based on
resident condition with follow up
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according to the professional standards of
practice has caused or Is fikely 1o cause serious
injury, harm, impairment or death to a resident,
immediate Jeopardy was identified on 05/18/15
and determined to exist on 03/1315. An
acceptable Allegation of Compliance (AoC) was
recelved on 05/22/15, alleging the |J was
removed on 05/21/15. The State Survey Agency
validated the Immediate Jeopardy was removed
on 05/21/15, as slleged. The Scope and Severity
was lowered to a "D" while the facility develops
and implements the Plan of Comrection (PoC) and
the facility's Quality Assurance (QA) monitors the
effectiveness of the systemic changes.

The findings include:

Review of the KBN AQS #27 "Components of
Ucensed Praclical Nursing (LPN) Practice”, last
revised 06/2014, revealed components of the
LPN praclice included assessment and
interpretation of data. Assessment includes
observations of appearance and behavior;
measurements of physical structure and
physlologic function; and observations of a
resident's subjective and objective signs and
symptoms. Interpreting deta includes recognizing
existing relationships between data gathered and
& resident's health status, established plan of
care and medical freatment regimen; determining
the resident's need for nursing intervention based
upon data gathered regarding the resident’s
health status, abillty to care for self, and
established plan of care; and appropriate
consuitation.

Revisw of Resident #1's closed record revealed
the facility admitted the resident on 03/12/15 with
diagnoses which included Contusion of the Knee

notification and use of the 911
system in an emergent situation,
Competency test were administered
to validate understanding and all
received 100% accuracy. Beginning
05/18/2015 and ongoing all licensed
staff were re-educated b the DON,
ADON and Unit Managers on
physician notification for a
significant change in condition
based on the INTERACT program,
developed under funding from CMS
to prevent unnecessary acute care
transfers to provide guidance to
nurses on when 1o notify the
physician and care paths for certain
common symptoms to help guide
assessment and assist in completing
a thorough assessment. Training
included conducting an assessment
based on resident condition with
follow up assessments as well as
physician notification and use of the
911 system in an emergent situation.
Training also included
documentation of follow up
assessment for effectiveness and
adverse side effects in the emar
system. Competency test were
administered to validate
understanding and all received
100% accuracy. No Licensed Nurse
will work after 05/20/2015 without
having received this re-education
and pass competency test with 100%
accuracy. Beginning 05/18/2015 &ll
Nursing Assistants were re-educated
with competency test by the DON,
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ADON, and the Unit Managers or
F 281 | Continued From page 21 F 281 MDS Coordinator related to
and Cellulitis; Generat Osteoarthritis; Diabetas reporting a change in condition to
Melitus, Type II; Morbid Obesity; and Chronic the Charge Nurse and if there are
Kidney Diserse, Stage lll. Review of the further concerns the CNA were then
Adrission Minimum Dala Set, dated 03/13/15, 1o report to the other nurses and up
revealed the facllity assessed the resident as the chain of command . A
being alert and oriented to person, place, and competency test was administered
time; understood and understands with clear with 100% accuracy. No Nursing
comprehension, on a regular diabetic diet, Assistants will work after
ambufatory with a walker, continent of bowel and 05/20/2015 without having had this
bladder and the resident’s short and long term re-education and competency test,
memory were infact and he/she had no
impairment in range of motion (ROM). Beginming 05/18/2015 the DON,
ADON, MDS Coordinator or the
Review of a Nursing Note, dated 03/13/15 at 2:53 Unit Managers will review with
PM, revealed LPN #1 administered medication for licensed mucses each shift all
pain and the resident was awake and alert, with current residents conditions to
some confusion. Further review of the Nursing determine if licensed staff were
Notes revealed there was no documented notifying the physician of
evidence the nurse assessed the resident for the significant changes in condition and
effectiveness of the medication. follow up assessments were
occurring based on clinical
Review of Resident #1's March 2015 Electronic condition. This continued on each
Medication Administration Records {(EMARs) and shift including weekends until
further review of the Nursing Notes revealed removal of the Immediate Jeopardy
there was no documented evidence LPN #1 then five times per week for twelve
assessed Resldent #1 o determine the weeks thereafter, The DON, ADON
effectivaness of the PRN medication. or Unit Manager or MDS
Coordinator will audit a!l narcotic
Revlew of the Nurses’ Noles for Resldent #1, records daily to identify any PRN
dated 03/13/15 et 2:53 PM, reveled LPN #1 pain medications given and compare
documentied the resident was "awake and alert, to the Electronic Medical Record
wilh some confusion. Medicated x1 for pain”. The (EMAR) system to validate that
next entry, documented by RN #1, dated 03/14/15 follow up to effectiveness and
at 2:47 AM, revealed " resident has been very adverse side effects of PRN pain
unresponsive, { befleve this to be because he/she medications was documented and
had recelved pain medication prior to my shit, review of EMAR records to validate
and according to report, he/she does not react that follow up documentation is
well and has sluggish pupil constriction”™, The next
eniry made by RN #1, on 03/14/15 at 11:36 AM,
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F 281 | Continued From page 22 F 281 present for PRN nfedicat'ions, This
revealed the resident was unresponsive to two (2) w;tshcolmplet:fi da;ly unt:ll relrlnoval
sternal rubs and was sent fo the Emergency ofthe Immediate Jeopardy then
Room (ER) at 11:34 AM. Further review of the (T SN R LT B
EMARS revealed no evidence of the for twelve (12) weeks. Beginning
documentation of the pm medications and no 05/.' 9/2015 the D.ON’ p.‘DON’ or
evidence of follow-up assessments of the pm LB e Kl review L
medication. nurses noted to determine if any
significant change in condition has
Interview with LPN #1, on 05/1515 at 8:55 AM occurred without physician
and, on 0518/15 at 3:38 PM, revealed she notification and that follow up
worked the 6:00 AM to 6:00 PM shift on 03/1315. assessment and documentation is
LPN#1 stated the resident had repetitive occurring based on the clinical
complaints and both the resident and hismer condition. This occurred daily
spouse requested the resident have something including weekends until removal of
for pain and anxiety, The LPN stated she had the Immediate Jeopardy and then
given Lortab five (5)/326 miligrams (mg) and five (5) times per week for twelve
Afivan 0.5 mg, as 8 PRN, on 0313/15, at wec-ks th'ereaﬂer. :I'he rcsxflts of all
approximately 2:30 PM, for the resident's aud|t§ will be reviewed Wl-lh the
complaints of nervousness and chronic pain. Quality Assurance Commitiee
LPN #1 stated this was the first time the resident weekly until substantial compliance
had received these medications, at the facilty. is achieved and then monthly
The LPN stated she was unsure why the Ativan thereafter for at least three months.
was nol mentioned in the Nursing Notes, the Any time concerns are identified the
medications were not documented on the Quality Assurance Committee will
EMARS and the resulis of the effectivenass of the convene to review and make further
PRNs were not documented. LPN #1 stated it recommendations. The Quality
had been a very busy week and she "probably Assuranc'e Fommntee !.wll consist
forgat.” The LPN was unable to remember if the of at a minimum the Director of
resident had been assessed, prior o her Nursing, Assistant Director of
completing her shift at 6:00 PM. She stated the Nursing, Dietary Services Director,
resident was "sitling up eating supper when | lef Maintenance Director, Activity
and was OK." However, review of the Meal Director and Business Office oblos|is
Consumption Records for 03/13/15 revealed Maneger Administrator, with the
Resident #1 "refused" supper. Medical Director attending at least
quarterly.
Interview with Certified Nursing Assistant (CNA)
#2, on 0515/16 at 11:40 AM, revealed she was
told Resident #1 had just received PRN
medication and the resident was up in a chair and
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"dozing off" at the start of the shiit CNA#2
siated she tried to wake the resident “just before
supper” and the resident would nof wake up or
eat supper. The CNA revealed the resident
would open hisher eyes but go right back to
sleep and had to be assisted back to bed, The
CNA stated the resident had previously been able
to trensfar himselfherself with a walker.

interview with Certified Nurge Aide (CNA) #1, on
05/15/15 at 11:35 PM, revealed Resident #1 who
had been alert, continent, able to verbalize needs
and embulate with the assistance of a watker on
03/12/15 had declined on 03/13/15 and was
unable fo awaken and needed the assistance of
the CNA and two (2} ambulance workers {o assist
the resident back to bed as the resident was
*dead weight” al approximately 6:00 PM, The
CNA stated he reported this to LPN #2, who
"assured” him, it "was the PRN medication.”

Interview with Resident #1's Spouse, on 05/12/15
at 9:50 AM and 051 7/15 at 6:11 PM, revealed
he/she had visited the resident on 03/13/15 "after
supper" and stated the resident "looked drugged
out or over-mediceted.” The spouse stated
he/she stayed until about 9:00 M and the
resident "looked like (hefshe) was gone." The
spouse stated the resident had been on the same
PRN medications at home and had never had this
type of reaction to the medication before. He/She
stated the resident never usually slept more than
two (2) or three (3) hours at a time, because
hefshe was in so much pain all the time, from a
spinal fracture in December 2014. Further
interview revealed he/she had told two (2) or
three (3) staff members of these concems, and
he/she felt they "should have goflen (the resident)
out then." The spouse stated he/she also

F 281
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requested vital signs be taken and was told they
were "fine" and the resident was just resting from
the PRN medication.

interview with LPN #2 on 05/15/15 at 11:10 AM;
and, on 06/18/15 at 3:28 PM, ravealed she mads
rounds at the start of her shifi and the resident
was sleeping. LPN #2 stated the resident "never
completely woke up” during her shift, 6:00 PM to
6:00 AM on 03/13/15, yet pulled his/her arm away
when vital signs and accu-checks (for blood
sugar testing) were administered and these wera
within the resident's normal range. 1PN #2 stated
the resident was resting well from recelving the
PRN medications and she did not feel the need
for further assessments. Further review of the
Nursing Notes revealed there was no
documented evidence Resident #1 was assessed
during her shift to determine if the resident had
experienced a change in cognftive leveis and
responsiveness or a further investigation was
conducted to determine if the resident had
responded Jike this in the past to these
madications,

Review of the Meal Consumption Records
revealed breakfast "did not occur,” on 03/14/15,

Review of a Nursing Note documented by
Registered Nurse (RN) #1, dated 03/14/15 at
8:47 AM, revealed the resident had besn
unresponsive and the RN believad it was due {o
the pain medication. The Noles revealed the
resident had "sluggish pupil constriction.”
However, there was no documented evidence the
nurse notified the physician of the resident's
change in condition or of any further assessment
until 03/14/15 at 11:36 AM, when the resident was

unresponsive to two (2) sternal rubs and sentio

F281
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the Emergency Room (ER) at 11:34 AM,

Interview with RN #1, on 05/15/15 at 8:25 PM and
10:40 AM; and, on 05/17/15 at 4:09 PM, revealed
Resident #1 was "mostly unresponsive” when he
siarled his shift at 6:00 AM and remained that
way, until sent to the ER at 11:34 AM, The RN
stated he did an assessment of the resident at
8:47 AM and stated there was no facial drooping,
yel the resident was unabie to follow commands
to stick out his/her tongue or grip the RN's hands,
to test for grip strength. RN #1 stated he had {0
“hold (hisfher) eyes open® to assess the pupils,
which were nofed to have been “sluggish." The
RN stated he felt the need to gel a second
opinion on the resident’s condition from another
nurse working at the lime. He stated RN #2,
came to assess the resident at approximately
11:00 AM and administered two (2) sternal rubs
{o the resident and the process was begun to get
the resident to the ER.

Interview with RN #2, on 05/14/15 at 9:15 AM,
ravealed on 03/14/15 at approximetely 11:00 AM,
she was asked to come and take s look at
Resldent #1. The RN stated the resident was not
responsive lo stemnal rubs and she assisted the
siaff to get the resident to the ER, as the resident
was a"Full Code".

Review of the Hospital Physician Consultation
Reports, dated 03/14/15, revealed the rasident
was diagnosed with an Acute Cerebrovascular
Accident (CVA-stroke). "TPA was not
administered because the time the resident was
last known well, was greater than three (3) hours
prior to amival,”" The resident was admitied to the
intensive Care Unit, and was unresponsive,

non-communicative, and required a Gastric
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Feeding Tube (GT), due to the inability to sustain
nutrition.

Interview with the Assistant Diractor of Nursing
(ADON), on 05/18/15 at 6:00 PM, revealed she
would have expecied the siaff to have assessed
the resident and called the physician with any
change of condition.

Interview with the Director of Nursing (DON), on
05/18/15 at 5:30 PM, revealed there was no
evidence the resident was fully assessed after the
PRN medications; nor after concerns from CNA
#1 and the spouse were made to the nurses.

She stated the LPNs should have assessed fora
change in cognition and reported this fo the
physician.

interview with the Administrator, on 05/18/15 at
5:05 PM, revealed the staff should have

assessed the resident and called the physician,
when they first noticed the change in cognition.

interview with Resident #1's attending physician,
on 05/15/15 at 12:16 PM, revealed the
administration of the Lortab and Ativan would rot
have caused the stroke. He stated the resident
having been drowsy, early on after the
administration of the medications, wolild not have
been unusual. However, the physiclan staled if
the resident's candition had "drastically changed,”
he would have expacted the licensed staff {o
have made him aware of the change of condition,

** The facllity implemented the foliowing actions
to remove the Immediate Jeopardy:

1. Resident #1 no longer resides at the facliity.

F 281
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2. On05/18/15, assessments were conducted
for eighty-one (81) of eighty-one (81} current
residents, {o determine if there were any medical
needs requiring physician notification that the
physician was not already aware of. This
assessment included vital signs, respiratory
assessment, bowel sounds, and changes in level
of censciousness. There were no identified
residents with a chenge in condition that the
physician was not aware of, or that required
further physician notification.

3. The DON and ADON conducled an audit of all
current residents, on 05/18/15, to identify any
resident who had recelved an as needed (PRN)
pain medication, in the past twenty four hours and
{e ensure that a foliow up to the effectiveness or
adverse side effects of the PRN pain medication
was completed. There were no noted adverse
slde effects of any PRN pain and ali had effect
relief of pain and there were no identified
residents with a change in condition that the
physician was not aware of or requiring further
physician nofification,

4. On 05/18/15 through 05/19/15 the DON,
ADON, Unit Managers and the MDS Coordinator
reviewed all current residents’ plans of care to
determine if all interventions were being followed
and any ldentified interventions not In place were
immediately put info place.

5. On 05/18/15, the Regional Quality Manager
re-educated the DON, ADON, Unit Managers for
alt three units (Units One (1), Two (2) and Three
(3) and the MDS Coordinator on Physician
Notification for a significant change in condition,
based on the INTERACT program, developed
under funding from CMS (Centers for Medicare
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and Medicare Services), o prevent unnecessary
acute care transfers, {o provide guidance to
nurges on when fo notify the physiclan and care
paths for certain common symptoms to help
guide assessment and assist in completing a
through assessment. Tralning also included
conducting an assessment based on resident
condition, follow up assessments as well as
physician notification for a significant change
condition, as well as utilizing the 811 system in an
emergent situation, In addition, they ware
educaled on the requirement to follow the plan of
care, and if the plan of care cannot be followed
and an alternative Is not within their scope of
praclice the physician must be notified,
Competency tesls were administered, to validate
understanding and all received 100% accuracy.

6. On 05/18/15, all llcense staff was re-educated
by the DON, ADON and Unit Managers Physician
Notification for a significant change in condition,
based on the INTERACT program, developed
under funding from CMS, 1o prevent unnecessary
acute care transfers, to provide guidance to
nurses on when to notify the physician and care
paths for cerlain common symptoms to help
guide assessment and assist in completing a
through assessment. Training also included
conducting an assessment based on resident
condition, follow up assessments as well as
physician notification for a significant change
condition, as well as utllizing the 911 system in an
emergent situation. in addition, they were
educated on the requirement to follow the plan of
care, and if the plan of care cannot be followed
and an alternative is not within their scopa of
practice that the physician must be notified.
Competency tests were administered, to validate

understanding and afl received 100% accuracy.
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No ficensed staff will work afier 05/20/15 without
having completed this re-education and
competency test. All newly employed licensed
nurses will receive this education prior to taking
sole charge of a unit. On 05/18/15 and ongoing
all CNAs were re-educated with competency test
by the DON, ADON, and the Unit Managers or
MDS Coordinator, related 1o following the plan of
care and if they were unable to follow the plan of
care they must report it to the Charge Nurse. In
addition, re-educallon was provided related to
reporting a change in condition to the Charge
Nurse, If there are further concerns, the CNAs
were then ta report fo the other nurse and up the
chain of command. A competency test was
administered io validate understanding with a
minimum score of 100% accuracy and all CNAs
passed with 160 % accuracy. No staff will work
al the facility, after 05/20/15, without having this
training and competency test with a minimum
score of 100% accuracy, any staff not receiving
100% accuracy will be immediately re-educated
and will nol work until competency test is 100%
accuraie.

7. Beginning 05/18/15, the DON, ADON, MDS
Coordinator or the Unit Managers, reviewed with
facility licensed nursing staff, ail current residents'
condtions each shift, o determine if licensed
staff were notifying the physician of significant
changes [n condition and follow up assessments
wera occurring based on clinical condition. This
will continue on each shift including weekends
untll the Immediate Jeopardy is lifted, then five (5)
{imes per week for twelve (12) weeks thereafier.

8. The DON, ADON or Unit Manager will review
five (5) residents’ plans of care per week for
twelve {12) weeks fo evaluate if interventions are

F 281
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in place and being followed. The results of these
audils will be reviewed with the Quality Assurance
and Improvement Committee weekly until
substantial compliance then monthly theresfter.

8. The DON, ADON, or Unit Managers, or the
MD$ Coordinator audited all narcotic records
daily, to identify any PRN pain medication given
and compare {o EMAR records, to validate that
follow up 1o effectiveness and adverse side
effects of PRN pain medications was
documented, weekly including weekends, until
the immediate Jeopardy was lifted then five (5)
times a week for twelve (12) weeks theraafter.

10. An Ad Hock Quality Assurance and
Performance Improvement (QAPI) Commitiee
was convened to review the facility investigation
and concems. An allegation of compliance was
developed and reviewed with the Medical
Director, who attended via phone. The resulis of
all sudits will be reviewed with the Quality
Assurance and Improvement Commitlee weekly,
until substantial compliance has been achieved,
then monthly thereafler. The QAPI committee
will meet weekly or anytime concems are
identified untl substential compliance, then
monthly thereafier.

** The State Survey Agency validated the
comeclive actlons taken by the facility as follows:

1. The resident no longer resides at the facliity.

2. Review of the 100% (81 of 81) resident
assessments, dated 05/18/15, revealed the
residents were assessed to determine if there
were any medical needs to warrant physician
notification with no concerns identified. Chart
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reviews were completed on Residents #4, #5 and
#6 with no identified areas of concem.

3. Revlew of the DON and ADON conducted
audits of all current residents, datad 05/18/15 to
identify any resident that required a PRN
medication and to ensure a foliow-up
assessment, monttoring for any side effect or
reactions and to evaluate the effectiveness of the
PRN, revealed they wera completed without
concerns.

4. Review of the audits dated 05/18/15 through
05/19/15 completed by the DON, ADON, Unit
Managers and MDS Coordinator revealed all
current residents' plans of care were reviswed to
determine if ali interventions were baing followed
and any identified interventicns not in place were
immediately put into place.

5. Materials and sign-in sheets, dated
05/18115,were reviewed regarding in-services
held by the Regional Quality Manager, for ihe
Nursing Administration Staff and re-training on
the EMAR system, documentation of PRN
medications, physiclan notification, care planning
and the INTERACT process were reviewed.
Review of the Compelency festing revealed staff
had a 100% pass rate with no concemns nofed,
Interview with the DON, on 05/28/15 at 10:45
AM, revealed she and the Administrative Nurses
had ak had the re-education completed by the
Ragional Quality Manager related to
assessments, implementing the care plan,
change of condition, decumentatlon of PRN
medications, and physician notification and the
INTERACT protess.

6. Materials and sign-in sheets, dated

F 281

FORM CMS-2587(02-89) Previous Varsions Obsolate Event ID: LWML11

Faciity JD: 100308 i continuation eheet Page 32 of 83



From:WCKRACKEN CO NURSE REHAB

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DERCIENCIES
AND PLAN OF CORRECTION

1 270 443 6211 07/06/2015 12:11

#983 P.033/084

PRINTED: 08/28/2015
FORM APPROVED

(X1) PROVIDER/SUPPUER/CLIA
IBENTIFICATION NUMBER:

185272

(X2) MLATIPLE CONSTRUCTION
A. BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

Cc
06/28/2015

OMB NO. 0938-0391

NAME OF PROVIDER OR SUPPLIER

MCCRACKEN NURSING AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
8687 MCGUIRE AVE.
PADUCAH, KY 42001

{X4) o
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATUORY DR LSC 1DENTIFYING INFORMATION)

D PROVIOER'S PLAN OF CORRECTION x8)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROS&S-REFERENGED TO THE APFROPRIATE oare

DEFICIENCY)

F 281

Continued From page 31
reviews were completed on Residents #4, #5 and
#6 with no Identified areas of concem.

3. Review of the DON and ADON conducted
audits of ali current residents, dated 05/18/15 to
idenfify any resident that required a PRN
medication and to ensure a follow-up
assessment, moniloring for any side effect or
reactions and {o evaluate the effectiveness of the
PRN, revealed they were completed without
conceims,

4. Review of the audits dated 05/18/15 through
05/19/15 completed by the DON, ADON, Unit
Managers and MDS Coordinator revealed all
cumrent residents’ plans of care were reviewed to
dstermine i all interventions were being followed
and any identifled interventions not in place were
immediately put into piace.

5. Materials and sign-in sheets, dated
(5/18115,were raviewed regarding in-services
held by the Reglonal Quality Manager, for the
Nursing Administration Staff and re-training an
the EMAR system, documentation of PRN
medicatlons, physician notification, care planning
and the INTERACT process were reviewed.
Review of the Competency {esfing revealed staff
had a 100% pass rate with no concerns noted.
Interview with the DON, on 05/28/15 at 10:45
AM, revealed she and the Administrative Nurses
had all hed the re-education completed by the
Regional Quality Manager relatad 1o
assessments, implementing the care plan,
change of condition, documentation of PRN
medications, and physician notification and the
INTERACT process.

6. Malerials and sign-in sheets, dated

F 281
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05/18/1 5-06/20/15, revealed the DON, ADON and
Unit Managers re-educated all licensed staff on
the same requirements with a competency 1est
with a minimurn score of 100% accuracy

required. Staff intervlews conducted on 05/268/15
with L PN #4 at 835 AM; LPN #5 at 8:51 AM; RN
#2 al 10:12 AM; LPN #8 at 10:25 AM revealed the
training had been completed and all the licensed
staff had passed the test. On 05/18/15 through
05/20115 all CNAs were re-educaled with
competency test by the DON, ADON, and the
Unit Managers or MDS Coordinalor, related to
following the plan of care and if they were unable
to follow the pian of care they must report i to the
Charge Nurse and notify the nurse of a change in
condition and going up the chain of command.
There were competency tests with a minimum
score of 100% accuracy. Staff interviews on
05/28/15 with CNA #4 al 9:17 AM; CNA #5 at £:25
AM: CNA #6 at 10:35 AM; and CNA #7 at 10:38
AM revealed the staff verified their training had
been done and they had been tested regarding
the care plans and notification of a change in

condition.

7. Reviews of the avery shifl audits, dated
05/18/15 to 05/20/15, revealed the DON, ADON,
MDS Coordinatar or the Unit Managers, reviewed
with faciiity licensed nursing staff, all current
residants conditions each shifi, fo determine if
licensed staff was notifying the physician of
significant changes in condition and follow up
assessments were occurring based on clinlcal
condition. Interview with the DON, on 05/28/15 at
10:45 AM, revealed audits for residents' change
of candition, notification of physician, and
follow-up assessments were done on each shift
until the AcC was accepied, and were now being
done five imes a waek for twelve weeks. She
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stated the results of these audits will be reviewed
in the QA Meetings.

8. Review of audits conducted by the DON,
ADON or Unit Manager ravealed five (5)
residents’ plans of care were reviewed to
evaluate if inlesventions were in piace and being
followed.

8. Review of daily audits conducted by the DON,
ADOCN, Unit Managers, or the MDS Coordinator
revealed ali narcotic records were audited daily,
to jdentify any PRN pain medication administered
and compared to EMAR records, to validate that
follow up to effectiveness and adverse side
effects of PRN pain medications was
documented.

10. A review of the QA meetings, dated 05/20/15,
05/21/15 and 05/22/15, revealed the agenda
regarded concemns with the aflegation
deficgencies as well as the annual survey
deficlencies, complaint, and facility seif-reported
complaints. The meeting was attended by the
Administrator, DON, Activilies Diractor, MDS
Coordinator, Business Office Manager, Dietary
Services Manager, Medical Records,
Housekeeping and Maintenance and the
Marketing Manager. Interview with the Medical
Clinical Officer (MCO) revealed the Medical
Director atiended the 05/18/15 meeting, by phone
and was kept abreast of any concerns and the
meelings were {0 continue weekly, then monthly
until resolved.

483.20(k)(3)(i) SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

The services provided or amanged by the facility

Fa81
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must be provided by qualified persaons In . )
accordance with each resident’s written plan of 1. Resident# 1 was discharged to the
care. hospital on 05/06/2015 and did not
return to the facility.
2. Beginning on 05/18/2015 and
This REQUIREMENT is not met as evidenced finishing on 05/19/2015 the DON,
by: ADON, and Unit Managers and
Based on interview, record review, and reviaw of MDS Nurse reviewed all current
the hospital Consultation Reports and the facility's resident’s plans of care to determine
palices and procedures, it was determined the if all interventions were being
faciltty failed to provide services by qualified followed which included visual
personnel according to the written plan of care for validation including physical
one (1) of three (3) sampled residents, (Resldent assessment. Any identified
#1.) interventions not in place were
immediately put into piace. On
On 03/13/15, Resident #1 was noted io have a 06/03/2015 the Director of Nursing,
decline in cognition, weight bearing, transferring, Assistant Director of Nursing and
continence, and verbalization after receiving two Unit Managers conducted an
{2) as needed (PRN) medications, Lortab (for observation of all current residents
pain) and Ativan {for anxiety). Resident #1 to determine if all residents were
needed the assistance of three (3) to transfer clean and well groomed to include
from the chair to the bed, was unable to eal nail care and oral care. No cancerns |
his/her avening meal and ataff was unable lo were identified.
wake up the resident. Staff and Residant #1's 3. On05/18/2015 the Regional Quality
Spouse reported the changes to LPN #2 and they Manager re-educated with
wera lold the resident was resting from the competency test the DON, ADON
medications. and Unit Managers,, MDS Nurse an
the requirement to follow the plan of
On the maming of 03/14/15, Resident #1's care and if the plan of care cannot
change in condition was reporied lo Licensed be followed and an altemnate is not
Practical Nurse (LPN) #1; and, on 03/14/15 at within their scope of practice that
8:37 AM, RN #1 identified Residenl #1 was the physician must be notified.
unresponsive. However, there was no Beginning 05/18/2015 and ongoing
documented evidence Resident #1's care plan all license staff were re-educated on
was implemented related to ihe documentation of the requirement to follow the plan of
medications, monitoring the effectiveness and the care und if the plan of care cannot
side effects of the medications, manitering for be followed and an aliernate is not
confusion and behavlors, conducting neurological
assessments due {o pharmacological factors and
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reparting to the physician, as needed.

On 03114/15 at 11:00 AM, appraximately eighisen
{18) hours after the PRN medications were given,
the resident was unresponsive and was sent out
to the hospital, where it was determined the
resident had a massive stroke. The resident was
admitted lo the Intensive Care Unit, was
unresponsive, non-communicative, and required
a Gastric Feeding Tube (GT), due to the inability
to suslain nutrition.

The tacility's failure to implement the care plan
has caused or s likely to cause serious injury,
harm, impairment or death to a resident.
Immediate Jeopardy was identified on 05/18/15
and determined to exist on 03/13/15. An
accaplable Allegation of Compliance (AoC) was
recelved on 05/22/15, alleging the IJ was
removed on 05/21/15, The State Survey Agency
validated the Immediate Jeopardy was removed
on 05/21/15, as alleged. The Scope and Saverity
was lowered o a *D" while the facility develops
and implements the Plan of Correction (PoC) and
the facility's Quality Assurance (QA) monitors the
effectiveriess of the systemic changes.

The findings include:

Interview with the Regional Clinical Coordinator,
on 05/18/15 at 6:15 PM, revealed there was no
specific policy for care plans but the Interim Care
Plans were generated on admission, based on
the resident’s diagnoses, history and Activities of
Daily Living (ADL) needs, and cancerns.

1. Closed record review revealed the facilily
adimitted Resident #1 on 03/12/15 with diagnoses

which included Morbid Obesity, Chronic Kidney

(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ®s)
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F 282 | Continued From page 35 F 282 within their scope of practice that

the physician must be notified. This
education was completed by the
Director of Nursing, ADON, Unit
Managers or MDS Nurse with
competency test completed
requiring 100% accuracy. No
Licensed Nurse worked after
05/20/15 without having had this re-
education and competency test.
Beginning 05/18/2015 and ongoing
all Certified Nursing Assistants
were re-educated with competency
test by the DON, ADPON, Unit
managers or MDS Nurse related to
following the plan of care and if
they were unable 1o follow the plan
of care they must report it to the
Charge Nurse. No Certified Nursing
Assistants will work after
05/20/2015 without having had this
re-education and passing
competency test with 100%
accuracy. Beginning 06/04/2015 and
ongoing the Director of Nursing,
ADON or Unit Manager re-educated
all Certified Nursing Assistants on
cleanliness and hygiene including
oral care and nail care. No Certified
Nursing Assistant will work after
06/04/2015 without having had this
re-education.

The DON, ADON or Unit Managers
will review five (5) residents’ plans
of care weckly for twelve (12)
weeks to determine if interventions
are in place and being followed

l
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Disease Stagea |ll, Anxiety State, Depressive
Disorder, and Diabetes Mellitus.

Review of the Admission Data Set, dated
031315, revealed the facility assessed the
resident to be alert and oriented to person, place,
and time, short and long term memory were
intact, understood and understands with clear
comprekension, was on a regular diabatic diet,
was ambulatory with a walker, had no impairment
in range of motion (ROM), and was continent of
bowel and bladdar.

Review of the Interim Plan of Care, dated
03/12/15, revealed interventions for staff to record
the effectivenass of the paln medications, monitor
and record the side effects of the medications,
assess for pain as needed, report pain affecting
daily life fo the care provider, monitor the
resident's blood sugars, monitor for confusion
and behaviors and report {o the physician, as
needed. In addition, due to & fall al horne and to
"medical, heurolagical and pharmacological
faclors,” there were interventions to implement
neurological assessments, a8 needad.

Review of a Nursing Note, dated 03/13/15 at 2:53
PM, and intervlew with LPN #1 on 05/15/15 at
8.55 AM; and on 05/18/15 at 3:38 PM, revealed
LPN #1 administered as needed (PRN) Lortab
{pain) and Ativan {anxlety), on 03/13/15, at
approximately 2:30 PM, for the resident's
complaints of nervousnass and chronic pain.

Interviews with Certified Nursing Assistant (CNA)
#1, on 051516 at 11:35 AM; CNA #2 on 05/15/15
at 11:40 AM; and, Resident #1's spouse on
05/12/15 at 9:50 AM and on 05/17/15 at 5:11 PM,
revealed on 03/13/15 In the afternoon Resident

care. The results of all audits will
be reviewed with the Quality
Assurance Committee weekly until
substantial compliance is achieved
and then monthty thereafier for at
least three months. Any time
concerns are identified the Quality
Assurance Committee will convene
to review and make further
recommendations. The Quality
Assurance Committee will consist
of at 2 minimum the Director of
Nursing, Assistant Director of
Nursing, Dietary Services Director,
Maintenance Director, Activity
Director and Business Office
Manager Administrator, with the
Medical Director attending at least
quarterly,

ol
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#1 was asleep in a chair and would nol wake up.
They stated the resident would not wake up for
supper. CNA#1 staled he had to have two (2)
ambulance attendants assist him to put the
resident o bed because hefshe was “dead
welght”. Resident#1's Spouse sialed he/she
informed the staff this was a change for the
resident as hefshe had never slept more than two
(2) hours at a time due to all the pain from a
previous fraclure. CNA#1 and the Resident's
Spouse were concemed with the resident’s
condition and they notified LPN #2 but were
"assured it was due {o the (PRN) medications.”

Review of the Nurse's Notes, dated 03/13/15 and
03/14/15; and, review of the March 2015
Electronic Medication Administration Records
(EMARS) revealed there was no documenied
evidence LPN #1 or LPN #2 assessed the
resident to determins the effactiveness and/or
side effects of the medications; assessed for any
neuralogical changes In the resident; or
monitored the resident for confusion and
behaviors and reported to the physician, as stated
in the plan of cars,

Interview with LPN #1, on 05/15/15 at 8:55 AM;
and, on 05/18/15 at 3:38 PM, revealed she was
unsure why the results of the effectiveness of the
PRNs were not documented and stated it had
been a very busy week and she "probably forgot.”
The LPN was unable o remember If the resident
had been assessed, prior to her leaving her shift
at 6:00 PM. However, there was no documented
evidence the resident was assessed.

interview with LPN #2, on 051515 at 11:10 AM;
and, on 05/16/15 at 3:28 PM, revealed she

worked the 6 PM - 6 AM shift, on 03/13/15. She
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stated the resident was sleeping and was never
fully awakened, throughott the night. LPN #2
stated the resident was resting well from
receiving the PRN madications and she felt thera
was no change in the resident's condition to
require further assessment or warrant calling the
physician. LPN #2 siafed no one had fold her that
Resident #1 bad experienced a change in
condition.

Review of a Nursing Note, dated 03/14/15 at 8:47
AM, and interview with RN #1 on 05/15/15 at 8:25
PM and 10:40 AM; and, on 051715 at 4:09 PM,
revealed Resident #1 was unresponsive on
03/14/15, and he felt it was becausa the resident
received pain medication prior to his shifl. The
RN stated he did an assessment of the resident
al 8:47 AM and stated there was no facial
drooping, yet the resident was unzble to follow
commands to stick out hisfher tongue or grip
hands. He stated he had to “hold the resident's
eyes open” to assess the pupils, which were
noted to have been "sluggish.” The RN stated he
was aware of the need to call the ghysician with
any changes per the care plan, but ha felt the
need to get a second opinion on the resident's
condition from another nurse (RN #2), who came
fo assess the resident at approximately 11:00
AM. He stated RN #2 administered two (2}
sternal rubs on the resident and the process was
begun fo get the resident to the ER. The RN
stated "looking back, | probably should have sent
(himmer) out earlier.”

Review of the Hosplial Physician Consultation
Reports, dated 03/14/15, revealed the resldent
was diagnosed with an Acute Cerebrovascular
Accident (CVA-stroke}. "TPA was not
administered because the time the resident was
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last krown well, was greater than three {3) hours
prior to arrival.” The resident was admitied to the
Intensive Care Unif, was unresponsive,
non-communicative, and required a Gastric
Feeding Tube (GT), due 1o the inability to sustain
nulrition.

Iriterview with the Director of Nursing (DON), on
0511815 at 5:30 PM, revealed there was no
evidance the staff members followed the plan of
care and ensured the resident was fully assessed
aiter the PRN medications were were
administered on 03/13/14 at 2:35 PM; and, after
CNA#H and the Resident’s Spouse's concems
were made fo the nurses.

Interview with the Administrator, on 05/18/15 at
5:05 PM, revealed staff should have assessed
the resident and called the physician, when they
first noliced the residenl's change In cognition.
He statad staff should have the followed the plan
of care for the resident.

2. Record review revealed the facility readmitted
Resident #1 on 03/27/15 with diagnoses which
included Cerebrovascular Vascutar Accident
{CVA) and Dysphagla (swallowing difficuliy)
requiring the placement of a Gastrostomy Tube
(G-Tube). The facility readmitted Resident #1
again, after a hospital stay on 04/10/15, due to
leakage of fluids around the G-Tube site.

Review of the residen{'s Activity of Dally Living
Plan of Care, dated 05/01/15, revealed the
resident was unresponsive, totally dependent of
staff for all care needs, NPO (nhothing by mouth),
and dependent on a Gastric Tube (GT) for all
medicalions and nutrition and was incontinent of

bowel and bladder. Review of the ADL plan of
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Care, dated 04/10/15, revealed nall care was to
have been provided “as needed,” and oral cara
was required "daily and PRN." Review of the
care plan for "Impaired Skin Integrity," dated
0472815, revealed dus to the “oral mucous
membrane having a thick, brown film" and the
resident breathing through the mouth and raraly
closing the mouth,” oral care was to have been
provided "several imes a day" and the resident
was lo oniy get bed baths, due to continuous tube
feeding and treatment for a Sebaceous Cyst, at
the back of his/ her head.

Reviaw of the Physician Orders for April 2015
revesled siaff was fo assess the resident's finger
and fcenalls every Friday on the 6 AM - 6 PM
shift

Inlerview with the hospital Certified Nurse Aide
(CNA} #3, on 05/13/15 at 4:25 PM, revealed she
was working in the Emeargency Room (ER) at the
hospital, when Resident #1 was admitied on
05/06/15. CNA #3 stated the resident presented
to the ER with a foul odor, had fingemails with
blackened debris under the nailbeds and was in
need of mouth care, as the resident’s oral cavity
was full of a crusty, cake-like build-up that took
“fourleen (14) pink swabs* {o clean. The CNA
alsa revealed there were dark rings on the sheets
and stated the Director of Nursing (DON) at the
nursing facility, had been called and made aware
of the hospital's concems with this resident.

Intarview with hospilal Registered Nurse (RN) #3,
on 056/14/13 at 11:13 AM, revealed she was also
working at the ER on 05/06/15, when Resident #1
was admitted, RN #3 staled the sheets had "old,
dried urine rings around them and yet the
resident had on a clean brief," hisfher nails had

F 282
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“brown sediment packed under the nailbeds and
dried blood on the fingertips, from what looked
like Accu-checks,” taken for blood sugar levels.
The RN described the resident's mouth as having
"caked-on debris in the roof of the rasident's
mouth and noted "copious amounts of yeliow,
dried parlicles,” as the resident's mouth was
swabbed,

Review of the ER Physician's Clinical Repor,
dated 05/06/15, revealad the resident arrived at
the ER at approximately 7:32 AM and the
resident's chief complaint was green drainage
*from all orifices,” and report on arrival was the
resident had “very poor mouth care with lots of
oral secretions and also some mild dreinage from
around the GT site, but also appeared to have
very poor lacal care around the GT."

Interviews, on 05/13/15 with CNA #8 at 1:25 PM
and CNA #& al 2:35 PM, revealed both CNAs
stated the resident was bathed, mouth care was
completed and the resident had clean sheets and
a clean gown upon leaving the faciiity. CNA #8
stated she would clean the resident's mouth
evary lime he/she was tumed, approximately
every two (2} hours and nail care was done with
the bad bath, CNA#9 stated the resident
received daily bed baths and mouth care was
completad every hour and every time she went
into the room, as the resldent was a mouth
breather and had the feeding tube and always
had dried mucous in histher mouth.

Interview with LPN #1, on 05/15/15 at 10:07 AM,
revealed “it seemed like the more the CNAs
cleaned (his/her) mouth, the more it needed
cleaning.” The LPN also staled the CNAs should
be following the care plans and should be

F 282

FORM CMS-2567(02-09) Previous Veralons (bsolala Event ID:LWML1t

Facllity ID: 100208

If continuation sheet Page 42 of 83




From:MCKRACKEN CO NURSE REHAB

1 270 443 6211

07/06/2015 12:15

#983 P.044/084

PRINTED: 08/29/2015

DEPARTMENT OF HEALTHAND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DERICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
185272 8. WiNG 05/28/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, ETATE, ZIP CODE
MCCRACKEN NURSING AND REHABILITATION CENTER €87 MGBUIE AVE.
PADUCAH, KY 42001
P4 ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION x8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 282 | Continued From page 42 F 282

administering nail care each shift, when the bed
bath was completed. The LPN monitored nail
care during the weekly skin assessments.
However, the resldent's last skin assessment was
completed on 05/01/15 and not due again, until
05/07TH5. The resident was transporied, per
ambulance, to the hospital on 05/06/15.

Interview with RN #4, on 05/14/15 at 9;12 AM,
revealed she assessed tha resident prior {0
leaving the facility and did leave some of the
bright green drainage around the resident's GT
site *hecause | wanted them to see it.” Tha RN
staled she also assisted the CNAs 10 clean the
rasident, prior to transfer and stated he/she had a
fresh gown and linens and stated the resident
was a mouth breather and residents with this and
a GT will have & "thrushy mouth". The RN stated
the resident was a Full Code and she was afraid
he/she had developed a "massive infection of
some sort” and stated it did not take fifteen (15)
minutes to get the resident out to the ER and she
did not notice a problem with the fingernails. The
RN slated she took the report from the hospital,
and the hospital staff stated it took them aver an
hour to clean the resident up. The RN revealed
she reported the call to the Director of Nursing

(DON).

interview with the DON, on 05/15/15 at 12:35 PM,
revaealed all residents’ nails would be kept clean
on a daily basis and timmed as necessary and
all nails would be trimmed by the nursing
assistants except for the diabetic residents and
their nails would be trimmed by the licensed
nurse. The DON stated she would have
expected the nail and mouth care to have been
completed, as specified on the care plan.
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** The facility implemented the fallowing actions
to remove the Immediate Jeopardy:

1. Resident #1 no longer resides at the facility.

2, On 05/18/15, assessments were conducted
for eighty-one (81) of eighty-one (81) cument
residents, to determine if there were any medical
needs requiring physiclan nofification that the
physician was not already aware of. This
assessment included vital signs, respiratary
assessment, bowe! sounds, and changes in level
of consciousness. Thera were no identified
residents with a change in condition that the
physiclan was not aware of, or that required
further physician notification,

3. The DON and ADON conducted an audit of all
current residents, on 05/18/15, to identify any
resident who had received an as needed (PRN)
pain medication, in the past twenty four hours and
{o ensure that a follow up o the effectiveness or
adverse side effects of the PRN pain medication
was completed. There were no noted adverse
side effects of any PRN pain and all had effect
relief of pain and there were no Identified
residenls with a change in condition that the
physician was not aware of or requiring further
physician notification,

4. On 05/198/15 through (5/19/15 the DON,
ADON, Unit Menagers and the MDS Coordinator
reviewed all current rasidents’ plans of care lo
determine if all Interventions were being folfowed
and any identified Interventions not in place were
immediately pul inlo place.

5. On05/1815, the Regional Quality Manager

re-educated the DON, ADON, Unit Managers for

F 282
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all three units (Units One (1), Two (2) and Three
(3) and the MDS Coordinator on Physician
Notification for a significant change in condition,
based on the INTERACT program, developed
under funding from CMS (Centers for Medicare
and Medicare Services), to provent unnecessary
acute care transfers, to provide guidance to
nurses on when 1o notify the physician and care
paths for certain common symptoms o help
guide assessmen! and assist in completing a
through assessment. Training also included
conducting an assessment based on resident
condition, follow up assessments as well as
physician notification for a significant change
condition, as well as ulilizing the 811 system in an
emergent situation. in addition, they were
educated on the requirement to follow the plan of
care, and if the plan of care cannot be followed
and an alternative is not within their scope of
praciice the physician must be notified.
Compelency tests were administered, to validate
understanding and all received 100% accuracy.

6. On 05/18/15, all license staff was re-educated
by tha DON, ADON and Unit Managers Physician
Nofification for a significant change In condition,
based on the INTERACT program, developed
under funding from CMS, to prevent unnecessary
acute care transfers, to provide guidance to
nurses on when to notify the physician and care
paths for certain common symptoms to help
guide assessment and assist in completing a
through assessment. Training also included
conducting an assessment based on resldent
condition, follow up assessments as well as
physician nofificalion for a significant change
condition, as well as utilizing the 811 system In an
emergent situation. In addition, they were

educated on the requiremant to follow the plan of
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care, and if the plan of care cannot be followed
and an allernative is not within their scope of
practice that the physician must be notified.
Competancy lesis were administered, fo validale
understanding and all received 100% accuracy.
No licensed staff will work afler 05/20/15 withoul
having completed this re-education and
competency fesl. All newly employed licensed
nurses will receive this education prior to taking
sole charge of a unit. On 05/18/15 and ongoing
all CNAs were re-educated with competency test
by the DON, ADON, and the Unit Managers or
MDS Coordinator, related to following the plan of
care and if they wers unable io follow the plan of
care they must report it to the Charge Nurse. In
addilion, re-educalion was provided related to
reporting a change In condition to the Charge
Nurse. [f there are further concerns, the CNAs
wera then (o report to the other nurse and up the
chain of command. A competency lest was
adminisiered fo validale understanding with a
minimum score of 100% accuracy and all CNAs
passed with 100 % accuracy. No staff will work
at the facility, after 05/20/15, without having this
training and competency test with a minimum
scere of 100% accuracy, any staff not receiving
100% accuracy will be immediately re-educated
and will not work untif competency test is 100%
accurate.

7. Beginning 05/18/15, the DON, ADON, MDS
Coordinator or the Unit Managers, reviewed with
facility Hcensed nursing staff, all current residents'
conditions each shift, lo determine if licensed
staff were nolifying the physician of significant
changes in condition and follow up assessments
were occurring based on clinical condition, This
will continue on each shifl including weekends

until the Immedlate Jeopardy is lifted, then five {5)

F 282
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five (5) residents' plans of care per week for
twelve (12) weeks to evaluate if intsrventions

and Improvement Committee weekly until

MDS Coordinator audited all narcolic records

and compare fo EMAR records, o validate th
follow up 1o effecliveness and adverse side
effects of PRN pain medications was

10. An Ad Hock Quality Assurance and

developed and reviewed with the Medical
Direclor, whe attended via phone. The result
all audits will be reviewed with the Quality

will meet weekly or anytime concerns are
identified until substantial compliance, then
monthly thereafter.

** The State Survey Agency validated the

times per week for twelve (12) weeks thereafter,
8. The DON, ADON or Unit Manager will review
in place and being followed. The results of these
audits will be reviewed with the Quality Assurance
substantial compliance then monthly thereafter.
9. The DON, ADON, or Unit Managers, or the

daily, io identify any PRN pain medication given

documented, weekly including weekends, until
the Immediate Jeopardy was lifted then five (5}
times a week for twelve (12) weeks thereafter,

Performance improvement (QAP]) Commitiee
was convenad 1o review the facility investigation
and concems. An sllegation of compliance was

Assurance and improvement Committee weekly,
until substantial compliance has been achieved,
then monihly thereafter. The QAP] committee

corrective actions taken by the facility as follows:

1. The resident no longer resides at the facility.

F 282
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2. Review of the 100% (81 of 81) resident
assessments, dated 05/18/15, revealed the
residents were assessed to determine if there
wera any medical needs fo warrant physiclan
notification with no concems identified. Chart
reviews were completed on Residents #4, #5 and
#5 with no identified areas of concem.

3. Review of the DON and ADON conducted
audils of all current residents, dated 05/18/15 to
identify any resident that required a PRN
medication and to ensure a follow-up
assessment, monitoring for any side effect or
reactions and to evaluate the effectiveness of the
PRN, revealed they were completed without
Concerns.

4. Review of the audlts dated 05/18/15 through
05/18/15 completed by the DON, ADON, Unit
Managers and MDS Coordinator revealed all
current residents’ plans of care were reviewed lo
determine if all interventions were being followed
and any identified interventions not in place were
immediately put into place.

5. Materials and sign-in sheets, dated
05/18/15,were reviewed regarding in-services
held by the Regional Quality Manager, for the
Nursing Administration Staff and re-training on
the EMAR system, documentation of PRN
medications, physician notification, care planning
and the INTERACT process were reviewed.
Review of the Competency {esting revealed staff
had a 100% pass rate with no concems noted.
Interview with the DON, on 05/28/15 at 10:45
AM, revealed she and the Administrative Nurses
had all had the re-education completed by the
Regional Quality Manager related to

assessments, implementing the care plan,

STATEMENT OF DEFICENCIES {x1) PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BULDING
C
185272 8. WING 065/28/2015
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
MCCRACKEN NURSING AND REHABILITATION CENTER 867 MCGUIRE AVE.
PADUCAH, KY 42001
(X410 SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COUPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 282 | Conlinued From page 47 F 282

FORM CMS-2587(02-88} Previcua Versiona Obsolete

Event ID:LAML11

Faclity D: 100306

i continuation sheel Paga 48 of 83




From:HCKRACKEN CO NURSE REHAB

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

1 270 443 6211

07/06/2015 12:17

#983 P.050/084

PRINTED: 068/29/2015

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SURPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185272

{X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

06/28/2015

FORM APPROVED
OMB NO. 0938-0391

{X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

MCCRACKEN NURSING AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
867 MCGUIRE AVE.
PADUCAH, KY 42009

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L5C IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

(X8}
DATE

F 282

Conlinued From page 48

change of condition, documentation of PRN
madications, and physiclan notification and the
INTERACT process.

6. Materials and sign-in sheets, dated
05/18/15-05/20/15, revealed the DON, ADON and
Unit Managers re-educated all licensed staff on
the same requirements with a competency test
with & minimum score of 100% accuracy

required. Staff inlerviews conducted on 05/28/15
with LPN #4 at 8;35 AM; LPN #5 at 8:51 AM; RN
#2 at 10:12 AM; LPN #6 2t 10:25 AM revealed the
training had been compleied and all the licensed
stafl had passed the test. On 05/18/15 through
05/20115 all CNAs were re-aducated with
compelancy test by the DON, ADON, and the
Unit Managers or MDS Coordinator, related to
following the plan of care and if they were unable
to follow tha plan of care they must report it to the
Charge Nurse and notify the nurse of a change in
condition and going up the chain of command,
There ware compelency tests with a minimum
score of 100% accuracy. Staff interviews on
05/28115 with CNA #4 at 9:17 AM; CNA #5 at 9:25
AM; CNA #6 at 10:35 AM; and CNA #7 at 10:38
AM revealed the staff verified their tralning had
been done and they had been tested regarding
the care plans and notificallon of & change In
candition.

7. Reviews of the every shift audits, dated
05/181 5 to 05/20/15, revealed the DON, ADON,
MDS Coordinator or the Unit Managers, reviewed
with facility licensed nursing staff, all current
residents conditions each shift, to delermine if
licensed staff was notifying the physictan of
significant changes in condition and follow up
assessments were occurting based on clinical

condition. Interview with the DON, on 05/28/15 at

F282
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10.45 AM, revealed audits for residents’ change
of condition, nofification of physlcian, and '
follow-up sssessments were done on each shift
until the AoC was accepled, and were now being
done five timas a week for twelve weaks. She
stated the resulls of these audits will be reviewed
in the QA Meetings,

8. Review of audits conducted by the DON,
ADON or Unit Manager revealed five (5)
residents' plans of care were reviewed to
evaluale if interventions were in place and being
followed.

8. Review of dally audits conducted by the DON,
ADON, Unit Managers, or the MDS Coordinator
revealed all narcolic records were audited daily,
{o identify any PRN pain medication administered
and compared {o EMAR records, to validate that
follow up fo eflectiveness and adverse side
effects of PRN pain medications was
documented,

10. Areview of the QA meelings, dated 05/20/15,
05/21115 and 05/22/15, revealed the agenda
regarded concemns with the allegation
deficiencies as well as the annual survay
deficiencies, compiaini, and facility self-reported
complaints. The meeting was allended by the
Administrator, DON, Actlvities Director, MDS
Coordinator, Husiness Office Manager, Distary
Services Manager, Medical Records,
Housekeeping and Mainlenance and the
Marketing Manager. Inlerview with the Medical
Clinical Officer (MCO) revealed the Medical
Direclor atiended the 05/18/15 meeling, by phona
and was kept abreast of any concemns and the
meetings were to continue weekly, then monthly

untll rescived.
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58=) | HIGHEST WELL BEING
Each resident must receive and the facllity must
provide the nacessary care and services to atlain
or maintain the highest practicable physical,
mental, and psychosacial well-belng, in
accordance with the comprehensiva assessment
and plan of care.
This REQUIREMENT is not met as svidenced
by:
Based on cbservatlan, interview, record review,
and review of the facility’s policy and procedure,
hospital Physician Consultation Reports, and
“Lippincott Manual of Nursing Practice, Ninth
Edition”, it was determined ihe facility failed to
ensure necessary care and services to attain or
maintain the highest practicable physical, mental,
and psychesocial wsil-being, in accordance with
the comprehensive assessment and plan of care F309
for one (1) of three (3) sampled residents
(Resident #1). 1. Resident # | was discharged to the
hosoi .
Resident #1 was reported to have exhibited r;suﬂlitomneO?;gS%OIS and di d not
declines in cogniffon, weight bearing, transferring, 2. On05/18/2015 ass e;sm ents were
continence, and verbalization, beginning ) d A
03/13/15, after s needed (PRN) medications ;‘;{‘er"m"l‘:: ?{hi'r’e“::;";es:f:;‘:;‘f
ware administerad, On 03/13/15, Resident #1's needs requiring physician y
change in condition was reported 1o the Licensed notiﬁcat(i]on thft]:h: hysician was
Practical Nurse (LPN) #2; however, there was no not already aware uiPinf:lu ding vital
documented evidence licensed staff had signs, respiratory assessment, bowel
conducted an assessment related to the sounds and changes in level of
resident’s decline. Resident #1 was admitted to i Tiis i
the hospital, on 03/14/15, with diagnoses of Acule by the Director of Nursing P
Mental Status Chang.e and Acute Assistant Director of Nursing and
Cerebrovascular Accident (CVA-stroke) was
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transferred from the ER, to the Intensive Care
Unit, unresponsive, non-communicative, and
required & Gastric Feeding Tube (GT), due to the
inability to sustain nutrition. The resident never
regained the cognitive status or physical abilities
held piior to the event and remained non-verbal,
dependent on a Gastric Feeding Tube {GT) for
nutrifional supponrt, incontinent and totaily
dependent on staif for all care needs.

The facility’s fallure to ensure necessary care and
sefvices to attain or maintain the highest
praclicable physical, mental, and psychosocial
well-being, in accordance with the comprehensive
assessment and plan of care when a resident
had a decline in intake and function has caused
ot is likely to cause serious Injury, harm,
impairment, or death lo a resident. Immediate
Jeopardy was identified on 05/18/15 and
determined to exist on 03/13/15. The facility was
nolified of the Immadiate Jeopardy on 05/18/15.
An acceptable Allegation of Compliance (AoC)
was received on 05/22/15, alleging the removal of
immediate Jeopardy on 05/21/15 and the State
Survey Agency validated the Immediate Jeopardy
was removed on 05/28/15, as alleged. The
Scope and Severity was fowered to a "D” while
the facllity develops and implements the Plan of
Correction (PoC); and the facility's Quality
Assurance (QA) monitors the effectiveness of the
systemic changes,

The findings include:

Review of the facility's policy for a Resident
Change of Condition, undated, revealed the
facliity was to have nofified the physician and
family immediately, if there was a significant
change of condition, regardless of the lime. The

On 05/18/2015 the Regional Quality
Manager re-educated the Director of
Nursing, Assistant Director of
Nursing and Unit Managers and
MDS coordinator on physician
notification for a significant change
in condition based on the
INTERACT program, developed
under funding from CMS to prevent
unnecessary acute care transfers to
provide puidance to nurses on when
to notify the physician and care
paths for certain common symptoms
to help guide assessment and assist
in completing a thorough
assessment. Training included
conducting an assessment based on
resident condition with follow up
assessments as well as physician
notification and use of the 911
system in an emergent situation.
Competency test were administered

to validate understanding and all
received 100% accuracy. Beginning
05/18/2015 and ongoing all licensed
staff were re-educaled b the DON,
ADON and Unit Managers on
physician notification for a
significant change in condition
based on the INTERACT program,
developed under funding from CMS
to prevent unnecessary acute care
transfers to provide guidance to
nurses on when to notify the
physician and care paths for cestain
common symptoms to help guide
assessment and assist in completing

!
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] - a thorough assessment. Training
F 303 | Coniinued From page 52 F 309 included conducting an assessment

Nurse will use standards of clinical practice and
the Inferact Il process to make this determination
on immediacy.

Review of the Interact Communication Form used
for guidance Before Calling the Physician,
undated, required an assessment of the
resident’s Situation, Background, Appearance,
and Review (SBAR Form) to have been ulilized
when the resident experienced a change of
condition and prior to calling the physician. The
staff was to have assessed the resident,
observing the signs and symptoms the resident
had experienced, checked the vital signs,
reviewed recent progress noles, labs and efc.,
revlewed medication changes and alerts,
evaluated the mental status, behaviors,
respiratory, cardiovascular, abdominal, urine
outputs, skin, pain, neurological and the Activities
of Daily Living (ADLs) compared to the resident's
baseline status as well as reviewing the resident's
code status.

Interview with the Corporate Clinical Nursing
Specialist, on 05/15/15 at 1:00 PM, revealed the
facility had no policy for assessments bul instead
refered ta the "Lippincott Manual of Nursing
Practice, Ninth Edition," for guidance.

Revlew of the Clinical Manifestations for a stroke,
Lippincott page 508, revealed signs and
symptoms of a stroke included numbness,
weakness or loss of motor ability, difficulty
swallowing, aphasia of loss of speech, visual
difficuliies, altered cognltive abililies and self care
deficits.

Record review revealed the facility admitied
Resident #1 on 03/12/15 with diagnoses which

based on resident condition with
follow up assessments as well as
physician notification and use of the
911 system in an emergent situation.
Competency test were administered
to validate understanding and all
received 100% accuracy. No
Licensed Nurse will work after
05/20/2015 without having received
this re-education and pass
competency test with 100%
accuracy. Beginning 05/18/2015 all
Nursing Assistants were re-educated
with competency test by the DON,
ADON, and the Unit Managers or
MDS Coordinator related to
reporting a change in condition to
the Charge Nurse and if there are
further concerns the CNA were then
to report to the other nurses and up
the chain of command . A
competency test was administered
with 100% accuracy. No Nursing
Assistants will work after
05/20/2015 without having had this
re-education and compelency test.
4. Beginning 05/18/2015 the DON,
ADON, MDS Coordinator or the
Unit Managers will review with
licensed nurses each shift all
current residents conditions to
determine if licensed staff were
notifying the physician of
significant changes in condition and
follow up assessments were
occurring based on clinical
condition. This continued oneach |
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shift including weekends until
F 308 | Conlinuad From page 53 : F 309 removal of the :
Included Chronic Kidney Disease Stage lll, then five times 22:“ \:::a?{u;':: ?\g:ll-sz
Anxiely State, Hypertension, Diabates Mellitus, weeks thereafter. The DON, ADON
Type Il and a History of a Recent Back Surgery or Unit Manager or MDS
(Kyphoplasty at L2 and L3). Coordinator wilt audit all narcotic
records daily to identi
Reviaw of the Admission Minimum Data Set pain medicaﬁo:d:ittnfyaﬂyciﬁm
assessment, dated 03/13/15, revealed the facility to the Electronic Medical Record
assessed Residert #1 as aleri to person, place (EMAR) system to validate that
and tire; had noe long term or short ferm memory follow up to effectiveness and
deficits, continent of bowel and bladder, on a adverse side effects of PRN pain
regular diabetic diet with no chewing or medications was documented, This
swallowing difficullies, the resident's speech was was completed daily until ren;ova]
understoad gnd the resident understood others of the Immediate Jeopardy then
and had no limitations in range of movement, completed five (5) times per week
Raview of the Interim Plan of Care, dated g;r/:;v/ezt; ‘1:5{ :]‘2 g%eﬁs'fsg'ﬁmﬂf
03/12/15, revesled interventions for staff to Unit Managers will r;view a[f
record the effactiveness of the pain medications; nurses noted to determine if
monitor and record the side effects of the significant change i;n:o d-lti:n )l,las
medications, assess for pain, and to report pain occurred withou% physiclilal; "
affecting daily life, monitor the resident's blood notification and that follow u
sugars, monitor for confusion and behaviors and assessment and documematjol;l is
report to the physician, as needed. In addition, occurring based on the clinical
due to a fall at home and to "medical, condition. This occurred dail
neurological and pharmacologicat factors,” there including.weekends until rem);val f
were interventions to implement neurclogical the Immediate Jeopard °
assessments, as needed. H pardy and then
] five {5) times per week for twelve
Review of the Physician Orders, dated 03/12/15, :El:: :,IIT; ?ﬁf{,&ié"sq{f t(}:lfall
revealed an order for Lortab five (5)/325 Quality Assurance Com‘:ll'tt ¢
milligrams orally (mg} every six (6) hours PRN for weekly untif sub ial ! eei.
pain and Ativan 0.5 mg orally four (4) times a day : h-y I stpstantie] compliance
BRN for smdsty. 1s achieved and then monthly
thereafier for at least three months.
Review of the Nursing Notes, dated 03/13/15 at 8::!::;“ ;::lz_‘;;m: ér © 1dep uﬁed';he
2:53 PM, revealed Licensed Practical Nurse convene to revie‘\:m c:imma;(tteml
(LPN) #1 documented "the resident was awake rec dati ;.'L make e
and alert, with some confusion. Medicated times cmmencations. The Quality. o
one for pain, Resident feeds self with tray set up.
Eveny ID: LWML11 Feclly ID: 100306 i continuation sheat Page 54 of 83
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Continued From page 54

Appetita good. Fluids given with good resufis.
Able to make wanls and needs known. Resident
is very needy and demanding. Continent of
bowel and bladder. Feeds self with tray set up.”
However, review of the March 2015 Electronic
Medication Administration Record revealed there
was no documented evidence the medications
had been administered and further review
revealed there was no documented evidence in
the EMAR or Nursing Notes that a folfow-up
assessment to determine the resident's response
to the medications was conducied.

Interview with Certified Nursing Assistant (CNA)
#1, on 05/15/15 at 11:35 AM, revealed he had
worked with Resident #1 on 03/13/15, on the 2:30
PM - 10:30 PM shift and noticed a change in the
resident, from the pravious afternoon (03/12/15.)
CNA# stated on 03/12/15, the resident had
frequently requested the bedpan and was able to
roll over on his/her side and hold 1o the side rail
and able 1o ambulate with a walker, after
assisting the resident out of the bed or chalr.
CNA#1 revealed on 03/13/15, the resident was
“sleeping in a chair and would not wake up." The
CNA stated he called on two (2) Emergency
Medical Technicians (EMTs) who were in the
building for another resident, to assist him to get
the resident out of the chair as he/she was “dead
welght,” and unable {o assist with standing or
pivoling. He also staled the spouse was visiting
and stated he/she had "never seen the resident
lke this." CNA#1 revealed vital signs were faken
and were within the resident's normal range and
the CNA informed the LPN #2 of his and the
spouses’ concemns and was "assured it was due
to the (PRN) medications," that were
administered at approximately 3:00 PM.

F 309

Assurance Committee will consist
of at a minimum the Director of
Nursing, Assistant Director of
Nursing, Dietary Services Director,
Maintenance Director, Activity
Director and Business Office
Manager Administrator, with the
Medical Director attending at least
quarterly,
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Interview with CNA #2, on 05/15/15 at 11:40 AM,
revealed the CNA also worked the 2:30 PM -
10:30 PM shiit on 03/13/15 and was told Resident
#1 had just received PRN medication and the
rasident was up in a chair and "dozing off* at the
start of the shift and the CNA stated she tried to
wake the resident “just before supper,” and the
resident would nol wake up or eat supper. The
CNA stated the resident would open his/her eyes
but go right back to sleep and had fo be assisted
back to bed and the resident had previously been
able to transfer him/herself with a walker and the
CNA "figured it was just the medication,” and
stated “nobody knew much about him/her."

Interview with Resident #1's Spouse, on 05/1215
al 9:50 AM and 05/17/15 at 5;11 AM, revealed the
spouse had visited the resident on 03/13/15 “after
supper” and stated the resident never ate the
supper meal. The spouse siated staff brought
the fray in and sat it on the table and the food had
not been tauched when the staff came and

picked the tray up. The spouse stated the
resident "looked drugged oul or over-medicated.”
The spouse also stated it took three (3) people to
get the resident back in the bed that afternoon
due to the resident being so lethargic. Further
interview revealed the spouse revealed two (2)
ambulance personnel were in the building and the
mate CNA asked them to help him get the
resident back to bed because he/she was not
bearing weight at all. The spouse staled hefshe
stayed untif about 9:00 PM and the resident
“looked like (he/she) was gone.” The spouse
raevealed the resident had never had this type of
reaction lo the medication before and the resident
never slept more than two (2) or three (3) hours
at a time, because he/she was in so much pain all
the time, from a spinal fracture in December
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2014. The spouse stated hefshe told two (2) or
three (3) staff members he was concerned, yet
was unsure exactly who was told. He/She staled
hefshe felt they "should have gotien (the resident)
outthen.” He requested they take the vital signs
and was told they were fine and the resident was
Just resting from the PRN medication.

Interview with LPN #1, on 05/15/15 at 8:55 AM
end 05/18/15 at 3:38 PM, revealed the LPN had
worked the 6:00 AM - 6:00 PM shift on 03/13/15
when the resident had repstitive complaints
ragarding the sheets not fitting properly and
requested to place the call light in different areas
and stated this was the concem with the
resident's "needy and demanding” behaviors, that
were documented in the Nursing Notes. The LPN
stated she had given Loriab five (5)/325
milligrams (mg) and Ativan 0.5 mg, as a PRN, on
03/13/15, at spproximately 2:30 PM, for the
resident’s and the spouse’s complainis of
nervousness and chronic pain and this was the
first ime the LPN had administered these
medications to the resident. The LPN was

unsure as to why the resuits of the effectiveness
of the PRNs wera not documented, except that il
had been a very busy week. She stated she went
by the raom al approximately 5:00 PM and the
resident was "up in the chair talking and eating ."
The LPN staled it was a busy day and was able
to get help from RN #4, who was the Unit
Manager.

interview with RN #4, on 05/15/14 at 11:00 AM,
revealed Resident #1 was a "little woozy” after
receiving the PRNs on 03/13/15, She stated if
she had been given those medications, she
*would have been woozy too." The RN stated the

resident was helped to bed and "went right to

F 309

FORM CMS-2567(02-99) Provious Versions Obsolate

Event ID:LAML1

Faclity 10: 100306

if continuation sheet Psge 57 of 83




From:HCKRACKEN CG NURSE REHAB

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICEENCIES {X1} PROVIDER/SUPPLIER/CLIA

AND PLAN OF CORRECTION

1 270 443 621

07/06/2015 12:20

#9683 P.059/084

PRINTED: 06/29/2015

IDENTIFICATION NUMBER:

185272

(X2} MULTIPLE CONSTRUCTION
A. BUILDING

B, WING

OMB NO. 0938-0391
{X3) DATE SURVEY

FORM APPROVED

COMPLETED

c
05/28/2015

NAME OF PROVIDER OR SUPPLIER

MCCRACKEN NURSING AND REHABILITATION CENYTER

STREET ADDRESS, CITY, STATE, ZIP CODE
867 MCGUIRE AVE.
PADUCAH, KY 42001

*4) 0
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

0 PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

>3}
COMPLETION
DATE

F 309

Continued From page 57

slesp,” after having ealen the supper meal.
However, review of the consumption records for
the ADL documentation by the CNAs, dated
03/1315-03/14/15 revealed the resident "refused”
the dinner meal, on 03/13/15. The RN stated the
results of the PRN should have been documented
in the chart and EMARS.

Interview with LPN #2, on 05/15/15 at 11:10 AM
and on 05/16/15 at 3:28 PM, revealad the LPN
worked the 6:00 PM - 6:00 AM shift, on 03/13/15
and stated the resident was sleeping when the
LPN made rounds at the start of her shifi and the
spouse was visiting at the bedside. LPN #2
stated the rasident never fully awakened,
throughoult the night; however, he/she pulled
hisfher arm away when vital signs and
accuchecks, (for blood sugar testing,) were
administered. The LPN denied any report from
CNAs or the family regarding any concerns with
the resident and feft the resident was resting well
from recelving the PRN medications, as the vital
signs and blood sugar levels were within the
resident's normal levels and felt there was need
for further assessments. However, review of
March 2015 EMARS revealed the blood sugar
was Inilialed but there was no evidence the
results had been documenied.

Review of Nursing Notes documented by
Registered Nurse (RN) #1, dated 03/14/15 at
847 AM, revealed "Resident has been very
unresponsive, | believe this to be because he/she
had received pain medication prior to my shift,
according to report, he/she does not react
particularly well” and has "slugglsh pupil
constriction,” The next entry, made by RN #1, on
03/1415 at 11:38 AM, revealed the resident was
unresponsive to two sternal rubs and sent to the

F 309
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Continued From page 58
Emergency Room (ER) at 11:34 AM.

Review of the Haospital Physician Consultation
Reports, dated 03/14/15, revealed the Attending
Physician's clinical impression was a
*non-traumatic cerebrovascular accident involving
a distal branch of the poslerior cerebral arery.
TPAwas not administered becausa the lime the
patient was last known well, was greater than
three haurs prior to arrival.”

interview with RN #1, on 05/15/15 at 8:25 PM and
10:40 AM and 05/17/15 at 4:09 PM, revealed he
worked the 6:00 AM - 6:00 PM shift on 03/14/15
and tha Resident #1 was "mostly unresponsive®
when he started his shift at 8:00 AM and
remained that way, until sent to the ER at 11:34
AM. He slated on 03/14/15 at approximately 8:00
AM, he had taken the resident's Pulse Oximeter
reading (used to measure the oxygen saturation
of the blood) and this was 88 percent, with a
heart rate of 109 and the RN stated he felt he had
a "window of time to work in" and he falt the PRN
medications were "still hanging around.” The RN
mada an entry Info the Nursing Notes at 8:47 AM
and he had "checked in on (him/her) several
times” and stated there was no facial drooping,
yet the resident was unable to follow commands
to stick out his/her tongue or grip the RN's hands,
to test for grip strength and stated he had {o "hold
(hisfher) eyes open” 1o assess the pupils, which
were noted o have been "sluggish.” Vital signs
were nol taken at that time but hefshe did obtain
them prior to sending the resident {o the hospital
at 11:34 AM. The RN stated he starled working
on the SBAR tool, for guidance at 9:00 AM and
noted the resident was "drowsy and lethargic”® at
that ime. He stated he had graduated from RN

school five (S)months ago and fell the need fo get
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a setond opinion on the resident's condition from
another nurse working at the tima. RN #2 came
to assess the resident at approximalely 11:00
AM, administered two stemal rubs on the resident
and the process was begun 1o get the resident to
the ER, the spouse and physiclan were cailed
and the resident left the facility at 11:34 AM. The
RN stated "looking back, | probably should have
sent (hinvher) out eariier.”

Interview with RN #2, on 05/14/15 at 9:15 AM,
revealed she was not the resident's assigned
nurse on 03/14/15, but was working another area,
al approximately 11:00 AM, when RN #1 asked
her fo come and lake a look at the resident. The
RN stated the resident was not responsive to
sternal rubs and she assisted the staff to get the
resident to the ER, as the resident was a Full
Code.

Iinterview with the Director of Nursing (DON), on
05/18/15 at 5:30 PM, revealed she was on a
medical leave of absence during this time and feit
if the LPN had entered the PRN medications into
the EMAR, there would have been an automatic
pop up to remind the nurse the follow- up
assessment was due, regarding the effectiveness
or possible side-effects of the PRN medications.
However, this was not done, there was no
evidence the resident was fully assessed after the
PRN, afler concems from CNA #1 and the
spouses concerns were made and prior to having
unresponsiveness to two stemal rubs and belng
sent to the ER.

Interview with the Assistant Director of Nursing
{ADON), on 05/18/15 at 6:00 PM, revealed she
also had medical issues during this time frame
and had to be out of the facility, but would have

F 308
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‘Interview with the Adminisirator, on 05/18/15 at

Continued From page 60

expecled the staff o have assessed the resident
and calied the physlcian with any change of
condition.

5:05 PM, revealed the Administrator had been
made aware of the resident having been
administered the PRNSs, although she was unsure
when and stated she talked to the spouse, who
stated the resident had been having a difficult
time slesping and was glad the rasident was
finally getting some rest. However, she staled
the staff should have assessed the resident and
called the physician, when they first noticed the
change in mentation.

Interview with the Resident #1's attending
physician at the facility, on 05/15/15 at 12:16 PM,
revealed "if the resident was drowsy, early on
after administration of the medications was not
unusual® and staled "it was not conceming
whether or not they had called me at 8:30 AM or
11:30 AM as 90 percent (%) of strokes occur
while sieeping. You have to look back to the last
fime the resident was normal before an acute
intervention, as TPA, (Tissue Plasminogen
Activator, a medicstion given to break down blood
clots} could have been administered effectively
and this has to be within the three hour window of
time, from the last resident’s normal.”

** The facilily implemented the following actions
to remove the Immediale Jeopardy:

1. Resident#1 no longer resides al the faciiity.

2. On 05/18/15, assessmenis were conducted
for eighty-one (81) of eighty-one (81) current

residents, lo determine if there were any medical
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needs requiring physician notification that the
physiclan was not already aware of. This
assessment included vital signs, respiratory
assessment, bowel sounds, and changes in level
of consciousness. There were no identified
residents with a change in condition that the
physician was not aware of, or that required
further physician notification.

3. The DON and ADON conducied an audi of all
current residents, on 05/18/15, to identify any
resident who had received an as needed (PRN)
pain medication, [n the past twenty four hours and
to ensure that a follow up to the effectiveness or
adverse side effects of the PRN pain medication
was completed. There were no noted adverse
side effects of any PRN pain and all had effect
relief of pain and there were no identified
residents with a change in condition that the
physician was not aware of or requiring further
physician nofificalion.

4, On 05/18/15 through 05/19/15 the DON,
ADON, Unit Managers and the MDS Coordinator
reviewed all current residents' plans of care to
determine if all interventions were being followed
and any identified intesventions not In place were
immediately put into place.,

5. On 05/18/15, the Regional Quality Manager
re-gducated the DON, ADON, Unit Managers for
all three units (Units One (1), Two (2) and Three
(3} and the MDS Coordinator on Physlcian
Notification for a significant change in condition,
based on the INTERACT program, developed
under funding from CMS (Centers for Medicare
and Medicare Senvices), io prevent unnecessary
acute care transfers, o provide guidance to
nurses oh when {o notify the physician and care
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paths for certain common symploms {c help
guide assessment and assisi in completing a
through assessment. Training also included
conducting an assessment based on resident
condition, follow up assessments as well as
physician notification for a significant change
condition, as well as utilizing the 811 system in an
emergent situation. In addition, thay were
educated on the requirement to follow the plan of
care, and if the plan of care cannot be followed
and an alternative is not within their scope of
practice the physician must be notified.
Competency tests were administered, to validate
understanding and all received 100% accuracy.

6. On05/18/15, all license siaff was re-educated
by the DON, ADON and Unit Managers Physician
Notification for a significant change in condition,
based on the INTERACT program, developed
under funding from CMS, 1o prevent unnecessary
acute care transfers, to provide guidance to
nurses on when teo notify the physician and care
paths for certain common symptoms to help
guide assessment and assist in completing a
through assessment. Training also included
conducting an assassment based on resident
condition, follow up assessments as well as
physician notification for a significant change
condition, as well as utilizing the 911 system in an
emergent situation. In addition, they were
educated on the requirement to follow the plan of
care, and if the plan of care cannot be followed
and an alternative is not within their scope of
praclice that the physician must be notified.
Competency tesis were administered, to validate
undersianding and all recelved 100% accuracy.
No licensed staff will work after 05/20/15 withaul
having completed this re-education and

competency test. All newly employed licensed
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nurses will receive this education prior 1o taking
sole charge of a unit. On 05/18/15 and ongoing
all CNAs were re-educaled with competency lest
by the DON, ADON, and the Unit Managers or
MDS Coordinator, related to following the plan of
care and if they were unable to follow the plan of
care they must report it {o the Charge Nurse. In
addition, re-edtication was provided related to
reporting a change in condition fo the Charge
Nurse, If there are further concemns, the CNAs
waere then to report to the other nurse and up the
chain of command. A competency test was
administered to validate understanding with a
minimum score of 100% accuracy and all CNAs
passed with 100 % accuracy. Mo siaff will work
at the facility, after 05/20/15, without having this
training and competency test with a minimum
score of 100% accuracy, any staff not receiving
100% accuracy will be immediately re-educated
and will not work until competency test is 100%
accurale.

7. Beginning 05/18/15, the DON, ADON, MDS
Coomdinator or the Unit Managers, reviewed with
facility licensed nursing staff, all current residents’
conditions each shifl, to determine if licensed
staff were notifying the physician of significant
changes in condition and follow up assessments
were occurring based on clinical condition. This
will continue on each shift including weekends
until the Immediate Jeopardy Is fifted, then five (5)
fimes per week for twelve {12) weeks thereafter.

8. The DON, ADON or Unit Manager will review
five (5) residents’ plans of care per week for
twelve (12) weeks fo evaluate if interventions are
in place and being followed. The resuits of these
audits will be reviewed with the Quallly Assurance

and improvement Commitlee weekly until
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Continued From page 64
substantial compliance then monthly thereafier.

9. The DON, ADON, or Unit Managers, or the
MDS Coordinator audited all narcotic records
daily, to identify any PRN pain medication given
and compare to EMAR records, to validate that
follow up to effectiveness and adverse slde
effects of PRN pain medications was
documented, weekly including weekends, until
the Immediate Jeopardy was lifled then five (5)
times & week for twelve (12) weeks thereafler.

10. AnAd Hock Quality Assurance and
Performance improvement (QAPI) Committes
was convened to review the facility investigation
and concems. An allegation of compliance was
developed and reviewed with the Medical
Director, who attended via phone. The resuits of
all audits will be reviewed with the Quality
Assurance and improvement Commitles weekly,
until substantial compilance has been achieved,
then monthly thereafter. The QAPI commitiea
will meet weekly or anytime concerns are
identified until substantial compliance, then
monthly thereafler,

** The State Survey Agency validated the
corrective actions taken by the facility as follows:

1. The resident no longer resides at the facifity.

2. Review of the 100% (81 of 81) resident
assessments, dated 05/18/15, revealed the
residents were assessed to determine if there
were any medical needs to warrant physiclan
nolification with no concerns Identified. Charl
reviews were completed on Residents #4, #5 and
#8 with no identified areas of concem.
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3. Review of the DON and ADON conducied
audils of alt current residents, daled 05/18/15 to
idertify any resident that required a PRN
medication and to ensure a follow-up
assessment, moniloring for any side effect or
reactions and {o evaluate the effectiveness of the
PRN, revealed they were completed without
CONcems,

4. Review of the audils dated 05/18/15 through
05/16/15 completed by the DON, ADON, Unit
Managers and MDS Coordinator revealed ali
current residents’ plans of care were reviewed to
determine if all interventions were baing followed
and any identified interventions not in place were
Immediately put into place.

5. Materials and sign-in sheets, dated
05/18/15,were reviewed regarding In-services
held by the Regional Quality Manager, for the
Nursing Administration $taff and re-training on
the EMAR syslem, documentation of PRN
medicalions, physician notificalion, care planning
and the INTERACT process were reviewed,
Review of the Compatency tesling revealed slaff
had a 100% pass rate with no concems noted.
Interview with the DON, on 05/28/15 at 10:45
AM, revealed she and the Administrative Nurses
had all had the re-education completed by the
Regional Quality Manager related to
assessments, implementing the care plan,
change of condition, documentation of PRN
medications, and physician nofification and the
INTERACT process.

6. Materials and sign-in sheets, dated
05/18/16-05/2015, revealed the DON, ADON and
Unit Managers re-educaled all licensed staff on

the same requirements with a competency test
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with a minimum score of 100% accuracy
required. Staff interviews conducted on 05/28/45
with LPN #4 at 8:35 AM; LPN #5 at 8:51 AM; RN
#2 &t 10:12 AM; LPN #8 at 10:25 AM revealed the
training had been completed and all the licensed
staff had passed the test. On 05/18/15 through
05/20/15 all CNAs were re-educaled with
compelency test by the DON, ADON, and the
Unit Managers or MDS Coordinator, related to
following the pian of care and if they were unable
to follow the plan of care they must repori it to the
Charge Nurse and notify the nurse of a changs in
condition and going up the chain of command.
There were competency tests with 2 minimum
score of 100% accuracy. Staff Interviews on
0572815 with CNA#4 at 9:17 AM; CNA#5 at 9:25
AM; CNA #B at 10:35 AM; and CNA #7 at 10:38
AM revealed the staff verified their training had
been done and they had been tested regarding
the care plans and nolification of a change in
condition.

7. Revlews of the evary shift audits, dated
05/18/15 to 05/20/15, revealed the DON, ADON,
MDS Coordinator or the Unit Managers, reviewed
with facility licensed nursing staff, all current
residents conditions each shift, to detarmine if
licensed sialf was nofifying the physician of
significant changes in condition and follow up
assessments were accurring based on clinical
condiion. Interview with the DON, on 05/28/15 at
10:45 AM, revealed audits for residents’ change
of condition, notification of physician, and
follow-up assessments were done on each shift
until the AoC was accepted, and were now being
done five times a week for twelve weeks. She
stated the resulls of these audits will be reviewed
in the QA Meatings.
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8. Review of audits conducted by the DON,
ADON or Unit Manager revealed five (5)
residents' plans of care were reviewed to
avaluats K interventions were in place and being
followed.

9. Review of dally audits conducted by the DON,
ADON, Unit Managers, or the MDS Coordinator
revealed all narcotic records were audited dally,
to identify any PRN paln medication administered
and compared to EMAR records, fo validate that
follow up to effectiveness and adverse side
effeds of PRN pain medications was
documentead.

10. A raview of the QA meetings, daled 05/20/15,
05721115 and 05/22/115, revesled the agenda
regarded concerns with the allegation

deficiencies as well as the annual survey
deficencies, complaint, and facility seli-reported
complaints. The meeting was attended by the
Administrator, DON, Activities Director, MDS
Coordinator, Businass Office Manager, Dietary
Services Manager, Medical Records,
Housekeeping and Msintenance and the
Marketing Manager. Interview with the Medical
Clinical Officer (MCO) revealed the Medical
Director attended the 05/18/15 meeling, by phone
and was kept abreast of any concems and the
meelings were to continue weekiy, then monthly
until resolved.

483.25(a)(3) ADL CARE PROVIDED FOR
DEPENDENT RESIDENTS

A resident who is unable fo ¢arry out activities of
daily living receives the necessary services to
mainlain good autrtion, grosming, and personal
and oral hygiene.

F 309
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I.  Resident # 1 was discharged to the
hospital on 05/06/2015 and did not
return io the facility.
This REQUIREMENT is not met as evidenced 2. On06/03/2015 the Director of
by: Nursing, Assistant Director of
Basad on observation, interview, and facliity Nursing and Unit Managers
policy review, it was determined the facility failed conducted an observation of all
to ensure one (1) of three (3} sampled residents current residents to determine if all
(Residents #1), who was unable to carry out residents were clean and well
activities of daliy living (ADLs) recsived the groomed to include nail care and
necessary services to maintain grooming, and oral care, No concerns were
personal and oral hygiens. The facliity failed to identified.
provide oral hygiene and nall care for Resident 3. By06/04/2015 the Director of
#1, prior 10 sending the resident {o the hospital, Nursing, ADON or Unit Manager
for evauation of a change of consciousness, re-educated all Certified Nursing
Assistants on cleanliness and
The findings include: hygiene including oral care and nail
care. No Certified Nursing Assistant
Review of the facility Certified Nurse Aide (CNA) will work after 06/04/2015 without
training materials from “Lippincott's Textbook for having had this re-education.
Nursing Assistants,” undated, revealed mouth 4. The DON, ADON, or Unit Manager
care was {o have been provided upon awakening, will observe five (5) resident per
after meals and before bed. A resident who is week for twelve (12) weeks to
unconscious needs frequent mouth care, due to ensure residents are clean and ?'
mouth breathing, which causes secretions {o ovomed including oral care and naj i
thicken and dry on the lips and mouth. The staff zre. The results nga" audits will bel i
was to have kept the resident's mucous reviewed with the Quality f
membranes of the mouth moist and healthy. Assurance Committee weekly until
Interview with the Director of Nursing (DON}, on ::35323 ?;::gf; ﬁ:l;.i;;::?:;v:td
05/15/15 at 12:35 PM, revealed all residents’ nails Jeast three months. Any time
would be kept clean on a daily basis and timmed concerns are identified the Quality
as necessary and all nalls would be trimmed by Assurance Committee will convene
the nursing assistants except for the diabetic to review and make further
residents and their nalls would be trimmed by the recommendations. The Quality
licensed nurse. Assurance Committee will consist
Closed record review revealed the facility
readmitted Resident #1 on 03/27/15 with
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Review of the Physiclan Orders for April 2015
revealed the staff was to have assessed the
resident's finger and toenails every Friday on the
6 AM- 8 PM shift,

Review of the resident's Activity of Daily Living
(ADL) Plan of Care, dated 05/01/15, revealed the
resident was unresponsive, totally dependent on
staff for all care needs, NPO (nothing by mouth),
and dependent on GT tube (feeding tube) for all
medications and nulrition and the regideni was
incontinent of bowel and bladder. Review of the
ADL Pian of Care, dated 04/10/15, revealed nail
care was 1o have besn provided "as needed,” and
oral care was required "daily and PRN."

Further record review revealed Resident #1 was
sent to the hospital on 05/06/15 (Wednesday) at
approximately 7:40 AM for a possible infection

from the GT sile and did not return to the facllity.

Interview with the hospital Certifiad Nurse Aide
{CNA) #3, on 05/13/15 at 4:25 PM, revealed she
was working in the Emergency Room (ER) at the
hospital when Resident #1 was admitted on
05/06/15. CNA#3 stated the resident presenled
to the ER with a foul odor, had fingemnails with
blackened debyris under the nailbeds and was in
need of mouth care, as the oral cavity was full of
a crusty, cake-like build-up that took "fourteen
(14) pink swabs" to clean. The CNA also siated
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F 312 ) of at a minimum the Director of
Continued From page 69 F 312 Nursing, Assistant Director of
diagnoses which included Cerabrovascular Nursing, Dietary Services Director,
Vascular Accident and Dysphagia (swallowing Maintenance Director, Activity
difficutiy) requiring the placement of 8 Director and Business Office
Gastrostomy Tube (G-Tube). The resident was Manager Administrator, with the
readmitted again to the facility, after a hospital Medical Director attending at least Iy A
stay on 04/10/15, due to leakage of fluids around quarterly. Ob|Ch 15
the G-Tube slte.
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there were dark rings on the sheets. CNA#3
stated the Director of Nursing (DON) at the facllity
had been calied and made aware of the hospital's
concems with this resident.

Interview with hospital Registersd Nurse (RN) #3,
on 05/14/13 at 11:13 AM, revealed she was also
working at the ER on 05/06/15, when Resident #1
was admitted. RN #3 stated the sheets had "old,
dried urine rings around them", hisfher nalls had
"brown sediment packed under the nailbeds and
dried blood on the fingertips, from what looked
like Aceu-checks," taken for blood sugar levels.
RN #3 described the resident's mouth as having
"caked-on debris in the roof® of the resident's
mouth and noted "copious amounts of yellow,
dried particles” as the resident's mouth was
swabbed. The RN stated the DON was called, as
a courlesy, and she did come to the ER {0 assess
the resident and talked to some of the staff
working at the hospital.

Review of the ER Physician's Clinical Report,
dated 05/06/15, revealed the resident amived at
the ER at approximately 7:32 AM and the
resident’s chief complaint was green drainage
"from all orifices,” and report on arrival was the
resident had very poor mouth care with lots of
oral secretions and also some mild drainage from
around the GT sHe but also appeared to have
very poor local care around the GT.*

Interviews on 05/13/15 with CNA#8 al 1:25 PM
and CNA #3 at 2:35 PM, revealed both CNAs
stated the resident was being turned for
incontinent care on the moming of 05/06/14 and
was rolled over to the side and a greenish fluld
started coming out of the resident’s mouth, GT
sile and rectum and both CNAs stated this had
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never occurmed with this resident before, The
CNAs stated RN #4 was called and assessed the
resident and he/she was immediately sent out to
the hospital. Both CNAs stated the resident was
bathed, mouth care was completed and the
resldent had clean sheets and a clean gown upon
{eaving the facllity. CNA #8 staled she would
clean the resident's mouth every time he/she was
turned, approximately every two hours and nalil
care was done with the bed bath. CNA#9 stated
the resident received daily bed baths and mouth
carewas completed every hour and every time
she went into the room, as the resident was a
motth breather and had the feeding tube and
always had dried mucous In hissher mouth,

Interview with LPN #1, on 05/15/16 at 10:07 AM,
regarding mouth care revealed "it seemed like the
more the CNAs cleaned (his/her) mouth, the
more it needed cleaning.” The LPN also stated
the CNAs should be completing nail care esach
shift, when the bed bath was compleled and the
LPN monitored this during the weekly skin
assessments. However, the resident's last skin
assessmeant was completed on 05/03/15 and not
due again, until 05/07/15. The resident was
fransporled, per ambulance, {o the hospital on
05/06/15.

Interview with RN #4, on 05/14/15 a1 9:12 AM,
revealad she assessed the resident prior to
leaving the facility and did leave some of the
bright green drainage around the resident's GT
site "because | wanted them to see it." The RN
slated she also assisted the CNAs 1o clean the
resident, prior to transfer and stated hefshe had a
fresh gown and linens and stated the resident
was a mouth breather and resident's with this and
8 GT will have a "thrushy mouth™. RN #4 siated

F 312
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the resident was a Full Code and she was afraid
he/she had developed a "massive infection of
soms sort” and staled it did not take fifteen (15)
minutes to get the resident out to the ER and she
did not notice a problem with the fingemnails. The
RN siated she took the report, from the hospital
and the hospital staff stated it took them over an
tourto clean the resident up. The RN revealed
she reportad the call o the Director of Nursing
{DON.)

Interview with the DON, on 05/15/15 at 12:35 PM,
ravealed the DON was notified of the hospital
concams and went to the hospital to assess the
resident’s condition. The DON stated hospital RN
#3 had left two (2) or three (3) "dirty nails for me
to see”. The DON revealed the reason the
resident went to the hospital was due to the foul
odor and drainage. The DON stated she did an
investigation when she retumed 1o the facility and
stated In an emergency situation, the important
thing was to get the resident out of the facility,
clean, "but naiis-not so much.” The DON stated
she tatked to the CNAs, who fook care of the
rasident on 05/06/15 revealed the CNAs stated
the sheets had been changed and tha resident
was known 1o have fidgated with scrafching
motions on his/her skin, as why there was debris
under the nails, yet there was no indication of any
scraich marks on the skin wilh a review of the
skin assessments or from the siaff interviews and
the DON stated she would have expected the nail
care io have been done.

Interview with Resident #1's attending physician
at the facility, on 05/13/15 at 1:48 PM, revealed
the rasident had experienced a massive stroke in
March 2015 and had been unresponsive since,

requiring a GT for nuirition, albeit the GT never

F 312
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information to idenlify the resident; a record of the
residant's assessments; the plan of care and
services provided; the results of any

preadmission screening conducted by the State;

L.
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really functioned for this resident due to the
resident having such a massive stroke, there was
"not enough gastric molility to make the GT
work” The graenish fluid was bile mixed with the
GT feeding, thal never raally was absorbed by the
resident's stomach and the smell was due to the
bile.
F 514 | 483.75()){1) RES F514
§5=J | RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE
The iacility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete;
accuralely documented,; readily accessible; and
systernatically organized.
The clinical record must contain sufficient F514

Resident # 1 was discharged to the
hospital on 05-06-2015 and did not
return to the facility.

FORM CMS-2567(02-88) Previous Versicna Obsolete

and progress notes. 2. On05/18/2015 the Director of
Nursing and Assistant Director of
Nursing conducted an audit of all
current resident to identify any
resident who had received

This REQUIREMENT is not met as evidenced needed (PRN) pain medication in

by: the past twenty four h

Based on interview, record review, and review of enmfre thate: gyl 12:: u;‘:ft;:d o

the facility's policy/procedure, it was determined effectiveness or adverse side effects

the facility failed to maintain clinical records that of the PRN pain medication was

were complete and accurately documented for completed. There were no noted

one (1) of three (3) sampled residents (Resident adverse side effects of any PRN

#1), related to incomplete documentation of ai -

e pain medications and all had

Electronic Medication Administration Records effective relief of pain. 2. On

(EMARs), assessments, accuchecks and 05/18/2015 assessments were

senvices provided. conducted for all current residents to
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The fecility failed to document In the clinical
record the "as needed" medicatlons administered
{o Resident #1 on 03/13/15; failed to document
the results and effectiveness of the PRN
medications on the Electronic Medication
Administration Record or In the clinical record;
failed to ensure two narcotics, Lortab and Ativan
were sighed out properly on the Narcotic Count
Sheet; failed fo document the results of blood
sugars taken on 03/13/15; and, failed to
document the order for the accuchecks
accuralely as it was ordered 10 obtain blood
sugars three (3) imes a day (TID) and {o obtain
blood sugars four (4) times a day (QID) on the
EMARs. Review of the physician's order, dated
03/12/15, revealed "accuchecks before meals
(AC) and at bedtime (HS)".

The facility's failure to document narcotics
administered in the EMARS, failure to document
and complete a follow-up assessment, and failure
to accurately document and assess Resident #1's
condition, for approximately 18 hours, afier
medication administration, resulting in the failure
of the resident being treated with clot busting
madications, during the three hour window of lime
needed. The facility falled to maintain clinical
records that were complete and accurately
documented caused, or was likely to cause,
serious injury, harm, impairment or death of a
resident. Immediate Jeopardy was identified on
(5/18/15 and determined to exist on 03/13/15.
The facility was notified of the Immediate
Jeopardy on 05/18M1 8.

The findings include:

Review of the facility's policy and procedure fitled,

needs requiring physician
notification that the physician was
not already aware of including vital
signs, respiratory assessment, bowel
sounds and changes in level of
cansciousness. This was completed
by the Director of Nursing,

Assistant Director of Nursing and
Unit Managers. There were no
concems identified. On 05/08/15
the DON and ADON conducted an -
audit of all current resident’s orders
to determine if there was an order
for accuchecks that it was jn Emar
correctty and results were being
documented. No concerns were
identified,

On 05/18/2015 the Regional Quality
Manapger re-educated the Director of
Nursing, Assistant Director of |
Nursing and Unit Managers and
MDS coordinator on physician
notification for a significant change
in condition inciuding
documentation based on the
INTERACT program, developed
under funding from CMS to prevent
unnecessary acute care transfers to
provide guidance to nurses on when
to notify the physician and care
paths for certain common symptoms
to help guide assessment and assist
in completing a tharough
assessment. Training included
conducting an assessment based on
resident condition with follow up
assessments as well as physician
notification and use of the §11
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system in an emergent situation.
F 514 | Continued From page 75 F 514 And documentation of using a
"Medication Administration,” undated, revealed SBAR or Nurses Note. Training
the staff were required to "indicate the reason for included documentation of follow
the administration and effectiveness of PRN up assessment for effectivensss and
medication in the chart, on the back of the MAR. adverse side effects as well as
accuchecks in the emar system. A
Review of the faciiity "Guidelines for Nursing Competency test were administered
Care, Clinical Quality Assessment Performance to validate understanding and all
Improvement (QAPI) Daily Review Process,” received 100% accuracy. Beginning
dated 08/01/14, revealed the purpose was to 05/18/2015 and ongoing all licensed
ensure the admission charis/ readmission charts; staff were re-educated b the DON,
physician orders, incident reports, infections, ADON and Unit Managers on
labs, 24 hour reports, Accu-nurse Aleris, physician notification including
Situation, Background, Appearance and Review documentation for a significant
{SBAR) from the previous day {or week-end, if on change in condition based on the
Monday moming}, are to be reviewed for INTERACT program, developed
completion and foBow-up in the Clinical Daily under funding from CMS to prevent
Review Meeling. unnecessary acute care transfers to
provide guidance to nurses on when
Record review revealed the facility admitted to notify the physician and care
Resident #1 on 03/12/15 with diagnoses which paths for certain common symptoms
included Morbid Obsesity, Chronic Kidney Disease to help guide assessment and assist
Stage Ill, Anxiety State, Depressive Disorder, and in completing a thorough
Diabetes Mellius. assessment, Training included
conducting an assessment based on
Review of the Physictan Orders, dated 03/12/15, resident condition with follow up
ravealed as needed (PRN) orders for Ativan 0.5 assessments as well as physician
milligrams {mg) orally, four times dally for anxiety, notification and documentation in
Lortab flve (5)/325 mg tablet orally every six (8) the nurses note or SBAR and use of
hours for pain; and, Accu-checks (10 assess the 911 system in an emergent
blood sugars) four {4) imes a day, before meals situation. Training included
and at bedtima. Review of the Admission/ documentation of accuchecks in the
Readmission Checklist, dated 03/12/15, revealed emar system, Competency test were
the medication orders were verified and signed administered to validate
off by twa (2) nurses. understanding and all received
100% accuracy. No Licensed Nurse
Review of the Nursing Notes, dated 03/13/15 at will work ater 05/20/2015 without
2:53 PM, revealed Licensed Practical Nurse having received this re-education
(LPN) #1 adminlslered medication for pain and
the resident was "awake and alert, with some
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and pass competency test with 100%
F §14 | Canlinued From page 76 F 514 accuracy. Beginning 05/18/2015 alf
confusion®, Nursing Assistants were re-educated
with competency test by the DON,
Review of the "Controlled Substance Proof* ADON, and the Unit Managers or
Records for PRN Ativan and Lortab for Resident MDS Coordinator related to
#1 revealed these medications were adminislered reparting a change in condition to
on 04/13/15 at 2:35 PM and there was no the Charge Nurse and if there are
documented evidence they were administered on further concerns the CNA were then
03/13/15 at 2:53 PM. to report to the other nurses and up
the chain of command . A
Review of Resident #1's EMARs, for 03/13/15 competency test was administered
revealed there was no documentation Lortab or with 100% accuracy. No Nursing
Ativan had been administered to Resldent #1 on Assistants will work after
03/13/15 at approximately 2:35 PM or a foliow-up 05/20/2015 without having had this
assessment was conducted to determine the re-education and competency test.
effectivenass of the PRN medications. In addition, 4. Beginning 05/18/2015 the DON,
further review of the Nursing Notes, revealed ADON, MDS Coordinator or the
there was no documented evidence the resident Unit Managers will review with
was assessed for the sffactivensss of the licensed nurses each shift all
medication current residents conditions to |
determine if licensed staff were
Hospital record review and interview with notifying the physician of
Licensed Practical Nurse (LPN) #1, on 05/15/15 significant changes in condition and
at 10:40 AM, revealed the resident was In the follow up assessments were
hospital on 04/13/15. LPN #1 stated she should occurring based on clinical
have dated the Ativan and Lortab as administered condition. This continued on each
on 03/13/15 at 2:35 PM, instead of 04/1315 at shift including weekends until
2:35 PM. LPN #1 stated she did not know why removal of the Immediate Jeopardy
the effectiveness of the medication was not then five times per week for twelve
documented but it was a busy day and weeks thereafter, The DON, ADON
Registerad Nurse (RN) #4 halped her that day. or Unit Manager or MDS
Coordinator will audit all
Interview with RN #4, on 05/15/14 at 11:13 AM, Medication Administration records
revealed the results of the PRN should have been daily to identify any PRN pain
documented in Resident #1's chart and EMARs, medications given and compare to
RN #4 stated she assisted with charl audils; the Electronic Medical Record
however, she did not check the nurses' (EMAR) system to validate that
documentation in the chart. follow up to effectiveness and
Interview with the Resident #1's Family Member,
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on 05/17/15 at 5:11 PM revealed on 03/13/15,
afterthe supper meal, a nurse cama Into the
resident's room to check the resident's bload
sugar and found it o be "600." The family
member asked what the staff was going to do
and was fold they were "gaing fo give the insulin.”
Further review of the March 2015 EMARs
revealed there were two (2) different entries for
Accu-chaecks, one for three (3) times a day and
one for four (4) times a day even though there
was no physician's order to obtain blood sugar
lavels three times a day. In additicn, there was
an order to administer Humalog (insuin) 10 units
SQ every day before each meal, at 8:30 AM; 1:00
PM and 6:00 PM and Lantus {insulin) 30 units SQ
at bedtime.

Review of the March 2015 EMARs revealed there
were initials indicating Accu-checks were
completed four {4) times a day on 03/13/15,
Humalog 10 mg was administered before sach
meal and Lantus 30 units was administered at
bectime (9:00 PM) on 03/13/15. However, thera
was no documentation of the resident’s blood
sugar readings thal were conducted four times a
day on 03/13/15.

Review of the consumgption records for the
Activities of Daily Living {ADL) documentation by
the CNAs, dated 03/13/15-03/14/15 revealed the
resident *refused” the supper meal on 03/13/15
and the breakfast meal was "not cansumed" on
03/14/15.

Interviews on 05/15/15 with LPN #1 at 9:55 AM,
LPN#2 at 11:10 AM, RN #1 at 8:25 AM and RN
#4 at 11:00 AM, revealed there was a computer

glitch that prevented the EMAR from recording
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was completed daily until removal
of the Immediate Jeopardy then
completed five (5) times per week
for iwelve (12) weeks. Beginning
05/19/2015 the DON, ADON, or
Unit Managers will review all
nurses noted to determine if any
significant change in condition has
occurred without physician
notification and that follow up
assessment and documentation is
occurring based on the clinical
condition. This occurred daily
including weekends until removal of
the Immediate Jeopardy and then
five (3) times per week for twelve
weeks thereafter. The DON,
ADON, Unit Manager or MDS
Nurse will review accuchecks twice
a month for three months to ensure
results are documented. The results
of all audits will be reviewed with
the Quality Assurance Committee
weekly until substantial compliance
is achieved and then monthly
thereafter {or at least three months.
Any time concerns are identified the
Quality Assurance Committee will
convene to review and make further
recommendations. The Quality
Assurance Committee will consist
of at a minimum the Director of
Nursing, Assistant Director of
Nursing, Dietary Services Director,
Maintenance Director, Activity
Director and Business Office
Manager Administrator, with the
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the bload sugar readings, taken on 03/13/15,
The RNs and LPNs siated the resident should
have eaten the supper meal before the insulin
was administered and stated if the blood sugars
were over 400, the physician would have been
called.

Interview with the Director of Nursing (DON), on
05M8/15 at 5:30 PM, revealed the DON stated if
the LPN had entered the PRN medications into
the EMAR, thera would have been an aulomatic
pop up to remind the nurse the follow-up
assessment was due, regarding the effectiveness
or possible side-effects of the PRN medications.
Howevesr, this was not done, and there was no
documented evidence the resident was assessed
for effecliveness afier the PRN medications were
administered and the accuchecks should have
been documented into the resident's record,

Interview with the Assistant Director of Nursing
(ADON), on 05/18/15 at 8:00 PM, revealed she
was responsible to ensure the 24 hour admission
paperwork was completed correctly and she had
reviewed the form, yet sha did not audit the
documentation but would have expected the staff
to have documented correctly in the clinical
record.

Interview with the Administrator, on 05/18/15 at
5:05 PM, revealed she would have expected the
staff to have comrectly documentad in the
resident's chart and on the EMARs.

** The State Survey Agency validated the
correclive actions taksn by the facility as fallows:

1. The resident no longer resides at the facility.

F 514

Medical Director attending at least
quarterly.

olp}os/ i5]
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2. Review of the 100% (81 of 81) resident
assessments, dated 05/18/15, revealed the
residents were assessed o determine if thers
were any medical needs to warrant physician
notification with no concerns identified. Chart
reviews were completed on Residents #4, #5 and
#6 with no identified areas of concern.

3. Review of the DON and ADON conducted
audits of all current residents, dated 05/18/15 fo
identify any resident that required & PRN
medication and to ensure a follow-up
agsessment, monitoring for any side effect or
reactions and to evaluate the effectiveness of the
PRN, revealed they were completed without
CONCaIms.

4. Review of the audits dated 05/18/15 through
05/19/15 compieted by the DON, ADON, Unit
Managers and MDS Coordinator revealed all
current residents’ plans of care were reviewed to
determine if all interventions were being followed
and any identified interventions not in place were
immediately put into place.

5. Materials and sign-in sheels, dated
(5/16/15,were reviewed regarding In-services
held by the Regional Quality Manager, for the
Nursing Administration Staff and re-training on
the EMAR system, documentation of PRN
medications, physician notification, care planning
and the INTERACT process were reviewed.
Review of the Competency testing revealed staff
had a 100% pass rate with no concems noted.
Interview with the DON, on 05/28/15 at 10:45
AM, revealed she and the Administrative Nurses
had afl had the re-education completed by the
Regional Quallty Manager related to

assessments, Implementing the care plan,

F 514
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change of condition, documentation of PRN
medications, and physician nofification and the
INTERACT process.

6. Malerials and sign-in shests, dated
05/18/15-05/20/1 5, revealed the DON, ADON and
Unit Managers re-educated all licensed staff on
the same requirements with a competency test
with a minimum score of 100% accuracy

required. Staff interviews conducted on 05/128M15
with LPN #4 al 8:35 AM; LPN #5 at 8:51 AM, RN
#2 al 10:12 AM; LPN #8 at 10:25 AM revealed the
training had been completed and all the licensed
staff had passed the test. On 05/18/15 through
05120/15 all CNAs were re-educated with
competency test by tha DON, ADON, and the
Unit Managers or MDS Coordinalor, related to
fallowing the plan of care and if they were unable
to foliow the plan of care they must report it fo the
Charge Nurse and notify the nurse of a change in
condition and going up the chaln of command.
There wera competency tests with a minimum
score of 100% accuracy. Staff interviews on
05/28/15 with CNA #4 at 8:17 AM; CNA #5 at 9:25
AM; CNA#6 at 10:35 AM; and CNA#7 at 10:36
AM ravealed the staff verified their training had
been done and they had been tested regarding
the care plans and notification of a change in
condition.

7. Reviews of the every shift audits, dated
05/18/15 to 05/20/15, revealed the DON, ADON,
MDS Coordinator or the Unit Managers, reviewed
with facility licensed nursing staff, al current
residents conditions each shift, to determine if
ficensed staff was notifying the physician of
significant changes in condition and follow up
assessmenis were occurring based on clinical
condition. Interview with the DON, on 05/28/15 at

F 514
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10:45 AM, revealed audits for residents’ change
of condition, nofification of physician, and
follow-up assessments were done on each shift
until the AoC was accepted, and were now bheing
done five times a week for twelve weeks. She
stated the results of these audits will be reviewad
in the QA Mestings.

B. Review of audits conducted by the DON,
ADON or Unit Manager revesled five (5)
residents’ plans of cara were raviewed to
evaluate if interventions were in place and being
followed.

9. Review of daily audits conducted by the DON,
ADON, Unit Managers, or the MDS Coordinator
revealed al! narcotic records were auditad daily,
lo identify any PRN pain medication administered
and compared to EMAR records, to validate that
follow up to effectivenass and adverse side
effacts of PRN pain medications was
documented.

10. A review of the QA meetings, dated 05/20/15,
05/21/15 and 05/22/15, revealed the agenda
regarded concerns with the allegation

defidencies as well as the annual survey
deficiencies, complaint, and facility sel-reporied
complaints, The meeting was attended by the
Administrator, DON, Activities Director, MDS
Coordinator, Business Office Manager, Dietary
Services Manager, Medical Records,
Housekeeping and Maintenance and the
Marksting Manager. Interview with the Medical
Clinical Officer (MCO) revealed the Medical
Diractor attended the 05/18/15 meeting, by phone
and was kept abreast of any concems and the
meetings were to continue weekly, then monthiy

until resolved.

F514
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