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- Administrator anvdthe DON made daily rounds |
through the facilityon all shifis lo question and
| talk with staff abeout the new Coge Status palicy.

10. On 04107115, the Administrator educated the
Minimum Data S & {MDS) staff relaled to
resident’s code stalus documented on the i
resident's Comprehenisive Cara Plan (CCP} and it
, was to be review ed at the resident Care Plan
| Canferences.

- 1. On 04/07/15, MD'S staff conferrad with i

. Medical Records staff to verify each rasidents’ :
code status was corect, The MDS staff ravised
all rasident CCPs: b refiect each resident's .

. Advance Directives, |

12. On 04/07115, the Code Status Pdlicy was
| revised 1o incorponale instructions ta add code |
i status to resident CCPs on admission, i

13. Beginning 044151 &, the SSD wil review code
slalus with all the residents and/or theyr POA i
during resident Caa Plan Confarences. |

1 14. On 04/07/15, the DON audited all icensed

! Charge Nurse's pessorvnel files for the presence |
of current CPR ce rifications, and faund two (2)
who were not curr ent, On 04/0815, all licensed

| nurses were Instnacied to have current CPR

| certification ty 047 10115,

- 15. On 04/08/15, the Administralor implemented
- a CPR policy and & Code 500 Palicy. On ;
| 04/08/185, the Adm inistrator provided education to |
the DON and the ADON retated to the new CPR
- and Code 500 pollies. :
I

| 16._On 04/0B15 t-vough 04115415 the DON and |
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' the ADON cenducted education with all staif
. relaled lo the CPR, Code Status, Code Status
* Acknowledgement and Code 500 policles and

ensura the staff's knowledge and understanding
: of the policies.

17. On 04/09/15, the Adminisirator audited all

- current resident charis o verlfy the code status
was on each resident’s CCP, with no issues
identified.

'18. The DONwill audit new hire nursing staff for
CPR ceriification expiration dates and will

. schedule CPR certificalion courses as necessary

, {0 ensure all charge nurses maintainad CPR
certifications.

: 19, On 04710115, tha Administrator audited all

- nurses' personnel files 10 ensure all wera CPR
cerlified as instructed on 04/108/15. No issues
were Idantified and the Administrator will continue

 to verify the DON audits of Charge Nurse's

| personnel files lo ensure they maintain CPR

. certification.

| 20. On 04710115, the Administralor audited the
current facility schedula lo verify a CPR ceriified

, staff member was present in tha facllity at all

t imes. The Administrator will continue to audit

i the nurse schedule monthly, and whan changes

; oceur, to ensure all shifts are staffed with a CPR

| certified nurse,

i 21. On 04110115, the Administrator, the DON and
: the ADON conducled a Mock Code 500 drill and

1 responded {o the drill. The facility wil conduct

reviewed findings after completion with staff who |

General Documentalion Guidetines for CPR, with ;
- post-education tests implemented on 04/10/ 5 to-

l
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' Mock Code 500 drills on a weekly basis for the |
next sixty (60) days, on difietent days and shifts, -

{ The Administrator and the DON wil maniiar Cods
500 documentalion for completeness and
accuracy.

22. On0410/15, the Administralor nolified the i
Medica! Diraclor of the code policy revisions. i

The State Survey Agency validated the
implementation of the facllity's AOC as follows:

} 1. Review of Ihe faciity's investigation of the :
Incident revealed RN #1, CNA #3 and CNA #4 i

! were Interviewed related to the Code 500 event
Involving Resident #2. Conlinued review of the i

| investigations revealad, RN #1 was suspended

' on 03128715, pending the Investigation results. |

' Per review, the Initial report was sent to the Slate !
Survey Agency regarding the Code event ;
involving Resident #2 on 03/30/15, and It was

| signed by the $5D. !

Inlerview, an 04116115 at 2:26 PM, with the DON |
i revealed she had Initiated the investigalionon |
03/28/15, and Interviewed the staff involved (RN |
#1, CNA#3 and CNA #4), Per interviaw, RN #1
was suspended from work pending the results of |
- the Invastigation. The DON staled the SSD sent i
 the initial report of the incident to the State Survey !
! Agaency on 03/30/15,

' 2. Review of RN #1's personnel file verified she d
i was terminated from her employment at the

* facllity. Interview with RN #1 on 04/04/15 at 3:26 |

PM, confirmed her employment at the facility was !

. terminated on 03/30/15. |

l

_Interview, on 04/16/15 al 2:26 PM, with the DON
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i revealed RN #1's employment was terminated on
| 03/30M5. :

3, Raview of the facilily'’s Code Status l
' Acknowledgement policy, dated 03/30/15, and i
revised 04/09/15, revealed it included the
procedure for visual identification of a resident's :
cade status. Per the Policy, Full Code stalus i
| residents would wear a green bracelel on their '
wrist and have a green sticker located oulside the :
raom door by thelr name. : |

| Interview, on 04/16/15 at 2:26 PM, with the DON
‘ ravealed the facillty's Code Status |
Acknowledgement policy now included the ] 1
{ procedure for visual identification of a residant's ]
I code status through Full Code residents wearing
' @ green bracelet on their wrist and a green sticker .
placed by the residenl's name outside their room |
door.

1 4. The facilily's CPR policy and Code 500 policy, I
; Code Status policy and Code Status :
‘ Acknowledgement policy were reviewed, Review
i of the facility's in-service sign-in forms dated

03/31/15, revealed slaff was educaled on the
, facility's Code Status Acknowledgement policy ¢
t and the other code related policles. Review of I
| the facility's New Employee Education Pack l
! revealed the Code Stalus Acknowledgement
policy education had been added.

i
interview on 04/08/15 5t B:00 AM with CNA #4; at |
8:20 AM wilh CNA#3; at 12:38 PM with LPN #9; _
at 1:58 PM with CNA #5; at 2:00 PM with CNA #8, i
at 3:55 PM with CNA #11; and, at 4:05 PM with ;
LPN #7 revealed they had ali been provided , |
education retated 1o the facility's Code Stalus I

Acknowiedgement Policy between 03/31/15 and ! , i
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i 0411115, in small group sesslons.
i

Interviaw, on 04/16/15 at 2:26 PM, with the DON
revealed the educatian on the Code Slalus
Acknowledgement poficy had been provided as
per the AOC, with all but four (4) staff receiving
the education. The DON stated the four {4) staff

- who had not recelva the education were on

|

i
% added to the new hire orientation training agenda, .

medical teave, but would not be put an the
schedule to work unlit they had received the
education. Per interview, the education was

5. Review of the Medica! Records documentation :

related to the verification of all residents’ code
status, revealed all resldents’ code status was
verified.

i Interview with the DON, on 04/16/15 at 2:26 PM,
!
i code stalus informaiton, she verified It with
| comparison lo the residents’ written signed

revealed aiter Medicat Records compiled the

consents.

6. Review of the documentation of the SSD's
Advance Directivas review with all cumrent "Full
Code" status residents and/ar thelr POAs to

ensure the code was accurate revealed the code |

slatus was verified for each resident from

03131115 through 04/01/15.

Interview, on 04/02/15 at 1:20 PM, with Resident
#3 revealed his/her daughler was the resident's
POA and talked 10 staff about decisions tegarding

on 04/0115. interview, on 04115015 at 11:07 AM,
with Resident #9 revealed the SSD had talked to

j the resident about his/her "Full Code” status.

!
1

I histher care; however, a green bracelet (Indicated
| a Full Code status) had been placed on himmer

H
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Interview, on 04/14/15 at 12:24 PM, with Resident
' #10 revealed the SSD had discussed the
resident's "Full Code™ ststus with him/her and
he/she had made the decision to have the cade
! status changed to a DNR, Interview, on 04/14/15 |
| at 12:45 PM, with Resident #8 revealed the
i resident thought someone had talhed with
him/her about Advance Directives; however, _
. hefshe could nat recall who had talked 1o himiher. !
Resident #8 revegled he/she was not aware of |
| whal his/her Advance Diractive or code stalus
" was at this time, i

| Interview, an 0416115 at 1:08 M, with the SSD |

 revealed she had conducted the Advanca

; Directives review with "Full Code" status

! residents and/or their POA to verify the code
status was accurate. The S50 revealed if a i

j resident requesled to changs thelr status, it was
changed as requasted. l

| 7. Review of documentation of the check off
sheel, dated 04/01/15, revealed the S50 had
verified alt Full Code status residants had a green
bracelet an their wrist and = green sticker naxt to
i their name an their door,

. Observation revealed eleven (11) of eleven {11)
residents, who were "Fuli Code” stalus, were
wearing a green bracelet and had a green sticker
| outside the room daor by their name.

interview, on 04/16/15 at 1:06 PM, with the SSD i
revealed she had conducted a visual Inspeciion |
! of all "Full Code" residents an 04/01/15 1o ensure |
 Ihe Code Status Acknowledgement policy had ;
been implemented. Per the $SD, she verified ait .

the "Full Code" status residenls were wearing a |
: green bracelet and a green sticker was by the i

F 279
|
i
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l resident’s name outside thair room door.

]
8. The computer generaled "Fuli Cade” status
iogs ulilized by the SSD o monfior that alt "Fuil
| Code" status residenis had a green sticker an
; thelr door by thelr name and was wearing a green |
' bracelel. The review revealad the SSD's "Ful
Code" status log had been checked and signed
by the Administralor on 04/10/15, lo verify the log
. had been completed by the SSD. ;

Interview, on 04/16/15 at 1:06 PM, with the 58D
revealed she had conducted the monitoring
beginning 04/01/15 through 04/11115, {0 ensure
residents had the green bracelet on if they had a
: "Full Code” status, and to ensurs the green
 slicker was beside thelr names cutside their raom
dadrs.

f

| interview, on 04/16/15 at 3:00 PM, with

i Administralor revealed he had reviewed the SSD
log and verified the SSD had completed the

. monitoring to.ensure "Full Code” status residents
had their green braceiet in ptace and the green
sticker was beside thelr name outside the room

i door.

; 9. Reviewed the Administrator's and DON's dally f

| rounds log sheet dated 04/06/15 through |

; 04111118, which revealed the rounds were made :

t each day on all shifts. Reviewed the i

* documentation of the educational questions and

. answers thal were reviswed with staff.

|

" Interview, on 04/15/15; at 11:45 AM with RN #4;

I at 1:20 PM with CNA #12; at 1:25 PM with House
Keeper #14; at 1;30 PM with Dielary #15; at 1:40

1 PM with LPN #6; at 1:50 PM with LPN #1; al 2:10 |

| PM with LPN #8; at 2:20 PMwith CNA#13; 2t |

F 279!
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3:40 PM with CNA#4; at 3:50 PM with CNA#11;

| at 7:10 PM with LPN #8; at 7:20 PM with RN #5;

i at 10:05 PM with CNA #3; at 10:19 PM with CNA

i #4; at 10:25 PM with CNA #17; and, at 10:30 PM
with CNA #18, the Administrator and DON had
been completing rounds on each shift questioning |

_ and aducating staff about codes and the facillty's |

code status pollcies. !

l
t

|
F 279 Continued From page 85 !
I
]

|

i Inlerview with the DON, on 04/16/15 at 2:26 PM

1 and at 3:00 PM with the Administralor, revealed ;
they had conducted the dally rounds throughout
the facliily on all shifts lo question and talk with i

; staff about the facility's Code Status policy. They |

i stated they had ensurad staff understood the naw {

! policy with no problems identified. Per interview,

; the results of the daily rounds would be taken lo !

- the facllity’s Qualily Assurance/Performance i

| Improvement (QA/P1) Committee, and any issues |
discussed with development of 3 plan lo correct |

i the prablern.

i 10. Reviewed the education given io the MDS
1°'s1aff by the Administrator related to ensuring

' residents’ code status was documented on the

: CCP and that the code stalus was to be reviewed
! at residents' care plan conferences,

i Intarview with the MDS Coordinalor on 04/16/15

' at 3:05 PM, revealed the education had been
provided by the Administralor regarding residents' '
code status belng on the care plan and ensuring
the code status was discussed in the residents’

. care plan meelings.

i 11. Reviewed 100% of the facllity's residents’ ,
' CCPs which revealed each resident's code status |
was care planned with interventions.
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{nterview with Ihe MDS Coordinatar on 04/18115 |
at 3:05 PM, revealed MDS slafi had talked ta the
Medical Records staff to verlfy each resident's
, code status was comrect, Per interview, MDS staff:
« revised all resident's CCPs to address each I
resldent's Advance Direclives including the code !
status. |

12. Revlewed the Code Slalus Policy which

i revealed it had bean revised April 2015, and

1 included ensuring each resldent's CCP included

ihe code status be Incorporated on admission,

Reviewed the facillly's "Admisslon Checklist for

Nursing” form which revealed # included the

informalion for nurse’s to ablain an order for the

new resident’s code status, place the appropriate

sticker on the resident's nameplale, place a green {

i bracelet on “Full Code"” residents and ensure the - ;
code status was added to the resident’s care I : '
plan. ¢

| inferview, on D416/15 at 3:00 PM, with
Administrator revealed the facility's Code Status
Policy had baen revised as per the AOC. i

I 13. Reviewed Care Plan Conference nofes,

- dated 04/45135, which induded reviewing the
resident’s "Cade Slalus” at the planned Care Plan
Conferences.

" Interview, an 04/18/15 at 1:06 PM, with the SSD
revealed residants’ code status was belng

| discussed at care plan conferences which hegan

" on 04/1515.

' 14, On 04118/15, the "Employee Roster Report”
+ llsting of alt licensed staff with CPR explration
+ dales and coples of their CPR ceriHicatlon was

| reviewed. Reviewad the CPR certification class
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- roster and certification cards from dasses _
' provided by the facility an 04/09/15 and 04/10/45. ! !
| Review of the documentation revealed all i i
| licensed aursing staff now had current CPR f

| certification.

15. Reviewed the facllily's CPR and Code 500
policles. Reviewed the sign in sheet and
! educalion provided by the Administrator to the
| DON and ADON related to the CPR and Code
| 500 Palicy dated 04/08/15,

inlerview with the DON and ADON, on 04/16/15
al 2:26 PM, reveated they had been educalad by
 the Administralor on 04/08/15, regarding the CPR

- and Code 500 policies.

Interview, on 04/16/15 at 3:00 PM, with the

- Administrator revealed the faciity's CPR and

| Code 500 policies had been Implemented on

j 04/08A15, as per the AOC. A post-survey

! interview on 05/01/15 al 9:32 AM, with the

1 Administrator revealed after becoming aware of

- the need lo have someane CPR cerlified In the

!buiiding at all fimes, he had read the regulatory

- requirements and conferenced with the

! Consullant Administrator for guidance. Per
interview, the Consullant Administrator had
discussed with him getting staff CPR ceriified and :

| what needed to be done to ansure this was done.

; The Administralor stated he and the Consullant i

j Adminisirator had communication "all the way : '

! through” the process and had developed the plan ;

i of action. }

: 16. Raviewed the sign-in sheets and education i :
pravided by the DON and ADQN for all staff | -
related to the CPR and Code 500 Policy, dated
1 D4/08/15 through 04/11/15 and reviewed the
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post-tests.

Interview, an 04/15/15: at 11:45 AM with RN #4;
; at 1:20 PM with CNA #12; at 1:25 PM with House :
| Keeping #14; at 1:30 PM with Dietary #15; at 1:40 |
- PM with LPN #8; at 1:50 PM with LPN #1 ;at2:10 |
- PM with LPN #8; at 2:20 PM with CNA #1 3; at
3:40 PM with CNA #4; at 3:50 PM with CNA#1T;
i al 7:10 PM with LPN #8; at 7:20 PM with RN #3; .
| at 10:05 PM with CNA #3; at 10:19 PM with CNA
i #4; at 10:25 PM with CNA #1 7, and, at 10:30 PM _
¢ with CNA #18 revealed they had all been j !
educated an the CPR and Code 500 palicles, and | |
| other code policies and General Documentatlon
' Guidelines for CPR, and had faken g post-iest
after the education,

Interview, on 04/16/15 at 2:26 PM, wilh the DON

| revealed all but four (4) slaff had received the :

* education on the facliity's code policies and CPR i
policy. The DON slated the four (4) siaff who had
not recelved the education were on medical ;
leave, but would not be put on the schedule to |
work until they had received the education. Per

! interview, the education was added to the new

! hire orientation training agenda,

Interview, on 04/16/15 at 3:00 PM, with

Administralor revealed facility staffl had been i

educated on the CPR, Code 500 and other code i
| policies, as per the AOC. ; |

: 17. Reviewed the Adminisirator's audits of all

| resldent's CCP for verificalion that each residents’ ;
code status was care planned, The audits _ i
revealed each resident had a "Code Status” CCP : !
wilh no issues identified and the Administrator {
had signed the audits as completed on D4/09/15.
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' interview, on D4/16/15 al 3:00 PM, with

' Admirnistrator revealed he had completed the
audit of afl residents’ CCPs on 04/09/15, with no

; problems nated, as per the AQC. Per interview,

i the results of the audils would be taken to the

. facilty's Quailty Assurance/Performance i
Improvement (QA/P1) Committee, and any issues !

| discussed with development of a plan fo correct |

" the problem. : f

|18, Interview, on 04/16/15 at 2:26 PM, with the | ‘ =

' DON ravealed she would audit al newly hired
nursing staff for their CPR certification expliration
dates. Per inlerview, she wouid scheduls CPR
centification courses as necessary to make sure

. lhe Charge Nurses all maintained their CPR

 certification.

1

1 18. Reviewed the Administrator's audits, I I
perlormed on 04/10/15, of all nurses' personnel i '
files to ensure they were CPR certified, The i

| audits revealed each licensed staff's CPR
certificalion was prasent with the expiration date,

! and no issues wera identified by the !

’ Administrator. l

+ Interview, on 04/16/15 at 3:00 PM, with the

! Administrator revealed he had performed the

+ audits of all nurses’ personnel files for CPR

' certification on 04/10/15, and had not identified a ,
problem. The Administrator revealed he would

| continue to monilor the DON's verification of the
Charge Nurse's CPR certlfication to ensure lhey |
maintained current CPR certification. Per

! interview, the resuits of the audits would be takan

! to the facility's Quakity Assurance/Performance

. improvement (QA/P1) Commitles, and any issues
discussed with development of a plan to coect |
the problem. : |
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. 20. Reviewed the Administralor's audit of the

. current facility scheduia verifying a CPR certified
. stafi memher was present in the factlity at all

- times, dated 04/10/15.

. Inlerview, on 04/16/15 at 3:00 PM, with the
Administrater revealed he had com plated the
audit of the facility’s current schedule to verify a
CPR certified staff member was present in the

, facility at all times on 04/10/15. He revealed he

' would continue to monitor the nursing schedule
manthly lo ensure all shifts were staffad with a
CPR certified nurse. Per interview, the results of

' the audits would be taken to the facllity's Quality
Assurance/Performance improvement {QA/PI)

; Committes, and any issues discussed with

i development of & plan to correct the prablem.

21. Reviewed the sign In sheat and notes far the :
i Mack Code Drill, conducted an 04/10/15,

interview on 04/15/15; at 11:45 AM with RN #4; at |
1:40 PM with LPN #6; at 1:50 PM with LPN R
and, at 2:10 PM with LPN #8 revealed the Mock
Code Drill had been compieted by the facility, and
i the findings had been reviewed with staff and |
| allowed for staff input. ]

Inferview, on 04/16/15 at 2:28 PM with the DON
and at 3:00 PM, with the Adminisirator revealed |
! the Mock Code Drill had been completed on !
04110115, as per the AOC. They stated the
results had been discussed with siaff afterwards,
; The Adnilnistrator and DON revealed the facility
' wouid contlnue to conduct Mock Cade Drills [
. weekly for sixty (60) days on different days and
shifts, and they wouid monitor the documentation
of the driils for accuracy and completeness, as

FORM CMS-2567(02-93) Pravious Versions Obsolate Event ID;:PFY9 11

Facliny ID; 100484 if contfnuation sheet Page 81 of 160



606-845-3507 Ploneer Trace

DEPARTMENT OF HEALTH AND HUMAN SERVICES

09:49:36 05-26-2015 2/90

PRINTED: 05/15/2015

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NOQ. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {¥2) MULTIPLE CONSTRUCTION (%3] DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BULDING COMPLETED
c
WL Bl 04/18/2015
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY. STATE, ZIP CODE '_
115 PIONEER TRACE
PIONEER TRACE NURSING HOME FLEMINGSBURG, KY 41041
(X4) D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION I s
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC OENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE ] Qare
REFICIENCY)
i k
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| per tha AQC., !
22. Interview, on 044 6/15 81 1:20 PM, with the | |
Medical Diractor revealed the facility had notified ; [
' him of the Inmediate Jeopardy and findings. Per !
| Interview, he had also been noalified of the i
changes made (o the facility's code policies and
. the new system for Identification of "Full Coda"
! residents, . - »
F 281 483.20(k){3)() SERVICES PROVIDED MEET |  F 281 Upon review of facility policies and
§Sa) ' PROFESSIONAL STANDARDS procedures, Administrator and DON
The services provided or arranged by the facifity dEt?mmEd a revision of Code Status
must meet professional standards of quality, i policy was LECESSALY, and completed
| on 4/8/15. Administrator and DN
. also determined that a CPR and Code
I:zis REQUIREMENT is not met as avidenced 500 policy was neces sary and hoth
Based on inlerview, record review, review of the were created on 4/8/15. These poli%:ies
i farcﬂﬂv’s_ Pdk?'f(;ihd r)evf:; of l';:blﬁ;ﬂa}:cw Board clearly state procedures for nurses
' of Nursing's 's), "Accountabili H : . P
' Responstbility of Nurses* document and Advisory w‘ho eucounter.a resn'd ent in dls:trpss.
Opinian Stalements (AOS), it was determined the Pioneer Trace is certified for ninety-
facility falled to hava an effective system lo two beds with a current census of
| ensure services provided met professlonal se -three. Thirty of the ent
| standards of quallty for one (1) of twalve (12) ! Vt;nty h : lected to b ﬁlﬁuq: d
sampled residents (Resident #2) regarding { residents have elected to be c? .
ensuring nursing staff honored the resident's status.
Advance Directives, :
' On 037250 5. Resident #2's Responslble Parly, . i On4/8/15 all . WelE cte%i o
 signed Advance Direclives requesting the have CPR certification in accorl:luince
resident have a Full Code status (Full Code with 483.20 (K) by 4/10/15. Nurses
:rrrl‘di::ates Itlfz-?a\tn"}ng meatsu;es \zt':mld be ot were to give a copy of this
plemented In the event of cardiac or respiratory - e .
| failure} with life-saving messures to include { certification to D_ON or ADON sp it
| Cardiopulmonary Resuscitation (CPR). Resident | may be kept in personnel files,
#2 also had a Physlcian’s Order for a Full Code | Administrator created 2 CPR policy
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" 4/8715.” Admimisator cducated DUN
F 281 Conlinued From page 92 ' F281 and ADON on new policies on 4/8/15,
stalus. However, on 03/28/15 at approximately The CPR policy is incorporated into
4:50 AM, when Registered Nurse (RN) £1 the Code 500 policy, which is the
: entered Resident #2's room and found the ! ' facility’ licy f ituati t,:hnt
resident unresponsive she failed to hanor the . tactlity’s policy for situations
resident’s Advance Directive regarding his/er . involve residents in distress. The Code
;u" Co’de s!aéus. RN #1 checked for Resident 500 policy states the procedures
2's pulse and respirations and could not obtain y - : ¥
any, howaver, she failed to immediately niliata | cln:ucnl s.taff.ar e to do fmm ld.entlf)nng
. CPR. RN #1 reported she went to the nurse's { | resident in distress to: verifying pulse
; station to get assislance from the Cerlified ( | and breathing, identifying code stafus,
- Nursing Asslstants (CNAs) and upon re-anlering i calling “Code 500" and room number
the room wilh the CNAs, they advised her they . ich {
| thought Resident #2 was a Full Code. RN #1 i g Over mte’:c‘?‘_“' ) which perso ne
' again failed to Inltiate CPR for Resident #2 afler i I respond, initiating CPR, calling
being told this by the CNAs, instead she went ; Emergency Medical Service (EMS),
back lo the nurse's slation to check the resident's : ! hen t linguish CPR to EMS
code stalus where she determined the resident to- when to relinquis :
be a Full Cade. RN #1 relurned lo Resident #2's personnel, and what to do after
room and again falled toFi!nltiate CPR for the . resident has been transferred from
| resident. Per interview, RN #1 gronounced ! i 1 :
Resident #2 deceased, notified the Physician, ! ! .f'ac{llty. Code 500 pohcj.’ d;ls_o
family and cailed the funeral home. | indicates what documentation ' is
' required in resident chart. The Code
’ :he facility's faiiure ;\0 ensure nursilng staff Status Policy establishes a visual kue
onared residents' Advance Directives regarding : ) '
. their requesled code status has caused or is | as to CH_Ch resident’s c9de status.
| likely to cause serious Injury, harm, Impairment, - Green Sticker next to resident name
" or death to a resident. Immediate Jeopardy was | | outside room indicates a *“Full Cofle”
Identified on 04/07/15, and was delermined o c indi i
| exlst on 0328/15, The facllty was notified of the ! sg;‘q‘sk ﬁ: b]“% sticker dm‘:‘c"teq. a
| Immediate Jaopardy on 04/07/45. : ' status. S0 @ resident weanng
. , a green brocelet indicates the resncfent
The facllity provided an acceptable credible I is a “Full Code.”
| Allegalion of Compliznce (AOC) an 04/14/15 with | f
the facliity alleging remaval of the immedfate _
Jeopardy on 04/12/15. The State Survey Agency i All nurses, except for one, were
i valldated removal of the Immediale Jeopardy as | educated on code 500 and CPR
| alleged on 04/12115, prior to exll on 04/18/15, . | policies on dates 4/8/15 through
with remaining non-compliance at a Scopeand | i /1171 b i
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F 281 Conlinued From page 93 F 2a1i ensure understanding of the polw:s:s.
| Severity of a "D~ while the facillty deveiops and ¢ The one LPN is on medical leave with
" implements 2 Plan of Carraction and the facitliy's | an unknown date for return, however,

Qualit{Assurance (QA)_muniturs ta ensure I she will not be allowed on lthe
 compliance wih eystemtc chianges. E schedule until she completes the
i required education to be conducted by
DON or ADON. All staff, except one
LPN and three CNAs, were educated

The findings include:

' Review of the KBN's, "Accountzbility & | f
Responsiblity of Nurses® document revealed !

i KRS 314.021 (2) held nurses individually { on Code status policy on dates 3/3 1?15
r?p::nsibla and accuuntaﬁle for re;?arfng sale, through 4/11/15. A mock Code ?00
effective nursing care to clfents and for

! jJudgements exercised and actions taken in the _ was conducted on 4/10/15 to test
course of providing care. knowledge of the new CPR and Code

| 200 policies. Faeility’s Code 500 and
Review of the KBN's Advisory Opinion Statement CPR policy education has been sdded
{ADS) #38, "Resuscilstion”, approved February hi i T lhlic al
2008, revealad nurses were "required” 1o honor to ncw hire orien R R
 the Advance Directives of “patients” who had the . staff which is required prior to new
Advance Directives documented In their medical staff providing direct resident care.
recard, unless a Physician or healihcare facility : . . o

' refused to comply, and the “patient” and The. next new hire orientation ‘.wu
sumrogate were informed of the refusal. begin on 4/27/15 a

| Review of the facllitys policy, tited "Code Stalus ck Code 500 conducted  on

' Policy", dated July 2011, revealed two (2) code 2}% /{.;0 K ewed % il

- slalus options were recognized by the facilty for swasg review y

| lts residents, a Full code status or a Do Not . responding afler completion. e

! RES':’l.IS(':tﬂﬂlet tSDiNR) SialUISt;’ThB Pu!;cséstat?d the | mock drill was conducted by DIC)N

| fesident or their responsible party had to signa :

Code 5talus Consent form under the Full Code and _AD ON by us!ng an empty room,
opfions in order to have a Full Code stalus, ' placing a green SUCkef. on name p ?te

. outside room and placing a card with
Interview with the Director of Nursing (DON), on “No pulse, No Breathing” written on it

| 04/02/15 at 11:40 AM and at 2:19 PM, revealed bt *DON ol A 50N =

; the facility did not have a policy specific to CPR | i0ithe Dedid, R

' requirements; however, her expeclation was if i call light on and remained in room to
resident was found non-responsive, the resident . ensure effective simulation of resident

| should be assessed by the nurse and if no pulse l distress, . Adminisrator DON and
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; . ADON discussed with steff 1
F 281 Conlinued From page 94 F281 attendance of mock Code 500 time
or breathing was found, the resident's code sialus | staff responded to room, time code
i should be checked. Per Interview, tha facillly also | ' : i
did nol have specific procedures in place in the | was called, and tlmt;l CPR ﬁ.“l;as
. @vent dealh accurred for a resident with a Full | initiated. It was requested by staff that
- Code status; however, her expeclalion was for facility conduct random mock Code
CPR to be Inillated immedialely and *911* called 500 drills frequently over the next
i
. to transport the resident 1o a hospital. ! . several weeks so that there would be
Review of Residant #2's medical record revealed | plenty of opportunity for practice‘by
; the facility admitted him/her on 03/25/15, wilh i all staff. The facility will conduct
dlagnoses which induded Aftercare for g Healing | . ;
- Traumatic Fracture of Lhe Hip, Hypertension, { TnDCk ,COde 500 drills 9““ weelf.ly.
' hislary of Myacardiat Infarcl (Hean Atlack) and | including weekends, during all sh}ﬁs
hislory of Caronary Arlery Bypass Graftl. Review { for the next 60 days, then
of the 03/25115 "Code Slatus Consent Form® mini ill confer to
signed by Residenl #2's Responsible Party, ad fm“’" nm:l DO}\I wi " i
revesled the Responsible Parly had requested , determinc  nee or  continuing
and consented In the event of deaih for staff to | frequent mock Code 500 drills. If need
" Use cerdiac compressions or ariificial ventilation | staff display  knowledge and
lo resuscilate the resident. Review of the : s
| 03/27115, "Admil/Readmil Screener” document i understanding of Code 500 policy and
' for Resident #2 revealed the resident provided | ~ procedures, Mock Code 500 Drills
the Iinformalion for the assessment. Continued . will then be held monthly for 180 dpys
| review aof the document revealed Residen{ #2 | and then quarterly there after. Any
' was assessed {o be appropriale verbally and alert identified will be taken to th
ta person. Review of the Physician's Order, | concerns identitied will be taken to —
i daled 03/25/15, revealed the resident had an i QAPl  committee.  Administritor
order for a Full Cade slalus. Raview of the March audited all resident deaths in facijity
2015 Electronic Medication Administration Record |
{e-MAR) and the Electronic Treatment : for last twelve months for code 5“’-’“?
* Administration Record (e-TAR) revesled the order of residents. Audit reveale.d L2 1
for Residenl #2 to have a Full Cade stalus. : code status deaths occurred in facility.
’ Adminjstrator will audit any resident
! Review of the Nurse's Notes revealed a Nale ! . oye 3
. daled 03/28/15, limed 4:50 AM, documented by |  death in facility to ensure appropriate
. RN #1 which stated the RN had found the i | care was provided as identified. in
i resident lying in bed with no pulse, no blood ! facility policies and State and Federal
pressure and no slgns of life. Continued review | ! : : 2 : .
revealed no documented evidence RN #1 ; [ l;efu lfl_tffs ) Anyrlssue'uldlenllﬁed m’
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immedialely initialed CPR as per Resident #2's
| Physician's Order and Advance Direclive. Perthe .
" Nurse's Noles, RN #1 notifted the Physician al
5:05 AM of the resident being deceased, the ;
 family al 5:10 AM and the funeral home al an :
- uhdocumented time. f

Review of the “Provisional Report of Death farm
! revealed Resident #2's date and lime of death
was noled as being on 03/28/15 al 4:50 AM.

Review of the facillty's "Resideni Abuse
Invesligation Report Form®, dated 04/02/4 5,
which was the “Final Report” regarding an
incident involving Resident #2 on 03/28/15.
- Review of the Form revealed the facillty had i
invesligaled an allegation of neglect involving !
Resident #2, and had delermined RN #1 had nat
" honored the resldent's Advance Directives by not |
iniliating a Fulf Code with CPR when she found .
the resident non.responsive. Continued review of |
the Form and altachmenis revealed Resident #2 H
had wanled to be a Full Cade which was !
indicated by his/her Responsible Partys signature |
on the Code Slalus Consen{ Form, daled
(013/25115 and as noted in the medical record.
Review of the investigation revealed RN #1 was
suspended pending the investigation results.

i

|
Interview with RN #1, on 04/04/15 at 3:26 PM, |
revealed on 03/28/15, she was the facility's |
Charge Nurse and the primary care nurse for !
Resident #2. Per interview, she was CFR .
certified; however, when she found Resident#2 |
unresponsive at 4:50 AM on 03/28/15, she did not |
perform CPR for the residenl, because she was |
| not sure of the resident's code stalus. She stated |
she wenl o the nurse's slalion to get the CNAS to |
come help her and refurned to the resident's '

to QAP] Commifice, State and Fede

F281! agencies as appropriate,

6/12/15

i
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room. She stated the CNAs lold her they thought ’
Resident #2 was a Full Code. Howaver, f [
; according lo RN #1, she did not initiate CPR; she
wenl back o the nurse's station o check
Resldent #2's cotle status where she roted the
, resident was a Full Coda, Continued interview
with RN #1 revealed she raturnad to Resident
#2's room, but she did not initiate CPR. RN #1
staled she lold the CNAs to perfarm post-mortem
; care on Resident #2's body. She stated duting |
" the post-moriem care the CNAs thought they felt
& "heart beal® and thought they saw Resident #2
 take a breath which they reporied to her. RN #1
slaled she lisiened for heart sounds wilth a
stethoscopa and delermined there were none;
she did not Infliale CPR. RN #1 stated when
: residents were sick and had had heart surgery,
"At what point do you draw the line?". Further
interview revealed RN #1 stated she did not want
to "break” Resident #2's ribs by performing CPR:
i she falt it was "futile™; and, she did not want to
' “desecrale” Resldent #2's body, In addition, RN i
- #1 stated she guessed Resident #2 had besn |
_ deceased al minimum ane (1) hour and "probably
" two (2} to four (4) hours™ when she found himrher |
non-respansive, i

| Review of RN #1's written stalement, dated |
03/28/15, revealed when she found Resldent #2 ;
‘ unresponsive on 03/28135, the resident appeared |
{ to have been deceased for thirly (30) 1o forty {40} | _
 minutss. Per the written slalement, RN # | ; |
l abserved no signs of life and asked the CNAs to i :
come o the reom with her where they all agreed | ;
{ the residant was deceased. Continued review | I
i revealed when she discoverad Resident #2 was a |
|

| Full Code, "there was nothing that could be ;
i done”, and she notified the Physician and family.
Further revisw revealed RN #1 documentad
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' "there was nothing that could be dona by the
| nurse" for Raesident #2.

Interviewwith CNA #3 on 04/06/15 at 8:20 PM,
reveaied she was working when RN #1 found
Residant #2 unresponsive. CNA #3 slated she i !
and CNA #4 were charting at the nurse's slation l
when RN #1 came and requested help with '
Resident #2. According to CNA #3, the three (3) | '

; of them went to Resident #2's room, and when i l

' CNA #4 saw the resident she asked RN #1 If the i

- resident was still alive. Per inlerview, RN #1 |
stated she didn't think so, and then asked her and |
CNA #4 to go 1o the nurse's station and check the |

- residenl’s code slalus, which they did. She i , i
stated they noted Resident #2 was a "Full Code” ! :

| @nd returmed to the resident's room and informed ’

| RN #1 of this information and that she (RN#1) |
| needed to Initiale CPR for Resident #2. Per CNA |

- #3, RN #1 told her and CNA #4 she did not want

to "break” Resident #2's ribs, and RN #1 didn't | i

| Initiate CPR for the resident.

Review of CNA #3's written statement, undated, I |
which was included In the facility's Investigatlon
documentation, revealed sfter she and CNA #4
 told RN #1 the resident was a Fuli Code, the RN
' requested the CNAs perform post-mortem care
for Resident #2's body. Per the written _
stalemeant, CNA #3 slaled that while performing ¢ i I
the post-moriem care, she felt a pulse on :
| Resident #2 and CNA #4 saw the resident
j breathing and they reparied this to RN #1. RN #1 j
i lhen listened for a heartbeat with 3 stethoscopa | E |
'and determined there was none and pronounced T
“him/her as deceased.

| Interview with CNA #4, an 04/06/15 al 8:00 PM, a
: revealad she was assigned to Resident #2's care | i
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. when the Incident occurred. Per interview, she

| had compleled rounds on her assigned residents

| approximalely every two (2) haurs during her

 shift, and Resident #2 had been in no distress
during the rounds. According to CNA#4, she had
tast rounded on Resident #2 at approximately i
4.00 AM. She stated before 5:00 AM, RN #1 :
came 10 the nurse's stallon where she and CNA i
#3 wera charting, and requested the CNAs help
her with Resident #2. Continued inlerview

| revealed when the three (3) of them entered

! Resident #2's room, CNA #4 obsarved the

- resldent’s color to be “yellow". She siated she

| asked RN #1 if Resident #2 was still alive, and

| RN #1 stated she didn't think so. Per CNA #4,

. RN #1 asked her and CNA#3 1o return lo the

, nurse's stallon and check Resident #2's code

| stalus. She stated she and CNA #3 checked .

- Resident #2's code stalus as requested and -
found the resident was a Full Code and advised
RN #1 ol this. Howevar, CNA #4 stated RN #1 i

* lold the CNAs she wasn't gaing to do CPR !
because she didn't wanl to "break” the residant's |
ribs, and asked them o do post-mortem care on

| Resident #2's body. Further interview revealed
Resldent #2's body was warm and whils providing

- the post-mortem care she thought she saw the

resident lake a breath which she reported to the

RN. CNA #4 stated RN #1 listened with a

slethoscope for a hearibeat, and she didn't hear

ona and requested the CNAs continue with the

post-mortem care. |

Continued interview with the DON, on 04/02/15 al |
© 11:40 AM and at 2:19 PM, revealed on 03/28/15
at approximalely 4:50 AM, RN #1 had left her &

voice mail message on her celiular tefephone !
(cell phone) reporting Resident #2 had expired. |
; The DON stated on 03/28/15 around 11:30 AM, |

F 281

FORM CMS-2867(02-90) Pravious Versicns Obsclete

Event I PPYEN

Fasity ID: 100484

Il conlinualfon sheet Page 99 of 180

/90




606-845-3507 Pioneer Trace

09:53:47

05-26-2015 10 /90

PRINTED: 05152015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMEN{ OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
ANO PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
5]
185314 8. WING 04/16/2015
NAME OF PROVIDER OH SUPPLIER STREET AODRESS, C{TY, STATE, ZIF CODE
115 PIONEER TRAGE
PIONEER TRACE NURSING HOME FLEMINGSBURG, KY 41041
4} ID SLAIMARY STATEMENT OF DEFICIENCIZS D ! PROVIOER'S PLAN OF CORRECTION %5
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FuLL PREFIX (EACH CORRECTIVE: ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC JDENTIFYING INFORMATION)

TAG t CROSS-REFERENCED TO THE APPROPRIATE DATE

QEFICIENCY)

F 281 Continued From page 99

she had spoken to RN #1 who reported she had

, not initialed CPR for Resident #2 because the

i resident had already expired, had no respirations |
‘and no pulse. She stalad RN #1 stated the |
| resldent had been sick and sha (RN #1) did not !
' want 1o "break” hisfher ribs. Continued Interview
; revealed RN #1 told her Resident #2 had a lot of
| heart and medical issues. The DON stated CPR
+ was not inltiated for Resident #2, who was a Full |
| Code status, but should have been, !

Interview with the Administratar, on 04/08/15 at

| 11:53 AM, revealed the facility's procadure had

| been if siaff was certified to perform CPR they
were {o initiale CPR, atherwise they were to call
"811" for emergency services for residents, The
Administrator stated his expectation for the

licensed nurses was they should krnow which |

| residents had a Full Code stalus, Per Interview, if
a reslden! had a Full Code stalus, CPR should
immediately be initlated if the resident was found

| non-responsive with no signs of lifs. Ths
Administrator revealed RN #1 should have
initiated CPR for Resident #2, who was a Full

| Code, when she found the resident

- hen-responsive with no signs of lifa.

| The facility providad an acceptable credibla

' Allegation of Compliance (AOC) on 04/14/1 5,
which alleged removal of the 1J effactive
04/12/15. Raview of the AOC revealed the faciity ,
Implemented the following:

. 1. OnQ3/28/15, the Director of Nursing {DON)

| initiated an investigation into the incident invalving
' Resident #2. The DON interviewed {Registered

| Nurse} RN #1, Cerlified Nursing Assistant (CNA)

: #3 and CNA #4 regarding Resldent #2 not
 receiving Cardiopulmonary Resuscitation {CPR)
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' related to the Code

F281 Continued From page 100

sven though the resident was Full Code staius,
| RN #1 was suspended pending the facility's
| investigation. On 03/30/15, an initla! report of the
incident involving Residant #2 on 03/28115 was

senl to the Stals Agency by the Social Services

2. On03/30/15, RN #1 was terminated from her
position of employment with the facility.

| 3. On 0313015, the facility developed a Code

- Status Acknowledgement policy which Included
the procedure for a visual idenification system.
Fuli Code stalus residents would be identified by

| application of a green bracelel 1o the resident's
wrist, and placement of a graen sticker outside

. the resident's door beside their nams. A resident
with a Do Not Resuscitate {DNR) status would

+ have a black sticker on the door by their nama.

|

4. On 0313115, the DON and the Assistant DON
{ADON) conducted education in small group
sessions to all staff (with the exception of four

| (4}staif on medical leave) refated to their

| knowledge and understanding of the facility's

' Code Status Acknowledgement policy. Education

Slatus Acknowledgemant

policy was added to the training agenda for New
Employas Qrientation.

5. On03/31115, Medical Records personnel
conducted a review of all current residents In the
facility to verify their code stalus.

' 6. On 03/3115 through 04/01/45, the Social
i Services Direclor (SSD) reviewed Advance

i Directives with ail current "Full Code" siatus ]
 residents andior lheir Power of Atlomey (POA) to |
- ensure their code status was accurate.
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- 7. On 04/01/15, the SSD verified the Code

~ Slatus Acknowledgemenl policy was

| implemented by a visual inspection of all full code

+ status rasldants to ensure sach had a green !
bracelet on thelr wrist and a green slicker next to
their name on the door.

1 8. The 85D monltored dally beginning 04/01/15
through 04/11/15, to ensure all full code stalus

: residents conlinued to wear a green bracelet and
had a green sticker next to their nama on the |

1 oulside of thelr door, i

i i

' 8. On 04/08/15 through 04/1115, the
Administrator and the DON made daily rounds

' through the facllity on all shifts [o question and

, talk with staff about the new Code Status policy.

' 10. On 04/07/15, the Adminisirator educated the
Minimum Dala Set (MDS) staff related to
residant's code sialus documented on the
residert’'s Comprehensive Care Plan (CCP) and it

- was {0 be reviewed at the resident Care Plan

| Conferances.

" 11. On04/0715, MDS slaff confarrad with

' Medical Records staff to verify each residsnts’

| code status was correet. The MDS staff revised |

: all rasident CCPs la reflect each residant's |

- Advance Diractives.

1 12. On 040715, the Code Stalus Policy was

| revised to incorporate instructions to add code

| status to resident CCPs on admission, !

i 13. Beginning 04/15/15, the SSD will review code
status with all the residents and/or their POA i

; during resident Care Plan Conferences, f
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. 14. On 04/07/15, the DON audited alf licensed

- Charge Nurse's personnet files for the presence
of current CPR certifications, and found two (2)

' wha were not current. On 04/08/15, all licensed
nurses were instructad to have currant CPR
certification by 04/10/15.

15. On 04/08/15, the Administrator implamentad

a CPR policy and a Code 500 Palicy. On

04/08/15, the Administrator provided education to |
: the DON and the ADON related to the new CFR |
{ and Code 500 policies, [

18. On 04/08M5 through 04/11/15 the DON and
 the ADON canducted education with afl siaff
! related fo the CPR, Cade Stalus, Code Stalus
Acknowledgement and Coda 500 policias and
' General Documentation Guidelines for CPR, with
post-education lesls implemenied on 04/10M5, to |
, ensure the staff's knowledge and understanding
| of the policies.

17. On 04/09/15, the Administralor audited all
current resident charts to verify the code stalus

« Was on each resident’s CCP, with no issuss
identified.

18. The DON will audit new hire nursing staff for
; CPR certlfication expiration dates and wil i

schedule CPR certification courses as necessary °
i 10 ensure all charge nurses maintained CPR
. certifications.

- 18. On 041107185, the Administrator audiled all

: nurses' personnal files to ensure all were CPR

| certified as insiructed on 04/08/15, No jssues

- were identified and the Adminisirator will continue
 lo verify the DON audits of Gharge Nurse's

F 281,
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personnel files to ensure thay mainlaln CPR
| certification.

' 20. On 04110115, the Administrator audjled the
current facilily schedule 1o verify a CPR certified
staff member was presant in the facility at ail

' imes. The Administrator will continua to audit

! the nurse schedule monthly, and when changes
occur, to ensure all shifts are staifed with a CPR
canified nurse. :

21, On 041015, the Administrator, the DON and
the ADON conducied a Mock Code 500 drill and
ravlewed findings after completion with staff who

| ! responded to tha drill. Tha facilily will conduct
. Mock Code 500 drills on a weekly basis for the
" nexl sixty {60) days, on different days and shifls, |
The Administrator and the DON will monitor Code

' 500 documentation for completeness and

' accuracy.

' 22. On 04710715, the Adminisiralor notified tha

Medical Direclor of the code policy revisions.

The State Survey Agency validatad the
| Implementation of the facility's AOC as follaws:

{ 1. Review of the facility's investigation of the
incident revealed RN #1, CNA #3 and CNA 24
were Interviewed relaled to the Code 500 event
involving Resldent #2, Continued review of the
investigations revealed, RN #1 was suspended

| on 03/28/15, parding the investigation resulls.

. Par review, the Initia! report was senf to the State |
Survey Agency regarding the Code event :
involving Resident #2 on 03/30/15, and it was [

! signed by the SSD.

i
' Interviaw, on 04/16/15 at 2:28 PM, with the DON

0
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j revealed she had inillated the investigation on !

1 03/28/15, and interviewed the staff involved {RN i
#1, CNA#3 and CNA #4). Per interviaw, RN #1 {

. was suspended from work pending the results of |

[ the investigation. The DON staled the SSO sent .

' the initiat report of the incident to the State Survey |
Agency on 03/30/15,

2. Review of RN #1's personnel file verified she |

was lerminated from her employment al the

facillly. Interview with RN #1 on 04/04/15 at 3:26 |
PM, confirmed her employment at the facility was {
lerminated on 03/30/15.

' Interview, on 04/16/15 at 2:26 PM, with the DON |
1 revealad RN #1's employment was lerminated an
03/30/15,

| 3, Review of ihe facillty's Code Slatus

: Acknowledgement policy, dated 03/30A15, and

‘ revised 04/09M 5, revealed it included the
procedure for visual identification of a resident's

i' code status. Per the Policy, Full Code status

i residents would wear a green bracelet on thelr |

! wrist and have a green sticker Jocated outside the |
roorn door by their name. |
Interview, on 04/16/15 al 2:26 PM, with the DON | i

- revealed the facility’s Code Stalus : ;

" Acknowledgemeni pollcy now included the | ;
procedure for visual identification of a resident's i

. code status through Ful! Code residants wearing

| a green bracelet on their wrist and a green sticker

| ptaced by the residenl’'s name oulside their room
door.

' |
- 4. The faclity's CPR policy and Code 500 poiicy,
; Code Status policy and Code Status i i
| Acknowiedgement poficy were reviewed. Review | |
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of the facility's in-service sign-in forms dated
- 03/31/15, revealed staff was educaled on the
, faclity's Code Status Acknowledgement policy 5
. and the other code refated policles. Review of !
the facility's New Employee Educalion Pack ;
revealed the Code Stalus Acknowledgement
. policy education had been added.

! Intarview on 04/06/15 al 8:00 AM with CNA #4; at
8:20 AM with CNA#3; at 12:38 PM with LPN #6;

- al 1:58 PM with CNA #5; al 2:00 PM with CNA 46;

at 3:55 PM with CNA #11; and, at 4:05 PMwith |

LPN #7 revealed they had all baen provided !

. education refaled 1o the facility's Code Status

- Acknowiedgement Policy between 03/31/15 and

04111115, in small group sessions.

Interview, on 04/16/15 at 2:28 PM, with the DON
revealed the education on the Coda Stalus

i Acknowledgement palicy had been provided as
- per the AQC, with all but four (4) staff recelving |
the education. The DON staled the four (4) staff i
who had not receive the education were on i
medical leave, bul would not ba put on the

schedule fo work unlil they had received the !
education. Per interviaw, the education was !
' added to the new hire orientation training agenda. [ '

!

5. Review of the Medical Records documentation

' related fo the verification of all residents’ code
stalus, revealed all residents' code status was
verilied.

! Intarview with the DON, on 04/16/15 at 2:26 PM,
. revealed afler Medical Records compiled the

| cods status information, she verified it with ; !
| comparison o the residents’ writlen signed ! |
{ consents,

!
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8. Raview of the documentation of the S5D's
Advance Directives review wilh all current “Full

' Code" slatus residents and/or their POAs lo
ensure the code was accurats revealed the coda
slatus was verified for each resident from
03/31/15 lhrough 04/01/15,

“ Inlerview, on 04/02/15 al 1:20 PM, with Resident |

. #3 ravealed histher daughler was lhe resident's
POA and talked la slaff about decislons regarding |

| his/her care; however, a green bracelet (indicated |

| a Full Cade status) had been placed on himfher
an 04/01115. Interview, on 04/15/15 al 11:07 AM,
with Resident #9 revealed the SSD had lalked 1o
the resident about histher *Full Code” status.

; Interview, on 04/14/15 at 12:24 PM, with Residant
#10 ravealed the SSD had discussed lha
resident's "Full Code® stalus with him/her and
helshe had made {he decision to have the code

| slatus changed 10 a ONR. Inlerviaw, on 04/14/15 |

| at 12:45 PM, with Resident #8 ravealed the ;

 resldent thoughl someone had talked with i

 him/her about Advance Directives; however,
he/she could not recall who had talked to him/her.

| Resident #8 revealed heishe was not aware of

| what hisfher Advance Directive or code stalus
was 2l this tima.

Interview, on 04/16/15 al 1:06 PM, with the SSD
reveated she had conducted the Advance
| Directives review with "Full Code” stalus
! residenis and/or their POA o verify the code
! slalus was accurate, The SSD ravealed if a |
! resident requested lo change their status, it was
' changed as requesled.

. 7. Reviaw af documentation of the chack off
| shagl, daled 04/01/15, ravealed the SSD had
i verifiad all Full Code slatus residents had a green -

F281§

]
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, bracelel on thelr wrisl and a green slicker nextto | :
their rame on thair door. -

| CObservation revealed eleven (11) of eleven {11)

i residenis, who wera “Full Code” status, were
wearing a green bracefsl and had a green sticker !
auislde tha room door by their name.

Interview, on 04/16/15 al 1:06 PM, wilh the 88D
 revealed she had conducted a visual inspaction i
| of all "Full Coda” residents on 04/01/15 o ensure i
: “the Code Slalus Acknowledgemenit policy had
been implemented. Per the S50, she verified all '
: the "Full Code” sialus residents wera wearlng a
green bracelel and a green slicker was by the
! resident's name outside Iheir roam door.

8. Tha computer generated "Fult Code” stalus
Iogs utilized by the SSD lo monior that all “Full

* Code” slalus residenis had a green sticker an

i thelr door by their name and was wearing a green
" bracelst. The review revealed the SSD's "Full
Cade" slatus log had been checked and signed
by the Administrator on G4/10/15, 10 verify the log
. had been completed by the SSD.

' lntarvlew, on 04/16/15 at 1:06 PM, with the SSD i

i revealed she had conducted the moniloring '

- beginning 04/0115 through 04111415, lo ensure | |

‘ residents had the green bracelet on ifthey had a ;
"Full Code" status, and to ensure the green

. slicker was beslde hefr names oulside their room

i doors,

| interview, on 04/16/15 at 3:00 PM, wilh .

' Adminlsirator revealed he had raviewed the SSD [
lag and verified the SSD had complated the

" monitoring to ensura “Full Code" status residents t
had their green bracelet in piace and the green i :
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i slicker was beside lhek name outside the room

daoor.

9. Reviewed the Administralor's and DON's dally :

| rounds log sheet daled 04/06/15 thraugh

041118, which ravealed the rounds were made
each day on all shils. Reviewad tha
documentation of the educational questions and
answars {hat were raviewed with slaff.

Interview, on 04/15/15: al 11:45 AM with RN i
at 1:20 PM with CNA #12; al 1:25 PM with House |

- Keeper #14; al 1:30 PM with Dietary #15; at 1:40 ;
- PM with LPN #6; at 1:50 PM wilh LPN #1: al 2:10 [

PM wilth LPN #8; al 2:20 PM with CNA#13; at !
3:40 PM with CNA#4; al 3:50 PM with CNA #11:

, @l 7:10 PM wilh LPN #8; al 7:20 PM with RN #5;
; 8l 10:05 PM wilh GNA #3; at 10:18 PM with CNA

#4; at 10:25 PM with CNA #17 and, al 10:30 PM
with CNA #18, the Administrator and DON had
been completing rounds on each shift questioning

: and educaling staff about cedes and the facility's

code slatus policies.

Interviaw with the DOM, on 04/16/15 al 2:26 PM
and al 3:00 PM with the Adminisirator, revealed
they had conducted the dally rounds throughout

: the facllity on al! shifis to question and talk with
! slaff about the facilily's Code Status policy. They |

stated they had ensured siaff understood the new !

' policy with no problems identified. Per interview,

the resulls of the daily rounds would be taken to |
the Facllity's Qualily Assurance/Performance

| Improvement (QA/Pl) Commiltee, and any issues .

discussed with development of a plan 1o correcl
(he problem.

10. Reviewed the educalion given fo the MDS

| slaff by the Adminlsirator refated lo ensuring

F 281
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rasidenis' code stalus was documented on the

- CCP and thal the code slatus was lo be reviewed |
. al residents’ care plan conferences, '

Interview with the MDS Coordinalor on 04/16/16 |
al 3:.05 PM, revealed the education had been |
. provided by the Administraior regarding rasidents’ |
. code slalus baing on the care plan and ensuring
{ha code sialus was discussed in the residents’
care plan meelings.

11. Reviewed 100% of ths facllity’s residents'
CCPs which revealed each rasident's code sialus
was care plannad with interventlons,

Interview with the MDS Coordinator on 041615

- al 3:05 PM, revealed MDS staff had talkad io the

i Medical Records s\sff 1o verify each residenl's
code slalus was correct. Par Interview, MDS staff
' ravised gll resldent's CCPs lo address each
resident’s Advance Directives Including the code
status, !

|

' 42. Reviewed the Code Stalus Policy which
ravealed It had bean revised April 2015, and
included ensuring each resident's CCP inciuded
: the code stalus be incorparated on admission.
Reviewed ihe facility's "Admission Checklist for

' Nursing"® form which revealed it Included the

. | information for nurse’s 1o oblain an order for the

: new resident's code stafus, place the appropriate
slicker on the residenl’s nameplale, place a green

' bracelet on “Full Coda" residenis and ensure tha
code siatus was added la the residanl's care
plan.

| Intarview, on 04/16/15 at 3:00 PM, with
Adminisiralar revealed the facliity's Code Status
_ Policy had been revised as per the ACC.

F 281
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' 13. Reviewed Care Plan Conterence noles,
daled 04/15/15, which included reviewing the
residen(’s "Code Slalus” al the planned Care Plan
Confarences,

Interview, on 04/16/15 at 1:06 PM, wilh the SSD

fevealed residents’ code status was being
 discussed al care plan conferences which began i
| on 04/15/15. ! [

14, On 04/16/15, the “Employee Roster Raport”
listing of all licensed staff with CPR axpiration

 dales and coples of their CPR cerlification was
reviewed., Raviewed the GPR cerlificalion class
roster and ceriffication cards from classes
provided by the facility on 04/09/15 and 04/10/15, |

' Review of tha documentation revealed all |
licensed nursing staff now had current CPR !
certification, ; i .

1

1 15. Reviewed lhe facility's CPR and Code 500 . I '
| policies. Raviewed lha sign in shaet and |
education provided by the Adminlstrator (o the :
DON and ADON related ta the CPR and Code :
500 Palicy dated 04/08115. i

! Inferview with the DON and ADON, on Q4716115

" at 2:28 PM, revealed they had been educaled by
the Adminisirator on 04/08/1 5, regarding tha CPR :

" and Coda 500 policies, i

¢ Administrator revealed the facilily's CPR and
Coda 500 policies had been implamented on
04/08/15, as per the AOC. A pasi-survey
interview on 05/01/15 a1 9:32 AM, with the ; |
Administralor ravealed afier becoming aware of !
the need 1o have someone CPR certified in the .
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building 2t all times, he had read the regulatory
requiremenis and conferenced with the

Consutiant Administraler for guidance. Per f
interview, the Consulian! Administrator had
discussed with him getting staif CPR ceriifled and

- what neaded to be done to ensure this was dona. |
i The Administrator staled he and the Consuliant

Administraior had communicalion “allthe way |
through" the process and had developed the plan

~ of action.

16. Reviswed the sign-in sheels and education
pravided by lhe DON and ADON for all staff

: related o the CPR and Code 500 Policy, dated

04/08M1 5 through 04/11/15 and reviewed the i
posi-tesis.

interview, on 04/15/15: at 11:45 AM with RN #4,
at 1:20 PM with CNA #12; al 1:25 PM wilh House
Keeping #14; al 1:30 PM with Dielary #15; at 1:40
PM with LPN #6; al 1:50 PM with LPN #1; al 2:10
PM with LPN #8; at 2:20 PM with CNA #13; al

3:40 PM with CNA #4; al 3:50 PM with CNA#H; ¢
al 7:10 PM with LPN #9; at 7:20 PM with RN #5;

al 10:05 PM with CNA #3; at 10:19 PM with CNA |

i
| #4; al 10:25 PM with CNA #17; and, al 10:30 PM ,r

with CNA #18 revealad they had all been
educaled an the CPR and Code 500 policies, and
olher code policies and General Documentation
Guidelines far CPR, and had faken a post-test
afier the education.

Interview, on 04/16/15 at 2:268 PM, with the DON

: revealed ait bul four (4) stafl had recelved the !

educalion on lhe faclillty’s code poiicies and CPR

' policy. The DON staled the four (4) slaff who had

nol received the education were on medicat
leave, bul would not be put on the schedule lo
wark until they had received the educalion. Per |

F 281
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interview, the education was addad lo the naw
hire orieniation training agenda.

interview, on 04/16/15 at 3:00 PM, wilh
Administralor revealed facllity staff had been
educaled on the CPR, Code 500 and other code
policies, as per the AQC. b j

- 17. Raviewed the Adminisirator’s audils of al !

 resident's CCP for verificallon that each residents’ |
code slatus was care planned. The audils ;

| revealad each residant had a "Code Staius" CCP
with no Issues idenlified and lhe Administrator
had signed the audils as completed on 04/09/15.

Interview, on 04/18M15 al 3:00 PM, with t
. Administrator revealed he had completed the |
: audil of all residents’ CCPs on 04/00/15, with no \
| problems noted, as per the AOC. Per interview,
the resulls of the audits would be faken io the
i factiity's Qualily Assurance/Perfarmance
' Improvement (QA/Pl) Commillee, and any Issues
discussed with devalopment of a pian to correct
the problem.

18. Interview, on 04/16/15 at 2:26 PM, wilh the
DON ravealed she would audit all newly hired
nursing staff for their CPR cerlificatisn expiration
! dales. Perinlerview, she would schedule CPR
i certification courses as necessary lo make sure
i the Charge Nurses all mainlained their CPR ;
i cerlification,

19, Reviewed Ihe Administrator's audits, ! ;
performed on 04/10/15, of all nurses' personnel |

| files lo ensure they were CPR cerlified. The i

, audlts revealed each licensad staifs CPR ;

' cerlification was presant with the axpiration date, |
and no issues were idenlified by the
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Adminlstrator,

i Interview, on 04/16/15 al 3:00 PM, with the
! Adminlistralor revaaled he had performed the
audils of all nurses’ parsonnel files for CPFR
certification on 04/10/15, and had not identified a
problem. The Adminisiralor revealed he would
continue lo monilar the DON's verificalion of the
, Charge Nurse's CPR certificatlon {o ensure they
! maintained current CPR cerlification. Per i
" interview, the resulls of the audils would be taken |
' o the facllity's Qualily Assurance/Performance |
~ Improvemant (QA/P1) Commitiea, and any issues
discussad wilh development of a plan ib correct
the problem,

| 20, Reviewed the Administrator's audit of the L
. current faclily schedule verifying a GPR cerlifled -
| staff member was present in the facility al ail !
| times, dated 04/10/15.

Interview, on 04/16/15 al 3:00 PM, with the

i Adminislraior revealed he had complated the
audit of the facility's currant schedule to verify a
CPR certified slaff member was prasenl In lhe
facility al alt imes on 04/10/15. He revealed he
would continue o monilor 1he nursing schedule

 monthly o ensure all shifis were slafied witha

! CPR cerlified nurse. Per Interview, the rasulis of
Lhe audils would ba {aken {0 the facility's Qualily
Assurance/Perlormance Improvement (QA/PL)
Committes, and any lssues discussed with
development of a plan o carrect the problem.

21. Raviewed ihe sign In sheet and notas for the

Mock Code Drill, conducted on 04/10/15. !
: |

interview on 04151 5; at 11:45 AM with RN #4; at |
' 1:4G PM with LPN #8; al 1:50 PM with LPN #1; |

STATEMENT OF DEFICIENCIES 1X1) PROVIDER/SURPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3; DATE SURVEY
AND PLAM OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
C
185314 B. WING 14/16/2015
NAME DF PROVICER DR SUPPLIER STREET ADORESS, CITY, BTATE. ZIF CODE
115 PIODNEER TRALE
EER TRACE NURSING HQ
el — FLEMINGSBURG, KY 41041
1x4) 0 SUIMMARY STATEMENT OF DEFICIENCIES 1D t PROVIDER'S PLAN DF CDRRECTIDN (X5
PREFIX |EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH COHRECTIVE ACTION SHOULO BE COMPLETION
TAG REGULATDRY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
[]
F 281  Confinued From page 113 F 281,

FORM CMS5-2557({02-99) Previous Versions Obsslele Event [:PPYSN

Faciliy ID; 100484 If contimuation shast Page 114 of 180

24 /90



606-845-3507

Ploneer Trace

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

10:00:06 05-26-2015

25190

PRINTED: 05/15/2015
FORM APPROVED
OMB NO. 0838-0301

STATEMENT OF DEFICIENGICS 1X1} PROVIDER'SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMSER; A BUILDING COMPLETED
(&5
185314 B.WING 04/16/2015
NAME OF PROVIDER OR SUPPLEER STREET ADDRESS, C\TY, STATE, ZIP CDOE
115 PIONEER TRACE
PIONEER TRACE NURSING HOME FLEMINGSBURG, KY 41041
e SUMMARY STATEMENT OF DEFICIENCIES =R PROVIDET'S PLAN OF CORRECTION 6]
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY EULL ., PREFIX {EACH CORRECTIVE ACTIDN SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) i TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
} I DEFICIENCY)
i ; !
F 281 Conlinued From page 114 b Fae
and, at 2:10 PM with LPN #8 revealed the Mock 1
Cade Drill had been completed by the facllly, and |
i the findings had been reviewed with siaff and i I ;
allowed for staff input, ! i |
| interview, on 04/16/15 al 2:26 PM with the DON ' i
and at 3:00 PM, with the Administrator revealed |
' the Mack Code Drill had been complated on i
| 04/10115, as per the ADC. They stated tha ¢
resulls had been discussed with siaff afterwards, !
i The Administrator and DON revealed lha facliity
would confinue to conduct Mock Cada Drills i i
| weekly for sixly (60) days on diferani daysand
shifts, and they would manitor the documentation
of the drills for accuracy and compleleness, as
{ per the AQC.
i 22, Intarview, on 0411615 af 1:20 PM, with the i
! Madical Direclor revealed the facifily had notified | !
' him of tha Immediale Jeopardy and findings. Per | !
i interview, he had also besn noliflad of the
changes made {o the facility's code policies and
! the new system for ldentification of *Full Code" | |
rasidenls. I Upon review of facility poticies and
F 309 483.25 PROVIDE CARE/SERVICES FOR F 309 procedures, Administrator and DON
- 88=J ' HIGHEST WELL BEING 1 .y . i
i . determined a revision of Code Status
Each resident must recaive and the facility must ! i policy was necessary and completed
provids the necessary care and services to attain | on 4/8/15 Administrator and DON
i or maintain the highest praclicabla physicat, | | ',
mental, and psychosocial well-being, in | ~ also deta.rmmed that a CPR and Code
! accardance with the comprehensive assessmen| | | 500 policy was necessary and Pgth
| and plan of care. | were created on 4/8/15. These policies
j | clearly state procedures for nurses
: | who encounter a resident in distress.
g | Pioneer Trace is certified for ninéty-
; This REQUIREMENT is nol mat as evidenced ; i two beds with a current census! of
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i ' restdents have elected {o be full code
F 308 | Conlinued From page 115 )

i by:

‘ facility's policy and invesfigaltlon reports, it was

' determined the facllity failed ta have an effective
system in place lo ensure residents raceived

- Cardlopulmonary Resuscilation (CPR) according

Based an inlerview, record raview, review of tha |

| lo established professional standards to promate |

| the highes! praclicabla physical well-being of

! residents regarding their Advancs Directives and
code status for ane (1) of twelva {12) sampled

! rasidenis (Resident #2).

! Resident #2 had Advance Direclivas, daled

: 03/25/15, raquesting life-saving measures be
instiluled in {he evenl of cardiac ar respiralory
failure, to include CPR. On 03/28/15 at

i approximalely 4:50 AM, Resident #2 was found

! unresponsive by RN #1. RN #1 checked for

1 Resident #2's pulse and respiralions, which were

i nal obialned; however, RN #1 failed (o Initiate
! CPR as per the resident's Advance Direclives

| regarding his/her Full Code status. RN #1

: reporied she was nol sure of the resident's code
slalus, and went to the nurse's sialian fo get
! assistance from the Cerlified Nursing Assistanls
' (CNAs), RN #1 was informed by he CNAs tha

| they thought Resldent #2 was a Full Code.
However, RN #1 again fafled to initiate CPR as
per Resident #2's Advance Direclives. Per

. Interview, RN

#1 pronounced Resldent #2 as deceased, noliiled :
. lhe Physiclan, family and called the funeral home. |

Even though RN #1 was aware of Resideni #2's
! Full Code slatus, she failled io honor Residant
: #2's request for the provision of CPR.

| The facility's failure to provide the necessary care |

| and services related to the resident’s requesied
i Full Code status and (ke provision of CPR, has

\
P

F 308 | status.

On 4/8/15 all nurses were instructed to
have CPR certification in accordance
with 483.20 (K) by 4/10/15. Nurses
were to give a copy of this
certification to DON or ADON so it
may be kept in personnel files.
Administrator created a CPR policy
and Code 500 policy for facility on
4/8/15. Administrator educated DON
and ADON on new policies on 4/8/15.
The CPR policy is incorporated into
the Code 500 policy, which is the
facility’s policy for situations that
involve residents in distress. The Code
500 policy states the procedures
! clinical staff are to do from identifying
I resident in distress to: verifying pulse
l and breathing, identifying code status,

calling “Code 500" and room number
' over intercom, which personnel
' respond, initiating CPR, calling
Emergency Medical Service (EMB),
when to relinquish CPR to EMS
personnel, and what to do after
resident has been transferred from
facility. Code 500 policy aiso
indicates what documentation | is
required in resident chart.
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i ! ' All “nurses, excepl for one, were
F 309 Continued From page 116 F309' educated on code 500 and CPR
caused or is likely to cause serious injury, harm, - policies on dates 4/8/15 through
impairment, or death to a resident. Immediate | ;
| Jeapardy was identified on 0410715, and was | 411715 by DON and dA'D ON. Nuies
' detarmined to exist on 03/28/15. The faciity was , Wwere given a post education test to
~ notified of the immediate Jeopardy on 04/07/15. | ensure understanding of the policies.
' . The one LPN is on medical leave with
| The facility provided an acceptabie credibla |
! Allegation of Compliance (AOC) on 04114115 with . 2n unknown date for return, however,
 the facility aileging removal of the Immediate : she will not be allowed on the
'Jeﬁgardy on 04/1 l'f-’l'15|-1 TIhE State Survey Agency | . schedule until she completes the
; validaled removal of the Immediate Jeopardy as | f : .
i alleged on 04/12/15, prior ta exit on 04/16/15, required education to be conducted by
 with remalning non-compliance al a Scope and DON or ADON. A mock Code 500
Severity of a "D" while the facility develops and was conducted on 4/10/15 by DON.
i Implements a Plan of Correction and the facllity's ! All staff, except one LPN and three
{ Quality Assurance (QA) monitars to ensure ! |
{ compliance with systemlc changes. CN-As, were educated on Code sta:tus
: | policy on dates 3/31/15 throagh
 The findings include: . 4/11/15. A mock Code 500 was
‘ :
{ Review of the facility's policy titted, "Advance conducted  on  4/10/15 to fest
l Directives and Do Not Resuscitate Orders", knowledge of the new CPR and Code
! undated, revealed the "Patient Self-Deatermination | 500 policies. Facility's Code 500 and
Act” mandated residents be given information | ' CPR policy education has been added
about their right lo make decislons concerning ] ¢ hi ientation linical
medical care, including the right to acceptor | 0 new hire onentation for clintca
refuse trealment and the right to formulate staff’ which is required prior to new
Advance Directives. The Policy revealed staff provide direct resident care,
Advance Directive referred to documents written
' before serious lIness accurred which stated the
resident's preferences regarding medical The mock Code ?GO cund{.lcted .on
treatment and/or named someone to make 4/10/15 was reviewed with staff
choices for medical treatment if the resident responding after completion. The
became unabla to make decisions. Further .
' review revealed an Advance Direclive was a mock drill was conducted by DON
personal declsion and would not be a condition of | and ADON by using an empty room,
| whether or not the resident received services placing a green sticker on name plate
from a health care provider. outside room and placing a card with
D\ P E"Isg No-Breathing® written-on-it ,
FORM CMS-2567(02-59) Previous Versiana Obsolets Evenl ID:PPY21Y Facily 10: 100484 if conlifualion sheet Page 117 of 180



606-845-3507 Pioneer Trace 10:01:46 05-26-2015 28/90

PRINTED: 05715/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
__CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (3) DATE SURVEY
AND PLAN OF CORRECTION ENTIFICATION NUMBER: A BUILDING COMPLETED
C
185314 Bpric 04/16/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. SYATE, 21P CODE
115 PIONEER TRAGE
PIONEER TRACE NURSING HOME FLEMINGSBURG, KV 41041
x90 | SUMMARY STATEMENT OF DEFICIENCIES i o PROVIDER'S PLAN OF CORRECTION )
PREFIX ! {EACH DEFICIENGY MUST BE PRECEDED BY FULL | PREFD( | (EACH CORRECTVE ACTION SHOULD BE : COMPLETION
TAG |,  REGULATORY OR LEC IDENTIFYING INFORMATION) i e | CRDSS-REFEREEEFE_lg éﬁg;,ﬁ APFROPRIATE | D&E

i in the Bed 1. DON and ADON tumed
F 308! Continued From page 117 i F308 call light on and remained in room to

Review of the facility's palicy titled, "Code Status ‘ ensure effective simulation of resident
PD“C]’ dated July 2011, revealed thB facllity P distress. Administrator. DON ﬂnd
i 5 ’ ]
i
1

wuuld recagnize fwo (2) code stalus options for . o .
i the facility's residents, a Fuil Code status or a Do ADON discussed with staff | in

" Not Resuscitate (DNR) status. Further review attendance of mock Code 500 u"rne

revealed, for a resident to have a Full Code staff responded to roor, tirne cbdc

stalus, the resident or rasponsible party had to .
sign a Cods Status Consent Form under he Full was called, and time CPR was

Code options. i . initiated.
Revlew of the facllity's poficy titled, "Notification of i e1s : .

} Change In Resident’s Condition/Accidents”, dated | . Facility will conduct C'.Jde 5.00 dqlls
Oclober 2007, revealed in the event of a resident | . once weekly on all shifts, m°1“d1_“8
status change: the nurse would assess the _ - weekends, for 60 days to determine
situation; provide necessary care; notify the : . staff understanding and knowledge of
attendlng Physician, responsible party or _ Code 500 i Facili il th

! interestad famlly member; document in the Llelo policy. Tacility will then

| resident's medical recard; and follow up as : conduct mock Code 500 drills

!i"dlcaﬂd- j ~ monthly on all shifts for 180 days,

{ Raviaw of Resident #2's medical record revealed then q“‘?“e”y e all shifts thereafter.
the facility admitted the resident on 03/25/15, with DON will monitor charge nurse CPR
diagnoses which included a history of a expiration dates and schedule CPR
Myocardial Infarct (Heart Attack), Coronary Artery recertification within 90 days of CPR

. Bypass Graft, Coronary Atherosclergsis Native . ;
' Coronary Artery, Diabates, Aftercare for Healing expiration date as necessary. DON
Traumatlc Fracture of the Hip and a historyof | will conduct audit of CPR expiration
Acule Respiratory Failure, Review of Resident l initially on 4/10/15 and with all new
#2's "AdmityReadmit Screener” document, dated Ry
03/27/15, revealed the resident was the person :
providing the information for the assessment. i
Continued review of the documenl revealed i i 6/12/15
, Resident #2 was alert to person and was verbally
| appropriate. |

Review of Resident #2's Physician's Orders, E
dated 03/25/15, ravealed ihe residant had an

| order to have a Full Code status. Coniinued

| record raview revealed a “Code Status Consent
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F 309 ' Continued From page 118 .

' Form*, dated 03/251 5, which gave the resident

' the option ta check whether helshe wanted CPR _

~ornol. Conlinued review of the Form, signed by
Resident #2's Responsible Party on 03/25115,
revealed tha Responsible Party had requested
and consented for the use of cardiac

: compresslons or artificial ventilation to resuscitate

| Rimfher in the event of cardiopulmonary failure.

{ Review of the Electranic Medication

! Administration Record (e-MAR), dated March
2015, revealed Resident #2 had a Full Code
status. Review of the Electronlc Treatment
Administration Record (e-TAR), dated March
2015, revealed Resident #2 had a Full Code i

! slalus.

 However, review of Resident #2's Nurse's Note, |
dated 03/28/15 at 4:50 AM, revealed RN #1 found |
the resident lying on the bed with na pulse, na i
| blood pressure and no signs of lifa. Even though i
RN #1 documanted the Nole, coniinued review
i revealed no documented evidenca she ’
| immediately inltiated CPR, as per Resident #2's |
. Advance Directives and Physician's Orders. Per |
{ the Nurse's Noles, RN &4 notified the Physician f
| at 5:05 AM of the resident's candition, he family
| at 5:10 AM and the funeral home with no time
! documented. Review of the *Provisianal Report
of Death” form for Resident #2 revealed the date
' of death was documenled as 03/28/15, and the
; time of death as 4:50 AM.

§
!

- Review of the facllity's, “Resident Abuse
Investigation Report Form", signed by the Social
Service Direclar {(SSD) on 04/02/15 and
atlachments, ravealed it was the facliity's “Final

. Report® of an incident which occurred on
03/28/18. Review of the Farm revealed the

. facility had investigated an allegation of negfect

I
F 309
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F 309]- Continued From page 119

involving Resident #2, who was found

{ non-responsive at approximately 4:50 AM on
03/28/15. Per the investigation information, the

~ facility determined RN #1 had not respectied
Resident #2's Advance Direclives and Physician

i Orders by not initiating a Full Cade with CPR.
Continued review of the Form and attachments
revealed Resident #2 had wanted o be a Full

, Code status, which was indicated by his/her

| Responsible Party's signature on the Code Stalus

! Consent Form, dated 03/25/15. Review of the
Investigation information revealed RN #1 was

: suspended pending the investigation oulcome.

Furiher review of the investigalion documentatlon

revealed witness statements were obtained from |

RN #1, CNA#3, CNA #4, CNA #18, CNA #2,

Licensed Practical Nurse (LPN) #2, LPN #3 and

RN #2,

Review of RN #1's writlen statement, daled

(312815, revealed she noted she had abserved

Resident #2 {o be unresponsive lying on his/her

bed. Per the writlen slatement, RN #1

documented Resident #2 had no signs of life, no |

puise, no breathing or movement of any kind. ‘

. Continued review revealed RN #1 noted she did a-

| "sternum rub” (a painful stimuius applled to the

- slernum fo check for responsiveness) with no

i signs of life and the resident appeared lo have
been deceased for thirty (30) or forty-five {45}
minutes. RN #1's written statement revealed she

| left the resident's room and asked the CNAs to

! come o the room with her, where they all agread

| the resident was deceased, RN #1 documanted
sha listened with a stethoscope far a heartbeat
wilh none found, and she asked the CNAs if

; Rasident #2 was a Fuli Code, then they lefi the

| rasident's room to Mind out. Per RN #1's

! statement, when she discovered Resident #2 was

F 309!

a0
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i
i

- favealed she was the primary nurse for Resident
! #2, and the facllity's Charge Nurse on 03/28/15.

Continued Fram page 120

a Fuil Code, she nolifled the Physician and famiiy
bacause she knew “there was nothing that could
be done”, RN #1 documeanted "CPR would have
been futile®, as "there was no heartbeal", RN #1
further documented "there was Rothing that could
be dane by the nurse”, i

Interview with RN #1, on 04/04/15 at 3:26 PM,

RN #1 stated she was ceriifisd to perfarm CPR;
however, she was not aware of Resident #2's
code status when she found the resident
unrespansive at 4:50 AM, and therelore, she dig
notinitiate CPR for the resident. Continuad
interview revealed she went to the nurse's station
lo gel the CNAs to help her. According fo RN #,
the CNAs told her they thought Resident #2 was
a Full Code; however she still did not Initiate
CPR, as per the resident's requested wishes and
the Physician's Orders. RN #1 stated she went
back to the nurse's station to check Resident #2's |
chart for histher code status and determined the
res|dent was a Full Code, Hawever she did not

i
!
5
f
i
:
5
|
i
1
{
i

|
!
i

. inliate CPR, as per the resident's request and the |

Physlcian's Orders. Per interview, she asked the I
CNAs lo provide post-mortem care of Resident i
#2's body, and the CNAs reported they thought !
they felt a "heart beat”, and had seen the resident :
take a breath during the post-mortem care. RN {
#1 stated she listened for heart sounds with a ]
stethoscope and determined thers were none and:
again she did not initiate CPR, as per the
resldent's request and the Physiclan's Order. RN l
#1 stated, "well when you know they” {residents) |
were sick, and were post "CARG" (Coronary
Arlery Bypass Graft} heart surgery times four (4)

!
. vessels llka Resldent #2, "At what point do you g

draw the line? RN #1 stated sha guessed

F 309
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Resident #2 had been deceased at a minlmum of |
one (1) hour and “probably” two (2) to four (4)
l hours when she found him/her non-responsive.
She further stated she did not want to "break”
| Resident #2's ribs by perfarming CPR, and felt it
_was "fuiile" to do It. Further Interview reveated
- RN #1 siated she also did not want to “desecrate”
1 Resident #2's body.

! Interview with CNA #3 on 04/06/15 at 8:20 PM,

' revealad she was warking at the tima of the
incident involving Resident #2. Par Inferview, she
and CNA #4 were at the nurse's station charting
when RN #1 requested help with Resldent #2,

i She staled sha, RN #1 and CNA #4 went lo
Residant #2's room, and CNA #4 asked if the
resldent was still alive with RN #1 responding she

. didn't think so. CNA #3 stated RN #1 requested
the CNAs go back to the nurse's slation lo check

: the resident's chart to determine if Resident #2

i was a "Full Code”. Per CNA #3, they went back
ta the nurse's station, checked the chart and

" noted the resident was a "Full Code”. Conlinued
interview revealed when they returned to
Resident #2's room, they informed RN #1 the
resident was a "Full Cade" and she needed fo
initiate CPR. CNA #3 stated RN #1 told them (the
CNAs) she did want to "break” Resident #2's ribs,
She stated RN #1 did nat initiate CPR.

| Review of the facility's Investigation's documents

i of CNA #3's wriften statement, undated, revealed
after being lold Resident #2 was a Full Code, RN

. #1 slated she didn't want lo break Resident #2's

 ribs and requested CNA #3 and CNA #4 perfarm
post-mortem care on the resident’s bady,

; Continued review of the investigation revealed

I CNA #3 thought she fell a pulse, and CNA #4

! thought she saw tha resident breathing during the
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provision of post-martem care which they
reporied lo RN #1. Further review of CNA #3's
written stalement revealed RN #1 lisiened for a
heartheat wilh a stethoscope and determined
there was nane, then she proncunced the

- resident decaased.

Interview with CNA #4 an D4/06/15 at 8:00 PM,
revealed she was working at the tme of lbe
incident invelving Resident #2, and had
completed her resident rounds approximately

- every two (2) haurs. Per CNA #4, she had last
. rounded on Rasident #2 at appraximately 4:00

AM, and the resident was in no distress. CNA 4
stated before 5:00 AM, RN #1 came to tha
nurse's slation and asked her and CNA #3 (o help
her with Resident #2. According to CNA #4,

i when the three (3) of them entered Resident #2's :
1 room, sha observed the resident to be "yellow* in

color and she asked tha RN If the resident was

slill alive. She staled RN #1 replied she didn't ,
think so, and then asked them (the two {2) CNAs)
lo go lo the nurse's station to check the chart far
Resident #2's code status. She staledsheand
CNA #3 checked Resident #3's chart, noted the
resident was a "Full Cade” and retumed to lell RN
#1 this information. CNA #4 statad RN #1 told

her and CNA #3 she wasn't going to do CPR
because she didn't want to "break*” Resident #2's
ribs. Tha CNA staled RN #1 didn't Iniiate CPR
even lhough Resident #2 was a "Full Code”, and
then RN #1 asked her and CNA #3 to da
post-mortem care on the resident’s body. Further
interview reveaied during the posl-mortem care, |
Resident #2's body was warm and she thought
she saw the resident take a breath which she ,
reported {o RN #1, CNA #4 stated RN #1 listened |
with a stethoscope for a heartbeal, and she didn't
hear ana and requested the CNAs lo continue

F 309
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i with the past-mortem care.

. Intervisw, on 04/06/15 at 12:38 PM, with RN #4

} revaaled she had reported to work on 03/28/15 at .

; 6:00 AM, and it was reported fo her Resident #2
had "just passed away”, She stated when she
got lo work, the night shift CNAs, {CNA #3 and
CNA #4) were “leary eyed" because the nurse

. had not done CPR for Resldent #2. RN #4 statad

! CNA#3 reported to her that she had falt a pulse
twao {2} or three (3) times, and had lold RN #1,
According fo RN #4, CNA #4 told her Resident #2
had taken "at least ona {1) brealh, maybe two {2)"
and she had reported this information to RN #1. |

- RN #4 stated RN #1 reparted to her she didn't do |
CPR for Resident #2 bacause she didn't want to
break the resident's ribs.

i Interview with the Director of Nursing (DON), on

| 04/02/15 at 11:40 AM and at 2:19 P, revealed

" RN #1 had left her a volce message on her

- celivlar (cell) teiephone (phone) on 03/28/15
around 4:50 AM, reporting Resident #2 had

| explred. Continued interview revealed she talked

I to RN #1 on 03/28/15 around 11:30 AM, and RN

! #1 reported to her she did not initiate CPR far

| Resident #2 because the resident had already |

i expired and she (RN #1) did not want to "break” !
the resident's ribs. She staled RN #1 raported |
Resident #2 had a lot of heart and madica! :

. lssues, The DON revealed the faciiity did not

! hava specific procedures in the evenl death

. should oceur to a resident with a Full Cade

| status; however, her expectation was CPR would |

i be initlated immedialely 2nd “811" called to

! ranspart the resident to a hospital. She stated

* {he facility also did not have a CPR specific policy

i but her expectation was if a resident was found

| unresponsive, the nurse shou!d assess the
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| resident and If no pulse or breathing was found, i i
check for the resident's coda status. The DON |
stated for Resident #2, CPR was not Initiated and :
It should have been, as per the rasident's wishes. .

: Interview with the Administratar, on 04/06/15 at E
11:53 AM, revealed the facillty's procedure had /
been for staff to Initiate CPR if they wers ceriified I
to do s0, otherwise they were 1o call “944" for ! !
emergency services. The Administrator statad
his expactation was the facility's licensed nurses [

| should know which residents had a Full Code |

- Status and if that was their status, CPR should - ;

_ Immediately be initiated i the resident was found |

| unrasponsive with no signs of life. Further i
interview revealed RN #1 should have Inittaled '
CPR when she identified Resident #2 was !
unrespansive with no signs of life,

The facllity provided an acceplable credible
i Allegation of Compliance {AQC) on 04/14115,
' which alleged remaval of the IJ effactive
04112/15. Review of tha AOC revaaled the facliity
| Implemented Lhe following: i
"1. On 03/28/15, the Diractor of Nursing (DON)
l‘ infizted an investigation into the incident invoiving
! Resident #2. The DON inlerviewed {Reglstered
' Nursa) RN #1, Cerlified Nursing Assistant (CNA)
' #3 and CNA #4 regarding Resldent #2 not
: receiving Cardiopulmonary Resuscitation {CPR)
 even though the resident was Full Code status.
RN #1 was suspended pending the facility's
investigation, On 03/30/15, an inilial repart of the
| Incident Involving Resident #2 on 03/28/15 was :
| sent to the Stale Agency by the Social Services |
! Dirgctor.

2. On 03/30/15, RN #t was terminated from her ! i
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pasilion of emplayment with the fachity.

i 3. On 03015, the facility developed a Code
' Status Acknowledgemant palicy which included
- the procedure for a visual identification system. i
Fuli Code status residents would be identified by i i
' application of a green bracelet to the residant's ] : !
| wrist, and placement of a green slicker outsida
: the resident's door beside their name. Arasident
wilh a Do Not Resuscitate {DNR) status would
hava a black sticker on (he door by their name.

| 4. On 03/31/15, the DON and the Assistant DON ?

. (ADON) conducted education in smal group !
sassions to all staff (wilh the exception of four |
{4}s1aff an medical leave) related o their |
. knowledge and understanding of the faclity's |
| Code Status Acknowledgement pollcy, Education
related ta the Code Status Acknowledgement
policy was added {o the training agenta for New
Empicyes Orientation. ;

* 5. On03/31/15, Medical Records personnel !
| conducted a review of all current residents In the |
facility to verify their code stafus, !

6. On 03/31/15 through 04/01/15, the Social

* Services Director (SSD) raviewed Advance

Directivas with all current "Full Cede” status

rasidenls and/or their Power of Attornay (POA) to
ansure thelr code status was accurate.

! 7. On 04/01/15, the SSD verified the Cade '
- Stalus Acknowledgement palicy was [
: Implemented by a visual inspection of all full code !
' status residents to ensure each had a green

i bracelet on their wrist and a green sticker next to

| their name on the door.
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: 8. The SSD monilored daily beginning 04/01/15
" through 041115, ta ensurs all full code slatus
resldents continued o wear a green bracelet and
had a green sticker next to thelr name an the !
outside of thelr door. !

9. On 04/06/15 through 04/11/15, the

- Administrator and the DON made dally rounds

' through the facility on all shifts 1o question and
talk with staff about the naw Code Status pollcy.

10. On 04407115, the Administralor aducated the ,

| Minimum Data Set (MDS) staff related ta !
resident's coda status documented on the :
resident's Comprehensive Care Plan (CCP)and it
was fo ba raviewed al the resident Care Plan
Conferences.

~11. On 04/07/15, MDS staff conferred with

i Madlcal Records staff to verify each residents’
code stalus was correct. The MDS staff revised
all rasident CCPs to reflect each resident's |
Advarnce Directives. !

12. On D4/07/15, the Code Stalus Palicy was
revised {o incorporale Instructions to add code
stalus to resident CCPs on admission,

: 13. Beginning 04/15/15, the SSD will review code
| tatus with all the residents andfor their POA
during resldent Care Plan Canferences,

14. On 04/07/15, the DON audited all licensed

| Charge Nursa's persormel files for the presence

' of current CPR certifications, and faund twa (2)
who were nol current. On 04/08/15, all licensed .
nurses were instructed to have current CPR g
certification by 04710715,

F 309’
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. 15. On D4/08/15, tha Administrator implemented
. @ CPR policy and a Code 500 Policy. On

- 04/08/15, the Adminlistrator pravided education to
| the DON and the ADON related {o the new CPR

¢ and Code 500 poiicies.
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16. On 04/08/15 through 04/11/15 the DON and t
. the ADON conducied education with all staff
related to the CPR, Code Stalus, Code Status
. Acknowledgement and Code 500 policies and
General Documeniation Guldslines for CPR, with
post-education lests lmplementad on 04/10/15, {0
. ensure the slaff’s knowledge and understanding i
of the policles.

' 17. On 04/09/15, the Administrator audited alt

. currant resident charts to verify the code status
| was on each resident's CCP, with no Issues

¢ identified.

18, The DON will audit new hire nursing staff for ;
CPR cerlification explration dales and will

. schedule CPR certification courses as necessary ;

to ensure alf charge nurses maintained CPR [

cerlificatlons. !

i

{ 18. On 04/M0/15, the Administrator audited all
nurses’ personnel files to ensure all were CPR

i cerliffed as instructed on 04/08/15. Nolssuss

. wera Identified and the Adminisirator will continue i

' to verify the DON audits of Charge Nurse's i ;

i persennel files to ensure they maintain CPR i

| cerlification.

|20, On D41OAS, the Adminisirator audiled the ,‘
| current facility schedule 10 verify a CPR certliied i
. stafl member was present in the facliity at all : ‘
times. The Administrator will continue lo audit 1
the nurse schedule monthly, and when changes i
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" cerlified nurse.

, accuracy.

signed by the SSD.

F 309 Conlinued Fram page 128
oceur, 10 snsure all shifls are staffed with a CPR |

. 21. On 04110115, the Adminlistrator, the DON and

' the ADON conducted a Mack Code 500 dril) and
raviewed findings after complellon with staff wha
responded to the drill. The facility will canduct
Mack Code 500 drills on weekly basis for the
next sixty (60) days, on different days and shifs.
The Administrator and the DON will monitar Code

. 300 documentation far completeness and

22. On 041015, the Administrator notified the
Medical Direclor of the code policy revisions.

The State Survey Agency validated the
- Implementation of the faclity's AOC as follows:

1. Review of the facility’s investigalion of the
"incldent revealed RN #1, CNA #3 and CNA 24
were inferviewed related to the Code 500 avent
involving Resident #2, Continued review of the

Investigallons revealed, RN #1 was suspended
on 03/28/15, pending the Investigatian rasuits.
Per raview, the initlal report was sent to the Slate
Survey Agency regarding the Code event
involving Resident #2 on 03/30/15, and it was

| Interview, on 04/18/15 at 2:26 PM, with the DON
| revealed she had initiated the Investigation on

i 03128115, and interviewed the
'#1, CNA#3 and CNA #4). Pe |
' Was suspended from work pending the results of
: the Investigation. The DON stated the SSD sent

slaff Involved (RN
T Interviaw, RN #1

F 309
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|
|

|
|
|

| the inttial repart of the Incident to the State Survey
Agency an 03/30/15, '
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2. Raview of RN #1's parsanne file verified she

, was lerminated from her employment at the |

- facllity, Interview with RN #1 on 04/04/15 at 2: 26
PM, confirmed her employment at the facility was
terminated on 03/30/15.

' Interview, on D4/16/15 at 2:26 PM, with the DON '
revaaled RN #1's employment was terminatad an
03/30M15.

. 3. Review of the facliity's Cade Status
Acknowledgement policy, dated 03/30/15, and
revised 04/08/15, ravealed it included the

| procedure for visual identification of a resident's
code status. Per the Pollcy, Full Code status
residents would wear a green bracelet on their |
wrist and have a preen sticker localed outside the |

i roam door by their nama.

Interview, on 04/16/15 at 2:26 PM, with the DON |
! revealed tha facility's Code Status
. Acknawledgement policy now Included the
procadura for visual Identtfication of a resident's
code stalus through Full Code residents wearing
| @ green bracelet on their wrist and a graen sticker |
' placed by the resident's name outside their room
door. ‘
i !
!4, The faclity's CPR pollcy and Code 500 policy, |
Code Status policy znd Code Status
! Acknowledgement palicy were reviewed, Raview |
of the facility's in-service sign-in forms dated |
' 03/31/15, revealed slafi was educatad on the i
facliity's Code Status Acknowliadgement paticy
: and the other code related policles. Reviewof |
| the facliity's New Employee Education Pack
 revealed the Code Status Acknowledgement
pullcy education had been added.

g
I
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 interview on 04/06/15 at 8:00 AM with CNA #4; at [
8:20 AM with CNA#3; at 12:38 PM with LPN #8; i
al 1:58 PM with CNA #5; at 2.00 PM with CNA #6; '
al 3:55 PM with CNA #11,; and, at 4:05 PM with
LPN #7 revealed they had all been provided i
education relzted to the fadility's Code Status {
Acknowledgement Policy beiween 03/31/15 and
0411115, In small group sessions. ! i

! Interview, on 04/16M8 at 2:26 P, with the DON f
. revealed the educatlon on the Code Status :
Acknowledgement policy had bean provided as | | , !
| perthe AOC, wilh all but four (4) staff recelving !
- the education. The DON slated the four (4) staff !
. who had not receive the education were on
medical [eave, but would not ba pul on the |
schedule to work unitil they had received the |
i education. Per inlerview, the education was
. added to the new hire orientation training agenda. !

5. Review of the Medical Records documentation !
| related to the verification of all residents’ cede
i status, ravealed all residents’ code status was
| varified.

 Inlerview with the DON, on 04/16/15 al 2:26 PM, |
; revealed afler Medical Records complied the
code stalus Information, she verified it with i |
' comparison 1o the residents’ written slgned
consenis.

6. Raview of the documentation of the SSD's
Advance Directives review with all current *Fuli
: Cade" siatus residents andior thelr POAs to
 ensure the code was accurate revealad the code
' status was varifiad for aach resident from
03/31/15 through 04/01/15. ] !
i | '
! intervlew, on 04/02/15 at 1:20 PM, with Resident
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- #3 revealed hisfher daughter was the restdent's |
POA and talked to staff about decisions regarding :

i histher care; however, a green bracelet {indicated :
a Full Code status) had been placed on him/her

1 on 04/01115. Interview, on 0471515 at 11:07 AM,

' with Resident #3 ravealed the SSD had talked ta
the resident about hisfher "Full Code” status.
Interview, on 04/14/15 at 12:24 PM, with Resldent

1 #10 revaealed the SSD had discussed tha

! rasidant's "Full Code" status with him/her and i
helshe had made tha decision lo have the code

; slalus changed to a DNR. Interview, on 04/14/15
al 12:45 PM, with Resident #B8 revealed the
resident thoughl someone had talked with |

| him/her about Advance Direclives; however, |

. helsha could not recall who had talked to him/her. |

. Rasident #B revealed he/she was not aware of

{ what hisher Advance Direclive or code stalus

E was at this time. |

| Interview, on 04/16/15 at 1:08 PM, with the SSD

i revealed she had conducted the Advance

1 Directives review with *Full Code” status

; residents and/or their POA to verify the code

t status was accurate. The SSD revealed if a

» resldent requested to change their slatus, it was
changed as requesied.

1 7. Review of documentiation of the check off
shesal, daled 04/01/15, revealed the SSD had ;
varified all Full Code slalus residents had a green .

I braceiel on Lheir wrist and a green sticker next to

i thegir name on thelr door,

{

Observation ravealed eleven (11) of eleven (11)

! rasidents, who were *Full Codg” status, wers
wearing a green bracelet and had a green sticker |

. outside the room door by their name.

U
PIONEER TRACE NURSING HOME FLEMINGSBURG, KY 41041
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. Interview, on 04/16/15 at 106 PM, with the S5D
ravealed she had conducted a visual inspection |
of all "Full Cade” resldents on 04/01/15 to ensure |
the Code Status Acknowledgemant policy had
been implemented. Perthe SSD, sha verified all

. Ihet "Full Code" status residents were wearing a

| green bracelet and a green sticker was by the
 resident’s name outsida their room doar.

B, The computer gensrated "Full Code" status
logs ulllized by the SSD 1o monltor that all "Full
Code" status residents had a green sticksr on
their door by their name and was wearing a green
bracelet. The review revealed the SSD's "Full
Code” status log had been checked and signed
by the Admiinistrator on 04/10/15, fo verify the log
had been campleted by the SSD.

Interview, on 04/16/15 at 1:06 PM, with the SSD
revealed she had conducted the monitoring
beginning 04/0115 through 04/11/15, 1o ensure
residents had the green bracelet on if they had a
"Fult Code® status, and lo ensure the green
sticker was beside thelr names outsida their room
doars.

Interview, on 04/16/15 at 3:00 PM, with
Administrator revealed he had reviewed the SSD
log and verifled the SSD had completed the
monitaring to ensure "Full Code™ status resldents
had their green bracelet in place and the grean
sticker was beside thelr name outside the room
door. i

9. Reviewad the Administrator's and DON's daily
‘ rounds log sheet dated 04/06/15 through i
1 D4/11/15, which revealed lhe rounds were made
! each day an all shifis. Reviewed the

_ documentalion of tha educational questions and |

F 309
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| answers lhat wera raviewad with staff. g

I interview, on 04/15/15: a1 11:45 AM with RN 24:
“al 1:20 PM with CNA#12; at 1:25 PM with House |
: Keeper #14; at 1:30 PM with Dletary #15; at 1:40
{ PM with LPN #6; at 1:50 PM with LPN #1; at 2:10
PM with LPN #8; at 2:20 PM with CNA #13; at
3:40 PM with CNA #4; al 3:50 PM with CNA #{1;
at 7:10 PM with LPN #9; at 7:20 PM with RN #5;
| &t 10:05 PM wilh CNA#3; at 10:18 PM with CNA {
| #4; al 10:25 PM with CNA #17: and, al 10:30 PM
with CNA #18, the Administrator and DON had =~ |
been completing rounds on each shift guestioning |
| and educating siaff about codes and the facllity's |
| tode stalus policies.

- Interview with the DON, on 04/16/15 at 2:26 PM

, and at 3:00 PM with the Adminlstralar, revealed

| they had conducted the dally rounds throughout

: the faciity on all shifis to question and talk with
slaff aboul the facillly's Code Status policy. They |

" stated they had ensured staff undersiood the new !

policy with no problems identified. Per interview, i

- the results of the dally rounds would be takento |

the facility's Quallty Assurance/Performanca |
improvement (QA/P) Commiltee, and any issues
discussed with development of a plan to correct

| the problem.

! 10, Reviewad the education given lo the MDS
staff by the Adminisiralor related to ensuring

: residents’ code status was documented on the
CCP and thal the code status was to be reviewed

, &l residents' cara plan confarences.

+ Interview with the MDS Coordinator an G4/16/15

. at 3:05 PM, revealed the education had been
provided by the Adminisirator regarding residents'

| cade stalus being on the care plan and ensuring

F 309
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| the code status was discussed jn the residents’
| care plan meetings.

| 11, Reviewed 100% of the facliity’s residents’
, CCPs which revealed each resident's code stalus
| was cara planned with interventions. |

- interview with the MDS Coardinalor an 04/16/15
at 3:05 PM, revealed MDS staff had talked to the |
Medlcal Records staff lo verify each resident's |
code status was comrect. Per interview, MDS staff

| revised all resident's CCPs o address each {

resident’s Advance Direclives including the code |
| slatus,

+12. Revilewed the Code Stalus Policy which i
revealed it had been revised April 2015, and
Included ensuring each resident's CCP Included

i the code status be incorparated on admissian,

| Reviewed the facllity's “Admission Chackiist far

' Nursing” farm which revealed it included the
infarmatlon for nurse’s to obtain an order for the
new resident’s code stalus, place the appropriate
sticker on the resldent's namepiate, plzce a green

 bracelet on "Full Cade” residents and ensure the

- code status was added to the resident's care

i plan.

i

k

 Interview, on 04/16/15 at 3:00 PM, with

| Administrator revealed the facllity's Code Status
Policy had been revised as per the AQG.

13. Reviewed Cara Plan Conference noles,
- dated 04/15/15, which included reviewing the
: rasident's "Code Status” at the pianned Care Plan
| Canferencas.

' Interview, on 04/16/15 al 1:06 PM, with the S50
revealed residents' code status was being

F309
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F 309 Continved From page 138 !
discussed at care plan conferences which began
! on 04/15115. |

f 14. On 04/16/15, the "Employee Roster Report”

i listing of all llcensed staff with CPR explration

| dates and copies of thelr CPR cenlification was

! reviewed. Reviewed the CPR cerlification class
roster and certification cards from classes
provided by the faclily an 04/08/15 and 04/10/15.

. Raview of the documentation revesled all
licensed nursing staff now had current CPR

. certification.
15. Reviewed the facllitys CPR and Code 500

! policles. Revlewed the sign in sheet and

| education pravided by the Adminlstrator to the
DON and ADON refated {o the CPR and Code

| 500 Policy dated 04/08/15.

{ Interview with the DON and ADON, on 04/16/15

| at 2:28 PM, revealed they had been educaled by

- the Administrator on 04/08/15, regarding the CPR
and Code 500 policies. ;

: Interviaw, on 04/16/15 at 3:00 PM, with the
j Administrator revealed the faclity's CPR and
Cods 500 policies had been implemented on
04/08/15, as per the AQC. A past-survey
imarview on 05/01/15 at B:32 AM, with the
Administrator revealed after becoming aware of
the need to hava someone CPR certifled in the
tuliding at 2|l times, he had read the raguiatary
requirements and conferenced with the
Consuliant Adminisiralor for guidance. Per
! Interview, the Consultant Administrator had
1 discussed with him getting staff CPR cerilfied and |
; what neaded to be done to ensure this was done. !
: The Adminlstralor stated he and the Consultant
Administrator had communication "all the way

F 308!
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| through” the process and had devetoped the plan |
of action. ‘

. 16. Reviewad the sign-in sheets and education

| provided by the DON and ADON for all staff

| related to the CPR and Code 500 Policy, daled

| 04/08/15 through 04/11/15 and reviewed the

; post-lests,

Interview, on 04/15/15: at 11:45 AM with RN #4; |
al 1:20 PM with CNA #12; al 1:25 PM with House

+ Keeping #14; at 1:30 PM with Dietary #15: al 1:40
PM with LPN #8; at 1:50 PM with LPN £1; at 2:10 |
; PM with LPN #8; at 2:20 PM wilh CNA #13; at
| 3:40 PM with CNA #4, at 3:50 PM with CNA#11;

| at 710F'Mw|thLF'N#9 at 7:20 PM with RN #5; :

| @t 10:05 PM with CNA #3; at 10:18 PM with CNA
#4 at 10:25 PM with CNA #17; and, al 10:30 PM i

i wnlh CNA#18 revealed they had all been

1 educated on the CPR and Code 500 policies, and
other code policies and General Documentation
Guidelines for CPR, and had taken a post4est
after the education.

Inlerview, on D4/16/15 at 2:26 PM, with the DON
revezled all bul four {4) staff had raceived the
education an the facility's code policies and CPR
policy. The DON stated the four (4) staff who had
not recelved the education were on medical

leave, but would not be put on the schedule to
work until they had received the education. Per |
interview, the education was added to lhe new
hire orientation training agenda.

- Interview, on 04/16/15 at 3:00 PM, with
Administralor revealed facility staff had been 1

| educated an the CPR, Code 500 and other cade
policies, as per the AQC,
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F 309 ' Continued From page 137

17. Reviewed the Adminisirator's audils of all
resident’s CCP for verification that each residents’
! code stalus was care planned. The sudits
| ravealed each resident had a "Code Status” CCP
with no issues [dentlfled and the Administralor
+ had signed the audits as compieted on 04/09/15.

' Interview, on 04/16/15 at 3.00 PM, with
Administrator revealed he had completed the
audit of all residants' CCPs on 04/09/15, wilh no
problems nolad, as per the AQC., Par interview,

i the results of tha audils would be taken to the

| facility's Quality Assurance/Performance
Improvement {QA/PI) Committee, and any issues
discussed with development of a plan to correct

18. Interviaw, on 04/16/15 at 2:26 FM, with the
DON revealed she would audit all newly hired
' nursing staff for their CPR certification expiration |
dates. Per interview, she would scheduls CPR |
| certification courses as necessay lo make sure
{ the Charge Nurses alt maintained their CPR

! 19. Reviewed the Administrator's audils,
| performed on 04/10/15, of all nurses’ personnel
 files 1o ansure they were CPR cerlified. The
| audits revealed each licensed staff's CPR

i cerlification was present with the explralion dale,
: and no issues were identified by the

| Interview, on 04/16/15 at 3:00 PM, with the

! Adminisirator revealsd he had performed the
audits of all nurses’ personnel files for CPR
ceartification on 04/10/15, and had nat identified a

; problem, The Administrator revealed he would

. conilnue to monitor the DON's verification of the

F 309}
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Charge Nurse's CPR cetification to ensure they
: maintained current CPR ceriification. Per
| interview, the resulis of the audits would be taken
to the facilily's Quality Assurance/Perfarmance
| Improvement {QA/PI) Commitiee, and any Issues
- discussed with devalopment of a plan lo correct
; the problem.

! 20. Reviewed lhe Administralor's audit of the
current facility schedute verifying 2 CPR ceriified
staff member was present in the facilty at ail

- limes, dated 04/10/15.

" Inlerview, on 04/16/5 at 3:.00 PM, with the
Administralor revealed he had completed the

- audit of the facility's current schedule to verify a

i CPR certifled staff member was present in the

 facility at all times on 04/10/15. He revealed he

| waould continue to moniler the nursing scheduls

i monthly to ensure all shills were staffad with 3

i CPR certiiied nurse. Per interview, the resulls of

 tha audits would be taken to the facility’s Quality
Assurance/Performance Improvement {QA/PI) !

i Commitiee, and any issues discussed with
developmant of 2 plan {o correct the problem.

21. Reviewed the sign in sheet and noles for the
Mork Code Drill, conducted on 04/10/15.
|
Interview on 04/15/15: al 11:45 AM with RN #4; at
: 1:40 PM with LPN #6; at 1:50 PM with LPN #1;
and, at 2:10 PM with LPN #8 ravealed the Mock |
| Code Drill had been compieted by the facility, and |
| the findings had baen reviewed with staif and !
- allawed for staff input.

* Intarview, on (4/16/15 at 2:26 PM with the DON
. and at 3:00 PM, with the Administralor revealed
the Mock Code Drill had been comgleted on
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| 04/10/15, as per tha AQC. They stated the | j :
i results had been discussed with staff aflerwards. i
! The Administralor and DON revealed the facility .
{ would continue to conduct Mock Code Drills
- weekly for sixly (60) days on different days and
| shifts, and they would monitar the documentalion
! of the drllls for accuracy and camplelenass, as
- per the AQC,
| 22. Interviaw, on D4/16/15 al 1:20 PM, with the
I Medical Direclor revealed the facility had notified
* him of the Immediale Jeopardy and findings. Per
; interview, he had alsc been nalified of the |
I changes made to the facillty’s code policies and
. the new syslem for identification of "Full Code"
e The Administrator has available
F 490 483.75 EFFECTIVE A ces in multiple forms that were
S5=K ADMINISTRATION/RESIDENT WELL-BEING TESout ) )
, ~ utilized to develop systems required to
. Afacility must be administered in a manner that | i bring the facility into compliance and
i enables it 1o use ils resources effectively and i to continue to attain or maintain the
| efficlently to attain or maintain the highest - :cable ohvsical ¢
practicable physical, mental, and psychosocial highest practlca. (P BE[= T, ) al,
well-being of each resident, { and psycho-social well being of each
; ' resident.
! - !
1 1 « . -
' This REQUIREMENT is not met as evidanced | ; The Administrator has hﬂ.d du-ect'
, by: = - = I ] resident observation and interaction,
Based on interview, racord review, review of the | : q d !
: "Job Description for Adminisiralor®, 2nd review of | ; fhre‘:t st.aﬂ' Obi;afvimont?n ith
{ the facility's policy, it was determined the facility ' lntel_'BCtIOD, and interaction with
. failed lo ansure it was administered in a manner family members on multiple shifts en
; which enabled it 1o use ils resourcas effectively ! i a daily basis since 4/6/15. The |
and efficienily {o attain or maintain the highest e r 0 . _
- practicable physical, mental and psychological ’ Administrator has a551§ted 2 =13
i well-being of each resident. Tha faciity's development and creation of policies
I; Administration falled to ensure residents' ' ' and procedures to direct staff on Code
. L Q i
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F 480 ' Conlinued From page 140 F 490; Administrator has reviewed records
Advance Direclives and code siatus preferances . for accuracy and consistency, held .
were hanored; and, failed to evaluale the facility's | weekly meetings with DON and
policies and staffing requirements, to maintain an ' Social Worker participated in weekly
effective syslem 1o ensure Advance Directives o N d
and personal choices were implemented. | QﬁfP_I Committee meeting, discusse
* facility progress with Medical
: On 03/25/15, Residen! #2's Responsible Party i Director and provided progress report
. signed Advance Directives requesting "Full Code” to Board of Directors
 stalus for the resident, with fife-saving measures = .
to include cardiapulmonary resuscitstion {CPR), i
in the event the residenl's heart or lungs failed to | The Administrator will direct the
function. On 03/28/15 &t approximately 4:50 AM, HH
 Registered Nurse (RN) #1 found Resident #2 to cfforts of the employees of the facility
 be unresponsive; however, the nurse failed 1o and d“'e‘}ﬂ}’ oversee their actions in |
| honor the resident’s Advanced Diractives related . order to implement the Plan of
| to hismer "Full Code” status when she did nol Correction. Additional financial
jnitizte GPR. I resources will be made available as
- Furthermore, the facllity failed 1o ensure that at i needed to ensure the success of the
least one staff member irained in the provision of . implementation. If immediate action
CPR was on duty at all times. Additionally, the i were to be required before report to
Tacility faied io ensure residents’ care plans were | i . ine thel s
developed to include Interventions in accordance i the QAPI Committee meeting, the
wilh each resident's Advance Directives and i Administrator woulid take this action.
personal preferences related (o code status. " The action is tasked to the role that
Review of tha facility's policies revealed they were would resolve the issue
; hol specific regarding the requirements related to i -
- staff providing CPR and they did nat address the | ;
; reguiatory requirements for CPR-trained staff 1o ] The Administrator will be available on
' be on duty at all times. (Refer to F155, F279, i C : . :
F281, F309 and F514 ) ] e daily basis twenty-four hour per day
: i 8s needed to answer questions, :
The facility's fallure to have an effective . provide guidance, and authorize
| Administralor with oversight of planned " utilization of resources as necessary.
+ interventions to ensure residents’ wishes were i s . .
honored at end-of-Ife placed Resident #2 and Socm.] Worker w,l“ B w
other residents al risk for serious injury, harm, | ' Administrator with results of “Full
impairment, or death. Immedisle Jeopardy (i) : Code™ status audits for review to
was identified on 04/07/15, and was determined | ensure all residents advance directives
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F 400! Continued From page 142 E 490’ will review documentatlun from Care
| Policy", dated July 2011, revealed the facilty - i Plan Conferences to ensure Social
 recognized 1wo (2} code Stalus options for its ¢ Worker is discussing advance
rasidents, Full Code and Do Not Resuscitate . directives with residents/ responsib!
{PNR) status, (DNR status indicates no | :m A A trator will rep\new alg
life-saving resuscitalive measures are (o be taken | parties. Adminis
if an individual s found lo be withoul signs of life.) abuse questionnaires weekly
Fuﬂherd review revealsd Full Code status | according to monitoring schedulc to
" required the resident or Responsible Parly to sign i
- a Code Stalus Consent form, l ensure staff knowledge and |
! | understanding of Abuse Prevention |
. Review of the facility's “Resident Rights”, i policy. Administrator wiil J
Uﬂdalﬂd. revaaled residents had a righl ioa I llnmedlﬂtely conduct Abuse Educauon
_dignifiad existence, sel-determination, and ith staff if i ) ed
communicalion with access to persons and i with staff if questionnaires reveal ne
services inside and outside the facility. Further : for further education. The i
I review revealed the facility would mainlain writien I Administrator will sudit all Mock |
policies and procedures regarding Advance : i
Direclives, Including provisions to inform and Code 500 drill forms to L1 staﬁ'i
| provide written information to alf adult residents . knowledge and understanding of Code
| concerning the right to accept or refuse medical 500 policy and procedures. *
! or surgical reatment and, at the individual's . Administrator will review CPR I
" oplion, formulate an Advancs Diractive. | Certificati otion dat ith
Conlinued review revealed the facility would ertiication expiration dates wi
provide staff education cancerning its poficies and | DON on a monthly basis to ensure |
pracedures ralated tn Advance Direclives. : chm-gc nurses retain CPR i
Review of the facility's policy tiled "Resident Care Certification. The Administrator will
Plan", dated 05/01/08, revealed the resident cars | directly participate in the QAP |
plan would reflect the specific needs of the . | Committee meetings inorderto |
- residenl. Continued review revealed the services | monitor the performance of employees
| provided or arranged by the facility would meet d th
' professional siandards. and measure their progress.
. On 03/28/ 115- Re%ident #? was Lﬂund lo t?et ' | The Board of Directors have taken an
unresponsive, with no pulse and no respiratory . : : . s
efiart, by RN #1. Review of the Advance i |~ active pertiinjoversceing the operatian
Directives, signed by the Responsible Partyon | i of the facility. The s fefm?
03/25/15, and raview of the Physician’s Order | | to above that were available to the !
revesled Resident #2 was Full Code status; | Adminigtrator were as follows: 1) The
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7 T fuitsupporTof te-Board-of Birectors—
F 480 Continued From page 143 F4go! as edvisors; 2) The full financial

however, RN #1 did not initiate CPR in 1 support available for any
accordance with the restdent’s wishes. (Refer l - changes/cquipment that may be
F155and F2a1) ~ required, including increases in wages
Review of the active comprehensive Care Plan | and making changfas n P°§1h°n5; 3)
for Resident #2 revealad no inlerventions relsted Full charge authority within the
to the resident’s code slatus or personal cholces facility to direct all employees as
;;r;%r)ding to histher Advance Direclives. (Refer lo | required to facilitate changes as

| TIECESSary.

Review of CPR raining records and staffing
schedules revealed the facllity failed lo have an i
effeclive system lo ensure at least ane (1) staff [
member was CPR certified and on duty in the i
facility at all times, as required by regulation.

Review of the {acllity's "Daily Staffing Sheet”

forms revealad from 02/01/15 through 04/06/15,

there were three (3) night shifts which did niot i

have a CPR certified person present in tha
facility.

6/12/15

! Interview with the Adminisiralor, on 04/06/15 at
! 11:53 AM, revealed the facility did not have a
i policy specific ta initfating CPR. He stated it was |
, facility practice for CPR 1o be starled immedijately
| by a person trained to do so if a residen! with Full '
{ Code status became unresponsive without g
; cardiac andlor respiratory function. He further |
! slated "9-1-1" was lo be called for emergency |
1

!
!
:

! assistance if no one present was trained in CPR.

i Continued interview revealed the facility did not

' have a policy or requirement for all licensed '

i nursing staff to ablain and maintain a current

; CPR cerification, and did not have a system in !

| place to ensure a CPR certified staff member was X

| on duty st all imes, Review of the "Job ! :
Description for Administralor”, signed by the ?

- Administrator on 01/07/14, revealed the : ;

' Adminislrator was responsible lo study and keep i
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1 1

: current with the changes of all requlations.

Howaver, interviaw with the Administrator

ravealed he was nal aware, prior 1o this survey, af

the regulatory raquirement regarding staffing of

the facility with CPR frained individuais at all
iimes.

{nterview with the Administrator, on 04/06/15 at
. 11:53 AM, revealad the facility did nol have a
| system in place to Identify which residents were a i
"Full Code® status and which ware a “DNR"” status
withoul checking the char or the compuler. He '
' stated it was his expectation for the llcensed :
nurses to know the code status of their residents, |
- and to honor each rasident's personal wishes : )
according to their Advance Directives. He further :
stated ff a resident was Full Code, CPR shauld be
starled immediately when the resident was | i
! determined to be withou! signs of life. H
Specifically, he stated RN #1 should have
tnitiated CPR for Resident #2 as soon as tha
i resident wes discoverad o be Full Cade status
' and unresponsive.

Subsequent intarview with the Administrator, on |
04/0815 at 4:30 PM, revaaled the facilily did not
develop Care Plans related {o Advance
Directives. However, he stated honoring each
resident’s wishes according to their Advance
Directives was a care need cancern, and should
ba included on the Comprehensive Care Plan,

: The facility provided an acceptable cradible
Allegation of Compliance (AQC) on 0411415, ! ! !
which alleged remaval of the 1) effective | ;

| 04112115, Review of the AOC revealed the faciiity | : ,

. implemented the following: !

1. On 03/28/15, the Director of Nursing (DON)
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F 490 . Continued From page 145 F 480,

. inillated an investigalion inlo the incident involving |

- Resldent #2. The DON interviewed (Registered :

' Nurse) RN #1, Cerlified Nursing Assistant (CNAY :

' #3 and CNA #4 regarding Resident #2 not [

' receiving Cardiopulmonary Resuscitaiion (CPR)
even though the resident was Full Code status.
RN #1 was suspended pending the facility’s
Investigation. On 03/30/15, an initial report of the

i Incident invalving Resident #2 on 03/28/15 was

! sent to the State Agency by the Social Services
Direclor.

: 2, On 03/30115, RN %1 was lerminaled from her
| posilion of employment whh the facility,

3. On 03/30/15, the facility developad a Code

| Status Acknowledgement palicy which Incuded
the procedure for a visual identification system,
Full Code status residents would be identified by

: application of a green bracelet 1o the resident's
wrist, and placement of a green sticker oulside

 the resident’s door beside their name. A resident
with a Do Not Resuscilate (DNR) status would
have a black sticker on the door by their name.

4. On03/31/15, the DON and the Assistant DON
- (ADON) conducted educalion in small group
| sessions o all staff (with the exceplion of four
| {4}staff on madical leave) related io their
| knowledge and understanding of the facility's - !
' Code Status Acknowladgement policy. Education : i
| related lo the Code Stalus Acknowledgement
 policy was added to the training agenda for New
, Employee Orientalion. : i

* 5. On 03/31/15, Medical Records personnel
| conducled a review of all current residents in the ;
| facilily fo verify their code status. !
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6. On 03/31/15 through 04/01/15, the Social
| Services Direclor (SSD) reviewed Advance
¢ Directives with all current "Full Code" stalus
_rasidents and/ar their Power of Atlorney (POA) o | !

ensure their code status was accurale, ! |

. 7. On 04/01/15, the S50 verified the Code |

| Status Acknowledgement policy was ’
implemanied by a visual Inspection of all full code
slatus residents o ensure each had a green
bracelat on thelr wrist and a green sticker next to
their name on the door. |

8. The SSD monitored daily beginning 04/01/15
through 04/11/15, to ansure sl full code status

' residents continued {o wear a grasn bracelet and
had a green sticker next to their name on the
oulside of their door.

9. On 04/06/15 through 04/11/15, the
| Administrator and the DON made daily rounds i
| through the facillty on all shifts to question and
" talk with staff about the new Code Status policy. i

10. On 04/07/15, the Administrator educzaled the
Minlmum Data Sel {MDS) staff related lo j i i
: residen{’'s code status documented on the i
: rasident’s Comprehensive Care Flan (CCP) and it
was to be reviewed al the resident Care Plan
: Canferences. : I

11. On 04/07/15, MDS staff confarred with | b
Medical Records staff to verify each residents' :
| code slalus was correcl. The MDS staff revised i
i all resident CCPs 1o reflect each resldent’s |
| Advance Directives. ;

| 12, On 04/07/15, the Code Stalus Palicy was :
revised to incorporale instructions to add code ¢ :
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lo exist an 03/28/15. The facility was notified of 1 i
- the immediaie Jeopardy on 04/07/15. i

The facllily provided an acceplable credible
Allegation of Compliance (AQC) on 04/14/15 with
the factlily alleging removal of the Immediale ;
Jecpardy on 04/12/15, The State Survey Agency

« validated ramoval of the Immediate Jeopardy as
alleged on 04/12/15, prior o exit on 04/16/4 5,
with remaining non-compliance al a Scope and

' Severlty of a "D" while the facility develops and
implements a Plan of Correction and the facllity's ;
Quallty Assurance {QA) moniters lo ensura i

; compliance with systemic changes. :

The findings includa:

Review of the Administrators position description
tiled “Job Description for Adminisirator”, signed
. by the Administrator on 01/07/14, revealed the
: Administrator was responsible for planning,
organizing, statfing, directing, coordinating,
reporting, budgeting, and the physical
managemenl of the facility, rasidents, and
aquipment, in accordance with estahllshed
polictes. Job Description for Administrator”, I
signed by the Administralor an 01/07/14, revealed |
Continued review revealed the Administrator was ;
| responsible to develop policies reganding staff
- dutles and activities, including personne} palicles
and Individual job duties, and lo delegate the
authority required for siaff perfarmanca of their !
jobs to the Depariment Head. Furthermore, the .
Adminisiralor was lo ensura the facilty's palicies
, were known by sll employees. In addition, the
Adminisirator was responsible to study and keep |
current with the changes of all regulations, |

| Review of the facillys policy filed “Code Stalus ;’
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. slatus to resident CCPs on admission. : |

! 13. Beginning 04/15/15, the S50 will review code
status with all the residents and/or their POA i
; during resident Care Plan Conferences. {

" 14. On 04107415, the DON audited all licensed
Charge Nurse's parsennel files for the presence

~of curent CPR certifications, and found two (2)
wha were not current. On 04/08/135, all licensed

" nurses were Instructed lo have current CPR
cerlification by 04/10/15.

' 15, On 04/08/15, the Adminisiraior Implemented
a CPR policy and a Code 500 Policy. On

! 04/08/15, the Adminlstrator provided education to

' the DON and the ADON related lo the new CPR |

and Cade 500 poiicies.

16. On 04/08/15 through 04/11/15 the DONand | '
the ADON conducted education with all staff i
related to the CPR, Code Slatus, Coda Status
Acknowledgement and Code 500 policies and
General Documentation Guidelines far CPR, with |
post-educalion tesls implemanted on 04710/15, 1o :
; ensure the staff's knowledge and undarstanding
| of lhe policles.

|
! 17. On 04/05/15, the Administrator audiied all

cutrent resident charts lo verify the code stalus |
: was aon each resident’s CCP, with no Issues '
identified. I

18. The DON will audit new hire nursing staff for |
CPR ceriification expirallon dales and will
schedule CPR certification courses as necessary
to ensure all charge nurses maintained CPR i
cerlifications.
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i 19. On 0411015, the Adminisirator audited all
- nursas’ personne! files lo ensure all were CPR
certified as instrucied on 04/08/15. No issues
were identified and the Administrator will continue
to verify the DON audits of Charge Nurse's
| personnel files to ensure they maintaln CPR

certiificatlion.

20. On 04/10/15, the Adminlstrator audited the |
current faclity schedule to verify a CPR cerllfied
staff mernber was presenl in the faciiity at all
limes. The Administrator will continue o audit
the nurse schedule monthly, and when changes
oceur, 1o ensure all shifls ate staffed with a CPR
cerlified nurse.

21. On 04/10/15, the Administrator, the DON and
the ADON conducted a Mock Code 500 drit and
reviewed findings after completion with staff who '
responded o the drifl. The facllity wiil conduet
Mock Code 500 drills on a weekly basis for the
naxt sixty (80) days, on different days and shifts,

; The Administrator and \he DON wiil monftor Code

1 500 documenlation for compleleness and

| accuracy.

22, On 04/10/15, the Administrator nolified the
. Medical Director of the code palicy revisions.

| The Slate Survey Agency validaled the
' implementation of the facility's AOC as follows:

' 1. Review of the facllity's investligation of the
incident revealed RN #1, CNA#3 and CNA #4 i

' were nlerviewed relaled to the Cade 500 event |
invalving Resident #2, Continued reviaw of the
investigations revealed, RN #1 was suspended
on 03/28/15, pending the investigation resulls.
Par review, the initial report was sent lo the Stats i
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| Survey Agency regarding the Code event
" Involving Resident #2 on 03/30/15, and it was
signad by the SSD.

Interview, on 04/16/15 at 2:26 PM, with the DON

. revealed she had Initiated the invesligation on
03/28/15, and interviewed the staff involved {RN
#1, CNA #3 and CNA#4). Per interview, RN #1
was suspended from work pending the results of -
the investigation. The DON staled the SSD sent

| the initial repori of the incident o the State Survey

| Agency on 03/30/15. !

: 2. Raview of RN #1's personnel file verified she

. was lerminaled from her employment at the
facility. Interview with RN #1 on 04/04/15 at 3:26 -

i PM, confirmed her emplaoyment at the facilily was

I terminated an 03/30/15.

1! Interview, on 04/16/15 at 2:26 PM, wilh the DON

i revaaled RN #1's employment was terminated on

- 03/30/15.

3. Review of the faciiity's Cade Slatus
. Acknowiedgement poiicy, dated 03/30/15, and
; revised 04/09/15, revealed it included the
| procedure for visual identification of a resident's
{ code slatus. Per the Policy, Full Code status
: residents would wear a green bracele! on their
; wrisl and have a green sticker located outslde the
' room door by their name,

i Interview, on D4/16/15 at 2:26 PM, with the DON
revealad the facilily's Code Status ‘
Acknowledgement policy now included lhe

, procedura for visual ideniification of a resident’s

i coda status through Full Code residents wearing

| @ green bracelel on thelr wrist and a green sticker !

| placed by the rasident’s name outside their raom

F 490
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doar.

Cods Stalus policy and Coda Status
Acknowladgement policy were reviewed. Review
of the facility'’s in-service sign-in forms dated
03/31115, revesled staff was educated on the
facility's Code Status Acknowledgement palicy
and the other code related policies. Review of
the facilily's New Employea Education Pack
revealed the Code Slalus Acknowledgement
policy education had heen added.

]
|
4. The facility's CPR policy and Code 500 policy, !
|
i
l
H
{

¢ Interview on 04/06/15 al 8:00 AM with CNA #4; at
- B:20 AM with CNA#3; al 12:38 PM with LPN #6, |
- at 1:58 PM with CNA #5; at 2:00 PM with CNA #6: |
I at 3:55 PM with CNA #11; and, a 4:05 PM with

. LPN#7 ravealed they had all been provided i
1 education related lo the facility’s Code Stalus !
: Acknowledgement Policy between 03/31/15 and

| 04/11115, In small group sessions,

* Interview, on 04/16/15 at 2:26 PM, with the DON

| revealed the education on the Code Status

| Acknowledgement policy had been provided as
par the AQC, with ail bul four (4} staff receiving

! the education. The DON stated the four (4) staif

+ who had not receive the educalion were on f

- medical ieave, bul would not be put on the
schedule to work until they had recalved the
educalion. Per interview, he education was
added to the new hire orlantation training agenda. |

5. Review of the Medical Records documentation
related to the verificalion of all residents’ code |
! slatus, revealed all residents’ code stalus was |
. varified. i

| Interview with the DON, an 04/18/15 at 2:26 PM, :
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| revealed zafler Medical Records compiled the

. code status information, she verified it with

' comparison to the residents’ written signad L
consents.

6. Review of the documentalion of the S5D's !
Advance Directivas reviaw with all currant "Full |
- Cade” stalus residentis and/or their POAs lo :
ensure the code was accurata revealed the code
status was verified for each resident from
. 03731115 through 04/31/15.

Interview, on 04/02/15 at 1:20 PM, with Resident
| #3 reveslad hisfher daughler was the residents
: POA and talked lo staff aboul decisions regarding :
hisfher care; hawever, a green bracalet (indicaled |
a Full Code stalus) had been placed on him/her
" on 04/01/15. Interview, on 04/15115 at 11:07 AM,
. with Resident #8 revealed the SSD had talked 1o | | i
the resident about histher “Full Coda" slatus, !
Interview, on 04/14/15 al 12:24 PM, with Resldent |
#10 ravealed the SSD had discussed the
resident’s "Full Code" status with him/her and i
- hefshe had made tha decision to have the code [ =
_ status changed to a DNR, Interviaw, on 04/14/15 | i i
al 12:45 PM, wilh Resident #8 revealed tha i
resident thoughl someone had talked with
him/her about Advance Direclives; howaver, )
hefsha could nol recall who had talked to him/her.
| Residenl #8 revealed he/she was nol aware of
| what histher Advance Directive or code stalus
- was at lhis time.

" Inlerview, on 04/16/15 at 1:06 PM, with tha §SD
revealed sha had conducted the Advance

. Directives review with "Full Code” status

- residents andfor their POA to verify the code
status was accurate. The SSD revesled if a : ,
resident requesied to change their status, it was ;
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changed as requesiad.

7. Review of documentation of the check off [
sheet, dated 04/01/15, revealed the SSD had
verified all Full Code stalus residents had a green
bracelst on their wrist and a green sticker nextlo :
thelr name on thelr door,

| Observation revealed eleven (11) of eleven (11)

| residents, who were "Full Code" stalus, wera
wearing a green bracelel and had a green sticker
oulside the room door by their nama.

Inlerview, cn 04/16/15 at 1:06 PM, with the SSD
' ravealed she had conducled a visual inspection
' of all "Full Code” residents on 04/01/15 to ensure
the Code Slaius Acknowledgement policy had
bean Implemented. Per the SSD, she verified all
the "Full Code" siatus residents wera wearing a
green bracelet and a green sticker was bythe
| residen!'s name outside thair room door.
. 8. The computer gererated "Full Code” status |
logs utilized by the SSD to manitor that all "Full
Code” stalus residents had a green sticker on z
. thelr door by their name and was wesgring a green |
 bracelet. The review revealed the §SD's "Full l
Code" status log had been checked and signed .
. by the Adminislrator on 04/10/15, ta verify the log |
| had been completed by the SSD. !
%
i
!
t

| Interview, on 04/16/15 at 1:06 PM, with the SSD

| revealed she had conducted the manitoring
 beginning 04/01/15 through 04/11/15, to ensure

! residents had the green bracelel on if they had a

' "Full Code" status, and to ensure the green ;
. licker was beside their names outside their room

| doors. i
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. Interview, on 04/16/15 at 3:00 PM, with
Administrator raveated he had reviewed the SSD |

- log and verified tha SSD had completed the :
moniloring to ensure “Full Code” stalus residents

! had thelr green bracelet in place and the green

* slicker was beside thelr name outside the room
door.

{ 8. Reviewed lhe Adminlsirator's and DON's daily
| rounds log sheel dated 04/06/15 through
| 04411115, which revealed the rounds were made | '
- @ach day on all shifls. Reviewed the
documenltation of the educational questions and ‘
answers lhat were reviewed with staff. |

Interview, an 04/15/15: at 11:45 AM with RN #4;
- at 1:20 PM with CNA#12; at 1:25 PM with House
. Heeper #14; at 1:30 PM with Dielary #15; al 1:40
PM with LPN #6; al 1:50 PM with LPN #1; at 210 {
PM with LPN #8; al 2:20 PM with CNA#13; at | i
3:40 PM with CNA #4; al 3:50 PM with CNA#11;
- at 7:10 PM with LPN #9; al 7:20 PM with RN #5,
. al 10:05 PM with CNA #3; at 10:19 PMwith CNA
#4; at 10:25 PM with CNA #17; and, al 10:30 PM
| with CNA#18, the Administrator and DON had .
! been completing rounds on each shift questioning | i
and educaling staff about codes and the facliity's
" code stalus policles.

interview with the DON, on 04/16/15 al 2:26 PM
and at 3:00 PM with the Administrator, revealed
they had conducled the daily rounds throughott
the facility on all shifis lo question and talk with
staff aboul the facility's Code Status policy. Thay
" stated they had ensurad staif understood the new
policy with no problems identified. Per Interview, _
the resulls of the dally rounds would be taken to - |
the facllity's Quality Assurance/Performance
! Improvement (QA/PI) Commitlee, and any Issues
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discussed with development of a plan to correct :
the prablem,

10. Reviewed the educalion given to the MDS
staff by the Adminisirator related to ensuring
 residents' code status was documenlad on the
| CCP and that the code slatus was 1o be reviewed
. al residents’ care plan conferences.

Intarview with the MDS Coordinator on 04/16/15 |
| at 3:05 PM, revealed the education had been
- pravided by the Administrator regarding residents’
code stalus being on the care plan and ensuring !
the code stalus was discussed in the residants’
care plan meetings.

| 11. Reviewed 100% of the facillty’s resldents'
CCPs which revealed each residenl's code status
was care planned with Interventions.

| Interview with the MDS Coordinalor on 04/18/15

| at 3:05 PM, revealed MDS staff had talkad lo the
Medical Records s1aff o verify each resident's
code status was correcl. Par interview, MDS staff
revised all resident's CCPs 1o address each
resident’s Advance Directives Inciuding the code
slatus,

12, Reviewed the Code Slatus Policy which
revealed It had been revised April 2015, and
included ensuring each residenl’s CCP included

, the code status be incorparated on admisslon.

i Raviewad the facilily's "Admission Checkilst for

! Nursing” form which revealed it included the
information for nurse's to abtain an order for the

- new resident’s code stalus, place the appropriate
sticker on the resident's nameplale, place a green
bracelet on "Full Code” rasidents and ensure the

| code stus was added o the rasident’s care
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