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F 000 INITIAL COMMENTS F 000
- A Recertification/Relice nsure Survey was
“initiated on 04/25/13 and concluded on 04/26/13. Please accept this Plan of Correction
Deficient practice was identified at the highest : ' as the St. Elizabeth Skilled Nursing
scope and severity of a "D.” © Facility Florence’s credible allegation
F 279 483.20(d). 483.20(k)(1) DEVELOP F 278 of substantial compliance effective
55=0 COMPREHENSIVE CARE PLANS f May 1, 2013 for the deficiencies
noted from the survey completed
A facility must use the results of the assessment April 268, 2013. !t is our intent
to develop, review and revise the resident's : © that we have substantially corrected
comprehensive plan of care. our deficiencies per requirements
: . n 42 CFR Part 483 subpart B.
The facility must develop a comprehensive care
plan for each resident that includes measurable
- Objectives and timetables to meet aresident's F279
medical, nursing, and mental and psychosocial ' .
needs that are identified in the comprehensive ;3:! rigizdae?ﬁtshrgfeﬁvilgzci%z:T;::r Zsr’;hat 51713
. assessment. , - designed to assist them in attaining or
. . . - maintaining the highest leve! of functioning.
The care plan must describe the services ihat are " The servicgs provi%ed are based on a 9
* 10 be furnished to attain or maintain the resident's ; " comprehensive assessment and identified
highest practicable physical, mental, and needs and are cantained in a written plan
psychosocial well-being as required under . ofcare.
- §483.25; and any services that would otherwise - '
be required under §483.25 but are not provided During the survey process the surveyor
‘ _ y
due to the resident’s exercise of rights under ' . noted the plan of care in place for
§483.10, including the right to refuse treaiment . resident #4 to address his chronic
“under §483.10(b)(4). _ . lower extremity edema did not fully
: : address the changes seen in the
* edema since admission. The resident
This REQUIREMENT is not met as evidenceéd had a long history of chronic lower
by: . extremity edema that had increased
. Based on observation, interview, record review _' génﬁ‘izsﬁgg";?t::ia'g“ﬁ;‘;afneg;cm?:nh'tie
tand review of facility's policy it was determined ; " resident was frequently'nonmmpliént
the facility failed tc ensure a Comprehensive Plan C with intervertions, i.. elevating legs.
_of Care was developed for each resident to meet T
: the resident's medical needs that was identified in :
the comprehensive assessment for one {1} of
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F 279 Continued From page 1
eight (8} sampled residents {Resident #4). The
facility failed to care plan and have interventions
in place to address Resident #4's lower extremity
edema which progressively worsened during their

stay at the facility.
The findings include:

“Interview, on 04/26/13 at 3:10 PM, with the
Minimum Data Set (MDS) Coordinator revealed
the purpose of a care plan was try to identify
problems and put interventions in place for staff

. to follow and manage the problems identified.

Observation of Resident #4 on 04/25/13 at 11:25
AM, 12:45 PM and 4:30 PM revealed the resident
was seated in a wheel chair with his/her legs

" down and observed to have bilateral lower
extremity edema.

Observation of a skin assessment performed on
Resident #4, on 04/26/13 at 9:20 AM, by
Licensed Practical Nurse (LPN)#1 revealed the

- resident had bilateral lower extremity edema.
LPN #1 assessed the resident’s bilateral lower
extremity edema as +2.

Interview, on 04/26/13 at 3:00 PM, with LPN #1
revealed Resident #4 had no care plan for their
edema and should have heen careplanned.
There should have been interventions in place to
keep his/her legs elevated,

- Review of Resident#4's medical record revealed
the resident was admitted by the faclity on

- 04/02/13 with diagnoses which included

- Congestive Heart Failure, Coronary Artery
Disease, Post Right Hip Surgery, and

F 278 A more in depth care plan was created

on 4/26/13 following the exit conference

© with the surveyors. The new care plan

included specific interventions and

~ time frames. The interventions outlined

were elevation of legs use of TED hose,
monitoring of 1&0, and daily weights.

' See Attachment A — Care Plan/

Problem: Unintended Weight Gain,
Edema.

The Administrator and Assistant

Nurse Manager met with the

MDS Coordinator, nurses and CNAs
on 4/26/13 following the exit conference
to begin educating the staff on the
development of this care plan, the
interventions needed, implementation
of the interventions and documentation
implementation. See Attachment B:
Sign-ln Sheet and Attachment C:
Care Plans/Purpose and Procedure,
The in-services were completed on

4/29/13.

The Administrator and Assistant

Nurse Manager monitored daily, through
a review of the EMR, the documentation
for compliance with the process identified
in Attachment C. Samples of the
monitoring are attached. See
Attachment D: Shift Summary,
Attachment E: EMR Assessment,
Attachment F: Weights and
Attachment G: [&0.

FORM CMS-2567/02-99] Previous Versions Obsolsle Even! 10: ORLP1)

Facilily 10 100760

If conlinuation sheel Page 2of 7




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

PRINTED: 05/21/2013
FORM APPRCVED
OoMB NO, 0938"0391;

STATEMENT OF OFEFICIENCIES (X1} PROVIOER/S!IPPLIERICLIA

(X2} MULTIPLE CONSTRLUICTION

{X31 OATE SURVEY
COMPLETEC

ANO PLAN OF CORRECTION I0F NTIFICATION NUMBER: A BUILOING
185394 BWING . — 04/26/2013
NAME OF PROVIOER OR SUPPLIER STREET ADGRESS, CITY. STATE, ZIP COOF
4900 HOUSTON RCAD
ST ELIZABETH FLORENGCE SNF
FLORENCE, KY 41042
(X4310 SUMMARY STATEMENT OF OEFICIENCIES 10 PROVIOER'S PLAN OF CORREC TION 1 x5)
PREFIX {EACH OFFICIENCY MUST BE PRECEOEG 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULG BE . comPLETION
TAS REGULATORY ORLSC ICENTIF YING INFORMATION| TAG CROSS-REFERENCEG TO THE APPROPRIATE RATE
OFFICIENCY)
F27g9:

F 278 Continued From page 2
Hypertension. Review of 04/15/13 admission
- MDS revealed the resident had moderate
cognitive impairment. In addition, the resident
required extensive assistance of two (2} staff with
bed mohbility, transfers, and to be walked in the

roem.

Review of Resident #4's medical record under the
Peripheral Vascular Assessment revealed upon
admit, 04/02/13, the resident had a trace amount
. of edema in the lower extremities. Continued
review of the resident’s Lower Extremity
Peripheral Vascular Assessment revealed: from
04/03/13 thru 04/06/13 assessed as 2+ edema,
04/07/13 thru 04/10/13 assessed as 2+ pitting
“edema; from 04/11/13 thru 04/25/13 the resident
'was assessed as having 2+ or 3+ pitting edema
tin their lower extremities.

: Review of Resident #4's Plan of Care {PCC)
“revealed no care plan related to the assessed
edema in the resident’s lower extremities.

Interview, on 04/26/13 at 8:50 AM, with Certified
- Nursing Assistant (CNA) #1 revealed she

occasionally takes care of Resident #4 and was
. not aware of any care plan interventions related

to the edema.

- Interview, on 04/26/13 at 8:40 AM and 2:15 PM,
“with Registered Nurse {RN} #4 revealed care
plans were used to identify medical
issues/problems and the purpose was to provide
_interventions for care of the resident's problems
- and monitor the outcome. She further stated the
care plan was to provided standardized
_interventions. The RN stated the resident had
“edema, but there was no specific care plan in

The new process includes the use of the
Roster Matrix to identify on admission the
Care Plans required for the patient. See
Attachment H: Roster Matrix. The data
will be entered into the matrix on
. admissicn and updated as resident's
condition changes. The matrix indicates
what areas will be care planned and
includes Edema [Excessive Weight
Gain/Loss]. The matrix data will be
used to direct the monitoring.
The Administrator and ANM will
. continue monitoring care plans and
documentation through the EMR for 2
weeks on all new admissions and condition
changes. Then randomly monitor EMR

for 2 weeks.

|
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F 279 Continued From page 3
place with interventions to reduce the resident’s

edema,

Further interview, on 04/26/13 at 3:10 PM, with
the MDS Coordinator revealed when Resident #4
was admitted the resident had a trace of edema

" to their lower extremities, but over the course of
the assessment period the resident’s edema was
assessed as +2 and +2 pitting edema. She
stated the edema sheuld have been addressed in -
the resident’s care plan with goals to monitor the
outcome and update the care plan if needed,
She further stated the care plan could have
addressed the resident’s refusal with

_interventions if non-compliance was an issue.

Interview, on 04/26/13 at 3:45 PM, with the
Director of Nursing {DON) revealed Resident #4's
“edema should have been addressed in a care
plan with appropriate interventions such as
elevating legs when up in a chair. The DON
stated staff was probably doing this at times, but
was not an intervention to be monitored. She
stated the purpose of the care plan was to identify
what care was needed for the resident. She
further stated the resident's edema worsened
during his/her stay.
483.25 PROVIDE CARE/SERVICES FOR

F 309
HIGHEST WELL BEING

88=D
' Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
“and plan of care,

F 279

F309
St. Elizabeth SNF Florence ensures that

all residents receive services that are
designed to assist them in attaining or
maintaining the highest level of functioning. -
The services provided are based on a '
comprehensive assessment and identified
needs are contained in a written plan

of care and care provided is

documented in the EMR.

F 309
511/13
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This REQUIREMENT is not met as evidenced

by:

Based on observation, interview, and record
review, it was determined the facility failed to
provide the necessary care and services to attain

- or maintain the highest practicable physical well
being for one (1) of eight (8) sampled residents
(Resident #4). The facility failed to ensure
interventions were in place to address Resident

. #4’s lower extremity edema which progressively
worsened during their stay at the facility.

The findings include:

Review of Resident #4's medical record revealed

. the resident was admitted by the facility on

" 04/02/13 with diagnoses which included
Congestive Heart Failure, Coronary Artery

‘Disease, Post Right Hip Surgery, and
Hypertension. Review of 04/15/13 admission
MDS revealed the resident had moderate
cognitive impairment. In addition, the resident

: required extensive assistance of two (2) staff with
bed mobility, transfers, and to be walked in the

roOm.

Interview, on 04/26/13 at 3:10 PM, with the
: Minimum Data Set (MDS}) Coordinator revealed
“the purpose of a care plan was try to identify
problems and put interventions in place to
manage the problems,

: Observation of Resident #4, on 04/25/13 at 11:25 .
AM, revealed the resident was seated in a wheel

F 309 During the survey process the surveyor
noted the plan of care in place for
resident #4 to address his chronic
lower extremity edema did not fully
address the changes seen in the
edema since admission, that the staff

_seemed unaware of the care plan and
‘the documentation did not reflect care
-required by the resident. The resident
“had a long history of chronic lower
extremity edema that had increased
as his activity had increased since his
admission to the facility. In addition, the
resident was frequently non-compliant
with interventions, i.e. elevating legs,
when up in chair, using compression
boots, etc. All of which were ordered
for him. The dogumentation did not

_ always reflect the resident’s refusal and

* lack of compliance.,

A more in depth care plan was created
on 4/26/13 following the exit conference
with the surveyors. The new care plan
included specific interventions and
time frames. The interventions outlined
were elevation of legs, use of TED hose,
- monitoring of 180, and daily weights.
. See Attachment A — Care Plan/
Problem: Unintended Weight Gain,
Edema.

: The Administrator and Assistant

- Nurse Manager met with the

: MDS Coordinator, nurses and CNAs

© on 4/26/13 following the exit conference
to begin educating the staff on the

. development of this care plan, the

Everl 1D QRLP I
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- chair with his/her legs down. Observation ‘interventicns needed, implementation
revealed the resident to have bilateral lower of the interventions and documentation
extremity edema. Continued observation, on -implementation, including documentation
04/25/13 at 12:45 PM and 4:30 PM and on of resident's non-compliance and refusals.
. 04/26/13 at 8:30 AM, revealed the resident was See Attachment B: Sign-in Sheet and
“seated in his/her wheel chair with his/her legs Attachment C: Care Plans/Purpose
down. and Pracedure. The in-services were
. completed on 4/29/13.
Observation of a skin assessment performed on ) ) .
Resident #4, on 04/26/13 at 9:20 AM, by Staff worked with resident to achieve
Licensed Practical Nurse (LPN} #1 revealed the compliance with interventions,
resident had bilateral lower extremity edema. _??Emchularly elevation of lsgs, ussa (')lf
'LPN #1 assessed the resident’s bilateral lower D hose/compression boots. Daily
extremity edema as +2, weights and monitoring of 1&0 were
re-enforced. See
Re\.‘riew of Resident #4's medical record under the iggﬁggﬂ: 2 S;Ig izszﬁs‘?n?ént,
: Perlpheral VascularAssessment revealed upon Attachment F: Weights and
admitticn, 04/02/13, the resident had a_trace _Attachment G: 1&0.
;amount of edema in the lower extremities. .
Continued review of the resident’s Lower The Administrator and Assistant
_ Extremity Peripheral Vascular Assessment - Nurse Manager monitared daily, through
i revealed: from 04/03/13 through 04/06/13 a review of the EMR, the documentation
assessed as 2+ edema; 04/07/13 through - for compliance with the process identified
04/10/13 the resident was assessed as 2+ pitting in Attachment C, Samples of the
edema; from 04/11/13 through 04/25/13 the monitoring are attached. See
, resident was assessed as having 2+ or 3+ pitting - Attachment D: Shift Summary,
“edema in histher lower extremities. Attachment E: EMR Assessment,
Attachment F: Weights and
Review of Resident #4's Plan of Care (POC) Attachment G: [&0.
* revealed no documented evidence of a care plan
to the address edema in the resident's lower The new process includes the use of the
- extremities, Roster Matrix to identify on admission the
Care Plans required for the patient. See
Interview, on 04/26/13 at 8:50 AM, with Certified Attachment H: Roster Matrix. The data
Nursing Assistant (CNA) #1 revealed she will be entered into the matrix on
occasionally took care of Resident #4. She
| stated the resident’s legs looked more swollen
yesterday when she was helping to walk the
Evenl 10: ORLP 11 Facility 1O 106760 If continualion sheel Page 6§ of 7
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resident and looked a lot worse then she had admission and updated as resident’s
- seen before. She further stated she was not condition changes. The matrix indicates
aware of any care plan interventions related to yvhjatdarez%sdwull bEaEcare p_lanr\}\?d_ ar?td
the edema. includes Edema [Excessive Weig
Gain/Loss]. The matrix data will be
Interview, on 04/26/13 at 8:40 AM and 2:15 PM, used to direct the monitoring.
with Registered Nurse (RN} #4 revealed the : . .
resident had edema which they assessed daily, lgﬁt'ﬁggl:]:g}x:?;?:}aggNr\l;rlll care
" but there was no specific care plan in place with ' rovlided and doéugwentat?z)n tﬁ'rou h
Imerventions to reduce the resident’s edema. &e EMR for 2 weeks on all new 9
Further interview, on 04/26/13 at 3:10 PM, with b g
the MDS Coordinator revealed when Resident #4 weeks to ensure continued compliance
was admitted the resident had a trace of edema )
" to their lower extremities, but over the course of
the assessment period the resident’'s edema was
assessed as +2 and +2 pitting edema. She
stated the edema should have been addressed
: and careplanned with interventions to try and
“manage the problem. She further stated the
resident's edema had increased to +2 and +3
pitting edema during his/her care at the facility.
Interview, on 04/26/13 at 3:45 PM, with the
Director of Nursing (DON) revealed Resident #4's
edema progressively worsened during his/her
stay and should have been addressed in a care
i plan. She stated the resident currently had +3
edema in their lower extremities, but had not
: signs of Congestive Heart Failure and the
" Physician noted the edema was a chronic
condition.
Evenl 10:QRLP1I Facility 10: 100780 If conlinuation sheel Page Tof 7
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- CFR: 42 CFR 483.70 (a)

.Buildingz 01

| Pian Approvai: 1977

_Survey Under: 2000 Existing : : o
_' Facility Type: Skilled Nursing Facility (SNF) : 5 p ’
Type of Structure: Type 11 (222) Protected '

: Smoke Compartments:; 2

Fire Alarm: Complete fire alarm. Updates to the
systemn in 2006 and 2008

- Sprinkier System: Complete system. Instailed
11877

Generator: Three (3¥Type | Caterpillar Diesel
- (Two (2) upgraded in 12/2012.

Aiife safety code survey was initiated and

: conciuded on 04/25/13. The findings revesied St,
Elizabeth Florence SNF meeats the requirements

- for compliance with Title 42, Code of Federal
Reguiations, 483.70 (a) et seq {Life Safety from
Fire). No deficiencies cited.
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