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- : ‘ : Preparation or execution of this Plan
¥ 000 | INITIAL COMMENTS F 000 P

of Correction does not constitute

- N admission or agreement to any alleged
A Recertification Survey was conducted 03/13/12 deficiencies cited in this document.
through 03/16/12. Deficiencies were cited with . s . d
the highest Scope and Severity of a "D", This Plan of Correction is prepare

F 241 483.15(a) DIGNITY AND RESPECT OF F 241 | and executed, as required by the
$8=p | INDIVIDUALITY . provision of federal aud state law.

The facility must promote care for residents in a
manner and in an environment that maintains or
enhances each resident's dignity and respect in F 241 - Dignity
full recognition of his or her individuality.

The facility will promote care for residents
in a manner and in an environment that

- - . . maintains or enhances each resident’s

’ ;l)h.’s REQUIREMENT is not met as evidenced dignity and respect in full recognition of his
géqed on observation, interview and review of or her individuality.

AT ! . I. The hospice contractor was notified of
the facility's. Employse Handhoolk, it was the violati d Th
determined the facility fafled to promote care for c violalion and COoNsequences. he
residents in & manner and in an environment that nurse from hospice .that was involved
maintains or enhances each resident's dignity was replaced and will not be allowed to

and respect in full recognition of his or her provide services in the building.
individuality for one unsampled resident Hospice was requested to educale all of
(Unsampled Resident A). This was evidenced hy their staff about confidentiality and
verbal communication about Unsampled respect, A full house inservice was
Resident A's medical condition spoken by a done for the hospice staff. (Attachment
Hospice Nurss to the facllity's Chaplain while F241A)

standing noear Elevator #1 where Unsampled 2. - All residents living in the facility have
Resident B was positioned. the potential to be affected by the

deficient practice.
The findings includa:

- M AN A R
Review of the facility's Employee Handhook F j)@: ﬁ‘m ﬁ %f;” F =i
section 3.4, [Health Insurance Portabifity and I:Js AWZ = q o, i
Accountability Act (HIPPA)], undated, revealed ' E L "
the facility adheres to privacy standards in

protecting health care information. further review e
of section 3.5, {Confidnetiality) revealed :

LABORATORY D%ECTOR'S OR PROVIDER/SUPPUER REPRESENTATIVE'S SIGNATURE . YITLE {X6) DATE

OV %‘quy RN _INHA. AtrinairediloaZon J/f/ é/ L3
Any deficlency statement ending with an asterlsk@) denotes a deficlency which the institution may be excused from corracting providing it is determined that
other safeguards provide sufflclent protaction to the patients. (See instructions.) Excepl for nursing homes, the findings staled above are disclosable 80 days
fotlowing the date of survey whether or not a plan of correction is provided. For nuising homes, the above findings and plans of cotroction are disclosable 14
days following the date these documents are made availabio to the facillty, If deficlencies are olted, an approved plan of correction is requisite to continued
program participation.
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1 ©11 AM, revealed she wis initially unaware her

.| She further stated she hed not identified the

confidentiality is a fundamental aspect of all
heaith care services.

Observation, on 03/16/12 at ;10 AM, near
efevator #1 on the ground floor of the facility,
revealed a Hospice Nurse initiated a conversation
regarding Unsampled Resident A's medical
condition with the facility's Chaplaln with _
Unsgampled Resident B seated nearby. The
conversation included information ralated to
Unsampled Resident Awhen the Hospice Nurse
stated Unsampled Residant A "was actively
dying".

Interview with the Hospic: Nurse, 03/16/12 at
conversation could be hesard by two (2) persens.

resident by hame but hat. only discussed a
change In the resident's inedical condition.
However, continued interview revealed she had
identified the resident by name and disclosed
inappropriate information which had been
averheard.

Intarview with the facility's Chaplain, on 03/16/12
at 10:00 AM, revealed he was aware two (2)
people could hear the conversation. He staled
the facility had encouraged Hosplce fo
communicate regarding residents' conditions but
thought the nurse "just wasn't thinking about who
was around when sha spoke”. Continued
interview revealed the content of the information
the Hosplee Nurse had shared regarding
Unsampled Resident Awas Inappropriate, given
the audience that was within hearing distance.

intarviow with the Administraior, on 03/16/12 at

X4) ID
F('RE)FIX ' (EACH DEFIGIENCY MUST BE PRECEDED BY FULL. PREFIX {EACH GORRECTIVE ACTION SHOULDBE . | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
3. a. The Assistant Director of
f 241 | Continued From page 1 F 241

Nursing provided staff
reeducation to all employees in all
departments as to privacy standards
in protecting health information.
Nursing staff used from the staffing
agency were included in the
education. The Director of the
staffing agency was also informed
and requested to continue to stress
confidentiality in all new hire
orientation.
b.Copies of the Employee
Handbook, section 3.4 and 3.5, with
a quiz that had to be answered and
returned to the DON/Department
head were distribuled with the
paychecks on 4/5/2012. Once
reviewed, these signed quizzes will
be placed in the emplovee file
(Attachments F 241 B
c. HIPAA agreements were
mailed to service
contractors who have access
to patient information. This
is an updated agreement that
will also be placed in
contractor’s files. These
included lab, portable x-ray,
pharmacy, dietary
consultant, hospice and
oxygen supplier. These
agreements are to be signed
and returned to the facility.
{Attachment F 241 C.)

FORM CMS-2667(02-00) Previous Versions Obsoleto

Event iD: RSOF11

Facility {D: 100065

it continuation shast Page 2 of 16



DEPARTMENT OF HEALTH AND HUMAN SERVICES ' FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES N . OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1} PROVIDERISUPPLIERIGLIA £62) MULTIPLE CONSTRUCTION - (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: : COMPLETED

_ A. BUILDING
. B. WING '
185059 03/16/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
120 MAIN STREET

BAPYIST CONVALESCENT CENTER NEWPORT, KY 41071

(X4 ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION {x5)
" PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY (R LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE
: : DEFICIENCY)
, ' d. Colorful signs have been
241 Contlnu'ed From page 2 F 241 posted in nursing stations, work
10:05 AM, revealed the conversation boetween the areas and near the time clock to
Hospice Nurse and the Chaplin in front of the remind employees to maintain
elevator was not folerated and not the standard ' confidentiality of residents’
| practice of the facility. _ information, (Attachment F 241 D.)
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F 279
§s=D | COMPREHENSIVE CARE PLANS 4. Staffis reminded to report any breach

of confidentiality to a manager, All
staff members are responsible for
maintaining and reminding others of the
importance of enhancing resident

. dignity and respect. Any reported
infractions to department heads or

A facility must use the results of the assessment
to develop, review and revise the resident’s
comprehensive plan of care.

The facility must develop a comprehensive care
plan for each rasident that includes measurable

objactives and timetables to meet a resident's administrator will be immediately L F241
medical, nursing, and mental and psychosocial . investigated and addressed by the 1612012
needs that are identifisd in the comprehensive administrator. 4

-} ass@ssment.

The care plan must describa the services that are
lo he furnished to attain or maintain the resident's
highest practicable physical, mental, and ' F 279
psychosocial well-being as required under -

§483.25; and any services that would otherwise
be required under §483.25 but-are not provided
duae to the resident's exercise of rights under

_ Eﬁggr? t’légc,l]%cz;?)% 4t;1 e right to refuse treatment 1. Resident# 17’s care plan was

updated to inchude assessed dental
issues and interventions on

" Develop Comprehensive Care Plans

3/18/2012
This REQUIREMENT is not met as avidenced 2. Twenty additional residents in this
by: - home triggered the dental CAA., All
Based on chsarvation, inferview, record raview 20 charts, CAA’s and care plans
and review of the facility's policy, it was were reviewed by 3/21 and found
determined the facility failed to develop a to be compliant

Comprehensive Cara Plan based on the
residents' Comprehensive Assessment, which
included measurable objectives and individual
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F 279 | Coniinued From page 3 F 279 F 279 continued

interventions to meet resident needs for ono (1)
of twenty-five (25) sampled residents (Resident
#17).

The findings include;

Review of the facility's "Comprehensive Resident
Assassment" policy, undated revealed the
information obtainad through the Minimum Data
Set (MDS) and the Care Area Agsessment (CAA)
will be used as the foundation for the
development of the Comprehensive Care Plan.

Observation on 03/16/12 at 8:45 AM revealed the
resident to have broken teeth, -

Review of Resldent #17's medical record
revealad an admission date of 04/20/12 and
diagnoses which included Cerebrovascular,
Accident (CVA) with left sided weakness. Review
of the Admission MDS Assessment, dated
02/02/12, revealed the facility assessed the
rasident to have "obvicus or likely cavity or
broken natural teath", Review of the CAAs
reveaied the area of Dental Care iriggered and
was to be addressed in the Comprehansive Care
Plan. Further review of the CAAs revealad a carg
plan would be developed with a goal that the
resident would remain frae of oral pain and
infaction.

Raview of the Comprehensive Care Plan, dated
02/02/12, ravealed no documented svidence of a
Dental Care Plan. Further review revaaled no
documentad evidence Resident #17's dental
issues were addressad within the Comprehensive
Care Plan.

3.

4. A quarterly audit will be completed

a. On 3/21/2012, a facility specific
practice note was added to the
Comprehensive Resident
Assessment policy. The MDS
nurses were instructed to
complete CAA specific care
plans and no longer combine
CAA problem areas.
(Attachment F 279 #1)

b. A standardized dental care plan
that addresses real or potential
dental problems and is easily
personalized was added to the
pre-printed care plan library for
ease of accessibility by unit
staff should a problem arise in
between comprehensive
assessments.

(Attachment F 279 #2)

on all residents triggering a dental
CAA in the previous 3 month,
{(Attachment F 279 #3) This audit
will be done in July, October and
January and reviewed at the
January QA meeting (or sooner is

problem are identified) The F 279
frequency of future audits will be

determined at the January 2014 QA

meeting 4/6/2012 |
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The resident has the right, unless adjudged
incompetent or otherwise found fo be
incapacitated under tha laws of the State, to
participate in planning care and treatment or
changes in care and freatment.

A comprehansive ¢are pian must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending

‘physician, a registered nurse with responsibility

for the resident, and other appropriate staff in
disciplines as determined by the resldent's needs;
and, (o the extent practicable, the paiticipation of
tha resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons aiter
each agsessment.

This REQUIREMENT is not met as evidenced
by: - , ' o
Based on ohsearvation, interview, and record
raview it was determined the facility faited to
ensure the Comprehensive Care Plan was
revised for one (1) of twenty-five {25) sampled
residents (Resident #2).

Right to participate in Care Planning/Revise
Care Plan

1. The care plan for Resident #2 was

as ordered” statement was removed
to reflect the current physician plan
of care
2. All residents have the potential to
be affected as all residents have a
Nurse Aid Care Plan (NACP)
initiated at the time of admission.
All current residents NACP’s were
audited for accuracy and
corrections made as needed, This
was accomplished by 3/19 and the
results reported at the QA meeting
on 3/20/2012
3. a. The daily QA meeting which
includes review of all
admissions/readmissions was
expanded to add review of the
NACP. (Attachment F 280 #1)
b. The Unit managers will be
reviewing all NACP’s on their
respective units at least monthly
within the first two weeks of the
month.

revised on 3/17/2012. The “Oxygen
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F 279 | Continued From page 4 F 279
Interview, on 03/16/12 at 3:30 PM, with the
Clinica! Coordinator revealed Resident #17's
dental issues shouid have heen addressed in the
Comprehensive Care Plan. She stated the
Comprehensive Care Plan did not address the
CAAs or the resident's dental needs.
F 280 | 482.20(d)(3), 483.10(k)(2) RIGHT TO F280| F280
58=D | PARTICIPATE PLANNING CARE-REVISE CP
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F 280} Continued From page 5 F 280! F 280 Continued
The findings include: 4, A random audit of 15 NACP’s (3
Review of Resident #2's medical record revealed per unit) will be completed in the
- : ; . last 2 weeks of the month.
the facility admitted the resident on 04/25/11 with (Attachment F 280 #2) The results
diagnoses which included Chronic Obstructive ¢ d?.c g. b ted at th
Pulmonary Disease (COPD). Review of the of this audit will be reported at the
Corrprehensive Respiratory Care Plan, dated monthly QA meeting. Pro.gress will Fo50
04/26/11, revealed an intervention for “oxygen as be evaluated at the quarterly
ordered". Review of the Potential for Altered meeting scheduled for August. The
Cardiac Output/Function problem on the Care frequency of future audits will be
Plan reveated an intervention fe "administar determined at that time 4/6/2012
oxygen as ordered”. Further review of the record
revealed no dogumented evidence of Resident #2
wearing oxygen from 01/01/12 through 03/15/12.
Obseorvation of Resident #2 from 03/13/12
through 03/15/2 revealed the resident had no
oxygen in his/ivar room and was not wearing
oxygen.
Interview, on 03/15812 at 2:55 PM, with Licensed
Practical Nurse (LPN) #10 revealed Resident #2
used to wear oxygen, however no longer needed
it,
Interview, on 03/15/12 at 4:30 PM, with the Fourth
Fioor Unit Manager revealed oxygen use should
ino longer be on Resident #2's Comprehensive
Gare Plan as hefshe no longer required oxygen
use.
Interview, on 03/16/12 at 3:30 PM, with the
Clinical Coordinator revealed oxygen use should
not be on Resident #2's Comprehensive Care
Plamn if he/she no longer required oxygen use.
FF 431 483.60(h), (d), (o) DRUG RECORDS, F 431
§5=D | LABEL/STORE DRUGS & BIOLOGICALS
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a licensed pharmacist who estabiishes a system
of records of raceipt and disposition of ail
controlled drugs in sufficient detall to enaidle an
accurate reconciliation; and deterrines that drug
racords are in arder and that an account of ail
controlled drugs is maintained and periodically
reconcited.

Drugs and biologicals used in the facility must be
labelad in agcordance with currently accepted
professionat principles, and include the
appropriate accassory and cautionary
instructions, and the expiration date when
applicable.

In accordance with State and Fedaral laws, the
facility must store all drugs and biologicals in
locked compartments under proper temperature
controls, and permit only autherized parsonnel to
have access to the keys.

The facility must provide separately locked,
permanently affixed compartments for storage of
controlled drugs listed in Schadule I{ of the
Comprehensive Drug Abuse Pravention and
Control Act of 1978 and other drugs subject to
abuse, except wheh the facility uses singte unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
he readily detected.

This REQUIREMENT is not met as evidenced
by:
Based on interviaw, record review, and review of

d.

1. No specific resident was identified
in this deficiency statement

2. There are five nursing units having
the potential to be affected by this
same deficient practice.

3. All nurses that are responsible for
medication carts will ensure all
drug records are in order and that
an account of all controlled drugs is
maintained and reconciled at the
beginning and end of each shift.

Education on proper
documentation of nursing
records with emphasis on
the responsibility of
accurate narcotic count
documentation was
provided between 3-19-
2012 to 4-2-2012 for all
staff having access to a
medication cart.
(Attachment F 431 #1)

A new “Change of Shift
Narcotic Count Sheet”
was inserviced. This count
sheet was initiated
4/1/2012

(Attachment F 431 #2)
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F 4311 Continued From page 6 F 431| F431
The facility must employ or obtain the services of Drug Records
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F 431 | Continued From page 7 F 431 F 431 continued
the facility's-policy, it was determined the facility
failed to ensure ali drug records were in order and 4. Monitoring of signatures will be
that an account of all controlled drugs was completed via audit that will be
maintained and reconciled per tha facility's policy, conducted two times a week by the
when five {5) out of six (6) Narcotic Count Sheets unit managers beginning on 3-15-
ware not signed at the end of each shift. 2012. (attachment F 431 #3) These
‘ . ; audits will be reviewed at the April
The findings include: 10" QA meeting. The frequency of ol
, o rine will be F
Review of the facility policy, titled "Schedule Drug e thot OA mecting
Count”, not dated, revealed after the supply of . e
e Yo along with the need for additional
narcotics is counted and justified, each nurse N 4/6/2012
must racord the date and his/her signalure education.
verifying that the count is correct.
Interview with the Director of Nursing {DON}, on
03/16/12 at 3:00 PM, revealed at the end of the
shift, staff was to count the controlled
medications and sign the Controlied Substance
count shest. She further stated the Controlled
Suhstance count sheets should not have had any
blaniks.
Record review of the Controfled Substance count
sheet on Unit Two (2) A, on 03/14/12 at 11:00
AM, revealed there was no staff signatures for the
off going Nurse on 03/10/12 at 6:00 AM and
031112 at 6:00 AM. Further review of the
Controlled Substance count sheet on Unit Two
{2), revealed there was no staff signatures for the
oncoming Nurse on 03/10/12 at 10:00 PM.
Refcord review of the Controiled Substance count
sheet on Unit Three (3) A, on 03/14/12 at 11:00
AM, revealed thera was no staff signatures for the
off going Nurse on 03/13/12 at 10:00 PM. Furiher
review of the Controlled Substance count sheet
on Unit Three (3) A, revealed there was no staff
FORM CMS-2607(02-09) Previous Varalons Obsolete BEvant ID;RSOF11 Fagilily tD: 100055 it coniinuatiun sheef Paga 8 of 16
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ssheet on Unit Four (4) A, on 03/14/12 at 1100

‘03/13/12 at 6:00 AM. Further review of the

signatures for the oncoming Nurse on 03/10/12 at
10:00 PM and 03/11/12 at 6:00 PM.

Record review of the Controlled Substance count

AM, revealsd there was no staff signatures for the
off going Nurse on 02117/M12 at 10:00 PM,
02/21/12 at 10:00 PM, 02/23/12 at 10:00 PM,
02/24/12 at 2:00 PM, 02/24/12 at 10,00 PM, and

Controlled Substance count sheet on Unit Four
(4) A, revealed there was no staff signature for
the oncoming Murse on 02/21/12 at 2:00 PM,
02123712 at 2:00 PM, 0/23/12 ot 10:00 PM,
02/24/12 at 2:00 PM, 02/25/12 at 10:00 PM,
02/26/12 at 6:00 AM and 03/12/12 at 10:00 PM.

Racord review of the Controlled Substance count
sheet on Unit Four (4) B, on 03/14M12 at 11:00
AM, revealed there was no staff signatures for the
off going Nurse on 03/03/12 at 10:00 PM,
03/04/12 at 10:00 PM, 03/05/12 at 6:00 A,
03/11/12 at 6:00 AM, 03/12/12 at 10:00 PM, and
03/13/12 at 10:00 PM. Further review of the
Controlled Substance count shest on Unit Four
(4) B, revealed there was no staff signaturas for
the oncoming Nurse on 03/03/12 at 2:00 PM,
03/04/12 at 2:00 PM, 03/04/12 at 10:00 PM,
03/12/12 at 2:00 PM, and 03/13/12 at 10:00 PM.

Interview with Ragistered Nurse (RN) #2, on
03/14/12 at 11:20 AM, revealed the oncoming
Nurse was to count the controlled medications
with the off going Nurse at the end of each shift
and sign the Controlled Substance count sheet.
He further stated the Controlled Substance count
sheets should not have had any blanks.
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1 sign the Controlled Substance count sheet after

ROOHS/TOILET/BATH

“resident calls through a communication system
| from 1esident rooms; and toilet and bathing

Continued From page 9

Interview with Licensed Practical Nurse (LPN) #2,
on 0314112 at 12:20 PM, revealed staff was fo

they counted the controlled medications and
there should not have been any blanks of the
Controfled Substance count sheet.

Interview with the Assistant Director of Nursing
{ADONY}, on 03/14/12 af 11:30 AM, revealed the
oncoming and off going Nurse should have both
signed tha Controlled Substance count sheet
after counting the controlled medications. She
further stated there shoutd not have bean any
blanks on the Controlled Substance count sheet.
483.7.)(f) RESIDENT CALL SYSTEM -

The nurses’ station must be equipped to receive

facilifies.

This REQUIREMENT is not met as evidenced
by

Basad on observation, interview, and review of
the fadility's policy, it was determined the facility
faited to ensure all residents had a means of
directly contacting caregivers for one (1) of twenty
five (25) sampled residents (Resident #13).
Observations on 03/13/12 and 03/15/12 revealed
Rasidant #13's aall light was out of reach on four
(4) differant observations.

The findings inciude:

interview with the Director of Nursing (DON}, on

F431

F 463

F 463

Call System
1.

2,

Resident #13 will have a call
light within reach at all times.

All residents have the potential to
be affected by not having a call
light within their reach.
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changed Resident #13 earlier in the shift and had
forgotten to move the call light from the bed to the
Gerry chair, within the resident's reach. She -
further stated the call light should always be in
reach of the regident, and Resident #13 was not
able to reach histher call light while in the Gerry
chair.

(X4} ID D PROVIDER'S PLAN OF CORREGTION (X6)
PREFIX {EACH PEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) '
F 463 | Continued From page 10 F 463 F 463 continued
03/16/12 at 3:00 PM, revealed the facility followed ,
the recommendations made by Mosby's Textbook Education referencing the proper
for Long Term Care Nursing Assistants the Sixth placement of call lights within
Edition copyrighted 2007, which states the signal reach for all residents was
light was fo be kept within the person's reach-in conducted 3/19 through
the room, bathroom, and shower or tub room. 4/2/2012, (Attachment F 463 #1)
interview with Registered Nurse (RN) #2, on . All nursing staff and Certified
03/14/12 at 3:00 PM, revealed the call light was to Nursing Assistants were included
always be within reach of the resident. in this education. The facility
. L . follows recommendations made
| Record review revealed the facility admitted _ by Mosby’s textbook for Long
Resident #13 on 12/27/07, with dingnoses which Term Care Nursing Assistants
included Alzheimer's Disease, Amdety, and . o iwhted ?
Scilatica. Review of the medical record, dated the Sixth E dition copyrighte
: : ili : 007, which states the signal
06/16/10, revéaled the facility dev:loped a car 2 ’ ithin th
Plan for Resident #13 for the use of a restraint, light is to be kept within the
the Gerry chalr, to be used to proi.iote comfort person’s reach, in the room,
and positioning with an interventicn to keep the bathroom and shower or tub
oall light within reach. Review of the Annual room. . )
Minimum Data Set (MDS8) Assessment, dated The Care Committee will do
08/17/11, revealed the facility assessed the weekly audits for six weeks,
resident as having severe cognitive impairment. beginning immediately. The
. audit results will be reviewed
Observation, on 03/13/12 at 2:30 PM, 3:156 PM, weckly with immediate
and 4:30 PM, revealed Resident #13 was in corrective actions put in place,
“t histher Gerry chair in his/her bed room sitting in with a review of all of the audits
front cf_ the telavision; howevar, the call light was at our May gth QA Committee
on the resldent's bed across the room. meeting. Further monitoring or F 463
. . . the need for additional education
Interview with Certified Nursing Assistant (TNA) will be determined at the May
#3, on 03/13/12 at 4:35 PM, revealed she had 8th QA meeting. 4162012

FORM CMS-2687(02-96) Previous Versions Obsolels

Event ID:RS9F {1

Facility ID; 100065

if continuation sheet Page 11 of 16




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

TPRINTED: 03/30/2012

* FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLLAN OF CORRECTION

(X1y PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

185058

(X2) MULTIPLE CONSTRUGCTION
A, BUILDING

B. WING

{X3} DATE SURVEY
COMPLETED

031612012

MNAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

BAPTIST CONVALESCENT CENTER

120 MAIN STREET
NEWPORT, KY 41071

(X4} ID
PREFIX
TAG

SUMMARY STATEMENT OF OEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL .
REGULATORY OR LSC IDENTIFYING INFORMATION,)

1D
PREFIK
TAG

. CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION- (X5)
{EACH.CORRECTIVE ACTION SHOULD BE COMI;:-'II'EET'DN
DEFICIENGY)

IF 463

F 514
55=D

would not be able to reach the call light.

Continued From page 11

Observation, on 03/15/12 at 2:00 PM, revealed
Resident #13 was up in histher Gerry chair sitting
in front of the television while the call light was
clipped to the bed, across the room from
Resident #13.

Interview with CNA #5, on.03/15/12 at 2:15 PM,
revealaed when Resident #13's spouse was with
the resldent, she would not always place the call
light within reach of Resident #13 bacause the
spouse would et staff know the resident's noeds.
Further interview revealed the call light should
always be within reach of the resident and while
Resident #13 was in the Gerry chair, he/she

Interview with the DON, on 03/16/12 at 3:00 PM,
fevealed the call light was to always be within
reaich of the resident, even If there was family in
the resident's rocom. Further interview revealed
Resident #13's call light should always be kept
within reach any time he/she was in higther room.

Interview with the Administrator, on 03/16/12 at
3:30 PM, revealsd the call fight was to be in reach
of all residents, any time they were in thair room.
Further interview revealed the call light should
have been within reach of Resident #13 whlle
ha/she was in histher room.

483.75(1)(1) RES
RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE

The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented; readily accessible; and

F 4863

F 514

F- 514

Resident Records-
complete/accuratefaccessible
SEE NEXT PAGE

FORM CMS-2667(02-99) Previous Varsions Obsolete

Evenl ID:RSOF11

Facilily iry: 100065

If continuation sheet Pags 12 of 16



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

PRINTED: 02/30/2012

FORM APPROVED

_ OMB NO, 0938-0391

systematically organized.

The clinical record must contain sufficient
information to identify the resident; a record of the
regident's assessments; the plan of care and
servicas provided; the rasults of any
preadmission screening conducted by the State,
and progress notes. _

This REQUIREMENT is not met as evidenced
by:

Interview, record review and review of the
facility's policy, it was determinad the facility failed
to maintain clinical records on each resident in
accordance with accepted professional standards
and practices that are complete and accurately
documented for one (1} of twenty flve (25)
samplad residents (Resident #4). This is
evidencéad by the facility's failure of licensed staff
fo document on Resident #4's Medication .
Administration Record (MARY), the administration
of a PRN (as needed) pain medication on
02/07/12. In addition, staff failed to documant on
tha Pain Assessmant Flow Sheet for medications
adninistered to Resident #4 on 02/06/12 and
02/07/12.

The findings include:

Raview of the facility's policy,"Medication
Administration-General Guidslines", revealed the
individual who administers the medication dose
racords the administration on the resident's MAR
dirgctly after the medication is given, At the end
of the medication pass, the person administaring
the medications reviews the MAR to ensure
necassary doses were administered and

F-514

Resident Records-
complete/accurate/accessible

1) All Nurses and CMA’s were
inserviced on the use of the Pain
Management Flow record.
Between 3/19 and 4/2/2012
(attachment F-514 # 1)

All residents receiving PRN

medications have the potential to

be affected.
a. Records were audited to
identify omissions in
documentation
b. The pharmacy procedure
manual section
*“Preparations and General
Guidelines™ subsection
“Documentation” was
updated to clarify that all
PRN pain medications are
to be monitored on the PAIN
MANAGEMENT FLOW
SHEET and not on the back
of the MAR (attachment F-
514 #2)

¢. The PAIN MANAGEMENT
PROTOCOL was updated
to clarify that the document
is to be used only for PRN
pain medications
{attachment [-514 # 3a & 3b)

2)

3)
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F 514 | Continued From page 13 F 514 F 514 continued
dacumented. In no case should the individual
who administers the medications report off-duty : . :
without first recording the administration of any 4 ;Fhe unit tm 2nag::si1;:01;zssp?;‘srble
meadications. The policy further stated, when or monitoring the : ;
PRN madications are administered, the following omissions 2 times per wee
docurrientation is provided: Date and time of (attachment F-514 #4) T hg
administration, dose, route of administration (if results of these audits will be
other than oral); Compiaints or symptoms for 1'evu_awectlhat the QA meeting on F514
which the medication was given; Resuits April 10, The frequency of ,
achieved from giving the dose and the time ongoing monitoring will be 4/5/2012
results were noted; Signature or initials of person determined at that time.
recording administration and signature or initials
of person recording effects, if diffsrent from the
person administaring the medication.
Review of the facliity palicy, "Pain Management
Protocol”, revised date 01/2011, stated the Pain
Management Flow Sheet will be utllized to assess
the effectiveness of the pain medication regime to
assure optimal pain management.
Raecord review revealed the facility agmitted
Resident #4 on 01/24/112, with diagnoses which
Included Arthritis, Fracture and QOrthopedic
Aftercare, Osteocarthritis, and Cellulitis.
Review of Resident #4's Physician's Orders,
dated 01/25/12, revealed Tylenol one (1) tablet as
needed for pain every four (4) hours. Record
raview of tha Nurses' Notes, dated 02/07/12 at
3:00 AM, revealed Resident #4 complained of leg
pain and PRN Tylenol was given as ordered.
Howsver, there was no docuimentation on the
MAR to indicate the moadication had besn
administered. In addition there was no
documentad evidence on the Pain Assessment
Flow Sheet regarding the comiplaint of pain
symptoms or the resuits achisved as directed by
FOBRM CMS-2567(02-99) Previous Versions Obaoleto Event ID; RSOFH Facllity ID: 100055 If continuation sheat Page 14 of 16
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Continued From page 14 '
the facility's policy.

Continued review of the MAR for 02/12 ravealad
Resident #4 received the medication on 02/07/12
at 3:50 PM. However, there was no documented
evidence per the facility's policy documenting the
compiaints or symptoms for which the medication
was given, results achieved from the dose and
the time results were noted..

Record review of the Nurses' Notes, dated
02/07/12 at 8:00 PM, revealed Resident #4
complained of leg pain and.received pain
medications. Continued review of the record
revealed at 10:00 PM ths resident was "crying in
pain... Tylenol not workin...". Further review of
the record revealed Resident #4 received
additional pain medicaticn as ordered at 11:00
PM. However, there wa' no documented
evidence on the Pain Asiessmant Flow Sheet,
per the facility's policy, which documented the
complaints or symptoms for which-the medication
was given, results achieved from the dose and/or
the time results from the medication wera noted.

interview, on 031812 at 2:30 PM, with Licensed
Practical Nurse (LPN) #7, who was assigned to
provide care for Resldent #4 on 02/07/12,
revealed she was only the nurse who charted
Resident #4 received the meadications in the
Nurses' Notes. She was the "desk nurse” not the
"person passing meadications". '

intarview with LPN #9, on 03/16/12 at 10:40 AM,
revaaled she had administered madications to
Reasident #4 for pain reltef and was aware that the
Pain Management Flow Sheat should have been
utllized to assess the effectiveness of the pain

F 514
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madication regime by documenting the complaint
and symptoms of pain, including interventions
and relief outcome. Further interview revealed
she could not recall why she had failed to
document on the Pain Mzanagement Flow Sheet
after-adminigtering PRN medications fo Resident
#4, ‘ .

Interview with the Director of Mursing, on
03/16/12 at 10:20 AM, reveaied the MAR should
have been completed when medication was
administered as ordered. in addition, the Pain
Assessmant Flow Sheet shouid have been
completed when the PRN medication was
administered to Resident #4. The documantsd
information on the Flow Sheet should have
included the date/time, pre-medication scored
pain rating with location of the resident's pain, all
interventions and the response.
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CFR: 42 CFR 483.70(a)

Building: 01

Survey under: NFPA 101 (2000 Edition)
Plan approval: 1948, 1967, 1989
Facility type: SNF/NF

Type of structure: Type | fire resistive
construction

Smoke Compartment: twenty one (21)

Fire Alarm: Complete Fire alarm

A Building: Smoke detectors in resident
rooms/ Heat detectors in corridors

B Building: Smoke detectors in resident
rooms/ Heat detectors in corridors

C Building: Single station Smoke
Detectors in resident rooms/ Smoke detectors

in corridors.

Sprinkler System: Complete sprinkler system
(wet)

Generator: A Building: Diesel installed 1989
C Building: Diesel installed 1989

A standard Life Safety Code survey was
conducted on 03/14/12. Baptist Convalescent
Center was found to be in compliance with the
requirements for participation in Medicare and
Medicaid. The census on the day of the survey
was one hundred sixty three (163). The facility is
licensed for one hundred sixty seven (167).

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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