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| the.Investigation of ARO#KY00017347 and

| The assessment must accurately reflect the

‘| A'registered nurse mus! conduct of coordi

INITMAL COMMENTS

A Recertificaion Survey was conducted 12/27/11
fhrough 12/29/11. Deficiencies were clted with
the highest Stope and Severily of a "D". An
-Abbreviated Survey was conducted fo re-open

#KY00D17348 which was Inltlated on 11/09/11, -
was concluded on 12/298/11. ARO#KY(00017438
was substantlated with no deficlencies cited. ARO
#KY00017347 was unsubstanciated with no
deficiencies cited.

483.20(g) - (|} ABSESSMENT . :
ACCURACY/COORDINATION/CERTIFIED

resident's status.

each assessment with the appropriate
pariicipation of health professionals.

A registered nurse must sign and certify thal the
agsessment is completed,

Each individual who completes a portion of the
assessment must sign and cerlify the accuracy of
that portion of the assessment.

Under Medicare and Madicaid, an indlvidual who
willfully and knowingly certifies a material and
falso statement in a resident assessment Is
subject to & clvil money penalty of not more than
$1,000 for each assessment; or an individual who
wilifully and knowlrigly causes another individual -
to cerlify a material and false statement in a.
resident assessment Is subject to a civil maney
panalty of not more than $5,000 for each
assessment.

&"l""’!‘" fomi

F 000

I have enclosed the Plan of
Correction for the above-referonced
facility in response to the Statement
of Deficiencies, While this document
is being submitted as confirmation of
the facility’s on-going efforts to
comply with all séntutory and
regulatory requirements, it showld
not be eonstrued as an admission or
agreement with the findéngs and
conchisions in the Statement of
Deficiencles. In this document, we
have outlined specific actions in
response to identified issues, We
have not provided a detailed

. response to each allegation or
findings, nor have we identified

itigating factors.

The corrective action that
took place for the resident
found {o have been affected
by the deficient practice;
resident #7°s Admission
Assessment (MDS) with
Assessment reference Date,
of 7/15/11, has beén modified
to include the diagnosis of
Chronic Renal Disease.
2, How the facility addressed
how it would 1dentify if
" other resident’s were
affected by the deficient
practice; the most recent
comprehensive MDS
assessment on all active
residents will be reviewed by
the nurse manager team

ABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVEES SIGNATURE

<

TITLE
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- et [THIL
\ny' deficlonay slaterent ending wilh an asterisk (*) denotes a defitiancy which the Insti used Trom correcling providing It 16 deteFm!nad that

ither safsguards provide sufficiant protection to the patienls, (
ollowing the date of survey whether or not a plan of correction
lays following the date these decuments are made availabte

rogrem partiolpation.

See instructions,) Exc

epl for nursing homes, the findings stated above are disclosalile 90 days
Is provided. For nursing homes, the above findings and plans of corraction are disclosable 14
to the facillty. I deflclencles are ciled, an approved pian of correction is requlsite to contlnued
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Disgase,

Clinical disagreement doss not constitute a
material end false statemen@.

This REQUIREMENT is not met as evidenced
b .

.| Besed on Interview and record review it was

determined the facility falfed to ensure the
admisslon assessment was accurate for one (1)
of nineteen (19) sampled resldents, Resident #7
related to Renal Diseass,

The findings include: -

Review of Resident #7's Hospital Discharge
Summary, dated 06/23/11, revealed the resident
was discharged from the hospital with multiple
diagnoses, Including Chronic Rénal Disease. Per
the discharge instructions the resident had a
follow-up appointment with the Nephrologlst, on
0721711 af 9:15 AM.

Review of the clinical record revesled Resident
#7 was admitted to the facility on 07/08/11, Per
the clinical record the facifily assessed the
resident to have mutfiple diagnoses, howaver
Chrohic Renal Disease was not listed.

Review of tho Minimum Date Set Admission
Assessment (MDS) with Assessment Reference
Date, of 07/16/11, revealsd no documented
gvidence the facilily Identified the resident as
having an active diagnoses due to Chronic Renal

Interviews, on 12/29/11 at 3:17 PM, with the

ADON, MDS nurses and unit
coordinators for inclusion of
" appropriate diaghoses and
nursing sections of the MDS.
_In addition, alt other
individuals who complete a
portion of the assessment will
verify the aceuracy of that
portion of the most recent
comprehensive assessment,
3. The measures put into place
or systemic change made to
insure that the deficient
‘practice will-not recur; The
corthunity has implemented
training, on 1/16/12, for two
MDS nurses, The fraining is
titled “Brooldale Coding
Fundamentals™ and focuged
on ICD-9 coding and
sequencing for all resident
assessmnents. The MDS
nurses and Therapy In-
Patient Coordinator (IPC)
conduct a daily PPS ‘meeting,
Monday through Friday, to
review admission discharge
summaries for diagnostic
revicw, |

The clinical nursing team,
consisting of the DON,

nurke trangitionat coach, are
meeting daily, Monday

ADON, unit coordinators and ‘
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through Friday, to review
admissions and readmissions
to verify that the appropriate
diagnosis and treatment is
documented in the clinical
record,

The interdisciplinary team
who completes & portion of
the MDS assessment meets
weekly, on Tuesday, fora
Quality of Care meeting
(QoC). During the weekly
QoC meeting the accuracy of
the annual, quarterly and
significant changes
MBDS assessment will be
verified. '

The facility plans to
monitoy its performance to
ensure that selutions are
sustained by; A quality
assurance audit too] will be
implemented to specifically
review MDS coding
accuracy. The audit tool will
require special attention to
residents® diagnoses. The:
tool will be used to audit one
(1) MDS per nursing station
for a total of three (3)
resident charts weekly times
four (4) weeks, then three (3)
charts monthly for three (3)
menths . The MDS




coordinator or another MDS
nurse will address concerns
and trends and repoit to the
Quality Assurance
Committes monthly during
the audit review petiod, If
needed, the Quality
Assyrance Committee will
make revisions o the current
plan based upon results of the
audit, '

The date that the corrective
action will be completed;
‘ID Prefix Tag’ F278 by
2/3/12
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facllity's three (3) MDS nurses revealed they did "~ 1. The corrective action
not complate the admisslon assessment for that took place fo
Resident#7. [n further interview, Licensed o e e t:‘l'lth"
Practioal Nurse (LPN) #4 stated the MDS was ave
- { completed by a corporate nurse. She explained been affected by this -
the corporate nurse probably only assessed deficient practice; The
Resldent #7 for thoss diagnoses listed under the rate of flow as ordered
section "Discharge Diagnosis” and did notread was corrected
the complete discharge summary. . \ _
F 328 [ 483.25(k) TREATMENT/CARE FOR SPECIAL F328| - immediately after
gs=p | NEEDS observation on
12/27/2011 by the charge
The facillty must ensure that residents recelve nurse.
roper tregtment and care for the following
bacial sorvicas: 2. How the facility
Injections; addressed how it would
Paranteral and enteral fluids; identify if other
?roalgﬁg)on;&rﬁgeg‘r?bmy' or ileostomy care; resident’s were affected
Tracheal suctioning; by the deficient
Respiratory care; practice; All other
Foot care; and residents receiving
Prostheses. oxygen therapy and any
special services were
‘ : assessed by the nursing
This REQUIREMENT s not met as evidenced team for proper physician
by: - _ ordered flow rate, and
Bassd on observatiqn, interview and fecord special service needs. At
raview, the facllity failed to ensure residenta this time th
recelved the proper treatment and care related to 18 Lme no other
the administration of oxygen for one (1) of- residents were found to
nineteen (19) sampled residents, (Resident #8). be affected. The treattment
Eesmaetnt *;3 i betsvewe"d dt° na?ﬁ ;’%{g?“ ata and care for all residents
ow rate of rate of two and a ha . . .
fiters/minute Instead of thrae (3) liters/minutes as- with sp ecial services was
per the Physician's Orders. - Teviewed by the nurse )
management team, which
FORM CM$-2687(02-88) Previous Varsions Obsoleta Evant i0: PWICH]
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- SUMMARY STATEMENT OF DEFICIENCIES

" | exchange related to lung cancer and pleural

The findings include;

Review of the clinical record revealed Residsnt
#8 had didgnoses which Include Squamous Cal
Lung Cancer and Right Pigural Effusion,

Review of the 12/11 Physician's Orders revealed
orders for oxygen to be administared at three (3)
liters/minute per nasal cannula continuously.

Raview of the Comprehensive Care Plan, dated
12/28/11, revealed Resident #8 had impaired gas

effusion.

Observation, on 12/27/11 at 4:45 PM revesaled tha
flow rate for Resident #8's oxygen was set on two
and a haif (2 1/2) literslmlnl_.ite.

Inferview, on 12/27/11 at 4.60 PM, with License
Practioal Nurse (LPN) #7, who was in the
resldant’s room at the time of observation,,
revealed the oxygen flow was to he set at three
(8) liters/minute instead of two and & half (2 1/2)
liters/minute as observed. LPN#7 made the
correction to refiect the rate of flow as orderad.
She stated, the oxygen flow was the Nurse's
responsibility and not the responsibllity of the
Certified Nurse Assistants (CMA's).

(x4) ID D PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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: DEFICIENGCY)
F 328 | Continued From page 3 F 328

was completed by
1/25/2012. Appropriate
interventions were
implemented for
individual résidents’
needs and identified on
the residents’ plan of
caré. Nursing staff was
given additional re-
education on care related
to special services by the

-staff development
coordinator and nurse
managers. Each licensed
nurse and CNA will have
this information reviewed
with them by 2/1/2012.
Any nursing associate
that has not worked by
2/1/2012 will receive the
educdtion prior to
working their next shift.

3. The measures put into
place or systemic cliange
made to insure that the
deficient practice will not
recury Charge nurses will
implement care plan
interventions retating to
acute changes of condition
of residents that have
special services for
. individualized treatment and

=ORN CMS-2667(02-99) Previous Versions Obsotate
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care, Oxygen therapy will
be added to the charge
nurses daily check list,
which includes oxygen flow
rate. Charge nurses will
validate oxygen flow rates
during their shift and
document this on the
Medication Administration
Record each shift. In
addition, the nursing
management team will also
validate that residents are
receiving the. appropriate
flow rate through direct
observation during daily
walking rounds and special
services will be identified
on the residents’ care plan.
Care plans will be reviewed
by the Nurse Managers,
consisting of the unit
coordinators, ADON,
evening and weekend nurse
supetvisor, who will then
validate the treatment and .
care is occurring through
direct observation of special
care needs through daily
walking rounds. A nurse
managers meeling was
conducted on 1/26/12 by the
Director of Nursing and the
Administrator reviewing the
requirements for walking




tounds. These walking
rounds will be documented
on a supervisor walking
round check list one (1)
time a week and returned to
the DON. Results of the
audit will be discussed at
the weekly Quality of Care
meeting,

To address the oxygen flow
rate specifically, the nursing
staff was re-educated
regarding oxygen flow raie
and the need {o monitor the

rate throughout the shift to

cnsure the current flow rate
is being administered, Each
nurse and CNA will have
the information reviewed
with them by 2/1/2012 by
the staff development
coordinator or nurse
manager. Any nursing

- associate who has not been

scheduled to work by
2/1/2012 will receive the
education prior to working
their next shift for their
review.

The facility plans to
mounitor its pexrformance
to ensure that solutions
are sustained by; A quality
assurance audit too! will be




implemented to specifically
. review care related to
special services. Using this
audit tool the Director of
Nursing ot nurse managers,
consisting of the unit
coordinators, ADON,
evening and weekend nurse
supervisor, will monitor that
residents who are receiving
special services are
receiving the proper
treatment and care. The
nurse managers will
conduct audits of five (5)
residents with special
services weekly for four (4)
wecks then continue the
audits monthly fot three (3)
months, The audit tool
requires special attention to
residents’ with.oxygen
orders. The Director of
Nursing or Assistant
Director of Nursing will
address concerns and trends
in the weekly Quality of
Care meeting and the
monthly Quality of
Assurance commitiee
meeting times three months.
~ Revisions to the current
plan will be directed by the
Quality Assurance
committee, if needed,




5. The date that the
corrective action will be
completed; ‘ID Prefix Tag’
T 328 by 2/3/12
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. B i
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A standard Life Safely Code survey was
cohducted on 12/28/11 and gonciuded on
12/29/11, Richmond Place Rehabilitation and
Hoalth Center was found to be [h compliance with
the raquirements for participation in Medicare and
Medicaid, -
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