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The facliily must record and periodically update

the address and phone number of the resident's
legal representative or interested family member.

This REQUIREMENT is not mel as evidenced
by
Based on interview, review of facllity ;
policy/procedure and record review, It was
determined the facility failed to notify the
physiclan for one resident (#1), in the sefected
sample of three (3), related to a significant
change In the resident's physical and mental
status. On 06/13-14/11, Resident #1 experienced
axtreme restlessness, changes in skin ¢olor, and :
periods of apnea (not breathing). The resident
explred on 06/14/11.

' The findings include:

A review of the facility's policy and procedure

“Notification of Resident Change In Condition,”
dated October 1999 with a revised dale of July
| 2011, revealed "the physician was to be notified
! immedlately of a significant change In a resident's ;

/! condition.”

A record review revealed Resident #1 was
admilted to the facility on 01/21/10 with dlagnoses
{o include Chronic Renal Failure, Diabeles
Meliitus Type H, Hypertension, Colon Cancer,
Arthrilis and Congestive Heart Fallure. i

A review of the quarlerly Minimum Dala Set
(MDS), daled 03/28/11, revealed Resident #1 was
moderately cognilively impaired. He/she required
supervision wilth bed mobilily, transfers, dressing

and ambulation. The resident required exlensive

FI87. [C1877 cont. l

3. Al licensed nurses will be re-educated by the
Education and Training Director, Director of Nursing
or Assistant Director of Nursing on physician
notification for a change in condition by October 7,

. 2011,

4. The Director of Nursing or the Assistant Director of
Nursing will audit ten {10) medical records weekly for
twelve (12) weeks to assure proper notification of the
physician on a change in resident condition, The
results of these audits will be reviewed with the
Quality Assurance Committee on 2 monthly basis for
three (3) months, If at any time a concern is identified,
© a Quality Assurance Committee meeting will be held
i to review concems for further recommendations as
needed. The members of the Quality Assurance
Committee will consist of at a minimum the
Administrator, the Director of Nursing, the Assistant
Director of Nursing, and the Facility Rehabilitation
Coordinator. The Medical Director will attend at least

quarterly.
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A care plan for "Palliative Care with Comforl

! A review of nurses' noles, dated 06/14/11 at 2:45

Continued From page 2
assistance with hygiene and bathing and was
continent of bowel and bladder.

Measures only," dated 05/26/11, revealed there
was no intervention for oxygen (O2) therapy.

An interview with Certified Nurse Aide {CNA) #10,
on 08/30/11 at 2:20 PM, revealed she was the the
only CNA who worked “B" wing on the night of
06/13-14/11. She stated the resident was restless
and repeatedly tried to climb out of his/her bed
onlo the floor mat. She asked another CNA from
the "A wing" to assist her with the transfer of
Resident #1 to a geri-chair. They assisted the
resident to a geri-chair and placed him/her at the
nurse's station, in view of the charge nurse who
would be able to monitor him/her while CNA#10
provided care for other residents. She slated the
resident continued to be restiess and tried to lake
histher clothes off. She staled she was afraid
he/she might try to get up from the gerl-chairon
histher own, so she brought the resident along
with her while she provided care to the other
residents.

AM, revealed the resident was restless and iried
to crawt out of his/her bed onto the floor mat. The
resident was then placed into a gerl-chair. The
color of the resident's nail beds was described as ;
"duli and dusky.” Furiher review of the I
documeniation, at 10:00 AM, revealed the
resident had periods of apnea (not breathing).
There was no documented evidence the
physician was nolified.

An interview with Registered Nurse (RN} #1, on

F 157
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08/30/11 at 1:40 PM, revealed it was reported to
her, at shift change on 06/13/11, about Resident
#1 being reslless and trying to climb out of his/her - ; :
bed. The resident was pfaced in a geri-chair and
remained at the nurse’s station most of the shift,
She stated Resident #1 continued to be restless
and irled {o disrobe himselffhersell. The resident
was covered with a sheet which was "{ucked"” in
the back of the geri-chair. She stated she '

i assessed the resident for pain; however, she did | :
i not notify the physician, i

An interview with Residant #1's physician, on
08/34/11 at 2205 PM, revealed he was not notified
about the resident's change in condition.

An interview with the Direclor of Nursing (DON, - !
on 08/31/41 at 3:55 PM, revealed the resident ! ;
was on palliative care; however, the physician
should have baen notified due to the residenl's
restlessness, color changes and the episodes of
not breathing.

F 2211 483.13(a) RIGHT TO BE FREE FROM F 221
ss=D: PHYSICAL RESTRAINTS F221
The resident has the right to be free from any ! ! 1. Resident#1 expired on 06/14/2011.

physical restraints imposed for purposes of

discipline or convenience, and not required to 2. All residents will be observed by 09/26/2011 and

{real the resident's medical symploms. by 09/27/2011 for restraints by the Dircctor of Nursing
or Assistant Director of Nursing. An audit of ali

current resident charts will be completed by the .
Director of Nursing or Assistant Director of Nursing

| -ll)-\;l?'is REQUIREMENT Is not mel as evidenced before October 7, 201 1. Any residents with identified
: i i i i iewed to determine need for
Based on | i acili . vestraints will be reviewed to ¢
poIicy!dproncg‘c}ﬁzs?:‘dr?e\gg\::jor{g{;iew“:'t was : i reslraint as wel] as determine if an assessment,
determined the facility failed to ensure one ‘ physician order and care plan ar¢ present by the
' y IDT(Interdisciplinary Team) before October 7, 201 1.

rasident (#1) in the selected sample of three, had
the right fo be free from a physical restraint
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{ imposed for purposes of discipline ot

: back of the geri-chair.

i revealed a resiraining device to be "any manual

convenlence, and nol required to treat the
resident's symptoms. On 06/13/11, Resident #1
was reslless while up in 2 geri-chair and tried to
disrobe himselffherself. The resident was then
covered with a sheet, which was "tucked" in the

The findings inciude:

A review of the facifity's restraint policy and
procedure "Safety Device-Least Restrictive,”
dated January 2009 and revised January 2011,

method, physical or mechanical safety device,
material or equipment attached to the resident's
body which cannot be removed or restricts
freedom of movement or normal access to one's
body.” Exampies included, "tucking a sheel so
that a resident's movement is rastricted.”

Arecord review revealed Resident #1 was
admilted to the facility on 01/21/10 with diagnoses
to include Chronlic Renal Fallure, Diabetes
Mellitus Type I, Hyperlension, Cojon Cancer, i
Arthritis and Congeslive Heart Failure.

A review of the quarterly Minimum Data Set
(MDS}), dated 03/28/11, revealed Resident #1 to
be moderately cognitively impaired, required
supervision with bed mobility, iransfers, dressing
and ambulation, He/she required exiensive
assistance with hygiene/bathing and was
continent of bowei and bladder.

. A review of the Comprehensive Care Plan for

"Safety Device," dated 06/13/11, did not include
the use of a sheet as a safely device.
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3. Al}licensed staff will be reeducated by October 7,

2011 on the definition of a restraint as well as the
requirements for appplication of a restraint, Any new
orders or device changes will be reviewed by the
IDT{Interdisciplinary Team). All Direct care stafl’

will be educated by the Direclor of Nursing or the
Education and Training Director by QOctober 7, 2011 R
i on the definition of a restraint.

4. The Director of Nursing or the Education and
Training Director will complete observations five (5)
days a week for 5 weeks, then four (4) days a week for
5 weeks, then three (3) days a week for five weeks and
report the resulis to the QA commiitee. The

i observations will include observing for restraints in

- . the building that have not been assessed properly or
are without crders or properly care plarned. The
Director of Nursing or the Bdueation and Training
Director will complete five (5) record reviews on
residents with resiraints weekly for twelve (12) weeks
and report to the QA Committee any findings. The
results of these audits will be reviewed with the
Quality Assurance Committee on a monthly basis for

| three (3) months. If at any time a concern is identified,
a Quality Assurance Commitiee meeting will be held
to review concerns for further recommendations as
necded. The members of the Quality Assurance
Committee will consist of at a minimum the
Administrator, the Director of Nursing, the Assistant
Director of Nursing, and the Facility Rehabilitation
Coordinator. The Medical Director will attend at least
quarterly.

Complokon Thfe: Jofsaop

FORM CMS-2687{02-09) Pievious Verstons Obsclata

Evepl tD:7JLS 1

Facility 10z 100361

If confinuation sheet Page Sof 7




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

PRINTED: 09/15/2011
FORM APPROVED
OMB NO, 0938-0391

STATEMENT OF DEFICIENCIES {X) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCGTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
8. WING c
485331 : 08/3112011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
414 ROBEY ST,
MEDCO CENTER OF FRANKLIN
FRANKLIN, KY 42135
(X4 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (%)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFiX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) .
F 2211 Continued From page 5 F 221

An interview with Certified Nurse Aide (CNA) #10,
an 08/30/11 al 2:20 PM, revealed she was the the

-+ only CNA who worked "B" wing on the night of

06/13-14/11. She staled the Resident #1 was
restless and repeatedly tried to climb out of
his/her bed onlo the floar mat. She asked another
CNA from the "A wing" to assist her with the

{ ransfer of the resident to a gerl-chair, They
assisted the resident to a geri-chalr and placed
him/her at the nurse's station, in view of the
charge nurse who was to monitor him/her while
CNA #10 provided care for other residents. She
: stated the resident continued to be restless and
tried to take histher clothes off. She stated she
was afrald he/she might lry to get up from the
geri-chair on his/her own, so she brought the

the other residents.

An interview with Registered Nurse (RN} #1, on
08/30/11 at 1:40 PM, revealed, In shifl report on
06/13/11, it was reported to her about Resident
#1 being restless and trying to climb out of histher
bed. The resident was placed in a geri-chair and
remained at the nurse's station most of the shift.

: She slated Resident #1 continued to be restiess

. and trled lo disrobe himselfiherself. The resident
was coverad with a sheel which was "tucked" in
the back of the geri-chalr.

An interview with the Direclor of Nursing (DON}),
on 08/31/111 at 3:55 PM, revealed no
sheets/cavers should be "tucked in" around any
resident.

An interview with the Administrator, on 08/26/11
al 10:40 AM, revealed he did nol conduct a

resident along with her while she provided care o !

L
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formal investigation related o the resident having -
a sheet "tucked in" around him/her while in a
gerl-chair. No further explanation was provided.
i
: ,‘ : }
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