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_ A. BUILDING -
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. DEFICIENCY)
F 000 | INITIAL COMMENTS F000| This prepared plan of correction
and creditable allegation of
An abbreviated survey investigating ARCs compliance does pot constitute
KY00015891, KYQ0015866, KY00015980, ap admission or agreement to the
KY00016943; and KY00016047 wage condusted alleged stated deficiencies by the
03/01-03/11. ARQ's KY00016891 and rovider or its management
KYO00015843 which wes unsubstantiated with an proy \ g
unrelated deficiencies. AROg KY00015865 and company. This plan of
15080 were unsubstantiated with no deficient correction and creditable
praclice iden’qﬂeq.. Lite Safety Code was present allegation of compliance is ,
for the ln\{astrgﬁnon. Tl?e highest scope and prepared and executed only
soverity clted was a *t". because state and federal law
F 281 | 483.20(k}(3)(i) SERVICES PROVIDED MEET F 281 se st
$8=D | PROFESSIONAL STANDARDS : require it.

‘slght (8) Sampled Residents, (Resident #1).

The services provided or arranged by the faclity
must meet professional standards of quality.

This HEQUIREMENT le not met as evigenced
by: -

Based on record review and tnterview it was
determined the facility failed to follow physician
orders for administration of laxative for one (1) of

Resldent #1 went threea (3) or greater days
without a bowe! mevement and there was no
documented evidence the facility admlnlstered
laxatives, as ordered.

The findings include:

Record review revealed Resident #1 had :
diagnoses which included Alzheimer's, dementia,
Diabstes Mellitus and osteoarthritig,

Review of the Physician's Revealed an order for
Dulcojax lexative) ten (10) milligrams
per reefum i no bowel Tavement (BM) in three

?}d VS,

¥ 281: Professional Standards;

1. Resident #1’s bowel regime
" was reviewed by the Director

\zo;l’ Nursing on 3/4/2011.
sﬁ‘left is receiving PRN

;. Qons as ordered.

. ‘All’}'é)s»i iznts BM records

o were revwwpd by the

1T Digéetor of Nursing on
3/4/2011 to ensure all
residents received proper
admimstration of medication.

3. An inservice was conducted

- for licensed nursing staff-on
3/8/2011 by the Director of
Nursing, regarding BM
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Wrmmgm an astartok (*) denotes & doiclency which the institwtion my e excused Jrom cartecting providing # t detemined that
her aatey vide suffivient protection to the patients. {See Instructions.) Except for nursing homes, the findings sigted above are diaclosable 80 days
ilowing the datn of survey whelher or nol a plan of correction Is provided. For nursing homes, the above findinga and plans of correotion are disciozabie 14
ws foliowdng the date these documents Ao mads svallable to the facity. it deficiencies are cited, an approved plan of correotion is requisits to continued
oprarmn participation, )
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\ A BUILDING
C
_ 185166 8. WiNG 03/03/2011
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PREFX | -+ (EAGH DEFICIENCY MUST BE PREGEDEO BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE COMRLETION
TAG AEGLLATORY OR, LAC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE DarE

: o .  DEFICIENGY) .

'F 281 | Continued From page 1 F 284 protocol, administering

| family member stated he/sha informed the.

Review of Restdent #1's bowse! racord revealsd
the recident went from 12/01/10 to 12/05/10 with
out a documented howel movement. Review of
the restdent's Medication Administration (MAR)
racord revealed the resident did not recseive the
Dulcolax between 12/01/10 and 12/06/10.

Further review of Resident #1's bowel record -
revealed the resident went from 12/07/10 to
12/10/10 with out a documented bowel
movement. Review of the resident's MAR _
revealed the resident did not receive the Dulcolax
between 12/07/10 and 12/10/10.

Additionaj review of Resident #1's bows! record
revealed the resident went from 12/22/10 to
12/28/10 with no documented bowel movement,
Review of the resident's MAR revealed the’
resident did not receive the Dulcolax betwean
12/22/10’and 12/28/10. :

Revigw of the Resident's Nursing Notes during
these time frames; 12/01410-12/05A0,
12/07/10-12/10/10 and 12/22/10-12/28/10,
rovealed no documented evidence the physalcian
had been nolified.

Interview with Resident #1's famlly on G3/03/11 at
B:27 AM revealed the restdent had been unable to
use the bathroom upon geveral ocoasions. The

Nursing staff of the reaident's inability to use the
bathroom and did not know if the resident was
admin!etered the Dulcotax.

inkerview with the Directar of Nursing (DON) on
03/03/11 at 11:58 AM rovealed Resident #1
should have received Duicolax as the Physician

for BM records and PRN

- then monthly for three

. Date of Compliance:

medications and nofifying
physicians.

The BM protocol was
reviewed by the Medical
Director on 3/10/2011 during
the monthly PI meeting.
Changes to the current
protocol were made.

.An audit will be coxpleted

medication recoxrds daily,
Monday thru Friday for two
weeks, weekly for four weeks,

months. The results of these
audits will be brought to the
monthly PI meeting for
review and further
recommendations.

4/11/2011
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F 281 Continued Frorn pags 2 F 281 _
ordered every thres (3) days with out a howel F 365: Food In Form To Meet
movement. s
' Individual Needs:

Revisw of the taciiity’s policy titled "BM Protoco,"
not dated, revealsd aftar thres (3) days without
having a bowel movement the Nursing staff are fo
" 1 administer laxative or enema as ordered by

laxative or enema is ordered. The policy further
Indicated after four days (4) without a bowe!
movement or inadsquats responss to previous
interventions, Nursing staff were to notify the
Physician.

365 | 483.35(d)(3} FOOD IN FORM TO MEET

88=D | INDIVIDUAL NEEDS

Euach rasident receives and the facility provides
food prepared in a iorm designed 1o meet
individual nesads,

This REQUHIREMENT is not met as evidenced
by

Based on interview, 't was determined the facility
failed to provide food prepared in a form designed
to meet Individual needs for one (1) of eight (8)
sampled resjdents. Resident #5 was served food
identified to cause an efiergic reaction.

The findings Includs:

Resldent #5 was admitied to the tacility on
10/20M10 with diagnoses including Generalized
Pain, End Stage Renal Diseade, and Diabetes
Mellitus Type it. Resldent #5's chart, doctor's
orders and distary cerd stated the resident was
allergic to shelifish.

An Intorview with Hesldent #6's daughter on

physiciai or contact the physician if no as needed

- 1. Resident # 5 did not consume
any of the shellfish sexrved on
2/27/2011. Her tray was

. taken back to the kitchen and
_ offered the alternative meal.
2. The Director of Nursing
conducted an audit on
F 365 3/3/2011 to identify aﬂe@es
fox all residents. The Dictary
Manager reviewed all
resident tray cards to ensure
residents’ food was prepared
in a way to meet their
individual needs on 3/4/2011.
Any issues identified were
corrected accordingly. In
addition, the Dietary Manger
conducted a tray line audit to
ensure meals were prepared
correctly on 3/4/2011. No
issues were identified.
3. The Dietary Manager
conducted an inservice on
"3/3/2011 and again on
3/8/2011 for the Dictary
department informing them
of what food is considered to
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' C
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F 385 | Continued From page 3 F 365 ~ also included the proper

03/01/11 at 10:00 AM revealed Resident #5 was reading of tray cards for

served shrimp fettucinl on 02/27/11. Resident accuracy. All food allergies

:g::&::g:zra\::?gt;)?otghmﬁhthmﬁn lt1 lgf;er | will be printed in capital

weakened state couid explred had he/she eaten letters on resident tray cards

the shrimp, . for easier viewing. :

. The Staff Development

An irg?rview with 1h&mewv hﬁnager on » .- | . Director conducted an

03/03/11 at 10:20 AM revealed diatary staff were inservice on 3/8/2011 for the

unaware that shrimp was a shelifish. No other -nursinc department

residents in the facility were Identified as having . ! g dep e

an allergy to shelffish. instructing them to

thoroughty read tray cards in
"order ensure the food
- prepared meets individual
resident needs.

4. Audits will be conducted by
the Director of Dietary.
Services to ensure diets are
served and prepared per MD
orders to meet residents
individual needs daily Mon -
Fri X 4 weeks, weekly x 4

‘then monthly x 3 and results
reviewed in PI meeting,

5. Date of Compliance:

4/112011
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