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F 153 | Continued From page 1 F 153| Resident #1 is no longer a resident of]
is still living will enly be released to the resident or the facility.

the resident's POA.
100% audit of all cuirent residents

An interview with Resident #1's POA, on 04/16/12 .
was completed by Medical Records

at 1:54 PM, revealed she requested a copy of the

resident's medical record, on 03/22/12, when the on 5/09/2012 for requests per the
resident was sent {o the hospital and the POA resident or legal representative for
was allowed to look at the physician’s progress E— .

notes; however, further interview with the POA, Chal,t reviews and/or a copy of the
on 04/23/12 at 9:45 AM, revealed the POA stil medical  record. None were
had not received the copies of Resident #1's identified.

clinical record,

An interview with the Administrator, on 04/17/12 Review for requests by the residents

at 10:10 AM, revealed, on 03/22/12, the day the and/or legal representative will be
resident was sent fo the hospital, the POA completed daily (Monday thru
requested to see the medical records and she Friday) by the Administrative Staff]
"showed her the progress notes.” \ . e . .
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO Fogo| (fo  include Activities Director,
53=D | PARTICIPATE PLANNING CARE-REVISE CP Social Worker, Medical Records, AR
Bookkeeper, Dietary = Manager,
The resident has ;he right,f uniess at:i;‘udged Housekeeping Director, and
incompetent or otherwise found to be . . . e
incapacitated under the laws of the State, to Mam'tenance Director) in . mo;lmng
participate in planning care and treatment or meetings. Any requests identified
changes in care and treatment. will be followed up on immediately
A comprehensive care plan must be developed by the Administrator, DON o
within 7 days after the completion of the ADON,
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending A QI audit Will be Completed by the
physician, a registered nurse with responsibility QI Nurse on the d aily (Mon day thru

for the resident, and other appropriate staff in . ,
disciplines as determined by the resident's needs, Friday) reviews for follow-up per the

ang, to the extent practicable, the participation of Federal Regulation and Facility
the resident, the resident's family or the resident's PO]iCy for release of information to
legal representative; and periodically reviewed .

the resident and/or legal

and revised by a team of qualified persons after .
representative  weekly X4, then
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Based on interview, record review, and review of
the facility's policy/procedure, it was determined
the facility failed to ensure each resident's care
plan was revised for one resident (#1), in the
selected sample of three residents.

Findings include:

A review of the facilily's policy/procedure,
"Resident Care Plan," revised 09/19/11, revealed
"modification of the care plan would be done at
least quarterly and as needed for residents under
the direction of the RN Coordinator/designee.”

A record review revealed the facility admitied
Resident #1 on 04/27/11 with diagnoses {o
include Senile Dementia with Delirium, Angina
Pectoris, a Pacemaker and Chronic Heart Failure
{CHF).

A review of the significant change Minimum Data
Set {MDS) assessment, dated 03/12/12, revealed
the facility identified Resident #1 as severely
cognitively impaired.

A review of the resident's care plan, "Pacemaker-
At risk for potential complications due to
Pacemaker malfunction,” dated 05/04/11,
revealed an intervention for routine pacemaker
checks, as ordered by the physician, dated
05/04/11. There was no indication how often this

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION {X5)
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F 280 | Continued From page 2 F 280, monthly X4. Any concerns will be
each assessment, reported to the Administrator or
DON immediately. Findings will be
reviewed in the Executive QI
Meeting quarterly.
This REQUIREMENT is not met as evidenced
by: 05/18/13

Resident #1 is no longer a resident of
the facility.

Resident’s currently in the facility
with pacemakers cardiology groups
were contacted about the
recommended timeframes for each
resident’s pacemaker check by
05/14/12 per the DON, The care
plans of all residents with
pacemakers were revised to include
the cardiologist group, time check,
recommendlations, and the
responsible discipline by 05/14/12 by
the MDS Nurses. A tracking tool of
all current residents with pacemakers
will be reviewed by the DON or
ADON each month to include the
attending  physician, cardiology
group, when last pacemaker check
was done, when next check will be
due, and follow up of function. Any
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was 10 occur, who was responsible to ensure the
process had been foflowed, who was the ordering
physician or when the next reading would occur.

An interview with Resident #1's Power of Atiorney
{POA), on 04/02/12 at 9:40 AM, revealed she
requested the facility have the resident's
pacemaker function checked, and she had not
received & response about completion of this
request.

An interview with the Director of Nursing (DON),
on 04/17/12 at 10:07 AM, revealed she
interviewed the POA about the pacemaker, which
was implanted in June 2010. She revealed she
did not want to put the resident though another
surgery if anything was to happen to the
pacemaker, and the family stopped checking the
pacemaker function "a long time ago.” However,
the POA changed her mind in February 2012 and
decided to have the pacemaker function checked.
The cardiologist's office was notified and stated
they could not check it over the phone and they
would have to come to the facility to evaluate the
device. At this time, the DON was unable to
determine if {he device was ever tested. Furlher
interview with the DON, on 04/19/12 at 12:20 PM,
after she reviewed the paperwork and notified the
cardiologist's office, revealed the techniclan was
at the facility to check the device on 02/03/12.
She stated there was no set plan about how often
the pacemakers needed to be checked, as there
were several residents with different types of
pacemakers and several cardiologists involved
with different orders regarding the checks.
Resident #1 had not had the pacemaker
checked, until 02/03/12, when the POA changed
her mind. The care plan was not updated to

(X430 SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF GORRECTION s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 280 | Continued From page 3 F 20! new admissions with pacemakers or

current residents with new implants
will be added to the listing for
review., Attending physician and
cardiology group will be notified of
any concerns.

A Ql audit will be completed
monthly by the QI Nurse reviewing
the listing of residents with
pacemakers, timeliness of pacemaker
checks, and care plan reviews. Any
concerns will be reported to the
Administrator and DON. Findings
will be reviewed at the Executive QI
Meeting quarterly.

05/18/12
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Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosociat well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, it was
determined the facility identified ten residents with
implanted pacemaker devices; however, the
facility failed fo have a system in ptace to monitor
residents with implanted pacemaker devices, as
well as the required testing for the optimum
performance of these devices for one resident
(#1), in the selected sample of three residents,
and seven unsampled residents. On 04/16/12,
the facility census was 90 residents.

Findings include:

A review of the pacemaker list provided by the
facility revealed there were fen residents with
pacemakers. Areview of each resident's {#1, #2,
#3, #4, #5, #6, #7, #8, #9, and #10) care plan,
"Pacemaker- Al risk for potential complications
due to Pacemaker maifunction,” revealed an
intervention for "routine pacemaker checks, as
ordered by the physician." There was no
indication of how often the pacemaker checks
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F 280 | Continued From page 4 F 280
reflect this or to monitor the cutcome of the test
or when the next test was due.
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309 Resident #1 is no longer a resident of
ss=p | HIGHEST WELL BEING

the facility.

Orders were obtained from attending
physicians to follow the
recommendations of the cardiology
groups on frequency of pacemaker
checks for residents #2, #3, #4, #5,
#6, #7, #8, #9 and #10 by 05/14/12
per the DON. The care plans for
residents with pacemakers were
revised to include the cardiology
group, time check recommendations
and the responsible discipline by
05/14/12 by MDS nurses.

Licensed Nurses were in-serviced
regarding importance of pacemaker
checks, the frequency of pacemaker
checks per recommendations of the
cardiology groups, what cardiology
group oversees each individual
resident with a pacemaker, and
follow-up of function of pacemaker
with the test group by 05/14/12 per
the DON and ADON. Any licensed
nurses unable to attend will be
retrained prior to returning to work.
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TAG REGULATORY OR LSC IDENTIFYING iNFORMATION) TAG CROSS-REFEREBIg;:lcg:'giI g&;; APPROPRIATE DATE
F 309 | Continued From page 5 Faogl A tracking tool of all current
were to ocour, who was responsible to ensure the residents with pacemakers will be
process was followed, who was the ordering reviewed by the DON or ADON
physician, or when the next reading was suppose each month to include the attending
to occur. There were no manufacturer's . .
recommendations about testing of the device, as physician, cardiology group, when
well as no policy/procedure or tracking tools to last pacemaker check was done,
ensure routine testing of the devices was when next check will be due, and
completed, or how often they were fo be tested . :
and the results of the testing. fo.ilow-up of function of pacei'nakel
with test group. Any new residents
A record review revealed the facility admitted with pacemakers will be added to the
Resident #1 on 04/27/11 with diagnoses to tracking tool for review. Attending
include Senile Dementia with Delirlum, Angina hvsici d cardiol ! 1
Pectoris, a Pacemaker and Chronic Heart p ]YS*C.lan and cardioiogy group wi
Failure. A review of the significant change be notified of any concerns.
Minimum Data Set (MDS) assessment, dated
03/12/12, revealed the facility identified Resident A QI aUdit Wl” be Completed by the
#1 as severely cognitively impaired. QI Nurse to review the listing of
A review of the cardiologist's report, dated resident with pacemakers, timeliness
06/10/10 and 02]02’12, revealed the facﬂliy Of pacemaker Checl{S, care plan
contacted the cardiologist's office, on 02/02/12, revisions, and follow-up of function
for a pacemaker check on Resident #1's device. .
A review of the report revealed a technician went of pacemaker after each check with
to the facility to check the pacemaker, on cardiology group who completed the
02/03/12, and brought the repori back lo the testing. Any concerns will be
office. A review of the "Wrap-up Overview," . ted to the Administrator d
dated 02/03/12, revealed a copy of the report, left reported fo the Adminisiralor an
at the facility by the technician contained DON. Findings will be reviewed at
technical jargon and was unclear if the the Executive QI Meeting quarterly.
pacemaker functioned properly.
A review of the list of the residents with 05/18/12
pacemakers {#2 through #10) reveaied these
residents had recent pacemaker checks
completed or were scheduled to have the testing
completed.
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F 309 | Continued From page 6

Interviews with Residents #2 through #10, on
04/17112 through 04/19/12, revealed that
Residents #4, #5 and #10 denied having an
implanted pacemaker and were marked on the
facility's Roster/Matrix as cognitively impaired.
Residents #2, #3, #6, #7 and #9 revealed they
had the devices and had routine pacemaker
checks completed with no concerns. Resident #8
stated he/she had the device implanted "four fo
five years ago," but was unable to recall if the
routine checks were completed at the facility.

An interview with the Director of Nursing (DONj},
on 04/17/12 at 10:07 AM, and on 04/18/12 at
12:20 PM and 4:00 PM, revealed there was no
policy/procedure for the monitoring of
pacamakers. However, the DON maintained a
list of residents with pacemakers, the dates that
the pacemakers were implanted and were last
checked, the cardiologist who placed the device,
and the next testing due date of the device. The
DON stated the list was started when any
resident was admilted with a pacemaker. The
DON revealed Resident #1's pacemaker was not
tested, as the family did not want to pursue
testing untit 02/02/12. The device was tested on
02/03/12, when a technician came to the facility,
and lefi a copy of the test resuits, which the DON
was unable to interprel. The DON did not notify
the cardiologist to ensure the device was working
properly. Additionally, she stated there was no
set ptan about how often the pacemakers needed
to be checked, as there were several residents
with different types of pacemakers and several
cardiologists involved with different orders
regarding the checks, Funhermore, the DON
stated the resuits of the testing were sent to the
cardiologist's office, and unless the cardiologist

F 308
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office contacted the facility, it was assumed the
results were favorable. Resident #1's pacemaker
was not checked, until 02/03/12, when the POA
changed her mind about having the pacemaker
checked. The care plan was not updated to
reflect this information or to monitor the outcome
of the test or when the next test was due. The
facility did not notify the cardiologist's office to
confirm the findings or to receive further orders.

An interview with the Administrator, on 04/19/12
at 11:55 AM, revealed the facility did not have a
policy/procedure to monitor the required
pacemaker testing, and the facility compfeled the
testing upon request of the resident's cardiologist.
Any paperwork or contact to or from the
resident's cardiologist was maintained by the
DON.

F 309
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