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F 000 INITIAL COMMENTS E 000 | The preparation and execution of this plan of
' correction does not constitute admission or
A standard health survey was conducted on July agreement by the provider of the truth of the facgs
13-15, 2010, Deficient practice was identified alleged or conclusions set forth in the staternent
with the highest scope and severity at "E” level. of deficiency. This plan of correction is prepared
An abbreviated stanrdard survey (KY14811) was and executed solely because it is required by
alsb conducied at this time. The aliegation was federal and state lav. .
substantiated and deficient practice was 1. The ABN notices for residents #9, 19, 20, 21, 8/16/10
identified. . and 22 were re-corupleted on the current ABN
F 156 483.10(b)(5} - (10), 483.10(b)(1) NOTICE OF F 156 | forms which inciude the resident appeal rights
§5=B | RIGHTS, RULES, SERVICES, CHARGES and verification of notice information, with the
The facility must inform the resident both orally blaj_ﬂfs completed to specify the reason f"r_ the
| and in writing in a language that the resident anticipated non-coverage. The revised notices
understands of his or her rights and all rukes and were provided to these residents or theix respon-
reg u!a’tiqnf:-!.l governing resident conduct and sible party as indicated, with education on the
responsibilifies during the stay in the facility. The need 1o check the box of their choice and complbte

faciiity must also provide the resident with the
notice {If any) of the State developed under
§1919(e}{6) of the Act. Such nofification must be
made prior fo or upon admission and dudng the
resident's stay, Receipt of such informabon, and
any amendrents fo it, must be acknowledged in
writing. ‘

The facility must inform each resident who is
entitled to Medicaid bensfits, in writing, at the time
of admission to the nursing facility or, when the
resident becomes eligible for Medicaid of the
iterns and services that are included in nursing
facility services under the State pian and for
which the resident may not be charged, those
other items and services that the facility offers
and for which the residert may be charged, and
the amount of charges for those services; and
inform each resident when changes are made fo

the ieme and services specified in paragraphs (5) |

(A} and (B) of this section.

‘the information verifying notice of the information

érelated to the change in payor source.

2 The ABN notices for the last 3 months have
[been audited by the Administrator aed Business|’

Office Manager to determine that all were completed
1o specify the reason for the anticipated non-covierage

and that information was provided on the residept

appeal rights and venfication of notice related td
the change in payor source. The revised notices
were provided to these residents or their respon;

sible party as indicated, with education provided

on the need to check the box of their choice and|

complete the information verifying notice of the
information refated to the change in payor source.

3. The ABN notices will now be completed by
the Business Office Manager. The BOM has
received in-service education on the accurate.

A

AA ki Shvador

TITLE

¢/l

()(7 DATE

0

TN il

WTORY DIRECTOR'S OR PROVADERISUPPLIER REPRESENTATIVE'S SIGNATURE
bl

Aty deficiency

éni edding with an asterisk (*} denofes & deficizncy which the institufion may be excused from correcting providing i is z{etermmed that

other safeguard® provide suflicient protection to the patients. (See instucfions.) Except for nursing hoimes, the findings stated above are disciosable 90 days

foliowing the date of survey whether or not a plan of correction is provided. For nursing hornes, the above findings and plans of corection are disclosabls 14

days foflowing the daie these documents are made available
prograrn parficipation.

to the faciity. I deficiendies are oied, an approved plan of corection is requisite to continued
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F 156 | Continued Erom page 1 F 15g | completion on the ABN notices and the need to

| The facility must inform esch resident before, or

| groups such as the State survey and certification

at the time of admission, and pefiodically during
the resident's stay, of services available in the
facility and of charges for those services,
including any charges for services not covered
under Medicare or by the faciiily's per diem rate.

The facility must furnish a written description of
iegal rights which inclides:

A description of the manner of protec’tmcz
personal funds, under paragraph (c} of this
sechon;

A description of the sgquirements and procedures |
for estabiishing efigibiiity for Medicaid, including
the right 1o request an assessmernt under section
1924(c) which determines the extent of a coupie’s
non-exempt resources at the ime of '
institutionaiization and attributes fo the community
spouse an equitable share of resources which
cannot be considered available for payment
toward the sost of the instifutionalized spouse's
medical care in his or her process of spending -
down to Medicaid eligibiiy levels.

A posting of names, addresses, and telephone
numbers of all pertinent State client advocacy.

agency, the State: licensure office, the State
ombudsman program, the protection and
advacacy networl, and the Medicaid fraud controf
unit; and a staienent that the resident may file a
complaint with the State survey and certification
agency concerning resident abuss, neglect, and
misappropriation of resident property in the
facilfty, and non-compliance with the advance
directives reguirements.

The facility must comply with the requirements

fill in. the blasks as provided by the Corporate
Consuktznt on Fuly 20, 2010

4. The CQI indicator for the monitoring of the
ABN form use will be utilized monthly X 2
months and then as per the established CQI
calendar under the supervision of the BOM.
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specified in subpart | of part 489 of this chapler
related to maintaining written policies and
procedures regarding advanee direciives. These
requirements include provisions to inform and
provide written information to all adult residenis
conceming the right to accept or refuse medical
or surgical freatment and, at the individual's
option, formulate an advance directive. This
includes a written description of the facilily's
policies to implement advance directives and
applicable State law.

The facility rust inform each resident of the
name, speciaity, and way of contacfing the
physician responsible for his or her care,

The fzcifity must prominently display in the faciity
written infarmation, and provide 1o residents and
apphcants for admission oral and written
information about how to apply for and use
Medicars and Medicaid bangfits, and how fo
receive refunds for previous payments covered by
such benefits.

}

This REQUIREMENT Is nof met as evidenced
by: ) . .

Based on interview and record review, it was
determined the facifity failed o include the

| verification of receipt of & Notice of Medicare

! Provider Non-Coverage denial and/or failed to
include acknowledgement of information
regarding procedures for an appeal in the denial
notice for (5) five of five {5) residents (residents
#9, #19, #20, #21, and #22) that had recewed a
denial notice.

{ The findings inciude;
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55=D |

Continued 'From page 3

1. A review of the denial notices for
non-Medicare coverage for residents #9, #18,

#20, #21, 2nd #22 revealed that the notices sent |

fo the resident/responsible party falled to include
veribication of receipt of the notice andfor failed to
inciude acknowledgement of the information
regarding procedures for an appeal in the denial
notice.

An interview conducted with the Social Services
Direcior (SSD) on Juty 15, 2018, at 3:30 pan,,
revegled the SSD was responsible for issuing the
denial nofices to the residents/responsibie
parties. The SSD stated the denial notices were
routinely mailed 1o the resident/respensible party
a couple of days prior to the end of the Medicare
coverage date. The SSD stated no formal cover
letter was sent with the nofice, but 8 handwritten
note was inciuded to request the
resident/responsible parly to sign and retum the
nolice to the facifity. The SSD stated no
additional information was provided to the

| resident/responsible parly regarding appeal
: fights.
:483,12( 2)(3) DOCUMENTATION FOR

TRANSFER/DISCHARGE OF RES

When the facility transfars or discharges a

resident under any of the circumstances specified |

in paragraph (a}(2)(i) through (v} of this section,
the resident's clinical record must be

documented. The documentation must be made

by the resident's physician when transier or
discharge is necessary under paragraph (@)(2){j)
or paragraph (a}(2){ii} of this seclion; and a
physician when iransfer or discharge is necessary
under paragraph (a)(2)X(iv) of this section.

F 156

F 202

1. Physician documentation regarding the reascﬁ 8/16/10
for discharge for resident #14 had been compieted

as a late addendum to the record. :
2. The transfer/discharges for the last 3m0uths
have been reviewed by the discharge team to
determine that the required documentation has
been completed. Al required docurnentation
was identified.

3. The facility discharge fpam (Adm]mstrator
DON, Director of Social Services) have receive
in-service education on the doctmentation
requirements for transfers/discharges as provide

i}

by the Corporate Consultant on Faly 20, 2010.
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This REQUIREMENT is not met as evidenced
by: :

i Based on interview and record review, the facility
! failed to ensure the resident's physician
: documented the reason one (1} of twenty-two

(22} sampled residents {resident #14) was
discharged from the faciidy.

The findings include:

A raview of the nurse's notes for resident #14
revealed on April 21, 2610, at 1200 p.m., resident
#14 comered and atternpted fo kiss a
housekeeping staff person. The hurse's notes
also revealed residernt #14 threafened to "spap
the jugular of ancther resident” The Social
Services Director was nofified at 1:15 p.m., of the
incident. According to the nurse's noies, resident
#14 was discharged from the facility and
transferred home by cab on the affermoon of Aprit
21, 2010. The resident's family and physician
were notified. ‘

An interview conducted with a Registered Nurse
{RN) on July 15, 2010, at 9:55 a.m_, revealed that
a housskeeping staff member had reporied that

resident #14 had tried to kiss and "grope”™ her and |

threatened o harm another resident on April 21,
2010, at 12:00 p.m. According to the RN, the

Social Services Director was immediately notified.

The Adminisirator and Directar of Nurses (DON)
were contacted and it was delermined that
resident #14 was to be discharged immediately
from the faciity. According the RN, the resident's
physician was notified by fax that the resident was
going (o be discharged from the facility.

An interview conducted with the Social Services

: Director on July 14, 2010, at 1:50 p.m., reveaied

of the Admanstrator.

transfer/discharge docurnentation will be
utilized monthly X 2 months and then as per.
the established CQI calendar under the suparvisfon
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resident #14 had an episode of inappropriale
behavior toward a staff member and threatened
to harmm another resident on April 21, 2010, at
12:00 p.m. The Social Services Director informed
the Administrator and the DON of the resident's
behavior and a decision was made fo issue a
discharge notice to resident #14. According to

| the Sodial Services Director, the resident was :
issued a discharge notice and the resident's
family was contacted. The family was unable to
come to transport the resident and the facility
arranged transportation for resident #14.

An intesviaw conducted with resident #14's i
Physician of Record on July 15, 2010, at 2:00 :
p.m., revealed the physician couid not recall :
talking with the facility regarding the discharge of |
| resident #14, however, had received a facsimile

from the facility regarding the discharge of
resident #14 on Aprii 21, 2010, at 148 p.m. The
physician stated that resident #14 had "fired” his
previous physician and was angry at the current
physician. The physician siated the resident
would not comply with the physician’s
recormnmendations. Further interview with resident
#14's physician revealed the physician had signed
the discharge order but had nof documented in
resident #14's cinical record the reason for the
resident's discharge.

A review of the Notice of Transier and Discharge
{ form dated April 21, 2010, revealed the reskient
| was discharged from the facility due to "The

| health of individuals in the facility is being

! endangered.”

| A review of the facility policy (RC-2.12) regarding
| resident transfer and discharge rights (not dated)
reveaied if a resident was discharged from the

1]
f
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The facility must not employ individuals who have
been Tound guilly of abusing, neglecting, or
misireating residents by a court of law; or have
had a finding entered into the State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property;
and report any knowledge it has of actions by a
court of taw against an employee, which would
indicate unfitness for service as a nurse aide or
other facility staff to the Siate nurse aide registry
or licensing authorities.

The facility must ensure that all alleged violations
involving rmistreaiment, neglect, or abuse,

L including injuries of unknown source and
! misappropriation of résident property are reported
. immediately to the adminisirator of the faciiity nd

o other officials in accordance with State law
through established procedures (including to the
State survey and cerfification agency).

The facility must have evidence that alt alleged

violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is in progress. '

The resuits of all investigations must be reporied
to the administrator or his designated
representzive and lo other officials in accordance
with State law (including to the State survey and
serfification agency) within 5 working days of the

i

121, 2010. The allegation of misappropriation of
| property for resident #18 was investigated by th

A D SUMMARY STATEMENT OF DEFICIENCIES ot PROVIDER'S PLAN OF CORRECTION PoE)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTIOR SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TOTHE APPROPRIATE | DATE
DEFICIENCY) :
F 202 | Continued From page 6 _ F 20z
facility because the health of individuals in the
faciity would otherwise be endangered the basis
of the discharge must be documented in the
restdent’s clirical record by a physician.
F 225 | 483.13(c)(T)(in-(), (c)(2) - (4) £ 25| 1. The State Agency was made aware of the | 8/16/10
55=D | INVESTIGATE/REPORT missing items for resident #18 during the survey.
ALLEGATIONSANDIVIDUALS DEBS was notified of the missing items on July

pv

Administrator and found to be unsubstantiated.
The findings were reported to the resident/family
and the money was provided to the resident by
the facility.

2. An audit was completed by the Administratoz
of all resident reports of missing items for the |
last 3 months to determine potification of the:
required state agencies. ‘

3. In-service education was provided for the
Administrator on the need to report and investigate
missing itens as allegations of potential mjssapi:'o-
priation of property as provided by the Corporatze
Consultant on July 20, 2010. !

4. The CQY indicator for the monitoring of :
teporting and investigating of misappropﬁation§
‘of property will be utilized monthly X 2 monthsf
%and_ then as per the established CQI calendar :

under the supervision of the Administrator.
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incident, and if the alleged violation is verfied
appropriate corrective action must be taken.

“This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, it was
determined the facikly failed {6 ensure all
allzgations involving misappropsiation of resident
property were investigated and reported 1o the
appropriate state agencies forone (1} of
twenty-fwo (22) sampled residents (resident #18).

The findings include:

i During a resident group reefing conducted on
FJduly 13, 2010, at 3:00 p.m., resident #13
verbalized concams relaied to missing cosmetics
and moneay. The resident stated missing iems of
makeup and money were reparted to facility staff.
The resident further stated the facHity staif did not
| replace missing iterns nor did the facility inform

i her of the outcome of the report.

An interview conducted on Juty 14, 2010, at 1:25
p.m., with resident #18 revealed when resident
#18 made a deposit into her bank account at the
faciity (unabie to recall exact date} money in the
amount of nine dollars and twenty-five cents
{$9.25 in quarters) was missing. Resident #18
reported missing money to the Business Office
Manager and the Adrministrator. Although
resident #18 could not give am exact date the
items disappeared, the résident stated that it had
been in the last two months. ‘

The facility's policy/procedure for Missing
KHems/Misappropriation of Resident Property (no
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date) required all reports of misappropriation of
resident property be investigated and-looked at by
the superv:sor

Areview of the facility's abuse poi:cy!procedure
(no date’ revealed misappropriation of resident
property was defined as "the deliberate
misplacement, exploitation, or wrongful,
temparary, or permanent, use of a resident’s
belongings or money without the resident's

| consent™ However the abuse policy/procedure
! did net include guidance related to investigation
- and reporting aflegations of mlsappropnabon of
resident property.

: An interview with the Facility Administrator

| conducted on July 14, 2010, at 2:20 p.m.,
revealed a grievance was filed by resident #18 for
: missing cosmetics and was investigated,
however, no grievance was filed, nor investigation
conducted, for missing moneay. in addition, the
Administrator stated, "The missing money was
discussed, however, | did nei feet she was telling
me the money was missing or wanied me o do
anything about iL"

A review of a grievance report dated May 27,
2010, was filed by resident #18. The grevance
report contained an investigation of reported
missing cosmetics, however, the grievance report
failed fo iist an investigation of reported missing
mMoney.

An addifional interview conducted on July 15,
2010, at 12:30 p.m., with the Facility
Adm:msﬁ"ai:or revealed the faciliy had failed ©
investigaie resident #18’s report of missing
maney, The Adminisiator also reporfed the
facitity falied io repott to the proper stale agencies
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F 225 Continued From page 8 F 225
regarding resident #18's missing cesmetic and
money. i : .
F 226 1 483.13(c) DEVELOPAMPLMENT F 228 | 1. The State Agency was made aware of the 8/16/10
§S=p | ABUSE/NEGLECT, ETC POLICIES _ | missing items for resident #18 during the survey,
The faciity i devel d implernent writt DCES was notified of the missing items on. July
e faciity must develop and implernent written . . .
policies and procedures that prohibit 21,2010. The facility abuse policy was revised
i mistreatment, neglect, and abuse of residents to specifically address the reporting and
- and misappropriation of resident property. investigation of allegation of misappropriation
i of resident property.
2. An andit w: leted by the Adininistrator:
This REQUIREMENT is not met as evidenced , au.l o compet y .
by: af all resident reports of missing items for the
Based on intarview and record review, the facifify 1ast 3 months to determine notification of the
failed o develop policies and procedures related reguired State agencies for any allegation of
o th_e-‘ reporiing/investigating of-aligsgations ‘?f . { misappropriation of resident property. Residents
f ngune_i; oftunknown so;ilrrcet and misappropriation  were also asked by the during the resident couneit
of resident property {refer to F225} i meeting on 8/12/10 if they had arry missing -
The findings include: items that needed to be reported for mvestigation,
3. In-service education was provided for the
Rem;d i E\gsw of thg let?yC?IEd prgcecilire ed Administrator on the need 1o report and investigats
regarding abuse and neglect (not dated) reveale o . . ;
no evidence the facility included the investigation m%ssmg Iter_ns_as allegations of pomnfla}
and reportirig section of the poficy to include injury misappropriation of property as provided by the
of unknown source and misappropriation of | Corporate Consultant on Faly 20, 2010.
resident properly. 4. The CQlI indicator for the monitoring of
o . reporting and investigating of misappropriation
interview with the Administrator on July 15, 20610, ; of property will be utih'-zed monthly X 2 months
at 1:35 p.m., confirmed the facifity's policy and | Property . Y Ens
! procedure fiied "Resident Abuse” did not address | and then as per the established CQI calendar
: investigation and reporting regarding infury of under the supervision of the Administrator,
- unknown source and misappropriation of resident
: property, : o .
F 250 | 483.15(g)(1) PROVISION OF MEDICALLY Fo5o! 1. Remdn‘ent #14 no longer res;des at the factiity.] 8/16/10
ss=n | RELATED S0CIAL. SERVICE 2. The discharges for the last 3 months have been
< : reviewed by the discharged team fo determine
The facliity must provide medicaliy-ralated social that the necessary discharge planning services :
services to attain or maintain the highest ) :
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SLIMMARY STATEMENT OF DEFICIENCIES

The findings include:

practicable physical, mental, and psychosocial
wel-being of each resident

This REQUIREMENT is not met as evidenced
by: . 7
Basad on inferview and record review, it was

.| determined the facility failed to provide

medically-related social services to
aftain/maintain the highest practicable physical,

mental, and psychosocial wel-being for ofie (1) of |

twenty-two (22) sampled residents {resident #14).

Resident #14 was issued 2 discharge notice and

was discharged from the facility on April 21, 2010. ¢

There was no evidence the facliify assessed
resident #14 for medically related social services
related to discharge planning fo include

' scheduling consultations/follow-up physician
: appointments and obtaining medications. :

4

A review of the medical record for resident #14
: revealed the resident was a 63-year-old alert and
: griented resident who was admitted to the facBity

on February 25, 2010. A review of the most
recent diagnosis for resident #14 revealed
diaghoses of lschemic Cardiomyopathy with
Severe Congestive Heart Failure, Insulin
Dependent Diabetes Mellitus, and Congestive
Obstruclive Pulmonary Disease. Resideni #14
required multiple medications daily and, in
addition, reguired the use of Novolin N insuiin.
Resident #14 took 20 units of Novolint N tnsulin
daily vig injeciion and was prescribed addiional
Regular Insulin io be administerad according to
the resident's biood glucose level. Further review
of the record revealed on April 21, 2010, at 1200

%4y ID 1o PROVIDER'S PLAN OF CORREGTION o)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE { COMPLETION
TAG REGULATORY OR LS DENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE ~ ;  DATE
DEFICIENCY) ;
F 250 | Continued From page 10 £ 050 | have been provided as indicated by the discharge

team. ) !
3. The discharge team has received in-service
education on the need to determine that the
necessary discharge planning services re provided
for residents as indicaied by the discharges plans,
as provided by the Corporate Consultant on Tuty
20, 2010. ]
4. The CQI indicator for the monitoring of dis-)
charpe planning services will be utilized monthiy
X 2 months then every 6 mowths as per the
established CQI calendar, under the supervision
of the Administrator. )

FORM ChMS-2507 (02-98) Preadous Versions Obsoler:

Evertt [D: 5ZPWi

- Fadiity 1. 100470

H comtimuation sheet Page 11 of 20




PRINTED: 08/11/2040

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA £ MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDERTIFIGATION NUMBER: . COMPLETED

_ : A BUILDING
. C
B. WING
185217 9 0711512010

NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZIF CORE

701 SKYLINE DRIVE, PO BOX £15

METCALFE HEALTH CARE CENTER EDMONTON, KY 42129

K410 i SUMMARY STATEMENT OF DEFIGIENCIES - 1D PROVIDER'S PLAN OF CORRECTION L o)
PREFIX -  (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFTX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG :  REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE |+ DATE
. DEFICIENCY)
F- 250 | Continued From page 11 F 250

p.rn, resident #14 displayed inappropriate
behavioral symptoms with Tacility staff and
threatened fo harm another resident. Resident
#14 was Issued a discharge notice and
discharged from the facmiy on April 21, 2010, at
2:35 pm.

A review of a recent psychiatric evatuation for
resident #44 dated April 7, 2010, revealed the
resident was diagnosed with Infermittent
Explosive Disorder. According to hospital

! discharge instnictions dated April 20, 2010,

| resident #14 was diagnosad with Parancid
Schizophrenia and was to foliow up with a
psychiatrist 28 recommended by the resident's
primary care physician.

An interview conducted with a family member of
resident #14 on July 14, 2010, &t 1:40 p.m.,
revealed the facility had contacted the famiiy
member on April 21, 2010, The facility relayed i'D
the family member that resident #14 was being
discharged from the facility due to threatening
another resident. According o the family
meimber, the facility reqiiested the farnily
tranisport residerit #14 home. The family member
told the facHlily no one was avallable 1o transport
‘resident #14. Resident #14 was sent fo the family
: member's house by medical fransportation with
no medicafions, Resident #14 was not able to
obtzin medications due o still being in the nursing
home system. Further inferview revealed the -
facility had not made follow-up appoinirents for
resident #14 or asked to see if the family was
able to provide care for resident #14.

An interview conducted with 2 Registered Nurse
(RN} revealed the nurse had reviewed resident
#14's discharge instructions with the resident and |

E
i
:
i
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F 279
SS=D

: revealed the SSD had contacted resident #14's

! facilty.

i medical, nursing, and mental and psychosocial
‘needs that are identified in the comprehensive
: assessment

Continued From ﬁage 12

the resident voiced understanding. Further
inferview revealed the RN had fexed the
resident's medication [ist o the pharmacy. The
RN was not aware if resident #14 was able o
perform blood glucose checks and administer
insulin, Further interview revealed the RN had
not scheduled follow-up appointments with a
primary care physician or a psychiairist.

An interview conducted with the Socia Services
Director (SSD} on July 15, 2010, at 11:30 am.,

family on Aprit 21, 2010, regarding the discharge
of resident #14. Additionat intesview revealed the
faciity had previolsly scheduled an inpatient
psychiatric visit for resident #14; however, the
resident and his family refused this referral. The
88D was informed by the resident’s family
member that resident #14 wanted fo go home.
The S8b had not arranged for any additional
services for resident #14 related to discharge nor
had conducted any discharge planning related fo
the care needs of resident #14 on April 21, 2010,
befora the resident was discharged from the

483.20(d), 483 20(k)(1) DEVELOP
COMPREHENSIVE CARE PLANS

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

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and fimetables to meet a resident's

F 250

F279

“There were no other residents 1dentified with
! commumication needs. All residents with +PPD

1. Resident #4 has had review/revision of the | 8/16/10
care plan to address interventions related to
communication. Residents #1 & 11 have had
review/revision of their care plans to address
mterventions related to their +PPD status.

2. The MDS pursing staff have completed an
andit of the current residents to identify those

with commumication needs and +PPD status.

staiuis have had review/revision of their care plans
to address Interventions related to their +PPD status.
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F 279 Continued From page 13 ' F o7¢|3- The MDS nurses have received in-service
- | The care plan must describe the services that are education on the need to address communication
to be furnished to attain or maintain the resident's needs and +PPD status on the care plans of
highest practicable physmal, meptal, and residents with these conditions as provided by
psychosocial well-being as required under the Corporaie Consultant on August 3, 2010.

§483.25: and any services that would atherwise

be required under §483.25 but are not provided 4. The CQI indicator for the monitoring of care

due to the resident's exercise of rights under plan development will be utilized monthly X 2

§483 .10, including the right to refuse freatment ‘ months and then as per the established CQI

under §483.10(b){4). o calendar, under the supervision of the Director
of Nursing.

This REQUIREMENT is not mef as evideniced
by:

Based on observation, interview, and record
review, # was determined the facility falled o
develop a comprehensive care plan to meet the
medical, nursing, and nuiriticnal needs for three
| (3} of wenty-two (27) sampled residenis

(residerds #1, #4, and #11). Resident#4 was
admitted to the facility with a diagnosis of
deaf/mute; however, the facility fajied to develop
an individualized pian of care related to
comrmunication for resident #4. Resident #1 and
resident #11 were admitted with a history of being
PPD positive; however, the facility failed 10
develop an individualized care plan to address the
residents’ positive PPD siafus.

The findings include:

1. Areview of the medical record for resident#4 |
reveaied the resident was admitted to the facility |
on June 3, 2004, with diagnoses that include "
Deaf/Mute, Aphasia, Penile Gancer, and
Gastrozsophageal Refiux Disease.

A review of the comprehensive care plan =
revealed the facility had identified resident #4 had |
a problem with impaired communication related to
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F 279

' being deaf/mute. The facility's approaches were |
1o-speak in a caim and gentle tone, speak directy

.Observatioﬁ of resident #4 at 5:10 p.m, {CDT) on

i plate. Resident #4 mofioned with hands (o the
| surveyor and pointed at the empty cereal bowl.

| with the bands and pointing at the empty cereal

Continued From page 14

into line of vision, allow sufficient fime to finish
notverbal communication, and o anticipate and
meetf needs on direct personal knowledge.
However, a review of the Minimum Daia Set
(MDS) supplemental assessment dated Aprit 16,
2010, revealed resident #4 had been assessed o
use gestures and seunds to communicaie. The
assessment reflected that routine staff can
sometimes understand the resident and ihe
resident's ability was limited o making concrete
requests regarding at least basic needs (1.e. food,
drink, sleep, and tollet).

July 13, 2D10, revealed the resident was in the
sun room for the evening meal. The resident
received food that was pureed consisiensy. In.
addition, resident #4 had a bowl of com flakes.
The resident immediaiely began eating the
comiflakes after staff put sugar and milk on the
eereal. Once the resident was finished sating the
‘cornflakes, the resident took only two bites of the
puread food and did not eat any more from the

Six staff members were in the sun room assisting
other residents. However, none of the staff came |
o resident #4 regarding the resident motioning

bowl untif surveyor intervention. The surveyor
reguested siaff fo interprel what resident #4 was
indicating with the molioning of the hands and
painting at the emply cereal bowl. After several
atfempts to understand what the reskdent was
indicating, staff decided fo get the resident
another bowl of comnflakes. Resident#4
consumed a tofal of three bowls of comnflakes for

F 279
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| that meal. : '

An interview was conducted with the MDS
Coordinator at 12:00 p.m. on July 15, 2010. The
MDS Coordinator stated that the comprehensive
care plan for resident #4 was not individualized-to
meet the communication needs for resident #4.
The MDS nurse stated that the faciiity had not
identified any individuzlized interventions for
resident #4. The nurse further stated the current
comprehensive care plan for resident #4 was the
original care plan that had been in effec! since
July 6, 2004, In addition, the MDS nurse stated
the comprehensive care plan for resident #4 had
not been individuatized since the original care
plan was implemented on July 6, 2004,

An interview was condusted with the charge
nurse on the 100 East Unit at 3115 p.m. on July
14, 2010, regarding communication with resident
#4_ The charge nurse stated when resident #4
wanted more to eat, the resident wouid motion
with the hands and point. However, some of the
direct care staff found it difficult to communicate E
with resident #4.

An interview was conducted with the Registered
Dietitian {RD) at 8:40 a.m. on July 14, 2010. The
RD stated resident #4 had always eaten
cornflakes with every meal. However, the RD
stated staff had nédt determined an efficient way fo
communicate with resident #4 when the resident
was still hungry.

An interview was conducted at 12:1G p.m. on July
14, 2010, with two direct care staff members for
resident#4. The CNAs stated that resident #4
always received comflakes every meal. However,
the two CNAs said resident #4 rarely indicated the

i ,
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resident wanted more o eat.

2. Review of the medical record revealed :
resident #1 was admitted to the facility on Janvary!
2, 2009, with diagnoses of intractable Back Pain, |
Sciafica, Alaxia, and Rheumatoid Arthiitis,
Review of a sigriificant change in status i
assessment (SCSA) dated June 11, 20190,

t revesled the facility assessed resident #1 as
i having modified independence In cognition

: related fo daily decision-making.

Further review of the record revealed resident
#1's medical record was flagged with a yellow dot
that was marked indicating resident #1 was
PPD+. Review of the comprehensive care plan
revealed the facility had fafled {o develop an
indhviduasl care plen related o resident #1's

- positive PPD status. Therefore, no interventions
| were implernented to guide siaff related o the
development of signs and symploms of
tuberculosis or to direct the care needs of
resident #1 related to the positive PPD status.

3, Review of the medical record revealed
resident #11 was readmitied o the fadility on
Beptember 10, 2007, with medical diagnoses of
Aphonic, Congestive Heart Failure, Closed Head
injury, Seizure, History of Gl Bleed, Spastic
‘Quadriplegic, and Depression,

Further review of resident #11°s medical record
revealed the medical record was flagged on the

- | cover with & yellow doi marked with positive PPD.
Review of the comprehensive care plan reveaied
ihe facility falied to develop an individual care
plan for resident #11's posifive PPD siatus.
Therefore, no interventions were Implemented fo
guide staff fo assess for the deveiopment of sians
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