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F 000 : INITIAL COMMENTS | FoooResident #2 was sent out to the
.'  hredatod Surey| ﬂ f ‘hospital on 11/10/13, and was
~ An Abbreviated Survey Investigating | s o
| KY#00020934 was Initiated on 11/14/13and  ~ discharged to another facility on
" concluded on 11/16/13. KY#00020934 was ; “11/12/13. The error was :
. unsubstantiated with unrelated deficiencles cited. | disco : ,
! Deficiencies cited witt| the highest Scope/Severlty f Yerefj during the compliant : 11/21/13
of "D". : investigation.conducted on 11/15/13; h
F 157 ] 483.10(b)(11) NOTIFY OF CHANGES . F157 No type of corrective action was
s5=0! (INJURY/DECLINE/ROOM, ETC) tak . . :
; taken on resident #2 as the resident!

iAfacII:Ey m}ljJsrt1 Immeccjiiately i:forlm the re;llcfient: 1 was not in the facility during the

! consult with the resident's physlcian: an ) ¢ i

_kriown, notlfy the resident's legal representative investigation. On 11/20/13 an audlt *
was completed by the SLP, Sara |

| or an Interested family member when there s an
! accldent Involving the resident which results i Clemo ; e i
/irjury and has the potental for requiring physlcian ns an(.j des'?“ee' Annie B'Shop' rehab
{ intervention; & slgnificant change in the residents | .~ ; p-manager facility wide regarding the .

" physlcal, mental, or psychosoclal status {l.e., a~ =~ iefary supervision | ;
 deterloratlon in health, mental, or psychosoclal-" :"-:Th:" __::ry p. \ evel Changes' !

| status In elther life threatening conditions or <% & > & corrective action accomplished

* clinfcal compllcations); a need to alter treatment.; |s that all dietary supervision level changes

| significarttly {l.e., a reed to dlscontinue arl- Lver'é'aud’t d and al o

! exlsting form of treatment due to adverse: ; i ‘ ited and all notifications are

| consequences, of to (lrommence? newdforrg of | Up to date and complete. No other '

! treatment); or a decislon to transfer or discharge er ; . . .

. the resldent from the facility as speclfied in ; rors \‘N?re iderltiﬁed with dietary ievg!
supervision notifications to the

| §483.12(a). ; f

? _i amilies/POA. T ility wi

| The facillty must also promptly notify the resident ! . . P . he facility ME {

| and, if known, the resident's legal representative Iidentlfy potential future residents by |

. or interested family member when there Is a | completing an audit during care plan

: change Inrcom or rogmmate assignment as : m i :

* specified In §483.15(¢)(2); or achange in : meetings and focus meetings that

i resident rights under Federal or State law or | prompt the SLP, Sara Clemons or

‘ regulatlons as specified in paragraph (b)(t)of | dnal .

ihls section. ; (::!eslgnee‘ Annie Bishop, rehab

manager to make the proper

The facility must record and perlodically update notification to families to all

ABORATORY DIRECTOR'S OR PROVIER/SUPPLIER REPRESENTATIVE'S SIGNATURE THANGEs in diegary supervision levelsi| 94Te
Fod F o
T2 e A08) 1 L STRATYD. IR A 13

which the insklulion may bg excussd from corracting providing [tis dateimined Ihat

ding with an asterisk (*) danotes a deflclancy
ant protection to e patiens, (See instructions.} Excapt for nursing homes, the findings stated above are discipsable 80 days

iion Is provided. For nursing homaes, the above findings and plans of gorraction are disclosable 14
@ facifity. |f deficiancles are clled, an approved plan of corregtion |8 requisite to continued

Any deficiency statement

olher safeguards provide s
follcwing the date of survey whether ornota plan of correc

days lollowing the date [hese documents are made avallable o th
" program participation.

If continuation shest Page 10l 6

Evant [D:07LJtH Facikby 10: 106028

. FORM CMS-2587(02-08) Previous Versions Obsolais



PRINTED: 12/03/2013

C PEPARTMENT GOF HEALTHAMD HUMANSERVICES | . . . . e FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ' OB NO: 093820391 -
STATEMENT OF OEFICIENCIES [Xt) PROVICER/SUPPLIER/CLIA |X2) MULTIPLE CONSTRUCTION {X3) OATE SURVEY
ANQ PLAN OF CORRECTION ICENTIFICATION NUMBER: A BULOING COMPLETED
C
185448 B. WING 11/18/2013
NAME OF PROVIDER OR SUPPLIER STREET AGORESS, CITY, STATE, ZIP COOE
2500 STATERCUTE 5
KINGSBF\_‘OOK LIFECARE CENTER ASHLAND, KY 41102
[%4)(C 4 SUMMARY STATEMENT OF CEFICIENCIES i 10 : PROVIOERS PLAN OF CORRECTION 1)
PREFIX | JZACH DEF ICIENCY MUST BE PRECEOEQ BY FULL ! PREFIX |EACH CORRECTIVE ACT|ON SHOULO BE | coupETIoN
TAG REGULATORY OR LSC ICENTIFYING INFORMATION) I (Y I CROSS-REFERENCEO TC THE APPROPRIATE 1 OATE
i ; ! DEFICIENCY)
] : i I 9
: i : The facility will ensure compliance

F 157 with the entire regulation by having i
'the SLP, Sara Clemons or designee E
;Annle Blshop, rehab manager
;complete an audit on all charts regarding

| i inew supervision |evel changes resident

! This REQUIREMENT is not met as evidenced gcharts during weekly focus meetings and

by: i ‘weekly care plan meetings, All results will |

! Based on Intervlew, record review and review of - (e reparted In monthly QAP

: imeetings for a perlod of one year. |

" facility policy, it was determined the facility failed

[ to notlfy the responsible party for a resldent care _The corrective measure put into

" change for one (1) of three (3) sampled residents . place are an audit of dietary :

i (Resident #2). The facility failed to notify or . 'supervislon level changes completed |
:by SLP, Sara Clemons or designee, '

! inform Reslident #2's Power of Attorney {POA) of .

. a dletary supervision level change. ‘ i ‘Annle Blshop, rehab manager In weekly
i ! ffocus and care plan meetings, as well as a
ifaclllty wide education regarding '
notifications to responsible parties/

F 157 | Continued From page 1
! the address and ptione number of the resident's |
: legal representative or Interested family member.
|

, The findings include:

. Review of the facility pollcy tiled, "Family : IPOA completed on 11/20/13, ;
| Notification” dated June 2003 revealed |t was the ! completed by Christy Penick, QA |
; pollcy of the facility tc notify residents’ familyor Nurse for all nurses and theraplsts. :
! POAIn a timely manner If a significant chiange | QAPI members Include Keith ;

:Moore, Administrator, Ljsa Quean,

_occurred In a resldent’s ireatment. : =
‘Assistant Administrator, Arlene Massie, I

t
t

' Recard review revealed the facillty admitted DON, Pam Bryan, ADON, Phillip _
i Resldent #2 cn 10/30/09, and re-admitted the : Fioret. MedIcal Director, Christle ;
| resldent on 09/07/13, with dlagnoses which i Penlck, Quality/Staff Davelopment/
 included Dementla, Pneumonia and Congestive Infection Control, Teria Maynard
! tieart Failure. Revlew of ttie Speech Therapy | MDS coordinator, Jo Ann Davis '
: Evaluation and Treatment Plan dated 08/22/13, MDS nurse, Terrl Johnson, !

i : i
: rovealed a dlagnosis of of Dysphagla (difficulty | ;

i swallowlng) which was noted to be a "new anset". *
' Contlnued revlew revealed Resident #2was at | :
; risk for Aspiration (inhaling food or fluld intc the
! lungs) and Pneumonla and, was to have close :
: supervislon wtien eating. Contlnued record f :
" revlew revealed Resldent #2 was discharged to
! the haspital where he/she was dlagnosed with ¢ ! :
! Pneumonla: Resident #2 returned to the facliity j
* and Speech Therapy was again ordered. Review | ; :
 of the Speach Therapy Evaluation and Treatment |
Evehil 10: 071t Facifly 10 (00029 If continualion sheat Page 2 of &
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F 157 | Continued From page 2
_Plan dated 09/13/13, revesled dlagnoses of

1 Dysphagia and Dementia and, Resldent #2 was

- to have dose supervislon when eating.

Review of!

' the ST Encounter Notes revealed Resident #2's

. Dysphagla improved and on 09/26/13, the

i

' resident was discharged from Speech Therapy

. with recommendatlons for occasjonat
- supervision.
i

" Interview with the ST on 11/15/13 at 2:10 PM, E

: revealed Resldent #2 was discharged from

- Speech Therapy and she usually notified the '
| famlly/POA. She stated she dld not gocument

thls notlfication and couldn't remember If she i

i notified Resident #2's POA. She Indlcated the
. POA shiould have been notified of the change In

* gupervision level.

! Interview with Resldent #2's POAon 11/15/13 at |
| 8:37 AM, revealed he tiad been Informed the !
! Fosldent was to be continuous supervision level |
| while eating meals. The POA stated he was i
" never made aware that on 09/26/13, Resident #2 1

! had been placed on occasional su pervislonand
; was discharged from Speech Therapy.

 Intervlew with the Dlrector of Nursing (DON} on

£ 11/15/13 at 4:30 PM, revealed Restdent #2's [

| POA, did not vislt the facillty often, although he
* wanted to be natifled of "everything” She stated |

* consldering Resldent #2's history of Asplration,

; the POA should have been notifled when Speech |
' Therapy changed the supervision level to
{ occaslonal and discharged the resident as per ;

 faclitty pellcy.

F 2791 483.20(d), 483.20(k)}{1) DEVELCP
§$=D | COMPREHENSIVE CARE PLANS

EMDS nurse, Adam Rucker, Raesident

F 157:Services Director, Glenna Greensladas, I
iSocial Worker Curtis Matzler, Cardiac
fManager‘ Jennifer MoFarlin, Human
[Rescurces, Kayleigh Ticknor, i
;Reglstered Dletltlan, Randy Payna, :
{Environmental Manager, Gail
iCunningham, Dietary Manager,
%Anthony Crance, Maintenance
Supervisor, Vicky Baily, Medlcal
‘Records. Annie Blshop, Rehab
Manager, Susan Kempf, Resident 4
;Care Manager (RCM), Brian Nealy,
RCM, Viclet Stewart, RCM, Pam i
Willls. RCM, Josie Armstrong, |
!J’ransitlonal Navigator, Robin Bishop,
Wound Care Nurse, Steve Bessler
and Kathy Shaffer, Consultant '
Pharmacist, Dave Thomas, FInance
Dlrector. The quallty nurse wilt :
r;nonitor compliance through monthly ,
QAPI meetings for one year or longer
fo ensure all dietary supervision leval |
change notiftcatlon are In complete
‘nd accurate,

3

;Resident #2 was sent out to the 1 172113
, éhosp_itai on 11/10/13, and was

\discharged to another facility on

1 1/12/13. The error was discoveredg

i

i
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X
|EACH CORRECTIVE ACTION SHOULQO BE : CO’W’LAT'ON

F 2791 Continued From page 3 {

! Afacility must use the results of the asseﬁsment' :

to develop, revlew and revise the resldent's
: comprehenslve plan of care. '
{

The facllity must develop a comprehensive care
: plan for each resident that [ncludes measura'ble
i objectives and timetables to meet a resident’s
medlcal, nursing, and mental and psychosocial :
‘ needs ttiat are identified In the comprehensive i
: assessment, !

| The care plan must describe the services that are |
! 10 be fumished to attaln ar malntalsl the resleent's |
higriest practicable physical, me.ntal‘ and :
i psychosocial well-belng as required under
1 §483,25: and any services that would otherwise
be required under §483.26 but are not provided
i due to the resident's exercise of rights under ;
| §483.10, Including the right to refuse treatment |
_under §483.10{b)#). :
E H
. This REQUIREMENT s not met as avidenced |
| N
{‘ bgéised on Interview, record revlew and review of I
. the facility's palicy, it was determined the facjlity
! failed to develop a comgrehenslve plan of care
for one (1) of three {3) sampled resldents In
| regards to a diagnosls of Dysphagia.

. The findings include:

* Revlew of the facllity's policy titled, |
: “Comprehensive Plan of Care", effective date ;
' December 2001 and revised date of November
2002, revealed It was the rasponsibllity of each

| Interdisclplinary Team Member Involved In the

! resident cara to provide Input Into the
_development, implementatlon, maintenance and

F 2791 sonducted on 11/15/13. No type of |

ccorrection action was taken on 5
‘resident #2 was the resident was
:not in the facility during the

investigation. An audit was :
.completed facility wide by RD, :
KKayleigh Ticknor on 11/20/13 i
regarding dysphagia diagnosls and ;
‘care plans and no other errors were:
found. The corrective action ;
:accomplished is that all care plans
for dysphagia diagnosis has been |
-audited and are complete and

laccurate. The facillty will identify
future residents by completing the !
care plan notification and diagnosis
check sheet during weekly care plani
meetings. This will be completed for
%8 period of one year by the RD, |
Kayleigh and the speech therapy
department and findings reported in ‘
monthly QAP! meetings. The facility
Will ensure compliance with the entire
regulation by having the MDS and -
§Therapy Manager, Teria Maynard
énd Annie Bishop conduct random
audits monthly and report findings |
in monthly QAPI meetings.
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F 279" Conlinued From page 4

i review revealed, all staff who provided care

! the resident's plan of care. Additional revlew
! revealed each resident was to have a

. Comprehenslve Care Plan which was to be

i updated quarterly, annuzlly and whenever

' significant changes occurred.

' Record review reveaied the facility admitted

. Resldent #2 on 10/30/09, and re-admitted the
i resldent on 09/07/13, with diagnoses which

Heart Fallure. Review of the fourteen (14) day
i Minlmum Data Set (MDS) Assessment dated

“forms dated 08/22/13 and 09/08/13 revealed
Dysphagla.
"at 2:10 PM, revealed 08/22/13 was the first

I Dyspliagla dlagnosls.

i assessments, revealed nurses performed the
! assessments and reported to her, She stated

; a care plan for the resldent's dlagnosls of

“should be knowledgeahle of and have access to

' Included Dementla, Pneumonia and Congestive

: 09/25/13, revealed the facility assessed Reslident
: #2 to have no swallowtng disorders. Review of
i the Speech Therapy Evaluation and Treatment

i Resldent #2 had been diagnosed witti Dysphagla.
! Review of the Comprehensive Care Plan dated
- 95/08/13, revealed no documented evidence of a
| care plan to address Resldent #2's dlagnosls of

! Interview with the Speech Therapist on 11/15/13

| Interview with the Licensed Practical Nurse (LPN)
~#5 on 11/15/13 at 2:15 PM, who completed MDS

. she tllen completed the MOS Assessments in the
i somputer. According to LPN #5, "adjustmants”

‘ were made to the care pian after each resldents’
 care plan meeting. She indicated Resident #2's
i Comprehenslve Care Plan sheuld have included

| avaluatlon of the residents's plan of care. Furtheré

i
i

'

t

t

i
i

i

§This will be conducted monthly for a

790
- period of one year.

I The corrective measures put into

S

‘place are an audit conducted in

i%week!y care plan meetings by the !
. speech therapists or dietitian as well
gas a random audit compleied by the!
:MDS and/or Therapy coordinators |
monthly and report allfindings in the
facilities monthly QAPI meetings., A
%faciiity wide education regarding
‘care planning for dysphagia were
‘completed on 11/20/13 by Christy
fPenEck‘ QA nurse for all nurses and ‘
therapists. QAP| members include

[Keith Moore, Administrator, Lisa
‘Queen, Assistant Administrator,
‘Arlene Massie, DON, Pam Bryan,
EADON. Phillip Fioret, Medical Directé)r.
.Teria Maynard, MDS Coordinator, i

‘Christie Penick, Quality/Staff

EDevelopmenU Infection Control, Jo

Ann Davis, MDS Nurse, Terr!

%
'
i
'
'
i

EJohnson, MDS Nurse, Adam Rucker;
5Resident Services Director, Glenna |
EGreenslade‘ Social Worker, Arinn |
éMcKnight. Admissions, Jennifer
McFarlin, Human Resources, Curtis
:Metzler, Cardiac Manager,Kayleigh
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F 279 ; Continued From page 5
" Dysphagla.

|

" Interview with the Dietlcian on 11/14/13 at 3115

"PM, revealed she thought it was more of Speech

" Therapy's respensibllity ensure the

; Comprehenslve Care Plan Included Dysphagia
care plans. She stated she did not conslder this

i to be her responsibility. According to the

" Dleticlan, she had never included Dysphagla

{ diagnoses on her Nutrition care plan, Further

! Intervlew revealed the Dleticlan did not attend

i residents’ care plan meetings.

i Interview with the Director of Nurses (DON) on

' 11/15/4 3 at 4:30 PM, revealed she would have
“thouglt" the Dysphagla care plan would of been

{ put on there by nursing. Further intervlew

. revealed the Compreliensive Care Plan should

i should have been updated to include the

. Dysphagia dlagnosis.” She jndicated Dtetary

| should be doing the care plan.

|

+

;: * H
T
. Farol I'ck‘n‘or, Registered
! :Dietitian, Randy Payne,

H

; ’:'.Supervisor, Vicky Baily,
iRecords, Annie Bishop,

%Environmenta! Manager, Gail !
;Cunningham, Dietary Manager,
! Anthony Crance, Maintenance

Medical |
Rehab |

Manager, Susan Kempf, Resident |

[ ‘Care Manager (RCM), Brian Neely, |

{RCM), Violet Stewart, (RCM), Pam |

! Willis, (RCM), Josie Armstrong, |

Pharmacist. Dave Thom
Director.

5 The quality nurse will monitor i
| zcompiiance through monthly QAPI
meetings for one year or longer !
to ensure all dysphagla diagnosis |

% on care plans.

H |
i H

fTransitEona! Navigator, Rohin Blsho;i,
Wound Care Nurse, Steve Bessler |
and Kathy Shaffer, Consultant

as, Finance |
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