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0001 INITIAL COMMENTS . F oon! Preparation and/or execution of this Plan of

corraction does not constitute admission or

. ted deficiencles.
An Abbreviated Survey to Investigate allegations agreement to the allaged cited deficiencles

in AROs KY00014887, KY00015020, and

KYO00015021 was conducted 00/08-09/10. ARO Royal Manor, Inc, submits this Plan of
15021 was substantiated with no dellclencles Correction as evidence of adherence to state
cited. ARO KY00014887 and ARO KYO0015020 and federal requirements for licensure and} -
were substantiated with deflolencles olted, with participation in the Medicare and Medicaid
the highest scops and severlly being a "D*. programs. N BT
F 2621 483.20{k)(3)(if} SERVICES BY QUALIFIED F 282 o
88:0 | PERSONS/PER CARE PLAN This document not Intended to walve any
' defanse, legal or equitable, In administrative,
The setvives provided or arranged by the faclitty civil, or criminal proceedings.
must be provided by quallfied persons In
-gocordance with each resident's written pianof |- | The facility Wil ensure that that the’
oare. : comprehensive care plan Is imiplemented.
What corrective action will be accomplished for
‘br;ls REQUIREMENT s not met as evidenced O nts fomd t bo affactod fy Pt
. deficlent practice?

Based on intsrview and record review it was
determined tha facility 10 ensure imptement ihe
Comprehensive Plan of Care for ohe (1) of thres
(3) sampled residents (Residsnt #1), related to
tranafers.

Rastdent #1 was assassed on 7/28/2010 by
LPN Lowe after being made aware of the
allegation. The clinical record reflects in its
. documaentation that there were not any
The findings include: ) obvious signs and symptoms of injury.
Additlonaliy, Dr. John Richard, attending

Review of Resldent #1's clinical rgoord revealed physiclan and Medical Director, assessed the

tha resident was admitted with diagnosls which rasident on 7/28/2010 with no mentlon of
included Dementia, Review of gn X-ray report, injury, )
dated 07/17/10, revealed Resident #1 was

identified to have genetallzed Qstecporosis of the The two amployee involved in tha Incident
shouiders, diately suspended beginning

Review of the Comprshensive Care Plan, dated £ |
01/26/10 revealad Resldont #1 was to be transt@ri™ ™" ™1 1nvestigatit

by two (2) stait when using a Hoyer iift. Additlongl @i’;’g % Bu%‘?@nd af two days. Additionally; both
reviaw of the clinical record for Resident #1 d : »1"employeeslidtelvad education and training
ravealed 8 Social Services Note, dated 07/28/10; § regarding following ptan of care on

[}

which detalled a complaint that the resident.was g, . 1. 7/28/2040.=

@m BIREGTORE DR PROVIDETVBUPPLIER FHEPRERENTATIVET STONATURE TALE ” %) DATE
Aduaiaustrades [0-2.0D

éA’ny datlolency statement anding with an asterek (*) dencles adeficlency which the ingtliution may be éxoueed from coireoting providing # is determined that

other 9afeguands provide sufifolent protection 1o the patiomta. (See instructione.) Except for nursing homas, the lindings stated above are disclosable 80 days
following the date of survey whether or not & plan of comection Is provided. For nuraing homes, the above findings and plana of comeatlon are discloseble 14
days following the date these docuraents are made avaliable (o the facillty. 1f deficlencies are cited, an approved plan of correction Is requisite to continued

program partiolpation,

qr pending outcome of facility

wareimme
{ Both employeas were
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F 282 | Continued From page 1 _F 202| How wilf the facility identify other residents
transferred by two staff members without use of a having the potontial to be affected by the same
Hoyer lit. Additional record review found no doliclent practice?
documented evidencs the reslident received an .
Injuty of that nursing staff were made aware of All residents were reviewed and assessed
the allegation. : 8/3.6/2010 by a licensed nurse to determine
. . that the restdent care sheets were correct.,

Interview, on 09/10/10 at 2:60 PM, with State and that the care interventions listed on the
Registered Nurse Alde (SHNA) #8 reveatad she care sheets were being implemented and .| v+
and another SANA had transferred Resident #1 carried out accordingly. Correctlons and =~
on 07/27/10 without using the Hoyer lift, She clarifications regarding care were adjusted
explalned it had been a “crazy” day and were late : as indlcated at that time,

getting the resident up. The SRNA stated sho

was aware a Hoyer lIft was to be used for What measures wilf be put inte place orsystemic

‘changes made 1o onsure the deficlent practice

.Hesidant . | will not recur?
Interview, on 08/10/10 at 2:65 PM, with the
Director of Nursing (DON) revealsd he bacame The staff recelved education on 7/28/2010
aware staff had not used the Hoyor lilt on from the Staff Development Coordinator and
Resldent #1 on 07/268/10, He slated he Director of Nursing regarding the
conducted an Investigation and determined staff importance of following the plan of care and
had not used the {Ift for transfer on 07/27/10. In understanding of the transfer guide with
addition the DON stated the resident was ‘ welght bearing status in conjunction with -
assessed and determined 10 have Injurles as & using prudent nursing judgment. Additional
result of the 07/27/10 transfer. training regarding shift resident assignment
: relating to clarifications of care Intervantions
Review of the facllity's "Transier Safety Pollcy and and agreement to provide care as per the
Procedurs” ravealad licensed staff would agsess vesident tara sheets/plan of care was
resldents and relay the assessment information to completed on 10/20/2010. 10/21/2010;
- | the Minimum Data Set (MDS) office. The MDS :
office would uttize the assessment information to
determine the needs for a Hoyer Iift and other
asslstive devices,
F 514 483, 750)(1) AES ‘ F 514
88=D fgCORDS—GOMPLETElACCUHATE/ACC[:SS!B
The facllity must maintain’ clinical records on each
rasident In accordance with acoepted professional
. standards and practices that are compiete;
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The facility began utilizing a new tool,
Resident Transfer Assessment on 8/3/2010,
This tout will be utilized upon admission,
quarterly, and with annuat or significant
changes. This too! establishes a transfer
guide based upon the welght bearing status
white allowing nursing staff to make nursing
measure jJudgment. Data obtalned from the
assessments as well as other as all ather
assessments wllt be reflected In the resident
care plan and the resident care sheets (an
extansion of the care plan). The system
change will be refiacted In how resident
assignments are deployed by the shift
supervisor to the nursing assistants. Durlag
report the supervisor will ask the nursing
assistants to review the assignment which
includes the resldent cara sheets to ensure
the nursing assistant understands the care

- Interventians and delivery of service.
Clarifications will be as indicated at the time
the nurse assistant accepts the resident care
assignment. By accepting the assignment,
the nursing assistant is agreeing to provide
care to resident as per the restdent care
sheet. The resident care sheets will be
turned back in to the supervisor at the end of
the shift with signature of the care provider
for validation of care provided per plan of
care.

How will the facility monitor its performance
to ensure that solutions are sustalned?

The shift supervisor will observe and monitor
dellvery of care service throughout the shift,
Validation of tha dellvery of care per the
rasidant care shaet / plan of care wilf be
done on 7 residents {approximately 10% of
nursing facllity licensed census) datly for a
petlod of three months or until substantial
compllance is mot. Assessments, Care Plans,
and resident care sheets witl be updated as
indicated. One-to-one education, coaching,
and disciplinary actions will be as indicated.
Findings will be presented to the Quality
Assurance Team for review and comment.

-
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F 5141 Continued From page 2 F 514 The facllity will maintaln clinical records on
accurately documaentéd; readlly acosssible; and each tesident In accordance with accepted
systematically organized. : : professional standards and practices that are

complete; accurately documented; readily
The clinical record must contain sufficient accessible; systematlically organized.
infarmation to identify the resident; a record of the Specifically, the facility will ensure that
resident's assessments; the plan of care and bowel movements are accurately E
services provided; the resuits of any documentad In the clinical record. -
preadmission soreaning conducted by the State; Ky I T
and progress notes, Wiat corrective action will be accomplished
for those residants found to be affectad by
the deficlent practice?
ghls REQUIREMENT ig not mel as evidenced
: | Resident #3 d by De. Nikid
-| Based on interview and record review it was Resident ¥ 3 was assessad by De. NI
determined the facility falled to ensure statf Pittman on 6/2/2010. Her a‘:.:e,f’megt ,
acourate document bowel movements (BMs) in detarmined to her to be "stable oy itlon.
the clinical records for ane (1) of thres (3) :’“h‘;;‘gl‘;:?L‘:l“v::::"‘(;:"ﬁ::;“:::‘ez:: t:“:n
sampled residents (Fezident #3). resident # 3 did not exhibit a clinlcal
The findings Include: negative outcome from the clted deficient
practice,
Review of the clinlcal record for Resident #3 :
revealed the resident was admitted to the fagiity Resident # 3 clinlcal record was reviewed by
with diagnosis which Inoluded Dementia and the Directer of MNursing 1o ensure the records: |
Lumbago. Review of the Physiclan's orders were complate, accurate, assessable, and
reverled the resident was fo recelve as nesded organlzed. Areas identifled as opportunitles
.| {PRN) medication for lack of bowel movements for improvement were made part of
{BMs). These medlcations were: Sorbitol 70% ‘education and tralning for staff on
solution (& laxative) every second day no BM, 9/23/2010 as well a quality assurance focus
Fleats onsma every third day with no BM, and for monitors. )
Glycorn suppository for no BM th three days.
Roview of Resldent #3's Dally Care Log reveated
no documented evidence the resident had a
bowel movements for six (8) deys, from May 26
through May 31, 2010. Review of the Medication
Adminlstration Record (MAR) rovealed no -
evidence Resldent #3 received the howel
medicalions as ordared. The Sorbitol was given
on the flith day with no BM and the Glycern
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¥ 614 | Continuad From page 3 E 514| How will the faciitty tdentify other residents

suppository was given on the sixth day without a having the potential to be affected by the

BM. - same doficlont practice?

Interviews, during the survay, with State It can be determinad that all resident within

Hegistered Nurse Aldes (SRNAs) #3 and #4, the facllity are at risk for the same defictent

Certifled Medication Aldes (CMAS) #5 and #8, practice as all the rasidents have bowel y

Llcensed Practical Nurses (LPNs) #1, #2 and #3, " movements thet should be accurately ¥

and Reglstered Nurse (RN) #2 reveeled the recorded. For that reason, aone time, ¢ | 47

SRNAs documented BMs on the resident “Dally comprehensive review of residents clinical - |

Cere Log" and then the parson assigned to give record was completed by the medical

medications during the 3:00 PM to 11:00.PM shilt records coordinator and director of nursing

waould review the log and complile a Ifst of : was completed on 10/20/2010. Aveas of

rasidonts who raquired medicatlons, related to the apportunity were compiled and set to

lack of having & BM. : become as part of the medical record quality
assurance focus monltors and education and

Interview, on 09/10/10 at 3:13 PM, with the training,

Director of Nursing (DON) revealed he conducted

a random review of the laxative list woekly to What measures wifl be put inte place or

ensure staff were implementing the facility's systemlic changes made to ensure the

bowel protocol, He stated ha was familiar with deflclent practice witl not recur?

Resldent #3 and did not believe the resident

wauld go for six (6) days without a BM. The DON Based on the findings from the abbreviated

stated the resident would ustally have & dally BM. survey and clinical record review, the

In additional Interview, at 3:41 PM, the DON complled list of opportunity areas for

stated e could no locate the laxative st for the improvement were added specifically to the

dates May 261h through May3d1, 2010, bul had scheduled medical record quarterly review

fourid the SRNA assignment sheets which and thinning process. Additionafly,

ndicated Resident #3 had bowel movements educatlon and training would coinctde with

duriag the stated time frame. The DON stated identifled areas. This serves as component of

the problem was not a failure to foliow the bowet the system change. {continued) : 10/21/201

pratocol but a falilure of staff to gocurately Y ) ' 0

document bowel movements. '

Review of the SRNA assignment shesls revealed

Resident #3 had a bowel movement on 05/26/10,

05/27/10 and 05/29M10.
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F514 (continued)

Nursing staff receivad education and -
tralning on 9/23/2010 by the Sraff
Dayelopment Coordinator regarding the
fmportance accurately recording clinical
data in the in the appropsiate and
designated recording place. The training
also included the role of the nurse aide, the
medication alde, licensed personal and the
interdisclplinary team in ensuring accurate
monitoring of documentation as well as
complications and signs and symptoms to
report, The 7-3 nurse will establish the daily
laxative list. The laxative list being

- devaloped by the licensed nurse Is another
part of the systam change. Additionally, It
will be the responsibllity of day shift
supervisor to follow up on the previous
nights Interventions and documentation.

How will the facllity monito¥ s performance
to ensure that solutions are sustained?

The facility will utilize the compiled list of
chinical record aress for opportunity for
improvement for monthly and/or quarterly
focus for monitors. For example, the
Director of Nursing or designee will
raconcile rasident care flow records, laxative
lists, and medication administration records
to ansure the resident are having bowel
movements at least every three days, proper
utilization of bowel protocol regime, and
accurata documentation on MARS reflecting
Intarvention. This reconciliation will take be
cng‘guctFH at least three times weekly for
three mohths or until substantlal compliance
is achlavdd. One-on-One education,
coaching, and disciplinary action will be as
indicated. Findings will ba submitted to the
Quuality Assurance Team for review and

~ comment monthly,

This Plan of Correction constitutes altegation
of compliance.



