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() 10 " SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION )
(ACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG ANORY —TAG CROSS-REFERENCED-TO THE-ARRPAOPRIATE DATE
: . DEFICIENCY)
{F 000} | INITIAL-COMMENTS {F 000}
AMENDED (06/23/11) .
AMENDED (06/14/11} ~ Johnson Mathers Nursing Home
. s . aclknowledges receipt of the -
An onsite Revisit Survey was condusted 05/24/11 Statem¢nt of Deficiencies and purposes
through 056/26/11 related to the this Plan of Correction to the extent that
Abbreviated/Partial Extended Survey concluded the summary of findings is factusily
on 05/05/11. The Revisit Survey determined " correct and in order to maintain
immediate Jaopardy (IJ) had been removed on compliance with applicable rules and
06/12/11 at F.225, F-228, F-260, F-280, F-281, provisions of the quality of care of
F-323, F-480, F-501, and F-520 on 05/12/11 as residents.. The Plan of Cortection is
alleged In the acceptable Allegation of : submilted as a written allegation of
Compliance (AOC) recalved on 05/23/11. While compliance. Johnson Mathers Norsing
the W was removed at F-225, F-228, F-250, Home's response to this Statement of
F-280, F-281, F-323, F-490, F-501, and F-620, Deficiencies and Plan of Correction
gontinued non-compllance remeined as follows: does.not denote agreement with the
F-225, F-226, F-280, F-281 at a §/S of 2 'D", Statement of Deficiencies nor that any
F-250, F-323, F-501, F-480, and F-52Q at a §/S deficiency is.accurate.. Further, Johnson
of 2 "E*. The faollity's Quniity Assessment and Mathess Nursing Bome reserves the
Assurance Committee had not completed the right to refute any of the Deficiencies
.| development .and impiementalion of a plan 1o through Informal Dispute Resofution,
ansure correction of the deficlent practice to formal! appeal procedures andfor any
prevent non-compllance recurrence. other administrative or legal
- proceeding. '
The non-1J deflciencies, 325, F-328, F-505, and. :
F-514 clted during the Abbreviated Survey and
Partial Extended Survey conic!uded on 05/05/11 _
were not reviewed for compliance on 05/26/11 as LIS e R T O
the tacilty's Pian of Corraction (POC) had not yet H}?‘E&* L5 Y iu.,,,.,%ﬁ“g
been reviewed for asceptance, Theralore, the ) It ﬁ' o g gm0 fl g
deficloncles detalted on this statement of - , . t ] A e il
deticlenclas for the Revisit Survey concluded on : b :
Q5/26/11 Include the F-325, F-328, and F-b05 L
deliclencles Identitied on the Abbreviated Survey
and Partial Extended Survey concluded on
‘05/05/11 as well as two (2) additionat examplas of
| . {non-compllance et F-514. ' : .
LABORATORY FR'&OH PROV upﬂnssemmwee SIGNATURE L o pare

Ary dellsienay stateraent ending w‘l'm an asterisk (") denotes a daliclénny which the instiution may ba excused from carecting providing It is determined that
other safeguards provide ‘sulficient frotection 1o the patlents. (See instructions.) Except for nursing homes, the findings stated above are disolosable 80 days

iollowing 'ite dale of survey whether or not a plan of correction is provided
days following the date these dooumente are made avallable to-the tecllity

program panicipation.

. For nuraing homnas, the above findings and plane of corraction are discloaable 14
. If defiolencles are ciled, an approved pian of correstion ls requlsite to continued
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SUMMARY STATEMENT OF DEFICIENCIES

(X4) 10 D, - PROVIDER'S PLAN OF CORRECTION o6
(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAG REGULATORY O L5C IDENTIFYING INFORMATION) TAQ CHOBE-AEFERENGED TO THE APPROPRIATE | OATE
] _DEFICIENCY)
{F 000} | Continued From page 1 {(Foooy|  Fas?
’ : o The physician for resident #17 was
In addition, hew deficlencies cited on the Revisit notified on 5/25/11 that the Levsin was
Survey ooncluded on 05/26/11 included F-157 - not administered as orderéd for an
- |and F-425 at a S/S of 4 "D". 8:00am & B8:00pm dose on 5/21/11
- F 157 483.10(b)(11) NOTIFY OF CHANGES F 157 with order recelved 1o administer
8§8=D

(INJURY/DECLINE/ROOM, ETC)

A facliity must irhmedlately intartn the resident;
consult with the resident’s physiclan; and il

. | known, notily the resident's legal representative

of an interested tamily member when there is an
accldent involving the resident which results in
injury and bas the potentiat for raquiring physician
intervention; a significant change In the resident's
physical, mental, or peychogoclal status (1.8, a

.| deterioration in health, mental, or psychesocial

status in elther fife threataning conditions or
clinical complications); a need to alier treatment
significantly {i.e., a need to discontinue an
exlsting form of treatment due lo adverse
congequences, of ta commence a new form of
\freatmanit); or a dacision to transier or discharge
the resident from the tacility as speclﬂed in

15463.12(a)

The faoliily must also promptly notily the residsnt
and, If known, the resldent's legal rapresaniative
or interested family member when there is a
change in raom or raommate assignment as
specliled in §483.15(e)(2); or a change In_
resident rights under Fedaral o State law or
regulations as specified In paragraph {p)(1) of
this section.

The facility must tecord and perlod:caily update
the address and phone number of the resident's
legal representative or Interestad famlly member.

. pharmacy. The medication was

medication when It arrived from the

obtained from the pharmacy on
5/25/11 & continues to be
administered as crdered.

All residents would have the potential
to be affected. Facllity RN Consultants
have audited every medication cart &
avery MAR, The audit was completed
on 6/03/11. The focus of this audit was
to compare the MARSs for each resident
with the medication carts to verify that
aH medications wera avallable & heing
given as ordered. No other Issues were
identified with medications not being
available as a result of the audit. The
physictan will continue to be notified
when medication is not available to be
administered as ordered.

The physlcian & the resident’s jegat

representative or interested family

member will continue to be notified

when there is

e . An accident involving the -
resident which results in injury
" and has the potential for

requiring physician
interventions
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given but lisied "not avallable”.

This REQUIREMENT is not met as evidenced
by - )
gased an observation, interview and record
review, it was determiried the facllity falied to
ensure the Physiclan wae notlfied for one (1) of
thiteen (13) sampied residents (Resident #17).
Resident #17 had an order for Levain (medication
used to reduce excess saliva praduction) which
was hot administered as orderad for an 8:00 AM
and 8:00 PiM dose on 05/21/11.

The findings Include:

Record review revealed Resident #17 was
admitted 1o the facility on 01/21/09 with dlagnoses
which Included Adult Fallure to Thrive, .
Quadriplegia, Head injury, Pneumonitis due to
other Sollds and Liguids (Aspiration), and
Gastrostomy Feeding Tube.

Reviaw of the Physician Orders, dated 06/12/11
revealad an order tor Levsin drops, one (1)
milliliter, twice & day {BID) tor Increased
sacretions. '

Review of the Medication Administration Record
(MAR) dated 05/11 revealed Resident #17 did not
recelve the 8:00 AM or B:00 PM dose on &/21/11,
Further review revealed the facllity did not
document a reason the 8:00 AM dose.was not

Review of the Nurse's Progress Notes, dated
05/21/11 at 4:38 PM revealed "suctioned. large
amounts thick white mucous so tar this shiit*.

interview, on 05/24/11 at 1:30 PM, with Power of

resident’s physical, mental or

psychosoclal-status {i.e., a

deterioration in health,

mental, or psychosocial status
in gither life-threatening
conditions or clinical
compllcations)

"¢ A need to alter treatment
significantly {i.e., a need to
discontinue an existing form of
treatment due 1o adverse
consequences, or 10
commence a new form of
treatment

e A decision to transfer or
discharge the resident from
the facility.

To prevent the deficiency from re-
occurring re-education was completed
on 6/16/11 & 6/29/11 by the ADON for
all licensed nurses & certified .
medication aldes on the importance of
notification of the MD when
medications are not available to be
given as ordered. Licensed nurses and
certfied medication aides were re-
educated by the Facility RN Consultants
regarding instances when the
physicians should be notified on
7/12/2011 through 7/14/2011, Any
new licensed nursing staff & certified
medication aides will receive this
education during the orientation
process.

. ERY FORM APPROVED
CENTERS FOR MEDICARE & MED|CAID SERVICES OMB NO. 0938-0391
TATEMENT OF DEFIGIENCIES - | (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE BURVEY
ND PLAN OF CORREGTION . IDENTIFICATION NUMBER:” COMPLETED
A, BUILDING
| B. WING _ R-C
. 168026 i 05/24/2011
NAME OF PROVIDER OR GUPPLIER - STREET ADDRESS, CITY, BTATE, ZIP CODE
2323 CONCRETE ROAD
8 :

JOHNSON‘MATHER NUABING HOME CARLISLE, KY 40311 ‘
| (%4} 10 SUMMARY STATEMENT OF DEFIEIENCIES ) PROVIDER'S PLAN OF CORAECTION o8)
~PREFH { 3 | COMPLETION |

TAQ REGULATORY OR LBC IDENTIFYING INFORMATION) TAG GCROSS-REPERENCED TO THE APPROPRIATE DATE

’ _ DEFIGIENGY) o
F 187 | Continued From page 2 F 157 - ¢ A sjpnificant change in the
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___OMB NO. 0938-0391
BTATEMENT OF DEFICIENCIES e} PROVIDER/SUPPLIER/CLIA (¥2) MULTIPLE CONSTRUOTION - (%3 DATE BURVEY
AND PLAN QOF CORRECTION . IDENTIFICATION NUMBER: i - COMPLETED

A, BUBHLDING *

. R-C
B, WINQ
186028 . 056/28/2011

NAME OF PROVIDEH Of SUPPLIER’

STREET ADDRESS, CITY, BTATE, ZIP CODE

- : ' 2323 CONCRETE ROAD
JOHNSON MATHERS NURSING HOME
. | CARLISLE, KY 40311
- (D . BUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF COARECTION o5
FREFIX [~ (EAGH DEFICIENGY IS T BEPRECEDED BY FULL —FREFIX {EACH CORRECTIVE ACTION SHOULHBE —— T BOMPLEVION-
TAG | AEQULATORY (H LEC IBENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
: o - o DEFIGIENDY) '
F 187

‘ F 157 To monltor facility performance to

ensure the solutions are sustained

~ through the Qi process, the QI nurse
will complete a Qf audit of the MARs
weekly, to Include to Include Resldent |
#17 using 3 Med Cart Audit Tool to !
compare the MAR with the medications
in the drawer to ensure that’
medicatlons are avalable for
administration as ordered & that the
MD has been notified in the event a
medication i$ not available. Any Issues
identified will be corrected at the time
of review with appropriate foliow up
action taken as indicated.

To monitor facility performance to
ensure the physiclan Is notified of
o circumstances as listed in this

;, regulations through the QI process, the
. Administrative Nurses including the
DON, ADON, Gl Nurse, MDS Nurses,

v and Staff Development Coordinator will
continue to read the progress notes for
all residents dally, Monday ~ Eriday.
Any issues identifled will be corrected
at the time of the review with
appropriate fotlow up action taken as
indicated.

The resuits of these Qt audits will be
reviewed with the Administrator in the .
weekly QI Committee meeting, '
consisting of the Administrator, DON,
ADON, QI'Nurse, Treatment Nurse
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TATEMENT OF SEFICIENCIES X1} PAOVIDERVSUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION loxa) paTE suRvey
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T oW 0 SUMMARY STATEMENT OF DEFICIENCIES .om PROVIDER'S PLAN OF CORRECTION x6)
WA : Y EULL PRESIX (EACH CORRECTIVE AQTION SHOWLD BE COMPLETION
TAG REQULAFORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENGED TO THE APPROPRIATE OATE
: : - . DEFIGIENGY) :
F 167 | Continued From page-3 F 157 and/or MDS Nurses, where theresults
- Atlorney (POA) revealed the restdent had an of these audits will be compiled and
increass In oral secrstions since she-has been an assessed for trends by the Committee
.| this milk (tubs feeding formuia) and the doctor & actlons taken based on these
had ordered to ohange the milk on 05/18/11 but assessments. Trends & the
that stlll hadn't happened, The POAturther accompanying actton will be reviewed-
stated she was conoerned the resident wes going by the QU Executive Committee
"1 10 choke on her/is sallva and die because monthly, consisting of the
' he/she Is unable to call for heip. Administrator, DON, ADON, QI Nurse,
Intetview, on 06/25/11 al 9:30 AM, with Licensed Treatment Nurse, MDS Nurse, Me.dica‘
Practical Nurse (LPN) #3 revealed the Levsin was Director, and/or any other persoris
ordered bacause the resident had matked required to provide information
| incromeed oraf secretions related to intalerance of pertinent to the reports being
tube feeding formula. She furiher stated the discussed, with further retraining or
physiclan should have been notitied on 05/21/11 other such interventions Implemented
of the Levsin not being administerad at 8:00 AM as directed by the committee.
as ordered. Continued interview revealed : _‘
pharmacy made routine defiveries twice a day Completion Date:  07/28/2011
with medications and additiona! deliverles if a : ‘
medication was needed immediately. She stated - '
the physiclan should have been notified when the
drug was not available,
fnterview on 05/256/11 at 14:30 AM with the
Dlrector of Nursing revealed tha physiclan should
have been notifled when Resident #17 did not '
recejve the medication as ordered at 8:00 AM on k225
06/21/11, She further stated the pharmacy On the date of the alleged rape, March
should have been conlaated when the drugp was 25, 2011, the Administrator & the
silll not &t the facllity on 05/21/11 at 8:00 PM with ADON interviewed Resident #13
notification to the physician regarding the regarding her aliegation of rape, The
' - | medication order not being followed. : Administrator & ADON also observed
{F 225} | 483.13(c)(1)(i)-(i), (0)(2) - (4) {F225}| the bed & room where Resident #13
s8=D | INVESTIGATE/REFORT alleged she had beén raped. Neither
A.LLEGATl NS/INDIVIDUALS the room nor the bed showed any
The tacllity must not employ Individuals who have obvious signs of activity other than
besri 10und gu“ty 0{ abuslné, ﬂagiectlhg. or Resident H13's regu'ar activities of dally
FORAM CMS-2567(02-88) Previous Versions Obsolate Event I0:ELBP12 Faciilty 1D; 100349
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FORM APPROVED
OMB NO. 0935-0391

ATEMENT OF OEFICIENCIES {X1) PROVIDEF/SUPPLIER/CLIA (x2) MULTIPLE CONSTHUCTIDN {X3) DATE BURVEY
D PLAN OF CORRECTION IDENTIFlCATION NUMBEH : COMPLETED
A, BUFLU!NG "
B.WING R-C
186028 ’ 06/26/2011
\WE OF PROVIDER OR SUPPLIER BTREET ADDRESE, &fTY, STATE, 2IP CODE

OHNSON MATHERS NURSING HOME -

2323 CONCRETE ROAD
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BUMMARY BTATEMENT QF DEFICIENOIES

PROVIDER'S PLAN OF CORRECTION

(*4) I 0 )
PREFK . ; ——PAREFK—] - ATE
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION] TAG GROSG-REFERENCED TO THE APPROPRIATE o

i ' _DEFICIENCY)
F 225} Conllnued From page 4 living. Resident #13's roommate was

| The tadility must ensura that all allegéd violations

| 1o other officials in accordance with State law

. investigation is in progress.

" This REQUIREMENT is not met as evidenced

mistreaiing residents by & court of Iaw or have
had a finding entéred into the State nurse alde
reglstry concerning abuse, neglect, mistreatment
of residenta or misappropriation of their propenty,
and report any knowladge it has of aclions by a
court of law agalnst an employse, which wouid
indicate unfitness for service as a nurse alds or
other facllity staff to the State nurse a!de registey
or licensing authorities.

involving mistreatment, neglact, or abuss,
including injurles of unknown source and
migappropriation of resident prapetty are reported
immoediately to thé adminisirator of the facllity and

through established procedures (including to the
State survey and certiflcation agenoy).

The facility must have evidence that all alleged
violations ars tharoughly Investigated, and must
prevent further potential abuse while tha

The results of all investigations must be reported
to the administrator or his designated
teprasentative end to other officiale in acoordance
with State law {including to the State survey and
ceriification agency) within b working days of the
incident, and If the alleged viotation is vetified
appropriate correclive action must be taken.

by: .
Basad on Interview and record review, it was
determined the Immediate Jeopardy identified

{F 2256}

tnterviewed by the Administrator on
March 13, 2011. The investigatioh into
Resident #13s allegation was reopened
on 3/31/11 by the Administrator.
Employee time punch detaif reports
waere reviewed by the Adntinistrator to
determine-employees who worked the
shift at the time of the report of the
alleged rape. Additional witness
statements were obtained from all
employees with access to this resident,

_ The local police department was

notified on 3/31/11. A police officer
conducted an Interview with the
resident on 3/31/11. The-attending
physician examined the

resldent on 4/1/11. The conclusion of
the extended investigation, including
review of the police report &
physician’s report, was that no
evidence exists to suggest or confirm
Resident #13's aliegation,

All resldents with reported allegations
of abuse, neglect, or misappropriation

. would have the potantial to be

affected. A review was completed by
the Administrator of any reported
allegations in the past year to ensure
each investigation had been completed
thoroughly. No other concerns were
identified. All resident’s progress notes
were reviewed by the DON/ADON on
5/6/11 ~ 5/9/11 to identify any
potential allegations of abuse that may

ORW CMS.2887{02-99) Pravious Varslons Obsolste

Event 10:EL6P{2

Facdity 1D: 100349
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.FORAM APPROVED

CENTERSF ICARE & MEDICAID SERVICES - : _OMB NO, 0938-0301
"ATEMENT OF DEFICIENGIES - | (X1} PROVIDER/SUPPLIERVCLIA (%2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
{D PLAN OF CORRECTION IDENTHFIOATION NUMBER: “ GOMPLETED
, _ A BUILDING
B. WING RO
185028 — 06/26/2011

IAME OF PAOVIDER OR SUPPLIER

JOHNSON MATHERS MUBSIN@ HOME

STREET ADDRESS, CITY, STATE, ZIP CODE - -

2323 CONCRETE ROAD
CARLIBLE, KY 4031t

(X4 10

SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (%8)
= | eREEN | AGTION S8HOULD BE COMPLETION
T TAG AEGULATORY OR LAC IDENTIFYING INFORMATION) TAG OROSS-NEFEAENCED TO THE APPROPRIATE DAYE
) ’ ’ . . DEFICIENCY)
{F 226} | Continued From page 5 {F 225} not have been Investigated. No other

{POC) to ensure appropriate- investigation and

| Assistant DON, and Social Worker on conducling

| abuse, neglect and misappropriation of property.

‘through 05/09/11 to Ideritify any potential

report to thie appropriate agenoles to ensure a

during the Abbreviated Survey and Partial
Exterided Survey congludad on 05/06/11 had
been removed relatod to the faciiity having an
effective system to ensure abuse allsgations
were thoroughiy Investigated and were reporied
to all appropriate officials. However, non
complilance continued to exist at a S/S of an "D"
as the facifity had not completed the development
and implementation of the Plan of Correction

reporting of abuse allegations.
The findings Include:

Review of the acceptable Allegation of-
Compliance (AOC), recelved on 06/23/11,
reveatod the Administrator reviewed all -
allegations of Abuse In the past year to ensure
each Investigation was thorough. The Facliity
Registered Nurse (AN) Consuliant re-oducated
the Administrator, the Director of Nursing (DON),

a thorough Investigation of all allegalions of

Al staff were educated by the Stalt Development
Goordinator on 05/11/10 to tecognize events
which must be reported according to the facility's
poticy for Abuse, Negiect, or Misappropriation of
Property. The Nurse's Notes for all residents
were reviewed by the DON/ADON on 05/06/11

allegations of abuse thal may not have been
Investigated and hone were identifled. The facliity
further alleged the Facllity RN Consultant would
review all investigations prior to the five (5) day

through investigation was compleled with
appropriate documentation and reporting to the

concerns were identifled. All
‘allegations of abuse, neglect, or
misappropriation of property will
continue to be Investigated thoroughly
& reported to.all the appropriate
officials as indicated.

To prevent the deficiency from re-
occurring the Administrator, DON,
ADON, and Soclal Worker were re-
educated on 5/5/11 & 7/14/11 by the
Facility RN Consultant on conducting a
thorough Investigation of all aliegations
of abuse, neglect and misapproprlation
of property using the handout entitied
“Guidellnes for Investigating . ]
Allegations of Resident Abuse, Neglect,
or Misappropriation of Property. Al
staff were re-educated by the Staff
Development Coordinator beginning on
4/24/11 & continued through 5/11/11
to recoghize events which must he
reported according to the facility's
policy for Abuse, Neglect, or

" Misappropriation of Property. Any new
stalf will receive this information
during the orientation prpcess.
To monitor facility performance to
ensure that solutions are sustained
through the QI process, the Facility RN
Consultant will continue to review )
tnvestigations for all resldents,
including Resident #13, prior to the five
day report to the appropriate agencies
to ensure a thorough investigation was

ORM CMS-2687(02-89) Pravious Vatslons Obsolels
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: . FORMAPPHOVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 003B8-0301
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORRECTION - IDENTIFICATION NUMBER: ' " COMPLETED
A. BUILDING
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185028 ) 05/28/2011

NAME OF PROVIDER OR SUPPLIER
JOHNSON MATHERS NURSING HOME

BTAREET ADDRESS, CITY, STATE, ZIP CODE
2323 CONCRETE ROAD
CARLISLE, KY 40311

PRDVIDER'E PLAN OF OORRECTION

BOLH SUMMARY- STATEMENT OF DEFICIENCIES o . X} .
v MUBT PREED .| compLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROUSS-REFERENCED FO THE APPROPRIATE OATE
: _ _ DEFICIENGY)

{F 226} | Continued From page 6- » {F 225) completed with appropriate
appropriate officials. The RN Consuitant was o documentation and reparting to the
report the resuils of the reviews of all allegations appropripte agencies. The results of the
of resident abuse monthly to the Quality reviews of these allegations of resident
impravement Executive Committes. abuse wlli continue to be reported

. monthly to the Q) Executive
Interviaw with the Adminlsirator, on 05/26/11 at . Committee, consisting of the
| 10:00 AWM, revaaled the faciiity's Quality Administrator. BON, ADON. Medical -
Improvement {Q) Committee consisted of the Diréctor, Qi N ‘ '
Administrator, QA Nurse, facillty AN Nurse irector, Ul Nurse, Treatment Nurse,
Consultant, DON, ADON, Social Services and/or MDS Nurses with further
Directar, and other depariment heads as needed retraining or other such interventions
and the committee met weekly. She further implemented as directed by the
slated the Quality improvement (Ql) Exsoutive - committee.
Commities conslated of the Medical Director in
addition to-the staff who attended the weekly Qi Completion Date:  07/28/2017
Mesting and was to maet monthly. -She stated - : .
the last Exscitive Q! meeting was held on
05/11/11. Continued interview revealed the abuse
investigations would continue to be monitored
1 and the resulte of the raviews would be reported F 226
{o the Qi Commiites weekly and the QI Executive The policy. “Ab |
Committee monthly. '@ policy, “Abuse, Neglect, or
_ : Misappropriation of Resident Property”
However, non-compliance continued to exist at a wds reviewed by the Faclity Registered
8/8 of an "D* as the facliity had not completed the Nurse Consultant on 5/5/11 &
development and implementation of the Plan of determined to require no revision to
Corraction (POC) to ensure appropriate meet the intent of this regulation. The
Investigation and reporiing of abuse allegations, ) investlgation into Resident H13's
{F 226} | 483.13(¢) DEVELOP/IMPLMENT {F 226) allegation was reopened on 3/31/11 by
ss=D0 | ABUSE/NEGLECT, ETC POLICIES : the Administrator to be completed In
o _ accordance with the facility policy.
The tacility must develop and Implement writlen Additional witness statements were
; policies and procedures that prohlbit obtained from all employees with
: mistreatment, neglact, and abuse of residents access to this resident. The focal police
; anhd misappropriation of resident property. department was notified on 4/1/11
_ who conducted an interview with the
This REQUIREMENT I8 not met as evidenced
L_.; .

FORM CM3-25687(02-88) Proviaus Verstons Obsalele

Evenl ID:EL5P12

Facllity {iD: 100240

it continuation shael Pags 7 of 61




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 06/23/2011
FORM APPROVED
OMB NO. 0038-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE GONSTRUCTION (¥3) DATE SUAVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: , - COMPLETED
. A. BUILDING
A WiNG R-C
: , 185028 - 05/26/2011
NAME OF PROVIDER OR SUPPLIER . . STREET ADDRESS, CITY, STATE, ZIP CODE
2923 CONCRETE ROAD’
JOHNSON MATHERS NURSING HOME -
_ CARLISLE, KY 40311
() I SUMMARY STATEMENT OF DEFICIENCIES i PROVIDEF'S PLAN OF CORREOTION oo
TAG REQULATORY OR LSO IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE OATE
: DEEICIENCY)
{F 226} Continued From page 7 {F 226} | resident. The attending physician

- | The findings include:

‘| Compllance (AOCY), recelvad on 05/23/11,

-t Pollcy and no issues ware Identified. The Facllity

by: .
Based on interview and record review, il was
determined the Iimmediate Jeopardy identified
during the Abbreviated Survey and Partlal
Extended Survey concluded on 05/05/11 had

been removed related to the facifity Implementing |

wrilten policies and procedures that prohiblt
mistreatment, neglect, and abuse of residents
and misappropriation of resident propeny.
However, non-compllahce continued to exist at a
8/8 ot an."D" as the facllity-had not completed the
dayelopment and implementation of the Plan of
Correction (POC} to ensure the facllity’s "Abuse,
Neglect, or Misappropriation of Residsni
Proparty" Polloy had been foliowed,

Review of the acceptable Allegation of

revegled the faclity's, “Abuse, Neglsct, or
Misappropriation of Resldent Properly” Polioy was
reviewad by the facility Registered Nurse (RN)
Consultant and was found to require no revision.
All residant Nurse's Progress Notes were
reviewed by the Dlrector of Nursing
(DON)/Assistant Director of Nursing (ADON}) to
identify any potential allegations of abuse which
may need to be investigated and none were
identifled. A raview was completed by the
Admintstrator of any reported allegations of abuse
to ensure that alf had bean thoroughly -
investigated according to the facliity's Abuse

RN Consultant re-educated the Administrator, the
DON, ADON, and Soolal Worker on 065/056/11 on
conducting a through Investigation of all
allegations of abuse, neglact and

examined the resident on 4/1/11.

All residents would have the potential
to be affected. All resident’s progress
notes were reviewed by the DON/
ADON on 5/6/11 ~5/9/11 to identify
any potential aliegatlons of abuse that
may not have been investigated. No
concerns were identified. A review was
completed of any reported allegations
of abuse for the past year to ensure
that all had been thoroughty
investigated according to the facility's
policy, “Abuse, Neglect, or Misappro-
priation of Resident Property Policy”
with no further concerns identified. The
facility will continue to investigate any
allegation of abuse, neglect or
misappropiiation of resident property
thoroughly per the facility policy.

To prevent the deficiency from re-
occurring the Administrator, DON,
ADON, & Soclal Worker were re-
educated on 5/5/11 & 7/14/11 by the
facility’'s Registered Nurse Consultant
_on conducting a thorough investigation
of all aliegations of abuse, neglect, and
misappropriation of property using the
handout entitled “Guidelines for
investigating Allegations of Resident
Abuse, Neglect, or Misappropriation of
Property.” Any new administrative
nursing staff will receive this
Information during their orlentation.

'ORM CMS-2567(02-09) Previous Varelons Obsolalo
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{F 226} | Continued From page 8 {F 228)
misappropriation of properly. The faoility further To monitor facility performance to
allegad the Facility RN Consultant would raview ensure that solutions are sustained
alt Investigations prior to the final report to ensure thréugh the Qf process, the Facllity RN
a through investigatlon was complated with ‘Consultant will continue to review the
appropriate documentation and-reporting to the Investigations af any reported
appropriate officlals. The RN C_OH'SUHEM was to allegations of abuse on any resident,
report the resulls of the reviews of all allegations Including Resident #13, prior ta the
of resident abuse monthly to the Quality submisslon of the {inal report to ensure
Improvement ExeF’Ut}VB Commitiee. the facliity has conducted a thorough
Interview with the Administrator on 05/26/11 at Investigation with proper
10:00 AM revealed the Quality Improverent (Q) documentation & reporting of all
committee which consisted of the Administrator, alleged violations to the appropriate
QA Nurse, facllity RN Nurse Consultant, DON, offlclals based on the facility’s policy for
ADON, Soclal Services Director, and other abuse, neglect, or misappropriation of
depariment heads as needed, met weekly, She resident property & provide additional
further stated the Quality Improvemant (Qf) guidance needed to ensure a thorough
 Exacutive Commitiee which consisted of the investigation has been completed. The
Maodlcal Dire¢torin addition l? the stalf who Facility Registered Nurse Consultant
attended the weekily Q! Meeting were to mest will report the results of these reviews
monthly. Furher Inierview revealed the last = monthly te the Qi Executive
Executive Gl meeting was held on 06/11/11. She | Committee, consisting of th
stated, the abuse Investigations would continus 1o ' goithe
be monitored and the resulte of the reviews would Administrator, DON, ADON, Medical
be raported 1o the QI Gommities weekly and the birector, Qi Nurse, Treatment Nurse,
QI Executive Committee monthly. and/?r MDS'Nur:ses m:]h further
o retraining or other such Interventions
it was determined non-compliance continued to Implemented as directed by the
exist at a S/S of an *D" as the facllity had not committee, '
completed the development and implementation _ :
of the Plan of Correclion (POC) to ensure the Completion Date: 07/28/2011 :
|tadility's "Abuse, Neglect, or Misapproprtation of , :
Resident Property” Polioy had been followed. '
{F 250} | 483.15(g)(1) PROVISION OF MEDICALLY {F 250} F250
38=E RELAT.ED SOCIAL SERVICE Resident #1 was transferred from the
The facliity must provide medically-related soclal facillty on 1/18/11 & will not be
{ services to attain or maintain the highest readmitted. Resident #2 was removed
AM CMB.2567(02-89) Previous Verslons Obsolete Eveni ID:ELGPI2 Factlty ID: 100349
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{(X4) 1D SUMMAKY 8TATEMENT OF DERICIENCIES

iD PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PRERK—| COMPLETION
TAQ- REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CAOBS-REFERENGED TO THE APFROPRIATE OATE
. . : ’ DEFICIENGY)
(F 280) | Continued From page 9 from the closed unit on 2/7/11.

practicable physical, mental, and psychosocla!
well-baing of each rasident.

'| This REQUIREMENT (s not met as avidenced
by »
Basod on Interview and record review, it was
datermined the tmmedlate Jeopardy identifled
during the Abbreviated Survey and Partiat
Extendad Survey concluded on 05/05/11 had
besn reroved related 1o the faciilly providing
medically-related soclal ssrvices lo attain or
-maintain the highest practicable physical, mental,
and paychososial well-being of each rasident,
Howaever, non compliance continuad to exist at a

developmant and Implementation of the Plan of
Caotreciion (POC) 1o ensure the the provision of
medically related social services. -

The findings inolude:

Roview of the acceptable Allegation of

.| Compllance (AOC), raceived on 05/23/11,
revealed a review of the Nurse's Notes for all
restdents was completed by the Director of
Nursing (DON), Assistant DON, Quality
Improvement (Q1) Nurse, Minimum Data Set

1 {MDS) Nurse, Treatment Nurse, and/or Facllity
Cotisultant Nurses on 05/06/11 through 05/00/11
and was to continue daily to ensure meadically

.| related social services were provided 1o the
residents untll compliance was achleved. The
facllity stafl were educated on 05/05/11 through
05/09/11 by the faclity RN Consultant and/or
DON/ADON on providing medically related social
sarvices and the facllity's process for addressing

5/5 of an "E* as the facliity had not completed the | .

{F 250}

Resident #2 did not exhibit any signs of
being negatively impacted by the
interaction with Resldent #1. Resident
#13's concerns were reviewed &
discussed with the resident by the
Soctal Worker pn 3/31/11. The
physician was made aware of resident
#13's continued concerns by the
ficensed nurse on 3/31/11 & orders
were received for a psychiatric consult,

- The attending physician examined the

resident on 4/1/11. Resident #13 was
seen by the Psychiatrist on 4/2/11 with
medication changes made. The Social
Worker continued to follow up with the
resident & there have been no other
concerns voiced by the resident,
Resldg'nt #13 did'make statements on
4/15/11 & on 4/22/11 that she/he felt
safe Th the facllity.

All residents would have the potential
to be affected. A review of the nurse’s
notes for all residents was completed
by the DON, ADON, QI Nurse,
Treatment Nurse, MOS Nurses, and/or
Facility Registered Nurse Consultants
on 5/6/11 thru 5/9/11 to ensure that
medically related social services were
provided for all restdents with '
wandering, socially inappropriate,
and/or disruptive behaviors. This
review was to ensure that appropriate

. follow up action was being taken &

documented in the medical record by

ORAM CMS-2667(02-09) Previous Verslons Obscists - Event ID:ELSP12

Facility 10: 1002349
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T ID SUMMARY STATEMENT OF DEFICIENCIES | I PROVIDER'S PLAN OF CORREGTION o
= | PABEIX. (EACH QORAECTVE ACTION SHOULD BE COMPLETION
T Tae Wm TAG CROS$S-REFERENCED TO THE APPROPRIATE OATE
o . , DEFIGIENGY)
{F 250} Contlnued From page 10 {F 250} ‘the Social Worker for any identified
' behavlors which Included physician notiflcation : events. Any concerns identified were
andfor transfer out of the facility if necessary with addressed as Indicated with re-
approprlate documentation by the Social Worker education of the staff as needed by the
in the medical recard. A "Social Services DON, ADON or Staff Development
Referral" was implemented by the Administrator Coordinator,
{o notily the Soclal Worker af any potential
OOhcerna WhICh may I'equlre social SBNICBS To preven[ the deﬂciency from fe- -
interventions. Faeillly Staff were edugaied on - e
G471/, and 0510541 through OS/0/11 by the occutring the fachity staff, Including I
Adminlstrator and DON on completion of the d - p v nseds erere-
Relerral to alert the Soctal Worker of behaviors educated on 5/5/11 - 5/9/11 by the
which may require Social Worker Interventions Facllity Registered Nurse Consultant
and in what Instance this would be necassery. and/or DON/ADON on providing,
The Form would be give 10 1o tha Soolal Worker medically related social services & the
for follow up and a copy of the completed form facility's process for addressing
was to be glven to the DON to use for cotrelation behaviors, such as wandering, sociaily
during review of the Progreas Notes. The DON, inappropriate and/ar disruptive
ADON, RN Suparvlsor, gnd for Facllity AN behaviors which include physician
Consultant-would read the progress notes daily notification and/or transfer out of the
uritil compilancé was achieved to ensure any facility If necessary using the guidelines
identilled neads.were met by the Soclal Worker frorm the “Long Term Care Survey”
and elso to ensure the Soclal Worker made the manual. October 2010 edition. with
necessary documentation in the madial record. ot d mon, w
The facllity further alieged the resulls of the appropriate documentation made by
medically related soclal services audits would be . the Soclal Worker in the medical
reviewed weokly by the Qi Committee which record. A communication oo titled,
consigtad of the Administrator, DON, ADON, Qi “Social Services Referral” was
Nurse and MDS Nurse. Thae results of the implemented by the Administrator to
madically related soclal services audits wers to natify the Social Worker of any
he reported monthly to the QY Executive potential concern that may require
Commitiee which consisted of the Medical medically related soclal services
Director and other staff as attendsd the weekly QI Intervention. Education was initiated
Compmittee. on 4/15/11 for facitity Staff, including
Interview.with the Adminisirator on 0B/26/11 at Hcetisad & sollcansed Start & oo e
10:00 AM rovealed the Quality Improvement (Qf) until 5/9/11 by the Administrator & the
Committee met weekly and the Soclal Service DON & again on 7/8/11 by the Facility
audits were reviewsd by the Commitiee.- She RN Consultant on completion of this
FORM CMS-2567{02-89) Pravlous Verslons Obsalsie Evont ID.ELGP 12 Facilly ID; 100348 If continuation sheet Page 1t%of 51
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: RREGTION
{¥4} 1D SUMMARY STA‘[‘EMENT OF DEFICIENCIES . ] N E:Eg\ggg §nﬁlrﬂcN P{fﬂcrg\ . wg{ A D:?E
i | RIS G INFORMAT taG CED TO THE APPROPRIATE
TAG naaummnv Gn,mmmsm}mm INFORMATION) TAG cnos&nepeaegmmmw}
' tool to alert the Social Worker of any-
F 250}
{F 250 (F 250}

o

e

behaviors such as wandering, sociaily
Inappropriate, and/or disruptive

"'behaviors that'may require Social

" Worker intervention & in what
instances this may be necessary. The
tool will be given to the Social Worker
for follow up-as indicated, A copy of the
tool will also be given to the DON to be
used for correlation that the
Intervention has been provided by the
social worker. Any new licensed and
unlicansed staff will receive this
information during the orientation

" process,

To monitor facility performance to
ensure that solutions are sustained
through the QI pracess, the DON,
ADON, QI nurse, MDS Nurse, and/or
-Treatment nurse will continue to read
“the progress notes for all residents,
including Resident #2 & Resident #13,
daily Monday - Friday, to ensure any
identified needs continue to be met by
the-Social Worker. The Social Worker
will be immediately made aware of any
concerns by completion of the Soclat
Services Referral tool with a copy also

given to the DON. The results of these

audits will be reviewed with the
Administrator in the weekly Q)
Committee meeting, consisting of thé
Administrator, DON, ADON, Ql Nurse,
Treatment Nurse and/or MDS Nurse,
where the results of these audits will

ORM GM$:2567(02-89) Provious Verélons Obsoleto
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BUMMARY BTATEMENT OF DEFIDIENOIES

(%4 1D i PROVIDER'S PLAN OF CORRECTION 1)
JLL PP\EF!X H:Ar"l-l PJ\DI‘EWQN_MM LOMPLETION.
TAG REGULATORY OR 1.8C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPHOPHIATE bate
y . S DEF!C!ENCY)
{F 250} | Continued From page 11 {F 250} be compiled and assessed for trends by
further staled the-Social Service audits were also i the Committee & actions taken based
reviawed in the Quality Improvement (Q1) on these assessments, Trends & the
Executive Committes which consisted of the accompanying action will be reviewed
Medicai Director in addition to the stafl who by the QI Executive Committee,
attended the weekly QI Mesting and was to meet consisting of the Administrator, DON,
monthly to ensure compflance. She stated the ADON, QI Nurse, Treatment Nurse,
last Executive Qi meqllng was held on 05/11/11, MDS Nurse, Medical Director, and/or
Nan-compliance continued 10 axist at a 875 of an any other persons required to provide
"E* a8 the faclity had not completed the information pertinent to the reports
development and implemantation of the Plan of being discussed, monthly with further
Correction (PQC) 10 ensure the the provisian of retraining or othet such interventions
medically related social services. implemented as directed by the
{F 280} | 483.20(d)(3), 483.10{k)(2) RIGHT TO {F 280} - committee,
s8=D | PARTICIPATE PLANNING CARE-REVISE CP :

"| legal representative; and periodically reviewed

- | each assessment.

The resldent has the right, unless adjudged
Incompatent or otherwlae found o be
incapacitatad under the laws of the Slats, to
participaie In planning care and treatment or
changes In care and treaiment,

A comprehensive oare pian must be davelopad
within 7 days after the comptetion of the
comprehensive assessment; prepared by an
interdlsciplinary leam, that includes the altending
physician, a registered nurse wih responsibility
for the resldent, and other appropriate staff in
disclplines as determined by the resident's neads,
and, to the axteht practicable, the participation of
the resident, the rasident's famlly or the resident's

and revised by a team ol qualified persons afier

F280

. transfers. Resident #34's Care Plan was

Completion Date: *07/28/2011 '

Resident #33’s Care Plan was revised
on 6/1/11 by the MDS$ nurse to include
assistance of 1 staff member with
walker & galt belt for asststance with

revised on 5/26/11 by the MDS nurse
to include the physician's order to
-elgvate the left leg as much as possible
until healed.

All residents would have the potential
to be affected. The comprehensive care
plan & resident care gulde of all current
residents were reviewed on 6/17/11

by the facility MDS nyrses. The focus of
this audit was to identify that the
comprehenslve care plan accurately
reflected the current care & services

FORM CM8-2567(02-80) Previous Versking Obsotole

Bvent 1 ELBP12

Facllly 10: 100349

ti-conlinuation shest Page 12 of 51




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 06/23/2011

- Ve 4 ’ FORM APFPROVED
CENTERS FOR MEDIGARE & MEDICAID SERVICES | -OMB NO, 09380391
YATEMENT OF DEFICIENCIES (X9 PHOWDEH’S.UPPUEHI'CLIA (X2} MULTIFLé CONSTRUGCTION -[%5) DATE SURVEY
MND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED

. A. BUILDING
| , R-C
186028 B WING — 06/26/2011

JAME OF PROVIDER OR SUPPLIER
JOHNSON MATHERS NUR_BING HOME

STAEET ADDRESS, CITY, STAYE, ZIP CODE
223 CONCRETE ROAD
CARLIBLE, KY 40311

" BUMMARY STATEMENT OF DEFICIENGIES
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: © DEFICIENCY) i
{F 280} | Continued From page 12 {F 280} being provided and/or erdered for each

' Resident #34's Care Plan was not ravised relatad

_{ Review of the Nurse's Notes dated 05/21/11 at

This REQUIREMENT is not met as evidenced
by: :
Based on observation, interview, and record
review it was delermined the facility failed to
ansura the Comprshensive Plan of Care was
revised for two (2) of thiriesn (13) sampled
resldents (Resldant #33 and #34).

Resident #33's Care Plan was not revised in
reference to the resident's functional status
related to iransters after the resident suslained a
fall with a fracture of the knee on 05/21/11.

to a Physician's Order obtained on 05/13/11 to
elevate the left leg as much as possible until
healed.

The findings inciude: - .

1. Review of Resident #33's medical record
revealed diagnoses which included Dementla,
and Acute Non-Displaced Fracture of the Patella.
Review of the Quarterly Minimum Data Set -
{MDS) Assesemeont dated 03/28/11 revealed tho
iacility assessed the resident as having severe
Impairmant In cognitive eklile lor dacision making.
Further review ravealad the facllily assessed the
resident ag heing Independent with transfers and
ambulation,

7:55 PM revesaled the resident was found In the
floor by -a Certitied Nursing Assistant (CNA) and &
nurse, The Note furiher stated the resident had a
dime size Hematoma noted to the top of the head
and was complaining of pain in bolh kneés.
Eurther review revesied the Physician was

resident. Corrections were made as
indicated. Al residents will continye to
have revisions made to the

" comprehensive care plan by the
interdisciplinary team, consisting of the
MDS Nurse, Activities, Social Services,
and or Dletary departments as

"determined by the RAI process,

resident’s needs & preferences and/or
physictan’s orders.

To prevent the deficiency from re-
occurring the interdisciplinary team
consisting of the MDS Nurse, Activities
Director, Social Worker, and Dietary
Manager were re-educated on 6/21/11
by the Facllity RN Consultant and the
Adminisirative Nurses consisting of the
OON, ADON, QI Murse, and Staff
Development Coordinator were re-
educated on 7/14/11 by the Facility RN
Consuitants stressing the importance of
accuracy in assuring that the
comprehensive care plan, as well as the
resident care guide, is revised with any
changes in resident’s needs and/or
physiclan’s orders. Any new members
of the interdisciplinary team will
receive this information during the
orientation process.

To monitor facllfty perormance to
ensure that solutions are sustained
through the QI process, a QI audit will
be conducted weekly, to include

R CMS-2687{02-98) Previous Veralons Obsolela
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T DEFICIENGY) _
_ , . _ .
{F‘ 280} | Continued Erom page 13 {F 280) Resident #33 8 Resident #34, by the QI

| Neurc-checks were resumed and the CT Scan of

{0B6/2411 revealed the resldsnt was at visk for falls

notified and the resident was transferrad to the
emergency ropm at 8:40 PM.

Further review of the Nurse's Notes dated
05/2t/11 at 10:48 PM rovealed the resident
returned form the emergency room.

the head was negative. The Note furiher stated
the resident had a possible Fracture of the Left
Knes Cap and a left knes immobllizer was in
place.

Review of ihe X-Ray Report dated 06/21/11
revealed the reaident had a possible, Acute
Non-Displaced Fracture of the Lelt Patella.

Obsarvation of Resident #33 on 06/25/11 at 12:30
PM revealed the resident was in a geri-chair
which was reclined, elevating the resident's legs.
There was a knee immobhitizer noted to the
rosident's leit knoe.

Reviaw of the Comprehensive Pian of Care dated

related to impaired balance and had the potential
tor paln related 10 a Lelt Knee Fracture. The
interventions included; Rehab Therapy Referral,
call fight In reach, monitor for dizziness,
encourage to wear non skin socks and remind to
weoar shoes and sooke when up out of bad, loft
Knee Immobliizer, keep left leg elevated as much
as possible, and ice 10 left knae intermittently.
However, there was ho referance to the nesd.for
asslstance with transfers related to the resident's
Fractured Knee.

Interview on 05/26/11 at 2:10 PM with the MDS
Coordinator rovealad she had updated the

Nurse or designee, using a Q) Audit
tool. This audit will be used to compare
the comprehensive care plan & the |
resident care guide to ensure that both
have been updated to reflect the
current care & services being provided
and/or ordered. The results of these
audits will be reviewed with the
Administrator In the weekly QI
Committee Meeting, consisting of the
Administrator, DON, ADON, Ol Nurse,
Treatment Nurse, and/or MDS Nurse,
Trends & any accompanying actions
“will be reviewed monthly by the Qi
Executive Committee, consisting of the
Administrator, DON, ADON, Q) Nurse,
Treatment Nurse, MDS Nurse, Medical
Director, &/or any other persons
required to provide Information
pertinent to the reports being
discussed, with further retraining or
other such interventlons Implemented
as directed by the committee,

Completion Date: (7/28/2011
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{F280}| Continued From page 14 {F 280}
resldeni's Plan of Care afler the all with the Lelt
Knee Fracture to include Interventions for ica to
11helalt knee, knes Immobitizer, and elevation of
the left knee. She furlher stated she scheduled
the resident for a Significant Change MDS retated
to'the Knee Fracture. Further interview revealed
the resident used to transfer and ambulate
indapendently, however needed assistance al this
tima to stand and pivot with the assist of ane stafl
mambar for transfers. Continued Inlerview.
ravealed the resident could stand an plvot with
the assistance of one slaff member and she had
transcribad the interventlon for transfers with
asslstanoe to the Care Guide for the CNA's to
refer to, which was kepf inside the resident's
oloset door. Howevaer, she stated she did not
think about revising the Comprehensive Plan of
Cate related to transfer abllity.

2. Review of Resident #34's medical record
revealed the fesident was admitled to the taciiity
on 03/17/11 with diagnoses which inoluded
Chronic Fractured Pelvls and Previously
Fraciured Left Hip.

Review of the Admission Minimum Data Set
{MDS) Assessment, dated 03/24/11, revealed the
facllity ngsessed the resident as having physical
"| imitations which contributed to his/her dependen
functiona! status for performing Activities of Daily

Living (ADL's}. Funher review revealed the
taciiity assessed the resident as resding
assistance of two (2) staff persons for trangters,
bed mobillity, dressing, and toileting.

Review of the facility policy, Resident Care Pilan,
dated 4/2007, révealed the tacllity provided a

FORM CMS-2567(02-9) Previdus Veralons Obaclate Even! ID:ELER12 Fadiiity 1D: 100340 it gonlinuation shoot Page 15 of b1
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{F 2680} | Continued From page 15 {F 280}

written Care Plan hased on Physiclan's Orders

‘| and the assessment of resident's needs. The =
Pollcy stated, modification of the Plan would be
done'as needed. Further review revealed any

1| new problem or naed of the resident would be
addressed on the Care Plan.

Ftevle'w of a verbal Physiclan's. Orders, undated,
revealed an order to elevate tho left leg as muoch-
as possible until healed, Furlher review revealed
the order was received on 05/13/11.

Review of Restdent #34's Comprehenasive Flan ol
1 Cate revealad no intervention related to the
Physiclan's Order to elovate left the leg as much
as possible untll healed.

Review of the Nurglhg Progress Notas from
05/13/11 through 05/24/11 revealed only one
documented sntry which referenced elevation of
the extramity.

Interview on 08/26/11 al 2:10 PM with Licensed
Practical Nurse (LPN) #2, revealed if & physician
writes an order regarding leg elevation the
information was to be transcribed to the
Comprehensive Plan of Care and care glver
report, ot Just communicated to staff as a FY|
{for your information}.

Interviéw with the MDS Nurse on 05/25/11
revealed it would have been her responsibility to
revise the Care Pian to reflect the Physician's
‘Order to elevate the resident's leg.

interview on 05/25/11 at 3:20 PM with Resident
#34's daughter, revealed she did not recall,
excapt for the last couple of days, the resident's
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-BUMMARY STATEMENT OF DEFIGIENCIES

88=0D

Theé services provided or arranged by the facillty
must meet professional slandards of quality.

This REQUIREMENT is not met as evidenced
by. .

Basad on observation, inlerview and record
review, it was determined the facility falled to
ensure services provided met professional
standards of quallty for two (2) of thirteen (13)
sampled residents (Residents #17 and #36).

Resident #17 sustained a change In candliion on
05/18/11, hauses and coughing up tube fesding
and requiring suctloning séverel times. The
physiclan was notified and a new order was
received, however, there was no documented
evidence of therough assessmant and monitoring
of the change In ¢ondition such as resident needs
ralated to Intolerance of tube feeding and
increased nead for suctioning.

Also cbservation on 05/24/11 revealed Hesident
#35 did not have oxygen in piace as ordered at
2/liters,

o | D PROVIDER'S PLAN OF CORRECTION
—PREFX T NEY-MUST BE PRECEBED BY FUth PREFIX {EACH CORRECTIVE ACTION SHOULO RE GoNresT fon
TAQ REGULATORY OR LSC IDENTIFYING INFGRMATION) TAG CROSB-REFERENCED TO THE APPROPRIATE -
' OEFICIENCY)
{F 280} { Continued From page 16 |F 280}
lag belng elevated during her vigits. She lurthar
ravealed she tried to visit dally for several hours. 281
. i )
Inferview on 05/268/11 at 4:00 PM with the . A thorough respiratory assessment
Administrator revealed she had Just realized was completed for Resident #17 on
through this Revisit Survey, the Administrative 5/30/11 by the.ficensed nurse. No
Nurses were not auditing as thoroughly as they further change in candition was
should have heen 1o ensure Comprehenslva Cere | identified. The physiclans' orders for-
{F 281) 5&1"35{3{&{3;’ géﬁtwces PROVIDED MEET (Fogy)|  ehdent#17 were reviewed by the
llcensed nurse t lorders.
PROFESSIONAL STANDARDS urse to ensure that all orders

for Resident#17 were belng followed.
No other issues were identified.
Resident #35 was :
re-assessed on 5/24/11 by the licensed
nurse for the continued need for
oxygen. The MD was made aware &
new orders were recelved on 5/24/11
to discontinue the oxygen therapy
related to multipie refusals by the
resident to wear. The physicians’
orders for Resident #35 were reviewed
by the licensed nurse to ensure that all
orders for were being followed. No
other issues were identifled.

All residents would have the potentia!
te be affected. A QF audit was
completed for all current residents on
6/16/11 by the GON, ADON, Qf Nurse,
Treatment Nurse, and/or MDS Nurses.
This audit included a detailed reading
of the nursing progress notes for the
last 30 days to identify that evidence of
an assessment and monltoring had
occurred for any documented change

‘ORM CWS-2607(02-95) Previous Vamstons Obsolels

Event {D: ELBP12 ‘
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PROVIDER'S PLAN OF CORRECTION
IRECTIVE AGTION-SH

Gastrostomy Feeding Tube.

-teeding related to intolerance of formula. An

| interview on 05724711 at 1:36 PM with Power of

The findings Include:

. Record review revealod Resident #17 was
admitled to the facllily on 01/21/09 with diagnoses
which included Adult Failure to Thrive,
Quadriptegie, Head Injury, Pneumonitis Due lo
Other Solids and Liquids (Asp{ratlon), and

Review of the Nursing Progress Notes on
05/18/11 entered at 5:21 PM revealed the
physician was contacted regarding Residont
#17's change in condition that Included nauses,
coughing up tube feeding and requiring
suctioning several timas. Howéver, there was no
avidence of acute care charling regarding -
follow-up to assassing and monitering rasldent's
needs and responses related to formula
intoleranee Including discontinus pump tube
feeding, response to resuming feeding and
increased suctioning neids.

Review of the Physician Orders dated 05/18/11 at
5.00 PM revealsd an order 10 change the tube

additional order was noted on 05/19/11 at 2:00
PiM related to formula subslitution until the
formula ordered on 05/1 8/11 iy avallable.

Attorney (POA) revealed the resident had
increased oral sscretions since heing on the milk
(tube feeding formula) and the docter had
orderad lo change the milk on 05/18/11 byt that
stil hadn' happened. The. POA further stated
shie wag concemsd the resident was going to
choke on the saljva and die bacauss he/she is
unabls 1o call for help.

. the Facility Registered Nurse

(X9 o BUMMARY BTATEMENT OF DEFICIENCIES Lo (X6}
- PREFIX | PREGEDED BY EULL PRERDL (EASH-COR SULD-BE COMPLETION
TAQ REQULATORY OR LEC IDENTIFYING INFORMATION) TAG - GROSE-REFERENCED TO THE APPROPRIATE OATE
. DEFICIENCY) ’
{F 281} Continued From page 17 {F 281} In condition. Any concerns Identified

were immediately addressed as
indicated up to & including a new
assessment of the situation arid/or MD
notification if indicated: Any.resident
experiencing a change in condlition will
continue to have evidence of an .
assessment and monitoring of the
change In condition documented in the
"medlcal record.

‘An audit was conducted on 5/27/11 by

Consultants of-all current residents
receiving oxygen therapy. The focus of
this audit was to ensure that oxygen
was being administered as ordered. No
other discrepancies identified were
identifled at that time. All residents
requiring oxygen therapy will continue
to have oxygen adminlstered as
ordéred. An audit was conducted on
7/11/11 by Facility RN Consultants,
ADON, Q! Nurse, & MDS Nurse of all
current physician orders to ensure that
alf physiclan orders are being followed,

To prevent the deficiency from re-
occurring re-education was completed
by the DON/ADON//Facllity
Consultants on 6/16/11 & again on
6/29/11for licensed & unlicensed
nursing staff stressing the importance
of documentation of a change in
condition as weli-as the necessity to
have evidence of a thorough

QRM CiMS-2667(02-90) Piovious Verglons Obsolete

_ Everl ID:EL6P12

Facliky ID: 100340
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SUMMAF!Y STATEMENT OF DEFICIENCIES

| had a formula Intolerance that resulted in

progress notes.

intorview on 05/25/11 at 9:30 AM-with Licensed
Pragtical Nurse (LPN) #3 revealed Resident #17

Increased need for suctioning related to oral
sacretions oflen saveral limes a shifl. Further
interview reveaied when'the resident had an
order to changs the formula, the response {0
farmula Intolerance and subsequent feedings
should have been documented in the nurses

interview on 05/26/11 at 11:30 AM with LPN #3
revealed a resident's intoleranca fo a tubse feading
tormula which resulted in notification of physiclan
and naw ordars for formula wouid be a significant
change and required acute care charling sach
shilt. intervlew further revealed docurnentation
should be in the prograss notes regarding-the
resident's need for suctioning including the
number of times the rasident was suctioned each
shift,

2. Record review .revealad Reslden! #35 was
re-admitted to the facllity on 05/16/11 following
hospitalizatlon due to Congestive Hear Fallure.

A raview of the Physictan Orders, dated 05/16/11,
revealed an ordar for oxygen at two (2) liters per
nasat cannuta. '

Observation on 05/24/11 of Resident #35 at 2:00
PM and 3:00 PM revealed the resident was not
receiving oxygen.

Review of the Nursing Progress Notes, dated
05/24/11 a1 2:19 PM, documeniation which stated
the rasident was receiving-oxygeh al iwe (2) liters

C (X4 ID D PAOVIDEA'S PLAN OF CORRECTION (*6).
~PREFIX{ Y EULL PREE {EAQH GORRECTIVE ACTION SHOYLD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-AEFERENCED 10 THE APFROPRIATE OATE
oo , : DEFICIENGY)
(F 281} | Continuad From page 18 {F 281) assessment and monitoring of the

change in condition documented in the
medical record. Re-education

was initiated by the Facility Consultant
on 6/16/11 & agaln on 6/29/11 for
licensed & non-licensed nursing staff
on the Importance of checking the
resident care guide during reunds to
ensure that residents received the care
ptanned interventions, including
oxygen, as ordered and that if residents
refused any care planned interventions
the nurse in charge of that resident
must be made aware & the MO must
be notified. Any new licensed &
unlicensed nursing staff will recgive this
information during the orientation
process. The DON, ADON, QI Nurse,
MDS Nurses, Staff Development Nurse
were re-educated on 7/14/11 by the
Facliity RN Consultants on using the
pink coples of the physiclan’s orders &
the daily reading of the progress notes
to ensure that all physician’s orders are
being followed.

To monitor facliity performance to
ensure solutions are sustained through
the QI process the progress notes and
pink coples of all physician’s orders of
current residents, including Resident
#17 & Resident #35, will continue to be
read daily, Monday thru Friday, by the
DON, ADON, Ql Nurse, Staff
Development Coordinator, Treatment
Nurse, and/or MDS Nurses to identify

ORAM CMB-25087(02-99) Pravious Verslons Obsolols

Evant 1D:EL5P12
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{F 281} | Continued From page 19 {F 281} that any resident identified with a

as a spedific intervantion to prevent
deoiine!deleriora!ion related his/her respiratory
status.

Interview with the Direcior of Nurs[hg {DON) on
05/24/11 at 4:00 PM revealed there had been a
delay in assessing Resident #35's oxygenation

1 sdturation and notification of his/her physician in
regard to the resident refusing to wear oxygen as
ordered.

.| Interview with the DON on 05/25/11 at 3:30 PM

rovaaled there was an apparent cominunication
tailure that resulted in the nurses in charge of
Resident #35's care were unaware for hpurs.the
resldent had refused to use oxygen as ordered
for mos! of the shift.

Interview on 05/25/11. at 2:36 PM with LPN
Applicant #4 revealed she did not realize
Reslident #35 was not wearing oxygen as ordered
on 06/24/11. The interview jurther revealed it was
at least five (5) hours the residant want without
"oxygen befors oxygen safuration was measured
and the physmlan notitled on 06/24/11 at 3:30

PM.

Intarview with LPN #5 revealad tweive (12) hours
prier to the physiclan belng notifled of Resideént

.1 #36 refusal to wear the oxygen, the resident's
assessment revealed a dramatic drop in oxygen.
saluration, measured at elghty-elght percent .
(88%) when oxygen was remaoved for {liteen
minutes 1o see how the resident could tolerate

-{ belng on reom alr,

Interview on 05/26/11-at 4:00 PM with the
.| Administrator revealed she realized through this

change in condition had evidence of an
assessment & monitoring dgcumented
In the medical record and that any new
physician’s orders are being faltowed.

" Any discrepancies will be addressed
immediately as indicated up to &
including a reassessment of the
cesident and/or MD notification if
needed.

A Ql audit will also be completed

" weakly by the Ql nurse or designee fo
identify that any resident, to include
Resident #17 & #35, with orders for
oxygen therapy Is receiving oxygen as
ordered. Any discrepancies will be
addressed immediately as Indicated.
The results of these audits will be
reviewed with the Administrator in the
weekly Q} Committee Meeting,
cansisting of the Administrator, DON,
ADON, QI Nurse, Treatment Nurse,
and/or MDS Nurse. Trends & any
accompanying actions will be reviewed
monthly by the Ql Executive Qi
Committee, consisting of the
Administrator, DON, ADON, Qi Nurse,
Treatment Nurse, MDS Nurse, Medical
Director, &/or any other persons
required to provide Information
pertinent to the reports being
discussed, with further retraining or
other such Interventions implemented
as directed by the committee,

Completion Date: 07/28/2011
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Revisit Survey, the Administrative Nurses were ;:’;:em 42 was moved to room 118 8
Eg;ﬁum“ng E.m thoroughly &z they shouid have monltored by staff to maintain a safe
) ) between Resident #1 &
F 323} | 483.25(h) FREE OF ACCIDENT F 323} distance
{ ssss} HAZAF%D)SISUPERVISlON/D EVICES { {. Resident k2. Resident #1 was monitored

" | compliance continued to exist at a S/S of an "E*

" | and implementation of the Plan of Carrection

| Beview of the acceptable Allsgation of

areview of the Nurse's Notes and twenly-four

The facility must ensure ihat the resident
environment remains as free of aceldent hazards
as Is possible; and each resident recaives
adequate supervision and assistance devices to
prevent accldents

Thise REQGUIREMENT is not met as evidenced
by:

Based on intsrview and record review, it was
dalermined the Immadiate Jeopardy identified
during the Abbreviated Survey and Partial-
Extended Survey concluded on 05/06/11 hed
been removed related to the tacllity providing
supervision to pravent accidente, However, non

as the facility had not completed the development
(POC) to ensure the environment remained as
free of accldent hazards as was possible; and
each resident received adequate suparvision and
assistance devices to pravent accidents.

The findings include:

Compliance (AOC), received on 05/23/11,
revealed a visual observation of all residenis and

(24) Hour Repart was compieted on 05/06/11

E from the closed unit on 2/7/11. .

. notes & 24 hour nursing reports were

one-on-one until transferred from the
facility on 1/18/11 after physical
altercation with Résident #3 & will not
be reddmitted. Resident #2 was moved

Resident #3 was assessed by the nuise
with no Injuries noted. The nurse
notified the physician & resident’s
family.

Resident #6 was transferred to the .
emergency room after assessment by
the Registered Nurse. The employee
involved with Resident #6 was
suspended from the facility on 2/9/11
& was terminated on 4/28/11. During
this suspension period the employee
did not work in the facility.

Al residents would have the potential
to be affected. A visual observation of
all residents & a review of the progress

completed on 5/6/11 thru 5/9/11 by
the Administrator, DON, ADON, MDS
Nurses, & Social Worker

1o ensure that interventions putinto
place for any resident identified with
wandering, soclally Inappropriate
and/or disruptive behaviors remalns
effective at reducing the risk of danger

DHM GMS 2567(02 99) Pravious Verslons Obsolele
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.

through 05/08/11 by the Administrator, Director of

-1 Sel (MDS) Nurse and Social Worker fo ensure

Implementad for a resident identified with

Nursing (DON), Asslstant DON,; Minimum Data

Interventions implemented for any resident - .
identified with behaviors remained effective at
reducing the risk of danger 1o othérs. The
Administrator and Fagilify RN Conaultant would
be made aware of any wandering, socially
inappropriate and/or disrupfiva behaviors
immadiately. -Education was provided 06/05/11
through 05/09/11 tor all stall regarding the need
for tha. Administrator to be notitied immediatsly in
person or by phone of any behavlors to ensure
immedlate actlong couid be taken. The DON was
to be notified if the Administrator was unavaliable,
The Administrator of DON werse to also notify the
Facllily RN- Consultant of the behaviofs. The
DON, Assistant DON, Quality Improvement (Qf)
Nurse, Minimum Data Set (MDS) Nurse,
Treatment Nurge, and/or Faoilily Conaultant
Nurses were 10 read Notes and raview the 24
Hour Report dally to ensure the interventions

behaviors remalned effeclive at reducing the risk
of danger to others, The facliity further alieged
the resulls of the audits-would be reviewed
waeekly in the QI which eonslsted of the .
Administrator, DON, ARON, QI Nurse and MDS
Nurse. The results-of the behavior audils wers to
be reported manthly to the QI Executive
Committes which consisted of the Medical ,
Director and other staff as attended the weakly Q!
Committee.

Interview with the Administrator an 05/26/11 at

10:00 AM revealed the Qualily Improvement (Ql)
commiitee met weekly to.review behaviar audits.
She further stated the behavior audits were aiso

conducted by the Administrator, DON,
Maintenance Director & Environmental
Services on 7/14/11 - 7/15/11 to
Identify hazards or risks in the .
resident’s environment and to
implement interventions to reduce any
hazards or risks identified. The
Administrator will continue to be made
aware of any wandering, socially
inappropriate and/or disruptive
behaviors posing a risk ta resident’s or
others Immediately by the charge nurse
& actions will be taken based on the
circumstances including contacting the
Facllity Registered Nurse Consultant as
needed for additional guidance on
dealing with these behaviors,

To prevent the deficiency from re-
occurring re-educated was provided on
5/5/11 thru $/9/11 & again on 7/8/11
for all staff by.the DON/ADON/Facility
Consultant regarding the need for the
Administrator to be notified
Immediately In person or by phone of -
any wandering, soclally inappropriate

" and/or disruptive behaviors to ensure
immediate action could be'taken as
indicated. if the Administrator is
unavailable staff has been instructed to

contact the DON, The Administrator or

DON will notify the Facllity
Registered Nurse Consultant of any
reported wandering, socially
inappropriate and/or disruptive
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F 323} {F 323} behavlors posing a potential risk to

others. All current facllity staff was
educated on 7/14/11 ~ 7/15/11 on the
facility’s Red Tag System Protocol for
identification & tagging of broken or
malfunctioning equipment. Any new -
staff will receive this Information
during the orientation process.

To monitor faciity performance to
ensure that solutions are sustained

. through the QI process, the progress
notes and 24 hour reports for all
residents, Including Resident #2, will
continue to be read by the DON, ADON,
QI nurse, Treatment nurse, and/or MDS | .
nurse deily, Monday — Friday 10 ensure
that interventions implemented for 3
resident identified with behaviors

K remain effective at reducing the risk of
l& danger to-others. The results of these
~ | . audits will be reviewed with the

Administrator in the weekly QI
Commitiee Meeting, consisting of the
Administrator, DON, ADON, QI Nurse,
Treatment Nurse, and/or MDS Nurse.
Trends & any accomganying actlons
from-these audits in additions to
reports from the Falls, Wandering
Residents, Restraints, Safety, Event &
incldent, and the Physical Plant Quality
Improvement Committees will be
reviewed manthly by the Qf Executive
Committee, consisting of the '
Administrator, DON, ADON, QI Nurse,
Treatment Nprse, MDS Nurse, Medical -

Evont ID:ELSP12
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{F 323} | Continued From page 22 {F 323) Dirgctor, &/or any other persons
reviewed in ihe Qualily Improvement (QY) required to provide information
Executive Committes which consisted of the | pertinent 1o the réports being
Medical Director in addition to the staff who discussed, with further retraining or
attended the weekly Ql Meeting and met monthly | other such interventions implemented
to ensure compfiance, Further imMerview revealed as directed by the comimittee.
the last Executive QI maefing was held on . , - -
06111, | Completion Date: 07/28/2011 |
Non-compllance continued to exlzt at a S/S of an . :
"E* as the facility had not completed the >

1 devetopment and implementation of tha Plan of . Resident #6 explred on 4/30/ 10.
Correction {POC) to ensure the environment
remained as free of accident hazards as was All residents would have the potentiai
possible; and each resident received adequata to be affected. An audit of the medical
supervision and assistance devices to prevent records for all current residents was
_, | Booidents. . completed on 5/6/11 by the Facility
$8=p [ UNLESS UNAVOIDABLE _

Based on a rasldent's comprehensive
assesement, the facllity must ensure that a
rasident -

stalus, such as body welght and protein jevels,
unless the res{dent's clinica! condilion
demonstrates that this is not possible; and

(2) Recsives a therapeutlo diet when thare is a
nutritlonal problem.

This REQUIREMENT Is not met as evidenced
by:

Based on Interview. and review of tacility policy it
‘was determined the facllity falled to ensure
residents maintained acoeptable parameters of
nutritionat status for one (1) of twenty-nine {20)

(1} Mainteins accoptable parameters of nutrttlonal

identify that any residents having a -
significant weight change havebeen
assessed by the Dietician with
nutritional interventlons put into place
and that residents were being weighed
according to current facility policies &
protocols. No fssues were tdentified In
the audit. Nursing will continue to
refer residents to the Dietickan by
completion of a diet order stip, These
diet order slips will be placed in the
Dieticlan’s box lacated in the Dietary
Manager's office, Residents showlng a
significant weight loss will continue to
be assessed by the Dieticlan on his/her
nextvisit with documentation of
recommended nutriticnal Interventions
made in the medical record. In the -
event a consult Is needed prior to the
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PRINTED: 08/23/2011

_{ Dieticlan within seven (7) days of admission". "All

‘| have consumed 20% or lese of two {2)

if a resident did not consume 20% or greater of

sampled residents (Resident #6).
The findings Include:

Review of the "Nulritional Assessmaent and
Nutritional Monktoring of Nursing Homse Residents
Polloy" with a revision date of 02/02, revealed "a
nutritional assessment will be completed by the

assessments will include: calorles, proteln, fluid
requirements, diagnosis, diet or tube feeding
order, current labs, current medications, cultural,
rafigious or ethnic food preferences if indicated,
and nutritional recammendations”.

Review of the "Meeating Daily Fiuid/Nutritional
Requirements Pollcy’ revised 05/09, revealed
“sach resldent will have adeguate nourishment to
improve or malntaln thelr status. The 11:00 PM
-7: AM Nursing siaif will monitor resident's
Nutritionai Sheet with regard to both fiuid and
meals/snacks Intake. Forthose residents who

consecutive meais; of those restdents not within
their delly required rangs of fluld intake, Nursing
staif shall notify dietary and the Director of
Nursing". Further review, revealed on day one (1)

twa (2) consecutive meals, or refused two (2)
consecutive meals, the 11 :00 PM-7:00 AM nurse
wouild notlfy the oncoming nurse during report
and the resident would be monitored for the hext
twenty-four hours. On day tweo (2), if the realdem
continued 1o have poor nutritional intake, a
Dietary consult would be madsa,

Review of Resident #6's closed clinical record
revealed the resident was admitted to the facilily

FORM APPROVED
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» 166028 ' 05/28/2011
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)10 SUMMARY STATEMENT OF DEFICIENCIES 10 PAOVIDER'S PLAN OF CORRECTION {5)
: BEPBY-FULL PREFD {EACH-CORRECTIVE ACTION SHOULD-HE— 1 COMPLETION
TAG AEQULATORY OR LSC IDENTIFY[NG INFOF!MAT ON) TAG cnoss -REFERENCED TO THE APPROPHIATE DATE
. DEFICIENCY)
(F 325} | Continuad From page 23 {F 326) next regularly scheduled visit, the RO~

will be available by phone.

To prevent the deficlency from re-
occurring, the “Nutrition at Risk”
Committee consisting of the DON,
ADON, Registered Dietician, and
Dletary Manager will be responsible for
monltoring all residents to ensure-
acceptable parameters, of nutr!tionat
<tatus are maintained throupgh week|y
& monthly Q1 committee meetings.
This committee was re-educated on
4/12/11 & 5/10/11 by the Facility
Reglistered Nurse Consultant on the
current facility protocols for
establishing base line weights on
adralsston/readmission & current
facility policies and protocols for
referral to the Registered Dicticlan and
completing diet order slips for any
Dietician consults as indicated and/or
as ordered. These diet order slips are
to be given to the Dietary Manager or
placed in the Dietary mailbox. The
Dietary Manager will ensure that these
diet order slips are placed in the
Dietician’s box for follow up on the
next scheduled visit. The Dietician wiil
be contacted by phone in the event a
consult is needed prior to the next
regutarly scheduled visit. Re-education -
was Initiated by the DON/ADON/
Facility RN Consultant on 5/11/11 &
completed on 5/31/11 for licensed
nursing & dietary staff on completion
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DEFICIENCY)
- 325} | Continued From page 24 {F 325} of the Diet Order slips_ for any referrals
"on 04/20/10; with diagnoses which includeda - for Dietician consuft and glving them to
History of Aspiration Pneumonia, and Dysphagia. the Dietary Manager or placing them In
Further review revealed the Admisslon Minimum the dietary box focated outside the
Data Set (MDS) Assessment had no! been dietary department for follow up on
completad dus to the repsni admission dalte. her next scheduled visit, Any hew |
- _ : employeas will receive this Infarmation;
-| Review of the Admisslon Physiolgn's Orders and during the orientation process. !
Progress Notes dated 04/20/10, reveafzc‘i irderg
tor a Puresd Cardlac Dlet and Honey Thickene To monitor facility performance to
Ligulds. A diagihosis of Dysphagla wase noted on ensure that So]uﬂi ﬁs are SUSt:nL 4
the Notes. Further review revealed orders {ar- through the Qi process, a Qf comsmittee|l
weekly welghts for four (4) weeks. consisgt!ng of thz ADON, DDNC al Nur:ee
. . [ ’ !
Review of thé inltlal Plan of Care revealed the Uietician, Administrator and/or Dietary
rasident had the potential for impalred nutrittan, manager wiil meet weekly to monitor -
the goal stated; "welight will be maintained”. The all residents with sigriificant weight
" | approaches included weigh waakly for four (4) loss/gain to ensure appropriate
weoks, then weigh manthly, agsist with feeding if _nutriional Interventlons have been
needed and kesp the physlcian notifiect of any Imptemented for these residents to
changes, \ ensure acceptable parameters of
Roview of the "24 Hour Food Intake and Qutput 1” ::::tef&za:f tEZig Q:é’kl -
e . N y meetings -
Reocord" revealed the resldent refused breakinst, > will be reported monthly o the QI
consumed 30% of lunch, and consumed 20% of [ePOTten | ¥ fo the
aupper on 04/21/10, retused breakiast on ! Executive committee consisting of the -
04/22/10 (two consecutive meals with less than Administrator, DON, ADON, QI Nurse, -
20% cansumed), consumed 70% of lunch, and Medical Director and any other persons
refusad suppor on 04/22/10, consumed 40% of required to provide Information
| breaklast, 80% of iunch and 35% of suppet on pertinent to the reports being
04/23/10, consumad 40% of breakfast, 40% of ‘discussed at the Executive Committee
lunch, and-20% of suppser on 04/24/10, _ meeting with further action taken as. !
consumed 40% for breakfast, 20% for iunch and directed by the committee.
20% for suppor on 04/25/10, 16% for breakiast o . .
on 04/26/10 (thres consecutive meals with 20% i 7 /98 . ;
o lass oonsugmed). 40% for lunch and 30% for Completion Date: 07/28/2011 P
supper. On 04/27/10, the resident consumed 5% ’
for broakfast and 5% for lunoh (two conpecutive
| meals with Jess than 20% consumed), 40% for
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supper, on 04/28/10 the resident consumed 10%
tor breakfast, 15% for lunch, ‘and refused supper.
On 04/29/10, the rasident consumed 20% for
breakfast (four consacutive meals with less than
20 % congumed).

Further record review, revealed according 1o the
Nulrition. Policy, the Inltial notification to the, ’
dieticlan and Director.of Nursing (DON) should
have boon on 04/22/10 when the resident
consumad tess than 20% for wo consecutive
meals from 04/21/10 through 04/22/11, Resident
#8 continued 1o consume (ess than 20% for two
or'more consecutive meals from 04/25/10
through 04/29/10. However, thare was no
documented evidencs the Dieticlan was notified
as per polioy.

In addition, record review revealed there was no
documentad evidence of a "Nulritional
Assessment’ completed by the Dietioian. In
addltion, there was no documented-evidence of a
welight obtalned after the admisslon weight of
167.3 pounds on 04/20/10.

Interview on 02/07/11 at 1:30 PM with Registerod
Nurse (RN) #1 who worked on the south unit -
where Resident #6 resided, revealed she worked
7:00 PM until 7:00 AM and the nurses who
worked the night shilt were to add the totals on
fiuld Intake for the twenty-four hour period and
check the nutritional intake for the twenty-four
hour period also. Further Interview fevealad she
was aware of the Nulritlon Policy; howaver, was
unaware the policy had not bean followed related
to Resident #6, '

Interview on 02/12/11 at 2:15 PM with Centitied
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-not meet their nutritiorial requiroments for food -

| Intsrview on 02/07/11 at 2:00 PM and 05/04/11 at

revealed the policy was 1o have a Nutritional

04/28/10, and DON should have heen notified;

-monthly welghls on admission, and i residents

notified for recommendations including more
- | frequent welghts. Sha indicated if there was a

Nursing Assistant (CNA) #2 revealed Resident
#0's appetite was poor and the resident usually
consumed from 20 % to 30% of the meal. She
staied she would tell the nurses. '

Interview on 02/03/11 at 9:30 AM with CNA #20
revealod she wae a restoralive alde and the
restoratlve aides wére to assist residents who did

and flulds. She stated she remembered feeding
Residont #6 at least twice and the resident took
only a few bites, and stated she/he did not want
aNymore.

4:00 PM with the Director of Nursing (DON)

Asséssment completed within seven (7) days by
the Diatician. She furlher statad the Dieflclan
was a ¢onsultant and was unaware of the policy.
She stated she was unaware of who was
responsibla to ensure the Nutritional Assessment
wae completed within the 7 days. Further A
interview revealed the MDS Coordinators
Informed the Dletician of new admilssions. After
reviewing the "24 hour Food intake and-Ouiput
Record” for the resident, the DON stated the
Distician should have bean notilied of the
resident’s decreased food cansumption by

howaver, sha did not remember being notifiad of
the residents’ decreasad Intakes. Continued
inlerview revoealed residents wara ordered

hed decreased intake the Dietician would be

Physician's Order for weekly weights, this should
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‘[ be completed. Furiher interview revealed in April

-Administrator verified the Dlaticlan was the
'| person responsible for compieting the Nutritichal

have been done.

interview on 02/08/11 at 4:00 PM with MDS
Coordinatars #1. and #2, revealed they informed
thé Dietician and other dismpllnes of new
admissions when they sent e-mails out a week
befora the Minimum Data Set (MDS) was due to

2010, the Dletician did not have e-mail and the
resident's name wilh the date the MDS was due
was wrilten on a bulletin board In the MDS office.
The MDS Coordinators indicated the dié¢iplines
were informed of new admissions per the bulletin
board

Interview an 02/07/11 at 3:20 PM with the
Dletician, revealed the dietary policy was out of
date, and she was unaware she was 1o a8 new
admilsslong within seven (7) days. She stated her
“norm" was to 500 rasidents by the fourteenth day
of admligsion le complete the Nultlticnal
Aszseasment., She reviewed the resident's "24
Hour Food intake and Qutput Record®, and stated
she should have been nollfled of the resident's
poor food consumption fram 04/26/10 through
04/28/10. She stated she would have added
nutrittonal interventiong. She further stated she
was In the bullding on Mondays and Thursdays
during the time perlod of 04/10. Further interview
revealed 1500 milliiters and twenty percent of
meaal Intake was usually adequate 1o prevent
welght loss,

Interview on 05/05/11 at 2:16 PM with the

Assesgment; however, she would have to check
the policy to ind out who was responsible to
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{F 326} | Conlinuad From page 28 {F 325}

- | ensure the Dietician followed through. : '3

(F 528) | 483.26(k) TREATMENT/CARE FOR SPECIAL (F 328) F328 _

88D - | Resideni #11's order for oxygen was .

NEEDS

The tacHity must ensure that residents receive |
proper treatment and care for the following
spoolal servioas:

Injections; '

Parenteral and enteral fluids;

Colostomy, ureterostomy, or ileostomy care;
Tracheostomy care,

Tracheal suctioning;

Respiratory care;

Foot care; and

Prostheses.

This BEQUIREMENT Is not met as evidenced
by: -
Based on ubservation, Interview, and record
review It was determined the facility failed to
ensure resldents received proper treatment
rotaled to respiratory care for one (1) of
iwenty-ninea {(29) sampled residenis (Rasidant
#11), Realdant #11 had a PhysIcian's Order for
Oxygen to be dispensed at three (3) liters per
minute (LPM) per nasal cannula (NC), to maintain
Oxygen saturation {Q2 SATS) at 90%. However,
obsarvation and interview reveaied OXygen was
digpensed at five (5) LPM per NC.

The findings inciude:

Observation of Aesident #11 on initial tour on
03/29/11 at 2240 PM, revealed Resident #11

resting with the head of the bad up thirty (30}
dagreas with two (2} pillows and ons (1) neck

clarified with the MD on 3/31/11 by the
licensed Nurse to be admlnlstered at
5L/mln :

All résidents have the potential to be
affected. Residents were reviewed by
the Facility Registered Nurse

‘Consultant on 3/31/11 to ensure that
oxygen was flowing at the physician’s
prescribed rate & that Q2 saturation
was being checked as ordered. No
issues were identified at the time of the
audit, Licensed nursing staff will
continue to check oxygen rates during
rounds and during medication pass to
ensure that oxygen is flowing at the
correct rate & that O2 saturationis
being documented on the MAR,

To prevent the deficlency from re-
occurring, licensed nursing staff were
" re-educated by the DON/ADON on
3/31/11 & 4/12/11 stressing the
importance of checking oxygen flow

* rates when making rounds and during

medication pass by comparing thelr
MAR with the current flow of oxygen
being administered to ensure that
oxygen is flowing at the correct
prescribed rate for all residents as well
as ensuring that 02 saturatlons are
being checkead as ordered and PRN if |

‘QRM CMS-2607{02-68) Previous Verslons Obsolote
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(6) LPM.

90% .

breathing treatment.

pillow under hisfer head. Oxygen (O2) was
observed to ba dispensing at five (5) liters per
minute (LPM) par nasal cannula (NC). Observed
1 an the wall behind the resident's head was a
printed sigh which read, "check the flow before .
you go", with a flow rate for the O2 to be at five

" Reoord review revealad thé facilily admitted -
Resident #1% on 04/13/10, with diagnoses which
included Chronic Obstructive Pulmonary Disease,
Atlal Fibrillation and Anxiety.

Review of Physiclan's Orders for March 2011,
revealad an order for O2 1o be.dispensed al three
{3 LPM per NC to keep O2 SAT lovels above

interviaw with Kentucky Medication Alde (KMA)
-#5 on 03/30/11 at 3:10 PM, revealed her report
from the oft going shift stated Resident #11's 02
was at 5 LPM. She further stated she did not
chack the flow rate and the nurses checked the
saturation levet when they administerad the

Interview with LPN #4 on 03/30/11 at 3:00 PM
and 3:20 PM, revealed the O2 flow rate should be
checled when staff make their initlal rounds. She
{urther stated the O2 saturation should be
checkad before and afler administering breathing
treatments; howéver, she did not check Resident
#11's 02 saturation teval before or-after the
breathing treatment on this date.

Review of the faciity's pollcy, "Pulse Oximetry”,
dated 02/07 revealed the procedure for obtaining
a resident's oxygen blogd conteni, howaver there

on the MAR. Licensed nursing staff
were also re-educated on 7/14/11 -
7/15/11 by the DON & Facility RN
Consultant on ensuring that residents
recelve proper treatmént and care for
special services including injections,
parenteral & enteral fluids, colostomy,
ureterostomy or ileostomy care,
tracheostomy care, tracheal suctioning,
resplratory care, foot care &/or
‘prostheses as indicated and/or
ordéred. Any new licensed nursing
staff will recelve this Information
during the orlentation process.

To monitor that solutions are sustained
through the QI process, weekly
Resident Care Audits using a Resident
Care Ql Audit tool will be conducted by
the QI Nurse on a 20% sample of
current residents receiving special
services including oxygen therapy,
injections, parenteral and enteral
fluids, colostomy, ureterostomy, or
ileostomy care, tracheostomy care,
tracheal suctioning, respiratory care,
foot care and/or prostheses to ensure
residents are recelving proper
treatment and care as needed and/or
ordered. Any Issues identified during
the audit will be corrected at that time
with further retraining to occur with
nursing staff as needed.

DRAM CMS -2587(02-68) Previous Verstons Obaolate

Evenl LD: ELEP12

Faoliity D; 100340 ] li-continuation shesl Pagé 30 of 61




PRINTED: 08/23/2011

EPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
ENTERS FOR MEDICARE & MEDICAID SERVICES . : OMB. 1938-0391
TEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERIGLIA {X2) MULTIPLE CONSTAUCTION . |3)DATE SURVEY
3 PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
: A BUILDING
. R-C
. 186028 8. WiNg , 05/26/2011
\WE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiIP CODE -
: 23 CONGRETE ROAD
OHNSON MATHERS NURSING HOME B LIOLE Ky 4011
R y ] ~
: ) : i & ' ~PROVIDER'S PLAN OF CORREGTION s}
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: ‘ DEFICIENCY)
F 328} | Continued From page 30 {F 328} The results of these weekly audits will
was no evidance the policy contained the be reviewed with the Administrator in
_ | procedure for documenting the results. the weekly Qi committee meeting,
. ' ] con;lsting of the Administrator, DON,
Intarview with the Assistant Diractor of Nursing ADON, QI Nurse, Treatment Nurse
(ADON) on 05/05/11 at 3:45 PM revealed the and/or MDS Nurse where the results of
policy should have direotion on:where the resuits these audits will be compiled &
of the 02 SAT levals should be documented. assessed for trends by the committee &
. ) i actions taken based on th
Interview with the DON on 06/05/11 at 8:10 PM o e
. nds & the
revealed the nursas initial on the Medication accompanying action will b iewed -
Administration Record (MAR) that 02 Is b the Qi Ying action Wit be reviewe
administered and the O2 aals are above 80% but y the QI Executive Commitiee,
no percantagas were recorded. _ consisting of the Administrator, DON,
F 425 | 483:60(a),(b) PHARMACEUTICAL SVC - F 425 ADON, Qi Nurse, Medical Director and
330 | ACCURATE PROCEDURES, RPH : any other persons required to provide
) _ information pertinent to the reports
The facility must provide routine and emergency belng discussed at the Executive
drugs and biologicals 1o its residents, or obtain Commitiee meeting monthly with
them under an agreement described in ‘ further action taken as directed by th
| §483.76(h) of this part. The facliity may permit committee. -
unlicensed personnel to administer drugs i State ‘
law permits, but-only under the general Completion Date: ;
supervision of a licensed nurse. pletion Date: 07/28/2011 |
A tacility must provide pharmaceutical services :ﬁzs hysician f )
{including procedures that assure the accurate e physician for resident #17 was
acquiring, recelving, dispensing, and made aware_by the ||c'ensed nurse on
adminlstering of all drugs end blologicals) to meet 5/25/11 that the Levsin was not
the neads of each rasident. administered as ordered from 5/21/11
) . through 5/24/11. The medication was
| The facility must employ or obtain the services of obtained from the pharmacy on
a llcensad pharmacisi who provides consuliation 5/25/11 & continues to be
on all aspecis of thg proviston of pharmacy administered as ordered.
services In the facility.
All residents would have the potential
- to be affected. Facility RN Consuitants
audlted every medication cart & every
"ORM GM3-2667(02-08) Previous Verelons Obgolato Event ID.EL6P1Z Facllly 1D: 100340 * 1 continuation sheet Page 31 of 51
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. . . ’ DEFICIENGY) )
F 426 | Continuad From page 31 F 425 MAR 6n 6/3/11. The focus of this audit

This REQUIREMENT ig not met as evidencoed
by: . :
Basod on Interviow and reoord review it wes
detsrmingd the facliity tailed to provide routina
medications in order to meet the needs of one (1)

} of thirtean (13) sampled residants (Rasident #17).

Resident #17 did not have the medication, Levsin
(used (o reduce excess saliva secretions),
available from 05/21/11 through 058/24/11.

- The findings include:

Record review reveated Resident #17 was
admiltied to the facility on 01/21/09 with diagnoses
which included Adult Fallure to Thrive,
Quadriplegla, Head injury, Pneumonitis Due to
Other Solids and Liguids (Asplration), and
Gastrostomy Feeding Tube.

Review of Physiclan Orders, dated 05/12/11
revealed an order for Levsin drope, one (1)
milliliter, twice a day (BID} for Increased
sectelions.

Review of the 05/11 Medication Adminlstration
Record (MAR) revesalod Resldent #17 did not
recelve the 6:00 AM or 8:00 PM dose on 5/21,
6/22, 6/23, 6/24 and the 8:00 AM dose on 5/25.
Reacord Review of the Progress notes, dated
05/21/11 at 4:30 PM revealed "suctioned large
amounis thick white mucous so far this shift”.

Interview on 05/24/11 at 1:30 PM with Power of
Altarney {POA) revealed the resident had
inctease in oral secretions since being on the
milk (tube feeding farmula) and the doctor had
ordered to change the milk on 05/18/11 but that
still hadn't happenad. The POA furthar stated

was to compare the MARs for every -
resident with the medication carl to
verify that all medications were:
available & being given as ordered. Any
issbes tdentifled as a result of the audit
have been reported ta the MB, The
facility will continue to obtaln &
provide medications for all residents as
ordered. Ini the event that medication is
not available the MD will be Aotifled.

To prevent the deficiency from re-
occureing, re-education was completed
by the ADON on 6/16/11 & again on
6/29/11 for all licensed nursing staff on
the facllity protoco! for obtalning
medicgli'on to include; pulling the
labels from current medications that
need ta be reordered from the
pharmacy & faxing these re-order
labels to the pharmacy to be delivered
at the next scheduled pharmacy
detivery and completion af the early
reflll requests and submitting them to
pharmacy for current medications as

- needed. For new medication orders

staff were re-educated on the process
tc obtain the medication from
emergency drug box if possible, contact
back-up pharmacy #1 for delivery,
contacting backup pharmacy #2 for
delivery in the event it is unavailable
from back Up pharmacy #1 and on
contacting the DON, ADON or on-call
nurse for further assistance in

*ORM OMB-2587(08-00) Fravioud Venlone Obsolete
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'F 425 | Contlnued From page 32 F 425 obtalning medication if needed and

‘she was concerned the resident was going 10

Interview on 05/26/11 at 11:30 AM with the

.| medication. As soon as the pharmacy was
| conmacted following a facility inquiry prompted by

choke on saliva and die because he/she is unable
to call for halp.

Interview on 05/26/11 at 9:30 AM with Licensed
Practical Nurse (LPN) #3 revealed the Levsin was
ordered because the resident had marked
Increased oral secretions related to intolerance of
tube feeding formula. She algo staled pharmaoy
makes routing deliveries twice a day with
medications and additional deliverles if a
madication iz naaded Immediatsly.

Director of Nursing (DON) revealed the pharmacy
should have been sontaoted when the drug was
not available at 8:00 AM on Q5/21/11 for the
medication pass and contacted again when the
medication was nol at the faciiity by 8:00 P the
same day for the next routine dose.

Interview on 05/25/11 at 3:10 PM with thi facility
Pharmacist revealed a fax request for a re-order
on 05/21/11 at 11:45 AM noting the tacllity was
‘oyt of Resident #17's Loveln. She could not
determine why the drug wes not gent to the
faollity later that day.

Interview on 06/26/11 at 3:28 PM with the facllity
Pharmacy Manager indicated an arror in manual
processing showed the medication order wag
processed, therefore.the pharmacy was unaware
the facility had not recelved the medication,
Further Interview revealed the pharmacy had not
been contacted since 06/21/11 so the pharmacy
remained unaware the faciilty needed the Levsin

_ taken as directed by the committee.

notification of the MD if medications
are not avallable. Any new licensed-
nursing staff wifl recelvé this
informatlon during the orlentation -
process.

To monitor facliity performance to
ensure that solutions are sustained,
weekly Ql audits will be conducted by
the Qf nurse or designee of all
residents, including Resident #17, to
ensure that medlcations are available &
being given as ordered. Any issues will
be addressed immediately with further
retrzining of licensed staff as indicated.
The results of these audits will be
reviewed by the Administrator in the
weekly Ql commlttee meeating
conslsting of the Administrator, DON,
ADON, Qi Nurse, Treatment nurse -
and/or MDS nurse. The results of these
weekly audits wiil be reported monthly
to the QI Executive committee
consisting of the Administrator, DON,
ADON, Qi Nurse, Medical Director and
any other persons required to provide
informatlon pertinent to the reports
being discussed at the Executive
Committea meeting-with further action

Completion Date: 07/é3/2011 ;
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TAQ AEGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE ATE
. ‘ S , DEFICIENCY)
F 425 | Continusd From page 33 F 425 §:9°DON e ed from the position o
tha survey team, arrangements were made 10 e DON resigned from the position on
provide the medicine immediately. 5/26/11. An Interim DON was assigned.
; . - to the position pending the start date
‘Interview on 05/25/11 at 2:40 PM with the DON ~ of anew DON. The new DON assumed
rovealed the faollity falled to contact the the role as of 7/5/11 to assist the
pharrnacy for follow-up when the medication was Administrator with the oversight to
not avallable for eight (8) doses 5/21/11 to ensure that the resident’s needs are .
| 812611. met. '
{F 490} | 483,75 EFFECTIVE : {F 480} i
55=E ADMIN'STRATION/RESIDENT WELL-BEING .- Yo prevent the deliclency fromre-

Afagility must be administered in a mannar thed
anables H to usa its resources effectivoly and
sfficiently to attain or maintain the hghest
practicable physical, mental, and psychosocial
wall-being of each rasident.

| This REQUIREMENT is not met as evidenoed

by: ,

Based on Interview and record review it was
determined the Adminisiration of the facility falled
ta ensure the facllity's resources were ulilized
effectively and efficiently to ansure the dalivery of
the required care and gervices 1o the residents.
This failure was evidenoced by the repsat
deficiencies identitiad during the Revisit Survey
conoluded on 05/26/11. The facility failed 1o meet
ihe naeds of each residem and asalst them in
maintaining or improving their status of heaith
and well belng. This lack of oversight to ensure
that the residents’ needs were mee! resulted in

.| continusd non-compiiance from the Revisit and
| Abbreviated Survey conoluded on 05/05/11.

The fecitity was citsd at the immediate Jeopardy
lgvel on the Abbreviated Survey and Partial

Extended Survey conciudad on 05/05/11. The

occurring the administrative nursing
staff & Administrator were re-educated
by the Facility RN Consultant on
7/14/11 stressing the following points:
.o Importance of using the pinik
carbon coples of the MD .
orders & the 24 hour reports
to update the comprehensive
care plans & resident care
guides to accurately reflect the
current care & services being
provided and/for ordered for
each resident.
o The importance of conducting
a thorough review of the daily
nursing progress notes to
identify that an assessment &
monitoring had occurred for
any documented change in
resident condition.
Conducting audits during
rounds comparing the fesident
care guide with the resident to
ensure that residents recelving
oxygen therapy & other
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faclilty tatied 1o effectlvely implamant their
Allegation of Compliance for past deficlent
practice, as evidenced by continued
non-compliance In the areas of CFR 483.20
Resldent Assessment, F-280 and CFR 483.20
Resident Assessment, F-281; aithough the facility
deemod compllance on 05/12/171 for these
deficlencles.

The tindings include:

Immedlate Jeopardy was identifled on the
Abbreviated Survey and Partial Extended Survey
concluded on 05/06/11 for CFR 483.20 Resident
Assessment, F-280 at a S/S of a "J*. This was
related to the facility's failure 1o revise the
Comprehensive Pians of Care for sufticient
Interventions o pravent recurrence of Resldent
#1's aggressive behaviors lowards Resndent #2
and other residents.

During the Revisil Survey concluded on 05/26/11,
deflclent practioa wae identified related to the
faclilly's fallure to revise residents' Pians of Care.
Residont #33 sustalned a Left Knee Fracture on
a5/21/11; hgwever, thete was no documented
evldence the Plan-of Gare was reviged related o
the resident's mobility status and transfer
téchnigue. Also, a hew Physiclan's Order wae

- | obtained for Resident #34 {o elevate the
resident's left laq as much as possible until

healed. However, thete was no documented
evidence the rasident's Plan of Care was revised
to reflect the new Physician's Order,

Intarvlew wilh the Administrator on 05/26/11.al

10:00 AM rovaaled the nurses made notes on the.
| Communication Board In the carnpuiet, the Care

_ordered or that the MD had
. been notified if the resident
réfused. .

a  Administering the facility by
using trends Identified
through the Q! Program to
manage its resources
effectlvely and efficiently to
attain or maintain the highest
practicable physical, mental
and psychosocial well berng of ,
each resldent. . '

Any new administrative nursing staff
will receive this information during the
orientation process.

To monitor performance to.ensure that |
solutlons are sustained daily
communlcation will continue to be
conducted by the Administrator with
the Regional Vice President of
Operations untll compllance is
maintained to ensure that established
policles are implemented related to the
management and daily operation of the
facility to maintain compliance with
minimum State and Federal -
requirements by providing a safe
environment for each resident. The
new DON wilt work with the
Administrator to coordinate the care
each resident recelves and 1o assist In

" communlcating with the Administrator
and Medical Director when changes’
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DEFICIENCY)
{F 490} Continued Fron‘] page a5 ) {F 490} QCcour that may affect the care and

concluded on 05/05/11 for CFR 483,20 Resldent

| 2:00 PM and 3;:00 PM reveaied the resgldent was

Guidas which ware in the resident's closets and
the iwenty-four (24) hour report-for any Care Plan
updates which were needed. She furiher stated
avery morning the Administrative Nurses and
Minimum Data Sat Coordinators met o discuss
any Care Plan revisions which were needed and
to revise the Care Plans,

2. Immediate Jeopardy was ldentified on the
Abbreviaied Survey and Partial Extended Survey

Assessment, F-281 at a S/S.of a "d", This was
related ta the facllity lailing to provide necessary
oare and sorvices 1o Resident #8 when the
rastdant had signs of choking.

During tha Revisit Survey concludead on D5/26/11,
deflclent practice was ldentified related to the
tacility faling to ensure nursing care was provided
In accourdance with protessional standards of care
for Resident #17. Although Resldent #17
sustained a change In condition on 05/18/11,
which Included nausea and coughing up tube
leeding which requlred suclioning the resident
several times, thare was no documented
evidence of thorough assassment and monitoring
alier the change In conditlon was noted related to
the resident's Irtolerance of tubs feeding and
Incraased neod for sucttontng

Also, obeervation on 05/24/11 of Hesidant #35 at

not racaiving oxygen as per Physitian's Orders at
wo (2) liters per nasal cannula; howover, revigw
of the Nurse's Progress Notes, dated 05/24/11 at
2:19 PM, revealed nursing documerdation which
staled the resident was receivmg oxygen al iwo
@) hters

services each resident receives to .
ensure care is carried out daily by the -
dlrect care staff according to each )
residents Individuatized assessment

and plan of care. '

e« Rounds by the facillty -
Administrator utilizing the
Administrative
Staff/Department Head

" Rounds Sheet & rounds by the
DON utilizing the
Administrative Nurse Rounds
Tool are ongoing daily,
Monday ~ Friday, to ensure
that each resident recelves the
care & services to attain of
maintain the highest
practicable physical, mental, &
psychological well belng of
each resident. | :

o Department Head meetings
between the Administrator,
DON, ADON, Housekeeping

- Supervisor, Social Worker,

. Actlvities Director, Dietary
Manager, & Rehab manager
will continue to be heid daily,
Monday - Friday, to
communicate any areas of
concern & any items related to
resident care or services to the
Administrator. :

e Weekly visits will continue to
be made by the Reglonal Vice

. President of Operations

ORM CMS-2567{02-60) Pravious Verelonp Obaolsio
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{F 480} | Continued From page 38 (F 490} and/or Facillty Reglstered
. Nurse Consultant to provide
Interview on 05/26/11 at 10:00 AM with the additional aversight &
Administrator revealed the tacllity was to charl by guidance In ensuring the
axception and if there was a concern or Issue facility's resources are being -
with the resident, the resident was to be placed usad effectively-& efficiently
on "Acuié Charting” and wollld be assessed, to ensure the delivery of the
maonitored with documentation until the condition required care & services to the
resoived. residents.
. An Executive Qi ittee,
Further interview on 0B/26/11 a 4:00 PM with the. "o Exesutlve b committee
Administrator revealsd she had just realized - Adrml .stf tor. DON. ADON.
through this Revisit Survey, the Administrative "'1 ator, DON, :
Nurges were not audlting as thoroughly as they Medical Director, Qi Nurse,
.. | should have baen. and/or any other
{F 501} {483.75(1) RESPONSIBILITIES OF MEDICAL {F 501} interdisciplinary team
s5=F | DIRECTOR members as directed by the

The faclity musi designate a physlcian to serve
as medical director,

The medioal director Is responsible for
impismentation of resident care policies; and the
coordination of medical care In the facilily.

This REQUIREMENT s not met as evidenced
by: -

Based on interview and record review, it was
delermined the Immediate Jeopardy ldeniified
during the Abbreviated Burvey and Pattial
Exiended-Survey concluded on 05/05/11 had
baen removed related to the facility ensuring the
Medical Director was knowladgeabla of problems
relaled 1o care and services provided to resldents
In the facllity in order for him to coordinate
medlical care In the facllty. However, non
compliance continued to exist at a 5/S of an "E"
as the facility had not completed the davalopmem

Administrator, witl meet
monthly to review the results
of the weekly Ql commitiee
audits for trends & to direct
further interventions as
necessary for anyidentified
concerns.

Completion Dale: 07/28/2011 |

F501

The Administrator & PON were re-
educated on 5/11/11 & agaln on
7/14/11 by the Facility Registered
Nurse Consultant & the Reglonal Vice
Presldent of Operations on the
responsibilities of the Medical Director
that include Implementation of

YRM CMS-2567{02-06) Provious Versions Obaoteta
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_| The findIngs lnclude

| réview of ihe accaptab!e Allegaﬂon of

‘with the Madical Director on 05/11/11 by the

Included the Medical Director. The Committes
reviswed the Credible Allegation of Compliance
and ihe Medical Director's roe In assisting the

1 resident records. The Madical Director was to

Consuyltant, DON, ADON, Social Services

and implementation ¢f the Plan of Correction

(POC) to ensure the Modlcal Director coordinated |

the medical care in the facility.

Compllange (AOC), received on 05/23/11,
revealed the Administrator and Direcior of
Nursing (DON} wete educated by tha Facility
Reglstered Nurse (RN) Consultant and Regional
Vice President of Operations on the
responslibilities of the Medical Director which
included implementation of resident care policies
and coordinaiion of medical care In the tachity.
The duties and responelbilities were reviewed

Administrator and DON. The Executive -Quality
Improvement (Q) Committaa met 06/11/11 which

facliity to altain and malntain regulatory
compliance. The Medlical Oirector was apprised
of current findings related to the facility's recent
non-compllance inciuding the rasulls of audits of

recelve a wrilten report on a weekly basis by the
Administrator of any observations and
Invesligailons conducted as a result of the dally
Qi round tools and the woekly reporis presentsd
to the Qf Committee.,

Interview with the Administrator, on 05/26/114 at
10:00 AM, revealed the facility's Quality
Improvemsnt {Ql) Committes which consisted of
the Administrator, QA Nurse, Facility AN Nurse

" medical care-in the facifity using the

attend the monthly meeting he will be

. ‘ . FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES — : OMB NO. 0938-033H
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUGTION (X3) DATE BURVEY -
AND PLAN OF CORRECT ION IDENTIFICATION NUMBER: . COMPLETED
A BUILDING
8. WiNG R-C
| 185028 , 05/26/2011
| NAME OF PROVIDER OR 8UPPLIER STREET ADDHESS, CITY, STATE, ZIP CODE
' 2323 CONCRETE ROAD
JOHNSO THERS NURSING HOM
N MATHERS NURSING HOME CARLISLE, KV 40311
{%4) 1D . SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF connEchrJN (%)
PHEFIX u:ﬂun DEFIC PREFIX {EACH CORRECTIVE ACTIONOHOULD BE
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
; ~ DEFICIENCY)
{F 501) Cantinued From page 37 {F 501) resident care policies & coordination of

guidelines from the “Long Term Care
Survey” manual, October 2010 edition.
The duties & responsibilities of the
medical director posilion were
reviewed with the Medical Director on
5/11/11 by the Administrator & DON.

A Qi Executive committee consisting of
the Administrator, DON, ADON,
Medical Director, Q! Nurse, Treatment
Nurse, Physical Therapy, MDS Nurses,
And/or Staff Development Nurse will
continue to meet monthly to ensure
the Medical Director remains
knowledgeable of problems related to
care & services provided to residents in
order for him/her to coardinate the
medical care in the facility. In the event
the Medical Director is unable to

given a written report of the minutes of
the meeting.

The Medicat Director will continue to
receive weekly written reports from
the Administrator of any observations
and inyestigations conducted as a
result of the daily Qi rounds toots and
the weekly reports presented to the QI
committee.

Completion Date: ~ 07/28/2011
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; DEFICIENCY) i
{F 501} | Continued From page 38 {F 501)
' Direcior, and other depariment heads as nesded -
met weekly. She further stated the Quality
improvement (Ql) Executive Commities which
consisted of the Medical Director In addition to
the stalf who altended the weekly QI Meeting was
to meet monthly, Further interview revealsd the
last Executive QI mesting was hetd on 05/11/11.
She &tated the Medical Director was to receive a
writtan rapori évery Friday to ensure ha/she was
aware of gvents in the facility. Continued
Interview revealed the QI Comimittee continued to F505
audit for all deficiencles clted during the . 0 9/21/10.
Abbreviated Survey and Partial Ext%nded Survey Resident #30-expired on g/_ / .
cancluded on 05/05/11. All residents would have the potential
However, non-compliance continusd to exigt at a to be affected. An audit was conducted
8/S of an "E" as the facllity had not compieted the on 4/20/11 & 5/10/11 by the facility
development and implementation of the Plan of Registered Nurse Consultants of
Carrsction (POC) ta ensure appropriate current resident's {ab results to ensure
investigation and reporiing of abuse allegations,” that abnormal results had been
{F 505} 1 483.75())(2)(li) PROMPTLY NOTIFY PHYSICIAN {F BOEB) reported to the physlcian as needed.

$5=0 { OF LAB RESULTS

The facillty must promptly notity the attending
.| physlolan of the findings

This REQUIREMENT is not met ae evldenced
by,

Based on interview and’ record taview |t was
determined the fecliity fafled to ensure laboratory
resulls were reported to the physician for one (1)
of twenty-nine (29) sampled residents. Residert
| #30 had an elevated potassium level on 08/04/10.
There was no documentad evidence the
physiclan was notified of the abnormal lab value
and the resident continued to receive a potassium
supplement

Any discrepancies Identifled at the
times of the audits were reported to
the attending physician.

'To prevent the deficiency from re-
occurring licensed nursing staff were
re-educated on 7/14/2011
through?7/15/2011 by the DON/ADON
and-Facllity RN Consultants on ensuring
that critical laboratory results, as
defined by the iab, are reported to the
physician iImmediatety and non-critical
lab results are reported to the
physician no later than the next dav the
physician is in the office, with

RM CIB-2867(02-80) Provious Vatglons Obsoteta Evont ID:ELEPY2
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F 505} | Continued From pdge Kls) documentation noted in the medical

" I normal range being 3.6 - 6.1. Continued review

The findings include;

‘Malnuirition.. Continued review revealed the

Pulmoriary Disease, and Coranary Artery
‘Disease. Further review revealed the resident

| the physiclan was notified of the ebnormal value.

| revealed no adjustment o the potassium dose

Revlew of the closed dlinical record revealed
Resldent #30 was admiited on 03/09/07 with
dlaghoses which ingluded Cellac Diseass,
Vitamin D Deficiency, Ricketls, and Severe

added dlagnosis of Hypokalemia {fow potassium
in the blood) on 07/03/09. Other dlagnoses
included Hyporiensionh, Chronic Obstructive:

was admitiod to Hospice Services on 09/17/10
and expired on 08/21/10. .

Roeview of the Physiclans Orders ravealed the
residont was placed on potagsium supplements,
which wers adjusted according to laboratory
values. Contlnued review reveated the order for
Potasslum, 40 mililequivalents (mEq) daily, was
written on 09/05/09.

Review ol the Physliclan's Order dated 09/03/10
at 5:00 PM revealed Rosidont #30 was to have a
potassium tovel chack complated. Raeview of the
laboratory resuit dated 08/04/10 revealed the
potaselum level was elevated at 5.3, with the

of the report revealed no documented evidence

fleview of subsequent Physiclan's Orders

and no further checks of the po!assnum level were
ordered

Review of the Medication Administration Record

{F 505}

.record, When lab results are received
-they will be called and/or faxed to the
physician’s office with documentation |
of this made elther on a copy of the lab
resuits or by nate in the medical
record. Any new licensed nursing staff
will receive this information during the
orientation process.

To mionitor performance to ensure -
solutions are sustained a weekly Qi
audit of the laboratory log of all
residents will be conducted by the
ADON or designee to ensure that
laboratory results are reported-to the
-physiclan in a timely mannar and that
evidence is documented in the medical
record. Any potential concerns
identified as a result of these audits Wilj
be addressed immedlately with
additional re-education to occur with
the licensed staff as indicated. The
results of these audits will be reviewed
with the Administrator In the weekly QI
committee meeting, consisting of the -
Administrator, BON, ADON, Q! Nurse,
and/or MD3 Nurse where the results of
these audits will be compiled &
assessed for trends by the committee &
actions taken based on these -
assessments. Trends & the
accompanying actions will be reviewed
by the QI Executive committee,
consisting of the Administrator, DON,
ADON, Ql Nurse, Medtcal Director and

RM CMS-2567{02-88) Frovious Varelons Obgolsle
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{F 505} Continued From page 40 {F 508} any other persons required to provide
© 1(MAR) or September 2010 revealed Resident | : information pertinent to the reports
#30 recelved Potassium, 40 mEq. daily, before ‘being discussed at the Executive
and after the abnormal level was reported. _ Commitlee meeting with further action

taken as directed by the committee:
Review of the policy titled Notification of Physloian : |
tor Change in Resldent's Condition, (no date), “It  Completion Date:  97/28/2011 |
is the policy of the faoiflly to notify the physiclan : :
when & signiflcant change In & resident's
condition occurs with documaentation.” The fagillty
_{could not provide a polioy specific to reporting

- | abnormal laboratory values.

Interviaw with Licensed Practloal Nurse #8
revealed she wae assigned to care for Resident
#30 onh 09/04/10 when the abhormal lab result
came In. She stated she did not know where the
report came from, She further stated if she had
rocolved it, her initlals-would have been on the
reporl.” Continuad intervisw revealad she did nat
know the potassium level was high and did not
report it to tha physictan.

lnterview with the Diractor of Nursing on 05/05/11
at 4:50 PM revealed all [ab resulls shoutd be
reviewed by the nurse, signed, and dated. She
stated any abnorma! values should be called to
the physiclan. Continued interview revealed '
routine lab orders were chacked perlodically by
the unlt secrelaries to"ensure they were
completed. However, there wae no tracking
system for non-routlne lab orders, such as
Resident #30' order for a potassium level.

Interview with the Attending Physlclan for
Resident #30 on 05/05/11 at 5:20 PM revealad it
was standard procedure tor facilily staff to cali
him with laboratory results. He stated had he
been called, he would have held the potassium

IRM CM§-2867[02-98) Previoue Vesslons Obsolste . Event ID: ELEP12 Eaellity 10: 100340 I continuatlon sheet Page 41 of 61
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{F 505} | Continued From page 41 {F 505}
supplements and ordered follow-up fah tesls.
| Conlinued Interview revealed Residant #30 had
muliiple medical problems and was vety Il during
ithe last.few weeks of lite, The physictan furiher F514.
stated the Cause of Death was Pneumonia, ' Resident #17's MD was notified on
Although the elevated potazsium level should 5/25/11 by the licensed nurse that the
have bean rEPOﬂed and orderg changed. he did Levsin was not administered as
not belleve the elevated potassium level was a ordered. The medication was obtained
factor in the resident’s death. : ) from the pharmacy on 5/25/11 & .
{F 514} | 483.76(})(1) RES (F 614} continues to be administered by the
85=0 | RECORDS-COMPLETE/ACCURATE/ACCESSIB

LE

The facility must maintain clinical records on each
reeident In accordance with accepted professional
slandards and practices that are compiete;
accurately decumented; readily accessmle and
systematlcally organized.

The clinical record must contain sulflclent
information to identify the resident; a record of the
resident’s aasassments; the plan of care ahd
servlces provided, the results of any °
preadmission screening conducted by the State;
and progress notes.

This REQUIREMENT is not met as evidenced
by:

‘Based on observalion, intarviaw, and record
raview It was determined the facility failed 10
malntain clinical records o each resident that are
complete and accurately documented for two (2)
of thirteen (13) sampled resldents (Residents #17
and #36).

Resident #17's Medication Administration Record
(MAR) was not accurately complsted 5/21/11 1o

nursing staff as ordered. Resident #17's
orders for gastrostomy tube were
clarified on by the licensed nurse on
6/14/11 to include the size needed for
G-tube replacement with the MAR
updated to reflect this clarified order,
Resident H35 was re-assessed by the
licensed nurse on 5/24/11 by the
licensed nurse for the continued need
for oxygen. The MD was made aware-
B new orders were recélved on
5/24/11 to discontinue the oxygen
therapy re!ated to multiple cefusals.

All residents would have the potential
to be affected. Facitity RN Consuitants
have audited every medication cart &
every MAR/TAR, The audit was
comgpleted on 6/21/11, The focus of
this audit was to review the
MARs/TARs for every resident to verify
that-all medications were available &
being given as ordered. Any issues
identified as a result of the audit have
been addressed as indicated.
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* 514} | Continued From page 42 {F 514} An audit was completed on 6/14/11 by

5/24/11 rolated to an order for Levsin {madication
used to reduce excess saliva secretions) to be
given twice a day at 8:00 AM and 8:00 PM.
Furlher review of the resident's MAR reveeled no
evidence of the descriptive orders, dated
05/21/11 for changing the resident's gastrostomy
tube (G-tube, feeding tube) or documentation that
the fubs was changed.

in addition, Resldent #35's Nursing Progress
Noles steted on 85/24/11 at 2:15 PM, "resident
raceiving oxygsn vla hasat cannuia at two {2)
liters". Howevet based on surveyor observation
and Inlerviews wilh the facility staff it was
determined the resldent had not being wearing
oxygen for several hours prior to that
documantation,

The findings include:

1. Record review revealed Resident #17 was
admitted {o the facliity on 01/21/09 with diagnoses
whioh inoluded Adult Failure 1o Thrive,
Guadriplegla, Head InNury, Pneumontiis Duse 1o
Other Solids and Liquids (Aspiration), and
Gastrostomy Feeding Tube.

Raview of Physician Orders, dated 05/12/11
reveated an order for Levsin drops, one (1)
inllliliter, iwlca a day (BID) for lncreased
secretlons

Review completad on 05/24 of May MAR
revealed no documented svidence Resident #17
racelved the 8:00 AM or 8:00 PM dose on 5/21,
5/22, 5/23, %/24 and the 8:00 AM dose on 5/25,
Howevaer, the reason was not llsted for doses not

glvan on 056/21 at 8:00 AM, 05/23 at 8:00 PN,

the Facility RN Consultants of alf -
residents with gastrostomy tube
orders, The focus of this audit was to
identify that these orders in¢cluded
descriptive orders for changing the
resident’s tube that includes the size of |
the replacement tube to be used& that
documentation was belng completed
on the MAR when these tubes were
replaced. Any issues identified as a
result of this audit have been
addressed as indicated,

An audlt was conducted by the Facitity
RN Consultants on

6/13/11 & 6/21/11. The focus of the
audit was to ensure that alt current
residents with oxygen were receiving
oxygen as ordered. Any concerns
identified as a result of this audit were
corrected as indicated,

To prevent this practice from re-
occurring there has been a change in
the nursing leadership of the facility.
The DON resigned from the position on
- 5/26/11. An Interim DON was assigned
to the position pendmg the start date
of a new DON, The new DON assumed
the rolelas of 7/5/11 to.assist the
Administrator with the oversight to
ensure that the resident’s needs are
met. Re-education was completed by
the ADON on 6/16/11 & againon
6/29/11 for licensed & unlicensed
nursing staff regarding the appropriate

M CMS-2567(02-08) Provious Verlons Obsolste
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05/24 at 8:00 AM and 05/24 at 8:00 PM and
06/26 at 8:00 AM. The MAR revealoed.-the 8:00
AM dose on 05/23 and 05/24 were. not given,

‘however, there was no identltication of who

recordad the medication allempt, On 05/23 the.
8:00 PM dose was Initialed as given when in fact

-| the medicatlon was not avallable. Review of the
_same record 24 hours later revealed saveral

corractions related to the above examploa,
howevaer, the corrections were not ldentified as
late entr_y dacumentallon.

Interview on 05/25/11 at 10:40 AM with Licensed-
Practlcal Nurse (LPN) #2 revealed if a dose of
medicalion was not given as ordered, the reason
should be documentad an the MAR by initialing
1he MAR to indicate the attempt o admlmster the
dose of madipation as orderod,

interview wilth the DON on 05/25/11 at 2:40 PM
confirmed the late entry documentation changes
had been made to the May 2011 MAR. Further
interview revealed the facllity procedure allowed
stali up 10 24 hours to dosument without it belng
identifled as & late entry, however, the timeframe
had expired for several corrections staff made to
the May 2011 MAR for Resident #17.

2. Review of Resident #17's May MAR also
tevealad the order, undated, "may change
Q-iube as needed If occluded, disiodged or
encrusted” without a size noted for the
replacement twbe.

Review of the Fhysician's Orders dated, 05/21/11
at 4:00 PM, revealed an order to change the

1 G-tube using the size of eighteen french (18 Fr)

with a ten (10) milliliter bulb, Further review

documentation in the medical record,
to include accurate documentation on
the-back of the MAR/TAR if a dose of
medicatlon Is not administered for any
reason, documentation {n the nursing
progress notes & notification of the.
nurse in charge if residents refused any '
care planned interventions so that the

“MD can be made aware. Any new
licensed & unlicensed nursing staff will
receive this information during the .
orientation process.

The Administrator, DON, ADON,
Medical Records Director, &
Administrator were re-educated
on7/14/11 by the Facility RN
Consultant on the facillty’s policy for
completion of the monthly medical
records audits & use of the monthly
chart audit QI form.

To monitor facility performance to
ensure the solutions are sustained
through the Qi process, datly Ql audjts
will be conducted by the Q) nurse or
designee, Monday through Friday, of
each resident’s MAR, to include
Resident #17 & Resident #35, to verify
that éppropriate documentation is
being completed to indicate
rmedications and/or treatments,
including docurnentation of
gastrostomy tube changes, are being
given/administered as orderéd. Any
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| fiteys per nasal cannula,

‘teVealad the order 05/21/11 at 4:15 PM to

.| additional order, dated 05/21/11 at 4:15 PM -

.of the repiacement G-tuba.
| Review of the progréss notes r_eveaied the G-tube

7_ documented on the MAR.

| rotioot the siza needed for the G-tuba

. 3. Hecord raview revealed Resldent #3656 was

A review of the Physioian's Orders, dated

raceiving oxygen,

| Review of the Nursing Progress Notes, datod

distiontinue alt provious G-tube orders. An

revealed the change to use a twenty french (20
Fr) tube with a ten (10) millilitar bulb for the size

was changed on 06/21/11, however, it was not

interviow on 05/25/11 at 8:30 AM with LPN #3
tevealed whien the G-tube was replaced/changed
it should be documantad on the MAR. .

interview on 06/26/11 at 2:10 PM with LPN #2
rovaaled the order on the MAR would need 10

replacement so the correct tube could be placed. '

re-admitted 1o the facliity on 05/16/11 following
hosphalization for Congestiva Heart Failure,

05/16/11, revealed an order for oxygen at two (2)

Observation on 05/24/11 of Resident #35 at 2:00
PM and 3:.00 PM ravealad the residant was not

05/24/11 at 2:19 PM, revealed nursing
documentation which stated the resident was
recalying oxygen at two (2) liters as a specifle
intarvention to prevent decline/deterioration
related his/her respiratory -stétus.

=

indicated including re-education of
licensed staff as appropriate. Monthly
medical records audits will be
‘performed by the Medical Records
Director using the facillty’s policy for -
auditing resident medical records. A
copy of this audit will be given to the
Administrator & DON each month for

. identification & correctlon of concerns
' identified. :

The results of these Qi audits will be
reviewed with the Administrator in the
weekly Ql committee meeting,
conslsting of the Administrator, DON,
ADON, Qi nurse, Treatment nurse

" andfor MDS nurses, where the results
of these audits will be complled &
assessed for trends by the committee &
actmns taken based on these’
assessments Trends & the

. accompanying actions taken will be

reviewed by the Ql Executlve
committee monthly, consisting of the
Administrator, DON, ADON, QI nurse,
Treatment nurse, MDS nurses, Medical
Director, and/or any other persons
required to provide information
pertinent to the reports being
discussed, with further retratning or
other such interventlons implemented
as directed by the committee.
Completion Date: - ‘07/28/2011 |

!
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Interview with the Director of Nursing on 05/25/11
at 3:30 PM revealed there was an apparent
communication failure that resuited In the nurses
In charge of Resident #35's care being unaware
1tor hours the resident had fefused 10 use as the
oxygen es ordered for most ol the shift.
-| Iterview on 05/25/11 at 2:36 PM with LPN £$20
Applicant #4 revealed she was unaware Resident : .
#35 was not utilizing the oxygen an 05/24/11 for IThedre hl?is befet':‘a ?hj'lr,‘ge. 'T';]th;g:“'”g
geveral hours and had refused o wear the eadership of the facllity. The
onygen despite when she charted at 2:19 PM on resigned from the position on 5/26/11.
06/24/11 resident recelving oxygen. _ An Interim DON was assigned to the
{F 520} | 483.75(0)(1) QAA {F 520} position pending the start date of the
" 8= | COMMITTEE-MEMBERS/MEET _new DON. This new DON assurned the
QUARTERLY/PLANS ' role ofi 7/5/11 to assist the

| A Siate or the Secretary may not require

Aftacllity must maintaln a quality assessment and
assurance commitiee conglsting of the diractor of
nursing services, e physiclan designated by the
facllity; and at least 3 other members of the
lacility's staff.

The quelity assessment and assurance
committee meete at least quarterly to identify
issues with respect to which quality essessment
and assurance activilles are necessary, and
develops and implements appropriate plans of
action to correc! idantitied guality deliciencles.

disclosure of the records of such commities
axcapt insofar as such disclosure Is reélated to the
compliance of such committee with the
requirements of this section,

Administrator with the oversight to
ensure that the resident’s needs are
met.

Re-education was completed by the
Facility RN Consultant on 6/22/11 &
agaln on 7/14/11 with the
Administrative Staff, including the
DON, ADON, QI nurse, Treatment
nurse, MDS nurses & Administrator
stressing the use of the Ql process to
identify quality issues or concerns that
have the potential for negatively
affecting the residents and to develop
8 implement plans of action to correct
these identified issues of concerns. Any
‘new administrative nursing staff will
recejve thls information during the
orientation process. A Ql review of all

TORM CMS-2667(02-09) Proviout Varslons Ohsolele
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Good faith atiémpts by the commiites to identity
and correct quality deficlencies wlll not be used as

‘a basis for sanctions.

This HEQUIREMENT is not met as evidenced
by:

Based on Interview and record reviaw it was
determined the facilily falied to have an effective
Quality Assurance (QA) Committee that was
structured to identify quality issues with the
potential for negatively affecting the residents,
and falled to implement plans of action to corréct
Identified deflcient practices. In addition, there
was no evidence the Commitiee implemented an
effective-action plan to ensure that the correotive
actions related to deflciencies cited during the
Abbreviated Survey and Partial Extended Survey
concluded on 05/05/11 wera resolved, thus
rosulting in continued deficient practice in lhese
areas.

The facilily falled to effectively utiizo the QA
Committee to Imploment an aflective action plan,
when the facility bocame aware thet residents
Comprehensive Plans of Care were not being
revised to meet the residents individualized
neads, and nursing care was not being provided
in accordance with professional standards ol
practice. '

‘The tacility also falled to ensure aotion ptans
davelopad for previous deficlant practick were -
maonitored to ensure the plans were being
implernented. This was evidenced by the
lacilities non-compliance from the Abbreviated
Survey and Partial Extended Survey conoluded
on 05/05/11, In the areas of CFR 483,20

30 days was completed by the DON,
ADON, QI nurse, Treatment nurse &
MDS nurses on 6/17/11, The focus of
this additional review was to identify
any Issues or concerns with the '
potentlal for having a negative impact
on the resident that may not have been
identified in the previous audits. Any
issues identified in the audit as having
the potential to have a negative impact
on residents were corrected as’
Indicated at the time of the audits.

To monitor performance to ensure that
solutions are implemented &
sustalned, weekly QI meetings will
continue to be held with the
Administrator, DON, ADON, MDS
nurses, QI nurse and other
Interdisciplinary team members as
dicected by the Administraior and/or
DON, to address all areas of
this plan of correction in addition 1o
responses from resident & family
satisfactlon surveys or from data
collected during facility staff rounds.
Any identified areas of concern will be
immediately forwarded to the Facility
Reglistered Nurse Consultant for
additionai guidance In developing a
plan of action to correct these
identified cancerns through the Q

" process. Trends & their accompanying
actions will be reviewed by the QI
Executive coramittee, consisting of the

FORM €MS-2667(02-80) Provtaus Verslone Qoselale -
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| The findings includs:

were ravised. This is a repeat deficlency which

| Diractor of Nursing (DON), Assistant DON,

Continued From page 47 '
Residont Assessment, F-280 and CFR 463.20
Resldent Assassment, F-281; although the facllity

deemed compliance on 05/12/11 for these
deficiencies.

1. Based on interview and record review, it was
determined the {acliity failad to have an eftectiva
system to ensure Comprehensive Plans of Care

was ciled on the Abbreviated Survey and Partial
Extendad Survay concludad on 05/06/11 for CFR
483,20 Resident Assessment, F-280 al a S/5 of a
"J", This was relaled to the facllity failing to revise
the Comprehensive Plans of Care for sufficlent
interventions to prevent recurrenca of Resident
#1's aggressive behaviors towards Resident #2
and other residenis.

Review of the facliity's Allegation of Compliance
with a compliance date of 056/12/11 revealed tha

Minimum Data Set Coordinator, Treatment
Nurse, Qualily Impravement Nurse, andfor
Facility Reglstered Nurse {RN) Consuttant would
read the Nurse's Notes, Nursing Shift Reports,
and review the pink carbon coples of the
Physlcian's Orders daily to identily any changes in
conditfon. They would then review that Cate Plan
revisions have oceurred for those restdents and
update the Care Plan as-necessary.

However, the facility talled to ensure the
Comprehensive Plans ol Care were revised for
Resident #33 related to the resident's mobility
status and transter technique after the resident -
sustained a Fracture to the Left Knee on

{F 520} Administrator, DON, ADON, Ql nurse,
Medical Director and any other person
required to provide information .
pertinent to the reports belng
discussed at the Executive committee
meeting with further action taken as
directed by the committee.

Completion Date: 07/28/2011
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05/21/11. In addition, the facilily failed to ensure
the Comprehensive Plan of Care was revised for
Resident #34 after a Physioian's Ordor was

obtained 10 elevate the resident's left leg as much |
as possible until healed.

Interview on 06/26/11 with the Facility Registered
Nurse (RN) Consultant revealed Resident #33
washoted through the audiling process to need -
major Care Plan revisions and a Signilicant
Change Minimum Data Set {(MDS} after the Leht
Knes Fraoture. She further stated the resident's
Care Guide which was kept inside the residoent's
oloset door for the aides to refer to, was revised
relaled to the resident's transfer asslstance
needed. Furher Interview revealed the Care
Guide was a part of the resident's Plan of Care.
However, she stated tha Comprehensive Plan ¢f
"| Care had not basn revised o indioate the need
- for staft assistance with transfer, Further
interview revealed the interventlon for Reslident
#34 10 elevate the lelt log a8 per Physician's
Order was not noted with audlting.

2. Based on Interview and record review It was
determined the facility failed to have an efieative
system to ensure nursing care was provided in

| accordanoe with professional atandards of cars.
This was a repeal deflclency which was cited on
the Abbreviated Survey and Partial Extended
Survey concluded on 05/06/11 for CFR 483.20
Resident Assessment F-281 at a $/S of a *J*,
This was related to the facility faiiing to provide
neceseaty care and services to Resident #6 when
the resident had signs of ohoking.

Review of the tacllity’s Allegetion of Compliance
with a compliance dated of 05/12/11 revealed all
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iicensed stafl were re-educated from 05/04/11
through 05/09/11 by the DON and ADON on
‘recognizing an acute episode, conducling an
assessment and presenting the informatlon 1o the
physician In order for him/her to make declsions
and Instruct the nurse-with further orders. Further
review revealed the DON, ADON, AN Supsrvisor,
_| and/or Faciily AN Consultant would read ihe
Nursa's Notes, pink carbon coples of Physician's
Orders, and review the Madication Administration
Recotds (MARS) datly 1o ensure ary documented
acute episodes were recognlzed, reported 1o the
physicien, and that physician's orders were
followed.

However, the facility falled ta ensure nursing care
was provided In‘accordance with professional -
standards of care for Resident #17. Resldent
#17 sustained a change in condition on 05/18/11, -
1o Inciude nausea and coughing up tube leeding
which required suctioning the resident several
times. Although the physician was notifled of the
change In condition and new orders were
obtained, there was no documented evidence of
thorough assessment and monitoring after the
change In condition was noted related to the
resident's inlolerance of tube teeding and
increased need for suctioning.

Intetview on 05/26/11 at 11:00 AM with tha
Facliity. RN Consultant revealed the
Admintstrative Nurses end Nurae Consullants
were looking at Nurse's Progress Notas for
content, assessment, documentation and
notification of the Physiclan. However, there was
no documented evidence the facllity had
recognized the lack of monltoring and
documentation aftet staff noted a change In
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condition far Resident #17 on 05/18/11 related to
the resident’s intolerance of tube feeding and
Increased nead for suqtloning. '

In addition, although observation on 08/24/11 of
Resident #35 at 2:00 PM and 3:00 PM revealed
the resident was not recelving oxygen, review of
the Nursa's Progress Notes, dated 05/24/11 at
2:19 PM, revealed nursing documentation which
stated the tesident was receiving oxygen at two
(2) era :

Interview with the DON on 05/24/11 at 4:00 FM
and 05/25/11 &t 3:30 PM rovealed there was &
communication faiiute and the nurses in chargoe
of Resident #35's care were unaware for hours
the resident had refused to use the oxygen as
ordered for most of the shift. This resuited tn a
delay in assessing Resldent #36's oxygenation
saturation and notification of his/her physician in
regard lo the resident refusing to wear oxygen as
ordered,

Interview on 05/26/11 at 4:00 PM with the

| Administrator revealed she was unaware untll this

Revisit Survey, that the Administrative Nurses
were not auditing as thoroughly as they should
have been. '

{F 620}
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