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F 000 NITIAL COMMENTS ] o F 000 | have enclosed the P’a'n of
: Correction for the above-
tﬁn Abﬁ"g;}ggf: 2S}W9Yt.Wﬂt§ m&iﬁgﬁ%’gg” 2 referenced facility in response
roug investigating 35,
KY#00017935 was substantiated with deficient | tothe Sta.teme";."f .
practice identified. , Deﬂuenme‘s. W ile this -
F 156 | 483.10(b)(5) - {10), 483.10(b)(1} NOTICE OF F 156 document is being submitted
55=0| RIGHTS, RULES, SERVICES, CHARGES as confirmation of the
' facility’s on-going efforts to
The facility must inform the resident both orally comply with all statutory and 7
and in writing in a language that the resident regulatory requirements, it i
understands of his or her rights and all rules and gulatory requirements, ' : L
regulations governing resident conduct and shouid not be construed as an
responsibilities during the stay in the facility. The admission or agreement with
ta(:ility {?ust a)\lso pro;ide the re:laident with the the findings and conclusions
notice (if any) of the State developed under in the Statement of
§1919(8)(8) of the Act. Such notification must be Defiioncies 1 e
made prior to or upon admission and during the ’
resident's stay. Recelpt of such information{ing" document, we have outlined %
any amendments to i, must be acknowldtiged in specific actions in response to . i
writing. : W e 'identified issues. We have
: 20 'not provided a detailed F
The taocility must inform each resident w!‘;b'z!s H , &
‘entitied to Medicald benefits, in writing, atthe tme| . . .| . esponse toeachallegation or
of admission to the nursing facility or, when the _ findings, nor have we
resident becomes eligible for Medicaid of the identified mitigating factors, £
ltems and services that are included in nursing :
facility services under the State plan and for E-156 :
which the resldent may not be charged; those : . C e 8
other items and servicas that the facility offers _ ftIs the practice of this facility :
and for which the resident may be charged, and to inform the resident both :
the amount of charges for those services; and orally and in writingin a i
inform each resident when changes are made to language that the resident o
tl_'lepi‘tems and services st;t:ecified in peragraphs (5} understands of his or her _
(i){A) and (B} of this section. ' rights and all rules and
The facility.must inform each resident befors, or regulations governing resident
at the time of admission, and periodically during : -
the resident's stay, of servicas available in the i
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE TITLE . XB) GATE
A v LadeeA 209912 .
Arty deficiency statement ending with an asterisk (*) denotes a deflclency which the Inglituti ad from correcting providing # is dete?mina’d that &

other sefepuards provids sufficient proteation fo the palionts, (Ses instructions.) Except for nursing homes, tha findings stated above ars dlsslosable 90 days u
following the date of survey whether or not a plan of correction is providsd, For nuwrsing homas, the above findings and plans of correction are digclosable 14 i
“daye following the date these documents are made avallabla to the faclity. If deficlencies are clied, an approved plan of correction 18 requisile fo continuad

program pariicipation. .
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F 156 | Continued From page 1 F 156 conduct and responsibilities
facllity and of charges for those sarvices, ) during the stay in the facility.

including any charges for services not covered

J v ! The facility must also provide
under Medicare or by the facility's per diem rate.

the resident with the notice {if

The facility must furnish a written description of ' any) of the State plan
tegal rights which Includes: developed under §1919 (e)(6)
Adescription of the manner of protecting personal _ of the Act. Such notificatien

funds, under paragraph (c) of this section; ‘must be made prior to or

Adescnp!lon of the reguirements and pmcedures upon admission and during

for establishing eligibitity for Medicaid, inciuding | the resident’s stay. Recelpt of
the right to request an assessment under section ' such information and any
1924(c) which determines the extent of a couple's amendments to it, must be

non-exempt rezources at the time of
institutionalization and attributes to the community

acknowledged in writing,
spouse an equllable share of resources which '

cannot be considered avaifable for payment The facility will continue to
toward the cost of the instilutionalized spouse’s - inform each resident before,
medical care i his or her process of spending _ or at the time of admission, -

down to Medicaid ellgibliity levels. and periodically during the -

A posting of names, addresses, and telephone resident’s stay, of services

numbers of all pertinent State client advocdcy available in the_facilit(,r‘ and of
groups such as the State survey and certification charges for those services,
agency, the State'licensure office, the State including any charges for

ombudsman program, the protection and
advocacy network, and the Medicaid fraud control
unit; and a statement that the resident may file a

services not coversd under
Medicare or by the facility’s

complaint with the State survey and certification : per diem rate.

agency concerning resident abuse, neglect, and Cot -

misappropriation of resident property in the ft is the practice of this facility
facility, and non-compllance with the advance to furnish a written

directives requiremants. description of legal rights

| The facility must comply with the requirements which includes: A description
| specified In subpart { of part 489 of this chapter of the manner of protecting

related to maintaining written policles and

procedures ragarding advanoe directives. These
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F 156 | Continued From page 2 .F 158 personal funds, under
requirements include provisions to inform and paragraph © of this section; a

provide written information fo alt adulf residents
concerning the right to accept or refuse medical
or surgical treatment and, at the individual's,

description of the
requirements and procedures

optlon’ formu‘ate an advance directive. This : for establishing elligfb”ity fOI‘ .
includes a written description of the facility's _ Medicaid, including the right

1 policies to implement advance directives and to request an assessment
applicable, State law. _ under section 1924© which
The facility rnust inform each resident of the _ deterrr’nnes the extent of a
name, specialty, and way of contacting the couple’s non-exempt
physician rasponsible for his ot her care. ' . resources at the time of

institutionalization and
attributes to the community
spouse an equitable share of

.| The facility raust prominently display in the facility
written infor:nation, and provide to resldents and
applicants for admission cral and written

information about how to apply for and use resources which cannot be '
Medicare ard Medicaid benafits, and how to considered available for
‘| receive refunds for previous payments covered by payment toward the cost of

such benefits. o the institutionalized spouse’s

medical care in his or her i

This REQUIREMENT is not met as avidenced process of spending down to : b
by: ' : Medicaid eligibility levels. =
Based on interview and review of the medical
record it was determinad the facility failed to
inform the responsible party of tha date when the
residents Medicarg bengfits would be expiring for

The facility continues to post
names, addresses and

one (1) of seven (7) sampled residents (Resident telephone numbers of all
#1). Resident #1's responsible party stated she _ pertinent State client
"{ was unaware of the date when Medicare benefits ' ) advocacy ‘groups such as the
wouid expire until 07/07/11 when the facility called : State survey and certification
ﬁgdeiﬁﬁ-% t:ﬁ 3?{_%19?111:‘3 Madicars bensfits would agency concerning resident
. : abuse, neglect, and
The findings include: . misappropriation of resident

Review of the Resident #1's med|ca! record

1
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F 1566 | Continued From page 3 _ ‘ F 166 property in the facility, and
‘ revealed the facllity admitted the resident, on non-compliance with the
03/28/11 With diagnoses which in¢luded Diﬁicu".y advance directives

in Walking, Fracture of Vertebrae, Jeint
Replacament, Muscle Wéakness, Chronic Heart
Failure, Right Intertrochanteric Fracture, and

requirements.

Atrlal Fibrillation. Gontinued review of Resident _ ~ The facility continues to
#1's medical record revealed there was no * comply with the requirements
documented evidence the facility communicated specified in subpartl of part

to the resident or resident's family when Resident

#1's Medicare benefits would be exhausted, 489.of this chapter related to

maintainjhg written policies

Interview with Resident #1's responsible party, on and.procedures regarding
03/05/12 at 8:09 AM, revealad she was called by advance directives. These .
someons at the facility on 07/07/11 and iold ' requirements include

1 Resident #1's Medicare benefits would expire on

-07/08/11; and, she would heed to pick thz provisions to inform and

resident up on thal day. Sha stated if wes too _provide written information

little time fo try and prepare for the residents - to all adult residents

arrival so she was unable to pick the resident up . concerning the right to accept i
until 07/10/11.. She further stated she was given or refuse medical or surgical -

no oral or written notification of the expiration of

Medicare beneflts prior to this date. treatment and, at the

individual’s option, formulate

Interview with the Social Services Director, on an advance directive. This
03/08/12 at 2:30 PM, revealed the plan for includes a written description
Resident #1 was hefshe would be discharged of the facility’s policies to

'] home with his/her responsible party. She further

> . implement advance directives
acknowledge there was no documentation of this P

plan or preparations for Resident #1's discharge \ - and applicable State law. N G
due to the exhaustion of Madicare benefits in the 7 -
medical record. _ The facility will continue to :

Interyi ith the Adminlstrator. 03/09;'12 X inform each resident of the
nterview with the Adminlstrator, on a "

4:59 PM, revealed Resident #1 was given a . , name, slpeCIaltv, am‘j way of
verbal notification and the facllity was only contacting the physician
required to give a 48 hour notice before , responsible for his or her care. -
| discharging the resident due to Medicare benefits
expiring. He further stated the law was Medicare
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it is the practice of this facility

" to prominently display in the
facility written information, -
and provide to residents and
applicants for admission oral
and written information about
how to apply for and use
Medicare and Medicaid
benefits, and how to receive
refunds for previous
payments covered by such
benefits.

F-156 Notice of rights rules
- services and charges.

1. Howwill the corrective
action be accomplished
for those residents found
to have heen affected by
the deficient practice?

Resident #1 was discharged
from the facility to home on
7/10/11 upon exhaustion of
100 days of Medicare
benefits,

2. How will the facility
Identify other residents
having the potential to be




affected by the same
deficient practice?

_ An audit of all current
residents wilt be completed by
4/3/12 by the administrator
and business office rnanager
to identify residents that

-require notification of ending
Medicare and/ or Managed
Care benefits. The
administrator will verify that
these residents-and/or their
responsible party will be
notified orally and in writing
of their Medicare and/or
Managed Care non-coverage
and appeal notices.

3. What systemic changes
will be made to ensure
that the deficient practice
will not recur?

The Interdisciplinary Team

(IDT) which consists of the

Administrator, Director of

Nursing, Assistant Director of

L T T e e e



Nursing, Unit Coordinators,
Minimum Data Set
Coordinators, Admissions_
Coordinator, Business Office
Manager, Social Worker,
Lifestyles Director and
Therapy Manager were re-
educated regarding
hotification of rights, rules,
services, and charges by the
Administrator by 4/03/12. The
Business Office Manager will
be responsible for
identification and tracking of
‘resident benefit notifications,
along with the Administrator.

A tracking tool for resident
benefit notifications was
developed, on 3/29/12, by the
business office manager to be
used-as an ongoing audit tool
to assist with compliance. This
audit tool will be maintained
by the business office
manager and reviewed at the
weekly utillzation review




meeting by the Administrator
and/ or MDS coordinator.

4. How will the facility
monitor its performance
to make sure that
solutions are sustained?

Audits of the Medicare and/
- or Managed Care Non-
Coverage and appeal Notices
will be reviewed weekly in the
utilization review meeting by
the administrator and / or
MDS-coordinator for four
weeks and then bi-monthly
for two months. The results
will be noted and reviewed in
the monthly Quality
Assurance meeting. Any issues
ot trends identified will be
addressed by the Quality
Assurance Committee as they
arise and the plan will be
revised as needed to ensure
continued compliance. The




Quality Assurance Committee
consists of the Quality’

- Assurance Coordinator,
Medical Director,

- Administratar, Director of
Nursing, Social Services
Director, Staff Developiment,
Dietary Manager, '
Housekeeping Manager,
Maintenance Manager, and
Activities Director.

5. The date that the
.corrective action will be
completed;

F156 was corrected by 4/4/12.
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F 280
88=D

| interdisclplinary team, that includes the attending

pays for the first 100 days of Skilled Services and
there were no options for appeal after the
one-hundredth day.

483.20(d)(3), 483.10(k)(2) RIGHT TO
PARTICIPATE PLANNING CARE-REVISE CP

The resident has tha right, unless adjudged
incompetent or otherwise found fo be
incapacitated under the laws of the Stats, to
participate in planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developed.
within 7 days after the completion of the
comprehensive assessment; prepared by an

physician, a reglstered nurse with rasponsibility
far the resident, and other appropriate staff in

disciplines as determined by the resident's needs,

and, to the extent practicable, thi participation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewad
and revised by a team of qualmed persons after
each assessment.

This REQUIREMENT is not met as evidenced
by: ' ,

Basad on interview, record review and review of
the facility's policy, it was determined the facllity
failed to develop a Comprehansive Care Pian
within seven (7} days after the completion of the
comprehensive assessment, for one (1) of seven
(7) sampled residents {Resident #7). Review of
the medical record revealed Resldent #7 was
admitted on 01/30/12 and his/her initial.

F 153 | have enclosed the Plan of
.| Correction for the above-

referenced facility in response
to the Statement of '
Deficiencies. While this
document is being submitted
as confirmation of the

. facility's on-going efforts to
comply with all statutory and
regulatory requirements, it
‘should not be construed as.an
admission or agreement with
the findings and conclusions
in the Statement of
Deficiencies. In this
document, we have outlined
specific actions in response to
identified issues. We have
not provided a-detailed
response to each allegation or
findings, nor have we
identified mitigating factors.

F 280

F-280 Right to Participate
- Planning Care-Revise Care

Plan

1. How will the corrective
action be accomplished
for those residents found
to have been affected by
the deficient practice?

FORM CME-2687(02-90) Previous Verslons Obsolels ) Event ID:WITZ11
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comprehensive assessment was completed on
02/08/12.

The findings include:

Review of tha facility's policy titled, "Care
Planning - Interdisclplinary Team", dated 12/08,
revealed a comprehensive care plan for each
resident is developed within seven (7) days of
completion of tha resident’s Minimurmn Data Set,
Assessment (MDS).

Interview with the Director of Nursing (DON), on
03/09M12 at 5:45 PM, revealed the facilily's policy
wag to complete a comprehensive Plan of Care

within seven (7) days of the completion of the

comprehensive assessment for each resident.

Review of Resident #7's medical record revealed

| the facility admitted Resident #7, on 01/30/12,

with diagnoses which included Right Femoral
Neck Fracture, Right Hip Hemiarthroplasty,
Dementia, Glaucome, Psychotic Behaviotrs,
Constipation end Desp Vein Thrombosis
Prophylaxis. Review of Resident #7's Minimum
Data Set (MDS) Assessment revealed the
Admission MDS assessment was completed for
Resident #7 on 02/06/12,

| Review of the record revealed the faclilty Intiatad

an Interim Plan of Care on 01/30/12 for falls,
comfort/pain, behaviors, orthopedic
complications, skin integrity and communication.
Additional updates, on 03/06/12, to the Inferim
Plan of Care included risk for fluid
imbalancefwsight 1oss and slteration in bowei
function at risk for constipation. However, there
was ho evidence a full Comprehensive Care Plan

The MDS Coordinator
completed the comprehensive
care plan for Resident # 7 on
3/7/12 and it was placed on
the chart on 3/7/42.

2. How will the facility
identify other residents
having the potential to be
affected by the same
deficient practice?

All residents have the
potential to be affected by
this deficlent practice. To .
identify any other residents at -
risk the MDS Coordinators
completed an audit on 3/8/12
of all active residents to verify
that each resident had a
comprehenslve care plan
completed within seven (7} -
days of the comprehensive.
assessment. Any identified
issues wete addressed and
‘corrécted by 4/3/12.
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F 280 | Continued From page € F 280 3. What systemic changes
was deve!gped for Resldent #7. will be made to ensure
Interview with the MDS Coordinator, on 03/07/42 . that the deficient practice
at 4:18 PM, revealed there was no will not regur?

Comprehsnsive Cars Plan devesloped and the .
Comprehensive Care Plan should have been ‘ ' .

developed within twenty-one (21) days of the : The Administrator and .
reésident's admission. ' _ corporate RIA consultant re-

* educated the Interdisciplinary
Team {IDT} consisting of the
Director of Nursing, Assistant
Director of Nufsing, Unit
Coordinators, MDS : '
Coordinators, Social Service
D'irectors, Lifestyles Director,
and Dietary Manager on the
care plan process inciuding :
completion of comprehensive k
care plan within seven (7}
days of completing the
comprehensive assessment
and revision of the care plan
based on resident’s history,
current condition, and
assessments. This re- _:
education was completed by )
4/3/12. i

S i+ s e LT
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A comprehensive care plan
review meeting will be
conducted weekly with the
IDT following completion of
each MDS assessment to
develop, review, and revise

- the resident’s comprehensive
plan of care based on results
of the assessment,

4. How will the facility
monitor its performance
to make sure that
solutlons are sustained?

The RN MDS Coordinator will
review two (2) records per
week for four (4) weeks and
then four (4) records per
month following
comprehensive care plan
review by the Interdisciplinary
Team to verify a '
comprehensive plan of care is
developed, reviewed and
tevised based on the




comprehensive assessment.
The RN MDS Coordinator will
also verify that each resident
and/or family be included in
the care plan process and |
receive written notification of
the care plan conference.

Results of the audit will be
reported to the Administrator
and Quality Assurance
Committee consisting of the
Administrator, Director of
Nursing, Assistant Director of
- Nursing, Medical Directer,
Quality Assurance
Coordinator, MDS
Coordinators, Social Services
_Director, Staff Development
Nurse, Lifestyles Director,
Housekeeping Manager,
Maintenance Manager, and
Dietary Manager monthly for
three (3} months to verify
compliance and further
recommendations as needed.




5. The date that the
corrective action will be
completed;

F280 was completed by

4/4/12.




