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ISCLAIMER
AMENDED omerwoods Nursing and

An Abbreviated Standard Survey (KY22966) was
initlated on 03/18/45 and concluded on 03/26/15.
The complaint was substantiated and Immediate
Jeopardy was identified on 03/20/15, and was
detsrmined to exist on 03/08/15, at 42 CFR
483.10 Resident Rights (F157 -*J"), 42 CFR
4B83.20 Resident Assessmant (F282 - "J"), 42
CFR 483,25 Quality of Care (F309 - "J"), and 42
CFR 483,75 Administration (F514 - "K").
Substandard Quality of Care was identified at 42
CFR 483,25 Quality of Care (F309). The facllity
was notified of the immediate Jeopardy on

| 03/2015.

The facility faited to ensure that Resident #1
received the necessary care and services related
to assessment, following the resident's plan of
care, and notilying the resident's physician of a
change of candition an 03/08/15, Resident #
was cbserved by a Certified Nurse Aide lo exhibit
changes of condition at the noon meal and again
| in the aftemoon batwean 2:00 PM and 3:00 PM
while assisting the resident to change clothes.
Residant #1's family arrived at the facility at
! approximately 4:15 PM, and noticed a change of
| condition and reported thair concemns ta a facility
nursa. After the family notified the Advanced
Practice Registered Nurse of the resident's
condition, Resldent #1 was transferred to the
hospital. Resident #1 was admitted to the
hospila! and was diagnosed with Pneumonia.
The resident had to be intubated (placement of
flexible plastic tube into the trachea [windpipe] to
! maintain an open alrway). Resident #1 passed
away at the hospital on 03/09/15.

Rehabilitation Center (Somerwoods)
ncknowledges receipt of the
Summary Statement of Deficiencies
and proposes this Provider’s Plan of
Correction to the extent the
summary of findings is factually
correct; and in order to maintain
rompliance with applicable rules
ind provisions of the quality of care
of residents. This Provider’s Plan of |
Correction is submitted as a written
allcgation of compliance.
Somerwoods’ response to this
Summary Statement of Deficiencies
ind plan of correction does not
denote agreement with the Summary
Statement of Deficiencies nor that
ny cited deficiency is accuratc.
‘urther, Somerwoods Nursing and
ehabilitation reserves the right to

cfute any of the deficiencies

hrough informal dispute resolution,
independent informal dispute
esolution, formal appeal procedures
and/or any other administrative or
legal proceeding.

LABCRAT! IRECTGR'S Of ROVIDER/SUPPLIER REPRESENTATIVE'S SICNATURE
11
. 2 DY

TTLE

Aodonania s~

[X8) DATE
05/01/2015

Any daficiency slnlamqiﬁ arétlfl wilh an oxferisk {*) denotes a deficlency which the Inat}

olher safeguards provide autiicient protection to the patients. (See instructions.)

Except

{ution may be excused from correcting providing it s determined that
for nursliy hames, the findings otated above are disclosahia A0 days

following tha date of survey whether or not a plan of correction |s provided, For nursing homes the abava findinga and plans of corraction are disclosabla 14

daya following the date thesa documents ara mads avallable to tha facliity. If deficiencies are cite

program participation.
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A partial extended survey was conducted on
0325-26/15. An acceptable Allegation of
Compliance was received on 03/24/15, which
alleged removal of the Immediate Jeopardy on
03/25/15. The State Survey Agency determined
the Immediate Jeopardy was removed on
03/25/15, as alleged. The Scope and Severity of
the Immediate Jeopardy tags was lowered to "D"
at 42 CFR 483.10 Resident Rights (F157), 42
CFR 483.20 Resident Assessment (F282), and
42 CFR 483.25 Quality of Care (F308). And the
Immedlate Jeopardy at 42 CFR 483.75
Administration (F514) was lowered to an "E€,"
while the facility monitors the effectiveness of
syslemic changes and quality assurance
actlvities.

F 157 | 483.10(b){11) NOTIFY OF CHANGES

§5=J | INJURY/DEGLINE/ROOM, ETC)

A facility must immediately inform the resident;
consult with the resident's physician; and if
known, notify the resident's lagal representative
or an interested family member when there is an
accident invalving the restdent which results in
injury and has the potentlal for requiring physician
intervention; a significant change in the resident's
physical, mental, or psychosocial status {i.e., a
deterioration in health, mantal, or psychesocial
stalus in elther lifs threatening conditions or
clinical complications); a need to aiter treatment
significantly {i.e., @ need to discontinue an
existing form of treatment dua to adverse
consequencas, or lo commence a new form of
treatment); or a decislon to transfer or discharge
tha resident from the facility as specified in
§483.12{a).

r 157 Criteria 1

facility.

Criteria 2

Resident # 1 did not return to the

On 03/21-22/2015 the Director of
Nursing, Unit Managers, MDS
Nurses, Quality Improvement (QI)
Nurses, Staff Facilitator and
Weekend House Supervisor
conducted evaluations of all current
residents to determine if there were
nny medical needs requiring
physician notification which had not
been addressed. [dentificd issues
were immediately corrected.
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The facility must also pramptly notify the resident
and, if known, the resident's legal representative
or Interested family member when there Is a
change in room or reommate assignment as
specified in §483.15{e}{2); or a changs in
resident rights under Federal or State law or
regulations as specified in paragraph (b)(1) of
this section.

The facility must record and pericdically update
the address and phone number of the resident's
legal representative or interested family member.

This REQUIREMENT s not met as evidenced
hy:

Based on interviaw, record raview, and review of
the facility's policy it was determined the facility
failed to notify the physician of a significant
change of condition for one {1) of fourtean (14)
sampled residents (Resldent #1). On 03/08/15,
at approximately 8:30 AM ta 9:30 AM, Resident
#1 (who was normally alert and arianted)
complained of shoriness of braath, pain, and
symptoms of chest congastion. Facility steff
notified the resident's physician {exact time
unknown) and received orders for an antiblotic
and a breathing treatment. However, at the noon
meal the resident was unable to hold a cup or
utensits; and betwean 2.00 PM to 3:00 PM the
resident was pale, clammy, and staring off into
spaca. Facility nursing assistants stated they
notifiad the resident's nurse regarding the change
in the residant's condition. However, review of
the clinical record revealed no documented
evidanca the resident's physician was notified of
the resident's change In condition,

On 03/08/15, at approximately 4.15 PM, Resident

On 03/20/2015, the Registered
Nurse Consultant (RN Consultant)
re-educated the Staff Facilitator
regarding conducting an evaluation
based on resident condition to
include the INTERACT program,
follow up evaluations as well as
physician notification; and for a
sipnificant change in condition
referring to the INTERACT program
but not to supersede nursing
judgment.

The INTERACT program is an
cvidence based “Plan Do Check
Act” process developed through
MS to prevent unnecessary acute
are transfers.

n 03/20-21/2015 the Staff
“acilitator re-educated the Director
F Nursing, Unit Managers, MDS
wrses, QI Nurses, Weekend FHouse
vpervisor and began re-education
f Nurses, Medication Technicians,
d Certified Nurse Aides on
onducting an evaluation based on
esident condition to include the
NTERACT program, follow up
valuation as well as physician
otification; and for a significant

FORM CM$-2567(02-09) Previous Vors.ons Opbsolata Event 10: 145111

Faciliy {0 100498 i conlinuation sheet Page 3 ol 77



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 05/27/2015

DEFICIENCY)

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
186162 B.WING __ e N3i26/2015
HNAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SOMERWOODS NURSING & REHABILITATION CENTER 565 BOURNE AVERDE
SOMERSET, KY 42501
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCEDR TO THE APPROPRIATE DATE

F 157 | Continuad From page 3

#1's family found the resident with labored
breathing and he/she was not responding as
hefshe normally did to the family. The family
member notified the nurse assigned to care for
the residant; howsever, there was no documented
evidence the resident's physician was notified.
The family member contacted the resident's
physician's Advanced Practice Registered Nurse
{APRN) to have the resident sent to the hospital.
The APRN notified the facility nurse and an order
was recelved to transfer Resident #1 to the
hospital.

When Emergency Medical Services (EMS)
arrived at the facility at 4:53 PM, they assessed
the resident to be responsive only to painful
stimuil; to have an oxygen saturation of 72%
{normal ranga 95-100%) on three (3) liters of
oxygen; to have a fever and very wet lung
sounds; and atrial fibrillation (the upper chambers
of the heart [atria) quiver) with a heart rate of
90-170 beats per minute. When the resident
arrived at the hospital, the resident's temperature
was 103 degrees Fahrenhelt rectally (normal
rectal temperature range 99,1-99.6 degrees
Fahrenheit). Further review revealed the resident
had shallow, rapid, and difficult respiration at a
rata of 26 respirations per minute (normal range
12-20 breaths per minute); and the resident's
oxygen saturation was 82% (normal range is
95-100%).

Resident #1 was admitted to the hospital and
required intubation (a tube placed in the trachea
[windpipe] for mechanical breathing on a
ventilator), and sustained a myocardial infarction
(heart attack). The resident passed away at 5:00
AM on 03/09/15 (refer to F282 and F308}.

. 573,hnngc in condition referring to the
S/ INTERACT program but not to
upersede nursing judgment.

n 03/21-22/2015, Unit Managers,

DS nurses, QI Nurses, Weekend
ouse Supervisor and Staff
acilitator continued with re-
ducation with all Nurses,

edication Technicians, Certified
urse Aides related to conducting an
valuation based on resident
ondmon to include the INTERACT
rogrum, follow up evaluations as
ell as physician notification for a
gignificant change in condition
eferring to the INTERACT program
ut not to supersede nursing
udgment.

o Licensed Nurse, Medication
ide or Certified Nursc Aide will
yrovide patient carc after 03/24/15
ithout having completed the re-

ducation.

Il newly employed licensed nurses,

edication aides or certified nurse
ides staff will receive this education
yrior to working on a unit, Those on
leave of absence will complete this
r:-education prior to working.
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immediately nofified of changes of condition was
likely to cause serious injury, harm, impairment,
or death of a resident. Immediate Jeopardy was
determined to exist on 03/08/15 at 42 CFR
483.10 Resident Rights (F157), 42 CFR 483.20
Resident Assessment (F262); 42 CFR 483.25
Quality of Care (F308), and 42 CFR 483.75
Administration (F534). The facility was notified of
the Immediate Jeopardy on 03/20/15.

An accaptable Allegation of Compliance was
received an 03/24/15, which alleged removal of
the Immediate Jeopardy on 03/25/15. A partial
extended survey was conducted on 03/25-26/15.
The State Survey Agency determined the
Immediate Jeopardy was removed on 03/25/15,
which lowered the Scope and Severity to "D" st
42 CFR 483.10 Resident Rights (F157), 42 CFR
483 .20 Resident Assessment (F282), and 42
CFR 483.25 Quality of Care (F309}, and the
Scope and Saverity was lowered to an "E" at 42
CFR 483.75 Administration (F514) while the
facility monitars the effectiveness of systemic
changes and quality assurance activities.

The findings Include:

Review of the facility's policy titted “Notification of
Physician for Change In Resident's Condition,”
dated August 2012, revealed it was the policy of
the facility to notify the physician when a8
significant change in a resident's condition
occurred with documentation contained within the
medical record.

Review of Rasident #1's closed medical record
revaaled the facility admitted Resident #1 on
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acility’s failure to an effectiva s n qn .
place to ensure each resident's physician was Beglnmng 03/23/2015 4 the Director

of Nursing, QI Nurses, Unit
Managers, MDS Nurses, Staff |
Facilitator, Weekend House |
Supervisor or RN Facility I
Consultant will conduct walking I
rounds to review with facility
licensed nurse staff, residents’
conditions daily. These rounds will
also include investigation to
determine if licensed staff are
notifying the physician of significant
changes in condition, and
completing ongoing evaluation as
needed. The rounds will also consist
of discussion with Certified Nurse
Aides if they have noted any
changes in the residents throughout |
their shift and review of the STOP |
and WATCH (The tool included in
the INTERACT program for
Certified Nurse Aides to alert
changes in resident condition in the
electronic medical record).

Beginning 03/23/2015, this will

. |continue four (4) times per week for
four (4) weeks and then per the
schedule established by the
Executive QI Committee,
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01/27/45 with diagnoses which included Chronic
Obstructive Pulmonary Disease (COPD), History
of Pneumonia, Chronic Pulmonary Heart
Disease, Hypertension, and Obesity
Hypoventilation Syndrome. Review of the
Comprehensive Admission Minlmum Data Set
(MDS) assessmant dated 02/03/15, revealed the
facility assessed the resident to be cognitivaly
intact with a Brief interview for Mental Status
(BIMS) score of 14, Further raview of tha
assassment revealed the facility assessed the

Review of the closed medical racord for Resident
#1 revealed computerized Nurse's Notas for the
resident dated 03/08/15 at 10:14 AM (the exact
time of the assessment is unknown; this is the
time the assessment was documented). The
facility assessed Resident #1 to be slightly pale,
with shortness of air, and uxygen saturation levels
that ranged from B7 to 92% (normal is 95-1 00%),
with oxygen being administered at four (4) litars
per minute. The resident was noted to have
chest pain with congastion in the upper lobes and
diminished lung sounds in the bases. The
Nurse's Note stated the resident's physictan was
contacted.

Raview of the Situation, Background,
Assassment, Request (SBAR) communication
note dated 03/08/15, at 11:07 AM, revealed the
rasident's oxygen saturation was 82% on four (4)
liters of oxygen, the resident had chest
congestion, a weak cough, and was short of air.
Further review of the SBAR revealed new
Physician's Orders for Cipro (antibiotic) 250 mg
(milligrams) two (2) times per day and an
Albuterol nebulizer treatmant every four {4) hours
as needed for chest congestion and shortness of

resident to eat independently with satup heip only.

established by the Executive QI

The results of these rounds/audits

and anytime a concern is identified
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Beginning 03/23/2015, the Director
nf Nursing, QI Nurses, Staff
Facilitator, Unit Managers, Weekend
-House Supervisor or RN Facility
Consultant will review all daily
nhurses notes to determine if any
significant change in condition has
bceurred without physician
hotification; or any significant
change in condition has occurred
without evaluation, This will occur
four (4) times per week for four (4)
weeks and then per the schedule

Committee.

will be reviewed with the Quality
mprovement Committee weekly
hntil for four (4) weeks and then per
he schedule established by the

Executive QI Committee.

Criteria 5 34/08/15
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air,

Review of the Medication Administration Record
{MAR) for Resident #1 revealed Cipro 250 mg
was administered to the resident at 8:00 AM and
the Albutarol nebulizer treatment was
administarad at 9:15 AM on 03/08/15.

An Interview conducted with Certified Nurse Aide
{CNA)#2 on 03/19/15 at 4:10 PM, and on
03/20/15 at 1,25 PM, revealed on 03/08/15 at
approximately 7:30 AM Resident #1 was in bed
and complained of "smothering.” The CNA
assisted the resident to a wheelchair and to the
dining raom for breakfast. Further interview with
CNA #2 revealed Resident #1 stated he/she did
not feel well, was observed to be pale, and only
ate about "25%" of breakfast. Additional interview
with CNA #2 revealed she did not report the
change in the resident's condition to the
resident's nurse becausa Licensed Practical
Nurse (LPN) #1 (the nurse assigned to the
resident) was already aware Resident #1 was not
fealing well. According to CNA #2, laler that day
batween 2:00 PM and 3:00 PM, the resident was
in bed and she assisted the resident with
changing hisfher clothing. The CNA stated she
did not notice any difference or change in the
resident from earlier in tha dey. On the next shift
{which started at 3:00 PM), CNA #2 stated the
resident's family came to the facility and the
resident was not responding to the family
member and had slurred speech. According to
CNA#2, the family member went ta the nurses’
station and spoke to LPN #1 ragarding her
concams because Resident #1 was "usually not
like this."

Intarview with CNA #1 conducted on 03/19/15 at

x40 SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION x3)
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1:25 PM, and on 03/20/15 at 11:20 AM, revealed
she was in the dining room at the noon meal on
03/08/15 at approximately 12:30 PM fo 1:30 PM.
CNA #1 stated Resident #1 was not his/her usual
self at that time. The resident was not as alert
and oriented, was not able to feed himselffherself,
and was not able to held a cup or utensils. In
addition, CNA #1 stated LPN #1 attempted to
administer the resident's medications and the
resident spilled his/her juice twice. Tha CNA
stated LPN #1 had to assist the resldent with
taking his/her medications. Further interview with
CNA #1 ravealed while she was assisting CNA #2
{o reposition Resident #1, she noticed the
resident's skin was pale and ctammy and the
resident was staring off into space. According to
CNA #1, she reported her concarns regarding
Resident #1's change of condition to LPN #1;
however, CNA #1 stated LPN #1 "blew her off"
and ignored her concarns.

An intarview with Licensed Practical Nurse (LPN)
#1 on 03/19/15 at 2:50 PM revealad she was
assigned to care for Resident #1 on 03/08/15.
According to LPN #1, Resident #1 did not eat
anything for breakfast on 03/08/15 and the
rasident reported to her during the 8:00 AM
medication "pass” that he/she was having trouble
breathing and may be getting bronchitis.
Additional interview revealed Residant #1 had
problems holding his/her cup at breakfast,
According to LPN #1, she assassed Rasident #1,
obtained the resident's vital signs during this time,
and documentied the results in the Nurse's Notes
at 10:15 AM on 03/08/15. LPN #1 stated she
contacted the physician for Resident #1 and
obtained orders for an antibiotic and a nebulizer
treatmant. Further interview revealed LPN #1
assisted the resident to bed at some point after
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lunch (exact time unknown) and administerad
hisfher 2:00 PM medications between 1:00 PM
and 3:00 PM. LPN #1 stated she did not notice
any additional concerns or changes in the
resident's condition, Review of the medical
record revesled no documented evidence that
LEN #1 reassessed Resident #1 or notified the
physician after 11:16 AM on 03/08/15.

Further intarview with LPN #1 revealed she did
not recall the nursing assistants reporting to her
that the resident's condition had worsaned.
According 1o LPN #1, she was at the nurses’
station on 03/08/15 at approximately 4:20 PM to
4:30 PM, when Resident #1's family member
approached her and asked what was going on
with Resident #1, LPN #1 stated she reported to
the family member that she had called the
rasident's physician earfier in the day and that tha
resident had received medications already. LFN
#1 stated the family member did not agree with
tha Physician's Orders or diagnosis and thought
Resident #1 had pneumonia. Further interview
with the LPN revealed she did nol assess the
resident or notify the resident's physician of the
family member's concerns. The LPN stated she
than recaived a call from an Advanced Practice
Registerad Nursa (APRN), who warked for
Resident #1's Primary Care Physician. LPN #1
stated they discussed Resident #1, and then the
APRN called her back and gave her orders for
Resident #1 to be transfarred to the hospital far
avaluation and treatment. LPN #1 stated she got
Resident #1's paperwork ready to transfer to the
hoapital; however, sha did not assess the
rasidant. LPN #1 stated she only saw the
resident when the paramedics were trangporting
the resident on a streicher from the facliity.
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An Interview conducted with Family Member (FM)
#1 on 03/18/15 at 3:30 PM, revealed when she
arrived at the facillty on 03/08/15 at approximately
4:15 PM, she found Resident #1 with laborad
“qurgling" respirations that could be heard from
the door; the resident was lethargic and
mumbling. According to FM #1, she went
immediataly to the nurses’ station to see what
was going on with Resident #1. The family
member spoke with LPN #1 regarding her
concarns. FM #1 stated she did not agree with
the diagnasis or the treatment and contacled the
APRN who waorked with the resident's physician
and knew the resident's history, Further interview
with FM #1 revealed she informed the APRN of
the resident's condition and tald her that she did
not agree with the treatment. FM #1 stated that
after spaaking with the APRN, the APRN called
the facility and gave orders for the realdent to be
transfarred to the hospital. At the hospital,
Resident #1 was diagnosed with pneumonia and
he/she had a fever, required intubation. Resident
#1 passed away at the hospital at 5:00 AM on
03/09/15, the next day.

Intarview with the Director of Nursing {DON}) on
03/20/15 at 5:15 PM, revealed staff was requirad
to report when a resident had a change in
condition o a nurse. The nurse was required to
assess the resident as soon as possible, notify
the physician, and document their findings using
the Situation Background Assessment Reguest
(SBAR) format. According to the DON, If staff
determined an emergency existed, they could
contact the physician and send the resident to the
hospital. The DON stated she was informed
Resident #1 was transferred to the hospital on
03/08/15. Howevar, she was not aware that
CNAs had reported changas of condition to LPN

F 157
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#1, who had not notified the rasident’s physician.
She further stated she was not aware the LPN did
not call the physician with the family member's
concerns. The DON stated she was also not
aware LPN #1 did not assess Residant #1 after
the family member reported her concams with
Resident #1's condition on 03/08/15,

Interview on 03/20/15 at 6:00 PM, with the
Administrator revaaled he was not aware LPN #1
had not assessed Resident #1 after concemns
were reported to her by the resident's family on
03/08/15, According to the Administrator, if a
change in a resident's condition was reported to
the nurse, the nurse was required to contact the
resident's physician. Further interview with the
Administrator revealad LPN #1 should have
assessed Resident #1 when the family reported
concarns, and acted on the findings of the
assassment.

**The facility provided an acceptable Allegation of
Compliance {AOC) on 03/24/15. The facllity
implemented the following actions to remove the
Immediate Jeopardy.

1) On 03/08/15, Resident #1 was sent to the
hospital and treated in the Emergency Room for
pneumonia, sepsis, and ST segment elevation
myocardial infarction (STEMI) (heart attack}. The
res/dent had a stent placed. Resident #1 passed
away at the hospital on 03/08/15.

2} On 03/21/15-03/22/15, the Director of Nursing,
Unit Managers, MDS Nurses, Quality
Improvement (Ql) Nurses, Staff Facilitator, and
Waskend House Supervisor conducted
gvaiuations of ai current residents to detsrmine if
there were any medical needs requiring physician
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notification which had not besn addressed. Two
{2) issues were identlfied.

(A)-A dialysis patient (identified by tha facility as
Resldent A) refused dialysis and later had
weeping from the lower extremities. A nursing
Intervention was implemented, the resident's
physiclan was notified of the changs, physician
orders were racelved, and the resident's
responsible party was notified. The Unit Manager
validated implementation of the new orders and
continuad monitoring of the resident.

(B)-Resident B (identified by the facility as
Resident B), who has a diagnosis of Congestive
Heart Fallure, was identified to have 1+ to 2+
edema to both lower extremities. The Physiclan
was made aware and ordered diagnostic testing,
the resident's responsible party was nofified of
the resident's condition, and the procadure was
ordered, The Unit Manager validailed the
implementation of the new orders and monitoring
of the patient.

On 03/24/15-03122{15, the Director of Nursing,
Unit Managers, MDS Nurses, Quality
Improvement (QI) Nurses, Staff Faciiitator, and
Weekend House Supervisor reviewed all current
residents' plans of care to delermine that all
interventions were belng followed. Minar
revisions wera made to the care plans as needed.
One care plan was significantly changed related
to a patient's condition of Congestive Heart
Failure (inlerventions were in place). No change
to the plans of cara required notification loa
Physician.

3) The INTERACT program Is an evidence based
*Plan, Do, Check, Act” process developed

#ORM CMS 2567(02-89) Previous Varsions Obaciole Evinl 1D: 1JG11 Faciity 10: 100498 It continuation sheel Page 12 0177



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 05/27/2015

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUSTION {X3) DATE SURVEY
AND PLAN OF GORRECTION (DENTIFICATION NUMBER: A BURLDING COMPLETED
c
185152 B, WING 03/28/12015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SOMERWOODS NURSING & REHABILITATION CENTER 568 BOURNE AVENUE
SOMERSET, KY 42501
(X4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APFROPRIATE oATE

DEFICIENCY}

F 157 | Continued From page 12

through funding from the Centers for Medicare
and Medicaid Services (CMS) to prevent
unnecessary acule care transfars and includes a
binder of cara paths, which are algarithms used
for directing nursas through evaluating residents,
providing care, and notifying the physician for
cartain common symploms. It includes the SBAR
{Sltuation, Background, Analysis, and Request)
tool for nurses to complete and effectively
communicale & resident’s condition or change of
condition with the Physician.

On 03/20115, the RN (Registared Nurse) Nurse
Consultant re-educatad the Staff Facilitator
regarding conducting an evaluation based on the
resident's condition to include the INTERACT
program, follow-up evaluations, as well 8s
physiclan notification; and, for a significant
changg in condition, referring fo the INTERACT
program, but not to supersede nursing judgment

On 03/20/15-03/21/15, the Staff Facilitator
re-educated the Director of Nursing, Unit
Managers, MDS Nurses, Qi Nurses, and
Weekend House Supervisor and began
ra-aducation of Nurses, Medication Tachnicians,
and Certified Nurse Aldes on conducting an
evaluation based on the residant’s condition to
include the INTERACT pragram, follow-up
avaluation, as well as physician notification; and
for a significant change in condition, referring to
the INTERACT program, but not to superseds
nursing judgment.

On 03/21/15-03/22/15, Unit Managers, MDS
Nurses, QI Nurses, Weekend House Supervisor,
and Staff Facilitatar continued with re-education
with all Nurses, Medication Technicians, and
Certified Nurse Aides related to conducting an

F 157
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evaluation based on resident condition to include
the INTERACT program, follow-up evaluations,
as well as physician notification for a significant
change in condition, refarring to the INTERACT
program, but not 1o supersede nursing judgment.

On 03/20115, the RN Facility Consultant
re-educated the Staff Facilitator regarding the
requirement to follow the plan of care; education
further included if the plan of cars could not be
followed and an alternative was not within their
scope of practice the physician must be notified.

On 3/20/15-03/2115, the Staff Facilitator
re-educated the Directer of Nursing, Unit
Managers, MBS Nurses, QI Nurses, and
Waskend House Supervisor on the requirement
to follow the plan of care; education furthar
included if the plan of care could not be followed
and an altemative was not within their scope of
practice the physician must be notified,

was ra-aducaled by the Director of Nursing, Unit
Managers, Gl Nurses, MDS Nurses, or Staff

plan of care and if the plan of care could not be
followed and an alternative was not within their
scope of practice the physician must be notified.

Posttests were developed on 03/23/15 for
Licensed Nurses, Medication Technicians, and
Certified Nurse Aides {o demonstrate retained
knowledge of the re-aducation. Approximately 90

75 percent of the Medication Aides and Certified
Nurse Aides have compieted the in-service
education and posttest. These staff indicated
understanding and stated all questions were

Beginning 03/24/15 and ongoing, all licensed staff

Facilitator regarding the requirement to follow the

parcent of the licansed nurses and approximately
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answered at the and of the education sesslons.

No Licensed Nurse, Medication Technician, or
CNA will work after 03/23/15 without having
completed this re-education.

No Licensed Nurse, Medication Aide, or CNA will
provide patient care after 03/24/15 without having
compteted both the re-sducation and posttest.

Beginning 03/21/15 and ongoing, all CNAs were
re-educated with following the plan of care and if
they were unable to follow the plan of care they
must report it to the Charge Nurse.

No CNAs will work after 03/23/15 without having
received this re-aducation. All nawly employed
direct care staff will receive this education pricr to
working on a unit. Direct care staff on lsave of
absence or vacation will complete this
re-education prior to working.

4) Beginning 03/23/15, the Diractor of Nursing, Qi
Nursas, Unit Managers, Staff Facilitator,
Weekend House Supervisor, or RN Facility
Consultant will conduct walking rounds to review
with facility licensed nurse staff residents’
conditions daily. These rounds will also include
an investigation to determine if licensed staff are
notifying the physician of significant changes in
condition and completing ongoing avaluation as
needad. This process will also include
observation and discussion with Licensed Nurses
and Certified Nurse Aides to determine if plans of
care, Including revisions, are belng fallowed.

The rounds will also consist of discussian with
CNAs to determine if they have noted any
changes in the residents throughout thalr shift
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and review of the STOP and WATCH (the taol
included in the INTERACT program for CNAs to
alert changes in resident condition in the
electronic medical record).

This will continue daily until abatement of
Immediate Jeopardy then four {4) imes per week
for four (4) weeks thereafier.

Baginning 03/23/15, the Director of Nursing, Ql
Nurses, Staff Facilitator, Unit Managers,
Waeekend House Supervisor, or RN Facility
Consultant will raview all Nurse's Notes daily to
determine If any significant change In condition
has oecurred without physician notification or any
significant change in condition has occurred
without avaluation. This will occur daily until
abatemant of the Immediate Jeopardy and then
four {4) times per week for four (4) weeks,

The Clinlcal Interdisciplinary Team (1DT) which
includes the Director of Nursing, Unit Managers,
QI Nursas, Staff Facilitator, MDS Nurses,
Weekend House Supervisor, RN Facility
Consultant, or Traatment Nurse, will continue to
foliow the established process of reviewing lhe
Nurse's Notes, Shift Reports, and Physician's
Orders during the Clinical IDT meeting Monday
through Friday. The Weekend House Supervisor
raviews the documents Saturday and Sunday and
raports to the Director of Nursing and
Administrator at least dally. Tha Weaekend House
Supervisor and MDS Nurses will revise care
plans through the established process.

5) On 03/20/15, an ad hoc Quality Improvemnent
Committes was convened to review the facility's
investigation and concerns. An Allegation of
Compliance was developed and reviewed with

F157
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attendance was the Administrator, RN Facility
Consuitant, Unit Managers, QI Nurses, MDS
Nurses, Saclal Services Director, Kitchen
Manager, Staff Facllitator, Admissions Director,
and Activity Director. No further
recommendations ware made.

The Administrator, Direclor of Nursing, QI
Nurses, or RN Facility consultant will review the
audits dally until abatement of Immedlate
Jeopardy. Thereafter, the results of these audits
will be reviewed with the Quality Improvemant
Commitlea weekly and anytime a concern is
identified until substantiai compliance has baen
achieved; then per the schedule established by
the Executive Q1 Commitlea. Thereafter,
Mambers of the QI Committee will consist of at a

Qi Nurses, MDS Nurses, and Staff Facilitator.
The Executive Qf Committee consists of the
Administrator, Director of Nursing Services, Unit
Managers, QI Nursas, RN MDS Coordinator,
Staff Faciltator, Treatment Nurse, Social
Services Director, Soclal Services Assistant,
Director of Activities, Director of Admissions,
Dietary Services Directar, Maintenanca Director,
Direclor of Environment and Safety, and Medical
Director.

***The State Survey Agency validated the
Immediate Jeopardy was removed as follows:

1) Review of the closed record for Resident #1
revealed the resident was transferred to the
hospital on 03/0B/15.

2) Observations of Residents #11, #12, #13, and
#14 on 03/25/15-03/26/15 revealed no concems

tha Associate Medical Director who approved. In

minimum, the Director of Nursing, Unit Managers,
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with changes of condition or following the plan of
care,

Review of Rasidant #11's medical record
(identified by the facility as Resident A) revealed
the facllity assessed the resident ta have weeping
edama to the lower exiremities on 03/21/15. The
residant's physician was notified of the change in
tha residant's condition on 03/21/15 &t 7:39 PM,
and orders were received for Kefiex {antibiotic)
500 mg for cellulitis to the lower extremities.
Review of tha plan of care revealed no concems,

Review of the medical record for Resident #12
{identified by the facllity as Resident B) revealed
the facility assessed the resident to hava a
change in condition on 03/22/15 &t 8:06 PM. The
resident had pitting edema to the lower
gxtramities. The resident's physician was notified
and orders raceived for a venous siudy. Review
of the plan of care revealed no concerns,

Raview of the medical records for Residants #13
and #14 revealed the residents were assessed
for a change of condition on 03/21/15 with no
changes of condition identified. Review of the
plans of care for these residents revealed no
CONCErs.

3) Interview with the Staff Facilitator on 03/26/15
at 1:55 PM revaaled the Staff Facilitator had been
trained by the Nurse Consultant on the Interact
Pragram related to follow-up
evaluations/assessments of residents using the
SBAR toal. The Nurse Consultant had also
trained the Staff Facilitator on assessing changes
of condition, physician notification, and following
residents' plans of care. According to the Staff
Fadilitator, she then began training all nursing
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staff.

tnterviews with CNAs #3, #4, #5, #6, #7, and #8
on 03/26/15 at 10:52 AM, 11:11 AM, 11:34 AM,
11:50 AM, 2:05 PM, and 2:20 PM respectfully,
ravealed the CNAs had been Irained regarding
notifying the nurse of a change of condition, using
the Stop and Watch program, the resident
assassment for change of condition, and
following the plan of care.

Interviews on D3/26/15 with LPN #2 at 11:00 AM,
LPN #3 at 10:55 AM, LPN #4 at 1:00 PM, RN #1
at 12:50 PM, the Treatment Nurse at 11:30 AM,
the Wast Wing Unit Manager at 1:15 PM, and the
Sacond Floor Unit Manager at 1:30 PM revealed
they had besn tralned regarding changes of
condition, assessing/monitoring residents after a
change of candition, notification of the physician,
using the SBAR form, and foliowing the resident's
carg plan.

Review of the INTERACT training documentation
revealed the training was given on 03/20/15, the
Staff Facilitator had been educated by the Nurse
Consultant and the Staff Facilitator conducted
training for nursing staff with no concerns
idenlified. The documentation revealed the
facllity was monitoring staff that had been trained
to ensura they were following the process.
Review of posttests revesled staff had been given
posttests and the results were reviewed by the
facility.

4) Interviews on 03/26/15 with the Nurse
Consultant at 3:15 PM, the DON at 2:45 PM, the
MDS Nurse at 2:15 PM, the Ql Nurse al 2:25 PM,
and the West Wing Unit Manager at 1:15 PM
revealed walking rounds were being conducted
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residents’ condition with nurses and CNAs; and
ensure care plans were being followed. They
ware also monitoring to ensure physicians were
notified if nesded and to ensure that nurses
gonducted follow-up evaluations if needed.

Review of the facility's documentation of "walking
rounds” conducted from 03/22/15 through
03/28/15 ravealed walking rounds were being
complated and were ongoing on 03/26/15 with no
concerns identified.

5) Intarviews on 03/26/15 at 3:30 PM with the
Administrator, the Nurse Consuitant at 3:15 PM,
the DON at 2:45 PM, and the QI Nursa at 2:25
FM revealed tha facility's Quality Assurance
Committee was meeting daily ta review daily
audits for concerns with assessments, physician
notification of change of conditlon, and following
the residents’ plans of care.

Raview of the Quality Assurance Committee
minutes conducted on 03/21/15 through 03/26/15
revealed the facliity had identified no concerns.

F 282 | 483.20(k)(3){il) SERVICES BY QUALIFIED

g5=J | PERSONS/PER CARE PLAN

The services pravided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT is not mel as evidenced
by:

F 282|Criteria |
Resident # 1 did not return to the

facility.

Criteria 2

On 03/21-22/20135, the Director of
Nursing, Unit Managers, MDS
Nurses, Quality Improvement (QI)
Nurses, Staff Facilitator and
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residents for change in condition; staff to discuss [This Section Blank]
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Based on intarview, record review, and a review
of the facility's pelicy it was determined the facllity
failed to follow the plan of care and notify the
resident's physician of an ineffective breathing
pattsrn for one (1) of faurteen (14) sampled
residents {Resident #1), Review of the
Comprehensive Care Plan for Rasidant #1
revealed the facility identified a care need of
potantial for, or actual ineffactive breathing
pattern ralated to the resident's history of
breathing problems. According to the plan of
care, interventions included to notify the
resident's physiclan of signs and symptoms of an
ineffective breathing pattem.

Resident #1 experienced a change in condition
on 03/08/15 between 8:30 AM and 9:30 AM.
Hefshe complained of shortness of breath, pain,
and chest congestion. The facility assessed the
resident to be slightly pale and short of air with
oxygen saturation levels that ranged from 87 to
92% (naormal range 95-100%), with oxygen being
administered at four (4) liters per minuta. The
rasident's physician was contacted and orders
waere raceived for Cipro {antibiotic) and Albuteral
nebulizer treatment {breathing treatmant). Staff
interviaws revealed the resident's condition did
nat Improve, On D3/08/15 at 4:15 PM, the family
visited Resident #1 and found the rasident with
labored breathing and hefshe was lsthargic; the
nurse was natified of the resident's condition.
Howavar, the nursae failed to monitor the
resident's respiratory status after being notified by
the family that the resident was In respiratory
distress, as per the plan of care required.

Tha family contacied the Nurse Practitioner and
orders were received to transfer the resident to
the hospital. The nurse falled to assess the

reviewed all current residents’ plans

of care to determine all interventions
were being followed. Revisions were
made to care plans as needed.

Crileria 3

On 03/20/2015, the RN Facility
Consultant re-educated the Staff
Facilitator regarding the requirement
to follow the plan of care. The
education further included, if the
plan of care cannot be followed and
an alternative is not within their
scope of practice, the physician must
be notified.

On 3/20-21/2015, the Staff
Facilitator re-educated Director of
Nursing, Unit Managers, MDS
Nurses, Quality Improvement (QI)
Nurses, and Weekend House
Supervisor on the requirement to
follow the plan of care, The
education further included, if the
plan of care cannot be followed and
an alternative is not within their
scope of practice, the physician must
be notified.

Beginning 3/21/2015, all licensed
nurse staff were re-educated by the

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (®2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IOENTIFIGATION NUMBER: A BUILDING COMPLETED
185152 B WING 03/26/2016
NAME OF PROVIDER OR BUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
SOMERWOODS NURSING 8 REHABILITATION CENTER 555 BOURNE AVENUE
SOMERSET, KY 42501
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [s] PROVIDER'S PLAN OF CORRECTION 4]
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FLLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE SOMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Weekend House Supervisor
F 282 | Continued From page 20 F 282 P

FORM CMS-2587(02-08) Provious Versians Obsolele Evant i 1JG111

Facitity 10: 180489 I contiruation sheel Page 210of 77




PRINTED: 05/27/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ, 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE GONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BikoiG GOMPLETED
c
185162 R WING 03/24/2015
NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
SOMERWOODS NURSING & REHABILITATION CENTER 558 BOURNE AVENUE
SOMERSET, KY 42501
X4 D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION puay
PREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETIGH
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
F 282 | Continued From page 21 F 202| Weekend House Supervisor

resident for worsening condition and notify the
resident's physician of the resident's condition,
per the plan of care. The resident was
transferred to the local hospital. Resident #1
required intubation shortly after arrival to the
hespital and later sustained a myocardial
infarction (heart attack). The resident was
admitted to the hospital and passed away at 5:00
AM on 03/02/15 (reference F157 and F282).

The facllity's fallure to ensure each resident's plan
of care was implamented was likely lo cause
serious Injury, hamm, impairment, or death of a
resident. Immediate Jeopardy was detarmined to
exist on 03/08/15 at 42 CFR 483.10 Residant
Rights (F157 - "J'}, 42 CFR 483.20 Resident
Assessment (F282 - "J"), and 42 CFR 483.25
Quality of Care (F309 - "J"), and 42 CFR 483.75
Administration (F514 - "K"}). The facility was
notified of the Immediate Jeopardy on 03/20/15.

An acceptable Allegation of Compliance was
recaived on 03/24/15, which allaged removal of
the Immediate Jeopardy on 03/25/15. A parlial
extanded survey was conducted on 03/25-26/15.
The State Survey Agency delermined the
Immediate Jeopardy was removed on 03/25/15,
which lowered the Scopa and Saverity to "D" at
42 CFR 483.10 Resident Rights {F157), 42 CFR
4B83.20 Resldant Assessment (F282), and 42
CFR 483,25 Quality of Care (F309); and 42 CFR
483.75 Administration (F514) was lowered to an
“g* while the facility menitors the effectiveness of
systemic changes and quality assurance
activities.

The findings include:

Interview canducted with the Director of Nursing

reviewed all current residents’ plans
of care to determine all interventions
were being followed. Revisions were
made to care plans as needed.

Criteria 3

On 03/20/2015, the RN Facility
Consultant re-educated the Staff
Facilitator regarding the requirement
to follow the plan of care. The
education further included, if the
plan of care cannot be foilowed and
an alternative is not within their
scope of practice, the physician must
be notified.

On 3/20-21/2015, the Staff
FFacilitator re-educated Director of
Nursing, Unit Managers, MDS
Nurses, Quality Improvement (QI)
urses, and Weekend House
upervisor on the requirement to
ollow the plan of care. The
ducation further included, if the
lan of care cannot be followed and
n alternative is not within their
cope of practice, the physician must
¢ notified.

Beginning 3/21/2015, all licensed

nurse staff were re-educated by the
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on 03/20/15 at 5:15 PM revealed the facility did
not hava a spacific policy regarding fallowing or
implementing a resident's plan of care but utilized
the Interact Care Path Algorithm Program for
interventions of monitoring residents who had a
change of condition. Review of the Interact Care
Path Algorithm for Shortness of Breath dated
2011 revealed for symptoms of difficult or labored
breathing that were out of proportion to the
resident's level or activity, or a new complalnt of
shortnass of braath, vita! signs were to be
obtained which should include the resident's
oxygen saturation. 1f abnormal, new or
worsening chest pain required notificalion af the
Physician and manitoring the resident's vital signs
every four to sight (4-8) hours. Staff was also to
monitor the resident for a worsening condition,

Record review revealed the facllity admitted
Rasident #1 on 01/27/15 from the hospital with
diagnoses that included Chronlc Obstructive
Pulmonary Disease (COPDY}, History of
Pneumaonia, Chronic Pulmonary Heart Disease,
Hypertension, and Obesity Hypaventiiation
Syndrome. Review of the Comprehensive
Admission Minimum Data Set (MDS) assessmant
dated 02/03/15, revaaled the facility assessed the
resident to be cognitively intact with a Brief
Interview for Mental Status (BIMS) score of "14",
The resident was assessed to be independent
with eating and required setup help oniy.
According to the assessment, the rasident only
had shortnass of breath with exertion (walking,
bathing, and transferring). According to the Care
Area Assessment Summary (CAAS), the
rasident was alert, ariented to person, place, and
time, and able to make needs and wants known
to staff.

Managers, QI Nurses, Staff
Facilitator, MDS Nurses, Weekend
House Supervisor, RN Facility
Consultant or Treatment Nurse) will
continue to follow the established
process of reviewing nurses notes,
shift reports, and physician orders
during the Clinical IDT meeting
Monday — Friday. The Weekend
House Supervisor reviews these
documents Saturday & Sunday and
reports to the Director of Nursing or
Administrator. The Weekend House
Supervisor and MDS Nurses will
revise care plans through the
established process.

F 282

Beginning 03/23/2015, The Director
of Nursing, QI Nurses, Unit
Managers or Weekend House
Supervisor will audit care plan
changes identified during the
Clinical IDT Meeting weekly for
four (4) weeks to determine the care
lan was revised and licensed
urses, medication aides and/or
ertified Nurse Aides are following
the plan of care. Any issues will be
cporied to the Director of Nursing
or correction and further dircction.
esults of the audit will be reported
o the QI Committee weekly for four
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Review of tha Comprehensive Care Plan for
Resident #1 dated 02/05/15, revealed the facility
identified & care nead of potential for or actual
ineffective breathing pattern related to diagnoses
of Congestive Heart Fallure, Chronic Cbstructive
Pulmenary Dizease, Pulmonary Hypertension,
and Sleep Apnea. Inlerventions included
monitoring for Ineffective breathing pattern,
shortness of breath, wheezing, crackles, cough,
elevated temperature, activity inlolerance,
increased confusion, and pleuritic chest pain.
According to the plan of care, interventions
included to notify the resident's physician of signs
and symptoms of an ineffective breathing pattern.

Review of Resident #1's Nurse's Notes dated
03/08/15 at 10:14 AM, revesled at an earlier time
{exact time unknown) the resident was assessed
to be slightly pale and have shortness of air with
oxygen saturation levels that ranged from 87 to
92%, with oxygen being administered at four (4)
liters per minute (normal range 85-100%). The
resident was assessed to have chest pain and
chest congestion in the upper lobes and
diminished lung sounds in the bases, The
physlician was contacted. Further review
revealed new Physician's Orders wera noted for
Clpro 250 mg {milligrams) twice a day and an
Albutaral nebullzer treatment every four (4) hours,
as needed for chast congestion and shortness of
air,

Further review of the clinical record revealed &
Nurse's Note dated 03/08/15 at 4:52 PM, which
stated the resident's family was in the facility and
reported to the nurse that the resident had
labored respirations, The family member
guestioned the type of treatment the resident was
recelving and called the Advanced Praclice
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schedule established by the
Executive Qf Committee.

Beginning 03/23/2015,
Administrative Nurses will conduct
walking rounds to review with
facility licensed nurse staff,
residents’ conditions 4 times per
week for four (4) weeks and then per
schedule established by the
Executive QI Committee. These
rounds will also include
investigation to determine licensed
staff are notifying physicians of
significant changes in condition, and
completing evaluations as needed,
and include observation and
discussion with Licensed Nurses and
Certified Nurse Aides to determine
plans of care, including revisions are
being followed. Results of these
rounds will be submitted to the PoC
QI Committee weekly for four (4)
weeks and then per the schedule
cstablished by the Executive QI
Committee.

Criteria 5 ;:4/08/15
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SUMMARY STATEMENT OF DEFICIENCIES

Registered Nurse (APRN). The APRN called the
facility and requested to have the resident
transferred to the Emergency Room. Further
review of the clinical racord revealed no
documented evidence the nurse conducted a
follow-up assessment of the resident's condition
after 11:07 AM on Q%/08/15. Therse was no
documented evidance that the nurse monitorad
the resldent's condition for improvement or
dacline or notifled the physician after the family
informed the nurse that Resident #1 was having
difficulty breathing, as required per the resident's
plan of cara.

Review of the Hospital Record for Resident #1
revealed upon arrival to the Emergency Room on
03/08/15 at 5:10 PM, the residant had shallow,
rapid, and difficult respirations at a rate of 26
raspirations per minute and his/her oxygen
saturation was 82% (normal 95-100%}; the
resident's temperature was noted to be 103
degrees Fahrenheit, reclally. Further review of
the record revealed the resident required
intubation and sustained a myocardial infarction
(heart attack). Resident #1 was admitted to the
hospital and passed away at 5:.00 AM on
03/09/15.

Interview conductad on 03/19/15 at 1.26 PM and
on 03/20/15 at 11:20 AM, with Cerlified Nurse
Aide (CNA) #1 revealed she was in the dining
room at the noon meal on 03/08/15 at
approximately 12:30 PM to 1:30 PM. According
to the CNA, Resident #1 was not hisfher usual
solf. The CNA said Resident #1 was not as alert
and was slow to respond verbally. The CNA said
physically the resident was unable lo hold a cup
or utensils and could not feed himselffherseif.
The resident was not able to hold his/her juice
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glass and spilled the juice. CNA#1 staled the
resident was provided another cup of juice by
Licensed Practical Nurse (LPN) #1 which the
residant also spilled. Further interview with the
CNA revealed during this time, the resident was
administered medications by LPN #1. However,
LPN #1 had to assist the resident to take his/her
medications. According to CNA #1, she reported
her concerns regarding Resident #1's change of
condition to LPN #1; howsver, CNA #1 stated
LPN #1 "blew her off* and ignored her concerns.

Interview with LPN #1 on 03/18/15 &t 2:60 PM
revealed she was assigned to care for Resident
#1 on 03/08/15. During the 8:00 AM medication
pass, LPN #1 said Resident #1 reporiad having
trouble breathing and told the nurse he/she "may
be gelting bronchitis." Further Interview with the
LPN revaaled Resident #1 had problems holding
a cup at breakfast and did not eat anything for
breakfast. According to LPN #1, she assassed
Resident #1 and obtained vital signs during this
time. LPN #1 staled she contacted the On-Call
Physician for Resident #1 and informed the
physician of Resident #1's condition. The
physician gave orders for an antibiotic and a
nebulizer treatment. Further Interview revealed
LPN #1 assisted the resident to bed at some
point in the day after lunch (exact time unknown}
and administerad 2:00 PM medications to the
resident batwsen 1:00 PM and 3:00 PM. The
LPN statad she did not notica any additional
concems or changes In the resident's condition
when she administered the 2:00 PM madication.
At approximately 4:20 PM on 03/08/15, tha LPN
sald she was approached by a family member of
Resident #1 and the family member asked about
the condition of Resident #1 and reported to her
that they though the resident had “pneumaonia.”

F 282
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According to LPN #1, she reported to the family
member what she {old the physician earlier in the
day and that the resident recelved medications
garlier in the day. The LPN said the family
mamber did not agree with the resident's
assessment and treatment and thought Resident
#1 had pneumonia.

Furiher interview with the LPN revealed she did
not assess the resident's condition after the
farnily member talked with her nor did sha obtain
vital signs on Resident #1, which she should have
been doing, per the care plan. According to LPN
#1, sha only saw the resident when the
paramedics were transporting the resident on a
stratcher from the facitity. According to LPN #1,
care plan interventions of monitoring the resident
were dana when making rounds to pass
medications, and to ensure the plan of care was
being followad. LPN #1 siated she was not
aware of any changes with Resident #1 and the
resident was nat in any distress when she put the
resident to bad after lunch and when she
administered the 2:00 PM medications,

An interview conducted with Family Member (FM)
#1 on 03/18/15 at 3:30 PM, revealed the FM
arrived at the facility on 03/08/15 at approximately
4:15 PM and found Resident #1 having labored
"gurgling” respirations, and the resident was
lethargic and mumbling. According to FM #1, she
went immediately to the nurses' station to check
on the condition of Resident #1. The family
member spoke with LPN #1 and was informed by
the LPN that Resident #1 had an upper
respiratory infection and had received Cipro
(antibictic medication). FM #1 slated she
contacted the APRN who worked with the
rasident's physician and informed the APRN of
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the resident's condition. According to FM #1,
facllity nursing staff did not assass Resident #1's
condition while the family member was at the
facility. ¥M #1 stated that Resident #1 was
transported to the hospita! via ambulance and
was diagnosed with pneumenia. The rasident
had a fever, required intubation, and passed
away at the hospital at 5:00 AM on 03/09/15.

Interview with the Director of Nursing (DON) was
conducted on 03/20/15 at 5:15 PM. The DON
staled when a regident’s care plan Intervention
Included monitoring of symptoms the Sltuation,
Background, Assessment, Request {SBAR)
farmat was utilized to note an initial change of
condition. The facility's acute charting
{documentation of the resident's condition once
per shift) was then utilized to dosument the
monitaring of the resident. Further interview
revealed when a rasident experienced a change
in condition, the nurse was required to assess the
resident as soon as possible, notify the physician,
and document findings. According to tha DON,
LPN #1 dig not follow the resident's plan of care
and assess Resident #1 after CNA #1 and FM #1
reporled changes in the resident's condition on
03/08/15. According to the DON, she had been
informed Resident #1 was transferred on
03/08/15, but sha was not aware Resident #1 was
not assessed by the nurse after the family
reported concems with Resident #1's condition on
03/08/15.

Interview conducted with the Administrator on
03/20/15 at 6:00 PM, revealed he was not aware
LPN #1 had not assessed Resident #1 after
concerns wera reperted by the resident's family
on 03/08/15. According to the Administrator, if 8
resident had a change of condition and was care
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planned with interventions for monitoring of the
condition, the nurse was required o assess the
resident, contact the physician, and document
findings/natification in the madical record,
Further intarview with the Administrator revealed
LPN #1 should have assessed/maniiored
Raesidant #1 when the family reported their
concems with the resident on 03/08/15.

Compliance (AQC) on 03/24/15. The facility
implamented the following actions to remove the
Immediate Jeopardy:

1) On 03/08/15, Resident #1 was sent to the
hospital and treated in the Emergancy Room for
preumonia, sepsis, and ST segment elevation

away at the hospital on 03/09/15.

2) On 03/21/15-03/22/15, the Director of Nursing,
Unit Managers, MDS Nurses, Quality
Improvement (Q¥) Nurses, Staff Facilitator, and
Weekend House Suparvisar conducted

notification which had not been addressed. Two
{2) issues were identified.

{A)--A dialysis patient (identified by the facility as
Resident A} refused dialysis snd later had
weeping from the lower extremities. A nursing
intervention was implemented, the rasident's
physician was notified of the change, physician
ordars were recsived, and the resident’s

validated implementation af the new orders and

*The facility provided an acceptable Allegation of

myacardial infarction (STEMI) (heart attack). The
rasident had a stent placed. Resident #1 passed

evaluations of all current residents to determing if
thers were any medical needs requiring physician

responsible party was notified. The Unit Manager
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continued monitoring of the resident.

(B)—Rasident B (identified by the facility as
Residant B), who has a diagnosis of Congestive
Hearl Failure, was identified to have 1+ to 2+
edema to both lower extremities. The Physician
was made aware and ordered diagnostic tesling,
the resident's responsible party was notified of
the resident's condition, and the procedure was
ordered. The Unit Manager validated the
implementation of the new arders and monitoring
of the patient

On 03/21/45-03/22/15, the Director of Nursing,
Unit Managers, MDS Nurses, Quality
tmprovement (Ql) Nurses, Staff Facilitator, and
Weekend House Supervisor reviewed all current
residents' plans of care to detarmine that all
interventions were being followed. Minor

revisions were made to the care plans as needed.

One care plan was significantly changed related
to a patient's condition of Congestive Heart
Failure {intarventions wers in place). No change
io the plans of care required notification to a
Physician.

3) The INTERACT program s an evidence based
"Plan, Do, Check, Act" process developed
through funding from the Centers for Medicare
and Medicald Services (CMS) to prevent
unnecassary acute care transfers and includes a
binder of care paths, which are algorithms used
for directing nurses through evaluating residents,
providing care, and notifying the physician for
cartain common symptoms. it includes the SBAR
{Situation, Background, Analysis, and Request)
too! for nurses lo complete and effectively
communicate a resident's condition or change of
condition with the Physician.
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On 03/20/15, the RN (Registerad Nurse) Nurse
Consultant re-educated the Staff Facllitator
regarding cenducting an evaluation based on the
resident's condition to include the INTERACT
program, follow-up evaluations, as wall as
physician notification; and, for a significant
changa in condition, referring to the INTERACT
program, but not to supersede nursing judgment.

On 03/20/15-03/21/15, the Staff Facilltator
re-educated Ihe Director of Nursing, Unit
Managers, MDS Nurses, QI Nurses, and
Waskend House Suparvisor and began
re-education of Nurses, Mediication Technicians,
and Cartified Nursa Aides an conducting an
avaluation based on the resident's condition to
include the INTERACT program, {oliow-up
evaluation, as well as physician notification; and
for a significant change in conditlon, refering to
the INTERACT program, bul not to supersede
nursing judgment.

On 03/21/15-03/22/15, Unit Managers, MDS
Nurses, Ql Nurses, Weekend Houss Supervisor,
and Staff Facilitator continued with re-education
with all Nurses, Madication Technicians, and
Gertified Nurse Aides relatad to conducting an
avaluation based on resident condition to include
the INTERACT program, fallow-up evaluations,
as well as physician notification for a significant
change in condition, referring {o the INTERACT
program, but not to supersade nursing judgment.

On 0320115, the RN Facility Consuitant
re-aducated the Staff Facllitator regarding the
requirement to follow the plan of care; education
further included if the plan of care could not be
followed and an allernative was not within thelr
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scope of practice the physician must be notified.

On 3/20/15-03/21/15, the Staff Facilitator
re-educated the Director of Nursing, Unit
Managers, MDS Nurses, QI Nurses, and
Weekand House Supervisor on the requirement
to follow the plan of care; education further
included if tha plan of care could not be followed
and an altemative was not within their scope of
practice the physiclan must be notified.

Beginning 03/21/15 and ongoing, all licensed staff
was re-educated by the Director of Nursing, Unit
Managers, QI Nurses, MDS Nurses, or Staff
Facilitator regarding the requirement to follow the
plan of care and if the plan of care could not be
followed and an altsrative was not within their
scope of practice the physician must be notified.

Postiests wara developed on 03/23/15 for
Licansed Nursas, Medication Technicians, and
Cerified Nurse Aldes to demonstrate retained
knowledge of the re-education. Approximately 80
percant of the licensed nurses and approximately
75 percent of the Medication Aldes and Certified
Nurse Aides have completed the in-servica
education and posttest. These staff indicated
understanding and stated all questions were
answered at the and of the education sassions.

No Licensed Nursa, Medication Technician, or
CNA will work after 03/23/15 without having
completed this re-education.

No Licensed Nurse, Medication Aide, or CNA will
provide patient care after 03/24/15 without having
completed both the re-sducation and posttest.

Beginning 03/21/15 and ongoing, all CNAs were
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re-educatad with following the plan of care and if
they ware unable to follow the plan of care they
must report il to the Charge Nurse.

No CNAs will work after 03/23/15 without having
raceived this re-aducation. All newly employed
direct cara staff will receive this education prior to
working on a unit. Direct care staff on leave of
absence or vacation will complele this
re-education prior to working.

4) Baginning 03/23/15, the Director of Mursing, Q1
Nurses, Unit Managers, Staff Facilitator,
Waakend House Supervisor, or RN Facllity
Consultant will conduct walking rounds to raview
with facility licensed nurse staff residents'
canditions dally. Thase rounds will also includa
an investigation to detarmina if licansed staff are
notifying the physician of significant changes in
condition and complating ongaing evaluation as
needed. This procass will alse Include
obsarvation and discussion with Licensed Nurses
and Certified Nurse Aides to determine if plans of
care, including revisions, are belng followed.

The rounds will also consist of discussion with
CNAs to determine if they have noled any
changes in the residents throughout their shift
and review of the STOP and WATCH (the tool
included in the INTERACT program for CNAs to
alert changes In resident condition in the
electronic medical record},

This will continue daily until abatement of
Immediate Jeopardy then four (4) times per week
for four (4) weeks thereaftar.

Beginning 03/23/15, the Diractor of Nursing, Ql
Nurses, Staff Facilitator, Unit Managers,
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Weekend House Supervisor, or RN Facility
Consultant will review all Nurse's Notes daily to
determine if any significant change in condition
has occurred without physician notification or any
significant changa In condition has occurred
without evaluation. This will accur daily until
abatemeant of the Immediate Jeopardy and then
four (4) imas per week for four (4) weeks.

The Clinical interdisciplinary Team (IDT) which
includes the Director of Nursing, Unit Managers,
QI Nurses, Staff Facllitator, MDS Nurses,
Waekend Housa Supervisor, RN Facility
Consultant, or Treatment Nurse, will continue to
fallow the established process of reviewing the
Murse's Notes, Shift Reports, and Physician's
Orders during the Clinical IDT meeting Manday
through Friday. The Weekend House Supervisor
reviews the documents Saturday and Sunday and
reports to the Director of Nursing and
Administrator at least dally. The Weekend House
Supervisor and MDS Nurses will revise care
plans through the established process.

5) On 03/20/15, an ad hoc Quality Improvement
Committee was convened 1o review the facility's
investigation and concerns. An Allegation of
Compliance was developed and reviewed with
the Associate Medical Director who approved. In
attendance was the Administrator, RN Facility
Cansultant, Unit Managers, QI Nurses, MDS
Nurses, Social Servicas Director, Kitchen
tanager, Staff Facilitator, Admissions Director,
and Activity Directar, No further
recommendations ware made.

The Administrator, Director of Nursing, QI
Nurses, or RN Facllity consuttant will review the
audits daily until abatement of Immediate
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Jeopardy. Thereafter, the rasults of these audits
will be raviewed with the Quality Improvement
Committee weekly and anytime a concem is
identified until substantial compliance has been
achieved:; then per the schedule established by
the Executive @l Commitise. Theraafter,
Members of tha QI Committes will consist of at a

QI Nurses, MDS Nurses, and Staff Facililator,
The Executive QI Committes consists of the
Administrator, Director of Nursing Services, Unit
Managers, Qi Nurses, RN MDS Coordinator,
Staff Facilitator, Treatment Nurse, Soclal
Sarvices Diractor, Sacial Services Assistant,
Director of Activities, Director of Admissions,
Distary Services Director, Maintenance Director,
Director of Environment and Safety, and Medical
Director.

**Thg Stata Survey Agency validated the
Immediate Jeopardy was removed as follows:

1) Review of the closed record for Resident #
ravealed the resident was transferred to the
hospital on 03/08/15

2) Observations of Residents #11, #12, #13, and
#14 on 03/25115-03/28/15 revealed no concerns
wilh changes of condition or following the plan of
care,

Review of Resident #11's medical racord
(identified by the facility as Resident A) revealed

resident's physician was notified of the change in
the resident's condition on 03/21/15 at 7:38 PM,
and orders were received for Keflex (antibiotic)
500 mg for celiulitis to the lower extremitias.

minimum, the Director of Nursing, Unit Managars,

the facility assessed the resident to have weaping
gdema {o the lower extremities on 03/2115. The
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Raview of the plan of care revealed no concerns,

Review of the medical record for Resident #12
{identified by the facility as Resident B) revealed
the facility assessed the rasident to have a
changa in condition on 03/22/15 at 9:.06 PM. The
resident had pitting edema to the lowsr
exiremities. The resident's physician was notified
and ordars received for a venous study. Review
of the plan of care ravealed no concems.

Review of the medical records for Residents #13
and #14 revealed the residents were assessed
for a change of condition on 03/21/15 with no
changes of condition identified. Review of the
plans of care for these residents ravealed no
concems,

3) Interview with the Staff Facilitator on 03/26/15
at 1:55 PM revealed the Staff Facilitalor had been
trained by the Nurse Consultant on the Interact
Program related to follow-up
evalualions/assessments of residents using the
SBAR tool. The Nurse Consultant had also
trained the Staff Facilitator on assessing changes
of conditian, physician notification, and following
residents’ plans of care. According lo the Staff
Facllitator, she then began training all nursing
staff.

Intarviews with CNAs #3, #4, #5, #6, #7, and #8
an 03/28/45 at 410:52 AM, 11:11 AM, 11:34 AM,
11:50 AM, 2:05 PM, and 2:20 PM respectfully,
revealed the CNAs had been trained regarding
notifying the nurse of a change of condition, using
the Stop and Watch program, the resident
assessment for change of condition, and
following the plan of care.
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Intarviews on 03/26/15 with LPN #2 at 11:00 AM,
LPN #3 at 10:55 AM, LPN #4 at 1:00 PM, RN #1
at 12:50 PM, the Treatment Nurse at 11:30 AM,
tha Wast Wing Unit Manager at 1:15 PM, and the
Second Floor Unit Manager at 1:30 PM revealed
they had been trained regarding changes of
condition, assessing/monitoring residents after a
change of condition, notification of the physician,
using the SBAR form, and following the resident's
care plan.

Review of the INTERACT training documentation
revealed the training was given on 03/20/15, the
Staff Facllitator had besn educated by the Nurse
Cansultant and tha Staff Facilitator conducted
training for nursing staff with no concems
identified. The documentation revealed the
facility was monitoring staff that had been trained
to ensure they were following the process.
Review of posttesls revealed staff had been given
posttests and the results were raviewed by the
facility.

4) Interviews on 03/26/15 with the Nurse
Consultant at 3:15 PM, the DON at 2:45 PM, the
MDS Nurse at 2:15 PM, the QI Nurse at 2:25 PM,
and the West Wing Unit Manager at 1:15 PM
revealed walking rounds were being conducted
twice daily. These rounds Included review of
Nurse's Notes for SBAR assessments; monitor
residents for change in condition; staff to discuss
residents' condition with nurses and CNAs; and
ensure care plans were being followed. They
wera also monitoring to ensura physicians were
notified if needed and to ensure that nurses
cenducted follow-up evaluations If needed.

Review of the facility's documentation of “walking
rounds” conducted from 03/22/15 through
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03/26/15 reveated walking rounds were being
completad and were ongoing on 03/26/15 with no
concems identified.

5) Interviews on 03/26/15 at 3:30 PM with the
Administrator, the Nurse Consultant at 3:15 PM,
the DON at 2:45 PM, and the Q1 Nurse at 2:25
PM ravealed the facility’s Quality Assurance
Committes was masting daily to review daily
audits for concerns with assessments, physician
notification of change of condition, and following
the residents' plans of care.

Review of the Quality Assurance Committee

minutes conducted on 03/21/15 through 03/26/15
revaaled the facility had identified no cancerns. .
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 30g|Criteria 1
g5=J | HIGHEST WELL BEING

Resident # 1 did not return to the
Each resident must receive and the facility must

provide the necessary care and services to attain faclhty'

or maintain the highest practicable physical, Lo,

mental, and psychosocial well-being, in Criteria 2

accordance with the comprehensive assessment On 03/21-22/2015 the Director of
Ll Nursing, Unit Managers, MDS

Nurses, Quality Improvement (QI)
Nurses, Staff Facilitator and
Weekend House Supervisor

This REQUIREMENT is not met as evidenced conducted ev aluations of all current

by: . T

Based an interview, recard review, hospital residents to determine lf t_here were
records, Emergency Medical Services Run Sheet, any medical needs requiring

and a review of tha facility's policies it was physician notification which had not

determined the facllity falled to ensure one {1) of . . .
fourteen (14) sampled residents (Resident #1) been addressed. Identified issues

received nacessary care and services and was were immediately corrected.
monitored and reassessed by nursing staff after
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the resident experlenced a change in condition.
On 03/08/15 between B:30 AM and 9:30 AM,
Resident #1 complained of shoriness of breath,
pain, and chest congestion. The resident was
assessed to be slightly pale and short of air with
oxygen saturation that ranged from 87 to 92%
(normal range is 85 - 100%), with oxygen baing
administered at four (4} liters per minute. The
resident's physician was contacled and orders
were received for Cipro (antibiotic) and Albuterol
nebulizer treatment (braathing treatment).

Staff inlerviews revealed the resident did not sat
or drink as usual for lunch and was observed by
staff batwaen 2:00 PM and 3:00 PM to be pale,
clammy, and staring off {not focusing). The nurse
was notified of the resident’s further change in
condition at funch and the change that was noted
around 2:00 PM to 3:00 PM; however, the nurse
did nol reassess the resident at that time. On
03/08/15 at 4:15 PM, the family visited Resident
#1 and found the resident with labored breathing
and he/she was lethargic. The nurse was notified
of the resident's condition by the family, however,
the nurse did not asseass the resident at that time,
The family contacted the Advanced Praclice
Ragistered Nurse (APRN) and crders were
recelved to transfer the resident to the hospital.
Aftar the nurse was notified by the APRN of the
resident's condition, she still failed to assess the
resident. The resident was transferred to the
local hospital and reguired intubation (a tube
placed in the mouth and throat for breathing)
shartly after arrival to the hospital and later
sustained a myacardial infarction (hear attack).
The resident was admitled to the hospital and
passed away at 5:00 AM on 03/09/15 (raference
F157 and F282).

judgment.

care transfers,

On 03/20/2015, the Registered
Nurse Consultant (RN Consultant)
re-educated the Staff Facilitator
regarding conducting an evaluation
based on resident condition to
include the INTERACT program,
follow up evaluations as well as
physician notification; and for a
sipnificant change in condition
referring to the INTERACT program
but not to supersede nursing

The INTERACT program is an
evidence based “Plan Do Check
Act” process developed through
CMS to prevent unnecessary acute

On 03/20-21/2015 the Staff
Facilitator re-educated the Dircctor
of Nursing, Unit Managers, MDS
nurses, QI Nurses, Weekend House
Supervisor and began re-education
of Nurses, Medication Technicians,
and Certified Nurse Aides on
conducting an evaluation based on
resident condition to include the
INTERACT program, follow up
evaluation as well as physician
notification; and for a significant
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The facility's failure to ensure each resldent was
monitered/assessed and provided necassary care
and services was likely to cause serlous injury,
harm, impairment, or death of a resident.
Immediate Jeopardy was dstarmined to exist on
03/08/45 at 42 CFR 483.10 Resident Rights
{F157 - "J"), 42 CFR 483.20 Resident
Assessment (F282 - "J"), 42 CFR 483.25 Quality
of Care (F309 - "J"), and 42 CFR 483,75
Administration {F514 - "K"). The facility was
notified of the Immediate Jeopardy on 03/20/15.

An acceptable Allegation of Compliance was
recelved an 03/24/15, which alleged removal of
the Immediate Jeopardy on 03/25/15. A partial
axtended survey was conducted on 03/25-26/15.
The Stale Survey Agency detarmined the
Immediate Jeopardy was remaved on 03/25/15,
which lowered the Scope and Severity to "D" at
42 CFR 483.10 Residant Rights (F157), 42 CFR
483,20 Resident Assessment (F282), and 42
CFR 483.25 Quality of Care (F309); and 42 CFR
483.75 Administration (F514) was lowered lo an
"E" while the facility monitors the effectivensss of
systemic changes and quality assurance
activitles.

The findings include;

Review of the facllity's assessment policy titled
"Acute Episods," dated August 2012, revealed it
was the policy of the facility to be alert to any
change In a resident's condition and to respondin
an appropriata manner to ensure salisfactory
intervantion treatment for the residant.

Review of the facility's policy titled "Nursing
Assassment of Conditlon," which includes the
Situation, Background, Assessment, Request

F 308| INTERACT program but

judgment.

education,

change in condition referring to the
supersede nursing judgment.

On 03/21-22/2015, Unit Managers,
MDS nurses, QI Nurses, Weekend
House Supervisor and Staff
Facilitator continued with re-
education with all Nurses,
Medication Technicians, Certified
Nurse Aides related to conducting an
evaluation based on resident
condition to include the INTERACT
program, follow up evaluations as
well as physician notification for a
significant change in condition
referring to the INTERACT program
but not to supersede nursing

No Licensed Nurse, Medication
Aide or Certified Nurse Aide will
provide patient care after 03/24/15
without having completed the re-

All newly employed licensed nurses,
medication aides or certified nurse
aides staff will receive this education
prior to working on a unit. Those on
leave of absence will complete this
re-education prior to working,

not to
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(SBAR} format for communicating changes in
residents to the physician, revealed if the nurse
determined an emergency existed or a rasident
required immediats transfer to the hospital the
physician was to be called, or 911 as appropriate.
Stafl was not required to walt to fill out forms or
anter data In the computer. The policy stated
documentation cauld be done after the event.

Review of Resident #1's medical record revealed
the facility admitted the resident from the hospital
with a history of Pneumonia on 01/27/15. The
resident's diagnoses included Congsslive Heart
Failure, Congestive Obstructive Pulmonary
Disease, Pulmonary Hypertansion, and Sleep
Apnea. Review of the Comprehensive Admission
Minimum Data Set (MDS) assessment for
Resident #1 dated 02/03/15, revealed the facility
assessad the rasident to ba cognitively intact with
a Brief Interview for Mental Status (BIMS) score
of "14". Further review of the assessment
revealed Resident #1 was assessed to be
independant with eating and needed setup help
only. According to the assessment, the resident
only had shortnass of breath with exartion
(walking, bathing, and transferring). Review of
the Care Area Assessment Summary {CAAS)
notes dated 02/03/15, revealed Resident #1 was
alert, orlented to person, place, and time, and
able to make needs and wants known to staff,
The CAAS stated the resident was in the facility
for rehabilitation.

Review of the Comprehensive Care Plan
developed for Resident #1 dated 02/05/15, with a
focus of potential for or actual ineffective
brealhing pattern related to diagnoses of
Congestive Heart Failure, Congestive Qbstructive
Pulmonary Disease, Pulmonary Hypertension,

F309)Criteria 4

Beginning 03/23/2015, the Director
of Nursing, QI Nurses, Unit
Managers, MDS Nurses, Staff
Facilitator, Weekend House
Supervisor or RN Facility
Consultant will conduct walking
rounds to review with facility
licensed nurse staff, residents’
conditions daily. These rounds will
also inciude investigation to
determine if licensed staff are
notifying the physician of significant
changes in condition, and
completing ongoing evaluation as
needed. The rounds will also consist
of discussion with Certified Nurse
Aides if they have noted any
changes in the residents throughout
their shift and review of the STOP
and WATCH (The tool included in
the INTERACT program for
Certified Nurse Aides to alert
changes in resident condition in the
electronic medical record).

Beginning 03/23/2015, this will
continue four (4) times per week for
four (4) weeks and then per the
schedule established by the
Exccutive QI Committee,
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F 309 | Continued From page 41 F 309| Boninning 03/23/2015, the Director
and Sleap Apnea revealed interventions were £ Nursi IN Staff
developed ia monitor the resident for an @ ) grsmg, Q . Urses,
ineffective breathing pattem, shortness of breath, Facilitator, Unit Managers, Weekend
wheezlng, crackles, cough, elevated temperature, House Supervisor or RN Facility
achvi}y intoleranr:e, increased confusion, and Consultant will review all daily
plauritic chest pain. Further review of the care S
plan revealed staif was to notify the physician of n}lrst notes to dete'rmme l‘f .any
slgns/symptoms of insufficient breathing patterns significant change in condition has
or as indicated for an elevated temperature, occurred without physician
Reaview of the Nurse's Notes for Resident #1 notlﬁcaglon, or‘a‘n y s1gmficant
daled 03/08/15 at 10:14 AM, revaaled at an change in condition has occurred
earlier time (axact time unknown) Resident #1 without evaluation. This will occur
was assessed to be slightly pale with shortness of four (4) times per week for four (4)
air and oxygen saturation levels that ranged from
87 to 92% (normal range 95 - 100%), with oxygen weeks, and then per the Sc!]edme
being administered at four {4) liters per minute. eStath‘hed by the Executive QI
The resident was noted to have chest pain with Comimittee.
congestion in the upper fobes and diminished
lung sounds in the bases. According to the Nots, oant
tha physician was contacted. Review of the Begmmng 03/23/20.15‘ Thc results
Nurse's Nates revealed a Situation, Background, of these rounds/audits will be
Assessment, Request (SBAR) communication reviewed with the Quality
note dated 03/08/15 at 11:07 AM, revealed the Improvement Committee weekly
rasident's oxygen saturation was 92% on 4 Iltgrs and anytime a concern is identified
of oxygen and the resident had chest congestion,
a weak cough, and was short of alr. The for four (4) weeks and then per the
physician was notified and new orders were schedule established by the
received fg" C‘p’°d25°:|‘: (mllligr:amsl) two {2) Executive QI Committee. Then per
limes per day; and an Albuterol Nebulizer .
treatment every four (4) hours as neadad for the SCh?dUIe cstabllsl.]ed by the
chest congestion and shoriness of air. Review of Executive QI Committee.
a Nurse's Note dated 03/08/15, at 11:16 AM,
revealed the physician had been notified and Criteria 5 (\4,08“5
orders for medications were received earlier in
the shift. Review of the Medication Administration
Record (MAR) for Resident #1 revealed Cipro
was dacumented as administered at 9:00 AM and
the Albuterol Nebulizer Treatment was
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documented as givan at 8:15 AM on 03/08/15.
Howaver, the next Nurse's Note was at 4:52 PM
on 03/08/15, which noted that the resident's
family was in the facility and had disagread with
the typa of treatmant that was ordered for tha
resident. The family called the Advanced
Practice Registared Nurse {(APRN) about their
concerns. The APRN called the facility and gave
ordars for Resident #1 be transferred ta the
Emaergancy Room. Further review of the clinical
record revealed no documented evidence the
facility assessed Resident #1 for further change
of condition or that the rasident's condition was
manitored after 11:07 AM on 03/08/15.

Review of the Emergency Medical Sarvice (EMS)
Run Shest for Resident #1 dated 03/08/15,
revealed EMS was dispatched to the facility at
4:46 PM and arrived at the facility at 4:53 PM.
According to the Run Sheet, EMS assessed the
resident to be responsiva to painful stimuli only
and 1o have an oxygen saturation of 72% on three
(3) liters of oxygen. Further review of the EMS
Note revealed the resident had a fever and very
wat lung sounds, and was in atrigd fibrillation (an
irregular rapid heart rats) with a heart rate of
80-170 beats per minute. The resident was
transported ta the hospital and amived at the
hospital on 03/08/15 at 5:07 PM,

Review of the Hospital Emergency Room
Records for Resident #1 revealad upon arrival to
tha Emergency Room on 03/08/15 at 5:10 PM,
the resident's temperature was 103 degrees
Fahrenheit, rectally. The resident was assessed
to have shailow, rapid, and difficuit respirations at
a rate of 26 respirations per minute with an
axygen saturation of 82%. Review of the arterial
blood gas measurements (trus measurements of

F 309
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oxygen and carbon dioxide in the blood) obtained
for Resident #1 at 5:30 PM revealad the resident
had low oxygen levels of 81% (normal range
95-98%) and a high carbon dioxide level of 68.2
{normal range 35-45), which was critical on 100%
oxygen being delivered via face mask. Continued
raviaw of the hospital record revealad Resident
#1 required Intubation and sustained a myocardial
infarction. The resident was admitted to the
haspital and passed away at 5:00 AM on

Intarview with Certified Nurse Aida {CNA} #1 on
03/19/15 at 1:25 PM;
AM, ravealed she was in the dining room
assisting residents on 03/08/15 at approximately
12:30 PM to 1:30 PM, According to the CNA,
Resident #1 was not his/her usual self. The
resident was nol as alert and oriented because
tha residenl had slurred delayed speech, The
CNA said the resident was not able to hold a cup
or utensils and was unable to feed
himselffherself. The rasident was not able to hold
a julce glass, and had to be assisted to take the
medications by LPN #1. Additional interview with
CNA #1 revealed during this time LPN #1
administered medications to the resident. CNA
#1 stated she observed Resident #1 to be pale,
clammy, and staring off into space on 03/08/15
between 2:00 PM and 3:00 PM. According to
CNA #1, she reported her concerns with the
resident’s changa of condition ta LPN #1, stating
the resident was "not normally like this."

Howevar, tha CNA said the Nurse "blew her off"
and ignored her cancerns.

and, on 03/20/15 at 11;20

Interview conducted with CNA #2 on 03/19/15 at
4:10 PM, and on 03/20/15 at 1:25 PM, revealed
on 03/08/15 betweaen 2:00 PM and 3:00 PM,

F 309
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Resident #1 was in bed dressed In street clothing.
The CNA said she assisted the resident to
change as the resident was still not feeling well.
According to CNA #2, during second shift on
03/08/15 the resident's family came to the facility.
CNA #2 stated the resident did not raspond to the
family member and hisfher speech was slurred
Tha CNA sald the family membaer went to the
nurse's dask and spoks to LPN #1 regarding her
concems with Resldent #1's condition, stating the
resident had a change in condition.

Aninterview on 03/18/15 at 3:30 PM, conducted
with Family Member (FM) #1 revealed FM #1
arrived at the facility on 03/08/15 at approximately
415 PM. FM #1 stated when she arrived she
found Resident #1 with labored "gurgling”
respirations that could be heard from the door.
According to FM #1, the resident was lethargic,
mumbling, and was not responding to her as
hefshe usually did. Further interview ravealed FM
#1 went immediately to the nurses' station to ask
the nurse about Rasident #1. Tha family member
spoke with LPN #1 regarding her conceras with
tha resident having labored breathing and not
acting as hefshe usually did. According to FM #1,
she was informed by LPN #1 that the resident
had an Upper Respiratory Infection and had
racelved Cipro (antibiotic medication) and a
breathing treatment. FM #1 stated she did not
agree with the course of treatment and contacted
the APRN who worked with the resident's
physician and knew the resident's histery. FM #1
informed the APRN of the resident's condition
and the APRN conlacted the facility to have the
resident sent to the hospital. According to FM #1,
neither LPN #1 nor any other nurse checked on,
or assessed Resident #1 while she was al the
facility. FM#1 stated Resident #1 was
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transported lo the hospital by ambulance. The
resident was diagnosed with pneumonia, had a
faver, required intubation, and passed away at
the hospita! at 5:00 AM on 03/08/15 (the next
day).

Interview with Licensed Practical Nurse (LPN) #1
on 03/19/15 at 2:50 PM, revealed she was
assigned to care for Resident #1 on 03/08/15.
According to LPN #1, Resident #1 did not eat
anything for breakfast on 03/08/15, which was
unusual for the resident. The resident reporied to
har during the 8:00 AM medication pass, that she
was having trouble breathing and that he/she
“may be getiing bronchitis." LPN #1 stated
Resident #1 had problems holding a cup during
breakfast, which was unusual for the resident.
According fo LPN #1, the resident was assessad
and his/her vital signs were obtained on 03/08/15
between 7:00 AM and 9:00 AM. LPN #1 stated
she contacted Resident #1's physician sometime
after breakfast and obtained orders for an
antibiotic and an "as needed” nebulizer
treatmant. Further interview revealed LPN #1
assisted the resident to bed after lunch (exact
time unknown) with the use of a lit. Tha LPN
stated she administersd Resident #1's 2:00 PM
medications batween 1:00 PM and 3:00 PM and
did not notice any additional concerns or changas
for the resident. Furiher interview with LPN #1
revesaled she rechecked Resident #1's oxygen
saturation later in the day at an unknown time and
tha resulls had improved but sha did not
document the results in the record. LPN #1
stated she had not been notified of any concerns
with Resident #1's condition by CNA #1.
According to LPN #1, she was at the nurses’
station on 03/08/15 at approximately 4:20 PM
when she was approached by a family member of
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Resident #1 and asked what was going on with
the resident. The LPN stated she reporied to the
family member what she had told the physician
earller in the day and that the resident had
received medications. LPN #1 stated the family
membaer did not agree with the Physician's
Orders or dlagnosis and thought Resident #1 had
pneumonia. LPN #1 said she siated to the family
member that Rasidant #1 "very well could have
pneumonia." LPN#1 slated she later (time
unknown) received a call from an APRN who
worked for Resident #1's Primary Care Physician.
The LPN statad the resident's condition and the
physician's orders she had receivad earlier were
discussed with the APRN. LPN #1 stated the
APRN called her back and gave her ordars for
Residant #1 to be transferred to the hospital for
evaluation and traatmaent. LPN #1 stated that she
did not assess Residant #1 after the family had
notified her of concerns with the resident's
condition because she was getting paperwork
ready to transfer the resident to the hospital. The
LPN stated she onty saw the residant when the
paramedics weare transporting the residenton a
stratcher from the facllity. According to LPN#1,
residents were charted on during each shift and
monitored during medication administration,
meals, and during walking rounds condugted at
shift change.

An interview conducted with the APRN on
03/20/15, revealed the APRN racelved a call from
Residant #1's family on 03/08/15 at 4:30 PM,
regarding concems with Resident #1 being short
of breath and not responding to the family
member. The APRN stated she called the facility
to Inquire about the resident. According to the
APRN, she was informed that the resident was
started on Cipro and had received a nebulizer
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{reatment. The APRN siated she felt this
treatment was not adequate for Resident #1 due
to the resident's recent history of pneumonta and
the resident's multiple complex medical issuss.
The APRN discussed this with the family
member, called the facility back, and gave orders
to transfer tha resident to the hospital,

Intarview with the Director of Nursing (PON) on
03/20/15 &t 5:15 PM, ravealed if a resident had &
change of condition or a concem was reported to
the nurse, the nurse was required to assess the
rasident using the Situation, Background,
Assassmant, Requast (SBAR) format (the
facility's method to gather information bafore
calling the physician if 8 change of condition
occurs). Ifthe assessment indicated the
physician needed to be notified, then staff was
required to notify the physician using the care
path algarithm (& protocol used to identify
abnormal findings and guide physician
notificatien), Further interview revealed the nurse
was required to document the concern and the
findings in the medical record. The DON stated
she had been informed Resident #1 was
\ransfarred to the hospital on 03/08/15. However,
she was not aware that Resident #1 was not
assessed by the nurse after the family reported
their concarns and she was alsa not aware that
the nurse did not even visualize the resident after
concems were reported to her until the resident
was baing fransported from the facility by EMS.

Interview with the Administrator conducted on
03/20115 al 6:00 PM, revealed he was not aware
LFN #1 had not assessed Resident #1 after she
had besn informed by the resident's family of their
concems on 03/08/15. According to the
Administralor, if a resident had a change of
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condition or concerns were reported, the nurse
was required to assess the resident and notify the
resident's physician and family If indicated.
Furthar interview with the Administrator revealed
LPN #1 should have assessed/monitored
Resident #4 when the family raported concems
with the resident on 03/08/15.

**The facility provided an acceptabla Allegation of
Compliance (ACC) on 03/24/15. The facllity
implemented the following actions to remove the
Immediate Jeopardy:

1) On 03/08/15, Resident #1 was sent 10 the
hospital and treated in the Emargency Room for
pneumonia, sepsis, and ST segment elevation
myacardial infarction (STEMI) (heart attack). The
resident had s stent placed. Resident #1 passed
away at the hospital on 03/09/15.

2) On 03/21/15-03/22/15, the Director of Nursing,
Unit Managers, MDS Nursss, Quality
Improvement (QI) Nurses, Staff Facilitator, and
Weekend House Supervisor conductad
avaluations of all current residents to determine if
there were any madical needs requiring physician
notification which had not been addressed. Two
(2) Issues wera identified.

(A)-A dialysls patient (identified by the facllity as
Residant A) refused dialysis and later had
wesping from the lower extremities. A nursing
intervention was implemented, the resident’s
physician was notified of the change, physician
orders were received, and the resident’s
responsible party was notified. The Unit Manager
validated implemnentation of the new orders and
continued menitoring of the resident.
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(B)-Resident B {identified by the facilily as
Resident B), who has a diagnasis of Congestive
Heart Fallure, was identified to have 1+ to 2+
adema to both lower extremities, The Physician
was rmade aware and ordered diagnostic testing,
the resident's responsible party was nolified of
the resident's condition, and the procedurs was
ordered. The Unit Manager validated the
implementation of the new orders and monitoring
of the patient.

On 03/21/15-03r22/15, the Director of Nursing,
Unit Managers, MDS Nurses, Quality
Improvement (QI) Nurses, Staff Facilitator, and
Waekend House Supsrvisor reviewed all current
residents' plans of care to determine that all
interventions wera being foliowed. Minor

ravisions were made to the care plans as needed.

One cara plan was significantly changed related
to a patient's condition of Congestive Heart
Failure (interventions were in placa). No change
to the plans of care required notification to a
Physlcian.

3) The INTERACT program is an avidence based
“"Plan, Do, Check, Act' pracess developed
through funding from the Centers for Medicare
and Medicald Services (CMS) to prevent
unnecessary acuta care transfers and includes a
binder of cara paths, which are algorithms used
for diracting nurses through evaluating residents,
providing care, and notifying the physlcian for
certain common symptoms, It includes the SBAR
(Siluation, Background Analysls, and Request)
tool for nurses to complete and effectively
communicate a resident’s condition or change of
condition with the Physician,
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On 03/20415, the RN (Registered Nurse) Nurse
Consultant re-educated the Staff Facilitator
regarding conducting an evaluation based on the
rasident's condition to include the INTERACT
program, follow-up evaluations, as weli as
physician notification; and, for a significant
change in condition, referring to the INTERACT
program, but not to supersede nursing judgment.

On 03/20/15-03/21/15, the Staff Facilitator
re-educaled the Director of Nursing, Unit
Managers, MDS Nurses, Q| Nurses, and
\Waakend House Supervisor and began
re-education of Nurses, Medication Technicians,
and Certified Nurse Aldes an conducting an
avaluation based on the resident's condition to
include the INTERACT pregram, follow-up
avaluation, as well as physician notification; and
for a significant change in condition, refarring to
the INTERACT program, but not to supersede
nursing judgment,

On 03/21/15-03/22/15, Unit Managers, MDS
Nurses, Q) Nurses, Weekend House Supervisor,
and Staff Facilitator continued with re-aducation
with all Nurses, Medication Techniclans, and
Certified Nurse Aides related to conducling an
avaluation based on resident condltion to include
the INTERACT program, follow-up evaluations,
as well as physician notification for a significant
change in condition, referring to the INTERACT
program, but nol fo suparsede nursing judgment.

On 03/20/15, the RN Facility Consultant
re-educated the Staff Facilitator regarding the
requirement to follow the plan of cara; education
further included if the plan of cara could not be
followed and an alternative was not within their
scopa of practica the physician must be notified.
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On 3/20/15-03/21/15, (he Staff Facilitator
re-educated the Director of Nursing, Unit
Managsrs, MDS Nurses, QI Nurses, and
Waekend House Supervisor on the requirement
to follow the plan of care; education further
included if the plan of care could not be followed
and an alternativa was not within thair scope of
practice the physician must be nolified

Beginning 03/21/15 and ongoing, all licensed staff
was re-educated by the Director of Nursing, Unit
Managers, QI Nurses, MDS Nurses, or Staff
Facllitator regarding the requirement to follow the
plan of care and if the plan of cara could not be
followed and an aliernative was not within their
scopa of practice the physician must be notified.

Poslests wera developad on 03/23/15 for
Licensad Nurses, Medication Technicians, and
Cerlified Nurse Aides to demonstrate retained
knowledge of the re-education, Approximately 80
percent of the licensed nursas and approximately
75 percent of the Medication Aldes and Certified
Nurse Aldes have compisted the in-service
education and posttest. These staff indicated
understanding and stated all questions were
answered at the end of the education sessions.

No Licensed Nurse, Medication Techniclan, or
CNA will work after 03/23/15 without having
compileted this re-education.

No Licensed Nurse, Medication Alde, or CNA will
provide patient care after 03/24/15 without having
completed both the re-education and posttest.

Beginning 03/21/15 and ongoing, all CNAs were
re-aducated with following the plan of care and if
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they wera unable 1o follow the plan of care they
must report it to the Charge Nurse.

No CNAs will work after 03/23/15 without having
recelved this re-education. All newly employed
direct care staff will receive this education prior to
working on a unit. Direct care staff on leave of
absence or vacation will complete this
re-education prior fo warking.

4) Baginning 03/23/15, the Director of Nursing, QI
Nurses, Unit Managers, Staff Facilitator,
Weekend House Supervisor, or RN Facility
Consultant will canduct walking rounds to review
with facllity licensed nurse staff residants’
conditions dally. These rounds will also include
an Investigation to determine if licensed staff are
notifying the physician of significant changes in
condition and completing ongoing evaluation as
needed. This process will alsa include
abservation and discussion with Licensed Nurses
and Cartified Nurse Aides to determine if plans of
care, Inciuding revisions, are being followed.

The rounds will also consist of discussion with
CNAs 1o defermine if they have noted any
changes in tha residents throughout their shift
and review of tha STOP and WATCH (the tool
included in the INTERACT program for CNAs to
alert changes in resident condition in the
elactronic medical record).

This will cantinue daily until abatement of
immediate Jeopardy then four (4) times per week
for four (4) weeks thereafter,

Baginning 03/23/15, the Director of Nursing, QI
Nurses, Staff Facilitator, Unit Managers,
Weekend House Suparvisor, or RN Facllity
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Consultant will review all Nurse's Notes dally to
determina If any significant change in condition
has oceurred without physiclan notification or any
significant change In condition has occurred
without evaluation, This will occur daily until
abatement of the Immediate Jeopardy and then
four (4) times per week for four (4) weeks.

The Clinical Interdisciplinary Team (IDT) which
includes the Director of Nursing, Unit Managers,
QI Nurses, Staff Facilitator, MOS Nurses,
Weekend House Supervisor, RN Facllity
Consultant, or Treatment Nurse, will continue to
follow the established process of reviewing the
Nurse's Notes, Shift Reports, and Physician's
Orders during tha Clinical IDT meeting Monday
through Friday. The Weekend House Supervisor
revisws the documents Saturday and Sunday and
reports to the Director of Nursing and
Administrator at least dally. The Weekend House
Supervisor and MDS Nurses will ravise cara
plans through the established process.

5) On 03/20/15, an ad hoc Quality Improvement
Committee was convened to review the facility's
investigation and concerns. An Allegation of
Compliance was developad and reviewed with
the Associate Med|cal Director who approved. In
atlendance was the Administrator, RN Facility
Consultant, Unit Managers, Q1 Nurses, MDS
Nursas, Soctal Services Diractor, Kitchen
Manager, Staff Facilitator, Admissions Director,
and Activity Director. No further
recommandations ware made,

The Administrator, Director of Nursing, QI
Nurses, of RN Facility consultant will review the
audits daily until abatement of iImmediate
Jeopardy. Thereafter, the results of these audits
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will be reviewad with the Qualily Improvement
Committea weekly and anytime a concem is
identified untit substantial compliance has been
achiaved:; then per the schedule establishad by
the Executive QI Committee. Thereafisr,
Members of tha QI Committee will conslst of at a
minimum, the Director of Nursing, Unit Managers,
QI Nurses, MDS Nurses, and Staff Facilitator.
The Executive QI Commitiee consists of the
Administrator, Director of Nursing Services, Unit
Managers, QI Nurses, RN MDS Coordinator,
Staff Facilitator, Treatment Nurse, Social
Services Director, Social Services Assistant,
Director of Activities, Director of Admissions,
Dielary Services Director, Maintenance Director,
Director of Environment and Safety, and Medical
Director.

*=Tha Slate Survey Agency validated the
Immediale Joopardy was ramoved as follows:

1) Review of the closed record for Resident #1
ravealed the resident was transferred to the
hospital an 03/08/15.

2) Observations of Residents #11, #12, #13, and
#14 on 03/25/15-03/26/15 revealed no concerns
with changes of condition or following the plan of
care.

Raview of Resident #11's medical record
{identified by the facility as Resident A) revealad
the facility assessed the resident to have weaeping
adema ta the lower exiremities on 03/21/15. The
resident’s physician was notified of the change in
iha resident's condition on 03/21/15 at 7:39 PM,
and orders were received for Keflax (antibiotic)
500 mg for cellulitis to the lower extremities.
Raview of the plan of care revealed no concems,
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the facility assessed the resident to have a
change in condition on 03/22/15 at 8:06 PM. The
resident had pitting edema to the lower
extramities. The resident's physician was notifted
and orders received for a venous study, Review
of the plan of care ravealed no concerns.

Review of the medical records for Residents #13
and #14 revealed the residents were assessed
for a change of condition on ©3/21/15 with no
changes of condition [dentified. Review of the
plans of cara for these residents revealed no
concems.

3) Interview with the Staff Facilitator on 03/26/15
at 1:55 PM ravealed the Staff Facilitator had been
trained by the Nurse Consultant on the Interact
Program related to follow-up
evaluations/assessments of residents using the
SBAR tool. The Nurse Consultant had also
trained tha Staff Facilitator on assessing changes
of condition, physician notification, and following
residents' plans of cara. According to the Staff
Facilitator, she then began training all nursing
staff.

Interviews with CNAs #3, #4, #5, #6, #7, and #8
on 03/26/15 at 10:52 AM, 11:11 AM, 11:34 AM,
11:50 AM, 2:05 PM, and 2:20 PM respectfully,
ravealed the CNAS had been trained regarding
notlfying the nurse of a change of condition, using
the Stop and Watch program, the resident
assessment for change of condition, and
following the plan of care,

Interviews on 03/26/15 with LPN #2 at 11:00 AM,
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Criteria |

Residents #1, #3, #10, and #11 have
discharged from the facility. These
records are closed and remain
unaltered. The Physician’s
Telephone Orders (TO) referenced
in the Summary Statement of
Deficiencies for residents #2, #7, #8,
#9, #12 and #13 remain unaltered
due to the accepted standards of
practice.

The Director of Nursing (DON)
revicwed the standard for
completion of TO’s with the facility
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LPN #3 at 10:55 AM, LPN #4 at 1:00 PM, RN #1
at 12:50 PM, the Treatment Nurse at 11:30 AM,
the West Wing Unit Manager at 1:15 PM, and tha
Second Floor Unit Manager at 1;30 PM revealed
thay had been trained regarding changes of
condition, assassing/monitoring residents afer a
change of condition, notification of the physiclan,
using the SBAR form, and following the resident's
care plan.

Review of the INTERACT training documentation
revealed the training was given on 03/20/15, the
Staff Facilitator had been educated by the Nurse
Consultant and the Staff Facilitator conducted
training for nursing staff with no concems
identified. The documentation revealed the
facility was monitoring staff that had been trained
to ensure they were following the process
Review of posttests revealed staff had been given
posttests and the results were raviewed by the
facillty.

4) Interviews on 03/26/15 with the Nurse
Consultant at 3;15 PM, tha DON at 2:45 PM, the
MDS Nurse at 2.15 PM, the Q1 Nurse at 2:25 PM,
and the West Wing Unit Manager at 1:15 PM
tevealed walking rounds were baing conducted
twice daily. These rounds included review of
Nurse's Notes for SBAR assessments, manitor
residents for change in condition; staff to discuss
residents' condition with nursas and CNAs; and
ensure care plans were being followed. They
were also monitoring to ensure physicians were
notified if needed and to ensure that nurses
conducted follow-up evaluations if needed.

Raview of the facllity's documentation of "walking
rounds” conducted from 03/22/15 through
03/26/15 revaaled walking rounds were being

%9 nurse, on 03/25/15. The SF
provided this re-education to the
Quality Improvement (QI) Assistant,
a licensed nurse, on 03/27/15. The
DON and SF initiated re-education
on 03/25/15 for all licensed nurses
regarding proper completion of
TOQ's, including documentation of
the time and date on the TO. The QI
Assistant also provided re-education
after being trained on 03/27/15.
Eflective 03/27/15, no licensed
nurse worked without having had
this re-education.

Criteria 2

The facility RN Nurse Consultant
(RN Consultant) and Administrator
met on 03/25/15 and determined all
residents in the facility have the
potential to be affected.

The Director of Nursing (DON)
reviewed the standard for
completion of TO’s with the facility
Staff Facilitator (SF), a licensed
nurse, on 03/25/15. The SF
provided this re-education to the
Quality Improvement (QI) Assistant,
a licensed nurse, on 03/27/15. The
DON, SF, and QI Assistant initiated
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LE

The facility must maintain clinical records on each
resldant in accordance with accepted professional
standards and practices that are complate;
accurately documented; readily accessible; and
systematically organized.

The clinical record must contain sufficient
information to identify the resident; a record of the
resident's assessments; the plan of care and
sarvicas provided; the results of any
preadmission screening conducted by the State;
and progress notes.

This REQUIREMENT is not met as evidenced
by:
Basad on interview, racord raview, and review of

Coordinators, QI Nurse, QI
Assistant, Weekend House
Supervisor, MDS Nurses and
Treatment Nurse on (Date)
regarding the requirement all TO's
be complete, including date and
time. The Administrator directed
the Clinical IDT to review TO’s for
completion through the established
process of reviewing TO’s [The
administrative nurses review the
pink copies of orders each morning
and throughout the day] during their
regularly scheduled shifts, but to
now include review for date and
time on TO’s; and that identified
issues be corrected immediately
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completed and were ongoing on 03/26/15 with no Lot .nurses regar_ ng p}'opcr
concarns identified. completion of TO’s, including
documentation of the time and date
5) Interviews on 03/26/15 at 3.30 PM with the on the TO. The QI Assistant also
Administrator, the Nurse Consultant at 3:15 PM, rovided re-education after bei
the DON at 2:45 PM, and the QI Nurse at 2:25 PIO lon alter bemng
PM revealed the facility's Quality Assurance trained on 03/27/15. Effective
Commities was meeling daily 1o raview daily 03/27/15, no licensed nurse worked
audits for concerns with assessments, physician without having had this re-
notification of change of condition, and following education
the residents' plans of care. .
Review of the Quality Assurance Committea Criteria 3
minutes conducted on 0:?121)‘?5 through 03/26/15 The Administrator met with the
ravealad the facility had identified no concerns. S . e 1
£ 514| 483.750(1) RES e Ch.mcal Interdlsc{plmary Team
gs=K | RECORDS-COMPLETE/ACCURATE/ACCESSIB (Director of Nursing, Unit
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the facility's policies it was determined the facility
failed to maintain complsle clinical records for ten
{10) of fourteen {14) sampled residents
(Residents #1, #2, #3, #7, 48, #9, #10, #11, #12,
and #13), On D3/08/15 between 8:30 AM and
8:30 AM, Resident #1 complained of shortness of
breath, pain, and chest congestlon. The Facility
assessed the resident 1o be slightly pale and
short of air with oxygen saturation that ranged
from 87 to 92% (narmal range is 95 - 100%). The
resldent's physlclan was contacted and orders
were recaived for Clpro (antibiotic) and Albuterol
nebulizer treatment (breathing treatment),
hawever, the nurse failed to document the time of
the telephone arder.

Staff interviews revealed Resident #1 did not eat
or drink as usual for lunch and was observed by
staff batween 2:00 PM and 3:00 PM to be pale,
clammy, and staring off {not focusing). The nurse
was notified of the resident's further changs in
condition at lunch and, ancther change in
condition that was noted around 2:00 FM 1o 3:00
PM; howaver, there was no documentsd
evidence regarding the assessment/monitoring of
the resident's condition. On 03/08/15 at 4:15 PM,
the family visiled Resident #1 and found the
resident with labored breathing and lathargic.
The nurse was notified of the resident’s condition
by the family; however, the nurse did not assess
Resident #1 and document the findings of the
assessment or the resident's condition.

After the family contacted the Advanced Practice
Reqistared Nurse (APRN), Resident #1 was
transferred o the local hospital and required
intubation {a lube placed in the mouth and throat
for breathing). Resident #1 |ater sustained a
myocardial infarction (heart attack). The resident

reported to the Director or Nursing
for direction.

The Director of Nursing (DON)
reviewed the standard for
completion of TO’s with the facility
Staff Facilitator (SF), a licensed
nurse, on 03/25/15. The SF
provided this re-education to the
Quality Improvement (QI) Assistant,
a licensed nurse, on 03/27/15. The
DON, SF, and QI Assistant initiated
re-education on 03/25/15 for all
licensed nurses regarding proper
completion of TO’s, including
documentation of the time and date
on the TO. The QI Assistant also
provided re-education after being
trained on 03/27/15. Effective
03/27/18, no licensed nurse worked
without having had this re-
education.

Criteria 4

Beginning 03/23/2015, members of
the Clinical IDT will review TO’s
for completion through the
established process of reviewing
TO’s during their regularly
scheduled shifts to now include
review for date and time on TO’s;
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was admitted to the hospital and passed away at
5:00 AM on 03/09/15.

In addition, the facility failad to maintain complete
clinical records for Residents #2, #3, #7, #8, #8,
#10, #11, #12, and #13 related to documentation
of the recaipt time of telephiona physician orders.
Facility nursing staff failed to consistently
document the time verbal telephone Physician
Orders were received and/or written,

The facility's failure to ensure each resident had
an accurate clinical racord was likely to cause
serious injury, ham, impairmant, or death of a
resident. Immediate Jeopardy was determined to
exist on 03/08/15 at 42 CFR 483.10 Resident
Rights (F157 -"J"), 42 CFR 483.20 Resident
Assessment (F282 - "J"), 42 CFR 483.25 Quality
of Care {F308 -"J"), and 42 CFR 483.75
Administration (F514 - "K"). The facility was
notified of the Immediate Jeapardy on 03/20/15.

An acceptable Allegation of Compliance was
recsived on 03/24/15, which alleged ramoval of
the Immediate Jeopardy on 03/25/15. A partial
extended survey was conductad on 03/25-26/15.
Tha State Survey Agency determined the
Immediate Jaopardy was removed on 03/25/15,
which lowered the Scope and Severity to "D" at
42 CFR 483.10 Resident Rights (F157), 42 GFR
483.20 Rasident Assessmant (F282), and 42
CFR 483.25 Quality of Care {F309); and 42 CFR
483,75 Administration (F514) was lowered to an
“E* whila the facility monitors the effectiveness of
systamic changes and quality assurance
activities,

The findings include:

corrected immediately (within
standards of practice) and reported
to the Director or Nursing for
direction.

Beginning 03/23/2015, the Director
of Nursing will review all TO’s
during her regularly scheduled
shifts. This review will include
ensuring dates and times are
correctly documented on the TO’s.

Beginning 03/23/2015, the Director
of Nursing, will report to the PoC QI
Committee regarding completion of
TO’s weekly for four (4) weeks and
then per the schedule established by
the Executive QI Committee.

Criteria 5
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Review of the facility's policy titled Receipt of
Physician's Orders {undated) revealed lelephong
Physician's Orders were documented on a
Telephone Order Form (BN2002). Review of the
Order Form {BN2002) revealed a section for

received by the nurse.
Revlew of the facility's policy titled “Interact Care

nuree's responsibllity to document review of the
rasident, reporting of the rasident's condition,
implementation of care per orders, outcomes of
treatment, and the resident’s condition.

1. Interview with Licensed Practical Nurse (LPN)
#1 on 03/18/15 at 2:50 PM, revealed she was
assigned to care for Resident #1 on 03/08/15.

during the B:00 AM medication pass, that he/she
was having trouble breathing and that he/she
"may be getting bronchitis.” LPN #1 stated
Resigent #1 had preblems holding a cup during
breakfast, which was unusual for the rasident.
According to LPN #1, the resident was assessed

#1 stated she contacted Resident #1's Physiclan

an antiblotic and an “as needed” nebulizer
treatment. Further interview revealed LPN #1
assisted the resident to bed after lunch (exact
time unknown) with the use of a lit. The LPN
slated she administerad Resident #1's 2:00 PM
medications between 1.00 PM and 3.00 PM and

for the resldent, but she did not document the
resident’s oxygen saturation. Further interview

documentation of the time and date the order was

Path” dated 11/21/12, revealed it was the licensed

According to LPN #1, the resident reporied to her

and his/har vital signs were cbtained on 03/08/15
between 7:00 AM and 8:00 AM; howaver, the vital
signs ware not documented until 10:10 AM. LPN

sometime after breakfast and obtained orders for

did nat notice any additional concerns or changes
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with LPN #1 revealed she rechacked Resident
#1's oxygen saturation later in the day at an
unknown time and the results had improved;
howaver, LPN #1 stated she did not document
the resulis in the resident's record.

Furthar interview with LPN #1 revealed on
03/08/15 at approximately 4:20 PM, she was
approached by a famlly membset of Resident #
and asked what was going on with the resident.
The LPN stated she reported to the family
member what sha had tald the physiclan sarlier in
the day and that the resident had received
madications. LPN #1 stated the family member
did not agree with the Physician's Orders or
diagnosis and thought Resident #1 had
pneumonia. LPN #1 stated she told the family
member that Rasident #1 "very well could have
preumonia.” LPN #1 staled she later (time
unknown) raceived a call from an APRN who
worked for Resident #1's Primary Care Physiclan.
The LPN told the APRN the resident's condition
and the Physician's Orders she had received
sarlier were discussed with the APRN. LPN #1
stated the APRN called her back and gave her
orders for Resident #1 to be transferred to the
hospital for evaluation and treatment. LPN #1
siated that she did not assess Resident #1 after
tha family had notified har of their concerns with
the resident's condition because she was getting
paperwork ready to transfer the resident to the
hospital. The LPN stated she only saw the
rasident when the paramedics were transporting
the rasident on a stretcher from the facility,
According to LPN #1, residents were charted on
during sach shift and manitored during
medication administration, meals, and during
walking rounds conducted at shift change.
Howaver, according to the facility's policy, it was
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LPN #1's rasponsibility, as a licensed nurse, to
document her review of the resident, document
the report of the resident's condition and
outcomes of the resident's treatmant.

Review of Nurse's Notes entered at 11:18 AM
revealad the Physician was notified earlier, (the
time was not documented) and orders were
recelved for Clpro 250 mg (an antibiotic) twice
daily and an Albuterc) Nebulizer {medication for
braathing) treatment evary four {4) hours as
needad. According to the Nota, the medications
were given, but the time was not documented in
the Note. Further raview of the record revealed a
Nole entered an 03/08/15 at 4:52 PM, which
staled Resident #1's daughter was at the facility,
and disagreed with the type of treatment for the
resident. The family had called the Nurse
Practitioner who worked with the resident's
Primary Care Physician. The Nurse Practitioner
called LPN #1 to discuss the resident's situation.
The Nurse's Nole further stated the daughter
wanted the resident sent to the hospital and
orders were received to send the resident to the
hospital. Review of the clinical record revealed
no documented evidence of assassment findings,
follaw up of treatment, or the resident's condition
from 11:16 AM an 03/08/15 through the time the
rasident left the facility, which shouid have been
complated, according to facility policy.

Eurther review of the dlinical record revealed
Physician Telephone Orders were received for
Resident #1 on 02/12/15, 03/01/15, 03/03/15,
03/04/15, and 03/0B/15. Howaver, the limes the
Physician's Orders were received were not
included on the Telephone Ordar Form.

2 Raview of the medical recard for Resident #2

655 BOURNE AVENUE
SOMERWOODS NURSING & REHABILITATION CENTER
SOMERSET, KY 42501
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revealed physician telephone orders were
recaived on 03/10/15, 3/11/15, and 03/19/15.
Howaver, further review revealed the time the
order was received was not included on the
Telephone Order Form.,

3. Raview of tha madical record for Residant #3
revaaled physician telephone orders wers
recaived on 03/05/15, 03/068/15, 03/11/115,
03/12/15, and 03/16/15. Further raview of the
racard ravealad the time the physician orders
were received was not includad on the Telephone
Crder Form

4. Review of the medical record for Resident #7
revealed physician telephone orders were
received on 03/03/15, 03/10/15, and 03/23/15.
Howaever, further raview of the medical recerd
revealed the time the order was recaeived was not
included on the Telephone Order Form.

5. Review of the medical record for Resident #8
revealed a physician telaphone order was
recaived on 03/24/15. Further review of the
madical record revealed the time the order was
recsived was not included on the Telephone
Order Form.

6. Raview of the madical record for Resident #o
revealed physician telephone orders were
racelved on 03/04/15 and 03/10/15, Further
reviaw of the madical record revealad the time
the physician orders were received was not
included on the Telephone Order Farm.

7. Raview of the medical record for Resident 0
revealed physician telaphone orders were
racelved on 03/06/15, 03/11/15, 03/12115,
03/17/15, and 03/24/15, However, further raview
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of the medical record revealed tha time the order
was received was not included on the Telephons
Order Form.

8. Review of the medical racord for Resident #11
revealed physician telephone orders were
raceived on 03/06/15, 03/07/15, 03/0B/S,
03/09/15, 03/11/15, 03/23/15, and 03/24/15.
Further review of the medica! record revealed the
tima the physician orders were received was not
included on the Telephone Order Form,

9. Review of the medical racord for Resident #12
revealad physician telephone orders ware
received on 03/01/15, 03/09/15, and 03/11/15.
Howaevar, further review of the medical record
revaaled the time the order was received was not
included on the Telephone Order Form.

10. Review of the madical record for Resident
#13 rovealed physician telephane orders wers
received on 03/05/15, 03/06/15, 03/07/15,
03/19/15, and 03/24/15. Further raview of the
medical record revealed the time the physician
orders were received was nol included on the
Telephane Order Form.

Interview conducted with Licensed Practical
Nurse (LPN) #2 on 03/26/15 at 11:00 AM,
revealad all physician's telephone orders should
include the time the order was raceivediwrittan.
However, the LPN stated she oRen forgot to
document the time when the order was recaived
on tha Physician's Order Form,

interview with the Treatment Nurse on 03/26/15
at 11:30 AM, revealad the nurse was to document
the time the Physician's Order was received on
the Physician Order Form. According to the
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Treatment Nurse, occaslonally she would forgst
to document a time on the order.

Interview conducted with Registered Nurse {RN)
#1 on 03/26/15 at 12:50 PM, revealed the
Physician's Order Form had a specific section
next to the signature line to document the time
the arder was recelved. RN #1 stated she would
oftan forget to include the time on the Physician's
Order Form.

Interview conducted with the Wast Wing Unit
Manager on 03/26/15 at 1:15 PM, revealed the
Unit Manager had been conducting daily audits of
the residents’ records but had not identified a
problem with physician telephone orders with the
times not being documented.

Interview with the Director of Nursing {DON} on
03/26/15 at 2:45 PM, revealed tha facility did not
have a specific policy to address timing of
physician’s orders. Howaver, the telephone
orders included a section for documentation of
the date and time the order was cbtained. The
DON stated that this section should be filled In
gach time a nurse recelved and documanted a
telephone physician's order. According fo the
DON, she had been reviewing residents' records
daily and had not identified a problem with
physician's orders net having a time received
documented.

**The facility provided an acceptable Allegation of
Compliance (AQC) on 03/13/15. Tha facility
implemented the following actions to remove the
Immeadiate Jeopardy:

1) On 03/08/15, Resident #1 was sant to the
hospital and treated in the Emergency Room for
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preumonia, sepsis, and ST segment elevation
myocardial infarction (STEMI) (heart attack). The
residant had a stent placed. Resident #1 passed
away at the hospital on 009115,

2) On 03/21/15-03/22/15 the Diractor of Nursing,
Unit Managers, MDS Nurses, Quality
Improvement (Q) Nurses, Staff Facilitator, and
Weekand House Supervisor conducted
avaluations of all current residents to detarmine if
there were any medical needs requiring physician
notification which had not baen addressed. Two
issuas were identified.

A —A dialysis patient (identified by the facility as
Resident A) refused dialysis and later had
weeping from the lowar extremities. A nursing
intervention was implemented, the resident's
physician was notified of the change, physician
orders ware received, and the residant's
responsible party was notified. The Unit Manager
validated implementation of ihe new arders and
continued monitoring of the resident.

B--Rasident B (identified by the facility as
Resident B), who had a diagnosis of Congastive
Haart Failure, was identified to have 1+ to 2+
edema to both lower extramities. The Physician
was made aware and ordered diagnostic tasting,
the resident’s responsibla party was notified of
the resident’s condition, and the procedura was
ordered. The Unit Manager validated the
implementation of the new orders and manitoring
of the patient.

On 03/24/15-03/22115, the Director of Nursing,
Unit Managers, MDS Nurses Quality
Improvement (Q) Nurses, Staff Facilitator, and
Weekend House Supervisor reviewed ail current
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residents’ plans of care to determine that all
interventions wera being followed. Minor
revisions wera made lo the care plans as needad.
One cara plan was significantly changed related
to a patient's condition of Congeslive Heart
Fallure (interventions were In place). No change
to the plans of care required notification to a
Physlcian,

3) The INTERACT program is an evidence based
“Plan, Do, Check, Act” process developed
through funding from the Centers for Medicare
and Madicald Servicas {CMS) to prevent
unnecessary acute care transfers and includes a
binder of care paths, which are algorithms used
for directing nurses through evaluating residents,
providing care, and notifying the physician for
certain common symptoms. It includes the SBAR
{Situation, Background, Analysis, and Request)
tool for nurses to complete and effectively
communicate a resident's condition or change of
condition with the Physician.

On 03/20/15, the RN {Registared Nurse) Nurse
Consultant re-educated the Staff Faciiitator
regarding conducting an evaluation based on the
resident's condition to include the INTERACT
pragram, follow-up evaluations, as well as
physician notification; and for a significant changs
in condition, referring to the INTERACT program,
but not to suparsede nursing judgment.

On 03/20/15-03/21/15, the Staff Facilitator
re-educated the Director of Nursing, Unit
tManagers, MDS Nurses, QI Nurses, and
Weekend House Supervisor and began
re-educaticn of Nurses, Medicatian Technicians,
and Certified Nurse Aldes on conducting an
avaluation based on the resident's condition to
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include the INTERACT program, follow-up
svaluation, as well as physician notification; and
for a significant change In condition, refeming to
the INTERACT program, but not fo supsrsede
nursing judgment.

On 03/21/15-03/22/15, Unit Managers, MDS
Nurses, Gt Nurses, Weekend House Supervisor,
and Staff Facilitator continued with re-education
with all Nurses, Medication Technicians, and
Certified Nurse Aides related te conducting an
aevaluation based on resident congition to include
the INTERACT pregram, follow-up evaluations,
as well as physician notification for a significant
change in condition, referring to the INTERACT
program, but not to supersede nursing judgment.

On 03/20/15, the RN Facility Consultant
re-educated the Staff Facilitator regarding the
requirement to follow the plan of care, aducation
further Included I the ptan of care could not ba
followed and an alternative was not within their
scope of practice the physiclan must be notified.

On 3/20/15-03/21115, the Staff Facilitator
re-educatad the Director of Nursing, Unil
Managers, MDS Nurses, QI Nurses, and
Weekend House Supervisor on the requirement
to follow the plan of care; education further
included If the plan of care could not be followed
and an altemative was not within thair scope of
practice the physician must be notified.

Beginning 03/21/15 and ongoing, all licensed staff
was re-educated by the Diractor of Nursing, Unit
Managers, Qi Nurses, MDS Nurses, of Staff
Facilitator regarding the requirement to follow the
plan of care and if the plan of care could not be
followed and an alternative was not within their
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scope of practice the physician must be natified.

Approximately 90 percent of the licensed nurses
and approximately 75 parcent of the Medication
Aidas and Certified Nurse Aldes have completed
the in-service education and posttest. These
staff indicated understanding and stated all
questions were answered at the end of the
education sessions. Posltesls were developsd
on 03/23/15 for Licensed Nurses, Medication
Techniciane, and Caertified Nurse Aides to
demonstrata retained knowledge of the
re-sducation, This re-education included adding
the resident to the acute charting, passing
information on ta the next shift of nurses,
documentation of resident evaluations, the
outcome, and if a change is noted.

On 03/21/15-03/22/15, Unit Managers, MDS
Nurses, QI Nurses, Weekend House Supervisor
and Staff Facilitator continued with re-education
with ali Nurses, Medication Technicians, Certified
Nurse Aldes related to conducting an evaluation
based on resident condition ta include the
INTERACT program, follow up evaluation as well
as physician notification for a significant change
in condition referring to the INTERACT program
but nol to supersede nursing judgment. This
re-education included documantation of resident
avaluations, the outcome, and if a change is
noted in resident condition. Post Tests were
developed on 03/23/15 far Licensed Nurses,
Medication Techniclans, and Certified Nurse
Aides.

No Licensed Nurse, Medication Technician, or
CNA will work after 03/23/15 without having
completed this re-aducation.

FORM CMS-2567(02-98) Previous Vetsions Qbsclets Evenl [3:1JG11%

Fecility 1D: 100489 I cont'nuation sheel Peage 70 ot 77




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

PRINTED: 05/27/2015
FORM APPROVED
OMB NO. 0938-03%1

Mo Licensed Nurse, Madication Alde, or CNA wiil
provide patient care after 03/24/15 without having
complated both the re-education and posttest.

Beginning 03/21/15 and ongoing, all CNAs were
ra-educated with following the plan of care and if
they were unable to follow the plan of care they
must report it to the Charge Nurse.

No CNAs will work after 03/23/15 without having
received this re-education. All newly employed
diract care staff will receive this education prior to
working on a unit. Direct care stalf on leave of
absence or vacation will complate this
re-education prior to working.

4) Bsginning 03/23/15, the Director of Nursing, QI
Nurses, Unit Managers, Staff Facilitator,
Weaekend House Supervisor, or RN Facility
Consultant will conduct watking rounds to review
with facility licensed nurse staff rasidents’
conditions daily. These rounds will also Include
an investigation to determine i licansad staff ara
notifying the physician of significant changes in
condition and completing ongoing evaluation as
needed. This process will also Include
observation and discussion with Licensed Nurses
and Cerlified Nurse Aides to determine If plans of
care, including revisions, are being followed.

The rounds will also consist of discussion with
CNAs to determine if they have noted any
changes in the residents throughout their shift
and raviaw of the STOP and WATCH (the tool
included in the INTERACT program for CNAs to
alert changes In resident condition In the
electronic medical record).

This will continue daily until abatement of
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Immediate Jaopardy then four (4) times per week
for four (4) weeks thereafier.

Beginning 03/23/15, the Director of Nursing, Qi
Nurses, Staff Facilitator, Unit Managers,
Weekend House Supaivisor, or RN Facllity
Consultant will review all Nurse's Notes daily to
determine If any significant change in condition
has occurred without physician notification or any
significant change in condition has occurred
without evaluation. This will occur daily until
abatement of the Immediate Jecpardy and then
four (4) times per week for four (4) weeks.

The Clinical Interdlsciplinary Team (IDT) which
includes the Director of Nursing, Unit Managers,
QI Nurses, Staff Facilitator, MDS Nurses,
Weekend House Supervisor, RN Facility
Consuliant, ar Treatment Nurse, will continue to
follow the established process of reviewing the
Nurse's Nolas, Shift Reparts, and Physician's
Orders during the Clinical IDT meeting Monday
through Friday. The Weekend House Supervisor
raviews the documents Saturday and Sunday and
reports to the Director of Nursing and
Administrator al least daily. The Weekend House
Supervisor and MOS Nurses will revise care
plans through the established process.

5) On 03f20/15, an ad hoc Quality Improvement
Committea was convened to review the facility's
investigation and concerns. An Allegation of
Gompliance was developed and reviewed with
tha Associate Medical Director who approved. In
attendance was the Administrator, RN Facility
Consuliant, Unit Managers, QI Nurses, MDS
Nurses, Social Services Director, Kitchan
Manager, Staff Facilitator, Admisslons Director,
and Activity Director. No further
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Continued From page 72
recommendations were made.

The Administralor, Directar of Nursing, Q1
Nurses, or RN Facility consuitant will review the
audits daily until abatement of immediate
Jeopardy. Thereafter, the results of these audits
will be raviewed with the Quality Improvement
Commitiae weekly and anytime a concern s
identified until substantial compliance has bean
achloved; then per the schedule established by
the Executive QI Committes. Thereafter,
Mambers of the QI Commiltee will consist ofata
minimum, the Director of Nursing, Unit Managers,
Ql Nurses, MDS Nursas, and Staff Facilitator.
The Executive QI Commities consists of the
Administrator, Director of Nursing Setvices, Unit
Managers, QI Nurses, RN MDS Coordinator,
Staff Facilitator, Treaiment Nurse, Sacial
Services Director, Social Services Assistant,
Direclor of Activities, Director of Admissions,
Dietary Services Director, Maintenance Director,
Director of Environment and Salety, and Medical
Diractor

+«Tha Stale Survey Agency validated the
Immediate Jeopardy was remaved as follows:

1) Review of the closed record for Resident #1
revealed the resident was transferred to the
hospital on 03/08/15.

2) Observations conducted of Residents #11,
#12, #13, and #14 on 03/25/15-03/26M15 revealed
na concerns with changes of condition or
following the plan of care.

Review of Residant #11's medical record
{identified by the facility as Rasident A) revealed
the facility assessed the resident to have weeping
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adema to tha lower extremities on 03/21/15. The
resident's physician was notified of the change in
the resident's condition on 03/21/15 at 7:39 PM,
and orders ware recelved for Keflax (anlibiatic)
500 mg for cellulitis to the lowar extremities.
Review of the plan of care revealed no concaims.

Review of the medical record for Resident #12
(identified by the facility as Resident B) revealed
the facility assessed the resident to have a
change in condition on 03/22/15 at 9:06 PM. The
resident had pltting edema to the lower
extremities. The residants physician was notified
and orders received for a venous study. Review
of the plan of care revaaled no concerns.

Raview of medical records for Residents #13 and
#14 revealed the residents were assessed fora
change of condition on 03/21/15 with no changes
of condition identified. Review af the plans of
care for these residents revealed no concerns.

3) Interview with the Staff Facilitator on 03/26/15
at 1:55 PM revealsd the Staff Facllitator had been
trained by the Nurse Consultant on the Interact
Program related to follow-up
avaluations/assessments of residants using the
SBAR tool. The Nurse Consultant had also
trained the Staff Facilitator on assessing changes
of condition, physician notification, and following
residents’ plans of cara. According to the Staff
Facilitator, she then bagan training all nursing
siaff.

Interviews with CNAS #3, #4, #5, #6, #7, and #8
on 03/26/15 at 10:52 AM, 11:11 AM, 11:34 AM,
11:50 AM, 2:05 PM, and 2:20 PM respectfully,
revealed the CNAg had been trained regarding
notifying the nurse of a changs of condition, using

F 514
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the Stop and Watch program, the resident
assassment for change of condition, and
following the plan of care,

Interviews on 03/26/15 with LPN #2 at 11:00 AM,
LPN #3 at 10:55 AM, LPN #4 at 1:00 PM, RN #1
at 12:50 PM, the Treatment Nurse at 11:30 AM,
the West Wing Unit Manager at 1:15 PM, and the
Second Floar Unit Manager at 130 PM revealed
they had been trained regarding changes of
condition, assessing/monitoring residents after a
change of condition, nolification of the physician,
using the SBAR form, and following the resident's
cara plan.

Raview of the INTERACT training documentation
revealed the training was glven on 03/20/15, the
Staff Facilitator had baen educated by the Nurse
Consultant and the Staff Facilitator conducled
training for nursing staff with no concerns
identified. The documentation revealad the
facility was monitoring staff that had been trained
to ensura thay were following the process.
Review of posttosls ravealed staff had been given
posttests and the results were reviewed by the
facility.

4) Intarviews on 03/26/15 with the Nurse
Consultant at 3:15 PM, the DON at 2:45 PM, the
MDS Nurse at 2:15 PM, the QI Nurse at 2:25 PM,
and the West Wing Unit Manager at 1:15 PM
revealed walking rounds were being conducted
twica daily. These rounds included review of
Nurse's Notes for SBAR assessments; monitor
residents for change in condition; staff to discuss
rosidents' condition with nurses and CNAs; and
snsure care plans were being followed. They
were also manitoring to ensure physicians were
notifiad if needed and to ensure that nurses
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conductad follow-up evaluations if needed.

Raview of the facility's documentation of "walking
rounds” conducted from 03/22/15 thraugh
03/26/15 revealed walking rounds were being
completad and were ongolng on 03/26/15 with no
concemns idantified.

5) Interviews on 03/26/15 at 3:30 PM with the
Administrator, the Nurse Consultant at 3:15 PM,
the DON at 2:45 PM, and the QI Nurse at 2:25
PM revealed the facility's Quality Assurance
Commitiee was meeting daily to review dally
audits for concerns with assessments, physician
notification of change of condition, and following
the residents' plans of care,

Review of the Quality Assurance Commitiea
minutes conducted on 03/21/15 through 03/26/15
revealed the facility had identified no concerns.

Interviews conductad on 04/15/15 (post survey
interviews) with SRNA #2 at 11:00 AM,

SRNA#T at 1210 PM, SRNA #1 at 12:50 PM and
SRNA#3 at 1:30 PM, revealed the SRNAs had
been trained ta ansure accurale documentation
of tha Stop and Walch assessments to report
changes of condition,

Post survey interviews on 04/15/15 with LPN #5
at 1-20 PM and LPN #6 at 1:45 PM, Revealed the
LPN had been trained and were knowledgeable
of the facility's Interact policy and had been
trained to accurately document assassments and
Physician's Orders in the resident's medical
racord,

Post survey intarview with the West Wing Unit
Manager on 04/15M15 at 12:45 PM, ravealed the
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Unit Manager had besn making rounds to review
charting on residents for accuracy and to snsure
changes of condition and assessments were
accurately documented In the residents’ medical
recorgs.

Intarview on 04/15/15 (post survey intervisw), with
the DON at 2:40 PM and the Adrninistrator at 2:50
PM revealed the Managemant Team had baen
mesting twica daily to review audits complated to
ensure changes of condition, assessments, and
physician notifications were documented
accurately, Further intarview revealed the facilily
Quality Assurance commiltee had been mesting
waekly to review/monitor the effactiveness of
training and angoing interventions,

Record reviews conducted for Residents #15,
#16, and #17 which included Physician's Orders
and Nurse's Notes revealed no concems with the
resident's assessments or changes of condition
being documentad accurately.

Review of in-service education initiated on
03/20/15 ravealed staff was frained on the
facility's Interact Program to ensure complete and
accurate documentation of Physician's Orders,
and resident assessments of changes of
condition.
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