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DEFICIENCY)
F 000 | INITIAL COMMENTS FO00| Disclaimer: The preparation and
‘ . execution of this plan of correction
AMENDED 05/29/13 does not constitute admission or

F280 - scope/fseverity changed fo "J" related to I
‘cited under F328: additionafly, Resident #10 was
deletad from this deficiency

£323 - deleted

F490 - deleted

An abbreviated survey (KY #20014, KY #20029
and KY #20048) was conducted from 04/15/13
through 04/30/13 to determins the facility's
compliance with Federal requirements. KY
#20014 and KY 20028 were unsubstantiated with
no deficiencies citad. KY #20046 were
substantiated with deficiencles cited. Immediate
Jeopardy was identifled on 04/24/13 and
determined to exist on 04/10/13 at 42 CFR
483.10 Resldent Rights, F167 and 42 CFR
483.26 Qualily of Care, F309 with Substandard
Quality of Care at 42 CFR 483.25 Quality of Care.

Resldent #4 was assessed by the facillty as
unable to make needs known and as lotally
dependant on staff for all activitles of daily living.
On 04/10/13, sometime around ths 3:00 PM shift
change, Resident #4 was obseved by three (3)
Certified Nurse Assistants (CNA) to be drenched
In sweat and having breathing dlfficullies. The
CNAs reported this change of condition lo both
the day shift and second shift licensed nurses.
Record review and Interviews revealed both
nurses falled to assess and notify the physician,

| per the facllity's policy, when they became aware
Rasident #4 had a change in condition. At
approximately 5:20 PM (2 and 1/2 hours after the
resident was lirst identified with breathing
difficullies and drenched In sweat), the CNAs
aotifled the Director of Nursing when the nurses

agreement by the provider of the
truth of the facts or conclusions set
forth in support of the allegations
of deficiency. Further, the facility
reserves its right to dispute the facts
and conclusions in any forum
necessary and disputes that any
action or inaction on its part created
any deficient practice. The facility
also disputes that the circumstances
constituted immediate jeopardy to
any resident. This plan  of
correction is prepared and execute
solely because it is required by
federal and state law,

N .
Lﬁf?ﬁm’ DIRECTOR'S OR ?\HDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (p 047 DATE
) 3 '@)Q._/w& . ﬁoll/hi‘nr‘spév,;[dv— /5 L3

Any Eeﬁciancy statement ending with an astariek (*) deno

following the dala of sutvey whethar of not a pla
days following (hoe date these documents are ma
propram parlicipation.
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othef safeguards provide sufficlent proiaction to the patients. (Sea instructions.) Except for nursing homes,
n of corsection Is provided. For nursing homes, the above fi
do avallable 1o the facility, If deficlencles ate cited, an epproved plan of correclion Is requisile lo contlnuad

sed from correcling providing it is delermined that
the findings elatad above are disclosable 90 days
ndings and plans of cofroction aro disclosable 14 .

FORM CMS$.2567(02-90) Previous Verslona Obsolele A Evenl ID:L8S211 Facility

1D: 100308 \f continuallon eheet Page 1 of 38




b 56780
r;!’ 5 /l - /'\
' . 2 AN\ PRINTED: 05/20/2013
DEPARTMENT OF HEALTH AND HUMAN SERVICGES - D \ FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES - IR, ' | OMBNO. 09380391
; SUPPLIER/CLIA 23 MULTIPLE CONSTRUBTIPN. | o %3) DATE SURVEY
e o peroogs 0 proveeeri | 0 LEEFTRR 20031 o) ik
= UFFICE OF @) c
184400 B WING :-.}?‘ INSPECTOR GENERAL P N 04/30/2013
NAME OF PROVIDER OR SUPPLIER : STREETABDRESS, CITY, STATE FCODE
HEARTHSTONE PLACE 400 mh&w&v |
: ELKTON, KY 42220
(%) ID SUMMARY STATEMENT CF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION Xs)
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i DEFICIENGY)
F 000 | INITIAL COMMENTS F 000\ Disclaimer: The preparation and
. execution of this plan of correction
AMENDED 05/29/13 does not constitute admission or
F280 - scope/severity changed to"J" related to IV agreement by the provider of the
-clted under £328; additionally, Resident #10 was truth of the facts or conclusions set
dalsted from this dsflciency forth in support of the allegations
323 - deleted . of deficiency. Further, the facility
F490 - deleted reserves its right to dispute the facts
and conclusions in any forum
An abbreviated survey (KY #2004, KY #20029 necessary and disputes that any
and KY #20048) was conducted from 04/15/13 action or inaction on its part created
gg‘;tlljgl;ilg r?:f;gﬂ] Sthdti?LjrggL?r;mi éﬁgllt\% any deficient practice. The facility
470014 and KY 2002 wero unsubstantiated wilh sleo LS that g}ﬂ EISIERIS
no deficlencles cited. KY #20048 were constituted immediate Joopd y o
substantiated with daficiencies cited. Immediate any resident. This plan of
Jeopardy was [dentified an 04/24/13 and correction is prepared and execute
determined to exist on 04/10/13 at 42 CFR solely because it is required by
483.10 Resident Rights, F167 and 42 CFR federal and state law.
483.26 Qualily of Care, F309 with Substandard
Quality of Care at 42 CFR 483.25 Quality of Care.
Resldent #4 was assessed by the facllity as
*| unable to make needs known and a8 totally
dependant on staff for all actlvities of dally living.
On 04/10/13, somefime around the 3:00 PM shift
change; Resident #4 was observed by three (3)
Centified Nurse Assistants {CNAs) to be drenched
In weat and having breathing difficulties. The
CNAs reported this change of condllion (o both
the day shift and second shift licensed nurses.
Record review and interviews ravealed both
nurses falled to assess and notify the physician,
per the facllity's policy, when they became aware
Regldent #4 had a change In condilion, At
approximalely 6:20 PM (2 and 1/2 hours after the
resident was first Identifled with bredthing
difficultles and drenched in sweat), the CNAs
nolified the Director of Nursing whon the nurses
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PREFIX
TAG

SUMMARY STATEMENT CF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGUILATORY OR LSC IDENTIFYING INFORMATION;
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PREFIX
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(EACH CORRECTIVE ACTION 8HOULD BE
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(X5
COMPLETION
DATE

F 000

‘Resldent #4 was re-admitted to the faclilty from

1 2-4 liters per minute to mainiain 02 saluration

Continyed From page 1

fallad to respond o Rasident #4's change of
condition. The resldent was assessed as having
an oxygen (02) saturation (sat.) of 84%. At
approximately 6:60 PM, Resident #4 wag
transforrad to the emergehcy room and admitted
to the hosplial wilh a diagnosis of Bilateral
Pulmonary Emboli; The facillty was nolified of the
immediate Jeopardy on 04/24/13,

immediate Jeopardy was identified on 04/26/13
and determined to exist ah 04/24/13 at 42 CFR
483,20 Resldent Assessment, F280 and 42 CFR
483.25 Quallty of Care, F328 with Substandard
Quality of Gare at 42 CFR 483,25 Quality of Gare.

the hospital on 04/16/13. The resldent was
experiencing difficulty breathing on 04/15/13 and
orders were recelved for 02 vla mask, litrate from

(sat.) over 90%. Resident#4 was obsarved on
04724113 at 12:20 PM exhlbiting difficuily
breathing. The surveyor asked the facllily staff to
intervene, and the resident's O2 sat was
assessad at B1% (normal 95-100 %).
Observation of the oxygen cylinder regulatar
revealed [t indicated the cylinder was emply.
Staff interviews revealed there was no system in
place to ensure there was adequate O2 in the 02
oylinders, The facility was nofified of the
Immediale Jeopardy on 04/26/13,

An acceptable Allegation of Compliance (AcC)
was received on 04/20/13 and the State Survey
Agency validaied the. Immediate Jeopardy was
rarnoved on 04/28/13, as alleged. The scope and
severily was lowersd to a "D" at 42 CFR 483,10
Resident Rights, F157; 42 CFR 483.20 Resldent

F 000
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NAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY. STATE, ZIP CODE
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(44) ID SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORREGTION (48)
PREFIX (EACH OEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EAGH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROFRIATE - DATE
DEFIGIENCY)
F 000 | Continued From page 2 F 000
Assesament, F280; and 42 CFR 483.26 Quality of
Cars, F309 and F328 while tha faclilty develops
and implements the Plan of Correction (POC)
and the faclity's Quality Assurance monitors the
effacliveness of the systemic changes.
Additional deﬁciencies‘were citad at F278 ata
seope and severity of a "'D".
F 157 | 483.10(b)(11) NOTIFY OF CHANGES F167| K157
88=J (ENJURYIDEGLENEIROOM. ETC)
. 483,10(b)(11) NOTIFY OF
A facliity must immediataly inform the resident; CHANGES
consult with the resident's physician; and i (INJURY/DECLINE/ROOM,
known, nolify the resident’s legal representative ETC)

or an interested family member when thera s an
accident involving the resident which resuite in
Injury and has the potential for requiring physician
Intervention; a significant change in the residenl’s
physical, mental, or psychosoalal stalus {l.e., 8
deterioratlon In health, mental, or psychosocial
stalus in either life threatening conditions or
clinical complications); a need to alter treatment
significantly (Le., @ need lo discontinue an
existing form of treatment due to adverse
consequences, of lo commence a new form of
treatment); or a decision to transter or discharge
the resident fror the facliity as specified in
§483.12(a).

The tacility must also promplly nolify the resident
and, if known, the resident's legal represantative
or Interested farily member when there Is a
change in room of roommate assignment as
specified in §483.16(e)(2); or a change in
resident righls under Federal or State law or
regulations as specified in paragraph (b)(1) of
this section.

The correctivg gction accomplished
to cormect the alleped deficient

practice:

On  4/10/13, Resident # 4's
condition was assessed by a
Licensed Nutse and the Primary
Care Physician was notified of
change in condition, A new order
was obtained to send Resident #4 to
the Emergency Room. Resident
#4’s POA was notified of new
order 1o send to Emergency Room
on 4/10/13. An ambulance arrived
quickly to transport the regident 10
the Emergency Room and the
Licensed Nurse called report to the
Emergency Room. ‘
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PRINTED: 06/29/2013

legal roprasentative or interested family membar,

Thia REQUIREMENT is not met ag evidenced
by
E{ased on intarview, record review and facifity
policy review It was determined the faclity failed
to have an effective system to ensure the
Physlcian was-nolifled imely of a significant
change in condition for one rasident (#4), in the
selectod sample of thirteen (13) residents. On
04/10/13, Resident #4 was observed by Cerlified
Nureing Assistants (CNAs) to be drenched In
sweat and exhibiling labored hreathing. The
CNAs nolified the day shift and second shift
Licensed Nurses. Record review and interview
rovaalsd the Nurses falled lo nolify the Physician,
per the facility's policy, when they becams aware
of the resident's change of condition sometime
around the 3:00 PM shift change. At
approximately 5:20 PM, (2 and 1/2 hours after the
change in condlilon was idenlified) the CNAs
nolified the Director of Nursing (DON) when the
Nursas falled 10 respond to Resident #4's
reported change of condition. Resident #4 was
wansferred to the emergency room at 5.60 PM
and admiltad wilh the dlagnosts of Bllateral
Pulmanary Emboll. The resident returned fo the
facility on 04/16/13. (Refer to F308)

The faclity's failure to nolify the resident’s
Physician of a significant change In condition has
caused or Is likely lo cauge serious injury, harm,
impairment, or death to a resident. Immediate
Joopardy was identified on 04/24/13 and was

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STAYEMENT OF DEFICIENCIES | X1) PROVIDER/SUP PLIERVOLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY

* | AND PLAN OF CORRECTION ADENTIFICATION NUMBER! A BUILDING COMPLETED
G
185400 B WiNG 04/30/2043
NAME OF PROVIDER OR SUFFLIER STREET ADDRESS, CITY, STATE, ZiP GODE
500 ALLENSVILLE ROAD
HEARTHBTONE PLAGCE ELKTON, KY 42220
(#4110 SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION {X6)
FREFIX (EACH DEFICIENCY MUSY BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC {DENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THEAPPROPRWATE .
‘ DEFICIENCY)
F 187 Confinued From page 3 F 167 ;”t‘z ﬁdf;iff“‘““"’ i“"“'s‘igﬁ“d and
The faclity must record end periodically update ﬁwze ;;RN A d:ﬁ fied t‘“{:“
the address and phone number of the resident's ; 1 lo have
been involved/ agsociated with

Resident #4 on 4/10/13 prior to
5:20 p.m.

The Administrator counseled two
Nurses identified on duty and on
the floor on 4/10/13 and caring for
Resident #4.

Other residents had the potential fo
be affected.

On 4/27/2013, Director of Nursing
completed CQI Tool N -26,
Notification of Change in Resident
Condition, on current facility
residents to determine if any other
residents had the potential to be -
affected by the alleged doficient
practice. ~ For any resident(s)
identified, a Licensed Nurse
completed required notification and

documentation in resident’s
medical record.
What  measures  or  systemic

changes were made fo ensurg {hat
the alleged deficient practice will -

On  4/13/13, the  Corporale
Compliance Director reviewed the
policy for Change in Resident’s
Condition or Status. The policy
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OR MEDICARE & MEDICAID SERVICES

PRINTED: 057202013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X4) PROVIDERISUPPLER/CLIA (%2} MULTIPLE CONSTRUGTION _ {%3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
C
485400 8. WING 04/30/2013
NAME OF PROVIDER OR SUPPUER STREET ADDRESS, CITY, STATE, ZiP CODE
506 ALLENSVILLE ROAD
MEARTHSTONE PLACE ELIKTON, KY 42220 -
£4) 10 SUMMARY STATEMENT OF DEFICIENOIES o PROVIDER'S PLAN OF CORRECTION (X
PREEIX (EACH DEFIGIENGY MUST BE PRECEDEO BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG - REGULATORY OR LSC IDERTIFYING {NFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE DATE
DEFICIENCY)
F 167 | Conlinued From page 4 £ 167|  was determined to be a sufficient

determined to exist on 04/10/1 3. The facility was
notified of the lmmediate Jaopardy on 04724113,
An accepiable Allegation of Compliance (AoC)
was recelved on 04/29/13 and the Stale Survey
Agency validated the mmediate Jeopardy was
removed on 04/28/13, a8 afleged. The scope and
severlly was lowered lo @ v while the facility
davelops and implements the Plan of Correction
(PoC) and the facility's Quality Assurance
monitors the sffectiveness of the systemic
ghanges.

Flndings include;

Areview of the faciiity's policy and procedure,
titled "Change in Resident's Condition*, dated
10/16/10, revealed the Nurse Supervisor/Charge
Nurse should notify the resident's attending
Physician or On-Call Physiclan when there has
been a significant changa in the resident's
physicalfemolionallmenta! condition andfor when
thare was a need {o alter the resident’s medical
treatment significantly.

Arecord review revealed Resident 14 was
admilted on 01/28/10 with diagnoses to include
Dementla, Anxiety, Cardiac Dysthythmia,
Hypertension and Congestive Obstruclive
Pulmonary Disorder,

Areview of the acule hospltal stay Minimum Dala
Set (MDS) assessment, dated 0116/13, revealed
fhe fachiity had assessed Resident #4 with severe
cognitive impairment, unable to make needs
known, non ambutatory and was dependent on
ataff for ali activilles of dally living.

An interview with CNA#13 on 04/19/13 at 10:20

policy of when 10 assess and what
should be reported to physician.

On 4/13/13, an in-service for all
{icensed Nurses was initiated by
the DON and ADON on the
Change in Resident’s Condition or
Status Policy.

On 42412013, the Corporate
Compliance Director reviewed and
revised CQI tool N-26, Notification
of Change in Resident Cougdition,
which audits the resident medical
record for required documentation
according to the cwTent. nuTSing
standards of practice.

The  Corporate  Compliance -
Director completed an in-service on
4/24/13 with the Administrator,
DON, ADON, prin Administrative
Nurses on the revised CQI tool N
26, Notification of Change in
Resident Condition.

The Cherting and Documentation
Policy was reviewed and revised
4/24/13 by the = Corpoxate
Compliance Director. This policy
specifies all services provided to
the resident and for any change in
the resident’s medical. or mental
condition shall be documented in
the medical record.
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F 157 | Continued From page 6

AM and CNA#8, on 04/19/13 al 40:40 AM,
revealed on 04/10/13 they were assisling’
Rasident #4 from the bed to the wheelchalr
sometime around {he 3:00 BM shift change for
licensed Nurses and noticed the residen{’s face
and neck sesmed swollen and he/she was
“drenched In sweat’. CNA#S slated Resident #4
was breathing heavler lhan normal, was
drenched In sweat, and was not talking as the
resident usually repeated simple words
repeatedly, Porinterview, they notifled the Nurse
(could not remember which Nurse) and the Nurge
told them to put oxygen on the resident but they
did not place the oxygen on the resident because
tha facility's procedure was a Nurse had fo it.

An interview conducted with Licensed Practical
Nurse (LPN) #4, on 04/22/13 at 11:50 AM,
revealed on 04/10/13, CNAs (not certain which
ones) brought Resident #4 to tho nursing station
somatime after the 3:00 PM shift change. The
CNAs reportsd fo her that Rosident #4 was
swealing and histher face was red. She stated
she told LPN #2 and clocked out for the day at
4:30 M.

An interview conducted with LPN #2, on 04/16/13
at 3:35 PM, revealed it was after the 3:00 PM
ghift change on 04/10/13 when one of the CNAs
(did not recall who) sald Resident #4 was not
feeling well, She stated she lold the CNA she
would gel the second shift LPN (#5) 1o look at the
resident end she informad LPN #5 in seport that
Res\dent #4 had been moaning and groaning all
day and that was unusual for him/her.

However, Interview with LPN #5, on 04/22113 at
4:26 PM, revealed she received report from the

F157] On 4/25/13, all Licensed Nurses
were in-serviced by the ADON and
DON on the revised Charling and
Documentation Policy.

A new policy “Nursing Standards
of Practice  Policy” was
implemented and placed in the
policy manual on 4/25/13 by the
Corporate Compliance Director.

On 4/25/13, all Licensed Nurses
were in-serviced by the ADON and
DON on the Nursing Standards of
Practice Policy, placement of these
reference materials in the Nurses
Station and when and how to assess
a resident for a change in condition.

On 523/13, the policies titled
Nursing Standards  of Practice,
Change in Resident’s Condition or
Statas  and  Charting and
Documentation, were added by the
Administrator to the new hire
packets for Licensed Nurses to
educate them duving orientation on
the system in place 10 immediately
assess  residents  and notify
physician in a timely manner of a
significant change in condition,

‘How the -facility plans to momnitor
i n that

“solutions for the alleped deficient
practice are sustained;

-
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F 167 | Continued From page & A F 157 Il‘lw?d Notification of Change if
day shift Nurse (LPN #2), somelime around 3:00 est f“;t dCondmon 4;;;‘f] 3‘“"“‘“§
DM o 3:30 PM, and thera was no mention of complety 9 on an
Resident #4 durlng the shift report. Per interviaw, completed weekly x 4 on 3/3, 513,
mround 3:30 PM, CNA#3 Informed her Resident 5/16 and 5/22/13. The audit will be
14 was swealing, but approximately len minutes completed monthly x 2 and
ater. LPN #2 told her Resident #4 was stable anhd quarterly thereafter by the DON on
to just watch him/her, LPN #6 then went (o 1he a random resident sample of six.
Adminlstrator's office for an undetarmined period During the CQIL audit, if it is
of ime and when she returned to the unit, the determined that the primary
Director of Nursing (DON) had Resldent #4 in the physician ~ did  vot receive
nursing station and had oxygen on hir/her. The notification of change in resident’s
DON foid LPN #5 that Resident #4's oxygen status, the Licensed Nurse will
saturation was B4% with oxygen on and to go contact the primary physician to
ahead and call the Physlcian. Per interview, LPN complete notification The DON
#6 stated she should have stopped and assessed will report the resolts <‘3f the audit to
Resldont #4 when the GNA told her about the e P dmiuistcator Th
change In condition and notified the Physician. N ministrat ”‘.‘“0 ot d.e
ahe staled she would normally do so and sald m:;t':‘sma a; ‘(’S‘A c:%?nitteaeu t‘;
Resident#4 could have died. confirm that physician was notified
An Inlerview with the DON, on 04/24/13 a1 9:00 time of a significant change in
AM, revealed lhe Nurse should assess the condition.
resident immeodiately If there was & veported
change of conditlon in any resident and should The ADON will randomly
also notify the Physicien. interview at least three SRNASs,
. - alternating  shifis, to make 8ure
Review of the clinical record revealad o resident change in ¢ onditions have
documented evidence the Physiclan was notified beon addressed in @ timely manner
of Resident #4's change [t condition until These intervi ! g molete a
04/40/13 at 5:20 PM. A review of the Nurse's Tnese In ef"‘j“’SG I"’g'e N dP h
| ot written by LPN %8, dated 04/10/13 at 6:20 initially on 4/26/2013 and then
P, revealed a call was placed to the Physician weekly x 4 on 4/30/13, 5/8/13,
in regards to ihe resident’s low oxygen {02) 5/13/13 and 5/24/13. They will be
saturation (sat) of 84% (normat: 95%-100%) on completed monthly x 2, and
room gir, lemperature 100.9 degrees (normal querterly thereafter by the ADON.
08.6 degrees), pulse 100 {rorma! 60-80) , Any concems will be addressed,
respirations 24 (normal 20-24}, and blood immediately, by the ADON.
pressure (B/P) 94/63 (normal 120/70). The ADON will report the concern and
Evant 1D:105211 Eaciity ID: 160395 If continuation sheet Page 7 of 39
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rasldent was using hisfher accessory muscles to
preath and his/her skin was cool and clafnmy. A
new order was received 1o send tha resident to
{he emergancy room end at 8:50 PM, the
ambulance arrived for transport and the report

was called to the emengenay reomt.

Areview of Resident #4's Emergoncy Room

Record, dated 04/10/13, revealed the hospital

diagnosed the residant with Hypoxia and Bilateral

gul;nonan; Ermboii and the resident's Q2 gat was
1%.

An interview with Resident #4's Physician, on
04/23/13 at 8:00 AM and on 04/24/13 at 10:00
AM, revealed she was unaware of the delay in
notifying her of Resident #4's change of condition
on 04/10/13 and would have expected fhe Nurse
to notify her immediately and was concerned that
she was not notifled timely. The rosident was
diagnosad wilh Bilateral Pulmonary Emboli {blood
dlotg) in both lungs and requlred \reatment with
Lovenox and Coumadin (blood thinners). Per
Interview, the Physician describad the commaon
sympioms of Pulmonary Ewbollsrn a6 sweating
profusely, ctammy skin, shoriness of breath and it
was very frightening for patlents.

++The facility inplemented the following actions to
ramove the tmmediate Jeopardy:

*On 04/24/13, the Administrator Investigated and
Interviewed any Licensed Nurae/GNA identified to
have been involvediassociated with Resident #4
on 04/40/13 prior to 6:20 PM. The Administrator
counseled two Nurees identified on duty and on
the floor on 04/10/13 and caring for Resldent #4,

QA commitice

Quality

OIG  complaint

in clinical status,

notification of that
implemented.

Completion Daig:

The Administrator will report to the
and confirm
changes in resident, status have
been addressed immediately.

Assurance Meetings were
“held on 4/25/13 and 4/27/13 with
the facility Medical Director to
discuss issues jdentified during the
survey  with
residents having significant change

change, N-26
results and the plan of action

that all

physician

53072013
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*The pallcy for Change n Resident's Condition or

Statue was reviewed and was determined to bea
sufficient polloy of when to assess gnd whal
should be reported to the Physlclan.

*nservicing on the Change in Regldent Conditlon
or Stalus policy for all Licensed Nursas wasg
Initiated and completed by the DON on 04/26/13.
All new employees will be inserviced prior to
completion of orientatlon.

#The Charing and Documentation Policy was
reviewed and revised 04/24/13 by fhe Corporats
Gompliance Direclor. Al Licensed Nurses had
completed inservicing on the reviged policy by
0412613,

*CQl tool N-28, Notification of Change in
Resldent Condition, that audits the resident
medical record for required documentation
according to ihe current Nursing Slandards of
Practice, was reviewed and revised 04/24/13.
Inservicing was completed by the Corporate
Compliance Director on 04/24/13 with the
Administrator, DON, ADON, pra Administrative
Nurses on the revised CQl tool N-26, Notification
of Change in Resldent Conditlon.

*The pollcy tiled Nursing Services Policy and
Procadure Manuel was rarmoved and a new policy
Uitled Nursing Standards of Practice Policy was
implerriented and included references and
guidelines the facility would follow in regards to
current Nursing Standards of Practics lo include:
Lippincott: Manual of Nursing Standards,
Kentucky Board of Nursing Standards of Practice

and Nursing Services Poll

cy and Procedure
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F 187

| cNAs who had worked the 3:00 PM to 11 PM

Medical Director to discuss issttes identified vith

Conlinved From page 8 .
Manual. Ali Nurses were inserviced by the ADON
and DON on the Nursing Standards of Practica
Policy, placement of these reference materials In
the Nurse’s Statton and when and haw o as898s
a residant for a chahge of condition, All new
employees will ba inserviced pior fo completion
of orientation.

“The CQI tool N-26 was completed on 04/27/13
on all residents under the supervision of the DON
to identify any other resldent with the potentlat to
be affected by the fallure to notify a Physiclan ofa
change In condition,

* The N26 Nofification of Change In Resident
Gondition will bs completed weekly x 4, monibly x
2, and quarterly theraafter by the DONona
random resldsnt sample of gix. The DON will
report the resulls of the audil to the Administrator,
the Administrator will repart audit results to the
QA commlttee and confirm that alf nolifications
were made correclly.

“On 04/26/13, the ADON randomly interviewed

shift to make sure resident ohange in conditions
have baen addressed In a timely manner. The
ADON will rendornly interview at least three CNAs
alternating shifts to make sure resident change in
conditions have been addressed in a imely
manner. Any concerns will be addressed
immediatsly, by the ADON. These interviews will
be completad waekly X 4, then monthly X 2, and
quarterly thereafter by the ADON,

*A QA rmeeting was held 04/26/13 with the facility

residents having significant change In clinfcal”

F 157
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NAME OF PROVIDER OR SUPPLIER

F 157 | Continued From page 10 - F 157
status, Physiclan notification of that ¢hange and
the plan of action implemented.

The State Survey Agency validated tha corractive
action taken by the facilily as follows:

On 04/30/13, on slte verification included
Intarviews with CNAs #5, #8 and #13 on 04/30/13
beginning at 3:20 PM that confirmed the
Adminlstrator had interviewed them related to
Resident #4 on 04/24/13 related to the resident's
stalus on 04/10/13. Interviews conducted with
LPN #2, #4 and #5 on 04/24/13 beginning at 3:40
PM revealed they had recelved Inservicing and
counseling related to the events on 04/10/13. In
addition, the LPNs revealed they had received
inservicing related to the policy "Change In
Resident Condition" by the DON.

The facility's previous and revised policy
“Gharting and Documentation” was reviewed and
determined 1o have besn revised on 04724113
Inservicing for the Licensed Nurses was
confirmed complated on the revised policy on
04/24143 as per sign In sheet. Intarvisws
conducted on 04730713 beginning at 3:40 PM
revealed LPNe #2, #4 and #5 revealed hey had
recoived that Inservicing by the Corporate
Compliance Nurse.

The CQI N~26 loo] tevisions weie reviewed and
vediled. Inservicing to the Administrator, DON,
ADON, Administrative Nurses was verified per
gign off sheets and Interviews conducled with the
Administrator, DON and ADON on 04/3012
beginning at 3:20 PM confirmad they had
roceived that nservicing per the Corporate
Compliance Director. The new Nuraing

FORM CM3-2567(02-99) Previous Vamlons Obselals Evant ID: 185211 Faciiity 1D; 100306 if continuation shaal Page 11 of 39
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F 1567

F 278
§8=D

Continued From page 11

Standards of Practice policy was reviewed and
observation verified the Lippincott Manual of
Nursing Standards, Kenlucky Board of Nursing
Standards of Praciice and Nursing Senvices
Polloy and Procedure Manual were available for
referance at the nursing station. The CQI N-26
taol was verified comploted on aif residents and
scheduled for a random sample waekly x 4,
ronthly x 2, and quarterly thereafter.

483.20(q) - () ASSESSMENT
ACCURACY/COORDINATION/ICE RTIFIED

The assessment mus! accurately reflect the

. resident's status,

Aregistered nurse muist conduct or coordinate
each assassment with the appropriate
participation of health professionals.

Ategisterad nurge must sign and cenlify that the
assessment Is completed.

£ach individual who complstes a portion of the
assossrnant must sign and cerlify the accuracy of
thal portlon of the assessment.

Under Medicare and Medicald, ap individual who
wilifully and knowingly certifles & material and

false statement in a resident assessment is

subjct to a civil money penally of not more than
$1,000 for each assegsment; or an individuai who
willfully and knowingly causes another Individual
to cerlify a material and false glatementin a
rasident assessment is subject to a civil money
penally of not more than-$56,000 for each
assessment,

Ciinical disagreement does not constitute a

F 167

F 278

EF278

———

483.20(g) - () ASSES SMENT
ACCURACYICOORDINATION/
CERTIFIED

The comective action accomplished
to comect the alleged deficient
practice:

On 5/20/13, MDS assessments for
Resident #9, #11, and #13 were
reviewed by the Administrator.

On 572213, MDS modification
procedures were implemented by
MDS Coordinator to further assure
accuracy. Then assessments were
reviewed by the Administrator;
MDS assessments were found to
be compliant.

Other recidents receivin
Restorative Nursin ervices had

the potential to be affecied.
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k278 | Continued From page 12 “E 278 On 5/20/13, an audit was conducted

rasidents (#9, #11, and #13), In the selected

[naterial and false staternent.

This REQUIREMENT is not met aa evidenced

by:

Based on Interview and record raview it was
determined the facllity falled to ensure an
accurate Minimum Data Set (MDS) asgessiment
was completed relatad to the amount of days
restoralive care was provided for three (3)

aample of thiteen (13) residents. Rosldents #9,
#11, and #13's MDSs were coded for a greater
amount of days for restorative nursing than they
actually received.

Findings include:

1. A record review revealed Resident # 8 was 8
77 year oid resident admilted to the facllity on
01/29/07 with diagnoses 10 include Bipolar
Disorder , Osteoarihriis, Gonvulsive Epilepsy,
Schizophrenla, Intellect Disabllily, Organic
personalily Syndrome, and Asthma.

Areview of Resident #9's quarterly Minimum Data
Set (MDS) assossment, dated 03/04/1 3, rovealed
Resldent #9 received seven days of Active Range
of Motion {AROM) in group and seven days of
grooming during the seven day look back perjod,
However, review of the Restorative Nursing flow
sheet for the seven day look back period revealed
tha resident received six days of grooming and
five days of group AROM.

2 Arecord review revealed Resident #11 was

by the ADON on MDS sssessments
completed within the last 90 days
to determine accuracy of the MDS.
No further modification procedures
were indicated as a result of the
audit.

What _megsures or  systemic
changes were made fo gnswe that
the alleged defjoient practico will

oL eeu:

On 5/22/13, Administrator
completed an in-service with the
interdisciplinary MDS  Team,

consisting of MDS Coordinator,
Certified Distary Manager, Soclal
Service  Director, Activities
Director, Rehab Director, DON and
ADON  regarding  MDS/RAI
Process.

On 5/23/13, Administrator
completed an in-service with the
Interdisciplinary ~ MDS$ Team
regarding MDS completion and
accuracy that must be related to
supportive docomentation from the
seven day reference period o
include Restorative Nursing Log.

On 5/29/13, ADON completed an
heservice with Licensed and
Certified  Nursing  Staff  on
documentation  requirements  of
Restorative Nutging Log, -
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F 278| Continued From page 13 Fa7e|  Restorative Care Plan and
| admitted lo the faclilty on 10/27/11 with diagnoses Restorative Progress Note that
to include Demantia wilh Behavior Disturbance, includes periodic evaluation of
Damentia with Delusional Syndrotne, programs.
Osteoporosis, Osteoarthrills, Congestive Heart
Fallure, Mood Disorder, Gardiomegaly, Hiatal Bow _m_g_fggm_p_!m_to____nmﬁm’
Hernia, Kyphosis, and Gasiro Esophageal Reflux its performance to eusue that
Disease. . solutions for_the allesed deficient
' practice aré sustained:
| Areview of Resident #11's quarterly MOS
assessment, dated 02111113, revealed Resident The CQI Tool N-19 RAI Process
#11 recelved seven days of AROM and seven (Assessment_and _Care Blanning)
days of passive range of matlon (PROM) dusing will be conducted by the ADON
the seven day look back perlod, However, 4 tly for 3 months and then
review of the Restorative Nursing documentation mon ‘;’ ‘;r N n
for the seven day look back period revesled the quarterly thereafier to ensure af
resident roceivad six days of AROM and six days accurate MDS assessment related
of Passive Range of Motion. (PROM) to the amount of days restorative
care that was provided. ADON
3. Arecord review revealed Resident#13 was  will report the rosults of the N-19
admilted to the facllity on 06/08/1 2 with dlagnoses to  the Quality  Assurance
fo Include Dementta, Diabstes Mellitus il, Committee  during  the  next
Osteoarthritis, Hypertension, Gongeslive Heart scheduled meeting.
Fallure, Renal Insufficiency, and L1 Compresslon
Fracture' Complelion Date: 5/30/2043
Areview of Resldent #13's quarterly MDS
asgassment, dated 0172113 revealed the
resident raceived seven days of AROM and
seven days of ambulation during the seven day
look back period. However, review of the
Restorative Nurging documentation for {he geven
day look back period revegled the resident
receivad no days of AROM and no days of
ambulation.
An Interview with Registered Nurse (RN) #6, MDS
Coordinator, on 04/17/13 at 3:25 PM, revealed
she had heard it was all right o code jestorative -
Evenl iD: L8821 Fscifity 10: 100385 1i continuation sheol Page 14 0f 89
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F 278 | Continued From page 14 F 278
nursing days on the MDS even though the
restorative nursing documentation did not support
a valid number of days the programs were
provided. The MD3 Coordinator stated she
interviews the Restorative Aides and asks them
how many tays they provided Restoralive care fo
the resldent during the soven day look back
period. She revealed if the Restoralive Aldes tell
her a higher number of days than what is
documented on the Restorativa Flow Sheets, she
documents the number of days the aldes tell her
even though there Is no documentatiorn to show
the restorative care was provided. The MDS
Coordinator stated she assumed the restoralive
aldes would go bagk and document thelr Initlals
later,
An interview with the Adminlstralor, on 04/22113
al 10:45 AM, revealed the MDS Coordinator
should have documentation to support what is
documentad on the MDS assessment.
F 2601 483.20{d)(3), 483,10(k)(2) RIGHT TO F 260, F280
g5=J | PARTICIPATE PLANNING CARE-REVISE CP
483.20(d)(3), 483.100)(2) RIGHT
The resident has the right, unless adjudged TO PARTICIPATE PLANNING
incompetent or othenvise found to be CARE-REVISE CP
incapacitated under the laws of the State, to
partlclpat_e In planning care and treatment or W@@_
changes in care and treatrent, to correct the alle ad deficient
Q c;mprshansi;a c?lre plan must be devetoped practice;
ithin 7 days after the completion of the . N
comprehensive assessment; prepared by an on 412613, Resident  #4s
Interdisciplinary team, that Inciudes the attending °°1{1P“3hen5”e care plan was
physiclan, a registered hurse with responsibility roviewed and npdated by the MDS
for the resident, and other appropriale staffin Coordinator. The revised
disciptines as determined by the resident's needs, comprehensive  care plan  for.
and, to the extent practicable, the parlicipation of
FORM CMS-2567(02-9b} Previous Versions Obsalela Hvent ID;1882H Fachty i; 100365 1f continuation sheai Page 15 0f 39
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F 280! Confinued From page 15

the realdent, the resident's famlly or the resident's
legal reprasentative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT Is not mel as evidenced

y:

Based on observation, interview, record review,
and review of faclliiy's polloy and procedura Ll was
detormined the facility failed to have an effechive
system to ensure the Comprehensive Care Plan
was revised for ane (1) residents (#4), in the
selectod sample-of thirteen (13) residents.
Resident #4 was re-admilted to the facllty from
the hospital on 04/16/13. The resident was
experiencing difficully breathing on 04/15/13 and
ordare wera recelvad for O2 via mask, litrate from
2.4 liters per minute to malntain 02 saluration
{sal,) over 80%. However, the facility failed to
revise the care plan to include oxygen therapy.
On 04/24/13 at 12:20 PM, Resident #4 was
observed exhibiling difficully breathing, and after
sUrvVeyor intervention, siaff assessed (he
resldent’s O2 sat at 81% (normal 96-100 %).
Observation of the oxygen cylinder regulator
revealed It indicated the cylinder was empty.
Staff inlerviews revealed there was no system in
place {o ensure there was adequate 02 in the 02
cylinders. The facilily was notified of the
Immediate Jeopardy on 04/26/13, (Refer to
F328)

This facllity's fallure to have a system to ensuro

COPD was placed in the resident’s
medical record. Care plan
interventions include administering
oxygen @s ordered, assessing
respiratory status through
auscultation and observation.

Qther residents had the potential to
be affecied.

On 4/27/2013, ADON completed
CQl for “Oxygen Audit" of
residents who recelve oxygen
therapy this audit incloded - to
ensure  comprchensive  oxygen
therapy car¢ plans-were currently in
place; the audit showed full
compliance.

What measures ot _ systemic

changes_were made to_ensure that
the alleped deficiept, practice will
not [gour;

On 4/24/13, the policy titled
"Oxygen, Application and
Changing of Equipment and
Supplies® was reviewed and
revised by the Corporate
Compliance Director.

On 42413, an in-service, for all
Licensed Nurses and  State
Registered Nurses Aldes, was
inifiated wnd conducted by the
DON, ADON and Corporate

FORM CM5-2667(02-98) Provicus Varslons Obsolele Bvent ID:LBSZN
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I 280 | Continued From page 16 ogo|  Compliance Director on the fevisee
. . > policy “Oxygen, Application and
residents care plans were revised has caused of Changing of Equipment and
is Ikely to cause serlous injury, harm, impairment, Seoplios” p
of death o a resident. immediaté Jeopardy was ppLIes.
Identified on 04/26/13 and determined to exist on )
04124113, The {aclity was made aware of he On 4/26/13, CQI form "Oxyger
immadlate Jeopardy on 04/26/13. An acceplable Audl’ was developed and
Allegation of Compliance (AoC)was tecelved on implemented by the
04/29/43 and the State Survey Agency validated Administrator, This audit
the Immediate Jeopardy wae removed on tucludes ensuring a
04/28/13, 33 elieged. Thle S‘COPE 3‘"‘3 39"9!‘.“)' 4 comprehensive care plan Is in
was lowered to a"D" while the facllity develope lace for residents receivi
and implemented a Plan of Correction (PoC) and g‘xygw therap; nts  recelving
the Facllily’s Quality Assurance monitors the ’
offectiveness of the systemic chanhges. On 4/26113, the DON and ADON
' ' . were  Inserviced by  the
Findlngs Include: Administrator on the
Areview of the facliity's poicy tilled, Care Pian - implementation, scheduling and
Cornprehensive, no date, revealed the facility reporting of the new CQI form
should develap an individualized comprehensive Oxygen Audit.”
care plan that includes measurable objectives to :
mast the resldent's medical and nursing needs. On 5/29/13, the DON completed an
‘Maintaining a comprehensive care plan for each in-service with Licensed Nurses
resident that Identifles the highest level of regarding  the  Care Plan,
funqllpnlng the regident may be e>_<pected to Comprehensive Policy and
attain. Each care plan will be designed to identify Physictan Order Policy.
problem areas, risk factors, goals and
coparinentospons o o0 ST 10 ot ol g oo
rasident's condltion dictate: Care plans are solntions for the alleged defici
reviewed/updatsd quarterly. solutions for the alleged, CEHCIE ieient
practice ave sustaingd:
Arecord review revealed Resident #4 was .\ i
re-admilled to the facility on 04/48/13 with The CQI form "Oxygen Audit” was
diagnoses to include Bllateral Pulmonary Emboli, initially completed on. 4/27/2013
‘ and completed weekly x 4 on 5/4,
Areview of the Nursing Notes, dated 04115/13 at 3/8, 5/16, and 5/22/13. The audit
4:00 PM, revealed Licensed Praclical Nurse witl be completed monthly X 2 and
syent Jo;LBS2YY Faliity iD; 400345 If conlinuation sheet Pege 47 of 39
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i quarterly thereafter by the DON on -
(LPN) #2 called the Physiclan’s answering service The DON will report the results of
related to Resldent #4 having incraased the audit 1o the Administrator. The
respirations and decreased oxygen saturailon. Administator Wil seport audit
Furher review of the nursing notes, revealad the esults o the QA committee fo
Physician relurned the call at 4:25 PM and gave firm that all oxygen is ordered
an order for Resident #4 to be provided oxygen coniril XYEen lanne ci
therapy. , documented and care P
gorrectly.
Areview of a Physiclan's Order, dated 04/15/13 !
al 5:00 PM, revealed the Physician ordered 02 Completion Dgte: 43072013
via magk, may tilrate 2-5 Liters {o maintain sals .
over 90%.
F urihaf record review revealed Resldent#4's
care plan was not revised o address the
resident's decressed ability to preathe and 02
therapy and to provide interventions for staff.
Observation oh 04/24/13 at 12:20 PM revealed
Resldent #4 wag exhiblting difficulty preathing.
After surveyor intervention, staff assessed the
resident's O2 eat at 81% (normal 90-100%).
Further observation revealed the 02 cylinder was
emply. :
interview with LPN #2, on 04/24113 at 12:27 PM,
revealed the Certified Nurse Aides (CNA) were
responsible to check the 02 cylinders when they
\ransferred residents from the O2 concentrators
in the residents' rooms to the portable O2
cylinders placed on the residents’ wheeichairs,
However, Intarview on 04/24/43 at 12:45 PM with
GNA #20 who transfeired the resident to the 02
cylinder and iransported the resident to the dining
toom, fevealed she did not check the residenl’s
oxygen.
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the O2 regulator on Resident #4's 02 cylinder
displayed emply but could not say how much
oxygen was in the cylinder.

Order and place the OZ on the resident’s care
plans were developed.

remove the Jmmedlate Jeopardy:

*On 04/24/13, the Administrator began
investigating and Interviewing any Nurse/CNA

Resident #4 on 04/24/13.
»On 04/24/13, the Administrator counseled two

providing care {0 Resident #4.

oxygen tank in use was not emply.

*On 04/24/13, the policy tilled *Oxygen,
Application and Changing of Equipment and
Supplies" wes reviewed and revised by the

included the Licensed Nurse will verify tank fill
level before meals to ensure adequate oxygen
administration per Physician prdet.

An Interview with CNA#8, on 04/24/13 at 12:30
PM and 5:50 PM, rovaaled CNA#8 did pot think

An interview with the Administrator, on 04/24/13
at 2:10 PM and 04/26/13 at 1:45 PM revealed the
Nurse was responsible to oblain the Physician's

plan at that time. The MDS Coordinator was to
verify the Physfclan's Order and ensure the card

MThe facility implemented the following actions to

identified to have been involvediagsociated with

F 280

CNAs identified on duty and on the floor 04/24/13

+On 04/24/13, the DON completed an sudit on all
current residents prescribed oxygen to ensure the

Corporate Compliance Director, The revisions

PO CMS-2567(02-68) Previous Vealons Obsolete

Event ID:LASZH
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*On 04/24/13, an in~gervice for all Licensed
Nurses and CNAs was initiated and conducted by
the DON, ADON and Corporate Compliance
Director on the revised policy "Oxygen,
Application and Changing of Equipment and
Supplies’. Tha in-gervice was completad
04/2713.

¥ On 04/26/13 the Corporate Compllance Director
provided Insarvice to the MDS Goordinator
related to interim and Comprehensive Care Plan
policy and procedures.

“On 04/26/13, CQI form "Oxygen Audit’ was
developed and implemented by the Adminlstrator.

*On 04/26/13, the DON and ADON were
in-serviced by the Administrator on the
implementation, scheduling and reporting of the
new CQI form "Oxygen Audit’.

*“The DON and ADON completed a chart audit for
residents using the "Oxygen Audit” form on
04/26/13.

*The CQl form "Oxygen Audit” was compleled on
04126713 and will be completed waekly X 4,
menthly x 2 ang quarterly thereafter by the DON
oh a random resident sample of 6ix, The DON
will reportthe results of the audittothe
Adminlstrator. The Administrator will report audit
rasuilts to the QA commilites fo confirm that all
oxygen Is orderad, doswnented and care planned
coirectly. : '

“The DON completed the "Oxygen Audlt” on
0412713.

(%4) 1D SUMMARY GTATEMENT OF DEFICIENCIES 10 FROVIDER'S FLAN OF CORREGTION 5
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*A Quality Assurance Meeting was held on
04/27/13 with the facility Medical Director to
diseuss irsues identifled during the OIG
complaint survey.

Tha State Survey Agency valldated the correclive
action taken by the facllity as follows:

Record review and interviews with LPN #2, #4,
and #5 and CNAg 5, #8, and #13 revealed they
had received inservicing related to the policy
"Oxygen, Application and Changing of Equipment
and Supplies" by the DON, ADON and Corporate
Compllance Directar on the revised . The
in-sorvice was completed 04/27/13.

On 04/30/13 the Oxygen Application and
Changing of Equipment and Supplles was verified
revised and intarview on 04/30/43 with the MDS
Coordinator verifled she had been provided
inservicing retated to the policy by the Corporate
Compliance Director.

The new CQ) form "Oxygen Audil” was verified
and interviews with the DON and ADON von
04130/13 beginning at 3:40 PM verlfied they had
received insenvicing by the Administrator on the
lmpigmentatfon of the new CQI form "Oxygen
Audil”.

Chart reviews and interviews with ihe DON and
ADON on 04/30/13 beginning at 3:40 PM
revealed the DON and ADON had completed a
chart audit for resldents using the "Oxygen Audlt’
form and was complated 04/27/13.

A QA mesting was verified held on 04/27/13 with
the Medical Director in attendance and oxygen

HEARTHSTONE PLACE ELKTON, KY 42220
4} O SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION 4
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administration and plan of action implemented
was dlscussed.
F 300 483.26 PROVIDE CARE/SERVICES FOR F 309, F309
ga=J| HIGHEST WELL BEING a—
L 483.25 PROVIDE
Each resident must recelve and lhe facility must CARE/SERVICES FOR HIGHEST
provide the necessary caré and services to attaln 1 WELL BEING
or malntain the higheat practicable physical,
mental, and psyc nsoclal well-being, In : . ; .
accerd;an'ce with the comprehengive aasessment ‘_____’____,__E__‘i;{;}he con i‘im;?\:mwg aggoﬁehz?:m
and plan of care. —'—c.m-————a‘l—g———ﬁ——
practlce:
On 471013, Resident  #4's
condition was sssessed by a
Licensed Nurse and the Primary
Care Physician was notified of
This REQUIREMENT ‘s not met as evidenced change in condition. A now order
by: ) was obtained to send Resident #4 to
Baged on observation, nterview and record . the Emergency Room. Resident
review, il was determined the facllity falled to 44’s POA was notified of new
have an effective system to ensure one N order to send to Emergency Room
rosident (#4), In the selepted sample of thirtaen on 4/10/13. An ambulance arcived
(13) residents, was provided the necessary care quickly to transport the cesident o
and services to mantaln the highest pracllcable e Emergency Room and the
physicat, mentsl and physical well-being. The L oneed Nusse called report o the

faciiity failed to ensure Licensed Nursing staff
provided a thorough asgessment and followed the
facllity's "Change in Condition”, policy and

Emergency Room, on 4/10/13.

procedure related to Physician nolification once The Administrator investigated and
informed by the Certified Nurse Aldes (CNA)of a interviewed ~ any  Licensed
possible significant change in condition. (Refer to Nurse/SRNA identified to have
F167) : been involved/assoclaled  with

Resident %4 on 4/10/13 prior 10
On 04/10/13, CNAs observed Resident #4 to be $:20 p.mo.

drenched In sweat and exhibiting labored
preathing. The day and gecond shift Nurses weré
made aware sometime around the 3:00 PM shift

FOFM CM3-2667(02-89) Provious Versiont Obsolale Event 10;L65211 Faclity 10: 100305 It continuation sheet Page 22 of 39
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hange that Resldent #4 was exhibltin theso urses identified on duty and on
changs 4w g the floor on 4/10/13 and caring for

| with Substandard Quallly of Care was ldentified

| Findings include:

gymptoms. There was no documenied evidence
the Nurses assesged the resident. Al
approximately 5:20 PM, the GNAs notifled the
Director of Nurging {DON) when the Nurses fafled
ta respond to Resident #4's reported change of
condition. Resldent 414 was lransferred to the
emergency room at 5:50 PM ang admilted with
the diagnosis of Bilateral Pulmonary £mboli. Tne
resident was readmitted to the facility on
04/16/13.

Tha faciliy’s fallure to conduct a timely thorough
assessment of Resident #4 has caused, ot Is

ikely to cause, serlous injury, harm, impairment
or dealh to a resident. The limmediate Jeopardy

on 04/24/43 and [dentified to exist on 0471013,
The faclity was notified of the Immediats
Jeopardy on 04/24/13.

An acceptable Allegation of Compliance (AoC)
was recaived on 04/29113 and the State Survey
Agenoy validated the immediate Jeopardy was-
removed on 04/28/13, as alleged. The scope and
severlty was lowered to & D" while the facility
develops and implements {he Plan of Correction
{(PoC)and the facility's Quality Assurance
monitors the effectiveness of the systemic
changes,

Arecord review revealad Resident #4's was
admitled to the facility on 01/28140 with diaghoses
to include Dementia, Anxiety, Cardiac
Dysthythmia, Hypertension and Congeslive
Obstructive Pulmonary Disorder.

Resident #4.

Qther_residonts had the po;,e_ntial o
be affected.

On 4/21/2013, Director of Nursing
completed CQI Tool N -26,
Notification of Change in Resident
Condition, on cuwrent facility
residents to determine if any other
residents had the potential to be
affected by the alleged defictent
practice. For any resident(s)
identified, & Licensed MNurse
completed required potification and
documentation  in resident’s
medical record.

gystemic
chanpes were made _to_gnsure that
the alleged deficient practice will
not recur:

What  meagures o

On 4/13/13, the Corporate
Compliance Director reviewed the
policy for Change in Resident's
Condition or Status. The policy
was determined to be a sufficient
policy of when to assess and what
should be reported 10 physician,

On 4/1313, an in-service for all
Licensed Nurses was nitiated by
the DON and ADON on the
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F 308} Continued Ffom page 23 F 309 Change in Resident’s Condition or
Status Policy. :
A review of the aocute hospital stay Minimum Data
Sel (MDS) assessment, dated 01/16/13, revealed On  4724/2013, the Corporate
the facility had asgessed Resident #4 with severe Complisnce Director reviewed and
cognitive impalrment, unable to make needs revised CQI tool N-26, Notification
known, non ambutatory and was dependent an of Change in Resident Condition,
staff for all activittes of daily living. which andits the resident medical
Alnterview with CNA#18, on 04/19/13 at 10:20 o Feed o g
'AM, revealed on 04/10/43 she had provided cere tandards of pract g
for Resldent #4 and the rasident saemed normal of practice.
untll sometime around the 3:00 PM atNursing .
shift ohangs. CNA #13 stated her and CNA#S The  Corporate  Compliance
were assisting Resident #4 lo transfer from the Director completed an in-service on
bed to the wheelchair when they noticed Resident 4/24/13 with the Administrator and
44 did nol look right as the residents facs and DON on the revised CQI tool N-26,
neck seemed swollen and was "drenched In Notification of Change in Resident
sweal” raquiting CNA13 to change the Condition.
resident’s clothing. CNA#8 notlffed the Nurse
and the Nurse had told the CNAS to put oxygen The Charting and Docwumentation
on the residont but they did not because lhat was Policy was reviewed and revised
not something GNAs could do. The Nurse did not 4/24/13 by the  Corporate
came to the resident's room and the CNAs Compliance Director. This policy
moved Resldent #4 to the NUreing statlon. The specifies all services provided to
Director of Nursing came by and CNA#13 asked the resident and & L4 n X
him to look at Resident #4 and fold him Resident the resident e 3“1? change i
44's change of condition had afready been ¢ dfe?’ ent’s medical or mental
roported to on of the Nurses. fﬁ:tégg&aﬁzgobde documented in
Q. :
An Interviow with CNA#8, on 04/19/13 at 10:40
AM revealed she essisted CNA#15 with On 4/25/2013, all Licensed Nurses
\ransfetring Rosident #4 from the bed to the were insserviced by the ADON and
wheelchair around the 3:00 PM shift change for DON on the revised Charting and
ficensed Nurses. CNA#8 stated Resident #4 was Documentation Policy.
breathing heavier than norma! and was drenched
in sweat gnd not speaking as hefshe notmally A Lippincott: Manual of Nursing
did. Resident#4 was normally aiways cold, The Practice was purchased by the
CNAs moved Resident #4 to the Nursing stalion
Bvant 1D: 488211 Facliy 10; 100388 If cantinualion sheet Page 24 of L]
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| Resldent #4 and Resldent #4 was taken t0 the

| An interview with LPN #2, on 04/19/13 at 3:05

and the residont remalned there long enough for
CNA#8 and CNA#13 fo assist in transfeiring two
or three mors residents. CNA#8 stated they
ware told to move Resident #4 to the Mursing
station 8o that vitals signs could be obtained by
{he Nurse but the Nurse did nol obtain the vital
signs. CNA#S stated it made her mad when the
Nurses didr't do anything and she obtained the
resldent's vilal signs because ghe wag worried
about the resident,

An interylew with CNARA (Restorative Aide) #3,
on D4/22/13 at 3:06 PM, revealed on 04110113
sometime after the licensed staff shift change at
3:00 PM, she observed Resident #4 was having
trouble breathing, did not look right and was
soaking wet wilh sweat. CNA#3 stated CNA#D
and CNA #13 were assisting Resideni #4 t0
transfer from the bed to the wheelchair. CNA#3
stated she knew something was wrong with

nursing station and LPN #2 10ld CNA#S to put
oxygen oh Rosident #4.

PM, revealed on 04/10/12 after the 3:00 PM shift
change one of the CNAs-(did not recall which
ONA) reported Rasident #4 was not feeling well.
She stated she told that CNAshe would get the
second shift LPN (LPN#5) to look at the resident.
PN #2 staiad she did nol oblaln vilal signs oF
conduct an assessment because she was
praparing to leave for the day. The LPN also
stated she informed LPN #5 that Resident #4 had
bean moaning and groaning all day and that was
ueual for the resldent. LPN #2 siated she had
seen Resident#4 after the CNA reported he/she
wasn't fealing well but that "He/she didn't look any

placed in the nurse’s station,

The policy titted “Nursing Services
Policy and Procedure Manual® was
removed from the policy manual.
A new policy “Nursing Standards
of  DPractice  Policy”  was
implemented and placed in the
policy manual on 412513 by the
Corporate Compliance Director.
This policy includes veferences and
guidelines the facility will follow in
regards to curent Nursing
Standards of Practice.

On 4/25/13, all Nurses were in-
serviced by the ADON and DON
on the Numsing Standards of
Practice Polioy, placement of these
reference materials in the Nurses’
Station and when and how to assess
a resident for a change in condition.

On 5/23/13, the policies titled
Nursing Standards of Practics,
Change in Resident’s Condiiion of
Status  and  Charting  and
Docomentation, were added by the
Administrator to the new hire
packets for Licensed Nurses to
educate them during orientation on
the system in place to immediately
assess  residents and  motify
physician in a timely manner of a
significant change in condition.

I
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Hoy the fagility plans 10 monitor .
F 309 Conlinue]z'd Erom page 26 F 309 it performance that
different’. solutions for the alleped deficient

around 2:50 PM.

during the shift report.

dufing the assessment,
resident's room and infermad her that
#4 was gwealing.

stated tha DON told her Resident #4's

An Interview with LPN #5, on 04122113 al 4:28
PM, revesled she usually arrived for seacond shift
The LPN stated on 04/1 0113,
she receivad repor from the day shitt Nurse, LPN
#2 somelime around 3:00 PM to 3:90 PM, She
revealed thare was no mention of Resident #4
The LPN stated after
teport she had gone to another resident’s
(Resldent #3) room to pariorm 8 full skin '
assessment at about 3:30 PM. LPN #5 stated,
CNA#3 entered the

Resident

LPN #5 revealed she
completed the skin assessment which took about
tan additional minutes. LEN #5 theh weni to the
nursing office to document the completed skin
assessment and at that time LPN #2 told her
Resident #4 was stable and (o Just watch him/her.
LPN #5 then went o the Adminlatrator's offlce for
an undetermined period of lime and when she

1 returned the DON had Resldent#4 in the nursing
station and had oxygeh on nim/er. The LEN

02 sal.

was 84% with 02 and to nolify the Physician,
LPN #5 revealed she obtalned vital signs hersell
before nolifying the Physician and recalled the 02
sat was low, the pulse was high, the blood
pressure was low and the lemperature was
olevated. LPN #5 stated she documented the
vital signs in the resident's record, called the
Physician, left a message, the Physlcian returned
{he call right away and gave orders to send
Resident #4 to fhe emargency reom. LPN #5
atated she should have stopped and assessed
Regident #4 when the CNA had came 10 her
during the skin assessment of the other resident,

practice are snstained:

N-26 Notification of Change in
Resident Condition was initially
completed on  4/27/13 and
completed weekly x 4 on 5/3, 5/9,
5/16, and 5/22/13. The audit will
be completed monthly X 2 and
quarterly thereafter by the DON on
a random resident sample of six.
During the CQI audit, if it Is
determined  that the  primary
physician  did  pot receive
notification .of change in resident’s
status, the Licensed Nurse will
contact the primary physician to
complete potification. The BON
will report the results of the audit to
the Administrator. The
Administeator  will  report audit
results to the QA committee 10
confirm that necessary c<are and
services weve provided.

_ The ADON  will randomly
interview at least three SRNAS,
alternating  shifts, to make sure
resident change in conditions have
been addressed in a timely manner.
Any concerns will be addressed,
immediately, by the ADON. Theso
interviews were completed initially
on 4/26/2013 and then weekly x 4
on 4/30/13, 5/8/13, 5M13/13 and
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. 5/24/13. ‘They will be completed
£ 308 | Continued From page 26 . F308| onthly % 2. and  quarterly
She stated she would normally do so and said thereafter by the ADON, ADON
Resident #4 could have died. will report the concern and
, . lution to the Administrator,
An Interview wiith the Director of Nursing (DON), resolution 10 H7E
on 04/16/13 at 1:15 PM and on 04124/13 &t 9:00 The Administrator will report to the
AM. revealed on 04/10/13 GNA#13 had nolfied QA committee to confym that
him during the time the day ghift Nurses were still necessary care and services Were
in the facility and the second shift Nurses were on provided.
| the floor that something was hot right with
Resident #4 and she had notified LPN#2, The A Quality Assurance Meetings
DON sald Resident ##4 was very short of breath were held on 4/25/13 and 4/27/13
but had good lung sotinds and was using with the facility Medical Director
accessory mugeles and ha told LPN #6 to send to discuss issues identified during
the resident out, On 04/24/13 al g:00 AM the the OIG complaint survey with
DON stated he did not realize thera had been residents having significant change
such & Ume span from when the CNAg had in  clinical  stats physieian
reporied to the Nurse something was wrong With notification of that éhange N-26
Resident #4 and the time CNA#13 had asked results and the plan of ! action
him to look at he resident. The DON expected S 4 P
the Nurse o assess immediately if there was implemented. -
repont of a change of condition in eny resident. .
Completion Date: 513012013
An interview with Resident #4's Physlcian, on
04/23/43 at 6:00 AM and 04/24/13 at 10:00 AM,
revealed she had been unaware of the delay in
notifying her of Residant #4's change of condition
on 04/10/13 and would have expected the Nurse
{o notify her immedialely. The Physician stated
she was concerned that she was not notlfied
timely, The Physician stated Resident #4
required treatment of Coumadin and Lovenox
{blood thinners) due to the diagnosls of Bilateral
pulmonary Emboli (blood clots). The Physiclan
desoribed the cormmon symplems of Puimaonary
Embolism was sweating profusely, clammy skin,
shortness of breath and was very frightening for
patients. She additionally stated blead clots do
not dissolve right away and take time, however,
Evert 1D;186211 Facility 1p: 1006385 I conlinuallon sheet Page 27 of 30
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F 309} Continued From page 27 ¥ 300
the treatment would have been lhe same No

| saluration (sat)of 84%

| Pulmonary Emboli and had an 02 sat of 81%.

maiter when she was notified. The Physician
slated Resident #4 was jortunale as blood clols in
the lung can be fatal and there was a polential it
could.have besn fatal for Resident #4.

Areview of the Nurse's Note written by Licensed
Practical Nurse (LPN) #5, dated 04/10/13 at 5:20
PM, revealed a call was placed to the Physician
in regards lo the resident's low oxygen (02)
(normak: 86%-100%) on
room alr, Temperature 100.9 degrees (normal
98.6 degrees), pulse 400 (normat 80-80),
Respirations 24 {normal 20-24), blood pressure
(B/P) 94/63 {normal 120/70). The resident was
using hisfher accessory musclas to breath and
hisfher skin was coof and clammy. Anew order
was received to send the residenf to the
‘emargency room. Acall was placed to the family
al 5:25 PM and they were made aware of the new/
order and the farily agreed. At 5:50 PM, the
ambulance arrived for transport and the report
was called to the emergency r6om.

Aroview of Resident #4's Emergency Room
Record, dated 04/10/13, revealed the resident
was diagnosed wilh Hypoxia and Blloteral

An interview with the Emargency Raom
Physician, on 04/26/13 al 14:05 AM, revealsd
shortness of breath and chest paln were common
signs of Pulmonary Embolism. The onset of
symptams could be sudden and pregence of
underlying diseass could cause the symptoms 10
vary, The Physician revealed he would expsct
staff to yespand Immediataly to any resldent
displaying shortness of breath and report to the
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Physiclan, The Physictan revealed the condition
could cause death. The {reaiment would be the
same for Puimonary Embolism it it was two
hours, four hours oF six hours after onget, The
Physlcian revealed treatment intervention |deally
should be sooner than iater to improve ihe
chances of a good culcome.

“The facility implemented the following actions to
retmove the immediate Jeopardy.

*On 04724/13, the Administrator investigated end
Interviewad any Licensed Nuree/CNA idantiffed to
have heen Involved/associated with Resident#4
on 04/10/43 prior to 5:20 PM. The Administrator
counselad two Nurses idenfifled on duty and on
the floor on 04/10/13 and oaring for Resident #4.

*The Policy for Change [n Resident's Condltlon or
Status was reviswed and was determined to be @
sufficlnt policy of when to assess and what
should be reported to the Physiclan.

sinservicing on the pollcy "Resident Change in
Condition or Status" for alf Licensed Nurses was
initialed and completed by he DON on 04/26/13.
All new employees will be inserviced prior to
cornpletion of arfentation.

*The Charting and Documentation Policy was
reviewed and revised 04/24/13 by the Corporate
Compllance Director.  All Licensed Nurses had
completed insarvicing on the revised policy by
04/25/13.

*GQ! tool N-26, Notification of Change In
Resident Condition, that audits the resident
medical record for required documentation

F 309

.
FORM GM$-2587(02-99) Provious Veraians Qbsolole Evenl 10:L8S21Y

Faciity 1D; 100396 . " |F continuation sheet Prge 20 of 39

o s e b=t P E SU—TIE D 93989939!’-‘-6

pp:G1 £10Z/G8/90




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/20/2013
FORM APPROVED
OMB NO, 0838-039

[ SYATEMENT OF DEFIGIENGIES
AtD PLAN OF CORREGTION

x4 PROVIDER/SUPPLIER/GLIA
IDENTIFICATION NUMBER:

165400

R2) MULTIPLE GCONSTRUCTION

A. BUILDING e

B, WING

ettt

(X3} DATE SURVEY
COMPLETED

c
04/30/2013

NAME OF PROVIDER OR 8UPPUER
HEARTHSTONE PLACE

STREET ADORESS, CITY, STATE, 24P CODE
606 ALLENSVILLE ROAD
ELKTON, KY 42220

o
PREFIX
TAG

SUMMARY SYATEMENT GF DEFICIENCIES
(EACH OEFICIENCY MUST BE PRECEOED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

[
PREFIX
TAG
DERGIENCY)

PROVIDER'S PLAN OF GORRECTION
CH CORRECTIVE AGTION SHOULD 8E
CROGS-REFERENCEDTO THEAPPRGPRIATE

{X6)
CONPLETION
DATE

| e

F 309

Continued From page 29

according to the current Nursing Standards of
Praclice, was feviewed and revisod 04/24/13.
Inservicing was completed by the Comorate
Compliance Director on 04/24143 with the
Administrator, DON, ADON, PRN (as neaded)
Administrative Nurses on the revised CQl too!
N-28, Notifioation of Change in Resident
Condition.

*The policy titted "Nursing Services Policy and
Procedure Manuel’ was removed and & new
policy titled "Nursing Standards of Practice Policy”
was implsmented and included references and
guldelines the facilily woltld follow in regards to
current Nursing Standards of Practice to include;
Lippincott: Manua! of Nurslng Standards, the
Kentucky Board of Nursing Standards of Practice,
and Nursing Services Policy and Procedure
Manual. All Nurses were inservicad by the ADON
and DON on the Nursing Standards al Practice
Policy, placement of these reference materials in
the Nurse's Station and when and how lo assess
a resident for a change of condition. All new
employees will be Inserviced prior to completion
of orientalion, '

*The CQY tool N-26 was completed on 04/27/13
on all residents under the supervision of the DON
{o Identify any other resident with the polential to
be affectsd by the failure to notity a Physician ofa
change in condition.

* The N26 Notification of Change in Resident
Conditlon will be completed weekly X 4, monthly X
2, and guarterly thereafter by the DON on 8
random resident sample of six. The DON will
report the rosults of the audit to the Administrator.
The Adiminlstrator will report audit results to the

F 309
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Conlinued From page 30
QA commiltee and confirm that all notifications
were made correctly.

*On 04/26/13, the ADON randomly Interviewed
CNAs who had worked the 3:00 PM to 11 PM
shift to make sure resident change in conditions
have baen addressed Ina tmely manner. The
ADON wlil randomly interview at least thies CNAS
on alternating shifts to make sure tesident
changs in conditions have been addressed In &
timely mannef. Any concerns will be addressed
immediately, by the ADON. These interviews will
ba completed weekly X 4, then moenthly x 2, and
quartarly thereafter by the ADON. :

*A QA meeting was held on 04725113 with the
faciiity Medical Dirgctor 10 discuss lssues
[dentified with residents having significant change
in clinical status, Physician notification of that
change and the plan of action implemented.

The State Survey Agency validated the carreclive
action taken by the facility as follows:

Interviews conducted on 04/30/13 beginning at
3:20 PM with the Administeator, LPN #2, #4, and
#5 and CNA #5, #8 and #13 revealed the
Administrator had Invesligaled and interviewed
Licensod Nurses and CNAs identified to have
been lnvolved with Resldent #4 on 04/10/M3.

F 309

Interviews with Licensad Nurses #2. #4, and #5
on 04/30/13 beginning at 3:40 PM revealed they
nad recelved inservicing refated to the The Policy
for Change in Residents Condition or Status and
had been provided by the DON.
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The revised pofioy "Charting and Documentation”
was verified reviged by the Corporate Compliance
Director and sign off documentation and
intervisws on 04/30/13 beginhing at 3:40 PM with
LPNs #2, #4, and #5 verified inservicing had besn
completed by 04/25/13.

The CQI tool N-28, Nofification of Change In
Resldent Gondition for audits of the resident
medical record for requirad documentatton was
verified rovised 04/24/13 and interviews with the
Administrator, DON, ADON, LPN #2, LPN #4,
and LPN #56 on 04/30/13 beginning at 3:40 PM
revealed the revised CQI tool N-28 verified
inservicing had baen completed by the Cerporate
Compliance Dirgctar.

The newly revised Nursing Standards of Practice
Policy which included refarences and guldelines
the facitily will follow In regards to current Nursing
Standards of Practice including Lipplncett:
Manual of Nursing Slandards, Kentucky Board of
Nursing Standards of Practice and Nursing
Sarvices Policy and Procedure Manual were all
verified available at the nursing station.

Review of slgn off documentation and interviews
with LPNs #2, #4, and #5 on 04/30/13 beginning
at 3:40 PM revealed inservicing had heen
completed by the ADON and DON.

Interview with the DON on 04/30/13 st 3:40 PM
revealed he had completed the CQI tool N-26 on
all residents on 04/27/13 and would be
completing the tool weekly x 4, monthly x 2, and
quarterly thereafter on a random sample of 8iX

residents,

F 309
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$&=)j NEEDS
483.25(k) TREATMENT/CARE
The facility must ensure thal residents receive FOR SPECIAL NEEDS
praper lreatment and care for the following _
special sarvices: The coriective action accomplished
Injections; to_correct the alleged _defioient
Parenteral and enteral fivids; practice:
1(}‘o!olsitx:'ma,r, uratarostomy, or lleostomy care;
racheostomy care; ; ,
Tracheal suctionlng; Sol;dit.m“m’ , Resident i #415
Respiratory care; ‘ 00 W ag immediately
Foot care; and gssessed by a Licensed Nurge to
Prostheses. include oxygen saturation, lung
sounds and vital signs, Oxygen
was immediately administered per
. portable oxygen tank. The
This REQUIREMENT Is not met as evidenced resident’s primary physician was
by: notified of resident’s condition with
Based an obsarvation, Interview, record review new orders recelved for 4 chest x-
and review of the facility policy it was determined ray. The resident’s family was
ihe facility failed to have an effeclive system in notified of resident’s condition and
piace to ensure one (1) resident (#4), In the new order. The licensed nurse
Sele?ted Sample of thifleen (1 3) I‘F}Sidents, ‘ documented the assessment, new
received the proper care and traatment relafed to order and notification in the
oxygen (O2) therapy. resident’s medical record.
Resident #4 was re-admilted to the facliity from . . .
the hospital on 04/16/13, The resident wtgs The Administator mv;;t:gated_and
experiencing dificulty breathing on 04/16/13 and interviowed  any =~ Norse/SRNA
orders ware recsived for O2 via mask, titrate from identified  to  have  boen
2-4 liters par minute to malntaln 02 saturation JInvolved/associated with Resident
(sat.) over 90%. Resident #4 was observed on A4 on 4/24/13 and counseled two
04/24/13 at 12:20 PM exhibiling difficully SRNAs providing care to this
breathing. The surveyor asked the facility siaff to rosident,
intervene, and the resident's O2 sat was
nsgessed at 81% (normal 95-100 %). Other residents had pofential to be
Ohsegvation of (he oxygen cylindsr regulator affected.
revealed It Indicated the cylinder was empty,
Faclity ID: 160396 )f continuation shaet Page 33 of 39
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F 328 | Continued From page 33 F 328 On 4124/13, the DON completed an
Staff interviews revealsd thera was no system in audit on all cument residents
place to ensure there was adequate 02 in the 02 prescribed  oxygen; the audit
cylinders. The facility was notified of the showed full compliance.

Immediate Jeopardy on 04/26M13.
What _measures  9Or gystemic

This facllity's failure to have a system to ensure changes_were made to ensure that
residents received adequate oxygen has caused the lleged deficient practice will
or Is kaly to cause serious Injury, harm, ot recur:
impairment, of death to a resident. Immediate S

|
Jaopardy was identified on 04/28/13 and on 4/24/13, the policy titled

determined to exist on 04/24/13. The facilily was
made aware of the Immediale Jeopardy on
04/26113. An acceplable Allegatlon of
Compliance {AoC}was recelved on 04/28/13 and

“Oxygen,  Application and
Changing of Equipment and
Supplies” was reviewed and

the State Survey Agency validated fhe Immediate revised by the Corporate

Jeopardy was femoved on 04/28113, as alieged. Compliance Director.

The scope and severlly was lowared toa D"

while the facliity developed and implemanted & On 4724113, an in-sexvice, for all

plan of Correction {PoC) and the facility's Quality Licensed Nurses and State

Assurance monltors the effactiveness of the Registered  Nurses Aldes, was

systemmic chanpes. imitiated ,and conducted by the
I~ , DON, ADON and Corporate

Findings Include: Compliante Director on the revised

polley “Oxygen, Application and
Changing of Equipment and
Supplies.”

Areview of the faclity’s policy and procedure
ontitled, "Oxygen Administration”, last revised
0372004, reveated staff shoutd check the mask,
tank, huraidifylng Jar, etc,, 1o be sure they were in

good worklng order and wore seowrely fastened. On 4/26/13, CQ form “Oxygen

Audit® was developed and

A rscord review revealed Residem #4 was implemented by the

re-admitted to the facllity on 04/15/13 at 2:30 PM Administrator.

from the hospital with a diagriosls of Bilateral

Pulmonary Emboli {blood clote in the lungs). On 4/26/13, the DON and ADON
s in-service

A roview of the Nurse's Notes, dated 0416/13 at NS ¢ e

A:00 PM, revealed the resident was noted to have implementation, s cheduling and

increased respirations wiih decreasad oxXygen i
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£ 328 | Continued From page 34 F 328 ‘r‘eporting of ,ﬂ}? new CQl form
saturafions. The Physiclan was called and 2an Oxygen Audit
order was oblained for oxygen via mask, may
Hieate from 2-4 Uminule to maintaln saturatlon of On  5/23/13, the  Oxygen,
Application and Changing of

over 90%.

Observation on 04/24/13 al 12:20 PM revealed
Resident #4 was in the dining roomin a
wheelchalr with a nasgal vannula in hisfher nose
and 02 tubing connected to ap 02 cylinder. The
tesident was exhibiling difficulty breathing. The
staff were requested to Intervene by the surveyor;
and the resldenl’s O2 sat was assessed al §1%
(normal 80-100%). Observation of the 02 _
cylinder revealed the cylinder regutator Indicated
the oylinder was empty. Licensed Praclica) Nurse
(LPN) #2 changed the empty O2 cylinder for &
new O2 oylinder that indicated full on the
regulator and set the regulator to deliver O2 at
afLiters per minute. Further observatlon revealed
Regident #4's 02 saturation Improved lo 89% at
12:25 PM an¢ additlonally Improved fo 92% at
42:27 PM on the 4/liters of 02,

interview with LPN #2, on 04/24/13 at 12:27 PM,
revealad the Certified Nurse Aides (CNA) were to
make sure O2 cylinders were adequatsly full
whan thay transferred residents from the 02
concentralors In the residents’ reoms to the
portabla O2 cyiinders placed on the residents’
whaelchalrs. :

An Interview with CNA #20 (who lransferred the
resldent to the 02 cylinder and transported the
resident to the dining room), on 04/24/13 at 1245
PM, revealed she did not adjust Resident #4's 02
when she agsisted him/her to transfer and that
she did not see anyone setit. She additlonally
stated she did not know if the residents O2 wag

Equipment and Supplies Policy was
added to the new hire packets for
Licensed Nurses, CMTs and
SRNAs to educate them during
orientation on the system in place
to ensure residents recelve adequate
oxygen, as ordered.

How the facility plans to monitor

its performance to ensure that

solutions for the alleged deficient
practice ave sustained:

The CQI form “Oxygen Audit” was
iitially completed on 4/27/2013
and.completed weekly x 4 on 5/4,
§/3, 5/16 and 5/22/13. The audit
will be completed monthly x 2 and
quarterly thereafter by the DON on
a random resident sample of six.
The DON will report the results of
the audit to the Adminisirator. The
Administrator  will report audit
results -to the QA commitiee to
confirm that all oxygen is ordered,
documented and care planned
correctly.

A Quality Assurance Meeting was
held on 4/27/13 with the facility
Medical Director to discuss issnes
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Continued From page 35
tarned on or off.

An Interview with CNA#8, on 04/24/13 at 12:30
PM and 5:50 PM, revaaled normally the CNAs
would transfer a regldent from an 02
concentrator to a portable cylinder and would ask
the Nuree to make sure it was right. CNA#8
stated that Nurses did not come to check the O2
cylinders every time they transferred a resident lo-
a portable tank. The CNA revealad she dldn't
think the 02 regulator on Resident #4's 02
cylinder displayed empty but could nol say what
the regulator Indicated. CNA #8 stated she had
no idea how long 02 would lastin an oxygen
oylinder at any setting.

An interview with the Director of Nursing (DON),
on 04/24/13 at 2:00 PM, revealed the 02
oylinders were utilized for residents when going to
activities or transported ta different areas In the
facilily. The DON stated Nurses were
responsible for setling the 02 to the appropriate
gefting. Per interview, staff were not required to
track through documentation how much 02 was
in the O2 cylinder.

An interview with the Administrator, on 04/24/13
at 2:10 PM and 04/26/13 at 1:45 PM, revealed the
CNAs can apply oxygen but can not change the
regutator or initiate any new O2 administration.
The Licensed Nurse was ulfimately responsible to
ensure there was adequate oxygenh in the
cylinders,

**The facllly implemented the following actions to
remove the Immediate Jsopardy:

Fa28| identified during  the

action implemented.

Completion Date:

complaint swrvey, with resident’s
oxygen administration and plan of

OIG

5/30/2013
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*0On'04/24/13, the Administralor began
investigaling and interviewing any Nurse/CNA
Identified to have been involyediassociated with
Resident #4 on 04/24/13.

*0On 04/24/13, the Administrator coungeled two
CNAg Identified on duty and on the floor 04/24/13
providing care to Residant #4,

*Qn 04/24/13, the DON completed an audil on &l
current residents prescribed oxygen to ensure the
oxygen tank In use was nof empty.

*On 04/24/13, the policy titled "Oxygen,
Application and Changing of Equipment and
Supplies” was raviewed and reviged by the
Carporate CGompliance Direclor. The revislons
included the Licensed Nurse will verify tank fil
lave) befora meals to ensure adequate oxygen
administralion per Physiclan order,

*On 04/24/13, an In-gervice for all Licensed
Nurses and CNAs was iniliated and conducted by
the DON, ADCN and Corporate Compliance
Dirgctor on the revised policy "Oxygen,
Application and Changlng of Equipment and
Supplles”. The in-service was completed
04127113,

*On 04/26/13, CQI form "Oxygen Audil’ was
developad and implemented by the Administrator.

*On 04/26/13, the DON and ADON were
in-serviced by the Adminisirator on the
Implemantation, scheduling and reporting of the
naw CQI form "Oxygen Audit".

*The DON and ADON completed a chart audit for
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Continued From page 37
residants using the "Oxygen Audit" form on
04126/13.

*The CQI form "Oxygen Audit" was completad on
04/26/13 and will ba completed weelkly x 4,
monthly x 2 and quarterly thersafter by the DON
on a random resident sample of six, The DON
will report the results of the audit to the
Administrator. The Admnistrator will report audit
results to the QA commiltee to conflrm that all
oxygen is ordered, documented and care plannad
corrachly,

*The DON comploted the "Oxygen Audit’ on
04127113,

*A Quality Assurance Meeting was held on
04/27/13 with the facility Medical Director to
discuss lssuses identified during the OIG
complaint survey,

The Slate Survey Agency validated the corrective
action taken by the facliity as follows:

Record review and interviews with LPN #2, #4,
and #5 and CNAs #5, #8, and #13 revealed they
had received inservicing related lo the policy
"Oxygen, Application and Changing of Equipment
and Suppites” by the DON, ADON and Corporale
CGompliance Director on the revised . The
In-service was completed 04/27/13.

The new CQI form "Oxygen Audit” was verified
and interviews with the DON and ADON von
04/30/13 beginning at 3:40 PM verified thay had
received Inservicing by the Adminlstrator on the

F 328¢°

implomentation of tha naw CQI form "Oxygen
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Audit”,

Chart reviews and interviews with the DON and
ADON on 04/30/13 beginning &t 3;40 PM
reveaied the IDON and ADON had completed a
chart audit for residents using ths "Oxygen Audit’
form and was completed 04/27H3. '

A QA meeling was verlfied held on 04/27/13 with
the Medical Director in attendance and oxygen
administration and plan of action implemented
was dlscussed.
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