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

PRINTED: 09/15/2015
FORM APPROVED
OMB NO. 6238-0391

: of the Quality Assurance maeting will be
completed by the Special projects Administrator,
; the Regional Vice President of Operalions, ¢r a
i member of regional staff three (3) times a week
until immediacy is removed beginning 08/15/15,
: then weekly for four (4) weeks, then monthly.

_ The State Survey Agency validated the
i implementation of the facility's AOC as follows:

. 1. Review of the facility's investigation of the
{ Incident revealed an audit of Resident #1's
madical record with areas concern noted.

' Intarview with the DON, on 09/02/15 at 5:20 PM,
revealed she audited Resident #1's medical

i record and identified areas of concern with ;

immediate implementation of education provided |

to staff. '

: 2. Review of the facility's audit of all resident's
Advance Directive, Care Plans and Physician's

; Orders revealed the Audit tool was printed on

- 08/15/158 and signed by the auditor of each
rasident's decumentation on 08/15/15.

 Interview with the DON, on 09/02/15 at 5:20 PM,
revealad she had participated with other
management staff to audit all resident records to
verify accuracy of the resident's Advance
Directive, Care Plans and Physician's code status

; order. |

: 3. Review of the audit tool utilized to interview
- and assess all residents for possible resident
rights violations revealed management staff
interviewed all resident's with a Brief Interview for :
: Mental Status (BIMS) score of eight {8) or greater
‘and a physical assessment was completed for

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFIGATION NUMBER: A BUILDING COMPLETED
C
185146 BOWING . GolGa2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
200 GLENWAY ROAD
FOUNTAIN CIRGLE CARE & REHABILITATION CENTER
WINCHESTER, KY 40391
4 1D SUMMARY STATEMENT OF DEFIGIENCIES i PROVIDER'S PLAN OF CORRECTION (5)
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG ! REGULATORY OR LSC IDENTIFYHNG INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ;¢ DATE
DEFICIENGY)
F 309 Continued From page 57 F 309"

FORM GMS-2567(02-99} Previous Yersions Obsolste Eveni {D0WFH11

Facility 1 100074

If continuation sheet Page 58 of 121




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PHEINTED: 069/18/2015

FORM APPROVED

OMB NO. 0838-0391

CENTERS FOR MEBDICARE & MEDICAID SERVICES
STATEMENT OF CEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING GOMPLETED
C
185146 B WING 08/03/2015

NAME GF PROVIDER OR SUPPLIER

FOUNTAIN CIRCLE CARE & REHABILITATION CENTER

STREET ADDRESS, CGITY, STATE, ZIP CODE
200 GLENWAY ROAD
WINCHESTER, KY 40381

SUMMARY STATEMENT OF DEFICIENCIES

X4
PREFIX | (BACH DEFICIENGY MUST BE PRECEDER BY FULL
WG REGULATORY OR LSC IDENTIFYING INFORMATION]

PROVIDER'S PLAN OF CORRECTION

i
* COMPLEYION
DATE

F 309 Continued From page 58
: resident's whose BIMS was less than eight (8).

Interview with the DON, on 09/02/15 at 5:20 PM,
: revealed management staff interviewed or
! assessed each of the facllity's residents for any
signs or symptoms of resident rights violations.
. Interview with interviewable residents revealed
| staff did talk with them regarding their resident
" rights.

‘4. The audit tool, dated 08/18/15, utilized to audit

* previous thirty (30) days facility new admissions
was reviewed. New admissions were audited for |

: compliance with admission process including: :

! Physician notification, review of New Admission
Physician's Orders with Physician and ensuring

: professional standards were followed. Areas of

! concern identified with the audit were

" documentation in relation to missing dates and
times on the Nursing Admission Assessment on

| four (4) residents. Review of the education

! nrovided fo staff revealed policy and procedures
related to accuracy of the admission process and

_ documentation was provided, Review of the staif
sign in sheets revealed instruction was provided

beginning 08/15/15 with review of policy and

" procedura. On 08/28/15, a more comprehensive

. education was provided to staff refated to the

policy and procedure.

" Interview with the DON, on 08/02/15 at 5:20 PM,
{ revealed she initizted aducation fo the nursing
staff immediately on 08/15/15. Per the DON, the
Regicnal Nurse provided comprehensive
education fo the management staff on 08/28/15.

. Further interview revealed, after recsiving the
comprehensive education, the management staff
: were responsible for providing the comprehensive |
" education to the facility's nursing staff. 5
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record to include: Advance Directive, Physician's
Care Plans was completed by 08/26/15,

_Interview with the DON, on 09/02/15 at 5:20 PM,
| revealed she and other management staff

" compHance with qualily of care delivery.

! Nurse to all management staff with the sign in

" Nurse revealed the education provided included:
Cardiepulmonary Resuscitation, Advance
Direciives, Physician Visits and Medical Orders,

! Admission Crileria, Care Planning -

Interdisciplinary Team, Resident Rights, Quality of

: Care, Professional Standards, and QA.

interview with the Regional Nurse Cansultant, on
. 09/02/15 at 5:20 PM, revealed he provided
comprehensive education to management staff
related to the facility's policies and procedures
' stated above. Continued interview revealed the
facility revised the CPR policy to include
. mandatory hands on skills ceriification for staff.

7. Review of education provided to all nursing
staff fo include: Cardiopulmonary Resuscitation,
Advance Directives, Physician Visits and Medical
. Orders, Admission Criteria, Care Planning -

. Care, Professional Standards, and QA. Review
of sign in sheets revealed the education was
inttiated on 08/26/15 and concluded on 08/28/15.

part-time clinical staff refated to mandatory

5. Review of the audit of each resident's medical - :

Orders Assessments, Multidisciplinary Motes and ;
| audited each resident's medical record to ensure |

- 8. Review of education provided by the Regional .

| sheet dated 08/26/15 and signed by the Regional !

. interdisciplinary Team, Resident Rights, Quality of ;

Review of certified letters sent {o twenty-one (21) ¢

F 309
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; education prior to working. Continued review of
sign-in sheets revealed education for part-time

i clinical staff, non-licensed staff and non-nursing
 staff continued per AQC, Review of New

i Orientation Agenda for clinical staff, revealed

* education would be provided with ortentation

; process. Review of audit tool utilized for

: with hands on skill component.
| Interview, on 09/01/15 at 10:20 AM with SRNA

- SRNA#4; at 10:50 AM with SRNA #2; and, at
_11:00 AM with SRNA #6 revealed they had all
i been provided education related fo

¢ Quatity of Care and Professional Standards
" betweean 08/15/15 and 08/28/15 in a verbal

“with LPN #12; at 11:25 AM with LPN #3; at 4:16
PM with LPN #11; at 4:30 PM with LPN #2; at
4:45 PM with RN #4; at 5:00 PM with RN #2; at
5:17 PM with RN #3; and, Unit Manager #1 at
429 PM, revealed they had gl been provided

: education related fo Cardiopuimonary

! Resuscitation, Advance Directives, Physictan

: Vigits and Medical Orders, Admission Criteria,

. Care Planning, Resident Rights, Professional

sefting allowing for question and answers,

8. Review of the education provided to all

08/21/15 and completed on 08/28/15 after

* validation of CPR certification with hands on skills |
- component reveaied staff had obtained educatson

#8; at 10:30 AM with SRNA #7; at 10:40 Al with

~ Cardiopulmonary Resuscitation, Resident Rights,
i fecture setting allowing for question and answers.

Interview, on 08/20/15 at 5:50 PM with RN #1 and |
 at 6:12 PM with LPN #1; on 09/01/15 &t 11:15 AM

Standards, and Quality of Care in a verbal Ieoture

:licensed staff related to the admission policy and
procedure revealed the education was initiated on

F 309!
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i additional education was provided by the : .
Regional Nurse Consultant.

" Interview with the DON, on 09/02/15 at 5:20 PM,

revealed she had initiated staff education on

§08/21/15. After receiving compreheansive
education provided by the Regional Nurse

: Consultant on 08/26/15, the management team

" re-educated staff with the complation date for

_ful-time clinical staff o be 08/28/15.

8. Review of the educalion pravided o all !
: Physicians with privileges to included; clarification
" of the process for notifying the Physician of new i
- admits and obtaining orders, and the Interim Care *
! Plan and Professional Standards. Further review, ;

reveaied there was foltow up Ielters sent to each
: Physician related to the educations provided.

. 10. Review of the Audit of personnel files for

i CPR certification revealed the Audit was

* completed on 08/25/15 with the Regional Nurse
; Constltant review on 08/25/15, Data from the

i audit revealed seventeen (17) staff without the

" hands on skill component for CPR certification.

; 11. Reaview of the Audit of personns! files for

- CPR certifications revealed sixteen (16) of the

i seventeen (17) identified staff without hands on

i skill component CPR certifications had obtained
 certifications with the hands on skills component. :

“Interview with the DON, on 9/02/15 at 5:20 PM,

: revealed she was a Certified American Heart

| CPR Instructor. Further interview revealed, she

- had conducted four (4) CPR classes for staff that |
: included the hands on skills component. Per ’
! interview, one staff still remained out of

i compliance with the CPR certification hands on
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i component and would not be allowad to work uniit
" appropriate certification was obtained. ’

1 12. Review of the Daily New Admission Log,
revealed new admissions were reviewed daily for

: compliance with Physician Notification, Physician |

! Orders, interim Care Plan, Advance Directive, !

and Resident Rights beginning 08/25/15.

" Interview with the DON on 09/02/15 at 5:20 PM,

. revealed areas of concern were identified when

! the audits were initiated on'08/25/15; however, |
after staff received education, data collected had

i improved. Further interview revealad any issues |

" identified would be immaediately corrected with

~data reviewed with the QA committee weekly for

i Tour (4} weeks, then monthly with the results of

‘ the collected data to determine the need for

_additional education or the revision of the plan.

i

13, Review of documeniation monitoring care

delivery as outlined per the resident’s care plan,

reveated five (5) resident care plans per day per

unit were raviewed by managemeant staff

beginning 08/25/18.

Interview with the DON, on 09/02/15 al 5:20 PM,
revealed management staff had audited resident |
cara plans daily. Further interview revealed five

: {5} care plans were audited on each unit daily

- since 08/25/18.

14, Review of decumnentation of the Mock codes
- revealed they were conducted twice weelkly on
rotating shifts beginning 08/18/15.

| Interviow, on 08/20/15 at 5:50 PM with RN #1 and
- at 6:12 PM with LPN #1: on 09/01/15 at 11:15 AM |
“with LPN #12; at 11:25 AM with LPN 3, at 4:16
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" PM with LPN #11; at 4:30 PM with LPN #2; at

. 4:45 PM with RN #4; at 5:00 PM with RN #2; at
5:17 PM with RN #3; and, Unit Manager #1 at

: 4:29 PM, revealed they had all been provided

. education related to Cardicpulmonary :
! Resuscitation and Advance Directives with Mock -

Codes conducted on different shifts.

. 15. Review of documentation of CPR certification :
" tracking revesled the date the certification was
; obtained and verification the certification

contained a hands on skills component,

Interview with the DON, on 09/02/15 at 5:20 PM, !
: revealed the facility had previously been tracking
. CPR expiration dates; however, the facility added ¢
"verification of a hands on skills component to
. their fracking data to ensure compliance.

; 16. Review of the documentation of a calendar,
fsigned by the Regional Nurse and Regionai Vice |
; President of Operations revealed the Regional

" Vice President of Operations was on site ;
; 08/21/15 and 08/28/25. Further review revealed,
‘ the Regional Nurse was on site daily from
: 08/16/15 to 09/02/15 with the exception of
081715,

! interview with the Regional Nurse, on 09/02/15 at
: 5:20 PM, revealed he had been in the facility
" each day with the exception of 08/17/15,

* Interview with the Administrator on 09/01/15 at

i 5:20 PM, revealed the Regional Nurse had been |
" on site daily since 08/16/15 with the exception of .
(081715, Interview with Unit Manager #1, on :
09/01/15 at 4:29 PM, revealed the Regional

| Nurse had been on site "seemed like" dally for
~over two (2) weeks.
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: 17. Review of documentation of a calendar,

, signed by the Regional Nurse and Regionat Vice
* President of Operations revealed on sife

; Administrative oversight was performed by the
~Regional Vice President of Operations on

08/21/16 and 08/28/15. Further review revealed, {

_on site Administrative oversight was performed by :
* the Regional Nurse on each day from 08/16/15 to
: 09/02/15, with the exception of 08/17/15,

i Inferview with the Regional Nurse, on 09/02/15 at
. 5120 PM, revealed he had been on site at the
* facility daily since 08/16/15 with the exception of

Q8/17115.

i Interview with the Administrator on 09/01/15 at

| 5:20 PM, revealed the Regional Nurse had been
* on site daily since 08/16/15 with the exception of
(0817115, Interview with Unit Manager #1, on

1 09/01/15 at 4:29 PM, revealed the Regional

: Nurse had been on site "seamed like" daily for
~over two {2) weeks.

18. Review of the QA sign in sheets revealed,
i meetings were conducted on 08/21/15, 08/26/15,

and 08/28/15 with the areas of concern
discussed. The Medicat Director was in

attendance on 08/26/15,

| Interview with the Administrator, on 09/03/15 at
*11:15 AM, revealed the data obtained from the
! audits performed, revealed areas of concern

. related to the Mock codes which were initially

5 performed. Continued interview revealed, the
: data was analyzed and it was determined

: additional education was neaded. Further

| interview revealed the additional educalion was

provided with positive data resulting from ongoing |
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 Mock codes and audits.
F 385, 483.40{a) RESIDENTS' CARE SUPERVISED BY F 385 F385 9 /<
5S=01 APHYSICIAN . §-273

i Aphysician must personally approve in writing a

recommendation that an individual be admitted io |

{afacility. Each resident must remain under the
_care of a physician.

The facility must ensure that the medical care of
i each resident is supervised by a physician; and
" another physician supervises the medical care of |
i residents when their attending physician is
- unavailable.

. This REQUIREMENT is not met as ewdenced

by

. Based on Interview, record review and review of

! the facility's palicy, it was determined the facility

_failed to have an effective system to ensure a

| Physician provided written recommendation for
admittance to the facility, and failed fo ensure

: each resident was supervised by a physician, for .
“one {1) of twalve (12) sampled residents
; (Resident #1).

. Resident #1 was admlitted by the facility on

i 08/13/15; however, there was no documented i
" evidence the Physician was aware of the :
 resident's admigsion. Additionally, o 08/15/15,

' Resident #1 was found to be unresponsive, and

- without a pulse or respirations. Staff notified the
ton-call Physician of Resident #1's death;

however, staff failed to inform the FPhysician the

| resident was a Full Gode status and CPR was not |

* performed.

. I. The Director of Nursing reviewed Resident
“#1°s medical record on 8/15/15. During the
. review of the medical record, the DON ‘
* identified the physician notification was

. missing the date and time on the nursing

" admission assessment.

" 2. All resident advance directive/code

. status/physician order for code status along

* with resident care plan and SRNA care plan
. were audited by 8/17/15 by DON, Unit

* Managers, Nursing Supervisor or medical

. records to ensure accuracy.

", All residents admitted in the past 30 days
! chart was audited by the DON, ADON, Unit.
. Managers or Nursing Supervisor by 8/18/15,;
i for compliance with the admission process, to

include notification of attending MD and

reviewing admitting orders with the attending

MD along with ensuring professional

i standards were followed. Issues/concerns
noted were inaccurate documentation in

* relation to missing dates and times on nursing

admissicn assessment forms on 4 different |
residents.

3. All licensed staff were educated on the
admission policy and procedure to include:
clarification of process for notifying MD of
new admit and obtaining admit orders (fo |
include: when a discharge summary or ordeys

i

oome
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; The facility's failure to notify the Attending

* provide relative information when the Physician
. was notified, has caused or is fikely fo.cause

" serious injury, harm, impairment, or death fo a

: resident. Immediate Jeopardy was identified on
. 0825715, and was determined to exist on

" 08/15M5, The facility was notified of the

; Immediate jeopardy on 08/25H 4.

' The facility provided an acceptable credible
the: facity alleging removal of the Immediate

, validated removal of the Immediate Jeopardy as
" alfeged on 08/29/15, prior to exit on 09/03/15,
i with remaining non-compliance in the area of 42
. GFR 483.40 Physician Services, F-385 at a
* Scope and Severity of a D" while the facility
. develops and implements a Plan of Correction
" and the fadility's Quality Assurance {QA) monitors |
: to ensure complahce with systemic changes.

f

! The findings include:

" Review of the facility's policy titled "Physiclan

: Visits and Medical Orders®, effective 12/2010,

“revealed all residents admitted to the facility

fwould be under the direct supervision of a

. memper of the active medical staff whe had A

" delineated clinical privileges to admit residents fo |

: the facllity. Continued review revealed the

* Attending Physiclan woudd directly supervise the
i activities related fo freatment of the resident, and |
_ the Physician would complete a medical 5
| assessment within seventy-two (72) hours of

. admission.

i

; Review of the faciiity's policy titled "Admission

~ Physician of a resident's admission, and faiture to

: Allegation of Compliance {AOC) on 08/31/15 with

* Jeopardy on 08/20/15. The State Survey Agency

£ 285 Hrom a discharging facility is obtained, the
nrse will fax to physician’s office and call

physician for approval of current orders, and -~

‘a telephone order will be written, stating that |

:the physician’s review and approval of the

.orders), interim cave plan, and professional

“standards. Education was provided by the

: SDC, Unit Managers, or Nursing Supervisor

_starting on 8/21/15 with 100% of full time
licensed nurses completed by 8/24/15. Part

i time and PRN licensed nurses were notified :

. by the SDC or HR that they could not worl .

" until receiving above education. Education

' regarding the above stated policies will be

¢ included in the orientation process for all

. newly licensed nursing staff members. No

" newly hired nurse will be allowed to work

¢ until education has been obtained.

LAl physician with privileges at the facility

! were educated by the DON by 8/25/15in ~ :

. regards to the admission process and

" expectation with compliance on the

! following: when a discharge summary or

. orders from a discharging facility is obtained,
* the nurse will fax to physician’s office and

t call physician for approval of current orders;
:and a telephone order will be written, stating

" that the physician’s review and appr oval of
the orders. -
4. DON, ADONs, Unit Managers Nursing ;
supervisor or Medical Records will review 'c;ill
new admissions daily starting on 8/25/15 |
during the morning clinical meeting to ensure
compliance with physician notification, l
physician orders, interim care plan, advance
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; Criteria”, undated, revealed prior to or at the time |
" of admission, the resident's Attending Physician

t would provide the facility with information nesded :

; for the care of the resident, to include at least;

" diet, medication orders, Advance Direstive,
: allergles, and routine care orders to maintain or
_improve the resident's function uniil the Physician
f and the care planning team couid conduct a d
; comprehensive assessment and develop a more |
detalled Interdisciplinary Care Pian. |

) RSVIE}W of the facility's policy fitled "Telephone
 Orders”, undated, revealed sach entry should

; contain the instructions from the Physician, and
" should include the date, time, and signature and
: title of the person transcribing the information,

! Raview of the medical record revealed {he famluty
. admitted Resident #1 from the hospital on
C 0813715, with diagnoses which included
; Syncope, Dementia, and Alzheimer's Disease.
" Review of the "Nursing Admission Information”
i form, dated G8/13/15, reveated Resident #1 was
~admitted to the facility under the care of Af:tendmg
! Physiclan (AP)#1, on 08/13/15 at 8:40 PM;
_howsver, thers was no documented evidence the !
! AP was notified of the resident's admission.

* Interview with Registered Nurse {RN) #2, on

. 08/20/15 at 3:21 PM, revealad she did assess

" residents for admission to the facilily. Continued
: interview revealed the faciiity's practice included
" notification of the Attending Physician upon the

: resfden(’s arrival, RN #2 explained when
“residents were transferred to the facility from an |
{ acute care facility {hospital), they arrived witha |
. Discharge Summary from the acute care facility,

! RN #2 stated this summary was o be faxed to

; tha Attending Physician's office as notification of

i

F 385! idirective, and resident rights. Audits will be -

.completed daily for four weeks, three times
“per week for two weeks, then monthly for 2
‘months, The ongoing process will be
. discussed in the Quality Assurance
" committee meeting monthly for three
i months, for recommendations and for further’
; follow up as indicated. The members of the -
~ Quality Assurance comrmittee include, but
! not limited to the Medical Director,
. Administrator, Direcior of Nursing, Assistant
" Director of Nursing, SDC, Social Services |
! Director, Dietician, Quality of Life Dir ector '
; and Unit Managers.
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“the resident's arrival. RN #2 further siated staff
- should follow-up with the Physician via telephone
. 1o verify the orders on the Discharge Summary
" were to be continued at the facility.

_Interview with AP #1, on 068/21/15 at 10:37 AM,

' revealed he was en-call on 08/13/15 but did not

. receive nalification Resident #1 was admitted to
the faciiity. Further inferview revealed Resident

: #1 was not & pravious patient of his and he was
_not famitiar with the resident’s medical history.

* Continued interview revealad AP #1 was not
informed of Resident #1's admission until
08/16/15, after the resident had expired. AP j#f

: stated it was his expectation for staff to notify him
~when a resident arrived af the facility in order to
* verify the admitting orders with staff. AP #1 :
- further stated notification was essential to enable |
" him to have oversight of the resident's care.

Conlinued review of Resident #1's medical record
‘ revealed an "Advance Direclivesfinformed
Consent’, signed and dated 08/13/15 by Resident |
| #1's Responsible Party (RP). According to the
. consent form, the RP requested and consented
* to the use of cardiac compressions or artificial
. ventilation (Full Code} to resuscitate the resident
"in the event of death.

" Review of the Physician's Orders, dated 08/15/15

i at 7:30 AM and signed by Licensed Practical j
Nurse (LPN) #2, revesled a elephone order was

i receivad from Resident #1's on-call Physician to
withhold CPR {cardiopulmonary resuscitation).

! Continued review reveaied the order was given

_related to "resident already decsased when

“found"”, "ne heart rate”, "no respirations”, and

. "cool to touch",

i
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! Interview with LPN #2, on 08/20/15 at 4:31 PM,
revealed she contacted the on-call Physician to

. hotify him of Resident #1's death. Continued ;

! interview revealed she informed the Physician the |
RN had decided the resident was "loo far gone”

, for CPR. She siated she thought she had

i advised him the resident was a Full Code status.
Continued intarview revealed the Physician

: responded, "Oh, no...OK", bui did not say to

¢ withhold GPR.

_Interview with the on-call Physician, ors 08/21/15
fat 12:07 PM, revealed he was nctified by the
facility on 08/15/15 around 7:30 AM of Resident
#1's death. Continued interview revealed staff did |
i not inform hitm Resident #1 was a "Full Code”, :
and he did not give an order to withhold CPR. _
_Further interview revealed his expectation was for |
| staff to iniiate CPR for a resident with a Full :
" Code status, notify Emergency Medical Services
(EMS)for transfer to a hospital, and then call to |
; notify him {the Physician) of the resident's change -
© in condition.

Interview with the Diractor of Nursing {DON), on

: 08/24/15 at 3:09 PM, reveaied she was not aware .

* Resident #1's AP was not notified by staff of the |
resident's admission on 08/13/15. She stated the !

_facility's process for new admissions was for the

| nurse to notify the AP when the resident arrived at

" the facility and verify the admission orders. She
further stated it was her expectation for stafi to

- foliow the facility's process and ensure admission

! orders were verified with the Physician.

" Continued interview revealed the DON was not

aware the on-call Physician did not state to

{ withhold GPR. Per interview, staff should

" completely infarm the Physician of a resident's

~status and document exactly what the physician

F 385
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- implemented the fallowing:

“1. On 08/15/15, the Director of Nursing (DON)
reviewed Resident #1's medical record and care
¢ plan with the following areas of concern identified: .
‘a. The date and time were missing regarding the

- Assessment b. the Advance Directive of "Fuit
i Code” status was not care planned on the Interim |
 Care Plan. ¢. CPR was not immedialely initiated
- request as indicated on the Advance Directive.

2. Baginning 08/15/15 and conciuding on

| Supervisors or Medical Records staff audited all
! resident Advance Directive/Code

*orders,

! Interview with the Administrator, on 08/24/15 at

" 4:50 PM, revealed her expectation was for staff fo |
_notify the Attending Physician to verify orders :
: when the resident arrived to the facility.

Continued interview revealed should a resident |
_he transferred from another facility, the Discharge
! Surmmary eould be utifized as admission orders;

" howaver, she stated her expectation for staff to

. follow-up with the AP to verify the orders, Further -
| intarview revealed the Administrator's expectation :
" for staff to fully inform the Physiclan when making
notification of a change in status, and to write

: orders as stated by the Physician.

The facility provided an acceptable credible

: Allegation of Compliance (AOC) on 08/31/15,
: which alleged removal of the 1J effective

08/29/15. Review of the AOC revealed the facility

Physician nofification on the Nursing Admission

per Resident #1's/Power of Attorney's (POA's)

08/17115, the DON, Unit Managers, Nursing

Status/Physician's orders for code status, Care

; Plans and State Registered Nurse Aide {SRNA)

FORM CMS-2567(02-99) Previous Versions Obsolele Event [0;0WFH11

Facility !D: 1G0074

If continuation sheat Page 71 of 121




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

PRINTED: 08/18/2015
FORM APPROVED
OMB NO. 0938-0391

385 Cantinued From page 71
Care Plans.

3. Beginning 08/15/15 and concluding on

. 08/17115, the DON, Assistant Director of Nursing

i (ADON}, Unit Managers and Nursing Supervisors
assessed all residents for any possible resident ¢

: rights violations. Residents with a Brief interview

* of Mental Status (BIMS) score of sight (8) or

_ greater were interviewad and residents with a

| BIMS of less than eight (8) were physically
assessed for any sighs and symptoms of posmbfe

. quality of life or resident rights violations. :

4. Compliance audits of the admission process

i were completed by 08/18/15 of all admissions

" within the previous thirty (30} days. The audits

. were performed by the DON, ADON, Unit

i Managers or Nursing Supervisors of all resident’ g
medical records to include rotification of the

; Attending Physician, review of the Physician

: Admitting Orders with the Attending Physician
and ensuring professional standards were

: followed.

5. The DON, Unit Managers, Nursing
: Supervisors or Medical Records staff completed
*audits of all resident charts by 08/26/15. The
_Audit included; resident's Advance Directive,
i Physician's Orders, Assessments,
' Multidisciptinary Notes and Care Plan to ensure
compliance with quality of care delivery.

6. On 08/26/15, alt management siaff was
educated by the Regional Nurse Consultant.

! Education ircluded: Advance Directive Palicy and
* Procedure, Admission/Physician's Order Policy

. and Procedure, Care Plan Policy and Procedure,
: Revised CPR Policy and Precedure, Resident

" Rights Pdlicy and Procedure, Quality of Care
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Delivery, Professionat Standards and Quality
. Assurance Performance Improvement (QAPY).

7. Education for all nursing staff was Initiated on
. 08/156/16 and completed by 08/28/15, with the :
| exception of four (4) full-time status staff on leave |
and wenty-one (21) part-time staff. Cerlified
. fetters were sent to the hwenty-one (21} part-time
i staff to notify each of the mandatory education !
*prior to returning fo duty. Education was provided
. by the Staff Development Coordinator, Unit
: Mangers and Nursing Supervisors. Education
“included Advance Directive Policy and Procedure,
Admission/Physician Order Palicy and Procedure, ;
. Care Plan Policy and Procedure, Revised CPR |
* Policy and Procedure, Resident Rights Policy and -
Procedure, Quaiily of Care Delivery. Professional |
; Standards and QAP], The education related to |
! the policies and procedures was added to the
" training agenda for New Employae Orientation.

1 8. Beginning 08/21715 and concluding on

" 08/24/15, the Staff Development Coordinator,
Unit Managers and Nursing Supervisors

. conducted education for all icensed staff {with

: the exception of the part-time staff who were

* notified by certified letter they could not work until
raceiving the required education) on the

. adnission policy and procedure, to inciude:

{ clarification of the process for Physician

" notification of new admissions, obtaining

Admission Orders, the Interim Care Plan and

professional standards. The above education

i was Incorporated into the facility's New Employes

" Orientation.

|9, On 08/25/15, all Physicians with privileges at
! the facility were educated by the DON in regards
o the admission process and expectations with
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F 385 Continued From page 73 :
; comphance to include: Discharge Summaries or |
" Orders from a discharging facility would be faxed !
: to the Physician's office and the Physician would
“be called for approval of the Orders with a
i Telephone Order written stating the Physician's
review and approval of the Orders.

10. Human Resources and/or Staff Development
: performed audits of alt personnel files for CPR -

cerlifications. Audits were completed by 08/25/15 °
i and given to the Regional Nurse Consultantto |
_review for non-compliance with CPR regulations.
: Seventeen (17} licensed nurses were notedto ¢
have on-line oniy CPR certifications.

11, Sixteen (16) of the seventeen (17} staff

! identified to have on-line CPR certifications

. received CPR instruction with hands on

: component by 08/27/15, provided by the DON, g
. certified American Heart CPR Instructor. One (1) |
¢ employes would not be alfowed to work untif CPR ;
- certification with hands on component was ?
: obtained.

[ 12. Beginning 08/25/15, the DON, ADON, Unit .
. Manager, Nursing Supervisor or Medical Records |
! staff will review all new admissions daily duting
_the morning clinical meeting to ensure
' compliance with Physician notification, Physician |
~Orders, Interim Care Plan, Advance Directive, |
i and Resident Rights. Findings of the review will
: be reported in the Quality Assurance (QA) .
committee meeting. The commitfee consists of
! the Medical Director, Administrator, DON, Social

| Services Director and at Jeast two {2) other A
i department managers, different line staff as
| appropriate, and outside consultants as
“ appropriate. The committee will meet weekly for
 four {4) weeks then monthly to determine the :

F 385°
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: need for continued education or revision of the
‘plan. Based on evaluation, the QA commities wn%i
. determine at what frequency the ongoing review
: of new admissions will need to continue. 5

Concerns identified will be corrected immediately
¢ by the DON, ADON, Unit Managers or Nursing
" Supervisor and reported {o the Administrator to
. ensure any needed investigation initiated and
' reported guidetines were met.

: 13, The DON, ADON, Unit Managers, or Nursing
Supervisor will monitor care delivery as oullined
. per the care plan on five (5) residents per unit per !
! day until immediacy is removed, beginning
08/25/15, then five (5) residents daily for four (4)
i weeks, o ensure compliance with care delivery
as outlined by the Care Plan along with
. compliance of Professional Standards
{ requirements. Findings will be reported in the QA |
~committee weekly to determine the further need :
i of continued education or the revision of the plan, .

14, Mock codes will be conducted by the DON,
‘ | ADON, Unit Managers, Staff Development
" Coordinator or Nursing Supervisor twice waekly,
: on rotating shifts, for four (4) weeks baginning .
0811 8/15, to ensure understanding and
" compliance with Code Blue Policy and Procedure. i
The first two {2) mock codes were conducted by
! Clinical Managers for education on how to
conduct a code; the Mock codas will be
i conducted by the nurses. Findings will be
I reported to the QA commitiee weekly to A
_determine compliance and any further need of |
. continued education or revision of the plan. :

18. The DON, Staff Development Coordinator or
¢ Human Resources will track all licensed nurses
" CPR ceriification monthly beginning 08/26/15, to
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! ensure compliance with CPR policy, procedure
_and governing regulations, Findings and
i compliance will be reported monthly to the QA

committee to determine any need for education

i or revision of the process.

. 16. A Regional Nurse or corporate office staff :
¢ was on site since 08/19/15 and will remain on site !

daily until immediacy is removed, then will ba on

; site three (3} times weekly for four (4) weeks.,

" Regional/Corporate staff will review compliance
_with the plan and will review compliance with :
- policy and procedure of any code blue that occurs

and review compliance with new or

: re-admissions. During weekly follow-Lip,
! quidance and recommendations will be provided
) with compliance validated.

17, Administrative oversight of the facility will be

. completed by the Vice President of Operations,

 Nurse Consultant, or Special Projects ;
Admiinistrator daily until removal of the lmmedlacy

. beginning 09/19/18, then weekly for four (4)

t weeks, then monthiy.

i 18, A Quality Assurance meeting will be held

s weekly untit immediacy is removed beginning on
- 08/2115, the for four (4) weeks, then monthly for
: recommendations and further foifow up regarding :
i the stated plan. Based on evaluation, the QA !

committes wili determine at what frequency any

ongoing audits wifl need to continue., The
: Administrator has the oversight {o ensure an
- effective plan is in place to meet resident

well-being and ensure resident rights as well as

1 an effective plan to identify facility concerns and

;implement a pfan of correction to involve all staff |
¢ of the facility. Corporate Administrative oversight :
* of the Quality Assurance meeting will be |

F 385!
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: completed by the Special projects Administrator,
" the Regional Vice President of Operations, or a
i member of regional staff three (3) imes a week
. until immediacy is removed beginning 08/15/15,
" then weekly for four {4) weeks, then monthly,

The State Survey Agency validated the
:implementation of the facility's AOC as follows:

' 1. Review of the facility's investigation of the
: incident revealed an audit of Resident #1's
~medical record with areas concern noted.

. Interview with the DON, on 08/02/15 at 5:20 PM,
‘revealed she audited Resident #1's medical
. record and identified areas of concern with

| to staff.

i 2. Review of the facility's audit of all resident’s
. Advance Directive, Care Plans and Physician's
: Orders revealed the Audit ol was prinfed on

. 08/15/15 and signed by the auditor of each

" resident's documentation on 08/15/15.

* Interview with the DON, on 09/G2/15 at 5:20 PM,
i revealed she had participated with other
 management staff {o audit all resident records to
: verify accuracy of the resident’s Advance

i order.
| 3. Review of the audit tool utilized to interview

. and assess all residents for possible resident
| rights viclations revealed management staff

. and & physical assessment was complsted for
i resident's whose BIMS was [ess than eight (8).

_immediate implementation of education provided

" Directive, Care Plans and Physician’s code status |

 interviewed all resident's with a Brief Interview for
! Mental Status (BIMS) score of eight (8) or greater !
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- Interviaw with the DON, on 09/02/15 at 5:20 PM,

! revealed management staff interviewed or
assessed each of the facility's residents for any

: signs or symplems of resident rights violations.

* Interview with interviewable residents revealed

_ staff did talk with them regarding their resident

 rights.

: 4. The audit tool, dated 08/18/15, utiized to audit :

! previous thirty (30) days facility new admissions
was reviewed. New admissions were audited for |

i comphiance with-admission procass including: :
Physician notification, review of New Admission

: Physician's Orders with Physician and ensuring

i professional standards were followed. Areas of
concern identified with the audit were

i documentation in relafion fo missing daies and

“times on the Nursing Admission Assessment on

. four (4) residents. Review of the education

i provided {o staff revealed policy and procedures

“related o accuracy of the admission process and |

: documentation was provided. Review of the staff *

! sign in sheets revealed instruction was provided

" heginning 08/15/15 with review of policy and _

procedure. On 08/28/15, a more comprehensive

education was provided to staff related o the

: policy and procedure.

Interview with the DON, on 09/02/15 at 5:20 PM,

: revealed she inifiated education to the nursing
staff immediately on (08/15/15. Per the DON, the |
! Regional Nurse provided comprehensive
: education to the management staff on 08/28/15.
Farther inferview revealed, after receiving the |
comprehensive education, the manageament staff :
: were responsible for providing the comprehenswe
F education to the facility's nursing staff. :
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| 5. Review of the audit of each resident's medical
record o include: Advance Directive, Physician's ;

Orders, Assessments, Multidisciplinary Notes and |
Care Plans was completed by 08/26/15.

nterview with the DON, on 09/02/15 at 5:20 PM,
 revealed she and other management staff

- audited each resident's medical record to ensure
. comptiance with quality of care delivery.

"6, Review of education provided by the Regional
. Nurse to all management staff with the sign in i

sheet dated 08/28/15 and signed by the. Regional -

- Nurse revealed the education provided included:

_ Cardiopulmonary Resuscitation, Advance

i Directives, Physictan Visits and Medical Orders,

- Admission Criteria, Care Planning -
Interdisciplinary Team, Resident Rights, Quality of

Care, Professiona! Standards, and GA.

[nterview with the Regional Nurse Consultant, on
Q9102115 at 5:20 PM, reveaied he provided
comprehensive education to management staff

- refated o the facility's policies and procedures
- stated abave. Continued interview revealed the
facilily revised the CPR policy fo include

mandatory hands on skills certification for staff.

: 7. Review of education provided to all nursing

staff to include: Cardiopulmonary Resuscitation, |
Advance Directives, Physician Visits and Medical

. Orders, Admission Criteria, Care Planning -
 Interdisciplinary Team, Resident Rights, Quality of :

Care, Professional Standards, and QA. Review

: of sign in sheets revealed the education was
. inthiatad on 08/26/15 and concluded on 08/28/18, .

Review of certified letters sent to twenty-one (21) |

! part-time clinical staff related to mandatory

- education prior to working. Continued review of
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sign-in sheets revealed education for part-time

: clinical staff, non-licensed staff and non-nursing
staff continued per AQG. Review of New

i Qrientation Agenda for clinical staff, reveated

education would be provided with orientation

- process. Review of audit fool utifized for _

_ validation of CPR certification with hands on skills :

* component revealed staff had obtained education ;

. with hands on skill component. :

i Interview, on 09/01/15 at 10:20 AM with SRNA

#8; at 10:30 AM with SRNA#T; at 10:40 AWM with

: SRINA#4; at 10:50 AM with SRNA #2; and, at
11:00 AM with SRNA#6 revealed they had all

i been provided educalion related to

- Cardiopuimonary Resuscitation, Resident Rights, !

: Quality of Care and Professional Standards

_ between 08/15/15 and 08/28/15 in a verbal

leoture setting allowing for question and answers, :

! Interview, on 08/20/15 at 5:50 PM with RN #1 and .
at8:12 PM with LPN #1; on 09/01/15 at 11,15 AM
Pwith LPN #12; at 11:25 AM with LPN #3; at 4:16
: PM with LPN #11; at 4:30 PM with LPN #2; at
F445 PM with RN #4; at 5:00 PM with RN #2; at
: 8 17 PM with RN #3; and, Unit Manager #1 at
L 4:20 PM, revealed they had all been provided
i education related to Cardiopulmonary
* Resuscitation, Advance Directives, Physician
: Visits and Medical Orders, Admission Criteria,
’ : Care Planning, Resident Rights, Professional
Standards and Quatity of Care in a verbal lechure .
settmg altowing for question and answers, i

8 Review of the education provided io all
: licensed staff related to the admission policy and
! procedure revealed the education was initiated on |
: 08/21/15 and completed on 08/28/15 after
! additional education was provided by the
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i Regional Nurse Consultant,

. Interview with the DON, on 09/02/15 at 5:20 PM,

i revealed she had initiated staff education on
08&/21/18. After receiving comprehensive

. education provided by the Regional Nurse

: Consultant on 08/26/15, the management {eam
re-aducated staff with the completion date for

- full-time clinical staff to be 08/28/15.

- 9. Review of the sducation provided to all .

{ Physicians with privileges to included; clarification i
of the process for natifying the Physician of new

. admits and obtaining orders, and the interim Care

i Plan and Professional Standards. Further review,
revealed there was follow up letters sent {o each

i Physician refated to the educations provided.

10. Revisw of the Audit of personnel files for

. CPR certification revealed the Audit was

i completed on 08/25/15 with the Regionat Nurse
Consultant review on 08/25/15. Data from the

. audif revealed seventeen (17) staff without the

: harnds on skill component for CPR certification.

11. Review of the Audit of personnel files for

CPR certifications revealed sixteen {16} of the
seventsen (17) identified staff without hands on

- skill component CPR certifications had obtained
certifications with the hands on skills component. .

Interview with the DON, on 8/02/15 at 5:20 PM,
revealed she was a Certified American Heart

CFR Instructor. Further interview revealed, she
" had cordusted four (4) CPR classes for staff that |
: included the hands on skills component. Per :
tinterview, one staff still remained out of

. compliance with the CPR certification hands on -
: component and woutd not be allowed 1o work until;
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~appropriate certification was obtained.

12. Review of the Daily New Admission Log,
: revesled new admissions were reviewed dally for
~ compliance with Physician Nofification, Physician °
: Orders, interirn Care Plan, Advance Directive,
* and Resident Rights beginning 08/25/15,

* Interview with the DON on 09/02/15 at 5:20 PM,

revealed areas of concern were ldentified when

! the audits were initiated on UB/25/15; however, |
after staff received education, data collected had

{ improved. Further inlerview revealed any issues

identified would be immediately corrected with

: data reviewed with the QA committee weekly for

four (4) weeks, then monthly with the results of

» the collected data to determine the need for
- addittonal education or the revision of the plan,

i 13. Review of documentation monitoring care

delivery as outlined per the resident's care plan,

: revealed five (5) resident care plans per day per
- unit were reviewed by management staff
beginning 08/‘2_5/1 B

Interview with the DON, on 08/02/15 at 5:20 PM, .
I revealed managament staff had audited resident |
" care plans daily. Further intervisw revealed five
. {5} care plans were audited on sach unit dally
 since 08/25/15.

i 14. Review of documentation of the Mock codes
" revealed they were conducted twice weelkiy on
- rotating shifls beginning 08/1 8/15.

" Intesview, on 08/20/15 at 5:50 PM with RN #1 and |
fat 8:12 PM with LPN #1; on 09/01/15 af 11:15 AM |
Dwith LPN#12; at 11:25 AM with LPN#3; at 4116
: PM with LPN #11; at 4:30 PM with LPN #2; at

F 385;
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*4:45 PM with RN #4; at 5:00 PM with RN #2; at
- 5:17 PM with RN #3; and, Unit Manager #1 at
* 4:20 PM, revealed they had all been provided

education related to Cardiopuimonary
Besuscitation and Advance Directives with Mock
Codes conducted on different shifts.

16. Review of documentation of CPR certification |
tracking revealed the date the certification was |
obtained and verification the certification
containad a hands on skills component.

Interviow with the DON, on 08/02/15 at 5:20 PM,
revealad the facility had previously been tracking
CPR expiration dates; however, the facility added
verification of a hands on skills component to :
their tracking data to ensure compliance.

16. Review of the documentation of a calendar,
signed by the Regional Nurse and Regional Vice
President of Qperations ravealed the Regionai
Vice President of Operations was on site

. 08/21/15 and 08/28/25. Further review revealed, :
. the Regional Nurse was on site daily from '
: 08/16/15 to 09/02/15 with the exception of

(081 THE.

| an site daily since 08/16/15 with the exception of
1 08M7/5. Interview with Unit Manager #1, on

Interview with the Regional Nurse, on 08/02/15 at
5:20 PM, revealed he had been in the facility '
aach day with the exception of 08/17/15.

s interview with the Administrator on 09/01/15 at

5:20 PM, revealed the Regional Nurse had been

: 09/01/15 at 4:29 PM, revealed the Regional
- Nurse had been on site "seemed like” daily for
- over two (2) weeks.
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17. Review of documentation of a calendar,
signed by the Regional Nurse and Regional Vice
President of Operations revealed on site
Administrative oversight was performed by the
Regional Vice President of Operations on
08/21/15 and 08/28/15. Further review revealed,
on site Administrative oversight was performed by
the Regional Nurse on each day from 08/16/15 to .
09/02/15, with the exception of 8817115, :

. Interview with the Regional Nurse, on 00/02/15 at |
- 5:20 PM, revealed he had been on site at the ’
- facility daily since 08/16/15 with the exception of
08M7HS.

' Interview with the Administrator on 09/01/15 at

| 5:20 PM, reveaload the Regionat Nurse had been

on site daily since 08/16/15 with the exception of

F08/17/15. Interview with Unit Manager #1, on

| 09/01/15 at 4:29 PM, revealed the Regional

' Nurse had been on site "seemed like" daily for
over two (2) weeks.

18. Review of the QA sign in sheets revealed,
meetings wers conducted on 08/21/15, 08/26/15,
and 08/28/16 with the arsas of concern
discussed. The Medical Director was in
aftendance on 08/26/15.

 Interview with the Administrator, on 09/03/15 at
{11:15 AM, revealed the data obtained from the

{ audits performed, revealed areas of concern

‘ related to the Mock codes which were initially

. performed, Continued interview revealed, the

: data was analyzed and it was determined

" additional education was needed. Further

s interview revealed the additional education was |
¢ provided with positive data resuiting from ongcmg

i Mock codes and audits. :
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| Afacility must be administered in & manner that

¢ enables it to use its resources sffectively and ;
efficiently to altain or maintain the highest -

practicable physical, mental, and psychosocial |

: well-baing of each residert.

This REQUIREMENT is not met as evidenced

i by:

| Based on interview, record review, review of the

i “Job Description” for the Administrator, and

I review of the facility's policy, it was determined

! the facility's Administration failed to have an

: effective system to evaluate its poficies and
 staffing requirements, to ensure each rasident's

: Advance Directives and personal choices were

" honored. Interview and record review revealed
the facility failled to ensure all staff trained in CPR
received training with a hands-on skills :
component. Review of the facility's policies
revealed they were not specific regarding the ;
requirement related to a mandatory hands-on skill :
companent as pari of the CPR training. (Referto
F-1585, F-261 and F-309) :

- On 08/13/15, Resident #1's Responsible Party |
: signed Advance Directives tequesting “Fult Code” |
: status for the resident, with ife-saving measuras |
! o include Cardiopulmonary Resuscitation (CPRY), :
{ in the event the resident’s heart or lungs failed to
| function. On 08/16/15 at approximately 7:15 AM,
 Licensed Practical Nurse (LPN) #1 found i
: Resident #1 10 be unresponsive; however, the

! nurse failed fo honor the resident's Advanced

! Directives refated to histher "Full Code” status

: when he did not Inftiate CPR. LPM #2 entered
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-
¢

450

1.The Signature Care Consultant educated

the following management staff:

_ Administrator, Social Services,

i Environmental Services Director, Human

: Resource Director, MDS Coordinator,

ADONSs, Staffing Coordinator, Chaplain,

! Quality of Life Director, Rehab Services

. Manager, Business Office, Plant Operations

: Direcior, Behavioral Health Manager, Staff

- Development Coordinator, Admissions

. Coordinator, Director of Nursing,

- Administrator in Training, on the advance

~ directive policy and procedure,

. admission/physician order policy and
procedurs, care plan policy and procedure,

- revised CPR policy and procedure to include
online CPR certification only is

~ unacceptable, resident rights policy and

. procedure, quality of care delivery,

* professional standards and QATI on 8/26/15.

~ This training was completed face to face in
. order fo facilitate discussion and questions.
: Department administrative managers could
" nof return to work until above education was
: provided.

i 2. All staff (every staff member employed)

i were educated starting on 8/15/15 and

! completed by 8/28/15 on the following
policies: advance directive policy and
procedure, admission/physician order policy

FORM CMS-2567(02-09) Previous Versions Obsolete

Event iD:0WFH11

Faciity 1D: 100074

If continuation sheet Page 85 of 121




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE 8 MEDICAID SERVICES

FRINTED: 09/18/2015
FORM APPROVED
OMB NQ. 0838-0381

' Rasident #1 room behind LPN #1 and found

' Resident #1 to be unresponsive; however, this

{ nurse aiso falled to honor the resident's Advanced
| Directives related to hisher "Full Code” status
when she did not initiate CPR. RN #1 was cafled
' to Resident #1's room by LPN #2, and found

| Resldent #1 to be unresponsive; again, this nurse
also failed to honot the resident's Advance
Directives related to histher "Full Code” status
when she did not inifiate CPR, but pronounced
the resident to be daceased.

{ The facility's failure to have an effective

! Administration with oversight of planned

! interventions to ensure residents’ wishes were

| honored at end-of-Hife has caused or is likely to

! cause serious injury, harm, impairment, or death
fo o resident. Immediate Jeopardy (1J) was
identified on 08/2515, and was determined to :
exist on 08/15/15. The facility was notifled of the |
immediate Jeopardy on 08/25/15.

The facility provided an acceplabie credible
Allegation of Compliance (ACC) on 08/31/15 with
the facility alleging removal of the Immediate
- Jeopardy on 08/28/15. The State Survay Agency
{ vatidated removal of the Immediate Jeopardy as
lleged on 08/29/15, prior to exit on 0o/03/15,
ith remaining non-compliance at 42 CFR 483.75
dministration, F-490 at a Scope and Severity of
{ a "D" while the faciity develops and implements
* San of Cotreciions and the facility's Quality
Assurance (QA) monitors to ensure comptiance
with systemic changes.

The findings include:

. Review of the Administrator's Job Description,
: updated Decem ber 2011, revealted the

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/GLIA (X2 MULTIPLE CONSTRUCTION X3 gg&—; f;j;g}sv
AND PLAM OF CORRECTION IDENTIFICATION NUMBER: A BUILDING APLE
G
185146 B WING. 09/03/20158
NAKIE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
200 GLENWAY ROAD
F{)UNTAIN CIRCLE CARE & REHABILITATION CENTER WINCHESTER, KY 40391
i ENGTE ; SGRREGTION (Xa
SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF G ] m
I e A i
i : TA CROSS-
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) G S NOEDTO TH
F 490 Continued From page 85 F 49{)§ and procedure, care plan policy and

i procedure, revised CPR policy and
i procedure, resident rights policy and

.| procedure, quality of care delivery, .
: professional standards and QAPI by the Staff
i Development Coordinator, Unit Managers or
: Nursing supervisor. On 8/28/15 certified
: letters were sent out to 21 employees who
. had not received the education, No staff
» member was allowed to return to work until
- education was provided. No newly hired !
. nursing employee will be allowed to work
. until education has been obtained. No :
- licensed nurse will be allowed to work until ©
¢ CPR with hands on component is validated. -

© 3. DON, SDC, orHR will track all licensed'
: nurses CPR certification monthly, starting on
: 8/26/15, to ensure all licensed nurses
i maintain CPR certification with a hands on
. component and to ensure compliance with
- the facility’s CPR policy. Findings and
compliance with the audit will be reported
monthly to QAPI committee to determine
any need for education or revision of process,

4. A nurse from the regional team or i
. corporate office has been onsite since 8§/19/155
_ and will remain on site daily until immediacy
¢ is removed, then onsite 3 times weekly for 4
: weeks. The nurses from the regional team o1
. home office are reviewing compHance with
above stated plan along with reviewing
compliance with policy and procedure of any
code blue that occurs and reviewing
compliance with new/re admissions. During
weekly follow up guidance and

FORM CMS-2667(02-80) Frevious Versions Obsolete Event IG:GWFHHT

Facifity ID: 100074 If continuation sheet Page 86 of 121




,.\.....\

DEPARTMENT OF HEALTH AND HUMAN SERVICES

FRINTED: 09118/2016
FORM APPROVED
OMB NG, 0938-0381

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {31} PROVIDER/SUPELIERICLIA {X2) MULTIPLE CONSTRUGTION (M3} DATE SURVEY
AMD PLAN OF CORRECTION HIENTIFICATION NUMBER: A, BULDING COMPLETED
C
185146 B. WING . (3/0342015
STREET ADDRESS, CITY, STATE, ZIP GODE

MAME OF PROVIDER OR SUPPLER

FOUNTAIN CIRCLE CARE & REHABILITATION GENTER

200 GLENWAY ROAD
WINCHESTER, KY 40391

(4D i SUMMARY STATEMENT OF DEFICIENCIES o - PROVIDER'S £1.AN OF CORRECTION o)
PREFH | {EACH DEFIGIENGY MUST BE PREGEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 480 Continued From page 86

. Administrator was responsible for leading and
dlrect ing the overail operations of the facifity in
| accordance with residents' needs, government
regulations and company palicies, Continued
review revealed the Administrator's management :
duties inchzded, but were not fimited to, hiring, ;
training, developing, coaching, counseling and
: ferminating facility siaff as deemed necessary. In
{ addition, the Job Description revealed the
Admmistrafor g duties included monlitoring the
| defivery of nursing care and ensuring residents’
needs were addressed. per the Job Description, !
the Administrator was responsible far the facility's !
Quality Assurance {QA) program, and was
expected to maintain a working knowledge of,
- and compliance with, aif governmental
: regulations.

| Raview of the facllity's policy, titled "Advance

| Directives - Kentucky", effective 12/2010,

“revealed it was the policy of the facllity to
recognize and support the use of Advance
Directives through family, staff and commumnity
education and to encourage the resident's righls
to self-determination through recognition and
assistance with exacuting such directives.
. Cantinued review revealed, as long as the
res;dent was competent to make decisions,
: hisfher wishes would be followed to the maximum |
! extent possible as dictated by state taw and

: sound medical judgment. if a resident became
L incompetent, but had provided evidence of a

‘ properly executed Advancs Directive, the facility

fwould implement the resident's cholces as
outlined in the decument or expressed to the
appointed ageni to the same extent that the
competent resident's wishes would be followed. |
Further review revealed all residents wouid

receive full resuscitative measures unless a "Do !

= 490 recommendations will also be provided along

¢ with compliance validated.

Administrative oversight of the facility will :
be completed by the VP of Operations,

. Signature Care Consultant or Special Projects

¢ Administrator, daily until removal of

! immediacy beginning 8/19/15, then weekiy
for 4 weeks, then monthly ;

A Quality Assurance meeting will be held

. weekly until immediacy is removed

heginning on 8/21/15, then for 4 weeks, theri

* monthly for recommendatlons and further
follow up regarding the above stated plan. At
that time based upon evaluation the QA

Committee will determine at what frequency
any ongoing audits will need to continue.

* The Administrator has the oversight to ensure
an effective plan is in place to meet resident;
wellbeing and ensure resident rights as well
as an effective plan to identify facility :
concerns and implement a plan of correction
to involve all staff of the facility. Corporate.
Administrative oversight of the Quality
Assurance meeting will be completed by the
Special Projects Administrator, the Regional

i Vice President of Operations, or member oft

! regional staff 3 times weekly until removal of

immediacy beginning 8/15/15, then weekly :

for 4 weeks, then monthly. {
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* Not Resuscitate” (DNR) directive was written in
_the resident’s medical record and was identified
“in the resident's Advance Directive.

. Review of the facility's policy titted "Resident
| Rights”, reviewed 06/01/15, revealed residents
had the right to choose a physician, receive :
. freatment, and participate in decision-making and :
i care planning. Continued review revealed
residents were entitled to axercise their rights and
. privileges to the fullest extent possible. Per the
¢ policy, employees had a duty to read and learn
the residents’ rights.

! Review of the facility's policy titled
"Cardiopulmonary Resuscitation”, undated,
: revealed CPR would be altempted for any
: rasident who was found to have no palpable
pulse andfor no discernible respirations, unless
- there was a written physician order to the contrary .
i and/or written Advance Directives. Continued :
raview revealed, should a resident be found
_unresponsive and without respirafions, a licensed
i staff member who was certified in CPR would ;
promptly initiate CPR in the following :
_circumstances: for residents who have requested
! CPR in their Advance Directive; for residents who |
* have not formulated an Advance Directive; and |
for residents who do not have a valid "DNR”
: ardar; and in the event the initiation of CPR wouild |
i nose a danger 1o seif or others, :

: Gn 08/15/15, Resident #1 was found to be

{ unresponsive, with no pulse and no respiratory
effort, by LPN #1, LPN #2 and RN #1. Review of ;

. the Advance Directives, signed by the

! Responsible Party on 08/13/15, and review of the

" Physician's Orders revealed Resident #1 was a

. Full Code status: however, LPN #1, LPN #2 and

F 490
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RN #1 did not initiate GPR in accordance with the
. resident's wishes. ;

Review of the CPR training records and staffing
; schedules revealed the facility failed fo have an
" effective system to ensure all staff received CPR
lraining which included the mandatory hands-on
: gkill component, as required by regulation.

Review of the facility's CPR certification tracking,
; tevealed saeventeen (17) staff had not received
" the hands-on skill component.

! Interview with the Administrator, on 08/24/15 at
4:50 PM, revealed residents had a right fo
. exectlte an Advance Directive which should be
“honored by the staff. Continued interview :
revealed LPN #1, LPN #2 and RN #1 shouid have
- inittated CPR for Resudent #1, who was a Fuli
Code, when they found the resident
nion-responsive. Further inferview revealed
!Hicensed nursing staff were required o be CPR
certified; however, the Administrator was not ;
. aware CPR ftraining couid not be obtained solely
fandine. Per interview, the Adminisirator was not -
aware staff requiring re-cerfification were required
. o have a hands-on skilis component included in -~
* their CPR training, to ensure competency in the
provision of CPR when indicaied, per the
i regulation,

. The facility provided an acceptable credible

! Allegation of Compliance (AOC) on 08/31/15,
which alleged removal of the L} effective

: 08/29/15. Review of the AOC revealed the facrlzty

timplemented the following:

i 1. On 08/15/15, the Director of Nursing (DON) !

* reviewed Resident #1's medical record and care |

. plan with the following areas of concemn identified: |
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. a. The date and time were missing regarding the
! Physician notification on the Nursing Admission
Assessment b. the Advance Directive of "Fult
Code” status was nat care planned on the Interim |
. Care Plan. ¢. CPRwas not immediately initiated |
{ per Resident #1's/Power of Altorney's (POA's)
'request as indicated on the Advance Directive.

2. Baginning 08/15/15 and concluding on

: 08/17/15, the DON, Unit Managers, Nursing

| Supervisors or Medical Records staff audiled all

' resident Advance Directive/Code
Status/Physician's arders for code status, Care

~Plans and State Registered Nurse Aide {SRNA}

i Care Plans.

" 3. Beginning 08/15/15 and concluding on
08/17/15, the DON, Assistant Director of Nursing !

{ADON), Unit Managers and Nursing Supetvisors

. assessed all residents for any possible resident

. rights violations. Residents with a Brief Interview

! of Mental Status (BIMS) score of eight (8} or
greater wers interviewed and residents with a
BiMS of less than eight {8) were physically
assessed for any signs and symptoms of possible

: quality of life or resident rights vicfations.

4. Compliance audits of the admission process
“were completed by 08/18/15 of ali admissions
within the previcus thirly (30) days. The audils

- were parformed by the DON, ADON, Unit
Managers or Nursing Supervisors of all resident's
medical records to include notification of the
Attending Physician, review of the Physician

i Admitting Orders with the Altending Physician
fand ensuring professional standards were

. followed.

5. The DON, Unii Managers, Nursing
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¢ Supervisors or Medical Records staff completed
audits of aif resident charts by 08/26/15. The
L Audit included; resident's Advance Directive,
" Physician's Orders, Assessments,
; Multidisciplinary Notes and Care Plan to ensure
i compliance with quality of care delivery.

16, On 08/26/15, alt management staff was

* educated by the Regional Nurse Consultant.

. Education included: Advance Directive Policy and ;

! Procedure, Admission/Physician's Order Policy !
and Procedure, Care Plan Policy and Procedurs, |

: Revised CPR Palicy and Procedure, Resident

‘ Rights Policy and Procedure, Quality of Care

. Delivery, Professional Standards and Quality

¢ Assurance Performance Improvement {QAPI).

. 7. Education for ali nursing staff was initiated on
[ 08/16/15 and completed by 08/28/15, with the

i and twenty-one (21) part-time staff. Certified ;
! letters were sent to the twenty-one (21) part-time -
slaff to notify each of the mandatery education |
{ prior fo returning to duty. Education was provided |
i by the Staff Development Coordinator, Unit
Mangers and Nursing Supervisors. Education |
included Advance Directive Policy and Procedure,
Admission/Physician Grder Policy and Procedure,
- Care Plan Policy and Procedure, Revised CPR
FPolicy and Procedure, Resident Rignits Policy and :
i Procedure, Quality of Cars Delivery, Prafessional i
. Standards and QAPL The education refated to
the policies and procedures was added to the
training agenda for New Employee Orientation.

8. Beginning 08/21/15 and concluding on
08/24/15, the Staff Development Coordinator,
. Unit Managers and Nursing Supervisors
: conducted education for all llicensed staff (with

F 4901

exception of four (4) full-time status staff on leave ; '
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: the exception of the part-time staff who were .
notified by certified letter they could not work until

freceiving the required education) an the

" admission policy and procedurs, to include;

; clarification of the process for Physician

! notificaticn of new admissions, obtaining
Admission Orders, the Interim Care Pian and

: professional standards. The above education ;

" was incorpoerated into the facility's New Employee -

. Orientation, ;

9. On 08/25/15, all Physicians with privileges at .
. the facility were educated by the DON in regards !
*to the admission process and expectations with
compliance to include: Discharge Sunmaries or |
: Orders from a discharging facility would be faxed
to the Physician’s office and the Physician would |
. be called for approval of the Orders with a ,
! Telephone Order written stating the Physiciar's |
review and approval of the COrders. ?

10, Human Resources and/or Staff Development !
performed audits of all personnel files for CPR

: certifications. Audits were compleled by 08/25/15

 and given to the Regional Nurse Consultant to

raview for non-compliance with CPR regulations.

| Seventeen {17) licensed nurses were noted to

- have on-line only GPR certifications.

11. Sixteen {16) of the savenieen {17) staff
 identified to have on-ine GPR certifications

. received CPR instruction with hands on
component by 08/27/15, provided by the DON, a
t certified American Heart CPR Instructor. One (1) |
. employee would not be allowed to work until CPR !
cerfification with hands on component was 3
‘ obtained.

' 12. Beginning 08/25/15, the DON, ADON, Unit
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; Manager, Nursing Supervisor or Medical Records

| staff will review all new adimissions daily durihg

" the morning clinical mesting to ensure
compliance with Physician notification, Physician

! Orders, Interim Care Plan, Advance Directive,

! and Resident Rights. Findings of the review will

" be reported in the Quality Assurancs (QA)
committee meeting. The committes consists of

: the Medical Director, Administrator, DON, Social

| Services Director and at least two (2) other
department managers, differant line staff as

_appropriate, and outside consultanis as

: appropriate. The committee will meet weekly far

P four {4y weeks then monthly to determine the '
need for continued education or revision of the

“plan. Based cn evaluation, the QA committee wili

¢ determine at what frequency the ongoing review

t of new admissions will need to continue,

* Cancerns identified will be corrected ;mmedsately
by the DON, ADON, Unit Managers or Nursing

. Supervisor and reported to the Administrator o

gnsure any neaded investigation initiated and
reported guidelines were met,

13, The DON, ADON, Unit Managers, or Nursing
i Supervisor will monitor care delivery as outiined
per the care plan on five (5) residents per unit per
day until immediacy is removed, beginning
' 08/25/15, then five (8} residents daily for four {4)
_weeks, to ensure compliance with care delivery
¢ as outiined by the Gare Plan atong with
compliance of Professional Standards :
requirements. Findings will be reported in the QA
. commitiee weekly to determine the further need
of continued education or the revision of the plan.

14. Mock codes will be conducted by the DON,
ADON, Unit Managers, Staff Devefopment
- Coordinator or Nursing Supervisor fwice weekly,

FORM ChS-2567{02-99) Previous Versions Obsaolste Event |D: OWFH11

Faciiity ID: 100074 if contipuation sheet Page 93 of 121




PRINTED: 0B/18/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, 0938-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPUER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND FLAN OF CORREGTION IDENTIFICATION NUMBER: 4 BULDING COMPLETED
C
185146 B.WING _ - 0g/03/20156
NARE OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
200 GLENWAY ROAD
FOUNTAIN CIRC BilLl
au IN CIRCLE CARE & REHABILITATION CENTER WINCHESTER, KY 45394
L SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORREGTION 5
PREFIX © (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFTX (EAGH CORREGTIVE ACTION SHOULD BE , COMPLETION
TG . REGULATORY OR LSC IDENTIFYING INFORMATION) TAG  :  GROSS-REFERENCED TO THE APPROPRIATE DATE =
DEFICIENGY)
F 490 Continued From page 93 F 4901

on ratating shifts, for four (4) weeks heginning
. 08/18A 5, to ensure understanding and

Clinical Managers for education on how to
: conduct a code; the Mock codes will be
! conducted by the nurses. Findings will be
reportad to the QA committee weekly to

continued educatiors or revision of the plan.

and governing regulations. Findings and

" or revision of the process.

16. A Regional Nurse or corporate office staff

site three (3) Umes weekly for four {4) weeks,
with the plan and will review compliance with

¢ and review compliance with new or
re-admissions, During weekly follow-up,

with compliance validated.

- Nurse Consultant, or Special Projects

heginning 09/18/15, then weekly for four (4)
: weeks, then monthly.

compliance with Gode Blue Policy and Pracedure
The first two {2) mock codes were conducted by

. determine compliance and any further need of

15. The DON, Staff Daveiopment Coordinator or .
- Human Resources will track all licensed nurses |
| CPR certification monthly beginning 08/26/15, to

ensure compliance with CPR policy, procedurs

: compliance will be reporled monthly to the QA
: committee to determine any need for education

was on site since 08/19/15 and will remain on site
- daily until immediacy is removed, then will be on

- Regional/Carparate staff wil review compliance

policy and procedure of any code biue that occurs
. guidance and recommendations wili be provided
i 17. Administrative oversight of the facility will he

. completed by the Vice President of Operations,

Administrator daily untit removal of the lmmedzacy
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_18. AQuality Assurance meeting will be held

- weekdy until immediacy is removed beginning on

£ 08/21/15, the for four (4) weeks, then monthly for

scommendations and further follow up regarding |

he stated plan. Based on evaluation, the QA :

ommittee will determine at what frequency any

: ongoing audits will need to continue. The

i Administrator has the oversight to ensure an

¢ effective plan is in place to meet resident

- well-baing and ensure resident rights as well as
an effective plan fo identify facility concerns and
implerent a plan of correction to involve all staff
of the facility. Corporate Administrative oversight
of the Quality Assurance meeting will be
compleled by the Special projects Administrator,
the Regional Vice President of Operations, or a
member of regional staff three (3) times a week
until immediacy is removed beginning 08/15/15,
then weekly for four (4) weeks, then monthly.

The State Survey Agency validated the
implementation of the facility's AOC as follows:

1. Review of the facility's investigation of he
incident revealed an audit of Resident #1's
medical record with areas concern noted.

interview with the DON, on 08/02/15 at 5:20 PM,

revealed she audited Resident #1's medical

racord and identified areas of cancern with

immediate implementation of education provided
- to staff,

. 2. Reviow of the facility's audit of all resident’s

. Advance Directive, Care Plans and Physician's

: Orders revealed the Audit tool was printed on

" 08/15/15 and signed by the audifor of each
resident’s documentation on 08/16/15.
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 Interview with the DON, on 09/02/15 at 5:20 PM,

‘ revealed she had participated with other
management staff to audit all resident records to

“verlfy accuracy of the resident's Advance :

i Directive, Care Plans and Physician's code status

{ order.

4. Review of the audit toot utilized to interview
- and assess all residents for possible resident
! rights viotations revealed management staff
sinterviewed all resident's with a Brief interview for
Mental Status {BIMS) score of eight (8) or greater :
and a physical assessment was completed for :
 resident's whose BIMS was less than eight {8).

* Interview with the DON, on 09/02/15 at 5:20 PM,
revealed management staff interviewed or
agsessed each of the facility's residents for any
signs or symptoms of resident rights violations.
interview with interviewable residenis revealed

! staff did talk with them regarding their resident

‘ rights.

- 4. The audit tool, dated 08/18/15, utilized to audit -
pravious thirly (30) days facility new admissions
was reviewed. New admissions were audited for
compliance with admission process including: "
| Physician notification, review of New Admission
“ Physician's Orders with Physician and ensuring
professional standards were followed. Areas of
i concern identified with the audit were
documentation in relation to missing dates and
times on the Nursing Admission Assessment on
four (4) residents. Review of the education

| provided to staff revealed policy and procedures
: related to accuracy of the admission process and ;
documentation was provided. Review of the siaff
sign in sheets reveaied instruciion was provided
beginning 08(15/15 with review of policy and
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orocedure. On 08/28/15, a more comprehensive
education was provided to staff related to the
policy and procedure.

Irderview with the DON, on 09/02/15 at §;20 PM,
revealed she initiated education to the nursing
staff immediately on 08/15/15. Per the DON, the
Regional Nurse provided comprehensive
aducation to the management staff on 08/28/15.
Furlher interview revealed, after receiving the
comprehensive education, the management staff
were respansible Tor providing the comprehenswe
education to the facility's nursing staff, :

5. Review of the audit of each resident's medical |
record to include: Advance Directive, Physician's :
Orders, Assessments, Multidisciplinary Notes aﬂd
Care Plans was compisted by 08/26/15.

Interview with the DON, on 09/02/15 at 5:20 PM,
revealed she and other management staff

audited each resident's medical record te ensure !
compliance with guality of care delivery. :

6. Review of education provided by the Regional !
. Nurse (o all management staff with the sign in
i sheet dated 08/28/15 and signed by the Regi jonal
" Nurse revesled the education provided included:
. Cardiopulimonary Resuscitation, Advance
Dirsctives, Physician Visits and Medical Orders,
Admission Criteria, Care Planning -
interdisciplinary Team, Resident Rights, Quality of
Care, Professional Standards, and QA. :

interview with the Regional Nurse Consultant, on |
09/02/15 at 5:20 PM, revealed he provided
comprehensive education to management staff
related to the facility's policies and procedures
stated above, Continued interview revealed the

F 480
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facility revised the CPR policy to include
- mandatory hands on skitls certification for staff.

7. Review of education provided to all nursing
staff fo include:; Cardiopulmonary Resuscitation,

Orders, Admission Criteria, Care Planning -

- Care, Professional Standards, and QA. Review
! of sign in sheets revealed the education was

part-time clinical staff related to mandatory
education prior to working. Continued review of

. sigr-in sheets revealed education for part-time

! clinical staff, non-licensed staff and non-nursing

 staff continued per AOC. Review of New

f Orientation Agenda for clinical staff, revealed

- education would be provided with crientation
process. Review of audit tool utilized for
vafidation of CPR certification with hands on skills

. with hands on skill component.

¢ Interview, on 0Q/01/15 at 10:20 AM with SRNA

| #8; at 10:30 AM with SRNA #7; at 10:40 AM with
| SRNA #4; at 10:50 AM with SRNA#2; and, at
©11:00 AM with SRNA#6 revealed they had all

" been provided education retated to

Quality of Care and Professional Standards
hetween 08/15/15 and 08/28/15 in a verbal
: lecture setting allowing for question and answers.

[ at 6:12 PM with LPN #1; on 09/01/15 at 11:15 AM
Lwith LPN #12; at 11:25 AM with LPN #3; at 416

P PM with LPN #11; at 4:30 PM with LPN #2; at

' 4:45 PM with RN #4; at 5:00 PM with RN #2; at

Advance Directives, Physician VisHs and Medical 1

interdisciplinary Team, Resident Rights, Quality of

| initiated on 08/26/15 and concluded on 08/28/15. |
Review of certified letters sent to twanty-one (21)

compenent revealed staff had obtained education

Cardioputmonary Resuscitation, Resident Rights, -

Interview, on 08/20/15 at 5:50 PM with RN #1 and

F 490
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5:17 PM with RN #3; and, Unit Manager #1 al
4:29 PM, revealed they had all been provided
education related to Cardiopulmonary
Rasuscitation, Advance Directives, Physician
Visits and Medical Orders, Admission Criteria,
Care Planning, Resident Rights, Professional :
Standards, and Quality of Care in a verbal lecture :
seiting allowing for question ard answers,

8. Review of the aducation provided to all
licensed staff related to the admission policy and
_procedure revealad the education was initiated on
0812115 and completed on 08/28/15 after
: additional education was provided by the
: Regional Nurse Consultant.

 interview with the DON, on 09/02/15 at 5:20 PM,
' revealed she had initiated  staff education on

: 08/21115. After receiving comprehensive

| edusation provided by the Regional Nurse

| Consultant on 08/26/15, the management team

: re-educated staff with the completion date for

- full-time clinical staff to be 08/28/15.

: 9, Review of the education provided to afl

: Physicians with priviteges to included:; clarification
of the process for nolifying the Physician of new
admits and obtaining orders, and the Interim Care
Plan and Professional Standards. Further review, |
revealed there was follow up letters sent tc each :
Physician refated to the educations provided.

10. Review of the Audit of personnel files for
CPR certification revealed the Audit was
completed on 08/25/15 with the Regional Nurse
Consultant review on 08/256/15. Data from the
audit revealed seventeen (17) staff without the
hands on skill component for CPR certification.
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11. Review of the Audit of persennei files for
CPR certifications reveated sixteen (16) of the
seventeen (17) identified staff without hands on
skill component CPR certifications had obtained

| Interview with the DON, on 6/02/15 al 6:20 PM,
 revealed she was a Certified American Heart
| CPR Instructor. Further interview reveaied, she

ncluded the hands on skills component. Per
ntarview, one staff siilf remained out of
ompliance with the CPR certification hands on

ppropriate certification was obtained.
2. Review of the Daily New Admission Log,
-ompliance with Physician Notification, Physician

Orders, [nterim Care Plan, Advance Directive,
and Resident Righis beginning 08/25/15.

Interview with the DON on 09/02/15 at 5:20 PM,
revealed areas of concern were identified when
 the audits were initiated on 08/25/15; however,

! after staff received education, data collected had
improved, Further interview revealed any issues
identified would be immediately corrected with
 data reviewad with the QA commitiee weekly for
| four (4) weeks, then monthly with the results of

' the collected data to determine the need for

- additional education or the revision of the plan.

' 13. Review of documentation monitoring care

* defivery as outfined per the resident’s care plan,
 revealed five (5) resident care plans per day per
: unit were reviewed by management staff

{ beginning 08/25/15.

* certifications with the hands on skills component.

ad conducted four (4) CPR classes for staff that |
omponent and would nct be allowed to work until

evealed naw admissions were reviewed daily for :
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! Interview with the DON, on 09/02/15 at 5:20 PM,
revealed management staff had audited resident |

. care plans daily. Further interview revealed five

i {B) care plans were audited on sach unit daily
since 08/25/15,

14, Review of documentation of the Mock codes .
revealed they were conducted twice weekly on
rotating shifts beginning 08/18/15.

*Interview, on 08/20/15 at 5:50 PM with RN #1 and :
at 6:12 PM with LPN #1; on 09/01/15 at 11:15 AM

: with LPN #12; at 11:25 AM with LPN #3; at 4:16

¢ PM with LPN #11; at 4:30 PM with LPN #2; at
4:45 PN with RN #4; at 5:00 PM with RN #2; at

. 5:117 PM with RN #3; and, Unit Manager #1 at

| 4:29 PM, revealed they had alf been provided

" education related to Cardiopulmonary
Resuscitation and Advance Directives with Mock |

. Codes conducted on different shifts,

15, Review of documentation of CPR certification |
iracking revealed the date the certification was
| obtained and verification the certification
: contained a hands on skills componant.

Interview with the DON, on 09/02/15 at 5:20 PM,
 revealed the facility had previously been tracking :
! CPR expiration dates; however, the facility added
“verification of a hands on skilis component fo i
their iracking data to ensure compliance.

1 16. Review of the documnentation of a calendar, |

* signed by the Regional Nurse and Regional Vice |
President of Operations revealed the Regional

i Vice President of Operations was on site

1 08/21/15 and 08/28/25. Further review revealed, I

" the Reglonal Nurse was on site daily from ‘
08/16/15 to 09/02/15 with the exception of
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08/17/18.

interview with the Regional Nurse, on 09/02/15 at
i 5:20 PM, revealed he had been in the Tacllity '
i each day with the exception of 08/17/15.

Interview with the Administrator on 69/01/15 at
5:20 PM, revealed the Regional Nurse had been !
_an site daily since 08/16/15 with the exception of
£08/17/15. Interview with Unit Manager #1, on '
L 09/01/15 at 4:29 PM, revealed the Regional
: Nurse had been on site "secemed like" daily for
over two (2) weeks.

17. Review of documeniation of a calendar,

: signed by the Regional Nurse and Regional Vice

| President of Operations revealed on site

. Administrative oversight was performed by the
Regional Vice President of Operations on
08/21/15 and 08/28/45. Further review reveated,
on site Administrative oversight was performed by °
the Regional Nurse on each day from 08/16/16 to

. 0902115, with the exception of §817/158.

| Interview wilh the Regicnal Murse, on 09/02/15 at |

 5:20 PM, revealed he had been on site at the '

" tacility daily since 08/16/15 with the exception of
0817115,

Interview with the Adminisiratar on 09/01/15 at
. 5:20 PM, revealed the Regicnal Nurse had been
on site daily since 08/16/15 with the exception of
F08M7/15. Interview with Unit Manager #1, on
- 0O/01/15 at 429 PM, revealed the Regional
 Nurse had been on site "sesmed like" daily for
aver two {2} weeks.

18, Review of the QA sign in sheets revealed,
. meefings were conducted on 08/21/15, 08/26/15, .
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and 08/28/15 with the areas of concem _ :
disgussed. The Medical Director was in ;
attendance on 08/26/15.

Interview with the Administrator, on 08/03/15 at
11:15 AM, revealed the data obtained from the
" audits performed, revealed areas of concern
refated to the Mock codes which were initially
. performed. Continued interview revealed, the
| data was analyzed and il was determined
additional education was needed. Further
interview revealed the additional education was
 provided with positive data resulting from ongoing : ;
: Motk codes and audits.
[ 6141 483.75(N(1) RES F 5141 _ %, q,/g
gg=) | RECORDS-COMPLETE/ACCURATE/ACCESSIB i i
LE

The facility must maintain clinical records on gach
resident in accordance with accepted professional
standards and practices that are complete; :
accurately documented; readily accessible; and
systematically organized,

| The clinical record must contain sufficient

finformation to identify the resident; a record of the

‘ resident's assessments; the plan of care and

: services provided; the resuits of any :

| preadmission screening conducted by the State; © 1. The Director of Nursing reviewed

- and progress notes. :  Resident #1’s medical record on 8/15/15.

: During the review of the medical record, the

Director of Nursing identified the following

A concerns: missing date and time of MD
This REQUIREMENT is not met as evidenced A S A
by - inter:

_ Based interview, record review and review of ?;;plammt on the dlflter]ﬂn. care plan, and
tacility policy, it was determined the facility failed was not immediately initiated per

E514
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514 Continued From page 103 F 54 45 i'esidents/l?OA_request as indicated on the

! ; . advance directive.
to have an sffective system to ensure clinical :
records were maintained in accordance with . _—

. accapted professional standards and practices zt‘ AI} Iﬁﬂqe{ﬁs aq{;’a’l‘;‘a .dmzctwe/ COd‘“i

| which were complete and accurately status/physician order for code status along

" documented, for ene (1) of twelve (12) sampled , with resident care plan and SRNA care plan ;
residents (Resident #1). | were audited by 8/17/15 by DON, Unit

- managers, Nursing supervisor or medical

- On 08/15/15, Resident #1 was found to be _ ~ records to ensure accuracy.

| unresponsive, and without a puise or respirations. | =

" Staff notified the on-call Physician of Resident  ° :

#1's death; however, staff falled to inform the All residents, admitted in the past 30 days,

- Physician the resident was a "Full Code status™ : chart was audited by the DON, ADON, Unit

i and CPR was not performed. In addition a ¢ managers or Nursing supervisor by 8/18/15,

! Telephone Order dated 08/16/16 was : for compliance with the admission process, to
documented to withhold CPR (cardiopuimonary . include, notification of attending MD and
resuscitation) related to "resident alre%dl}'/ | reviewing admitting orders with attending

. deceased when fe:md", “no heart rate”, "o © MD along with ensuring professional

- respirations’, aqd_ cool o touch” as regezveq by standards were followed. Issues/concerns

the on-call Phy:smlan. However, interview with : noted were inacourate documentation in
Licensed Practical Nurse (LPN) #2 who wrole the . L . L

: . : ‘o relation to missing dates and times on nursing
order, and interview with the on-call Physician dmissi for 4 diffesent
revealed there was no order instructing staff to admission assessment forms on 4 differen

s withhold CPR. Also, the Nurse's Note dated residents.

: 08/15/15 written by LPN #1 was not complete and _ .

 accurately documented as there was no time A.Ii 1'e§1dents cl}a}Ts, to include — ad‘vanc:e
noted for the entry. , directive, physician orders along with

Physician order sheet, assessments, ;
The facility's failure to maintain clinical records multidisciplinary notes and care plan were

| which weare complete and accurately audited by 8/26/15 by DON, Unit managers

i documented has caused or is likely to cause Nursing supervisor or medical records to

i serious injury, harm, impairment, of death to a ensure compliance with quality of care

"resident. Immediate Jeopardy was identifisd on delivery.

08/25115, and was determined to exist on

| 08/16/15. The faciity was notified of the 3. All licensed staff were educated on the

: Immediate jeopardy on 08/25/15. admission policy and procedure to include:

| The facllity providéd an acceptable credible claification of process for notifying MD of

2 . o -

' Allegation of Compliance (AOC) on 08/3115 with new admit and obfaining admit orders (to
the facility alleging retnoval of the Immediate : i
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Jeopardy on 08/20/15. The Stale Survey Agency
! validated removal of the Immediate Jeopardy as
i a!éeged on 08/28/15, prior to exit on 09/G3415,
*with remaining non-compliance in the area of 42
CFR 483.75 Administration, F-514 Clinical
Records at a Scope and Severity of a "D" while
 the facility develops and implements a Plan of
: Correction and the facifity's Qualily Assurance :
H{QA) monitors to ensure compliance with ;
" systemic changes. :

The findings include:

.. Review of the Tacility's policy litled "Telephone

| Orders”, undated, revealed each entry should

" gontain the "instructions from the Physician”, and
should include the date, time, and signature and
title of the person transcribing the information.

- Review of Resident #1's clinical record, revealed

! the facility admitted the resident on 08/13/15, with !
dfagnoses including Synicope, Damentia, and

Alzheimer's Disease. Review of the "Nurging

AdmlSSlOﬂ Information” form, dated 08/13/15,
revealad the faciiily admitled Resident #1 under
the care of the Attending Physician, on 08/13/15
at 6:40 PM. Review of the "Advance
Directives/informed Consant”, sigred by Resident;
s #1's Responsible Party (RP) on 08/13/15, ‘
revea{ed the RP had requested/iconsented in the |
eveqt of death for staff to use cardiac
' compressions or artificial ventilation to resuscitate
i Regident #1. Review of the Physician's Order,
" dated 08/13/15, revealed the resident had an
order for a Full Code sialus.

Review of the Nurse's Nole, dated 08/16/15, nol
: fimed, completed by LPN #1, revealed LPN #1
found tha resident siiting on the floor next to the
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F 514 Continued From page 104 = 514§ include: when a discharge summary ot orders

¢ from a discharging facility is obtained, the
nurse will fax to physician’s office and call
physician for approval of current orders, and:
i atelephone order will be written, stating that
the physician’s review and approval of the
" orders), interim care plan, and professional
standards. Education was provided by the
SDC, Unit Managers, or Nursing Supervisor:
starting on 8/21/15 with 100% of full time
licensed nurses completed by 8/24/15. Part

time and PRN licensed nurses wetre notified
hy the SDC or HR that they could not work
until receiving above education. Education
regarding the above stated policies will be °
included in the orientation process for ali
newly licensed nursing staff members. No
newly hired nurse will be allowed to work
until education has been obtained. :

All physician with privileges at the facility
were educated by the DON by 8/25/15 in
regards to the admission process and
expectation with compliance on the
following: when a discharge summary or
orders from a discharging facility is obtaine
the nurse will fax to physician’s office and
call physician for approval of current orders,
and a telephone order will be written, stating
that the physician’s review and approval of
the orders.

u‘_“

4, DON, ADONs, Unit Managers Nul sing |
supervisor or Medical Records will review all
new admissions daily starting on 8/25/15
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: bed with blood on the pillow and ear, with no

t pulse found. However, there was no documented
evidence LPN #1 immediately initlatad CPR for

- Resident #1's as per Physiclan's Grders and

i Advance Directive,

Review of the Physician's Qrders, dated 08/15/15 |

i at 7:30 AM and signed by Licensed Practical

" Nurse (LPN) #2, revealed a Telephone Order was .
received from Resident #1's on-call Physician to

fwithhotd CPR (cardiopulmonary resuscitation).

! Continued review revealed the order was given
related to "resident already deceased when

: found”, "no heart rate”, "no respirations”, and

- "cool to louch”.

Interview with LPN #2, on 08/20/15 at 4:.31 PM,
: revealed she contacted the on-cail Physician to
: notify him of Resident #1's death. Continued
interview revealed she informed the Physician the :
Registered Nurse (RN) had decided the resident
:was "too far gone” for CPR. She stated she ;
 thought she had advised him the resident was a |
Eull Code siatus. Continued interview reveafed
_the Physician responded, "Ch, no...OK", but did
i not say to “withhoid CPR".

interview with the on-call Physician, on 08/21/15
at 12:07 PM, revealad he was notified on
© 08/15/15 around 7:30 AM by the facility of
| Resident #1's death. Centinued interview .
" revealed staff did not inform him Resident #1 was
a "Full Code”, and he did not give an order fo
"withhold GPR".

" Interview with the Directar of Nursing {DON]}, on
. 08/24/15 at 3:09 PM, revealed staff should

i completely inform the Physician of a resident's

| status and document exactly what the physisian
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) du1 ing the morning clinical meeting to ensure
F 514 Continued From page 105 F 514

compliance with physician notification,

; physician orders, interim care plan, advance

i directive, and resident rights. Audits will be .
completed daily for four weeks, three times

¢ per week for two weeks, then monthly for 2

¢ months. The ongoing process will be
discussed in the Quality Assurance

. commiftee meeting monthly for three

* months, for recommendations and for further
follow up as indicated. The members of the

¢ Quality Assurance committee include, but

¢ not limited to the Medical Director,

" Administrator, Director of Nursing, Assistant
. Director of Nursing, SDC, Social Services |
¢ Director, Dietician, Quality of Life Director;’
‘ and Unit Managers.
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- orders, and alt documentation should be dated
{and timed.

Interview with the Administrator, on 08/24115 at
L 4:50 PM, revealed staff should write orders "as
: stated” by the Physician as well as ensure

documentation was complete and acouraie.

The facility provided an acceptable credible

" Allegation of Compliance (AOC) on 08/31/15,
~which alleged removal of the [J effective -
: 08/29/15. Review of the AQC revealed the facmty
“implementad the following: '

1. On 08715115, the Director of Nursing (DON)

: reviewad Resident #1's medical record and care
plan with the {ollowing areas of concern identified: !
a. The date and time were missing regarding the :

- Physician notification on the Nursing Admission

' Assessment b. the Advance Directive of "Full

" Code" status was not cara pianned an the Interim

Care Plan. ¢. CPR was not immediately initiated

per Resident #1's/Power of Attorney's (POA's)
request ag indicated on the Advance Directive.

2. Beginning 08/15f15 and congluding on
08/1715, the DON, Unit Managers, Nursing
Supetvisors or Medical Records staff audited all
- resident Advance Directive/Code

_ Status/Physician's orders for code status, Care
Plans and State Registered Nurse Aide (SRNA)
Care Plans.

3. Begtnning 08/15/15 and concluding on
OB/17/15, the DON, Assistant Directer of Nursing |
(ADON), Unit Managers and Nursing Supervisors .
! gssessed all residents for any possible resident
rights violations. Residents with a Brief Interview
- of Mental Status {BIMS) score of eignt (8) or
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F 814 Continued From page 107 . F 514
_greater were interviewed and residents with & :
- BIMS of less than eight (8) were physically
: assessed for any signs and symptoms of possmle
" quality of life or resident rights violations. :

4. Gompliance audits of the admission process

i were completed by 08/18/15 of all admissions

{ within the previous thirty (30} days. The audits

‘were performed by the DON, ADON, Unit
Managers or Nursing Supervisors of all resident’ s
medical records to include notification of the

¢ Attending Physician, review of the Physician

- Admitting Orders with the Attending Physician

: and ensuring professional siandards were
followed.

: 5, The DON, Unit Managers, Nursing

: Supervisors or Medical Records staff completed

| audits of all resident charts by 08/26/15. The

: Audi included; resident's Advance Directive,
Physician's Orders, Assessments,
Muliidisciplinary Notes and Care Plan to ensure

. comphiance with quality of care delivery,

L 6. On 08/26/16, all management staff was

- educated by the Regional Nurse Consultant. _
. Education included; Advance Directive Policy and -
- Procedure, Admission/Physician’s Order Policy
_and Procedure, Care Plan Policy and Procedure,
. Revised CPR Policy and Procadure, Resident
Rights Policy and Procedure, Quality of Care
Delivery, Professional Standards and Quality
Assurance Performance Improvement (QAPL).

© 7. Fducation for all nursing staff was Initiated on
- 08/15{15 and complated by 08/28/15, with the

" exception of four (4) full-time status staff on leave
and twenty-one (21) part-lime staff. Certified
letters were sent to the twenty-one (21) part-time |
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staff to notify each of the mandatory education
- prior {o returning to duty. Education was provided !
| by the Staff Development Coordinator, Unit ’
' Mangers and Nursing Supervisors. Education
included Advance Direciive Policy and Procedure,
Admission/Physician Order Policy and Procedure, |
- Care Plan Policy and Procedurs, Revised CPR !
! Policy and Procedure, Resident Rights Policy and *
: Procadure, Quality of Care Delivery, Professional
Standards and QAPL The education relatedto
the policies and procedures was added 1o the
; training agenda for New Employee Crientation.

' 8. Beginning 08/21/15 and concluding on
0872415, the Staff Development Coordinator,
Unit Managers and Nursing Supervisors

- conducted education for all licensed staff (with

! the exception of the part-time stadf who were :

| nofified by certified letter they could not work until

" recejving the required education) on the
admission policy and procedure, to include:
charification of the process for Physician

- notification of new admissions, obtaining

. Admission Orders, the Interim Care Plan and

| professional standards, The above education

| was incorporated Into the facility's New Employee !

: Qrientation.

9. On 08/25/15, all Physicians with privileges at
 the facility were educated by the DON in regards
ic the admission process and expectations with
compliance to include: Discharge Summaries or
i Orders from a discharging facility would be faxed |
' o the Physician's office and the Physician would
- be called for approval of the Orders with a

i Telephone Order written stating the Physician’s
review and approval of the Orders.

*10. Human Resources andfor Staff Development
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have on-line only CPR certifications.

i 11, Sixtean (16) of the seventeen (17) staff
 identified to have on-line CPR certifications
received CPR instruction with. hands on

¢ certification with hands on component was
obtained.

: the morning clinical meeting to ensure

. be reported in the Quality Assurance (QA)

! Services Director and at least two (2) other
. department managers, different line staff as
" appropriate, and outside consultants as

four (4) weeks then monthiy to determine the

- of new admissions will need to confinue.

enslre any needed investigation inliated and

performed audits of all personnet files for CPR
certifications. Audits were completed by 08/25/15

: and given to the Regional Nurse Consultant to

' review for non-compliance with CPR regulations. |
Sevanteen (17) licensed nurses were noled to '

companant by 08/27/15, provided by the DON, a
certified American Heart CPR Instructor. One (1) |
 employee would not be allowed 1o work untif CPR

12. Beginning 08/25/15, the DON, ADON, Unit
- Manager, Nursing Supervisor or Medical Records |
- staff will review all new admissions daity during

* compliance with Physician notification, Physician
Orders, interim Care Plan, Advance Directive,
and Resideni Rights. Findings of the review will

commiitee meeting. The committee consists of
i the Medical Directer, Administrator, DON, Social

apprepriate. The committee will meet weekly for

 need for continued education or revision of the
. plan. Based on evaluation, the QA committee will |
| determine at what frequency the ongoing review -

" Concerns identified will be corrected immediately |
by the DON, ADON, Unit Managers or Nursing |
. Supervisor and reported to the Adminisirator to
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Continusd From page 110
: reported guidelines ware meat.

Supervisor will monitor care delivery as outlined

| day until immediacy is removed, beginning

| 08/25/15, then five (5) residents daily for four (4)
: weeks, to ensure compliance with care delivery
. as outlined by the Care Plan along with

: compliahce of Professional Standards

requirements, Findings will be reported in the QA

- commitiee weekly to determine the further need

_ of continued education or the revision of the plan.

14, Mock codes will be conducted by the DON,

P ADQON, Unit Managers, Staff Development

" Coordinator or Nursing Supervisor iwice weekly,
on rotating shifts, for four {4) weeks beginning
08/18/15, to ensure understanding and

compliance with Code Biue Policy and Procedure.

The first two (2) mock codes were conducted by
. Clinical Managers for education on how 1o
: eonduct & code; the Mock codes will be
conducted by the nurses. Findings will be
reported to the QA committee weekly fo
determine compiiance and any further need of
continued education or revision of the plan.

15, The DON, Staff Development Coordinator or

| Human Resources will track all licensed nurses

! CPR certification monthly beginning 08/26/15, to
: ensure compliance with CPR policy, procedure

s and governing regulations. Findings and

- compliance wilt be reported monthly to the QA

- committee to determine any need for education
: or revision of the process.

I
| 16. ARegional Nurse or corporate office staff

| was on site since 08/19/15 and will remain on site

13. The DON, ADON, Unit Managers, or Nursing ;

per the care plan on five (5) residents per unit per :

F 514-
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F 5141 Continued From page 111
: daily until immediacy is rermoved, then wilt be on
' site three (3) times weekly for four {4) weeks,
- Regional/Corporate staff will review compliance
with the plan and will review compliance with
. policy and procedure of any code blue that occurs
and review compliance with new or
re-admissions. During weekdy follow-up,
guidance and recommendations will be provided
: with compliance validated.

17. Adrministrative oversight of the facility will be

- completed by the Vice President of Cperations,

- Nurse Consultant, or Speciai Projecls
Administrator daily untii removal of the immaediacy

baginning 09/16/15, then weekly for four {4)

weeks, then monthly.

18. A Quality Assurance meeting will be held
weekly until immediacy is removed beginning on
08721115, the for four (4) weeks, then monthiy for
recommendations and further follow up regarding
- the stated plan. Based on evaiuation, the QA
. committee will determine at what frequency any
* ongoing audits will need to continue. The
: Administrator has the oversight {0 ensura an
affective plan is in place to meet resident
well-being and ensure resident rights as well as
an effective plan to identify facility concerns and
implement a plan of correction to involve all staff
_of the facility. Corporate Administrative oversight
: of the Quality Assurance meeting will be
completed by the Special projects Administrator,
the Regional Vice President of Opaerations, or a
rmember of regional staff three (3) times a week
until immediacy is removed beginning 08/15/15,
then weekly for four (4) weeks, then monthly.

The Staie Survey Agency validated the
implementation of the facility's AOC as foliows:

Foi4
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1. Review of the facility's investigation of the
 incidant revealed an audit of Resident #1's
- medical record with areas concern noted.

Interview with the DON, on 09/02/16 at 5:20 PM,
revealed she audited Resident #1's medical
 record and identified areas of concern with
immediate implemantation of education provided
o staff.

2 Review of the facility's audit of ali resident's
* Advance Directive, Care Plans and Physician's
. Orders revealed the Audit lool was printed on
- 08/15/15 and signed by the auditor of each
resident’s documentation on 08/15/15.

- Interview with the DON, on 09/02/15 at 5:20 PM,
revealed she had parficipated with other
management staff to audit all resident records to
verify accuracy of the resident's Advance

Directive, Care Plans and Physician's code status -
order. :

1 Raview of the audit tool utilized to interview
“and assess all residents for possible resident
rights violations revealed management staff
interviewed all resident’s with a Brief Interview for |
‘ Mental Status (BIMS) score of eight (8) or greater |
and a physical assessment was completed for :
resident's whose BIMS was less than eight (8).

Interview with the DON, on 09/02/15 at 5:20 PM,
_revealed management staff interviewed or
assessed each of the facility's residents for ary
signs ot sympioms of resident rights violations.
Interview with interviewable residents revealed
staff did talk with them regarding their resident

: rights.

F 514
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