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A Revisit Survey was conducted on 01/22/15
through 01/27/15 and determined the facility was
in compliance on 01/14/15, as alleged.
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pregram participation.
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INITIAL COMMENTS

An Abbreviated Survey Investigating Complalnt
#CY22479 and #KY22478 was conducted on
11/24/14 through 12/02/14 and a Partial Extended
Survey was conducted on 12/12/14-12M5/14.
Complaint #KY 22478 was unsubstantiated with
no deficiencies and Complaint #KY22479 was
substantiated with deficlencies cited at a Scope
and Severity of a "J".

Beginning on 11/05M14, staff noted Resident #1
was having a decline In functional status as
he/she was unable to assist with standing, was
expariencing increased difficulty
swallowing/eating and difficulty speaking. The
resident continued 1o decline and his/her fluid
intake decreased. The resident's Physician and
Responsible Party were not notified of the
resident's change in condition from
11/05/14-11/07/14. On 11/08/14, the resident's
family asked staff to send tha resident to the
hospital. At that time, the resident's Physician
was notified and the resident was transfarred to
the hospital. The resident was admitted to the
hospital on 11/08/14 with diagnoses of Severe
Dehydration {lack of fluids), and Failure to Thrive.
Resident #1 was admitted to the In-patient
Hospica Unit on 11/08/14 and explrad on
11/18/14.

Immediate Jeapardy (1)) was identified in the
areas of 42 CFR 483.10 Resident Rights at F157,
42 CFR 483.20 Resident Assessment af F280,
and 42 CFR 483.25 Quality of Care at F30% all at
a Scope and Severity of a "J", Substandard
Quality of Care was identified at 42 CFR 483.25
Quality of Cara. Immedlate Jeopardy was
identified on 12/02/14 and determined to exist on

Foco] Disclaimer:

Preparation, submission
implementation of this

admission of or agreement

and state law.

Correction does not constitute an

facts alleged or conclusions set forth in
the Statement of deficiency. This Plan
of Correction Is prepared and executed
solaly because it is required by federal

and
Plan of

with the

LABORATORY DI

i ey A

{X8) DATE

1 15)15~

Any deficiency Ytatermend ending with an astarisk (") danctes a deficiency which the Institution may be excused from corecting providing 1 Is detarmined that
othar safeguards provids sufficient proleclion io the patients, {See instrucliona.} Except for nursing homes, the findings stated above are disciosabls 80 days
fallowing the date of survay whather or not a plan of corraction Is providad. For nursing homes, the above findinga and plana of correction ars disclosable 14
days foliowing tha data thase documents ars mads available to the faclity. If deficiencles are cited, an approved plan of correction 1= requisita to continued
program participation,
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F 000 | continued From page 1 F 000
11/05/14. The facility was notlfied of tha
Immediate Jeopardy on 12/02/14. An acceptable
Allegation of Compliance (AoC) was recalved cn
1211114 alleging the remova! of Inmediate
Jeapardy on 12/11/14, and the State Survey
Agency validated the Immediate Jeopardy was
removed on 12/11/14, as alleged. The Scope
and Saverity was lowered 1o a "D" at 42 CFR
483.10 Resident Rights at F157, 42 GFR 483.20
Resident Assessment at F280, and 42 CFR
483.25 Quality of Care at F309 while the facility
dsvelops and implements the Plan of Correction
(PoC); and, the facility's Quality Assurancae (QA)
mentiors the effectiveness of the systemic
changes, F157
F 157 | 483.10(b)X11) NOTIFY OF CHANGES F 157| Criteria1
55=J | (INJURY/DECLINE/ROOM, ETC) Resident affected by deficient practice has
been discharged from the facility as of
A facility must immediately inform the resident; 11/08/2014.
consult with the resident's physician; and if Criteria 2
et L e D0 Al residots of e folly have te
accidant involving the resident which results in potential to b.e aﬁectec} by. this a|leged
injury and has the potential for requiring physician deficlent practice. To idenlify any other
intervention; a significant change In the resident's residents who may have been affacted:
physlesl, mental, or psychosacial status {i.e., a 1. Faclity RNs, RN MDS
deterioration in health, mental, or psychosaclai Coordinators and RN Supervisors
Siats l'“ Sithor ife ‘h')e“te"'"g Sonthions or . | conducted assessments on all
clinical complicalions); a need to alter treatme ; -
significantly {i.e., a need o discontinue an | :uzl";g:l;:s'dlznwaeﬁtzwn:ﬁm:ny
existing form of treatment due to adversa .
consequances, or to commence a new form of l‘ecent Changes ]n COﬂdlthﬂ had
treatment); or a decision to transfer or discharge 3 occurred, The assessment
the resident from the facillty as specified In 'i process included a physical
§483.12(a). ! assessment of the resident,
The facility must also promptly notify the resident i E\e";‘:s?fat(j}.lzg:g ;e:: an ?t;?e{? ?f
and, if known, the resident's legal representative : labs from the past 30 d ays. If
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or interested famlly member when thera is a
change in room or roommata assignment as
specified in §483.15(e)(2); or a change in
resident rights under Federal or State law or
regulations as specified in paragraph (b){1) of
this section.

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

This REQUIREMENT Is not met as evidenced
by:

Based on interview, record ravlew, and review of
the facillty’s policy and procedure, it was
datenmined the facllity falled to notify the
physiclan and responsible party regarding a
change in condition for one (1) of three (3)
sampled residents (Resident #1).

On 11/05/14, Resident #1 was noted with a
decline in functional status as he/she was unable
to asslst with standing, was experlencing
increased difficulty swallowing/eating and difficulty
speaking. The resident continued to decline and
experienced a decrease In his/her fluids. The
facllity failed to notify the resident's Physiclan and
Responsible Farty of the resident's change in
condition from 11/05/14-11/07/14, On 11/08/14,
the rasident's family asked staff to send the
resident to the hospital. The resident was
admitted ta the hospital on 11/08/14 with
diagnoses of Severe Dehydration (lack of fluids),
and Fallure to Thrive. Residant #1 was admitted
to In-patient Hospice Unit on 11/09/14 and
expired on 11/18/14.

The facility's failure to notify the physician and the

documentation was also reviewed
for substantial changes in
parameters, including but not
limited to, meal and fuid
consumption, vital signs, and
bowel and bladder activity review.
The care plans of the residents
were reviewed at that tima and
updated as necessary.

e Any pertinent information
identifled was communicated to
the attending MD and responsible
Party.

¢ Findings were documented by the
licensed nurse and communicated
to the attending MD and family for
further follow-up.

o The licensed nurse wili document
MD and family notification in the
resident’s medical record.

2. Faclity RNs, RN MDS
Coordinators and RN Supervisors
reviewed all curent residents'
progress notes and the 24 hours
reports for the previous 30 days to
review all changes in resident
condiion  and  appropriate
notification of MD and family.

e Any pertinent  information
identified, was addressed with the
physician and responsible party.

e The care plans of the residents
were reviewed at that fime and
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) updated as necessary. ;
F 157 Contmu::il Fmr:ty pa?a 3! et chanca: FA57| 3. The DON and ADONSs review daily
responsible party of a significant change in I :
resident has caused or Is likely to cause serious (Mt F)} the ::gl ep ;ﬁltgmgm;i
injury, hatm, impairment, or death to a resident. noies X .
Immadiate Jeopardy was identified on 12/02/14 docf'mﬂﬂtaF(J" .Uf physician i and
and determined to exist on 11/05/14. The facility family nolification and validate .
was nofified of the Immediate Jeopardy on care plans updated as necessary.
12/02/14. An acceptable Allegation of The Waekend Administrative
(:ompllanho: (AoC) was received on 12/11/14 nurse will raview the shift reports
alleging tha removal of Immediats Jeopardy on
1211114, and the State Survey Agency validated g’"’g’m "°t°;) on Salptrday af"d |
the Immediate Jeopardy was removed on unday  an mon qr or I
12/11114, as alleged. The Scope and Sevarity documentation of physician and
was lowered to a "D" while the facllity develops family notification and validate
and implemants the Plan of Correction (PoC); care plans updated as necessary
and the facility's Quality Assurance {(QA) monitors Criteria 3
the effectiveness of the systemic changes. 1. In-servicing for licensed nurses
inas i . was initiated on 12/4/14 1o include
bbb MD and Family nofification and
Review of the facility's policy and procedure, titled Stop and Walch/Change of
"Physician/Legal Representative Notification” (no Condition form. This education
date), ravealed it was the policy of the facility to was conducted by the Staff
immedfately inform the resident, consult W"f‘l the Davelopment Coordinator.. The
:‘asident‘s physician, and notify the resldent's education also reviewed how to
egal representative or an interested family i d d t ident
member when there was a significant change in perlorm and document rasiden
the resident's physical, mental, or psychosocial assessment based on Stop and
status (i.e. a deterioration in health, mental, or Walch communication forms.
psychosocial status In elther life threatening Assessment training  inciuded;
conditions or clinical complications} and/or & need head fo loe physical assessment,
o alter treatment significantly, review of recent progress notes,
Record review ravealed the facillty admitted and review of the Point of Care
Resident #1 on 02/20/12, with diagnoses which documentation  for  significant
included Parkinson's Disease, Senile Demsntia, parameters including but not
unspecified Psychosis, Depression, limited to fluid infake, vital signs,
Hypertansicn, Rheumatoid Adthritis, Anxlety, and and bowsl and bladder activity,
Coronary Atherosclerosis Disease. 2. Non licensed sfaff including
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Interview with Certified Nursing Assistant (CNA)
#5, on 11/26/14 at 2:37 PM, revealed she had
worked with Resident #1 on 11/05/14 on the 7
AM-7 PM shift and noliced a change as the
resident was unable to stand as well and
appeared as though ha/she may have had a
stroke. The resident was also having difficulty
speaking, eating and drinking. She stated she
reported har concems to the Charga Nurse,
Licensed Practical Nurse (LPN)} #1 and was told
the nurse did an examination on the resident and
did not see any change. She stated she was
unsure [f the nursa went back In to check on the
resident, but she knew the resident had been
sent to the hospital on Saturday (11/08/14).

Interview with CNA #6, on 11/268/14 at 2:40 PM,
revealed she worked with the resident on
11/07/14 on the 7 AM-7 PM shift and noticed a
change in the resident and it appeared ha/she
was more droopy and it reminded her of
someone who had a stroka. She stafed the
residant drocled a lot that day and was not
communicating like he/she nomnally did, She
revealed she spoke with muitiple aldes and asked
if they had noticed a change in the resident as
well as asking tha Charge Nurse (LPN #1) and
the nurse did not act like there was a concem, so
she did not push the matter further.

Interview with Licensed Practical Nurse (LPN) #1,
on 11/26/14 at 8:38 AM, revealed sha worked
with Resident #1 on 11/05/14, 11/06/14, and
11/07/14 (the three days prior to the resident
going to the hospital), from 7 AM-7 PM. LPN #1
would not say if staff reported any change in
candition in the resident to her but stated if
anyons came to her and reported a change in
Resident #1's condition, she would have gone

REDBANKS
HENDERSON, KY 42420
(X4 1D SUMMARY STATEMENT OF DEFICIENCIER D PROVIDER'S PLAN OF CORREGTION o
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F 157 | Continuad From page 4 F 157 administrative, laundry, dietary,

activity, and contracted
housekeeping were also in-
serviced at this time on the uss of
the Stop and Watch/Change of
Condition form as provided by the
Staff Development Coordinator
and the Director of Nursing/
Assistant Director of Nursing from
the sister facillty.

Further education of the facility's
pollcyfprotocoi regarding MD and
famlly notification was done with
the licensed nurses on 1/3/15-
1715 as provided by the Siaff
Development Coordinator and the
Administrator. Education included
a post-test (100% score raquired
to pass) that was completed by
each licensed staf member in
attendance, Licensed staff will not
be aflowed to work after 1/13/15
until they have received the
additlonal education and
completad the post-test

Interact Stop and Watch/Change
of condition forms were initiated
on 12/4/14, Any completed forms
are given to the charge nurse who
is responsible for assessing the
resident, nofification of MD and
responsible party if warranted and
care plan revision as needed. The
Stop and Watch form will then be
placed on a designated clip board
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F 157 | Continued From page 5 F 157 g‘a} “ﬂl bardfb rought to the dally
and assessed the resident. LPN #1 revealed if inical Interdisciplinary team (IDT)
she did not see a change or concern then she mesting, consmhng Of the MDS
was not obligated io document anything because Nurse, Registered Disfitian, Soclal
the facility had a palicy of "charting by exception". Services,  Activiles  Director,
ADON's, Environmental Director,
Interview with Ct;lk}\a;ﬂ. I?hn ;1!26!‘:: at 3.00 PM, Restorative Nurse and the QA !
revaaled she wo Wi e rasident on .
14/05114 an tha 7 PM-7 AM shift and noticed a y;:i'::; - M F)H lTthh DT “’i'" ;
change In the resident'a abillty {o transfer and - ppropriate changes in |
lack of weight bearing. She stated the resident candition, ~ documentation  of !
appeared as he/she had had & stroke. She stated resident assessment, addition of
she reported the change to the Charge the resident to the 72 hour'
Nurse/l.PN #3 but was unsure if a follow up was charting, notification of MD and
i 5 responshble party, and care plan :
Interview with LPN #3, on 11/25/14 at 2:44 PM, VF%VISII‘OI:dOHAgati-S.Uﬂ lhB On-Call
ravealad she worked the 7 PM-7 AM shift on feeke ministrative Nurse
11/05/14, 11/06/14, and 11/07/14 and she had not will review Stop and Watch forms
seen a changs in the resident; howaver, per as desenibed above.
Interview, she reported to the oncoming Charge Criteria 4
NU'S (EBQIiSlBTBd l::r::ﬁ(m"g #1) 319 {BSidf:ﬂtth 1. A QA monitoing tool for
was having increased difficulty swallowing for the oli
past two (2) to three (3) days and a Speech ﬂﬁ",j::m;lo n::’ cI;(anzge Sh;l [ bg
Therapy evaluation was requested, LPN #3 \ y months, (
stated the resident was to be monitored for residents wii be audited per
problems with swallowing and she did not month) and then quarterly ( §
consider this a change for the resident. residents) as per established QA
Review of the faclty's nak ‘o dated schedule. Any identified concems
eview of the facility's intake records, dal
11/03/14 through 11/07/14, revealed Resident #1 ‘:g:rggﬁzgm:::eﬁ?)l?t tg?;l:im‘:iﬁndb:
had a dacline In fluid intakes with intakes of 1500 developed. Rasul
milliters (ml) on 11/03/14, 1500 ml on 11/04/14, eloped. Resulls  of the
960 ml on 11/05/14, 840 mi on 11/08/14, and 120 manitoring tool will ba forwarded
mi on 11/07/14. to the QA Committee at the
weekly QA meetings.
Review of the Interact Charting Log (24-hour 2. Members of the QA committee
'rjeport Iogt), |¢1ja|ed i:! 1107114, rev?aled LPN#1 dh|:l include: Members of the QA
ocument the residant was "not swallowing well" . :
and Speech Therapy was to evaluate; however, Commitiee include ED, Assistant
FORM CMS-2567(02-85) Previous Versions Obsolete Evenl ID: 2P2MH#1 Faclity 1D 100423 If continuation sheel Page & of 47
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per Interview, LPN #1 insisted she did not see this
as a change In tha resident's condition.

Raview of a Nursing Progress Note, dated
11/07114 at 10:40 PM, revealed due to Resident
#1 refusing all of the evening madications and the
evening snack; ahe was not able ses the resident
swallowlng to identify if the resident was having
difficulty swallowing. Howevaer, thera was no
documented evidence the physician or family
were notified.

Review of a Nursing Progress Note, dated
11/08/14 at 9:31 AM, revealed Resident #1 was
having difficulty swallowing, fluids running from
his/her mouth with attempts to drink and unable
to verbalize; however, there was no documented
evidence the physician or family were notified.

Interview with Resident #1's son, on 11/25/14 at
8:55 AM, revealed he was not informed by the
facllity staff that Resident #1 had a change in
condition. He stated he had visited Resident #1
on 11/03/14 and there did not appear to be a
change in the residant's condition. Further
Interview with Resident #1's son at 4:30 PM,
ravealed he visited again on 11/07/14 and noticed
a change In Resident #1's condition as he/sha
was not responding as normal, was in the bed
which was abnormal for himMer, and Just looked
horrible, but he had not been notified of a change,
He revealed he visited the resident on on
11/08/14, and the resident was in the dining raom
and was unable to eat or drink and was by
hir/herself. He stated he went to the Chamge
Nurse, Registered Nurse (RN)#2 and asked for
Resident #1 to be sent out for evaluation.

Interview with Minimum Data Sat (MDS)

Services Manager,

SDC, Medical Director, Social -
Services Department, Dietary
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F 157 | Continued From page 6 F 157 Administrator, (as of 1/5/15) DON,

Ragistered

Dietician,  Activiies  Director,
ADON's and MDS Nurses.
Criteria 5
Complation Date: " 11415
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Coordinator #2, on 12/02/14 at 8:45 AM, revealed
she would assess the resident and notify the
physlcian and responsible parly if a change In
cond|tion of a resident was brought to her
attantion by staff.

Interview with the Assistant Director of Nursing
{ADON)}#1, on 12/02/14 at 8:50 AM, revealed ifa
concem was brought to her attention related to a
change In conditlon of a resident, she would
assess tha resldent, nolify the physician and the
responsible party.

Interview with ADON #2, on 11/25/14 at 1:16 PM,
revealed if thers was a change in condition of a
resident, the physician and Pawer of Attornay
{POA) should have been notified.

Interview with the Advanced Register Nurse
Pracfitioner (ARNP), on 12/02/14 at 1:45 PM,
revealed she could not recall if the Nursing Home
staff notified her or not related to a changs in
condilion of Resident #1 and it was common
sansa that they would notify her or the on call
physlclan if there was a change in condifion in a
resident.

Interview with Resident #1's Primary Care
Physician, on 12/02/14 at 10:50 AM, revealed he
axpectad to be notified of a change in a any
resident's condition.

**The facility implemented the following actions to
remave the Immediata Jeopardy:

Rasident #1 transfarrad {o the hospital on
11/08/14 and naver returned.
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1. The facility Registered Nurses (RNs), RN
Minimum Data Set (MDS) Coordinators, and RN
Supervisors conducted assessments of all
residents to determine if any changes in condition
had occurred. These assessments wers
completed betwsen 12/03/14 through 12/05/14
with any changes in condition identified reported
{o the physician and rasponsible party,

2. The facility RNs, RN MDS Coordinators, and
RN Supervisors completed reviews of the currant
resident's Numsing Progress Notes and the facility
twenty-four {24) hour repaorts for the previous 30
days. Thess reviews were conducted on 12/03/14
through 12/05/14 and all changes In condition
identified were followed up on by licensed nursing
staff and reported to the physiclan and
responsible parties,

3. MDS Nurses, Director of Case Management,
DON, and the Registered Dietician reviewed the
care plans of all resldents with diagnoses that
could impact swaliowing Including but not limited
to Parkinson's Disease, Stroke, and Dysphagia o
confirm any difficulties with spasch and/or
swallowing were addrassed as needed on the
care plan and Point of Care Kardex (CNA care
plan), The care plan reviews began cn 12/03/14
and continued through 12/10/14.

4, The facility completed reviews of medical
records of residents with unplanned transfar to
the hospital to determine If any change in
condition was recognized and acted uponina
timely manner. The reviews wera conducted by
RNs, RN/MDS Nurses, and RN Supendsors, on
12/03/14 and completed on 12/05/14.

5. The facility implemented a form referred to as
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"INTERACT Stop and Watch”, on 12/04/14 to be
used for a change in a resident's condition and ia
to be used by facility licensed staff, non-licensed
siaff, any depariment within the nursing faciiity,
and family members to report a changs In
condition of a resident. If a change in condition Is
identified, the physician and responsible party will
be notified immediately with documentation
complatad of the change and notifications. These
forme are being reviewed in each moming
Interdisciplinary {IDT) meeting. Members of the
(DT team Included the Executive Director (ED),
DON, SDC, Direclor of Case Management,
Distician, Activities Director, ADON, and MDS
Nurses,

8. On 12/04/14, the Staif Development
Coordinator (SDC), DON and ADONs from a
sister facility initiated education with all facility
staff related to change In condition of resident
status, including use of the INTERACT Stop and
Watch forms, {o include physiclan and
responsible party notification. Additional
educated provided to all licensed nurses Included
when and what to Include in assessment
documentation, notificstion of the physician and
responsible party, and hydration. The education
was completed on 12/07/14,

7. Staffinterviews were conducted, from
12/0314 through 12/05/14, by the MDS Nurses to
determine Licensed Nurses timely actions when a
change in condition was reported.

B. Tha facility's Executive Director (ED) and
Director of Nursing (DON) were educated on
12/1014, by contracted Administrative and Nurse
Consultants through Well Health Systems, on
matters including, but nat limited to developing

F 167
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the AoC, the Action Plan, Systemic Changes, and
specific monitoring tools,

9. The Quality Assurance (QA) tool for
monitoring of Notification of Change will be
completed waeldy x 4, then monthly x 2, then
quarterly as per the QA calandar under the
supervision of the DON, Any problems identified
will have a correctiva plan implemented and the
plan wili be reported to the QA commitiee with
updated audit results at the next monthly
meeting.

10, The QA tool to review medical records of
rasidents with an unplanned transfer will be
completed dally for two (2) weeks, then five {5) a
week for two (2) weeks, then monthly for two {2)
moenths, under the supervision of the DON. The
results of the audits was to ba reported to the QA
Committee by the DON or QA Nurse each month.
If at any time a concemn arosa with the change of
condition process, the monitaring tool would be
ra-implemented with a schedule approved by the
QA Commmittes,

11. The QA tool to interview staff members
regarding timely action for resident's with a
changa In condition will be completed with six (8)
staff members weekly for four (4) weeks, then
monthly for four (4) months under the supervision
of tha DON. Results of the mesting to be brought
ta the QA meeting for review.

12. The (A Tool for monitoring the RAI process
{which Included development and revision of care
plans) was implemented and will be monitored by
the Director of Case Management waekly for four
{4) weeks, monthly for three {3) months, then
quarterly thereafter. The tocl included areas of
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comprehensive assessment, frequency pf
assessmentireviews, and comprehensive care
plan.

13. The QA Committee will mest weekly or more
often as necessary until the facllity demonstrated
substantial compliance with the corective actions
describad in the plan. A corrective action plan
was developed by members of the QA Committee
for any areas ldentifled as not in compliance with
the plan, Members of the QA committea includes
the ED, DON, SDC, Medical Director, Social
Servicas, Dietary Services Manager, Registered
Dietician, Activities Director, Business Office
Manager, ADONs and MDS Nurses.

14, Tha QA Committee convened on 12/08/14
and 12/10/14 to review the monitoring of results
and made recommeandations for interventions
based on the results.

** The State Survey Agency validated the
comrective action taken by the facility as follows;

1. Review of the assessments conducted
revaaled 100% of all residents had assessments
completed fo determine if any changes in
condition had ocecurred. These assessments were
conducted by the RNs, RN MDS Coordinators &
RN supervisors and were completed between
12/03/14 through 12/05/14 with any changes that
needed o be reported to the physician and family
completsd,

2. Review of twenty-four (24) hour reports and
raviaws of currant resident's Nursing Progress
Notes for the previous 30 days, revealsd any and
all changes in condition of a resident wers
identified and the physician and responsible
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parties were notified as well as updates of the
cara plana between 12/03/14 and 12/05/14.
These reviews were conducted by the RNs, RN
MDS Coordinaiors, and RN Supervisors.

3. Raview of reports of raviews of care plans for
residents with diagnoses that could impact
swallowing including but not limited to Parkinson's
Disease, Stroke, and Dysphagla o confirm any
difficulties with speech and/or swallowing,
revealed all residents had care plans reviewed
and updated as needbd. Reviews wers
conducted betwesn 12/03/14 through 12/05/14.

4. Review of a list of medical records of residents
with unplanned transfers to the hospital revealed
the QA audit tool dated from 12/03/14 through
12/05/14 was used to datermine If the residents
who wer transferred had appropriate measures
{assessment, physician/responsible party
notification) taken related to a change of condition
(if applicable),

5. Review of the systemic changes, revealad the
facility Implemented a INTERACT Siop and
Watch form on 12/04/14 and the form was to be
used by all employees to identify and report any
change of condition in a resident. The fomn was
fo be used by family members and all staff
Including contract employees. Tour of the facility
revegled the Stop and Watch forms were posted
throughout the facllity for easy access to
everyone. Review of tha IDT Committee meetings
ravealed the Stop and Watch forms were belng
brought to the meetings and reviewed on Monday
through Friday each wesk. The Stop and Watch
forms completed on Saturday and Sunday were
brought fo the meeting as well and reviewed with

any concems documented and followed up on

F 157
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with Interact charting Implemented for
seventy-two (72) hours for any changes of
condition identified.

6. Interviews conducted on 12/15/14 with Certified
Medication Aide (CMA) at 12:00 PM, CNA #14 at
12:10 PM, CNA#15 at 12:15 PM, CNA #16 at
12:20 PM, CMA#17 at 12.30 PM, RN # 1 at
12:40 PM, Unit Assistant #1 at 12:49 PM,
LPN/ADON #18 at 12:58 PM, RN #5 at 1:.04 PM,
Activity Tech #20 at 1:13 PM, Activity Tech #21 at
1:20 PM, CNA #21 at 1:27 PM, Restorativs Aide
(RA) #22 at 1:34 PM, CNA#22 at 1:40 PM, CNA
#23 at 1:47 PM, CNA#24 at 1:54 PM, RA#23 at
4:56 PM, Aclivity Tech #24 at 2:05 PM, CNA#25
at 2:11 PM, CNA #26 at 2:15 PM, LPN #21 at
2:37 PM, CNA #10 at 2:44 PM, CNA #12 at 2:50
PM, CNA #8 at 2;55 PM, CMA #8 at 3:05 PM,
CNA #27 at 3:12 PM, LPN #22 at 3:36 PM, and
RN #21 at 3:46 PM ravealed:

Licensed staff ware aducated on the following:

A. Utllizing the INTERACT guidelines to alde in
identifying a change In resident condition.

B. Performing and documenting resident
assessmants based on the Stop and Watch
communication forms from staff, famlly members
and visitors. Assassmant education included:
Head to loe physlcal assessment using the
Physical Assessment User Defined Assessment,
raview of recent Nursing Progress Notes, and
review of Paint of Care documentation for
significant parameters including, but not limited
1o, fluid Intake, vital signs, and bowel and bladder
activity.

C. Notification of the Physiclan and responsible

F 157

FORM CM3-2587(02-89) Previous Versions Obsalels Event ID: 2P2M11

Focilty [0; 100423

1t continuation shest Pags 14 of 47




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

PRINTED: 12/31/2014
FORM APFROVED

OMB NO. 0938-0381

party of any change of candition in a resident
according to Federal regulation and according to
company policy an Notification of Change.

Nan-Licensed staff were educated on the
following:

A. INTERACT Stop and Watch change of
condition raporting procass. Following chaln of
command if they have concerns about adequate
Licensed Nurses follow-up,

7. Review of the interviews performed by
members of the IDT team with the Licensed
Nurses for the wesk of 12/06/14 and 12/10/14,
revealed staff interviews were being conducted
with six (6} staff members regarding the Licensed
Nurse response to a change of condltion of a
resident,

8. Review of the education sign-in sheet, dated
12/03/14, (no time) revealed education was
provided, to the ED and DON, on 12/03/14, {no
time} by the Confracted Adminlstrative and QA
Nurse Consultants thraugh Wells Health Systams
regarding developing the Allegation of
Compliance (AoC), the Actlon Plan, Systemic
Changes, and Specific Monitoring Tools, Other
education included regulatory guidelines for F280
(care plan revision) including, but ot limited to
ravising the care plans to meet the needs in
accordance with the assessment of a resident.

Interview with the ED on 12/15/14 at 4:00 PM,
and the DON on 12/15/14 at 4:10 PM, revealed
they had been re-educated by the Contracted
Adminisirative and QA Nurse Consultants thraugh
Welis Health Systemns regarding developing the
Allegation of Compliance {AoC), the Action Plan,
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Systemic Changes, and Specific Monitoring
Tools. Other education included regulatory
guidalines for F280 (care plan revislon) including,
but not limited to revising the cara plans to meet
the needs In accordance with the assessment of
a resident.

9. Interview with the DON, on 12/15/14 at 1:15
PM, revealed tha QA monitoring tool for
monitoring of Netification of Change was being
raviewed in the moming IDT meelings end any
significant findings related to change of condition
were being addressed and followed up on
accordingly as well as physician and responsible
party notification as needed.

10. Interview with the DON, on 12/15/14 at 1:15
PM, and review of the QA Tool revesled medical
records of residents with unplanned transfers to
the hospital would be ongolng daily for two (2)
weeks, then five (5) a week for two (2) weeks,
then monthly for two (2) months, under the
supervision of the DON.

1. Interview with the DON, on 12/15/14 at 1:15
PM, and review of the QA Tool revealed
interviews with Licensed Nurses regarding timely
respansa fo a resident's change In condition were
onhgoing with six (6) staff members weekly for four
weeks, then monthly for four (4) months under
the supsrvision of the DON.

12. Review of the QA Toal for monitoring the RAI
process {which included development and
revision of care plans) revealed it was in use to
monitor assessments and revision of care plans
and being monitored by the Direclor of Case
Management waekly for four {4) weeks, monthiy
for three (3) months, then quartery thereafter.

F 167
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The tool included areas of comprehensive
assessment, frequency of assessment/reviews,
and comprahensiva cara plan.
13. Review of the QA calendar, revealad QA
Committes was mealing as per the AoC. Dales of
the last three (3) QA meetings ware 12/04/14,
12/08/14, and 12/10/14.
14. Review of tha QA mesting minutes, dated ]
12/08/14, revealed the commitles met o review
monitoring results and recommended
interventions based on those resuits. A meeting
was held on 12/10/14 for ongoing monitoring of
results and recommendations for interventions
based on monitering of the results.
F 280 | 483.20{(d)(3), 483.10(k)(2) RIGHT TO F 280
$5=J{ PARTICIPATE PLANNING CARE-REVISE CP F 280
The resident has the right, unless adjudged Criteria 1
incompetent or otherwise found to be Resident affected by deficient praclice has
incapacitated under the laws of the State, to been discharged from the facility as of
participate in planning care and treatment or 11/08/2014
changes in care and treatment. Criteria 2
Acomprehansive care plan must bs developed All fe_5id9"t3 of the facilty have the
within 7 days afier the completion of the potenfial to be affected by the alleged
comprehensive assessment;, prepared by an deficient practice. To idenlify any other
interdisciplinary team, that Includes the attending residents who may have been affected:
physician, a reglstered nurse with responsibility il 8 RN DS
for the resident, and other appropriate staff in 1. Ezzlrdtll(nator: ':n'd RN Su ervih:ors
disciplines as datermined by the resident's needs, ducted i P I
and, to the extent practicabls, the participation of conduc i assessmenis on a
the resident, the resident's family or the resident's current residents from 12’3’?014 -
legal representative; and pariodically reviewed 12/5/2014 to determine i any
and revised by a team of qualified persons after recent changes in condition had
each assessment. occurred.  The  assessment
process included a physical
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This REQUIREMENT Is not met as avidenced
by:

Based on interview, record review and and
review of the facility's policy and procadures, it

was detarmined the faciity failed to ensure the

comprahensive care plan was periodically
reviewed and revised by a leam of qualified
persons after each assessment for one (1) of
three (3) sampled residents (Resident #1}.

Resident #1 was identified by staffto have a
noticeable change in condition starting 11/05/14
and continuing on through 11/08/14 when he/she
was sent to the hospital per family request.
Further review revealed there was no revision to
the care plan to address the resident's changa In
condition related to intake and deciines in
function. Resident#1 was sent to the hospital on
11/08/14 with diagnoses of Failure to Thrive and
Severs Dehydration. He/She was admitted to the
Haospital In-house Hospice Care and expired on
11118/14.
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review of the progress notes from
the past 30 days, and a raview of
labs from the past 30 days. If
indicated  Point of Care
documentation was also reviewed
for substantial changes in
parameters, including but not
limited to, meal and fluid
consumption, vital signs, and
bowel and bladder activity review.
The care plans of the residents
were reviewed at that time and
updated as necessary.

Any  pertinent  information
identiied was communicated lo
the altending MD and responsible
Parly.

Findings were documented by the
licensed nurse and communicated
to the attending MD and family for
further follow-up,

The licensed nurse will document
MD and family notification in the
resident’s medical record.

The faclity's faliurs to revised the care plan when 2, Faciity RNs, RN MDS
a resident had a dacline in intake and funclicn Coordinators and RN Supervisors
has caused or s likely to cause serious injury, reviewed all- currenl residents'
harm, impairment, or death fo a resident.
Immadiate Jeopardy was identified on 12/02/14 progress notes a"‘_’ tha 24 hours
and determined to exist on 11/05/14. The faclity reports for the previous 30 days lo
was notified of the Immediate Jeopardy on review all changes In resident
12/02/14. An acceptable Allegation of condiion and  appropriate
Compliance (AoC) was received on 12/11/14 notification of MD and family.
alleging the removal of Immediate Jeopardy on e An arli : :
12111114, and the State Survey Agency validated h e¥1tiﬁ . pwgrea';;ress:g"".“tﬁ'{g"
the Immediate Jeopardy was remaved on i : ol 8
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12/11/14, as alleged. The Scope and Severity
was lowsred to a "D" while the fadlity develops
and Implements the Plan of Corraction (PoC);
and the facility's Quality Assurance (QA) monitors
the effectiveness of the systemic changes.

The findings Include:

Review of the facility's policy and procedure, titled
"Davelopment of a Care Plan®, {no date),
revealed the facllity should make sure
updates/changes to tha care plan were
completed as soon as possible {within 24-48
hours of occurrences). The facifity shauld use
tha "quickie" care plana ready for immediate
Implementation after making them resident
specific (infections, wounds, falls, etc.).

Record review revealed the facility admitted
Resident #1 on 02/20/12, with diagnoses which
included Parkinscn's Disease, Senlle Dementia,
unspacified Psychosls, Depression,
Hypertension, Rheumnaloid Arthritis, Anxlety, and
Coronary Atherosclerasis Diseass. Review of the
quarterly Minimum Data Set (MDS) assessment,
dated 05/08/14, revealed Resident #1's Brief
interview of Mental Status (BIMS) score was
fiteen (15) and the mood score was five (5).
Ha/She required supervision and setup for meals.

Review of the Comprehensive Care Plan, titled
"At risk for choking and aspiration”, last revised
03/11/14, revealed Rasident #1 required
supearvision with all meals/fluids and was to be
monitored for signs and symptoms of dysphagia
(difficulty swallowing); pocketing, choking,
coughing, drooling, holding food in mouth, saveral
attempts at swallowing, and refusal o eat.

o The care plans of the residents |
were raviewed at that time and
updated as necassary.

3. The DON and ADONSs review daily
the shift reports (progress noles) |
and monitor for documentation of
physician and family notification
and validale care plans updated
as necessary. The Weekend
Administrative nurse on Saturday
and Sunday will monitor for
documentation of physiclan and
family notification and validale
care plans updated as necessary

4, The MDS nurses reviewed the
care plans of all residents with a
diagnosis that could impact
swallowing including but not
limited fo Parkinson's Disease,
CVA, and dysphagia to confim
any difficulties with speech andfor
swallowing were addressed on the
plan of care. These reviews began
on 12/314 and were completed
on 12/10/M4.

Criteria 3

1. In-servicing for licensed nurses.
was iniliated on 12/4/14 to include
MD and Family nofification and
Stop and Watch/Change of
Condifion form. This education
was conducled by the Staff
Development Coordinator and the
Director of Nursing/ Assistant
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Interview with Certified Nursing Assistant {CNA) facility. . . .
#5, on 11/26/14 at 2:37 PM, revesled she had 2. Non licensed staff including ,
worked with Resident #1 on 11/05/14 on the 7 administrative, laundry, dietary, |
AM-7 PM shift and noticed a change as the aclivity, and contracted |
resident was unable fo stand as well and housekeeping were also in- :
ﬂtl';‘::afﬁf‘h as ﬂ‘%us:: he"s“? mﬂv hla\'ad:}m?d :y sarviced at this time on the use of
stroke. The residant was also having difficu :
speaking and eating/drinking. She stated she ggn r.ft:z':l fg:]r: Waich/Change of
reported her concems to the Charge Nurse ‘
Licensed Practical Nurse (LPN) #1 and was told 3. On 12/3114 the contracted nurse |
the nurse did an exam on the rasidant and did not consultant provided education an
sea any changa. Sha stated she was unsura if the regulatory requirements for F
the nurse went back In to check on the resident 280 to the MDS nurses, DON, and
but she knew the resident had been sent to the tha ADONS.
e G USSR AL AL 4, Interact Stop and Watch/Change
Interview with Certified Medication Alde of condition forms were Initiated
(CMA/CNA) #4, on 11/26/14 at 1:57 PM, revealed on 12/4/14. Any compleled forms
on 11/05/14, during medication pass, Resldent #1 will be given to the charge nurse
was having Increased difficulty swallowing who wil ba responsible for
g;ﬂfsﬁ?h"’i ;ﬂﬂ i‘;"";;?'?;dmp“tﬂe“téo hﬂfl Ibt¥lat assessing the resident, notification
al Reside nol eaten we : ;
avening and this was alsa reported to LPN #1. :Jfanh‘gglezngnsazg?ensg EI:I ?:V??Yi 0:
She revealed when she returned to work on
11/08/14, Resident #1 had been sent to the ?3 "ee?;dﬁ]mﬂ bsatopl aﬂf:j Waich
hospital. orm will then placed on a
designated clip board that will be
Interview with LPN #1, on 11/26/14 at 8:38 AM, brought fo the daily clinical
revealed she did document on the Interact Interdisciplinary ~ team {IDT)
Charting Log (24-hour repart log), dated 11/07/14, meeﬁng COﬂSiSﬁng of the MDS
the resident was not swallowing well and Speech - o
Therapy was to evaluate. However, per interview, Nurs'e, Regmtem.q P[ehhan', Soclal
she did not see a changs in Resident #1's Services, Activities  Director,
condition; therefore, she revealed there was no ADON's, Environmental Director,
reason for further documentation or cara plan Restorafive Nurse and the QA
revision. Nurse, (M-F). The IDT will validate
Interview with CNA #7, on 11/26/14 at 3:00 PM, 352?£::::ﬁ32ange:fm col.::::;z:i
revealed she worked with the resident on
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11/05/14 on the 7 PM-7 AM shift and noticed a
change in the residents' ability to transfer and
lack of weight bearing and the resident appeared
as she had had a stroke. She stated she reported
the change to the Charge Nurse, LPN #3 but was
unsura if a folow-up was completed.

Intarview with LPN #3, on 11/25/14 at 2:44 PM,
revealed she worked the 7 PM to 7 AM shift on
11/05/14, 11/106/14, and 11/07/14 and she did not
ses a change in the resident that would warrant a
revision to the resident's care plan. However, per
interview, she did report to the ancoeming charge
nurse the resident was having increased difficully
swallowing for the past twa (2) ta three (3) days
and a Speech Therapy evaluation was requested.

Review of the facllity's intake records, dated
11/03/14 through 11/07/14, revealed Resident #1
had a decline in fluld intake of 1500 milliliters (ml)
on 11/03/14 and 11/04/14, o 980 ml on 11/05/14,
840 ml on 11/08/14, and 120 ml on 11/07/14,

Further raview of Residant #1's medical record
ravealed a Nursing Progress Note, dated
11/07/14 at 10:40 PM, which stated due to
Resident #1 refusing all of the evening
medications and the evening snaclk, the Charge
Nurse {LPN #3) was unable to assess the
resident's difficulty swallowing.

Further review of the Comprehensive Care Plan,
daled 03/11/14, revealad there wer no revislons
fo the care plan related to the resident's decline in
ability to swallow.,

Interview with MDS Coordinator #1, on 12/04/14
at 3:30 PM, revealed MDS nurses were
responsible for updating cara plans with new

assessment, addiion of the
resident to the 72 hour charting,
notification of MD and responsible
party, and care plan revision. On
Sal-Sun the On-Call Weakend
Administrative Nurse will review
Stop and Waich forms as -
described above. ‘

5. On 1615 the Daily Clinicat
Meeling audit tfool was
implemented  and includes
valldating care plan updates for
any resident with a change In
condifion. The DON/ ADONSs/ and
Quality Assurance RN will be
responsible for completing this
audit.

Criteria 4

1. A Quality Assurance monitoring
tool for Care Plans (which
includes the development and
revision of plans of care) shall be
utlized by the DON/ADON
monthly x3, (5 residents are
audited) then quarerly as per
esiablished QA calendar. Any
identified concerns will be
corrected .at that time and a
correclive action plan will be
developed. Results of the
monitoring tool will be forwarded
to the QA Commiftea at the
weekly QA meetings.

2. Members of the QA Commitiee
include ED, Assistant

F 280
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orders or changes in resident's condition. She
revealed each discipline was responsibla for
updating their care plans {i.e. Nufrition, Activity,
Social Services) and Nursing was responsible for
the other areas of concemn.

Interview with MDS Coordinator #2, on 12/04/14
at 3:45 PM, revealed new orders ware reviewed
in the morning meetings and any changes
needed to the care plans were completed at that
time. She revealed if one of the MDS
Coordinatars was not in the building, charga
nurses had tha capability to update cara plans.

Interview with LPN #7, on 12/02/14 at 4.00 PM,
revealed she had never had to update a care plan
but if she needed to she knew how and knew o
do so,

Intarview with the Director of Nursing (DON), on
12/02/14 at 3:50 PM, ravealed the MDS nursas
were ulimately responsible for revision of the
care plans and any new orders or changesin
conditicn wers brought to the moming meeting
oach day {Monday through Friday) and care plans
were ravised as needed. She stated Resident
#1's care plan should have been revised when
staff noted the resident's change in condition,

*The facllity Implementad the following actions to
remove the Immediate Jeopardy:

Residant #1 transferred to the hospital on
11/08/14 and never retumed.

1. The facility Registered Nurses (RNs), RN
Minimum Data Sat (MDS) Coordinators, and RN
Supervisors conducted assessments of all

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA P(2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
185124 B, WING 1214512014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
BE1 KIMSEY LANE
REDBANKS
A HENDERSON, KY 42420
o) ID SUMMARY STATEMENT OF DEFICIENCIES 5] PROVIDER'S PLAN OF CGRRECTION o8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FLLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLERON
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE bATE
DEFICIENCY}
F 280 | Continued From page 21 F 280 Administrator (as of 1/6/t5) DON,

SDC, Medical Director, Social
Services Department, Dietary
Services Manager, Registered
Dietician,  Aclivities  Director, |
ADON's and MDS Nurses.

Criteria 5

Completion Date: 11415
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resldents to determine If any changes in condition
had occurred. These assessments were
complated betwsan 12/03/14 through 12/05/14
with any changes In condition identified reported
to the physician and responsible party.

2. The facility RNs, RN MDS Coordinators, and
RN Supervisors completad reviews of the current
rasident's Nursing Progress Notes and the fadlity
twanty-four {24) hour reports for the previous 30
days. These reviews were conducted on 12/03/14
through 12/05/14 ard all changes in condition
identified wars followed up on by ficansed nursing
staff and reported to the physician and
rasponsible parties.

3. MDS Nurses, Director of Case Management,
DON, and the Registered Dietician reviewed tha
care plans of all residents with diagroses that
could impact swallawing including but not limited
lo Parkinson's Disease, Siroke, and Dysphagia to
confirm any difficulties with speech and/ar
swallowing were addressed as needed on the
care plan and Pelnt of Care Kardex (CNA care
plan). The care plan reviews began on 12/03/14
and continued through 12/10/14.

4. The facility completed reviews of medical
records of residents with unplanned transfer to
the hospital to determine if any change in
condition was recognized and acted uponina
timely manner. The reviews wera conducted by
RNs, RN/MDS Nurses, and RN Supervisors, on
12/03114 and completed on 12/05/14.

5. The facility Implemented a form referred to as

“INTERACT Stop and Watch", on 12/04/14 to be
used for a change In a resident's condition and is
to be used by facility licensed staff, non-licensed

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391_
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staff, any department within the nursing facility,
and family members to report a changse in
condition of a resident. If a change In condition is
idantified, tha physiclan and responsible party will
ba nolified immediatsly with documentation
completed of the change and notifications. Thesa
forms ara being reviewed in each moming
Intardisciplinary {(IDT) meeting. Members of the
IDT team included the Executive Director (ED),
DON, SDC, Director of Case Management,
Diefician, Actlvities Diractor, ADON, and MDS
Nurses. :

6. On 12/04/14, the Staff Development
Coondinator (SDC), DON and ADONSs from a
sister facility inltlated education with all facility
staff related to changa in condition of resident
slatus, including use of the INTERACT Slop and
Wiatch forms, to include physiclan and
responsible party notification. Additional
educated pravided to all licensed nurses included
when and what to include in assessment
documentation, notification of the physician and
responsible party, and hydration. The educalion
was completed on 12/07/14,

7. Staff interviews were conducted, from
12/03/14 through 12/05/14, by the MDS Nurses to
dstermine Licensed Nurses timely actions when a
change in condition was reported.

B. The facility's Executive Director (ED) and
Director of Nursing {DON) were educated on
12/10/14, by contracted Administrative and Nurse
Consultants through Well Health Systems, on
matiers including, but not limited to developing
the AoC, the Action Plan, Systemic Changes, and
specific monitoring tools.
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9. The Quality Assurance (QA) tool for
monitoring of Notification of Ghange will be
compieted weekly x 4, then monthly x 2, then
quartarly as per the QA calendar under the
suparvision of the DON. Any problems identified
will have a corrective plan implemented and the
plan will be reported to the QA commitiee with
updated audit results at the next monthly
meeting.

10, The QA tool to review medical records of
residents with an unplanned transfer will be
completed daily for two {2} weeks, then five (5) a
week for two (2) weeks, then monthly for two (2)
menths, undsr the suparvision of tha DON. The
results of the audits was to be reported to the QA
Commitiea by the DON or QA Nurse each month.
If atany time a concern arose with the change of
condifion process, the monitoring too) would be
fe-implemented with a schedule approved by the
QA Committes.

11. The QA tool to interview staff members
regarding timely actian for resident's with a
change in condition will be completed with six (6)
staff members weskly for four (4) weeks, then
monthiy for four {4) months under the supervision
of the DON. Results of the meating to be brought
to the QA meeting for review.

12. The QA Tool for monitoring the RAI process
(which included development and ravision of care
plans) was implemented and will be monitored by
the Director of Case Management weekly for four
(4) weeks, monthly for three (3) months, then
quartery thereafter. The tool Included areas of
comprehensive assessment, frequency of
assessmentireviews, and comprehensive care
p'an,

F 280
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13. The QA Commiltee will meat weekly or more
often as necessary until the facility demonstraled
substantial compliance with the corrective actions
described In the plan. A cormactive action plan
was developad by members of the QA Committes
for any amas identified as nat in compliance with
the ptan. Members of the QA committes Includes
the ED, DON, SDC, Medical Directar, Soclal
Services, Dielary Services Manager, Registered
Dieticlan, Activifiea Director, Business Offica
Manager, ADONs and MDS Nurses.

14. The QA Committee convened on 12/08/14
and 12/10/14 to review the moniloring of resulis
and made recommandations for interventions
based on the results.

** The State Survey Agency validated the
corrective action taken by the facllity as follows;

1. Review of the assessments conducted
revealed 100% of all residents had assessments
completed to determine Iif any changes In
condiion had occurred. These assessments ware
conducted by the RNs, RN MDS Coordinators &
RN supervisors and were completed between
12/03/14 through 12/05/14 with any changes that
needed to be reported to the physician and family
completed.

2. Review of twenty-four (24} hour reports and
raviews of current residant's Nursing Progress
Notes for the pravious 30 days, revaaled any and
alt changes in condition of a resident were
identified and the physician and responsible
parties were nolilied as well as updates of the
care plans betwaen 12/03/14 and 12/05/14.
These reviews were conducted by the RNs, RN

F280
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MDS Coordinators, and RN Supervisors,

3. Raview of rporis of raviews of care plans for
residents with diagnoses that could impact
swallowing including but not limited to Parkinson's
Diseasae, Stroke, and Dysphagia fo confirm any
difficulties with speech and/or swallowing,
ravealed all residents had care plans reviewed
and updated as needed. Reviews were
conducted befween 12/03/14 through 12/05/14.

4. Raview of a list of medical records of rasidents
with unplanned transfers to the hospital revealed
tha QA audit tool dated from 12/03/14 through
12/0514 was used {o determine if the residents
who were fransfarred had appropriate measures
(assessment, physiclan/responsible party
notification) taken related to a change of condition
(if applicable).

5. Review of the systemic changes, revesled the
facility impternented a INTERACT Stop and
Watch form on 12/04/14 and the form was to be
used by all employees to identify and report any
change of condition in a resident. The form was
to be used by family members and all staff
Including contract employees. Tour of the facility
revealed the Stop and Watch forms were posted
throughout the facility for easy access to
everyona. Review of the IDT Committes meatings
revealed the Stop and Watch forms were being
brought to the meetings and reviewed on Monday
through Friday each week. The Stop and Watch
forms completed on Saturday and Sunday wers
brought to the meeting as well and reviewed with
any concems documented and foliowed up on
with Interact charting implemented for
seventy-two (72) hours for any changes of
condition identified.
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6. Intarviews conducted on 12/1514 with Certified
Medication Aide (CMA) at 12:00 PM, CNA#14 at
12:10 PM, CNA#15 at 12:15 PM, CNA#18 at
12:20 PM, CMA#17 at 12,30 PM, RN # 1 at
12:40 PM, Unit Asaistant #1 at 12:49 PM,
LPN/ADON #16 at 12:58 PM, RN #5 at 1:04 PM,
Activily Tech #20 at 1:13 PM, Activity Tech #21 at
1:20 PM, CNA #21 at 1:27 PM, Restorative Aide
(RA) #22 at 1:34 PM, CNA#22 at 1:40 PM, CNA
#23 at 1:47 PM, CNA #24 at 1:54 PM, RA#23 at
1:56 PM, Activity Toch #24 at 2:05 PM, CNA #25
at2:11 PM, CNA#28 at 2:15 PM, LPN #21 at
2:37 PM, CNA #10 at 2:44 PM, CNA #12 at 2:50
PM, CNA #0 at 2:55 PM, CMA #8 at 3:05 PM,
CNA#2T7 at 3:12 PM, LPN #22 at 3:36 PM, and
RN #21 at 3:46 PM revealed;

Licensed staff were educated on the following:

A. Utilizing the INTERACT guidslines to aide In
identifying a change in resident condition.

B. Performing and documenting resident
assessments based on the Stop and Watch
communication forms from staff, family members
and visitors, Assessment education included:
Head to toe physlcal assessment using the
Physical Assessment User Defined Assessment,
review of recent Nursing Progress Notes, and
review of Paint of Care documentation for
significant parameters including, but not limited
to, fluid intake, vital signs, and bowel and blfadder
activity.

C. Notification of the Physictan and responsible
party of any change aof condition in a resident
according to Federal regulation and according fo
company policy on Notification of Changs.
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Non-Licensed staff were educated on the
following:

A. INTERACT Stop and Watch change of
condition reporting process. Following chaln of
command if they have concems about adequale
Licensed Nures follow-up.

7. Review of the interviews performed by
members of the IDT team with the Licensed
Nurses for the week of 12/06/14 and 12/10/14,
ravealed staff Interviews were belng conducted
with six (8) staff members regarding the Licensed
Nurse response to a change of condition of a
resident.

8. Review of the education sign-in sheet, dated
12/03/14, (no time) revealed education was
provided, to the ED and DON, on 12/03/14, (no
time) by the Confractad Administrative and QA
Nurse Consultants through Wells Health Systems
regarding davelaping the Allegation of
Compliance {(AoC), the Action Plan, Systemic
Changes, and Specific Monitoring Tools, Other
education included regulatory guidelines for F280
{care plan revision) including, but not limited to
revising the cara plans to mest the needs in
accordance with the assessment of a resident.

Interview with the ED on 12/15/14 at 4:00 PM,
and the DON on 12/15/14 at 4:10 PM, revealed
they had been re-educated by the Contracted
Administrative and QA Nurse Consultants through
Wells Health Systems megarding developing tha
Allegation of Compliance (AoC), the Action Plan,
Systemic Changes, and Specific Manitoring
Tools, Other education included regulatory
guidelines for F280 (care plan revigion) including,
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but not limited to revising the care plans to meet
the needs in accordance with the assessment of
aregident

9. Interview with the DON, on 12/16/14 at 1:15
PM, revealed the QA monitoring tool for
manitoring of Notification of Change was being
reviewed in the morning IDT meatings and any
significant findings related to change of condition
were being addressed and followed up on
accondingly as well as physician and responsible
party notification as needed.

10. Interview with the DON, on 12/15/14 at 1:15
PM, and review of the QA Tool revealed medical
records of residents with unplanned transfers to
the hospital would be ongoing daily for two (2)
weeka, ther five (5) a week for two (2) weeks,
then monthly for two {2) months, under the
supervision of the DON.

11. Interview with the DON, on 12/15/14 at 1:16
PM, and review of the QA Tool revealed
interviews with Licensed Nurses regarding timely
response to a resident's change In condition were
ongoing with six (8} staff members weekly for four
weeks, then monthly for four (4) months under
the supervision of the DON.

12. Review of the QA Tool for monitoring the RAI
precess (which included development and
revision of care plans) revealed it was Inuse to
monitor assessments and revision of cara plans
and being monitored by the Director of Case
Management weekly for four (4) weeks, monthly
for three (3) months, then quarterly thereafter.
The tool Included areas of comprehensive
assessment, frequency of assessmentiraviews,
and comprehensive care plan.

F 280
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13. Review of the QA calendar, revealed QA
Commitiee was maeting as per the AoC. Dates of
the last three (3) QA meetings were 12/04/14,
12/08M4, and 12/10/14,
14. Raview of the QA meeting minutes, dated
12/08/14, revealed the commitiee met to review
monitoring results and recommended
interventions based on these results. A meeting
was held on 12/10/14 for ongoing monitoring of
results and recommendations for inierventions
based on monitoring of the resulis,
F 308 483,25 PROVIDE CARE/SERVICES FOR F 308
§5=J | HIGHEST WELL BEING
Each resident must recelve and the facility must F 309
provide the necessary care and services to attain
or maintain the highest praclicable physical, Criteria 1

mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care,

Resident affected by deficient practice has
been discharged from the facility as of
11/08/2014.

Criteria 2

All residents of the facility have the
potential to be affected. To identify any
This REQUIREMENT is not met as evidencad other residents who may have been

by: _
Based on observation, interview, record review, affected.

and review of tha facility's policy and procedure, 1. Faciity RNs, RN MDS
and hospital history and physical and discharge Coo,rdh]atom and RN
summary, it was determined the facility failed to Supervisors conducted

ensure necessary care and services to attain or
maintain the highest practicable physical, mental,
and psychosocial well-being, in accordance with
the comprehensive assessment and plan of care
for ane (1) of three (3) sampled residents
{Resident #1).

assessments on al curmrent
residents from 12/3/2014 -
12/5/2014 to defermina if any
recent changes in condifion
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. had  occurred, The
F 308 | Continued From page 31 F 308 assessment process included
Resident #1 was reported to have exhibited . ghysical assessment of the
declines in weight bearing, transferring, resident, review of the
swallowing, fluid intake, and verbalizing beginning progress notes from the past
11/05H4 with a continuous decline through 30 days, and a review of labs
11/08/14 when he/she was sent to the hospital from the past 30 days. |If .
per family request On 11/05/14, Resident #1's indicated Point of Care |
change In condition was reported to Licensed documentation was also |
Practical Nurse (LPN) #1; hawaver, there was no 3 |
documented evidence licensed staff had reviewed _for subslantlai :
i conducted an assessment related to the changes in  parameters,
resident's deciine. Resident#1 was admitted to including but not limited to,
the hospital on 11/08/14 par family request with meal and fluid consumption,
diadgr;o.tisles otfo S;IVTre D::ydraﬂc;n (Iadck of fluids) vital signs, and bowel and
and Fallure rive and was placed on s
in-patiant hospice on 11/09/14 and expired on :l:rgd;rl aﬁ:tl:l;y lhr:w:’;id :hm:
Hnana. wera reviewed at that time
The facility's failure to ensure necessary care and and updated as necessary.
services 1o aftsin or maintain the highest Any pertinent information
practicable physical, mental, and psychosocial identified was communicated
well-being, in accordance with the comprehensive to the attending MD and
assessment and plan of care when a resident responsible P arty
had a decline In intake and function has caused : po '
or Is likely to cause serious injury, ham, Findings were documented by
impalment, or death to a resident, Immediate the licensed nurse and
Jeopardy was identified on 12/02/14 and communicated fo the
determined to exist on 11/05/14. Tha facility was attending MD and fami]y for
notified of the immediate Jeopardy on 12/02/14, .
further follow-up.
. | An acceptable Allegation of Complianca (AoC) The. i od i
was recelved on 12/11/14 alleging the removal of G- licensed nurse Wi
Immediate Jeopardy on 1211114, and the State document MD and family
Survey Agency validated the Immediate Jeopardy notificaion in the resident's
was removed on 12/14/14, as alleged. The medical record,
;co;e;i itnyddSewlarity wa: ik,\wlerad lotsa;D" P\!\rhileI= Faciity RNs, RN MDS
e evelops and implements the Plan o i
Correction (PoC); and the facility's Quality gﬂ:;drg::;?;s re‘:'e‘:ed Ratﬁ
Assurance (QA) menitors the effectiveness of the . .
systemic changes. current residents' progress
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The findIngs include:

Review of the facility's Policy and Procedura
titled, "Management of Acute Change In Rasident
Status-Recommandad Protocol”, last revised
01/15/01, revealed when an acute change in
status of a resident was Identifled licensed staff
should assess the resident and determine the
resident's code status, vital signs, lavel of
consciousness and conduct a neurological exam.
If vital signa were stable and there was no
change In level of consclousness, licensed staff
should then assess all other signs/symptoms of
the change In condition. Licensed staff should
then contact the physician to notify of the findings
and to obtain orders; then contact the
family/responsible party to notify. Staff should
then thoroughly document all events, pracise
timas, and actions in the nursing noles, and on
any other related forms as Indicated.

Record review revealed the facility admitted
Resident #1 on 02/20/12, with diagnoses which
included Parkinson's Disease, Senile Dementia,
unspacified Psychosis, Deprassion,
Hypertansion, Rheumatold Arthritis, Anxiety, and
Coronary Atherosclerosis Diseasa.

Review of the quarterly Minimum Data Set (MDS)
assessment, dated 09/08/14, revealed Resident
#1's Briaf Interview of Mental Status (BIMS) score
was fifteen (15} and the moad score was five (5).
He/She required supervision and sefup for meals.

Raview of the Comprehensive Care Ptan, litied
"At risk for choking and aspiration”, last revised
03/11/14, revealed Resident #1 required

supervision with all mealsfluids and was to be

reports for the pravious 30
days fo review all changes in
resident  condition  and
appropriate nofification of MD
and family.

s Any perlinent information
identified, was addressed with

party.

residents were reviewed at
that time and updated as

necessary.
3. The DON and ADONs review
dally fthe shit reporls

{progress notes) and monitor
for  documentation of
physician and family
nafification, assessment, and
validate care plans updated
as necessary. On Saturday
and Sunday the Weekend
Administralive  Nurse  will
monitor for documentation of
physiclan  and family
nolification, assessment, and
validate care plans updated

as necessary.

Criteria 3

1. In-servicing for licensed nurses
was initiated on 12/4/14 to include
MD and Family notification and
Stop and Watch/Change of
Condition form. This education

the physician and responsible

e The cam plans of the .
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F 308 | Continued From page 33 F 309 g::elocomn:ﬁfmgoo%inam S‘l’?g
monitored for signs and symptoms of dysphagia adu ﬁf} T h "
{difficulty swallowing); pocketing, choking, canon aviewed how 0
coughing, drooling, holding food in mouth, several perform and document resident
attempls at swallowing, and refusal to eat. assessment based on Stop and
Walch  communication  forms,
Intarview with Cerfified Nursing Assistant (CNA) Assessment fraining  Included:
#5, on 11/28/14 at 2:37 PM, revealed she had :
worked with Resident #1 on 11/05/14 on tha 7 ?:ﬂgvf;fﬁegm'cias;“mfm
AM-7 PM shift and noticed a change as tha : prog nalas,
resident was unable to stand as well and and review of the Point of Cara
appeared as though he/she may have had a documentation for significant
stroka. The resident was also having difficulty parameters including but not
speaking and eating/drinking. She revealed she limited to fluid Intake, vital signs,
reporied her concarns to the charge nurse (LPN and bowe! and bladder activity.
#1) and was told she did an exam on the resident 2. Non licensed staff including
and did not see any change. She stated she was : dministrative. laund di
unsure if the nurse went back in to check on the a ',“,n's raive, laundry, dietary,
resident but she knew the resident had been sent activity, and contracted
to the hospital on Saturday, 11/08/14, housekeeping were also in-
serviced at this ime on the use of
Interview with CNA #8, on 11/26/14 at 2:40 PM, the Stop and Walch/Change of
revealed she worked with the resident on :
11/07/14 on the 7 AM-3 PM shift and noticed g;'?i"g" szlr;n - I‘:{“"'(I:d"d rd'?y Te
change In the residant and it appeared he/she AL 00 '"‘:“ or
was more droopy and it reminded her of and the Director of .Nurs'ng’.
someone wha had a siroke. She stated the Assistant Director of Nursing from
resident draoled a lot that day and was not the sister facility.
communicating like he/she normally did. She 3. Further education of the facility's
revealed she spoke with multiple aldes and asked policy/protocol regarding MD and
if they had noticed a change in the resident as family notification was done with
well as agking the nursa (LPN #1) and the nurse the i d 11315
did not act like there was a concem, so she did 2 flcenséd nurses on -
not push the matter further, 117115 as provided by the Staff
Development Coordinator and the
Intarview with LPN#1, on 11/26/14 at 8:38 AM, Administrator. Education included
revealed she worked with Resident #1 on a pos[.{ast (SCOTE of 100%
11/05/14, 11/06/14, and 11/07/14 (three days prior i
to the resident going to the hospital), onthe 7 :;.:rt;“rlz‘ija d lg el;:;]s)" o et::et d ;vt:fsf
AM-7 PM shift. LPN #1 would not confim if the P y
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aides had reported to her that Resident #1 was
having difficulty swallowing. She did state that if
anyone came to her and reported a change in
Resident #1's condition, she would have gone
and assessed the resident and if she did not sea
a change or concem then she was not obligated
to document anything because the facility had a
policy of “"chariing by exception”. Howaever,
raview of the Interact Charling Log (24-hour
report log), dated 11/07/14, revealad LPN #1 did
document the resident was not swallowing well
and Speech Therapy was to evaluate, Per
interviow, LPN #1 she still insisted she did not
natice a change in the resident's condition,

Interview with CNA #7, on 11/26/14 at 3:00 PM,
revealed she worked with the resident on
11/05/14, on the 7 PM to 7 AM shift, and noticed
a change in the residents’ ability to transfer end
lack of welght bearing and the resident appeared
as she had had a sfroke, Shs stated she reported
the change to the charge nurse (LPN #3) but was
unsure if & follow up was completad,

Interview with LPN #3, on 11/25/14 at 2:44 PM,
revealed she worked the 7 PM to 7 AM shift on
11/05M14, 11/06/14, and 11/07/14 and she
specifically remembered the moming of 11/08/14
the resident had been gotten out of bed,
showered, and placed In his/her wheel chair. She
revealed she did not see a change in the
resident; however, she repoaried to the oncoming
charge nurse the resident was having increased
difficulty swallowing for the past twa (2) to three
{3) days and a Speech Therapy evaluation was
raquested.

Review of the Resident #1's Intake Records,
dated 11/03/14 through 11/07/14, revealed

staff will not be allowed to work
after 1113145 until they have
received the additional education
and completed the post-test.
Interact Stop and Watch/Change
of condition forms wera initiated
on 12/4/14, Any completed forms
are given (o the charge nurse who
is responsible for assessing the
resident, notification of MD and
responsible party If warranted and
care plan revision as needed. The
Stop and Watch form wili then be
placed on a designated clip board
that will be brought,to the daily
clinical Interdisciplinary team (IDT)
meeting, consisting of the MDS
Nurse, Registered Diefitian, Social
Services, Aclivitles  Director,
ADON's, Environmental Birector,
Reslorative Nurse and the QA
Nurse, {M-F). The IDT will validate
appropriate changes in condition,
documentation ~ of  resident
assessment, additon of the
resident to the 72 hour charting,
nofification of MD and responsible
party, and care plan revision. On
Sat-Sun the On-Call Weekend
Administrative Nurse will review
Stop and Walch forms as
described above.

The facility has made the foliowing
changes in nursing administration:
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Resident #1 had a decline in fluid intake. On
11/0314 and 11/04/14 the facility had
documented an intake of 1500 milllliters (mi).
Howevaer, the resident's fluid intake deciined to
960 mi on 11/05/14, 840 ml on 11/08/14, and 120
wl on 11/07/14.

Review of the Nursing Notes, daled 11/05/14
through 11/07/14, revealed thera was no
documented evidence a licensed staff had
assessed Resident #1 related to the staff
reported decline in condition and the documanted
decline in fluid intake per the facility’s policy and
procedura.

Review of a Nursing Progress Nots, dated
11/07114 at 10:40 PM, revealed due to the
resident refusing all evening medications and the
evening snack, the Charge Nurse (LPN #3) was
ungble to assess the resident's swallowing to
identify if the resident was having any difficulty
swallowing.

Review of a Nursing Progress Note, dated
11/08/14 at 8:31 AM, revealed Resident #1 was
having difficulty swallowing, fluids were running
from his/her mouth with attempts to drink, was
unable to verballze and had been experiencing
difficulty swallowing for the past fwo (2) to three
(3) days.

Intarview with the resident's son, on 11/25/14 at
4:30 PM, revealad on 11/08/14, he was talking to
the nurse and another person jumped in and said
the resident "hasn't bean eating or drinking for
three or four days". He stated he found the
resident was in the dining room and was not
verbalizing or abla to eat. He went to Reglstered
Nurse (RN) #2 and fold her of the resident's

Criterla 4
1.

Nursing (DON) resigned on
1211514, A new DON will be
starting on 01/19/2015; she has
several years of long term care
nursing administration experience,
Until that tme, the Case
Management Coordinator is
serving as inteim DON. (2)
ADON's will now be required to
have a RN license; therefore, one
ADON was demoted to a charge
nurse posilion and her previous
position is being filled by a RN.

The Interdisciplinary Team (IDT)
wili be responsible for menitaring
for charge nurses’ compliance
with Stop and Watch/Change in
Cendition during routine meetings
Monday ~ Friday. On Saturday-
Sunday ihe On-Call Weekend
Administrative Nurse will monitor
for charge nurses' compliance
with Stop and Waich forms. The
On-Call Weekend Administrative
Nurse will report Saturday-Sunday
findingsfactions on Monday during
the IDT meeting. In absence of the
On-Call Weekend Administrative
Nurse, the ADONs will monitor the
charge nurses' compliance for
Saturday and Sunday.

Medical records of residents with
an unplanned transfer to the
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decline, requested the resident ba santtothe
hospttal, and the resident was transfarred to the
hospital en 11/08/14.

Review of the Hospital History and Physical,
dated 11/08/14, revealed Resident#1 had been
bed bound at the nursing facility for the past two
{2) to three (3) days, was non-communicative and
not eating/drinking or taking medications per
family history. Clinical impression revealed
Resident #1 was admitted to the hospital with
complaints of possible clinical dehydration and
possible fallure to thrive.

Revlew of the Hospital Discharge Summary,
dated 11/09/14, revealed Resident #1 was
admitted to the hospital on 11/08/14 with
diagnoses of severe dehydration and failure to
thrive. He/she was confinued on intravenous (IV)
hydration, however the patient's condition
deteriorated. A Speech Therapy swallow
evaluation was conducted in the hospital with a
recommendation of honey thickened liquids to be
provided but the resident was unable to tolerats
anything liquid or take any medications. Resident
#1's family made the decislon to place the
resident on Hospice care at the hospital on
11/05/14 and the resident expired on 11/18/14,.

Intarview with the hospital admitting physician, on
11/25114 at 3:38 PM, revealed the family
accampanied the resident to tha hospital on
11/08/14 and Informed him that they had besn
told by nursing home staff the resident had not
eaten or drank hardly anything in three {3) days.
He revealed upon assessment of the resident,
his/her tongue was sticking to the roof of his/her
mouth becausa he/she was so dehydrated and
that was why he/she could not speak. He stated

determine if any change in
condilion was recognized and
acted upon in a fimely manner.
These reviews shall ba done for
unplanned fransfers — up to 5 per
month X 2 months under the
supervision of the DON, Rasulls
of the audits will be reported fo the
QA Commitiee by the DON or QA
Nurse each month it is campleted.
If an accepted thrashold of
compliance is not achleved, the
DON or QA Nurse shall
immediately develop and oversee
a corrective plan. The details of
the corrective plan will be reported
to the QA Commites, with
updated audit results, at the next
monthly mesting. If at any time a
concem arises with change of
condilon process, then this
monitoring tool should be re-
implemented with a schedule
approved by the QA Committee.

3. Staff interviews will be conducted
to determine timely action by
Licensed Nurse when a change in
condilion is reported.  These
interviews will be done with 6 staff
members monthly X 4 months
under the supervision of the DON.
Results of staff interviews will be
brought fo the following QA
meeting for review, If undesirable
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;308 f:""";"d FmTtsp:lgatail-’HIOBIM © 145 AM e responses are documented, then !
aboratory results, da at T ' the DON or designes will
ravealed an increased Blood/Urina/Nitrogen A
{BUN}) Indicating severe dehydration and ketones immediately develop and overstﬁa
were being spilled over in the urine which was a corrective _plan ?.ﬂd extend the |
indicative of the hody going into starvation mede. schedule of interviews, If at any
The admitting dlagnoses to the hospltal was time a concem arises with change
severe dehydration and fallure to thrive possibly of condition process, then this
related to end stage dementia. monitoring tool should be re- -
[ ; |
Interview with the Director of Nursing {DON), on Impbm::t:d th wgk Cao s?gedma '
12/02/14 at 3.50 PM, revealed If anyone came to appro_v .Y s 1L ae |
a charge nurse and told them a resident 4, Any identified concems will be :
appeared to have had a stroks, she would expect comected at that tme and a.
them to assess tha resident, She stated sha alsa corrective action plan will be
expected the assessments lo be documented developed. Resulls of the
and netifications made regardiass of the findings. monitoring tool will be forwarded
Interview with the Exacutive Director (ED), on to the QA Commitiee at the |
12/02/14 at 4:25 PM, revealed the facility had a weekly QA meetings. _
policy on “charting by exception” and that was 5. Members of the QA committes
what she would expect from a nurse who include: Members of the QA |
assessed a resident and did not identify a Committes include ED, Assistani |
significant changa in condition. She stated the Administrator, (as of 1/5/15) DON, !
::::: practice would bs to document any and all SDC, Medical Director, Social !
ngs and nofifications made, but she did not Servi Department.  Dieta
expect nursing staff to document if they did not ervices epartment, . etary
v Services Manager, Registered
Diefician,  Acliviies  Director,
Interview with Resident #1's Primary Care Business Office Manager, ADON's | 111415
Physician, on 12/02/14 at 10:50 AM, revealed he and MDS Nurses. |
would expect the facllity nursing staff ta assess Criterla 5
and document changes in a resident's condition. C ompl etion Date:
**The facility implemented the following actions to
remove the Immediate Jeopardy:
Resident #1 transfetred to the hospital on
11/08/14 and never returnad.
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1. The facillty Registered Nurses (RNs}, RN
Minimum Data Set (MDS) Courdinators, and RN
Supervisors conducted assessmenis of all
residents to determine if any changes in condition
had occurred. Thesa assessments were
completad between 12/03/14 through 12/05/14
with any changes in condition identified reported
to the physician and responsible party.

2. The facllity RNs, RN MDS Coordinators, and
RN Supervisors completed reviews of the current
resident's Nursing Progress Notes and the facility
tweanty-four {24) hour reporis for tha previous 30
days. These reviews were conducted on 12/03/14
through 12/05/14 and all changas in condition
identified wers followed up on by licensed nursing
staff and reported to the physician and
responsible partias.

3. MDS Nurses, Director of Case Management,
DON, and the Reglstered Dietician reviewed the
care plans of all residents with dlagnoses that
could impact swallowing including but not limited
to Parkinson's Diseass, Stroke, and Dysphagia to
conflirm any difficultles with speech and/or
swallowing were addressed as needed on the
care plan and Point of Cara Kardex {CNA care
plan). The care plan reviews began on 12/03/14
and continued through 12/10/14.

4. The facility completed reviews of medical
records of residents with unplanned fransfer to
the hospital to determine if any changs in
condition was recognized and acted upon Ina
timely manner. The reviews were conducted by
RNs, RN/MDS Nurses, and RN Supsrvisors, on
12/03/14 and completed on 12/05/14.

5. The facility implemented a fomr teferred to as
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"INTERACT Stop and Watch”, on 12/04/14 tobe
used for a change in a resident's condition and is
to be used by facility llcensed staff, non-licensed
staff, any depariment within the nursing facility,
and family members to report 2 change in
condition of a resident. If a change in condition is
identified, the physician and responsible parly will
be nofified immediately with documentation
completed of the change and notifications. Thase
forms are being reviewed in each moming
Interdisciplinary (IDT) meeting, Members of the
IDT team included the Executive Director (ED),
DON, SDC, Director of Case Managament,
Distician, Activities Director, ADON, and MDS
Nurses.

8. On 12/04/14, the Staff Development
Coordinator {(SDC), DON and ADONs from a
sister facility initiated education with alf facility
staff related to change In condition of resident
status, including use of the INTERACT Stop and
Watch forms, t include physiclan and
rasponsible party notification, Additionarl
educated provided fo all licensed nurses included
when and what to Includa in assessment
documentation, notification of the physician and
responsible party, and hydration. The education
was completed on 12/07/14.

7. Staff intarviews were conducled, from
12/03/14 through 12/05/14, by the MDS Nurses to
determine Licensed Nurses timely actions when a
change in condition was reported.

8. The facllity's Executive Director (ED) and
Director of Nursing (DON) were educated on
12/10/14, by contracted Administrative and Nurse
Consultants through Well Health Systems, on
matiers ncluding, but not limited to developing
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the AoC, the Actlon Plan, Systemic Changes, and
specific monitoring tools.

9. The Quality Assurance (QA) toal for
monitoring of Notification of Change will be
completed weekly x 4, then monthly x 2, then
quarterly as per the QA calendar under the
supervision of the DON, Any problems Identified
will have a comrective plan Implemented and the
plan will ba reported to the QA committee with
updated audit results at the next monthly
meeting.

10. The QA tool to review medical racords of
rasidents with an unplanned transfer will ba
completed daily for two (2) weeks, then five (5) a
week for two (2} weeks, then monthiy for two {2)
months, under the suparvision of the DON. The
results of the audits was to be reported o the QA
Committee by the DON or QA Nurse each month.
If at any time a concem arose with the change of
condition process, the monitoring tool would be
re-implamented with a schedule approved by the
QA Committee.

1. The QA tool to Interview staff members
regarding timely action for resident's with a
change In condition will ba completed with six (8)
staff members weekly for four (4) weeks, than
maonthly for four (4) months under the supervision
of the DON. Resuits of the mesting to be brought
o the QA meeting for review.

12. The QA Teol for monitoring the RAI process
(which included development and revision of care
plans) was implemented and will be monitored by
the Diractor of Casa Management weekly for four
(4) weeks, monthly for three (3) months, then
quarterly thereafter. The tool included areas of
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comprahensive assessment, frequency of
assessment/raviews, and comprehensive care
plan,

13. The QA Committes will mest weekly or mors
often as necessary until the facility demonstrated
substantial compliance with the comaciive actions
described [n tha plan. A corrective action plan
was developed by members of the QA Commiltee
for any areas identified as not in compliance with
the plan. Members of the QA committee Includes
the ED, DON, SDC, Medical Director, Soclal
Services, Dietary Services Manager, Registared
Dietician, Activities Director, Business Office
Manager, ADONs and MDS Nurses.

14. The QA Committea convenad on 12/08/14
and 12/10/14 to raview tha monitoring of results
and made recommendations for interventions
based on the results.

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

1. Review of the assessments conducted
revealed 100% of all resldents had assessments
completed to determine if any changes in
condition had occurred. These assessments were
conductad by the RNs, RN MDS Coordinators &
RN supervisors and were completed between
12/03/14 through 12/05/14 with any changes that
needed to be reported to the physician and family
complated.

2. Reviaw of twenty-four {24) hour reports and
reviews of current resldent's Nursing Progress
Mates for the previous 30 days, revealed any and
all changes In condition of a resident were
identified and the physician and responsible

F 309

FORM CMS-2567(02-53) Previaus Verslons Obeclele

Event 1D:2P2M11

Facifty |D: 100423

if continuation sheet Pags 42 of 47



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

PRINTED: 12/31/2014
FORMAFPPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (01} PROVIDER/SUPPLERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185124

{X2) MULTIPLE CONSTRUCTION

A BULDING

B. WING

(3) DATE SURVEY
COMPLETED

c
12/15/2014

NAME OF PRCVIDER OR SUPPLIER

REDBANKS

STREET AUDRESS, CITY, STATE, ZIP CODE
881 HIMIEY LANE
HENDERSON, KY 42420

{X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

DEFICIENGY)

PROVIDER'S PLAN OF CORRECTION [+ O))
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROESB-REFERENCED TO THE APPROPRIATE OATE

F 308

Continued From page 42

parties were notified as well as updates of the
care plans between 12/03/14 and 12/05/14.
These reviews were conducted by the RNs, RN
MDS Coordinators, and RN Supsrvisors.

3. Review of reporis of reviews of care plans for
residents with diagnoses that could impact
swallowing Including but not limited to Parkinson's
Disease, Stroke, and Dysphagla to confirm any
difficulties with speech and/or swallowing,
revealed all residents had care plans reviewed
and updated as needed. Reviews were
conducted between 12/03/14 through 12/05/14,

4, Review of a list of medical records of residants
with unplanned transfers to the hospital revealed
the QA audit tool dated from 12/03/14 through
12/05/14 was used to determine If the residanis
who were transferred had appropriate maasures
(assessment, physician/rasponsible parly
notification} tzken related to a change of condition
(if applicable).

5. Raview of the systemlc changes, revealed the
facility implemented a INTERACT Siop and
Waich form on 12/04/14 and the form was to ba
used by all employees to identify and report any
change of condition in a resident. The form was
to be used by family members and all staff
including contract employees. Tour of the facility
revealed the Stop and Watch forms wera posted
throughout the facility for easy access to
everyone. Review of the IDT Commiitee mestings
revealed the Stop and Waltch forms were being
brought to the meetings and reviewed on Monday
through Friday each week. The Stop and Watch
forms completed on Saturday and Sunday were
brought fo the meeting as well and raviewad with
any concemns documented and followad up on

F 308
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with Interact charting implemented for
sevenly-two (72) hours for any changes of
condition identified.

8. Interviews conducted on 12/15/14 with Certified
Medication Aide (CMA) at 12:00 PM, CNA #14 at
1210 PM, CNA#15 at 12:15 PM, CNA#16 at
12:20 PM, CMA#17 at 12:30 PM, RN # 1 at
12:40 PM, Unit Assistant #1 st 12:49 PM,
LPN/ADON #16 at 12:58 PM, RN #5 at 1:04 PM,
Activity Tech #20 at 1:13 PM, Activity Tech #21 at
1:20 PM, CNA #21 at 1:27 PM, Restoralive Alde
(RA) #22 at 1:34 PM, CNA #22 at 1:40 PM, CNA
#23 at 1:47 PM, CNA#24 at 1:54 PM, RA#23 at
1:56 PM, Activity Tech #24 at 2:05 PM, CNA #25
at 2:11 PM, CNA #26 at 2:15 PM, LPN #21 at
2:37 PM, CNA #10 at 2:44 PM, CNA #12 at 2:50
PM, CNA#8 at 2:55 PM, CMA #8 at 3:05 PM,
CNA #27 at 3:12 PM, LPN #22 at 3:36 PM, and
RN #21 at 3:46 PM revealed:

Licensed staff were educated on the foliowing:

A, Utilizing the INTERACT guidelines to aide in
identifying a changs in residant condition.

B, Performing and documenting resident
assessments based on the Stop and Which
communication forms from staff, family members
and visitors. Assessment education included:
Head to toe physlcal assessment using the
Physical Assessment User Defined Assessment,
review of recent Nursing Progress Notes, and
raview of Point of Care documentation for
significant parameters including, but not iimited
to, fluld intake, vital signs, and bowel and bladder
achivity.

C. Notification of the Physician and responsible
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party of any change of condition in a resident
according to Federal regulation and according to
company policy on Notificatlon of Change.

Non-Llcensed staff were educated on the
following:

A. INTERACT Stop and Watch change of
condition reporting process. Following chain of
commeand if they have concerns about adequate
Licansed Nurses follow-up.

7. Review of the interviews parformed by
members of the IDT taam with the Licensed
Nurses for the week of 12/06/14 and 12/10/14,
revealed staff Interviews were bsing conducted
with six (6) staff members regarding the Licensed
Nurse response to a change of condition of a
resident.

8. Review of the education sign-in sheet, dated
12/03/14, {no time) reveated education was
provided, to the ED and DON, on 12/03/14, (no
time) by the Contractad Administrative and QA
Nurss Consultants through Wells Health Systems
regarding developing the Allegation of
Compllance (AoC), the Actlon Plan, Systemic
Changes, and Specific Monitoring Tools, Other
education inciuded regulatory guidelines for F280
{care plan revision) including, but not limited to
revising the care plans to meet the needs in
accordance with the assessment of a resident.

Interview with the £ED on 12/15/14 at 4:00 PM,
and the DON on 12/15/14 at 4:10 PM, revaaled
they had besn re-educated by the Contracted
Administrative and QA Nurse Consultants through
Wells Heallh Systams regarding developing the
Allegation of Compliance (AoC), the Action Plan,
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Syslemic Changes, and Specific Monitoring
Tools. Other education included regulatory
guidelines for F280 (care plan revigion) including,
but not limited to revising the cans plans fo meet
the needs in accordance with the assessment of
a resident.

9. Interview with the DON, on 1211514 at {:15
PM, revealed tha QA monitoring tool for
monitoring of Notification of Change was baing
raviewed In the moming IDT meetings and any
significant findings related ta change of condition
were being addressed and followed up on
accordingly as well as physician and responsible
party notification as needed.

10, interview with the DON, on 12/15/14 at 1:15
PM, and review of the QA Tool revealed medical
records of residents with unplanned transfers to
the hospital would be ongoing daily for two (2)
weeks, then five (5) a week for two (2) waeks,
then manthly for two (2) months, under the
suparvision of the DON.

11. Inlerview with the DON, on 12/15/14 at 1:15
PM, and review of the QA Tool revesled
interviews with Licensed Nurses regarding timely
response o a resident’s change in condition wera
angoing with six (8) staff members weekly for four
waeks, then monthly for four (4) months under
the supervision of the DON.

12. Review of the QA Tool for monitoring the RAI
process (which included development and
ravision of care plans) revealad it was in use to
monitor assessments and revision of care plans
and being monitored by the Director of Case
Management weekly for four (4) weeks, monthly
for three {3} months, then quarterly thereafter.
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The tool Included areas of comprehensive
assessment, frequancy of assessment/reviews,
and comprehensive care plan.

13. Review of the QA calendar, revealed QA
Committee wes mesting as per the AoC. Dates of
the |ast three {(3) QA mestings were 12/04/14,
12/08/14, and 12/10/14,

14. Review of the QA meeting minutes, dated
12/08/14, revealed the committes met 1o review
monitoring results and recommended
interventions based on those resuils. A meeting
was held on 12/10/14 for ongaing monitoring of
results and recommendations for interventions
based on monitoring of the results,
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