Y f £,n -
W 7. B0

oL

'}‘7 P\‘!;lf.______(_....uw'..,.._

ay. |

PRINTED: 05/08/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AP PROVED
CENTERS FOR MEDICARE & MEDICAIL SERVICES OME NC_ 0935.0391
STATEMENT OF DEFICIENCIES {1} PROVIDER/SUPPLIER/CLIA X2 MULTIPLE COMSTRUCTION (X3} DATE SURVEY
AN PLAN OF CORRECTION ENTIFICATION NUMBETL A BUILDING COMPLETED
C
186463 B, WING _ 0472512014
NAME OF FROVIDER OR GURFPLIER STREET ADDRESE, CITY, STATE, ZIF CODE
_ 2770 PALUMED DRIVE
RICHMOND PLACE RE i -
LA HABILITATION AND HEALTH CENTER LEXINGTON, KY 40509
(X3 1 : SUMLARY STATEMENT QF DEFICIENCIES liw] PREOVIDER'S PLAN OF CORRECTION )]
FREFIX : {EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX . (EACH CORRECTIVE ACTION SHOULD BE | GOMPLETION
TaE REGULATORY OF LSC IDENTIFYING INFORMATION) TAG ! CROSE-REFERENCED TO THE APPROPRIATE & DAE
‘ DEFICIENGY) :
. | INFTIAL COMMENTS : | 1 have enclosed the Plan of
GO0, INITIAL COMME FO00. Correction for the above-referenced
| An Abbreviated § o investigat i facility in response 1o the Statement !
¢ An Abbreviated Sutvey (o investigate | T S S gy ;
| #KY00021478 was initiated on 322/14 sng of Deticiencies dated 4/252014. |
-concluded on 4/25/14. The allegations were | . While this document is being /)
unsubstantiated, however, refated deficiencies | ' submitted as confirmation of the :
fwere cited.  #KY00021590 was initiated on : . facility’s on-going efforts to comply
 Slogetion s Sty et T - with all starutory and regulatory |
C 3nggeaicn was STaniated an enclery | . : . i
i practice was identified and cited. i requirements, i Shm}id‘not b_e
F 282 - 483.20(k)(3)(i)) SERVICES BY QUALIFIED | Fagp, . coustraed as an admission or
$8=pn ' PERSONS/PER CARE FLAN ! * agreement with the findings and
! ; . conclusions in the Statement of
. The services provided or arranged by the facifity ' Deficiencies. ;
" must be provided by qualified persons in ; - R ST
faccordance with each resident's written plan of j - In th,l s doeu_meng we have Q,Uﬂmﬁd
 care. ; . specifie actions in responge to :
s | | identified issues. We have not i
é i _ , - provided a detailed response to each |
; g::is REQUIREMENT is not met a8 evidenced | ‘ allegation or findings, nor have we
i Bésed on inferview and record review, it was ‘- identificd mitigating factors.
 determined the facility faited to ensure services :
, were provided in accordance with each resident's |
: Comprehensive Care Plan (CCP) for one (1) of i |
| twelve (12) sampled residents, Resident #6. ' ;
| Resident #6's GEP indicated he/she was to be :
| weighed daily; however, there was no : P :
e e ot | ks e poiorRichmond
1 . | Rehabilitation and Health Center that |
_In addition, Resident #6's CCP was not foliowsd 5 the services provided or arranged by |
L on 04/25/14 when staff falled to use the Hoyer Lift . - the facility are in accordance with
: {a sling device used to move residents Fom one ~ each resident’s written plan of care.
" resting place to another) to transfer the resident | i
i to the shower chair. | t
' The findings include: ' E
SONATURE TLE TR
ﬂif?}’f}')

LABO TQR@CTDR'S OR PROVIDER/SUPPLIER REPRESENTATIVE S
g:m # Yo benanO

AFoat E-/9-1¢

Any deficlency statement ending with an esterisk (%) denpies g deficiency which
other safeouards provide sufficient protection to the patisnts. [See instructipns.}

fosllgrad

program participation.

the institution may be excused from corectng providing Kt iz determinad that
Excep
ng the dete of survey whether er not a plan of correction is provided. For nursing
days following the date these docurments are made available f the faciity. If deficlenci

ffor nursing homes. the findings stated ahove are disciozabis 50 days
homes, the above findings and piana of comrection are discicsable 14
as are cliad, an approved plan of correction is raquiste io confinued
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4 H
Interview with the Administrator, on 04/24/13 at f

| 4:50 PM, revealod there was ot 2 specific facilty

¢ poiicy for obtaining and/or documentation of daity ?
“welghts. Continued interview revealed there was

| not a poficy that addressed faciiity staff following ¢
 the COP. She stated it fell under the scope of

| accepted Nursing Practice. She stated her ;

: expectation was for 5taff to follow edch resident's |

L COP,

| Review of the clinical record revealed the fazility ;

| admitted Resident #5 on 10/19/12 with dsagna&es
which included Congestive Heart Failura, A
‘ Alzheimer's Disease, Anxiety, Depressxon{

i Arthritis and General Debility,

. Review of the Quarterly Minimum Data Set :

{MDS} Assessment, dated 03/07/14, revealed the

| facility assessed Resident #6 as having 2 Brief ]
; Interview for Mental Status (BIMS) score of six (5)°
L out of fifleen (15), which indicated the resident |
j was moderately impalred ir cognitive function.

Rev}aw of the CCP, revised 03/15/14, revealed
‘Resident #8 was 10 be transferrad using the _
l mechanical fiff and (2) staff assistance. !
. Continued review of the GCP revealed helshe

| was to be a dai y weight.

! Review of the State Registered Nurse Alde
¢ (SRNA) Care Plan Record indicated Resident #6 |
| was to be transferred using the mechanical ift
| and assist of (2). Continued review did not
mdxcate the rasident required a daily weight. i

1 Interview with Resident #6's daily sitter, during | ]
i | the initial tour on 04/22/14 at 1:40 PM, revealed
- she had observed staff in the past to ranster

H

D SUMMARY STATEMENT OF DEFICIENCIES : I FROVIDER'S PLAN OF CORRECTION : Iea)
PREEX | (EACH DEFICIENCY MUST BE SFRECEDED BY FULL j PREFIX [EACH CORRECTWE ACTION SHOULD BE ; COMPLETION
TaG . REGULATORY OR LSGC IDENTIFYING INFORMATION) S Y " CROSS-REFERENCED TON THE APPROPRIATE | DATE
: DEFICIENTY) ;
F 282" Continued From page 1 " Foaryt Resident #6 was reweighed on

4/25/14 and reassessed by the Unit

Coordinator (Licensed Practical

‘ Nurse) with no injuries noted. The

| physician was notified on 4/25/14 bv
the Unit Coordinator regarding the
resident’s weight and regarding

i assistive devices not utilized per the

| plan of care for resident #6 with no

new orders noted.

- The weights for all residents

| requiring daily weights were

reassessed by each Unit Coordinator |

(1 RN, 2 LPN’s) and reweighed and .

reassessed prior t0 4/29/14. The

- Assistant Director of Nursing,

¢ Director of Nursing, and 3 Unit

- Coordinatars will audit all care plans :

. related to transfers 1o verify thev are |

| appropriate and assistive devices are |

; utilized per the plan of care by May

23, 2014 and update as needed.

On 4/28/14, the Director of Nursing
re-inserviced the 3 Unit Coordinators
and the Assistant Director of Nursing
regarding the community’s policies

' irelating to care and services
1nciudmg following physicians
' orders for daily weights, and |
| transferring each patient per care !
-plan. All direct care staff

FORM CMS-2867(02-98) Provious Virsions Obealete Evert 10: LHDGTY
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E o8 ] ‘ , * (Registered Nurses, Licensed
 Continued From page 2 F 282" practical Nurses, and Nurse Aides)

h!mfher without using the Hoyer Lift. Subsequent '
interview, on 04/26/14 at 12:15 PM, revealed staff i

i had not used the mechanical it to transfer
, . Resident #8 info a shower chair eartier that day.

{ Interview with SRNA#24, on 04/25/14 at 2:50
"PM, revealed she had not used the machanical

! iff to transfer Rasident #5 fo the shower chair matl

i momning. She stated she failed to bring the
shower chair lift pad with her and did not go to

| obtain one before the transfer. Continued

i interview ravealad she should have used the

- mecharnical lift because Resident #6 was care

pianned to require the lift,

Ini:erwew with Licensed Practical Nurse {LPN} #1,

| on 04/25/44 at 3.28 PM, ravaaled she had
{ entered Resident #8's room to administer g
- medication, noticed hefshe was in the shower
| and asked SRNA#24 f the Hoyer Lift had been
| used to transfer the resident. She smted SRNA
F#24 responded that she had done a "2 ran
| ransfer”, indicating the (ift had not been used.

Continued interview revealed she had notifiad the ;

| Unit Coordinator and stated her expectation was
' for staff to use the lift if the resident was care

! . planned to require the it

| | Interview with LPN #3, Unit Coordinator, on

- 04/25/14 at 3:28 PM, revealed her expectation
| was for ataff o follow each resident’s CCP,

| 1 2. Review of Resident #6's Medication 5
: Administration Record (MAR) for March and April |
: 2014 revealed = total of nineteen (19) dates ;
{ without a documented weight. Those dates
| : included: March 6,8, 11,15,18,19,23,24,28,29 and
YApril 2,.3,6,8,12, 15 18,1722, ;

|

i

- will be re-inserviced on the

. community’s policies relating to care
 and services including following

| physicians orders for daily weights,
and transferring each patient per the
plan of care and wiilizing the
appropriate assistive devises by the
Director of Nursing, the Assistant
Director of Nursing, and/or the 3
Unit Ceordinators by June 6, 2014,

Daily weights in six (6) charts per

- week will be audited weekly for six
weeks and then monthly for three
months for compliance by the

. Quality Assurance Nurse, the i
' Assistant Director of Nursing, ?
Evening / Weekend Supervisor
and/or the Director of Nursing. :
Three (3) patient wansfers will be
observed during daily environmental
rounds by the Director of Nursing, :
- Assistant Director of Nursing, and/or |
. Quality Assurance Nurse five daysa
- week for four weeks and then again
i t monthly for three months (o verify |
| appropriate transfers and assistive |

| devices are utilized per the plan of
| care.

: ;
i |

H |
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! DEFICIENCY)

i
k262 Continued From page 3

| en 04/25/13 at 5:10 PM, revealed the faciiity had
_ identified the concam of undocumeanted weights

: Howaver, after the in-service, there were five (5)

| no documented weights,
F 308 ; 483,26 PROVIDE CARE/SERVICES FOR
sa=F ' HIGHEST WELL BEING

, Each resident must receaive and the faciity must
- provide the necessary care and services to atfain
i or maintair the highest practicable physicai,
“mental, and psychosocial weli-being, in

" accordance with the comprehensive assessment
i and plan of care.

|
L

Thiz REQUIREMENT ig not met as evidenced
"by:

. facility policy, it was determined the facility failed
| to ensure each resident received the nacessary

» practicable physical, mental, and psychosocial

i well-being, for two (2} of twelve (12} sampled
“residents (#1 and #7) and three unsampled

i residents (B.C and D). Record review revealed

: ho documented evidence a pain assessment was
i completed each time pain medications were

: administered,

| The findings include:

' Review of the facility's policy fitled “Pain
j Management’, ravised 63/01/2011, ravealed the

 Interview with LPN #3, Unit Coordinater for North, |

| Besed on interview, recerd review and review of

|

l on 84/10/14 and began in-servicing staff that day. f

dates (Aprit 12th, 15th, 16th, 17th and 22nd) with

i

: care and services to atiain or maintain the highest’

|

i

'In addition, all Comprehensive Care

F 282" Plans will be audited by the Director

of Nursing or the Assistant Director
of Nursing quarterly for one vear to

Fa0g!

verify the services provided or
- arranged by the facility are in

accordance with each resident’s
written plan of care. 5

¢ The audits of daily weights,

observation of patient fransfers and

the Comprehensive Care Plans will

© be forwarded to the Quality

+ Assurance Committee, (Medical L
- Director, Director of Nursing, |

i Admunistrator, Quality Assurance
Coordinator, and Pharmacy

Consultant) for review to maintain |
conpliance,

Completion Date: June 6, 2014

It is the policy of Richmond Place |
Rehabilitation and Health Center to
provide the necessary care to attain
or maintain the highest practicable
physical, mental, and psychosocial
well-being, in accordance with the
comprehensive assessment and plan
of care. :
- i

i
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F 3{}9 Continued From page 4
purpose of the Pain Assessment and
' Marmagement Program waa to pravide a
: syslematic agsessmeant and objecﬁve
~measurement of the resident's pain level and

| review reveaied when PRN (as rieeded) pain
- medications were administered, documentation
"on the back of the Medication Administration
i Record (MAR) or on the Pain Intervantion Flow
. Sheet sheuld reflect the location and intensity of
"the resident's p&in, and the effectiveness of the
| medication. Further review revealed the
i resident’s pain shouid be scored numerically

| for a quantitative measwrement of the resident's
| pain.

11, Clinical record review revealed Resident #7
| was admitted by the facility on 03/26/14 with
- diagnosas which inciuded Depression, Anxjely,
" and Hypertension, - Continued review revealed
i Resident #7 was admitted to the Facility for

decﬂne

" of the Admission Assassment on 326114,

i bone pain with & score of 10 on & 1-10 scale,
~indicating the pain was severe in intensity.
i

. Review of the Physician's Order, dated 03/26/14,

| effectivanass of pain retief medication. Continued

before and after administration of the medication .

; rehabilitation after a hospilatization and functiona! |

Rewew of the Pain Evaiuation, completed as part

| revealed Resident #7 reported fraquent bac:i\ and . :

{X4) I SUMMARY STATEMENT OF DEFICIENCIES fia] FROVIDER'S PLAN CF CORFECTION : (x5}
FREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL FREFIX | {EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG REGULATORY O LEG IDENTIFYING INFORMATION) TAG : CROSS-REFERENCED TO THE APPROPRIATE AT
. . DEFICIENCY) ;
| H
F3og,  On4/28/14, a pain assessment and

plan of care review was completed
for resident #1, resident £7, and
residents B, Cand D. On 4/28/14,
the physician was notified related to |
! Pain Management for resident #1,

i #7,B, C, and D with no new orders
i hoted.

The Assistant Director of Nursing,
Quality Assurance Nurse, and Unit
Managers will review current MARS
and Pain Intervention Flow Sheets |
for residents receiving PRN Pain
medications to verify that a Pain
Assessment is completed for each
occurrence of PRN pain medication |
given per policy by May 23, 2014.
The Minimum Data Set (MDS) 5
Coordinators will review all care
plans including those related to Pain
Medication/ PRN Pain Medication
and update as indicated by June 6,
2014,

The three (3) Unit Coordinators, and
Weckend/Evening Supervisor will be
re~inserviced regarding the
community’s policies relating to care |

revealed Resident #1 was 1o recsive Norco 5i325
' my. every EJth (&) hours as needed. (Norcaisa |
- narcotic pain reliever.) ;
i Review of the Comprehensive Care Plan, '
g effective dafe 04/03/14, revealed interventions ‘t"or
' the problem of pain included the foliowing: ;

and services including the policy for

Pain Management by the Assistant
Director of Nursing and the Director :
of Nursing by June 6, 2014, |
Remaining care staff' (Registered

FORM CM&ESG?{DM&) Pravioys Versions Obsolefs Event [0 UHDG 1

Facllly iID: 1008724
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| "evaluate Jogation, nature, intensity, and duration
? of pain”. A !

t Rewew of the Controlled Drug Record (a
“document for accounting for narcotic :
- medications) revealsd the drug Norco was signed |
1 out for Resident #7 twelve (1Z) times between
: D4/01/14 and 04/20/14. Review of the back side
- of the MAR for Apnil 2014, and the Pain ‘
' Intervention Flow sheet for the same periad, :
| revealed a pain assessment was completed only -
j wice. on 04/01/14 and 0410514, !

| 2. Review of the clinical record revealed the
{ facility admitted Resldent #1 on 0146/14 with :
- diaghoses which included Osteoarthrltis, Debility, |
“Anxiety and Depression. Review of the ;
| Admigsion Minimum Data Set J
{(MDS8)Assessment. dated 01/17/14, revealed the :
- facility assessed Resident#1 to have occasional |
 bain with an intensity scors of 6 on a scale of
P1-10.

" Review of the Physician's Orders for 01/08/14
Irevealed Resident #1 was to receive Percocet |
£ 10/325 my, one or two half tablets every eight (8) |
hours as needed for pain. (Parcocetis a narcotic |
" pain refiever.)

| Review of the Comprehensive Care Plan for |
. Resident #1, dated 01/17/14, revealed the nurses
were fo evaluate the location, nafure and intensity |

| of Resident #1's wain, and thay were fo assess
tha effectivenass of the pain medication. L

| Revzew of the Cenfrolied Drug Record for March

2014 reveaied Percocet wag signed out for i
| Residant #1 twanty-three (Z3) times between ]
J 03/14/14 and 03/24/14. Raview of the back of the

(Xay | SUMMARY STATEMENT OF DEFICENCIES D PROVIDER'S PLAN OF CORRECTION L oy
PREFIX j (EACH DEFICIENGY MUST BE PRECEDED BY FULL ' OPREFIX - (EACH CORREGTIVE ACTION SHOULD BE ; COMPLETION
TAG ~  REGULATORY GR LSC IDENTIFYING INFORMATION) . Y CROSS-REFERENCED TO THEAPPROPRIATE | LaTe
; _ CEFICIENCY;) ;
: . Nurses, Licensed Practical Nurses, |
F 308 ; Continued From page 5 . F309  and Nurse Aides) will be re- :

"Quality Assurance nurse and/or the -

. community’s policy and procedures |

inserviced on the community’s
policies relating to care and services
including Pain Management and
associated care plans by the
Agsigtant Director of Nursing and/or
the Director of Nursing and/or the

Unit Manager by Iune 2, 2014, The
three (3) MDS Coordinators will be
re-inserviced by the Regional MDS
Coordinator regarding the

relating to the care planning process :
by June 6, 2014, i

MARS and the Pain Flow
Sheets/Pain Assessments and
protocol associated with the Pain
Management policy will be audited
(six (6) charts per week) weekly for |
six weeks and then monthly for three
months for compliance by the '
Quality Assurance Nurse and the
Assistant Director of Nursing. These!
audits will be forwarded to the
Quality Assurance Committee ;
{Medical Director, Director of
Nursing, Admimistrator, Quality
Assurance Coordinator, and
Pharmacy Consultant) for review.

+

Completion Date: June 6,2014

FORM CMS-2567(02-98; Previous Versions Divsotels Evgnt fDr UHDG 13 Facliy 10; 1005728 |,f constinugtion sheet Page guf14
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' MAR for March 2014, and the Pain intervention
| Flow Sheet for the same period, revealed & pain |
| assessment was completed and documeanted |
. only seven (7) of the twenty-three (23) times the i i
| medk:atjon was adminigtered. : :
| |
3 Review of the Controlled Drug Record for Apri! ; i
- 2014 revealed Percocet 5/325 mg was signed out |
{ for Unsampled Resident B seven {7} times ! :
| between 04/09/14 and 04/18/14. Review of the |
back of the MAR and the Pain Intervention Fjow
I Sheet for the same period revealed no i
| documented evidence a pain assessmentwas i
: completed when the medication was f
! atiministerad. !

!

E 4. Review of the Controlled Drug Record for April f ;‘
| 2014 revealed Norco 5/235 mg was signed out |
| for Unsampled Resident C fwelve (12) times ‘1 ;

between 04/08/14 and 04/22/14. Review nf the : i
| MAR and the Pain Intervention Flow Sheet for the |

| sama period revealed o pain aszessment was ‘

cample«tad and documented for four (4) of the

'twelve (12) doses administered.

5. Review of the Controfled Drug Record for April |
2014 revesled Percocet 7.5/325 mg was signed
' out twelve (12} times, for Unsampied Resident 0, §
{ between 04/19/14 and 04/22/14. Review of the
E MAR and the Pain intervention Flow Sheet for tha

. seme period revealad only two (2) pain 5
 assessments were completed for the weive (1 2 i
cfr;:ses administered. i

i
j

lntennew with Licensed Practical Nurse (LPN) #2 l ;
' on 04/25/14 at 1:00 PM, revealed when narcolic }
| pain medications were administered to a regident
1  they were to be signed out on the Controlled Drug

; Record and documented on the MAR. She '

STATEMENT OF DEFICIENCIES G4 FROVIDERZUPPLIER/CLIA X2} MULTIELE CONSTRUCTION {%3; DATE BURVEY
ANL PLAN OF SURRECTION IBENTIFICATION NUMBER: A, BUILDING COMPLETED
' o
185463 8. WING 04/256/2014
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) 15 BUMMARY STATEMENT OF DEFICIENOIES i I ; PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL I PREFIX {EACH CORRECTIVE ACTIGN SHOULD BE | COREELETI
TaG REGULATORY OR LEC IBENTIFYING INFORMATION; CTAG CROSE-REFERENCED TO THE APPROPRIATE | DATE
i : BEFIGIERCY)
: ; i
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F 309, Continued From page 7 :
stated the facility's protocol included the Pain '
HIntervention Flow Sheet should be completed with

| each dose. Continded interview revealed i
‘ documentation should include why the medication
was given and how effective it was in controfling !
| the resident's pain. LPN #2 acknow%edget:i sha
was responsible for some of the missing
. documentation and had failed to document & pz«am
i assessment with every dose she had {
| administered. She stated if was an oversight on i
i - her part and she just missed that step. z
| Interview with Registered Nurse (RN) #4, on |
1 04/25/14 at 1:06 PM, revealed she was the ;
Rehabilitation Unit Direcior, She stated the ’

g protocol far administering pain medications was

I as follows: sign out the medication on the

« Controfled Drug Record; administer the

. medication; document on the MAR; document a

!'pain assessment on the Pain Intervention Flow |

i Sheet, and follow up with the resident to ensure

. the medication was effective. Continued

- interview revealed the nurses were not

! consistenﬂy following the protooa.

i
]

lnterwew with the Director of Nursing (DON), on
| 04/25/14 at 3:00 PM, revealed a resident's pain

§ was to be assessed and documented on the Pain
Intervention Fiow Sheet each tims a PRN pain |

. medication was administerad, She stated the |
fecrfltys protocol included the initial assessment
' anid a follow-up assessment in order to track and |
| evaluate the effectiveness of pain medications, to |
i provide the best possible care for the residents.
: Ghe further stated it was her expectation the

| protocot be followed; however, she acknowiedged
i it was pot belng followed consistently. i

F 323 483.25(h) FREE OF ACCIDENT

|
t

H

F 309

F 323,

i
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F 323 | Continued From page &
38=0 | HAZARDS/SUPERVISION/DEVICES

t The facility must ¢nsure that the resident

" anvironment remains as free of accident hazards
as 18 possible: and each resident receives
| adequate supervision and assistance devices

| prevent accidents.

' This REQUIREMENT is not met as evidenced
[ by:
: Based on cbservation, interview, record review
" and review of the facility's poficy, it was
: determined the facility falled to provide adequate
: supervision and assistive devices fo pravent
| acciderts for ore {1) of twelve (12) sampled
| residents, Resident #6. Resident #6 was
, assessad i be trensferred by mechanicat fift and
| extensive staff assistance of two (2); however, on
| 04/25/14 staff transferred without the mechanical
 fift.
| )

1 In addition, the facility failed to provide a safe
"environment when a tube of medicated arfhrifis
- cream for one (1) sampled resident (Resident
| #1), was feft in ancther Unsampled resident's

' room.

. The findings include:

i 1. Review of faciily's policy fitled * Residant
Safety and Aceident Prevenlion-Accidents and
! Incidents- investigating and Reparting”, ravised
- December 2011, ravealed the policy failed to
' address transfer procedures or the use of

| assistiva deviees 10 prevent accidents.

H
1

i
|

e SUMMARY STATEMENT OF DEFICIENCIES ST PROVIDER'S PLAN OF CORRECTION e
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_.I_ : : I
b F323 Jtis the policy of Richmond Place

Rehabilitation and Health Care
Center 10 verify that the resident

environment remains as fee of

accident hazards as is possible; and
each resident receives adequate
supervision and assistance devices to
prevent accidents.

Resident #6 was assessed by the Unit
Coordinator (Licensed Practical
Nurse) on 4/25/14 with no injuries
noted. The physician was notified
on 4/25/14 by the Unit Coordinator
reparding assistive devices not
utilized per the plan of care for
resident #6 with no new orders
noted.

The Assistant Director of Nursing,
Director of Nursing, and 3 Unit ‘
Coordinators will audit all care plans
related to transfers to verify they are |
appropriate and are being followed
per the physicians order by May 23,
2014 and update as needed. ;

On 4/25/14, the two State Reglstcrcd
Nursing Assistant’s (SRNA’s) :
(SRNA #24 and one other) were re- |
mnserviced by the Unit Coordinator
|

o
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. Interview with ihe Director of Nursing (BON), on
1 04/24/14 at 4:50 PM, revealed her expectation
- was for the faciiity to provided cars and services
o utilize assistive devices if 2 rosident was
| assessed and care planned as requiring an
355tstrve device. :
|
Rewew of the clinical record revealed the facility |
" admitted Resident #6 on 10/19/12 with daagnOses
- which included Congestive Heart Failure, .
: Alzheimer's Disease, Anxiety, Depr@ss;on
- Arthritis and General Debility.
I
. Review of the Quarterly Minimurm Daia Set i
' {MDS) Assessment, dated 03/07/1 4, revealed the |
| facility assessed Resident #6 as having a Brief |
. Interview for Mental Status (BIMS) score of six (6]
out of fiftean ( 15), indicating the resident was
mcrderate!y impaired in cognition. Continued
, feview revealed Residont #6 was assessed fo |
‘ need exiensive assist of (2) staff for transfers. ,
 Raview of the quarterly Fall Risk evaluations frcm
ﬂ1 15113 through 03/07714, revealed Resident #6 |
| maintained a constant fali risk score of 14",
{ indicating the resident was assessed as high risk i
for fatls. Additionall Yy, review of the Physician's
\ orders for Aprit 2014 intticated Resident #6 was o
be transferred with & mechanical lift ang assist of |
! {2) staff, related to the non-weight beating status ]
of Resident #8, :

,'ntemew with Regident #6's daily aifter, during

, initial tour on 04/22/14 at 1:40 PM, revealed she

 had observed staff to fransfer the resident in the |
, . past without using the mechanical it An
‘additionai interview, on 04/25/14 at 12:15 PM, |
' revealed staff had not used the mechanical lifto
trangfer Resident #6 into & shower chair that
{ morning. 3
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F 323 Conlinued From paga 9 ~ F323; andthe Assistant Director of Nursing

regarding transfer procedures and
use of assistive devices relating to
resident #6.

On 4/28/14, the Director of Nursing
- re-inserviced the 3 Unit Coordinators
. and the Assistant Director of Nursing
| regarding the community’s policies
. relating to Resident Safety and
Accident Prevention and the
expectation for the facility to utilize
' assistive devices and transfer
~ techniques per the resident plan of
care. Direct care staff (Registered
Nurses, Licensed Practical Nurses,
and Nurse Aides) will be re-
¢ inserviced on the community’s
| policies relating to Resident Safety
. and Accident Prevention including
following, and transferring each
' patient per care and utilization of
. assistive devices by the Director of
| Nursing, the Assistant Director of
Nursing, and/or the 3 Unit
Coordinators by June 6, 2014.

| Three (3) patient transfers will be
observed during daily environmental

. - rounds by the Director of Nursing,

| Assistant Director of Nursing, and/or

Quality Assurance Nurse five days a

i
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F 323, Continued From page 10 - F323 week for four weeks and then again |
i : ' monthly for three months to ensure
Interview, on 04/25/14 at 2:50 PM with State ‘ | the care : ) .
' Registered Nursing Assistant (SRNA) #24, ; A% “Q&‘If: ;zia;:rlg fb‘uf‘)?" ed and
i revealed she had not used the mechanical fift to - asstive devices utilized per the plan |
; transfer Resident #6 to the shower chair that i of care. In addition, all ;
. morning, She stated she failed to bring the . Comprehensive Care Plans will be j
- shower chair lift pad with her and did not go get . audited by the Director of Nursing or -
i one before the transfer. Continued interview i : : . o ;
| revealad she should have used the mechanical j the ASF}I%%?HF Director ofhu:‘rs-l_ng
. lift because Resident #6 was assessed and care | | quarterly for one year to verify the |
 planned {o require a mechanical lift for transfers. | | services provided or arranged by the |
{ o ? i : facility are in accordance with each |
t Interview with Licensed Practical Nurse (LPN) #1, . resident’s written plan of ¢ i
_on 04/25/14 at 3:28 PM, revealed she entered i P e
" Resident #6's room to administer a medication, ! The observation of patient ransfers
- and roficed the resident was in the shower. She | N o e T
| Stated she asked SRNA#24 if the mechanical ift ang téw (’m?pzfﬁmsm Care Plans
. had been used {o transfer the resident. : wiil be fOI'W\&r Ed‘m the Qua%ﬂy ‘
' Continued interview raveated SRNA #24 ! Assurance Committee, (Medical
{ responded that she and another SRNA had dore | Director, Director of Nursing, E
i & "2 man transfer”, without the yse of the | Administrator, Quality Assuranc {
, mechancial it Continued interview revealed it Coordinator a!ng Ph &gnA . ¢
' was el expectalion for staff to use the liftif the c e acy L. i
| care plan indicated it. She further stated she | onsultant) for review to maintain
: notified the Unit Coerdinator of the Incident. compliance.
; E :
- Interview with LPN #3, Unit Coordinator, on X ! Completion Date: June € 7
: ‘ : : ; : - te: June 6, 201
i 04/25/14 ol 328 PM, revealzd it was her ‘ [ P 6 4 ‘
- expectation was for staff to parform transfers | f
. according to each resident's assessmentand E
I CCP in order to prevent accidents. ; :
| |
. 2. Observation during the initial tour, on 0422/14 |
Hat 1:17 PM, reveaied a tube of medicated arthritis |
{ cream prescribed and labeled for Resident #1 | !
j was sitting on the room divider in an Unsampied | i
. resident's room, Room 203, i ;
| interview with LPN #1, on 04/22/14 &t 4:05 PM, | o |
Evert ID; UHDG11 Faciity il 1605724 If continuation sheet Page 11 of 18
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F 323! Continued From page 11 L Faos,
' revealed she was going to Resident #1's room fo | : ;
| 8pply the cream when sha stopped to answer the ; k 5
caﬂ light in Roorn 203 and layed Resident #1's
| cream on the room divider. Further interview _ ;
f reveated she should ot have left the cream in ;
; the room because it was 2 safety hazard for . :
' residents. ! }
‘ | ; :
| Interview with the DON, on 04/24/14 at 450 PM,
: revealed all medications should be secured at all - i
“times. Co :
F 3271 483.26() SUFFICIENT FLUID TO MAINTAIN | F 327, J1i¢ the policy of Richmond Place !
SS:D HYDRATION | Health and Rehabilitation Centerto !
The facility must provide each resident with i . provide each resx@em ."*’Hh sufficient '
| sufficient fluid intake to maintain proper hydration | . fluid intake to maintain proper j
, and health. ; hydration and health. i

i s
| This REQUIREMENT is not met as evidenced |
. by H |

Resident #12 was provided
additional fluids on 4/22/14 viaa

' Based an ebservation, interview, record review | water pitcher replacement by the

| and review of facility pohcyf it was delermined the | | State Registered Nursing Assistant,
: facility failad fo ensure each resident was : On 4/22/14 the Unit Coordinator,
'provided sufficient fluid intake to maintain proper ; PN assessed Resident #12 Wiﬂin o

{ hydration and health for one (1) of twelve (12 5

sampled residents. Observation revealed g . signs of dehydration noted.

| Reesident * The Unit Coérdinator (LPN) notified
1 #12 did not take any fluids with the noon meai on | " the Consulting Registered Dietician
: 04722114, and had no water or other fluids S_ L on 4/22/14 with new

. available in his/her room. Staff did not notice the
i resident had no fluid intake with the meal, and ,
| were not aware there was no water pitcher in the |

recommendations noted. The
Certified Dietary Manager

 foom. In addition, there was no documented | | completed a dietary interview related

| evidence the resident was assessed for beverage " to beverage and meal preference for

 prefersnces. ' { | Resident #12 on 4/22/14 and updated
: . beverage and food preferences were

| The findings include: ;

FORM CMS-2567{02-88) Pravidus Versions Dibsciote Evart 10 UHDGTT £ aclifty Oh TODET24 ¥ cortinuation sheet Page 12 0f19
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I
| Review of the facility's palicy titled “Hydration
. Protocol’, updated 10/2012, revealed it was the
facility's poficy that each resident be provided
» sufficient fluid intake to maintain hydration and
hegith. Continued review revealad the facility ]
" would obtain beverage preferences from the ‘
| resident and serve those beverages as permitted ! ‘
| by the resident’s diet orders. fn addition, if a i
! | rosident refused the figuids offered, other :
! beeverages or foods with high fluid content were to
i be offered. g

Dbservauon during the initial tour, on Q4/22/14 &t ¢ :
| 1:10 PM, revealed Residert #12 was lying in bed.

' tahle and had been pushed away from the bed. |
| Continued abservation of the tray revealed the |
| resident had eaten 100% of the meal however, & |
. cup of tea and a cup of mitk were untouched. No |
I other fluids were present on the tray. Further :
| observation of the room revealed no evidence of |

a8 water pitcher, cup or any other accessible i

ﬁu;ds

j Inferview with Resident #12, at the time of the

. absarvation, revealed the resident did not drink
: mitk tfue to being lactose infolerant. I addition,
 the resident reported ha/she did not fike

| unsweetenad iced tea becauss you couldn't get
; sugar to dissolve in it. The resident stated :
' sametimes the facil lity servad soda, juice or |
: coffee and he wotld drink those fiuids. Review of |
tha tray ticket revealed no indication the resident

- beverage preferences. Continued interview
- revealed the resident did not have a water pitcher
i of other accessibie source of flulds in ls/Mer
i toom. The resident stated he/she arrived at the .

: The residents lunch tray was on the overbed |

 was lactose intolerant and no notation regarding P
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F 327 Conti 7 YA 15 and 4
Continued From pags 12 | F 327 SRNA #15 and #2 were educated by |

i the Director of Nursing on 4/22/
regarding the necessity of accurate |
documentation of meal consumption. -

| On 4/22/14 all resident water ;
| pitchers were audited by the three (3)
Unit Coordinators to verify that each |
resident had a water pitcher available |
. and within reach as appropriate. All |
' resident charts and diet cards were
! audited by May 23, 2014 by the
Certified Dietary Manager to verify
that beverage and meal preferences |
- are updated based on the current i
quarterly and admission/readmission | ‘
interviews.

A “Fluid Intake Addendum™ (see
attached) has been added to the
Hydration Protocols indicating the
. following: Intake will be tracked

| using an electronic tracking svstem
i to include fluids consumed during !
' meals and snacks for all residents. |
Fluid intake will be monitored dmly

+ for all residents. Poor consumption

. will be noted and a nurse assessment ;
. will be initiated to assess for signs |
| and symptoms of dehydration. The

i results will be reported to the
Registered Dietician and/or the

*  physician as clinically appropriate.
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F 327 Continued From page 13
| facility on Friday (04/18/14) and had not had a
| waler jug since admission. The rasident denied
_any recollection of being asked about beverage
! preferences.

' Observation, on D4/22/14 at 1:20 PM, revealed a |

; staff member entered Resident #12°2 roam and
p:ckad up the meal tray. The staff did not i the
{lict to see how much ths resident consumed, nor
It the fidded drinks to see if the resident drank
“anything. Continued observation revealed the |
| staft member carried the tray into the half, pla&ed
lt on the ray cart and walked away.

i Rewew of the clinical record revealed the facility
. admitted Resident #12 on 04/18/14 with
- diagnioses which included Hypertension, |
| Hyperlipideria, and Anemia, Continued review
revaaled the: rasident was admitted for '
| rehabilitation after undergoing back surgery with a:
rasuitant functional decline.
Intervupw with State Registered Nurse Aide .
(SRNA) #15, on 04/22/14 at 1:48 PM, revealed |
i she was not assighed to care for Resident #12
that day, but was assisting o pick up meal trays.
| She stated the SRNAs were to document meal
; consurmption for each resident at every meal.
' She further stated i the SRNA who picked up the |
| tray did not document the resident's intake, they |

“should tell the SRNA assigned to the resident g |

[ they could document it Continued interviaw i
. revaalad she did not observe Resident :

13#12's tray for consumption of food or fluids for the |

; noon meal and had no idea how mich or how

¢ litile the resident ate or drank.

[
“Interview with SRNA #2, on 04/22/14 at 1:55 P,
| revealed she was assigned fo care for Resident |

F 327! The Director of Nursing re- ;

| inserviced the 3 Unit Coordinators,

- Assistant Director of Nursing, and

* Evening/Weekend Supervisor
. regarding the Hydration Protocols ;
including the Guidelines for
docurnenting Meal Consumption as !
well as the added Fluid Intake ,
Addendum and the necessity of &
water at bedside as appropriate on.
May 23, 2014. Direct care staff
(Registered Nurses, Licensed
Practical Nurses, and Nurse Aides)
will be re-inserviced on the
community’s policies relating to the
Hydration Protocols including the
Guidelines for Percentage of Meal as |
~ well as the added Fluid Intake

| Addendum and the necessity of

[ water at bedside as appropriate by
June 6, 2014.

The Registered Dietician has re-

inserviced the Certified Dietary ;
Manager and the Kitchen Manager |
on the community’s Hydration |
Protocol including completing the |
Beverage Preferences interview
within 72 hours of admission,
readmission and quarterly on April |
24,2004, ‘
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F 327 Continued From page 14 F 327,

- #12 that day. She stated the aides were to ,

!doa,ument meal intake for every meal, but did not !
. gocument how much fivid was consumed.

| Continued inferview revealed eviry resident

: should have a water pitcher. She further stated”
i she thought she saw one in Resident #12's room
i earlier in the day, but she did not know what
' happened fo it

j
_Interview with Licensed Practical Nurse (LPN) #3,

. on D4/22/14 at 2:00 PM, reveaied she did not
, know Resident #12 did not have a water pitcher,
! Bhe stated it could have been in the kitchen for
. washing. She further stated the resident should
I'have a Styrofeam cup for water if that was the
3 case, Further interview revealed fluids were
' provided through the distary department based
! on the recommended daity fluid reguirerments for
“each resident. She stated the SRNAs were not
| responsible for counting or documenting the
. amount of fivids consumed, but should Izt the
' nurse inow if @ resident was not drinking.
. Review of the medical record with LPN #3
 revealed the Admission Nursing Evaluation was
i completad, with "no” recordad undar the section
frelated to food allergies. Continued review
i revealed no documented evidence the resident
Hinformed the facility of being factose infoiarant.
Interview with the Administrator, on 04/23/14 at
| 4:10 PM, revealed there was not a facility process
- for recording fluid consumption unless it was
i ordered tw the ;Jhysa: an,

|

[nterwew with the Director of Nursing (DON), an
i 04/25/14 a1 3:00 PM, revealed the dietary

| department assassed each resident's daily fand
| needs and provided that amount on the meal .
! trays. She stated the facility did not document the |

. The 3 Unit Coordinators, and

" Evening/ Weekend Supervisor will

review all fluid intake entered into

the electronie tool daily on an

. ongoing basis to verify adequate
fluid intake and initiate the nursing
assessment/intervention as needed.
The 3 Unit Managers will andit all

- Admissions and Readmissions to
verify that beverage and mea)
preferences are noted for six weeks
and quarterly thereafier. The 3 Unit
Coordinator, Director of Nursing,
Assistant Director of Nursing, and
Evening/Weekend Supervisors will
audit during daily rounds to verify

.+ that water pitchers are present and ,
that fresh water is provided shiftly on

i the Environmental Rounds Checklist

. (see attached). The results of all

: audits and the Environmental

' Rounds will be forwarded to the

Quality Assurance Committee

(Medical Director, Director of

~ Nursing, Administrator, Quality

- Assurance Coordinator, and
Pharmacy Consultant) for review to
mairntain compliance.

i

i

Completion Date: June 6, 2014
i

H
H
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. amount of fluid consumptior. She further stated |
. water should be passed every shift, although it

‘ was not a formal policy. Continued interview

: revealed when water pitchers were collectad far

‘ washing, they should be changed out with a clean
| pitcher at that time.

!

;

linterview with LN #7, on Q4/25/14 at 5:00 PM, f
| revealed when a new regident was admitted,
" nursing staff filed out the Diet Order and
! Communication ship, basad on the initial i
assessment end the Physician's orders. She '
' stated the slip was co-signed by the distary
; manager, who was to follow up with the resident
: related o dietary preferences, 8.9. likes and
'diglikes. Review of the Dist Order and
i Communication slip with LPN #7 revealed it had :
been completed relaied to the resident's diet
| order and was co-signed by the dietary manager; .
| however, there was no documented evidence an
- assessment for beverage preferences or special
| requests had been completed. Continued
s interview revealed the facility did not have a tool
for assessing hydration status. LPN#7 stated |
 the SRNAs should let the nurse know if the
' resident wasn't drinking or had decreased urine |
{ output, which could be a sign of dehydration,
- Further interview, and review of the Skilled
| Nurses Notes daily flow sheet, revealed other .
| Indicators of a resident's hydration status, e.g. an |
" assessment of skin turgor (elasticity) and i
| moistness of the mucous membranes, were not |
lnctuded as part of the daiy nursing assessment, |
| (Persons with poor hydration may exhibit poor |
¢ gkin turgor and dry mucous membranes.) LPN
| #7 stated she probabiy would not assess &
i resident's skin turgor unless she was alerted of g
 possible problem by another means. ]

i
H

j

¢ :
: i

]
H
H
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t An atternpt to interview the dietary manager, who ? j s
i had 1eft the facility for the day, was unsuccessfyl, E
" The dietary manager couid not be reached by ;
! phone. s i
F 514 483 75{[}{1) RES i F514€I : ‘o :
1t is the policy of Richmond :
=D RECDRDS“CDMPLEET&:«ACCURATE!ACCESS!B ; . - :
% : | Rehabilitation and Health Centerto

LE
; The Facility must maintaio clinical records on each |
 resident in accordance with accepted professional’
E standards and practices that are complate;

_ accurately documented; readily access:ble and
systema’ucal y orgamzed
i
The clinical record must contain sufficient '
information to identify the resident; a record of the |

i resident's assessments; the plan of care and ;
- servioes provided. the results of any :
 preadmission screening conducted by the State; |
cand progress notes. :

| This REQUIREMENT s not met as evidenced |
: by: i
! Based on record review and interview, it was f
| determined the facility failed o maintain comp late |
- &hd accurately documented dinical records In ;
| accordance with accepted prefessional standards |
j and practices for one {1) of twelve (12} sampled |
' residents and one unsampled resident. Review
! of the Medlication Administration Records (MARs}
: for Resident #7 and Resident E revealed thay
 were incompletaly documented, -;

; The findings include: ;

maintain clinical records on each

. professional standards and practi
{ that are complete; accurately

systematically organized.

On 4/25/14, the Unit Manager
- notified the physician regarding
' missing documentation of
medications for resident #7 and

! Managers will audit current

resident in accordance with accepted

documented; readily accessible; and

resident E with no new orders noted.

ces

The Assistant Director of Nursing, |
Quality Assurance Nurse, and Unit

| Medication Administration Records |
- (MARS) for all residents and the '

 results will be forwarded to the

| Medical Director for review by May

P 23,2014,

i
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" Review of the facility's policy titled "Charting and
- Documentation”, revised April 2007, revealed all
| services provided to the resident were o be i
decumented in the resident's medical record, i
. Continued review revealed services provided i
lincluded all medications administered, and must |
| be documentad.

! Review of the facil lity's policy titled !

¢ "Documentation of Medication Administration®
- revised Aprit 2007, revealed the Racility was to
mamtalrs a medication administration recod to

| document all medications admiristersed.
Cent!nued review reveated minimum
documentatxon requirements included the date

| and time of administration, a reason why if any :
i medication was withheld, not adrministered, or {
- refused by the resident, and a signature and title
of the person administering the medication.

; 1. Review of the medical record revealed

' Resident #7 was admitied by the facifity on

1 03/26/14 with diagnoses which includad

: Deprassion, Anxiety, and Hypertension.

- Continued review revealed Resident #7 was

i: hospitatization and functions deeline.

! Review of the Medication Administration Record

. {MAR} for Resident ;
| #7 revealed multiple instances between 04/01/14 |
- and 04/22/14 of 2 failure to document scheduted !
" medications es being adruinistered. Continued |

i the medications may not have been administersd. |
| Missing documentation included the following ‘
. medications: two (2) Synthroid 112 meg; three (3)

f Lisinopril 2.5 mg; two (2) Megestrol 40 mg; two ;

: {2) Symbicort inhalers; four (4) Mefoprolol 25 mg; | :

| admitted to the Facility for rehabilitation aftera |

| review revealed no documented evidence wity l :
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: DEFICIENCY;
'i E -
F 814 Continued From paga 17 F 514 The 3 Unit Coordinators and

Assistant Director of Nursing were |

re-inserviced regarding the |

' community’s policies relating o

. Charting and Documentation

. including compiete documentation

| onthe MAR by the Director of

. Nursing on April 28, 2014.
Remaining nursing staff ?

{Weekend/Evening Supervisor,

: Registered Nurses, Licensed ‘

| Practical Nurses, and Certified

| Medication Aides) will be re- '

i inserviced on the commumity’s

policies relating to Charting and

Documentation including complete

¢ documentation on the MAR by the

| Assistant Direcior of Nursing and/or

| the Director of Nursing and/or the

Quality Assurance nurse and/or the

i Unit Manager by June 6, 2014.

MARS will be audited to verify 5
documentation is complete each shift |
as part of change of shift by the i
oncoming nurse for six months. The
Unit Managers and/or ‘5
Evening/Weekend Supervisor will |
audit six MARS daily for six weeks |
and then monthly for three months
for compliance by the Quality
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. four (4) Zofran 4 mg; one (1) Protonix 40 mg; five
' {5) Probiotic capsules; and eight (8) Multiple
i 'v‘tamms |

2 Review of the Admission Face Shest revealed
: the facility admitted Resident £ on 03/18/14 with |
dlagntmes which included Debility, End Stage
| Renal Disease, Anemia, Diabetes, Hyperension,

t Anxiety and Depression.

| Review of the MAR for Unsampled Resident E |
i revealed the following medication doses were not |
documer;ted as being given: four (4) Norvasc §
mg two (2) aspirin 81 mg; and two (2)
| Nephrovite. Continued review revealed no
documented evidence the doses were held by the
i nurse far any reason, or refused by the resident. ?
| :
. Interview with Licensed Practical Nurse (LPN) #3, |
L on 04/25/14 &t 1:20 P, revealed when the MARS
| were not documented mmp!ateiy and acourataly, |
; there was the potential schaduled medications .!
were not given, with a resultant increased risk fo |
| the resident far heaith stalus changes. |

I Interview with the Director of Nursing, on
: 0472514 =t 3:00 PM, revesled nurses were i
' supposed to check their MARS at the end of ¢ach
, Shift to ensure all medications bad been given
and documented, She acknowiedged, based on
| the examples cited, these checks had not been
j effective. She stated more education and
audatmg was indicated to correct the deficiency.

Ha SUMMARY STATEMENT OF DEFICIENCIES SR PROVIGER'S PLAN OF CORRECTION Lope)
PREFD | {EAGH DEFICIENCY MUST BE PRECEDED B FULL i PREFIX {(EACH CORREGTIVE ACTION SHOULD BE ; COMPLETION
TAG REGULATORY QR LSC IIENTIFYING INFORMATION; R /Y- R CROSS-REFERENCED TO THE APPROPRIATE | DATE
: ! DEFICIENCY)
{ i : ?
F 514, Continued From page 18 F&14]  Assurance Nurse and the Assistant |

Director of Nursing., These audits
will be forwarded to the Quality |
o Assurance Committee {Medical

| Director, Director of Nursing,

. Administrator, Quality Assurance
Coordinator, and Pharmacy
Consultant) for review, |

i Completion Date: June 6, 2014
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