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4. The audit tool, dated 08/18/15, ulilized to audit :
previous thirty (30) days facility new admissions
was reviewed. New admissions were audited for
compliance with admission process including:
Physician notification, review of New Admission
Physician’s Orders with Physician and ensuring
professional standards were followed. Areas of
concern identified with the audit were
decumentation in relation to missing dates and
times on the Nursing Admission Assessmertt on

“four (4) residents. Review of the education

" provided ta staff revealed policy and procedures

 related to accuracy of the admission process and

 documentation was provided. Review of the staff

' sign in sheets revealed instruction was provided

- beginning 08/15/15 with review of policy and _

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

 education was provided to staff related lo the ’

! policy and procedure.

Interview with the DON, on 08/02/15 at 5:20 PM,
revealed she iniiated education to the nursing
staff immediately on 08/15/15. Per the DON, the |
Regional Nurse provided comprehensive 5
education to the management staff on 08/28/15.
: Further interview revealed, after receiving the _
- comprehensive education, the management staft
were responsible for providing the comprehensive :
! education to the facility's nursing staff,

| 5. Review of the audit of each resident’s medical

‘ record to include: Advance Diractive, Physician's
Orders, Assessments, Muitidisciplinary Notes and :

- Care Plans was compieted by 08/26/15.

- Interview with the DON, on 09/02/15 at 5:20 PM,
i revealed she and other management staff _
. audited each resident's medical record to ensure |
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compliance with quality of care delivery.

. Nurse to alt management staff with the sign in

: sheet dated 08/28/15 and signed by the Regional

: Nurse revealed the education provided inctuded:

! Cardiopulmoenary Resuscitation, Advance

| Directives, Physician Visits and Medical Orders,

: Admission Criteria, Care Planning -

 Interdiscipfinary Team, Resident Rights, Quality of
Care, Professional Standards, and QA.

L 09/02/15 at 5:20 PM, revealed he provided
comprehensive education to management staff
related to the facility's policies and proceduras
stated above. Continued interview reveated the
facility revised the CPR poticy to include
mandatory hands on skills certification for staff.

- 7. Review of education provided to all nursing
staff to include: Cardiepuimonary Resuscitation,

Orders, Admission Criteria, Care Planning -

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

part-time clinical staff related to mandatory

i education prior to working. Continced review of
| sign-in sheets revealed education for part-time

. chinical staff, nonicensed staff and non-nursing
staff continued per AOC. Review of New
Orientation Agenda for clinical staff, revealed
education would be provided with orientation
pracess. Review of audit tool utilized for

6. Review of education provided by the Regional '

: Interview with the Regional Nurse Consultant, on

Advance Directives, Physician Visits and Medical |

interdisciplinary Team, Resident Rights, Quality of

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

validation of CPR certification with hands on skills
component revealed staff had obtained education

F 514;
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with hands on skill compenent.

' Interview, on 09/01/45 at 10:20 AM with SRNA

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

 SRNA#4; at 10:50 AM with SRNA#2; and, at
¢ 11:00 AM with SRNA #6 revealed they had all
: been provided education related to

Cardiopuimonary Resuscitation, Resident Righis, |,
Quality of Care and Professional Siandards

i between 08/15/15 and 08/28/15 in a verbal
! lecture setting allowing for question and answers.

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

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

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

517 PM with RN #3; and, Unit Manager #1 at
: 4:29 PM, revealed they had all been provided
¢ education related to Cardioputmonary

Resuscitation, Advance Directives, Physician
Visits and Medical Ocders, Admission Criteria,
Care Planning, Resident Rights, Professional

Standards, and Quality of Care in a verbal leciure
: setting allowing for question and answers.

' 8. Review of the education provided to all

licensed staff related to the admission potlicy and

_procedure revealed the education was initiated on
: 08/21/15 and completed on 08/28/15 after

: additional education was provided by the

" Regional Nurse Consultant,

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

. revealed she had Inftiated staff education on
1 08/21/15. After raceiving comprehensive
! education provided by the Regional Nurse

Consultant on 08/26/15, the management {eam
re-educated staff with the completion date for
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full-time clinical staff to be 08/28/15.

9. Review of the education provided to all
Physicians with privileges to included; clarification
of the process for notifying the Physician of new
admits and ohtaining orders, and the interim Care

reveaied there was follow up letters sent to each
_Physician refated to the educations provided.

10, Review of the Audit of personnel files for

{ CPR cerfification revealed the Audit was

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

: audit revealad seventeen (17) staff without the

: hands on skill component for CPR certification.

- 1. Review of the Audit of personnel files for

: CPR certifications revealed sixteen (16} of the

- seventeen (17) identified staff without hands on
- skill component CPR cerlifications had obtained

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

- revealed she was a Certified American Heart
CPR Instructor. Further interview revealed, she
had conducsted four (4) CPR classes for staff that
inchuded the bands on skills component. Per
interview, one staff still remained out of
compliance with the CPR certification hands on
component and would not be allowed o work untit
appropriate cerlification was obtained.

12. Review of the Daily New Admission Log,

: Orders, Interim Care Plan, Advance Directive,
‘ and Resident Rights beginning 08/25H16.

Plan and Professional Slandards. Further review, -

- vertifications with the hands on skills component.

; reveated new admissions were reviewad daily for
¢ compliance with Physician Notification, Physician
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 Interview with the DON on 09/02/16 a1 5:20 PM,
* revealed areas of concern were identified when

the audits were initiated on 08/25/15; however,
after staff received education, data collected had
¢ gmproved. Further interview revealed any issues
identified would be immediately corrected with
data reviewed with the QA committee weekly for
four {4) weeks, then monthly with the results of
: the collected data to determine the need for
| additional education or the revision of the plan.

13. Review of documentation monitoring care
. delivery as outtined per the resident's care plan,
! revealed five (5) resident care pians per day per
" unit were reviewed by management staff
beginning 08/25/15.

! interview with the DON, on 00/02/15 at 5:20 PM,
| revealed management staff had audited resident
care plans daily. Further interview revealed five
- {8} care plans were audited on sach unit dally :
[ gince 08/25/15. ‘

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

interview, on 08/20/15 at 5:50 PM with RN £1 and

&t 6:12 PM with LPN #1; an 09/01/15 at 11:15 AM .

| with LPN #12; at 11:25 AM with LPN #3; at 416 :
PM with LPN #11: at 4:30 PM with LPN #2; at

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

| 5:17 PM with RN #3; and, Unit Manager #1 at

* 4:20 PM, revealed they had all been provided
education related to Cardiopulmonary

. Resuscitation and Advance Directives with Mock

| Codes conducted on different shifts.

15. Review of documentation of CPR certification
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racking revealed the date the certification was
biained and verification the certification
ontained a hands on skills component.

nterview with the DON, on 08/02/15 at 5:20 PM,
avealed the facility had previously been tracking
PR expiration dates; however, the facility added
erification of a hands on skills component fo

. their tracking data to ensure comphance.

6. Review of the documentation of a catendar,
igned by the Regicnal Nurse and Regional Vice
- President of Operations revealed the Regional

. Vice President of Operations was on site

S 08/21/15 and 08/28/25. Further review revealed,
: the Regional Nurse was on site daily from

: 08/16/15 to 09/02/15 with the exception of
L0875,

" Interview with the Regional Nurse, on 09/02/15 at :
520 PM, revealed he had been in the facility
each day with the exception of 08/17/15.

Interview with the Administrator on 09/01/16 at
8:20 PM, revealed the Regional Nurse had been
on site daily since 08/16/15 with the exception of
08/17/15. Interview with Unit Manager #1, on

0901715 at 4:29 PM, revealed the Regional

- Nurse had been on site "seemed ike” daily for

| over two {2) weeks,

7. Beview of documentation of & calendar,

igned by the Regional Nurse and Regionat Vice

| President of Operations reveated on site

. Administrative oversight was performed by the

: Ragional Vice President of Operations on

T 08/21/15 and 08/28/15. Further review revealed, :
on site Administrative oversight was performed by |
the Regional Nurse on each day from 08/16/15 to |
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09/02115, with the exception of 08/17/15. :

Interview with the Regional Nurse, on 09/02/15 at
5:20 PM, revealed he had been on sie at the
facility daily since 08/16/15 with the exception of
UB/I17H5.

Interview wiih the Administrator on 09/01/15 at
5:20 PM, revealed the Regional Nurse had been
on site daily since 08/16/15 with the exception of
0871715, Interview with Unit Manager #1, on
09/01/15 at 4:29 PM, revealed the Regional
MNurse had heen on site "seemed like" daily for
over two (2) weeks.

18, Review of the QA sign in sheets revealed,
meetings were conducted on 08/21/15, 08/26/15,
and 08/28/15 with the areas of concamn
discussed. The Medical Director was in
attendance on 08/26/15.

Injerview with the Administrator, on 09/03/15 at
11:45 AM, revealed the data obtained from the
audits performed, revealed areas of cancern
related to the Mock codes which were initially
performed. Conlinued interview revealed, the

- data was analyzed and it was determined

additional education was nesded. Further

 interview revealed the additionat education was

" provided with positive data resulting from onoomg

- Mock coades and audils. :
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