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{Y1)} Provider/Supplier / CLIA/ (Y2) Multiple Construction | {Y3) Date of Ravislt
Identification Number A. Building
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MORGANFIELD, KY 42437
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DEFICIENCY} |

Submission of this plan of
correction is not a legal admission
that a deficiency exists or that this

F 000 | INITIAL COMMENTS F 000

A Recertiflcation Survey was conducted on

10/06/15 through 10/09/15 with deficient practice statement of deficiency was
identified at the highest Scope and Severity of an correctly cited, and is also not to be
"E" construed as an admission of

F 155 | 483.10(b)(4) RIGHT TO REFUSE; FORMULATE F 155

interest against the facility, the

Administrator or any employees,

The resident has the right to refuse treatment, to agents, or other individuals who

refuse to participata in experimental research, draft or may be discussed in the

and to formulate an advance directive as 0 .

| specified in paragraph (8) of this section, response of th.l.s P lan of Co{re?tmn
does not constitute an admission or

§5=p | ADVANCE DIRECTIVES

The facility must comply with the requirements agreement of any kind by the

l specified in subpart | of part 489 of thig chapter facility of the truth of any facts |
related to maintaining writtan policies and
procedures regarding advance directives, These alleged 218 S.ee the correctness of
requirements include provisions to inform and any allegations by the survey

| Provide written information to ali adult residents agency. Accordingly, the facility
concerning the right to accept or refuse medical has prepared and submitted this |
or surgical treatment and, at the individual's i pl £ . . th
oplion, formulate an advance directive. This pian of correction prior to =
includes a written description of the facility's resolution of any appeal which may
policies to implement advance directives and be filed sole]y because of the

applicable State law. requirements under state and

federal law that mandate
| submission of a plan of correction
within the (10) days of the survey
as a condition to participate in Title
18 and Title 19 programs. The
This REQUIREMENT is not met as evidenced submission of the plan of
tg- 4 on Interview, record review, and review of ] correction within this time frame
th: sf:cil;;"snpo?cslp};ec:?!urf; wa'sadnaters:iiedo Shou_l dinno way be construeq or

‘ considered as an agreement with

the facility failed to ensure advancs directives g .
the allegations of noncompliance or

wera implemented for ane (1) resident, in the
6) A
/// 54; }

Vi =+ 74 ; . '
icy stajement ending with an asterisk (%) denotes a daficiancy which the institution may be excuaed from correciing providing it Ia determinad that
other safeguardsbrovide sufficlent protection to tha pafiants, (See instructions.) Excapt for nursing homea, the findings statad above ana disclasable 0o daya
following the data of survay whether or not a plan of comection is provided, For nursing homas, the abova findings and plans of cerrection are disclosable 14
days following the dais these documants ars mada avallable 1o the facliity. If deficiencies are cited, an appraved plan of correction Is requisite to continued
program participation,

"\ ., TIE
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F 155! Continued From page 1

selected sample of fifteen {15} residents
{Resident #14). The facility admitted Resident
#14 with advance diractives which revealed a
desire to be provided cardiapulmonary
resuscitation (CPR). The resident was found
unresponsive on 09/21/15 and the facility staff
failed to implement CPR in accardance with the
facility's policy/procedure. Additionally, during
routine personnel racord reviews, it was
determined one hundred percent {100%) of the
licensed staff in the facility were not current in
CPR certification.

The findings Include;

Review of the facility's policy/procedurs,
"Cardiopulmonary Resuscitation (CPR)", dated
02117115, revealed it is the policy of this facility to
adhere to residents’ rights to formulate advance
directives. In accordance to these rights, this
facility wilt implement guidelines regarding
cardiopulmonary resuscitation. Review of the
guidelines ravealed the following
1. The facility will follow current American Heart
Association (AHA) guidelines regarding CPR.
2. If a resident experiences a cardiac amrest,
facility staff will provide basic life support,
including CPR, prior to the arrivaf of emergency
medical services, and;

8. In accordance with the resident's advance
directives, or

b. In the absence of advance directives or a
Do Not Resuscitate order; and

¢. Ifthe resident does not show obvlous signs
of clinical death {e.g., riger mortis, dependent

admission by the facility. This plan
of correction constitutes a written
allegation of submission of
substantial compliance with
Federal Medicare Requirements.

F 155

F 155 RIGHT TO REFUSE;
FORMULATE ADVANCE
DIRECTIVES

1) The resident identified as
resident # 14 expired on 9/21/15
at the facility.

2) A review of all current
residents’ advanced directives
were reviewed by the Director of
Nursing on October 8, 2015 to
determine if all current resident’s
code status was identified and a
physician’s order present if the
advanced directive was for a “Do
Not Resuscitate’. There were no
concerns identified. In addition a
comprehensive care plan was
initiated for all current residents
regarding code status. This was
completed by Social Service
Director on October 9, 2015. On
10/26/15 the Director of Nursing

lividity, completed an audit on all current
decapitation, transection, or residents for code status and care
decomposition). plan. No issues found. All new
3. CPR certified staff will be available at all times.
FORM CMS-2587(02-89) Pravious Versions Obsalste Event 10: 028G 11 Faclity (D: 100400 i continuation shest Page 2 of 23
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F 155 | Continued From page 2

4. Staff will maintain current CPR certification for
healthcare providers through a CPR provider who
evaluates proper technique through in-person
demenstratlon of skills. CPR certification which
includes an online knowledge component, yet
stilt requires in-persan skills demonstrations to
abtain certification or recertification, is also
acceptable.

The facility admitted Resident #14 on 08/01/15
with diagnoses 1o include Colon Cancer,
Abdominal Pain, and Chronic Alrway Obstruction.
Review of the Advanced Directives were signed
by the resident's Pawer of Attornay {POA} on
08/01/15, Indicating the desire for the resident to
be provided CPR in the avent the resident's
breathing and/or heart function has ceased, The
CPR section was checked and revealed *| am
expressing a desire {o have Cardiopulmonary
Resuscitation to be done in the event of cardiac
arrest. | understand that in the event of an
observed or unobserved cardiac arrest, CPR will
be initiated by staff and emergency personnel will
be called”.

Review of a Nurse's Note, dated 09/21/15 at 4.47
PM, revealed documentation by Registered
Nurse (RN) #2 to "see discharge disposition"”,
Review of the Discharge Dispasition form, dated
09/21/15 at 2:00 PM, revealed documentation by
RN #2 which stated, "Resident expired at
approximately 2:00 PM. No vital signs present.
Verified by two {2) RNs. Chest compressions
were given until rust colored contents expelied
from his/her mouth, and the resident's spouse
was in the room crying, saying stop | want to see
my husband".

Review of the Provisionai Report of Death, dated

admits will be reviewed and care
plan will be initiated upon
admission by SSD and will be
reviewed quarterly and as needed
with any change in condition by
Interdisciplinary Team to ensure
that they are consistent with the
resident’s documented choices
and goals. The Interdisciplinary
Team will consist of at least
DON, MDS,and SSD.

3) The facility has implemented
the following system: On
admission the code status of the
resident will be reviewed with the
resident and or their responsible
party to determine desired code
status, At that time the
appropriate paperwork will be
completed if the resident or their
responsible party wished to be a
Do Not Resuscitate. A care plan
will be initiated and the physician
contacted if there is a need for a
Do Not Resuscitate order. The
Admission team consisting of the
Social Services Director and
Business Office Manager were
educated on this process by the
Administrator and a competency
test completed on October 8,
2015. On October 8, 2015 the

F 155
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F 155 | Continued From page 3

09/21/15 at 2:00 PM, revealed the signature of
the POA indicating authorization was granted to
release the remains to the funeral home,

Interview with RN #2, on 10/08/15 at 3:20 PM,
revealed,on 09/21/15, she was summoned to
Resident #14's room. RN #2 revesled she
observed the resident in the bathroom, sitting
upright on the commode with hisfher face, arms,
and legs "blotchy” in color and skin ool to touch.
The resident was moved to histher bed and
histher legs were hard to straighten out and Jay
flat. RN #2 could not recall how she krnew the
resident was a full code, but "Just knew" and
started chest compressions. She revealad she
stopped compressions when "stuff* came out of
the resident's mouth. RN #2 stated she was
unsure when not to initiate CPR, when a resident
was a {ull code. She stated the facility had a
procedure, but she would have to raview it to
know when not to Initiate CPR, when CPR can be
stopped, or if she was supposed to call 811. RN
#2 revealed she was not cutrent in CPR
certification.

Intervlew with RN #1, on 10/08/15 at 4:25 PM,
revealed, on 09/21/15, a Certified Nurse Aide
(CNA) ran out of Resident #14's room saying a
nurse was needed immediately. RN #1 entered
Resldant #14's room and observed the resident in
the bathroom on the commode unresponsive,
grey in color, and skin cool to touch. No puise
was present and there was no chest rise
Indicating breathing. The resident was moved to
the bed and RN #2 started chest compressions,
but RN #1 did not Initiate any breaths, They
stopped CPR because Resident #14's spouse
was behind the privacy curtain, stating to stop
CPR, he/she was gone. RN #1 stated the spouse

Administrator re-educated the
Interdisciplinary team consisting
the Director of Nursing, MDS
Nurse, Social

Services Director, Activity
Director, Dietary Services
Manager, on the requirement to
develop plan of care to meet the
resident’s needs to include
medical condition, psychosocial
needs, diagnosis and medications,
On October 8, 2015, the Regional
Quality Manager educated the
Director of Nursing on the
requirement of a nurse to
immediately begin CPR if the
resident has designated to have
CPR initiated per the 2010
American Heart Association
healthcare setting guidelines for
CPR. The Director of Nursing
will educate all licensed staff on
the requirement of a nurse to
immediately begin CPR if the
resident has designated to have
CPR initiated per the 2010
American Heart Association
healthcare setting guidelines for
CPR. All licensed staff were
certified by AHA on 10/9/15, On
October 8 and October 9, 2015
the Human Resources Manager

F 155
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was not the resident's POA. RN #1 revealed no
one asked for the crash cart, and did not know
what was on the crash can, and was unsure if
811 was called. She stated if she had known the
resident was a full code, she would not have
stopped.,

Interview with CNA #2, on 10/08/15 at 8:50 AM,
revealed, on 09/21/15, she was obtaining
residents’ welghts and when she knocked an
Resident #14's room, hisfher spouse stated
he/she was looking for Resident #14. CNA#2
stated she locked in the bathroom and saw
Resident #14 leaned back, sitting on the
commede with hisfher mauth open, so CNA #2
ran to a hall phone and paged for a nurse to
camme to his/har room. RN #1 came to the room
and CNA #2 toak Resident #14's spouse 1o the
other side of the room behind the privacy curtain
in an attempt to console him/her. CNA #2
revesled a code was not called and she did not
hear or see any activily that was like a code. She
revealed Resident #14's spouse did not tell the
staff who were with Resident #14 ta stop CPR,
and had only requested to see Resident #14.

Interview with CNA #3, on 10/08/15 at 8:35 AM,
revealed she was assigned to Resident #14 on
09/21/15 but did not find the resident in the
bathroom. CNA #3 revealed she assisted in
moving Resident #14 back to the bed. She stated
the resldent's skin was white, and no one initiated
a code or did CPR. She did not recall anyone
discussing a code status, CNA #3 revealed sha
last saw Resident #14 about 1:00 PM and stated
hefshe did not need anything at that time.

Interview with RN #3, on 10/09/15 at 10:40 AM,
revealed when she arrived to Resident #14's

licensed staff to determine if their
CPR status was current. A file
will be maintained by HR to
ensure CPR certification is
current at all times for licensed
staff. Weekly audits of all
licensed staff will be preformed
by HR and reminder will be sent
to the licensed nurse by HR 60
days prior to the expiration of the
CPR certification. All staff will
be offered the CPR certification
class. Audit on 10/12/15 by
Director of Nursing on
current/active nurses to validate
CPR certification and no issues
found.

4) Monitoring of the plan of
correction will be performed by
the following: The Director of
Nursing or Assistant Director of
Nursing will audit all admissions
weekly to assure that code status
has been identified and a care
plan initiated. The DON will
conduct mock code drills weekly
one each shift for four (4) weeks
followed by weekly drills for
eight (8) weeks. All monitoring
will be reviewed monthly for (3)
months by the Quality Assurance

04y 1D SUMMARY STATEMENT OF DEFICIENCIES (1] PROVIDER'S PLAN OF CORRECTION s
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
audited personnel records of al
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F 185 | Continued From page 5 F 155 Committee for further

room, he/she was already on the bed and was
"stiff and white” and staff were performing post
mortem care. Someonse asked her to phone the
resident's physician and daughter. She notified
the physician and reparted the resident had
expired. RN #3 was unawars If 911 was called
and did not discuss the code status of Resident
#14 with anyone.

Interview with the Directar of Nursing (DON), on
10/08/15 at 2:45 PM, revealed, on 09/21/15, she
was out of the facility and when she returned, she
was notified Resident #14 was deceased. She
stated staff Inltiated CPR and his/her spouse
requested the staff stop CPR; however, thera was
no decumentation to verify this Information. She
revealed she looked into it and RN #2 performed
chest compressions and stopped when the
spouse requasted, but she would have expected
RN #2 to continue CPR. Additionally, she
revealed if a resident was determined to be Full
Code status, it should be in the resident's record.
She stated staff were to call a Code, get the
crash cart, initiate CPR, cail 911, and continue
until EMS arrived, or until the physician or the
POA said to stop CPR.

Additional inlerview with the DON, on 10/09/15 at
11:40 AM, revealed the facility was responsible to
ensure staff keep his or her CPR certification
current. A previous employee was contracted 1o
provide CPR recertification when the facility staff
required it. She was unable to provide verification
that one hundred percent {100%) of the licensed
staff were current in CPR certification.

F 281 ( 483.20(k)(3)(l) SERVICES PROVIDED MEET
$5=0 | PROFESSIONAL STANDARDS

recommendations if needed until
substantial compliance is
achieved. If at any time concerns
are identified, a Quality
Assurance Committee meeting
will be convened to make further
recommendations. The Quality
Assurance Committee will consist
of at a minimum, the
Administrator, Director of
Nursing, the Assistant Director of
Nursing, the MDS nurse, Social
Services Director and Medical
Director attending at least
quarterly. Failure to comply
with any of the above will resuit
in individual re-training and as
appropriate, disciplinary action.
S) Completion date is 11/22/15

F 281 SERVICES PROVIDED
MEET PROFESSIONAL
STANDARDS

1) The resident identified as
resident # 14 expired at facility
on 9/21/15. Registered Nurse

r281] (RN #1) was re-educated by the

Director of Nursing on October
7, 2015 to the professional

]
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The services provided or arranged by the facillty
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and review of the facility's policy/procedure, it was
determined the facility failed to ensurs the
services provided by the facility meet professional
standards for two (2) residents, in the selected
sample of fifteen (15) residents (Residents #11
and #14). Resident #11 was administered a
medication that was inappropriately crushed
during a medication pass on 10/07/15. Resident
#14, who had Advanced Directives, which
indicated the desire to be provided
Cardiopulmonary Resuscitation (CPR),
experienced a cardiac event and the staff failed to
provide CPR as per the facility’s policy.

The findings include:

1. Review of the facility's policy/procedure,
"Cardiopulmonary Resuscitation {CPR)", dated
02/17715, revealed it is the policy of this facility to
adnere to residents' rights to formulate advance
directives. In accordance to thesa rights, this
facility will Implement guidelines regarding
cardiopulmonary resuscitation, Review of the
guidelinas revealed the following
1. The facility will follow current American Heart
Association (AHA) guidelines regarding CPR.
2. If a resident experfences a cardiac arrest,
facility staff will provide basie life support,
including CPR, prior to the arrival of emergency
medical services, and:

a. in accordance with the resident's advance
directives, or

Facility’s Medication
Administration policy/procedure
to refer to the “Medications Not
To Be Crushed List” and review
the medication card to reveal a
“do not crush” 1abel on the card.
2) On 10/7/15, the MD for
resident #11 gave a verbal order
to change medication to a
crushable medication. Resident
#11 did not experience any
negative outcomes. On October 7,
2015 a list of Do Not Crush
medications was placed on each
med cart and a copy at each
nurse’s station as reference. All
licensed staff will be re-educated
on the “Do not Crush” list and
the medications are administered
as prescribed in accordance with
manufacturer’s specifications,
good nursing principles and
practices by 11/22/15.

3) A 100% audit of all “Do Not
Crush” medications will be
completed by 11/22/15 by the
Director of Nursing, the Assistant
Director of Nursing, the MDS
nurse and the Unit manager. All
new admissions will be reviewed
by the Director of Nursing,
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b. In the absenca of advance directives or a
Do Not Resuscilate order; and
¢ If the resident does not show obvious signs
of clinical death (e.g., rigor mortis, dependent
lividity,
decapitation, transection, or
decomposition).
3. CPR cartified staff will be available at all times.
4. Staff will maintain current CPR certification for
healthcare providers through a CPR provider who
evaluates proper technique through in-person
demonstration of skills. CPR certification which
includes an anline knowiedge component, yet
still requires in-parson skills demonstrations to
obtain certification or recertification, is also

acceptable.

Record review revealed the facllity admitted
Resldent #14 on 08/01/15 with diagnoses to
include Calon Cancer, Abdominal Pain, and
Chronic Airway Obstruction. Review of the
Advanced Direclives revealed the resident was to
be a Full Code status.

Review of a Nurse's Note, dated 05/21/15 at 2:00
PM, revealad Resident #14 was found by staff
unresponsive. Chest compressions were initiated,
then stopped, because, according to the nurse
performing the chest compressions, stomach
contents were expelled from the resident's mouth,
and the resident's spouse (also the roommate but
nol the POA), asked the nurse to stop CPR. The
nurse performing the chest compressicns was
not current on CPR certification.

Interview with the Director of Nursing {(DON), on
10/08/15 at 2:45 PM, revealed evan though she
was not present in the facility during the event on
09/21/15 with Resident #14, she had looked into
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and/or the MDS nurse weekly for
any Do Not Crush medications to
assure that the “Do Not Crush”
medication has been identified
and order states, Do Not Crush,
4) A review of all current
residents’ advanced directives
were reviewed by the Director of
Nursing on October 8, 2015 to
determine if all current residents’
code status was identified and a
physician’s order present if the
advanced directive was for a “Do
Not Resuscitate”. There were no
concerns identified. Im addition a
comprehensive care plan was
initiated for all current residents
regarding code status. This was
completed by Social Service
Director on October 9, 2015. On
October 26, 2015 the Director of
Nursing observed Medication
Administration and noted that
medications including those
indicated with label “do not
crush” were administrated per
order with no concerns
identified. The facility has
implemented the following
system: On admission the code
status of the resident will be
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the event, and delermined the resident was
deceased, She stated staff had Initiated chest
compresslons, then stopped per the spouse's
request; however, there was no documentation to
varify all the details.

2. Review of the facility's policy/procedure,
"Madication Administration General Guldelines"
Section 7.1, dated 2007, ravealed medications
are administered as prescribed in accordance
with manufacturers’ specifications, good nursing
principles and practices. Ifitis safe to do 50,
medication tablets may be crushed or capsules
emptied oul when a resident has difficuity
swallowing or is tube fed, using the following
guidelines with a specific order from prescriber,
The need for crushing medication Is indicated on
the resident's orders and the Medication
Administration Record (MAR) so that al
personnel administrating medications are aware
of this need and the consultant pharmacist can
advise on safety and alternatives, If appropriate
during Medication Regimen Reviews. Long
acting, extended release or enteric-coated
dosage forms should generally not be crushed,
an alternative should be sought. Crush
medications if indicated for the resident anly after
referring to the Medications Not To Be Crushed
List. For products that appear on the Medications
Not To Be Crushed List, check with the
pharmacist regarding a suitable alternative, and
request a new prescriber order if appropriate.

Record Review revealed the facility admitted
Resident#11 on 09/01/15 with diagnoses to
include Dementia, Hypertension, Type |l Diabetes,
and Gastrointestinal Reflux,

Observation of a medication pass for Resident

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ms)
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F 281 { Continued From page 8 Foai| T€ iewed with the resident and or

their responsible party to
determine desired code

status. At that time the
appropriate paperwork will be
completed if the resident or their
responsible party wished to be a
“Do Not Resuscitate”, A care
plan will be initiated by the
Social Service Director and the
physician contacted if there is a
need for a “Do Not Resuscitate”
order. The Admission team
consisting of the Social Services
Director and Business Office
Manager were educated on this
process by the Administrator and
a competency test completed on
October 8, 2015. On October 9,
2015 the Administrator re-
educated the Interdisciplinary
Team consisting of the Director
of Nursing, MDS Nurse, Social
Services Director, Activity
Director, Dictary Services
Manager, on the requirement to
develop plan of care to meet the
resident’s needs to include
medical condition, psychosocial
needs, diagnosis and medications.
On October 8, 2015 the Regional
Quality Manager educated the
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F 281 | Continued From page 9 F 281 Dlret.:tor of ?“;. sing on tthe
#11, on 10/07/15 at 8:15 AM, revealed Registered requirement ol a nurse to
Nurse (RN) #1 administered Metformin (Diabetic immediately begin CPR if the
Medication) Extended Release (ER) 1000 resident has designated to have
milligrams {mg} one (1) ta::lat by mouth {pa). CPR initiated per the 2010
Further observation revealed RN #1 crushed the . . 2.
Metformin ER 1000 mg prior to administration of American Heart As s?claflon
the medication. Review of the MAR ravealed no healthcare setting guidelines for
documentation to crush the Metformin according CPR. The Director of Nursing
to t:ie p?ysi;l:a\r:'s ardel:dﬁe"v:’ew olf the h* label will re-educate all licensed staff
medication revealed a "do not crush* laba .
N el on the requlremc.ant of a nurse to
immediately begin CPR if the
Interview with RN #1, on 10/07/15 9:30 AM, resident has designated to have
revealed she was unaware of a "do not crush list Cr he 2
being avallable". She further stated she was CPR l.mtlalt; B pe:;ts .0 1.0
unaware the medication card for Metformin had American eaft st?claflon
"do not crush” on it, untit this morning. She healthcare setting guidelines for
revealed the resident's faml:y indicated they were CPR on 10/9/15. All licensed staff
crushing the resident's medication at home and ified AHA
had started crushing the medication after the was certifie 9by01 5 hox;{lo/f)/ls.
resident had problems swallowing the medication. Oun October 9, 2 the e
Resources Manager audited
'"‘F-W:e:":”ﬁh the 30?- an 10”:7‘::‘ 5 at 10:00 AM, personnel records of all licensed
revealed her expectation was for the nurses to P .
fallow the recommendation of the medications on staff to determine if thel.r CPR
the resident's medication card. She revealed if status was current. No 1ssues
the medication card stated “do not crush”, then were found. A file will be
"elf 3"";"‘3“‘;';;”3;’ to "]‘:" crush “‘eﬁ';i"zdicazc‘r’:- maintained by HR to ensure CPR
unless the medical provider was notified, and he . L
or she obtained an order to crush it. She c.ertlﬁcatu?n s current at all
revealed crushing an extended release times for licensed staff. A
medication could lead to a potential problem with reminder will be sent to the
fast interacting of the medication. It may not be licensed nurse by HR 60 days
effeclive and could lead to the resident's blood . h T f th
sugar being out of range, prior to the exl_)lratmn of the
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F3o0| CPR certification. All staff will

be offered the CPR certification
class. All licensed staff will be re-
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Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicabla physical,
mental, and psychosacial well-being, in
accordance with the comprehensive assessment
and pian of care.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and review of
the facility's polley/procedure, it was determined
the facility falled to ensure ona (1) resident, in the
selected sample of fifteen (15) residenis
{Resident #14), recelved the necessary care and
services to maintain the highest practicable
physical, mental and psychosacial well-being.
The facility admitted Resident #14 with advance
directives which revealed a desire for
Cardiopulmonary Resuscitation {CPR). The
rasident was found unresponsive on 09/21/15
and chest compressions were initiated; however,
were stopped per the resident's spouse (not the
Power of Attorney) requast, and stomach

contents were expelled from the resident's mouth.

The findings Include:

Review of the facility's policy/procedure,
"Cardiopulmonary Resuscitation (CPR)", dated
02/17/15, revealed it is the policy of this facility to
adhere to residents’ rights to formulate advance
directives. In accordance te these rights, this
facility will implement guidelines regarding
cardiopulmonary resuscitation. Review of the
guidelines ravealed the following

1. The facility will follow current American Heart

or Assist Director of Nursing to
facility’s policy/procedure for
medication administration to
provide and meet professional
standards of practice for quality
to including “do not crush” by
11/22/2015. Monitoring of the
plan of correction will be
performed by the following: The
Director of Nursing or Assistant
Director of Nursing will audit all
admission weekly to assure that
code status has been identified
and a care plan initiated. The
Director of Nursing will conduct
mock code drills weekly one each
shift for four (4) weeks followed
by weekly drills for ¢ight (8)
weeks. All monitoring will be
reviewed monthly for ( 3) months
by the Quality Assurance
Committee for further
recommendations if needed until
substantial compliance is
achieved. If at any time concerns
are identified, a Quality
Assurance Committee meeting
will be convened to make further
recommendations. The Quality
Assurance Committee will consist
of at a minimum, the
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Aassoclation (AHA) guidelines regarding CPR.
2, If a resident experlences a cardiac arrest,
facility staff will provide basic life support,
Including CPR, prior to the arrival of emergency
medlcal services, and:

a. In accordance with the resident's advance
directives, or

b. Inthe absence of advance directives or a
Do Not Resuscitate order; and

¢. If the resident does not show obvious signs
of clinical death (e.g., rigor mortis, dependent
lividity,

decapitation, transection, or

decomposition).
3. CPR certified staff will be available at all times.
4. Staff will maintain current CPR certification for
healthcare providers through a CPR provider who

evaluates proper technique through in-person
demonstration of skills. CPR certification which

Includes an onlina knowledge component, yet
otill requires in-person skills demonstrations to

obtain certification or recertification, is also

acceplable,

Record review revealed the facliity admitted
Resident #14 on 08/01/15 with diagnoses to
include Colon Cancer, Abdominal Pain, and
Chronic Airway Obstruction. Review of the
Advanced Directives revealed the resident was to
be a Full Code status.

Raview of the Advanced Directives
documentation, dated 08/01/15, revealed the
POA signed for the resident to be a full code in
the event of cardiac arrest. Review of the CPR
section revealed "I am expressing a desire to
have Cardiopulmonary Resuscitation to be done
in the event of cardiac arrest. | understand that in
the event of an observed or unobserved cardiac
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F 309 | Continued From page 11 Fagg| Administrator, Director of

Nursing, the Assistant Director of
Nursing, the MDS nurse, Social
Services Director and Medical
Director attending at least
quarterly. Failure to comply
with any of the above will result
in individual re-training and as
appropriate, disciplinary action.
The Director of Nursing,
Asgistant Director of Nursing,
Unit Manager or MDS nurse will
conduct medication
administration
observation/audits three (3) times
per week for twelve (12) weeks to
ensure Medication
Administration
policy/procedures are being
provided and meet professional
standard. These
observations/audits will be
reviewed with the Quality
Assurance Committee monthly x
three (3) months. If at any time
concerns are identified, the
facility will convene a Quality
Assurance Committee meeting to
review for further
recommendations as needed.
The Quality Assurance
Committee will consist of at a
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arrest, CPR will ba initiated by staff and
emergency personnel will be called”,

Review of a Nurse's Note, dated 09/21/15 at 2:00
PM, revealed Resident #14 was found by staff
unresponsive, and chest compressians wera
Initiated; howaver, no code was called. Chest
compressions were stopped because, according
to the nurse wha perfarmed the chest
compresslons, stomach contents were expeliad
from the resident's mouth and the resident's
spouse (also the roommate but not the POA
asked her to stop. The nurse who performed the
chest compressions was not current on CPR
certlfication.

Review of a Nurse's Note, dated 08/21/15 at 4:47
PM, revealed documentation by Registered
Nurse (RN) #2 to “see discharge disposition”.
Review of the Discharge Disposition form, dated
09/21/15 at 2:00 PM, revealed documentation by
RN #2 which stated, "Resident expired at
approximately 2:00 PM, No vital signs present.
Verified by two (2) RNs. Chest compressions
were given until rust colored contents expelled
from his/her mouth, and the resident's spouse
was In the room crying, saying stop | want to see
my husband".

Interview with the Directar of Nursing (DON), on
10/08/15 at 2:45 PM, revealed, on 09/21/15, she
was out of the facility and when she returmned, she
was notified Resident #14 was deceased. She
stated staff initiated CPR and his/her spouse
requested the staff stop CPR; however, there was
no documentation to verify this information. She
revealed she looked into it and RN #2 pedormed
chest compressions and stopped when the
spouse requested, but she would have expected
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minimum the Director of
F 308 | Continued From page 12 F 309

Nursing, the Assistant Director of
Nursing, MDS nurse, the Social
Service Director and the
Administrator with the Medical
Director attending at least

quarterly, ”D 5/ ; fj’
5) Completion date is 11/22/15.

F 309 PROVIDE
CARE/SERVICES FOR
HIGHEST WELL BEING

1) The resident identified as
resident # 14 expired at facility
on 9/21/15.

2) A review of all current
residents’ advanced directives
were reviewed by the Director of
Nursing on October 8, 2015 to
determine if 2l current residents’

code status was identified and a
physician’s order present if the
advanced directive was for a “Do
Not Resuscitate”. There were no
concerns identified. This was
completed by SSD on 10/9/15. In
addition a comprehensive care
plan was initiated for all current
residents regarding code status.
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RN #2 to continue CPR. Additionally, she
ravealed if a resident was determined to be Full
Code status, it should be in the resident's record.
She stated staff were to call a Code, get the
crash cart, initiate CPR, call 811, and continue
until EMS arrived, or untfl the physician or the
POA said to stop CPR.

Interview with RN #2, on 10/08/15 at 3:20 PM,
revealed,on 09/21/15, she was summoned to
Resident #14's room. RN #2 revealed she
observed the resident in the bathroom, sitting
upright on the commode with his/her face, arms,
and legs "blotchy” in color and skin cool to touch.
The resident was moved to his/her bed and
his/her legs wera hard to straighten out and lay
flat. RN #2 could not recall how she knew the
resident was a full code, but "just knew" and
started chest compressions. She revealed she
stopped compressions when "stuff” came out of
the resident's mouth. RN #2 stated she was
unsure when not to initiate CPR, when a resident
was a full code. She stated the facility had a
procedure, but she would have to review it to
know when not to initiate CPR, when CPR can be
stopped, or if she was supposed to call 911. RN
#2 revealed she was not current in CFR
certification.

Interview with RN #1, on 10/08/15 at 4.25 PM,
revealed, on 09/21/15, a Certified Nurse Aide
(CNA) ran out of Resident #14's room saying a
nurse was needed immediately, RN #1 entered
Resident #14's room and observed the resident in
the bathroom on the cammode unresponsive,
grey in color, and skin cool to touch. No pulse
was prasent and there was no chest rise
indicating breathing. The resident was moved to
the bed and RN #2 started chest compressions,
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F 308 | Continued From page 13 F 309 On 10/26/15 the Director of

Nursing completed an audit on
all current residents for code
status and care plan. No issues
were found. All new admissions
will be reviewed and care plan
will be initiated nupon admission
by Social Service Director and
will be reviewed quarterly and as
needed with any change in
condition by Interdisciplinary
Team will consist of at least
DON, MDS and SSD.

3) The facility has implemented
the following system: On
admission the code status of the
resident will be reviewed with the
resident and or their responsible
party to determine desired code
highest well being status. At that
time the appropriate paperwork
will be completed by the
resident’s or their responsible
party’s wishes to be a “Do Not
Resuscitate”. A care plan will be
initiated by Social Service
Director and the physician
contacted if there is a need for a
“Do Not Resuscitate” order. The
Admission team consisting of the
Social Services Director and
Business Office Manager were
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but RN #1 did not initlate any breaths. They
stopped GPR because Resident #14's spouse
was behind the privacy curtain, stating to siop
CPR, he/she was gone. RN #1 stated the spouse
was not the resident's POA. RN #1 revealed no
one asked for the crash cart, and did not know
what was on the crash cart, and was unsure if
911 was called. She stated if she had known the
resident was a full code, she would not have
stopped.

Interview with CNA #2, on 10/09/15 at 8:50 AM,
revealed, on 09/21/15, she was obtsining
residents’ weights and when she knocked on
Resident #14's room, his/her spouse stated
he/she was looking for Resident #14, CNA#2
stated she locked in the bathroom and saw
Resident #14 leaned back, sitting on the
commaode with his/her mouth open, s0 CNA #2
ran to a hall phone and paged for a nurse to
come fo his/her rcom. RN #1 came to the room
and CNA #2 took Resident #14's spouse to the
other side of the room behind the privacy curtain
in an attempt to console him/her. CNA #2
revealed a code was not called and she did not
hear or see any activity that was like a code. She
revealed Resident #14's spouse did not tell the
staff who were with Resident #14 to stop CPR,
and had only requested to see Resident #14,

Interview with CNA #3, on 10/09/15 at 8:35 AM,
revaaled she was assigned to Resident #14 on
08/21/15 but did not find the resident in the
bathroom. CNA #3 revealed she assisted in
moving Resident #14 back to the bed, She stated
the resident's skin was white, and no one initiated
a code or did CPR. She did not recall anyone
discussing a code status, CNA#3 revealed she
last saw Reslident #14 about 1:.00 PM and stated

Administrator and a competency
test completed on October 8,
2015. On October 9, 2015 the
Administrator re-educated the
Interdisciplinary Team consisting
of the Director of Nursing, MDS
Nurse, Social

Services Director, Activity
Director, Dietary Services
Manager, on the requirement to
develop plan of care to meet the
resident’s needs to include
medical condition, psychosocial
needs, diagnosis and medications.
On October 8, 2015 the Regional
Quality Manager educated the
Director of Nursing on the
requirement of a nurse to
immediately begin CPR if the
resident has designated to have
CPR initiated per the 2010
American Heart Association
healthcare setting guidelines for
CPR. The Director of Nursing
will re-educate all licensed staff
on the requirement of a nurse to
immediately begin CPR if the
resident has designated to have
CPR initiated per the 2010
American Heart Association
healthcare setting guidelines for
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F 309 | Continued From page 15 F 309 Cztl},ﬁag :;ce“! Isled stnflf(;;;/;es -
he/she did not need anything at that time. — . y L AL
October 9, 2015 the Human
Interview with RN #3, on 10/09/15 at 10:40 AM, Resources Manager audited
revaaled when she amived to Rasident #14's personnel records of all licensed
room, he/she was already on the bed and was taif to det ine if their CPR
"stiff and white" and staff were performing post § Wl g L e!r
martem care. Someone asked her to phone the status was current. No issues
resident's physician and daughter. She notified were found. A file will be
the Physlcian and reported the resident had maintained by HR to ensure CPR
expired. RN #3 was unaware if 811 was called rtification i t at all
and did not discuss the code status of Resident c.e iiica l(!n I A SELIES
#14 with anyone. times for licensed staff. A
reminder will be sent to the
Additional interview with the DON, on 10/09/15 at : HR
11:40 AM, revealed the facility was responsible to hcfmsea I;:“se b.y . 60 days
ensure staff keep his or her CPR certification prior to t' € exPlratlon of the .
current. A previous employee was contracted to CPR certification. All staff will
provide CPR recartification when the facility ataff be offered the CPR certification
required it. She was unable to provide verification :
that one hundred percent {100%) of the licensed d,ass' Audit on 1,0,12"15 by
staff were current in CPR certification, Director of.Nursmg on
F 333 | 483,25(m)(2) RESIDENTS FREE OF F333| current/active nurses to validate
§5=D | SIGNIFICANT MED ERRORS CPR certification and no issues
The facility must ensure that residents are free of :lve;; i'o_u nd.. f I
any significant medication errors. ) on.ltonn.g of the plan of
correction will be performed by
the following: The Director of
Nursing or Assistant Dircctor of
This REQUIREMENT is not met as evidenced Nursing will audit all admission
by: wecekly to assure that code status
Based on Obser\'ﬂtiun, |nteWiEW. recocd I'BViEW, has been idenﬁfied and a care
and raview of the facility's policy/procedure, the 0 .
facility failed to ensure one (1) resident, in the plan initiated. The Director of
selected sample of fifteen {15) residents Nursing will conduct mock code
{Resident #11), was free from a significant drills weekly one each shift for
medication error related to inappropriate crushing four (4) weeks followed by
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F 3331 Continued From page 16 F 333 weekly ‘!"“:" for (.:lght (8) ?veeks.

of a medication (Metformin) All monitoring will be reviewed
monthly for three (3) months by
The findings Include: the Quality Assurance
. - Committee for further
Review of the facility's pollcy/procedure, recommendations if needed until
"Medication Administration General Guidelines” N A |
Section 7.1, dated 2007, revealed medications substantial compliance is
are administerad as prescribed in accordance achieved, If at any time concerns
with manufacturers' specifications, good nursing are identified, a Quality
principles and practices. if it is safa to do so, A C ! it ti
medication tablets may be crushed or capsules s.isurance LS L LS
emptied out when a resident has difficulty will be convened to make farther
swallo.wing or Is tube fed using the following recommendations. The Quality
guidelines with a specific order from prescriber, Assurance Committee will consist
The need for crushing medication Is indicated on ]
the resident’s orders and the Medication of at a !mnlmum,.the
Administration Record {MAR} so that all Administrator, Director of
P:'::_Onﬂﬂ' :dm:::f:faﬂng rr:tedltca:l;ons af? ?Wfﬂ Nursing, the Assistant Director of
of this need and the consuitant pharmacist can . MD .
advise an safety and alternatives, If appropriate Nurs_mg, t.he S nurse, S'oclal
during Medication Regimen Reviews. Long S?rwces Director and Medical
acting, extended release or enteric-coated Director attending at least
dos:-z;?e fogvns s:oullg generall';:tnoct behcrushed, quarterly. Failure to comply
an alternative should be soug rus . .
medications if indicated for the resident only after with any of the above will result
raferring to the Medications Not To Be Crushed in individual re-training and as
List, For products that appear on the Medications appropriate, disciplinary action, Iy
Not To Be Crushed List, check with the 5) Completion date is 11/22/15. ) 12
phanmacist regarding a suitable aternative, and
request a new prescriber order if appropriata.
Record Review revealed the facility admitted
Resident #11 on 09/01/15 with diagnoses to
include Dementia, Hypertension, Type il Diabetes,
and Gastrointestinal Reflux. glggriIRFl;:glA?WE}II‘qu EI:EEE ?)FI;S
Observation of a medication pass for Resident
#11, on 10/07/15 at 8:15 AM, revealed Registered
Nurse (RN) #1 administered Metformin {Diabetic
FORM CMS-2557(02.98) Pravicus Versions O EvenliD: 0ZEG11 Facilty ID: 100460 If continuation sheet Page 17 of 23
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Madication) Extended Release (ER) 1000
milligramsa {mg) ona (1) tablet by mouth (po).
Further observation revealed RN #1 crushed the
Metformin ER 1000 mg prior to administration of
the medication. Review of the MAR revealed no
documentation to crush the Metformin according
to the physician's order, Review of the
medication card revesled a "do not crush” label
on the card.

Interview with RN #1, on 10/07/15 8:30 AM,
revealed she was unaware of a “"do not crush” list
being available. She stated she was unaware the
medication card for Metformin had “do not crush”
on it, until this moming. She revealed the
resident's family indicated they were crushing the
resident's medication at home and had staried
crushing the medication after the resident had
problems swallowing the medication. She also
revealed sha started crushing the medication
afler the resident started holding the medication
in his/her mouth. She stefed no one updated the
E-MAR, it was something passed on to each
other in repart.

Interview with Pharmacist #1, on 10/07/15 at
10:15 AM, revealed if the medication {Metformin
ER) was crushed, the efficacy could be afiected,
and if the resident remained on the medication for
an extended amount of time, it could interfere
with the affectiveness of the medicatlon.

interview with the Pharmacy Director, on 10/07/15
at 11:00 AM, revealed the medication (Metformin
ER), does have to be swallowed whole, and the
effect, if crushed, would be Gastrointestinai (Gl)
upset. She revealed the Extended Release
medication was released over an extended
amount of ime and if the outer coating was

physician was notified and
changed medication to a
crushable medication. Pharmacy
was called by the Director of
Nursing on 10/7/15 to request the
list of “Do Not Crush”
medications and list was placed
on the medication carts and at
both nurses stations. Registered
Nurse (RN#1) was re-educated by
Director of Nursing on 10/7/15 to
the professional standards of
Quality related to the facility’s
Medication Administration
policy/procedure to check the
“Do Not Crush” list and the
notation on the Medication Card
that states “Do Not Crush”.

2) The Director of Nursing,
Assistant Director of Nursing,
Unit Manager and MDS nurse
audited all residents that were
“Do Not Crush” on medication
cards to ensure compliance. On
10/28/15, the Director of Nursing
observed Medication
Administration and noted that
medications including “Do Not
Crush” were administered per
physician order with no concerns
identified.
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F 333 | Continued From page 18 F 333 2()1A“ thf;'?s‘;.d s.:?ff’mll be re-
compromised, it would not get the sustained u.ca ed to facility’s ..
blood level of the drug. She further revealed the policy/procedure for medication
pharmacy sent the "do not crush” list to the administration to provide and
facility. and was to be kBpt on each medication meet professional standards of
cart and documented on the auxiliary label of the . . .
medication card. She stated the facility was ].!ractl(‘:‘e for quality t(:’mclude the
responsible to provide the nurses with education list of “Do Not Crush
related to the "do not crush” list, medications are on each

medication cart and at each
Interview with the Director of Nursing (DQN), on tati M th
10/07/15 at 11:15 AM, revealed it was the L R
phamacy’s responsibility o provide the "do not resident’s Medication Card by
crush” list, and it was her responsibility to ensure the Director of Nursing by
the list was at the nurse's station. She revealed 11/22/15
the facility currently doss not have a copy of the 4) Di t. £ Nursing. Assistant
"da not crush” list provided by the pharmacy. She ) irector o u.rsmg, el
revealed her expectations were for the nurses to Director of Nursing, Unit
fongr the me:lclal pro\hridarsé‘ :rdzs ef:'ﬂ:‘ed to Manager or MDS Nurse will
medication administration. She stated she o]
expected nursing staff to look at the labels on the cond.u(':t met‘ilcatlon
medication being administered, as well as the admlnlst.ratlon i ]
body of the order for instructions. The medical observation/audits three (3) times
provider wouid have to write an order for a per week for twelve (12) weeks to
medication to be crushed, or change the ensure Medication
medication to & crushable form. . . .
F 371 483,35() FOOD PROCURE, F371| Administration .
55=£ | STORE/PREPARE/SERVE - SANITARY policy/procedures are being
rovided and meet professional
The fadil 3 p p
et standards. These
(1) Procure food from sources approved or b " Jaudi il b
considered satisfactory by Federal, State or local e A e its wi —
authorities; and reviewed with the Quality
{2) Store, prepare, c:istributa and serve food Assurance Committee monthly X
under sanitary conditions three (3) months. If at any time
concerns are identified, the
facility will convene a Quality
Assurance meeting to review for
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further recommendations as
F 371 | Continued From page 19 F 371

This REQUIREMENT is nol met as evidenced
by:

Based on observation, interview, and review of
the facility's policy/procedure, it was determined
the facility failed to ensure food was stored,
prepared and served under sanitary conditions.
Obsarvations on 10/06/15 and 10/07/15, revealad
bottles of unlabeled, partly consumed beverages
In the residents' refrigerator, and on the food prep
counter of the tray line.

The findings Include:;

Interview with the Dietary Manager, on 10/08/15
at 11:00 AM, revealed there was no specific
policy/procedure related to storing employes food
or beverages in the kitchen refrigerators.

Review of the facility's policy/procedure, "Food
Brought Into Residents' Rooms From Outside
Sources”, undated, revealed foods or beverages
brought in from the outside shouid be labeled with
name, room number, and date,

Observation during the initial tour of the kitchen,
on 10/06/15 at 10:00 AM, revezied an opened
bottle of soda and an opened bottie of Smart
Water. The soda and water were only half full
and there was no tabel indicating the opened
date, or a name.

Interview with the Dietary Manager, at the time of
the observation, revealed tha bottles should not
be in the residents' refrigerator.

Further observatlon, on 10/07/15 at 12:35 PM,

needed. The Quality Assurance
Committee will consist of at a
minimum the Director of
Nursing, the Assistant Director of
Nursing, MDS nurse, the Social
Service Director and the
Administrator with the Medical
Director attending at least
quarterly.

5) Completion date is 11/22/ 2015,

F 371 FOOD PROCURE,
STORE/PREPARE/SERVE —
SANITARY

1) On October 6, 2015 the
bottles of unlabeled,
partly consumed
beverages in residents’
refrigerator were removed
by dietary manager. On
October 7, 2015 the half
bottle of unlabeled water
sitting on the food prep
surface of the tray line
was removed by dietary
manager. On 10/26/15 the
Administrator re-
educated the Dietary

u(rsfzs’
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F 371 | Continued From page 20 F 371 xa"?g"; to.l‘;n; ure th:t
revealed a half full bottle of unlabeled water at food will be stored,
sitting on the food prep surface of the tray fine. prepared and served
under sanitary conditions.
Interview with the Dietary Manager, at the time of That kitchen/resident
the observatlan, revealed the water belonged to fri ¢ d food
her and she had “just sat it down without reirigerator and lood prep
thinking". She stated it should not be on the counter are to be free
resident's food preparation surface. from any opened drinks
that belong to staff.
Interview with the Director of Nursing (DON), on 2) On 10/26 /]ng th
10:08/15 at 1:50 PM, revealed opened uniabaled ) On 10/26/13, the
bottles of any beverage should never be in the Administrator made
residents' refrigerator or an any food preparation rounds in the kitchen to
area. She stated the employee break roem had a ensure that there were no
refrigeratar for employee use. drinks f taff i
F 514 | 483,75()(1) RES F 514 open drinks lor stall mn
$5=D | RECORDS-COMPLETE/ACCURATE/ACCESSIB the kitchen.
LE 3) All dietary staff will be re-
educated by
The facility must maintain clinical records on each -
acillty Administrator to the

resident in accordance with accepted professional
standards and practices that are complets;
accurately documented; readily accessible; and
systematically organized.

The clinical record must contain sufficient
information to identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmissgion screening conducted by the State:
and progress notes.

This REQUIREMENT is not met as evidenced
by:
Based on interview and record raview, it was

4)

facility’s policy/procedure
for storing food properly
and not allowing staff to
put any drinks in the
residents’ refrigerator and
that all items are labeled
and dated properly.
Dietary Manager and/or
Dietary Cook will do a
daily “Quick Kitchen
Sanitation Round” forms
to ensure that no
employee drinks are left in
the residents’ refrigerator
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determined the facility failed to ensure the clinical
record for cne (1) resident, in the selected
sample of fifieen (15) residents (Resident #14),
was complete and accurately documented related
to events occurring after the resident axperienced
a cardiac event on 09/21/45,

The findings include:

A policy/procedure related to malntaining clinical
records was not provided by the facility. Interview
with the Directar of Nursing (DON}, on 10/09/15
at 2:45 PM, revealed she was unaware if there
was a specific facility policy/procedure related to
documentation.

Record review revealed the facility admitted
Resident #14 on 08/01/15 with diagnoses to
include Colon Cancer, Abdominal Pain, and
Chronic Airway Obstruction. Further review
revealed the Advanced Directives were signed by
the resident's Power of Attorney {POA) on
08/01/15, Indicating the desire for the residant to
be provided CPR in the event the resident's
breathing and/or heart function ceased, Raview
of the CPR section revealed "] am exprassing a
desire to have Cardiopulmonary Resuscitation to
be done in the event of cardlac arrest. |
understand that In the event of an observed or
uncbserved cardiac arrast, CPR will be initiated
by staff and emergency persannel will be called".

Review of a Nurse's Note, dated 09/21/15 at 4:47
PM, revealed documentation by Registered
Nurse (RN) #2 to "see discharge digposition®.
Review of the Discharge Disposition form, dated
09/21/15 at 2:00 PM, revealed documentation by
RN #2 which staled, "Resident expired at
approximately 2:00 PM. No vital signs present.

counter. These daily
audits/check list will be
done daily for 12 weeks to
ensure that dietary is in
compliance. These
observations/audits will be
reviewed with the Quality
Assurance Committee
monthly x three (3)
months. If at any time
concerns are identified,
the facility will convene a
Quality Assurance
Committee meeting to
review for further
recommendations as
needed. The Quality
Assurance Committee will
consist of at a minimum
the Director of Nursing,
the Assistant Director of
Nursing, the Dietary
Manager and the
Administrator with the
Medical Director
attending at least
quarterly.

5) Completion date is
11/22/18
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SUMMARY STATEMENT OF DEFICIENCIES

my husband®.

Further review of the resident's record revealed
thera was no documentation in the Nurse's Notes
reiated {o the event surrounding the resident
being found unresponsive or measures taken and
by whom.

Interview with the DON, on 10/09/15 at 2:45 PM,
revealed she expected to see more detailed
documentation of the event other than on the
Discharge Disposition form.

(X4} ID [[n] PROVIDER'S PLAN OF CORRECTION [+ .25
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 514 | Continued From page 22 F 514
Varified by two (2) RNs. Chest compressions
were given until rust colared contents expelled
from his/her mouth, and the resident's spouse F 514 RECORDS-
was in the room crying, saying stop | want to see COMPLETE/ACCURATE/ ACC

ESSIBLE

1) The resident identified as
resident # 14 expired on 9/21/15
in the facility,

2) RN #2 was educated on
10/26/2015 by Director of
Nursing to the clinical record
must contain sufficient
information to include complete
and accurate documentation
related to events of residents.

3) All licensed staff will be re-
educated by the Director of
Nursing to document accurate
and functional representation of
the actual experience of the
resident in the facility by
11/22/15.

4) The Director of Nursing and
Administrative Nurses will
perform audits on three (3)
charts daily x four (4) weeks and
then two (2) charts weekly x eight
(8) weeks to ensure that any
resident with any events,
documentation is accurate and

FORM CMS-2587|02-65) Previcus Versions Obsolola

Evenl ID:0Z6G11

Focitity ID: 100400

#776 P.025/050

If continuation sheet Page 23 of 23



From:

11/30/2015 18:55 #776 P.026/050

complete to represent a true
picture of that event. All
monitoring will be reviewed
monthly for three ( 3) months by
the Quality Assurance
Committee for further
recommendations if needed until
substantial compliance is
achieved. If at any time concerns
are identified, a Quality
Assurance Committec meeting
will be convened to make further
recommendations. The Quality
Assurance Committee will consist
of at a minimum, the
Administrator, Director of
Nursing, the MDS nurse, Social
Services Director and Medical
Director attending at least
quarterly. Failure to comply
with any of the above will result
in individual re-training and as
appropriate, disciplinary action.
5) Completion date is 11/22/2015.

by



PRINTED: 11/30/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AN PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
R
185329 B. WING 11/25/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. 509 NORTH CARRIER ST.
MORGANFIELD NURSING & REHABILITATION CENTER MORGANFIELD, KY 42437
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (15}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{K 000} | INITIAL COMMENTS {K 000}
Based upon implementation of the acceptable
POC, the facility was deemed to be in compliance
on 11/22/15, as alleged.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
ather safequards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 026G22 Facility 1D: 100400 If continuation sheet Page 1 of 1



Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing Instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 266884, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project {0938-0300), Washington, D.C. 20503,

(Y1) Provider/ Supplier/ CLIA/ {Y2) Multiple Construction (Y3) Date of Revisit
ldentification Number A. Building
185320 B. Wing 01 - MAIN BUILDING 01 11/25/2015
Name of Facility | Street Address, City, State, Zip Code
MORGANFIELD NURSING & REHABILITATION CENTER 509 NORTH CARRIER ST.

,,,,, MORGANFIELD, KY 42437

This report Is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficlencies praviously
reported on the CM5-2567, Statement of Deficiencles and Plan of Corection that have been comrected and the date such corrective action was accomplished. Each deficiency should be
fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2587 (prefix codes shown to the left of each
requirement on the survey repart form)

(Y4)  item ____(Y5) pate {Y4) Item (Y5) Date (Y4) Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix 1M/22/12015 1D Prefix ID Prefix
Reg. # NFPA101 Reg. # Reg. #
LSC K0144 LsC LSC
Correction Corraction Correction
Completed Complated Completed
ID Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LsSC LSC LsC
Cormrection : Correction Correction
Completed Completed | Completed
1D Prefix ID Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC LsC LsC
Correction Carrection Correction
Completed | Completed Completed
1D Prefix ID Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC LsC LsC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC LsC LsC
Il
':' |
Reviewsd By Reviewed By | Dats; | signature of Surveyor: ' Date:
saorgoney (] K //363//5 | (lrap b Il R |/, /f""d/ 5
ReviewedBy - Reviewed By | Date: i Signature of Surveyor: Date:
CMS RO

Followup to Survey Completed on: Check for any Uncorrected Deficlencies. Was a Summary of
10/6/2015 i Uncorrected Deficiencies (CMS-2567) Sent to the Facility? ygg NO

1
i
i ki

Form CMS - 25678 (9-92) Page t of 1 EventID: 026G22
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From:
PRINTED: 10/23/2015
DEPARTMENT OF HEALTH AND HUMAN SERVICES ¢1323242523 \ FORM APPROVED
VICES <2\ . 39
BTATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA {XZ) MULTIPLE CONSTR E C E DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMEER: A BUILEING 01 - MAIN a0l / VED COMPLETED
] No
188329 8. NG V2015 10/06/2015
NAME OF PROVIDER OR SUPPUER STREET AD| & G&DE -
ATION 609 NORTH ST. ENERy, q:b '
MORGANFIELD NURSING & REHABILIT. CENTER MORGANFIEL O} o3
xom | SUMMARY STATEMENT OF DEFICIENCIES D PROVID oN )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH [ON GHOULD BE COMPLETION
TAG REGULATORY OR LEC [DENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE OATE
DEFICIENCY)
K 000 | INITIAL COMMENTS Kooo| Submission of this plan of
correction is not a legal
BUILDING: 01, admlssmn' that a deficiency exists
or that this statement of
PLAN APPROVAL: 1865, deficiency was correctly cited,

and is also not to be construed as
an admission of interest against
FACILITY TYPE: SNF/NF. the facility, the Administrator or
any employees, agents, or other
individuals who draft or may be
discussed in this response of this

SURVEY UNDER: 2000 Existing.

TYPE OF STRUCTURE: Ona (1) stary, Type Nl
(211).

SMOKE COMPARTMENTS: Four (4) smoke plan of correction does not
compartments. constitute and admission or
FIRE ALARM: Complete fire alarm system agr.e.e ment of any kind by the
installed in 1988, and upgraded In 1992 with 19 facility of the truth of any facts
smoke detactors and 114 heat detectors. alleged or see the correctness of

any allegations by the survey

SPRINKLER SYSTEM: Complete aulomatic dry agency. Accordin gly, the facili ty

sprinkler system installed in 1866 and upgraded

in 1908, has prepared and submitted this
plan of correction prior to the

GENERATOR: {2) Type |l generators instelled in resolution of any appeal which

2009, Fuel souros is Diesel, may be filed solely because of

A standard Life Safaty Code Survay was requirement under state and

conducted on 10/08/15. The facility was found not federal law that mandate

to be in compllance with the requirements for submission of a plan of

,'L’;""gp;"g'mﬂ'"emdﬂf;};(';%;‘“ bﬁ?ﬁh?e correction within tht:. gl 0) days of

census of fifty-five (57) on the day of the survey. the survey as a condition to

participate in Title 18 and Title
The findings that folfow demonstrate s .
noncompliance with Title 42, Code of Fedaral 19 programs. The submission of

Regulations, 483.70(a) et seq, {Life Safety from t!le plan of correction within this
Fire). time frame should in no way be

construed or considered as an

QW) DATE

/ {A{i—s’/ 57

Ide lent protection to the patients . (See instructions.) Except for nuralng homes, the findings statad above are disclosabla 20 daya
following the date of survey whether or not a plan of comection Is providad. Fer nursing homaes, the above findings and plens of correction are disciosable 14
days folowing the dats these documents are mads avallubie to the facility. If deficlencies ars cited, an approved plan of comection is requlalle to continuad
program participation,

FORM CM8-2557(02-88) Frevious Versions Obsoleto Event ID: 0ZBG21 Feocillly (D: 100400 If continuation shaet Page 1 of 3
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PRINTED: 10/23/2015

FORM APPROVED

OMB N 38-039

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPUER/CLIA (%2) MULTIPLE CONSTRUCTION {%3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
185329 B. WING 10/08/2016
NAME OF PROVIDER OR GUPPLIER STREET ADORESS, CITY, STATE, ZIP CODE
D NURSING & REHABILITATION CENT 899 HORTH CARRIER 5.
e L RE &R MORGANFIELD, KY 42437
X4 ID SUMMARY STATEMENT OF DEFICIENCIES Io PROVIDER'S PLAN OF CORRECTION w5
PREFIX (EACH DEFICIENCY MLIET BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION BHOLL D BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 7O THE APPROPRIATE DATE
DEFICIENCY)
K 000 | Continusd From page 1 Kk oop| A8reement with the allegations of
Deficlencies wers cilod with the highest noncorfl?hance or admission by
deficlency identified at "F" level. the facility. This plan of
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144| correction constitutes a written
SS=F Gonerato inepectad weekly and exerciand allegation of submission of
onerators are Inspe weeKkly ana exercis - s .
under load for 30 minutes per month in szl:;stantlal c?mph;nce ‘_"th
accordance with NFPA B9,  3.4.4.1. Federal Medicare Requirements,
K 144 NFPA 101 LIFE SAFETY
CODE STANDARD
1) The generator transfer switch
was tested on Monday, October
26'201 5 by Maintenance
Supervisor with generator
Thia STANDARD s not met aslavid?::’ed by service vendor Safe Care
Based on an interview, the facility failed to ervising.
meintain the generator set by National Fire ;up ising,
Protaction Agency (NFPA) standards. This ) )
deficient practice affected four (4} of four (4) An audit was conducted by
smoke compartments, staff and all the residents. Regional Director of
The facility has the capacity for 80 beds with a Maintenance on Monday
cenaua of 57 the day of survey. October 26'2015 with
The findings include: Maintenance Supervisor and
5 Tl e 1010815 Safe Care to ensure that the
uring a survey, on .
8t 2:00 PM, an interview with the Plant gemlera‘tio;' transfer sw:;ch cycled
Operations Manager at the generator transfer the_ oad irom the standard -
switch revealed he was not aware the generator position to the alternate position
transfer switch should be manually tested on a and then returned to the
manthly basls aa required. This type of testing standard position as required by
helps ensure the generator transfer switch (s .
opemh'ng as intended_ NFPA 100, 1999 edltloll.
3) On October 28, 2015 the
The findings were revesled to the Administrator regional plant operations
FORM CME-25667(02-69) Previous Verslors Obeolete Event ID:028G21 Frciity ID: 100400 If continuation sheet Page 2ol 3
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PRINTED: 10/23/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR IC MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {%X1) PROVIDER/SUPPLIER/CLIA X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 91 - MAIN BUILDING 04 COMPLETED
188329 5. WING 10/08/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
IELD NURSING & REHABILITATION CENTER 809 NORTH CARRIER 3.
MORGANFIELD NUR RE f MORGANFIELD, KY 42437
(X4) ID BUMMARY STATEMENT OF DEFICIENCIES 1] PROVIDER'S PLAN OF CORRECTION (213
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROBE-REFEHENCED TO THE APPROPRIATE oate
DEFICIENCY)
K 144 | Continued From page 2 K 144| TANAZET conducted trall!mg with
upon ext the Maintenance Supervisor to
' ensure that he was aware of the
requirements and methods of
Reference. NFPA 110 1888 edition testing to maintain compliance
6-4.5 Level 1 and Lavel 2 transfer switches shall with I II,I A 110, 1_999 edition.
be operatad monthly. The monthly test of a 4) C_ontm“ed testing on a
transfer switch shall consist of electrically minimum monthly basis x 3
operating the t“aI"Sfef 3"‘"“’*; from ";‘  standard months and will be monitored
position to the altemate position and then a return
o the standard position. through the 'I:els program to
ensure compliance. <
5) Completion date of 11/22/15 HM‘
FORM CMS-2567(02-69) Previous Verslons Obsolata Event 10; 0ZBG21 Facility ID; 100400 If continuation sheet Pege 3 of 3



