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and ai 4:30 PM, with SS #13, revaaled they kad

| racaived education on the new poticy and
pracedure for Advance Direclives. Per intsrview, ,

| the 85 assignad duties relatsd lo the naw pottey
and procedure for advance dirsctives ware to
obtain consents from the ResidentPOA, notify
the nursing supsrvisor of the unit the resident wae |
admitted to obtain @ Physician's Order for the

| code status decision. Tha 85 revealad they were !

(o inittata tha Advance Directive care pian,

i Further interviaw rgvealad the cars plan (eam

! reviewad the Advance Diractives care plan during

i regularty scheduled care plan mestings. [

| Intarview, on 03/06/15 at 4:50 PM, with RN |
} #MDS Coordinator revealed the MDS nurses
' had recelved the education on the new policy and ]
procedure for Advarice Directives, Per intarview,
, MDS Nurses assigned duties ralated Io the new |
policy and procedure for Advance Diractives was |
| 1o audit the Interim cars plan within 72 hours of
: every admissian, and/or readmission, and o [
_Bssure Advance Diractives with code status were i
l prasent. Further Interview revealad ths cara plan
team raviewed the Advance Diractives cara plan
 during regularty scheduled cars plan maetings.

* 18, Review of the facility's in-service 5ign in sheat |
: and post-test from 02/27/15 through 03/06/15,

| revaaled al fachlty staff had racaived sdueation
~on the facllity's Advance Directives and

l Reslidents' Rights with scoras of 1005, )

5
1

t Inferviews on 03/04/15: af 3:18 PM with the i
i Groundskeeper; at 3:20 PM with LPN #8; et 3:33 |
i PM with Laundry parsonnel #8: at 3:48 PM with
SRNA #13; at 4.00 PM with the Dietary Manager: |
i at 4:15 PM with LPN £2MDS Nurse; at 4:30 P
_With SRNA #6; at 4:50 PM with RN #4/MDS |

—— .

|
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, Coordinalor and SRNA #2; af 4:58 PM with SRNA ’
| #12; at 5:05 PM with Dietary Aide #8; at 5:07 PM ' l
with the Actlvities Director; at 5:15 PM with LPN
| #1Suparvisor; at 5:20 P with LPN #4; a1 5:35 | |
H
!

PM with Activillas Assistant #10; at 5:48 PM with |

i the Malntenance Supervisor; and at 5:50 PM with
SERNA#SMKMA and BN #5; and Interviows on

. 3/06/15: at 12:35 PM with LPN #10/Weekend .
Supsrvisor: at 1:00 PM with SRNA#19 and SRMA | l

i #14; at 1;25 PM with Laundry personnel #14; at '

11:40 Pt with Housekesper #15; at 2:00 PM with ' : ‘

| SRNA #15; at 2:08 PM with Distary Alde #18; a1 | ’

i 2:30 PM with SRNA #18/KMA; at 2:40 PM with !

. Administrative Assistant #16; at 3:00 PM with the

| Distary Supervisor: at 3:35 PM with SRNA #1: at | !

" 3:50 PM with Physical Therapy Assistant (FTA)

| and SRNA #11; at 4:00 PM with S5 #2 and SRNA !
#10; al 4:05 PM with LPN #5; at 4:25 PM with ! ‘

| EPN #3; at 4.30 PM with S5 #13; st 4:40 PM with

. SRNA #3; and at 4:50 PM with RN #8 revealed |

. they had all recelved in-service education :

| regarding Residents' Rights, Advance Directives ] ,

; and Code Blue avants. The staff interviewed

 ravaaled they had been post-tested, a6 perthe |

AQC. ;
| !

{

|

|

I

! Interview on 03/06/15: at 4:00 PM with SS #2; at :
i 4:30 PM with SS #13; and at 5:30 PM with the [
| SDC, revealed they had all participated in the ,
. traindng of afl facllity staff ory Advance Directives l
{ and Residents' Rights, which required & post-iast ,
!

|

—— — e 2

_ with 100% acturacy, with immediale re-education
i provided for any incorrect answars.
{

E

!

*Interview, on 03/06/15 at 5:55 PM, with the DON ;

‘ revesled she had also participated In providing !

the in-service education for all faciiity staff l

| regarding Advance Directives and Residenis' !

Rights, which required & post-test with 100% | l l
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| accuracy, with Immediate re-sducation provided | !
' for any incorrect answers. ! [ f
H i i
1 19. Review of the facilly's in-service sign in ; ]
sheats and post tast for 02/27/15 thru 6302145, |
: an 03/09/15, ravasled 100% of nursing staff had
i recsived education on ths facllity's cods blue |
projocol which included differentiation betwesn |
. DNR and Full cods status; how (o Identify a
" residant's cods status; who should raspond to 3 i
eode blue immediately; how to call for and initiste :
a code blue; where io locata the crash cart; {
contacting ths residents physiclan and calling !
9-1-1; continuation of the code until turned aver to |
EMS; notification of the DON and Administrator;, |
and documentation of all détalis of the code in the !

’ mediecal record,

{
Interviews on 03/04/15; at 3:20 PM with LPN #8; |

i al 3:49 PM with SRNA #13; at 4:15 PM with LPN }

| #2/MDS Nurse; at 4:30 PM with SRNA #5: at 4:50
PM with RN #4/MDS Coordinator and SRNA #2:

i at 4:58 PM with SRNA #12; at 5:15 PM with LPN i

: #1/Supervisor; at 5:20 PM with LEN #4; and at !
5:50 PM with SRNA #8/KMA and RN #5; and

| Interviews on 03/06/15: &t 12:35 PM with LPN

; #10/Waeakend Supervisor; at 1:00 PM with SRNA

"#18 and SRNA #14; at 2:00 PM with SRNA 1 5; i

. at 2:30 PM with SRNA #16/KMA; al 3:35 PM with
SRNA#1; at 3:50 PM with SRNA #11; at 4:00 PM
with SRNA #10; al 4:05 PM with LPN #0; at 4:25

; PM with LPN #3; at 4:40 PM with SRNA #9; and

| at 4:50 PM with RN #8 revealed they had ail H

; recelved in-service education regarding |
diferentiation of DNR and Full Code slatus, how i ,
to idsntify a residen('s code status, how to cafl for ‘

, 8nd initiate a Code Blue, who should respond to a

. Code Blue Immediately, where to locate the cragh !

; Carts, contacting the Physician and calling 911, E

FORM CMB-2587(02-89) Praviaus Verslons Obsolsta Evenl ID:QXLP11

Fasility 122 100108 If continuation shest Page 133 of 168

I

R B R o b




04/1042015 15:29 (FAX)3593808571 P.015/031

PRINTED: 03/26/2018
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
OMB NO. 0938-0381

CENTERS FOR MEDICARE & MEDICAID SERVIGES _
(X} DATE SURVEY

STATEMENT OF DEFICIENCIES {*1) PROVIDER/SUPPLIERICLIA {(X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
c

B WiNG 93/06/2015
STREEZT ADDRESS, CITY, STATE, ZIP CQD=

- 1808 VERSAILLES ROAD
PROVIDENCE HOMESTEAD LEXINGTON, KY 40504

(2410 | SUMMARY $TATEMENT OF DEFICIENCIES I D } PROVIDER'S PLAN OF CORRECTION x5}
(EACH DEFRICIENCY MUST BE PRECEDED BY FULL PRE=IX {EACH CORAECTIVE ACTION SHDULD BE COMPLETION
CROSS$.REFERENCED TO THE APFROPRILTE | GATE

PREFLH
JAG | FAEGULATORY OR LSC DENTIFYING INFORMATION) | TAR i
: DESFISIENCY)

185144

NAME OF PROVIDER OR SUPPLIER

i

F 309 Continued From pags 133 L Fape ,

i continuation of a goda until EMS arrived, g : ;
* hotifleation of the DON and Administrator, and | |
i documentation of ali detsils of tha cods in the

" medical record, Additionally, the staffl interviewed | i
! reveaied they had alsc been educated on how o :
! manage a residant who had 2 DNR status, and | [
. had to tzke a post-tast and score 100%. :

, Intarview on 03/06/15: at 4:00 PM with S8 #2; at
4230 PM with S5 #13; and 3t 5:30 PMwith the |
SDC, revasaled they had all participatad in the
| training of all faciilty nursing staff on the facllity's
Code Blue policy and procedure, protocol and
’ procass ta manage a rasident with a DNR status,
" verify no vital signs at five minute intarvals, ;
| prancuncemsnt of death and notification of }
' Physiclan, family/POA, DON, and Administrator
 and documentation In the medical recard, which |
|
i
|

! required a post-test with 100% accuracy, with
immediate re~education provided for any Incorrect |

L answers.

| Interview, on 03/06/15 at 5:55 PM, with tha DON
. revealed sha had participated in the raining of all [
! nursing staff on tha facillty’s Coda Blue policy and
procedurs, protocot, and procass to manage a
‘resident with & DNR status, verify no vital signs at | !
! flve minule intervals, prenouncament of death
and notification Physlclan. famlly/POA, DON, and [
| Adminisfrator and documentation in the medical
! racord. Per Inlerview, each srea raquired a
. posi-test with 100% accuracy, with Iimmediate
! re-aducation provided for any incorrect answers.
| The DON further stated two (2) siaff members | I
j wera out on leave and did not receive the training; |
| however, would ot be added to the schedule ! I
um:! they wera In-serviced and complelad the | )
i pos!-lest with 100 % accuracy. ]_ I
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i 20, Review of the facility's in-service signin

. Sheets and post test on 03/06/15, for 02/27/15

« through 03/02/15, ravealed nursing staff (Nurses,
KMAs and SRNA's) had recelved sducation on |

: the facllity’s requlrament for inciusion of the

' rasident's Advanced Diractives and cods slalus

. on tha Comprehensive Cara Plan.

. interviaws on 03/04/15: Bt 3:20 PM with LEH #8;

. 8t 3:49 PM with SRNA #13; at 4:15 PW with LPN i
#2/MDS Nurse; at 4:30 PM with SRNA #8; at 4.50

| PM with RN #4/MDS Coordinstor and SRNA 17 |
at 4:58 PM with SRNA #12; &t 5:15 PM with LPN 1

| #1/Supervisor; al 5:20 PM with LPN #4; nd at
5:50 PM with SRNA #a8/KMA and RN #5; and I

i intarvisws on 03/06/15: at 12:35 PM wih LPN |
#10/Weekend Supervisor: at 1:00 PM with SRNA '

i #18 and SRNA #14; al 2:00 PM with SRNA #15;

« Bt 2:30 PM with SRNA #18/KMA; at 3:35 PM with
SRNA #1: at 3:50 PM with SRNA #11: at 4:00 PM k

| with SRNA #10; at 4:05 PM with LPN #9; at 4:25 I
PM with LPN #3; at 4:40 PM with SRNA #9: and
at 4:50 PM with RN #86 ravaaled they had all i

! receivad In-aervice education regarding the
requirament for inclugion of a resident's Advance i
Directives and code status on the Comprehensive |

' Cara Plan. Additionally, the staff Interviewed .
ravealed they all had taken a post-test and had to (
score 100%.

I
| Intarview with the SDC on 03/06/15 at 5:30 PM, |
' ravealed she had participated in the tralning of all |

nursing staff on the facility's raquirement for
Hinclusion of the resident's Advarice Directives and °
code status on the Comprahensive Cara Plan,
| Par interviaw, a post-test was required with 100%
acauracy, with immadiate re-aducation provided l
: for any incorrect answers.

t
1
.|

F 309!

i
i
1

1
!
i
f

|

;
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Interview, on 03/06/15 at 6:65 PM and 8:30 P, | , ;
- with the DON revealed she had participated in the :
training of all staff on the facllity’s raquirsmant for J
inclusion of the resident's Advarice Dirsctives and ;
code status on the Comprahansive Care Plan. !
| Par interview, a post-test was required with 100%
accuracy, with immediate re-education provided | i
for any incorract answers. Further intsrvisw i
 revealed two (2) staff members ware out on loavs | i
and did nol receive the tralming; howaver, would -
receiva the training prior to being addea to the I .
| schedule, and would have to complela tha i
post-test as requirad, but will not be addad ta the i ;
schadule until they are in-servicad and compists ' :
 the post-test accurately. :

21. Review on 03/08/15, of the 02/27/15 code ' }
| status audits ravealed fifty-six (56) of one i '
! hundred and twenty-eight (128) residents had a I

Full Code status as par their Advance Directivas, | |

 Interview with MR on 03/06/15 at 3:50 PM,
revealed she and the QA Nurse had audited all
residents’ racords on 02/27/15, and fifty-slx {58) '

i of those residents' recards had an Advance i

Directive for Full Code status. , '

H

]

- 22. Interview, on 03/06/15 at 5:30 PM, with the |
| SDC revealed the new hire orientation packet did ! ;
'Include the new raining and post-isst related to | [
professional nursing standards, Comprahensive i
i

l

: Care Plans, Advance Directives, ldentifying code i

| status, fecilltys Code Blue protecal and new -

: Code Blue farms. Per inierview, the post-test
would ba required with a 100% accuracy, and

+ immediate re-aducation provided for any incorract |

| answers,

f
¢ Intarview, on 03/06/15 at 6:30 PM, with the DON | ) |
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i ravagled eli agency staff recelved orientation i
packets to aducale them on the same topics as |

tacility slaff. Per interview, all agancy staff would

complate the posi-lest with 100% accuracy prior

10 providing diract care. !

| Interview, on 03/06/16 2t 1:00 PM, with RN 47, an | |
agency nursa, revaalsd she did raceive ths '
; Tecility's in-aervica tralning and had complated 2 ;
I post-tast for aach iopic regarding the facility's | i
protocol for Advance Cireclives, code status, i i
| Comprehensive Care Plan, Resident Rights, and I
Code Blus documentatlon forms, l I

| '
[ 23. On 03/06/M8, review of the facility's In-service | i
“slgn in sheels and post test for 02/28/15 through ' ;
03/02/15, revealed nursing staff (Nurses, KMAs i
and SRNA's) did recsived education related o
professional nursing standards, perizining to
proviston of CPR, documentation, ensuring a i
| Physictan's order for DNR status and honorng | ,
gach residant's Advance Directives. i

Interviews on 03/04/15: &t 3:20 PM with LPN #8;
at 3.49 PM with SRNA #13; at 4:18 PM with LPN
#2/MDS Nurse; at 4:30 PM with SRNA #6; at 4:50 |
| PM with RN #4/MDS Coordinator and SRNA #2. |
| at 4:58 PM with SRNA #12; at 5:15 PM with LPN |
“#1/Supervisor; et 5:20 PM with LPN #4; and at
| 5:50 PM with SRNA #8/KMA.and RN #5; and ' ’
*interviews on 03/08/16; at 12:35 PM with LPN
#10MWeekend Supervisor; al 1:00 PM with SRNA
#19 and SRNA #14; ai 2:.00 PM with SRNA #15; | .
| at 2:30 PM with SRNA #16/KMA; at 3:35 PM with : i
| SRNA#1; at 3:50 PM with SRNA #11; at 4:00 PM i !
" with SRNA #10; at 4.05 PM with LPN #9; at 4:25 :
i PM with LPN #3; at 4:40 PM with SRNA#8; and i
' at 4:50 PM with RN #5 ravealed they had all I i
| recelvad in-service education regarding ! ‘ |
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professional nursing standards which pertainad o : :
| provision of CPR, documenitalion, ansurlng a ! :
' Physician's Order for a DNR status and honaring |

a rasidents Advance Diractives. Additionally, tha |
slafl Interviewad revealed they all had (aken 2 i l

post-lest and had to score 100%. I

o4, Review of the 03/03(15 Mock Code Blue i

, sign-in sheet revealad seven (7) LPN's, one {1}y i
RN, flve (8) SRNA's and MR responded to the

 Mock Code Blue drill. Review of the ! .
! Incidant/Accident form, Nurse's Note, Code Blus | i i
| Information form, and Code Blue Nurse's Notes

| Guida revealed the staff responded timsly, and l
| foliowed the fachity's protocol for a Code Blue, | |

 Intarviews, on 03/08/15 al 1:30 PM, with SRNA | :
| #2, a1 2:10 PM, with SRNA #18, rovealed they |
" had parlicipated in the mack Code Blue on i ! '
|03/03/15. SRNA#2 and SRNA#18 stated ths E i I
| drilt wan{ very well, and everyons seemed fo be | i
more comfortable with thair role in a Code Blue ! i

1

]

! avant.

[ Interview, on 03/08/15 at 1:45 PM, with LPN i :

#11Supervisor revealed she had taken the lead In | ' :
the mock Code Blue, and after assessing the i

l_ mack resident for vital signs had given the order ! |

‘to page a Code Blus, Per interviaw, shs informed {

| those prasent to get the crash carl, and CPR was |
initiatsd timely and documentation was !

g completed. She further statad she felt good '

 about tha mock Coda Blue. ' i

 interview, an 03/08/15 st 5:30 PM, with the SDC | i |

| revesled a mock Code Blus drill would bs ' :

! completad quarieriy on all shifts and on i i

| weekends. l :
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F 514 l 483.75(1)(1) RES :
§5=) | RECORDS-COMPLETE/ACCURATEIACCESSIB |

LE

. Tha facllity must maintain clinical records on each
residant In accordance with aecepted profassions! |
slandards and practices that are complete;

; accurately docurnented; readlly accessible; and

! systematically organized.

! The clinical record must contain sufficient !
i Informaition to identify the resldent; a racord of the |
| resident’s assessments; the plan of care and l

saervices provided; the results of any .
i preadmisslon scresning conducted by the State; |
and progress nolas, |

- This REQUIREMENT (s not met as evidenced
| by
! Based on interview, racord review, and review of
i the faciity's policy and procedures it was !
| determined the facily falled to have an effective |
, system 1o ensure accurale dlinical records wers |
maintained for one (1) of eight (8) sempled

! residents {Rasident #1).

|
i
t
i

! Reeldent #1 had Advance Directives which noted

; he/she requested to be & Full Code (Fult Code
indicates iffa-saving measures would be instituted

! In the event of cardiac or raspiratory fallure) to
Include psrformance of Cardiopulmonary

! Rasuscitation (CPR). On 02/18/15 at
Bpproximalely 8:30 AM, Resldent #1 was found to

| be unrespansive by Stale Reglstared Nursing

1 Assistant (SRNA) #1 who im mediately notiied |

| Reglstered Nurse (RN) #1 of this informafion. |

!
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F 514 Continuad From pags 139 F 514
Howaver, aftar checling for Resldant #1's pulss
and baeing unable to obisin ona, RN #1 failed to

. Immediately Inltiate CPR for this residant. RN #1,
RN #2, Licensad Practical Nurse (LPN)

I #2/Minimum Data Set (MDS) and BN 24/MDS
Coordinator initiated CPR for Resident #1 at
approximately 9:05 AM {0 9:10 AM; howaver, ths i

| nursss failsd lo ensure af datalls of the code : :
wara dogcumentad in the rasident's medicat f

i record. Residant #1 was transported by | :
ambulancs to the haspital Emergency Room (ER) ; i :
where the recident was pronounced ag expired at | ; |

| §:38 AM. | ,

' The facility's fallure to ensure the provision of I i
| CPR for @ Full Code rasidant, with all delalls of ! |
| the cods accurately documented in the resident's |

: regords, has causad or is likely lo cause serious ;
{injury, harm, impairment, or dealh to a resident. |
| Immediate Jeopardy was identified on 02/28/15,
. and was dstermined o axist on 02/18/15. The

. facility was notifisd of the iImmediate Jeopardy on

i 02126M5.

i Tha facllity provided an acceptable eredible ,

| Allegation of Compliance (AOC) on 03/04/15 with : '
| the facility allaging rermoval of the Immedists

Jeopardy on 03/04/15. Immediste Jeopardy was ;

i verifiad lo be removed on 03/04/15 as alleged by i

the State Survey Agency prior to exil on 03/08/15, | :

i

1

i

| with rematning non-compllance at a Scepe and -
| Savarily of a "D" while the facility develops and |
: implaments a Plan of Correction and tha facliity's |
t Quality Assurance (QA) monitors to ensure

i compliance with systemic changes.

|
, The findings Include: , ’
;

!

! Review of the facility’s poficy titled,
Fasifity £3: 100108 If candnusation shest Page 140 of 168
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¥

!
: i ;

F 514 | Continued From page 140 ' F 5141 :
i' “Cardiopulmanary Resuscitation (CPR)", undated, l

revealed 10 delsgale a parsan to "take notes” i ! !

: during a cods on a resident found unresponsive -
! which was lo Include the time CPR was fnillated, | j
: who provided ches! compressions and !
[ ventltations, and dacument the “sntirs svent® in ; :
- tha regident's medical racord. :

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

STATEMENT OF OEFICIENCIES (%1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULOING

NAME OF PROVIDER OR SUPPLIER

- Raviaw of the facility's, "Medical Emergency |
| Cods Reference" documant, undated, revealed

 tha purpose was to provide emergency care to a l ’

| rasident in need of urgent servics, Per the : ;

“Medicat Emergency Coda Refarencs”, the “Code f ]

i Biue® could be initiated by a Reglstared Nurse ; f

. (RN} or Licensed Practical Nurse (LPN), who ! |

| were to "overhead page"” three (3) times the room ; 1 l

number or location of the "Code Blue®, all i |

i avallabla nursing staff ware to respond, staff wers : | ’

|

i

1

i

|

to the "check code status” of the rasident, initiate !
: Cardiopulmonary Resuscltation (CPRY) if ;
| appropriate, contact the Physiclan and/or "send [
- oUt 811" and "document all datails of the code In i
|

| tha medical record”.

' Review of the madical record for Residant #1 |
revealed the faclity admitted the reskient on
: 06/22/12, and he/sha was r=-admittsd on
09/05/14, with diagnoses which Included Chronic I
i Branchltls, Acute Respiratory Failure, Chronic I
Isghemic Heart Disease and Chronic Alrway [
' Obstruction. Review of the Advancs Diraclives,
- dated 00/11/12, and signed by Resident #1 ,
, revealad the resident requested to have a Fuil
Code stalus which included CPR th tha event of

i
Z bsing unresponsive with no respirations or heart f
 beat. | ’
[ Continued record review revealed a Nurse's Note
- dated 02/18/15 timad 8:40 AM, documented by :
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- 1

F 514 | Continued From pags 141
RN &1, which noted SRNA #1 told her Resident |
| #1 didn't "look too good"”, and when she arvived in 3
tha resident's room she shook himfbherwithne !
| response. Perthe Nota, RN #1 noled Resldent | [
#1 trad no respirations and she checked fora [
pulse with none found. RN #1 documented shie
| catted for “assist” from another nurse on a
different unit, and when tha othar nurse arlived . ;
1 CPR was iniliated. Review of RN #1's Nurss's
" Noles revaalad at 8:10 AM, EMS srrived, placed
i Resident #1 on a backboard and put Automated | i
1 External Dafibrillator (AED) pads on the resident }
with no pulss oblalned, and CPR was continued. | ! ;
| However, continuad review of RN #1's |
documeantafion revealed no documented
| avidsnca all details of the code ware notad to
| Include: ovarhaad paging a "Coda Blue”, calling
811, contacting the Physician, nating what staff
| was prasent, and who was performing the ]
respirations and dolng tha chast compressions, |
| @8 par the facility’s policy.
)

. Attempts to inferview RN #1 were made on
02/24/15 at 1:05 PM, 2:00 PM, 4:30 PM and 5:15
. PM, and on 02/25/15 &t 10:10 AM; however, were | i

; Unsuccsssful. |

[}

* Continued review of the Nurse's Nota ravealed a | |
Note dated 02/18/15 at 8:00 AM, documented by '
LPN #1/Supervisor which revaalad she was i
*overhead paged” and called the nurse's station
on the unit whare Resident #1 resided. Per the
Mote, when she called she was informed |
Resident #1 was "dead". The Nola reveated LPN
#1/Supervisor went o the residant's roomand
- CPR was Initiated. Further review of the Nurse's

| Notes revealed at 8:05 AM, LPN #1/Supervisor |
- noted 811 was called and CPR continued unth | :
. EMS arrived. Raview of tha Nurse's Notes _ '
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|
' |
F 514 Continued From page 142 F51¢i
| revealed &l 9:15 AM, LPN #1/Supsrvisor ! )
. documented EMS pearsonnel arrived and toak
| over CPR, However, further review of LPN .
. #1/Supervisor's documentation revealed na i i
| documented evidence all datalls of the code were - i
I notad to includa: overhead paging a "Coda Blue", |
! contacting the Physician, noting what steffweg !
| Present, and who was performing the raspirations
and who was dolng ths chest compressions, as
| per the facility's policy, !
1

| Interview with RN #2 on 02/24/15 at 12:25 AM

- and 02/25/15 at 11:30 AM, revesled she assistad
| In the code for Resident #1 after (he resident was
i found unrasponisive. However, recard raview ]
| ravealed no documented evidence RN #2 had
- hotad her particlpation In the code. Continuad |
| interview with RN #2 raveaiad LPN #2/MDS
' Nurse had documentad the code In Resident #1's | |
. madical record.

i Further record review revealsd on 02/18/15, a
Nurse's Note timed 8:45 AM which ravealed
Resident #1 was unresponsive with no pulse by

' nursing, and CPR was iillaled by RN #1 and AN

i #2 which continued unth “811 arrived at 9:15" AM. :

: Howevar, inlerviews with staff revealed CPR was

j Initiated for Resident #1, approximataly 8:05 AM

10910 AM.

| Continued raview of the 8:45 AM Nurse's Nata on

- 02/18/15 revasaled no documented evidence of a

| nurse's signature, or of all details of tha code

"noted fa include the time CPR was initialed, who

i provided chest compressions and ventilations,
and Physiclan nofification. Review of a Nursa's

! the hospital; howaver, thera was no documented
| evidence of the nurse's signature, Additlonally,

FORM CM3.2667102-89) Previoim Varalans Obsoiale Event 0: QULPH
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F 514’ Continued From page 143
 review of @ Nurse's Nole timed 10:20 AM,
revealad Residant #1 had "passed” per the
| hospital, with no documantad evidenge of the
. hurse's signature. i

{
" Interview with tha Director of Nursing (DON) on

1 03/08715 at 8:30 PM, ravealed she would axpact
her licenaed nurses to perorm an assessment of !
| 8 resldent with & change in condition, such as
baing unresponsive, which would includa
! checking the resident's vital signs, verifying their |
coda status and Initiating CPR right away If ]
' appropriate. She further stated nurses should |
; ®nsure [heir documentation was complete and |
! accurate, as per facility policy, Per Intarview, l
| codes should ba thoroughly and accurately
I documented; however, for Resident #1's code ,
' staff had not "adequalely” documentsd the coda. |
!
H
§
]

 Intarview with the facliity's Administrater en

| 2/26/15 at 3:45 PM and 03/08/15 at 6:45 PM, i

, revealad his expectations of ficensed staff was ta |

| ensure documentation was complete, clear, and

: imely, Per Interview, the information for codes

| should be documentad as per the facility's policy. f
|

|

l’ The facility provided an acceptable credibla 7
| Allegation of Compliance (AQC) on 03/0348, that |
| alieged removal of tha IJ effectiva 03/04/15,
Raview of the AOC revealad the facilily

i implemented the following:

i 1. On 02/18/15, the Administrator, Director of

1 Nursing (DON) and the Regional Direclor of

! Clinlcal Services (RDCS) interviewed Stata

| Registered Nursing Assistant (SRNA) #1, Nursing
: Supenrvisor (NS)#1 (LPN #1/Suparvisor), RN #1

| and RN #2 regarding delay of the Coda Bius
+ avent Invoiving Resident #1, RN #1 and RN #2

i
£

T e e
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| were suspended oh 02/18/15 panding the

|

i i i

F 514 Conlinuad From pags 144 i E 514"
: facllity's investigation. i

'2. on 02181 5, an initlal report of the delayed | :
i Cods Blus event was sent to the State Agenpy by :

. the Administratar and the DON, .

—————— —

I

. 3. On 02/18/15, the DION notified Resident #1's f
j family of the dslay in initizting a Code 8lua by RN |
1

I

4. On 02118115, the Staff Development !

i Coordinator (SDC) inltiated In-sefvices with |

licsnsed nurses regarding immediate :

{implementation of the facility'’s Coda Blus ‘

, Protocol for residents who had Advance i

; Directives which indicatad a Full Code stalus, |

; Immediate training included facae-to-face
In-servicas with licensad staif on duty, and
instruction by tefephone for other licensad staf,

f On 02/19/15, the training was extanded to include

| SRNA's and Kentucky Medication Aides (KMAS),

{ and 1D0% of the nuralng staff received the
education. Training points included the

j immediate Inltiation of CPR, based on (ha

. Physician’s Orders and the Individual's Advance

| Dirsctives and stated wishes regarding their coda

| status, when a resident was discovered o be

i without vital signs. UtRized for the training was

.I the facllity's Code Blua Protocol. .

! 5. On 02/19/16, the DON revised the faciiity's l

[ policy and procedura reiated to code status to

[ Include a requirement for adding each rasident'’s

' code stalys to the care plan.

! 8, On 02/18/15, the DON dovelopad a new
system of quarterly care plan meefings withthe |
; resident and/or their Responsible Party (RP), the |

“ORM CMS-2387(02-00} Proviows Versions Obtolets Event D:QxLP1Y
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|
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F 514 Continued From page 145 F 514! i

i Social Worker, the unit nurse and the MDS nurss,
to delermine if any change in code status Is

| desirad by the residsnt.

!

. 7.0n 02/18/18, the DON developed a Code Slue -
| Information form to ba attached to the incidani
raport for 2ll Code Blue evenis. Both forms ara
: lurhad in to the DON for further investigstion,
The DON will submit resuits of all investigations
| 1o the manthly QA meelings. I addilion, the '
- DON developed a referanca book for Coda Blus

i' avanis, and placad a book on sach crash cait.

8. On 02/18/15, the Administrator notified the |
| Ombudsman of the dslay in Initiating 2 Cods Blus

for Resident #1. The Adminisirater explained the |
| corrective actiona taken by tha facility, and inviied

the Ombudsman to participate in tha investigation |

| process.

i 9. On 02/19/15, a Quallly Assurance (QA) i
meeting was heid by telephong corference. :
Participants included the Administrator, the DON, |

[ and tha Medical Director, who was also the

' Attending Physician for Resident #1. The ]

! purpose of the meeting was to notify the Medical

' Direcior of the delsy In providing CPR for

' Resident #1, and to discuss comrsctive actions,

I 10. On 02/19/15, an Ad Hoc QA meeting was heid
to establish corractive actions and monktoring to
| ensure future compliance reiated to the following:
, Code Blue response; resldants' rights; and the
| facility's Abuse Policy. Attendees included the
Administraior, DON, Medica! Director, QA Nurse, l
i RDCS, Reglonal Diractor of Operations (RDO), |
! Unit Managers (UMs), and the SDC. The l
f

|
|

| committes reviewed and authorizad revision of
! the facliity's current policy related 1o code status

e e 1 i

i
|
|
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'to include code status in sach residant's ' :
{ Comprehensive Care Plan. In addition, the i
commitiee developed a checklist of lems 1o ba H i
i campleted to ensure no other resident hagd the ) '
poasibility of being affected by the deficient | i
practica. Furthermora, the committas Bssignad !
individual members of ths interdisciphnary lsam {
1o carry out spacific tasks steled ont the chack Iist,
2s well ag, actions to ensura ongoing compliance, . i
; The commitiee detarmined ths rool cause of the '
' delay in provision of CPR for Resident #1 was | ;
, due to RN #1's fzllure to follow the facillty's policy |
and procedure related to code elatus. | ;

[ Also, on 02/18/15, the regular monthly QA |
maeting was held and attended by the

| Administralor, DON, Madical Director, Social

' Servicas Director (SSD), QA Officer, Nursing

! Supervisor, Aclivities Director (AD), Director of
Rehabilitation, Consuttant Distician, and the

‘ Dietary Manager Asgistant, Participanis .
confirmed the Ad Hoc meeting determination of
the root cause and further discussed the facility's

i ptan of action going forward, |

[ 1%. On 02/19/15, the Medical Records

: Caordinator snd the QA Nurse audited 100% of |
the 128 residents’ charts to verify sach resident’s

! cods status was correctly identifled, and to |

. ensure Physiclan Orders, Comprehensiva Care  :

f Pians, and SRNA Care Plans were consistent for

; either Full Code or DNR status. Each resident's

: chart holds an identifying sficker on the outside

; Sping to communicala the code statys: a white

sticker indicates 8 Full Cade status, and a rad

[ stickar indicates DNR slatus, The Medical

: Racords Coordinator updated esch rasident's

| Care Pian to reflsct individual code staius to be ‘

elther Full Coda or DNR. The QA Nurse and the ‘
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F 514 Conlinuad From page 147 ! F 514, i

Medical Records Coordinalor will continue the 5

audits dally Monday through Friday, and the ' | J

, Housa Supervisor wil perform the audits on the I

‘weekends, untl the 1 is removed. Audil results ! ;

, will be submitted daily for review by the DON, - : H

who will forward the data io ths monthiy QA ! |
meslings for Interdisciplinary review ;

12. On 02/18/15, tha Central Supply cleri audited I i
the facillty's six (6) crash carts, utilized for i i
j managing a Code Blua svent, for tha presence of ! | !
' adequate supplies, and to ansure no expired | :
, tems were located on the carts. The crash carls | i
~will be checked daily, Monday through Friday by | '
 the Central Supply Clerk, and by tha House ! | ‘
Supervisor on weekends, until the 1J s removed. |
i The audlts will utiitze the Crash Cart check List
| Form, and il rasults will be submitted to the J '
| Administrator and the DON for thelr review, i
" Subsequently, audit results will be presented at .
i the monthly QA maaling, whare any changes o . i
the frequency of audits, or recommendations for ]
i further interventions, will be made.

¢ 13, Beginning 02/18/15, the Payroli/Human

: Rasources (HR) Coordinator inftiated a review of

{ employee flles for all nursing staff, to ensure

+ current Cardlepulmanary Resuscitation (CPR)
certificates, active nursing licenses and SRNA

i certifications, and the completion of background

: checks. The audlt was complsted on 03/03/15.

' 14. On 02/18/15, the Medicsi Records
|' Coordinator and the RDCS audited fifty (50)
resldents who expired al the facllity during RN
, #1's amployment batween 12/04/12 and
- 02/21/15, to determine if RN #1 had been
 involved in any ather Code Blus events. They |
found of tha fifty (50) deaths, twanty-ane (21) | ,f :
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loccurrad whils RN #1 was on duty; howavar, ail

1 a8t the time of death.

caliod tha fachity and voluntarily resignsd “er
position of employmeant with tha facility.

Irformed the Medicaf Dirsclor of the specific 1J
chtatlons, and discussad ths facility's plan for
correction of the deflelsmt praclics,

Nurses and the Medical Records Coordinator

following ections: Social Services will review
| @ach resident's Advance Directives upon
admisslon to the facility, including thelr wishes

 for the code status, obtain consent from the
! inltiate the Advance Diractives Care Plan; the

MDS Nurses will audit the initial Care Plans for
( the presence of Advancs Directives within 72

!‘ Plan Team will review all residants’ Advancs
Directives during the regularly scheduled Care
i Plan meelings,

| very department, including Nursing, Dietary,
Malnlenance, Social Services, Aclivities, and

1 Housekeeplng, was in-sarvicad by the DON,

' SSD, SDC, QA Officer, and the Nursing

. Supervisor related 10 Advance Dlrectives and

' Residents' Rights. Each staff member was

, fesidents except Resident #1 were 2 DNR statug

. 16. On 02/27/15, the Administrator and the DON

' 17, 0n 02727115, the Administrator and the DON
. in-serviced tha facility's two (2) 88D's, the MDS

related to the facility's new policy and procedure
| regarding Advance Diraclives, which includes the

| regarding code status, obtain g Physician's Order
resident and/or the Power of Attorney (POA), and

18. On 02/27/15 through 03/02/15, alf stafl from

115, On 02/21/15, while still on suspension, RN #1

hours of admission; and the Interdisciptinary Care
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required to complete a post-test with 100%
| aceuracy on the subject matter, Immediats
re~education was provided for any Incorract

" answaers, |

1 18. Between 02/27/15 and 03/02/185, alt nursing |

- staff, including nursas, KMAs and SRNA'S were

'educated by tha DON, $SD, SDC, QA Officer and

| the Nursing Suparvisor on tha following:
differantiation betwsen DNR and Full Coda

 status; how to identify a resident's coda stalus;

. how to call for and initiate a Code Blus; who

1 should respond to 2 Code Blue immediately:

, Where to locste the crash carl; ¢ontacting the

! Physlcian and cafling 817; continuation of tha
code untll EMS arrtval: notification of the DON

I and Administrator; and documentation of all

i delails of the code in the medical record,

3

« In additlon, tha tralning Included how o manage

! the resident who had @ DNR status, including an |

| assassment for vilal signs a1 five (5) minute i

"intervals, pronouncement of death, notification of |

i the Physiclan, the family and/or POA, and tha
DON and Administralor, and documentation In the |

l medical record. All participants were required to

- complete a post-test relaled to the training with

| 100% accuracy, with Immedlats re-education

* provided for any Incorrect answars.

i
!
!
i J
' 20. Between 02/27/15 and 03/02/15, all nursas, f
i KMA and SRNA's ware in-sarviced regarding the |
" raquirement for inclusion of the rasident's !
| Advance Directives and cods status on the |
; Comprehensive Care Plan. Tha training was i
| provided by the DON, SDC and Nursing !
" Supsrvisor. All participants were required to

{ complete a post-test related to the training with |
' 100% accuracy, with immadiate re-education i

!
!
I
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j provided for any incorrect answers. Two (2) staff
 members were on leave and did not recsive the
; education. They will not be added to the
" schedute untll thay are in-serviced and abis to

complate the post-last accurately to ensure their
| compstancy. |

21, As of 0212715, fifly-six (58) of ane hundred
and twenty-elght (128) residents had an Advancs
Dirgctive for Full Code status. '

. 22. 0n 02/28/15, the DON updatsd the new hire .'
: orientation outlineg (o include training and
post-lasts ralated to professional nursing |

! standards, identifying coda status,
Comprehensive Care Plang, Advanca Direciives, |
Resldents’ Rights, Cede Blus Information shoeat,
Code Blue Nurses' Nots gulda, and the facility's

: Code Blue Protocal. In addition, orlentation

| packets were developed for agency staff lo

, 8ducate on the sams topics. All agency staff will |

i be expacted to complele the posi-tests with 100% f
accuracy prior fo providing dirac care. :

I
1 23. Betwesn D2/28/15 and 03/0215, all nurses, '
KiMAs and SRNA's were in-serviced by the DON,
I 8DC and the Nursing Suparvisor refated to ‘
- profassional nursing standards. Tralning !
| references included the Lippincott Manuat of [
¢ Nursing Practice as fl pertained to the provision of |
" CPR, documentation, ensuring a Physician's ,
| Order for DNR status, and honoring each !
rasident's Advance Directives. Al parficipants l
were required to complels a post-test related ta H
| the training with 100% sccuracy, with immediate |
| re-education provided for any incorrect answars. ;
|
]
l

: 24. On 03/03/15, the faclity condusted a mock

i Code Blua drilf to assess staff knowledgs
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ratention after training related 1o initfaling a Code
: Blue evant immedataly, and evaluated TESP0NSE
time, accuracy in determining the cods status of
. the mock resident, and adhersncs to the facllily's |
- polley and procedura. A mock Code Blue drill will {
be conductad quartary by the SDC, QA nurse or
the DOM, and wil cover all shifls on weekdays |
and weekands. Resulls of the drills will be
 brought by the Administralor or the DON to tha
' facliity QA mestings for Interdisciplinary raview.
i Any staff members identified to not follow faciilty
! polley and procedurse will be re-aducated, and a |
; competency tes! will be administarad unti the 1
' staff member Is able to display a thorough and l
. accurate understanding of tha policy and
| procedure. ’

l' The State Agency validated tha implementation of
i the facilliy's AOC as follows: ;

.

| 1. Review of the facilitys investigation of the
Incldent revealed SRNA #1, Nursing Supervisor

1 #1 (LPN #1/Supervisor), RN #1 and RN #2 wers

linterviewsd ralated lo the Code Blue event

; involving Resldent #4. Continued review of the

{ Investigation reveaied RN #1 and RN #2 were

: suspended on 02/18/15, pending the investigation

l’ resulls,
Interview, on 03/04/15 at 6:00 PM, with the DON

{ revealed RN #1 calied the facility on 02/21/15, :

; and stated she was quitiing and would nol be l
relurning to wark, and hung up. y

2. Tha State Survay Agancy recaivad the initial l
i repart regarding the delayed Code Blus event ;
1 involving Rasident #1 on 02/18/15, l

| 3. Review of the fecity's investigation ]

s

C—
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decumentation of the incident ravealed the DON i
| natifiad Residant #1's family of RN #1's delayin | |
initiating a Code Blue, - ! !

1 ’

! Phone canteet was atiempted with Resident 21'g g .
RP/famlly which wes unsuccesstyl and a j | ;
messags was lefl. However, no returm call wag

; Fecelved. { |
4, Review of the facility's in-servics sign-in form | !

| dated 02/18/15 and 02/16/15, resens 100% of

| nursing staff did recetve training on the facifity's | !

| Code Blua Protocol, which inctuded education on i . l

. immadiate initlation of CPR, based on Physician's | !

! Orders and the individual's Advance Directives .

; @nd stated wishes regarding their code statusg, f

| when a resident wes discovared to bg without

. vital signs.

] Interviews on 03/04/15: at 1:85 PM with LPN #1, ;
i at 4115 PM, with LPN #2; at 3:20 PM, with LN [
"#8; and at 4:50 PM with RN #4 revaaled they
were Inserviced on the facllity’s Code Blye {
! procedures, how to identlly & resident's codg
status, when to iniiiate CPR, and the code |
' process, ’
l

{ Interviews on 03/04/15: ai 3:49 PM, with SRNA
1#13, at 4:35 PM with SRNA #8, and at 4:58 PM |
with SRNA #12 revealed they were inserviced on
the facility’s Code Blue process, how to identify a '

resident's code status, call 8 Code Blue, take
j crash cart to room and wail for further directlons,
I

i

|
|

s e

!
i

f

H

, 5. Review of the faciity's documant ltled, ‘ !
| *"Medical Emergency Code Reference”, rof dated, | ]

revealsd the DON had revised the fachity's policy , ! ;
f and procedure to inclide the requirement for | [
L

 Bdding 2ach resident's code staius to the care |
TORM CMS-2587(02-89) Previcis Varsions Obsoles Evenl 1D: GXLPY Faclity 105 100108

.
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! plan.

" Interviews on 03/04/15 at 5:20 PM, with Social

: Services (S5} #13, and al 5:30 PM, with 853 #2,

' revenled they were In-sarviced rajated lo €8
responsiblity for implementing an intarim
Advance Directiva care plan to includs the code

; status for all new residents upon admission
and/or raadmission.

I

| intervisw an 03/06/15 at 4:50 PM, with the RN

| #4/MDS Coordinator revesled the MDS nurses

" were In-3srviced related to MDS' reaponsibliity fo
&udht tha Interim care ptan within 72 hours of
avery residanl’s admission, and/or readmission,

| and to assure Advance Directives with coda

' status wera present,

! 8. Interview, on D3/06/15 a1 6:30 PM, with the

i DON revealsd she developed a new system for
Quarterly Cars Plan meetings to discuss with

 residents and their RP ¥ a change in coda status !
Is deslrad by the rasident, ;

! Review of the facility's policy fitled, "Care Pians"
. with @ revised date of 02/27/15, revealed the Care |
! Plan Team would review with the resident any .
| xistingfourrent Advance Directives to datermine

if a changs in cods status was desired by the
l resident at the Quarterly Care Plan meetings.

i
|
, Interviaws, on 03/06/15 at 4:00 PM, with SS #2 |
I and at 4:30 PM with S8 #13, reveslsd Advance ;

Directives including the cods status was i
| discussed with each resident at every care plan
! meeting now, |
. !

“Interview, on O3/0BH5 at 4:50 PM, with RN
{ #4/MDS Coordlnater, revealed the care plan team i

F514i

!
|
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did discuss Advance Directives including the code |
status with the resident or RP a( each care plan

[ maeting now, i

| 7. Interview, on 63106113 at 8.30 PM, wiihthe |
DON reveaied she had developed @ Code Blue |

| Information form which was to be attachad to :
Incident Reports for all Code Blus events that :

; ware to be turned in to her. The DON ravaaled

! she had also develaped a raferance book for all

. Code Blus events which werg placed with each

j crash cart, Pear the DON, she wil! submit ail
Investigations ta the faciiity's monthly QA

; maeting. i

5 from 3:00 PM through

[ 3:20 PM of sach crash ear in the facility revealed ,I

'a referance book for Code Biue aventls which
included tha Cods Blye documentation form,

, Review of the tacility’s Code Blue reference boak
revealed a form titled, “Cods Bjua

| Documentation”, dated 02/1 8115, which was

| revised 02/27/15. {

{
| 8. On 03/06/15 at 2:00 PM & call was placed fo
' the Ombudsman with no answer, a message laft !
to refum a call. The Ombudsman relumed the !
call and revealed the Administrator did notify her |
. of the defay In Initiating a Code Blus for Resident .
#1, and explalned the corrsctive actions taken by '
[ the facility and invlted her to partiolpato, .
. Intarview with the Administrator an 03/08/15at |
[8:15 PM, ravealed ha had called the Ombudsman
on 02/19/15 as per the AQC, l

!

Cbservation on 03/06/4

| 8. interview with the Administeator on 03/08/15 af |
8:15 PM, confimed the facilitys Medical Direclor |
| was contacted by phone for the QA meeting on

FS514

—

|

“ORM CMS-Z567(02-99) Pravious Versions Qbsaiete

Event ID: QXLP11

Facitny D! 103108

If continuation ahest Page 155 of 168




04/10/2015  15:35 FAXBSE38%mE7T P.G07/619

: 0312612
DEPARTMENT OF HEALTH AND MUMAN SERVICES UL
OMB NQ. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STRTEMENT OF DEFICIENGCIES (X1) PROVIDER/SUPPLIERISLIA {X2) MULTIFLE CONSTRUCTION (X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BULDING COMPLETED

C

03/06/2015

185144 B. WiNg

ETREET ADDRESS. CITY, STATE, ZIP CODE
1808 VERBAILLES ROAD
PROVIDENCE HOMESTEAD LEXINGTON, KY 40504

] i PROVILER'S PLAN OF CORFECTION {x8)
(EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
CROS5-AEFERENCED 70 THE APPRADRIATE | Dbame
DEFICIENSY)

NAME OF SROVIDER OR SUPPLIER

(%4) Ip SUMMARY STATERENT OF DEFICIENCIES
PREFIX {EACH DEFICIENCY MUST BE BRECEDED BY FULL PREFIX
Tag | REGULATORY OR LEC IDENTIFYING INFORMATION) | T

’ t

I !
F 514, Continued Fram pags 155 . F514

l 02/19/15, to notify him of the datay in providing |

i CPR and to diseuss a plan of action, :

“Interview, on 03/06/15 at 3:00 Pi, with the
! facility's Medical Direclor and Resident #1's
" attending Physician revealed the Administraigr, | i
i the DON and the RDCS had called on 02/19/15, !
"lo discuss the avents which occurrad with
Resident #1's code on 02/18/15. He stated "we" |
f dict put plans inlo actlon, and ha felt the faclity 1
had a very active QA program. The Medical J ;
Director revaaled the facility had a mesting i i I
manihly and he "rarefy” missed a meeting. : | "
1] I )

? 10. Review of tha facliity's Ad hac QA meeting
i sign-in sheat revaaled the attendeas Included tha |
I

! Medical Diractor, Administrator, DON, QA Nursa, | |
 RDCS, RDO, UMs and SDC.

! Interview, on 03/08/45 at 3:50 PM, with Medical | H

« Records (MR) revesled during the QA meeting ’ ' [

| assignments wares made and MR was assignad i '
dutles related to the Advance Directives regarding i }

i completing a dally audit, Per interview, the audit

 was far identification/verification of sl residants' I

' cade status, by ensuring the code status an tha

| residents’ door name plate, SRNA cara plan,

, Comprehensive Cars Plan, spine of the residents’
charts, and inside the front cover of the charis

| matched the Physician Order. Further Interview

i revealad this was raviewsd by the

| DON/Administrator dally. : ; :

!

I

. interview, on 03/06/15 at 5:25 PM, with the QA ‘
 Nurse revealad an 02/19/15, 8 QA meeting was ’
i hald with the Medical Director, Administratar,
DON, Nursing Supervisor, 88, Dietary, Activities '
l Director, Director of Rehabiiitation and QAin i
_attendancs. Per interview, the QA altendees [ | ]
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, feviewed and authorized ravislon of the facility's

I‘ current code status policy to Include each

‘ resldent's code status on the care plan, The QA

i Nurse revealed members warg assigned spasific

- tasks on the check iist whieh they devetopad to

' &nsura ongaing compliance. Further intarview
revaaled the QA attendees datermined the root [

i cause of CPR provision for Resident #1 was dug

1 to RN #1's failura 1o follow the facility's polictes

i and procedurss ralated to code status and

t discussed an action plan, !

Intervisws, on 03/08/15 at 2:00 P, with S8 #2,
- and at 4:30 PM with S5 #1 3, revasatad 55 was
| @sslgned duties related to the naw policy and |
. Procedurs for Advance Direclives, Per tnterview,
i S8 was to obtain consents from the resident or
: POA, nollly the nursing supervisor of the unit the
. fasident was admittad to, ang obtain 3
| Physician's Order for the cods status decision,
" Further Interview revealod SS will initiate the
] Advancs Dirsctive care Plan for residents.

i Interview on 03/06/15 at 4:50 PM, with RN

i #4/MDS Coordinalor revealed the MDS nursas

; were assigned duties related to the new policy

’ and procedurs for Advance Diractives, Par
 Interview, MDS' duliss were to audit the interim

i care plan within 72 hours of every admission,

| and/or readmisston, 1o assure Advance Directives
; with coda status werg present.

]

1 1. Intervisw, on 03/08/15 at 3:50 P, with
i Medical Reeords (MR) revealed MR was

l assigned dutles related fo Advance Directives to |
i complets a daily audit for identification/verification |
i of all residents’ coda statug by ensuring the code ‘
; 8tatus on the residents’ door name plate, SRNA

| cara plan, comprehensive cara plan, spine of the ]

e e - - -

l

|

I
1
:
|
!
|
|

I
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l charl, and Insids the front cover of the chart
matchad the Physiclan's Order, Per Intarview,
tha audits were turned into the
DON/Administralor dafly, with the first audit |
| completed on 02/18/15, when MR and the QA
Nurse auditad 100% of residents’ chans for ;
[ varification of thelr code stzius. .
: Interviaw, on 03/06/15 at 5:25 PM, with the Q4
! Nurse revealed MR and herself compistad tha I
daily Budit Monday through Friday for ;
! Identification and verification of all residents' coda
- status by ensuring the cods siatus on the !
| residents’ door name plate, SRNA cars plan, |
Comprehensive Cars Plan, spine of the charl, |
i and Inside the front cover of the chart matched
the Physiclan's Order and the House Supervisar |
complsted the audits on the weekend. Par ;
f Intarvisw, the audits wouild continue uniil the !
immediate Jeopardy (1)} was abatad, ;
J

{
F 514 ! Continued From psge 157 |
!

" Review of the audits performed by MR and the
’ QA Nurse confirmed comnpletion of the tasks as
assignad per the AQC,

, Interview on 03/06/15 at 8:30 PM, with the DON
ravaaled the code status audils wars turned in
' dally for her review,

1 12, Review of the Cenlral Supply Clerk's (CSC)

| audtt forms (Crash Cart Gheck List form)

: revealed tha six (6) crash carts was audited dally
, far axplred tems and tha prasence of adsquate

, supplies, with no issues identified beginning

o2rtas, 1
1

- Interview, on 02/24/15 at 8:556 AM, with the CSC
revealed ha checked the six (6) crash carts dally |
. Monday through Friday, and the House

F 514

| |

| i
f i
I
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“ Superviaor chacked them on the weakends for

| expired items and to ensure thoy wera locked,

used from a crash cart the ltem was replaced and
l 8 new breakaway lock would ba applisd to the

} carl. The CSC reveajed audits conlinued to be
i Parformed,

|

Interview on 03/08/15 at 8:30 PM, with the DON
] ravasled the audit results were reviewad and
“would be takan to ihe facility's menthly QA
i maetlng,

13. Review of seven (7) employas filas on
i 03106115, revealad the employee flies wara
- complete with current CPR cards, active nursing
* licenses and SRNA ceriificallons, and
| background cheeks,

‘ Interviaw on 03/06/15 al 6:30 PM, with the DON
revealed the employee flle audits wars complated

| as per the AOC on 03/03/15.

' 14, Review of the audit compieted on 02119713,
revealed fifty (50) residents who had explrad in

| tha facitity between 12/04/12 and 02/21/1 5,

' medical racords were audited, Of the fifty (50)
deaths, twenty-one {21) were identifiad to have

[ occurred duting the tims frame.

interview with MR on 03/06/15 at 3:50 PM,

{ revealed the audits ware completed of residents
wha had axpired from 12/04/12 1o 02/2115, the
limeframe during which RN #1 was smployed.

 Per interview, twenty-one {21) of tha fifty (50)

- deaths occurred when RN #1 was on duty,

 howaver, only Resident #1 had been a Full Cods,

[ with the rest having & DNR statys,

Per interviaw, while doing the audil if an llem was

¢
)

i
t
j
i
I

T
{

I
L]
¥
'
|
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! 15. Interviaw, on 03/06/15 at 5:55 PM, with the
DON ravealad RN #1 had called the facllityon

1 02/21/15, and said she quit and would not bs

 returning o work, :

{ 16. Interview, an 03/105/15 at 3:00 PM, with the i
facility's Madiza! Diractor revealed the
Administrator and DON had Informad him of the -

'} deficlancles and they discussed the faclity's |
plan for correction for the identiflad deficiencies.

! 17. Review of tha facllity's Inservice aducation |
revealed the two (2) 58D's, MDS Nurses and MR

: Coordinator wars Inserviced on 02/27115, as ner

‘the ADC.

| Intarview, on D3/06/15 at 350 PM, with MR

* Coordinator revealed she had receivad education
related to the new policy and procedure for

_' Advance Directives. Per interview, her assignad

" duties rafated to the Advance Directives ware io .
complete a dally audit for identification/verification J

i of all residents’ coda status by ensuring the code
slatus on the rasidents' door name plate, SRNA ,

‘ care plan, Comprehenslve Care Plan, spins of |
the chart, and inside the front cover of the ahart

; malched the Physician's Order. The MR i

, Coordinator revealed the audits were reviewed by

| the DON/Administrator dally,

|
i i
- Intarviews, on 03/0G/15 at 4:00 PM, with SS #2 i
i
i

| and 8t 4:30 PM, with S8 #13, revealed they had
- recelved education on the new policy and
; procedure for Advance Directives. Per Interview,
i the SS assigned duties related lo the new policy f
- and procedura for advance directives were fo
- obtain consents from the Resident’POA, notify

the nursing supervisor of the unit the resident was |
: admitted to obtain a Physiclan's Ordar for the

T e e i e,
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- code stafus decision. The SS
to initiate the Advance Direclive care plan.

§ Further inlerview ravealad the care plan team
reviawed the Advance Diractives care plan during ¢

| regularly scheduled cars ptan mastings,
fntsrvisw, on 03/08/15 2t 4:50 PM, with Riy

' #4/MDS Coordinator revsaled the MDS nurses _

_had receivad the education on the new pallcy and ¢

| pracedurs for Advance Directives, Per interview,

 MDS Nurses assigned dufies related fo the naw

. policy and procedura far Advanca Directives was !

' to audit the interim care plan within 72 hours of
every admission, sndfor readmigsion, and o

| @ssure Advance Directives with code status wers
present. Further interview revealed the care plam |
leam raviewad the Advance Diractivas care plan

| during regularly schedulsd care plan meetings.

ravealad they warg

. 18. Review of the facility's in-sarvice gign in sheat

" and posi-test from 02/27/15 through 03/08/15,
revealed all fachity staff had recelved education

] on the facliity’s Advance Directives and
Residents' Rights with scores of 100%.

! Intarviews on 03/04/15: at 3:18 Ph with fhe

* Groundskaaper; at 3:20 PM with LPN #8; al 3:33

i PM with Laundry personnel #8: at 3-49 PM with

| SRNA#13; at 4:00 PM with the Dietary Managsr;
&t 4:15 PM with LPN #2MDS Nurse; at 4:30 P

i with SRNA #8; at 4:50 PM with RN #4/MDS :

{ Coordinator and SRNA #2; at 4:58 PM with SRNA |
- #12; al 6:05 PM with Distary Alde #6: at 5:07 PM

| With the Activities Dlrector, at 5:15 PM with LPN
#1/Suparvisor; al 5:20 PM with LPN #4; at 5:35
PM with Actlvities Assistant #10; 8t 5:48 PM with .
| the Maintenance Supervizar; and at 5:50 PM with |
SRNA £8/KMA and RN #3; and interviaws on -

| | 03/08/15: at 12:35 PM with LPN #10/Weekend

i
I

|

1
i
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| Supervisor; at 1:00 PM with SRNA #19 and SRNA,
#14; at 1:25 PM with Laundry personnel #14; at |

| 1:40 PM with Housekeeper #15; st 2:00 PM with |
SRNA#15; at 2.08 PM with Dletary Alde #10. at

| 2:30 PM with SRNA #18/KMA; at 2:40 PM with

| Administrative Assistant #16; at 3:00 PM with the

| Dietary Supervisor; at 3:35 PM with SRNA #1: at
3:50 Ph with Physical Therapy Assistant (PTA)
and SRNA #11; at 4:00 PM with S5 #2 and SRNA ;

1 #10; at 4:05 PM with LPN #8; at 4:25 PM with

LPN #3; at 4:30 PM with SS #13; at 4:40 PM with ;

, SRNA #9; and at 4:50 PM with RN #8 revealed |

" they had all recelved in-service aducation

| regarding Residents' Rights, Advance Directives ]

: and Code Blue events, The staff Intarviewed

- revealed they had been posi-tasted, as per tha

| AOC

I
| Interview on 03/08/15: at 4:00 PM wilh SS #2: at l
4,30 PM with S5 #13; and at 5:30 PM with tha |
8SDC, revealed they had all participated In the :
i training of all faclilty staff on Advance Directivas
“and Residents’ Rights, which required a post-fest f
| with 100% accuracy, with Immediata re-aducation
. provided far any incorreet answers. I

{ Interview, on 03/06/15 at §:55 PM, with the DON '
' revealad she had also participated in providing

j the in-service educatlon for afl facliity staff l

]

!

| regarding Advance Directivas and Residenis'
Rights, which required & posi-test with 100%
! accuracy, with immediats re-education provided

for any incorrect answears.

. 19. Review of the facility’s in-service sign in [
- sheets and posttest for 02/27/15 thru 03/02/15,
| an 03/08/15, revealed 100% of nursing staff had
. received educallon on the facilib/s cods blus

| Protocol which included diffarentiation betwesen

L W

F &§14i

|
{

|
I
i
|
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| DNR and Full code status: how to identiy a i
resldent's code status; who should respondioa
code blue Immediately; how lo call fur and inltlats |
! & code blue; whers to locate the crash cart;
comlacting the rasidants physician ard calling
{ 8-1-1; continustion of the cods yntl turnad aver to i
EMS: notification of the DON and Administrator:
j &nd documentation of all datails of the cods in the
" madical racord.

! Interviews on 03/04/15: at 3:20 PM with LPN #8;
al 3:48 PM with SRNA #13; st 4:18 pPM with LPN |
| #2/MDS Nurse; at 4:30 M with S8RNA #6: 5t 4:50 |
M with RN #4/MDS Coordinalor and SRNA#2: |

i at 4:58 PM with SRNA #12: a1 5:15 PM with LPN
#1/Supervisor; at 5:20 PM with LEN #,andat
| 5:50 PM with SRNA #8/KMA and RN #8: and . |
interviews on 03/06/15; at 12:35 PM with LPN ]
#10/Weekend Supervisor, at 1:00 PM with SRNA |
l

L #19 and SRNA#14: at 2:00 PM witr SRNA #5:

, at 2:30 PM with SRNA #16/KMA,; at 3:35 PM with |

! SRNA #1; at 3:50 PM with SRNA #11; at 4:00 PN
with SRNA#10; at 4:05 PM with LPN #0; at 4:25 |

i PM with LPN #3; 8t 4:40 PM with SRNA #g: and

{ at 4:50 PM with RN #8 revaaled they had all

; feceived in-service education regarding

| differentiation of DNR and Full Gde status, how

| to identify a resident's code stalus, how to calf for

" and Initiate a Code Blue, who shouid respond 1o a |
Cade Bius immediately, where to focaie the crash |

i carts, eontacting the Physician ang caling 811, |

: continuation of a code until EMS arrlvad, '

' notification of the DON and Administrator, and .

i documentation of all detalis of the cods in the I

f

|
|

: madical record. Addltionally, the staff intsrviewad !
revealed they had also been educatad on how to

| mansge a resident who had 3 DNR stalug, and

i had ta take a posi-test and scara 100%,

!
t
."
1

L

F 514{

,"
|

]
.’
|
|

|

|
f
|
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inlsrview on 03/06/15; at 4:00 PM with SS #2,8f i :
| 9°30 PM with SS #13; and at 5:30 PM with the | : !
SDC, ravsaled they had all participated in the
; fraining of all fachity nursing staff on the facility's |
Coda Bius policy and procedurs, protacol and ' i
process (o manage a rasident with a DR status, | . !
*varlfy no vital signs at fiva minuts Intervals, . : ;
pronouncament of death and notiigation of i
t Physlcian, family/POA, DON, and Administratar i
and docurmantation In the madical record, which | ' ;
! requirad e post-test with 100% accuracy, with i | i
immediate re-educalion provided for any Incorrect : !
i answers, ' . [

 Interview, on 03/06/16 at 5:55 PM, with the DON '

' revealad she had parlicipated in the training of all ;
fursing staff on the facility's Code Bius policy and | |
procedure, protocol, and pracess to managea |

 resident with & DNR status, verlly no vital signe at | i

! five minuts intervals, pronouncement of death ! !
and noflfication Physician, family/POA, DON, and | :

! Administrator and documentation in the madical i
racord. Per Intarview, sach orea requirad a

| post-test with 100% accuracy, with immediats

! re-education provided for any incorrect answearg, | ,

|

| |
j

,! |

| |

i

|‘

i

|

'I , The DON furlher stated two (2) staff members
, wera out on lsave and did not recsive the tralning;
“howaver, would not be added te the scheduie !
| | untll thay were In-serviced and completed the '
! post-lest with 100 % acsuracy. !
{ 20. Review of the faciily's In-service sign in | |
I sheels and post test on 03/06/15, far 02/27/15
through 03/02/15, revealed nursing staff (Nurses,
i KMAs and SRNA's) had recaived education on
: the facillty's requirement for inclusion of the
resident's Advanced Directives and code stalus
| | on the Comprehensive Care Plan, i | |

——
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! Interviews on 03/04/15: al 3:20 PM with LPN #8:
at 3:48 PM with SRNA #13; al 4:15 PM with LPN |
I #2/MDS Nurse; at 4:30 PM with SRNA #5: at 4:50
, PM with BN #4/MDS Coordinator and SRNA #2; |
: at 4:58 PM with SRNA #2; at 516 PM with LPN
#1/Supervisor, a1 5:20 PM with LEN i endai |
| 5:50 PM with SRINA #8/KMA and RN #5; and '
"intarviews an 03/06/15; at 12:35 P4 with LPN i
i #10/Weekeand Supervisar; st 1:00 PM with SRNA
- #19 and SRNA #14; at 2:00 PM wilh SRNA #15; |
- at 2:30 PM with SRNAFI6/KMA; at 3:35 PM with !
‘ SRNA #1; a1 3:50 PM with SRNA #11; at 4:00 PM |
 with SRNA#10; al 4:05 PM with LPN #9; at 4:25 |
| PM with LPN #3; at 4:40 PM with SRNA #9; and |
8t 4:50 PM with RN #8 revaaled they had all i
received In-service sducation regarding the i
' requirement for incluslon of a resident's Advance |
i Directives and code status on the Comprehsnsive i
* Care Plan, Additionally, the staff intarviewed (
l revealed they all had taken a post-lest and had to l
scara 100%. :

| Interview with the SDC on 03/06/15 at 5:30 PM, !
- revealed she had participatad in the training of all :
| nursing staff on the facllity's requiremant for |
inclusion of the resident's Advance Diractives and ;
cods status on the Comprehensive Care Plan,
f Per Interview, a post-test was required with 1009 ‘
, uoUracy, with immediate re-aducation providad l
I' for any incorrect answers. i
: t
i Intarview, on 03/06/15 at 5:55 PM and 6:30 PM, |
* with the DON revealed she had pariicipated in the
[ training of all staff on the facility's requirement for
j Inclusion of the resident's Advanes Directivas and
i code status on the Comprahensive Care Plan, |
| Per Interview, a post-test was requlrsd with 100% r'
: acguracy, with Immediate ra-sducation provided |

i for any Incorract answers, Further intarview

F 5141
I

———— e

—— —

————

I
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reveasled two (2) staff mambers wera out on Isave
and did not recelve the raining; howsver, would .
| recelve the training prior to being added fo the |
' scheduls, and wauld have to complste the
posl-test as required. bui will not bs added to the
| sehedule untll thay are i-serviced and complata
tha post-test acctralaly
' 21. Revlew on 03/05/15, of the 02/27/15 coda |
status aurdits ravealed fifty-six (56) of one :
 hundred and twerity-eight (128) resldents had a |
Full Cods sislus as per thelr Advanee Directives. *
|
| Interview with MR on 03/06/15 at 3:50 PM, !
“revealad she and the QA Nurse had audited &l
: residents’ records on 02/27/15, and flfiy-six (58)
I'of those residents’ records had an Advance
Diractive for Full Code siatus.

|

\ i

| 22. Intarview, on D3/06/15 at 5:30 PM, withthe |
SDC revealed the new hire orlentation packet did !

v Include the new lraining and post-test related tg

i professional nursing standards, Comprehensive

. Cara Plans, Advance Directives, identifying coda

- status, facility's Code Blue protecol and new

| Code Blus forms. Per interview, the post-test
would be required with a 100% aceuracy, and

| Immediale re-educallon provided for any incorrect

| answaers. |

| Irtervigw, on 03/08/15 at 8:30 PM, with the DON
ravealed all agency staff receivad orientation

" pagkets to educate them on the same toplcs as

. facility staff, Per interview, all agency staff would |

| complete the post-test with 100% accuracy prior |
to providing dirsct care.

|
! Interview, on Q306/15 at 1:00 PM, with RN #7, an!
" agency nurse, revealed she did recelve the

|
|
(.
{
|

|
|
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! fachity's in-gervice training and had complated a |
; Post-tast for each tople regarding the facillty's I
' protocol for Advanca Dirsclives, cade status, j
. Comprehenslve Care Plan, Residant Rights, and i
! Cods Blue dosumentation farms,

23, Qn 03/06/15, review of the facillty's in-service
sign in shests and post test for 02/28/15 through ]
i 03/02/15, revealed nursing staff {Nuraes, KMAs |
and SRNA's) did received education relalad to | i !
| professional nursing standards, pertaining to : I f
provision of CPR, documentation, ensuring a ! i
| Physiclan's ordar for DNR status end henering ' |
. each resident’s Advanca Directives. |

I
' interviews on 03/04/15: at 3:20 PM with LPN #8; | |
;at 3:48 PM with SRNA #13; at 4:15 PM with LPN '
#2/MDS Nurse; at 4:30 PM with SRNA #6' at 4:50 | 1
| PM with RN £4/MDS Coordinator and SRNA #2;, g
at 4:58 PM with SRNA #12; at 5:15 PM with LPN | i
; #1/Supervisor; al 6:20 PM with LPN #4: and al | ;
! 5:50 PM with SRNA #8/KMA and RN #5: and i t
intarviews on 03/06/15: at 12:35 PM with EPN | i
| #10/Weskend Supervisor; at 1:00 PM with SRNA |
#19 and SRNA #14; at 2:00 PM with SRNA #15; i |
j 81 2:30 PM with SRNA #18/KMA; at 3:35 PM with | i
SRNA#1; al 3:50 PM with SRNA #11; at 4:00 PM ]
with SRNA #10; at 4:05 PM with LPN #0; 5t 4:25 ,
I
I

| PM with LPN #3; ot 4:40 PM with SRNAG: g |
8t 4:50 PM with RN #8 ravealed thay had all
[ recelved in-service education regarding
professional nursing standards which pertained to ’
{ Provislon of CPR, documentation, ensuring a :
. Physician's Qrder for 2 DNR status and honering '
@ resident’s Advance Directives, Additionally, the f !
staff interviewed revealed they all had takeng |
post-test and had to score 100%, | i
1 . [
' 24, Review of the 03/03/15 Mock Code Blue | [ '

FORM CMS+2567(02-00) Previous Varzions Obselsle Event ID:QXLPTY Facllly Itr: 100108

¥ santinuation sheet Page 167 of 168




0411072015 1537 (FAX)859388351 P.018/019

PRINTEE: 03/26/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (%1} PROVIDERSUPPLIER/GLIA {X2) MWL TIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED

>

02/06/2015

185144 8 WING

STREET ADDRESS, CITY, STATE. ZIF CODE
1608 VERSAILLES RDAD
PROVIDENCE HOMESTEAD LEXINGTON, KY 40804

%) I SUMMARY ETATEMENT OF REFICIENCIES i D . PROVIOER'S PLAN OF CORRECTION {zs)
RREFIY | {EACH DEFICIENGY MUST BE PRECEDED 8Y FULL , FREFR . {EACH CORRECTIVE ACTION SHOULD 82 COMPLETIN
TAG REGULATORY OR LSC IDENTIFYING INFTRMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE ! D&FE
DEFICIENGY) ;
1

N&ME OF PROVIDER OR SUPPLIER

F 514/ Continued From page 187 F 5141
| sign-in sheel revealed sevan (7) LPN's, one (1) | !
. RN, five {(5) SRNA's and MR responded to the ;
| Mock Code Blug drlll. Review of the ! : !
incident/Accident form, Nurse's Note, Code Blue i
"Information form, and Coda Blue Nurse's Moles | i ;
Guide ravealed the staff responded timsly, and !
followad the facillly's protocal for a Cods Blus, [

" Interviews, on 03/06/15 at 1:30 PM, with SRNA
1 #2, at 2:10 PM, with SRNA #18, ravealed thay

. had particlpated in the mock Code Blue on

; 03/03/15. SRNA #2 and SRNA #18 statag the

. drill wenl very well, and gveryons seemed lo be
' mora comfortable with their rols in a Code Biye
| avent. ] {

| Intarview, on 03/06/15 at 1:45 PM, with LPN ! ]

| #1/Supervisor revealed sha had tsken the lead in : /
the mock Code Blue, and after assessing the ! i |

' maock resldent for vital signs had given the order | i !

i {0 page a Code Blue, Per interview, she informed |

| those present to get the crash cart, and CPR was !

| initisted timely and documentation was ;
completed. She further stated she feit good i

j about the mock Code Blue. ’

f

i Interview, on 03/06/15 &t 5:30 PM, with the SDC

' revealed 8 mock Code Blua drill would he |
compleled quarterly on all shifts and on :

| weekends. |

|

: ] |
] ,!
b
| [ i
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