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F 000 INITIAL COMMENTS . F 000 , . ,
: . The completion and submission of this plan
- A Recertification Strvey was initiated on ‘ ; of C(?m?:ction does ﬂot_gonstltute ‘m.
_ admission that the facility agrees with the

- 05/13/14 and conciuded on 05/15/14 with
: deficiencies cited at the highest Scope and
Severity of an "E".

 cited deficiencies as stated in the 2567. The
facility is completing the plan of correction

gé?f; fﬁgié?éa&ﬁ?rﬁjw AND RESPECT OF ; F 2415‘ Ibecause it is required by state and federal
‘ : " Jaw.
- The facility must promote care for residents in a The facility alleges compliance as of
smanner and in an environment that maintains or L 6/2772014.
-enhances each resident's dignity and respectin ;
full recognition of his or her individuality : )
! _‘ - F 241 Dignity and Respect of Individuals

A Feaching Moment regarding the dignity
espect of residents was presented to
staff by the Director of Nurses (DON) the
of May 19" (See Attachment # 6).
- ific education was also provided in the
e teaching moment regardin g the dignity of all

| This REQUIREMENT is not met as evi
by:
Based on observation, interview, and r
" the facility's policy, it was determined th
Hatled to promate care for residents inam
- and in an environment that maintained or =

nner

. énhanced each resident's dignity, for one (13 of ; . . . , .
" fifteen (15) sampled residents. Resident #5 was - re_mdents during meal tlme. Tilrns education
~observed to wait eighteen (18) minutes for his/her ; - will also be part of the orientation process
‘ meal to be served while cther residents at the : - for all new sta ff,
+ table were eating. - Resident # 5 remains in the facility,
' The findings include: ‘ continues 1o come to dining room for all
‘ * meals and continues to have a good appetite.
- Review of the facility's policy fitled "Resident Bif © Staff who worked with resident # S on
. of Rights", undated, revealed residents had the . : ; . T .
- right to considerate and respectid care in full . S/Mf’ 1'4, was also ngen fndiwdual eldncatton
recognition of his/her dignity and individuality. ; - reminding E}-mm of facility expectations to
; : - serve all residents at one table at or close to
; iﬁerWdOf ?E‘S"‘feﬂé #iésgfdiﬁa* ;99%{3 revealed | -~ the same time. The staff included staff
; he resident was adrmitted by the facifity on :
(07101711 with diagnoses which included - member #5, the MDS nurse and all other
" Hypertension, Depressive Disorder, and Anemia, - staff that worked on that household on
Review of the Quarterly Minimurm Data Set i 5/14/14,
- . (X&) DATE

LABORATO | RECTOR‘WWUP?QER REPRESENTATIVE'S SIGNATURE . TLE
: / & - ; -
-/%G/LZ 4 L}-}/ {’3({»\,,'}“,1_.& Oiﬂﬁ{.‘,«JCV é"‘{:"“'!\/f
Trecting providing it is determined that

Any deﬁcs‘ency statemant ené{ng with an asterisk (*} denotes a deficier;cy whict: the institution may be excused from co
other safeguards provide sufficient protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are diselosable 00 days
net & plan of correction is provided. Faor nunsing homes, the above findings and plans of correction are distiosable 14

fellowing the date of survey whether or
days following the date these documents ara made availabie to the facility, if deficiencies are cited, an approved plan of correction is requisite to continved

program participation.
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F 241 Continued From page 1 F 241 'The nurse management team and Director of |

(MDS) Assessment, dated 03/2441 3, reveated the

! Brief Interview for Mental Status (BIMS) indicated :

Resident #5 was severely impaired for cognitive

- function,

* Observation in the dining room, on D8/14/14 at

i 12:34 PM, revealed Resident #5 was seated at 2 :
. tatie with three other residents who were served

. @ bowl of soup, followed by the rest of their meal,

by staff. Continued abservation revealed
Resident #5 sat in histher Gerichair without

- anything to eat, and uttered the words, "Give me

cup”, and “Give me appies and bacen.” Resident '
#5 was not served his/her meal until 12:52 PN,

- when Certified Nursing Assistant {CNA) #5
; arrived to assist the resident with eating.

Interview with CNA #5. on 05/14/14 at 2.44 PM,
"revealed it was the process for staff to serve ali

; o one person was left without a

residents at each table at the same time so that
plate. She gave |

‘an example stating, "If you gave 2 kid a piece of
‘candy at 2 day care, it would be inappropriate not
. to give the other kid a piece of candy”. She
stated it was a dignity issue and/or abuse. She

feported Resident #5 neaded assistance with

! feeding and and ususlly ate after other residents,
| when staff were gvailable to heip the resident,
. She further stated staff would normally leave the

resident in front of the television during meals

s until they could assist with feeding him/her, but

had forgotten to do so during this observation, :
Continued inferview revealed Resident #5 should

| have been served at the same time as histher

| {able mates.

interview with the MDS coordinator, on 05/15/14

"at 3:21 PM, revealed she observed the meal on
- 05/15/14 at 12:34 PM, as she was assisting

Dining are monitoring meal service on all
households. Observations include food
temperatures, food satisfaction, and
timeliness of service to residents at the same
table. The audits are being done for at least
ene meal a day, five days a week for one
month. Audits will be turned into the
Director of Nurses and be reviewed by the
facility Quality Assurance Committee to

- determine if further audits will be needed.
- The Quality Assurance Committee is made
~ up of the Medical Director, Director of

Nurses, Administrator, Pharmacist, Therapy

- Manager, Director of Dining, Facility

?7 Manager, MDS Nurse, Assistant Director of
. Nursing and Social Worker.

Compliance date 6/27/2014
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F 241 Continued From page 2 F 241 F371 Food Procedure
another resident at the same table as Resident 7 e/Serve- Sanitary
#5. She reported she thought she heard the store/prepare; 19
resident say something about wanting food, but A Nurse Meeting was held on May' s
Icould not be certain. She stated of the times she ; 2014(See Attachment #}) by the Director of
- had observed meals, she had not noticed Nurses (DON). Nurse were re-educated on
. Resident #5 in front the television located on the food stor d sanitation. The in-service
“unit, but rather seated at the table with histher - food storage an o .
- peers. She further stated the resident should not . included specific education regarding proper
- have waited so long to be served and fed while ' hand washing and the importance of proper
, other residents at the table were eating. She gl ove usage
_added, "t would not have wanted o have waited " ; i dietary s t;l ff meeting was held on May 21
Interview with the Director of Nursing, on ' 2014 during the in-service the director of ‘
05/15/14 at 5:03 P, revealed it was her dining re-educated the staff on hand washing
i expectation for Resident #5 to be served at the procedures. (See attachment 2) Proper
- same time the rest of the table was served. She storage of food, preparation, distribution and |
stated it was unfair to the resident and she g J . .
“considered it a dignity issue. serving of food was also reviewed during
nterview with th Executive Director, on 05/15/14 . this in-service.
; Interview with the Executive Director, on /14 . . ;
i . , Lo j was also given to all
;at 523 PM, reveaiad it was his expectation for A Teach:'n 8 Mor?]{:nt A the i g Hance of
' staff to feed Resident #5 along with the other staff reminding them on the impo :
- residents at his/her table. He stated, "it was the proper hand hygiene and sanity meal service
Tight thing to do." - {See attachment #3).
F 371 483 .35() FOOD PROCURE, F3717 STNA #1, 2, 3, and 4 along with the Sous
S8=E : STORE/PREPARE/SERVE - SANITARY - Chef were individual re-educated on proper

~considered satisfactory by Federal, State or locat

The facility must -
(1) Procure food from sources approved or

authorities; and

* (2} Store, prepare, distribute and serve food
. under sanitary conditions

sanitary preparation, storage and distribution
of food. All education was completed by
DON and Director of Dining by June 2,
2014,
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F 3717 Continued From page 3

~This REQUIREMENT s not met as evidenced
by

- Based on observation, interview and review of

the facility's policy. it was determined the facility

! falled to store, prepare, distribute and serve food

i under sanitary conditions. Observation of the
evening meal preparation on 05/13/14 revealed ;

- the dietary staff and the staff of Household B and :

i C did not wash or sanitize their hands between |

tasks. in addition, undated fudge bars were
obiserved to be stored in the freezers on

- Household A and Household C.

The findings include;

: Review of the facility's policy, "Hand Washing

. before preparing food" (no date), revealed gicves |

“were to be worn for serving food, and utensils '

- were to be used when fouching food. Further

 eview revealed staff were never to put gioves on
without washing their hands first; therefore,

- anytime staff stopped to perform a different task,
they were to repeat the steps of handwashing and ;
applying new gioves. Additional review revealad

i to prevent cross-contamination, if staff touched

. their face or anything other than the food, even if
waaring gloves, they were to remove the gloves,

- wash their hands and apply new gloves before

; fesurming the handiing of food,

Review of the facility notes titled. "Orientation
. Notes"™ (no date), revealed when serving food,
 staff must wear a hairet, gloves and an apron, |
| Continued review revealed hand washing was the .
. best way to kill and stop the spread of bacteria.

- 1. Observation on Household B during the
evening meal, on 05/13/14 2t 510 PM, revealed
State Registered Nurse Aide {SRNA} #1 was

.The dictary staff continues fo label food
ltems with expiration dates. The Director of
Dining is monitoring refrigerator, freezers
and pantries three times a week for one
month checking expiration dates and proper
food storage See Attachment #7). The nurse
m&nage{nent team and Director of Dining
are monitoring meal service on ail
households. Observations include food
temperatures, food satisfaction, and
timeliness of service to residents at the same
table. The audits are being done for at Jeast
one meal a day, five days a week for oge
month. Audits will be turned into the
Director of Nurses and be reviewed by the
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F 371 :' Continued From page 4
: breaking up leftuce and cutting tomatoes, and

“ placing them in serving bowls with gloved hands,

i Continued observation revealed SRNA #1

. oblzined a packet of dressing with the same

 gloved hands and disbursed dressing from the

: packet onto four (4) servings of iettuce. Using

- the same gloved hand, she retrieved bread sticks
from the warmer cart, opened the hinged lid on

- the steamn table, and spooned out the food

i without washing her hands or changing her

_gloves. She repeated this process for the

remainder of thirteen (13) residents seated in the

- dining room at the time. Further observation, on

. 05/13/14 at 5:29 PM, revealed SRNA #1 touched
& chicken patty with the same gloved hang

- without utilizing the serving utensils.

Interview with SRNA#1, on 05/13/14 at 6:35 PM, @

- revealed she should have used tongs for taking

: the bread sticks out of the warming cart. Further

. Interview revealed she could not ensure the

| dressing packets were clean when she handled
: them, and she should have washed her hands

. ardd changed her gloves prior to handling food.

- Interview with the Director of Dining, on 05/15/14
at 219 PM, revealed staff on the Mouseholds
“were to wear hair nets, gloves and aprons when

. serving food and were to always wash their hands

after tasks. He stated you can never wash your

hands too much. Further interview revealed staff

- should not have touched any food at afl, even

. with gioves on, and should have used utensils to |

“pick up the bread sticks and the chicken pafty.

| He stated staff should not have been breaxing

lettuce or slicing tomatoes; it shouid have been

- dane in the dietary department before the food
was sent out to the Households
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facility Quality Assurance Committee to
determine if further audits will be needed.
The Quality Assurance Committee is made
up of the Medical Director, Director of

Nurses, Administrator, Pharmacist, Therapy
Manager, Director of Dining, Assistant
Director of Nursing, Facility Manager, MDS
Nurse, and Social Worker,

Hand washing audits are also being

conducted by the DON and or designee and
the Director of Dining. At least four audits
are done weekly for one month. Audits will
also continue the second month at
unscheduled times education will be
provided immediately to any staff member
noted for not following the guidelines found
in F 371.

All refrigerators and Freezers and pantries
were check on May 16™ and all undated
items were removed and disposed of. Fudge
bars now stay in the original box that they

come in.

Compliance date June 27, 2014
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F 371 Continued From page 5

2. Observation of the everting meal service on
. Household C, on 05/13/14 at 5:00 PM. revealed
- SRNA #2 was assisting with serving the residents:
‘focd. SRNA #2 was observed to wipe har :
forehead with her gloved hand, and proceed to
: pick up three {3} meat patties with the same _
gloved hand i order to check the temperature of |
“the meat. Further observation revealed SRNA#Z
- used & fork o serve the resident's spaghetti;
however, she used her gioved hands 1o remove
. the spaghetti from the fork and place it on the
, fesidents’ plates. Continued observation
revealed SRNA #2 did not wash her hands or
‘ change her gloves throughout the meal service.

Interview with SRNA #2 on Household C, on
05/13/14 at 5:59 PM, reveaied staff should not

" touch food with their bare hands, in order to

‘ prevent cross contamination. SRNA #2 stated

- she had not been told not to pick up food with

» gloved hands. She further stated, however, one

- should not pick up food with gloved hands when
any part of the body had been touched.

* Continued interview revealed she should have

i remaoved her gloves, washed her hands and
applied new gloves when she wiped her
forehead. In addition, she stated, she should

- have used utensils when handling the meat

' patties while checking the temperature. Further
interview revealed CNA #2 did not have the

, Proper serving utensil available for gerving the

residents' spaghetti. She stated the only utensi
availabie to her was a fork.

. Further interview with the Dining Director, on
05/15/14 at 2:19 PM, revealed staff should use
tongs, not a fork, to serve spaghetti, He stated

 staff should contact the kitchen ang request

. additional utensils when they were needed. He

F371:

L
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further stated SRNA #2's handling of focd during
‘the evening meal sarvice on 05/13/14 increased
- the potentiai for cross-contamination.

. 3. Observation int the facifity's kitchen, on

(05/13/14 at 4:20 PM, revealed the Sous Chef :

Hifted the hood of the trash can with gloved hands

1o throw something away. She proceeded to

: butter rolis, picking the rolis up to butter ail sides

of the bread, without washing her hands or

' changing her gloves. Further observation

- fevealed the Sous Chef dropped a pan of meat
patties on the floor. She picked the patiies up off

- of the floor and threw them away. The Sous Chef
changed her gloves before proceeding to the next:

task, however, she did not wash her hands.

Interview with the Sous Chef on D5/15/14 at
. approximately 2:00 PM, reveaied staf should
‘wash their hands before preparing any food. She .
stated hands should be washed and re-gloved
between all tasks. She further stated staff shouid
: ot pick up any food iterm with their hands, but :
should use utensils. Continued interview
revealed she should have washed her hands
between tasks and before re-gloving.

" Review of the facility's policy titted "Food {ating

* Policy and Procedure”, dated DB/01/12, revealed

ail food sent to the households was to be dateg

by dietary staff. In addition, the aides on the

_households were to keep track of alt dates and |

“expiration dates to maintain the quality and safety -

~of the food. Continued review reveaied staff were |
fo date ail foods except breads and other baked |

items that already had an expiration date for

‘freshness. Additiona! review revesled the main

' kitchen had tabels or black markers to be used

for dating of food; staff were to submit a request

FORM CMS-2567(02.59) Pravious Versions Obsolete Event ID: 58761
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4. Observation, on 05/14/14 at 9-45 AM,
revealed seven { 7} undated fudge bars were
- stored in the unit freezer on Housahold C

| Interview with SRNA #3. on 05/14/14 at 9:50 AM,

- on Household C, revealed the fudge bars should
"have been tabeled with an expiration date,

- Observation on 05/14/14 at §:55 AM, on

i Household A, revealed seven (7) undated fudge
bars and one (1) Alaska ice cream bar was

. stored in the unit's freezer

nterview with SRNA #4, on 05/14/14 at 10:00
| AM, on Househeld A, revealed the fudge bars
- should have been labeied with 3 sticker and an

" expiration date.

I Further interview with the Director of Dining, on
05/16/14 at 2:19 PM, revealed the kitchen staff
shauld send food items to the households in

dated piastic bags. He stated the fudge bars
should have been left in the dated plastic bags

were visible. The Director of Dining reported if a
‘ resident were served out-dated food, it could be
: harmful to the resident; it could make them sick
: Or even have the potential to kill a resident. in

addition, he stated he instructed his staff, "when
" in doubt, throw it out"

- Interview with the Director of Nursing (DON}, on
“05/15/14 at approximately 5:03 PM. revealed it

- between tasks assaciated with meal preparation
. and service, in order to pravent
- cross-contamination.

- while stored in the freezer so the expiration dates ©

i

- was her expectation for staff in wash their hands

F 37

FORM CMS-2567(02.99) Pravious Versions Obsolete

Event ID: 887811

Facifity it 160263 if continuation sheet Page 8 of 15



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

PRINTED: 05/30:2014
FORMAPPROVED
OME NO. 0038-0301

(X3} DATE SURVEY

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA X AMULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETEDR
A BUILDING
B WING
185241 - 05/15/2014 |
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY STATE, 2IP CODE
2344 AMSTERDAM ROAD
MADONNA MANOR
VILLA HILLS, KY 41047
{X4) 1D : SUMMARY STATEMENT OF DEFICIENCIES o] PROVIDER'S PLAN OF CORRECTION X5}
PREFIX {BACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTVE ACTION SHOULD BE COMPLETION
TAS REGULATORY OR LIC IDENTIFYING INFORRMATION) TAG CROSS-REFERENCED TO THE APPROPRISTE DATE
: TRV
: F387 Frequency & Timeliness of
F 387 483.40(c)(1)-{2) FREQUENCY & TIMELINESS F3s7 Physician Visit

55=n OF PHYSICIAN VISIT

The resident must be seen by a physician at least
once every 30 days for the first 30 days after
-admission, and at least once every 60 days

: thereafter.

" A physician visit is considered timaly if it oceurs
~not iater than 10 days afier the date the visit was .
required.

; This REQUIREMENT s not met as evidenced
by
" Based on interview and review of the resident's

medical record, it was determined the facility

failed to ensure the initial physician visit was
- completed by the physician for one (1) of fifteen
+{158) sampled residents. Resident #8's initial

history and physicat was completed by the Nurse |

' Practitioner,
The findings include:

A policy related to physician visits was net

provided by the facility; however, interview with
the Director of Nursing {DON), on 05/15/14 at
2:40 PM and 3:49 PM, revealed it was the

- facility's policy for the physician to visit each
! resident upon admission.

" Review of the medical record revesied Resident
. #8 was admitted by the facility on 07/15113, and
- re-admitted on 08/08/13, with diagnoses which

s included Vascuiar Dementia, Hypertension,

. Dementia with Behavior Disturbances, and

- Depressive Disorder,

Dr. Rafael Fleites {Medical Director) made

- rounds at facility on May 16,2014, All

charts were reviewed with Dr. Fleites, the

* Director of Nurses, and the Executive

Director, All charts were reviewed for
updates of needed History & Physicals as
well as Physician progress notes.

A Physician visit Policy has been adopted
(sec attachment 4). The policy was
approved by facility Quality Assurance
Committee on June 6, 2014. The Quality
Assurance Commiittee is made up of the
Medical Director, Director of Nurses,
Administrator, Pharmacist, Therapy
Manager, Director of Dining, Assistant
Director of Nursing, Facility Manager, MDS
Nurse, and Social Worker. The policy was
also sent to all physicians who utilize a

nurse practitioner. This policy is also part of

the credentialing packet for any new

~ physicians.

' Resident # 8 remains in the facility and had

- anew History &Physical completed on June
| 6, 2014 by the resident’s physician.

. A physician log has been created to track

- Physician visits, (See attachment 5)

" Medical Records personal have been

' retrained on the use of the log and the

importance of compliance for physician
visits. This education was provided on May

j
i
{
|
i

: Review of the Quarterly Minimum Data Set
16, 2014, r———
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F 387 Continued From page 9
{MDS) Assassment, dated 03/01/14. revealed
Resident #8 was assessed to have a Brief
interview for Mental Status {BIMS) scora of
thirteen {13}, which indicated the resident was
cognitively intact,

Review of Resident #8's History and Physical
revealed the resident’s initiah exam was
completed by the Advanced Registered Nurse
Practitioner (ARNP} an 08/09/13, the day after

admission

Continved interview with the Director of N ursing
(DONYrevealed the attending physician wag
required and expected to examing each resident
for the admission "Medical History and Physical
Examination”. She stated after the initial
examination, the physician could alternate visits
with the ARNP. Further inferview revealed
Resident #8 should not have been seen by the
ARNP for the initiai history and physical. She
slated the resident was seen by the ARNP and
there was no documented evidence the resident
was seen by the physician.

F 388 483.40(c)(3)-(4) PERSONAL VISITS BY

S5=E PHYSICIAN, ALTERNATE PANP

Except as provided in paragraphs {cX4) and () of
this section, afl required physician visits must be
mizde by the physician personally.

At the option of the physician, required visits in
SNFs, after the initiaf visit, may alternate between
personal visits by the physician and visits by a
physician assistant, nurse practitioner or clinical
nurse specialist in accordance with paragraph (e}
of this section.

L

F 387 Medical Records will review each resident
chart at least once monthly to monitor for
physician visit compliance of History &
Physicals (H&P) and progress note
requirements,

If a resident is due for an H&P

or progress note from the physician, medical
records, will update the log and will call the
physician to alert him/her of the need to
make a visit. If a resident does not get seen
n a timely manner (10 days of when due
from the last visit), then the Medical
Director will be notified of the need to see
the individual resident,

Medical Records will review all charts
menthly for physician visits. The Director of
Nursing or designee will audit 3 charts per
month, for compliance and report findings to
the quality assurance committee. The
Quality Assurance Committee is made

F 388  up of the Medical Director, Director of
Nurses, Administrator, Pharmacist, Therapy
Manager, Director of Dining, Assistant
Director of Nursing, Facility Manager, MDS
Nurse, and Social Worker.

Compliance date June 27, 2014
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This REQUIREMENT is not met as svidenced
by
Based on cbservation, interview and record
review, it was determined the facility failed to
ensure the Advanced Registared Nurse
Practitioner (ARNP) alternated resident visits with
the Physician, for seven (7} of fifteen {15)
sampled residents {Residents #1, #2 #3 #5. #3,
#0, and #11}.

The findings inciude:

A facility policy reiated o physician visits was not
provided. however. the Director of Nursing
{DON) stated, on 05/15/14 at 2-40 PM, it was
expected the Physician could alternate monthly
visits with the ARNP after the initial examination.

1. Reaview of the ciinical record revesied
Resident #1 was admitted by the facility on
08/22/11 with diagnoses which included
Hypertension, Corenary Artery Disease, Anemia,
Osteoporosis. Anxiety, Bipolar Discrder, and
Psychosis,

Review of the History and Physical dated
12/16/13 revealed it was signed by the Physician.
Continued review revealed all subsequant
maonthly and PRN (as needed) medical service
visits between 01/02/14 and 05/02/14 were
performed and signed by the ARNP,

2. Medical record review revealed Residen? #3
was admitted by the facility on 08/17/13 with
dragnoses which included Pressure Ulcer Stage
IV, Chronie Pain Syndrome, Anxiety,
Hyperiipidermia, Esophagea! Refiux.

PREFIX PLE
1AG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY
F 388

F388 Personal visits by physician
alternate PA/NP

Dr. Ratael Fleites (Medical Director) made
rounds at facility on May 16,2014,

Resident #1 remains in the facility and was
seen by the physician on 6/6/2014 and a new
H& P was completed by physician on 6/6/14
date.

Resident #2 remains in the facility and was
seen by the physician on 5/16/2014. The
Physician completed a progress note, as well
on 5/16/14 for resident #2.

Resident # 3 remains in facility and was
seen by the physician on 5/16/2014. A new
H& P was completed by the physician on
6/6/2014.

Resident # 5 remains in facility and was
seen by the physician on for an updated
progress note 5/16/14.

Resident # 8 remains in facility and was
seen by the physician on 5/16/2014. A new
H& P was completed by the physician on

6/6/2014,

Resident # 9 remains in the facility and was
seen by the physician on 5/16/2014.
Resident # 11 remains in the facility and was
seen by the physician on 6/6/14 for a new
H&P.

i continuation shest Page 11 of 15
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F 388 Continued From page 11
Hypertension, Diabetes, Neurogenic Bladdear,
Ostecanthritis.

Continued record review revealed the initial
History and Physicai was performed and sighed

] by the Physician and the ARNP on 9/18/13.
Subsequently, a Medical Progress Note was
signed by the Physician on 12/11/13. Additionat
review revealed ail other monthly and PRN
medical service visits between 11/04/13 and
05/08/14 were performed and signed by the
ARNP

3. Review of Rasidert #5's medical record
revealed the resident was admitted by the faciiity
an 07/01/11 with diagnoses which included
Hypertension, Depressive Disorder, Anemia, and
Macular Degeneration. Continued review
fevealed the most recent examination conducted
by the Physician was dated 12/16/13 Al
subsequent monthly and PRN medical service
visits were performed and signed by the ARNP.

Interview with the DON, on 05/15/15 at
approximately 5:15 PM, revealed Resident #5
was previously seen by Physician #12; however,
Physician #12 had requested all her residents be
transferred to the medical director {(Physician #9).
The DON stated the resident should have been
gaen by Physician #9 after the transfer af
SEVICas.

4. Review of Resident #8's medical record
revealed the resident was admitled by the faciiity
on 07/15/13. and re-admitted an 08/08/14, with
diagnoses which inciuded Hypertension,
Dementia with Behavior Disturbances and
Depressive Disorder

i

F 388
A physician log has been created to track

Physician visits. (See attachment 5)
Medical Records personal have been
retrained on the use of the log and the
importance of compliance for physician
visits. This education was provided on May
16, 2014.
Medical Records will review each resident
chart at least once monthly to monitor for
physician visit compliance of History &
Physicals (H&P) and progress note
requirements.
If a resident is due for an H&P .
or progress note from the physician, medical
records, will update the log and will call the
physician to alert him/her of the need to
make a visit. If a resident does not get seen
in a timely manner (10 days of when due ;
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Review of Resident #8's admission Histery and from the last visit), then the Medical
Physicat. dated 08/09/13, revealad it was Dire ,‘ i3 - :

, - , trector will be notified of the need t
completed and signed by the ARNP. Continued he individual *;‘}'d ¢ the need to see
review of the medical record revealed the ARNP the indivi udl resident. ) )
continued to make manthly and PRN medicai Medical Records will review all
seqvice visits through 05/14/14. Further review charts monthlv for physician visits, The
revealed no documented eviderce the Physician I A e S e . ST apdis
had seen the resident since adrmission, Director of Numng or desl,r,.nee will audit 3

charts per month, for compliance and report

5 Review of the medical record for Resident #11 tindings to the quality assurance commitiee.
revealed the resident was admitted by the facility A Physician visit Policy has heen adopted
on 01/03/14 with diagnoses which included . . . . U,
Diabetes and Muscie Weakness. Review of the {sec arviathmem 4,} ' The polzcy‘ was
Quarterfy Minimum Data Set {MDS) assessment, approved by the facilities Quality Assurance

! dated 03/30/14, revealed the resident was Committee on June 6, 2014. The Quality
cognhitively impaired. - Assurance Committee is made up of the

! Continued review of the medical record revesied Medl.cef} Director. D ’f‘f‘:?"r of Nur SES,
Resident #11's initial History and Physical was Administrator, Pharmacist, Therapy
conducted by Physician #9 and the ARNP an Manager, Director of Dining, Assistant
01/06/14. Funher review revealed all subsequent Director of‘Nursing, Faci%ity Manager, MDS
manthiy and PRN medical service visits ware Nur d Social Worker. A s of th
performed by the ARNP. There was no u,se, and social Wor ezx' A copy ol the
documented evidence Resident #11 was seen by policy was sent to all physicians who see
the Physician after the inifial visit on 01/06/14. residents ar the facility. This policy is also

, art of the credentialing process for future
Interview with Resident #11, on 05/14/14 at 1132 ?" Dty Dot &P
AM. revealed he/she had "hardly" seen the acHity pnysicians.
physician. The resident stated his/her daughter
wauld made arrangements 1o have tha fesident Cgmpﬁance June 27, 2014.
sent out of the faciiity to see a doctor af the iocal
hospital.
8 Medical record review revealed Resident #2
was admitted by the facility on 10/05/13 with
diagnoses which included Hypertension,
Gastroesophageal Reflux Disease, Osteoporosis,
Senile Dementia, Anxiety, Depressive Disorder
and Chronic Airway Obstruction. Continued
vent i B57E 41 Faciity 1 100288 if continuation sheet Page 13 of 15
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record review revealed the Physician signed the
mitial History and Physical on 10/07/14. Further
review revealed all subsequent monthly and PRN
Physician Progress Notes were completed by the
ARNP, with no documented evidence Resident
#2 was seen by the Physician after the initial

! examination an 10/07/14.

7. Raview of the clirical record revealed
Resident #9 was admitted by the facility on
12118113 with diagnoses which included Morbig
Obesity. Acute Diastolic Heart Failure,
Hypertension, Gastroesophageal Reflux Disease,
and Diabetes Typs Il Review of the BIMS dated
03731714 revesled Resident #9 scored a fifteen
{15). which indicated the resident had no
cognitive impairment. Further record review
revealed Physician #1 cosigned the initial
"Medical History and Physical Exarmination”, with
the ARNP or 12/20/12 Continued review
revealed all subsequent medical service visits
were canducted and signed by the ARNP. There
was no documented evidence Resident #5 was
seen by the Physician after the initial visit on

12720/13.

Interview with Resident #9. an 05/14/14 at 10:00
AM, revealed the resident did not believe he/sha
had ever been examined by Physician #1.
Further interview revealed Resident #9 stated
he/she was always examined by the ARNP.

Interview with the DON, on 05/15/14 at 240 PM,
revealed the aitending physician was required

and expected to examine each resident on the

first visit for the "Medical History and Physical

Examination”, and could alternate monthly visits

L_ with the ARNP thereaffer. Further interview

Event i S57E11 Faciity iD: 100258
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revealed that Physician #1 should have alternated
medical service visits to Residanis #1, #2 43, #5,
#8, #9, and #11 with ARNP #1.
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K 000 INITIAL COMMENTS

- CFR 42 CFR §463.70 (a)
'BUILDING: 02

PLAN APPROVAL: 04/08/2010
'SURVEY UNDER: 2000 New

FACILITY TYPE: SNE/NF

i TYPE OF STRUCTURES: One {1} story, Type v |
(111 :

| SMOKE COMPARTMENTS: Four (4) smoke
compartments.

'FIRE BARRIER: The non-certified tacility and the
Skilled Nursing Facility were separated by a
“two-haur fire barrier.

f FIRE ALARM: Complete autormnatic fire atarm
_ system with heat and smoke detectors.

. SPRINKLER SYSTEM: Complete automatic (wet |
- and dry) sprinkler system. The dry sprinkler ‘
. System covers the exterior canopies.

| GENERATOR: Type Il generator, fuel source is
: diesel.

+ A standard Life Safety Code survey was

i conducted on 05/14/14. Madonna Manor was
_found to be in compliance with Title 42, Code of

' Federal Regulations, 483.70 {a) et seq. {Lifs ;
- Safety from Fire). Reguirements for Participation
[ . in Medicare and Medicaid. :

K 000
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