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F OO« INITIAL COMMENTS

. A Recertification Survey was initizted on,
03724715 and concluded on C327/15, with
- deficiencies cited at the highest Scope and
Severity of an "¢".
F1s5: 483.10(b)4) RIGHT TO REFUSE: FORMULATE F 155
§s=0: ADVANCE DIRECTIVES

' The resident has the right to refuse treatmen, Ic
refuse lo participate in experimental research,
and fo formulate an advance directive as

" specified in paragraph (8) of ihis sechion,

- The facility must comply with the requirements

rspecified in subpart | of part 489 of this chapter
related to maintaining written policies and

- procedures regarding advance directives. These .

- reguirements include provisions to inform ang
provide writlen information to all adul residents

: concerning the right to accepl or refuse medical

| Of surgical treatment and, af the ingividual's

“option, formulate an advance directive. This
includes a written description of the faciily's

, policies to implemen! advance directives and

_ applicable State law,

. This REQUIREMENT is not met as evidenced
Chy:
Based on interview, record review and 2 review

. of the facility's policy, § was determined the
 tacility falled to ensure residents’ medical records
 reflected the resident’s Advanced Directives or

" wishes regarding the provision or withhoiding of

The completion and submission of this plan
of correction does not constitote an
admission that the fecility agrees with the
cited deficiencies as stated in the 2567, The
facility is completing the plan of correction
because it is required by state and federa]
law.

The facility alleges compliance as of
5/12/2015.

F 155 Right to Refuse; Formulate
Advance Directives

All current resident charts as of 4/23/15
were audited by the Social Service Director
{5SD). Audit was to verify that each
resident has an accurate order for Advanced
Directives and that the order was placed in
the chart per facility policy. The S8D also
verified that all advanced directive care
planes are a reflection of each resident’s

wishes.

(X6) DATE

LABORATORY DIRECTOR'S OR ROVIDER/SUPPLIER REPRESENTATIVE'S SiGP;iA?iJRE .
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Any cfef;défaw staae‘mem{endmg with an asterisk {
other safeguards provide sufficient protection o the patients. {Ses instructions.} Except for nursi

foilowing the dale of Survey whether o nied & plan of corection is providedt. For rursing homes, (
days following the date thess documents are made available is the facility. It defitlencies are cit
program participation.
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") denotes 2 deficlency which the instlubion ma
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F 155 Continued From page 1
- cardispulmenary resuscitation for three (3) of
fifteen {15 sampled resident
ang #13)

' The findings include:

 Areview of the facility's ‘Do Not Resuscitate
{DNR) Policy & Procedure”, dated 0773 112014,
. feveaied the facility would not perform CPR on 5
resident who had DNR status in effect.
Continued review revealsd DN R orders ware 1o
| be sigred by the Physician arid maintained with
"the resident’s medica record,

1. Review of the medical record for Resident #13

“revealed the facility admitted the resident on

. O7/15/13, and readmitted the resident on

" 08/G8/13, with diagnuses which included

. Hypertension, Status Post Cardiovascular
Actident {Stroke), Hemiplegia, and Cognitive

“Defict. Continued review of the medica! record

revealed an active Physician's order for Fult Code .
" Medical Recorders Clerk will audit 10 charts

status, which was nated on the inside front cover
ot the chart. Further review of the medical recors
revealed no documentad evidence an Advanced

- Directives form had been completed for Resident

#13.

. Review of the Annual Minimum Date Set (MDS),
“dated 08/15/14, reveated the facility assessed
; Resident #13 1o have Brief Interview of Mentsl

Status (BIMS) score of
which indicaled the resicent was interviewsahie,

. interview with Resident #13, on 03/26/15 at 1:30

. PM, revealed heishe had a Living Wil (Advances

 Directives), and did not want cardiopuimonary

: resuscilation {CPR) performed if histher heart
stopped or if hefshe stopped breathing,

s (Residents #2 84,

nine {9) out of fifteen (15}, :

All new residents and for POA will be
interviewed by the 88D or designee on
admission to obtain the wishes of the
resident in regards to advanced directives,
The SSD} will also verify that & written
physician order is i place matching the
residents” wishes, The facilities DRN policy
{(attachment 1} was also reviewed and -
updated on 4/17/29} 5 by the facilities
Quality Assurance Committee, The Quality
Assurance Committee is made up of the
Medical Director, Director of Nurses,
Administrator, Pharmacig, Therapy
Manager, Dhirector of Dining, Facility
Manager, MDS Nurse, Assistant Direcior of
Nursing and Social Worker.

Permenth to verify that the S8D s
compliant with thig practice. Andits wil] be
turned into the Director of Nurses {DON)
The DON will have oversight for
compliance of facilities DNR policy, Al
Advancc Directives wili be reviewed a1 least
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Interview with Social Services {58) staff, on
03/27/18 &l 2:00 PM, reveaied she did not know if
the resident had 5 lving will or that he/she did not
want CPR. She stated she had fied © contact
the resicent's daughter/Fower of Attorney (POA},

: without success.

2. Review of the medicaf record reveaied the
facifity admitted Resident #4 on 08/21/13 with
diagnoses which inciuded Alzheimer's Disease
and Coronary Artery Disease. Continued review
of the medical record revealed the resident's PCA.
indicated the resident's desire for Do Nt '
Resusciiate {ONR} status on the Advanced

, Directives form completed on admission,
Centinued review of the medical tecord revealed
the resident's chart was labeled Fulf Code inside
the fronf cover, and a Physician's erder dated

10315, for Full Code status was in pace.

3. Review of the medical record revealed the
faciity admitied Resident £2 on G2/24715, with
diagnoses which inciuded Closed Fracture of the
Femur {broken leg), Cardiovascular Disease,
Depression, and Hypertension.

' Review of Resident #2's Advanced Birectives
form completed on admission revealed the

' resident was Full Code status upon admission to
the facility. Contradictorily, review of the

. Phiysician's order, dated 02/26/1 5, revealed the
resident requesied a DNR sigtus,

interview on 03/27/15 a1 3:20 PM, with the
' Director of Nursing {DON}, revealed the Social
Service Director was responsible fer completing
 the Advanced Directives form with residents and
their families during the admission process.

quarterly with the resident and or POA 10
reflect the wishes of the resident. Any
changes requested during the review will be
addressed with that residents MDD to obtain
orders, and place in chart per facility policy.
The nurses were educated on the DNR
policy and on the facilitisg procedures, on
4/20/15 by the Social Service Director

Resident #2 has been safely discharged 1o
his /her home on 4/5/2015

Resident #13 resident remains in the facility
the resident has been mterviewed for a new
BIMS Score on 4/1%/15. The BIMS Score
was 14. The resident POA was confacted o
verify code status. A care conference was
held when the Social Service Director re-
interviewed the resident to find out his code
status wishes. The resident stated that he
was unclear as 1o what advance directives
that he had. The daughter (POA} verified
that the resident does not have a living wiil,
The resident and POA decided that resident
wanted o stay a “Full Code™. Resident #
13’5 care plan was updated to reflect the
residents’ wishes, The order and chast were
verified for accuracy,

Event I 90V.17

Faciity I 100286

il continuation sheet Page 3of32
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Centinued interview revealed she could not say :
“why the facilily had not followed its policies
related o Advanced Directives. . “ )
: i Resident # 4 resident remains in the facilily.
A interview, on 03/27/15 at 3:30 PM, with the Resident wag nterviewed and for anew
 Sociai Service Director, revested she was BIMS
) . : ) score. T ; ;
tesponsible for discussing an established code POA w he BIMS S_mr C was 5 ‘The
stalus with residents and family members on 43 was cqntgcted to verify the resident’s
admission and was io complete the Advancs wishes &t this time are to be g DNR. DNR
Directive form. She stated when a resident documents and orders are m place in the
reguested a DNR, she would give the information residents chart per fa ~ilit i .
to the rurses o oblain the order. Continued #4 car - per facility pohicy. Resident
interview revealed once she recsived the care plan for advanced directives was
Physician's Order, she would update the medical updated to reflect resident’s wishes
record. ’
An interview with the Administrator, on 03/2715 Compliance date 5/12/2015 {

fal 4:04 PM, revesled the Advanced Directive form :
should have been compieted on admission for :

2ach resident. _
483.20(0), 483.20(k)(1) DEVELOP - F2rg
COMPREHENSIVE CARE PLANS

wr N
LI N
[N
a1l< e

 Afacility must use the results of the assassment
to develop, review and revise the resident's
comprehensive plan of care.

- The facility must develop a comprahensive care
Fplan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and menital and psychosocial
. needs that are identified in the comprehensive

- assessmaeant.

The care plan must describe the sarvices that arg |
1o be furnished ic aftain or maintain ihe resident’s |

highest practicable physical, mental, ang

psychosocial well-being as required under

£279 Developing Comprehensive Care
Plan’s

Al current resident charts as of 4/20/201 5
were audited by the Socia) Service Director
(88D} to verify that ail residents have an f
aCCurate care pian for Advanced Directives,
Care Plans for advanced directjves for new

il coninruation shest Page 4of 22
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Continued From page 4
§483.25; and any services that would otherwise
be required under §483.25 but are not provigedg
due to the resident's exercise of rights under
§483.10, including the right to refuse treatment

under §483.10¢b)(4).

This REQUIREMENT is not met as evidenced

by

Based on interview, record review and a review
of the facility's policy, it was determined the
fachity failed to develop a Comprehensive Care
Plan which addressed each resident's wishes

- fegarding Advanced Directives and the provision
of wilhholding of cardiopuimaonary resuscitation

ACPR;j for tweive (12) of fifteen {18} sampled
residenis (Residents #2, 24, H3, 08, #7, 59, #10,

PHYY, #1213, #14 ang #1583,

The findings include:

A review of the facility's "Do No Resuscitaie
{ONR) Policy & Procedure”, dated 0773172014,
revealed the facility would not perform CPR on g
resident who had DNR status in effect,

' Continued review revealed [INR orders were {0
be signed by the Physician and mairained with
the resident’'s medical recorg.

" Review of the facifity's "Com prehensive Care
Planning” poiicy, dated 02/2014, revealed the

facitity would develop an individualized
Comprehensive Care Plan for each resident, in

order (o meet the resident's medical, physical,
mental and psychoiogical neads,

' 1. Review of the medical record revealed the
facility admitted Resident £2 on 02/24/15, with
Gisgnoses which inciuded Closed Fraciure of the

F279  resivents win oo COIMPIECen Dy the 5310 a5

part of the new admission process. The $SD
and or desipnee (Admissions & Marketing
Director or the MDS nurse} will continge 1o
interview the Tesidents and for POA ox
admission to obtaiy the wishes of the
resident for advance directives and care
plenning. The SSD designes’s were
educated on the advance directives policy &
procedure on 4/20/15 by the Social Service
Director. Medical Records will audir §
charts per month to verfy that the S8D is in
compliance with thig practice, These mudits
will continue monthly times 4 momnihs,
unless the QA committee decides to
continue the audits tonger. Audits will be
furmed 1o the Director of Nurses (BGN)
The DON wili have aversight for
compliance. AH Advance Directives will he
reviewed at least quarterly with the resident
and or POA 5 reflect the wishes of the
resident. Any changes requested during the
review will be addressed with that residents
MD to obtain arders, and place s chart per
facility policy. The fagilitios DNE policy
(attachment 1) was also reviewed and
updated on 4/10:2013 by the facilities
Quality Assurance Committee. The Quality
Assurance Comymittee is made up of the
Medical Director, Director of Nurses,
Administrator, Phanmnacis, Therapy
Manager, Director of Dining, Facility
Manager, MDS Nurse, Assistant Dirgetor of
Nursing and Social Werker. The Facilities
Comprehensive Care Flan Puolicy
{aitachment #2} was also reviewed and
updated an 4/10/2015 by the facilitiey
Quality Assurance Conunites 1o reflect the
facilities practice.

e, e
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F 279 Cosntinued From page &

Femur (broken leg), Cardiovascutar Disease,

 Depression, and Hyperiension.

. Review of Resident #2's Advanced Directives
form reveaied the resident was Full Code siatus

{Full Code status means life-saving measures,
including cardiopuimonary resuscitation will be

- perlormed in the event the resident ceases lo

have res piratory or cardiac function; upon
admission {o the faciity, Contradiclorily, review of ‘
the Physician’s order, dated D2/26/15, revealad
the resident reguested a DNR siatus.

‘Review of the Comprehensive Care Plan for

Resident #2, revealed no documented evidence
the facifity had developed a care plan o address

the resident’s code status,

2. Review of the medical record reveaiad the

facility admitted Resident #4 on 06/21/13 with

diagnoses which included Alzheimer's Disease
and Coronary Artery Disease. Conlinued review
of the medicat record revealed the resident's

Power of Attorney (POA} indicated the resident’s

desire for DNR status or the Advanced Directives

Cform.

- Review of Resident #d's Comprehensive Care

Plan, with no dear hitiation date, revesled no

' documented evidence the facility had developed
. & care plan fo address the resident's cede
" status/Advanced Directives,

3. Review of the medical record for Resident #5

- reveaied the facilly admitted the resident on

02/04718, with diagnoses which included Status

- Post Cerebral Vascular Accident {CVA/SIroke;).

Coatinued review of the medical record revealed

- @ sighed Advanced Directives form which

F279  Resident #15 has been discharged from the
¢ facility,
* Resident #14 hag heen discharged from the
L facility,
Resident #13 Care Plan for advance
directives wag Initiated to refleer the wishes
of the resident. {
Resident #12 Care Plan for advance
directives was initiated 1o reflect the wishes /
of the resident.
Resident #1] Care Plan for advange
directives was nitiated to reflect the wishes
of the resident.

H

L
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F 278 Continued From page §
documented the resident's wish 1o bave Ful! Code
status. Confinued review revealed the resident’s
chart was labaled "Full Code” inside the fromi
cover. I addition, review of the Physicigns
orders revezled Residert #5 was designated as

Fuli Code status,

Review of the Comprehensive Care Plan for
Resident #5, dated 02/281 5, reveated no
documented evidence the Tacility had developed
4 care plan lo address the resident’s code
status/Advarniced Directives.

4. Review of the medical record revealed the
facitity admitted Resident #6 on 09/05/14 with
diagnoses which inciuded Hypertension,

- Ezophageat Reflux, Chronie Kidney Disease,
Alrial Fibriliation, and Cerebrovascular Disease.
| Continued review of the medicat record revealed

- the resident's desire for Do Net Resuscitale
~{DNR} stalus on the Advanced Direclive Form.

: Review of Resident #6's Comprehensive Care
Plan, with no clesr initistion date, revealed no
documented evidence the faciity developed a
care plan to address the residents Advanced

» Directives 1o ensure staff hanorad he resident’s

wishes.

5. Review of the medical record revesled the
i facifity admitted Resident £7 on B7/01/13, and
re-gdmitted the resident on 07730414, with
. diagnoses which inciuded Senile Dementia,
Diabetes, Chronic Pain Syndrome, and
. Hypertension. Review of the Signed Advanced
 Directives form reveated the resident's wishes for
 DNR status. Continued review of the resident’s
" medica record revealed a Physician's order for
. DNR status. In addition, the resident's chart was |

PREFIX {EACH CORRECTIVE ACTION SHOULD BE :
TAG CROSE-REFERENCED TO THE APPROPRIATE LATE
: DEFICIENCY;
Fz7g

Resident # 10 Care Plan for advance
directives was initiated to reflect the wishes
of the resident.

Resident #9 Care Plan for advance directives
was initiated to reflect the wishes of the
resrdent.

Resident #7 Care Plap for advance directives
was initiated 1o reflect the wishes of the
resident.

Resident #6 Care Plan for advance directi ves
was initiated to reflect the wishes of the
resident.

Resident #5 Care Plan for advance directives
was initiated to reflect the wisheas of the
resident,

Resident #4 Care Plan for advance directives
was initiated to reflect the wishes of the
resident.

Resident # 2 was discharged from the
facility,

Date of compliance 5/12/2015, j

H continuation sheet Fage 7of22
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i marked DNR on the front cover

Review of Resident #7's Comprehensive Care

Flan, with no clear date

of initlation, revealed no

documented evidence the facility had developed
. @ care plan lo address the resident's eode
' status/Advanced Direclives.

8. Review of the medical record revealed the
facility admitted Resident #0 on 10/03/13 with &

- diagnoses, which included Atrial Fibriltation,
Hypertension, Osteoporosis, Bemeniia, Arxiety
Depression znd Chronic Obstructive Alrway
Disease. Review of Resident #9's Advanced
Directive dated 10/071 3, revesled the resident’s
daughter signed the DNR form as POA. Review

" of the Physigian Order Summary Sheet, dated
10/07113, revealed an order for a DNR code

 siztus.

: Review of Resident #6's Comprehensive Care
Plan, with no clear date of iniliation, revealed no
documented evidence the facitity had developed

" & care plan 1o address the resident’s code

. status/Advanced Directives.

7. Review of the medica

i record reveaind

_ Resident #10 was admitted by the facility on

“07715/14, and readmitted on G717/14, with
diagroses which included Esophageal Reflux and
Hypertension. Further review of the medical
record revealed the resident's Advanced
Directives form indicated & DNR status, which
was consistent with the Physician's order.

: Continued review revealed the resident’s DNR

" status was indicated on
. the chart,

the inside front cover of

Review of Resident #10's Comprehensive Care

/

L.
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Plan, with no clear date of initiation, revealed no
docuimented evidence the Tacility hag developed

-8 care plan o address the resident's code
 Status/Advanced Directives.

8. Review of the medical fecord revealed the
facility admitted Resident #11 on 69/07/12 with a
diagnoses, which included Dementia,
Hyperiension, Glaucoma, Depression, and
Diabetes Type 1), Review of Resident #11°s
Advanced Directives dated 089707712, revealed a
DNR form signed by the resigent. Review of the
Physician order summary sheet dated 09/07/12

"revealed an order for a DNR code status,

Review of Resident #11's Comprahensive Care

Plan, with no clear date of initiation, revealed no
documented evidence the facility had developed
& care pian o address the residents code

| statusfAdvanced Directives

: 8. Review of the mecical record revealed the
facility admilted Resident £1 24 on O3/08H15 with

diagnoses which included Coronary Artery

‘Disease, Esophageal Refiux ang Alrial Fibriliation. |

Continued review of the medical record revealed
the resident's desire for DNR status on the
Advanced Directives Form.

j Review of Residen] #12's Comprehensive Care

Plan, with no clear initiation date, revealed no

" documented evidence the facility developed 5

care pian 1o address the rasident's Advenced

: Directive to ensure staff honored ihe resident's

wishes.

: 10, Review of the medical record for Resident
#13, revegied the facility admited the residernt on
07715113, and readmitted the resident on :

Fo7g

7
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08/G8/13, with diagnoses which includes

. Hypertension, Status Post CVA, Hemiplegia, and
Cognitive Deficit. Continued review of the
rmedical record revealed the resident’s code
slatus was Full Code, consistent with the

- Physician's order, and so noted cn the inside
front cover of the chart. Further review reveaied
no documented evidence an Advanced Directives
form had been completed for Resident #14.

Review of the Annual Minimum Data Set (MDS), .
dated 08/15/14 revesled the facility assessed the
 resident with a Brief Interview of Mental Status ¢

{BIMS} of nine (9) out of tilteen {15} indicating the
' resident was interviewable. interview with :
. Resident #13, on 03/26/15 at 130 PM, revealed
"hefshe had g Living Will {Advanced Birectives),

and did not want cardiopulmonary resuscitation

{CPR} performed if histher haari stopped or if
hefshe stopped breathing.

e

Interview with Resident #13, on 03/26/15 at 1.30 :
- PM, revealed he/she had Living Will {Advanced '
" Directives}, and did not want CPR performed i :
. histher heart stopped or if they stopped breathing.

. Review of the Comprehensive Care Pian for

| Resident #13 revealed no documented evidence
the facility had deveioped # care plan to address
the rasident's code stetus/Advanced Directives.

11, Review of the closed medica! record for

" Resident #14 revealed the facility admitted the

: resident on 02/06/15 with diagnoses which

“included Hypertension, (High Blood Pressura)

¢ Atriat Fibrillation {Ireguiar Heart Rate} and

{ Dyspriea (Difficulty Breathing). Further raview of

- Ihe medical record revealed Resigent #14°s Fult
L : Code status, evidenced by the Physician's order.

B WING _
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F 279! Continued Erom page 10

; Review of Reasident #14' Comprehensive Care
Pian, with no clear date of inftiation, revesied no
“documented evidence the Tachity developed &

tare plan lo address the resident's code status o

ensure the resident's wishes would be honored
by staff in the event of a code situation,

12, Review of the medical record revealed the
Laeility admitted Resident #15 on 06/06/14 with
diagneses which included Anxiety, Chronic

* Fatigue Syndrome, Muscle Weakness, and

Preumenia. Further review of the medicat record

reveaied a signed Advanced Directives form
- indicating the resident's desire for DNR status.
Continued review revealad o Physician’s order for
DNR status, and the inside front cover of the
charl indicated DNR statys.

Howsver, review of Resident #i8's

i Comprehensive Care Plan, with no dear initiation

date, revealed no docuemnted evidence the
facility deveiop a care plan 1o address the
resident’s code status lo ensure the resident's

wishes would be honored by staff in the event the

! resident’s heart stopped or respirations ceased.

§ Aninterview an 03/27/15 at 3:10 PM, with the
MDS nurse revealed she was new fo the pasiticn

- and was not aware it was her responsibility to
care plan the Advanced Directives, Continued
irlsrview revesled the Advanced Directives

" should bave been care planned.

"An interview on 03/27/15 a1 3.20 Ptd, with the
Director of Nursing {DON}, revesied the Social 4

- Services Director was responsible for compieting
the Advanced Directives form with residents and

- their families during the agmission process and

e,

if continuation sheet Page 11of22
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- was responsibie for care planning the code :
- Status. Confinued interview revealed she did not
resiize the facllity was not following their poiicy
related o care pranning the Agvanced Directives.
' She stated i was necessary o have a completed
record of the resident’s care.
An interview on 03/27/15 at 3:30 PM with the |
Sociat Service Director revealed she was ‘ |
‘responsible 1o establish the code staiys with
residents and family members on admission, ; F281 Services Provided Meet Professional
She stated when the resicent requested a DNR, ' Standards
she would give the information o the nurses. TR R
Continued interview revealed onee she received A 'E."é‘?awchmg A’ foment on foﬂowmg the
the Physician's arder, she would update the , fﬂCﬂm@S policy and procedures (attachment
information in point ofick care. She revesled the ‘ #4) care planning was done by the Director
: H ’ :
code status should be care planned and it was | of Nurses (DON} on April | 3, 2015 for the

nursing staff. Charts were reviewed on al
current residents having a foley catheter (or
other type), Charts were reviewed for the

her responsibilty.

Aninterview on 03/27/15 at 4:04 PM with the

Administralor revealed the Advanced Directives
' should have been compleled for every resident ten: . . .
upan admission, and individualized care plans c;’}un mi’me {}fm.d.c.r 5 dzdgn‘ﬁsm, and ‘car ¢
‘developed for each resident. Continued interview | plan. Itis the fﬁ?ﬂitlﬂs practice to review all
: revealed the Advancad Directives should always restdents on a daily basis. Any new orders
5 be care 9521;“?;-2 RVICES PROVIDED MEET . for foley catheters will be reviewed for
F 281, 483.20(k)(3)ii ; v : 21 completion - ,
350 PROFESSIONAL STANDARDS ‘ mpletion of obtammg‘ gr;icrs for foley
: , . catheter care per the facilities catheter care
The servives provided or arranged by the facility policy. Any newl y admitted or readmitted
: resident will have g chart review after

st meet professionad standards of quality.
admission to review catheter care orders angd

care plans are in place. The Assistant

This REQUIREMENT is not mel as evidenced ' : ’
 by: :  Director of Nursing (ADON) and DON wili
Based on observation, Interview and recorg - continue to audit resident charts and 24 hour
review, it was determined the facility failed o : report sheets for anv ders for foley
- €nsure the nurse notified the Physician to oblain : Ny new orders for 10iey
: ; catheter. The ADON or DON will then
Everd ID:80vJ1t Facifity I 100288 ) it continuzation shest Page 12 of 27
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F 28! Continved From page 12
pertinent orders and falled to implement care

- planning redated to an indweling urinary catheter, :

for one (1) of fifteen (15) sampled residents
~{Residen! #8).

" The findings inciude:

Review of the faci Hy's policy fitked
"Comprehensive Care Planning Policy and
" Precedure”, updated February 2014, revesled the
facifity would deveiop an individualized
comprehensive care plan for each individuai
tresident. Continued review revealsd &an acule
care plan would be initiated 25 needed based on

. the nurses’ judgment,

Review of the facility's policy titled "Catheler Care
Policy and Procedure”, updated 02/28/14,
‘ reveaied the fachity would attemnpl fo prevenit
! “catheter- related urinary iract infections, and
- woule provide care based on individua! residernt
need. Continued policy review revesled
inferventions related to care of the résident with
an intdweliing catheter included moriloring of the
catheter system by nursing staff changing of the

: {hygiene} care daily.

| Medical record review revealed Resident #8 was
admitted by the facility on 023/23/15 with

diagnoses which incluced Urinary Tract Infection, :

Diabetes, Chrenio Hdney Disease, and
: Hypertansion,

 Interview with Resident #8, on 03/25/15 a1 3:30

' PM, revealed he/she was new to the facility. The
resident reporied being admitted with an .

- indwelling urinary catheler, which made # easier

. {or the resident since he/she was unabie ogetio .

catheler as needed, and the provision of catheter :

Fog verify that diagnosis, orders, and care pians

have been initiated. If a nurse has been
noted 1o have missed any of the required
steps needed for a catheter, (hat nurse will
be educated on the importance of the
facilities process. The Catheter Care policy
{attachment #3) has been reviewed on
4/10/2015 by the facilities Quality
Assurance Committee, The Quality
Assurance Comnittee is made up of the
Medical Director, Director of Nurses,
Administrator, Pharmacist, Therapy
Manager, Director of Dining, Facility
Manager, MDS Nurse, Assistan! Director of
Nursing and Social Worker,

RN #1 and LPN #2 were specifically
educated on the facilities catheter care
policy by the DON.

Resident #8 remains in the facility. Residen
#8°s chart was reviewed the physician was
notified and orders for catheter care were in
putinfo place. An acute care plan was
updated for resident # 8. The DON assessed
resident #8 on 3/27/15 for signs or
symptoms of a urinary tract infection. The
resident’s physician also reassessed resident
#8on 3/27/15

Date of compliance 5/12/2015,

S—

]

i
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F 281 Continued From page 13 F 281

_the bathroom.

, Review of the Acdmission Physician'’s Crders
revealed no orders related 1o Resident #8's

urinary caiheter.

. Review of the interim {initial) Plan of Care, dated
03/23/15, revesled no interventions refated io
Resident #8's urinary catheter were in place.

Interview with Registered Nurse (RN} #1, on
O3/26/15 at 210 PM, revealed she was aware
Residert #8 was admitted with a urinary catheter,
and acknowledged no care plan o address the

"catheter was enacted upon admission. She
siated the initial Care Plan should have ncluded

i irterventions related io the catheter. Continued

. interview revealed RN #1 did not check the

resident’s chart 1o determine if the Physician had
provided any orders regarding the cathater. ' ;

, Interview with Licensed Practical Nurse (LPN) #1,

on Q326115 a1 2:34 PM, revesled she was the , f

- admitting nurse for Resident #8, and she was

“@ware the resident was admitied with a urinary

 tatheter in place. LPN #1 stated upon a

resident’s admission lo the facility, she was
responsible to davelop an initial care plan which

‘addressed assessed risks, such as a risk for falls,
and the presence of pain. She further stated a

“spedialized” care plan was fo be developed for
specific needs, which included the need for
interventions related to caring for a resident with
# catheter. Confinued interviaw revegled she did |

I hot complele a "specialized” care plan for
Resident #8's catheter, but acknowledged she

- 8hould have done so. In addition, LPN #1 stated
she was responsibls 1o review the Physicizams

- Orders upon admission. She further stated she :

Evant I 80Y 11 Facdity i3 100268
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did not contacl the Physician for orders felated fo ]
'Resident #5's catheter, but affirmed she should I
have.
- Interview with the Assistan; Director of Nursing {
(ADON), on 03/26/15 at 2:00 FPM, revesied LPN
| #1 should have called the Physician to obtain
orders related fo Resident #8's catheter, and
. 8hould have included interventions to guide care
of the catheter on the care plan,
Interview with the Direclor of Nursing (DON), on !
103/27115 at 3:20 PM, revealed it was her |
expectation that a care plan refiecting the care
' needs of the resident bae deveioped upon
admission. She stated i was important because B
“ the care plan guides the care of each resident,
Continued interview revealed the admilting nursa
' should ebtain necessary orders to address the K371 F ood P‘reced;;re
care needs of the resideni, '}svio;-e; repare/Serve. Sanitary
e - OF PYipms .
interview with the Executive Director, on 03727715 astaff rez:to_x of Dining (DOD) wil conducy
' &l 4:00 PM, revealed it was his expeciation for Statl meeting op 421/15 10 re-educate
each resident to have a care plan initiated upan d;etary staff on the fagj};‘gjes poﬁcy and
tadmission to address the resident's current Precedure o ppy i
status, inciuding the presence of 5 urinary storage. The Dp o {})} fj'r ﬁ:}qd pr@q:durcs and
- Catheter. Continued interview revealsd the nurse th - 15 doing an In-service for
! should have verified the admission Physician'g € Dursing staff oy the facilities Procedures |
; orders for Resident #8, and ensured all On the storage of food items on the
_ Egtcgﬁzzw orders to care for the resident were kitchenettes On 4/24/15. The DOD has
: co ;
F 371 483.35() FGOD PROCURE, F 571 ezfﬁ{e{ed fudits on all food storage, Ay |
S8=F STOREPREPARE/SERVE . SANITARY ;} '“ ‘zeiar Y staff will be educated on the i
) acilities food Procedure and storage policy
- The faciilty must - 48 part of ori i ’
P Orientation,
{1} Procure food from sources approved or
. tonsidered satisfaciory by Federal, State or local
*authorities; and
Evamt 0.90v41 Facaty It: 100268 if continuation sheet Fage 154f 2y
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F 371 Continued From page 15
: (2] Store, prepare. disiribute ang serve food
under sanitary conditions

This REQUIREMENT is not met as eviderced

by:

Based on observation, iMerview, record review

:and review of the facifity's policy, it was
determined the facifity faited to ensure the proper
fabeting, dating, menitonng and storage of

refrigeraled and frozen foods in the main kitchen

fand on the A Household kitchenefte,

' The findings include:

‘ Review of the facility's "Food Dating” policy, dated
- B6/01/2012, revealed =l food conlainers were 1o
‘ebeled with (he "open date” Lpon opering.

Centinued review reveat

ed, based on the “open

date”, ail non-perishable foods were o be
| discarded after one (1) week, and perishabie
faods were 1o be discarded after three (3} days.
+ Further policy review revealed s food sent from
. the main kilchen Io the househoid kitchenettes
1 would be labeled and daled by the Dietary staff,

and the Certified Nursin

g Assistants (CNAs who

received the food on the Household iitchenettes
were responsible o frack

t covering of food items 1w

the labeling, dating, ang |

mairiain good quality

* foed which was safe for consumption. in
- agdition, a¥f loose food items were o be dated
_individually or placed in tabeled and dated

‘ containers for sforage.

Cbservation during the Enitjai' kitchen four, on

A Quality Assurance & Performance
Improvement (QAPI) committee is being
started to review and educate staff on the
importance of following facilitates policy
for the storage and handling of foods. The
QAPT commitiee will meet on 4/22/15
Members of the committee wil] include the
Chef, Household team leaders, up to two
dietary staff and the Registered Dietician
(RI3}. The QAPI committee will meet at
least monthly. The purpose of the QAPI
will be 1o focus on continued education and
to look for ways to improve safety and
storage of food. The household team leader
will be responsible for checking the Jabels
and dates of stored food daily. The DOD or
designee will be responsible for auditing
each of the kitchenettes at Jeast twice a week
checking dates and 1abels on stored foods,
and the RD will audit one household each
week. Al audits will be turned into the
Quality Assurance Committee. Immediate
action will be taken if any area fzlls outside
of the audit guidelines. The food dating
policy (see attachment 5) was reviewed by
the facilities Quality Improvement

Committee on 4/10/1 5, to review needed

|

L
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F 37t Continued From page 16

03/24/15 al 7.08 PM, revealsd muitipte food items

stored in the refrigerators in the main kilcher

' which were not covered, labeled, and/or daterd: a
container of pureed chicken was undaled; fen
(10} covked hamburger palties were stored ona
tray, uniabeled and undated; an open boftie of A1
sauce was not fabeled with the dats opened; 5
container of forty (40) slices of bacan was not
labeled or dated: one {1) burich of green orion
was untabeled, undated and uncovered, and a

. container of grapes was not covered. Continued

“ observation revesied containers holding

. mushreoms, onions, carrots, cauiflower, ang

“cooked chicken were unlabeled and undaled

CInterview with the front-fine cock In the main

kitchen, on 03/24/15 = 718 P, revealed af food

. which was opened should be covered, labeled
and daled. The cook was unable lo explain why
the food in the refrigerator was not covered,
labeled, and/or dated, and staled only trained
dietary staff had access 1o he refrigerator and

“knew the grocedure for handling opened foad

flems.

Observation on the A Household kilchenette, on
: D3/24/15 a1 7:50 PM. reveaied sight (8} undaied
ice cream bars in the freezer, two (2} undated
pieces of cheese in 3 covered cordainer in the

s refrigerator, and a scoop of strawberry ice cream -

Cin the freerer was uncovered, and was not
fabeled or dated.

Interview with State Registered Nersing Assistant

(SRNA) #1, on 03/24/15 at 7-50 PM, reveated the |

standard dietary practice in ihe household
{ kitchenettes was for all food which arrived from
“the main kitchen to be covered and labeled with
: the resident’s name and the gale, Continued

Farm

changes. The policy was updated on
4/17/15. The Quality Assurance Committee
1s made up of the Medical Director, Director |
of Nurses, Administrator, Pharmacist, !
Therapy Manager, Director of Dining, |
Facility Manager, MDS Nurse, Assistant
Director of Nursing and Social Worker. /
Audits will continue for three months and :
then as directed by the Quality Assurance
and QAP committees over site for this plan
will be the DOD.

Compliance date 5/12/201%
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F 371 Continued From page 17
Hinlerview revesied i 2 resident dectined to eat a
; barticuiar food at mealtime but wanted fo save it
for later, it was 1o be returned to the refrigerator

F 371

and covered with 2 clean shee! of ssran wrap and

“labeled with the resident's name and dale. She
stated she did not know how the ice cream came

"lo be placed in the refrigerator without being
covered or fabeled. or why the ice cream bars

" and the cheese was not Iabeled and gated.

interview with the Mead Chef,
PM, revealed i was facility policy for ail opened,
refrigerated food to be covered, labeled and
dated. He stated the food was 1o be disposed of
afler three (3) if it remained unuseg. He stated
, he pericdically conducted audits of the
refrigerators in the main kitchen ang on the
} household kitchenettes to ensure aft refrigerated
“food was stored and labeled correctly to prevent
l spoilage or contamination of the food. He furthar
stated he could not say why the observed foods
. were not covered and/or dated property according
e facility policy.
F 520 483.75{0)(1) QAA
58=¢ | COMMITTEE-MEMBERSAEET
QUARTERLY/PLANS

. Adacility must maintain g quaiity assessment and

| assurance commities sonsisting of the director of _
] nursing services; @ physician designated by the

facility, and 2t least 3 other members of {he

facility's stafl,

The quality assessment and a8surance
committee meets &t least quarterfy to identify
"issues with respect (o which guality assessment

aruf assurance activities are necessary, and

0N 03/24/15 a1 8:10 |

F220 QAA Committee Members/meet
quarterly /Plaps

The Director of Dining (DOD) conducted a
S{aff meeting on 4/21/15 1o re-educate
dietary staff on the facilities policy and

FORM CIMS-2567102:99) Previows Yersions Gbsolete Event i:30vJ11

Faciity I0: 100368
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F 520 Continued From page 18 ' F520¢ ' ]
develeps and implements appropriate plans of : _ ) §
&clior: lo correct identified quality deficiencies. procedure on proper food procedures and
storage. The DOD i conducting an in-
352‘3 e i??hsecreﬁdry e ”?,E mqw—i service for the pursing staff on the facilities
sciosure of the records of such commitiee : .
except insofer as such disclosurs is refated to the prsct?dures on the 31‘91" 33‘3 of food items on
& the kitchenettes. This will be held on

compliance of such commiltee with the

requirements of this section. 4/24/15. The DOD has completed audits on

, all food storage. All new dieta s staff will
. Good faith attempts by the committee to identify be cducated & he facilities & ré d
~and correct quality deficiencies will not be used as ¢ cducatec on the faci Hies foad procedure
a basis for sanctions. and storage policy as part of orientation.
A Quality Assurance & Performance
Improvement (QAPD) committee is being
started to review and educate staff on the

This REQUIREMENT is not met as evidenced . ] < :
mmportance of following facilitates policy

e

i : by: .
? Based cn observation, interview, record review for the storage and handfing of foods. The
- and review of facifily policy, it was determired the . . ey
facility failed fo develop and implement an ‘ QAPI committee will ]?’)66! 0r§ 4"“2; 15,
Members of the committee will include the

appropriate plan of action to correct an idertified

- quality deficiency, as evidenced by a repeat Chef, Household team leaders, up to two

deficiency r &famf ’: ”ée proper sic;rggg offood dietary staff and the Registered Dietician
. ems. Review of the Statement of De iciency - - B
(SOD) from the prior survey of 05/15/14 revealed ‘ (RD). The QAPI committee will meet at
‘ least monthly. The purpose of the AP
b purp

- the faciiity was cited at F-371 for its failurs fo
- ensure proper storage, labeling ang dating of
food items. According to the facility’s Fian of

will be to focus on continued education and
to look for ways to improve safety and

f Correction for the 05/15/14 survey, sorrective
achions included re-education of staff and weekly storage of food. The household team Jeader
audits to determine compiiance. Observations in will be responsible for checking the abels
- the main kitchen and on the A Housshold, on : and dates of stored fond daily. The DOD or
i 0324415, revested multiple food iterns were : -
s improperly stored andfor urdated. : Y tech pmznic ‘

The findings inciude:

. Review of the Quaiity Assurance {QA) Pravention
_Initiative Poficy, updated 01/18/2014, revealed the :
Event i o0Vt Eachity 13 15286 if continuation sheat Page 1§of22
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F 520 Continued From page 19 F520° ‘ . i
. designee w i -
facility would maintain a Quality Assurance | gnee “ﬂ;:_be fesponsible for auditing
Committee and moniloring program, with the cach qf thg: kitchenettes least twice a weel
stated goal lo keep facility systems functioning checking dates and labels on stored foods
. 3 . N . . A .
- Satisfactorily and consistently, including the and the RD wij] audit one hoy sehold each
maintenance of current practice standards week, All audits wil] B ;
Continued review revealed the QA Commities ¥ s witl be turned into the
would meet monthly to discuss concerns, would Quality Assurance Committee, Imitate
evew Aa0ts g et e oCHY, oLl o he it a7 1€ ulls outsic
{ : OF the andit guidelines. - i
continue of needed to be changed, would discuss . olicy ( iu : nes. The food dau'ng
facility concerns or issues and defermine if POicy (see attachment 5 has been reviewed i
changes were needed, and would identify for needed changes by the facilities Quality
ecucstional needs of the staf Iméwrovcmem Committee. The policy was
_ - updated on 4/17/] i
Review of the Statement of Deficiency for the C‘p o '.4’} /15. The Quality ‘“’_‘55"”"'3“‘33
05/735/14 survey revealed deficient practice wag ?nlinzriee'xs made up of the Medical
identified at £-371 when the facility failed to Director, Director of Nurses, Administrator
; p labeal ; J . ’
| Cej;a;s;ge alt stored foods were properly iabeled ang Pf?a?macasi,_'}.‘};empy Manager, Director of
' Dining, Facility Manager, MDS Nurse.
Review of the faciity's Plan of Correction (PCC) Assistant Director of N ursing and Socia
for the deficient practice revealed the faciiy Worker. Audits will continue for three
wouid re-educate the dietary and nursing slaff months and then as d; ; i
. Lo ) 1 irect ;
regarding the proper storage, iabeling ang daling Assurance ar; d OAP] ¢ ed‘by the QU&I'”}
of aft refrigerated food items, Continued review i ; ‘Q’ conunitices over gite
- of the POC revealed a Kitchen Preventive or this plan will be the DOD.
Maintenance Check-off Sheet was developed, . ) _
“and dietary managers would conduct Compliance date 5/ 272015
watk-through audils in the kitchen and e
“kitchenetles to monitor for compliance.
- Cbservation in the main kitchen, on {$3/24/15 at
708 PM, revesled multiple food ifems stored in : _
the refrigerators were not properly covered, . 7 f f}/
Al

labeled, andfor dated. The improperly stored

items included pureed chicken, hamburger
patties, steak sauce, sliced bacon, and various

fruits and vegetahles.

Facily 10 100268
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F 520 Continued From page 20
“Observation on the A Household kitchenette, on
03/24/15 a1 7:50 M, revealed undated cheese in
. the refrigerator, and undated ice cream bars and
a scoop of uncovered ice cream in the freezer,

interview with the Sous Chef, on 03/27115 at 200
PM, revealed the Dietary Managers conducted
informal walk-throughs in the kitchen ang
kitchenettes on a weekly basis, and spoke lo siaff
an an individuatly

Sous Chef stated overall thirgs were Improving;
however, he acknowledged perisdic problems
indicated the need for additional re-egucation.

Interview with the Head
PM, revealed i is the faciity policy for ail food
tems to be covered, labeled and dated for
‘storage. He staled he periodically conducted
audits of stored food in the refrigerators of the
main kilchen and the household Kitcheneties to
ensure all fonds were stored and {abeled
correctly. He further siated the facility had been
trying to address the issue since the last survey,
. @nd reported things wera improving;
‘stknowledged re-education was still needed,
especially when there was staff turnover,

Interview with the Direcior of Nursing {DON), on
Q3127115 af 11:30 AM, revealed she wasg
“Chairman of the Quality Assurance Commitiee.

She slated the Dietary Department had been

re-educating their staff related (o the imporiance

of labeling and dating all refrigerated food items,
“and the Head Chef had been conducting audits
011 2 weekly basis. The DON further slated,

based on State Agency findings during the current

f survey, the facility needed 1o re-evaluate and
¢ criticaflly anaiyze the previous PO if an altempt
"o develop a root cause for its failure. Continued

if concerns were idenfified. The :

Chef, on 03/24/15 at 810

however, he !

if continuation sheer Page 21of 2z

FORM CMS-2567(02.93) Pravious Versions Obsolets Event ID: 8OYITT

Facilily 0 100768




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 04/190/2015
FORM APPROVED

OMB NO. 0938-036 1 ‘

CENTERS FOR MEDICARE & MEDICAID SERVICES
(X3} PROVIDE RASUPPLIER/CLIA

! REYMULTIPLE CONSTRUCTION

5 (3} DATE SUREY
[ compLgTEn

j
;
]

STATEMENT OF DEFICIENCIES
AN PLAN OF CORRECTION DENTFICATION HUMBER: A BULDING
;l £
f 185241 ! B WING - D3/27/201% __j
! NAME OF PRIVIDER 08 SUPPLIER STREET ADDRESS, CITY. 8TATE, 21 CODE }
| MADONNA MANOR 2344 AMSTERDAM ROAD ;
VILLAHILLS, KY 41017 J
[ s SUMIMARY STATEMENT Of DEFICIENCIES 1y PROVIDERS BLAN OF CORRECTION . 48] i
PREFN {EACH DEFICIENCY tdUsT BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION 8HOULD BE COMPLETION |
TAG REGULATORY GR LS DENTIFYING INFORMATION; ; TAG CROSS-REFERENCED TG THE APPROPRIATE Gare
QEFICENCY)
F 520 Continued From page 21 F 520,

- interview revealed the facility, through its QA
process, would develop a new POC to achieve

. &nd mamlain compliance related ta the proper
starage, labeling, and dating of food.

'

L.

|
|
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KO00 . INITIAL COMMENTS

| CFR. 42 CFR §483.70 (a)

BUILDING: 02
PLAN APPROVAL: 04/06/2010
SURVEY UNDER: 2000 New
FACILITY TYPE: SNF/NF

TYPE OF $TRUCTURES: One {1} story, Typa vV
(1113

SMOKE COMPARTMENTS: Faur {4} smake
compartments,

FIRE BARRIER: The non-certified facility and the
Skilted Nursing Facility were separated by a
- wo-hour fire barrfer.

 FIRE ALARM: Compiste automatic fire slarm
syster with heat and smoke deleciors.

S?RiNKLER SYSTEM: Complete automatic {wet
. @ dry) sprinkler system. The dry sprinkier
system covers the exterior canopies.

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

A standard Life Safety Code survey was
conducted on G3/25/15. Madonna Manor was
found to be in compliance with Title 42, Code of
. Federal Regulations, 483.70 (a) et, seq, {Life :
- Safety from Fire). Requirements for Participation
. N Medicare and Medicaid. The facility is licensed -

|

(%6} DATE

ROWMOERGUPELIER REPRESENTATIVE'S SIGNATURE TITLE

LABGRATORY DIRECTOR'S O

e ] Tkes e Docecfor  gG-75
denates a deficiency which the insiitution may be excused from sorrecting providing it 1s determined that
patients. (See instrugtions .} Except for narsing komes, the findings stated above are disclosable 40 days
corrariion is provided. For pursing homes, the sbove findings and plans of torrection are disclosable 14
# geficiencies are cited, an #pproved plan of comrection is requisite i© continued

Any deficienty statementSnding with an aeterek I
other safeguards provide sufficient protestion 1o the
fallowing the date of survay whether or not 3 wlan of
days follawing the date thess doouments are made availabie io the faciiity.
srogram participation.
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for sixty (60} beds with a census of fifty-seven
{57) on the day of the survey.

st st
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