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F 000 | INITIAL COMMENTS FO00| | sicher Manor does not befieve nor does the
: facikty admit thet any deficiencies exist.

A standard health survey was conducted on Leicher Manor reserves ali rights to contost
04/08-10/14. Deficlent practice was identified the survey findings through Informal dispute
with the highest scope and sevetity at "E® level. resolution, sppeal proceedings or any

F 278 | 483.20(d), 483.20(k){1) DEVELOP F2ve} administrative or lagel procsadings. This
§s=E | COMPREHENSIVE CARE PLANS plan of cotreciion does not constifiie an
l admission regarding any facts or

A facility must uss the results of the assessment i dircumtatances surrounding any alleged
to develop, review and revise the resldent's deficiencios to which i responds; nor ia it
somprehensive pign of care. meant to establish any standard of cere,

The faciiity must develop a comprehansiva care

plan for each resident that includes measurabls cantentions and defenses in any type of civl
objectives and Smetables to mest a resident's or criminal clalm, action or procsading.
medical, nursing, and mental and psychosocial Nathing contalned in this plan of correction
neads that are identified in the comprahensive shouid be considerad as 5 waiver of any
assessment, potentially applicable peer revisw, quallly

: assurance of self critical examinafion
The care plan must dascribe the services that are priviteges which Leicher Manor does not

1o be furnished to attain or malntain the re‘aldent‘s
highest practicable physical, mental, ahd
psychosocial weik-being as required under

§483.25; and any services that would otherwisa responsas, credible allegations of compliance
be required under §483.25 but are not provided and plan of correction as part of its on-going
due ta the resident's axercise of rights under effort to provide quality care (o our residents,
§483.10, including the right to refuse treatment Letcher Manor strives lo provide the highest
under §483,10(bj(d) quality of care while ensuring the rights and
safety of all residents.

This REQUIREMENT s not met as evidénced o7h .

3 COMPRE
Based on observation, interview, medical record Letcher Manor strives to provide the highest
review, and facilliy policy review, the faciity Talled quality of care to all resilents, which includes
to deveiop a comprehensive plan of care to development of & comprehensive care plan
address the use of oxygen for thres (3) of for each resident. 1t is the policy of Lefcher
twenty-three {23) sampled residents (Residents Manor {o develop a comprehensive care plan

#3, #10, and #20).

ontract, obligation or position, Letcher
Manor rasetves all tights {o reise 8 possible

weive, and resarves the right o assert in any
admirdatrative, civil, or ariminal claim, action
or procasding, Letcher Manor offers its

through a qualified Interdisciplinary Care

DIRECTOR'S

v

b BRitiva

OR PROVIDER/BUPPLIER REPRESENTATIVE'S BIGNATURR

Aisris aor)

Any deficiency statement énding With an astarisk (¥} danoles a dufi
other safeguards provide sullickent protaction to the patianis . (See

which the insitution may be excused from comecling providing itlu detenmined that
ctions.) Excapt for nurelrig homes, the fintings steted above are disclosable 90 deys

followtng the date of survey whethar ar nol 8 plen of comection s provided. Far nursing homes, Ihe shove findings and plana of comection sre dsclosabls 14
u;ylmﬂnpv;l:lg:mu:wﬁbmdommmhnNMawﬁaﬂomm-m. it daficioncies are citad, 2n approved plan of comection is requisite io continued
pragrem particlpe;
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08/01/13) revealed a comprehensive vare plan
would be developed by the Care Plan Team
based on the resident's comprehensive
assessrhent,

1. Revew of the medical record revealsd tha
{aciiity sdmitied Resident #3 on 11/15M3 witha
diagnosis of Chronic Obstrucive Pulmonary
Disease (COPD). A review of the April 2044
physician's orders revealed the physiclan
prescribed oxygen {o be administerad for the
resident at 2 fiters per minute per nasal cannuia
a3 needed for COPD.

Resldent #3 was observed on 04/08/14 at 3:50
PM and 4:45 PM with oxygen belng administered
at 1.5 fiters per minute. Cantinued obsemﬁcn
on 4/08/14 at 5:45 PM, 04/09/14 a1 3: aulPM
and 04/10/14 at 9:06 AM and 1:00 PM, revealed
the oxygen was adminlstered at 2.5 Iiters per
minuts,

Review of the admission Minlmum Data Set
(MDS) dated 11/27/13 revealed the fachity
assessed Resident #3 to have a diagnosis of
Chronic Obstructive Pulmonary Disease end (o
use oxygen, However, there was no evidence the
facility had developed a Comprahensive Plan of
Care to include the dlagnosis of chronic
Obstructiva Pulmonary Disease ot the use of
oxygen.

2. Review of the medical record revaaled the
facliity admitted Resident #40 on 02/26/14 with
diagnases of Chronhic Obstructive Fulmonary
Disease (COPD), Shoriness of Breath, and

resident's medicat, mutsing and psyehosocial

needs. ftis the policy of Lalcher Manor to

oomectly prepare end implement the cara
ptan. Care plans are raviewed, revised, and
updated per Medicare and Medicaid
guidelines, or as significant changes in the
resident's condition dictates. The care plan
adenualtaly describes the services that era to
be fumished to attain or maintain the
resident's highest practicable physical,
mental and psychosocial well-helng. Daiy
care and documentation musl be consistent
with the resident’s care plan.

For rasidants #3, #10 and #20, it was noted

ihroughout the resident's cere plans io

*adminisler medicafions as ordered.” The

facifty considered oxygen as medications as

ordered. It should also be noted that the
admisslon care plans for all fhres residents
spacifically fisted oxygen use,

This is evidenced by the following actions:

1. Resident £ maszr care plan was
updated on Apri 10, 2014, to include
oxygen use and diagnosis of COPD. 1#
should be noted that the diagnosis of
Chronic Alrway Obstruction NEC (also
known as COPD) has been on the
comptiter generated care plan since
November 28, 2013.

Resident ¥10 master care plan was
updated en Apri 10, 2014, o include
oxygen use and dlagnosis of
Paeumoconlosis Coal Lung {COPD), #t
should be noted that the diagnosls of

FORM APPROVED
& MEDICAID SERVICES . 0038-0391
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AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A BULDING COMPLETED
185200 . wika 0411072014
NAME OF PROVIDER OR SUPPLIER STREET ARDRESS, CITY, STATE, 2R CORE
. 72 PIEDMONT DRIVE
LETCHER MAKC . WHITESBURG, KY 41858
{2410 SUNMMARY STATEMENT OF DEFICIENCIES o] PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE bare
DEFICIENCY)
Planning Committss/Taam, for each resident
F279 | Continued From page 1 F 279) ynon admission, and within 7 days aRer the
The findings include: completion of the comprehensive resident
; assessment. i shall inchide measursble
A reviaw of the faciity's Care Pian policy (dated objectives and metabies fo meet the
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- EvantID:UEBQN

Faclity 1D: 100604

If coninuation sheet Page 2 of 11




01:21:03 p.m. D3-121-2D014

6060333430 |

MAY/12/2014/M0N 12:24 PM  Letcher Manor

DEPARTMENT OF HEALTH AND HUMAN SERVICES

FAX No. 606-633-3450

P. 005

PRINTED: 04/24/2014

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES 04y PROVIOER/BUPPLIER/CLIA {2) MULTIPLE GONSTRUGTION (%3) DATE BURVEY
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oo SUMMARY STATRMENT OF DEFIGIENCIER o PROVIDER'S PLAN OF CORRECTION £}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY Fuly PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TaG REGULATORY OR LSC IDENTIFYING INFORMATIGN) o CROSS-REFERENCED YO THE APPROPRIATE oane
F 278 | Continued From page 2 F2r9 m“’ mmml PS; f;‘s"
Coronary Artery Disease. A review of the Apeil breath has baen on the care plan since
2014 physician's orders revesled the physician March 11, 2014,
prescribed oxygen to be administered st 2 ters Resident #20 master oste
per minute per nasal cannula as needed updated on Apsil 10, 2014 m;ﬁe
Lol L s DL 20 oxygen use, [ shouid be noled that
Observations of Resident #10 on 04/08/44 at 3:55 el Lo ol
PM, 4:45 PM, end 5:46 PM, 04/09/14 at 9:10 AM 11' M3 '
and 3:30 PM, and 04/10/14 at 9:05 AM, 10:30 -
AM, 12:30 PM, and 1:00 PM, revealed the Thorm Wab o indication o adverse
resldent’s oxygen wes administered at 1 5 liters To idsntify any/all residents with the
per minuts via nasal cannula. polentia in be affected, all care plang
Review of the adrmissian Minimum Data Set mmad' “me’h“:ﬂm%
dated 03M0/14 revested the Taciity assessed Planning Toam on Apr 28 I
Resident #10 to have diagnoses of Chronlo Thera wete no other teside'nta found to
Obstructive Pulmonary Dissase and Shortness of be deficient in regards io care plans not
Breath thet required the use of oxygen as refecting Gillask o of gnd
needed, Howaver, there was no evidence the ngndm d oxmanm p
{actiity had developed & Comprehensive Flan of residents mgnotgnﬂo;“. o be
Care W Include the diagnoses or the tse of aifectad dus & tha im plmpalamd tation of #4
oxygen. below.
3. Review of the medical record revealed the Idougsﬁ!g:aﬁ: practica wil not e
faclity admitied Resident #20 on 11/04/13 with by the Ditach '“um"‘*u m’ gl b
diagnoses including Asthma, Heart Faflure, and 2%1 4 with the MOS tetngi' on Api# 11,
Chrandc Ischemic Heart Diszasa. A raview of the " ardlin n a:lplinary
Aprit 2014 phyelcian's orders revealed the o2, Teuating appropriate care pisn
| physician prescribed oxygen to be administered procesm_: i °"W‘:3 v
for the resident at 2 liters per minute per nasal ed’ B"""'“o' od L °l° —
cannu'a due 1o shortness of braath, Tol:ac:surl:a' e rel e'f“';?:ﬁn‘:&m
Resident #20 was observed on 04/10/14 at 12:35 :I"“r;"t ”S“:“"P“Ifm' the Assessment
PM, In the restotative dining raom with oxygen u ;;% will provide new or
administered at 2 fiters per minute by nasal ;P::r Information, such as physician
cannula. Continued observation on 04/1014, at changes for oxygen and pertinent
1:50 PM, revesled the rasident was In bed with diagnosas, 1o the MDS/interdiscipinary
hisher eyes ciosed and was receiving oxygen at Care Plan team on 2 dally bssis,
2 liters per minuts,
FORM CMS-2387(02-89) Provious Varsions Gbsolole Bvent ID: LBBQY Faciity 10 100804
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The facilily must ensure thst residents recelve
proper treatment and care for the following
special services;

injections;

Parenters] and entera! fluids;

Colostomy, ureterostomy, or llecsiomy care;
Tracheostomy cara; :
Tracheal suctioning: ;
Respiratory care;

Foot care; and

Prostheses.

This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, record review,

FORM APPROVED
OMB NO. 0338-039%
ETATEMENT OF DEFICIENCIES (4t) PROVIDER/SUPPUER/GLIA 42) MULTIPLE CONSTRUCTICN x5 c“?‘, iHs“m“"E'
AND PLAN OF CORRECTION IDENTIFICATION HUMBER: A BULDING
185200 B, WING 04/410/2014
NALIE OF PROVIDER OR SUSPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
73 PIEDMONT DRIVE
LETCHER MANOR : WHITEBBURG, KY 41858 .
o4y ID SUMMARY STATEMENT OF DEFICIENCIES m PROVIDER'S PLAN OF GORRECTION %)
PREFTX {EACH DEFICIENCY MLUIST BE PRECEDED Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMAETION
TAG REGULATORY OR LEC IENTIFYING HFORMATION) ™o cmsaasmcmmxmomm oaTE
4. To ensure solulions are sustzined in
F 279 | Continued From page 3 eds) ::gards to the care planning processes,
. D i
Raview of the MDS admission assessment dalad quwgmmﬁmiwwt
14/16/13 ravealad the faciiity assesaed Resident mefhod of survey. A fen (10) percent
#20 10 use oygen. In addifion, reviaw of the sample selection of all residents utilizing
quartery MOS dated 02/12/14, revealed the oxygen shall ba conducted, with raview
faciity 2ssessed Resident #20 to require axygen of thelr relevant diagnoses, and In
during the previous 14 days, However, thers was comparison {0 their coresponding care
no evidsnce the facility developed a care plan o plan. The QA Coordinalr shail
address the resident’s diagnosis of Asthma and main'taln a curent log of rasidents who
the use of oxygen for the resident. utitizn oxygen, bo conduct the survey
tnterview with Reglstered Nurses (RNs} #3 and mm?baﬂs and shall aval?:;taa
#4 on 04/10/14, 2t 4:30 PM revealed they were annualy for on-going review
responsible for the completion of the MDS Evamat!iron mn—goaxl be diskributed b
assessments and the developrment of the the QA Coordinator to the Direcior of 4
vomprehensive care plan for reskdents In the Nursing for review and eppropriate
L salutions are not maintained, dapendent
iagnosls of asthme and the use of exygen. upon the cause, corrective action shall
F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL F 328 be implemenled, inchiding, but not
$8=£ | NEEDS limited to; ¥3 as mentioned above shall

be lnitlated again, andlor sampling
increased, andlor increase in perlodic
5 F2I9 April 28, 2014 ApHt 28, 2034]

E328 483.26(k) TREATMENT/CARE FOR
Cl EDS

Lefcher Manor strives fo provide the highest
quality of care and treatment to all residents,
which includes individual resident
assessments and provision for medically
relaled needs for each resident. Itis the
policy of Letcher Menor o ensure that all
services provided or arranged by the facllity
meeta professional standards of quality. Itis
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185200 B.WiNG 04110/2014
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE. ZiP CODE
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oy SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S, PLAN QF CORRECTION 0
(EACH DEPICIENCY MUST 8E PRECEDED BY-FULL PREFIX {EACH CORREGTIVEE ACTION 8HOLLD SE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) ™3 cansmmggom THE APPROPRIATE Lo
Leicher
F 328} Cantinued From page 4 : F 328 mﬁfm{s{ — ,f:,";'&?;gﬁ; —
and review of the facliity policy, it was determined provide the necessery cara and sesvices to
the facifity failed to ensure three 3}of attain or maintein the resident's highest
twenty-three (23) sampled rasidants (Residents praciicable physical, mental and
#3, #10, and #17) recelved the proper care and psychosocial well-being. This would include
treatrment related to oxygen administration. administering al medicafions In accordanos
Residents #3, #10, and #17 had phyelcian's with wiitien orders of the atiznding physician.
two (2} litars of oxygen per minuts by means of a administration of the oxygen, & should be
nesal cannule. However, observation revealed noted that i the person reeding the Blow
staff faited to ensure the resldents’ oxygen was meter is not directly In front, and at eye tevel,
admiristered at the amount prescribed by the to the fine of tha indicator bail, a variation of
physician, the reading may occur, up to .5 fters. This
] atlern to
The findings include: m”i;a"ﬁi mmlar. l;%::hen Surveyar 5:;9
standing when dl eter readi
Review of the facility's "Medication : with mengmch m:m -;hne Dire m?fs
Administraion-general guidelines® policy revealed Nursing demonstratad to the Surveyor fia
all medications were administered in accordance veriations in the flow metsr ralas, dependent
with writtan ordars of the aftending physician, upon the reader’s posifioning, and explained
1. Review of Resident #3's medical receri m,fggzmm' eamdie"%b?f
revealed a physician's order dated April 2014 far metet o pwy assess the indicator for the
oxygen to be administared at 2 liters per minute, ate level.
Review of the quarterly Minimum Data Sei dated This Is evidenced as follows: ;
02111714, revealed Resident #3 had 2 Brief 1. Resident #3 did not sxpress an
Intervisw for Mental Status (BIMS) of 15 i i
indicating the residenf's cognitive statis was oler adverse affects n regands -
Intact. : oxygen administration. Tha resident
Obsarvation of Resident #3 on 04/08/14 gt 3:50 m‘:’mﬁ‘;ﬂﬂ’;ﬂi‘sg‘dﬁ'
PM and 4:45 PM rovealed the resident's axygen resfent was edutated on Apl'il 10, 2014
was set to be administered at 1.5 fiters per minute regardn an use ang fete Iev;els
via nasal cannula. Furiher observalion revealed The reslge?ty'?obed ¥ i:’n tandin, At
on 04/08/14 st 5:45 PM, 04/09/14 at 10:30 AM 10 om0 Of o 9. “m“mdjo,
and 3:30 PM, and 04/10/14 at 8:05 AM and 1:00 NUtaing, Whon somern ot ove ool of
PM, hisfher oxygen was set to be adminlatered at meﬂog’metar did not gnd &y it
2.5 liters per minute via nasal cannuls, from the prescribed rats, E?u‘tfa'w: e:“
Interview with Resldent #2 oh 04/08/14 at 6:15

FORM CME-2567(02-00) Previous Varslonz Obsolety Gvent D USBCIT
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STATEMENT OF DEFICIENCIES i) PROVIDER/SUPPLIER/CLIA [C2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
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4} D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION s}
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DEFICIENCY}
standing with the surveyor, the level did
F 328 | Continued From page § _ F328!  gppear o have .5 Hter variation, The
on a1 2.5 Hters per minuts. Resident #3 said Regidant #10 did not express any
he/ehe haanadjusledheoxygmﬂnwt?te. concern, nor wes found to have any
: othsr ddverse affect In regards fo the
Intsrview with Licensed Practical Nurse (LPN) #2 oxygen admiristiation. The resident
on 04M10/14 at 1:10 PM revealed nurses were to administored the oxygen Breir self,

check the accuracy of the nxygen administered ta
residents when they made rounds approxinately
twice per shift and wers to sign the Medication
Administration Record (MAR) fo Indjcate the
oxygen was on the prescribed rate. LPN #2 sald
there had not bean any problems with Resident
#3's oxygen administration reported.

2. Review of Resldent #10's madical records
revealed a physician's order dated Aprll 2014 for
oxygen to ba administerad at 2 liters par minute
8s naeded for Chronic Obstructive Pidmonary
Disease and Shoriness of Breath. Reviey of tha
Admission Minimum Data Set dated 03/10/14
ravealed the resident's Brief interview for Mental
Status (BIMS} was 13 which Indicated the
resident’s cognition way Intect.

Observation of Resident #10 on 04/08/14 at 3:55
PM, 4:45 PM, and 5:45 PM, 04/08/14 at 9:10 AM,
10:30 AM, and 3:3¢ PM, and 04/10/14 at 8:05
AM, 10:30 AM, 12:30 PM, and 1:00 PM, revesled
the resident's oxygen was set o be administered
at 1.3 liters per minute via nasal cannula,

Interview with Resident #10 on 04/08/14 at 3:55
PM rovealed staff had tumed on the resident's
oxygen. However, Resldent #10 stated he/she
had just turned the oxygen ooncenbator on and
put the oxygen Into hisfher nose,

Intsrview with LPN #3 on 04/10/14 at 1:45 PM
revesled Resident #10's oxygen should be on at

without informing the nurse, and after
the nurse had made shift checks. The
resident was educated on Apil 10, 2014
regarding oxygen use ard rala lsvels,
The resident voioed understanding. The
M.D. was notified regarding the rate
variance and did not provids new
orders, The resident's care plan was
updated,

Resident 17 did not express any
concem, nor was found o have any
other adverse affect In regards to the
oxygen administration. The oxygen had
been applisd by the nurse and noted b
be at the corect seffing. The resident'a
physician ieter Informed the resident
that emoking was nol recommended if
tha 02 level was not within a certain
range, aid when the physician ieft fhe
roorm, the resldent haeasad the flow
rate significanBy without informing the
murse. This had been an Isolated
incident with this resident. The resident
was educated on April 10, 2014
regerding oxygen use and rale levels,
alony with adversa affects. The resident
volced understanding. The M.D, wes
nolifisd regarding the rate vaance and
did not provide new orders, The
resident's care plan was updated and
the oxygen flow rate is checked every

FORM CME-2587(012-99) Previous Verstons Obeolste
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medticafion pass, rather than every shift
¥ 328 | Continued From pege 6 ' F 328 beginning Aprit 10, 2014, There have
2 litars per minute as needed. LPN #3 was not been no further Issuss o dale.
aware that Resident #10's axygen was anat 1.5 2 To ldentify othér residents who may
lifers par minute. According to LPN #3, Resldent have the potential to be affectsd,
#10 could tum the oxygen coricentrator an and off assessments were conducled on Agrl
by him/Mharself but was unsure i the resident 10, 2014 for all residents utiizing
changed the flow rate on the oxygen oxygen to ensure the prescribed flow
concentrator. LPN #3 said the oxygen was rale was accurately set, when obsarved
checked during rounds for acoiiracy end the at eye lavel, Thera were no subsequent
nurses signed the MARs Indicating the oxygen findings of flow meter readings of any
wats geeurate every shit, residents recelving oxygen that were not
0 £ 5
3. Reviow of Resident #17's medios! eoord vore ot s b boon et
revealed physician's orders for oxygen to be Othes residents are not anticipated fo be
administerad at 2 liters per minute via nasal affected due to e implementation of #4
cannuia for Chronic Obstructive Pulmonary below
Dissase. Review of the quarterly Minimum Data .
Set datad 02/12/14 ravealed a Brisf interview for : E:gg:ﬂfmvﬁg m
Menta Status (BIMS) of 14 which Indicated the by the Director of Nursing, on Apd 19,
residents cognition was intact. | 2014 with all nursing staf (LPN, RN and
Observation of Resldent #17 on 0410814 2t maga;:ﬁmwm' “*’“%‘,:’";23“
10:51 AM, 04/09/14 at 11:45 AM and 4:10 PM, satling 'mmmmgﬂm
and 041014 at 14:45 AM, 12:30 P, and 1:00 Hontiying resdent amperin, cnd
i PM, revealed the resident's axygen was sét at, htervenﬂgns 88 well 33 camg unication
and dellvered at, 5 liters per minute via nass! othe MDSII;Iterdiscipmaﬂ l;m Al
cannuie, rew hires shall be oriented to the same
intarview with Resident #17 on 04/10/1¢ st 1:00 el
Fi reveatad hefshe “thought* the oxygen rate identified
was 5 liters per minute, and stated ha/she had .
not adjusted the oxygen flow rate. . :':g:;s:r; ?;gnn; a;;t‘:::;lg:gpt
interview with LPN #1 on 04104 st 1:05 Pra Care oh voationt 2 relaied fo oxygen
revealed every shift nurses were to chack oxygen :h:'!?m 't 8 ; reciar of Nursing
rates o ensure oxygen was delivered as pi thgua ty EIESI;I'BI'ICG
prescribed by the physician, and record the gtbaawr%nby d methods m aor Suney,
aeygen flow rate on the Medication Administration Servaton anc a L Aten (10)
Record, LPN #1 stated Resident #17 had the percent sample selection of al residenls
abifity to change herhia oxygen flow rate and
FORM GMS-2587(02-49) Pravicus Viarglons Cbealets Event 10: USROS FacityiD; 100604
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
ND, 1
{ 1} PROVIDER/SUPPUER/CLIA MULTIPLE CONSTRLICTION {33) DATE SURVEY
ﬂm‘“m“ﬁ%"&e ® x ‘IDEN'IFICMDN NUMBER: fe:uuwm COMPLETED
185200 B.WING mo&m 4
NAME OF FROVIDER OR BUPPLEER STREET ARDRESS, CITY, STATE, 7P CODE
73 PIEDMONT DRIVE
e : WHITESBURE, KV 41858
e SUMMARY STATEMENT OF DEFICIENCIES [} FROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICIENCY MUST BE FRECEDED BY,FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
™G REGULATORY OR L5C IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE TATE
DEFICIENCY)
F 328 | Continusd From page 7 F 328 msﬂfmma
statod she had not been awars of the resident’s the prescribed rate. The QA
oxygen rate at the inorrect setting. Goordinator sha# maintain a current log
. of residents who utifize oxyyen, to
intarview with the Director of Nursing (DON) on conduct the stirvey and shall pssess
04/10/44 at 1:00 PM. revealed she was "unsure” mm ona Mnmw bads. and
if Resident #3, #10, or #17 self-adjusted thelr ahal avatuate mnua“y for m,gnhg
axygen flow rates. Acconding to the DON, when a review. Evalustion reports will ba
nurse recelved an order from a physician to distibuted by the QA Coordinator to the
provide oxygen therapy to a resident, the purse Director of Nursing for review and
hitiated the oxygern therapy st the rate prescribed appropriate action to be faken as
by the physiclan. The DO;dSMed the mj!t:: was necessary. If solutions are not
ta inform the nuree aides the nurses that
administered medications of the axygen flow rate. mh\.:d;nﬁa;?;? L:Pﬁ%“p{t‘;:&e'
The DON stated she, the Unit Coordinator, and Inchuding, but not limied fo: #3 as
the nurses that administered medications made mentioned above shail be inifiated
rounds every shift io ohserve resident cars. again, andfor sampling increasad,
According to the DON, staff had not identifiad and/or increase periodic monitoring,
problams related to incorrect oxygen Beﬂﬁ'tgs 5 F328 April 11, 2014 Apri 14, 2014
F 514 | 483.75()(1) RES F514 '
SS=D RECORDS-COMPLETEIACCURATEMGCEBSIB

LE

The facllity must maintain clinical racords on agch
restdant in accordance with accepted professional
standards and practices that are complete;
accurately documented; readily sccessible; and
systamatically erganized.

The dlinical record must contain sufficient;
Information to identify the resident; a record of the
resident's nssessments; the plan of care and
services provided; the resufts of any
preadmisslon screening conducted by the State;
and progress notess.

E514_ 483 75({1) RES RECORDS
COMPLETE/ACCURATEIA BL!
Letcher Manor strives to maintaln and ensure
clinicat records are accurate and complete In
accardance with accepled professional
standards and practices. Per fecility policy
titled, 'Physician Medication Orders, a verbal
order from a physician must be recorded
immediately in the resident’s chart, This
action is made by using a designated
‘physician order” form. it & not protocol to
wiite 60 “order” on & icrabivlogy report. It
should be noled that the microbiology report
did have other oles” on the report such 28
altergies of the resldent, and itis
questionable If he notation was simply a
note® of an actual physician order.

FORM CMS-2587(02-80) Previous Vorsions Obsclale

. Event ID;UBSQY
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accepted professional standards and praclices
for ong (1) of twenty-three (23) sampled residents
{Resident #5). A review of a leboratory report In

1. Resident#5 did not express any
goncern, nor was found to have any

FORM APPROVED
OMB NO. 0338-D381
STATEMENT OF DEFICIENGIES 1) FROVIDER/SUPPLIERICLIA {X2) MULTIFLE CONSTRUCTION {3) DATE SURVEY
AND PLAN DF SORRECTION IENTIFICATION NUMBER: A BULDWG COMPLETED
185200 A WG 03HOZD14
HAME OF PROVIDER OR SUPPLIER §TREET ADDRESS, CITY, STATE, ZIF CODE
T3 PIEDMONT DRIVE
LETCHER MANOR . WHITESBURG, KY 41658
04y D SUMMARY STATEMENT OF DERIGIENCIER ) PROVIDER'S PLAN OF CORRECTION o5
PREFEX {EACH DEFICIENTY MUST B PRECEDED BY-FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BR CouPLETION
e REGULATORY OR LEC IDENTIFYING INFORMATION) ™ CROBS.REFERENCED 7O THE APPRDPRIATE naE
: DEFICIENGY)
LPN #4 s no ko loyed at this faciBty,
F 514 { Continued From page B F 54| o4 g ol have o an gl
This REQUIREMENT is not met as arvfdanced the microbiology report with the handwriting,
by. to dsfinitively confirm what the intention was,
Based on interview, recond review, and a review The deficiancy atatement does not reflect that
falled to ensure cfinical records wera complels, ordat.
accurale, and maintained in accordance with “This is evidenced by the following actions:

the phyalelaa,

The findings Include:

the crder.

Rasident #5's medical record revealed staff had
written & verbal order on the repost for staff to
administer antibiotics to the resident for teh {10)
days snd then to re-cultire a scabbed area on
the resident's right fool. Review of physiclan's
ordets in Resident #5's medical record revealed
factity steff documented the antibiotlc treatment
in tha physlclan's orders but faked to transcribe
tha ordar for the re-culture of tha rasident’s
wound o the physician's orders. As a rasuit of
staif's fallure to transcribe the order to the,
physiclan's orders, staff falled fo re-cultura tha
tesitlent's wound In ten {10) days as requasled by

Areview of Tacity policy thled Physlcian
Madication Orders, dated 06/01/13, revealsd
verbal ordars must be reconded immediately in
the resident's charl by the person that recejved
the order and must include the date and time of

Areview of the medical record for Resident #5
revealed a physiclan's order datad 03/05/14 for
culture and sensliivity of & scabbed area on the

other adverse affoct in regards to the re-
culture, The physicien had besn
consulted routinely regarding the issus,
On March 19, 2014 a new order reflecls
to simply clean the scabbed area to right
foot, 2+ 1e and leave open io air. Tha
physician did not indicats a re-culture
with this new order. A re-culture was
nat required as the pin point area had
healed to a scab. LPN #4 could not be
educalad as hafsha Is no longer

employed,

2. Toidentify other residents who may
have the potential o be affected, chart
reviews were conducled on April 11,
2014 for el residents with infections, to
ensure all physiclan orders wera
addressed. This included raview of
micrablofogy reports. No other
residanta were found to have been
affected. Other resideltis are not
anticipated to be affected due to the
implementation of #4 below.

3. Toensure the practice will not recur,
sducational in-services wers conducted,
by the Director of Niwvsing, on Aprli 41,
2014 with licensed practical nursing staff

sacond digit of the resident's right foot. Review of and registered nursing stafl, regarding
a microbiology report dated 03/07/14 revealad the Ihe shove mentionsd policy and
ares had & heavy growth of Methiciliin Reeistant

FORM CMS-2567(03-9%) Pravious Versione Obaclste © EentiD: ussQrn Faclity It 100504
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FORM APPROVED

D SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {1) PROVIDER/SUPPLIER/CLIA 1X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMSER: R — COMPLETED
185200 B. WING 04/10/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDREES, CITY, ETATE, ZIP CORE
73 PIEDMONT ORIVE
LETCHER MANOR WHITESBORG, KY 41858
o) 1D BULIMARY STATEMENT OF DEFICIENCIZD ™ PROVIDER'S PLAN OF CORREGTIOH P
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPCRTRY
A8 REGULAYORY OR LEG IDENTIFYING INFORMATION) e mmmm oA
F 514 | Continued From pags 9 : F814|  ong m‘?ﬁ.u""&i?&% be
Staphylnwcws Aureus (MRSA). Continued oriented o the same a8 shove-
review of the report revesled Licensed Pracﬁcal mentioried. The same shall be reviewed
Nurse (LPN) #4 received a verbal order fim with staff if 8 concem Is klentified.
Resident #5's physician on 03/07/14 at 1 %5 PM To ensire solutions are sustalned in
arid had written the orders on the Microbiglogy regards to maintaining accurate and
reporl, The physiclan's verbel order on the complete madical records, the Director
faboratory report ravealed staff was to administer of Nursing shall implement quality
500 milfigrams (mg) of Tetracycline (antibidtic) assurance measures, by the methed of
re-Cullure the area. However, review of the sanple selection of all rasidents with
physician's orders located in Resident #10's infections shat be conduciad, to anstire
medical record revealed staff falled to transcribe physicien orders are notad on the
the order to obtain & re-culturs the scabbed area appropriate jorms. The QA Coordinstor
from the izboratory report onto the physician's shall overses physician order reviews
orders. As a result of stafl faiture tn transcribe and aseess compliance on & monthly
the order to the physician’s orders, staff fallad to basis, and shall evaluate nnually for
re-cufture the resldent’s wound in ten (10) days on-going review. Evaluation reporis wil
85 requested by the physiclan. b distributed by the QA Coordinator fo
An interview with Licensed Pracical Nursg (LPN) Sotdenfbeb oo
#4 an 0411014 at 3:55 PM revealed, *I remembar necessary. If soluions are not
tzking the order from the physician and wilting it ~maintained, dependent upon the cause
on the physician's order. | must have fotgotten to comective action shal be Implementad !
write the re-culture part on the order.” inchiding, but not mited to: #3 s )
An interview with the Wand Glerk on 04/10/14 at m°mﬁ;$; ',’:cmd
9:35 AM revealed the nurse that took the order andlor increass perlodlc monitoring. Aprit41, 2014
clork’s “box,” and 1R out a lab requisition for any
orders that apply. The Werd Clerk stated, "1
would check the physician order and make sure
the lab requisifion was done,” The Ward Clerk
acknowiedged, “The crder to re-oulture isn't on
the physician order; | didn't go back to the lab.*
An Interview with Reglstered Nurse (RN) #2 on
04710/14 at 2:00 PM revealed, “The nurse who
took the order should have writion ar ordeér in the
physician arders o re-culture the wound. Without
FORM CM4-2567(02-99) Provious Versions Obsolele Event ID: UstQi Facitty ID: 100004
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FORM APPROVED
CENTERS FOR MEBICARE & M SERVICES OMB NO. 6838-0301
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA {£2) MULTIPLE CONSTRUCTION 03} DATE SURVEY
AND PLAN OF CORRECTION IDENTRFICATICN NUMBER: A BULDNG COMPLETED
$85200 B.WNG 04102014
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP GODE
. 73 PIEEDMONT DRIVE
FEICHEREANCS _ WHITESBURG, KY 41768
{x4) 1D BUMMARY STATEMENT OF DEPFICIENCIES D FPROVIDER'S. PLAN OF CORRECTION (v 55}
PREPIX {EACH DEFICIENCY MUST BE PRECEDED BY FiRl PREFIX (EACH CORRECTIVE ACTION SHOULD BE CORPLENDH
w8 REGULATORY OR L5C IDENTIFYING MNFORMATION) ™ CROSS-REFERENCED TO THE APPROPRIATE NTE
: DEFICIENCY)
F 514 | Continued From paga 10 Fbi14
the physician's order, [ wouldn't know ta do the
culture.”
An Intarview with RN #1 on 04/10/14 at 3:45 PM
revealed when staff recelved an order for &
culturs from the physiclan, the ordar and a lab
requisiticn should *automaticaliy” be written.
i
1
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