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| respiratory treatiment on 07/04/14; however, [
[ review of the Medication Administration Record |
(MAR) the documentation wWas incomplets, .

i without all the required information.

i .
i The findings include: i

| Review of facillty's Glinlcal Practice Guidefine, |
, titled "Delivery of Aerosols to the Upper Alrway",
Findated, revealed docurnentation guidelines |
[ which included date, tims, type, and length of ;
j treatment. Also included In documentation

i guidelines were record breath sounds before and

L after, effectiveness of the restment, and

i signature and tite of person adiministering the
i treatment. ‘

| Review of lhe clinical record for Resident #1 i

revealed the facility admitted Resident #1

“originaily on 050907 with diagnoses which

Hincluded Hypogiycemia, Chronic Obsiructive i
Pulnonary Disease, Ghronic Renal Diseass,
Dementia, Depression, Pneumonia, and

| Septicemiz, :

I Review of Resident #1' medical record revealed
| a Physician's Orders, dated 07/01/14, to

i administer IpratropiumiAlbiterol Neb treatment

* (The combination of Albuterol and ipratropium

i comes s a solytion o inhale by mouthusinga |
i nebulizer machine which turns the medicalionin
) o mist thal can be inhaled to relax and open the
| air pagsages to the iungs fo make breathing E
gasier.) to be given every four (4) houre as :
| naaded. Further review of the Physician’s orders 5
} revealed instructions to record the number of |
i mintdes spenl with the patient (resident) each

| remtment, including set up, administration, and

| menitoring. Additional instructions Included hea i

F514 cont.  * documentation found will
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Incemplete :

 be immediately addressed
_with appropriafe
"nurse/CAAT with :9/1/2014.
appropriate re-education |
and diseiplinary action. [
This audit wiil coptinue to i
be done waekly by unit [
conrdinators to ensure ‘
complete and accurate
records, The findings will
be presented to OA
comtnitiee quarterly

DON/ADON to in service
all nurses/CMT regarding ;
completion of ' 5
medicationftreatment/ne . {
bulizer documantation by ;
8/15/2015 and every 3 j
months for 6 months. ‘
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| rate before and after, respirations, Jung sounds
i before and =fter, skin color, presence of i
i coughfspuium, and oxygen saturation level E
i Further record review revealed a Nursing Note, !
i dated 07/04/14 at 6:55 PM, wrilten by Licensed |
" Praclical Nurse (LPN) #1 which documenled :
i Rezident #t1 received a PRIV (as nesded) "neb l
freatment” (Hebulizers are used to administer |
" medlcines for treating respiratory diseases like
_1 Asthma, Gystic Fibrosis, and Chronic Obstructive !
i Pulmonary Disease.) administered by LPN#1, - |

| eview of Resldent #i's MAR, dated July, 2014

! revealsd no docurnentation of :

j ipratropiumfAlbuterol Nebulizer ireatment being

. given an 07/04/14 and no documented evidence
(he heart iate was monitored before and after, |

| resplratinns, lung sounds before and after, skin

i color, record of number of miniles spent with '

" patient {resident), cough/spotum, oxygen .

E caturation, as well as no signaturefinitials of |

| person administering the medications.

|
| interview with LPN %1, on 07/15/14 at 3:40 PM, |
j revealed she did listen to Resident #1 lungs I
" hefare and after giving the nebulizer freatment on
L 07/04/14 bt did not docutnent the assessments. |
| LN #1 stated she should have documented the |
information in order fo review what the lungs ;
| counds, as wall as the other vital signs requested, |
| io be able to provide & history. LPN#1 further |
i statad all nurses shouid be documenting !
! requested assessments during & PR nebylizer -
| treatrnent. !
i |
! Interview with the Director of Nursing (DON), on
 07/16/14 al 2:20 M, revealed she would expect |
| all nurses to assess the resident hefore and after |

F 614

i
¥
'
H
H
|

|
|
|
|

|
|
|

FORM CAS-2567(02-89) Previoug Versions Dbsolete

Evenl ); D20811

Facillyy 10: 105431

ff continuation sheet Faps 3 of 4



=
o
By

DEPARTMENT OF HEALTH AND HUMAN SERVICES

LW |
iy

R ]

i
X

Fat

PRINTED: 07/30/2014
FORMAPPROVED
OmMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
ETATEMERNT OF DEFICIENGIES [ha3] PHOVIDERISUPPLIERICLIA a2} RMULTIPLE CONSTRULTION (A5} BF-TF: ELURVEY
ARG PLAN OF CORRECTION IDEMTIFICATION HUMBER: & BUILOING COMFLEFED
' c
185277 3. WING 0711612014
- NAME OF PROVIDER OFR SUPPLIER STREETADLRESS, CITY, STAYE, ZiP CODE
HERITAGE HALL LTH & REHABILITATION CENTER 431 SOUTH MAIN STREET
HEALTH & REHARILITATION CE LAWRENCEBURG, KY 40342
pdyin SUMMARY STATEMENT OF DEFICIENCIES [T PROVIDER'S PLAN OF GORRECTION Popsy
FPREFI ¢ {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EAUH CORRECTIVE ACTION SHOULD BE ) CO'"-F‘K_STUM
TALY REGULATORY OR LECIDENTIFYING INFOR&MTEON} TAG CROS5-REFERENCED TG THE APPROPRIATE i syt
i . E CEFICIENCY) :
: [ i" f
F 514! Continued From page 3 . Fou4, 1
| a nabulizer reatment. The DON stated the ; i
| assessment was a guideling, not a poficy that | g .
nirses should follow. The DON further slaled the i | !
| . |

without any blanks and should Include the
| requirad assessments. '

3:15 PM, reveated her expectation of her staff

|
]

Medication Record should have been filled out

i Interview with the Administrator, on 07116714 at

" wolld be to aceurately complete the Medication
} Administration Record with required information.

! |
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