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plan.

| Interview, on 04/16/15 at 3:00 PM, with i i
Administralor revealed the faclifty's Code Status

. Pollcy had been revised as per the AQC.

!

' 13. Reviewed Care Plan Conferance noles,
daled 04/15M15, which Included reviewing the

, resident's "Code Slatus" al the planned Care Plan

' Conferences.

Interview, on 04/16/15 at 1:06 PM, with the 85D '
| revealed residents' code status was being
' discussed at care plan conferences which began

on 04/15/15,

| 14. On 0416115, the “Employee Raster Report” |
listing of all licensed staff with CPR expiration H
dates and copies of their CPR certificatlon was |

| reviewad. Reviewed lhe CPR cerlilication class i 1

! roster and certlficalion cards (rom classes
provided by the facliity on 04/09/15 and 04/10M15.

. Raview of the documentation ravealed all

! licensed nursing staff now had current CPR

; cerificalion. i

. 15. Reviewed the facliity's CPR and Code 500

i policies, Reviewed the sign In sheet and

| education provided by the Adminisirator ta the
DON and ADON related to the CPR and Code
500 Paolicy dated 04/08/15.,

! Interview with the DON and ADON, on 04/16/15
at 2:26 PM, revealed they had been educaled by ! j
the Adminisirator on 04/08/15, regarding the CPR |
. and Code 500 policies.
|

' Interview, on 04/16/15 at 3:00 PM, with the 3 i

- Administrator revealed the facility's CPR and |
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: Code 500 policles had been implemented on

' 04/08M5, as per the AOC. A post-survay

L interview on 05/01/15 at 9:32 AM, with the
Administrator revealed after becoming aware of
the need to have someaone CPR certiffied inthe | !
building at all imes, he had read the regulatory

| requirements and conferenced with the

! Consultant Administrator for guidance. Per
intervisw, the Consultanl Administrator had |
discussed with him getling staff CPR certified and |
what needed to be done to ensure thls was done. i
The Administrator stated he and the Consultant

i Administralor had communication "all the way .

| through” the process and had developed the plan
of action,

18. Raviewed the sign-In sheets and education
| provided by the DON and ADON for all staff
| related to the CPR and Code 500 Pallcy, dated
1 04/0BN 5 through 04/11/15 and raviewed the
" posi-tests.

Intarview, on 04/15/5: at 11:45 AM with RN #4;
at 1:20 PM with CNA#12; at 1:25 PM with House

. Keeping #14; at 1:30 PM with Dietary #15; at 1:40

' PM with LPN #6; at 1:50 PM with LPN #1: at 2:10
PM with LPN #8; at 2:20 PM with CNA #13; al
3:40 PM with CNA #4; at 3:50 PM with CNA#11;
2l 7:10 PM with LPN #9; at 7:20 PM with RN #5;
al 10:05 PM with CNA #3: at 10:19 PM with CNA 5
#4; at 10:25 PM with CNA #17; and, at 10:30 PM ;
with CNA #18 revealed thay had all bean

: educatad on the CPR and Code 500 policies, and

i other code policles and Genaral Documentation

! Guldelines for CPR, and had laken a post-tast

 after the education.

- Intarview, on 0416115 at 2:26 PM, with the DON | |

revealed all but four (4) staff had received the i
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i education on the facility's code policies and CPR |
policy. The DON stated the four (4) staff who had
not received the education were an medical

| leave, but would nol be put on the schedule to

+ work until they had received the education. Per
inlervlew, the educaticn was added to the new
hira orientation training agenda.

Interview, on 04/16/15 at 3:00 PM, with

Administrator ravealed facility staff had been

aducated on the CPR, Code 500 and other code
: policles, as per the AQC,

| 17. Reviewed the Administrator's sudits of all

. rasident’s CCP for verification that each residents’

. cade status was care plannad, The audits j
reveaied each resident had a “Code Status” CCP |
with no Issues identified and the Administrator |

* had signed the audits as complated on 04/09/15. |

! Interview, on 04/16/15 at 3:00 PM, with !

i Administrator revealed he had completed the
audit of all residents' CCPs on 04/09/15, with no

: problems noted, as per the AGC. Per interview,
the results of the audits wauld be taken to the

| facility's Quallty Assurance/Performance

! Improvement (QA/PI) Commiltea, and any issues

. discussed with development of a plan to correct
the prablem.

18. Interview, on 04/16/15 at 2:26 PM, with the

! DON ravealed she would audit all newly hired

| nursing staff for their CPR certlfication expiration
dates. PerInterview, she would schedule CPR
cartification courses as necessary to make sura
the Charga Nurses all maintained their CPR |

. certification, |

: 18, Reviewed the Administrator's audils,
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performed on 04/10/15, of all nurses' personnel i i
files to ensure they were CPR certified. The [
audits revealed sach licensed staf’s CPR
certification was present with the expiration date,
and no lssues were identified by the
Administralor,

. interview, on 04/16/15 at 3:00 PM, with the

: Administrator revealed he had performed the !

. audits of all nurses’ parsonnel files for CPR

| certification on 04/10/15, and had not identified a

- problem. The Administrator revealed he would
continue to monitor the DON's varification of the
Charge Nurse's CPR certificalion to ensure they ;
maintalned currant CPR certification. Per
interview, tha resulls of the audits would ba taken

 to the facility's Quality Assurance/Performance

' Improvament (QA/PI) Committee, and any issues

| discussed with development of a pfan 1o correct

: the problem.

20. Revlewsd the Administrator's audit of the
current facility schedule verifying a CPR cartified

 staff member was present in the facliity at all
times, dated 04/10/15,

Interview, on 04/16/15 at 3:00 PM, with the
Administrator ravealed ha had complated the
audit of the facility's current schedule la verify a
CPR cartified staff member was present In the
facility at all {mes on 04110415, He revaaled he
would cortinue to monitor the nursing schadule

| monthly to ensure aii shifts were staffed with a
CPR certified nurse. Per interview, the results of

, the audits wouid be taken fo the facility's Quality

| Assurance/Perfarmance Improvement {QA/PI)

' Committee, and any issues discussad with

' development of a plan ta correct the problem,

|
!

FORM CMS5-2587(02.89) Previgus Vetsons Obsolale Even ID: PPYEN Faciity I 100484 if continuation sheet Page 159 of 180



~ 606-845-3507 Ploneer Trace

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

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

10:20:20 05-26-2015 70 /90

PRINTED: 0515/2015
FORM APPROVED
OMB NO. 0938-0391

(X3} PROVIDERSUPPLIER/CLIA
IDENTIFICATION NUMBER,

183314

HAME DF PROVIDER OR SUPPLIER

PIONEER TRACE NURSING HOME

{%2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY

A BUILDING COMPLETED
c

B. WING 04/16/2015

STREET ADDRESS, CITY, STATE, ZiP CODE
115 PIONEER TRACE
FLEMINGSBURG, KY 41041

i per tha AQC.

| residents.
F 514 483.75(11) RES

| LE

. Interview, on 0471615 at 2:26 PM with the DON

+ and at 3:00 PM, with the Administrator ravesled
the Mock Code Drifl had bean complated on
041015, as per tha AQC, They stated the

* results had been discussed with staff afterwards. |
The Administrator and DON revealed the facility
wauld continue le conduct Mock Code Drills
weekly for sixty (§0) days on different days and
shifts, and they would monitor the documentation
of the drills for accuracy and compistenass, as

' 22. Interviaw, on 0411615 at 1:20 PM, with the
; Medical Director revaaled the facility had natified

| him of the Immediate Jeopardy and findings. Per |
. Intarview, he had also beean notified of the
, thanges made to the facifity's code policies and
lha new system for Idenlification of "Full Cods*

88=J | RECORDS-COMPLETE/ACCURATE/ACCESSIE

The facillty must malntain clinlcal records on each
 resident in accordanca with accepled professional’

standards and practices thal are comgplete;

accurately documented; readily accessible; and
: sysiematically arganized.

21, Raviewad the sign in sheet and notes for the
i Mock Code Drlll, conducted on 04/10/45.

Interview on 04/15/45: at 11:45 AM with RN #4; at |
1 1:40 PM with LPN #6; at 1:50 PM with LPN #1;
"and, at 2:10 PM with LPN #8 revealed tha Mock

Code Drill had besn completed by tha facility, and
- tha fintings had been reviewad with staff and
! gllowed for staff input.
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F514 4 dministrator and DON reviewed

| :
i |
|
|

Advance Directive policy, Code Stahls
policy, Resident Right's policy, |
Notification of Change in Resident |
Condition Policy, and Full Code I
Policy. Administrator revised Code
Status Palicy to include placement °|f
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The clinical record must contain sufficient
informatlon to identify the resident: a record of the
resident’s assessments; the plan of care and
services provided; the rasults of any
preadmission screening conducted by the State:
and progress noles,

| This REQUIREMENT is not mel as evidenced
by:
Based on interview, recard review, and review of
the faclity's policles and procedures, it was
| determinad the facility failed to have an effective
i system fo ensure accurate clinlcal records were
+ maintained for one (1) of twalve {12) sampled
residents (Resident #2).

| Resident #2 had Advance Directives which noted
hefshe raquested to be a Full Cade (indicatss

life-saving measures would be instituled in the

+ event of cardlac or respiratary faliure) to include
periormanca of Cardiopulmanary Resuscitation

; (CPR). On 03/28/15, Resident #2 was found

| unresponsiva by Registered Nurse {RN) £#1, who
checked for a pulse and respirations and was

| unable to obtain elther. RN #1 left tha room and

 returned with two (2) Certified Nursing Assistants

' (CNAs} who Informed the nurse they thought the
resident was a Full Code status. RN #1 lefi the
room a second time to verify Residen! #2's coda

. slatus for hersell and raturned to the room a third |

: time. Perinterview, RN #1 did not inltiate CPR or ;
any olher lifa-saving inlerventions during anyof
her three (3) encounters with Resident £2.
Howaver, review of the medica! record ravealad :
no documented evidence of why RN # did not ¢

outside room and @ preen bracelct of

F514 person ofall “Full Code” status

residents. Furthermore, Administrator
created new policy titled Code Status
Acknowledgement policy to instruct
¢ staff how to identify residents’ choice
of “Full Code” or Do Not Resuscitate
(DNR). Policy states that staff must
review code status with all new
residents upon admission to facility to
designate wish to be “Full Code” or
“DNR" and further instructs staff how
+ identification of resident code status is
communicated and documented.
Policy states that “Full Code” status
residents will have placement of green
stickers next to resident name outside
room and green bracelet place on
person. “DNR"” will have black sticker
placed next to name outside room. On
4/7/15, a review of resident #2°s
Comprehensive Care Plans (CCP)
revealed that resident code status was
not documented in the CCP, Resident
#2's CCP was not updated as resident
had been discharged from facility.

On 4/7/15, MDS staff conducted a
review of all resident CCPs for
documentation of code status, Review

revealed code status was not
dac: 1 sdent OCP
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F 514 Continued From page 161 F 514, according to residents’ advance !

initiate CPR for Resident #2 who had a Full Code
status. In addition, thera was no documented
evidence of RN #1's encounlers in Resident #2's
| medical record until 4:50 AM, when RN #1

' documented the resident had no signs of life and '
tha funeral home was notified. !

The facility’s failure to ensure the provision of

l i CPR for a Full Code rasident, with all information

! accurately documented in the resident's record,

* has caused or is likely to cause serlous injury,
harm, impairment, or death to a resident.

; Immediate Jeopardy was identified on 04/07/45, |
and was detarmined to exist on 03/28/15, Tha |

facility was notified of the immediata Jacpardy on

. 04107115, i

The facillty provided an acceptable cradible
Allegation of Compliance (AOC) an 04/14/15 with
tha faclliity alleging removal of the immediate
; Jsopardy on 04/12/15. Immadiate Jeopardy was

verified {o be removed on 04/12/15 as alleged by |

the State Sutvey Adancy prior to exit on 04/16/15, i

. with remaining non-compllance at a8 Scope end
i Severity of a "D" while the facility devaiops and

Implements a Plan of Correction and the facility's

Quality Assurance (QA) monitors o ensure
. compliance with systemlic changes.

: The findings Includa: |
| i Review of the facility's policy titled, "Notification of |
Change In Rasidant's ConditioryAccldents”, dated '

; October 2007, revealad in the event of a resident !
 status changs requiring emergancy care, nursing -

documentation would include assessment

 findings and an account of care provided.

. Review of the “Job Description for Charge '

|
F
|

directives, to include code status. In
accordance with existing, revised, and
new policies Medical Records
personnel conducted a review of all’
current residents, as of 3/31/15, in the
facility to verify code status was
correct according to residents advance
directives on 3/31/15. DON and |
ADON placed green stickers next to
resident names outside rooms and
green bracelets on residents with |
“Full Code™ status on dates 3/3 1!15
through 4/3/15. ;
All staff, except for four, were
educated on revised code status policy
between 3/31/15 and 4/16/15 by DON
and ADON. DON and ADON
conducted the education in several
small group sessions during the dates
3/31/15 through 4/16/15 with open
conversation and & questionand
answer period to ensure knowledge !
and understanding of the policy. The
four staff members, } LPNand3 |
CNAs, who did not receive this |
education, are on medical leave with
an unknown date for return at this |
point, however, they will not be
allowed on the schedule until they |
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F 514 Continued From page 162 F514° to be conducted by DON or ADON.

! Nurse", undated, revealed the Charge Nurse
would ensure the medical record inciuded

| detailed evaluations of all residents and refleclad

! progress and condition of resldents at afl limes.

Raview of the madical record revealed the facility
admitted Resident %2 on 06/22/1 2, and
re-admitted the resident on 09/05/14. Review of i
the Advance Directives, dated 09/11/12 and
signed by Resident #1, revealed the residant
requested o have a Full Coda status which

! Included CPR in the event of bacoming

i unrespansive with no respirations or heart beat,

| Review of Resident #2's Physician's Ordars,
dated 03/25/15, revealed the resident had an

' order to have a Full Code stalus.

Review of RN #1's written statemant, dated
03/28/15 and obtained by the facility during the
course of thelr investigation of the events
involving Resident #2 on that dale, revesled RN

| #1 observed Residant #2 to ba unresponsive

i lying on histher bed. Continued raview of the

| written stalement revealed Resident £2 had no

* signs oflife, no pulse, and no breathing or

+ movement of any kind. RN #1 noted sha did 3
“sternum rub” (a painful stimulus applied to the
sternum ta check for responsiveness) with no
signs of life noted, and the resident appeared to
have been decaasad for thirty {30) or farty-fiva
(45) minutes. Further review of the statement
revealed RN #1 Jeft Rasident #2's room and

- relurned twa {2) times.
Review of the Nursa's Nols, dated 03/28/15 timed |
4:50 AM, documented by RN 4 revealed
Resident #2 was found lying on the bad with no
blood pressure or pulse, and no slgns of life.

{ Continued review of the Nole revealed RN #1

+ documented notifying the resident's Physiclan at

On dates 5/26/15 through 5/29/15,
DON and ADON educated all Charge
Nurses on facility policies regarding
documentation, following physician
orders, and Chenge in Resident Status.
Furthermore, this education has been
added to the facility's orientation
program which is conducted prior ta
new employees providing direct care
in the facility. :

The Code Status Policy was revised to
incorporate instructions to add code;
status to residents CCPs on admission.
The Code Status Policy instructs staff
that upen admission to facility, the
charge nurse will create a care plan for
resident code status that is derived |
from resident’s advance directives, '

- DON will eudit documentation daily,

Monday through Sunday, to ensure
staff compliance with clinical

' documentation regulations. DON will
| audit documentation for adherence tp
. physician's orders, documentation of

resident change of conditions, and !
adherence to facility policies with |
regards to documentation. DON willg'
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' 5:05 AM; histher family at 5:10 AM; and the {

* funeral home with no documented evidence of

. the time of notification. Further review revealed

! no documenled evidence of a reason for why RN

' #1 had not immediataly Initiated CPR, as per
Resident #2's Advanca Directives and Full Code
status. In addition, record review ravealed no i
documented evidence of the account given by RN ¢
#1 in her writlen statement, to include the
perfarmance of the "sternum rub” and the nurse's |
findings, and no documented evidence of the

- time at which she found Resldent 22
nonresponsive.

Review of the *Provislonal Report of Death” form
with a date of death noted as 03/28/15 for
Resident #2 revealed time of death documaented
as 4:50 AM.

Intarview with RN #1 on 04/04/15 at 3:26 PM, |

revealed sha was tha nurse providirg care

- Resident #2 on 03/28/15, and was also lthe !

. facility's Charge Nurse. RN #1 staled she was

nol aware of Resldent #2's code stalus on

03/28/15 when she found the rasident i

i unresponsive with no signs of life, so she did not |

‘ immediately initiate CPR. Per interview, she left |

‘the residents room and went to the nurse's i

station where CNA#3 and CNA #4 were and had |

them come lo Resident #2's room with her. She

' revealed the CNAs told her they thought Resident |

, #2 was a Full Codg, but sha ieft the resident’s
room again to check histher code status herself.
According to RN #1, she returned to Resident

, #2's room once more after finding out for harsalf

 the resident was a Full Code; however, she did
notinitiate CPR and instrucled the CNAs to start

post-mortem care. Per RN #1, the CNAs lold her |
; during post-mortam care they thought they had |

' documentation is updated in clinical
record in accordance with
documentation standards and
practices. DON will present audit
results to QAPI Committee monthly.
Results of audits will be reviewed by
the QAPI Commitiee, which includes
Administrator, DON, ADON, Diectary
Director, Activities Director, ,
Housekeeping/ Laundry Supervisor,

! MDS Coordinator, and Maintenance
! Director.
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feit a pulse and saw the resident take a breath,
which she assessed for, but did not fes} or
observe, However, record raview revealed no
documented evidanca of RN #1 being informed
by the CNAs thay thought they had felt a pulse
and saw Resident #2 taka a breath, or
documented avidence of her assessmert
performed after being loid by the CNAs. Further
intarview with RN #1 revealad towaver, she did
not document the events.

Interviaw with the Director of Nursing {DON) on

' 04/02/15 at 11:40 AM and at 2:18 PM, revealed
the primary nurse was rasponsible for initliating
and documenting the "cods” events. Continued
interview ravealed the facilily did not have a

| written policy which addressed the “coda”

i process lo includa documentation.

11:53 AM, he confirmed there was no written
| policy for conducling a “code” to include
| documentation requirements. Howsver, he
: revealed nurses should document all detsis of a
: rasident incldent in the medical record,

i Interview with the Administrator on 04/06/15 at

Tha faclity provided an acceptabie cradibla |
| Allegation of Campllance (AOC) on 04/14/15, ,
 which allaged removal of the 1J effective !
1 04/12115. Review of the AOC revealed the facHity |

implemanted the fallowing: |

1. On 03/28/18, the Director of Nursing (DON)
Initizted an invastigation into the incldant involving
Rasident #2. The DON interviewed {Registarad
Nurse) RN #1, Certifiad Nursing Assistant (CNA)
#3 and CNA #4 regarding Resident #2 not
receiving Cardiopulmonary Resuscitation (CPR)
even though the resident was Full Code status. !

F 514
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F 514 | Continued From page 165 J

RN #1 was suspended panding the facility's
investigation. On 03/30/15, an Initial report of the .
incident involving Resident #2 on 03/28/15 was

' sant to the State Agency by the Social Services
Director.

2. On 03/30/15, RN #1 was terminated from her

position of employment with the faciiity. |

3. On 033015, the faciiity developed a Code |

: Status Acknowledgement policy which inciuded

| the procedura for a visual identification system.

| Fult Code status residents would be idenlified by
application of a green bracelet to the resident's
wrist, and placement of a green sticker outside

| the resident's door baside their name. Arasident

| with a2 Do Nat Resuscitale (DNR} status would

. have a black sticker on tha door by their name.

: 4. On 03/31115, the DON and the Assistant DON |

¢ (ADON) conducted education in small group
sassions to all staff (with the exception of four
{4}staff on medical ieave} related fo their

. knowledge and understanding of the facility's
Code Status Acknowledgement policy, Education
related to the Code Status Acknowledgemant

. policy was added to the training aganda for Naw

| Employee Orientation,

i

: 5. On 03/31/15, Medical Records parsonnel _

conducled a review of all cuirent residents inthe |

factlity to verify thair code status. '

6. On 03/31/15 through 04/01/185, the Social
Services Direclor (S5D) reviewed Advance
Diractives with all current "Full Code” stalus
residents and/ar their Pawer of Attoray {POA} to
ansure thelr code status was accurate.

F 514
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- 7. On 04/01§15, the SSD verified the Cade

| Slatus Acknowledgement policy was
implemented by a visual inspection of all full code

 stalus residents 1o ensure each had a green
bracelet on their wrist and a green sticker next to
their name on the daor.

8. The SSD monitored dally beginning 04/01/15
! through Q4711/15, to ensure ali full code status
 residents continued 1o wear a green bracelet and
had a green sticker next to their name on the
oulside of their door.

| 9. On 04/06/15 through 04/11/15, the |

| Adrninistrator and the DON made daily rounds

 through the facility an all shifis to quesilon and

! talk with staff about the new Code Stalus palicy.
10. On 04/07/15, the Administrator educatad the
Minimum Data Set (MDS) slaff related to

. resident’s code status documenled an the

| resident's Comprehensive Care Plan (CCP) and it

{ was 1o be reviewad at the resident Care Plan

| Conferencas.

+ 11. On D4/07/15, MDS staff conferred with

| Medica! Racords staff 1o verify each residents'

' code status was correct. The MDS staff revised
all resident CCPs ta reflect each resident's
Advance Diractives.,

12. On04/07/15, the Code Status Palicy was
revised o incorporate Instructions lo add code
| slatus to resident CCPs on admission,

I

| 13. Beginning 04/15/15, the SSO will revlaw code
stalus with ali the residents and/or their POA

, during resident Care Plan Conferences.

|
i
|
]
i
i
|
|
|
!
|
!
l

; DEFICIENCY)

F514.
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|

| 14, On 04/07/45, the DON audited all kicensed
Charge Nurse’s personne! files for the presence
of curent CPR certificatlons, and found two {2)

| who were nol current. On 04/0BMS, all Hcensed

| nurses were instructed to have current CPR |
. certification by 04710715, |

15. On 04/08/15, the Administrator implemented -
a CPR policy and a Code 500 Policy. On
04/08/15, the Adminlslrator provided educatlon fo
the DON and the ADON relatad to the new CPR
I and Code 500 policias. :
b
| 16. On 04/08/15 through 04/11/15 the DON and
the ADON conducted educalion with all staff
relaled to the CPR, Code Status, Code Status '
~Acknowledgement and Code 500 palicies and i :
i General Documentation Guidelines for CPR, with |
i post-zducation tests implemented on 04/10/15, lo
ensure the staffs knowledge and understanding ! :
of the policies. :

i 17. OnQ4/09/15, the Adminisirator audited all

i current resident charts ta verify the code stalus

| was on each resident’'s CCP, with no issues !

| identified, |
18. The DON will audit new hire nursing stafffor !

. CPR ceriification expiration daies and will j

: schedule CPR cerlification courses as necessary |

i to ensure all charge nurses maintained CPR

| certifications.

18. On 04/10/15, the Administrator audited all
- nurses’ personnel files lo ensure all were CPR i ]
- certified as instructed an 04/08/15. No issues i
were identified and the Administrator will continue
: o verify the DON audits of Charge Nurse's |
! parsonne! files 1o ensure they maintain CPR .
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certification. i |

. 20. On 04/10/45, the Administrator audited the | !
i current facility schedule 1o verify a CPR certified !
staff member was present in the facility at all
‘times. The Administrater will continue 1o audit
the nurse schedule manthly, and when changes
accur, 10 ensure all shifls are staffed with 3 CPR
; certified nurse,

21. On 04110115, the Adminlstrator, the DON and |
the ADON conducted a Mack Code 500 drill and
| reviewed findings after campletion with staff who
| responded to the drill. The facility will conduct
Mock Code 500 drills ona weekly basis for tha
next sixty (60) days, on different days and shiits,
The Adminisirator and the DON will monitor Code | '
; 500 documentation for completenass and
accuracy, i
! i

22. On 04/10/18, the Administralar notified the |
Medical Director of the cade policy revisions. j
i

‘ The State Survey Agency validated the
: implementation of the facility's AOC as follows:

" 1. Review of the facility's Investigation of the
 Incident revealed RN #1, CNA #3 and CNA #4
were Inlerviewed relaled 1o the Code 500 event
invalving Resident #2. Conlinued review of the
investigations revealed, RN #1 was suspanded
| on 03128115, pending the investigation resulls.
 Per review, the initial report was sent ta the State
Survey Agency regarding the Code event
Invalving Resident #2 on 03/30/1 5, and it was
signed by the SSD,

Interview, an 04/16/15 at 2:26 PM, with the DON
; revealed she had iniliated the investigation on
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| 03/28/15, and interviewed the staff Involved (RN
| #1, CNA#3 and CNA #4). Perinlerview, RN #1
was suspended from work pending the resulls of
the invesligation. The DON slated the S5D sent
the initial report of the incident to the State Survey
Agency on 03/3015, '

2. Review of RN #1's parsonnel! file verified she
~as lerminated from her employment at the
facility. Interview with RN #1 on 04/04/15 at 3:26
PM, confirmed her employment at the facilily was
terminated on 03/30/15.

Intarview, on 04/16/15 at 2:26 PM, with the DON
revealed RN #1's employment was terminated on
03/30/15.

3. Raview of the faciiily's Code Stalus
Acknowledgement palicy, dated 03/30/15, and
revised 04/09/15, revealed il included the !
procedure for visual identification of a resident’s !
code slalus. Per the Palicy, Full Code slatus
residents would wear a green bracelet on their

! wrist and have a green sticker located outside the
; room door by their name,

|
Interview, on 04/16/15 at 2:26 PM, with the DON
' ravealed the facllity's Code Status
Acknowledgement policy now included the
procedure for visual identification of a resident's
code status through Full Code residents wearing
a green bracelet on thelr wrist and a green sticker
placed by the resident's name outside their room
doaor.

4. The facllity's CPR policy and Code 500 palicy.
Code Status policy and Code Stalus
Acknowledgement policy were reviewed. Review
{ of the facility's in-service sign-in forms dated

F 514
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 03/31115, revealed staff was educatad on the !
faclily's Code Siatus Acknowledgement policy .
and the ather code related policies. Review of

| the facitly's New Employee Education Pack
revesled the Code Status Acknowledgement

. policy education had been added.

Interview on 04/06/15 a1 8:00 AM with CNA #4; at

1 8:20 AM wilh CNA#3, at 12:38 PM with LPN#G;

- al 1:58 PM with CNA #5; al 2:00 PM with CNA #G;

; @ 3:55 PM with CNA #11; and, at 4:05 PM with

I LPN #7 revealed they had all been provided
educalion related 1o the facllity's Cade Status
Acknowledgement Policy between 03/31/15 and
04111115, In smali group sessions,

| Interview, on 0471615 at 2:26 PM, with the DON

| revealed the educallon on the Code Status

| Acknowledgement policy had been provided as

, Per the AOC, with all but four (4) staff receiving
the education. The DON stated the four (4) staff
who had not receive the education ware an

| medical leave, but would not be putonihe

: schedule to work until lhey had received the

- Bducation, Per interview, the education was |
added 1o the new hire orientation training agends, =

| 3. Review of the Medical Records documeniation
! related to the verificallon of 2if residents’ code

' slatus, revealed all residents’ code stalus was

} verified,

1

 Interview with tha DON, on 04/1615 at 2:26 PM,
l revealed after Medical Records compiled the

i code stalus information, she verified it with

! camparison lo the residents’ writtan signed

l consents,

6. Review of tha decumentation of the §shs |
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Advance Directives review with ali current "Fuil
: Caode" status residents and/or their POAs fo i
| ensure the coda was accurate revealed the code i
slatus was verified for each resident from | I
i 0313118 through 04/01/1 6.

Interview, on 04/02/15 at 1:20 PM, with Residen
#3 revaaled his/her daughter was the resident's

. POA and talked to staff about decisions regarding
hisfher cara; however, a green bracelet (indicated
a Fuil Code slalus) had besn placed on him/her i
on 04/01/15, Interview, on 04/15/15 at 11:07 AM,
with Resident #9 revealed the S50 had talked to |

; the residant about his/her "Full Cade” status.

{ Interview, on 04/14/15 at 12:24 PM, wilh Resident

| #10 revealed the SSD had discussed the

| resident's “Fuil Code" status with him/her and
helshe had made tha decision lo have the code
stalus changed la @ DNR. Interview, on 04/14/15

| at 12:45 PM, wilh Resident #8 ravealed the
resident thought sameone had talked with

' him/her about Advance Direclives; hawever,

| heyshe could not recall who had talked to him/her.

| Rasident #8 revealed he/she was not awars of

| what histher Advanca Directive or code status

| was at this time,

i Interview, on 04/16/15 at 1:06 PM, with the SSD

* revealied she had conducted the Advance | ;

| Directives raview with "Fuli Code” slatus

| residents and/or their POA 1o verify the code
stalus was accurate. The SSD revealed If a
resident requested to change their status, it was

i changed as requested.

il 7. Revlew of documentation of the check off |
i sheet, dated 04/01/15, revealed the SSD had |
i verified all Full Cade status residents had a green i
! hracelet on their wrist and a green sticker next o i
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F 514
their name on their door.

Observation revealed eleven (11) of eleven (11)
; residents, who were “Full Code" staiy 5, were :
! wearing a green bracetet and had a green sticker !
Oulside the room doar by their name,

Interview, on 04/16/15 at 1-06 PM, with the SSD
revealed she had conducted a visyal inspection
of all "Full Code” residents on 04/01/15 o ensure
the Code Status Acknowledgement policy had
been implemented. Per the 550, sha verified all
the *Full Code" status residents ware wearing a

| green bracelel and a green sticker was by the

: resident’s name outside their room door.

8. The computer generated "Full Cade” slatus
lags utilized by the SSD to monitor that all "Ful
, Code" status rasidents had a green stickeron |
i their doar by their name and was wearing a green |
- bracelet. The review revealed the SSD' "Ful
Code" status log had been checked and signed
by the Administrator on 04/10/1 5, to verify the log
had been completed by the 55D. 1

|

| Interview, on 04/16/15 at 1:06 PM, with the S8D

i revealed she had conducted the moniioring

. beginning 04/01/15 through 04/11/15, to ensure
residents had the green bracelet on if they had a
"Full Code” status, and to ensure the grean :

, Sticker was beside their names outside their room

{ doors,

 Interview, on 04/16/15 at 3:00 PM, with
Administrator revealed he had reviewed the SSD
log and verified the $S0 had ctompleted the |
monitoring te ensure *Full Code” status residents i
had their green bracelet In place and the green :
: slicker was beside thair name outside the roam | !
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doaor,

9. Reviewed \he Administrator's and DON's daily i
rounds log sheet dated 04/06/15 through | i
- 04/11115, which revealed the rounds were made i !
each day on all shifts. Raviewed the : !
documentation of the educational questions and i
answers that were reviewed with staff.

Inlarview, on 04/15/15: at 11:45 AM with RN #4;
| 8l 1:20 PM with CNA #12; at 1:25 PM with House
Keeper #14; st 1:30 PM with Dietary #18; a1 1:40
PM with LPN #6; at 1:50 PM with LPN #1, at 2:10
PM with LPN #8; at 2220 PM with CNA#13: al
3:40 PM with CNA #4, at 3:50 PM with CNA#11;
 at 7:10 PM with LPN #9; at 7:20 PM with RN #5;
at 10:05 PM with CNA #3; at 10:19 PM with CNA
#4; at 10:25 PM with CNA #17; and, at 10:30 PM |
with CNA #18, the Administrator and DON had
been completing rounds an each shift questioning :

- and educaling staff about codes and the facility's | i ;

| code status paolicies. | !

Interview with the DON, on 04/16/15 at 2:26 PM
and at 3:00 PM with the Administrator, revealed

. they had conducted the daily rounds throughout

! the facility on all shifts lo question and talk wilh
siaff about the facillty's Code Status policy. They

| stated they had ensured staff undersioad the new
policy with no prablems identified. Per Interview,
the results of the daily rounds would be taken to
tha facility's Quality Assurance/Performance
Impravemenl (QA/P1) Commiltee, and any Issues |
discussed with development of a plan to correct !

i the problem.

' 10. Reviewed the education given to the MDS
staff by the Administralor related to ensuring
residents’ code stalus was documented on the
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CCP and that the code status was to be reviewed
at residents’ care plan conferences. |

! Interview with the MDS Coordinator on 04116115

, 8t 3:05 PM, revealed the education had been
provided by the Administrator regarding residents’ !
code sialus being on the care plan and ensuring
the code slatus was discussed in the residents’

| care plan meelings.

11. Reviewed 100% of the facilily's residents’
- CCPs which revealed each resident’s code status
' was care planned with interventions.

Interview with the MDS Caordinator on 04/16/15 :

at 3:05 PM, revealed MDS staff had talked to the i
- Medical Recards slaff to verify each residant's |
code slatus was correct. Per interview, MDS staff |
revised all resident’s CCPs (o address each |
resident’s Advance Directives including the code
slatus.

- 12. Reviewed the Code Status Palicy which
revealed it had been revised April 2015, and
Inciuded ensuring each resident's CCP included
the code stalus be incorporated on admission.
Reviewed the facility's “Admission Checklist for
Nursing” form which revealed It included the
information for nurse’s to ablain an arder for the
new resident’s cade status, place the appropriate !
sticker on the resident's nameplate, piace a green
bracelet on "Full Code" residents and ensure the i
 code status was added to the resident's care i
i plan. !

- Interview, on 04/16/15 at 3:00 PM, with
- Administralor revealed the facllity's Code Sialus
Policy had been revised as per the AOC.

F514:
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! 13. Reviawed Cere Plan Conference notes,
| dated 04/15/15, which included reviewing the
rasident's "Code Status” al the planned Care Plan
. Conferences.

- Interview, on 04/16/15 at 1:08 PM, with the 55D
revealed residents’ code status was being
discussed at care ptan conferances which began
on 04/15/15.

| 14. On 04/16/135, the "Employes Roster Report”
i listing of ali licensed stalf with CPR expiration

! | dates and coples of their CPR certificalion was
! reviewed. Reviewed the CPR certification class

| roster and certificalion cards from classes
provided by the facility on 04/09/15 and 04110/ 5.
Review of the documentation revealed all
licensed nursing staff now had current CPR
certification.

© 15, Reviewed the facliity's CPR and Code 500
| policies. Reviewed the sign In sheet and

educalion provided by the Administralor lo the
| DON and ADON related fo the CPR and Cade
| 500 Pdlicy dated 04/08/15.

I Interviaw with the DON and ADON, on 04/16/15

| at 2:26 PM, revealed they had been educaled by
the Administralor on 04/08/15, regarding the CPR
| and Code 500 policies.

Intervlaw. on 04/18/M5 at 3:00 PM, with the

| Administralor revealed the facility's CPR and

| Code 500 policies had been implemented on

| 04/08/15, as per the AOC. A posl-survay
mtervuew on 05/01/15 a1l 8:32 AM, with the
Admimstralor revealed afler becoming aware of
the naed ta have someone CPR cerlified in the
building at all times, he had read the regulatory

F 514

FORM CMS-2587(02-93) Previous Vertions Obsoleia Event ID:PPYO11

Facility |0; 100284

If contiremation sheet Page 178 of 180



606-845-3507 Pioneer Trace 10:28:08 05-26-201% 87 190

PRINTED: 05/15/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09238-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERICLIA (%2) MULTIPLE CONSTRUCTION {X3) DATE SUAVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
C
185314 B. WiING 04/16/2015
NAME OF PROVIDER OR BUPPLIER STREET ARURESS, CITY, STATE, 2IP CODE
115 PIONEER TRAGE
PIONEER TRACE NURSING HOME FLEMINGSBURG, KY 4104
(xdj1D SUMMARY STATEMENT OF DEFICIENCES " b PROVIDER'S PLAN OF CORRECTION ix%)
PREFIX {EACH DEFICIENCY MUST DE PRECEDED BY FULL i PREFIX {EACH CORRECTIVE ACTION SHOLLD BE commEToN
TAG REGLLATORY OR L SC IDENTIFYING INFORMATION) ! TAG '  CROSS-REFERENCED TO THE APPROPRIATE DATE
_ i DEFICIENCY) -
F 514 Continued From page 176 I F 514

requirements and conferenced with the i

! Consultant Administrator for guidance. Per
interview, the Consuliant Administrator had
discussed with him gelling staff CPR certified and

i what needed lo be done 1o ensurg this was done.

' The Administrator stated he and the Consultan |
Administrator had communication “all the way
through" the process and had develaoped the plan

| of action,

~ 18. Reviewed the sign-in sheels and education i

Provided by the DON and ADON for all staff

related to the CPR and Code 500 Poliey, dated

04/08/15 thraugh 04/11/15 and reviewed the |
. postiests. i
{

Interview, on 04/15/15: at 11:45 AM with RN #4; | ! |
-8t 1:20 PM with CNA #12; at 1:25 PM with House | {

Keeping #14; at 1:30 PM with Dietary #15; at 1:40 |
i PM with LPN #6; at 1:50 PM with LPN #1; at 2210

PM with LPN #8; at 2:20 PM with CNA #13; at

3:40 PM with CNA #4; at 3:50 PM with CNA#T, I

al 7:10 PM with LPN #9; at 7:20 PM with RN #5; '

at 10:05 PM with CNA #3; at 10:19 PM with CNA | t

#4; at 10:25 PM with CNA #1 7; and, at 10:30 PM |
| with CNA #18 revealed they had all been | |
! educated on the CPR and Code 500 policles, and {

other code policies and General Documentation I

Guidelines for CPR, and had taken a post-test i

after the education, i

intarview, on 04/18/15 at 2:28 PM, with the DON
revealed all but four (4) staff had received the :
education on the facillly’s code policias and CPR !
' policy. The DON staled the four (4) staff who had |
nol recelved the education were on medical
leave, but would not be put on the schedule lo
work until they had received the education, Per
: Interview, the education was added to the new
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the problem.

certification.

* Administrator.

F 514 ' Continued From page 177
. hire orientatlon training agenda.

Interview, an 04/16/15 al 3:00 PM, with

Administrator revealed facllity staff had been
* educated on the TPR, Code 500 and other code

policies, as per the AQOC.

. 17. Reviewed the Administrator's audits of all
resident's CCP for verification that each residents’
' code status was care planned. The audits
! ravealed each resldent had a "Code Stalus” CCP |
- with no issues identifled and the Administralor |
had signed the audits as completed on 04/09/15. !

Interview, on 04116/15 at 3:00 PM, with
Administrator revealed he had completed the
audit of all residents’ CCPs an 04/09/15, with no
problems noted, as per the AOC. Per Intarview,
the resuits of ihe audifs would be taken to the
facility's Qualily Assurance/Performance
improvement (QA/PI) Commiltee, and any Issues
discussed with developmant of a plan to corract

18. Interview, on 04/16/15 at 2:26 PM, with the

i DON revealed she would audit all newly hired

' nursing staff for their CPR certification expiration
; dates. Per inlerviaw, she would schedule CPR

' certification courses as necessary 1o make sure
the Charge Nurses all maintained thelr CPR

i 19. Reviewad the Administrator's audits,
. performed on 04/10/5, of all nurses’ personnel
; files to ensure they wara CPR certifled. The
| audils revealed each ficensed stafl's CPR
cerlification was present with tha expiration date,
i and no issues were Identified by the

F 514

|
|
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: Interview, on D4/16/15 at 3:00 PM, with the

| Administrator revealed he had performed the
audils of all nurses’ personnel files for CPR :
certification on 04/10/15, and had not identiled 5 |
problem, The Administrator revealed he would
continue ta moniior the DON's verificalion of the
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Charge Nurse's CPR
. maintained current C
! Intarview, the resuits

certification to ansure thay
PR cerlification. Per i
of the audits would be taken .

' to the facility's Quality Assurance/Performance
Improvemant (QA/PI) Cohmitiee, and any issues

, discussed with development of a plan to correct

i the problem.

20. Reviewed the Administrator's audit of the
| current facitity schedule verifying a CPR cerlified
| staff member was present In the facility at all
limes, dated 04/10/15,

| Interview, on 04/18/15 at 3:00 PM, with the :

' Administralor revealed he hag compleled tha !
audit of the facility's current schedule to verify a

' CPR certified staff member was present in the

, faciilty at alf tim
* would continue
monthly to ens

es on 04110115, He revealed he
to monitor the nursing schedule
ure all shifts were stafled with a

CPR certified riurse, Par Interview, the results of '
i the audits would be aken to the faclity’s Quality
i Assurance/Performance Improvement (QA/PI)
- Committee, and any issues discussed with
- development of & plan 1o correct the protlem.

' 21. Revlewed the sign in sheet and notes for the !
" Mock Code Drill, conducted on 04/10/ 5. |

Interview on 04/15/15; at 11:45 AM with RN #4; at |
| 1:40 PM with LPN #6; at 1:50 PM with LPNZ2Y
! and, at2:10 PM with LPN #8 revesled the Mock
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! Code Drill had been compleled by Ihe facility, and !
the findlngs had been raviewed with siaif and !
allowed for slaff input. {

Interview, on 04/18/15 at 2:26 PM with the DON '
and at 3.00 PM, with the Administrator revealed | !
the Mock Code Drill had been completed on i !
04/10/15, as per the AOC. They stated the ¢ :
rasuits had been discussed with staff aflerwards. .
The Administrator and DON revealed the facility
would continue to conduct Mock Code Drills

| waekly for sixty {(60) days on different days and

| shifts, and they would monior the documentation
fof the drills for accuracy and completeness, as
per the AOC, | |

22, interview, on 04/16/15 at 1:20 PM, with the | !

. Medical Direclor revealed the facflity had notified |
i | him of the Immediate Jeopardy and findings. Per -
i Interview, he had also been notified of the

changes mada to the facllity'’s code policies and

i the new system for Identification of “Full Code”

residents,

| | i
i ! | l
i
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