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, ' . The Klondike Center provides this plan
F 000 : INITIAL COMMENTS F GOO‘ of correction without admitting or
! denying the validity or existence of the
A Recertification Survey was initiated on alleged deficiencies. The Plan of
L 06/07/15 and concluded on 06/10/15 with Correction is prepared and executed
 deficiencies cited at the highest scope and solely because it is required by federal
severily of an "F". and state law. 7.17-15
F 246 483.15(e)(1) REASONABLE ACCOMMODATION F 246 .
sg=p OF NEEDS/PREFERENCES . F 246; Reasonable Accommodation of
: . . . . Needs/Preferences
A regder}t has the‘r.ight }o reside and recaive { Residents A & B call cords were
| Services ‘%t?? facai;ty g{th draatsenaéjie d replaced by the Maintenance Director
accommadations of individual needs an and new call light box was ordered on ;
preferences, excapt when the health or safety of ho1E s ooy e .
N ; 6-10-15. The call light for resident A &
the individual or other residents would be . e ; s cdnt fr Ty ¢ :
: . B will be checked every shift by the
endangered. ! . o .
|  Maintenance Ditector or nurse until call |
; light box received and installed. At that
- time the Maintenance Director and/or
¢ nurse will ensure all residents needs have
This REQUIREMENT is not met as evidenced - been met timely by interviewing the
by: resident. Additionally. a bell was placed
Based on observation, interview, and record at bedstde to ensure that while waiting on
Creview, it was determined tha facility failed 1o call fight box the resident has ability to
“have a lunctional call light syslem for two call for belp at all times to ensure all
| Unsampled residents (Unsampled ResidentA & needs are met timely. Residents A and B
B) out of a total of fifteen (15) sampled residents. have not experienced any negative
Observation during the initiat tour, on 06/07/15 auteome.
revealed the facility's call lights did not activate
- when the residents attempted to use the call light 3. All residents of the facility have the
and the facility did not provide these residents an potential to be affected. On 6-11-13
alternative method to contact the staff. Maintenance Director completed an audit
\ o ) on all other call Hghts to ensure all were
; The findings included: in working order and all were functioning
. . . roperly. Mo other areas of concern were
A policy regarding call ights was requested, P bpg f, -
o d identified.
- however, the facility did not not provide one.
Observation, on 06/07/15 at 3:00 PM, during the
initial tour, revealed both call lights for Room 28 ,
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F 246 Continued From page 1 F 245 3.Maintenance Director on 6-12-15and
woudd not activate. Interview with Unsampled will re-educate licensed stafl, CNAs, and
Fesident B revealed he/she had pushed the call Dietary on the need to ensure call lights
fight button but it would not activate. The resident are in working order and function
attempted several times to activate the call light. ) . . N
Unsampled Resident A attempted to aczivategthe prop erly and if not what to do “; ?SM‘“
call light but it stil would not activate. This residents still have a way o call for
surveyor pushed both call lights in the room and agsistance to ensure their geedh are met
neither call light would activate. After a few by 7-16-15. A post-test will be given at
minutes, the call light activated and staft the time of .the re—edﬁwaucm tc.; validate
responded. Observation revealed both call lights understanding. Staff not available
were plugged into one commaon patient station on during this timeframe will receive
the wall. re-education including post-test by the
Administrator or DON upon retwn to
interview with the Maintenance Director, on work,
08/10/15 at 2:30 PM, revealed he was not aware
the call lights were not working In Foom 28, He 4. The Maintenance
stated Unsampled Resident B's call light had Director/Administrator will conduct
been replaced last weak. weekly rounds on the call lights to ensure
all are in working order with corrective
Another interview with the Maintenance Director, action at the time of discovery if
on 06/10/15 at 3:00 PM, revealed the problem indicated. When other personnel discover
was the patient station where the call lights that a call light is not in working order a
connect was bad and he would have to order the work order will immediately be
part today. completed, turned in to the Maintenance
: . . Department, and an alternative way to
The yMamvtenance Director provided on 08/10/15 a o aﬁ for assistance will be provided. The
confirmation order sheet where he had ordered Maintenance Director will review all
the part to fix the call light unil in the residents’ N d ”‘ - ; orde J;I; o S
room. Review of the Supply Facifities pending waork oraer with the
Maintenance Order, confirmation, dated 06/10/15, administrator weekly ta ensure timely
revealed an “auth patient station” was ordered. resolution.
F 253 483.15(h}{2) HOUSEKEEPRING & F 253
a5=6 | MAINTENANCE SERVICES
The facility must provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior.
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serious disrepalr. There was a bird's nest present
in and arcund the guttars.

In addition, the ceiling fans in the Main Dining
Room had a heavy build-up of dust.

The findings include:

Interview with the Administrator, on 06/10/15 at
2:35 PM, revealed she could not find a policy for
praventative maintenance of the building. She
stated the facility uillized the work order system;
however, she could not find a facility policy
ragarding the work order system,

interview with the Director of Environmental
Services, on 06/10/15 at 11:38 AM, revealad
there was no policy regarding cleaning of the
ceiling fans.

Review of the contract agreement between the
faciity and a contract Housekeeping/Laundry
Service, effective date 06/15/10, revealed the

Maintenance Services

1.0n 6-11-15 the AC units in rooms 4, &,
27, 28, 29 and both shower rooms were
cleaned and repairs completed as needed
by the Maintenance Director.

On 6-11-15 the bird"s nest was removed
from the gutter, discarded furniture,
broken equipment and boxes were
removed from the outside area including
papers on the grounds by the
Maintenance Director, On 6-11-15 the
ceiling fans in the Main Dining room
were cleaned and all other ceiling fans
throughout the center were cleaned by
the Housekeeping Director. On 6-24-15
the greass dumpster was picked up and
removed from the property by the
contracted company. On 6-26-15 the
gutters were cleaned and repaired by the
Maintenance Director.

KLONDIKE CENTER
LOUISVILLE, KY 40218
X4 SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION 5
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 2531 Continued From page 2 F 2583  The results of the call ight audits will be

submitted to the Monthly Performance
This REQUIREMENT s not met as evidenced Improvement Committee consisting of
by: ‘ ‘ Administrator, Director of Nursing,
Based on cbservation, interviews, and review of Medical Director, Social Service
tfte hous.ekeepmg «:segr?mg gchedules, cﬁeck-oﬁ Director, Activity Director, Maintenance
list, and in-service training, it was determined the Director, Housekeeping Supervisor and
facility failed to maintain a clean and sanitary Medical Records. The Administrator
environment for all residents. Observation during will report results of the call light audits
the environmental tour, on 08/08/15 and 08/10/15 to the Monthly Performance
revaaled five (5) of thirty one (31) residents' I y b Fur s

mprovement Committee for any
rooms (4, 8, 27, 28, andA 29) an;? one(1) of two additional follow up and/or in Rérvicinn
(2) shower rooms had Alr Conditioner (4/C) units needs until the issue is resol d =
that were dirty and In need of repair. In addition, e 1 158UC IS resolved.
the outside of the building had discarded
furniture and equipment, bags of paper . .
decorations and the soffit and gutters were in F - 253 Housekeeping and 717415
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F 253 Continued From page 3 Fo253. 2. All residents of the facility have the

. contract vendor would provide supplies and - potential to be affected. The
materials for cleaning and laundry services Maintenance Director and Housekeeping
including housekaeping equipment except for the Supervisor rounded the facility and the
laundry washer and dryers. The number of staff facility property on 6-11-2015 to
wasg to be determined by the residents per day determine additional cleaning and repair
rate (PPD), needs of the facility and facility property

. to include air conditioner units, ceiling
Review of the dally five (5) step cleaning of fans, shower rooms, bathrooms, gutters
residents' room in-service (not dated) r evealed and dumpsters, with corrective action if
the A/C units were not included on the daily indicated at the time of discovery.
cleaning scha_adu!e. Review of the Complete . corrected when identified. On 6-19-15
Room Cleaning (?Omm%d on a monthly bas_is) ; all air conditioner uniis were cleaned and
revealed the "radiator” (A/C unit) was to be wiped | repaired

- down on all sides and on top of the unit. Thetop ! o )
vents were o be checked for accumulation of ! 3. The Administrator and Housekeeping
dust and other dabyis. Director will re-educate all

Housekeeping staff by 7-16-15 on the

1. Observation of the North Hall Shower Room, proper cleaning procedures per policy
on 06/08/15 at 2:17 PM, revealed the top cover of including need to maintain a sanitary,
the A/C unit was missing, waler was observed orderly, and comfortable environment. A

. standing in the bottorn of the unit, and a plastic post-test will be given at the time of the

necklace was sticking out from the boliom of the re-education by the Housekeeping

- unit. Director to validate understanding. The

Administrator and Regional Property

- Continued observation of the A/C units on Manager re-educated the Maintenance
06/10/15 of Room 27 at 3:12 PM, Room 28 at Director on the proper policy for cleaning
3:16 PM, Room 4 at 3:24 PM, Room 8 at 3:28 air conditioner units and vents. A
F’M,'amj Room 29 at 3:36 PM, s‘%ve:éaieqf m‘% post-test given at the time of the

outside of the “‘f‘“g were @SW and dfﬁy with re-education by the Administrator to

: some broken grills. Inside the A/C units revealed validate understandine

rusty pipes, water standing in the bottom of the ahdate understanding.

| units, spider webs with unknown black/orown ,

- substance on the walls and bottam of the units. in

- addition, the units had missing control knobs and

| missing covers.
Interview with Maintenance Diractor, on 06/10/15
at approximately 10:15 AM, revealed he had been

- ir1 that position since July 2014, He stated he had § , _
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F 253 | Continued From page 4 F 053 4. Weekly rounds will be conducted by

been working alone until the end of May 2015, He
said thers was no cleaning log In place for the
air/heating units. He cleaned the A/C filers this
spring before use, but said he did not document
it. He did not clean the vents, that would bs
housekeeping's responsibility. He stated he puts
a chemical in the form of a pellet in the A/C units
o prevent algas growth,

2. Observation outside the building on the South
side, an 08/07/15 at 4:52 PM, revealed three (3)
cardboard boxes with plastic tablecloths folded
and overfiowing from the top of the box, three (3)
clear plastic bags with activity material and other
miscellaneous decorations such as: hats, grass
skirts, and paper lanterns stored on the grass,
One of the bags was opened with spillage of
paper products overflowing onte the ground.

Continued observation outside of the building, on
CB/O7/15 al 4:52 PM, revealed discarded furniture
and broken equipment stored baside the privacy
fence at the back of the property. The gutters
were hanging in several places and the sofflt was
pulled away with a bird's nest in the space
batween the sofit and building.

2. Observation of 2 ceiling fan in the Main Dining
Foom, on 06/10/15 at 11:15 AM, revealed a
heavy build up of dust with dust particles hanging
off the fan blades. The ceiling fan was positioned
abave the table whers residents eat. In addition,
dust was observed on the cathedral ceiling abave
the ceillng fan.

Interview with the Contract Environmental Service
Diractor, on 08/10/15 at 11:38 AM, revealed high
dusting (above the head) was completed weskly
that would include the dining room fans. She
stated deep cleaning of the Main Dining Room

the Administrator, Housekeeping
Supervisor and Maintenance Director
inside and outside the center to ensure
that housekeeping and maintenance
services are providing a sanitary, orderly
and comfortable environment. Areas of
concern will be corrected upon
discovery,

The administrator will review and submit
a summuary of the findings of the
environmental rounds for 3 months and
quarterly thereafter to the Monthly
Performance Improvement Committee
consisting of Administrator, DON,
Medical Director, Social Service
Director, Activity Director, Maintenance
Director, Housekeeping Supervisor and
Medical Records for any additional
follow-up and /or in-servicing untif the
issue is resolved.

FLORM UMS-2567102-949) Previous Varsions Chisalate

Evant 1 7vFan

Facility 0% 100424

i continuation shest Page 5 of 54




PRINTED: 0872372015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {%1) PAOVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF GORRECTION WENTIFICATION NUMBER: A BUILDING COMPLETED
185333 BOWING 06/10/2015
MAME OF PROVIDER OR SUPPLER STREET ADDRESS, CITY, STATE, 2P CODE
3902 KLONDIKE LANE
LAR IKE CENTE
ONDIKE CENTER LOUISVILLE, KY 40218
a1 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFITIENCY MUST BE PRECEDED BY FULL | PREFI (EACH CORBECTIVE ACTION SHOULD BE COMPLETION
TaG REGULATORY OR LSC IDENTIFYING INFORMATION) . tag CROSS-REFEAENCED TO THE APPROPRIATE DATE
: DEFICIENGY)
F 253 Continued From nage 5 F 2583

was fast completed in May 2015 during the
Nursing Home Week. She said the ceiling fan
was cleaned then. She stated she thought the
weekly cleaning schedule included the ceiling
fans, However, upon review of the daily and
weekly cleaning schedule revealed the ceiling
tans wera not on the list to be cleaned, F 279 Develop Comprehensive care s
F 279 483.20(d), 483.20(k}{1) DEVELOP F27% prans fmhim
88=8 | COMPHEHENSIVE CARE PLANS
1. Resident 11 Resident was picked up
A facility must use the resulls of the assessment by OT on 6-10-15 and resident to be

o develop, review and reviss the resident's :

\ ; placed in a Restorative Program after
comprehensive plan of care.

completion of therapy. Care Plan
updated for OT 6-15-15 by MDS§
Coordinator

Resident4: Resident was picked up by
O7 on 6-10-13and resident to be placed

The facility must develop a comprehensive care
plar for sach resident that includes measyrable
objectives and timelablas to meet a resident's
medical, nursing, and mental and psychosocial

needs that are identified in the comprehensive ina Restorative Program after

assesament, completion of therapy. Care Plan
updated for OT 6-15-15 by MDS

The cara plan must describe the services that are Coordinator

1o be furnished o attain or maintain the resident's Resident 10: Knee immohilizer

highest practicable physical, mental, and discontinued on 6-10-15 by the

psychasocial well-being as required under physician. On 6-24 MD reviewed to

§483.25, and any sarvices that would otherwiss continue the discontinuation of the

be required under §483.25 but are not provided immobilizer.

due to the resident's exarcise of rights under On 6-15-15 care plan for passive ROM,

§5483.10, inciuding the right to rafuse treatment bilateral upper exiremities, left lower

under §483.10(b)(4). extremities added 1o the care plan and

Kardex by the MDS Coordinator.
Resident 11: On 6-15-15 care plan for
restorative was added, placed on Master
Restorative list and Kardex updated by
the MDS Coordinator.

Resident 12: On 6-15-15 care plan
updated for potential UTT by the MDS
Coordinator

This REQUIFIEMENT is not met as evidenced
by

Based on observation, interview, record review,
and review of facility policy, it was determined the
facility failed to develop a care plan related o
Restorative Therapy for Five (5) of Fifteen (15)
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F 279 Continued From page 6 F279) 2. All residents of the facility have the

sampled residents, (#1, #4, #10 and #11) and one
(1) resident (Resident #12) who developed a
Urinary Tract infection,

The findings include:

Heview of the facility's policy regarding
Restorative Nursing, revised 10/01/10, revealed
under the section Practice Standards, the facility
would develop specific measurable goals and
document those goals and interventions on the
residents restorative care plan. The facility would
implement the restorative nursing program
according to specifics on the care plan,

1. Review of the medical record for Hesident #1,
revealed the facility admitted the resident on
12/24/14 with Diagnoses of Parkinson's Diseasa,
Cerebral Vascular Accident (CVA) with
Hemiplegia, Dysphagia and Vascular Dementia,

Review of the Quarterly Minimum Data Set
(MDS) Assessment, dated 04/02/15, revealed the
facility was unable to complete the Brisf Interview
for Mantal Status (BIMS) as the resident had no
speech and was rarely/naver understooad. The
iacility assessed the resident's bed mobility and
transiers as requiring extensive assistance of two
{2} staff. The facility assessed the resident's
functional limitation in range of motion as
impairad on one (1) side for the upper and lower
extremities,

Review of the Occupational Therapy (OT) notes,
dated 04/10/15, revealed Resident #1, received
therapy from 02/11/15 through 04/03/15 for splint
application to the left hand and Passive Range of
Moation (PROM). The resident was discharged

from OT and referred to the Restorative Nursing

potential to be affected. The
Interdisciplinary team will compare all
resident care plans and Kardexes to all
current orders, referrals and any other
significant status changes to ensure that
the plan of care is reflective of the
resident’s current status and needs oné-

26-15 and areas of concerns addressed
when identified.

3.The licensed nurses/Interdisciplinary
Team will be re-educated by 7-16-20153
to the care plan policy to include
updating changes to reflect residents
current status and needs by the MDS
nurse and or the DON, A post-test will
be given at the time of the re-education
by the MDS Coordinator to validate
understanding. Staff not available during
this timeframe will receive re-education
including post-test upon return to work.

4. The Interdisciplinary Team consisting
of the DON. Assistant DON, MDS
Coordinator, Dietary Manager, Social
Service Director, and Activity Director
will audit 5 residents care plans to
determine the care plan reflects the
current needs of the resident weekly for 3
months, then biweekly for 3 months.
Areas of concern will be corrected when
identified.
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F 279 Continued From page 7 £ a7gl The DON/MDS Coordinator will submit

s information was carried over 1o the Hastorative

Review of the Reslorative Therapy Referral 1o
MNursing, dated 04/02/15, provided by the Therapy
- Department, revealed Resident #1 was referred
to Restorative Therapy beginning 04/03/15. The
cwas nathing on the Relerral 1o place the carrot i

: Raview of the Comprehensive Cars Plan for

| Fesident #1, initiated on 01/08/15, revealed no

- documentad interventions that included the
_application of a splint to the left hand or PROM,

Feview of the Certified Nursing Assistant (CNA)

was blank,

program on G4/03/15. The plan was for PROM io
bilateral upper extremities, bilateral lower
extremities and lo wear the left hand splint for six
{6} hours a day without signs or symptoms of
pressure, six (6) to seven {7) days per week. This

Relarral Therapy for Nursing on 04/03/15.

residant would receive PROM, and Splints. There

the patient was having pain,

care plan for Restorative Therapy, nor any

Kardex for Fesident #1, undated, revealed a
saction on the Kardex for Restorative Therapy,
including ROM and splint assistance; howaver, it

Review of the Restorative Nursing Binder on the
Morth Unit, revesled g master list of residents
who should have recsived Festorative Therapy,
Hasident #1's name was not on the Nist aned there
was not 8 restorative nursing record found for the
rasident,

Observation, on 06/08/15 at 9:35 AM, revealad
Residant #1 was abed on his/her back. The left
hand had a rolled wash cloth in the palm of the
hand,

a summary of the finding of the audits 10
the Monthly Performance Improvement
Committee consisting of Administrator,
DON, Medical Director, Social Service
Dhirector, Activity Director, Maintenance
Director, Housekeeping Supervisor and

Medical Records for any additional

follow-up and/or in-servicing needs untl

the issue ix resolved.
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Observation, on 08/08/18 at 18:35 AM, of the skin
assassment for Resident #1, revealad the Isft
hand and fingers were contracted. The thumb
and pinky had long fingernails; however, the
second, thicd and fourth fingemails weres short,
There was no evidence of skin breakdown.
Licensed Practical Nurse (LPN) #3 placed a soft
carrot shaped cushion inside the left hand,

Continued observation of Rasident #1, on

O6/08/15 at 2:10 PM, 4:00 PM and 08/0815 at
B:25 AM revealed no splint was used. Two {2)
hand aplints were found in the bedside drawer,

Interview, o O8/09/15 at 2:27 AM, with Centified
Mursing Assistant {CNA) 85 revealed she was
providing cars for Fesident #1. She stated the
rasident received Restorative Therapy by getling
turnad every two {2) hours, She stated she put
iotion on the resident's legs as well, She stated
thera ware no hand splints In use for Pesident #1.

intarview, on 06/09/15 al 998 AM, with Licensed
Practical Nurse (LPN) #3 revealed she was
wroviding care lor Resident #1 today, She stated
i the resident had splints 1 would be puton the
ireatment book and the nurse would put them on.
She stated splints for Fesident 1 ware not on
ihe realment book and no Restorative Therapy
was in the Heslorative Binder for Resident #1.

Interview, on OB/10/15 at 9:40 AM, with Ceriified
Oceupational Therapy Assistant (COTAY #1
rovealed when Resident #1 was linished with
therapy he/she was referred o the Festorative
Program. She stated a plan was written up and
placed in the Director of Nursing's {DOM)
mailbox. From there the DON implemented the
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plan. She staled she educated he DON and
Assistant Director of Nursing (ADON) on the
spiint placement for Resident #1, then they would
aducate the rest of the siaff on splint placement.
She stated she had left instructions verbally that i
Rasident #1 was in too much pain while applving
ihe splint then just use the carrot. She stated she
failed to wrlte the Instructions down. She stated
Residant #1 should be receiving some type of
Restorative Therapy to prevent worsening of the
contractures.

Intarview, on OB/10/15 at 9:50 AM, with LPM #3
ravealad she went o therapy and Resident 41
was o have the splint or the carrot to the left
hard, howsver, this informatlion was not
gocumentad on the Restorative Therapy Referral
or placed in the Reslorative Binder, She stated
the potential risk for Resident #1 was worsening
contractures and skin breakdown. She went on
o say she did not look at the restorative binder at
the end of tha day to ensurs trealments wers
completed and that residents had received
restorative. Bhe siated she only updated the cars
wlan for falls and was not sure who was
responsible o updals the care plans for
Hestoralive.

Observation, on 08/10/15 at 10:07 AM, revealad
OT #1 evalualed Resident #1 for the splint
placement and the resident was able 1o open the
fingers up at least hall way, which was basaline
for Rasident #1,

2. Review of the medical record for Resident #4,
revealed the facility admitied the resident on
Q2713715 with Diagnoses of Vascular Dementia,
and Maculer Degeneration,
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Review of the Admission MDS Assessment for
Hesident #4, dated 02/25/15, revealed the facility /

- assessed the resident’s cognition with a BIMS
scora of nine (8} out of possible fifteen (15,

- which meant moderately impaired, and not

Interviewable, The facility further assessed the

rasident's bed mobility as requiring extensive

- assistance of one (1) staff and one (1) staff assist

with ambulation,

- Flaview of the Restorative Referral Therapy to
Mursing for Resident #4, revealed on 04/23/15
OT recommended Range of Motion (ROM) and
walklng/ambulation, including walk to dine six (8)
to seven {7) days per week,

Review of the Comprehensive Care Plan for L
Hesident #4, revealed a care plan was initiated on
O3/05/15 tor risk for falls. An intervention stated
to assist with ambulation of one {1) person using
a rofting walker. There was nothing on the
Comprehensive Care Plan regarding Restorative
Therapy or Range of Molion.

- Heview of the CNA Kardex for Resident #4,
undated, revealed no documentation or guidance
- under the section Restorative Nursing Program.

Faview of the Festorative Nursing Master List on
the front of the Restorative Binder for the North
Unit, revealed Resident #4's name was not listed;
however, under the room number there was a
Hestoralive Nursing Record for Resident 84, o
walk o dine, and for active and passive ROM,

Review of the Restorative Nursing Record for
Hesident #4, revealsd for the month of May, the
7-3 shift only documented six (8) out of thirty-ons
(31) days for the resident to ambulate to the Main
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Dining Room with assist of one (1) for maals and
active ROM to bilateral upper and lower
exiremities. For the 3-11 shift there was no
documentation on eleven (11) of thirty-one (31)
days. Continued review of the Restorative
Mursing Record for Fesident #4, revealad for the
month of Juna, there was no documentation for
ambulation o the dining room, with one (11 day
documented on 7-3 shift and two (2) days
documentation o the 3-11 shilt for active ROM.

Observation, on 0B8/08/15 at 2:10 PM, revsaled
Hesident #4 ambulated alone in the room o the
bathroom, The resident then proceeded to
armbulate down the hallway to the dining room for
an activity, The resident's gait was sieady. Mo
stalf was assisting the resident.

3. Beview of the medical record for Resident #11,
ravealed the {aclity admitted the resident on
01/28/15 with Clagnoses of Pneumonia,
Dysphagia, Left Above the Knee Amputation and
Kyphosis,

Review of the Quarterly MDS Assessment, dated
0413HE, Tor Fesident #11, revealed the facility
assessed the resident's cognition with a BIMS
score of twelve (12) of a possible fifteen (15) that
ndicaled the resident was moderately impaired,
andd inferviewable, The facilty assessad the
resident’s funclional status of bed mohility to
require exiensive assistance of two (2) person
physical asaist. The facility sssessed the
resldent's range of motion as having impairment
of the lower extremily on one side.

Raeview of the OT notes, dated 03/29/15, for
Rasident #11, revealed the resident was
discharged to the Restoralive Nursing Program
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after 04/11/15. The Restorative Referral Therapy
to Nursing recommsnded restorative for; self
feeding; swallowing; active range of motion 1o
bilateral upper and right lower extremity; six (8) to
saven (7} days per weel,

Heview of the Comprehensive Care Plan for
Hasident #11, revealed a care plan was
developed for Fisk of Aspiration on 0410415, Thiz
ncluded interventions recommendad from
Therapy to Bestorative Therapy. Thers was no
care plan or infsrventions for Range of Motion,

Review of the CNA Kardex for Flesident 11,
undated, revaesled nothing was checked under
the section Restorative Therapy including Range
of Motion.

Review of the Restorative Binder for the Morth
Uinit revealed Fesident #11 was not listed en the
Master List, however, the resident did have a
rasiorative nursing record under the room
mumber iab,

Review of the Hestorative Nursing Record for
Resident #11, revealed for the Month of May,
2015, only eighi (8) of thiny-one {31} days on the
7-3 shitt wers signed off for range of motion ang
restorative dining for meals, On the 311 shift,
only fiftean (15) of thirty-one days wers signed off
for range of motion and restorative dining.
Review of the month of June, 2015, revealed
nothing was signed of for the 7-3 or the 511 for
AROM. For restorative dining, there was one (1)
day on the 7-3 shilt and two (2) days on the 3-11
shift signed off as complated,

Qugervation, on 06/09/15 at 5:30 PM, revealed
Hasident #11 was in bed, waiting on staff to
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transfer the resident to the wheslchair via a it
pad. The resident's left leg was slightly bant at the
knes.

Cbservation, on 06/08/15 at 5:45 PM, revealsd
Fesident #11 was sitting up in a wheelchair in the
restorative dining room attempting to feed self.

Observation, on 06/10/15 at 8:30 AM, revealed
Resident #11 silting up in 2 wheelchalr in the
rastorative dining room. Sialf assisted the
resident 1o eat.

Interview, on DE/10/15 at 915 AM, with CNA &7
rovealed he was assigned lo care for the
residents on the North Hall including Residents
#1, #4, and #11. He statad he checked the CNA
Kardex and received report from the previous
shift to find out what cars needs this resident had.
He stated he was not sure if any of his assigned
rasidents were getting restorative care and he
wauld have o check and get back with me. He
stated he had been trained on restorative care
and provided ROM for alt residents during care.
He stated CNAs had the ability to apply splints i
that was orderad for the resident. He stated
Hesident #11 was supposed 1o raceive ROM, He
stated he normally decumented throughout the
day in the restorative binder after care was given.
He stated the potential complications if residents
did not receive reslorative therapy was an
increase in thelr contractures, stifiness, and
decrease muobility.

Interview, on 0B/10/15 at 10:30 AM, with the
Assistant Director of Nursing (ADON) revesled
the MDS nurse had primary oversight of the
Restorative Program until a few months age, then
nursing look it over. She stated the process for
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the Restorative Program was therapy would
make a referral and place it in the DON's box.
Then the DON would write up a Nursing
Rastorative Plan, and place it in the restorative
binder. She stated that information was
communicated o nursing, verbally by the DON,
then the plan was put in place. She state there
should be g care plan for the Restorative
Program; however, she was unsura if the DON
was documenting on the CNA Kardex. She stated
the nurses were 10 ensure restorative services
ware being provided and review the restorative
binder for documentation. She staled currently
the Direcior of Nursing (DON) was overseeing the
Rastorative Program, but they were still training
the process of how o implement the program.
She siated the potential risk to the residents if
they did not receive restorative services was a
decline in function and increase of contraciures.

Interview, on GBA10/15 at 11:00 AM, with the DON
revealed she was currently responsible for the
Hastoratlve Program. She stated she took over
the program in March 2015 bacause § was too
rnush for the MDS nurse. She stated she
idantilied the nurses and CMA's needed mors
training, so thare was an insarvice conducied in
farch 2015 in regard to ROM and splint
applications. She siated the Tharapy Department
wauld maks recommendations and then she
waoudd follow up during weekly quality rounds,

She stated she was dolng evarvihing ralated lo
informing siaff about rasidents who were on
Rastorative Program except the CNA Kardex, that
the nurses should be updaling. She stated her
expectation was that the nurses were chacking
the Restorative Binders at the end of the day to
ensure they were signed off and holes wers filled
In. She stated in regards o Resident #1, therapy
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had {rained her on the application of the splint,
hut it was so painful to the resident therapy
changed to the carrot. She stated the plan should
have been wrilten up by hersell or therapy, and
placed in the Restorative Binder, however, she
gave no explanation for the missing plan. She
stated she did not know why Residents #4 and
#11 were not on the master list In the Restorative
Bindar. 5She stated the Rastorative Program was
not what she warded it o be, and thay bsen
working an improvements since March, 20185,
She stated the risk lo the residents was a decline
in function.

interview, on O8/10/18 at 1187 AM, with the MDS
Murse revealed all nurses were responsible for
updating the care plan. i not the care plans
waould be incorrect and the residents may not gt
their needs met. She stated theve was a
separale care plan for residents on the
Hestorative Program and she thought she
developed a restorative cara plan for Hesident
#11. She stated normally If she was updating the
care plan and she saw something missing she
would replace §, She had no explanation why
thars wers no restorative care plans for hese
residents,

- 4, Raview of the clinfcal record revealed the
facility admitted Fesident #10 on 02/05/08,
Review of the most current disgnoses inchudsd
Fractura of the Lower Lag, CVA, Damentia,
Osteoporosis, Anemia, and Hyperension.

Feview of the Physical Therapy notes, dated
03/277185, revealed the rasident was o have
ghysical therapy for a knee Immobliizer and
AOM. The resident was discharged from
physical therapy on 05/07/15 with the maximum
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- potential goals met. Review of the therapy
discharge summary note, dated 05/07/15,
revealed the resident was to ulilize a small knee
immobilizer and the resident's skin had no signs
and symptoms of pressure areas. The resident
tolerated ROM to the bilaleral lower axtramities,
except (o the right knee, secondary to a fracture,
Carsgivers (facility statl) ware educated on the
proper rolling pattern and the resident was
referred lo the Restorative Nursing Program.,
Review of the Occupational Therapy discharge

- summary, dated 05/29/15, revealed the resident
“was referred to the Restorative Nursing Program.

- Review of the comprehensive care plan, with a
targel date of 07712115, revealed a care plan for
rastorative nursing had not besn initfated.
Heview of the CNA Kardex for Hesident #10
revealed the Restorative Nursing Program
section was blank,

interview with the Minimum Data S8t (MDS)
Coordinator, on 068/10/15 a1 1.00 PM, ravealed i
a rasident was on a speciiic restorative program
ihean the resident should have a specific care plan
for that, interviaw further revealed they talk abowt
restorative in the moming meeting; however she
was not sure restorative was always taken care
of. Bhe revealed the DON would tall her about the
referral 1o rastorative. Howeaver, the MDB
Coordinator, Director of Nursing (DON), o the
Assistant Director of Nursing would put the cars
plan in place,

5. Review of Residend #12's clinical record
revealad the facility admitted the resident on
OB/AO7HG with a readmission on 04715715 with
diagnoses of Cergbral Vascular Accident (CVA),
Acute Henal Fallure {ARFY, Altered Mantal
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Status, Flaccid Hemiplegia Affscling
Non-Dominant Side, Hypertension (HTN),
Coronary Artery Disease (CAD), and Urinary
Tract Infection (UTT) with Sepsis.

Review of Resident #12's Comprehansive Cars

- Plans located in the computer program Point
Click Care (PCC) and in the hard chart, revealed
iha facility created the comprehensive cars plans
on 07/31/14 with revisions noted on 07/31114,
02112115, 02/23715, 04/21715 and 04/22/15 with
target dates of 05/24/15 and 08/30/15.

Cuontinued review of the care plan revealed no
cara plan was created for the Urinary Tract
Infection (UTH and Sepsis diagnoses the rasident
sxperienced during a recent hospital stay
04715415, In addition, the record ravesaled the
rasident had a history of UTls,

Interview with the MDS Coordinator, on 08/09/15
at 3140 PM and on 08/10/15 at 11:30 AM and 3:30
P, revealed care plans wers 1o he updated with
the MDS schedule and any changes in the
- resident’s condition; such as falls, infections and
things like thal. |{ was the responsibility of the
MDB Coordinator, nurses working on the unit,
Assistant Director of Nursing and the Direcior of
Nursing to update the cars plan, i the care plan
was notf revised/updated to reflect the changes In
the resident's care needs, the resident would not
have thelr care needs mel and would possibly
have a negative ouicome, The MDS Coordinator
- stated i a resident developed an infection, an
Cinfection care plan should be incorporated within
' the care plan. The MDS Coordinator stated she
thought she had revised Resident #12's care plan
to reflect the recent hospital stay with Sepsis and
the UTI diagnoses. The MDS Coordinator was
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not aware there was no cars plan to address
Resident #$12's infection with interventions to
pravent additional infections.

Interview with the Director of Nursing, on
06/09/15 at 9:30 AM and 10:30 AM and on
06/10/15 at 11:00 AM, revealed she provided an
inservice on care planning in March and April of
2015. She stated a post test was given in May
20185 regarding the purpose of a care plan,
revision of the care plan, and who was
responsible tor ereating and revising/updating the
care plan. The Director of Nursing stated i
something was not documented, it looks ke it
was riot done. The Direclor of Nursing stated new
or recurrent infections should be placed on the
care plan, the 24 howr report and inform stalf in
shift reports. She stated when a resident had an
infection it was discussed In the morming Stand
Up Meeting the adminisiration. The Director of
Mursing stated revisions/updates fo the care plan
should alter the current interventions or devalop
new interventions 1o mest the resident's care
needs. She stated she was ultimately rasponsible
for the whole care plan process.

F 280 483.20(dY3), 483106402 RIGHT TO FEB0) ¥ 280 Right to Participate Planning
48=8 | PARTICIPATE PLANMING CARE-REVISECP care ~Revise CP 173

W )

The resident has the right, unless adjudged
incompetent or otherwise found to be
incapaciiated under the laws of the Slate, o
participate in planning care and trealment or A )
changes i gare and trealment, Coordinator.

i. Resident 2: On 6-9-15 care plan and
Kardex was updated to reflect the safe
swallowing precantions by the MDS

A cornprehensive care plan must be developed
within 7 days afier the completion of the
comprehensive assessment; prapared by an
interdisciplinary team, that includes the attending
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physician, a registered nurse with responsii:ii!ity
for the resident, and other appropriate staff in

and, to the axtant praclicable, the participation of

legal representative; and periodically reviewad
and revised by a team of quailllied persong alter
sach assassment.

This REQUIREMENT is not met as evidenced
by

g&aﬁ(j on observation, interview, record raview,
and review of the faciily's policy, twas
determinad the facility Iailsd 1o ravise the care
plart for three (3) of filkeen {15) regidents,
Fesident #2, 3, and 10,

The faciiity falled to revise Resident #2's care
plan to reflect the use of thickened liquids, the
5’3@1&& failed to ravise Ihe care plan of %%%it:ﬁes%
#3 to address a Urinary Tract Infection (UT1 that
required contact precautions, and failed 1o revise
Hesident #10's cars plan to rellect 2 change In
mode of ransfer,

The findings include:

Review of the facllity's Care Plan Policy, revisad
date 01/02/14, revealed all residents wauld have
a comprehensive, individualized care plan and
the care plan would Include measurable
ohjectives to meet the resident needs and goals
as identified by the assessment process. The
cars plan would provide necessary care and
services to altain or maintain the resident's

highest practicable physical, mantal and

disciplines as determined by the resident's needs,

the resident, the resident's family or the resident's

Kardex updated related to the UTT and
other related care needs as it pertains to
the UTT by the MDS Coordinator.
Resident 10: On 6-10-15 care plan and
Kardex updated to reflect current transfer
technique for the resident by the MDS
Coordinator.

2. All residents have the potential to be
affected. The Interdisciplinary Team will
compare ail resident care plans/Kardexes
to all current orders, referrals and any
other significant status changes to ensure
that the plan of care is reflective of the
resident’s current status and needs on 7-
16-15 and areas of concerns addressed
when identified.

3. The imet‘di%cipiiﬁar}, Team /licensed

vurses will be re-educated by 7-16-13 by
the DON regarding need to ensure that
each resident’s care plan is specific,
current and updated with changes as
occur. The DON will re-educate the
Unit Manager, Assistant Director of
MNursing and the [nterdisciplinary Team
on the daily review and weekly review
process. A post-test will be administered
by the DON 1o validate understanding.
Staff not available during this timeframe
will be provided re-education ncluding
post-test upon return to work,

4.Daily the Clinical team will review all
new physician orders, referrals, the 24~
hour report and other change of condition
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MARY STATEMENT OF DEFICIENCIES i PROVID. '
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F 2801 Continued From pags 19 F 280
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psychosocial well-baing, A Comprehensive Care
Plan would be communicalad o appropriate staff
and reviewad and revised a minimum of quarterly
and as needed o reflect the response o care and
changing needs and goals. The Point Click Care
{(PCC) Hbrary was used lo develog the resident's
care plan, The care plan must be customized ©
gach individual resident neads and i there was
nol a care plan available to meet the resident
nesds, the faciiity stafl would develop one using
the custom care plan in PCC,

Review of the Care Plan Process Education post
test, dated May 2014, revealed the faciiity nurses
received educalion on how to identily resident
areas which needed 1o be care planned,

1. Feview of Resident #3's clinical record
ravaaled the faclily admittad the resident on
T1/21/13 with 2 readmission of 04/05/14 with
diagnoses of Dementia with Behavioral
Disturbances, Difficullty Walking, Muscle
Weakness, Bipolar Disorder, Narcolepsy, Closed
Fracture of the Clavicle, and Gastritis,

Review of the lab reporls, dated 03/31715 and
05/217/15, revealed findings of a Urinary Tract
infections {UT1), The resident's physician ordered
intravenous {1V} antibictic. The resident’s
organism was listed in the oriteria to place
residents in contact precavtion according o
facility policy.

Review of Resident #3's care plan for risk of
infections related to recurrent UTls, initiated on
1121713 and ravised on 08/17/14, revealsd no
ravisions to the care plan o reflect the resident’s
infections in March and May which required v
antibiotic medication and contact precautions.
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during the clinical team meeting to
ensure the care plans and Kardexes are
updated with corrective action if
indicated.

The DON will audit the compliance by
daily monitoring through the clinical
meeting. The DON will review results of
the audit weekly for 3 months, then
biweekly for 3 months. Areas of concern
will be corrected when identified. The
DON will submit a summary of the
finding of the audits to the Monthly
Performance Improvement Commitice
consisting of Administrator, DON,
Medical Director, Social Service
Dhrector, Activity Director, Maintenance
Director, Housekeeping Supervisor and
Medical Records for any additional
follow-up and/or in-servicing needs untl
the issue is regolved.
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- infection, a care plan should be revised to reflect
' this change.

. should be placed on the care plan, the 24 hour
report and staff should be informad. She could
- not say why this was not done.

Review of the self-care deficit care plan, reviged

- 04/23/15, identified the resident's history of ~
recurrent UTls: however, no revision was notad to

reflect the UTHin March 2015, In fact, the only

revision compleled were target dates. No
revisions or updated interventions ware revised o
. reflect the resident current stafus. :

Interview with the MDS Coordinalor, an 06/08/15
at 340 PM and 08/10/15 at 11:30 AMand 330
PM, revealed care plans were to be updated with
the MD5 schedule and any changes in the
resident's condition; such as falls and infsctions.
She stated it was the responsibility of the nurses
working on the unit, the MDS Coordinator,
Assistant Direclor of Nursing and the Direstor of
Mursing lo revise/update the care plan. If the care
olan was not revised/updated 10 rellsct the
changss in the resident's carg needs, the resident
would not have thelr care needs met and this
could result in a negative oulcome. The MDS
Coordinalor stated, If a resident developed an

Interview with the Direclor of Mursing, on
O8/08/15 at 9:30 AM and 10:30 AM and an
061018 &t 1100 AM, ravesied Resident 3 had
a {(UTD that required contact isclation in March
and May of 2015, The care plan should have
been updatad o reflect those changss in !
condition and the resident's additional care needs
related to those infections, The Director of
MNursing, stated any new or recurrent infections,
isolation, falls, skin breakdown and behaviors
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2. Review of Hesident #2's clinical record
revealed the facility admitted the resident on
0107715 with diagnoses of Dysphagia, Acule
Renal Failure, Spesch Disturbance, Cerebral
Vascular Accident (CVA), Respiratory Faillure
Following Trauma and Surgsry, Contracturas,
and Aphasia,

Heview of the Admission Minimum Data Set
{(MD3B), dated 0V/13/15, revealed the facility
assessed tha resident as receiving all nulrition
from a feading tuba. Review of the Quarterly
{(MDS), dated 04/03/15, revealed the faciity
assessad he rasident a3 recelving fube feeding
and a mechanically allered dist

Feview of the comprehensive care plan, revised
on 04107715, revesled a focus area for entoral
feeding tube o mest nuiritional neads. One of the
interventions included lunch was {o be provided
daity only with Speech Therapy supervision, The
resident was also to have pleasure food with
activities. Feview of the nursing assistant care
card revaaled the resident was on a fesding lube,

FReview of the sale swallowing precautions, dated
04/18/15, for Resident #2 revealed the current
diet was soft foods and nectar/syrun thickened
liquids. The rasident was to nol have any slraws
and was to receive lunch only because resident
was generally too tred 1o =at three meals a day,
Review of the comprehensive care plan revaaled
it had not besn revised o include the precautions.

Chservation of Resident # 2, on 06/09415 at
12:25 PM, revealed the resident was sitting in the
dining area awaiting his/her lunch meal. Review
of the meal ticket revealed the resident was {o

F 280
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have nectar thick liquids and thickened soup.
Irterview with the MDS Coordinator, on 06/10/158

“at 1:00 PM, revealed she updated the care plans
quarterly and all the nurses would update the
care plans as new orders or problems arise. The
care plans should be updated immediately, or as
soon as possible, when a change oogurrad.

3. Feview of Hesident #10 clinical record
revealed the facility admitted the resident on
02/05/08 with diagnoses of a Fracturs of the
Lower Lag, CVA, Dementia, Osteoporosis,

- Anaraia, and Hypertension,

Haview of Resident #10's quarterly MD3, dated
D108ME, revealad the residert required an
extensive assistance with a two person physical
assist for ransfers. Feview of the comprahensive
care plan, dated 06/20/14, revealsd the resident
was (o be ransferred with a mechanical lift and
assist of two. The resident was o have an ace
wrap {o the right knee at all times.

Chservation of Resident #10, on 08/10/15 al 8115
AR, revesled the resident was laving i bed and
stall were going o gat himvher up in the Gerd
Chair, Interview with CNA#3, at this tims,
revealed the resident was 1o be golten up with
litt and assist of three people. She further slatad
the resident had very brittle bones and they had
o b extremely carsful in moving her/him,
However CNA #2, the aide that had the rasident
that day, stated the resident was a sheet ift, CNA
#3 statad she had always gotten the resident up
with a fift, CNA #2 had left the room and CNA #3
and two other aides were going to use the lift, but
then decided to have CNA #3 in the room to help
since it was har resident and they wers not aware
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of a sheet lift. The Assistant Director of Nursing
{ADON) was brought Into the room to help dlarify
- what type of transfer was appropriate for the
regident. The ADON went to the nurses station to
chack and clarify that the ransfer was a sheet it
Faview of the comprehensive care plan, daled
(08/20/14, revealed the resident was lo be
transferred with a mechanical ift and assist of
wo,
Cirterview with the Director of Nursing {DON3), on
81015 at 10015 AM, revealed therapy had
sugoested last week to use a shest lift with the
rasident due to the contractures and
ostecporosis. She stated the Interdisciplinary
 Tearn (107} was supposed to updale the care
plan and Kardex, She stated the ace wrap fo the
knes had been discontinued, but the care plan
had not been updated.
281 483.20(k}3Y0) SERVICES PROVIDED MEET Fast o e C 3o A et
- , ¥ 281 Services Provided Meet
§8=D, PROFESSIONAL STANDARDS Professional Standards 7-17-15
The services provided or arranged by the faclin ot et e 15 Resident care
must meet professional standards Qg{;i}aﬁifyﬂ / L. Resident 5: On éfif 13 R‘”f’éwi e
plan was updated to include the
quiritional issues related 1o the enteral
This REQUIREMENT is not met as evidenced feeding via G-tube by the MD5
by: Coordinator.
Hased on observation, interview, raecord review, ) . the Facility have
and policy review it was determined the facility 2. All resident of the facility have the
failed to develop an initial care plan regarding potential to be affected mﬁfm«ifﬁg -
- rwtrition for one (1) of filtesn (15} sampled residents who receive enteral medn}g;«;.
residents, Resident #5. The facility failed 1o Residenis who receive enteral f@fﬁéu}g&
develop an initial care plan that addressed the and/or other nutritional issues will be
 risk for aspiration, dehydration, and complications audited by the Interdisciplinary Team by
from the use of enteral feeding via a Gastrostomy 7-16-15 and care plans updated with
Tube (G-lube). corrective action at the time of review if
indicated.
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The findings include:

Review of the Care Plan Policy, revised on

010214, revasled an initial care plan was to be

developed within twenty-four hours of admission,
The care plan must be cusiomized (o meatl each
individual patient's needs,

Review of Resident #5% clinical record revealed
the facility admitied the resident on 08/08/15 with
diagnioses of Clostridium Difticile (C-Dilf), Severe
Malnutrition, Chronic Pain, Mental Stalus

 Changes, Colitis and Chronic Obstructive

Pulmonary Disease (COPD).

- Beview of the iniial care plan, dated 08/A05/15,
revealed focus areas included, falls, infection,

comiort, and skin breakdown. There was no initial
care plan initated for the use the G-lube.

Obsarvation, on 08/07/15 al 2:25 PN, during the
initial tour, revealed Resident #5 was laying in
bed with Jevity 2.1 infusing via pump &t 50 mi
{milliliters) perhour. Observation, on 0B/08/15 at
$:44 AN, rovesiad the Jevity 2.1 was infusing at
50 mi per hour. A Sprite was sitting on the
bedside table. Observalion, on 08/08/15 at 2:00
#04, revealed the Jevity 2.1 had been tumed off
as ordersd, There ware MAM's on the tabls and
water,

interview with the Assistant Dirsctor of Nursing
{(ADON), on 0B/07/15 at 4:45 PM, revealed the
rasident had no restrictions on his/er dist and
the G-tube was dug to malnutrition, not
dysphagia. However, review of the initial care
plan revealed i did not address any nutrition
guidelines.

MDS Coordinator by 7-16-15t0 ensure
all initial care plans include falls, skin
issues, acute infections and nutritional
issues and enteral feedings if indicated
upon admission. A post-test will be
given by MDS Coordinator to validate
understanding. Staff not available during
this timeframe will be provided re-
education including post-test upon return
to work.

4. The DON or Assistant Director of
Nursing will review all new admission
daily during clinical meeting to ensure
appropriate care plans were developed
upon admission to include falls, skin
issues, acute infections and nutritional
issues and entemal feedings if indicated,
with corrective action i mdicated
including 111 education with the nursing
staff.

The DON will submit a summary of the
findings of the audits to the Monthly
Performance Improvement Commitee
consisting of Administrator, DON,
Medical Director, Social Service
Director, Activity Director, Distary
Manager, Housekeeping Supervisor, and
Maintenance Divector for any additional
follow-up and/or in-servicing needs uniil
the 1ssue is resolved.
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interview with the Minimum Dala Set (MDS)
Coordinator, on 08/10/15 at 1:00 PM, revealed an
initlal care plan should include falls, skin issues,
acute infections, and nutrition issues, which
would include the G-tube, However, review of the
initiat care plan, dated 08/07/15, revealed thars
was no focus ared for the use of a G-lube and no
interventions to direct the nutriional nesds of
Regidant #5.
F 318 | 483.25(s)(2) INCREASE/PREVENT DECREASE F 31g| I 318 Increase/Prevent Decrease In 71715
28=£ | IN FANGE OF MOTION ROM
Based on ihe comprehensive assessment of a 1. Resident 1: Resident picked up by
ragident, the lacility must ensure that a resident OT on 6-10-15 w be placed ina
with a limited range of molion receives Restorative Program afier completion of
appropriate reatment and services to ncrease
range of mﬁm andjor 2{% prevent further therapy. Care Plan updated by MDS
decrease In range of motion. Coordinator for OT 6-15-15.
Resident 2 On 6-24-15 the Kardex was
updated by MDS Coordinator to reflect
This REQUIREMENT is not met as evidenced the current restorative program and ’
by corrections made so the restorative plan
Based on chservalion, interview, record review, matches the orders. v OT
angd raview of the facility’s policy, § was Resident 4 szdwf gs%wi é;g}\%}ﬁy o
determined the facility falled to ensure residents on 6-10-15 to be placed ina Restorative
receivad Restorative Therapy o norease range Program after completion of therapy by
of motion o prevent further decrease in range of estorative Nurse. Care Plan updated by
motion, for six (8) of fifleen (15} samplad MDS Coordinator for OT 6-15-15
resiclents, (41, #2, #4, #10, #11 and #13), fpsident 18 On 6-10-13 care ?13“7 )
updated by MDS Coordinator. On 6-15
lnee immobilizer discontinued by
The findings include: physician and on 6-24 MD reviewed 10
continue the discontinuation of the
i immobilizer.
Review of the facliity's polioy regarding
Festorative Mursing, revised 10/01/10, revealed
FORM CI5B-25870295) Payvious Vagions Chaolele Byant KR 7Y Pty 103 100424
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Restorative Programs were coordinated by
nursing in collaboration with rehabifitation based
on specific individual patient needs. Alicensed
nurse must supervise the activities in the
rastorative nursing program. The purpose of the
Restorative Program was to promote the
rasidents' ability to live independently and safealy
as possible and for residents to attain and
maintain their physical, mental and psychosocial
functioning.

1. Review of the medical record {or Resident #1,
revealed the facility admitled the resident on
12/24/14 with diagnoses including Parkinson's
Disease, Cerebral Vascular Accident (CVA) with
Hemiplegia, Dysphagia and Vascular Dementia.

Review of Resident #1's Quarterly Minimum Data
Set (MDS) Assessment, dated 04/02/15, revealed
the facility was unable to complete The Brief
Interview for Mental Status (BIMS) as the resident
had no speech and was rarely/never understood,
The facility assessed the residents mobility and
transfers as requiring extensive assistance with
two (2) staff. The facility assessed the residents’
functional limitation in range of motion as
impaired on one (1} side for the upper and lower
exiramities.

Review of the QOccupational Therapy (OT) notes,
dated 04/10/15, for Resident #1, ravealed the
rasident received therapy from 02/11/15 through
04/03/15 tor splint application to the left hand and
Passive Bange of Motion (PROM). The resident
was discharged from OT and referred to the
Restorative Nursing Program on 04/03/158. The
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master st and care planned by the MDS
Coordinator for ROM added to the
comprehensive care plan and Kardex.
Resident 13: On 5-7-15 physical
therapy picked up and to date remains on
case load. No restorative services needed
at this time.

2. All residents of the facility have the
potential to be affected. The
Interdisciplinary Team will review
residents who have been discharged from
therapy to restorative within the past
three months o ensure a restorative
program had/has been implemented: plan
written, care plan updated, care card
updated and nursing staff re-educated on
the residents’ restorative plan of care.
This will be completed by the DON on
7-16-15.

3. The DON will be reeducated by the
Manager of Clintcal Operations on the
Restorative program by 7-6-15. A
post-test will be given to the Director of
Nursing by the Manager of Clinical
Operations to validate understanding.
The DON will re-educate the clinical
management team, nurses and CNAs on
the restorative program procedures and
need to ensure an order is obtained, care
plan updated, Kardex updated and
nursing staff have received education on
following the resident’s restorative plan
of care by 7-16-15. A post-test will be
given by the Director of Nursing or
Nurse Managers to validate
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recommendation was for PROM to bilateral upper
and lower extremities and to wear a hand splint
on the left hand for six (6) hours a day with
monitoring for sign and symptoms of pressure six
{6) to seven (7) days per week. This information
was carried over lo the Restorative Referral lo
Nursing on 04/03/15.

Review of the Comprehensive Care Plan for
Resident #1, initiated on 01/08/15, revealed no
care plan for Restorative Therapy nor any
documented interventions that included the splint
to the left hand or PROM,

Review of the Certified Nursing Assistant (CNA)
Kardex for Fesident #1, undated, revealed a
section on the Kardex tor Restorative Therapy,
Including ROM and splint assistance; however, it
was blank.

Review of the Restorative Nursing Binder on the
North Unit, revealed a master list of residents
who should receive Restorative Therapy.
Resident #1's name was not on the master list
and there was not a restorative nursing record
found for the resident.

Observation, on 08/08/15 at 9:35 AM, revealed
Resident #1 was abed on his/her back. The left
hand had a rolled wash cloth in the palm of the
resident's hand,

Observation, on 06/08/16 at 10:35 AM, during a
skin agsessment for Resident #1 revealed the left
hand and fingers were contracted. The thumb
and pinky had long fingernails; however, the
second, third and fourth fingermails were short.
Licensed Practical Nurse (LPN} #3 placed a soft

carrot shaped cushion inside the resident's left

this timeframe will be provided re-
education including post-test upon return
to work.

When therapy plans to discharge a
resident to a restorative program
education with appropriate staff will be
started prior to discharge from therapy.
The designated Restorative Nurse will
ensure physician order is written, care
plan updated, Kardex updated and
nursing staff has received education.

4. The MDS Coordinator/Restorative
Nurse will conduct weekly rounds and
monitor those who are on a restorative
program to ensure the plans are being
implemented properly by the clinical
staff with corrective action if indicated.

The DON will submit a summary of the
finding of the audits to the Monthly
Pertormance Improvement Committee
consisting of Administrator, DON,

Medical Director, Social Service
Director, Activity Director, Maintenance
Director, Housekeeping Supervisor and
Medical Records for any additional
follow-up and/or in-servicing needs until
the ssue is resolved.

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185333 B WiNG 06/10/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3802 KLONDIKE LANE
KLONDIKE CENTER
t LOUISVILLE, KY 40218
X4 1D SUMMARY STATEMENT OF DEFICIENCIES (s} PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORAECTIVE ACTION SHOULD SE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CHOSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 318 | Continued From page 28 F 31| understanding. Staff not available during

FORM CMS.2567(02-99) Pravious Versions Ohsolate

Bvant 101 7YFON

Facility I 100424

if continuation sheet Page 29 of 54




PRINTED: 08/23/2018

DEPAHRTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (%1} PROVIDER/SUPPLIER/CLIA (42} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ANEY PLAN OF CORBECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
185333 8 WiNG 06/10/2015
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3802 KLOMDUCE LANE
KE T
KLONDIKE CENTER LOUISVILLE, KY 40218
(443 10y SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION s
PREF {EACH DEFICIENGY MUST BE PRECEDED BY PULL PREFIK {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OF LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 318 . Continued From page 29 F 318
hand.

Continued observation of Resident #1, revealed
on O6/08/15 at 2:10 PM, 4:00 PM and on
- 0B/08A15 at 8:25 AM, revealed no splind was
- used; however, two {2} hand splinis were found in
the resident's bedside drawer.

Interview, on DE/OB/1S at 8:27 AM, with CNA #5
ravealed she was providing care for Resident #1.
She slated the resident raceived Rastorative
Therapy by gelting tumed every two (2) hours.
Bhe stated she applied otion 1o the resident's
legs as well. She stated thers were no hand
splints In use for Fasident #1.

Interview, on 06/09/15 at 9:35 AM, with LPN #3
revealed sha was providing care for Fesident #1
today. She stated i the resident had splints it
wiuld be pul on the treatment book and the
nurses would put them on. She stated splints for
- Fesident #1 wera not on the reaiment book and
' no Restorative Therapy Peterral or record was in
the Hestorative Binder {or Rasident #1.

Cinderview, on OB/10/15 s 350 AM, with LPMN #3
revealed she congulted with therapy and found

ot Resident #1 should have had the splint o the
carrot to the lefl hand; however, this Information
was not documented on the Restorative Therapy
Heferal or placed in the Fesiorative Binder. She
stated the potential risk for Resident #1 was
worsaning contraclures and skin breakdown,
She went on 1o say she did not look at the
restorative binder 2t the end of the day o ensure
reatments were completed and that residents
had received restorative. She stated she only
updated the care plan for falls and was not surs
who was responsible to update the care plans for
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Restorative.

Interview, on 06/10/15 at 10:07 AM with
Ogceupational Therapist 41, revealed Resident #1
was very sensitive o touch.

- Observation, on 08/10/15 at 13:07 AM, revealed
OT #1 evaluated Resident #1 for the splint
placement and stated the resident was could
open the fingers up at least half-way, and this
cwas baseling for Resident #1,

Interview, on 08/10/15 at 3:40 AM with Certified
Cocupational Therapy Assistant (COTAY #1,
revealed when Resident #1 was finished with
therapy the resident was raferred io the
Festorative Program. She stated a plan was
s written up and placed in the DON's mailbox. From
Cthere the DON implemented the plan. She siated
- she sducated the DON and Assistant Director of
- Mursing {ADON) on the spiint application for
Haegident #1, then they would educats the rest of
the staff, She slated she had left instructions
verbally that if Pesident #1 was in oo much pain
while applying the splint then just use the carrol, |
However, she failed to write the instructions
down, She statsd Resident #1 should be
receiving some type of Restorative Therapy (o
pravent worsening of the conlracturas,

2. Heview of the madical record for Residant #4,
reveated the facility admitted the resident on
02F3/15 with Diagnoses of Vascular Dementia

- and Macular Degeneration.

Peview of the Admission MDS Assessmant for
. Resident #4, dated 02/25/15, revealed the facility
- assessed the resident's cognition with a BIMS
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score of nine (9} of possible fifteen {15) which
indicated the resident was moderately impairad,

and nol inferviewable. Tha facility assessed the
resident for bed mobility and ambulation as
requiring extensive assistance of one (1) staff.

Review of the Restorative Therapy Referral to
Nursing for Resident #4, reveaied on 04/23/15
OT Service recommeandad ROM and
walkingfambulation, which included walk 1o dine
six {8) to saven (7) days per week.

Faview of the Comprahensive Care Plan for
Flesident 44, ravealed a care plan was initiated on
G3/05/15 tor risk of falling. Interventions included
to assist with ambulation of one (1) parson using
a rofling walker. Thare was nothing on the
Comprehensive Care Plan regarding Restorative
Therapy or ROM. ~

Raview of the CNA Kardex, undated, for Resident
#4 revealed no documentation or guidance under
ihe section Restorative Nursing Prograrm.

Review of the Master List for Restorative Nursing
con the Morth Unit, revealed Resident #4's name
was not isted; howevar, under the raom number
thare was a Restorative Mursing Pecord for
Residant #4,

Review of the Hestorative Nursing Hecord for
Resident #4, revealed for the month of May,
2018, the 7-3 shift anly documantad six () of
thirty-one (31) days the resident ambulated 1o the
main dining room with assistance of one (1) for
meais and active range of motion to bilatersl
upper and lower extremities. For 3-11 shift there
was no documsntation on eleven (11) of
thirty-one {31} days. Continued review of tha
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Hestorative Nursing Record for Resident #4,
revealad for the month of Juna. 2015, there was
no documented lor ambulation to the dining
room, with one (1) day documented on the 7-3
shift and two (2} days documentation on the 3-11
shift for Active Range of Motion,

Observation, on 06/08/15 at 2:10 PM, revealed
Resident #4 was ambulating alone In the room o
iha bathroom, then proceeded to ambulate down
the hallway to the dining room for an activity. No
staff assisted the resident.

3. Heview of the medical record for Fesident
#11, revealed the {acility admitted the resident on
01/2815 with Diagnosis including Preumonia,
Dysphagla, Left Above the Koee Ampulation and
Kyphosis,

Review of the Quarterly MDS Assessmant, datad
04113715, for Resident #11, revealed the facility
assessed the resident's cognition using the BIMS,
with a soore of 12, moderately impaired, which
maant the resident was inlerviewable., The facility
assessed the resident's funclional staius with bed
maobility o require extansive assistance of two (8)
pargon ohysical assist, The facllily assessed the
resident’s range of motion as having impaliment
of the lower extremity on one (1) side.

Feview of the Occupationsl Therapist notes,
dated 03/23/1 5, for Resident #11, revealad the
resident was discharged 1o the Hestorative
HMursing Program afier 04/11/15. The Resiorative
Therapy Referral to Nursing recommaended
rastorative services for salf feeding, swallowing,
ang active range of motion to bilateral upper and
right lower extramity six (8) o seven {7) days per
wask,
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Review of the Comprehensive Care Plan, datad
Q4/10/15, for Resident #11, revealed a cars plan
was developad for Risk of Aspiration. This
included interventions recommendad from
Therapy to Restorative Tharapy., Thers wag no
cara plan or interventions for ROM,

Raview of the CNA Kardex, undated, for Fesident
#11, revealed nothing was checked under the
section Restorative Therapy including ROM.

Review of the Restorative Binder for the Maorth
Unit revealed Fesident #11 was not listed on the
Master List. The resident did have a restorative
nursing record in the binder under the room §
which included ROM and feeding.

Raview of the Reslorative Nursing Fecord for
Resident #11, revealed for the Month of May
2015, only eight (8} of thirty-one {31) days on the
7-3 shifl were signed off that ROM and
Festorative Dindng was provided, On the 311
shift, ondy fillesn (15) of thirly-one days wers
signed off that ROM and Feslorative Dining was
orovided, Review of the month of June 2015,
revealed nothing was signed as completed for the
73 or the 3-11 shifts for AROM, For Regtorative
Dining anly ane (1) day on 7-3 shift and only two
{2} days on 3-11 were signed off.

Observation, on 080915 at 5:30 PM, revealed
Fesident #11 was In bed, walling on stafl 1o
ranster the resident {o a wheslchalr via a
mechanical lift, The resident’s left leg was
chserved i be slighlly bent at the knee.

Obssrvation, on 08/08/15 at 5:45 PM, revealsd
Hesident #11 was sitting up in & whesichair In the

F 318
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Restorative Dining Room and altempled to fead
self,

Cbservation, on 08/10/15 al 8:30 AM, revealed
Hesident #11 was sitling up in 2 wheelchair in the
Restorative Dining Room. Stalf assisted the
resident with eating.

Interview, o OB/10/15 at 915 AM, with CNA 7
revealed he was assigned to care for the
residents on the North Hall, He sitated he
chacked the CNA Kardex and got report from the
pravious shift. He stated he was not sure i any
of his residenis were gatting Heslorative
Services, but he would have to check, He siated
fie had been trained on Resiorative Care and
srovided ROM for residents in his care, He stated
ChAs had the ability to apply splints i that was
ordered for the resident. He stated Resident #11
did not have spiints. He came back and stated
Resident #4 received ROM and walk to ding and
Hesident 811 received FOM. He stated he
normatly documented throughout the day in the
restorative binder after cars was given. He stated
the polential complications of residents not
recelving restorative therapy was an increase in
coniractures, stiffness, and decrease mobility,

interview, on 08/10/15 at 13:30 AM, with the
Agsistant Director of Nursing (ADON) revealed
the MDS nurse had primary ovarsight of the
Hestorative Program until a few months age, then
mirsing took it over. She stated the orocess for
the Festorative Program was therapy would
maka a referral and place & in the DON's box,
Ther the DON would write up a Mursing
Restorative Plan, and place it in the restorative
binder. She stated that information was
communicated o nursing, verbally by the DON,
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then the plan was pul in place. She stals there
should be a care plan for the Restorative
Program, howsver, she was unsure if the DON
was documenting on the CNA Kardex. She stated
the nurses were 10 ensure restorative sarvices
ware being provided and review the reslorative
binder for documentation. She stated currently
tha Director of Nursing (DON) was overseeing the
Restorative Program, but they were still training
the process of how to implament the program.
She stated the polential risk o the residents if

- they did nol receive restorative sarvices was a

_dedline i function and increase of confractures.

Interview, on 08/10/15 at 11:00 AM, with the DON
revealed she was currently responsible for the
Restorative Program. She staled she took over

| the prograrm in Mareh 2015 because {was foo

much for the MDS nurse. Sha stated she had

identified the nurses and CNA's neadad more
fraining, so thare was an inservice conducted in

March 2015 In regard o HOM and splint

applications. She slaled the Therapy Depariment

would make recommendations and then she
would follow up durlng weekly qualily rounds,

Zhe stated she was doing evervihing related to

informing stalf sbout rasidents who wers on

Festorative Frogram except the CNA Kardex, thal

the nurses should be updating. Bhe stated her

aexpectation was that the nurses were checking

tha Festorative Binders at the end of the day o

- ensure they were signed oft and holes were filled

Cin. Bhe stated In regards to Hasident #1, therapy

had trained her on the application of the spiind,

but it was so painful (o the resident therapy

changed to the carrol. She siatad the plan should

have been writtan up by her or iherapy, and
placed in tha Restoralive Binder, however, sha

_gave no explanation for the missing plan. She
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