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DEFICIENCY)
F 157 ; Continved From page 1 F 157 2. All residents have the
5 N o ' patential to be affected,
I The facility must record and periodically update . .
 the address and phone number of the resident's The facility will
-legal representative or interested family member. ! utilize the twenty-four
i hour report sheet to
. This REQUIREMENT is not met as evidenced assist with identifying
by otential resi
; . . . . esidents
i Based on interview, record review and review of P ents that
; the facility's policy, it was determined the facility may be affected.
3. The nursing staff was in

*failed to immediately consult with the resident's

. condition, for one (1) of nine {9} sampled
 residents, Resident #5.

i The findings include:
Review of the facility's policy titled “"Condition
i Reporting)”, undated, revealed it was the basic

“responsibility of the ficensed nurse fo observe,
- record, and report any condition change to the

¢ implemented,

" Record review revealed Resident #5 was
c admitted by the facility on 06/18/14 with

| Artery Bypass Graft, Diabetes, Corenary
. Atherosclerosis and Hypertension.

" of 07/04/14 Resident #5 reported to Licensed

- burning from the top of his/her chest to the
| abdomen, and difficulty swallowing. Further
“interview revealed Resident #5 had recently

. physician when there was a significant change in

| Change of Resident {Observing, Recarding, and

_attending physician so proper treatment could be

_ diagnoses which included Status Post Coronary

!nterview with Resident #5 during the initial tour,
~on 07/08/14 at 9:06 AM, reveaied on the morning

. Practical Nurse (LPN) #13 symploms of severe

- tndergone cardiac a few weeks prior to 07/04/14,

serviced on August 11
and August 12, 2014
by the Interim DON and

ADON about recognizing j

changes in resident’s
condition and
immediately reporting
the change to the
resident’s

physician or physician
extender. The 24 hour

report sheet wasg
changed to one that has

carbon copies. The 24
hour report

sheet will be audited
daily in the morning
nursing meeting by the
Interim DON, ADON or
nursing
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F 187 Continued From page 2

~and the resident was concerned the symptoms

t were indicative of another "heart attack".

i Resident #5 stated LPN #13 did not contact the
. Physictan immediately, but encouraged the
resident to go ahead and take his/her prescribad

of difficulty swalfowing. Continued interview

symptoms throughout the day on G7/04/14.
' Resident #5 reported he/she voiced concerns
about whether the symptoms could be another
_"heart attack” to the Physical Therapist at

left the room, L.PN #13 entered and asked if the
 resident would like to go (o the hospital for

" #13 of hisfher concern about passibly having a
i "heart altack",

Review of the Interdisciplinary Care Plan, dated
- 06/27/14, revealed Resident #5 was at risk for
" cardiovascuiar complications. Interventions for
- managing the risk included fo observe for change |
, i condition and notify the Medical Docior, :

| Review of the Nurses Notes for 07/04/14
. revealed no documentation related to Resident
{#5's complaints untif 2:00 PM when LPN #13 ;
: noted the resident's report of burning in the chest,
inability to swallow, and an elevated blood 7
‘pressure. Further review of the Nurses Notes
- revealed LPN #13 notified the Advanced
"Registered Nurse Practitioner (ARNP} an

07/04/14 at approximately 2:15 PM of Resident
#5's symptoms, and received an order to send
the resident to the Emergency Room for
- evaluation. Continued review revealed LPN #13
documented, on 07/04/14 at 7:30 PM. Resident

. morning medications despite the resident's report

revealed Resident #5 continued fo experience the |

' approximately 2:00 PM on 07/04/14. The resident |
 further stated shortly after the Physical Therapist i

: evaluation. Resident #5 reported he/she told LPN ;

F 157,

documentation
presenting as a change of
a resident’s condition will
have nursing
documentation in the
nursing notes stating that
the physician/extender
was notified

and what, if any, orders
were received. If the
audit finds that the nurse
failed to contact the
physician or write an
appropriate nursing note,
the nurse will be re-
educated by the DON,
This could include
disciplinary action of the
nurse as well,

4. The 24 hour report sheet
will be audited daily for
one month by
the DON, ADON or
nursing supervisor for
four (4} weeks, the
audits will be taken to
the QA committee. This
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F 157 : Continued From page 3 F 167 plan will be followed for

" #5 was diagnosed with Gastroesophageal Reflux

' Disease (GERD) while at the Emergency Room.

. Interview with the Physical Therapist (PT), on

H07/10114 at 1:25 PM, revealed he went to

' Resident #5's room in the afternoon of Q7104/14

; but he could not racall the exact time. Further

interview revealed Resident #5 reported fo the T

: that hefshe had been having problems with

i swallowing, and a burning sensation, earlier in the .

' morning on 07/04/14. The PT stated a nurse was |

Fin the room with Resident #5 when he entered, |

: and the nurse stated the resident was not feeling !

_ well enough for therapy and was just going 1o j
stay in bed and rest. Continued interview with the

. Physicai Therapist revealed he did not recali ;

. Resident #5 mentioning concerns of having a

' heart attack to him,

“Interview with LPN #13, on O7/10/14 at 2:45 P,
reveated Resident #5 told LPN #13 on O7/104/14 |

; around 9:00 AM fo 10:00 AM of having symptoms

“of burning in the stomach. She stated she :

. thought Resident #5 was having symptoms of

- heartburn, and she did not notify the physician.

LPN #13 further stated Resident #5 drank somae

I milk and was going to lie down. Continued ,

 Interview revealed she checked on Resident #5 at:

~12:00 PM and again at 2:00 PM, afthough there

“was no documentation regarding Resident 5's

- complaints on 07/04/14 until 2:00 PM. LPN #13

' reported when she checked on Resident #5 at

- 2:00 PM, the resident did not appear to be in any

. physical distress, but stated his/her sympioms

- were more infense. LPN #13 reported she ;

. checked Resident #5's vital signs at that time and |

. noted an elevated blood pressure of 168/108. f

" LPN #13 stated she asked Resident #5 If ha/she

“would like to go to the hospital and the resident

3 months and if no
trends are found the
audit will be changed to
random checks reviewed

. monthly.  The DON will

ensure compliance with
this regulation through
audits of the twenty-four
report each day in
morning meeting and
fellowing up with any
nurse who fails to follow
this policy.

;8)9\&1&4

i
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F 15?; Continued Fram page 4

. responded yes. LPN #13 reported after receiving |

'the order from the ARNP, Resident #5 was sent
; out to the Emergency Room, where he/she was

" diagnosed with GERD.

: Interview with the Unit 1 Coordinator, on 07/10/14 i

at 1:35 PM, revealed she was unaware of
: Resident #5's complaints of naving a burning
* sensation in her chest and swallowing problems,
i until around 2:00 PM on 07/04/14. She stated
~Resident #5 told her he/she had reporied the
¢ symptoms to LPN #13 earlier in the day on

. 07/04/114. Further interview revealed Resident #5

‘ was concerned because of recent cardiac
| problems. The Unit 1 Coordinator stated LPN

#13 should have nolified her as soon as Resident :

| #5 started complaining of swallowing difficuities

. @nd & burning sensation in histher chest

! Continued interview revealed the process when

- there was a change of condition was to notify the
Unit Coordinator, and then notify the Physician.

- The Unit 1 Ceordinator stated she would consider

“the symptoms Resident #5 was experiencing fo

. be a change in condition and cause for concernm

_refated to the resident's recent carchac surgery.

Interview with the interim Director of Nursing :
- (DON), on 07/10/14 at 6:15 PM, revealed she first
. became aware of Resident #5's care concerns on |
107/08/14. She stated, based on the resident's
| fecent medical history, she would have expecied
“the physician to have been notified when the

| resident first complained of discomfort in the

‘chest area.

Interview with the ARNP, on 07/17/14 at 4:.26 PM,

revealed she was not on call on 07/04/ 14, but had !
. since talked with Resident #5 about the H
| symptoms he/she experienced on 07/04/14.

F 157

e ey
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F 157 Continued From page 5 _ F 157,
f‘ Further interview revealed since Resident #5 had :
| burning it the chest, and did not have any
i Medication ordered for the symplom, she would
have expected the nursing staff to nofify the
" Physician/ARNP about the resident's change in
- condition, due to the resident's recent history of
cardiac surgery. o _
F 226° 483.13(c) DEVELOP/IMPLMENT Fa28
' F226

§8=D | ABUSE/NEGLECT, ETC POLICIES

' The facifity must develop and implement written
' pulicies and procedures that prohibit

- mistreatment, neglect, and abuse of residents
“and misappropriation of resident property.

- This REQUIREMENT is not met as evidenced

: by: .
" Based on inferview, record review, and review of |
| the facility's policy, it was determined that the i
: facility failed to report all alleged violations of ,
" abuse (o the State Agency, for one (1) of nine ()
- sampled residents and one (1) unknown resident. :
. Resident #6 was involved in an aftercation with
*Unsamipled Resident A, and involved ina

- separate altercation with an unknown resident

. Resident #8 ang Unsampled Resident A were

- determined to not be significantly cognitively

- impaired; therefore, since both residents were
“alleged perpetrators in separate resident to :
resident aitercations, it was determined that willfut

. intent could have been possible.

: The findings include:

- Review of the facility's Abuse Policy, in the ‘
- section litled "Reporting Abuse to State Agencies -

1. The incidents involving
unknown Resident A and
Resident #6 occurred
before this survey exit
conference; therefore,
no interventions were
made at this time.

2. All residents have the
botential to be affected.
The 24 hour report and
facility incident reports
that are prepared by the
floor nurses will be
utitized to identify
residents who could
potentially be affected.
Both the 24 hour report
and the incident reports
are gone over in the daily
morning meeting.

i continuation sheet Page 8of 0
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SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST B8 FRECEDED BY FuLL
REGUIATORY OR LSC IDENTIEYING INFORMATION;

. be made within twenty-four (24) hours, by special
_ carrier, fax, e-mail or telephone, of the ,
- occurrence of such incident. Further review of

F 228 . Continued From page 8
- and Other Entities/individuals” (revised Decemper
- 2009), revealed alt suspected violations and afl
 substantiated incidents of abuse were fo be
Fimmediately reported o the appropriate State
- Agencies, and other entities or individuais as
“required by faw. Continued review of the policy
t revealed a verbaliwritten notice to agencies would

the policy revesied the Administrator, or histher _
designee, would provide the appropriate agencies |

with a written repost of the findings of the
- investigation within five (5) working days of the
; occurrence of the incident.

1. Record review revealed Resident #6 was

admitted by the facility on 03/28/12 with

- diagnoses which included Chronic Obstruciive
i Pulmonary Disease, Hypertension, Alzheimer's
. Dementia, Depression, and Anxiety. Review of
" Resident #6's Brief interview for Mental Status

(BIMS), dated 05/30/14, revealed the resident
scored a thirteen (13), which indicated the

‘resident was cegnitively intact and interviewable.

. Review of the Sociat Services Progress Notes for
‘Resident #6 revealed, on 04/23/14, Resident #8
-and an unknown resident had an altercation when .
" Resident #6 atterpted to take the unknown
 resident's candy. When the unknown resident
 attemptled to take the candy back, Resident #5

- struck the unknown resident on the hand and

' kicked him/her on the shin. Continued review

: revealed the Social Services Director interviewed |
Resident #6 on 04/23/14, and found the resident

to be alert and oriented after the altercation,

: although the resident denied any recoillection of
- the event.

A BUILDING COMPLETED
C
B. WiING 8711712014
STREETADDF‘\ESS( CiTY, STATE, ZIP CODE
1608 HILL RISE DRiVE
LEXINGTON, KY 40504
i PROVIDER'S PLAN OF CORRECTION {X5;
PREFIX {EACH CORRECTIVE ACTION SHOULD BE :' CDMPL:'::!‘EC!N
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F226

Management staff wiil be
able to identify any issue
at this time that should
have been investigated
or reported to the
dappiropriate authorities,
On the weekend and
holiday’s, the nursing
supervisor will be
responsible for looking at
this documentation and
notifying the
administrator of any
issue that may need to
be investigated and/or
reported to the
appropriate authorities.
3. The Social Service
Director was in serviced
7/11/2014 by the
Regional Director of
Operations on reporting
abuse and neglect, All
facility staff, including
100% of nursing staff
were in serviced on
August 1, 2, and 6, 2014

FORM CMS-2567(02-88) Previous Versions Chsoiete

Event ID: SKoP14

Faciiity I): 100638

If continuation sheet Page 7of @



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

PRINTED: 08/25/2014
FORM APPROVED
OMB_NO. 0938-0391

{X3} DATE SURVEY

|

STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUGCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
C
185215 B WING 0711712014 ]
NAME OF PROVIDER OR SUPPLIER STREETADDRESS‘ CiTY, STATE, ZIP CODE -]
1608 HILL RISE DRIVE
PROVIDENCE PINE MEADOWS
LE}(INGTON, KY 40504
(X430 SUMBMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION ' X5
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FLLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE : COi-iPLEjlcz-é
TAG REGULATORY OR LSC TDENTIFYING lNFORMATiON) TAG CROSS-REFERENCED TD THE APPROPRIATE DATE
i DEFICIENCY]
F 226,

F 226 Continued From page 7

' 2. Record review revealed Unsampled Resident A :
| was admitted by the facitity on 02/24/10 with ’
. diagnoses which included Hypertension,

{ Corcnary Artery Disease, Alzheimer's Dementia

- with Behaviors, Anxiety, Depression and Mood
 Disorder, Review of the BIMS, dated 05/27/14,

- revealed Unsampled Resident A scored & nine
(8}, which indicated the rasident was moderately

' cognitively impaired.

. Record review of Social Services Progress Notes
! for Resident #6 and Unsampled Resident A :
; fevealed, on 05/27/14, Unsampled Resident A

struck Resident #6. Review of the Nursing ;
- Progress Notes revealed the altercation occurred |
. 0N U5/26/14 at 3:00 PM, and was related to 3
' Resident #6 having Unsampled Resident A's shirt

con. :

"nterview with the Social Services Director, on

. 07/09/14 at 4:00 PM, revealed he conducts the

- investigations on shuse and reports his findings
: to the Administrator, who uses the findings to

- determine whether the incident should be

' reported to the State Agency. Subsequent
interview, on 07/10/14 at 5:32 PM. reveaied the
' Social Services Director could not recall who the
; Unknown resident involved in the altercation with
" Resident #6 on 04/23/14 was.

Interview with the Administrator-in-Training, on

107/11/14 at 11:43 AM, revealed he had just

: started his fraining approximately three weeks :

“ago and had not yet been trained on abuse, buf it
was his expectation for staff to follow the facility's
Abuse Policy. He stated the two {2) altercations

involving Resident #6 should have been reported !

o the State Agency.

by the Social Service
Director on Abuse,
Neglect and
Misappropriation, Also
included was who to
report suspected or
actual abuse, neglect and
misappropriation. -
Effective 8/12/2014 the
Social Service Director
will include the resident’s
BIM score in any
investigation of abuse,
neglect or
misappropriation. The
BIMI's score will help
determine if the intent of
the act was “wiilfy”
toward the other person.
The Quality Assurance
Nurse will check the
investigations of abuse,
neglect or
misappropriation weekly
for four (4) weeks to
ensure compliance.
Results of the Audits will

[ : :
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 Interview with the Regional Director/Interim Quality Assurance
5 Adrninistrator, on 07/11/14 at 2:54 PM, reveg!ed committee for any trends
" he had been trained on abuse and had provided
i abuse lraining to athers. He reported he had or needed follow up. If
. been made aware of the resident fo resident no trends are present
- altercations, and acknowledged both incidents after 3 ths th
- should have been reported to the State Agency €7 > months the
- within twenty-four (24) hours, according to the committee will designate
: facrhty.s policy. He further stated once the a proper schedule to
s investigations were completed and a final )
- conciusion was made, the final reports should 7 continue to ensure
: Save been sent to the State Agency within five (5) | compliance,
taays. f - .
Administrator will ensyre
‘ compliance by August 22,
) 2014,
‘EJQA[ 4

FORM CMS-2567(02-9%) Previcus Versions Obsolete Cvent ) SKoP 11

Feciiity 1D; 10053

i continuation sheet Page 9of 9



PRINTED: 07/31/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {(X3] DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER: A BUILDING 1 COMPLETED
C
185215 B WING 07/14/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
1608 HiLL RISE DRIVE
PROVIDENCE PINE MEADOWS LEXINGTON, KY 40504
(X4 SUMMARY STATEMENT OF DEFICIENCIES ID . PROVIDER'S PLAN OF CORRECTION ) X5y
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL ; PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) : TAG CROSS-REFERENCED TO THE APPROPRIATE : DATE
. DEFICIENCY}
K000 INITIAL COMMENTS K000

© An Abbreviated Survey, investigating
KY00021958, was initiated and concluded on

| 07/14/14. KY00021958 was unsubstantiated with
no deficiencies cited.
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days following the date these documents are made available fo the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation. '
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