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. Signature Healthcare of Pikeville
An abbraviated standard survey (KY21309) was does not believe and doss pot
initiated on 02/24/14 and concluded on 02/25/14, admit thar any deficiepcies existed
The complaint was substantiated with defictent either, before, during or after the
practice idenfified at "E" ievel. survey. The Facility reserves all
F 514 | 483.75(I)(1) RES F&14 rights to contest the sutvey 4/‘1‘//6’
$5=g | RECORDS-COMPLETEACCURATE/ACCESSIE findings through informal dispute
LE resolusion, formal appeal
proceedings or any administrative
The facility must maintain clinical records on each or legal proceedings. This plan of
resident in accordance with accepted professional correction is not meant to establish
standards and practices that are complets; any standard of care, contract
accuratsly documented; readily accessible; and ;‘;ngg‘;ﬂéﬁ’::;‘fg;& :};emisc
systematically organized. all possible contentions and
Tha c1ini.ca1 reclzord r.nust cont_ain sufficient g:‘f;ﬁ:f ;?ag zg;g iflv}l of
Lnfc:rmatlon to identify the resident; a record of tha procesding. Nothing conrained in
resident's assessments; the plan of care and this plan of correction should be
selvices provided; the results of any considered as a waiver of any
preadmission screening conducted by the State; potentially applicable Peer
&nd progress notes. Review, Quality Assurance or self
critical examination privilsge
which the Facility does not waive
and reserves the right to assert in
any adminiswative, civil or
This REQUIREMENT s not met as evidenced criminal claim, action or
by: proceeding. The Facility offers its
Based on interview and record review, it was response, credibie allegations of
determined the faciiity failed to maintain clinical compliance and plan of correction
racords for three of three sampled residents as part of its ongoing efforts to
(Residents #1, #2, and #3) that ware complate, provide quality of care to
; . residents.
accurate, and in accordancs with accepted
professional standards and practices. A review of
- the rmedical records for Residents #1, #2, and #3
revealed staff was to tum and reposition the
residents "svary two hours.” Howevar, & review
of the facility's documentation revealed no
evidence staff had turned and repositioned
LABORATORY DI 'S OR PROVIDE PPLIER REPRESENTATIVE'S SIGNATURE TITLE {X5) OATE
o ( At 2/21/ /4

Ay dﬁm&qﬂmm an asl risk?“ﬁ&vms & deficlency which tha ingtitution may be Sxcused from corrscting providging [t s datermined that

other safeguards provide sufficient protestl

o the patlents . {See inatructionz.) Excepl for nursing homes, the findings stated above are disclosable 80 days

foliowing the date of survey whalher or not a plan of correction le pravided. For nuraing homes, tha ahove findings and plans of correction are discloszbis 14
days faliewing the date these documents ars made avaliable to the facility. If deficlencies are clted, an appreved plan of conection is requisite to continued
pragram parliclpation.
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Resident #1, Resident #2, and Resident#3 in
QOctober 2013, November 2013, and anuary
2014, as planned. |n addition, a review of
physicians orders dated 01/28/14, reveglad
Resident #1 was scheduled o have an outpatiant
procedure at = local hospital on 02/06/14 and was
fo have nothing "by mouth" after midnight on
02/05/14. in addition, the resident had physician
orders for a pureed diet and one can of Jevity
(dietary supplement) every six hours. However, a
review the Medication Administration Record
(MAR) for Resident #1, dated February 2014,
revealed the resident received madications and
tube feedings at 6:00 AM on 02/0614. Continued
review of the MAR for February 2014 ravealed no
documented evidence staff had administersd
feadings through Resident #1's gastrostomy tube
at 8:00 PM on February 14th, 18th, and Z22nd a8
ordered by the physician. In addition, the
physiclan had requested staff fo flush Residant
#1's Gastrostormy tube with water every four
hours. However, a review of the MAR revesled
staff failed to document the administration of the
water through the resident's gastrostamy tube an
02/15/14 at 8:00 PM.

The findings include:

A review of the facility policy titied Charting and
Documentation, with a revision date of April 2008,
revealed staff was required fo document all
services provided In the resident's clinical record
including the administration of medications and
services.

1. Areview of the medieal recard far Resident #1
reveaied the facility admitted the résident on
07/20/08 with diagnoses that included
Alzheimer's, Dysphagia, snd Failure to Thrive. A

Complete/A.ccurate/Accessible

The facility will rmaintain clinical records on
each resident in accordance with accepted
professional standards and practices that are
complete; accurately documented; readily
accessible; and systematically organjzed.
The clinical record will maintain sufficient
information to identify the resident; & record
of the resident’s agsessments; the plan of
care and services provided; the results of any
preadmission screening conducted by the
State; and progress notes.

Resident’s Affected:

Residents 1, 2 and 3 were turned and
repositioned, DON, ADGONs, SDC, were
provided with education by the Regional
Nurse on 2/25/14 in regards to maintaining
¢linical records, documentation and
expectations, Documentation now reflects
care is being delivercd to meet cach
residents care needs s outlined in their CNA
care plans, Resident#1 was immediately
assessed for eny s/s of adverse effects of
noted medication srrors along with
omissiop/erroneous documentation for Tube
feeding and flushes, MD/POA notified of
medication srrors along with
ornissicn/erroneous documentation for tube
feedings and flushes. Documentation now
refloots that resident is receiving
medications/tube feeding and flushes as per
MD orders. All Nursing Staff will be
educated/trained by the SDC on
documentation to validate that residents
recefved care as per MD orders and outlined
in the care plan by 4/1/14. The facility wili
ensure residents are muned and repositioned
every two hours and the facijity will provide
cvidence and documentation that furhing and
repositioning is completed. Furthermore the
facility will ensnre resident’s Medication
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review of an Annual Minimum Data Set
Assessment dated 12/25/13 revealed Resident
#1 required extensive assistance of two staff
members with transferring and bed mobility. The
assassment also revealed the resident was at
high risk for the development of pressure sores.

A review of the Comprehensive Care Plan for
Resident #1, |ast revised on 01/07/14, revealed
the resident was at risk for the development of
sKin breakdown. The Care Flan further revealed
staff wes to assist the resident to reposition in an
effort to relieve pressure "as needed.”

A review of the Nurse Aide Care Plan for
Resident #1 dated October 2013, November
2013, and January 2014 revealed staff was
raquired to turn and reposition the resident every
two hours. A review of the validation of care
provided to Resident #1 as outlined in the Nurse
Alde Care Plan revealed the resident should have
been turned every twe hours, an all three shifts
(TAM-3PM, 3PM-11PM, and T1PM-7AM) in
October 2013, November 2013, and January
2014.

Areview of the Nurse Aide Care Pian dated
October 2013 reévealed staff shouid have turned
and repaslionsd Resident #1 every two hours, for
g total of 83 shiftis. However, a review of faciiity
documentation revested no evidence the resident
was turned as required for 18 of the 93 shifts. A
review of the Nurse Aide Care Plan dated
Novaember 2013 revealed staff should have
turned and repositiongd the resident every two
hours for a total of 90 shifts, However, a raview
of facility documentation revealed no evidence
the resident was turned as required for 28 of 80
shifts. Continued review of Resident #1's Nurse

accurate,

Resident’s Potentially Affected:

Residents have the potential to be affective
by this practice. 100% audir will be
completed by the DON, ADONs, SDC,
MDS, by 4/1/14 on CN.A_ Care Plans and
Medication Administrarion Records as it
relates to; Medications, Tube Feedings, Tube
feeding flushes and compliance with policy
and procedurs, state and foderal ragulations,
100% of clinical records, to include
physician orders, MARs, TARs, and C.N.A,
care plans, will be audited by nursing
administration tsam for correctness and
compliance by 4/1/14.

Systemic Measures:

CNA’s will be educated/trained by the SDC
by 4/1/14 on turning and repositioning
residents and documenting on the C.N.A.
care plans. Nursing licensed staff will be
oducsted/trained by SDC by 4/1/14 on
appropriate MAR documentaticn and
compliance, Nasogastric/Gastromy Tube
policy and procedures and medication
administration policy and procedure.
C.N.A s will review C.N_A. Care Plans
together at shift change to ensure turning and
repositioning docymentation is complete and
accurate. Licensed staff will review
Medication Administration Records, Tube
Feedings and Flushes of Gastrostomy Tube
Records at shift chanpe to ensure
compliance with policy and procedure, state
and feders] regulations. The ADONs on
north and south wing nurses stations will
teview clinical records decumentation, to
include the physician orders, MARs, TARs,
and C.N.A. care plans, at minitnwm 3 times a
week to ensure documentation is complete
and accurgte
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Aide Care Plan revesled staff should have tumed Monitoring Measures:

and repas]tione:d Rfesident #1 every two hours, for The ADONS on north and south wing nurses

a tqtal of 33 shifis, in .IJanuary 2014, H°}‘Ve\fer, @ stations will review clinical records

review _of documentation revealed no evidence documentation, to include the physician

the re_s|dant was turned and repositionad for 13 of orders, MARS, TARs, and C.N_A. care

93 shifts. plans, at minimum 3 times & week to ensure
documentarion is complete and sccurate

An interview with State Registered Nurse Aide along with Tube Feedings and Flushes of

(SRNA) #1 on 02/25/14 at 11:20 AM ravealed she Gastrostomy Tube Records, at minimum 3

had not provided care to Resident #1 on the days times & week to ensure documentation is

the turns had not been documented. However, complete and accurate. Effcctive 4/1/14 the

SRNA#1 stated she, and all CNAg at the facility, DON will audit 20% of resident’s records

had been trained fo review and sign the Nurse for 4 woeks to ensure documentation is

Aide Care Plans every shift to validate care had complete and accurate. The audit will

bean provided. SRNA#7 stated she documented include, C.N.A. Care Plans, Medication

evary shift as required. Administration Record, Tube Feeditgs and
Flushes of Gastrostomy Tube

in addifion, continued review of Resident #1's dcfcme'}taufn' Begt ang‘ 5/1/14 the DON

medical record revealed physiclan orders for the will audit 10% of resident's .mc?ms for 4

ident to receive a pureed diet and for staff to weeks to ensure dowﬂ.‘em.au?n is complete

resider puree . and aceurate. The andit will include, CN.A.

aldrnmlster one can of JE\:’i‘Cy te the re3|d|lar?t every Care Plans, Medication Administration

gix hours. Confinued review of the physician Record, Tube Feedings and Flushes of

orders also revealed staff wag to flush thela Gastrostory Tube documentation.

resident's gastrestomy tube with 250 cubic Beginning 6/1/14 the DON will audit 5% of

cantimeters (cc) of water every four hours. resident’s records for 4 weeks to ensure
documentation is complets and sccurate,

Review of the medical record revealed on The audit will include, C.N.A. Care Plans,

01/28/14, the residant's physician had requested Medication Administration Record, Tube

the resident to have nothing "by mouth” “after Feedings and Flushes of Gastrostomy Tube

midnight” on 02/05/14 due 1o an outpatiant documenterion. Resulfs from audits will be

procedure scheduled for 02/06/14. However, a brought to the monthly QA Committee for

review of the resident's Medlcation Administration review for 3 months or until deficient

Record (MAR), dated February 2014, revealed practice is correated,

the resident received Levothyroxing 76

micrograms (meg), & thyroid medication, and tube

feedings af 6:00 AM on 02/06/14.

In addition, review of the MAR dafed February

2014 revealsd staff failed to document the
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administration of tube feeding for Resident #1, as
ordered by the physician, oh February 14th, 19th,
and 22nd at 6:00 PM. Continued review of the
MAR revesled facility staff failed to doeument
they had flushed the resident's gastrostomy with
water on 02/13/14, at 8:00 PM, as ordered by the
physician,

An interview with Licensed Practical Nurse (LPN}
#1 on 02/24/14 at 7:10 PM revealed she had
besn assigned to provide care fo Resident #1 on
the morning of 02/06/14, when Resident #1 had
physician orders to have “nothing by mouth." The
LPN acknowledged she had signed Resident#1's
MAR on 02/06/14 at 6:00 AM to acknowledge she
had administered the resident's tube feeding and
the 8:00 AM dose of 75 mag of Levothyroxing, a
thyroid medication. However, the LPN stated she
had not administerad the resident's medication or
tube feading at 6:00 AM on 02/06/14 and had
forgotten to circle” the 6:00 AM medication and
fseding to indicate the medication and tube
feading had been "held." LPN #1 further stated
she had been trained to document accurately
when medications ware administered or held but
"forgot” to do so. Continugd intarview with LPN
#1 revealed she had also bean assigned to
provide care to Resident #1 an February 14th,
18th, and 22nd, when there was no documented
gvidence the resident recelved tube feedings a3
crdered by the physiclan. LPN #1 stated she had
administered the resident's tube feedings as
ordered by the physician but acknowledgad she
had failed to accurataly document in the
resident's medical record, LPN #1 stated she
shouid have documented the resident's feedings
&s administered when care waz provided.

2. Review of Resident #2's medical record

F&14
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revealed the fadility admitted the resident on
08/M8/13 with diagnoses that inciuded Aneurysm,
Generalized Muscle Weakness, History of
Cardiovascular Aceident, and a History of a
Craniotomy. Review of the Quzarterly Minimum
Data Set (MDS) assessment, dated 12/18/13, i
revealed the facility assessed Resident #2 fo be
cognitively impaired with impaired ‘
decision-making skills. The assessment also
revedlaed the resident required exzensive
assistance of two staff members with transfarring
and bed mobility.

A review of Resident #2's medical record
revealed staff had revised the Comprehensive
Care Plan on 12/156/13 and noted the resident
was at risk for the development of skin
breskdown. The Care Plan further revsaled staff
was fo assigt the resident to turn and reposition to
refieve pressure on an "gg needed" basls.

A review of Regident #2'= Nurse: Alde Care Plan
for October 2013, November 2013, end January
2014 ravealed staff was required to turn and
repasition the resident every two hours, A review
of the validation of care provided to Resident #2
&s outlined in the Nurse Aide Care Plan revealed
staff should have turnad the resident every two
hours on ali three shifts (7 AM-3 PM, 3 PM-11
PM, and 11 PM-7 AM)} in Octaber 2013,
November 2013, and January 2014,

However, review of the Nurss Aide Care Plan for
Rezident #2 dated Octaber 2013 revealed staff
failed to document the resident was turned avery
two hours for 15 of the 93 shifts in October 2013,
A review of the Nurse Aide Care Plan for
Resident #2 dated November 2013 revealed staff
falled te document the resident was turned every

FORM CMS-2507(02-89) Pravipus Vamsions Obsolste Event iD; ZZXR11 Faclity ID: 100387 If continuation sheet Page 8 of 8

Received Time Mar. 21, 2014 12:22PM No. 4511



Mar 21, 2014 12:30PM

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

Vo 8955 P 17/18

PRINTED: 03/11/2014
FORM APPROVED

OMB NO. 0938-0381

two hours for 21 of the 90 shifts in November
2013, Arsview of the Nurse Aide Care Plan for
Resident #2 dated January 2014 revealed staff
failed to document the resident was turned avery
two hours for 12 of the 93 shifts in January 2014.

3. Raview of Resident #3's medical record
revealed the facility admitted the resident on
11/09/13 with diagnoses that included Atrial
Fibrillation, Dlabetes, Cangestive Heart Fallure,
Coronary Artery Digease, Chronic Kidney
Disease, Dysphagia, and a Percutaneous
Endoscopic Gastronomy Tube (feeding tube).
Review of the Minimum Data Set (MD§)
assessment dated 12/22/13 revealed the facility
assassed Resident #3 to be cognitively impaired
and had impaired declslon-making skllls. The
assessment slso revealed the resident required
extensive agsistance of two staff members with
transfarring and bed mobility.

Areviaw of the Nurse Aide Care Plan for
Resident #3 dated November 2013 revealad staff
fafled to dooument the resident was turned avery
two hours for 13 of the 90 shifts in November
2D013. A review of tha Nurse Aide Care Plan for
Resident #3 dated January 2014 revealed staff
falled to document the resident was tumed avery
two hours for 25 of the 83 shifts.

An interview with the Director of Nursing (DON)
on 02/25/14 at 12,20 PM revealed staff had been
trained to documant medications, tube feedings,
and fiushes on the resident's MAR when the care
was provided to the residents. Further interview
with the DON revealed facility State Registered
Nurse Aldes (SRNAs) had been trained and were
required to validate the residents' care had been
provided as outlined in the Care Plan, by signing
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the Nurse Aide Care Plans every shift, The DON
stated the residents' medical racords shouid be
accurate and complete, related to the carz and
sarvices received while in the facility. The DON
further stated she ensured medical records ware
complete and accurate by conducting random
"spot checks." Howaver, the DON had not
identified any concerns with facility
documentation.

An interview with the Administrator on 02/25/14 at
12:35 PM revealed faciity staff was required to
accurately document when care was providad to
facility residents. The Administrator stated the
facility had not identified any concerns related to
the failure of staff 1o document services provided.
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