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! ' ‘ The pieparation and |
F 000 HIMITIAL COMMENTS ' ‘

F 000} execution of this Plan of .
A Recortication & B lnted on 111114 Carrection does not F
© ARecertificalion Survey was iniliated on 1174 s el . '
and concludad on 11/13/14 and found the faciliy . consiituie an admissicn or
net meeting minimum recerification requirements agrecanont by the provider
- with deficiencies cited with the highest scope and ; of the truth of the facts

saverity of & "D", ; el o T—
F 272 483.20()(1) COMPREHENSIVE . Far2 elleged or conclusions sef
forih In iwe Siateineni of

S5=0' ASSESSMENTS
Deficieney. This Plan of

. The facillly must conduct Inltlally and perodicaliv o :

: ) - : ; oarraciicn is prepevad and i
& comprehensive, acourals, siandardized ; Carrzetion is preparad "'r?d ,
: prfDdLlemﬁ? sesessmant of each resldent's : . exscuted Sozab’ bacouse {]": -
- fineilonsl eapacity. ! is fequired by Federal and

Stete Iovw

i Afacllily must malte @ comprehensive }
f assessment of & resident's needs, using he
. residert assessment instrumant (RAI) specified i ;
“by Ihe Slate. The assessment must include at | ‘
lmast the fellowing: .
Identification and demographic information:
! Cuslemary rouline; ,
i Coghitive patterns;
i Communication;

Vislon: :

? Mocd znd behavior pallerns; l
: Psychosocial welkbeing,
' Physlaal functioning and struciural problems: !
. Continence: C
Dlsease diagnosis and health sondilions: ‘ i

. Dental and nutritional status, ' I
Skin condltiong; ‘

. Aclivity pursult ;
i Medications; . -‘
! Bpeclal lrestments and procedures; ' ‘
¢ Discharge potenilal; |
* Dacumentation of summary information regarding
- the additional assessment performed on the care
" greas liggered by the complstion of the Minimum

A |

. Al : '
LABORATGAY WRECTORS GRIPROVIDERISUPFLIER REPRESENTATIVES SIGNATURE TLE MeIDATE
% f laf, W ‘tﬁ?ﬁdmwv ;«ﬂ Minisfenshe X i={9-14

Any daﬁaleﬁ‘éy &lalermant ending wilh an aslerisk (%) denoles a deficimncy Which the lnstitotion may be excused from correcling praviding Ifls determined thal
ather safeguards provide sufficlent protection ta tha pallents, {Ses Inslructions.) Exeonl far nursing homes, the findifgs ststed above are disclosabls 50 days
falioving the dale of sutvay whethee or nat & plan of carreclion is pravided, For nursing homes, the sbove fndings and plens of corrsction ara disclossbls 14
days followdng the dete these documanis are madé avaliable (o Ihe facility. If deficlencias ace ciled, an Spptoved plen of correction is requisite lo coplinuad
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Dats Set (MDS); and
Documentstion of paricipation In assessment,

CThis REQUIREMENT s not met as avidenced

 by:

| Based on observation, intarview, record review |
P and review of the Resident Assessmant |
: Instrument (RAl) 3.0 Manual, it was determined

i  the facliity failed to complete accurate

| assessmants for bwo (2) af filtzen {(15) residents.

(Resldent #3 and #12). Resident #3 was ordered

a C-PAP when aslesp, Resident #12 was

; ordered two (2) liters per minute of Oxygen per

" nasal cannula (02@2 LPMING) to keep oxygen

saturation levels (conceriration of Cxygen in the |

bload) above plnety per cent (80%). :

. The findings include;

The facilit’y did not provide a specific policy for
© { completion of the RAl process, but referred fo tho
: RAl Manual. Review of the RAI Manual, Version
13.0, Sectlon O, paga O-1, titied Special
i I‘re:atmants. Procedures and Programs, revealed
the intent of the ltems wera to identify any special
: treatments, procedures and/or programs that the
! resident recelved during the specified tima
i periods.. The llem's rattonal for health-related
r yuallty of lile siated tha trealments, procedures
!and programs listed in itam O-0100, Speclal
: Treatmanta and Programs, could have a
i profound effect on an Individual's health status,
self-image, dignlty and quality of life. Section

1. MDS for Resident #12
was modified on

: 12/17/14 1o reflect the

; use of oxygen, The ;

;e Significant Change for 3

Resident #3 was '

reviewed and according

to the treatment record,

| the treatment was :
refused each day of the
look back period so
could not be coded. The
CPAP was discontinued
on 12/05/14,

2. Allresidents with

i orders and use of a

CTAP and/or

continuous oxygen have

the potential to be -

affected by the deficient

practice. An audit will

be performed by the b

Assistant Director of ‘

Nursing (ADON) and

Staff Development

J -
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F272 Continued From page 2 ’; [ Coordinator of all residents 1o
I

Q-0100C, Oxygen Therapy, dirested the staff to
code continuous of intermiittent oxygen i
administered via mask, cannula, ete,, delivared to |
B resident to relleve Hypoxla in this section.
Section O-0100G, BiPAP/CPAP directed stalf to l
code any type of CPAP or BIPAP respiratary !
support devices that prevent the airways from {
closing by dalivering slighily pressurized alr

. through a mask conlliivously or via eleclronic I
cycling. Review of Chapler four (4} for Care Area
Assessmant (CAA), dated May 2013, revealed |
regulations required facilities to complete, at a i
mintmum and at regular inlerveals, a '
comprehensive, sfanderdized assessment of X

i each resldent's funclional capacily and neads, in

l refation to a number of speciﬂc areas. The
i resulls of ihe sssessment, which must accuraiely

i reflect the resident's status and neads, are to be
used {o devalop, review and revise each
residant's comprahensive care plan,  Residents
who perform any of (he (reatments, programs,

. and/or procedures should be educated by the
 facility on the proper performance of thesa tasks,
safety and uge of any equipment needed, and be

s ronitored for appropriate uss and continied

. ability to perform these tasks,

! 1 Observalion, during the initial facility tour, on
M4 8t 825 AM, revealed Resldent #3 was

. ambulamry in hts/hef raom and had & wheelchair
' 1 avallable. A C-PAP machine, with items placed

L on top of the equipment, was placed in a chalr -
i batwaen the bad and the window. Continued
"observation, on 1TI2/14 at B:30 AM, 520 AM,
1955 AM and &t 10:40 AM, revaa!e:{ Resident #3
i remained in his/her raom, on the bed while

; sleeping, without the G-PAP In use,

§ Raview of Resident #3's ollnjeal record revazﬂed‘, ]

Far2

identify all residents that are on
a CPAP and/or continuous
oxygen. Assessments for all

i residents wearing a CTPAP

i andfor continuous oxygen will
be monitored and reviewad bi-
weekly by the ADON to ensure
ihat all use is documented and
captured in all RAI
assessmends,

3. The facility will
inmitiate the following
measures 1O ensure
that the deficient

: practice will not recur.

i ¢ AnMDS

| assistant was

| hired to assist

! the MDS
Coordinator
with
information
gathering.
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]

- the faciiity admiited {he resident on 12/20/13 and

* Acule Respliatory Failure, Hypotensian, ‘
- Alzhelmer's Demsntia, Bipolar, Depresston and
Anxiely.

Review of Resident #3's physlclan ordars, dated
for 11/01/14 through 11/3044, revealed the
C-PAP parimeiers wers ordared for when ha/sha
was asleep and wasg (o be sat 8t ten {("10} with
thirty par cent (30%) FI02, and was Initally
ordered on D2/28/14.

- Review of Resident #3's Significant Change

; Minlmum Dala et (MDS) Assessrment

t complated by the facility and digilally signed on
08/10/14 revealed the facility completed a Brlof

| Intervlew for Mental Status (BIMS) and was

- scored by the faclity at a fourteen (14) of fifleen
(18), meaning cognllively irtact, The MDS In

i Saction O, 01003, did not code the use of the

[cpap,

{ Review of Resident #3's nursing narrativa note,
i dated 08/11/14 af 12:45 PM, revealsad the
 resident return from his/er doctor appolintinent
| with orders for staff to encourage the resident to
- use the CPAP durlng the night. )

| Review of Resident #3's Quarterly MDS,

- completed by the facility and diglially signed on

- 08/20/14 sevealad the facility compslatad a BIMS
.and was scored by he facility at an sight (8) of

i fifteen (15), as being moderately fmpaired, The

i MDS in Section O, 01006, again, did not code

i the use of the CPAP, .

_Interview with the Director of Rasidant
; Assessment (MDS Nurse), on 11/13/14 at 3:58

readmitted hin/her on 02/28/14 with diagnoses of

|

;
i
i
H
1
}
i
:

i
f
i
i
1
i

oD ! SUMMARY STATEMENT OF DEFIGIENCIRS ! o FROVIDER'S PLAN OF CORKECTION {5
FREFY (EACH DEFICIENCY MUST BE PRECEDED BY FULL boprisy {EACH CORAECTIVE ACTION SHOULD BF | COMPLETION
TAG REGULATORY OR LSC IDBNTIFYING INFORMATION) me CROSS-REFENRENCED TO THE APPROPRIATE DATE
i , ! ¥ DEFICIERGY) :
} !
' : 7 : : :
! _ i o Education provided !
F 272i Continued From pags 3 i F 272 y :
i ;
| '

on 12/17/14 by

coporate MDE

Consultant on MDS -

completion,

i modifications, and -

correciions, as well

| a5 a reivew of the

: tacility process for

! gathering
information for the
MDS and ensuring
accuracy of MDS,

o ADON to audit all
MD5’s completed !
weekly for 4 weeks, :
then at least 5 i
completed MD&’s
weekly for 4 weeks, ;
then 10 per month
for accuracy related

! to special

treatments, such as
CPAP, oxygen, Lo
tube feeding, IV's,
etc, beginning
12/19/14. Results
_of audits 1

-

!

; ‘
|
i
i
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A BUILDING
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- PM, revealed the purpose of the MDS was fo
caplure the resldent's dala to drive the care and
re-imbursermeant, She stated she colleciod data
from the resident's medication and trealment

. administration records. $he stated there were no
discussions about Resident #3 not using histher

"CPAP. Sha stated she had not looked inla the

i resident's CPAP vse,

H

D el B:20 AM, reveajed the care plans were
' developed from the completed and accurate
' MDS, She staled the MDS nurse was
“rosponsible ¢ complle the data; howaver, the
| MDE nurse was fally new in her position, 8he
i reported all the dala needed to be uollected for
. the MDS to be accurate. The information

. and since the Informalion was not collected a

; for the GPAP and that was a break in the

| process.

2. Obsarvations on 11/12/14 at 11:47 PM,
P14 al 12:15 AM, 12228 AM, 8:87 AM and
12:50 PM revealed resident #12 was receiving
022 LPM/NG.

Review of the Quarterly MDSs, dated June 2014
the facallty failed lo code Resident #12 as

racelving Oxygen Therapy while a resldent of th
facilty,

i
H

: the facliity admitted him/her on 04/21/44 with
diagnoses of Sharlness of Breath, Hypertension,

i Interview with e Direetor of Nursing, on 111314

collected assisted with the care plan development

s cara plan for the Resident #3 was not developed

and Seplembar 2014, Section O-0100C, revealed

: Review of Res‘iden! #12's clinlcal record revealed

Ry SUKMARY STATEMENT QF DEFICIENGIES o PROVIDER'S PLAN OF GORRECTION P
PREFIX . (EACH DEFICIENEY MUST BE PRECEDED BY FULL | PREFIX [£1CH CORRECIVE ATTION SHOULD BE COMPLENON
TAG REGULATORY OR LSC IDENTIFYING INFDRMATIOH) TAG CRCES-RCFERENCED YO THEAPPROPRIATE OATE
l DEFICIEHNCY) 1
- ; :
: will be presented to :
F 272 Continued From page 4 F272| '

;
!

the facility QA commities, i
Any discrepancies will be ’
corrected if found. ;
4, The facility plans to X
monitor the performance !
of the solutions for i
sustainability by the !
following. :
o The results of the
audits will be
reported by the
ADON and Staff
Development
Coordinator
dircctly to the QA
Committee
monthly.

SRS
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: DEFIGIENCY] ;
! i | 5. The QA Commiites !
F 272 Conlinued From page 5 ‘ Fara will review the ;
. Anxiely and Depression, : ! subrmitied
! f - reports/audits monthly

Raview of tha Physician orders, datad April 2014 ; ) ;

through Nevemnber 2014, revealed Resldent #12 | ! 1o ensure compliance.

' was to recelve ©2@2 LPM/NC to malntain Reconmmendations will

" Oxygen saturalion levels above 90%, be made based on the

‘ . £ 4 & {

: Review of Resident #12's Carmprehensiv Flan of ! o ot . :

' Care, dated July 2014, revealad the facility was to | -pot 1 as o ;
provided Oxygen as ordered. _ nseded revizsions. i

Intarview with the Director of Resldent
Assaasmant, on 1113414 at 4:40 P, revealed
| shs was unable to explain lhe absence of ; :

Resldent #12's O2 use on the June 2014 ' P

Guarterly and the Seplember 2014 Quariarly i Completion Date

MDS assassmenis. i :

12/22/14

,1 Interview with the Director of Nursing, on 11/13/14

1 at 4:50 PM, revealed it was her expectation that ;

! the RAI pracess was to be adhered o and that i . {
i

. resident #12's O2 usa shouid have been codad
i on the June and September 2014 Quarterly MDS
‘assessments, . -
F 2791 4B3.20(d), 483.20(k){1} DEVELOP F279] e
§5=0 COMPREHENSIVE GARE PLANS 1. Resident #3 care plan
| . . was updated on
| Afacliity must use tho resulls of the assassment 11/13/14 to include
(t:c deveirc})p, rgviev;’ andfrevise the residentl's CPAP use and setting
. omprenensive pian ol care. to be used while i

"The facility must develop & comprehensive care 4 sleeping.
| plan for each resident that includes measurable
i objectives and timetables lo mset a rasident's
_medical, nursing, and mental and paychosoclal i
i neads that ara identifed in the comprehensive ‘ i
i
i

_ assesament,

. ‘
FORM CHB-2587(02:98) Previous Veralone Gbaolele Evenl D GHIKWIY Facikby (D 100347 If continuation shes! Page &of 16
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Ay, BURMMARY STAYEISENT OF DEFICIEMCIES ) Is) ‘i PROVIDER! S PLAM OF COBRRECTION ! {43)
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' ; | DEFICIENGY) :
; ke ! :
F 2791 Continued From page 8 ! 2. All residents with :

. The care plan musl describe the services that are

te be furnished to =ilaln or maziniain the resident's
highest practicable physical, mantal, and

psychosocnai well- being as required under
§483 25; and any services that would otherwise

iDha requ:red under §483.25 but arz net provided

i due lo tha resident's mxercise of righls under

' £483.10, including tha fghl o reiuse treatment
under §483.10(b}4).

* This REQUIREMENY |2 not mel as svidenced
~%
! Baszed on obsorvalion, mtervlew racord reviaw,
i review of lhe facilily's policy and he Resident
i Assessmaent instrumeant (RAD, it was delermined
i the facility failed to develope a cara plan for one
| (1) of fiteen (15) sempled residents. (Residant
#3) The facility falled to develop & careplan to
address Resldent #3's use of a Continous
. Positive Air Pressure (CPAP} maching.

E The findings Inalude:

' Review of the facilily's Care Planning Pollcy, Care

i Planning iz @ Tearn Effort, revised Degember
| 2013, was presented by the fasilily as the policy
| and not identified wilh the [acllity name, revealed
the facliity must use the rasults of the Residen!
. Assessmont Inslrument, (RAI) lo devalop, review
i and revise the residant's comprahensive plan of
- care. The facllity must develop a comprehensive
 care plan of gach resident that Included
: measurable objectives and timelabies to meet a
' - resident's medical, nursing, mental and
| paychosocial needs that were Identlfied In the
! comprehenslve assessmant. The care plan must
{ i descrlbe any services required, but are not
i provided due to exercise of rights by the rasident,

F279‘(

orders and use of a
CPAP have the
potential to be affected
by the deficient
practice. An audit will
be performed by the
Assistant Divector of :
Nursing (ADOMN) of
all residents currenily
on CPAP to ensure
that their care plans are
updated correctly and
timely, Complete

, implementatjon of #2

l by 12/15/14.

The facility will
initiate the following :
measures to ensure
. that the deficient
practice will not recur.

"+ Education provided
on 12/17/14 by
coporate MDS
Consultant

O

FORK ChS-2887{0%:38) Previous Verslons Ubsclsle

Event 10 OHKWIT

Faclity 1y 100247

if continuation shesl Page 7 of 15

:t.‘.,} Tanae gy g u.u: t f.z\n:-l: “I-w
l"‘i%ﬁi@iﬁiﬁd’ g} }
P R maap
DEC 17 a

@oos




12/19/2014 02:50 FAX

DEFPARTMENT

OF HEALTH AND HUMAIN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

@ooa

ERINTED 1 201/2014
il APPROVED
O, 0838.0399

AWD PLAN

STATELENT OF DEFICIENCIES

(1) PROVIDERISUPPLIERICLIA

OF CORREGTION {NENTIFICATION HUMBER;

188342

(%2} MULTIPLE CONSTRUGTION
A BUILDWNG

B, WING

33y DATE SURVEY
CONFLETED

T 3{2014

COLON

NAJAE OF PROVIDER OR SUPPLIER

IAL HEALTH AND REHABILITATION CERTER

STREET ADDRESS, GITY, 8TATE, 2IP GONFE
708 BARTLEY AVENUE
BARDSTOWN, KY 40004

(43 1D
PREFIX
TAL

SUMMARY STATEMENT OF DEFICIENGIES. !
{EACH DEFICIENCY IAUST BE PRECEDED BY FULL
REGULATURY OR LEC IDENTIFVING INFORMATION)

F 278" Continued From page 7

i 7

 including the right to refuse treatment. The plan
of care process components included Minfmum
Data Sat (MDS), physician orders, treatment
adminisiration record (TARS), nuise elde care
planfassignment sheets and facility assessments. '

" The facliity did not provide a speeific policy for
:'cc»mpletion of ihe Resldent Assessment
; Instrument (RAI) process, but referred to the RAI
[ Manual, Review of Chapter four (43, page 4-1, for|
; Care Area Assessment (CAA), dated May 2013, !
! revealed tha facilitiss wars to complels, at a i
minimum and at regular intervals, g l
| comprehensive, standardized assessment of
! each resident's functional eapacity. The results of
i the assessment, which musi acourately reflect
i the resldent's stalus and neads, were (o be usged
' fo develop the resident's comprehensive cara
" plan,

! Observation, during {he inilia) facifity tour, on
11111714 at 8:25 AM, revealsd Resldent #3 had a
- CPAP machine gilling in 2 chair, with ftams

i placed on top of the equipment, between the bed
and the window. Observalion, on 11/12/14 at
8:30 AM, 9:20 AM, 8:565 AM and at 10:40 AM,
revealed Resident #3 remalned in histher room

1 on the bed steeping without the C-PAP Inachine
in use. The CPAP equipmant remained in the
; chair with items stacked on top of the equipment,
Continued observation, on 11/12/14 at 11:33 P,
: at 1156 PM revealad Resldent #3 lald In his/har

| bed asleep without utillzation of the CPAP

" maching during sleep.. [n additlon, observalions,
on 11/13/14 at 12:25 AM and at 1:10 AM,
revealed Rasident#3 was not wearing his/her

i CPAP equipment while asleep.

w | BROVIDER'S PLAN OF GORRECTICN Fopg
FREFIY, (EACH CORRECTIVE ACTIOM SHDULD‘BE | COMPLETION
TAG CROSH-REFERSHCED 10 THE ARPROPRIAE DATR

i nmc L'M(‘Y) ‘ !
7 ;
; on MDS cor npletmn, f :
F279: :

modifications, and
corrections, as well as
a rejvew of the
facility proccss for
gathering information :
for the MDS and ]
enstiring accuracy of :
MDS. :
ADOMN o andit all E
MDNS’s completed :
, weelkly for 4 weels,

! then at least 5

5 completed MDS’s
weekly for 4 weeks,
then 10 per month for
accuracy related to
special treatments,
such as CPAFP,
oxygen, thbe feeding,
1V’3s, etc. beginning
12/19/14._

Results of audits will be
presented to the facility
QA commiftes, Any

! discrepancies will be
corrected if found. . i

ADON will review each
‘care plan during
Interdiscipltinary Team
Meetings weekly to
ensure all special
services, such as CPAP
{ T ‘ [
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[X3) DATE SURVEY
COMPLETED

DERARTMENT OF HEALTHAND HUMAN SERVICES
CEZNTERS FOR MEDICARE & MEDICAID SERVICES

STATGMENT OF DERICIENCIES (1) PROVIOESISUPPLIERICLIA
AMO PLAN OF CORREGTION TUENHEICATION NUMBER:

{%2) MULTIPLE CONBTRUCTION |
A BUILDING

B WG ERTRIEILE

183342

JU

BTREEY ADDRESS, CITY, STATE. 210 CODE
708 BARVLEY AVENUE
BRARDSTOWN, KY 40004

MANE OF PROVIDER OR BUPPLIER

COLONIAL HEALTH AND REHABILITATION CENTER

i

; Review of Resldent #3's clinical record reveasled |
; the facility admitted the resident on 12/20/13 and
readmiiled him/her on 02/28/14 with diagnoses of !
Acute Resplratery Failure, Hypotension, : monitor the
, Alzheimer's Demenlia, Bipolar, Depression ang - performance of the
gl g ey ot UL sobtions fo
: i , dict: , i o terin .
: siaigd tha resicfrgnt had o[:gygen tonnentration ; i iusmm.ab”w by ife
t fevals that dropped info tha low slghties (80) and i following.
 definltely needed tha CPAP during the night. | o The resulis of the
- audits will be
reported by the
ADON direclly io
the QA Comnittee
monthly.
a The QA Committee
will review the

¢l o SUMMARY STATEMENT OF DEFIGIENCIES, o i PROVIDER'S PLAN OF CORRECTION L e
BREF | (EAGH DEFICIENCY LUST BE PRECEDED BY FULL PREFIX | {EACH CORRECIVE ALTION $1I0ULD GE l COMPLETION
TAG -REGULATORY OR L8C IDENTIFYING fNF GRMATION) TAG CRUSS-REFERGHGED TO THE APPROPRIATE org
i DEFICIENCY)
f . [ g and oxygen, ars cave
B { . +
F 279, Continued From pays 8 . F 279, planned beginning
{
{

12/19/14.
4,

The facility plans to

. Review of Residant #3's care plan, dated
09710414, revealed a care plan for continous |
oxygen therapy, however, the care plan did not
fnciude the use of the CPAP, ner, did any other |
ares of the cara plan, The care plan for oxygen

| tharapy interventions included oxygen as ordered; %

1 8p02 (noninvasive method of measyring the

" oxygen saturalion via pulse oximetry); rotify the

! compieted by the facillly and digitally signed on
1 09/10/14 revealed he facility compleled = Brlef
[ Interview for Mental Status (BIMS) and was

{ CPAP, Continued review of Resldent #3's
| Quarterly MDS, completed by the facility and
 digitally signed, on 08/20/14 revealad the facility

at elght (8) of fiftzen (15), ad being moderately

of the CPAP,

;i Revisw of Reslden! #3's narrative note for

j completed a BIMS and was scored by the faciily

irpaired. Section 0-0100G did not code the uge

|
|

4

| medical doctor of any changes; and, clevate tha | submitted

! head of the bed. o { reports/audits

X S Lo ' s monthly to ensure
[ Review of Residen!#3's Significant Change ‘ compliance

1 Mini 1 Data § g y .

y Minimum Data Set (MDS) Assessmant Recommendations

will be mad

scored by the facility at a fourteen (14) of fifteen these reports/audits
! (16), meaning cagnitively intact, The MDS In as 1o needed
- Saction 0-0100G, did not code the use of (he revisions

]

on the outcomes of

¢ based

Completion Date

12/22/14

f
1
3
H

l
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DEPARTMENT OF HEALTHAND HUMAN SERVICES FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, 0938-03819
{sm}'z&mem OF UEFICIENCIES (M1} FROVIDER/EUPPLIER/GLIA {(X2) LAULTIPLE CONSTRUCTION {%5) DATE BURVEY
AND PLAM OF CORRECTION IDENTIFICATION NUMBER: A BUILOING . COMPLETED
185342 ’ B. WING . 117132014
WAKIE OF PROVIDER OR SURPLIER ' SYREET AUDRESS, CITY, 81ATE, ZIF CODE
- ) 708 BARTLEY AVENUE
COLONIAL HEALTH AND REHABILITATION CENTER BARDSTOWN, KY 40004
(KS31D SUMMARY STATEMENT OF GEFIGIENGIES : 0 PROVIDER'S PLAN OF GORRECYION Py
PREFIE - (EACH DEFICIENCY MUST 8E PRECEDED BY FULL . PREFIX (EACH CORRECTIWVE ACTION 8HOULLD BE - ! COMPLETIOH
TAG ' REGULATORY OR LSC IDENTIFYING INFORMATION) L OTAG cmsmweasgg}gc ;D THE APPROPRIATE & BATE
' l 2RICIENGY) :
S— - ! !
F 278 Continued From page 8 F 274/

“nursing, dated 08/11/14 al 12:45 PM, revealed ! ’
the resident raturn from his/her doctor Co
: appoiniment with & note for steff to encourags the |
resident to use the CPAP during the night, ‘ : i
- Interview with Residant #1, on 11/12/14 at 11:20 ;
 AM and 12:20 PM, revaaled he/she would wear !
* the CPAP during sleep, but (he slaif don't put it on :
'himfher. Hefshe stated they didr'l know how to 1'
i hook the oxygen up to It when thay did put it on |
- him/her at night, He/she atated the CPAP had not! i !
. been used In quist 2 while. ) )
i

con 11/113/14 at 12:45 AM, revealad sha was .

i gssigned to Resident #3 on 11/13/14 and slated

- hefshe refused (o use histher CPAP. Sha staied,
she did not know If the CRAP was on the

« resident's care plan or not and had not reviewsd
tha care plan. She stated Residant #3 did not like
wearing the CPAP, She stated she had not
reporied the non-uss of CPAP 1o the supervisors ; o :
or the physician. f

' Interview with Licensed Practical Nurse (LPN) 2, ! ; X
i
i

“Interview with LPN #3, on 11/13/14 at 5315 PM,
 revealed she worked nights routinely and !
i frequantly cared for Resident #3. LPN #3 stated
- she did not know If the CPAR was on the cars

; plan; however, knew It was & physician order and
: the CPAP was on the breatment adminlstration

- record. She slated Resident #3 refused to use

| histher CPAP and complained the mask huil her : : j
face and would refuse lo woar the CPAP, She !
: stated she had nover notified the doclor the
Hesident was not using the CPAP,

. Retrospectively, (hal was not a good dacision,
i Bhe stated everyons knew the resident did not ]
'use the CPAP. She indicated the nurses weie !
; réspensibls for the application of the CPAP, The ;

FORM Chi5-2567 (02-89) Previous Varslons Obsalnle Evenl JO! CHEW Fachily ID; 100347 It ﬁan!fnualiun shest Pagn 100115
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DEPARTIMENT OF HEALTH AND HUIWMAN SERVICES FORM APRROVED
CENTERS FOR MEDICARE & MEDICAIL SERVICES . N OB NO 0838-0381
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA [R2) WULTIRLE COMSTRUCTION {%3) DATE SURVEY
AMD PLAN OF CORRECTION IDENTIFICATION NUIBER: A BUILDING . COWMPLETED
16883472 B WIRG . 1111312014
WANME OF BROVIDER OR SUPPLIER ) STREET ADDRESS, CITY, STATE, 2IP CODE :
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() io SUMMARY STATEMENT OF DEFICIENCIES ! o ; PROVIDER'S PLAN OF CORRECTION H [
PREFIX | (EAGH GEFICIEMCY HUST BE PREGEDED BY FULL PREFIX I (EACH CORRECTIVE ACTION SHOULD &8 COMFLETION
TAG REGULATORY QR L50 IDENTIEFYING INFORIMATION) TAG ¢ LUROSS-REFERENCED EOCT%E APPROPRIATE DATE
: : ! - : CEFICIEN

; !
F a2 ; Continuad From page 10 F.-??é.'?

" nurses repor off fo each other every shift and [
they did not discuss Resident #3's non-use of the |
!

CPAP i shift report or report this to the :
: aupervisors, nar did Lhey notify the physlcian, i
She stated it was a common practice fo follow
- physleian's orders and if not the doclor should bo
notifled of the nan-use,

Interview with the Direclor of Resident ! i

Assessment (MDS Nurse), on 11/13/14 ot 3:68 i
+ PM, revealed she had not looked into the .
- resident's non-use of the CPAP.  She siated the ;
 realment records are an extension of the care :
Plan and she did not care plan the CPAP, She (
stated the purposa of the MDS was Io capture the ;

i

 Tesidont data that drives the resident care. She i
stated she collected data from the resldent’s
. madicalion and treatment administration records, !
~She stated thera was no discussion about ;
Regident #3 not using his/har CPAP. She statad ;
- she knew & lot of people that never use their ;
CPAP, g0 she dld not have a concern that the ’ ‘
]

- resident did not use his/her GPAP,
]

‘Interview with the Direcior of Nursing, on 11/13/14
 at 8:20 AM, revealed the care plans were f
' developed from the comploted and accurate |
- MDS. She stated tho MDS nurse was . !
reaponsible to complle the data and she was :
fairly new in her position. She slated all the data [ i
|
|
|

- neadad {o be collected and reviewed for the MDS
!to be accurate. The informalion collecled
aselsted with the care pian development and
I since the information was not collected or
" reviewad for the CPAPR, & care plan for Resident
#3 was not devcloped to address [he CRAP and
 that was a break in the process. ;
F 2817 483.20(k)(3)(}) SERVICES PROVIDED MEET f F 281
{

i
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PREFIX
TAG

T

F 281 2 Continued Fram page 11
88=D PROFESSIONAL STANDARDS

. The services provided-or arranged by the facility {
. must meéel professlonal standerds of quality

i This REQUIREMENT is not met 25 evidenced
i by:
i Based on absepvation, interview, record review,
] and review of the Kentucl\y Buard of Nursing , if |
was determined the {acilily failed {o collaborate [
<with the physician for one (1) of fileen (15) ;
“sampled residents, (Resident #3). The facility |
- fafled to comimunicale lo the physiclan that ;
Resident #3 was not using the ardsred Coniinous i
Pasliive Alr Pressurs (CPAP) machine, |

i The findings inglude: ‘ !

| The facilty did aot provide a specific policy

" regarding physician netilicalion, Interview with the
¢ Diractor of Nursing, on 11/13/14 af 820 AM,

f revealed |t was slandard practice and basic

; nursing to communicale with the physiclan any

I changes or nona compliance of physician orders.

| Revigw of the Kenlucky State Board of Nursing,

| Advisory Opinion Statemeni, amended 2012,

s effective 071212, revealed the Ulcensed

| Practicat Nurse providad care by obsarvation and

i i cating for the {ll, Injured, or Infirmed under the

; dlrection of a Reg Istered Nurse, a llcensed
{ Physician, or Dentist; the provision of counsel and

| applying procedures to safeguard life and health,

{ as dafined and authorized by the board; the

, administration of medlcation or treatment as
authorized by & Physiclan, Physician Assislant,
Dantist, or Advanced Practice Reglslered Nurse
and ae further authorized or limited by the board

F 281

|
|
|
|
|

e

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION S8HOULD BE
CROSS-REFEAENCED TO THE APFHOPRIAIE i

DEFICIENEY)

Cn o e e———— ]

I. Resident #3 physician was

notified on 11/13/14 of the
resident’s non-compliance
for use of the CPAP.

. All residents wiith a CPAP

have the potential to be
affected by the deficient
practice. The facility will
audii all patient records to
determine which residenis
are currently on a CPAP
treatment by means of the
patient care plans.
Complete implementation
by 12/17/14.

The facility will initiate the
following measures to
ensure that the deficient
practice will not recur.

&«  One-on-onc in-
services will be
held with each
floor nurse to
educate them on
the basic nursing
skill of contacting

§

o

J—

i

I

1

|
i
]
|
i
i
!
i
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AN PLAY OF CORRECTION IDENTIFICATION HUMBER: COPLETRG
A BUILDING .
. TBRRA? TRWARG . »§ jf'j\Bj'ZO'iA
"NATAE OF FROVIDER OR SUPPLIER o STREEY ADDRESS, CITY, BTATE., 2IP CODL
L — 708 BARTLEY AVEMUE
COLONIAL HEALTH AND REMABILITATION CENTE —
o AMD REH NIER RARDSTOWIY, KY 40004
(X431 SUMIARY STATENEN] OF DEFICIENCIES - » o | PROVIDER'S FLAN OF CORREGTION L
PREFA {EAGH DEFICIENCY tAUSY BE PRECEDCD BY RULL . OPRERIX {EAGH CORRECTIVE ACTION §HDULD BE | GUMPLETION
CROSS-REFEREMCED T THE APPROPRIATE y o baE
I
}

TAG REGULATORY OR LEC IDENTIFYING INFORMATION) . TAG

the physician with

F 281 Continued From page 12 i F2sy all changes and i‘
which is consistent with the National Federation - ' eomnl £ |
of Licensed Practical Nurses of with Standaids of ! 2;’3122}32]:?@;2 {

’ |

Prastice established by nationally accepted ' ,
organizations of Licsnsed Praclical Nurses, In :
addition, the Adviscry Oplinion Staternant (AQS)
#27, Compcnen[s of Licensed Practical Nursing
Practice revaaled collsboratlon involved

i communicaling and working cooperatwaty in
iimplemanting the nursing plan/stralagy of care

to ensure thal they
are noting their ;
conversation with .
the physician in

their nursing note.

“with individuals whose sarvices may have a direct ! o The
. of indlrect affect upon the client's healih cars, : Interdisciplinary

; | Tean 1o review all
Obgervation during the initial facility tour, on ! new physician

111144 at 9;25 AM, ravealed & CPAP machine |
used by Resident #3 had flems placed on top and |
was sitting in a chair between the bed and the i
window, Observation, on 11/12/14 at 8:30 AM,

: 920 AM, 9:58 AM and at 10.40 AM, revesied
| Residenl #3 remained in histher room on the bed

" sleeping without the CPAP machine being used. |
: Tha CPAP machine remained In the chair with !

i ntenﬁljtzﬁﬁ;edﬁq t;:? ;‘:’H ???hsnsugf& observation, notified of all i

Lon a a revealed ! ;

Resident #3 laying in hisfher bed asleap without ' applicable changes. !
!
)

orders during

weekly meeling,
: o The ADON will )
! check nursing notes
} to ensure that the
r

physician was

. utllization of the CPAP during sleep, !n addition, » Complete

[ observalions, on 11/13/14 at 12:26 AM and at | © implementation of
1:10 AM, revealed Resident #3 was not wearlng ! #3 by 12/24/14,
hls/har GPAP equipment while aslaep.

| i Reviaw of Resident #3's clinloal record ravealed ‘ L
the facHily admilted the resident to the facllity on ) :
i 12/20/13 and readmitted him/her on 02/28/14 wilh ‘ ' }
|

{

! diagnosaes of Acute Respiratory Fallure, . —
Hypotension Alzheimers Dementia, Bipolar, o
Depress:on and Anxiety. 1

Rewew of the medication/treatment record, dated
{ for 11/01/14, revealed the CPAP was orginially ] )
| ordered by the Pphysician on 02/28/14. Tha CPAP ! ;
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’__(_;,__!TI_{\HERS FOR MERICARE & MEDICAID SERVICES —_ o
STAT EMENT OF DEFILIENCIES (1) PROVIDER/SUPEIER/CLIA (%2 MULTIFLE CONSTRUCTION ¢3) DATE SURVEY
AND PLAH OF CORRECTION DEHTIFICATION MUMBER, A BUILDING COLPLETRD
‘ 135342 B. WING < 1182014
NAPAE OF FROVIDER OR SUPFLIER STREETADORESS, CITY, STATE, 2/P CODE
e R 708 BARTLEY AVENUE
COLONAL MEALTH AND REHABILITATION CENTER BAI“DSTD\M~! Y 40004
) 10 SUMIARY STATRMENT OF DEFICIENCIES - T PROVIDER'S FLAN OF GORRECTION .
SREM: {EACH DEFICIENCY HUST BE PRECEDED BY FULL i opREFX (EACH CORRECTIVE ACTION SHOULD BE | COMRLETION
TAG REGULATORY QR LSC IDENTIFYING INFORIAATION) ' TAG i CROSS.REFERGNGED TO THE APPRORRIAIL ¢ UAIE
1 { DEFICIEHCY) i
; i | 4, The facility plans to ’
F 281 Coniinued From page 13 ' F 28'!1 monitor the
W?‘S ff'im&f?g with ? Cffc{@ EiFDUﬁ(s the Siﬂ:{‘% narge { ) performance of the
indicating the frealment was not completed an 4 . .
labeled a3 refused by Resident #3 for the past 1 SOl?h.onSb.?l by il ;
twalve (12) nights from 11/01/14 untt 11/13/14. | sustainability by the )
following,
{ lntamcizg; ﬁzhtti';ejff\dmmm? g«:;:e {LPNY 12, } = The in-service log will
on 2 reveaied she was . be given to the Direcior ;
| assigned (o Residenl #3 on 11/13/14 and stated ! of T%Iursin (DON) l :
helshe refused to use hisfher CPAP, She staled * o1 urstilg (WU !
Resident #3 did nol like wearlng the GPAP, She when all in-services :
. slated sha had not reporied the nor-use of the have been completed to ¢
i CF’AE machine to the supervisors o the - | ! verify that all floor ’
| physician. ‘ nurses have completed
. Interview with LPN #3, on 11/13/14 al ;18 PM, { the in-service, All -
i revealed she worked nights routinely and newly hired staff will
s frequently cafed for Resident #3. LPN 43 stated | be educated by the Staff )
f ghe knew the CPAP was a physiclan order and | DGVEIOPTBBI’W i
t the GPAP was on the {reatment administration : " ;
irecard. She slated Resldent #3 refused to use chordm.ator during !
histher CPAP, so she had been circling her initials orientation. ‘ ;
“and noting the resident had refused the use of lhe o The DON will submit
. CPAP. Resident #3 complainad the mask hurt her report to the Quality f
j her face and thus refused {o wear the CPAP, Assurance (QA) i
: 8he stated she had never notifted (he doctor the committee in January 1 g
i resident was not using the GPAP, fmitee m January o -
Retrospectively, that was naf & good decision. ensure COH}}?IEUOH of
| She staled averyone knew the resident did not the in-services.
uze the CPAP. She further stated the nurses . {
! were responsible for the application of the CPAP, & The QA Conunittee wil {
i The nurses report off to each other every shift review the submitted report ,
; and they did not dlscuss Resldent #3's non-use of {6 ensure compli _ i
A ; pliance.
I the CPAP in shift rapart or repdrt this to the Reco dart b }
“supervisors, nor did they nolify the physician. mmendations will be !
She stated |t was common pragtice o follow made based on the outcomes I
physician's orders and if nat, they were to notify | - of this report as to needed ‘
the doctor of the non-compliance. revigions, " Completion Date
, Intervlew with the Physician, on 11/13/14 at 344 1 12/25/14
FOR CHS-2567(D2-88) Bravious Versions Obsolets Event 1D OHKWIL Fagility 10 100347 If contlnuelion sheet Pags 14 of 15
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Rasident #3's non use of the CPAP machine until
he received a telephone call from the nursing

. hoine staff this morning. He stated sorme of the

" alder CPAP equipment could be cumbersome

. and retrospectively, he would have looked into
various other equipment options 1o ensura 8

| more corpforiable fit for Resident #3,if he had be
notified praviously, He siated, he was not aware !

’.
PM, revealad ha was not nolified regarding ]
|
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of any sequela (& negative after affect) resuiting % ' ;
from non-compliance of the CPAP, however, over ! |
lime that could b different,
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CFR: 42 CFR 483.70(&)
BUILDING: 01

PLAN APPROVAL: 1968
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One (1) story, Type i
Unprotected Construction.

SMOKE COMPARTMENTS: Six {8) smoke
comparnments, .

FIRE ALARM: Complete fire alarm system with
heat and smoke detectors.

SPRINKLER SYSTEM: Complote automatic dry
sprinkler system,

GENERATOR: Type If, 20 KW generator, Fuel
source is Diesel.

A Recertification Life Safety Code Survey was
conducted on 11/12/14. The facility was found to
bs in compliance with the Requirements for
Participation in Medicare and Medicaid in
accordance with Tille 42, Code of Federal
Regulations, 483.70(a) et seq. (Life Safety from
Fire).
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Any deﬁcfencyéiatement ending vith an asterisk (*} denoles a deficiency which the institution may be excused from corracting providing it s determined that
olher safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings s bove are disclosable 90 days
folloving the date of survey whether or not a plan of correction Is provided. For nursing homes, tha.above findi eHif arrection are disclosable 14
days following the date these documents are made avaliable 1o the facility. If deficiencies are ion is requisite to continuad

program participation.
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