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e | AMENDED SOD 08/29/13 S —
A standard/abbreviated survey was intiated on
07/30/13 and concluded on 08/01/13 with
deflclancles cited at the highest scope and
severity of a *@". A Life Safety Code survey was
conducted on 8/01/13 with deficlancles cited at
the highest scope and severity of & *F*. The
facility had no opportunity to correct the
deficlencies and remedies wili be recommended
for imposition. KY20437, investigated during the
standard survey was substantiated with G level
deficlencles clted. ‘%/m’m
F 156 | 483.10(b)(5) - (10), 483.10(b)(1) NOTICE OF F 156
88=0| RIGHTS, RULES, SERVICES, CHARGES

The facility must inform the resident both orally
and in writing In & language that the resldent
understands of his or her rights and all rules and
- regulations governing resident conduct and
responsibilittes during the stay in the facility. The
facility must also provide the resident with the
notice (If any) of the State developed under
§1919(e)(6) of the Act. Such notification must be
made prior to or upon admission and during the
resident's stay. Heceipt of such information, and
any amendments to It, must be acknowledged In
writing.

The tacllity must inform each resldent who is
entitied to Medicald benefits, In writing, at the time
of admisslon to the nursing facillty or, when the
resident becomes eligible for Medicald of the
iterns and services that ars included in nursing
facillty services under the State pian and for
which the resident may not be charged; those
other tems and services that the facillty offers

Resident #15, #16, and #17 was given a letter to
notify them of non-eovered days by the social
worker. The facility will be posting a frame
indicating information of who the ombudsman,
Executive Director, number of contact state
agencles, and Director of Nursing will be
completed by 8/30/2013.

Current resident population receiving Medicare
services were reviewed by the interdisciplinary
team consisting of nursing, social services,
Director of Nursing, Admission Director, and
Executive Director to determine time frame of
when resident will be issued notice of non-
coverage Reviewed Completed September 9,
2013,
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Any deticiéncy stafedrent ending with an dstdrlSk (*) denotes a deficlency which the institutioh may be excused from correcting provid!
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1 down to Medicaid eligibility levels.

and for which the resident may be charged, and

the amount of charges for those services; and

The social services director was re-educated by

‘intorm each resident when changes are made to
the ltems and services specified in paragraphs (5)
{I{A) and (B) of this section. :

The facility must inform each residant befare, or
at the time of admisslon, and periodically during
the resident's stay, of services avallable in the
faciilty and of charges for those services,
Including any charges for services not covered
under Madicare or by the facility's per diem rate.

The facllity must furnish a written description of
legal rights which includes:

A description of the manner of protecting personal
funds, under paragraph (c) of this section:

A description of the requirements and proceduras
for establishing ellgibility for Medicald, including
the right to request an assesament under section
1924(c) which determines the extent of a couple's
non-exempt resources at the time of
Institutionalization and attributes to the community
spouse an equitable share of resources which
cannot be considered avallable tor payment
toward the cost of the Institutionatized spouse's
medical care in his or her process of spending

A posting of names, addresses, and telephone
numbers of all pertinent State client advocacy
groups such as the State survey and certiflcation
agency, the State licensure office, the State
ombudsman program, the protection and
advocacy network, and the Medicald fraud control
unit; and a statement that the resident may file a
complaint with the State survey and certification

the Executive Director on August 06,2013 on
issuance of correct Medicare notice of Non-
Coverage. Social Services Director will QI
monitor residents receiving Medicare coverage to
determine when non coverage days will end
.weekly x 1 month, then monthly x2 months then
quarterly x 3 to ensure the appropriate
documentation is given to the resident.

Findings of QI monitoring will be brought to
review to the QAPI(Quality Assurance
Performance Improvement) consisting of the

Execative Director (ED), Director of Clinical
Serviees (DCS), Assistant Director of Nursing
(ADON), Nurse Supervisors, Soclal Service
Director (SS), Activitles Director (AD),
Maintenance Director, Dietary Manager, and
Medical Director (VID) meeting monthly x 3 then
guarterly x 3. :
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agency concerning resident abuse, neglect, and
misappropriation of resident property In the
facllity, and non-compliance with the advance
dirsctives requirements.

The facliity must Infornt each resident of the
name, spacialty, and way of contacting the
physiclan responsible for his or her care.

The facllity must prominently display In the facllity
written Information, and provide to residents and
appiicants for admission oral and written
information about how to apply for and use
Madicars and Medicaid bensfits, and how to
receive retunds for previous payments covered by
such benefits,

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview and review of
the facillty's policy Advance Beneficlary Notlce of
Non Coverage (ABN), it was determined the
facllity falled to issue correct Medicare notices of
non-coverage for three (3) of three (3) resident
records reviewed out of a total sample of
seventsen (17)sampled residents (Residents
#15, #16, and #17). Effective dates of
non-coverage were not included In the notices.

The findings include:

Review of the facility's policy regarding Advance
Beneficiary Notice of Non-coverage (ABN) (Form
GMS-R-131), dated 03/08, revealed If Medicare
doesn'tpayfor __(fill in the blank) below, you
may have to pay, Medicare does not pay for

everything, even some care that you or your
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health cara provider have good reason to think
you nead. We expect Medlcare may not pay for
the ___{fill in the blank) below, with reason
Medicare may not pay, and estimated cost, with
options to bill Medicare or not to bill,

1. Review of Resident #15's Advance Beneficiary
Notlce of Non-Coveragae (ABN), on 08/01/13,
revealed the resident was issuead a notice of
non-coverage, on 04/20/13; however, there was
no date noted when the Medicare benefits would
{erminate,

2. Review of Resldent #16's Advance Beneficiary
Notice of Non-Coverage (ABN3, revealed a notice
of 08/15/13; however, the notice did not list the
effective date of non-coverage on the form,

3. Review of Resident #17's record revealed an
ABN was issued on 06/03/13; however, there was
no written documentation given to the family or
Power of Attorney (POA) for the effective date of
non-coverage.

Interview with Soclal Services Director, on
08/01/13 at 3:00 AM, revealed she had been
responsible for Issuing the notices since February
2013, when she started to work. The Social
Services Director revealad sha did not put
effective dates on the notice, but trled to
telephane the responsible party. The Director
stated she kept a log in her office when she knew
resldents were coming off Medicare, but did not
include the date on the letter. She further stated
she was not trained on dolng the notices, but just
started doing what the last parson did before her,

Interview with the Administrator, on 08/01/13 at
10:00 AM, revealed there was no specitic policy
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for demand bllling; however, effective dates of
non-coverage should have been put on the notice
to the family. '
F 203 | 483.12(a)(4)-(6) NOT!CE REQUIREMENTS Fac3

S8=D | BEFORE TRANSFER/DISCHARGE

Before a facillty transfers or discharges a
resident, the facility must notify the resident and,
if known, a famlly member or legal representative
of the resident of the transfer or discharge and
the reasons for the move In writing and In a
language and manner they understand; record
the reasons In the resident's clinical record; and
Include In the notice the items described In
paragraph (a)(6) of this section,

Except as specified in paragraph (a)(5)(li) and {a)
(8) of this section, the notice of transfer or
discharge required under paragraph {a)(4) of this
sectlon must be made by the facility at ieast 30
days betore the resident s transferred or
discharged.

Natice may be made as soon as practicable
before transfer or discharge when the health of
individuals In the facllity would be endangered
under (a)(2)(iv) of this section; the resident's
health improves sufficiently to allow a more
immediate transfer or discharge, under paragraph
(@)(2)(i) of this section: an immediate transfer or
discharge Is required by the reskient's urgent
medical needs, under paragraph (a)(2)(li) of this
section; or a resldent has not resided in the
faclility for 30 days.

The written notice specifled in paragraph (a)(4) of
this section must Include the reason for transfer
or discharge; the effective date of transfer or

Resident #5 will be having a care plan meeting
with all disciplines {(Medical Director, Nurse
Practitioner, Ombudsman, Social Worker,
Executive Director, and Director of Nursing) to
discuss the policy and being non-compliant,
Resident and staff safety is important for all. This
will be completed by September 12, 2013,

The Interdisciplinary Team consisting of Director
Clinical Services, Sacial Services, Activity
Director and Dietary Manager reviewed on
September 13, 2013 with current residents to
ensure that anyone with outstanding discharge
notice had the appropriate documentation and
guideline had been followed per facility policy and
procedure. No residents in current population
identified following review,

The Executive Director re-educated the Social
Services Director, Director of Clinical Services,

~ Medical Director, and Nurse Practitioner on the

facility policy and procedure for discharge notices
on September 12, 2013. The interdisciplinary
Team (consisting of Director Clinical Services,
Secial Services Director, Activity Director and
Dietary Manager) will QI monitor monthly all
residents prior to issuing discharge notices to
ensure documentation and guidelines are followed
by regulation and policy.

|
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discharge; the lacation to which the resident is
transferred or discharged; a statement that the
resident has the right 1o appeal the actlon to the
State; the name, address and telephone number
of the State long term care ombudsman: for
nursing facility residents with developmental
disabilitles, the maliing address and telephone
numbser of the agency responsible for the
protaction and advocacy of developmentally
disabled Individuals established under Part C of
the Developmental Disabifities Assistance and Bill
of Rights Act; and for nursing faclilty residents
who are mentally 1, the malling address and
telephone number of the agency responsible for
the protection and advecacy of mentally il
individuals establishad under the Protection and
Advocacy for Mentally lll Individuals Act,

This REQUIREMENT s not met as evidenced
by:
Based on Interview, racord review, and review of
the facility's policies, it was determined the fachity
falled to ensure the writtan notice of discharge
included a vaild reason for transter or discharge
for one (1) of seventeen (17) sampled residents
(Resident #5).

A Notice of Discharge was submitted to Resident
#5 with a description of the resident's behavior
while in the faclilty, however, there was no
documented evidence the Notice of Discharge
specified a valid reason for discharge.

The findings Inciude:

Review of the facllity's Transfer and Discharge,
Involuntary Policy, revised 01/01/09, ravealed all
residents regardless of payment source, were
transferred or discharged from the facility for the
following shtuations:
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Finding will be brought to the QAPI (Quality
Assurance Performance Improvement) consisting
of Executive Director, Director Clinical Services,
Assistant Director of Nursing, Nurse Supervisor,
Social Services Director, Activity Director,
Maintenance Director, and Dietary Manager
meeting monthly for review and development of
action plan to ensure written notice of discharges
includes a valid reason for transfer discharge of
resident from facility, This will be managed
through the QI monitoring process.

W//&'

FORM CM8-25567(02-99) Pravious Varsions,Obsolete

e

) 7

T fpdee it Y

If continuation sheat Paga 6 of 50

e,




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/29/2013

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
ANE PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
185348 B. WiNG 08/01/2013

NAME OF PROVIDER OR SUPPLIER

BROWNSBORO HILLS NURSING HOME

STREET ADDRESS, CITY, STATE, ZIF CODE
2141 SYCAMORE AVENUE
LOUISVILLE, KY 40206

(X4 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED 8Y FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

10
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 203

Continued From page 6

1. The resident's needs could not be met in the
facllity; therefore discharge is necessary for the
welfare of the resident,

2. The resident was no longer In need of the
setvices of the facllity.

3. The safely of the residents or Individuals within
the facllity were endangered.

4. The health of Individuals within the facility
waulid otherwise be endangered.

5. The resldent, after reasonable and appropriate
nolice, had failed to pay for services rendered.

6. The resident had falled, after reasonable and
appropriate notice, to pay for or to have already
pald, under Medicaid or Medicare requirements.
7. The facliity ceases to operate,

Further review, revealed in the events of 1,2, and
4, a physicfan must document in the medical
record the reasons for transfer/discharge. The
written notice must be in a language and fashion
that the resident and famlly members will
understand and must contaln:

1. The reason for discharge,

2. The effective date of discharge,

3. Astatement that the resident had the right to
appeal the action to the stats,

4. The name, address, and telephone number of
the State Long Term Ombudsman,

Review of Resident #5's medical record revealed
dlagnoses which Included Impuise Control
Disorder and Deluslonal Disorder, Diabetes
Mellitus, Congestive Heart Fallure, Chronic
Obstructive Pulmonary Disease, and End Stage
Renal Disease with Dialysis. Review of the
Annual Minimum Data Set (MDS) Assessment
dated 08/14/13, revealed the facllity assessed the

F 203
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resident as having a Brief Interview for Mental
Status (BIMS) score of fifteen (15) indlcating no

| cognitive impairment.

Review of the Comprehensive Plan of Cara,
dated 06/17/13, revealed the resident was
verbally abusive, yelled and cursed at staff, had
an explosive temper, re-dlrected poorly, and had
a history of obtaining medications from the
physiclans in the community and hiding them In
his/her room or on his/her person.

Review of a Progress Note, dated 06/28/13 at
8:00 PM, written by a Licensed Practical Nurse
{LPN) revealed after the resident returned from
dlalysis he/she started yelling for his/her
madications. The nurse administered
madications and then was Interrupted prior to
completing his/ner accucheck due to a pharmacy
delivery and an x-ray techniclan. The resident
started yelling at the nurse and after wheeling self
up the hallway, came back and knocked a vase
off a table and proceeded back up the hallway.

Review of the Progress Note, dated 07/04/13,
{not timed)-completed by the Soclal Service
Director (SSD) revealed she had contacted the
Ombudsman ta discuss the facility's intention to
issue a thirty (30) day notice of discharge to
Resident #5 ralated to explosive behavior towards
others, the seeking outside medications, and the
verbal abuse toward staff. Further review
revealed she also discussed the Incldent, on
06/28/13, related to the resident throwing a vase
after becoming upset with staff in the nursing
station area,

Review of the subsequent Progress Note, dated

07/04/13, (untimed) completed by the SSD,

F 203
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Further review ravealed it was explained dus to

| the resident had been non-compliant with facility

Continued From page 8

revealed the SSD, the Administrator and the
Director of Nursing (DON}) met with Rasident #5
to explain the purpose of his/her thirty (30) day
nolice, explained the resources for alternate
housing placement, read the Discharge Notice to
him/her and advised of hlsfher right to appeal,

protecting the safety of other residents and
himself the discharge would be implemented;
however, he/she had the right to appeal.

Revlew of the Discharge Notice, Issued 07/04/13,
revealed the effective date of discharge was
08/04/13, and the facllity name and address to
which the resident would be discharged. The
Notice also contained a statement indicating tha
resldent had the right to appeal the action to the
state with the name, address, and teiephone
number of the State Long Term Ombudsman.

Further review of the Discharge Notlce revealsd

policles regarding receiving medication from
outside sources and had been Involved with
extreme verbal abuse and disruptive behavlor.
However, there was no statement in the Notlce
indlcating the safety of the residents or individuals
within the facility were endangered.

A review of the Order of Summary Reversal,
dated 07/18/13, and signed by the Adminlstrative
Law Judge, revealed the Discharge Notice was
deficient as it did not specify a valid reason for
discharge and dld not state a valid legal
justification for discharge. Further review
revesled the Discharge Notice contained a slmple
description of resldent behavior but did not
specify the specific regutation and legal

justification for the decision.
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Intarview, on 07/31413 at 10:30 AM, with the
Attending PhystclanMedical Director, revealed
Resldent #5 posed a risk to others related to
safety viclations; however, he was unaware of
any physical abuss by the resldent. He stated he
only documented In the medical record the
Incidents that-occurred with the resident and not
necessarily that the resldent was a danger to
others,

Interview, on 08/01/13 at 10:00 AM, with the
interim Administrator revealed he had reviewed
Resldent #5's medical record and felt the resident
was a danger to others after hefshe threw a vase
during an outburst. Further interview revealed the
Discharge Notice was not upheld due to the
verblage as it did not state the resident was a
danger to self or others.

interview, on 08/01/13 at 4:50 PM, with the DON
and the 88D revealed the resident had just been
verbally abusive up untll the time he/she recently
threw a vase after getting angry because the
nurse could not attend to him/her right away
hecause of a pharmacy delivery. The 88D
revealed she and the Interim Administrator had
written the Dischargs Notice and the appeal was
upheld due to the verblage. She stated thers
should have been a statement in the Notlce
indicating the safety of the residents or Indlviduals
within the faciiity were endangersd.

483.15(a) DIGNITY AND RESPECT OF
INDIVIDUALITY

The facility must promote care for residents in a
manner and In an environment that malntains or
enhances each resident's dignity and respect in

F 203

F 241

Resident #10 was interviewed by Social Services
Director on A t3 i ;
rector on August 31, 2013 as determined te have q [346,
V4 i
|

suffered no harm.

|
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full recognition of his or her individuatity.

This REQUIREMENT s not met as evidenced
by:

Based on observatlon, Interview, and review of
facility's policy, It was determined the facllity failed
to pramote care for residents in & manner that
malntains or enhances each residents dignity and
respect for one (1) of seventeen (17) sampled
resldents (Resident #10). The staff failed to close
the door durlng incontinence care for Resident
#10Q even though there was no privacy curtain.

The findings include:

Review of the facility's Privacy Pollcy, revised
09/01/12, revealed It was the poilcy of the
company to give all residents privacy, and
resldents' privacy would always be respected.

Observatlon, on 07/30/13 at 3:25 PM, revealed
Resident #10's door was open, and the resident
could not be seen from the hailway because of a
well by the door. The surveyor entered the room
after knocking and not recelving an answer, and
noted the resident was receiving incontinence
carg with the door open. There was no privacy
curtain noted.

Interview, on 07/30/12 at 3:30 PM, with
Registered Nurse (RN) #1 who was assigned to
the resident, revealed thera was no privacy
curtalns In Resident #10's room because It was a
privata room. She stated Certifled Nursing
Assistant (CNA) #2 should have ensurad the door
was shut during incontinence care.

Interview with Certifled Nursing Assistant (CNA)

The Executive Director, Director of Clinjcal
Services and nurse manager completed a facility -
tour by August 30, 2013 to ensure all residents
have curtains and all other means to provide
privaey.

The Executive Director and Assistant Director of
nursing re-educated all staff including contract
services August 8, 2013 through August 12, 20613 |
on resident rights and privacy with an emphasis | ? :

on knocking on doors and pulling of curtains. ’/M
The Executive Director, Director Clinical Service

and/or nurse manager will conduct random QI

monitoring weekly x 4 weeks then monthly x 2

then quarterly x 3 to ensure residents privacy and

dignity are maintained. A competency on

provision of privacy and dignity on all new hires

as well as provision of information regarding

facility policy addressing residents’ right and

privacy.

Findings of the QI monitoring will be brought to
the QAPI (Quality Improvement Performance
Improvement) meeting consisting of Executive
Director, Director of Clinical Services, Assistant

" Director of Clinical Services, Nurse Supervisors,

Social Services Director, Activity Director,
Maintenance Director and Dietary Director
monthly x 3 then quarterly x 3, Based on review
of findings, an action plan will be developed to
ensure the facility promotes care for residents in a
manner that maintains or enhances each
resident’s dignity and respect through the QI
monitering process.

)
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#2, on 08/01/30 at 5:15 PM, revealed she was ;
walking by Resldent #10's room and noted ha/shs
had a bowel movement In the bed and did not :
have a brlef on. She stated she Immedtately i
started performing Incontinence care, but should ;
have ensured the door was closed.
!
Interview, on 08/01/13 at 11:00 AM, with the
Director of Nursing (DON) revealed the residents
door should be closed for any kind of care ;
including incontinence care. i
F 246 | 483.15(e)(1) REASONABLE ACCOMMODATION F 248 :
88=D | OF NEEDS/PREFERENCES ;

Aresident has the right to reside and receive
servicas in the facility with reasonable
accommodations of Individual needs and
preferences, except when the health or safety of
the individual or other residants would be
endangered.

4

This REQUIREMENT Is not met as evidenced
by:

Basad on observation, Interview, recard review
and review of the facillty's policies, it was
determined the facllity failed to ensure resident's
needs were accommodated for three (3) of
seventeen (17) sampled resldents and one {1)of
two (2) unsampled residents (Resident #2, #9,
#11 and unsampled Resident A). Resident #9
and Unsampled Resident A did not receive finens
to cover their mattresses while lying down on the
bed. Resident #11 was not provided a slppy cup
with handles and a pilate guard, and the call light
was not In reach for Resldent #2.

Resident #2 was immediately provided with a call
light. Resident no longer resides at the facility.

Resident #9’s had linen was provided on August
1, 2013 and housekeeping is delivering linen three
ties per shift (6am, 10am and 2pm) as of August
23,2013,

Resident #11 was given 2 Sippy cup and plate
guard as of August 01, 2013, The facility provided
a larger print meal ticket to identify adaptive
equipment for both kitchen and nursing staff,
The facility purchased additional Sippy cups and
adaptive equipment for all Residents on August 5,
2013. The facility provided a larger print meal
ticket to identify adaptive equipment for both
kitchen and nursing staff on August 5, 2013,

An audit was conducted on August 13, 2013 by the
Registered Dieticians to identify proper meal

L1312
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The findings include:

1. Interview with the Environmental Services
Supervisor, on 07/30/13 at 1:00 PM, revealed the
tactiity did not have a policy related to linens.
However, the Supervisor stated staff was
required to stock clean linens for resident use
three times daily at 8:00 AM, 10:30 AM and 2:30
PM.

Obsarvations, on 07/30/13 at 12:10 PM, revealed
Unsampled Resident A was lying on a bare
mattress, with no linens on the resident's bed.
Continued observations at 12:40 PM revealed

' Unsampled Resident A continued to be ona
maitress with no linens. Observatians of
Resident #9, also at 12:40 PM, revealed the
resident was also lying on a bare mattress with no
linens.

Observations, on 07/30/13 at 12:50 PM, of the
two (2) storage areas for facliity linens, located by
sach nursing station, revealed clean sheets were
not availeble for reaident use.

Observations of the laundry area (located In the
facility basement), on 07/30/13 at 12:55 PM,
revealed there were clean linens avallabls, yet
staff had talled to stock the resident care areas
ag required.

 Interviews wers unable to be conducted with
Unsampled Resldent A and Resident #3 on
07/30/13 related to cognitive Impalrment.

Interview with Certifled Nurse Alde (CNA) #3, on
07/30/13 at 12:40 PM, revealed she was unable
ta provide the residents with clean linen, because
there was no linens avallable on the unit for
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tickets and therapy assessment for adaptive
equipment on identified residents. Facility -
installed additional cabinets to provide storage of
linen for all shifts which was completed by August
15, 2013.

Re-education was provided by Executive Director
August 8, 2013 through August 12, 2013 on
importance of provision of linen to residents and
the additional locations of Hnen to nursing staff.

Nursing Staff re-educated by Director of Clinical /5’ , ;
Services and/er Assistant Director Clinical
services on September 6, 2013 of provision of call
lights and importance of ensuring resident has the
adaptive equipment provided to them during meal
services,

The Executive Director and/or Housekeeping
Supervisor will QI monitor Linen storage weekly
x 4 weeks then monthly., Any identified need for
additional linen will be ordered at that time,
Nursing Management consisting of Director of
Clinical Services, assistant Director Clinieal
Services, House Supervisors will QI monitor call
light placement every shift x 4 weeks and any
negative findings will be addressed immediately
then daily thereafter to ensure placement,
Nursing Management same as above will QI
monitor placement of adaptive equipment on
resident’s meal tray each meal x 4 weeks the n3x
week x 2 months then weekly ongoing. Any
missed equipment will be addressed immediately
with Dietary Department.
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resident use. The CNA further stated there wag
not enough clean linens avallable for resident use
on most days.

Interview with Licensed Practical Nurss (LPN) #9,
on 07/30/13 at 12:45 PM, revealed linens were a
constant problem. She continued to state
adequate amounts of clean linen were never
stocked to provide clean linens to facillty
resldents.

Interview with CNA #4, at 4:00 PM on 07/30/18,
confirmed an Inadequate supply of ciean linens
was a very big problem in the facliity. The CNA
further stated the problem had been ongolng, yet
was unabie to remember exact time frames. The
CNA stated howevar, the clean linen shortage
had gotten worse the past few months. She
stated the concern had been reported to nursing
staff, yet no changes had taken place.

Interview with the Environmental Services
Supervisor, at 1:00 PM on 07/30/13, revealed the
resident care areas shouid have been stocked
with linens at 8:00 AM and 10:30 AM on 07/30/13.
The Superviser stated he was unsure why facility
staff had not stocked the care areas. However,
he stated concerns had been identlfled related to
enough clean iinens being availabie on the units
for resident use. The Supervisor stated he had
discussed the concemn with the current
Administrator related to insutficient storage areas
in the resident care areas for linen a couple of
weeks ago, but was unable to remember exact
date. However, the Supervisor stated no actions
had been taken to correct the probiem.

2. Interview with the Dietary Manager, on
07/31/13 at 12:55 PM, revealed there was no

F 248

Findings by Director of Clinical Services will be
bronght to the QAPI(Quality Assurance
Performance Improvement) consisting of
Executive Director, Director Clinical Services, /\ 3 ,[ ﬂ,
Assistant Director of Clinical Services, Nursing 7*’ 7
Supervisors, Social Services Director, Activity
Director, Maintenance Director and Dietary
Manager meeting monthly for review and
development of action plan to ensure residents
needs are accommodated.
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facliity pollcy related to assistive devices being
provided to facility resident's during meal tmes.
However, she stated residents who require sippy
cups or plate guards were to be provided these
fterns from dletary when meals were prepared,

Cbservations conducted, on 07/3143 at 12:20
PM, durlng the lunch meal service, revealed

Resldent #11 attempted to feed his/therself and
had difficulty obtaining food arid fluids from the

 resident's plate. The resident's faod was

cbserved on the residant's plats, tray, and
overbed table. Continued observations revealed
the resident's flulds had been spllled onto the
residant's food, and {iquids were observed leaking
onto the resident, and onta the floor.

Revlew of the resident's tray card revealed the
resident's fluids should have been served in sippy
cups with handies, and a plate guard should have
been provided,

Interview with CNA #8, on 07/31/13 at 12:30 PM,
revealed she had provided Resident #11 with tray
set up. The CNA stated she identifled the
resldent's plate guard and sippy cups had not
been provided, and should have notified dietary.

interview with LPN #10, at 12:40 PM on 07/31/13,
revealed the CNA shouid have ensured Resldent
#11 had a plate guard and sippy cups before she
served the resident's tray.

Intervlew with the Assistant Dletary Manager, on
07/31/13 at 12:50 PM, revealed she had prepared
Resident #11's meal tray during the lunch meal
on 07/31/13, The Assistant Dietary Manager
stated she should have put the resident's plate

guard and served the resident's fluids In sippy
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'| reveated an admission date of 07/20/12 and

Continued From page 15 )

cups. She cantinued to state she was unable to
provide a "real” reason why she had net provided
the needed assistive davices to the resident.

An Interview with the Dietary Manager, on
07/31/13 at 12:55 PM, revealed Resident #11's
plate guard and sippy cups should have been
provided when the resident’s tray was prepared
by dietary staff on 07/31/13.

3. Reviaew of the cilnical record for Resident #2

diagnoses of CVA, Chronic Renal Fallure,
Diabetes, Hyperlipldemia, Aphasla, Anxlety State,
Depressive disorder, Vascular dementia, and
Fallure to Thrive. There was no evidence tha
facliity assessed the resident’s functional abliity in
the use of a call light,

Observations, on 07/30/13, during the Inttial tour
of the bufiding from 10:00 AM to 12:00 noon
revealed Resident #2 was laylng In a low bed with
a falls mat at the side of the bed. The bed was
positioned with one side of the bad against the
wall, and his/her call light was not In reach. Inthe
atternoon at 1:00 PM and 2:10 PM, Resident #2
was observed without his call light in reach.

On 08/01/13 at 08:56 AM, Interview with LPN #3,
the charge nurse for the E wing, where Resident
#2 lived, revesaled he/she never used the call
light; he/shs just lets it fall on the floor and yells
for help. LPN #3 stated Occupational Therapy
did not assess for ajternative call lights.

Interview, on 08/01/13 at 09:30 AM, with the
Rehabilitation Manager revealed the resident's
nursing staff had to notify the

F 248

QOccupational/Physical Therapy Department i
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83=G | COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.

The facillty must develop a comprehensive care
plan for each resident that Includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identifled in the comprehensive
assessment,

The care plan must describe the services that are
to be fumished to attaln or maintain the resident's
highest practicable physical, mental, and
psychosoclal well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
dus to the resident's exerclse of rights under
§483.10, inciuding the right to refuse treatment
under §483.10(b)(4).

This REQUIREMENT s not met as evidenced
by:

Based on interview, record review and a review
of the facliity's polley, it was determined the
facility failed to ensure 3 comprehensive care
plan was developed for dne (1) of seventeen (17)
sampled residents (Resident #12) to reflact the
required assistance needed for bed mobility as
assessed on the resldent's Minimum Data Set
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there was a problem and make a referral for the
theraplst to evaluate the resident's motor skill
| ablity. The nursing staff may also request a soit
touch call light from malntenance for any resident.
F 279 483.20(d), 483.20(k)(1) DEVELOP F 279

A comprehensive care plan was developed for
resident #12 related to falls and extensive
assistance of two to help with transferring as of
Aungust 7, 2013,

On, July 30, 2013 an audit was completed by
Regional Director of Clinical Services and
Regional MDS on current residents’ charts, and ﬁ

7
any noted inconsistencies were corrected by the
DCS/ADCS/Nurse Managers. Currently the MDS
Director is verifying the Kardex to the most
current MDS assessment. As of August 23, 2013
MDS nurse is comparing and updated nursing

Kardex with the ADL tracking and MDS,

Licensed staff re-educated on importance of
accuracy of the Kardex to the current MDS by the
Director of Clinical Services on August 23, 2013,
A 72 hour meeting post admission will be held by
the IDT (Nursing-Activities-Social Services-
Dietary Manger to initiate comprehensive care
plan to identify areas of concerns-strengths and
weakness to assist in the development of initial
care plan. The comprehensive care plan is
developed in collaboration with the IDT on before
the 21* day post admission,
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Assessment (MDS). The facllity had identifled
Resident #12 required extensive assistance of
two (2) people with bed mobility. However, the
resident's care plan did not indicate any level of
assistance. In addition, the Nurse Tech
Information Kardex, to be utilized by staff as a
resource to provide care to residents, stated

mobility versus two (2) persons. On 04/25/13,
Certifled Nursing Assistant (CNA) #1
independently provided incontinent care to
Resldent #12. When she turned the resident, the
resident rolled out of the bed and sustained an
Acute Distal Ulnar Fracture,

The findings Include:

Review of the facility's Care Pian Policy, revised
08/11, revealed an Interdisclplinary Plan of Care
would be estabiished for every resident and
updated In acocordance with state and federal
regulatory requirements and on an as needed
hasis,

Revlew of the facility's policy tiled Nurse Tech
Information Kardex, revised 09/01/11, revealed
Nurse Tachs (CNAs) would utlfize the Kardex as
a resourcs when care was provided to the
residents.

Review of Resident #12's medical record
revealed the resldent was readmitted to the
facility on 08/02/12 with diagnoses of
Osteoporosis, Muscle Disorders, Rheumatoid
Arthrltis, and Chronlc Paln, Review of the
Quarterly MDS, dated 02/25/13, revealed the
facility assessed Resident #12 as requiring
extensive asslstance of two (2) persons with bad
mobility and tolisting.

Resident #12 was a one (1) person assist for bed ;

' care plans are developed following assessment,

F279

Any Revisions to the comprehensive care plan
completed during the daily operations meeting in
by the interdisciplinary Team. The Regional Case
Mix coordination provided education on
September 6, 2013 on Facility policy and
procedure related to comprehensive care plan. A
random 10% sampling will be QI menitoring by
the Regional Case Mix Coordinator monthly to
ensure the comprehensive care plan is reviewed
and revise as indicated. The MDS Coordinator
will query 10% nursing staff on the identification
of eare plan revisions per RAI Guidelines monthly
to ensure staff is aware of how to make revisions
to comp care plan. Any negative findings will be
addressed immediately.

Findings will be brought to the QAPI (Quality
Assurance Performance Improvement) consisting
of Executive Director, Director of Clinical
Services, Assistant Clinjeal Services, Social
Services, Activity Director, Maintenance Director
and Dietary Manager meeting monthly for
review, Based on review of findingg, an action
plan will be developed to ensure comprehensive
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1 revealed she had provided incontinent cara to the

Revlew of Resident #12's comprehensive cara
pian, dated 12/04/12, revealed a problem listed
as at risk for falls/injury with & goal that the
resident would not sustain any significant injurles
related to falls. The care plan revealed the
resident requirad assistance with turning and
repositioning; however, the care plan failed to
indicate extensive assistance of two (2) persons.

Review of the Nurse Tech Information Kardex for
Resident #12 indicated the resident was a one
person assiat for bed mobllity and Incontinent
care, not a two (2) person assist as assessed by
the facllity.

Interview, on 08/01/13 at 11:00 AM, with the
Director of Nursing (DON) revealed she had
completed the information provided on the Nurse
Tech Information Kardex for Resident #12, which
directed staff to assist the resident with one (1)
staff member for bed mobility and Incontinent
care. Howsver, she stated she obtalned the
information from the chart in varlous places and
had not reviewed the resident's MDS assessment
which identifiad Reslident #12 as a two (2) assist.

Feaview of the SBAR Communication Form for
Resident #12 revealed the resident experienced a
fall out of bed on 04/26/13.

Interview, on 08/01/13 at 11:30 AM, with CNA #1

reslident on 04/25/13, and turned Resident #12
when the resident "tipped” out of bed, which
resulted In Injury. The CNA stated at the time of
the fall, the resldent required one (1) staff
member assistance with bed mabliity and
Incontinent care., However, the CNA stated she
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was Informed of the level of staff assistance
Resident #12 required by another CNA and had
not reviewad Resldent #12's Nurse Tech
Information Kardex.

Interview with CNA #6, on 08/01/13 at 2:00 PM,
revealed she was told by the CNA who trainaed
her that the resident required assistancs of one
(1) staff member with incontinent care and when
being turned and repositioned. Per interview, she
had not reviewed Resident #12's Kardex,

Interview, on 08/01/13 at 1:00 PM, with Licensed
Practical Nurse (LFN) #1, revealed she had
assessad Resident #12 after the fall occurred, on
04/25M3. The LPN stated she had been
assigned to care for Resident #12 frequently;
however, the LPN was nct sure what level of
assistance the resident required for incontinent
care or bed mobility.

Further interview, on 08/01/13 at 11:00 AM, with
the Director of Nursing (DON) revealed staff
know what o do for the residents becauss thay
look at the Kardex. She acknowledged Resident
#12's information was inaccurate on the Kardex
and she should have reviewed the resident's
MDS Iinformation related to the level of assistance
required. The DON continued to state if there
had been two staff members, it would have
prevented the resldent from falling out of bed and
sustaining a fracture.

Interview with the Reglonal Case Mix Consuitant,
on 08/01/13 at 6:30 PM, revealed resident care
plans and Nurse Tech Information Kardexs, were
required to be developed, reviewed and revised
with Information obtalned through the MDS
assessment. The Consultant stated care plans

F 279
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| within 7 days after the completion of the

Continued From page 20

and Nursa Tech Information Kardex, should be
updated when incldents or significant changes in
tha resident's condition occurred. She stated
information on the residents care plansfkardexs,
should be specific to the resident's needs, and
the number of staff required to provide care
should be included and accurate based on the
MDS assessment.

However, interviews with CNA #1 and CNA #6
revealed they did not refer to Resident #12's
Nurse Tech Information Kardex to obtain
information on how care was ta be provided to
the rasident.

The MDS Coordinator who had completed
Resident #12’s assessment and comprehensive
plan of care was no longer employed at the
facility,

483.20(d)(3), 483.10(k){2) RIGHT TO
PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompetent or otherwise found to he
incapagitated under the laws of the State, to
patticipats in planning care and treatment or
changes in care and treatment,

A comprehensive care plan must be developed

comprehensive assessment; prepared by an
intardisclplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resldent's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewed

F279

F 280

Resident # 10 care plan was updated on August
13, 2013.

The DCS/Nurse Manager in-service was provided ?_,13/&
to all staff on August 8, 2013 through August 12,

2013 regarding fall policy, procedure, and SBAR
Nursing Aides were in-service on Kardex of how
to review and go over Resident care throughout
the shift.
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and revised by a team of qualified persons aiter
each assessment. »

This REQUIREMENT Is not met as evidencad
by:

Based on interview, record review and a review
of the facility's policy, it was determined the
facility failed to ensure a resident's
comprehensive care plan was reviewed and
revised for one (1) of seventeen (17) sampled
residents ( Resident #10). Resident #10
experlenced a fall on 02/13/13. A raview of the
resident's care plan revealed no evidence the
care plan was updated after the fall ocourrad.

The findings Include:

Review of the facility's poticy titled Care Plan,
dated 09/01/11, revealed all staff shouid be
familiar with each resident's Care Plan. The policy
stated the care plans would be updated in
accordance with state and federal regulatory
requirements and on an as needed basis.

Review of Resident #10's clinical record revealed
diagnoses of End Stage Renal Disease with
Dialysis, and Peripheral Neuropathy, Review of
the Quarterly Minimum Data Set {MDS}
Assessment, dated 05/07/13, revealed the facility
assessed the resident as having a Brief Interview
of Mental Status (BIMS) of eight (8), denating
cognitive impalrment. Further review revealed
the facillty assesssd the resident as requiring
extensive assistance of one (1) person for bed
mobility, limited assistance of two {2) parsons for
transfers, as ambulation did not occur and as

Any and 21l omissions and revisions to the )
comprehensive care plan will be addressed at time

of daily operations meeting audit, Additionally
interdisciplinary Team consisting of Nursing-
Dietary-Activities-and Social Services will be

completed as indicated. q /"ﬁ’f a

Results of daily operations meeting audits will be
brought to the QAPI (Quality Assurance
Performance Improvement) consisting of
Executive Director, Director of Nursing, Assistant
Direetor of Nursing, Social Services Director,
Activity Director, Maintenance Director and
Dietary Manager meeting monthly for review and
development of action plan to ensure revisions are
made to the comprehensive care plan to
aceurately reflect resident care,
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 revealed a prablem, with a date of 02/16/13,

{ Review of a Nursing Progress Note, dated

Continued From page 22

having no falls since admission, reentry, or prior
assessment.

Review of the Comprshensive Plan of Care

which stated the resident was at risk for injury
related to falls, tried to roll out of bed, and was
restless attimes. The approachss included
providing needed davices for locomation,
transfer, wheelchalr, walker, assist with transfers,
and 1/2 slida rails as ordered.

07/02/13 at 3:00 AM, revealed Resident #10 was
awake, yelling and rolled out of bed to get his/her
girlfriend's attention. Further review revealed the
resident had no complaint of pain or discomfort,
and Just wanted to get in bed with hisfher
girlfriend.

Further review of the record revealed no
documentad evidence the Care Plan was
updated to indicate the resident actually
sustained a fall, on 07/02/13, or was updated with
interventions to prevent further falls.

Interview, on 08/01/13 at 5:30 PM, with LPN #2
ravealed she had assessed Resident #10 after
the fall and no injury was noted. Continued
interview revealed the nurse assessing the
resident after a fall was responsible for updating
the care plan Immediatsly to indicate a fall had
occurred with new interventions to prevent further
falls, and she had failed to update the care plan.

interview, on 08/01/13 at 11:00 AM, with the
Director of Nursing (DON) revealed the nurse
assessing the resident after a fall was to
complete the SBAR (Situation, Background,

F 280
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Assessment, Request), the Fall Investigation, the
Root Cause Analysls Form, and immediately
revise the care plan with interventlons to prevent
further falls; however, this was not dane by the
nurse who assessed this resident after the fail, on
07/02/13. Continued interview ravealed the fall
was also to be documentead on the 24 Hour
Report which she reviewed dafly. The DON
stated she checkad the 24 Hour Report for the
date of the fall and the fall was not documented.
She indicated the day after a tall, she and the
MDS nurse were to check the Care Plans to
ensure they were updated, Howaver, there was
no follow up In updating the care plan after this
resident's fall on 07/02/13 because she was not
aware the resldent had fallen.

F 283 | 483.20{)(1)&(2) ANTICIPATE DISCHARGE:
$8=8 | RECAP STAY/FINAL STATUS

When the facillty anticipates discharge a resident
must have a discharge summary that includes a
recapitulation of the resident's stay: and a final
summatry of the resident's status to include tems
in paragraph (b)(2) of this saction, at the time of
the discharge that is available for release to
authorized persons and agencies, with the
consent of the resident or legal representative.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and review of
the facility's policy Interdisciplinary Discharge
Summary, it was determined the facility failed to
complete discharge summaries for two (2) of
three (3) discharged residents (#186, #17),
Contents of the summary did not contain
documented informatlon from all disciplines, and

F 280

F 283

Resident # 16 will be reconciled by Nursing,

1 Ly
Dietary, and Medical Director during the QAPI Q"bli)
meeting, .

Resident #17 will be reconciled by Dietary, '
Activities, Rehab and the Medical Director during
the QAPI meeting scheduled for 9-13-13,

The Executive Director will re-educate on 9-10-13
of the process of discharging residents in the Daily
Operational morning meeting, Re-education will '
occur by the Executive Director on 9-13-13 during,
the QAPI meeting. !

Charts of discharged residents will be brought to
the Daily Operational morning meeting by the
Director of Clinical Services and will then be
reviewed and signed by each department manager
as approLpriate‘ The ehart will then be given to
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physician dlagnoses and signatures were not
prasant.

The findings include:

Review of the facility policy Interdiscipiinary
Discharge Summary, revised 09/01/11, revealed
all resldents dischargad from the facility would
have an Interdisciplinary Discharge Summary
compileted ag part of the Medical Record. Social
Services would inltiate the Interdisciplinary
Discharge Summary. The following departments
would give a final summary regarding the
resident's stay on the summary form: Soclal
Sarvices; Nursing Services; Dietary Services;
Activities; and Rehab Services. The physiclan
would glve a discharge diagnosis and sign the
form.

1. Revlew of Resident #16's clinlcal record
revealed the resident was discharged home, on
05/14/13. Review of the resident's
Interdisciplinary Discharge Summary revealed no
evidenca that Nursing Services, or the Dietary
Services sections had been completed, as they
remained blank. |n addition, there was no
physician documantation of the resident's stay,
nor was there a physician's signature cn the
summary.

2. Review of Resldent #17's clinical record
revealed the resident was discharged home, on
06/04/13. Review of the Discharge Summary for
Resident #17 revealed no evidence that Dietary
Setvices, Activitias, or Rehab Services had ,
completed thelr designated sectlons. In addition,
the physician's section for Discharge Diagnosls
was blank, and there was no physician's
slgnature for completion of the discharga

MDS for the discharge assessment to be
completed. MDS will then give the chart to
medical records for QA review. Medical records ,la,)a
will report to the Executive Director to identify q

issues and discuss with appropriate department
managers of any documentation that has not been
completed. This will be an ongoing process
implemented for this facility. Medical Director
Wwill be notified-monthly of all discharges by the
Executive Director through the QAPI process.
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summary.

Interview with the Social Servicss Director, on
08/01/13, at 11:30 AM, revealed she was
responsible for Initiating the discharge summaries
when residents are dlscharged. The Director
stated each department for nursing, dietary,
activitles, social services, and rshab are
responsible for completing thelr sectlon of the
discharge summary.

Interview with the Director of Nursing (DONJ, on
08/01/13 at 12:00 PM, ravealad dischargs
summarles for the Nursing Services are
compieted by nurses on the floor, whomaver
discharges the resident. The DON stated the
physician should also be signing the summaries
after they are complsted. Each department
should be completing their individual section.
Further interview revealed Soclal Services should
be monitoring the Discharge Summaries, and
stated she had initiated Reslident's #16 and #17's
discharge summaries.

F 309 | 483.256 PROVIDE CARE/SERVICES FOR

§8=D | HIGHEST WELL BEING

Each resldent must raceive and the facility must
provide the necessary care and services to attain
or maintaln the highest practicable physical,
mental, and psychosocial well-belng, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

F 283

F 309
Resident #14 physician notified of medication

error and new order to D/C KCL obtained as well
as BMP to be drawn August 3, 2013,

1, Pharmacy recommendations for July and
August were reviewed by nursing management to
identify recommendations to re-evaluate
medication usage and any lab ordered.

2. Any un-addressed recornmendations lab orders
were called to residents’ physician for any orders
as indicated,

3. Family or responsible party notified as -
mdicated.

0517

FORM C‘&SAZSB?(CQ 99) Pravjous Vers!ona Obegleta

vent o: 7077 1« zllt\/ 10: 1001

?/7ﬁnuaﬂon sheat F‘aga 26 of 5




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

PRINTED: 08/28/201 3
EORM APPROVED
OMBNO. 09380391

residents (Residenti! 4) had physician orders
franseribed appropriately. The facility continued 10
administer Potassium Chioride to Resident #4
after a physician's order to discontinue the
medication since the resident was hot on any
potassium depleting medications.

‘The findings include:

Raview of the fadility's Physician Orders Polley
and Procedure, (created 01/04/13), revealed 8
clinical nurse shall transcribe and review all
physician orders in order to aftect their
jmplementation. The order must be sranscribed to
all appropriate areas (Medication Adminigtration
Record, Treatmant Administration Hecord, e1¢.).
The nurse shall sign off the orders upon
sampletion or vetification of transcription,

|

Raview of the clinical record for Resident #14
revealed the facility scmitted the resident on
03/23/13 with diagnoses of Syncope and
Coltiapse, Atrial Eibrilation, Diastolic and Systolic
Heart Failure, Prneumonia, Severe Frotein Calorie
Malnutriion, Anemia, Chronic Obstructive
pyimonary Lisease, and Hypertension. Review
of the July 2013, Physician orders revealed an
order for Potassium Chioride (KGL) 10
milli-equivalent (MEQ) capsule, give 2 capsules
(20 MEQY) orally once @ day.

Review of the Pharmacy Consultation Report
recommendation, dated 05/10/13, revesled a
recommendation for ataff to re-evaluate
continued need for low-~dose potassium
supplementation, perhaps discontinuing its use

1. Licensed staff re-educated by the Dircetor of
Clinical Services o1 notification of pharmacy
resident’s physiciat. .
3, Licensed staff re-educated by the Director of
Clinical Services on timely and appropriate
physicians orders

recommendations to the

transcription of new

3, New physician orders will
daily operations meeting for
review by the DT to ensure
transeribed accurately to the
orders are transcribed accurately.

4. Any negative findings will be addressed

im cdiately

1. Findings of the Daily operations
by the IDT will be brought monthly
for review and

ensure physician’s orders are transcribed

accurately.
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Basad on cbservation, Interview, récord review
and policy review it was determined the facility
falled to ensure one (1) of seventeen (17)
residants (Resident#14) had physiclan orders
transcribed appropriately. The facility continuad to
administer Potassium Chioride to Resident #14
after a physician's order to discontinue the
medication gince the resldent was not an any
potassium depleting medications,

The findings Include:

Review of the facility's Physiclan Orders Pollcy
and Procedurs, {created 01/04/13), revealed a
clinical nurse shall transcribe and review all
physician orders In order to affect thelr
implementation, The order must be transcribed to
all appropriate areas (Medication Administration
Record, Treatment Administration Record, etc.).
The nurse shall sign off the orders upon
completion or verification of transcription.

Review of the clinical record for Resident #14
revealed the facility admitted the resident on
03/23/13 with diagnoses of Syncops and
Collapse, Atrial Fibrillation, Diastolic and Systolic
Heart Failure, Pneumonia, Severe Protein Calotie
Malnutrition, Anemia, Chronic Cbstructive
Pulmonary Disease, and Hypertension. Review
of the July 2013, Physician orders revealed an
order for Potassium Chloride (KCL) 10
milf-equivalent (MEQ) capsule, give 2 capsules
(20 MEQ) orally once a day.

Revlew of the Pharmacy Consultation Report
recommeandation, dated 05/10/183, revealed a
recommendation far stafi to re-evaluate
continued need for low-dose potassium

supplementation, perhaps discontinuing its use

F 309

4, Care plans reviewed and revised as indicated by
the IDT »

1. Licensed staff re-educated by the Director of
Clinical Services on notification of pharmacy
recommendations to the resident’s physician.
2. Licensed staff re-educated by the Director of
Clinical Services on timely and appropriate
transeription of new physicians orders to the
MAR/TAR.

3. New physician orders will be brought to the
daily operations meeting for QA monitoring
review by the IDT to ensure orders have been
transcribed accurately to the MAR/TAR, labs
orders are transcribed accurately.

4. Any negative findings will be addressed
immediately

57

1. Findings of the Daily operations QA meonitoring
by the IDT will be brought monthly to the QAFI
for review and development of action plan to

ensure physician’s orders are transcribed
accurately.
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and rechecking a potassium concentration in two
weeks due to the resident not being on any
potassium depleting medications. Further review
of the consult report reveaied It was
recommended that there be a risk versus benefit
Indlcating that it continues to be a valid
therapeutic intervantion for this individual for a
diagnosis of Hypokalemia. The facility
interdisciplinary team should ensure ongoing
monitoring for effectiveness and potential adverse
consequences. On 07/02/13 the physician
(Medical Diractor) accepted the recommendation
and ordered to discontinue the KCL then cbtain a
Basal Metaboilc Pane! (BMP) labs In one month,
The order wag noted and signed by Licensed
Practical Nurge (LPN) #1, on 07/03/13 at 2:04
PM.

Observatlon of Resident #14 during Medication
Pass task of the survey, on 07/31/13 at 8:13 AM,
revealed Potassium 10 MEQ was administered
by LPN #1. Reconclliation of the Medication Pass
revealed KCL 10 MEQ capsuis, give 2 capsules
{20 MEQ) orally once a day was discontinued on
07/0313, Howaver, this order remalned on -
Resident #14's Medication Administration Record
and the resident continued tc receive the
medicatlon untlf LPN #1 notified the physiclan via
telephone on 07/31/13 to Inform him of the error.
Review of Resident#14's MAR revealed that
he/sha received KCL 10 MEQ two (2) capsules
{20 MEQ) for a total of 28 days without an MD
order.

Intarview with LPN #1, on 07/31/13 at 11:40 AM,
ravealed she remembered taking the order off
and passing it on to the 2nd shift to complete the
transcription, She stated she did not foliow-up
and take the medication and lab order off

F 309
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correctly and the resldent contlnued to recelve the
medication.
Interview, on 08/01/13 at 5:35 PM, with the
Director of Nursing revealed that it was her
expectation that all MD orders be taken off
carrectly,
F 3231 483.25(h) FREE OF ACCIDENT F 323
$5=G | HAZARDS/SUPERVISION/DEVICES

The tacillty must ensure that the resldant
environment remains as free of accident hazards
as is possible; and each resldent receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT s not met as evidencad
by:

Based on interview, record review and review of
the facility's policy, It was determined the facility
falled to ensure resldent's received adequate
supervision and asslstive devices to prevent
accidents for three (3) of seventean (17) sampled
regident's (Resldent's #12, #10 and #3). The
tacllity staff falled to provide adequate supervision
with bed mobllity and repositioning which resulted
in the Resident #12 rolling out of bed and
sustaining an Acute Distal Ulnar Fracture,

In addition, the facillty failed to to complete a
thorough Investigation and root cause analysis
following falls sustained by Residents #10 and #3.

The findings include:

Resident #3 care plan and Kardex was updated as
of August 5, 2013.

Resident #10 care plan has been updated along
with the Kardex August 13, 2013.

Resident #12 care plan related to falls and
extensive assistance of two to help with
transferring was updated as of Aagust 7, 2013,

Current resident population has had a falls \?
assessment completed by the Director of Clinical (%'\,b
Service, House Supervisor by September 6, 2013,

These assessments have been reviewed by the
Interdisciplinary Team for accuracy and re-

assessed as indicated. Appropriate safety

measures and interventions will be

updated/developed by the interdisciplinary team

on the care plan by September 13, 2013. Current

resident population have had their Kardex and

current MDS reviewed and revised by Director of

Clinical Services and House Supervisors by

September 13, 2013 to ensure the mobility status

coding on MDS is accurately placed on resident’s

Kardex. Residents {dentified to be at high risk for

falls have had a star placed on their door plate,

MAR/TAR and resident equipment,

l
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Revlew of the facility'’s policy and procedurs
regarding Procedure for Incidents, effective
01/23/13, revesled the following must bs
complsted prior to completing an incident report:
assess the resident; complete the SBAR
{Situation, Background, Assessment, Request)
placing the original in the chart and sending a
cepy to the Director of Mursing (DON); call tha on
call supervisor and the on call would notlfy the
DON; complete a Root Cause Analysls Form and
send a copy to the DON, complete the
appropriate investigation (Fall, Bruise, Skin Tear
or Behavlor) and send to the DON; update the
Care Plan; call the Physician; and if sending the
rasident out, complete the QI (Quality
Improvement) Tool.

A review of the facllity policy titled Nurse Tech
Informatlon Kardex, with revised date of 09/01/11,
ravealed Nurse Tech's would utilize tha Kardex as
& rasource when care was provided to the
residents.

1. Review of the medical recard for Resident #12
revealed the facility readmitted the resident on
08/02/12 with diagnoses of Muscle Disorders,
Rheumatoid Arthritls, Chronic Pain and
Ostecporosis. Review of the Quarterly MDS,
dated 02/25/13, revealed the facility staff had
assessed Resident #12 as extenslve assistance
of two (2) persons with bed mobllity and toileting.

Review of Hesldent #12's comprehensive care
plan, dated 12/04/12 and reviewed on 03/04/13,
revealed a problem listed as at risk for falls/injury
with a goal that the resident would not sustain any
slgnificant Injuries related to falls. The care plan
revealed the resident required assistance with
turning and repositioning; however, the care plan

F323

Licensed Nursing staff haven re-educated as of
September 13, 2013 by the Director of Clinfeal
Services and/er House supervisor on the
importance of the development, implementation,
and documentation of new interventions on the
residents comprehensive care plan and
transeription to residents Kardex.
Staffing patterns have been reviewed by the
Ezxecutive Director and Director of Clinical
Services on August 5, 2013 to ensure there is
staffing to provide adequate supervision for
residents.
Nursing Staff re-educated by the Director of 4j\(b
Clinical Services on September 6, 2013 on the Q’\
nursing Kardex for each individual resident.
Nursing staff will complete pre and post testing of
development, implementation, and documentation
of new interventions on the resident’s
comprehensive care plan and to include resident
Kardex September 13, 2013,
To evaluate the competency of licensed nursing
staff in the revision of the care plans and Kardex
post fall, the Director of clinieal Services will be
“notified by the nurse following the fall to assist the

licensed staff in identifying appropriate
interventions to reduce further risk of falls. On
going the resident’s falls care plan and Kardex
will be QI monitored by the members of the Dally
Operations meeting which is comprised of the
Executive Director, Director of Clinical Services,
Assistant Director of Nursing, RN MDS
Coordinator, Activities Director Dietary manager,
and Soclal Services post incident during the daily
operations meeting the next business day
followixixg incident. Any variances will result in
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falled to Indlcate extensive assistance of two {2)
persons. In.addition, Aevlew of Resident #12's
Nurse Tech Informatlon Kardex, not dated,
revealed the resldent required assistance of one
{1) staff member for bed mobility and incontinent
oare not two (2) person assist as assessed by the
facillty,

Review of the SBAR Communication Form for
Feslident #12 revealed the resident experlenced a
fall out of bed on 04/25/13. Further review of the
fall incldent documentation revealed the Root
Cause Analysls form or a complete investigation
related to the fall had not been complsted.

Interview with Certifled Nursing Assistant CNA #1,
on 08/01/13 at 11:30 AM, revealed she had
indepandently provided incontinent care and
turnad the resident when the resident "tipped" out
of bed on 04/25/13. The CNA stated the resident
required asslstance of ona {1) staff member with
bed mobilty at the time of the fail and had
obtained ihls Informatlon from another CNA.
However, CNA #1 was unable to recall which
CNA provided her training. Per interview, CNA #1
did not refar to Resident #12's Kardex to obtain
cara Information,

Interview with CNA #6, on 08/01/13 at 2:00 PM,
who has also provided cara to Resident #12,
revealed Resident #12 required assistance of ane
(1) staff member when incontinent care was
provided and when being turned and
repositionsd. She further stated this was
reported to her by ancther CNA and she had not
raviewsd Resldent #12's Kardex.

Interview with Licensed Practical Nurse (LPN}) #1,
on 08/01/13 at 1:00 PM, revealed she had

correction of the care plan and Kardex. Re-
education will be provided as identified.

The Director of Clinical Services will bring the
findings to the QAPI meeting monthly to evalaate
the effectiveness of staff re-alignment for
supervision, the effectiveness of the review of
resident’s comprehensive falls care plan post fall
and accuracy of Kardex. The findings will be
reviewed with development of actien plan if
indicated to ensure residents fall care plan and
Kardex is reviewed and revised post fall.
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assessed Resident #12 after the fall occurred on
04/25/13. The LPN stated the resident
complained of generalized pain, had a few
abraslons and a physician's order was obtained
to transtfer the resident to the hospital for further
avaluation. The LPN stated she was frequently
asslgned to care for Resident #12; however, she
was not sure what level of asslstance the resident
required for bed mobillty. The LPN stated she
was responsible to conduct the root cause
analysis of an Incident when it occurred on her
shift. The LPN indicated she was unsure If she
had completed the root cause analysis for the
resldent's fall on 04/25/13 and stated she couldn't
recall if she had identified a causative factor for
the fall ornot. Revlew of Resident #12's fall
investigation revealed the root cause analysls had
not been compieted.

Interview with the Director of Nursing (DON}), on
08/01/13 at 10:45 AM, revealed she had
completed the information provided on the Nurse
Tech Information Kardex for Resldent #12;
however, she had not raviewed the rasldant's
MDS assessment and was not aware the resident |
was a two (2) person assist for bed mobillty. The
DON turther stated she had investigated Resident
#12's fall on 04/25/13; however, she had not
identifled Resident #12 requlred the assistancs of
two (2) staff membars with bed mobility and
Incontinent care and that adequate supervision
was not provided. Review of Resident #12's fall
investigation a thorough investigation had nat
been completed.

2. Review of the clinlcal record for Resident #3
revealed the facility admitted the resident on
01/04/13 with diagnoses of Acute/Chronic Systollc
Heart Failure, Respiratory Failure, Chronlc

F 323
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Obstructive Puimonary Diseass, Cardiomyopathy,
Hypertension, and Hypoglycemia. Review of the
08/24/13 Quarterly Assessment revealed the
resident had recelved two Injurles from falls since
the 01/11/13 Admission Assessment, one with
minor injury on 03/25/13 and one with major injury
on 06/15/13. In additlon, review of the admission
assessment revealed the resident was coded as
requiring minimal assist with bed mobility, The
resident was assessed with a BIMS scare of 9.

Observation of Rasident #3, on 07/30/13 at 12:40
PM, revealed the resident was lying In his/ner bed
with hisfher ayes closed. Observation, on
07/31/13 at 2:00 PM, revealed the rasident was
sitting up on the sids of the bed watching TV.
Interview with the resident revealed he/she did
not like to go out of the room very much, and had
a fall last month from having low blood sugar,
howaver, stated he/she felt much better now.

Revlew of the Fall Investigation, dated 03/25/13,
revealed the resident fell at 12:00 AM, with
Interventlons post fall for vital signs, accuchecks,
and neuro checks. The Fall Cammittes
Review/Recommendations were to asslst the
resldent to lie down after meals; however, there
was no evidence a root cause analysls had been
documented on the Root Cause Analysis Form to
reflect why the resident had fallen.

In additlon, Resldent #3 sustained a second fall
on 06/15/13, which was placad on the SBAR
Communication Form and Progress Nots.
Review of the SBAR form under the section
Situation revealed the fall was due 10 a drop in
blood sugar; however, there was no
documentation on the form as to what the blood

sugar reading was at the tima of the fail.
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