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(44} 1D SUMVARY BTATEMENT OF DEFICISNCIES Tom PROVIDER'S PLAN OF CORRECTION e
PREFI, (EACH DEFIGISNCY MUST BE PRECEDED 8Y FULL PREFD | (EACH CORRECTIVE ACTION SHOQULDBE | COMPLETION
TAG FEGULATORY OR LG IENTIFVING INFORMATION) oows | caass-nspe;asgggg 0T T\t;I]E APPROFRIATE DATE
]
; _ . continus to conduct this audit dsily
F 272 Conlinusd From pege 59 . Monday thru Friday by the QA nurse |
Interviaws on 03/04/15: at 3:20 PM with LPN £5; and the Medical Records Coordinetor |
at 3:49 PM with SRNA #13; al 4:15 Phi with LPN " and s being conducted on the |
2UMDS Nursa; at 4:30 PM with SRNA #5; &t 4:50 weekends by the weekend houss
PM with RN £4/MDS Coordinator and SRNA#2, supervisor, I any diserepancies are
at 4:58 Fivt with SRNA #12; 2t £:15 PM with LPN tound, corrections  will he made
| #1/Supervisor; &t 5:20 P with LPN #4; and at immediatsly, The sudits iz being
| 5:50 PM with SRNA #8/KNA end RN #5; and zphmi S a
£ _ submitted to the DON daily for review.
interviaws on D3/06/15: ai 12:36 P with LPN Tn_sddition. the resufts of these audi
£10/Waskend Supervisor; at 1:00 PM with SRNA are heing submitts dub ﬂi Dge Sugis
%10 and SRNA #14; at 2:00 PM vilh SRNA #15; A iy mes % DON togthe
at 2:30 PM with SRNA #16/KMA; at 3:35 PM with onthly meetings for review gnd
| SRNA #1: at 3:50 PM with SRNA #11; 8t 4:00 PM recommendations. The daily auditing
 with SRNA #10; at 4:05 PM with LPN #9; a1 4:25 will continue  untl  substantial
iV with LEN #3; at 4:40 PM with SRNA#S, and complignce is determined by the Office
at 4:50 PM with RN #5 revealed they had all » of the Inspector General (OIG). Once
 recaived in-service education regarding | substantiel compliance is achieved,
! difisrentiation of DNR and Full Code status, how . these audits will continue on a monthly
! to identify a resident's code status, how to call for | basis for the following six (6) months.
i anrd Initlate a Code Blus, who should respond to a These results will continue to be |
Code Blue immediately, where to iocats the crash | presentzd to the QAA committee by
carts, contacting the Physician and calling 911, the DON. After six (6) months, the |
continuation of & code urtii EMS arrived, : QAA committee will determine
| notification of the DON and Administrator, and | frequency of continual auditing to
documentation of all detalls of the code inthe | maintein future complianc. !
: madical record. Additionatly, the staffl interviewed |
‘ ravaaled they had also been educated on how to _10.
| manags a rasident who had a DNR status, and gzdf guis’rﬁ;:enegri O:EV‘;;E;PZL;
L]
had to take & post-test and scora 100%. | crash cart for the licensed nurses, In-
Interview an 03/06/15: at 4:00 PM with 85 #2: al | services were initfated on 2.15-15 and
4:30 PM with SS #13; and at 5:30 PM with tha | completed on 3-1-15 for ell nursing
SDC, revealsd they had all participated inthe ! - staffj including, RNs, LPNs, and
training of all facllity nursing staff on the faclilty’s SRNAs.
| Code Blue polioy and procedure, protocol and :
 process to manage a resident with a DNR status, ' On 2-19-15, the Central Supply
verify no vital signs at five minuie intervals, ' ' Coerdinator audited each of the six (6)
pronouncement of death and notification of ! ! code crash carts to validatz tht itemy |
: Physician, family/POA, DON, and Administrator ¢ were present and within expiration. |
angd documentation in the medical record, which |
Event 1D: QXLP11 Facilly 1D; $00108 If continuation aheet Paga 80 of 168
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5 = e § € ™
e sRCTEEoenEs | B | GomteMNEEIECDe i
TAS REGULATORY OF LSG IDENTIFYING INFORIATION) S - T CROSS-REFERENCED 7O THE APPROPRIATE DATE
; DEFICIENCY)
l 5 I The audit showed 6/6 crash carts were i
F 278 ' Continuad From page 60 ] : prog:e:‘ly stocked with no expired |
requlred a post-test with 100% accurecy, with ' squipment. :
I immediata ra-education provided for any incofract | : . .
ey . These carts are being checked |
i Monday-Friday by the Central Supply !
Intarview, on 03/05/15 at 5:55 PM, with the DON ! Coordinztor, and checked Saturdsy-
ravealsd she had paricipzied in the training of all Suaday by the House Supervisor, The
nursing staff on the faciity's Code Slue policy and | mems in the certs will be accountad for
procsdure, protocol, and process 10 manage 2 on the facility Crash Cart Check Ligt
resident with a DR slatus, veriiy no vital eigns zt | Form indicated by the Central Supply i
five minute intarvals, pronouncement of dsath Coordinator/Nursing Supervisor's ]
and notification Physician, famiy/POA, DON, and signature, date, and commen: as to
; Admintstrator and documentation in the medical whether 2ll irems are present and !
record, Per intetview, each area raquired a } wthin expiration. The results of these !
past-tast with 100% aceuracy, with Imimediate ‘ audits ere being deliversd by the i
re-education provided for eny incorrect answers, .
| The DON further stated two {2) staff mambers | g::ﬁ,l;sms l:';plt{,, fgf,{f,{;ﬁ:ﬁfﬁ“::j
i wara out on lsave and did nol recaive the training | DON for review Um‘n oo diat ;
| however, would not be added 1o the schadule P ensure tmmediaie
untit they were In-serviced and completed tha ; compliance. . o !
| past-test with 100 % accuracy. . [ - In the event an ervor is found, it will be
. | immediately corrected, These audits
20. Raview of the facility's in-service sign in j are being presented by the
sheats and post tast on 03/06115, for 02/27/18 \ Admmistrator_ or DON_ to the monthly |
through 03/02/15, revesalad nursing staff (Nurses, - QAA Comminee for interchsciplinary !
KMAS and SRNA's) had received education on I review., The QA Committee will i
the facility's requirement for inciusion of the ! authorize any change to the plan of !
' resident’s Advanced Directives and cods stalus ! comection for frequency of audits or |
on the Comprehansiva Care Plan, ; firther nesded interventions; howaver, '
1 these audits ars scheduled t i
intarviews on OYO/{S: al 3:20 PM with LPN #; | Mondsy-Friday ;:dei-m‘ﬂaly_ o continue I
at 3:49 PM with SRNA #13; at 4:15 PM with LPN i !
#2/MDS Nurse; al 4:30 PM with SRNA#E; at 4.50 The followine hac besn added t
PM with RN #4/MDS Coordinator and SRNA #2; | facility’s oricaation pro g:m:‘:n e
gt 4:58 PM with SRNA #12; at 5:15 PM with LPN ! | 15 by the DON for newly hired !
| #1/Supsarvisar, at 5:20 PM with LPN #4: and at | Do o
' 5:50 PM with SRNA #8/KMA and RN #5; and . Hoensed staff and when agency staifis |
Iterviaws on 03/08/15: at 12:35 PM with LPN | | utilized which includes in-services and i
#10MWeekend Supervisor at 1:00 PM with SRNA | post teus for Professional Nursing
#10 and SRNA#14; at 2:00 PM with SRNA#5, ! |
Facility 105 106108 if centinuatian shaat Paga 81 of 188
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TIAME OF PROVIOER OR SUPPLIER STREET ADORESS, CITY. ETATE, 2IP SODE
- 1808 VERSAILLES ROAD
PROVIDENCE HOMESTEAD LEXINGTON, KY 40504
e ! SUBMARY STATEMEWT DF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION P
eRESR | (EACH BEFSCIENCY MUST BE PRECSDED BY FULL PREFI (EACH CORRECTIVE ACTION SHOULD BE ¢ GOMPLETION
A3 REGULATORY OR LSC DENTIEYING INFORMATION) . TAG CROSS-REFERENCED TO THE APPROPRIATE = 947F
. DEFICIENCY) '
t [ ]
N , Standards; [dentifying Cods Status and !
F 272 Continuad From page &1 : ,  post test; Policy and procedure of !
al 2:30 PM wilh SRNA #16/KMA; at 3:35 PM with comprehensive care plans and post
i SRNA #1; al 3:50 PM with SRNA #11; at 4:00 PM ° test, Advance directives and post test;
) with SRNA #10: at 4:05 PM with LPN #9; at 4:25 i Resident rights and post test; Code
P with LPN £3; at 4:40 PM with SRNA#R, and | - {  Blue information sheet to be completad
2 4:50 PM with RN #5 revealed they had all | at the tme of a cade Blue: Code Bluz |
 recslvad in-service sducation regarding the ! Nires's note guide and pu;f est, Cade
 requirement for incluslon of  resident's Advansa | Blue Protocol end post test and each
Directives and code status on the Comprehensive, ; Post test and <aa
. i heensed nurse must heve a curreni
Cars Plan. Additionally, the staff intarviewad CPR certifieati
ravealad they all had taken 2 post-teat and had to : Incation
score 100%. i
! ! i Monltoring
| Interview with the SOC on 03/06/18 st 5:30 PM, | I Initiation of investigating all code blue
' ravealed she had participated in the training of all evepts:  On 2-19-15, the DON
' nursing statf on the facilltys requiremsnt for | developed a Code Blue information
' inclusion of the resident's Advance Directives and : form to be amached to the incidemt |
code staius on the Comprehensive Gara Plan. i report for afl Code Blue events and |
Per interview, 8 post-test was required with 100% turned into the Director of Nursing for
accuracy, with immediala re-sducation provided ' mvestigation, In-servicing regarding
for any incofract answers. ; i ths facility’s new Code Blus
! information form was Initiat .
interview, on 03/06/15 at 5:55 PM and 8:30 PM, | 19-15 and completad m'”;_,_fg f‘;‘; azu |
with the DON ravealed she had participated iIn the | nursing staff; including, RN :
s 2, s, LPNg, |
! tralning of ah staff on the facility's requirement for | and SRNAs. :
| incluston of the r;algent's A'c_llvanca Egrecll;es and :
code status on the Comprahensive Cara Flan, | e : - ,
Per Interview, a post-test was requirad with 100% ; sﬁg::ilfed"f the investigation will be
] g to the QAA monthly
accuracy, with immadiate re-education provided ! meeting by the DO
for any incomrect answers. Further interview ) g by the DON. There has not
' revealed two (2) staff membars were out on leave | esn & code blue event other than
and did nol recalve the training; however, would i mock drills since Resident #1.
receive the training prior to belng added to the :
| scheduls, and would have to complete the i The Staff Deveiopment Coordinator |
: post-test a9 requirad. but wil not be added to the | will conduct monthly in-services for
schedule until they are in-serviced and complete ! th; next 6 months and then querterfy
the post-test accursately. i with all nursing staff on facility policy !
i and procedure related to advance
21, Heview on 03/08/15, of the 02/27/15 code | directives and Code Blue policy and
status audits revealed fifty-six (56) of ane i
Evant ID: QXLP1Y Facilty |D; 100108 I continuation sheet Page 82 of 108
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Xapo SUIMARY §VATEMENT OF DEFISIENCIES 0 PROVIDER'S PLAN OF CORRECTION L
BREFL 1 {EACH GEFICIENSY MUST BE PRECEDED BY FULL PREFI: {EACH CORRESTIVE ACTION SHOULD 3¢ COMALETION
TAG REGULATORY OR L3C IDENTEYING INFORMATION) HE 7Y CROSS-AEFERENCED TO THE APPROPRISTE | DATE
; DEFICIENCY)
: ! | vrozadure and policy end procedure on !
F 273, Continuad From page 52 I* comprehensive care plona will be |
hundred and twenty-sight {128) resldents had a . covered in these in-services, These in- ‘
| Full Cade status as per thelr Advance Directives, services are scheduled for 4/6/135, '
i . 5/41Y5, 611715, /8NS5, BI3/15, and
Interview with MR on 03/09/15 at 3-30 PM, i Q17/13. ;
| ravealad she and the QA Nurse had audited &l ' .
; Fesidents’ racords on 02/27/15, 2nd fifty-sbr (5€) v & mock Cods Blue drill wes canducied !
of those resigents’ records had zn Advanos S P | syt g .
' Directive for Full Coda stafus . on 3385, NS, end on SRS
T < ' | &nd will be conducted quarterly by the
' 22. Interview, on 03/06/15 at 5:30 PM, with the | + Stwalf Development Coordinatar, QA
i SDC revealed the new hire orientation packet did j Qurse or DON on all three (3) shifts i
. include the new training and post-test related o both weekends and weekdeys. Resuls
| profassional nursing stendards, Comprehensive of these drills are being documented by |
Care Plans, Advance Diractives, identifying code the Swff Development Coordimator, !
status, facility's Code Blue protocol and new QA nurse or DON and submitted to the |
| Code Blue forms. Per interview, the posi-test DON and Administrator for review.
wouid bz required with a 100% aceurasy, and Additionzily, the results of these drills
Himmadiate re-education provided for any incorrect | gre  being  submitted by  the
| Bnswars. | Administrator or DON to the facility
' QAA meeting for Inierdisciplinary
| Interview, on 03/06/15 at 6:30 PM, with the DON . review.
. revealed all agency staff recaived orientation
packets to educate them on the same toplcs as ' An audit was initiated on 2-19-15 for
:acnl!t;lf staif. Per Inlervle'_.v. all agancy staff wo'uld the QA Nurss and the Medical Records
| ::omrg::;nthedrustl-ies! with 100% accuracy prior Coordinaror comparing each residents |
o R g direct care. ' , advance directive decisions,
| Intsrview, on 03/08/15 at 1:00 PM, with RN #7, an ' physician's orders including code |
agency nurse, revealad she did recelve the : starus, comprehensive care plan, code
| facllity's in-service Iraining and had completed a | status identification on the spine of the |
 poel-tes! for each topic regarding the faclity's | chart which is white for full code and
protoco[ for Advance Directives, code stalus, i red for DNR, 5‘"9 :dcntiﬁcan.c:n onthe
i Comprehensive Care Plan, Resident Rights, and ° | residents door of a red dot if a DNR .
Code Blue documentation forms. ; status, and meking sure that they match
; and that there were no dlscrepancies in
| 23. On 03/06/185, review of the facility's in-service ' the policy. This audit consisted of
augn i shesls and post last for 02/28/15 through ' 100% of the facility’s residents !
| 03/02/185, revealed nursing steff (Nurses, KMAs | (128/128 residents). !
| and SRNA's) did raceived education related to _ {
FORM CMS-2367(02-09) Previous Vertions Dbaoiele Evenl I QXLPM Pasitty (. 100108 If continuation sheat Pags 83 of 162
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a1 | SUNMMARY BTATEIENT OF DEFICIENCIES ' PROVIDER'S PLAN OF COPRECTION by
DREFLY | (EACH DEFICIENCY MUST BE PRECEDED S FULL RAEFD. 1 {EACH CORRECTIVE ACT(COI SHOULD BE | COMPLETION
TAG REGULATORY QR LAC IDENTIFVING INFORIMATION} TAG | c:Rcss-RsFEﬁEgnglm zD THE APPROPRIATE DATE
i CIEMCT)
| [ | |
£ 27¢ | Continuad From pegs 53 ! | There were no corrections needed from
| professional nursing standards, partaining to | ! thess audits but the facllity will
| provision of CPR, documentalion, ensuring a : continue to conduct this pudit daily |
: Physician's orlder for DNR status and honoting I | Monday thru Friday by the QA nurse !
each resident's Advance Directives, , 8nd the Medical Records Coordinator
| . and is being conducted
ierviews on 03(04/1S: & 3:20 PR wih LEN 25, | skends Gy the | stend hom
2t 3148 P with SRNA #13; ot 4115 P with LPN. | supervisor. If sny discrepancies are
#2/MDS Nurss; at 4:30 Ph with SRNA #5; at 4:50 P
PV with RN #4/MDS Coordinaior and SRNA #2; | pi e e Rl
at 4:58 P with SRNA #12; at 5:15 PM with LPR e I T
- #1/Supervisor; at 5:20 PM with LPN #4; and at el o IS
| §:50 PM with SRNA #8/KMA and RN #5; and In addition, the results of these audits
Interviews on 03/06/15: at 12:35 PM with LPN | are being subminizd by the DON o the
#10MWaekend Supervisor; at 1:00 PM with SRNA . QAA monthly meetings for reviewand
#19 and SRNA #14; at 2:00 PM with SRNA #15; , recommendations. The daily auditing
at 2:30 PM with SRNA #16/KMA,; et 3:35 PM with will continue  until  subsmntiel |
‘ SRNA #1: at 3:50 PM with SRNA #11; 2t 4:00 PV compliences is determined by the Office
. with SRNA#10; at 4:05 PM with LPN #9; at 4.25 of the I[nspector General (OIG). Onct |
PM with LPN #3: at 4:40 PM with SRNA#9, and substantial compliance is achleved, |
at 4:50 PM with RN #8 revesled thay had all these audits will continee on a monthly
received in-service aducation regarding ' basis for the following six (6) months.
professional nursing standards which pertained 1o | These results will continue to be
provision of CPR, documentation, ensuring a presented to the QAA committee by
 Physlclary's Order for a DNR status and honaring the DON. Afier six (6) months, the
: a resident's Advanca Directivas, Additionally, the QAA committes will d eter.min
| staff inlerviewed revesled they all had takena | - . : "
: posi-test and had ta score 100% ' gL e i L L
: b maeintain future comphiance.
' 24, Reviaw of the 03/03/15 Mock Code Blue |
sign-in sheet revealed saven (7) LPN's, one (1) : :
RN, five (5) SRNA's and MR responded to the | © On 2-19-15, the Cenmal Supply .
Mogk Code Blue drill. Review of the | + Coordinator audited each of the six (§) |
Incldent/Accident form, Nurse's Nots, Code Biue | ; cads crash carts to validare that items
Information form, and Code Blus Nurse's Notes were present and within expiration.
Guids revealsd the staff responded timefy, and [ The audit showed 6/6 crash carts were i
| followed the facllity's protocol for a Code Biue. | properly stocked with no expired
I H equipment. !
Interviews, on 03/06/15 al 1:30 PM, with SRNA ;
| #2, at 2:10 PM, with SRNA #18, revealed they
Evant Q.21 Factiy iD; 100108 {| continuation sheat Page 64 of 188
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4TREET ADDRESE, GITY, BTATE, ZIP CODE

NAKE OF PROVIGER OR SUPPLIER
1808 VERSAILLES ROAD

PROVIDENCE HOMESTEAD LEXINGTON, KY 40504
o | SUMMARY STATEMENT OF DEFICIENZIES 10 PROVIDER'S PLAN OF CORRECTION 6o,
PRERn: { (2ACH DEFICIENSY MUST BE PRECEDZD BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE ! COMBLETION
TAG |  REGULATORYORLSCIOENTIFYING NFORMATION) | TaG | GROSSREFERENCED 0 THE APRROPRIATE one
: EFICIEH

nva’ These cars  are  being  checked
F 278 Continued From page 64 | [ Wonday-Friday by the Central Supply
| had participated in the mock Code Blus or ‘ ! Coardinator, and checked Saturday
03/03/15. SRNA #2 and SRNA#18 stated the | Sunday by the House Supervisor. The |
drill went very well, and sveryons sgemed to be | items in the carts will be accounted for
more comfortabls with thelr role In a Cods Blue | on the facility Crash Cart Check List

mock rasidant for vital signs had given the order |
'io page a Code Blua. Per intervisw, she informad |
those present to gat tha crash cart, and CPR was
tnitisted timely and documentation was i
i complatad. Sha further stated she fal good
i about tha moek Code Blue.
i

audits &re being deliversd by (the
Central Supply Coordinator/House
Supervisor to the Adminiswator and
DON for raview to ensure imtmediate
compliance.

tevent. . Form indicered by the Cantral Supply
_ . Coordi (3 ervisor's
 Intsrvisw, on D3/OB/15 at 1:45 PM, with LPN iy S
#1/Suparvisor ravealed she had teken the [ad in el G Cand |
the mock Cods Blue, and after asssssingthe Eoeae e |
within expiration, The results of these i
j
t

In the event an ecror is found, it will be
immediately corrected. These audits
gre  being presented by the

intarviaw, on 0306/15 at 5.30 PM, with the SDC
reveslad & mock Code Blua drill would be
compieted quartarly on all shifts and on

weekends. a ' Administrator or DON to the monthly
F 281 | 483.20(k}(3)(!) SERVICES PROVIDED MEET ! QAA Committee for interdisciplinary
§5=J | PROFESSIONAL STANDARDS review, The QA Committee will

authorize any change to the plan of l
correction for frequency of audits or |
further n¢eded interventions; however,
these audits are scheduled to conttnue
Monday-Friday indefinitely.

The services provided or arranged by the facility
must mesl professional standards of quality.

i This REQUIREMENT s not met ag evidenced
by
! Based on Interviaw, record reviaw, review of tha
| facility's policy and procadures, and raview of ihe
" Kentucky Board of Nursing's (KBN's), )
' *Accauntabllity & Responsibifity of Nurses” f
document and Advisory Qpiniens (AOS), it was :
| detarmined the facility fafled to have an effactive ! post tests for Professional Nursing
| system to ensure sarvices provided mat ! Standards; Identifying Code Status and
 professional standards of quality for one (1) of : post test; Policy and procedurs of
 might (8) sampled residents (Resident #1) | comprehensive care plans and post
: i

The following has heen added to the
facility's orientation program on 2.2§-
15 by the DON for newly hired
licensed staff and when agency staif is
utilized which tncludes in-services and
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xHo " SUMMRRY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION T )
PREFIX (EAGH DEFICIENCY MUST BZ PRECEDED BY FULL PREFIX (EACH CORPECTIVE ACTION BHOULDSE | COMPCETTaN
TG |  REGULATURY ORLSC DENTIFYING INFORMATION) Tas | CROSS-REFERENCED TO THE APPROPRIATE -
. ' DEFISIENCY) 1
£ ‘ ~ £ ! . tesh Advance directives and post test;
F 281 Continued From pags 85 t! Resident rights and post test; Code
[ regarding ensuring nursing staff honorad the | Blue informetion sheet to be completed l
rosident's Advance Diractives. ; et the time of a code blue; Code Blue
i i i Nursa's note guide and post test; Code !
On 09111112, Resident #1 signed 8 dosumearnt i | Biue Prowcol end post test and each :
i steting ha/she requestsd to be a Full Cods (Fuil ! feensed murse must hevs B cumeEnt !
Code Indicates life-saving measurss wauld be CPR. certification '
instituied In the svant of cerdiac or respiratory ' '
 failure} ta include Cardioputmonary Resuscitation , ; " I
(CPR). However, an 02/18/15, Regletersd Nurse : f‘,‘;:,fl‘g, Hci’“c!Qj.‘n pesE ‘If;';fm:f‘d t
(RN} %1 and RN #2 felled 1o snsure Residant #1's | o b fn h:l ing disciulinary me
Advence Diractivas were honored regarding the members of the interdisciplinery team:
| Full Goda. On 02/18/15 al approximately 8:30 | Administrator, Director of MNursing, -
AM. State Registered Nursing Assistant (SRNA) | Medical Director, Regionst Direstor of
{ 1 found Resident #1 unresponsive and , : Clinical Servioes, Quelity Assurnce
j immediately notified RN #1 who 2ssessed the | Nurse, and Nursing Supervisor, The .
rosident. however, did not immediately initiate the - | Medical Director was informed ofand
! {acillly's Code Blug process or CPR for Residant | 1 approved all stzps teken 1o ensure both |
#1, SRNA#1 also notified RN #2 of the resident i {mmediate and ongoing compliance.
| belng unresponsive, and RN #2 alsofalledto | | ! —
inftiate the facility's Code Blue process and CPR. | | Dare of Correction: March 24, 2015 ! 3-'!_‘4"\ 3
| Instead RN #2 overhead paged Licensed | ,
' practical Nurse (LPN) #1/Suparvisor who ! | l
 responded and came to Resident #1's room | x :
whare she told RN #1 and RN #2 to iniliats CPR. ' i
However, LEN #1/Supervisor failad to snsure | ! i
" CPR was Initiated and called the Minimum Data l !
| Sel (MDS} office to verlfy If a Full Code residant * '
' was found unresponsive shouid CPR slill bs I ‘ |
| initisted. At approximately 9:05 AM, LPN #2/MDS i |
' Nurse and RN #4/MDS Coordinator wenl to [
! Rasidant £1's room where CPR had still not bean .' | |
l initiated. CPR was initiated per intorviaw at | X :
approximately 9:05 AM 1o 9:40 AM, thirty-five (35) , i
| to forty (40) minutes, after the resident was found | :
uRresponsive, 911 was called, and Resident #1 ] |
| was transportad to the hospital Emergency Room
. (ER) where the resident was pronounced |
i deceased al 9:38 AM. ; l
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F 281 ! Continued From page 65 | F et

I
The facility's failurs 1o ensur® nursing steff |
! implemeniad its Code Blua process and honorad i
'rasidents' Advance Dirsctives regarding thelr l
¢ raquested cogls 2iatus has caussd of 12 likaly 1o
| cause serious injury, harm, impalrment, or dsaty |
12 2 rasident. immeadiatg Jeopardy was igenfified I
i on 02/25/15, and was detarminad (e suist on :
02/18/15, Tha Facilily was notifiad of ths
, tmmediste Jeapardy on 02126716,

t Tha facifity provigded an acceptabla credible p
Allsgation of Compliancs (AOC) on 03/04115 with '
[ the facliity alleging removal of the nmediate
Jeopardy on 03/04/15. Immediate Jeopardy wes n
. verified 1o be removed on 03/04/15 as alleged by :
| the State Survey Agency prior to exlt on 0366185,
" with remaining non-compliancs at 8 Scops and
. Savarity of 3 "D" while tha iacility develops end -
| Implaments & Plan of Correction and the facility's j
' Quallty Agsurance (JJA) monitors to ansure i
. compliance with systemic changes. :

| The findings includa: i {

Review of tha KBN's, "Accountabliity &
Responsibllity of Nurses” docurnent revaaled
I KRS 314,021 (2) held nurses individualty
! repponsible and accountabie for rendering safe,
l sifectiva nursing care fo clients and for
| judgaements exarclsed and actlons taken inthe |
; course of providing care.

] Review of the KBN's Advisory Opinion Staterment |

i {(AOS) #36 "Resuscitation”, approved February
2008, ravealed nuraes were "reguirad” to honar
the Advance Directives of "patienis" who had the

! Advance Directives documented in their medical !

! racerd, unlass a Physiclan or hesftheare facility

| refused to comply, and the "patient” and
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& 281, Continued From page 57 i F 281
‘ surrogate were infarmesd of the refusal, i

;

! Ravigw of the facility’s palicy litled,

! "Cardiopuimonery Rasuscltation {CRR)", undatad,

| revaaled i staff found a rasident unresponsive

. they should call for balp, assess the rasidant,

" check the resident's coda status, If the rasident

- was a Full Code call "paramadics” (811), Initiate
CPR and continua it urill the "paramadics”
arrivad,

[

|
Review of Resideni #1's madical regard revestad [
the factiity admitied the resident on 08/22/12, and |
re~admitied himfer on 08/65M14. Continued
record review revealed on 09/11/12, Rasldant #1
had signed a documant requesting to have CPR
provided In the event he/she was non-raspansive.
Reviaw of the February 2015 Physiclan's Ordars

. ravealed an order for Resident #1 to have a Full

Coda status.

Review of the Nurse's Notes revealed a Nole
dated 02/18/15 timed 8:40 AM documsnied by
RN #1. Review of tha Note revealad SRNA #1
had called RN #1 to Resident #1's room becausa
the resident didn't "look too good™. Pat ths Nats,
RN #1 found Rasident #1 unresponsiva aflsr
shaking the resident and checking for pulses snd
respirations. However, continued raview of the | ; '
Note ravaaled no documented svidence she :
immediately called a "Code Blug” or Immediately ' i
inltiated CPR for Resident #1 who had a Full i :
Coda stafus. The Note revealed RN #1
documented she calied for “assist” from a nurse 1
on another untt, and when the other nurse arrived |
811 was called and CPR was then inltiatad. f i
i

Further review of the Note revealed RN #1 :
documented 911 was there at 9:90 AM., i

i l
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Review of the EMS Run Sheel daled 02/18/15,
revealed EMS was notifled by the facliity at
9:08:54 AM, were anroute et 9:08:03 AM, &t
2:13:14 ware with the "patient’ (Resident #1).
Continusd raview of the Run Shaet revaaled EMS
departzd the facility with Resident #1 al ©:.22:16
Ali and :
arrivad st the hospital ER at 9:22:37 AM. Further
review revealad EMS assessed no vital signs for
Rasident #1 and noled his/her skin color was !
pale, skin temperature was ¢ool and the i
resident's puplls were fixed.

i
!
|

_Review of the hospital ER record dated 02/18/15
raveaied EMS arrived with Resident #1 and the ’
resident was triaged at 8:33 AM. Per the ER
racord, Resldent #1 presentad lo the ER in
*cardio-pulmonery amesf®, was treatad for tha
condition, but remained In asystole {no haar i
i rate). The ER record noted Rasident #1 was )
; pronounced as deceased at 9:38 AM. i

Review of tha facility's investigation
| documeniation dated 02/18/15, revealed an ;
. Invastigation had been conducted regarding an ]
| aliegation of neglect involving Resident #1. Per j
| the documentation, SRNA #1 found Residant #1 |
' non-responsive at approximately 8:45 AM that |
i morning and notified RN #1, who “due to her i
- smotional stats over” Resident #1 expiring had |
not honored the rasident's Advance DHreciives “by i
initiating & Full Code”. Continued review ravealed |

i
I
I
i

other nurses had to initiate CPR for Resident #1
untt! EMS arrived. The investigation
documantation revealod Resident #1 had

i "salacted” to be & Full Code whilch was "indicatad
by" the rasident's signature and was in the i
medical racord. Review of the Form revealed RN
#1 and RN #2 had been suspanded pending the |
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£ 281 Continuad From page 68

" investigation auicome.

| Review of RN #1's written statement datsd

| n2118115 at 3:25 PM, documented by the Directar
i of Nursing (DON), ravealed RN #1 reported

| SRRA#T cama 1o ker at "about 8:45 AMT, and

. sald she needed i coma and see Residant &1,
| Par the wrltten staiemant, RN #1 went to !
| Resident #1's room, shook him/har and checksd |
! for & pulse, but the resldent had nane. According |
| to the statement, she also assassad Resident |
:#1 '5 vital signs and "thers ware nons". The ;
! written statement noted RN #1 sant SRNA#1 to |
i get a nursa on another unit, RN #2, who acrivad In:
| approximately one (1) minute, However, review :
| of the writtan statement revealed no documented
g evidenca RN #1 called a "Code Blus” or initiated

| CPR for Raesident#4. Continued reviaw of the

i wriiten statement revealed RN #1 knaw the whita
 fabel on the spine of a rasident's medical record

, Indicated the resident was a Fufl Code, but she

. didn't know “why she did not call the code®. RN

| #1's written statement noted CPR was not
linitiatad until afier another nurse, LPN
#1/Supervisor cama to Regldent #1's room and
told her and RN #2 to “code” the rasidant,

Further review of RN #1's written siatement
revazled she initlally “could not do this to"
Resident #1 (provide CPR); however, after being
told to sha did "code® the resident. In addition, It
was noted RN #1 thought CPR “stariad within five

(5) minutes".

interview with RN #1 was attemptad on 02/24/15
at 1:05 PM, 2:00 PM, 4:30 PM and 5:15 PM, and
on 02/25/15 at 10:10 AM; howaver was

unsuccessiul each time, : .

Continued review of the facility's investigation
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~ 281! Continued From page 70
documentation revealed RN ¥2's written
| statement dated 02/18/15 timed 3:20 PM, which
; was documented by the DON. Par RN #2's
| written stalemeant, SRNA #1 came and pot her on
0218118 and told her RN #1 nesded her, Review
: reveiled when RN #2 arrlved in Resident #1's
room, she found R &1 sltting on the resident's
bad crying. According to RN#2's written
siatement, she chacked Reeidant #1 for & puiss
and did not find a pulss, and chacked tha
i resident's pupils. RN #2's writien statament
revealad she asked RN #1 the Resldant #1'¢
i code status, a Do Nol Resuscitate (DNR) or a
- Full Code, and RN #1 lold her ha/she was a Full
[ Code. Further review of RN #2's written
" slatemnent revealed she was lold by RN #1 she
I (RN #1) was not going to put Resident #1
! "through it" (CPR). In addition, the written
statement ravaaled no documenied evidencs RN |
| #2 Initiated the facility's “Code Blue” process or
CPR for Resident #1. Reviaw revealad RN #2
i laft Resident #1 room to get LPN #1/Suparvisor's
opinion, then CPR was initlated which was
' performed for “a good whila™

interview, on 02/24/15 at 12:25 AM and 02/25/15

| al 11:30 AM, with RN #2 ravealed she shouid

! have staried CPR when she first entered
Resident #1's room the moming of 02/18/15.

| However, afler RN #1 refused to do CPR for

Resident #1 because she was not going to put

| tha resident "through that", she felt she did not

1 have any help {to perfarm CPR), Per intarview,

-when she firgt entered Resident #1's room she
did not know the resident's cods siatus, but was

: told by RN #1 tha resident was a Ful! Code.
Further interview revaealed she did not know how

. long it took 1o start "the eode” (CPR), as sha did

{ not have her watch and hadn't looked &t the

Tl
[
o
—h

|
|

|
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F 281 Gontinued From page 74 F2e1
clock. Par intarview, CPR was not iniflated untll
| after LPN #1/Supsrvisor enterad Resldent #1's
room and fold her and RN #1 to inltiate CPR.

Furthar ravisw of the faciity's investigation j
, documentation revazled LPN 2{iSupervisor's !
written statemant dated 02/18/15, untimed, Per
the writtan stalament on 02/18/15 at !
zpproximately 8:00 AM, she was peged overhead |
to call RN #2, The written stalement ravealsd
when che called RN #2, she was told Resident #1 '
" "was dead" and she nseded to "gel up" there,
| LPN #1/Suparvigor went to Resident #1's, room,
as sha went she saw the resident's chart which
had 3 whils labal on it Indicating he/she was &
Full Cade. The documentation revesled upon
arrival to Rasident £1's room she saw BN #1
sitting on the rasldant's bed patting his/her !
shoulder. According to the wrikten statement, she | l
i
i

i
1

asked why CPR was not Inltlated, and RN #1 lold |
her she couldn't do that to Resident #1 as the
residant would not want it. Per tha written

statement, LPN #1/Supervisor informed RN#1 | /
' that Resident #1 was a Fuli Code and she had to /
inltiate CPR. LPN #/Supervisor's writlen i

statement revealad she left Resident #1's room to

call LPN #2/MDS Nurse fo clarffy if a rasident was |
8 Full Gode and found nan-responsive should i
CPR still be parfarmed.

Interview, on 02/24/15 at 12:06 PM, with EPN I
#1/Supervisor revealed on 02/18/15 at !
appraximately 8:00 AM, she got lo Resident #1's
room after she had been paged overhezd by RN
#3. Continued interview revealad afier arriving to
Resident #1's room, she informad RN #1 and RN
#5 CPR had to be started and 911 called. Per

| interview, RN #2 went to get the crash carl and

. LPN #1 went to call 811. Per interview, the "code” :
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F 281! Continued From page 72
| for Residant &1 was not performed timely, and
CPR should have bean intiated immediately after |
| RN #1 assessed Resident #1, and abssrved the I
i rasident had no pulse and was nol breathing.

———h

i Raview of the facility's investigation !
documentation revesled LPN #2/MiDS Nuras's |
written statemant daled 92/19/15 timed 1:45 P,
which wes documented by tha DON. Per the !
writlen statemeant, she had recelvad 5 call fram
LPN #1/Suparvisor on 02/18/15, to "double check

‘ code policy”. The statement revealed after the

| call she wenl to Residant #1's room and

l observed RN #1 and RN #2 standing by ths
rasident's bed, and sha had to tall the nurses to

| start CPR, LPN #2/MDS Nurse's statarnent l
noted sha was told by the nurse's Resident #1

| had been found unresponsive at approximately
8:45 AM. Tha documentation revesled RN #1

| had tears in her eyes and told her she "didn't

| want 1o have to do CPR on" Resident #1, and shs

! toid RN #1 CPR had lo be done as the resident
was a Full Code,

| Interview, on 02/24/15 at 2:40 PM, with LPN

; #2/MDS Nurss at approximately 2:00 AM fo 9:05
AM on 02118115, LPN #1/Superviser had callsd

i her to verily if a Full Coda residant was found
non-responsive whather CPR was still 1o be

~initiatad. LPN #2/MDS Nurse stated she fold LPN |

| #1/Supervisor, *yes, CPR had 1o be initiated®.

" Per interview, she left the MDS offics and want !

| immediately to Resident #1's room afier the i

' phone call. She stated aftar entering the |

|

|
;
|
:

| resident's room she saw RN #1 holding an Ambu
i Bag (& hand-heid davice commonly used to

| provide posilive pressure ventilation 1o patients

‘ who are hot breathing or not breathing

adequatsly) on one side of the bed, and RN #2

i

F 281
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F 2811 Continued From paga 73
| standing on the opposite side of the bed with ths |
- crash cart. According o LPN #2/MDS Nurss, she
| had to fell RN #1 and RN #2 to hoak oxygen Up to |
| tha Ambu Bag and start CPR. Continued :
Interview revealed however, RN #1 was
"emotonal” and told her she gidn't want to do that |
(start CPR) o Begident #1, LPN #£2/MDS Hurse
revaaled she explalned to RN #1 thay had to start |
, CPR because Rasidant #1 wes a Full Code. She |
stated RIN #1 and RN #2 told har Resident #1 had |
{ been found non-responsive at appraximataly 8:45 !
AM, [
| !

3

| Review of the facility’s Investigation
documentation reveslad RN #4/MDS _

| Coordinator's written statemant dated 02/18/15 at

| 1:30 PM documented by the DON. Par the |

» written statement on 02/18/15, LPN

| #1/Supervisor called the MDS office to "say that i

" nurse was not coding” Residenl #1, and she

| thaught they should be coding the resident.

. Review revealed she and LPN #2/MDS Nurse

| went to Resident #1's room and saw RN #1

1 holding tha Ambu Bag by tha reslgent's bad, and

' RN #2 was standing on the other side of the bed.

| The slatemant revesled RN #4/MDS Coardinator

“loid RN #1 and RN #2 they had (o lay the head of :

[ Resident #1's bed flat, and start CPR, which was |

! done.

I
Intarview, on 02/24/15 at 3:00 PM, with RN i
| #4/MDS Coordinstor revealed on 02/1815 at |
l' about 2:00 AM, LPN #2/MDS Nurss received a 1
! call from LPN #1/Supervisor requesting
{ verification i a resident was found "lifeless" and |
' was a Full Code whether CPR should be inltiated. |
| AN #4/MDS Coordinator revealed she and LPN |

#2/MDS Nurse went {o Resident #1's room after

| the call, and observed RN #1 holding the Ambu |

|
any,

l
I

e e e
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| Bag by the resident's bed, and RN #2 on the
other sida of tha bed. RN #4/MDS Coordinatar | |
| statad however, they did nol observe chest : T
compressions being done. Sha stated sha cotild |
. hotrecall for sure If the RN's ware using the | :
; Ambu Bag. i

Intarview, on 2/24/15 at epprosdmately 2:00 Pivi l
| and on 02/28/15 et 8:05 PM, with the Diractor of .
~Nursing (DON) revealed for 2 resident faund not ; !
| braathing, a nurse was to assess the resident and
« If no pulse or braathing was found, the nurse ]
: should check the resident's code status, Per |
| interview, for reaidents who wers a Full Code
CPR should be slarted immediataly, Per the
DON, Resident #1's CPR was not immeadiately
!initlated, but should have been. She slaled RN
. #1 showed "no remorsa" when shs {alked to her
i during the investigation, and lokd har {DON) she i
[ "just didn't want to do that to" the resident. The
OON stated the facllity suspended RN #1 and RN
f #2 pending the results of the Investigation, and |
RN #1 terminated her employment with the facility
on 02/21/15. She stated RN #1 would be
| raporiad to tha KBN by the facility,

" Interview, on 2/28M15 at 3:45 PM, with the |
t Administrator revesled the nurse should bs |
f notified immediately if a resident was fourd '
non-responsive by a SRNA. The Adminisirator
| revealed, for a resident who was a Full Code, , |
{ CPR should be immediately inltiatad and :
' continued untll EMS arrived and took over. Per
intarview, RN #1 did not act appropriately on
| D2/18115. Further interview revesled RN #2
shouid have initiated the code but he falt RN #1
{ slood in RN #2's way, He staled RN #2 did notlfy
the supervisor wha infarmed RN #1 to star{ CPR. |
b
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Howevaer, inlerview statements on 02/18/15 &t ;
3:20 PM, with RN #2 and 02/24/15 al 12:05 PM, !

! with LPN #1/Superviscr, revaaled they had nat

“inttlaled CPR for Resident 9 tmely per the .
faciiity's poticy which stated "f staff found a !

{ rasidant unresponsive they should call for help,
zssecE the resident, chack the resident's cods

status, if the resident was 2 Full Code call

| ‘pacamedics” (811), inltate CPR, and continue it

L untit the “parsmedics” arived”. ;
. The facility provided an acceptable credible
Alleganon of Compiiance (AOC) on 03/03/15, thal

| Sleged ramoval of the 1) sfieciive G3/04/1S.

. Raview of the AOC revaaled the facllity

i implemanted the following:

' 1. On 02/1BA5, the Administrator, Directorof |

. Nursing (DON) and ihe Repional Director of ;

| Clinical Services (RDCS) interviewed Stats i

| Registerad Nursing Assistant (SRNA) #1, Nursing |

Supervisor (NS) #1 (LPN #1/Supervisor), RN#1

and RN #2 regarding delay of the Code Blue |

avanl involving Resident #1, RN#1and RN#2

- ware suspended on 02/18/15 panding tha

faclity's Investigation, i

2. On 02/18M5, an inttial report of the daisyed
! Code Bluas event was sent 1o tha Stale Agency by

i the Administrator and the DON. b

3. On 02/18/15, the DON notiflad Resident#1's !
- family of the dslay in initlating a Cods Blue by RN 1

.

‘4. On 02/18/M5, the Staff Develapment i
Goardmator {SDC) initiated in-sarvices with
| licensed nurses regarding immediaie
mplemamatlon of the facility's Code Blue
Protocol for resldents who had Advance

F 281,
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. Diractives which indicated a Full Code stais. ' ;
{ Immediate iraining included face-to-face :
| in-services with licensad staff on duty, and ! |
! Instruction by telephone for ather licansed staff. :
On 02118/15, the training was 2xandsd o Includs |
| SRRA't and Kentucky Medication Atdas (KiAs),
gnd 180% of lhe nursing staif received the
aducalion. Training points Intluded the
immediate Iniliation of CPR, based on the ;
i Physictan's Orders and the individual's Advance 5
! Directives and stated wishes regarding thelr code |
; status, when a rasidant was discovered to be
vithout vital signs, Ufilized far the tralning was |
| the facility's Code Blus Protocol.
5. On 02/19/15, the DON revised the facillty's ; f
| policy and procadure related ta code statusto | |
include a requiremant for adding each resident's i i
code statug 1o the cars plan. | ' ;

8. On 0218/15, the DON deveioped a new i

| system of quarterly care plan meetings with the i
resident and/or helr Responsible Party (RP), the |
Social Worker, the unit nurse and the MDS nursa,
to detarmine If any change In code status is

l desired by tha resident.

l

; 7. On 02/19/15, the DON devaloped a Code Bjue I

t information form to be altached to the incident
report for all Code Blue events. Both forms are [

[ urnad in to tha DON for further invastigation. ;

: The DON will submit results of all investigations |

. to the monthly QA meetings. In addition, the

| DON developad a reference baok for Coda Bive !

I' events, and placed a book on each crasheart, | |

" 8. On 02/19/15, the Administrator notified the :
| Ombudsman of the delay In iniliating a Cods Blue | :
! for Resident #1, The Administrator explained the
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F 281, Continuad From page 77
| corrective actions taken by the faciity, and invitsd
the Ombudsman to parlicipais in (he investigation

{ proGess.

8. On 02/58/15, & Quelity Assurance (QA)
mesiing weas held by telsphona conierance.
Particlpants included the Administrator, the DOk,
and tha Medical Director, who was alse the

| Attending Physician for Residant #1, The

| purpose of the meeting was to notily the Meadical
Director of the dalay in providing CPR for

I Resident %1, and to discuss corractive actions.

' 10. On D2/18/15, an Ad Hoc QA meeting was held
to establish corrective actions and monloring to
ansure future compliance related (o the following:
Code Blue respanse, residents' rights; and the
facllity's Abuse Policy. Atiendess included the

RDCS, Regional Director of Operations (RDO),
Unil Managers (UMs), and the SDC, The

| committee reviawed and autharized revision of
the facility's current policy related lo code status

ifo include code status In sach resident’s

| Comprehensive Care Plan. In addition, the

| committae developad a checklist of items to be
completed to ensure na ather resldent had tha

| possibllity of being affected by tha deficiant

i practice. Furthermors, the commitiee assigned

" Individual mambers of the interdisciplinary leam
to carry out specific tasks stated on the chack list,

! as well a8, actions to ensure ongoing compliance.

L)

i delay in provision of CPR for Residant #1 was
! due fo RN #1's failure to follow the facility's policy
| and procedure related to code status.

! Alse, on 02/48/15, the ragular monithly QA
| meeting was held and stiended by the

i Admintetrator, DON. Medical Dirsctor, QA Nurse,

The committee detarmined the root cause of the |

i
3

|
l

[

l
!
i
:

|
|
|
|
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! Administrator, DON, Madicai Diractor, Saclal

\ Services Dirsctor (S50}, QA Officer, Nursing

| Supervisor, Activities Direcior (AD), Director of

| Rehabilltation, Consultant Disliclan, and ths
Dietary Manager Assistant. Participants
confirmied ths Ad Hoc mesting determination of
the root causa end furihar discussed the facilily's
plan of sction golng forward.

11, On 02110415, tha Madical Records
Coordinator and the QA Nurse audited 100% of !

| the 128 residents’ chatls to verify each resident's i
cods status was corractly identtfied, and to i

| ahsura Physictan Onders, Comprehensive Care |
Plans, and SRNA Care Plans were consisient for ¢
either Full Code or DNR status, Each rasident’s
chart holds an identifying sticker an the oulside

- spine fo communicate the code siatus: a white

| sticker indicates a Full Code status, and ared

| sticker indicetes DNR status. The Medical
Records Coordinatar updated each resident's

| Care Plan to reflect Indlividual code status to be

| elther Full Code or DNR. The QA Nurse and the |

| Medical Records Coordinator will continue the

| audits daty Monday through Friday, and the

| Housa Supervisor will parfarm the audils on the

i wagkends, untll the 1J is removed. Audit results
wilt ba submitied datty for review by the DON,

| who will forward the data to the monthly QA

: meetings for Interdlsciplinary review,

| 12, On 02/19/15, the Caniral Supply clark audited |
' tha Fachiity's six (8) crash carts, utilized for ,
| marneaging a Code Blue event, for the pressnca of
| adequata supplies, and to ensure no explrad ’
! tams wera located on the carts, The crash carls |
| will be checked dally, Monday through Friday by
the Central Supply Clerk, and by the House
Supervisor on weekends, until the |J ls ramoved.

F 281

i
|
i
1
i
]
i

i
H
i

FORM CMS-2567(02-09) Pravious Versiona Obaalete Evenl ID:QXLPIT

Facillly 12: 100108 |f continustion

cheat Page 70 of 168



041012018 15119

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

ETATEMENT OF DEFICIENCIES
AND PLaN OF CORRECTION

{FAX)3583809571 P.OZ15031

PRINTED: 03/26/2015
FORM APPROVED
OMB NQ, 0938-03561

(X1} PROVIDER/ISUPPLIEFUCLIA
IBENTIFICATION NUMBER:

185144

{22) MULTIPLE CONGTRUCTION
A. BUILDING

13%3) DATE SURVEY
COMPLETED

B WING

c
§3/06/2015

RNAME OF PROVIDER OR 8UPPLIER

PROVIDENCE HOMESTEAD

STREET ADORESS. CITY, STATE. ZIP CODE
1608 VERBAILLES ROAD
LEXINGTON, KY 40504

(Ao
FREFIX

SULRAARY STATEMENT DF DEFICIENCIES
[EACH DEFICIENCY MUST 8E PRECEDED 8Y FULL
TAG REGULATORY OR LSC IZENTIFYING INFORMATION)

12} PROVIDER'S PLAN OF CORRECTION . {351
PRIFIK - (EAGN CORRECTIVE ACTION SHOULD BE SOMPLETION
TAG CROSS-REFERINCED TO THE APPROPRIATE it

DEFICIENCY)

F 281 - Continusd From page 78
. The audits wilt utiliza the Crash Cart chack List
! Form, and all results will be submitfed to the
¢ Administraior and the DON for thsir raview,
Subsequsntly, audit results will ba presented at
tha monttly QA maeting, where any changes (o
‘ the fraquency of audits, or recommendations far
. further interventiong, wil be made,

13, Begirning 02/19/15, the PayrollfHuman
Resources (HR) Coardinator Initiated a raviaw of
amplayee flles for alf nursing staff, to ensure
current Cardiopulmansary Resuscitation (CFR)
cerificates, active nursing licenses and SRNA
certifications, and the complstion of background
cheaks. The audit was completed on 03/03(135.

14, On 02/19/15, the Madical Records
Coordinater and the RDCS audited fifty (50)
rasldents who expired at tha facility during RN
#1's amploymant between 12/04/12 and
02121145, 1o delerming if RN #1 had been
involved in any other Cade Blus events. They
! found of tha fifty (50) deaths, twenty-one (21)
| securred while RN #1 was on duty; however, all

! residents except Resident #1 ware a DNR sistus
' gt the timse of death,

15, On 02/21/15, white &tl on suspension, RN #1
 calted the facility and voluntarly resigned her
' positian of employment with the facilty.

i 18. On 02/27/15, the Administrator and the DON
! informed the Medical Director of the specific 1J
' citations, and discussed the faclity's ptan for

' correction of the deficient practica.

|

' 17. On 02/27115, the Administrator and the DON
| Ineserviced the facllity's two (2) SSD's, the MDS
| Nurses and the Medical Records Coordinatar

F 251
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relatad to the facllity's new policy and procedura |
regarding Advancs Direclives, which inciudes the

! following actions: Soclal Services will review i
gach resident's Advance Directives upon
admission to the Tacility, including their wighes
ragarding code siztug, ohiain & Physiclen's Crdar
far the cods status, abiain consent ffom {he

| rzsldent and/or the Power of Attorpey (FOA), and
initiate the Advanca Directives Cara Flan; the

i WMDS Murses will audit the initial Care Plans for

'the prasence of Advance Dlrectives within 72

hours of admisslon, and the Intardisciplinary Care |

| Plan Team will raview all rasidents' Advance !
Diractives during the regularly scheduled Care
Plan meetings.

18, On 0227715 through 03/02/15, all staff from |
every department, including Nursing, Dialary,
Maintenance, Socisl Servicas, Activiles, and ,
I Housakeeping, was In-serviced by tha DON,
' 83D, SDC, QA Qfficar, and the Nursing
Suparvisor related to Advance Directives and
; Resldents' Rights. Each staff member was
: required to complate a post-leat with 100% |
accuracy on the subject matier. Immediale
i ra-aducation was provided for any incorrect i
! answers., |

| 19. Between 02/27/15 and 03/02/15, all nursing |

' staff, Including nurses, KMAs and SRNA's were

. educated by the DON, 88D, SDC, QA Offlcer and

! tha Nursing Suparvisor on the fallowing:
diffsrentiation betwesn DNR and Full Coda

i stafus; how to identify a resident's code status;
how to call for and Inliiste & Code Blus; who
should respond o a Code Blue immediatsly,

- where lo locats the crash cart; cantacting ths

| Physician and calling 811, continuation of the l

| code untll EMS arrival; netification of the DON

(41 SUMIMARY STATEMENT OF OSEICIENCIES i o ! FROVIDER'S PLAN OF CORRECTION -
PREFIF, (EACH DEFICIEWNSY MUET BE PRECEDED 8Y FULL PREFRIX (EACK CORRESTIVE AGTION SHOULD BS | comeLETION
THG REGULATORY OR LBC IDERTIFYING INFORMATIOHN) ThO CROSS.-ASFERENCED TO THE ABPROPRILTE 3
. ' | DEFICIENECY}
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and Adminisirator; and documentation of alt - i
[ details of the coda in the madical record. |

In addition, the training Included how to manape
| the resident who had & DNR status, including an
| essessment for vital signs at fiva (5) minute i
intervals, pronouncement of death, notification of |
_the Physiclan, the familty and/or POA, and the
| DON and Administrator, and documentation in tha -

. mediesl record. All participants ware required to
complete s post-tast relatad to the training with I

400% accuracy, with immediate re-education

|

provided for any Incorrec! answars. l |

‘ i i
! i

i

0. Batween 02/27M15 and 03/02/15, all nurses,
KMA and SRNA's wers In-safviced regarding lhe |
requiremant for inclusion of the residant's | |
¢ Advance Directives and cods stalus on the |
Comprehensive Care Plan. The training was i
provided by the DON, SDC and Nursing ;
Supervisot, All participants were required lo [
complete a post-test related io the training with ,
100% accuracy, with immediate re-education
provided for any Incorrect answers. Two (2) staff :
membars wars on leavs and did not receive the |
+ education. They will not be added to the
" schedule until they are in-serviced and able {
]

compleie the past-tast accurately to ensure thair
compstancy. !

21. As of 02/27/15, fifty-six (58) of one hundred : !
| and twenty-sight (128) residents had an Advance l !
Diractive for Fult Code status. |

22, On 02/28/15, the DON updatad the new hire ;
: orientation outline to include training and | i
| post-tests related to professional nursing
, standards, identifying code status, - |

! Comprshensive Care Plans, Advance Directives,
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F 251 Continued From paps 82 5
Residents' Rights, Code Blug information shest, |
i Code Blus Nurses' Nota guide, and the facility's |
; Code Blus Prolocat. In addition, orantation
packets wera developad for agency staff 1o
» sducats on the same topics. Al agancy staff will i
. be expaciad (o complata the post-tests with 1060%
aozuracy prior (0 providing direst care, :

Z3. Betwesn 02/28/15 and 023/02/15, all nurses,

'KMAs and SRNA's ware in-serviced by the DON, |
SDC and the Nursing Supervisor related to '
proiessional nursing standards. Training

' references included the Lippincoti Memual of

| Nursing Praatice as |t pertained to the provision of
CPR, documentation, ensuring a Physician's

. Order for DNR stalus, and honoring each
regident's Advance Directives, Al participants
wore requlred o complete a post-test refated lo

| the training with 100% accuracy, with Immediate
re-education provided for any incorrect answers.

. 24, On 03/03/13, the facility conductad 8 mosk
Code Blue drill to assess staff knowlsdge

{ fetention after training related to initiating a Code

. Blue event Immediataly, and evaluated response

! ime, acouracy (n determining the code status of
the mock resident, and adherence to the facllity's

! policy and procedure. A mock Cods Blue drill wil
be conducted quarterly by the SDC, QA nurse or
the DON, and will cover all shifts on weekdays

| and weekends. Rasults of the drills will be

, brought by the Administrator or the DON to the

' facility QA meetings far interdisciplinary review.

| Any staff members identified to nol follow faciity !

: policy and procedures will be re-educated, and a ,

i compelarnicy tasl will be administered uniil the

 staff member is able to display a tharough and

- accurate understanding of the policy and

. brocedure, '

I
f
}
|
?
i
i
l
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' The State Agency validated ths implsmentation of |
| the facilly's AQC as follows: i

1. Paview of the facllity’s investigetion of the H

"neldent revealad SRNA #1, Nursing Suparvisor

, &1 (LPN #1/Suparvigor), BN #1 and RN #2 wars |
interviewad ralated 1o tha Code Blug avant
involving Reaidant #1. Cantinued review of the
investigation revesled RN #1 and RN #2 wers

' suspanded on 02/18/15, panding the investigation

_resuils.

]

1

; 5
Interview, on 03/04/13 af 6:00 P, with ths DON |
raveslad RN #1 called the facllily on 02/21/15, I
j and stated she was quliting and would not be '
“returning to work, and hung up, l
1 i
2. The State Survay Agency recelved the iniial |
!

f

|

|

!

| raport regarding the delayed Code Blug avent
involving Resident #1 on 02/18/15,

+ 3. Review of tha fachity's investigation

| documenitation of the incldent revealsd the DON
; notified Resident #1's family of RN #1's delay in
linttiating a Code Blue.

f Fhone contact waa allsmptad with Resldent #1°s

* RP/famlly which was unsuccessful and a ]
' message was left, Mowaver, no returmn call was |
i recelved. ;
|

: 4, Review of the faciiity's in-servics sign-in form |
| dated 02/18/15 and 02/18/15, revesied 100% of
| nursing stafl did recelve training on the facility's |
! Code Blue Protocol, which inciuded education on l
i iImmediate initiation of CPR, based on Physiclan's

! Orders and lhe individual's Advance Direclives

, Bnd statad wishes regarding thelr cods status, |

i
I
a
|

i
|
| |
|
|
f
!

i
l j
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F 281) Continuad From page 34 I
when a resident was discovearad (o be without
{ vital signs,

i Interviews on 03/04/15; at 1,55 PM with LPN #1; |
st 4:15 PM, with LPN #2: af 3:20 P, with LPN
, 73, znd at 4:50 PM with N #4 revesled thay
wera inservicad on ths facility’s Cod= Blue
rotedures, how 1o identify a residsnt's code
I statys, whan to inltiate CPR, and ths code
|

process, |

intarviews on 03/04(15; at 3:49 PM, with SRNA |
i #13, al 4:35 PM with SRNA £6; and at 4:58 PM
with SRNA #12 revealed they were nserviced on |
: the facility's Code Blue process, how to identifya
' resident's code status, call 8 Code Blue, take
i crash carl to room and wait for furiher directions.

. 5. Reviaw of the facility's documenl titled,

| *Medical Emergency Code Referance”, nol dated,
revaalad the DON had revised the facility's policy !

i and procadure to include the requirement for
adding each resident's codae status to the care

| plan. i

lmtarviews on 03/04/15 at 5:20 PM, with Social
Services (SS) #13, and at 5:30 PM, with SS#2, |
revealed they were in-serviced related jo SS

| responsibliity for implamenting an interim

: Advence Directive cara plan o include the code
status for all new residents upon admission i
and/or readmission. i

| Interview on 03/06/15 al 4:50 PM, with the RN

 #4/MDS Coordinator revealed the MDS nurses

f were in-sarviced rslated to MDS' rasponsibility to
audit the interim care plan within 72 hours of

. every resident's admisslon, and/or readmission,

! and to assure Advance Directives with code i

F 281
1

]
H

"
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! status were prasent. |

"6, Imarview, on 03/06/15 at 6:30 PM, with the 1

| DON ravsaled she developad a naw system for
Quarlerty Care Plan meetings to discuss with

' residants and their RP if & change in code status
Is desirzd by the residsnt. .

' Raview of the facility's policy titied, “Care Pisns" |
: with a revised date of 02/27/16, ravealad the Cars
Plan Team would review with the resident any
 existing/current Advanca Directives to dstermine | i
 if a change in code status was desired by the . |
! residant at the Quarterly Care Plan meatings. II ’
{ :
Interviews, on 03/06/15 at 4:00 PM, with S8 #2 ; [
I and at 4:30 PM with SS #13, revealed Advance
; Directives Including the code status was i i
¢ discussed with each rasident at every care plan | |
| meeting now, :
- [
| Interview, an 03/06/15 at 4:60 PM, with RN |
#4/MDS Coordinator, revealed the cars plan team '
, did discuss Advance Diractives including the code l
| status with the resident or RP at each carg plan

I meeting now.

i
!
7. intarview, on 03/06/15 at 8:30 PM, with the i
| DON ravealed sha had developed a Code Blue ;
i Information form which was to be altached to |
incident Reports for all Code Blue events that

| were to ba turned in to har. The DON revealed |
. she had also devalopad & raferance book for all

! Code Blue events which were piaced with each

| crash cart, Per the DON, she will submit alt |
{ Investigations to the facllity's manthly QA l

| mesting,

!
1
!
|
|
_!e
|
|
|
I
|

' Observation on 03/06/15 from 3:00 PM through |
Eveni IC:QXLPLE

i 1
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1 3:20 PM of sach crash car in the facliity revealad

. & reference book for Code Blua evants which

lincluded the Cade Blue documantalion form.
Review oi tha facility's Code Blue rafersnce book
revsalad a form titiad, "Code Blus
Dacumsntation”, datad Q215 5, vwhich was i

' ravisad 02/2715,

- 8. On 03/06/15 &t 2:00 P 3 call was placed o
, the Ombudsman with no answear, a message left |
ito return g call. The Ombudsman returned the
I call and revesled the Administrator did notify her !
- of the dalay in iniliating & Code Blue for Resident
#1, and explainad the corrective actions takan by |
| the facllity and invited her to participate.

! interview with the Administrator on 03/06/15 at
: 6115 PM, revaaled he had called the Ombudsman |

} on 02/19/15 25 per the AQC., ]

! 9. Interview with the Administrator on 03/05/15 at |
, 8:15 PM, confirmed the faclity's Medical Director |
| was contacled by phone for the QA meetingon |
02/19/15, to notify him of the dslay in providing |
I CPR end o discuss a plan of actlon, l
i

| Interview, on 03/06/16 at 3:00 PM, with the

* facliity's Medical Dirsctor and Resideni #1's

j attending Physician revaaled the Administrator, |
- the DON and the RDCS had called on 02/18/15,
| lo discuss tha events which eccurrad with

| Residen! #1's code on 02/18/15. He slaled "wa" |
- did put plans Into action, and he felt the facilty |
l had a vary aclive QA program. The Medical

_ Director revaaled the facility had a2 meeling !
! monlhly and he "raraly” missed a meeting, i
1

i 10. Reviaw of the facility's Ad hac QA mesting I
. sign-in sheet revealed the attendess included the

|
|

?
|
|
E
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F 281 : Continuad From pags 87 F 28t

Medical Direclor, Administrator, DON, QA Nursa, |

| ROCS. RDO, UMs and SDC.

i Interview, on 03/06/15 at 3:50 PM, with Medical
Racords (MR} revealod during the QA meating
zgsignmants were mads and MR was essigned

duties related to the Advancs Diraclives ragarding

completing 2 dally audit. Per intsrview, the audit

was for identilicationfverification of &l residants’
| code status, by ensuring the code status on the

rasigants’ door name plata, SRNA care plan,

Comprehensive Care Plan, spine of the rasidents’ |

charts, and inside the front caver of the charis
malehad the Physician Order. Furthar inlerview
. revealed this was reviewed by ths
§ DON/Administrator dally.

. intervizw, on 03/06/15 at 5:25 PM, with the QA

{ Nurse revealed on 02/19/15, & QA mesting was
hald with the Medical Diractor, Administrator,
; DON, Nursing Supervisor, 58, Dietary, Activities

| Director, Directar of Rehabilitation and QA in
attendance. Per interview, the QA altendeas

. reviewed and authorized revision of the facility's

| eurrent code status polioy to include each

_ resident's vods status on the cara plan, The QA
Nurse revealed maembers were assigned specific
tasks on the check list which they developed to

. ansure ongelng compliance. Further intarview
raveaied the QA attendees datarmined the root

| Cause of CPR provision for Resldent #1 was due

| to RN #1's fallure to follow the facllity's policies
“and procedures related to code status and

. disoussed an action plan,
I

' Intervisws, on 03/06/15 at 4:00 PM, with SS #2,
- and at 4:30 PM with 88 #13, revealed 85 was
| assignad duties related to tha new policy and
procedure for Advance Directives. Per inlerview,

FORK CAS.2567T02-60) Previous Verslons Obaolete

Event 10:QXLP1T
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1 85 was o obtain consents from the resident or |

' POA, notify ths nursing supervisor of tha unlt the
resident was admitled to, and obtain a :

! Physician's Order for the code status declslon, |

, Further intarview revealed SS will initiaie the

: Advance Diractiva care plan for residents. i

; intarview on B3/08/15 at 4:30 PM, with BN

' #4/MDS Coordinator ravealed the MDS nurses
were assigned duties related fo the new palicy |
and procedure for Advance Directives. Per !
Interviaw, MDS' dutles were to audil the interim
cara plan within 72 hours of every admission,

" anddor readmilssion, to assurs Advance Ditectives

| with code status were present,

. 1. Interview, on 03/06/15 al 3:50 PM, with |

1 Medical Records (MR) ravealad MR was !
assigned duties relafed to Advancs Directives to |

' complgta a dally audit for identification/verification
of aif residents' code status by enauring tha coda |

- status on the residents' door name plate, SRNA

' care plan, comprahansive care plan, spine of the
chart, and Inside the front cover of the chart

| matched the Physlcian's Order, Per Intarview,
the audlts wera turned into the

. DONfAdministrator daily, with the first audit
completad on 02/19/15, when MR and the QA

i Nursa audited 100% of residents’ charts for !

| veriflcation of thelr code status, I

Vinterviaw, on 03/06/15 at 5:25 PM, with the QA

| Nurse revealed MR and herself completed tha |

! daily audit Menday through Friday for !

f idantification and verification of all residents’ coda |
stafus by snsuring the code status on the l

| residsnts' door name piate, SRNA care plan,

i Comprahensiva Care Plan, spina of the chart, |

: and inside the front caver of the chart matched ¢

!
]
i
¥
|
i
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F 281| Continued From page 89
the Physician's Order and the House Supervisor
' completad the audits on the weekend. Per
interview, tha audits would continus untll the
immadiate Jeopardy (1) was abated,

Revigw of the sudits petiormed by MR and tha
QA Nurse confirmed campletion of tha taske a3
assipned per the AQC,

; intatvisw on 03/06/15 &t 6:30 PM, with the DON
| raveaied the code status audils were turnad in
| daily for her review.

| 12. Raview of the Central Supply Clerk's (CSC)
audit farms {Crash Cart Check List form)
raveaied the six {6) crash carts was audited daity
for expired #ems and the presence of adaquats
supplies, with no issues identified beglnning

02/18/15.

nterview, on 02/24/15 al 8:55 AM, with the CSC
i revealed he checked tha slx (8} crash caris daily
I Moenday through Friday, snd the House |
1 Supervisor chacked them on the weskends for i
| expired tems and o ensure they ware jocked. |

!

|

Par Interview, while doing the audit if an item was
| used from & crash cart the item was replaced and
| @ new breakaway lock would be appliad to the
i cart. Tha CSC revealed audits continued 1o be
i parfarmed.

" intarview on 03/08/15 st 8.30 PM, with the DON
! revealed the audit results wera reviawed and !
j would be {aken to the facliity's monthly QA i

meeting. [

i
i
. 13. Review of saven (7) empioyes flles on { I
+ 03/06/15, revealad the employae files were
! complate with current CPR cards, active nursing | 1
Event ID;QXLPAT Facilty 10: 100108
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l licenses and SRNA certifications, and ! I
" background chacks, . i |

|
i Interview an 03/06/15 al 4:39 PM, with the DON i
* revaaled tha employse file audits were campletad | |
1 25 par the AQC on Q3/03/18, :
| 4. Reviaw of tha audit complated on 02/16#1 5, |
revaaled fifty (50} residants who had expirad in

| the facility betwaen 12/04/12 and 02/21/15, ]
- medical racards were audited. Of the fifty (50) |
| deaths, twenty-one (21) were identifisd (o hava | h
| ocecurred during the tima frame. J '

i

i

 interview with MR on 03/08/15 al 3:50 PM, i
! revealed the audits wara completed of rasidenis |
| who had explred from 12/04/12 to 02121115, the |
‘ timeframe during which RN #1 was employed.
| Per Interview, \wenty-one (21) of the fifty (50) |
' deaths oceurred whan RN #1 was on duty; I
| however, anly Resident #1 had been a Full Cods, |
“with the rest heving 8 DNR status, |

|
! ]
I i
! |
]
15, Interview, on 03/08/15 at 5:55 PM, with the | j
' DON revealed RN #1 had calied the facityon | , !
: 02/2115, and said she quil and would net be | | ]
| returning to work. , l ,

:
; ! |
| |
I !

i

j 16, Intarview, on 03/08/15 at 3:00 PM, with the
facility's Medical Director revealed the

! Administrator and DON had informsd him of the

* IJ deficiencies and they discussed the facility's

i plan for correction for the identified deficlencies.

| 17. Review of tha facliity's inservice aducation
revealad the two (2} SSD's, MDS Nurses and MR
| Coordinator were inserviced on 02/27/15, as per

l the AQC.
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F 281 Continued From pape 91
interview, on 03/06/15 at 3:50 PM, with MR
Coordinaior revealed sha had received education
| relatad to tha new policy and procedurs for
! Advanee Directives. Par interview, her assigned
I dutizs related to the Advancs Directivet were to
| complate a dailly audil far identification/verification
| of ali residsnts' code status by ensuring the code
| status on the residents' door name plals, SRNA
| care plan, Comprahensive Care Plan, spine of
tha chart, and inside the front covar of the chart
' malched the Physiclan's Order. The MR
. Coordinatar revealad the audits ware raviewed by !

the DON/Administrator daily. |
Interviews, an 03106115 at 4:00 PM, with SS #2 [
|

]

. and at 4:30 PM, with S8 #13, revealed they had
received education an the new policy and

procedure for Advance Directives. Per interviaw,
tha SS assigned duties related ta the new policy
and procedure for advance diractives werelo
obtain consents from the Resident/POA, notify

the nursing suparvisor of the unit the residant was ;
admitied to obtaln a Physician's Order for the :
code stalus decision. The SS revealed they were |
to Inltiate the Advance Directive care plan. !
Further Inlerview revealed tha care plan tsam |
! reviewed the Advaniae Directives care plan during |
} regularly scheduled care plan meetings.

' Interview, on 03/06/15 at 4:50 PM, with RN

| #4/MDS Coordinator revealed the MDS nurses

 had recelved tha education on the new polficy and
procedure for Advance Directives. Per interview,

. MDS Nurses assigned duties related to the new |

i policy and procedure for Advance Directives was |

‘ to audtt the interim care plan within 72 hours of !

* evary admission, and/or readmission, and to

f assure Advance Directives with code slatus were

' present, Further interviaw revealed the care pian
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i leam reviewed the Advance Diractives care pian
| during tegulary scheduled care plan meelings. I !

. 18. Review of the facllity's In-sarvice sign in sheet |
and post-test from 02/27/15 through 03/06/15, - ! ;

| revealed all fagiity staff had recsived aducztion : )

' on the faclity's Advanca Directives and
Rasidents’ Rights with scores af 100%.

[ Interviews on 03/04/15: at 3:18 PM with the
| Groundskeesper; at 3:20 PM with LPN #8; at 3:33 .
" PM with Laundry parsonns! #8: at 3:49 PM with
SRNA #13; at 4:00 PM with the Distary Manager: .
at 4:15 PM with LPN #2/MDS Nurse; at 4:30 P |
with SRNA #6, at 4:50 PM with RN #4/MDS |
Coordinator and SRNA #2; at 4:58 PM with SRNA .
#12; at 5:05 PM with Dletary Alde ¥5: at 5.07 PM i I
with the Activities Director; at 5:18 PMwithLPN | 5
: #1/Suparvisor; at 5:20 PM with LPN #4: at 5:35 ;
| PM with Activities Assistant #10; at 5:48 PM with ; i
| the Maintenanca Supervisor; and at 5:50 PM with ,
SRNA #8/KMA and RN #5, and Interviews on ’ :
_03/D6/15; at 12:35 PM wilh LPN #10/Weekend :
 Supervisor; at 1:00 PM with SRNA #19 and SRNA | :
#14; at 1:25 PM with Laundry personnel #14: at  *
1:40 PM with Housekeaper #15; at 2:00 PM with | |
SRNA#15; at 2:06 PM with Dietary Aida #19: ot | |
| 2:30 PM with SRNA #18/KMA,; at 2:40 PM with ;
- Administrative Assistant #16; st 3:00 PM with the : !
Distary Supervisar; at 3:35 PM with SRNA#1; al |
3:50 PM with Physical Therapy Assistant (FTA) | : :
and SRNA #11; at 4:00 PM with SS #2 and SRNA J
#10; at 4:05 PM with LPN #3; at 4:25 PM with |
LPN #3; st 4:30 PM with SS #13; at 4:40 PM with |
| SRNA#9; and at 4:50 PM with RN #8 revealed |
i they had all recaived In-service sducation
| regarding Residents' Rights, Advance Directives
and Code Blue evants. The staff Interviewad
; Fevaaled thay had been posi-tested, as per the X )
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| AQC,
! | i :
Inferview on 03/06/15: at 4:00 PM with §S £2. al !
[ 4:30 PM with SS #13; and at 5:30 PM with the |
1 SDC, revealed they had ail parlicinated in tha !
| training of all facility staff on Advance Okractives | i
; and Rasidents' Rights, which required a post-iast .
| with 100% accuracy, with Immediata rs-aducation |
" provided for any Incorrect answars. ; i

i Intarview, on 03/06/16 a1 5:55 PM, with the DON |

: revealad she had slso participated in providing

. the in-sarvica aducation for all facifity staff

{ ragarding Advance Directives and Residants'
Rights, which required s post-test with $100%

| accuracy, with immediste re-sducation provided

| for any incorrect answers. |

- 19. Review of tha facility's in-service sign in ;

I sheets and post lest for 02/27/15 thny 03/02/15, .

“0n 03/08/15, revaaled 100% of nursing siaff had |

i recelved education on tha facility's code blue

* protocal which included differentiation betwaen !

| DNR and Fult coda status; how to identify a ]'
1
|

 resident's code status; who should respond to &

| code blua immadiately; how to call for and inftiate ;

| a code blue; where fo locate the crash cart:

 contacting the residents physiclan and calling

‘ 8-1-1; continuation of the code until turned over to |

| EMS; notification of the DON and Administrator: !

" and documentation of sit details of the code in the |
}
i

I

T e e e —

j medical record.

Intarviaws on 03/04/45: at 3:20 PM with LPN #a: |
[ at 3:49 PM with SRNA #13; at 4:156 PM with LPN |
- ' #2/MDS Nurse; at 4:30 PM with SRNA26: at 4:50 | ‘
i | PM with RN #4/MDS Caordinator and SRNA#2: | -
= i at 4:58 PM with SRNA #12; 81 5:16 PM with LPN | [
| #1/Suparvisor at 5:20 PM with LPN #4; and ar | !

=0PM CMS-2587(02.90} Previaus Varsiona Cheolats Event B: QXLP1Y
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5:50 PM with SRNA #8/KMA and RN #5: and
!intarviews on 03/08/15: at 12:35 PM wiih LPN
| #10/MWeekend Suparvisor: at 1:00 Pii with SRNA |
: #18 and SRNA #14; at 2:00 PM with SRNA ¥4 5 |
at 2:30 PM with SRNA #16/KMA; at 3:35 PM with |
SENA #1; at 3:50 P with SENA £11; at 4:00 P ¢
with SRNA #10, at 4:05 PM with LPN #3, et £:25
PM with LPN #3; at 4:30 PM with SRNA #9; and
at 450 PM with RN #6 revealed they had all

. receivad in-service sducation regarding

: differentiation of DNR and Full Code status, haw )

o identify a resident's code status, how to call for |

: and inftiate a Code Blue, who should raspond to 5

| Code Blue immediately, where 1o locate the erash |

i Garts, contacting the Physician and calling 911,

: continuation of & code until EMS arrived,
notification of the DON and Adminisiralor, and
documentation of all delalls of the code in the
medical racord, Additionafty, the staff interviawad
revealed they had slso been educated on how to
manage a resident who had a8 DNR status, and ,
had to take a post-test and score 100%, [

Interview on 03/06/15: at 4:00 PM with S5 #2, at
4:30 PM with SS #13; and at 5:30 PM with the ]
SDG, ravealed they had ail parlicipated in the
training of all faclity nursing staff on the faclity's

i Code Blue policy and precedurs, pretocol and

| process 1o manage a residant with 8 DNR status,

| vertiy no vital signs at five minuta Inlervals,
pronouncement of death and notification of

l- Physician, family/POA, DON, and Adminlstrator

, and documentation in the medical record, which

| required a post-test with 100% accuracy, with  *
immediate re-education provided for any incorrect i
answers, ;

| Interview, on 03/08/15 at 5:55 PM, with the DON ;

! revealed she had parficipated In the training of all
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nursing steff on the facility's Code Biue policy and : :
procedure, protocul, and process to manage s ; i
resident with a DNR status, verify no vital signs at | : i
} five minute Inlarvals, pronouncement of death !
{ and notification Physician, farmily/POA, DON, and '
| Administrater end documsntation in the medical
racord. Per inlerview, sach area required a i
pest-test with 100% accuracy, with immadiate .
' re-aducation provided for any Incorract answers, | !
[ The DON further stated two (2) staff members
| were out on laave and dld not recsive the training; {
: however, would not be added to tha schedule ’
untit they wers In-serviced and completed the
. post-tast with 100 % sccuracy. |

]
| 20. Review of the facliity's in-service sign tn : [
i shests and post lest on 03/06M5, for 0227115 ;
: through 03/02/ 5, revealad nursing staff (Nurses, !
KiAs and SRNA's) had recelved sducation on
the facifity's raquirement for Inclusion of the |
resident's Advanced Direcllves and code slatus |
j: on the Comprehansive Care Plarn. = :
H
' Interviews on 03/04/15; at 3:20 PM with LPN #8; -
. at 3:48 PM with SRNA #13, at 4:16 PM with LPN
#2/MDS Nursa: at 4:30 PM with SRNA #6; at 4:50 |
P with RN #4/MDS Coordinator and SRNA#2: |
; at 4:58 PM with SRNA #12; at 5:15 PM with LPN © i
I #1/Supervisar; at 5:20 PM with LPN #4: and al ‘
5:50 PM with SRNA #8/MA and RN #5: and ; ,
Interviews on 03/068/15: et 12:35 PMwithLPN ¢ ; :
- #10/Weekend Supervisor; at 1:00 PM with SRNA | l
. #19 and SRNA #14; at 2:00 PM with SRNA #15;
at 2:30 PM with SRNA #18/KMA; st 3:35 PM with ' J
SRNA#1; at 3:50 PM with SRNA #11; at 4:00 PM | | _
“wilh SRNA #10; at 4.05 PM with LPN #2: at4:28 | Y i
i PM with LPN #3; at 4:40 PM with SRNA #9; and i ,
at 4:50 PM with RN #8 revealed they had ail [ i
! recelvad in-service education regarding the
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 taquirement for Incluston of a resident's Advance |
| Directives and coda status an the Comprehensiva |
Cars Plan. Additionslly, the staff Intsrviewsd i
reveaied they all had taken a posi-test and had to |

I seore 100%.

! Intervisw with the SDC on 03706145 at 5:30 PM,
: revealed she had participated in the training of all °
. hursing staff on the facility's requivemant for |
linclusion of th resident's Advance Directivas and i
{ code status on the Comprehensive Care Plan,

Per interviaw, a post-test was required with 100% |
? accuracy, with Immediate re-education provided
| for any incorrect answers, i

Intervisw, on 03/06/15 at 5:55 PM and 8:30 PM,

i with the DON revealed she had particlpated In the |

. raining of all staff on the facility's requirement for |

"inclusion of the resident's Advance Directives and |

| corde status on the Comprehensive Care Plan. ['

; Per interview, a post-test was required with 100%

' accuraay, with Immediate re-education provided !

| for any incorrect answars. Further intarview 4

; revealed two (2) staff members were oul on leave |

!'and did not recelve the training, however, would

i receive tha training prior to being added to tha

, schedufe, and would have to complels the

| post-lest as required. but will not be added to the
schedule untll they are In-serviced and cofmplete
the post-tast accurately.

| 21, Review on 03/06/15, of the 02/27/15 cods

| status audits revealed fifty-six (56) of one

| hundred and twenly-eight (128) residents had a

' Full Code slatus as per their Advance Diractives,
|

{ Intarview with MR an G3/08/15 at 3:50 PM,

i revealed she and tha QA Nurse had audited ali

I
|
|
i
i
|
}
i
|
.i
|
i
i
i residents' records on 02/27/15, and fifty-six {56) |
"
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! of those residents' records had an Advancs
Direclive for Full Code status,

|

| 22, interview, on G3/06/15 at 5:30 Pi, with the
SDC revsaled the new hire orientation packet did
inctudia ths new training and post-test relafed to
professional nursing standards, Comprahensive

Care Plans, Advance Dirgctives, ldenlifving cods

i slatus, facikly's Cods Biue protocal and new ]
Coda Blue forms, Per inferview, the posti-iest
would be required with a 100% accuracy, and

l immediate re-education providad for any Incorrect |

SNEWArs.

! tnterview, on 03/06/15 al 6:30 PM, with the DON

. revaaled all sgency staff received orientation

| packets to educats them on ths same topics as

i facllity staff. Per intarview, all agency staff would

- complate the post-test with 100% sccuracy prior
1o providing diract care.

Hnterviaw, on 03/08/15 at 1:00 PM, with RN #7, an
agency nurse, revealed she dld recelve the

| facility's in-service training and had completed a

' post-test for each topic regarding the facility’s

1 protoco! for Advance Direclives, code stalus,

| Comprehensive Care Plan, Resident Rights, and

: Code Blue documentation farms.

| 23, On 02106115, raview of the facllty's In-service |

i sign in shesls and post tast for 02/28/15 through |

+ 03/02/15, ravealed nursing staff (Nurses, KMAs |
and SRNA's) did recelved education related o
professional nursing standards, peraining lo

| provision of CPR, documentation, snsurlng a

i Physician's arder for DNR status and henerlng
each rasldent's Advance Directives.

| Intarviews on 03/04/15; sl 3:20 PM with LPN #8; |

!
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' 2t 3:49 PM with SRNA £43; at 4:15 PM with LPN

#2MDS Nurse; at 4:30 PM with SRNA #6; at 4:50

Pt with RN #4/MDS Coordinator and SRNA #2,
at 4:58 PM with SRNA&12: at 5:15 P with LPN
, #1/Supsrvisar; at 5:20 PM with LPN #4; and ef
5:50 PM with SRNA #8/KMA and R4 #3; and
intervisws on 03/08/15; at 12.35 P with LPN
, #10/Weakend Supervisor; at 1:00 PM with SRNA
#19 and SRNA #14; al 2:00 PM with SRNA #1 5
at 2:30 PM with SRNA#16/KMA; at 3:35 PM with
SRNA #1; at 3:50 Piv with SRINA #11; at 4:00 PM
wilh SRNA #10; at 4:05 PM with LPN #9: at 4:25
PM with LPN #3: at 4:40 PM with SRNA #3; and
&t 4,50 PM with RN #6 revealed thay had all
raceived in-service education ragarding

provision of CPR, documentation, ensuring a

| Physiclan's Order for 8 DNR staius and honoring
| & resident's Advanca Directives. Additionally, the
1 staff interviewad revealsd they all had taken a

, post-lest and had to score 100%.

24, Ravlew of the 03/03/15 Mock Code Sius
slgn-In shaet ravealed sevan {7) LPN's, ona (1)
RN, fiva {§) SRNA's and MR responded o the
Mock Code Blue drill. Raview of the
| Incident/Accident form, Nurse's Note, Code Blue
_ Information form, and Code Blue Nurse's Notes
' Guide revealed the staff responded timely, and
. follawed the facility's profocol for & Cods Blue,

Inienriaws on 03/06/15 at 1:30 PM, with SRNA
i | #2, at 2: 10 PM, with SRNA #18, revealed they

- hed pariicipated in the mock Code Biue on
' 03/03/15. SRNA #2 and SRNA #18 stated the

dritt went very well, and evaryone seemsd io be
' more comfortable with their role In & Code Blue

' event,

prafessional nursing standards which parizined to

F 251
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F 281. Continued From page 98 ,
"interview, on D3/08/16 at 1:45 PM, with LFN ,
| #1/Suparvisor revaaled she had taken the joad n I !

| the mock Cads Blue, and sfter assassing the - i

: mock resident for vital slgns had given the order | : !

1 to page & Code Blua. Per interview, she Informed’ i

thosa present (o gat the crash cart, and CPR was

initlated timaly and documsntation wes |
compieted. She further stated she fali good

about the mock Codg Blue, ,

Interview, on 03/06/15 at 5:30 PM, with the SDC |

i revealed 2 mock Code Blus drill would be !

i completed quarterty on all shifts and on | f
weekands. {

F 309! 483.25 PROVIDE CARE/SERVICES FOR : F 308,

§8=y ! HIGHEST WELL BEING ! ;

Each resident musl receive and tha facllity mus{
provide the necessary care and services o attain ; [ :
- or maintain the highes! practicable physical, |
| mental, and psychosocial well-baing, In
| accordance with the comprehensive assessment
and plan of care,

! This REQUIREMENT Is not met as evidenced

by: )

' Basag on intarview, record raview, review of (he I I
faclity's policy and procadures, facllity's ; :
investigation reporl, end the Emergancy Medicat I‘
Services (EMS) report, it was determined the

i facility falled to have an effactive system to i

| ensure ona (1} of eight (8) sampled resldents !

* (Residant #1) received Cardlopulmonary 1
Resuscitation {CPR) according to as{ablished :

i
]

professional standards to promote the highest
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F 308 Continued From page 100 ;l
praclicabls physical well-bsing of residents i
; regarding their advance direclives and code ] ;
! status, '
H

; hasident #1 had Advencs Diresiives, dated
| 09/11/12, reguesling life-saving maasures ba '
instifutad in the avant of cardlac or rasplratory
 faflura, to nclude CPR, On 02/18/15 al
' approximately 8:30 AM, Residant #1 was found
unrespensive by State Registered Nursing
Assistant (SRNA) #1 who immediataly natified
Ragisterad Nurse (RN} #1 of this Information.
Howsver, after assessing Resident #1 for a pulse |
and not finding any, RN #1 falted to Imimediately
_Initiale CPR for this rasident. SRNA 24 then ; _
| informed RN #2 of Resident #1 bsing 1 i
| unresponsiva, who weni lo the resident's room | |
| withaut chacking histher code status. RN #2 !
: asked RN #1 what the resident's code status | .
"was, and RN #1 told her it was a Full Coda. Evan |
 though RN #2 wasg Informed of this information !
and fold RN #1 they needed to initiale CPR, the
nursas failed to honor Resident #1's request for

CPR provigion.

! RN #2 overhead paged Licensed Praciical Nurse
{LPN) #1/Supervisor who entered Rasident #1's !
j room at approximately 8:00 AM, an observed |
' neither RN was performing CPR. LPN i !
| #1/Supervisor told the RNs Resident #1 was a J
Full Code and CPR had to be inltiated. Howevsy, |
LPN #1/Supervisor falled to ensura RN &1 and
, RN #2 initiatad CPR, and left the resident's room
. lo call LPN #2/MDS Nurse to verify providing ;
| CPR for Resldent #1. At spproximately 9:05 AM, :
l LPN #2/MDS Nurse and RN #4/MDS Coardinator ; !
| went to Resldent #1's room where CPR had sthi i
- not been initiated. CPR was initiaied per iy
 inferview at approximately B:06 AM lo 8:10 AM,
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F 308 Continuad From page 1071
. thirty-five (38) to forty (40) minutes after tha

| rasldant was found unresponsiva, 911 was called,

 and Residant #1 was lransported to the hospital
' Emargency Room {ER} where the residsnt wae
pronouncad daseased at :38 AM.

The faciiity's fallure to pravide the neceasary care |

| and sarvices related o tha rasidani's requested

| Full Code status and the provision of CPR, has

caused or is [ikely to cause serlous injury, harm,

impairment, or death {o a resident. Immediale

Jeopardy was idantifled on 02/26/15, and was
 datermined to exist on 02/1 8/18. The facllity was
, notifled of the Immediate Jeopardy on 02/26/15.

The facliity provided an acceptable sredible
| Allegation of Compliance (A0C) on 03/04/15 with
| the facllity alleging removat of the Immediate
; Jeopardy on 03/04/15, Immad|ate Jeopardy was
veriflad to be removad on 03/04/15 as alleged by

i

the State Survey Agency prior to exil on 03/06/15, ,

with remaining non-compliance at a Scope and

I Sevarlty of a "D" while the facility develops and
! implements a Plan of Correction and the faciity's
Quality Assurance {QA) monitors lo ensure

| compliance with systemic changes,

! The findings inciude:

| Review of tha facility’s "Medical Emergsncy Code

! Reference”, undated, reveated a "Code Blue”
mighi be called anytime a resident was
detarmined to have a life threatening medical
condition. Per the “Medical Emergency Code
Reference”, the *Cods Blug" could be initialed by
! a Registared Nurse (RN) or Licansad Practical
' Nurss (LPN), who were to “overhead page® three
, {3) timas the room number or lacatlon of the
i *Cods Biue®, all available nursing staff were to

L

e —— e e

|
l

|
|
!
f
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F 308 Continusd From pags 102 : F 309!
| respond, siaff were 1 the "sheck cods status” of | :

the resident, initiate Cardiopuimonary |

| Rasuscitation (CFRY) if appropriate, contact the |

! Physiclan and/or "send out 911" and "document |

sll details of the code In the medical record®. |

Review of the facility's palicy titled, ,
“Cardiopulmonary Resuscitation (CPR)", undatad, I
revealad the purpose was to ventliate and |
establish circulation on a resident with absencs of
respiralions and pulse. Per the Palicy, as spacific

- proceduras for CPR ware revised frequently, the
procadurs was fo be veriiiad with the Amarican

- Heart Associalion andlor the American Red Cross
inthe area. Conlinuad review revealed staff wes I

- to do the following: if & residant was unresponsive
call for help: check the resident's coda status and |
if he/she was a Full Code stalf was 1o call

-“paramedics” (911); delagate someone to “taka
notes” on when the residant was found | (
unresponslve, the time CPR was initiatad, who :
provided chast compressions and ventilations;

| conttnus CPR untif help arrived; and, document

: the "entire evant" in the resident's medical record.

' Review of Resldent #1's medical record revealed :

i the facility admlited the resident on 08/22/12, and H
re-admilled him/her on 09/05/14, with diagnoses

| whieh Included Acute Respiratory Failure, Chronic

| Airway Obstruction, Unspecified Chronic

" Ischemic Heart Disease, and Unspecified Chronic
Bronchifis, Review of the Quarierly MDS dated

- 12/07/14, reveaied the facility assassad Resident

| #1 as being cognitively intact with a Brlef !

| Interview for Mantal Status (BIMS) score of fifteen

. (15). Review of the Advance Directives, datad [

; 09111112 end signed by Resident #, ravealed the i

| rasident requested to have a Full Cods status i

| which included CPR in the avent of f
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. hon-respansiveness. Reviaw of the Fabruary ' i
2015 monthly Physician's Order ravealed an i i
rder for Resident #1 to be a Full Code, | i
{ !
Howaver, raviaw of 8 Nurse's Note D2/18/15 at |

! 8:40 AM, RN #1 was called fo Rasidant #1's room .
by State Reglstered Mursing Asslstant (SRNA) #1
who tald her the residant “donf look too good®.
Per the Nota, RN #1 obsarved Rasident #1 lying
on the bed, she shook the resident with "no
rosponse”, and checked for @ pulse with none
found and he/she had "no respirations”, Evan
though RN #1's documentation noted this, thera |
was no documentaed evidencs she immediately |
initiated CPR, had a "Code Blue* paged overhead
I three (3) times, or contacled the Phyaician or 811,
| 8s per the facility's “Medical Emergency Code

; Referance”, RN #1 documented she called for

{ "assist” from a nurse on anather wing, who i

arrlved and CPR was then iniliatad and 811

- calied. Confinued review revesied RN #1 notad
. &t 8:10 AM, "911 hera" who placed Automated
Extamal Defibritiator {AED) pads on the resident
wﬂh no pulse obtained and the Emsrgancy
[ Maedical Services (EMS) staff placad Resident #4
1 on & "backboard' and continued CPR.

Raview of a Nurse's Note dated 02/18/15 al 9:00

; AM, documented by LPN #1/Supervisor revealsd
she was "overhead paged" to "call” the nurse's

i stat:on on the unit Resident #1 rasided, which she

1 did and was told Resident #1 was "dead". LPN

i #1 documented she wen to Rasident #1's raom |

. and CPR was initlated, Continued review

' revealsd at 9:05 AM, LPN #1 documentad 911

| was called and CPR continued unill EMS arrived,
and at 9:15 AM she noted EMS arrived and ook

; over CPR,
H

—— e

et e T

1
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| Review of ths EMS Run Sheef daled 0218ans,

i ravealed the call from the facility was recelved at

1 9:06:54 AM, EMS parsonnel were enroute ai {

' ©:08:03 AM, "at the seena” at 9:12:51 AM, with |
the “patiant” (Resident #1) at 9:13:14, departed
the faclilty with the “pstient” at 9:22:16 AM and
arrived at the haspital ER at 9:29:37 AM, Per the
EMS Run Sheet, Resident £1's chiaf com plairit
was “cardiac arrest/death, no vital signs wera ! i

t asgessed, tha resident's puplls ware fixed, skin :

, coler was pale, and skin lemperaturs was cool, i |

|
| Revisw of the hospital ER record revealed
Resldent #1 arrived via ambuiance and was
| irlaged at 9:33 AM. Per the racord, Resident 1
| was rsporledly last seen responsive at 8:30 AM
by staff of the facility, and the resident pregentad
. In "eardio-pulmanary arest” to the ER,
Continued review revealed CPR was in prograss
“on arrival lo the ER, and after “multiple rounds” of
epinephrine (2 medication used 1o to reverse ' _
. cardlac arest) the resident remained in asystola | !
{ {no heart rate} and was pronounced deceased at |
[ 9:38 AM.

——— i

!
! Furlher review of a Nurse's Note dated 02/18/45 :
; limed 8:45 AM, for Resident #1, with no nurse's |
I signature, revealed nursing found Resldent &1 j
i unresponsive, with no pulse assessad by nurslng. !
| Continued review of the Note revealsd CPR was l i
|
]

| initiated by RN #1 and RN #2 with CPR

, contlnuing until "911 arrived™ at 9:15 AM. Further

, review of a Nots timed 2:30 AM, revealed "called
reporl” o tha hospital. [n addition, review of 5

+ Note timed 10,20 AM, revealed Rasident #1 had

 ‘passed” per the hospital, However, furiher :

' record raview revealsd no documented evidence

| alt detalis of the code for Resident #1 wers :

| recorded 1o include staff having overhead pagsd
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; the "Code Biue" three (3} times, coniacted the : !
Physician, the time CPR was inlliated, who
provided chesl comprassions, and ventiations, 25 | |
per the facliity’s polioy. ' !

i Review of the faciity's "Long Tarm Care '
| Faclity—~Self-Reportad Incident Form® and i : |
investigation attachment dated 02/18/15, i
revealed il was the facility's “Inltial Report® and "5 ’
. Day Follow up/Final Repod” of an incident which |
| occurred on D2/18/15. Review of the Form '
revesled the facilty had Investigatad an aliegation |
| of neglect Involving Resident #1, which was "in ’ :
progress” related to "RN's responss” io finding
the resident with "no signs of life and Iif har i
actlons ware timely". According fo the :
| investigation information SRNA #1 found X !
i Resident #1 non-responsive al approximately l
. 8:45 AM on 02/18/15, and notified RN 1. Par
 the investigation information the facility i
determined RN #1 "due to ber emotional state X
. over” Rasident ¥1 expiring had not respected the
' resident's Advance Directives “by initiating a Full
| Coda™ and had other nurses in the facility initiate §
| CPR until Emergancy Medical Services (EMS) ! :
i arrived. Continued review of the Farm and i i
 attachment revealed Resident #1 had "selectad” :
; wanting to be a Full Code which was “indicated -
- by" hla/her signature and in the medical record, |
, Review of the Form revealed RN #1 and RN #2 |
+ ware suspanded panding tha investigation
| outcome. Raview of the Investigation |
! documantation ravsaled witness statements were |
' oblained from SRNA#1, LPN #1, LPN #2, RN #1,
- RN #2, and RN #4 which wera signed and dated,
¥ 1
| Review of the facility's investigation revealed :' |
SRNA#1's written stalemnent, dated 02/18/15 at |
| 3:00 PM, which nated when she entered Resident !
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| #1'a room after breakfas! "she lookad at him and
| felt that he was dead”. Par SRNA #1's written _
statement, she immedialaly went to the aursing |
' station and “"got* RN #1 10 coms 1o the resident's
room. Further review ravesled "CPR wag
Initiated within five (5) minutes",

Intarview with SRNA #1 on 02/24A5 at 10:45 AM, |
ravealed shs found Resident #1 in bed
unresponsive al approximatsty 8:30 AM on |
02/18/15. SRNA#1 revealed she lsft Residant
#1's room and immedlately notified RN #1,and
" they both relurned to the resident's roam. Per
 Interview, RN #1 assessed Rasident #1 and
~"saw” that the resident was not breathing and
startad crying. SRNA #1 revaaled she wan! to
anather unil and got RN #2 who cama to
; Residenl #1's room, SRNA #1 stated she asked
the two RNs If they wanted her to get the "gcrash
cart’, but RN #2 said "we have it under contror”, :
However, per intarview, CPR was not started until ;
' LPN #1/Suparvisor entared the room and said |
i CPR had o be Initiatad which was approximately
, tan (10) minutes after she had found Resldant #1
| non-respongiva,

S ———

e,

| Review of the facility's invastigation report :

: revealed RN #1's writien statemant, dated

- 02/18/15 &t 3:25 PM and documented by tha

* Director of Nursing (DON), revealad SRNA #1

 had come to her st "about 8:45 AM", and sald she |

| Needed to come and see Resident £1, RN #1 i

| revealed she wenl lo Resident #1's room, shook
him/her and checkad for 5 carotid, aplcal and I

I radlal pulse, but tha resident did not have any. |
Per RN #1's written statement, shs assessed i

: Rasident #1's vital signs and “thare werg nons”,

| 80 she sent SRNA #1 1o get a nurse from another !
unit, and RN #2 arived In approximately ona (1) |

F 308
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minute. Continued Inlarview revealed she knaw
that a white labal an the spine of a resident's

i medical record indicated the resident was a Full

| Coda. However, she did mot know “why sha did

| ot call the cods”. Further raviaw of RN #1's
written statament revaaled CPR was not Initiated

{ until LPN #1/Supervisor cama {o the racm and

| lold her and RN #2 to “code” Resident #1. In

* additton, review revealad RN #1 siated she

 initlally "could not do this to" Resident £1, but did

" "code® the residant as told to by LPN
#1/Supsrvisor, and RN #1 bslleved CPR was
"started within five (5) minules”,

intarview with RN #1 was attempted on 02/24/15 |

at 1:06 PM, 2:00 PM, 4:30 PM and 5:15 PM, and
, on 02/25135 at 1010 AM with no suctess.

| Review of the facility's investigation report

| revealed RN #2's written statement, dated
02/18/15 at 3:20 PM documented by the DON,

' reveaied SRNA #1 cama to her unif and said RN

| #1 needed har, RN#2's wiitten statement

| revealed when she arrived at Resident #1's room,

i she found RN #1 sitting on the bedside crying.

l Per the written statement, RN #2 checked

, Resident #1's puplis and checked for pulses and

i thers were none. Conlinued review revealad RN
#2 told tha DON she asked RN#1 If Residens #1

i was a DNR or a Full Cods, and RN #1 raplied a
Full Code. RN #2's writien statement revaalad

l RN #1 told her she was not going to put Resident

| #1 "through It" (CPR). Furthar review revealed

| RN #2 reported she then notifled LPN

| #1/Supervisor to get her opinton and CPR was

! initiated and performed for "a good while",

|
| Intarview with RN #2 on 02/24/15 al 12:25 AM
| and 02/25/15 at 11:30 AM, revealed SRNA #{

S e ——— ot
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came to gel her to come lo Resident #1's room at |
approximately 8:35 AM on 02/18/15, RN #2 {
revaalad she did not know Reslident #1's code ]

. Status upon entaring the room; howaver, was !

.informed by RN #1 he/sha was a Full Code, but

. she (RN #1) was not golng to put the resident

i "through that®, Per Intarview, RN #2 should have !

l sterted CPR when she first entared tha room, but |

i fell she did not have any halp, because RN &1 .

, refused to do CPR on Resident #1. RN 2 staled -
she did nol know how long It took to start "the '

, code” (CPR), because she did not inok at the
clock and did not have her wateh on that day.

: Conlinusd inlarview revaaled CPR was not

" initlated untll LPN #1/Supervisor entared tha

(room and instructed her and RN #1 fo inltiate

1 CPR. RN #2 revesled LPN #2/MDS Nurse ]
documented the code information after CPR was |

{ Initiated.

Review of the facility's Investigation repor
revealed LPN #1/Supervisor's written statemant,
| dated 02/18/15 with no Ume noted, revealed at |
: 8ppraximately 8:00 AM that morning (about thirty I
 (30) minutes after SRNA #1 had found Residant I
#1 unresponsive) she was overhead paged by
, RN #2 to call the A unlt where Resident #1
i resided, LPN #1/Supervisor's written statement
| revaaled when she called the unit shs was
informed by RN#2 thet Resident #1 "was dead”
! and she neadad fo "get up here*. Continued
review revealed LPN #1/Supervisor went to the
unit where she abserved Resldsnt #1's ohart with
a white label Indicating the resident was a Fult ;
{ Coda; however, when she entared the resident's i
: room she saw RN #1 sliting on the resident's bed *
’ pstting his/her shouider. LPN #1/Superviser's
t written statement revealad she asked why CPR
| had nat been initiated and RN#1 told her she !

F 309[
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could not do that fo the reaident as he/she would )
not warit it. Per the written statement, LPN #4 !
, told RN #1 the resident was a Full Code, she had
" to slart CPR, and then she went to call LPN

: #2/MDS Nurse for clarification of Initiating CPR
for residents with a Full Code stalus, Further :
review revealed RN#2 ran and got the crash cart, - f
CPR waps initlated and 9711 called.

interviaw with LPN #1/Supervisor on 02/24/15 at |
12:05 PM, ravealad It was approximately 0:00 AM [
when she arrived at Resldent #1's room afler i
belng overhead paged by RN #2. Per interview,

! when she arrived In tha residant’s room, she told
RN #1 and RN #2 that CPR, hed to be initiated

and 811 notifled. LPN #1/Supervisor revealed the
| "code” was not performed timely, and CPR H
| should have boen initiated immediately afier RN ¢
#1 aseessed Resident #1 and saw he/she was

not breathing and had no pulse.

Review of the facility's inveatigation report of LPN
#2/MDS Nurse's written statement, dated
G2/19/15 at 1:45 PM documented by the DON,
revealed LPN #1/Supervisor had called the MDS
office on 02/18/15, 1o "double check code policy”
and she told LPN #1/Supervisor she was right.
Per the wriltan statement, she want to Resident
i #1's room where she observed RN #1 at the left
 side of (he head of the resident's bed with RN #2
‘ on the right side; howavar, LPN #2/MDS Nurse
had to tell the two (2) RNs {0 start CPR. Review
! revealad RN #1 and RN #2 toid her Resident #1
had been found untesponslve af about 8:45 AM.
Continued review revealed LPN #2MDS Nurse
] observad RN #1 to have {ears in her eyes, and
; the RN told her sha "didn't want 1o have to do
; CPR on" Reaident #1. LPN #2MDS Nurse's .
| written statement revealed she told RN #1 they |
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F 309! Cantinuad From page 110
" had to do CPR bacause the resldent was a Full
. Code. Further review revealed CPR was then
. initlated and RN #2 stated "somecne needs to be
i charting this", so LPN #2/MDS Nurse want le the
nurse's station and someone gave her a Nurse's :
Nots, In addition, the written statement revealed !
whan the "Paramedics” arrived they esked how i
!
i

lang Reaident #1 had bean like this, and ohe (1)

of the RNs told the "Paramedics” the resident

was found at 8:45 AM. Per the written stalement, |
; the "Paramedics” Inquired if the resident had

been “like this twenty (20) minutes” as it was now -

9:05 AM. !

Interviaw with LPN #2/MD$ Nurse an 02/24/16 et

i 2:40 PM revealed LPN #1 called the MDS offica
at approxirnately 0:00 AM to 9:05 AM an askad If

 a resident was a Full Cade and found

I unresponsive with no pulse if CPR was initfated
anyway. LPN #2/MDS Nurae revealad she told
LPN #1, "yas CPR had {o be initiated”, and sha
went immediately Resldent #1's room. Per
intervisw, when she entered Residant #1's room

. RN #1 was hoiding the Ambu Bag (a hand-held

device commoniy ueed to provide posiiive

pressure ventilation to patients not breathing or

not breathing adequately), and RN #2 was on the

" apposite side of the bed with the crash cart.

. Continued interview ravealed LPN #2/MDS Nurse

told the two (2) RNs to hook up the oxygen to the

Ambu Bag ang start CPR, LPN #2/MDS Nurse

: stated RN #1 was "emotional” and told her “she

| did not want ta do that to™ Resident #1. Further

! interview revealed LPN #2/MDS Nurse explained |

! to RN #1, Resident #1 was a Full Code and CPR

had to ba initiated. Per LPN #2/MDS Nurge the

two (2) RNs told her Resident #1 had been found

" Unreaponsive at about 8:43 AM, LPN #2/MDS

i Nurse stated CPR started at approximatety 9:10 :

- e s mem——— .
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; AM (approximately twenty-five minutes after the
‘ resident was found unresponaive}, LPN
: #1/Supervisor want and called 911, and EMS
: arrived at approximately 8:15 AM,

| Raview of the faciiity's Investigation report of RN
#4/MDS Coordinator's written statement, dajed
- 02/19/15 st 1:30 PM documented by the DON,
: ravealed LPN #1/Supervisor called the MDS
office on 02/18/15 to "say that nurse was not
coding” Regident #1, and she thought they should
be. Per the writlen statement, LPN #2/MDOS
Nurse who spoke to LPN #{/Supervisor told the
Suparvisor she was corract. Continued raview
ravealed LPN #2/MDS Nurse and RN #4/MDS
Coordinator went to Resident #1's room where
they abserved RN #1 holding the Ambu Bag and
RN #2 was on the other gide of the resident's
hed. RN #4/MDS Coordinator's written statement °
revealed she teld the two (2) RNs they had to put :
Resldent #1's head of bed flat, which was dona,
and then LPN #2/MDS Nurse told RN #1 and RN
#2 they had to start CPR, and ik was then
initlated. Further review of the written statement
revealed RN #4/MDS Ceordinalor was unable to
recall the specific ime; however, knaw “it was
after 9:00 AM".

Interview with RN #4/MDS Coordinator on
i 02124115 at 3:00 PM, revealad at approximately |
' 9:00 AM on 02/48/15, LPN #1/Supervisar called |
, the MDS offica to verify with LPN #2/MDS Nurse, |
i It CPR had to ba inltiated If a resident was I
! Yifalass®, but was a Full Code. RN #4 revealed |
 LPN #2/MDS Nurse toid LPN #1/Supervisor that |
. "yas, it (CPR) had 1o be done”. Per Interview, RN !
; #4/MDS Coordinator LFN #2/MDS Nurse went to
Resident #1's room and saw RN #1 holding the
' Ambu Bag and RN #2 on the opposita side of the

A m merbr e b — e
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bed with the crash cart. RN #4 revealad she digd
| not obsarve any chest campression being done st
- that time, and could not recall for sure f the Ambuy |
| Bag was being utilized, Further interview |

revesled EMS had been nolified, so she leftthe ' |
f room to wait for thelr arrival, and when EMS i
" arrived she did not look at the ciock for the exaat
f arrival tima,

Interview with the Director of Nursing {DON), on

| 2124115 at spproximatsly 2:00 PM ad or

, 02/26/15 al 6:05 PM, revealed If 2 resident was :

{ found not breathing, the nurse should assess the f i
resident end if no puise or breathing, check for . |
the resident's code status, then start CPR | ;

- immediately for residents who were a Fult Cods,

| Per the DON, the facility utilized a "dot” system to

! indicate a resident’s codle status outside the rogm |
doors. She stated for residents who wers a Full 1

 Code a dot was not placed by the door, and if a

i resident was a ONR status g red dot was placed |

* by their door. The DON stated for residents who

. were a Full Code a white sirlp of tape was placed
on the spine of the resident's medical record, and |

la strip of red was used on the records of thoge

, Who were & DNR stetus, According to the DON, |

1 & Code Blue should be announced ovarhead I
three (3) times with the resident's room number, |
911 should be called, and CPR should continue

t untit EMS arrived and took over. The DON

i revealed for Resident #1 CPR was not sterfed |

| immadately; however, should have been, :

|

| Interview with the Staff Development Coordinator |

- (SDC), on 03/08/15 at 5:30 PM, revealed she had ,
conducted one (1) mock code biue driil sarly in

2014. The SDC atated she had planned to i

continue Lo conduct the drills every thres (3) ;

| months; hawever, she did not follow through with |

FORM Cu8-2687(02-80) Praviaus Versions Obasiels Event IxQxLP11 Faclity ID: 100105 i continuatian sheet Page 113 0f 168

e ———— s e g 4 | e

——— e

e e T




03/27/2015 18:36

DEPARTMENT OF HEALTH AND HUMAN SERVICES

(FAX)859389951

P.025/031

PRINTED: 03/26/2015
FORM APPROVED
OMB NO. 0938-0391

CENTERS FQR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA

AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

183144

{X2) MULTIPLE CONSTRUCTION
A BULDING

B, WING

{33) DATE SURVEY
COMPLETED

C
03/06/2015

NAME OF PROVIDER OR SUPFLIER
FROVIDENCE HOMESTEAD

ETREET ADDRESS, CITY, STATE, ZIP CODE
1808 VERSAILLED ROAD
LEXINGTON, KY 40504

{34}y iD SUMMARY STATEMENT OF DEFICIENCIES ]
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY PLLL
™6 | REGULATORY OR L3C IDENTIRYING INFORMATION)

PREFIX
DEFICIENCY)

D | PROVIDER'E PLAN OF CORRECTION | {8}
{EACH CORRECTIVE ACTION SHOQULD BE !
TAG CROBS-REFERENCED TO THE APPROPRIATE |  DATE

I
F 309 * Continued Fram page 113

]
!, her plan and no further drills were conducted priar
to the incident on 02/18/15. '

I Continued interview with the DON, on 2/24/15 at

| approximately 2:00 PM and on 02/26/15 al 6:06
PM, revesled when she irlerviewsd RN #1 afier
the incident, RN #1 showed "no remorse” and

, sald she “just didn't wani fa do thet to" him/her. |
Per interview, RN #1 and RN #2 ware auspended |

i pending the facility’s investigation, and on

1 D2/21/15 RN #1 telephoned the faclity and

; terminatad her amployment, Further interview !

| with the DON ravealed the faciity reported RN #1
to the Kentucky Board of Nursing.,

, Interview with the Administrator on 2/26/15 at
3:45 PM revealed, if a SRNA found the resident

| unresponsive a nurse should be notified
immadiately. Per Inlerview, lhe resident's code
slatus should be verified and the resident

| assessed, Continued interview ravealed if the |

. resident was a Full Code, CPR should be initiated
immedialely and continued unili EMS arrived and
took over. Tha Administrator revealed RN #1 did

- riot act appropriately as it refated to the faclity's

| poticies and procedures. He stated RN #1 told

| him she knew what the facility's policles and
procedures were gnd knew she should have
followad tham; however, she did not belleve it

: was what Resident #1 would have wanted, Per

| the Administrator, RN #1 should have followed

I the facility's policy,

! The facility provided an accaptable credible
Allegation of Compliance (AQC) on D3/03/15, that

| alieged removal of the L effective 03/04/185. ]

t Reviaw of the AOG revealed the facility

. Implemented the following: !

F SOQI
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1. On 02/18/18, the Adminlstrator, Director of
Nursing (DCN) and the Raglonal Diractor of

i Clinicat Services (RDCS) Interviswed State

: Registerad Nursing Agsistant (SRNA) #1, Nursing
Supervisor {NS) #1 (LPN #1/Supervisor), RN #1
and RN #2 regarding delay of the Code Blue

! avert Involving Resident #1. RN #1 and RN #2

| were suspended on 02/18/15 panding the - |
; facliity's investigation,

T e B e g | A o

2. On 02r18A1 5, an initial report of the defayed
- Code Blue avant was senl to the State Agency by !
* the Administrator and the DON. 1

3 On 02/18/15, the DON nolified Resident #1's
family of the delay In Inltlating a Code Blua by RN
4.
l
! 4. On 02/18/15, the Staff Development
. Coordinator {SDC) initiatad In-services with i
! licensed nurses regarding Immediate '
'implementalion of the facility's Code Blue I
Protocol for residents who had Advance
: Directives which indicated a Full Code status,
! Immaediate training included face-to-face i
in-services with lcensed staff an duty, and ;
1
i

instructions by telephone for other ficensed staff. |
On 02/18/15, the training was extended to inciude
SRNA's and Kentucky Medication Aides (KMAs),
and 100% of the nursing staff received the
education. Training points included the

Immediate inltietion of CPR, based on the
Physiclan's Orders and the indlvidual's Advance
Directives and stated wishes regarding their code | f
stalus, when a resident was discoveredtobe | f
without vital glgns. Utillzed for the training was |
| the facillty's Code Biue Protocol. ! : :

| i
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5. On 02/19/15, the DON rovised the facility's |
policy and procedure related to code status to |
" Include a requirement for adding each resident's |
i code status to the care plan. i

6. On 02/19/15, the DON devalopsd a new
j System of quarterly cara plan meatings with the |
: resident and/or their Responsible Party (RP), tha |
Soclal Worker, the unit nurse and the MDS nursa, |
to determine if any change In cods stelus ie |
desired by the resident. |
!

7. On 02/19/15, the DCN developsd a Code Blue
Information form to be attached to the Incident
report for ali Code Blue events. Both forms are
turned in o the DON for further investigation.
The DON will submit resuits of all investigationa
to tha monthly QA meetings. In addition, (he
DON developed a reference book for Code Blue
events, and placed a book on aach crash cart.

8. On 02/19115, (he Administrator notified the

Ombudsman of tha delay In Initiating a Cods Blus
' for Resldent #1. Tha Administrator axplained the
+ corractive actions taken by the facility, and invited
: the Ombudsman to participate In the investigation

process.

.9. On 02/18/15, a Quality Assurance (QA)

' meeting was held by telephone conference.

| Participants included the Administrator, the DON,
and the Madical Director, who was also the
Altending Physlcian for Resident #!. The

i purpose of the meeting was to notify the Medical

| Director of the delay In providing CPR for ,

, Resident #1, and to discuss corrective actions. |

l 10. Cn 02/18/15, an Ad Hoo QA maseting was held
to esiablish corractive actions and monHoring to

F 308

t {EACH
I CROBS-REFERENCED TO THE APPROPRIATE
!
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i enaura future compliance related ta the followlng:
Code Blue rasponae; residents’ rights; and the
facility's Abuse Policy. Attendees included the |
Administrator, DON, Madical Director, QA Nurse, :

i RDCS, Regional Director of Operations (RDO), !

* Unit Managers (UMs), and the SDC. The
committes reviewed and authorizad revision of

: the facllity’s current policy related to code sfatus

! to Include code status in each resident's

Comprehensive Care Plan. In addition, the

commitiee developed a chacklist of items tobe ¢

completed 1o ensure no other resident had the

~ possibiiity of being affected by the deficient i

" practice. Furthermore, the commilles assigned

individual members of the interdisciplinary team

to carry oul specific tasks stated on the check list,
as well as, actions {0 ensure angoing compliance.

The committee determinad the root cause of the

delay in provision of CPR for Residen! #1 was

+ due to RN #1°s failure to fallow the facliity's policy : ,

" and procedure relatsd to code stalus. ; !

Also, on 02/19/15, the reguiar monthly QA : i
meeting was held and attended by the i :
Administrator, DON, Medical Director, Social
Services Director (SSD), QA Officer, Nureing

. Supervisor, Activities Director (AD), Director of
’ Rehabiiitation, Consultant Dietician, and the ' t
Distary Manager Assistant, Participants :

confirmed the Ad Hoc meeting determination of !
the root cause and further discussed the faclllty's
plan of actlon going forward.

L1, On 021191 5, the Medics} Records |
Coordinator snd tha QA Nurse audited 100% of
the 128 resldents' charis to verify each rasident's ;
 Code statug was correctly identified, and to |
ensure Physician QOrdars, Comprehansive Care |
Plana. end SRNA Care Plans were conslstent for i |
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aither Full Code or DNR status. Each resident’s i
chart holds an identifying sticker on the outside
| spine {0 communicate the coda status: a white
| gticker indicates a Full Code status, and & red ;
atickar indicales DNR status. The Medicat ;
Records Coordinator updated each resident’s
Care Plan to raflect individuel code status toba |
either Full Code or DNR. The QA Nurse and the
Medical Records Coordinator will continue the
audits dalty Monday through Friday, and the i
House Supervisor will perform the audits onthe |
weekends, until the 1J I8 removed. Audit results
will be submilted dally for raview by the DON,
who will forward the data to the monthly QA j
| meetings tor interdisclplinary review. ; ;

NAME OF PROVIDER OR SUPPLIER

1 12, On 02/19/15, the Central Supply clerk audited

| the facliity’s six (B) crash carls, ulilized for

managing a Code Blue event, for the presence of

adequata supplies, and to ensure no expired

ems were located on the carts. The crash carts ]

will be checked dally, Monday through Friday by :

the Central Supply Clerk, and by the House

Supervisor on weekends, unti tha IJ is ramoved,

The audits wili utilize the Crash Cart check List

| Form, and all results will be submiited to the

| Administrator and the DON for their review.

. Subsequently, audit results will be presented at

| the monthly QA meeting, where any changesto |

| the frequency of audits, or recommaendations for 5

 furthir intarventions, will be made. !
i

13, Beginning 02/18/15, the Payrol/Human

Resources (HR) Coordinetor Initiated a revisw of |

employea files for all nursing stafl, to ansure f
!

current Cardiopulmonary Resuscitation (CPR)
cartificates, active nursing ficenaes and SRNA
cartifications, and the completion of background
checks, The audit was completed on 03/03/18. |
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14. On 02/19/18, the Medical Records

i Goordinator and the RDCS audited fifty (50)

" residents who expired at the facility during RN

" #1's employment between 12/04/12 and
02/2118, to determine if RN #1 had been
involved in any other Code Blue events, They
found of the fifly (50) deaths, twenty-one (21)
occurred while RN #1 was on duty; however, all

_rasldents except Resident #1 were a DNR statug
at the time of death,

| 15, On 022415, while siilt an suspension, RN #1
{ called the facility and veluntarily resigned her
position of employment with the facility.

16. On 02/27/16, the Adminiatrator and the DON i
informed the Medical Director of the spacific b -
: citations, and discussed the factiity’s plan for i
. correction of the deficlent practice. :

. I
17. On 02/27/15, the Administrator and the DON

" in-serviced the facility's two (2) SSD's, the MDS

Nurses and the Medical Records Coordinator

related to the facility's new policy and procedure

regarding Advancas Directives, which includes the

following actions. Soclal Servicas will review

' each resident's Advance Directives upon

| admission to the faallity, including their wishes

 regarding code status, obtain a Physician's Order

for the code status, obtain consent from the

rasident and/or the Power of Attorney (POA), and |

initlate the Advance Direclives Care Plan; tha

MDS Nurses will audit the Initial Care Plans for

the presence of Advancs Directives within 72

hours of admission; and the Interdiscipiinary Cara

i Plan Team will review all residents’ Advance

. Directives during the regularly scheduled Care

. Plan meetings.

F a0e| , |
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18, On 0212715 through 03/02/15, all staff from
every departmant, Including Nursing, Distary,
Maintenance, Soclal Services, Activities, and
Housekeeping, was In-serviced by tha DON,

: 88D, 5DC, QA Cfficar, and the Nursing
Supervisor related to Advance Directives and :
Resldents’ Rights, Each staff member was | i
required to complete a post-test with 100% i t
accuracy on the subject matter. Immediate ’
[

- . —— et

re-aducation was provided for any ncorrect
Bngwers,

19. Betwean 02/27/15 and 03/02/15, all nursing
staff, including nurses, KMAs and SRNA’s wers |
educated by the DON, SSD, SDC, QA Officer and | ~
the Nursing Supervisor on the foliowing: i
! diffarentiation betwesn DNR and Full Code
: gtatus; how to (dentify a resident's code status;
how to csil for and inftiate a Code Blua; who
shouid respond to a Code Blue immediately;
where to locate the crash cart; contacting the
Physiclan and calling 811; continuation of the
code unill EMS arrival; notification of the DON
and Administrator; and documentation of all
details of the code in the medical racord.

In addition, the training included how to manage
 the resident who had a ONR status, including an '
assessment for vital signs at five (5) minute |
intervals, pronouncement of death, notification of

' the Physictan, the famlly and/or POA, and the

: DON and Administrator, and documentation in the
maedical record. All parficipants were required to 1
complete a post-tesi relaled (o the training with ¢ ! :
100% accuracy, with Immadiate re-education | ) ’

]

provided for any incorrect answers, . i

20. Betwaen 02/27/16 and 03/02/15, all nurses, [ ;
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| requirement for inclusion of the resident's

| Advance Direclives ant code status on the
Comprehenslve Care Plan. The iraining was
provided by the DON, SDGC and Nursing
Supervisor. All partictpants wers required to

 complets a posi-test ratated to the training with

" 100% accuracy, with Inmediata re-aducation

aducation. Thay will not be added fo the
! scheduie until they are in-serviced and able to

competancy.

| Dirgctive for Full Code slatus.

; origntation outline to include iraining and
I pos{-lests related lo profassional nursing
! standards, ideniifying code status,

: Code Blue Protocol, In addition, oriantation
packets were developed for agency staff 1o

accuracy prior to providing dirsct care,

SOC and the Nursing Supervisor related to
professional nursing standards. Training
- references Included the Lippincoll Manual of

| CPR, documentation, ensuring a Physician's

KMA and SRNA's ware In-serviced regarding the |

provided for any incorracl answers. Two (2] staff
mambers were on leave and did not receive the

. 21. As of 02/27/15, fifiy-six (56) of one hundrad
| and tweniy-gight (128) residents had an Advance

22, On 02/28/15, the DON updatad the new hire

Comprehensive Care Plans, Advance Directivas,
. Residanis' Rights, Coda Blue Information shest,
Code Blue Nurses' Note guide, and the faclity's

sducate on the sams topics. All agency staff will
| be expected to complete the post-iests with 100%

23, Betwean 02/28/15 and 03/02/18, all nurses,
I KiMAs and SRNA's were in-servicad by the DON,

Nursing Practice as it pertained to the provision of

i | complgte the post-tast accurately to ensure thelr
!

|
|

I

F 309
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| Order for DNR status, and honoring aach i
| resident's Advance Directives. All participanis
* ware required fo complete a post-test ralatad fo

the training with 100% accuracy, with inmadiate
_ re-education provided for any incorract answers, 4
| ;
!

|
1 24, On 03/03/15, tha facifity conducted a mock
! Coda Blue drill to assess staff knowledge |
" ralantion after training raisted to Inlilating a Code |
Blue avent immediately, and evaluated responsa |
_tims, accuracy in determining the code status of
. the mock resident, and adherencs to the fackity's | ;
| policy and procedure, Amock Code Blue dril will |
' be conducted quarterly by the SDC, QA nursa or ' !
' the DON, and will cover all shifts on weekdays | :
and waekends. Resuils of tha drills will ba i !
brought by the Administrator or tha DON to the i
 facility QA meetings for interdiscipiinary review, l i
| Any staff members identified to not follow faciiity [ ; .
| policy and procedures will be re-educaled, and e _ ;
| competency lest will ba administered untll the i
| staff member Is abla to digpiay a thorough and | :
" sccurats understanding of the poficy and ‘
procedure. :

- The Stata Agency validated the implamantation of
the facility's AOC as foliows: i
f

H

| 1. Review of the facility's Invastigation of the ;

incident revesled SRNA #1, Nursing Supervisor

| %1 (LPN #1/Superviser), RN #1 and RN 22 were

interviewed related fo the Code Biue event . ;

i invelving Resident #1. Confinued reviaw of the i :

- investigation revealed RN #1 and RN #2 were ‘ i
: l

' suspanded on 02/18/15, pending the investigation |
Facitiry ID: 100108 i continualion sheat Paga 122 of 169

_results,

|
' Interview, on 03/04/15 st 6:00 PM, with the DON |
revaalad RN #1 called the facllity on 02/21/18, l
Event I 0XLPY
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| and staled she was quitting and would not ba i
returning te work, and hung up. |
!

2. The State Survey Aganey raceived the inltial i
report regarding the delayed Coda Bluz avent
involving Residanl #1 on 02/18/15, l | ]

|

3. Reviaw of the fecilliy's Invastigation !
documentalion of the incidant revaaled the DON .

notified Residant #1's family of RN #1's delay in
initiating 2 Code Bius. I

: Phone contact was attempted with Resident #1%
_ RP/famlly which was unsuccessful and a

| message was left. However, no return cail was
| raceived,

I 1
: 4. Raview of the facllity's in-service sign-in form
dated 02/18/15 and 02/19/15, revealad 100% of
nursing staff did recalve training on the facility's
Code Blue Protocol, which included education on
. Immediaie initfation of CPR, based on Physician's !
. Orders and the Individual's Advance Directives { .
! and stated wishes ragarding their code staius,
when s resident was discovered to be without
vital signs i
i

intarviews on 03/04/15: at 1:55 PM with LPN #1:
at 4:15 PM, with LPN #2; at 3.20 PM, with LPN

; #8; and al 4:50 PM with RN #4 revasied they

: ware Inserviced an the facliity's Code Biue
procadures, how to idenlify a residsnt's cede
status, when lo inlilate CPR, and the code

i process,

! Interviews on 03/04/15: al 3:48 PM, with SRNA
#13, al 4:35 PM with SRNA #6: and al 4:58 PM
with SRNA #12 revealed they wara Insarviced on
the facliitys Code Blue process, how to Identify a ! i
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rasident’s code slatus, call a Cods Blue, take i
crash catt to room and wait for further diractlons. !

5. Reviaw of the facliity's document titled,
“Medical Emergency Code Reference”, not dated,
revaaled tha DON hag revised tha faclity’s policy
and procadurs 0 includa the requirement for
sdding sach resident's coda status to the cars

plan,

interviews on 03/04/15 at 5:20 PM, with Soclat |
Services (SS) #13, and &t 5:30 PM, with SS #2, |
revealed they wers In-sarviced related to S8 '
rasponsibilily for implemanting an interim i
| Advance Directive care plan to includs the code
| status for all new residents upon admission [
: andfor readmission.

! interview on 03/06/15 st 4:50 PM, with the RN
#4/MDS Coordinator revealed the MDS nurses
wera in-serviced relatad to MDS' rasponsibllity to
. audit the interim care plan within 72 hours of
every resident's admission, and/or readmiasion,
and to assure Advance Directives with code
status wera prasent,

6. Interview, on 03/06/15 at 6:30 PM, with the
DON revealed sha devaloped a new system for
Quarterly Care Pian meetings to discuss wih
residents and thelr RP if a change In code status
is desirad by the resident.

Raview of the facility's policy titlad, "Care Plans"
with & revised date of 02/27/15, revealed the Cars |
| Plan Team would reviaw with the resident any |
| existing/current Advanca Directives fo determine | !
, if & changs In code status was desired by the i
! rasident al the Quarterly Care Plan meetings. ! [

l )
1 £
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Interviews, on 03/06M5 at 4:00 PM, with S8 & :
‘and at 4:30 PM with SS #13, ravealed Advancs i i i

Direclives including the cods stati:s was i ' i
. discussed with each resident at avery care plan |

meeting now., '

Intarvisw, on 03/06/15 at 4:50 PM, with RN
#/MDS Coordinator, revealed the care plan teem
did diseuss Advance Directivas 'neluding the code
status with the resident or RP at each cara plan
meeling now.

I
|
7. Interview, on 03/06/15 al 6:30 M, with the i
DON revealed she had developed a Code Blus }
t
}
|

Information form which was to be aliached to
* Incident Reports for all Cods Blue everts that
were to be turned in to her. The DON revealed
1 she had elso devalopad a refersnce book for all
. Code Biue events which were placed with gach i
"crash cart. Par the DON, she will susmit ail i
Investigalions lo the facility's monthly QA }
meeling. i
i
|

Observallon on 03/08/15 from 3:00 PM through

3:20 PM of sach crash cart in the facility revealed ’

a reference book for Code Blue events which i
 Included the Cade Blue documentation form. |
: Review of the facllity's Code Blue refarence book ]
 revagiad & form titled, "Code Blug :
. Documentation"”, dated 02/18M 5, which was i
revised 02127115, !
+ 8. On 03/06/15 at 2:00 PM a call was placed to
| the Ombudsman with no answar, a message isft .
fo return a call. The Ombudsman returned the _ i
| call and revealed the Administrator did nolify her _ !
! of the dalay in initfating a Code Blue for Resident :

#1, and explained the corrective actions taken by

the facility and invited her to participate.
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{ Intarview with the Administrator on 03/06/16al |
i 8:15 PM, ravealed he had called the Ombudsmar:

| on 0219115 as per the AOC. |

lg, Interview with the Administrator on 03/05/15 at

8:18 PM, confirmed ths faclility's Medica! Diractor !
l was contacted by phons far the QA mestingen |
| 92/19/13, to notify him of the delay in providing |
' CPR and to discusa a plan of action,

! Interview, on 03/06/15 at 3:00 PM, with the ;
i facility's Medical Direclor and Resident #1's i
attending Physician revealed the Administrator, i
| the DON and the RDCS had calied on azrie/s, | i '
! to discuss the evants which occurred with - ; | i
i Resident #1's code on 02/18/15. He stated "we" I i i
did put plans into astion, and he falt the facility i
[ had a vary active QA program. The Madical ! : i
| Director revealed the facillty had a mesting . !
j monthly and he "rarely” missed a meeting. I X
! i
!

. 10, Review of the facility's Ad hoc QA mesting !
! sign-in sheet revealed the sitendees included the

Madical Director, Administrator, DON, QA Nurse, |
| RDCS, RDC, UMe and SDC.

!
i interview, on 03/06/15 at 3:50 PM, with Medical
Records (MR) revesled during the QA mesting i
' assignments wera made and MR was assigned
¢ duties related to the Advanca Dirsctives regarding [
completing a dally audit. Per Interview, the sudit |
| was for identificationtverification of all reaidents’
cade status, by ensuring the code status on tha
' residents' door name plate, SRNA cars plan,
' Comprehensive Care Plan, spine of the residenis' |
| charts, and Insida the front cover of the charts |
- maichad the Physician Grder. Further inferview ['
| revealed this was reviewed by the I
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i DON/Aaministrator daily.

| inlarview, on 03/06/16 at 5.25 PM, with the QA
Nurse revealed on 02/19/15, & QA meaeling was
field with the Medical Direclor, Administrator,
DON, Nursing Supervisor, S5, Distary, Activities

| Director, Direclor of Rehabilitation and QA
allsndance. Per intarvisw, the QA atiendess

| reviawed and authorized revision of the facility’s
Gurrent code status policy to include aach

| tesident's code stalus on the cars plan. The QA

- Nurse revealed membars were asslgned speciiic

| tasks on the check list which they developed to

: €nsure ongaing compiiance. Further interview

[ revealed the QA altendess determined the root

! 10 RN #1's fallure lo follow the faclity's policles
and procedures refaled fo code stafus and
| discusged an action pian,

| Interviews, on 03/06/15 at 4:00 PM, with §§ #2,

-and at 4,30 PM with 858 #13, ravaaled 85 was

i assigned duties ralated to the rew policy and

l.' procedure for Advance Direclives. Par interview,

: S8 was 10 obtain consents from the resident or

| PQA, notify the nursing supervisor of the unit the

! resident was admitted ta, and obtain a

: Physlelan's Ordar for the cods status decision,

l Further interview revealad SS wii Inftiate the

I‘ Advance Direclive care pian for residents.

! Interview on 03/06/15 at 4:50 PM, with RN

; #4/MDS Coordinator revesled tha MDS nurses

' were assigned dutles related 10 the naw pallcy

[ and procedure for Advance Diractives, Per

{ interview, MOS' duties wers to audit the interim
care plan within 72 hours of avary admission,
and/or readmission, to assure Advance Directives

| with code status were present.

; cause of CPR provision for Residant £1 was due |
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| 11. Interview, on B3/06/15 at 3:50 PM, with
: Medical Records (MR) revealed MR was
eseignad dutles related to Advance Directivas io

E status on the rasidenis’ door name pizte, SRNA
care plan, comprzhensive cars plan, spina of the

. chart, and insica the front cover of the chart
matched the Physician's Order, Per intsrvisw,

I ihe audits were turnad into the

| DON/Administrator dally, with the first audit

| completed on 02/19/15, when MR and tha QA
Nursa audited 100% of residents' charts for

| verificatlon of thalr code status,

- fnterview, on 03/068/15 at 5:25 PM, with the QA

1 Nurse revesled MR and hersalf completed the

| dalty sudit Monday through Friday for
identification and verification of all regidents’ cods

i status by ensuring the code status on the
residants’ door nama plate, SRNA care plan,
Comprehensiva Cars Plan, spine of tha chart,

[ and insltle tha front cover of tha ¢hart mstohed

; the Physician's Order and the House Supervisor

- completed the audis on tha weekend. Par
intarview, the audits would cantinue untll the
immediate Jeopardy (1) was abated,

H

Review of the audits performed by MR and the
; QA Nurse confirmed completion of the tasks as
! nesignad per the' AOC.

! Interview on 03/06/15 at 8:30 PM, with the DON
revealed the code stalus audiis ware tumed in
i dailly for her reviaw.

. 12. Review of tha Central Supply Clerk's {CSC)

| audit forms (Crash Cart Check List form)

| complete a daily audit for identification/verification |
of all residents’ code status by ensuring the code !

| 1
!

|
i
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j revealed the six (6) crash carts was audited daily

l for axpired kems and the presence of adaequata |
supplles, with no lssues Identffied baginning

| 02/19115. :

| intarview, on 02/24/15 at 8:35 AM, with the CSC
revealed ha checksd the six (8) crash caris daily
i Monday through Friday, and tha House
Supearvisor checked tham on the weekends far
expired itsms and to ensure they were focked.
| Per Interview, while doing the audil if an ftem was ! ,
used from a crash cart the llem was replaced and !
} 2 new breakaway lock would be applisd to the |
cart. The CSC revealed audits continued to be

EI parformed. ! .

, interview on 03/06/15 at 5:30 PM, with the DON i
ravealed the audit results wera reviewsd and i |

would be laken to the facilify's monthly QA
| masting. ]

, 13. Review of seven {7} employae files on !

03/06/15, revealad the amployee files were !
complate with current CPR cards, active nursing

| lizenses and SRNA certifications, and |
background checks, |

! interview on 03/06115 at 6:30 PM, with the DON |
; revealed the employes file audits were complated i :
{ as per the AOC on 03/03/15. l

. )

i 14. Revisw of the audit completed on 02/16/15, !
! revealed fifty (50} residents who had expired In

the facility between 12/04/12 and 02/21/18, |

I medical racords were audlied. Of the fifty (50) |

deaths, twenty-one (21) were idenlified to have |

| occurred during the time frame., i

i

!

, Inferview with MR on 03/06/15 at 3:50 PM, ;

!
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revealed the audits wara completed of residents :
who had expired from 12/04/12 to 02/21/15, the | i

. Umeframe during whish RN #1 was employad.

*Por interview, twanty-ona (21) of tha fifly (50)

, deaths occurred whan RN #1 was on duty;
however, only Resident #1 had besn & Full Cads,
with the rast having 2 DNR status,

15, Inlerview, an 03/06/15 at 5:55 PM. with tha
' DON revealed RN #1 had called the iacitity on
- 02/21115, and said she quit and would not be d
' returning to work(,

+18. Inferviaw, on 03/06/15 at 3.00 PM, with the | ! :
facility's Madical Directar revealed the :

| Administrator and DON had informed him of the |
I deficiancies and they discussed iha faciity's

+ plan {or correction for the identified daficiencies.

17. Review of the facifity's Inservice sducation
ravealed tha two (2) $SD's, MDS Nurses and MR ; :
| Coordinator wers insarviced on 02/27/15, as per : i

- tha ACC. 5 :

! Interviaw, on 03/08/15 at 3:50 PM, with MR

. Coordinator revealsd she had raceived education

: related to the new policy and procedure for
Advance Directives. Per interview, her assigned

j duties related to the Advance Direclives wsre fo ! :

- compiate a dally audli for identificatlonfverifioation - . :
of all resldents’ code status by ensuring the cods

! status on the residents' door name plafe, SRNA :
care plan, Comprehensive Cara Plan, spine of |

i the chart, and inside the front cover of the chart
matched the Physician's Order. The MR

; Coordinator revealad the audits were reviewsd by |

' the DON/Administrator dally,

" Intervisws, on 03/08/15 at 4:00 PM, with S8 #2 !
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