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An on-site Revisit Survey was conducted on
04/16/14 through 04/17/14 and it was determined
the facility was back in compliance on 02/24/14,
as alleged in the acceptable POC.
|
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An abbreviated/partial extended survey
investigating Complaint #KY21295 was
conducled on 02/06/14 through 02/19/14 to
determine the facilily's compliance with Federal
requirements. #KY21295 was substantiated with |
deficiencies cited. Immediate Jeopardy was
identified on 02/11/14, and determined to exist on
| 01/31114, at 42 CFR 483.20 Resident
Assessment, F-282 and 42 CIFR 483.25 Qualily
of Care, F-309, at a scope and severily of a "J",
Substandard Quality of Care was idenlified at 42
CFR 483.25, Quality of Care. The facility was
notified of the Immediate Jeopardy on 02/11/14.

On 01/16/14, Resident #11 starled chemotherapy
for gastric cancer. The care plan included to
monitor for signs/symptoms of infection,

increased temperature, nausea, vomiting,
diarrhea, and abdominal cramping. The resident
began having nausea, vomiting, diarrhea, and a
temperature of 101.8 degrees Farenheit (F) on
01/27/14. New orders were received from the
resident's primary physician to include Tylenol

650 milligrams (mg) suppository every six (6)
hours as needed for an increased temperature.
Labwork was collected on 01/30/14 with results
received on 01/31/14, indicaling a low white blocod
cell count of 0.9 (normal 4.0-10.0). The resident '
was moved to a private room at this time on
reverse isolation precautions, as a nursing
intervention. On 01/31/14 at 5:29 PM, the
Cerlified Nurse Aide documented the resident

had a temperature of 100.5 degrees F. and made
the nurse aware of the temperature; however,
there was no documented evidence licensed staff
assessed the resident or adminislered medication
for the lemperature at that time. Furthermore, |

. ¥ ]

L}B%‘HJR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE ) HTLE {X86) [m
B Eveevtie _b/r‘é(/?é’& /i1 /)4

Any (IEWV statement ending wilh an aslerisk (*) denoles a deliciency which the instilution may be excused from conecling providing it is detefmined'that

olher sgfegdards provide sufficient prolection lo the patients. (See instruclions.) Except for nursing homes, (he findings stated above are disclosable 90 days
fellowingthe date of survey whelher or not a plan of correction is provided. For nursing homes, the above findings and plans of correclion are disclosable 14
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The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's wrilten plan of
care.

This REQUIREMENT is not mel as evidencsd
by:

Based on interview, record review, and review of
the Hospital's Office Follow-up Report, and the
facllity's Condilion Change of a Resident policy, it
was determined the facility failed to ensure
services were provided by qualified persons in
accordance with each resident's written plan of
care for one (1) of seven (7) sampled residents
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there was no documented evidence the licensed allegation of compliance.
nurse.sgondfu;;: ed 8?3 ?ll?% ﬁg?}e;&mentg ,{?\,; ,; ?194 Preparation andior execution of this plan of correctidn
remainader ot e S_ J ( ! . ) on oo, does not constitute adimission or agreement by the
and on the next shift from 11:00 PM U!']tll 7:00 AM provider of the truth of the facis alleged or conclusios
on 02/0114. The resident was found in bed sel forth in the statement of deficiencies. The pian of
deceased on 02/01/14 at 8:00 AM with visible correction is prepared and/or executed solely because
si gns of rigo r morlis. it is required by the provisions of federal and siate fay.
An accepiable Allegalion of Compliance (AoC) Resident #1 no longer resides at the facility] 02/24/14
was recelved on 02/18/14 alleging the removal of On February 3, 2014 the Director of Nursing
Immediate Jeopardy on 02/19/14. The State conducted assessment education with the
Survey Agency validated, on 02/19/14, the Licensed nurse who provided care for
immediate Jeopardy was removed on 02/18/14, resident #1, including assessments for
as alleged. The scope and severity was lowered gastrostomy tube verification, gastric
to a "D" at 482.20 Resldent Assessmenl, F-282 residual checks, and flushing of gastrostomy
and 485.25 Qualily of Care, F-309 while the tubes. A review of the care plans for resident
facility develops and implements the Plan of #1 and facility interview with the licensed
Correction (PoC) and the facility's Performance nurse revealed she did follow the plan of
Improvement Committee monitors the care, but failed to document all her
effectiveness of the systemic changes. assessment and monitoring information. The
F 282 | 483.20(k){3)(l} SERVICES BY QUALIFIED F 282; following information has been placed with
$$=J | PERSONS/PER CARE PLAN the resident record and the Licensed nurse

was reeducated on her documentation skills
on Feb 3, 2014. On the nightshift beginning
at 2300 on January 31, 2014 at approx T
11:30pm the licensed nurse entered residen
#1 room and checked the resident 02
saturation with a reading of 96%. At that
time resident #1 was sitting up on the side of
the bed wearing a t-shirt. The licensed nursg
did not check the tube feeding for placement
or residual at that time, as no medications
were due and the tube feeding was running
at the time. At that time the LN asked the
resident if resident #1 was ok and resident #1

replied yes. The resident did not complain %f

any nausea/vomiting/diarrhea, no abdomingl
cramping, no fatigue, and no complaints of
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{Resident #1). The facilily failed to monitor
Resident #1 according to the care plan while
: receiving chemotherapy treatiment,

On 01/16/14, Resident #1 starled chemotherapy
for gastric cancer. The care plan included fo

¢ monifor for an increased lemperalure,

signsfsymptoms of infeclion, nausea, vomiting,

" diarrhea, abdominal cramping, increased fatigue,
sores in the mouth, sore {ongue, skin breakdown,
and signsfsymptoms of dehydration while
receiving chemotherapy. On 01/31/14 at 5:28 PM, .
the facility documented the resident had a
temperature of 100.5 degrees Farenheil {F);

_howaver, there was no documented evidence the

“ticensed staff monitored the resident according to

. the care plan at thal time or throughout the
remainder of the shift. In addition, there was no
documented evidence the resident was monitored

_on the next shift (on 02/01/14 1100 PM-7:00

. AM). The resident was found in bed decesased,

“on 02/01114 at 8:00 AM wilh visible signs of rigor
mortis.

' The facility's failure to ensure each resident was
" provided services by qualified persons in
accordance with each resident's wrilten plan of
care has caused or is likely lo cause serious
injury, harm, impairment, or death to a resident.
Immediate Jeopardy was identified on 02/11/14
and determined to exist on 01/31/14. The facility
was notified of the Immediale Jeopardy on
“02/11/14. An acceptable Allegation of
Compliance (AoC) was received on 02/18/14
atteging the removal of Immediate Jeopardy on
0271914, The State Survey Agency validated, on
02119114, the Immediate Jeopardy was removed
on 02/19/14, as alleged. The scope and severily
- was lowered lo a "D" al 482.20 Resident
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allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
pravider of the truth of the facis alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and siate law.

The licensed nurse noted no shortness of air,
heard no audible wheezing and noted the
resident had no cough.

The licensed nurse observed the resident
gastrostomy tube site and assessed the
dressing to be clean and dry. The licensed
nurse also assessed visually the abdomen
was not distended. The licensed nurse
assessed the resident to have no signs or
symptoms of dehydration as evidenced by
observing moist lips and mouth. The
licensed nurse also noted the resident’s skin
to be warm and supple when she palpated
resident #1 hand. The licensed nurse also
assessed the resident’s tracheostomy to be
clean and at midline, These findings were
documented as completed on the Medication
and Treatment Record by the licensed nurse
on 2-1-14.

Shortly after 11:30pm- The CNA reported to
the licensed nurse obtaining a tympanic
temperature of approx 98 degrees, The CNA
also told the licensed nurse the resident
wanted the feeding pump off due to feeling
full, Due to the resident not having any
complaints shortly before when the licensed
nurse was in the resident room, and the
licensed nurse knowing the resident had a
history of
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Assessment, F-282 and 485.25 Qualily of Care,
F-309 while the facility develops and implements
the Plan of Correction (PoC) and the facility’s
Performance Improvement Commitiee monitors
the effectiveness of the systemic changes.

The findings include:

Review of the facility's Condilion Change of a
Resident policy, last revised 10/31/08, revealed
staff was to monitor and assess the resident's
condition and response to Interventions until
stable.

Record review revealed the facility admitted
Resident #1 on 056/24/13 with diagnoses which
included Malignant Neoplasm of the stomach,
head/neck mass, Malignant Neoplasm of the
mandible, Gastrostomy, and Tracheostomy.
Review of the Quarterly Minimum Data Set
{MDS) assessment, dated 11/24/13, revealed the
facility assessed lhe resident as cognitively intact
with a Brief Interview for Mental Status {BIM)
score of "14" indicating the residen{ was
interviewable.

Review of the Comprehensive Care Plan for
Chemotherapy, initiated 07/17/13, revealed the
nurses needed to monitor the resident for signs
and symptoms of infections, nausea, vomiting,
diarrhea, abdominal cramping, Increased fatigue,
sores in the mouth, sore tongus, skin breakdown,
and signs/symptoms of dehydration while having
chemotherapy.

Review of the Hospital's Office Follow-up Report,
dated 01/16/14, revealed Resident #1 began
treatment for Gastric Carcinoma on (1/16/14.
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allegation of compliance.

Preparation andlor execution of this plan of correction
does nol constitufe admission or agreement by the

provider of the truth of the facts alleged or conclusio
sef forth in the statement of deficiencies. The plan of
correction is prepared andlor executed solely because
it is required by the provisions of federal and stafe lay.

12

dictating when the pump was on/off and thd
resident being known at times to just turn it
off by self, this did not cause concern for the
licensed nurse.

At approx 3:30am- the licensed nurse
entered the resident #1 room and noted the
resident to be turned facing the window with
arms up under the pillow. The resident
appeared to be sleeping. The licensed nurse
turned the tube feeding pump on at that time,
The licensed nurse did not want to disturb
the resident because she knew the resident
was ill and needed rest so therefore she did
not turn on the light or arouse resident #1.

On February 12, 2014, the Director of
Nursing Services and the Consultant
Pharmacist audited all in-house residents foy
physician orders for any other residents
receiving chemotherapeutic agents to
validate evidence of accurate, thorough and
timely documentation of clinical assessments
and monitoring for medication side effects.
No other residents were receiving any
chemotherapeutic agents.

On February 12, 2014, Nursing
Administration to consist of Director of

Nursing Services, Unit Managers,
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Review of the Nurse's Noles, dated 01/27/14 at
10:30 PM, revealed the resident was complaining
of nausea, vomiling and diarrhea and had a
temperature of 101.8 degrees F. The physician
was nolified with new orders received for
Phenergan (antl-nausea) suppositories for the
nausea, and Tylenol suppositories for the
increased lemperature. On 01/31/14 at 2:27 PM,
the resident was moved to a private rcom to
protect him/her from other people due to a low
blood count. The resident was still complalning of
nausea and vomiting.

Review of the Weights and Vital Signs Summary,
revealed Resident #1 had a {emperalure of 98.3
degrees F. orally on 01/30/14 at 11:09 PM, 99.3
degrees F. tympanic on 01/31/14 at 2:26 PM and
an increased tempsrature of 100.5 degrees F
orally (normal 87.3-98.7 orally) on 01/31/14 at
5:29 PM.

Record review revealed there was no
documented evidence the LPN addressed the
resident's increased temperature and no
documented evidence the nurse monitored the
rasident for signs and symptoms of infections,
nausea, vomiting, diarrhea, abdominal cramping,
increased fatigue, sares in the mouth, sore
tongue, skin breakdown, and signs/symptoms of
dehydration per care plan at thal time or
throughout the remainder of the shift on 01/31/14.
In addition, there was no documented evidence
the licensed staff monitored the resident from
01/31114 at 11:00 PM through 02/01/14 at 7:00
AM.

Review of the Nurse's Notes, dated 02/01/14 at
8:00 AM, revealed the resident was found in bed

deceased with signs of lividity, blood pooling in
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allegation of compliance.

Preparation and/or execution of this plan of correctioh
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely becausq
it is required by the provisions of federal and state lenp.

Registered Nurses and Licensed Practical
Nurses audited all in-house resident care

plan interventions related to
chemotherapeutic medications to ensure the
interventions are appropriate and
implemented in accordance with the care
plan, Care plans were revised, if indicated.
Any medication intervention identified as
nof having been implemented was
implemented immediately. No other
residents have a chemotherapeutic care plan.

On February 18, 2014, all current residents
were assessed head to toe by the Director of

Nursing, Unit Managers, Case
Management, Staff Developmeint

Coordinator and a RN, All current resident
care plans were reviewed to ensure that the
interventions are appropriate and
implemented in accordance with the care
plan. Care plans were revised, if indicated

On February 10, 2014, the Regisfered Nurse
Staff Development Coordinator and/or the
Director of Nursing Services, and/or Unir
Managers, initiated education with all
Licensed Nurses refated to use of the SBAR/
Interact program for identification of
resident changes in condition. The
assessment and care plan education
consisted of:
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was checking the resident's feeding tube for

the lowest parts of the body with darkening of the
skin in the independent parts of his/her body. In
addition, It was noted rigor had set In as
flustrated by the fixed position of the resident's
fimbs.

Interview with Licensed Practical Nurse (LPN) #5,
on 02/11/14 at 3:00 PM, revealed he was the 3-11
PM shift nurse, on 01/31/14. LPN #5 stated he
talked lo the resident around 6:00 PM when he

placement and residual prior o starting the tube
feeding. e stated at that time the resident had
no complaints. He stated he was made aware
the resident had a temperature of 100.5 degrees
F later in the shift; however, the resident refused
a Tylenol suppository. He stated he was
supposed to document the refusal on the back of
the MAR; however, review of the MAR, dated
January 2014, revealed no evidence of the
resident's refusal of the medications.

interview with Certified Nurse Aide (CNA) #8, on
02/11/14 at 1:65 PM, revealed she worked on
01/31/14 from 11:00 PM to 7:00 AM. She
obtlained the resident’s temperature at the
beginning of the shift; however, she could not
remember the results. There was no documented
evidence of the temperature.

Interview with LPN #1, on 02/06/14 at 2:40 PM
and on 02/10/14 at 10:50 AM, revealed she was
the nurse on 01/31/14 from 11:00 PM to 7:00 AM.
She stated she visualized the resident at the
beginning of her shift around 11:00 PM and the
resident had an oxygen saturation of 96 percent
(%). She stated she asked the resident how
helshe was feeling and the resident responded
*the same". She slated she did not assess the

allegation of compliance.

3

Preparation and/or execution of this plan of correctig
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusion
set forth in the statement of deficiencies. The plan of
correction is prepared andior executed solely becausq
it is required by the provisions of federal and state layw.

T

s Interact I Critical
Pathways
¢ use of shift reports to
communicate resident
status
s follow up assessment and
monitoring of residents
with a change in condition
using an alert charting
system
s PRO61003-01 Condition
Change of a Resident
¢ TL 6103-09 Reporting
Change in Condition to the
Physician
Education will be ongeing until all licensed
nurses have attended. Any licensed nurse
that has not received the education by
February 13, 2014 will not be allowed to
work until receiving the education,
On February 12, 2014 the Registered Nurse

Staff Development Coordinator and/or
Director of Nursing Services, and/or Unil

Managers initiated additional assessment
and care plan education with all Licensed
Nurses related to:

e Use of the Omnicare Pharmacy
website to look up medication sidp
effects

e observing for side effects of
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use of the facllity's Pharmacy website to look up
side effects of medications, observing for side
effects, updafing the resident care plans with
serious side effects for high risk medications, and
reporting to the physician serious medication side
effects. Education would be ongoing until all
licensed nurses had attended. Any licensed nurse
that had not received the education by 02/13/14,
would not be allowed to work unill receiving the
education.

- On 02/12/14, the DON also implemented a 72
hour Alert Charting fool as a guide to document
evidence of resident assessment and following
the care plan. The RN Staff Development
Coordinator and/or DON, and/or Unit Managers
educated ali licensed nurses to initiate one of
these assessment tools for any resident noted
with a change in condition. The tool cues every
shift to assess and document on the resident
noted with a change in condition for 72 hours or
until the condition change had resolved.

- The Unit Managers and or RN Weekend
Supervisor would make daily observations of
resident samplas on each nursing unil to ensure
the licensed nurses were completing accurate,
thorough, and timely assessments of the
residents; they would also vaiidate by interview
and observalion that the licensed nurses were
following the care plans and documenting
accurate, thorough, and timely resident
information. They would review all new physician
orders, 72 hour alert charting tools, care plan
updates, and shift reports daily until deemed
necessary by the Performance improvement
Committee. The findings would be documented
on the Resident Change of
Condition/Assessment audit tool with the
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allegation of compliance.

-

Preparation and/or execution af this plan af correctio
does not constitute admission or agreement by the

provider of the truth of the facts alleged or conclusions
sel forth in the statement of deficiencies. The plan of
correction is prepared andfor exectted solely becansg
it is required by the provisions of federal and state loy.

72 hour alert charting tools, care plan
updates, and shift reports daily untif deemed
unnecessary as determined by the
Performance Improvement Committee,
Audit findings will be documented on a
Resident Change of Condition/Assessment
audit {Attachment A), and the Unit Manager
and/or Weekend Supervisor will date and
initial the gold copy of the Physician
Telephone Orders sheet.

The Unit Managers and/or Registered
Nurse Weekend Supervisor will also reviey
all new physician orders for any medication
with serious side effects and validate care
plans updated with appropriate interventions.
Any identified concerns will be corrected
immediately by the Unit Manager and/or
Registered Nurse Weekend Supervisor wit
appropriate follow-up with the licensed
nurse. All audit findings will be reviewed at
the weekly Performance Improvement
Committee,

The Committee will meet

weekly until substantial
compliance is achieved.

~t

o
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datefinitial of the physician's orders (gold copy).
Any identified concerns would be corrected
immediately with appropriate follow-up with the
licensed nurse.

- The audit findings would be reviewed weekly by
the Performance Improvemeant Committee.

* The State Survey Agency validated the
corrective action taken by the facility as follows:

Verified documentation of a head to toe nursing
assessment with care plan review for ali in-house
residents, completed on 02/18/14. Interviews
with the SDC and DON, on 02/19/14 at 9:30 AM
and 9:35 AM respectively, revealed nursing
assessments fo include head to foe skin
assessments and vitals sign and review of all
resident care plans were completed on all
residents to ensure any change in conditions
were identified and care plans were complete and
accurate.

Review of In-service/education records, dated
02/12/14, reveated all licensed staff was
inserviced on the stop and watch early warning
tool, Siluation, Background, Assessment and
Recommendaltion {SBAR) interact tool, condition
change of a resident policy/procedure, 72 hour
charling checklist, high alert medications,
resident refusal of care policy/procedure,
documentation do's and don'ts reference guide,
assessment in the computer system, care path
interact tools, care plans policy/procedure, and
the change in condition audit {ool.

The 72 hour monitoring lool was verified in effect
for resldents with a change in condition or any
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! reports daily to ensure accurate and timely

new order received. Verifled documentalion of the
change in condition audit, the tool has been in
effect since 02/12/14 with no concerns.

interviews with RN Unit Manager (UM), LPN UM,
RN #2, LPN #1, LPN #5, LPN #6, LPN #7, LPN
#8, and LPN #9 on 02/17/14 ail 4:30 PM, 4:38
PM, and 4.45 PM, and on 02/18/14 at 10:15 AM,
10:25 AM, 10:30 AM, 10:45 AM and 1100 AM
respectively, revealed they were inserviced
retated to the SBAR, Stop and Watch, side
effects, 72 hour charting tool and care plans. The
RN and LPN UMs revealed they were conducting
audits and reviewing physician orders, 72 hour
alert charting tools, care plan updates, and shift

resident assessments were completed by staff,

Interview with the Pharmacist Consultant, on
02118114 at 10:55 AM, revealed he reviewed all
rasidents medications to ensure no other resident
were on chemotherapy medications.

Interviews with the Executive Director (ED) and
DON, on 02/18/14 at 11:20 AM and 11:30 AM
respectively, revealed Performance Improvement ,
{P1) maetings were being conducted weekly with
one scheduled for 02/19/14. They stated the last
time they had one was 02/12/14 and they went
over the audil tools and discussed what would be
monitored. They stated on 02/19/14 they would
look for any trends or concerns that had been
identified, and update on the education. They
revealed they would continue weekly meetings
until compliance was sustained. They revealed
they also had daily mestings (Mon-Fri) to discuss
any concerns with the audit tools. The meeling
was more detailed and resident specific.
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5s=J | HIGHEST WELL BEING

Each resident must recelve and the facility must
provide the necessary care and services to attaln
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by

Based on interview, record review, and review of
the facllity's Condition Change of a Resident
policy, and the Hospital Office Follow-up Report,
it was determined the facility failed to ensure
each resident was provided the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being in accordance with the plan of care for
one (1) of seven (7) sampled residents (Resident
#1). The facility falled to provide ongoing
assessments for Resident #1 while on
Chemotherapy and after staff identified an
increased temperalure,

Resident #1 started chemotherapy for gastric
cancer on 01/16/14. The resident began having
nausea, vomiling, diarrhea, and a temperature of
101.8 degrees Farenheit (F) on 04/27/14, with a
new order from the resident's primary physician
which included Tylenol 660 milligrams (mg)
suppository every six {6} hours as needed for an
increased temperature. Labwork was collected on
01/30/14 with resuits received on 01/31/14,

indicating a low white blood cell count of 0.9

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION xs)
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F 309 | 483.25 PROVIDE CARE/SERVICES FOR Faog| esationecomp

Preparaiion andior execution of this plan of correctiop
does nol constitule admission or agreement by the
provider of the truth of the facts alleged or conclusionts
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely becausd
it is required by the provisions of federal and state I

Resident #1 no longer resides at the facility] 02/24/14
On February 3, 2014 the Director of Nursin
conducted assessment education with the
Licensed nurse who provided care for
resident #1, including assessments for
gastrostomy tube verification, gastric
residual checks, and flushing of gastrostomy
tubes. A review of the care plans for resident
#1 and facility interview with the licensed
nurse revealed she did follow the plan of
care, but failed to document all her
assessment and monitoring information. The
following information has been placed witl
the resident record and the Licensed nurse
was reeducated on her documentation skill
on Feb 3, 2014, On the nightshift beginnin
at 2300 on January 3, 2014 at approx
11:30pm the licensed nurse entered residen
#1 room and checked the resident 02
saturation with a reading of 96%. At that
time resident #1 was sitting up on the side tf
the bed wearing a t-shirt. The licensed nurs
did not check the tube feeding for placement
or residual at that time, as no medications
were due and the tube feeding was running
at the time. At that time the LN asked the
resident if resident #1 was ok and resident #1
replied yes. The resident did not complain pf
any nausea/vomiting/diarrhea, no abdomin
cramping, no fatigue, and no complaints OJl

ey
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{normal 4.0-10.0) The resident was moved to a
private room at this ime on reverse isolation
precautions, as a nursing intervention. The
Oncologist ordered Neupogen injections, to
Increase the resident's white blood cell count, On
01131114 at 5:29 PM, the tacility documented the
resident's temperature of 100.5 degrees F;
however, there was no documented evidence of a
resident assessment or administration of
medicalion for the increased temperature at that
time. in addition, there was no documented
avidence the licensed staff had conducted
ongoing assessments of Resident #1 for the
remainder of that shift, untll 11:00 PM; and

on the next shift {(11-7 AM on 02/01/14). Resident
#1 was found in bed deceased, on 02/01/44 at
8:00 AM, with signs of lividity, blood pooling in
lowest paris of hisfher body with darkening of the
skin in the independent parts of the hody, and
rigor set in as illustrated by the fixed position of
the resident's exiremilies. (Refer to F282)

The facility's failure to ensure each resident
received necessary care and services related to
the fallure to provide an on-going assessment of
Reslident #1 after a change in condition has
caused or is likely lo cause serious injury, harm,
impairment, or death to a resident. Immediate
Jeopardy was identified on 02/11/14 and
determined to exist on 01/31/14. The facility was
nolified of the Immediate Jeopardy on 02/11/14.
An acceptable Allegation of Campliance {AoC)
was received on 02/18/14 alleging the removal of
Immediate Jeopardy on 02/19/14. The Slate
Survey Agency validaled, on 02/19/14, the
Immediate Jeopardy was removed on 02/19/14,
as alleged. The scope and severily was lowered
to a "D" at 482.20 Resident Assessment, F-282

and 485.25 Quality of Care, F-309 while the

allegation of complianee,

Preparation and/or execition of this plan of correction
does not constitute admission or agreement by the

provider of the truth of the facts alleged or coniclusior
sel forth in the statement of deficiencies, The plan of
correction is prepared and/or execuied solely becanse
it is required by the provisions of federal and state Ioy.

23

The licensed nurse noted no shortness of ain,
heard no audible wheezing and noted the
resident had no cough.

The licensed nurse observed the resident
gastrostomy tube site and assessed the
dressing to be clean and dry. The licensed
nurse also assessed visually the abdomen
was not distended. The licensed nurse
assessed the resident to have no signs or
symptoms of dehydration as evidenced by
observing moist lips and mouth. The
licensed nurse also noted the resident’s skin
to be warm and suppie when she palpated
resident #1 hand. The licensed nurse also
assessed the resident’s tracheostomy to be
clean and at midline, These findings were
documented as completed on the Medication
and Treatment Record by the licensed nurse
on 2-1-14,

Shortly after 11:30pm- The CNA reported to
the licensed nurse obtaining a tympanic
temperature of approx 98 degrees. The CNA
also told the licensed nurse the resident
wanted the feeding pump off due to feeling
full. Due to the resident not having any
complaints shortly before when the licensed
nurse was in the resident room, and the
licensed nurse knowing the resident had a
history of
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facility develops and implements the Plan of
Correction (PoC) and the facility's Performance
improvement Comimittee monitors the
effectiveness of the systemic changes.

The findings include:

Review of the Condition Change of a Resident
policy, revised 10/31/06, revealed staff was to
monitor and assess the resident's condition and
response to interventions until stable.

Record review revealed the facility admitted
Resident #1 on 05/24/13 with diaghoses which
inciuded Malignant Neoplasm of the stomach,
head/neck mass, Malignant Neoplasm of the
mandible, Gastrostomy, and Tracheostomy.
Review of the Quarterly Minimum Data Set
{MDS) assessment, dated 11/24/13, revealed the
facilily assessed the resident's cognition as
cognitively intact with a Brief Interview for Mental
Status (BIMS) score of "14" which indicated the
resident was interviewable. The resident was a
full code, Review of the Hospital's Office
Follow-up Report, dated 01/16/14, revealed
Resident #1 began chemotherapy for gastric
carcinoma (cancer) on 01/16/14,

Review of the Comprehensive Care Plan for
Chemotherapy, inltiated 07/17/13, revealed an
intervention for nurses to monitor the resident for
an increased temperature, signs/symptoms of
infection, nausea, vomiting, diarthea, and
abdominal cramping-and signs/symptoms of
dehydration while having chemotherapy.

Review of the Nurse's Notes, dated 01/27/14,
reveaied the resident complained of nausea,
vomiting, and diarrhea with a temperature of

F 309 This Plan of Correction is the center's credible
allegation of compliance.

=

Preparation and/or execution of this plan of correciid
does not constitute admission or agreement by the

provider of the truth of the facts alleged or conclusior
sef forth in the statement of defictencies. The plan of
correction is prepared and/or executed solely becausq
it is reguired by the provisions of federal and state law.

)

dictating when the pump was on/off and the
resident being known at times to just turn it
off by self, this did not cause concern for th
licensed nurse.

At approx 3:30am- the licensed nurse
entered the resident #1 room and noted the
resident to be turned facing the window with
arms up under the pitlow. The resident
appeared to be sleeping. The licensed nurse
turned the tube feeding pump on at that tim
The licensed nurse did not want to disturb
the resident because she knew the resident

. was ill and needed rest so therefore she did
not turn on the light or arouse resident #1.

p£+)

EU

On February 12, 2014, the Director of ,
Nursing Services and the Consultant '
Pharmacist audited all in-house residents for
physician orders for any other residents
receiving chemotherapeutic agents fo
validate evidence of accurate, thorough and
timely documentation of clinical assessments
and monitoring for medication side effects.
No other residents were receiving any
chemotherapeutic agents,

On February 12, 2014, Nursing
Administration to consist of Director of

Nursing Services, Unit Managers,

FORM CMS-2567(02-99) Previous Versions Obsolete Evenl ID: TSSC11

: Minlmum Data Set Coordinators, {

Facifity 1D: 100481 If continuation sheet Page 13 of 25




PRINTED: 03/05/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
185142 B. WING 02/19/2014

NAME OF PROVIDER OR SUPPLIER

HERITAGE MANOR HEALTH CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
401 INDIANA AVE
MAYFIELD, KY 42066

101.8 degrees F. An order was received for
phenergan {anfiemetic) 12.5 milligrams {mg)
suppository every four hours as needed for
nausea/vomiting, and Tylenol (fever reducer) 650
mg suppository every six hours as needed for
increased temperature. Review of the Laboratory
Report, received 01/31/14, revealed a while blood
cell count of 0.9 (normal 4.0-10.0). Review of the
Nurse's Notes, dated 01/31/14 at 2:27 PM and
4:569 PM, revealed Resident #1 was movedtoa |
private room in reverse isolation for a Jow white |
blood cell count.

Review of the Weighls and Vital Signs Summary,
dated 01/31/14 al 5:29 PM, revealed a
temperature of 100.6 degrees F orally (normal
97.3-98.7 orally); however, review of the Nurse's
Notes for 01/31/14 and the January 2014
Madicalion Administration Record (MAR) =
revealed no documented evidence the resident
was assessed by licensed staff and/or medication
was administered for the temperature. In
addition, further review revealed no documented
evidence ongoing assessments were conducted
for Resident #1 from the time the temperature
was identified on 01/31/14 at 5:28 PM until the
resident was found deceased in bed on 02/01/14
at 8:00 AM,

Interview with Licensed Praclical Nurse (LPN) #5,
on 02/11/14 at 3:00 PM, revealed he was the 3
PM-11 PM shift nurse, on 01/31/14. He siated he
was aware the resident had a temperature of
100.5 degrees; however, the resident refused a
Tylenol suppository. He staled he was supposed
to document the refusal on the back of the MAR,;
however, review of the MAR, dated January
2014, revealed no evidence of the refusal.

{*x4) ID SUMMARY STATEMENT OF DEFICIENCIES D : PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE t COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
F 309 | Continued From page 13 F 309 This Plan of Correction is the center's credible

allegation of compliance.

=
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it is required by the provisions of federal and state law.

&

Registered Nurses and Licensed Practical
Nurses audited ail in-house resident care
plan interventions related to
chemotherapeutic medications to ensure the
interventions are appropriate and
implemented in accordance with the care
plan. Care plans were revised, if indicated.
Any medication intervention identified as
not having been implemented was
implemented immediately. No other
residents have a chemotherapeutic care plar).

On February 18, 2014, all current residents
were assessed head to toe by the Director of
Nursing, Unit Managers, Case

Management, Staff Development
Coordinator and a RN. All current residest
care plans were reviewed to ensure that the!
interventions are appropriate and ;
implemented in accordance with the care

plan. Care plans were revised, if indicated.

On February 10, 2014, the Registered Nurse

Staff Development Coordinator and/or the
Director of Nursing Services, and/or Unit

Managers, initiated education with all
Licensed Nurses related to use of the SBAR/
Interact program for identification of
resident changes in condition. The
assessment and care plan education
cansisted oft
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interview with Certified Nurse Aide (CNA) #8, on
02/11/14 at 1:55 PM, revealed she worked on
01/31/14 from 11:00 PM to 7:00 AM. She slated
she obiained the resident's temperature at the
beginning of the shift; however, she could not
remember the results. She slated the resident
had complained his/her stomach was hurting and
wanted his/her feeding shut off. She staled she
told LPN #1. She stated she checked on the
resident several limes and hefshe was still in bed
and she thought the resident was asleep. She
slated it was dark and the lights were off.

Interview with LPN #1, on 02/08/14 at 2:40 PM
and on 02/10/14 at 10:50 AM, revealed she was
the nurse on 01/31/14 from 11:00 PM to 7:00 AM.
She stated the resident was visualized at the
beginning of her shift and had an oxygen
saturation of 96 percent (%). She asked the
rasident how helshe was fesling and the resident
responded "the same". She told the resldent io
use the call light if he/shs needed assistance.
She stated the aide reported to her that the
resident wanled his/her feeding tube turned off.
She stated she went to the room approximately
ten (10) minutes after the aide told her. The LPN
stated the resident had his/her back to her and
was in the fetal position. She stated she did not
bother him/her, just noted that the pump was
lurned off and it was still hooked to the resident.
She stated she should have assessed the
resident and lalked to the resident about why the ¢
pump was turned off. The LPN revealed she
went back in balween 3-3:30 AM to turn the pump
back on, but did not assess the resident at the
time. She stated the resident was in the same
position.

Review of the Nurse’s Note, dated 02/01/14 at
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* Interact IH Critical
Pathways
* use of shift reports to
communicate resident
status
» follow up assessment and
monitoring of residents
with a change in conditio
using an alert charting
system
¢ PRO 61003-01 Condition
Change of a Resident
s TL 6103-09 Reporting
Change in Condition to the
Physician
Education will be ongoing uatil all licensed
nurses have attended. Any licensed nurse
that has not received the education by
February 13, 2014 will not be allowed to
work until receiving the education.
On February 12, 2014 the Registered Nurse
Staff Development Coordinator and/or
Director of Nursing Services, and/or Unit
Managers initiated additional assessment
and care plan education with all Licensed
Nurses related to:
¢ Use of the Omnicare Pharmacy
website to look up medication side
effects ;
+  observing for side effects of

—
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: Interview with the resident's Oncologist, on

8:00 AM, revealed Resident #1 was found with no
respirations, pulse, heartbeat and no hlood
pressure. No Cardiopulmonary Resuscitation
was started due to signs of lividity, blood pooling
in the lowest parts of body with darkening of the
skin in the independent parts of the body, and
rigor set in as illustrated by the fixed position of
the resident's exiremities.

Interview with LPN #2, on 02/17/14 at 9:32 AM,
revealed she came on shift around 6:45 AM on
02/01/14, and received report from LPN #1 about
7:15 AM. The LPN stated LPN #1 told her
Resident #1's feeding tube was turned off around
2:00 AM because histher stomach was "aching."
LPN #2 revealed she entered Resident #1's room
at 8:00 AM, and knew immediately that the
resident was deceased. She revealed the
resident was laying on histher right side facing the
door. The resident had no pulse, blood pressure,
was not breathing, and had no heartbeal, and the
resident was extremely cold and stiff.

02/11/14 at 4:40 PM, revealed he would have
expected vital signs every shift with routine
monitoring of Resident #1, per the facility's
change in condition policy.

tnterview with the Director of Nursing (DON}, on
02/11114 at 3:50 PM, revealed the resident was in
reverse isolalion precaulions as a nursing
Intervention. She slaled she expected nursing to
documant an assessment every shifl on Resldent
#1 as helshe was having side effects from the
chemotherapy treatment. She revealed an
assessiment should have included skin color,
warmth, respirations, and abdominal dislention.
She revealed there was no specific facifity policy
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[

¢ updating resident care plans with
serious side effects for high risk
medications
s reporting to the physician serious

medication side effects
On February 12, 2014 the Director of
Nursing Services also implemented a 72
hour Alert Charting tool as a guide to
document evidence of resident assessment
and following the care plan. The Registered
Nurse Staff Development Coordinator
and/or Director of Nursing Services, and/dr
Unit Mantagers educated all licensed nurse:
to initiate one of these assessment tools for
any resident noted with a change in
condition. The tool cues every shift to assed
and document on the residents noted with a
change in condition for 72 houss or until the
condition change is resolved.
The Unit Managers and/or Registered
Nurse Weekend Supervisor wilt make dail]
observations of resident samples on each
nursing unit to ensure Licensed murses are ;
completing accurate, thorough and timely |
assessments of the residents; they will also
validate by interview and observations that
the licensed nurses are following the care
plans and documenting accurate, thorough
and timely resident information. Unit
Managers and/or Registered Nurse Weekend

anpruicgr review all hew phyqirian arder

[}
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refated to nursing assessments,

The facility implemented the following actions to
remove the Immediate Jeopardy:

- On 02/18/14, all current residents were
assessed head to to by the DON, Unit Managers,
Case Management, Staff Development
Coordinator, and a Registered Nurse. All current
resident care plans were reviewed to ensure the
interventions were appropriate and implemented
in accordance with the care plan. Care plans
were revised, if indicated.

- On 02/03/14, the DON conducied assessment
education with LPN #1, who provided care for
Resident #1, including assessmenis for
gastrostomy tube verification, gastric residual
checks, flushing gastrostomy tubes, and
documentation skills.

- On 02/10/14, the RN Slaff Development
Coordinator andfor the DON andfor Unit
Managers initlated education with ali Licensed
Nurses retated to the use of Situation,
Background, Assessment and Recommendation
{SBAR)/interact program for idenlification of
resident changes in condition. The assessment
and care plan education consisted of the use of
Interact I Critical Pathways, use of shift reports
to communicate resident stalus, follow up
assessment and monitoring of residents with a
change of condition using an alert charting

| system. Education would be ongoing uptil all

licensed nurses have atiended. Any licensed
nurse that had not received the education by
02413114, would not be allowed to worl until
receiving the education.
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PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE ; COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
£ 309: Conlinued From page 16 F 309 This Pian of Correction Is the center's credible

allegation of compliance.

Preparation and’or execution of this plan of correctioy
does not constilute adniission or agreenient by the
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correction is prepared and/or executed solely becatss
it is required by the pravisions of federal and state law.

72 hour alert charting tools, care plan
updates, and shift reports daily until deemed
unnecessary as determined by the
Performance Improvement Committee.
Audit findings will be documented on a
Resident Change of Condition/Assessment
audit (Attachment A), and the Unit Managér
and/or Weekend Supervisor will date and
initial the gold copy of the Physician
Telephone Orders sheet,

The Unit Managers and/or Registered
Nurse Weekend Supervisor will also reviey

all new physician orders for any medication,
with serious side effects and validate care
plans updated with appropriate interventions.
Any identified concerns will be corrected
immediately by the Unit Manager and/or
Registered Nurse Weekend Supervisor with
appropriate follow-up with the licensed
nurse. All audit findings will be reviewed at
the weekly Performance Improvement
Commiftee.

The Committee will meet

weekly until substantial
compliance is achieved.
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thorough, and timely assessments of the

_residents; they would also validate by interview

and observation ihat the licensed nurses were
following the care plans and documenting
accurate, thorough, and limely resident
information. They would review all new physician
orders, 72 hour alert charling lools, care plan

-updates, and shift reports daily until deemed

necessary by the Performance Improvement
Commiiltee. The findings would be documented
on the Resident Change of
Condilion/Assessment audit tool with the
datefinitial of the physician's orders {goid copy).

. Any identified concerns wotilld be correcled

immediately with appropriate follow-up with the
licensed nurse.

" - The audil findings would be reviewed weekly by

- the Performance Improvement Commitlee.

i ** The State Survey Agency validated lhe
" cotreclive action taken by the facility as follows:

| Verified documentaltion of a head to toe nursing

assessment wilh care plan review for all in-house
residents, completed on 02/18/14. Interviews

- with the SDC and DON, on 02/19/14 al 9:30 AM
. and 9:35 AM respactively, revealed nursing

- assessments o include head to toe skin

" assessments and vitals sign and review of all
“resident care plans were completed on all

- residents to ensure any change in conditions

were identified and care plans were complele and
accurale.

. Interview with LIPN #1 revealed she received the

assessment education related to gaslrostomy
tubes, resident change in condition, updaling care

FORM CIAS-2567(02.00) Previous Versions Obsolele

Event 13 TSSCGN Factily 1D: 100483

If conlinuation sheel Page 19 of 25




PRINTED: 03/05/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ‘ OMB NOQO, 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPUER/CLIA {X2) MULTIPLE CONSTRUCGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
185142 B. WING 02/19/2014

MNAME OF PROVIDER OR SUPPLIER

HERITAGE MANOR HEALTH CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
401 INDIANA AVE
MAYFIELD, KY 42066

PROVIDER'S PLAN OF CORRECTION

skilis,

don'ts reference guide, assessment in

condition audit tool,

consultant pharmagist,

change in condition audit, the {ool has

related fo the SBAR, Stop and Walch,
effects, 72 hour charling tool and care

audils and reviewing physiclan orders,
alert charting tools, care plan updaies,

plans, 72 hour alert charting, and documentation

Review of in-service/education records, dated
02/12/14, revealed all licensed staff was
inserviced on the stop and watch early warning
tool, SBAR interact tool, condilion change of a
resident policyfprocedure, 72 hour charting
checklist, high alert medications, resident refusal
of care policy/procedure, documentation do's and

computer system, care path interact tools, care
plans policy/procedure, and the change in

Verified documentation of an audit of medications
for in-house residents on 02/12/14 and no
residents were currently taking chemotherapy
agents. Verified the audit per Interview with the

72 hour monitoring tool-- verified in effect for
residents with a change in condilion or any new
order received. Verified documentation of the

effect since 02/12/14 with no concerns.

interviews with RN Unit Manager (UM), LPN UM,
RN #2, LPN #1, LPN #5, LPN #6, LPN #7, LPN
#8, and LPN #9 on 02/17/14 at 430 PM, 4:38
PM, and 4:45 PM, and on 02/18/14 al 10:156 AM,
10:25 AM, 10:30 AM, 10:45 AM and 11:00 AM
respectively, revealed they were inserviced

RN and LPN UMs revealed they were conducting

reports daily to ensure accurate and limely

the

been in

side
plans. The

72 hour
and shift

(*4) 1D SUMMARY STATEMENT OF DEFICIENGIES 1o {X5)
PREFIX _{EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 308| Continued From page 19 F 309

FORM CMS-2687(02-98) Pravious Varslons Obsolete

Evenlt ID: TSSC1t

Facility iD: 100481

if continuation sheet Page 20 of 25




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

PRINTED: 03/05/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
ANMD PLAN OF CORREGTION IDENTIFIGATION NUMBER: A BUILDING COMPLETED
Cc
185142 8. WING 0211912014

NAME OF PROVIDER OR SUPPLIER

HERITAGE MANOR HEALTH CARE CENTER

STREETY ADDRESS, CITY, STATE, ZIP CODE
401 INDIANA AVE
MAYFIELD, KY 42066

X4} 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

0
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (5)
{EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) :

F 322 | Continued From page 21

metabolle abnormalities, and nasal-pharyngeal
ulcers and to restore, if possible, normal eating
skills.

This REQUIREMENT is not met as evidenced
by:

Based an interview, record review, and review of
the facllity's policy/procedures, it was determined
the facilily failed lo ensure a resldent who was fed
by gastrostomy tube received the appropriate
treatment and services to prevent aspiration
pheumonia, diarrhea, vomiting, dehydration, and
metabolic abnormalities for one (1) of seven (7)
sampled residents (Resident #1).

The findings inchude:

Review of the facility's Tube Placement
Verification and Gastric Resldual Volume (GRV)
policyfpracedure, released 04/28/13, revealed
GRV was checked in enterally fed patients to
protect against aspiration pneumonia and to
monitor tolerance of enteral feeding and gastric
emplying. The placement of the gastric tube was
checked by aspiration to vaiidate that the lubs
was In the stomach. The frequency of placement
verification and GRV was before each feeding
andfor flush via syringe, and every 6-8 hours for a
gaslrostomy tube depending on the patient's
tolerance of feeding.

Review of the Flushing Feeding Tube
policyfprocedure, revised 04/28/11, revealed the
feeding tube was flushed before initiating a pump

F 322

This Plan of Correction is the center's credible
allegation of compliance.

-

Preparation and/or execntion of this plan of correctio
does nol constitute adniission or agreement by the

provider of the truth of the facts alleged or conclusions
sel forth in the stafement of deficiencies. The plan of
correction is prepared andlor exectited solely becausé
it is required by the provisions of federal and state Iy,

Resident #1 no longer resides in the center. | 02/24/14
All current residents with tube feedings were
reviewed by the Director of Nursing or Unit
Manager 02/10/14 to validate physician
orders in place regarding checking
placement of the tube before each feeding
and/or flush via syringe, and every 6-8 houn
for a gastrostomy tube depending on the
patient’s tolerance to feeding. This review |
also included validating tolerance to the
ordered tube feeding. Any concerns were
addressed with physician and Registered
Dietician netification. License Nurse #1 wap
educated on tube feeding verification by the
DNS on 2/03/14 prior 10 OIG coming to
facility. License Nurse #1 did not check for
residual at the start of her shift, as no
medications were due at that time.

All Licensed Nurses were educated by the
Staff Development Coordinator RN on PR(f
66006 Tube Placement Verification and
Gastric Residual Volume beginning on
02/10/14 and concluding on 02/19/14.
Education will be ongoing until all licensed
nurses have attended. Any licensed nurse
that has not received the education by
02/24/14 will not be aliowed to work until
receiving the education. Any newly hired
nurses will receive this training as part of
General Orientation.

k]

FORM CMS-2867(02-99} Provious Versions Obsolete Even ID:TE8C 11

Facility ID: 100481 If continuation sheet Page 22 of 25



PRINTED: 03/05/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION 1X43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETED
C
185142 B. WING 02/19/2014

NAME OF PROVIDER OR SUPPLIER

HERITAGE MANOR HEALTH CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
401 INDIANA AVE
MAYFIELD, KY 42066

{Xd) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFIGIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION
PREFIX

TAG CROSS-REFERENGED TO THE APPROPR

DEFICIENCY}

{EACH CORRECTIVE ACTION SHOULD 8E

s
COMPLETION

IATE DATE

F 322

Continued From page 23

and 11:45 PM. She revealsd it was not
uncommon for the resident to turn off histher
enteral feeding as hisfher stomach felt "full,” LPN
#1 staled she went into the resident's room
approximately ten {10) minutes later, and the
enteral feeding was off. She stated she did not
speak to the resident as his/her back was turned
away from her and she did not conduct an
assaessment of the resident at that time. She
revealed between 3:00 AM and 3:30 AM, she
went back into the room and turned the resident's
enteral feeding on. She did not flush the feeding
tube, check placement, residual, or assess the
resident prior to the initialion of the feeding.

Interview with the Primary Physiclan, on 02/07/14
at 8:50 AM and on 02/11/14 at 9:45 AM, revealed
he was not specifically aware of the resident
having his enteral feeding tumned off due to
stomach Issues. He revealed It would not be
uncommon as the resident was raceiving a high
rats of feeding. He expected the nursing staff to
check the residual and hold the feeding, if
necessary. He expected staff to follow the orders
per the facility protocol.

Interview with the Oncologist, on 02/11/14 at
11:10 AM, revealed the resident was receiving
chemotherapy for a gastric mass. He indicated
the mass could cause "fuliness” when the enteral
feeding was Initiated. He indicated if he had been
made aware of the problem, he would possibly
have decreased the rale of enteral feeding.

Interview with the Registered Dietician, on
02/11/14 at 10:00 AM, revealed she was not
aware of the resident having issues with his/her
enteral feeding at night. She would expect staff to
nolify her as she would have assessed the

F 322
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resident for further problems.

Interview with the Director of Nursing (DON), on
02/11/14 at 10:15 AM, revealed she expected
staff to follow the physician's orders related to
placement and residual of enteral feeding.

F 322’
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