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FO00 INITIALCOMMENTS Fooo Johnson Mathers Nursing Home
acknowledges receipt of the Statement of
An Abbreviated Survey investigating Deficiencies and proposes this.Plan of
KY00033887, KY00034103, KYQ0034127, Correction to the extent that the summary of
KY0034202, KY00034203, and KY00034222 findings is factually correct and in order to
was inltiated on 07/26/2021. Afier supervisory . ' I
review with the State Survay Agency (SSA), the maintain compliance with applicable rules
survey transitioned to a Standard and provisions of quality of care of

Recertification/Extended and dﬂebbfevlamd Survey, residents. The Plan of Correction is
an 0B/09/2021, which concluded on 08/02/2021. .

In addflion, a COVID-19 Focused Infection submitied as a written allegation of
Control Survey was conducted, which identified compliance.

the facility was not in compliance with 42 CFR

483.80, Infection Control, F 880, and had nol

implemented the Centars for Medicare and

Medlcaid Services (CMS) and Cenlers for Johnson Mathers Nursing Home response
Disease Canlrol and Prevention (CDC) lo this Statement of Deficiencies does not
recommended practices to prepare for i e Statement of
COVID-19. Total census 93 at the start of the gerffe agree’“e';t w'"?‘t:onsm:le o
Abbreviated Survey; fotal census 88 at the start of eficiencies nor does | .
the Slandard Recartification Survey. admission that any deficlency s accurate.
Complaints KY00034103 and KYG00341 Further, Johnson Mathers Nursing Home
omplain a 27 were
unsubstantiated with no deficient practice rese{ves L) righl.to refute any of the
identified. deficiencies on this Statement of
Deficiencies through Informal Dispute
%mpt;gi;% aKYOE:’Og%%’Io.al:YDOUMZOZ. Resolution, formal appeal procedure and/or
00 , aft 222 were .
substantlated with deficient practice identified. any othe.r administrative or legal
proceeding.

On 01/28/2021 at 6:30 PM, Resldent #242
suffered a cardiopulmonary arrest and Licensed
Practical Nurse (LPN) #15 called a Code Blue for
full CPR to be given. The Staff Development
Coordinator/Quality Improvement (SDC/QI) nurse
initiated CPR for approximately twe (2) minutes,
Then, LPN #15 assessed Resident #242 10 have
a pulse and stated 1o stop CPR. However, the
previous Administrator directed the SDC/QI nurse

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TALE {x8) DATE

N A 2ne Aalrictszzor Jg/aozs

Any deficiency sistement ending with arf asterisk (*) denotes a deficiency which the institution may be axcused fram cormecling providing It Is delermined that
other safeguards provide sufficient protection to the patents. {Sea Instructions.) Except for nursing homas, the findings statad above ara disclosable 80 da

¥s
following the date of survay whether or not a plan of coraction i provided. For nursing homes, the ebove findings and plans of comection are disclosable 14

days following the data these documents ara mada avaliablg i the facillty, 1 deficlencins are clied, an approved plan af comrection is requlsits lo conlinuad
Program participation,
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Hydrocadone (Scheduled Il narcotic), and
Gabapentin (Scheduled HI! anticonvulsant).
Additionally, LPN #1 was found to have
Primidons {non-controlied anticonvulsive) on her
person, which she admitted she used lo replace
Reslident #32's and Resident #84's controlled
narcotic medications, which she had
misappropriated.

Ten {10) additional residents had a tatal of
fourteen (14) controlled medications missing and
not signed out properly, on 07/18/2021, soma of
which were the same type of madications found
on LPN #1 by the Police: Resldent #71, #8, #S6,
#1, #10, ¥47, #34, $#60, #48, and #65.

Review of 3 Uniform Ctation, dated 07/18/2021,
revesled LPN #1 was charged with two (2) counts
of Wanlon Endangerment In the First Degree;
thirteen (13) counts of Theft by Unlawful Taking,
Controliad Substance; thres (3} counls of
Possession of a Controlled Substance; and two
(2) counts of Abuse and Neglect of an Adult
Persan,

On 07/20/2021, the Director of Nursing (DON})
determined, in an audit, the Shift Change Count
Sheet signed by LPN #2 had one (1) less in the
count of narcotic skids from the previous Shift
Change Count Sheet. The facility determined
Resident #9 had a missing skid of Percocel, and
LPN #2 was suspended.

The facility’s failure 1o take immediate action and
to follow their policies {o pravent further abuse
and to ensure all resitents were frae from abuse
and lo pravent further misappropriation of
residents' property so that their controlled
medications were available t0 the residents per

F 000
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Setvices, F-755 al a SIS of an "E™, and 42 CFR
483.70 Administration, F-835 and F-837 at a S/
of an "E” while the facility davelops and
implemants a Plan of Comrection and the facility's
Quality Assurance (QA) monltors to ensure
compiiance with systemic changas.

Additional deficiencies were cited at 42 CFR
463.10 Resident Rights F-550 ala S/S of a "D"
and F-571 at a 8/S of a "E* 42 CFR Resident
Assessment F-841 at a 5/5 of 8 "G"; 42 CFR
483.21 Comprehansive Rasident Cenlered Cara
Plans F-856 at a S/S of a "G" and F-857 at a S/S
of an "E"; 42 CFR 483.25 Qualily of Care F-6688
and F-688 both at a S/S of a "G*; 42 CFR 483.60
Food and Nutrition Sarvices F-801 ata S/Sof a
*D" and F-812 at a §/5 of an "F"; and 42 CFR

F 550, Resident Rights/Exercise of Rights
58=D CFR{s). 483.10(a)(1)(2)Xb)1)(2}

§483.10(a) Reslident Rights.

The resident has a right 1o a dignified existence,
self-determination, and communication with and
access to persons and services inside and
autside the factity, including thase specified in
this saction.

§483.10(a)(1) A facility must treat each resident
with respect and dignity and care for each
resident in a manner and In an environment that
promotes maintenance or enhancement of his or
her guallly of life, recognizing each rasident's
individuality. The facility must protect and
promote the rights of the resident.

§483.10(a)(2) The facllity mus! provide ecual
access {o quallly care regardless of diagnosis,

483.80 Infection Conirol F-BB0 at a S/5 of an "E™.

F 000

F 850 F 550

1. Residents #13 and #31 were
assessed by the Registered Nurse,
Staff Development Coordinator
(SDC), on 09/02/21 and 09/08/21, to
ensure the residents were covered
andjor their privacy curtains were
pulled to ensure the residents were
treated with dignity while in bed.

2. Al residents have the potential to be
affected by the deficient practice.

3. Beginning 8/26/21, 100% of staff
were educated by the SDC, Director
of Nursing (DON), Administrator
(ADM), Activities Director (AD) and
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facility failad to protect and promole the rights of
the residents for two (2) of farty-four (44)
residents; Resldent #13 and #31,

Cbservations, on 08/10/2021, by the State Survey
Agency (SSA) Surveyor of Resident #13 revealed
the resident was lying in bad with hisher bare
legs exposed; the resident was wearing only a
brief from the walst down and was uncovered.
Obsetvations, on 08/12/2021, by the S5A
Surveyor of Resident #31 revealed the resident
was lying in bed wearing only briefs with the
resident's room doar wide open. For Resident
#13 and #31, staff entered and exited tha
residents' rooms without notifying nursing staff
the rasidents were exposed or providing privacy
with a cover or by pulling the privacy curtain.

The findings include:

Review of the facility's "Resident Rights*
document, undated, revealed the resident had the
right to live with dignity and {o be treated with
respect. Further, the documnent slated residents
had the right io personal privacy,

1. Review of Resident #13's medical record
revealed the facility admitted the rasident, on
07/28/2017, with diagnoses including Dementia,
Majar Depressive Disarder, Arthritls, and
Schizoaffective Disorder,

Review of Residant #13's Comprehensive Care
Plan, revised on 11/06/2019, revealed the
resident required asslstance for dressing. The
goal was the resident would be appropriately
drassed. The Intarvention was the resldent
required extensive assistance of one (1) staff for
dressing.
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Bed B's bed remole with his back lo Resident
#13. He then opened the privacy curtaln by
pushing tha curtain back between the beds ta the
wall. Resldent #13 was lying In bed, with hisfher
legs bare from the waist down and uncoverad;
the resident was wearing only a brief from ths
walst down. Further ohservation revealed RN #3
stood outside Resident #13's room on the
medication cart preparing medications for
administration and walked past Resident #13's
door twa {2) times. Maintenance staff #1 exited
the resident’s room and did nat nofify nursing
staff the resident was exposed.,

Interview with Maintenance staif #1, on
08/10/2021 at 12:15 PM, revealed he had worked
at the faciity for aleven (11) years. Perthe
interview, he had been provided Resident Rights
training by the facility. Additionally, he siated he
usually would knock on residents’ doors before
entering, ensure privacy curtains were pulled, and
would let nursing staff know if a resident needed
to ba covered up; howaver, he said he forgot to
do it that today. Further, he slaled he was aware
those things ensurad Resident Rights of dignity
and privacy,

intarview with RN #3, on 08/10/202 at 12:24 PM,
revealed she had worked at the facility for twa (2)
months. Per the Interview, she was aware of
Resident Righis o include dignity and privacy.
Additionally, she stated all staff should ensure
Resident Rights and knotk on doors before
enlering, ensure privacy curlains were closed,
and ensure rasidents were dressed appropriately
or covered up. Further, RN #3 statad she would
conlinuously round on ¢he hallways and walch the
residenls; however, today she was passing
medications and did not notice Resident #13 was

FORM CMS-2587{02-90) Previous Versions Obsolee Evenl |0: 43211 Facility 1D: 100349
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should have been covered ar the curtain pulled
for privacy, and it was a dignity Issue.

Interview with SRNA #14, Marth Unit, on
08/12/2021 at 1:40 PM, revealed Resident #31
should hava been covered or the curtain pulled
for privacy. SRNA #14 stated Resident #31 had a
history of playing with his/har briefs or kicking of
the blankets. SRNA #14 stated it was a dignity
issue with staff passing by and not covering up or
pulling the curtain.

Interview with Licensed Practical Nurse (LPN) #9,
on 08/12//2021 al 1:45 PM, revealed Resident
#31 should have been covered up or the curlain
pulled. LPN #9 siated, first, staff should have
knocked at the doar and asked to cover up the
resident; and it was a dignity concern. In
addition, LPN #9 stated staff should be educated
lo cover the resident, pull curlains, dress the
resident in pants, or closs the resident's door.

Interview with Reglstared Nursa {RN) Quality
Improvement/infection Control Preventionist/Staff
Development Coordinater, on 08/16/2021 at
10:30 AM, revealad Resident #31 uncovered
himsalf/herself. She stated staff should cover the
rasident or pull the curain. Further she staled
she expected stafl to round and chack on
Resident #31 and keep him/her covered due to
tha cancarn for his/her dignity.

Interview with the Director of Nursing {DON), on
08/16/2021 at 10:54 AM, revealed Resident #31
should have been covered or the curtain pulled.
She stated SRNA # 22 could have covered or
pultad the curtain after the staff member brought
the roommate into the resident's room. Further,
the DON stated this was a dignity issue,
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55=E CFR(s): 483.10(N(11)(i)-(ill)

§483.10(f11) The faciity must not Impose a
charge against the personal funds of a resident
for any item or servica for which payment is made
under Medicaid or Medicare (except for
applicable deductible and coinsurance amounts).
The facility may charge the resident for requested
services thal are more expensive than or in
excess of covered services in sccordance with
§489.32 of this chapter. (This daes not affect the
prohibitlon on facility charges for items and
sarvices for which Madlcald has pald. See
§447.15 of this chapter, which limits participation
in the Medicaid program to providers who accest,
as payment in full, Medicaid payment plus any
deductible, colnsurance, or copaymant requirad
by the plan lo be paid by the individual.)

{i) Services included in Medicars or Medicaid
payment. During the course of a covered
Madicare ar Medicaid stay, facilifes must not
charge a resident for the fallowing categories of
llems and services:

{A) Nursing services as required at §463.35.

(8) Food and Nutrition servicas as requlred at
§483.60.

(C) An activities program as required at
§483.24(c).

(D) Room/bed mainfenance services.

(E) Routine persanal hygiena items and services
as required to meel the needs of residents,
ineluding, but not limited lo, hair hygiene supplies,
comb, brush, bath soap, disinfecting soaps or
speclalized cleansing agents when indicated to
treat special skin problems or lo fight infection,
razor, shaving cream, loathbrush, toothpaste,
denture adhesive, denlure cleanar, dental floss,
molsturizing lotion, lissues, cotton balls, cottan
swabs, deodorant, incontinence care and

1. Residents #30, #34, and #36 patient
trust fund accounts were reimbursed
by the corporate business office on
07/27121. Resident #77's patient
trust fund account was reimbursed
by the corporate business office on
08/18/21.

2. Regional business office personnel

and corporate compliance staff

conducted audits of all residents’
patient trust fund accounts and items
purchased on 07/22/21 and

08/19/21. Any items purchased

which were identified as facility

responsibility were reimbursed to the
residents’ patient trust accounts.

The Administrator and Business

Office Manager (BOM) were

educated on 07/22/21 and 07/23/21,

by the Regional Vice President

(RVP) and Comporate Business

Office, on what items cannot be

purchased with resident funds and

must be provided by the facility.

General accounting principles are

utilized which includes separation of

duties. The Administrator and BOM
will have oversight of the RFMS
accounts. Residents were provided
written information related to their
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F 571 Continued From page 14
conlrel),
(L) Except as provided In {e){11){ii){L}{1) and (2)
of this section, specially prepared or aiternative
food requested Instead of the food and meals
generally prepared by the facllity, as required by
§483.60.
{1) The facility may not charge for special foods
and meals, including medically prescribed diatary
supplements, orderad by the resident's physician,
physician assistant, nurse practitioner, or clinlcal
nursa speclalist, as these ara included per
§483.60.
{2) In accordance with §483.60{c) through (f),
when preparing foods and meals, a facility must
take into consideration residents' needs and
preferences and the averall cultural and religious
make-up of the facility’s population.
(Vi) Requesls for temns and services.
{A)} The faclility can only charge a resident far any
non-covered item or service If such item or
service is specifically requesled by the resident.
{B) The Facility must not require a resident to
request any llem or service as a condltion of
admission or continued slay.
{C) The facility must inform, erally and in writing,
the resident requesting an item or service for
which a charge will be made that there willbe a
charge for the item or servica and what the
charge will be,
This REQUIREMENT (s not met as evidenced
by:

Based on observation, inlerview, record review,
and review of tha facllity's documents and policy,
it was determined the facility fafled to have an
effective system in place to limil chargaes on
residents’ personal funds. In addition, the facility
falled to protect residants’ personal funds from
unnecessary purchasing of Hems for residents
using Stimulus money and for any itam not

F 571
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Review of 42 CFR 483.10{f){11) revealed the
facility must not impose a charge against the
persanal funds of a resident for any item or
service for which payment was made under
Medicaid or Medicare (except for applicable
deductible and caoinsurance amounts). In
addition, the regulation stated the facllity could
only charge a resident for any non-covered item
or service If such item or service was specifically
requested by the resident. Furiher review
revealed the facility must inform, orally and in
wriling, the resident requesting an item or service
for which a charge would be made that there
would be a charge for the item or service and
what the charge would be.

Review of the facility's document Guideline:
Stimulus and Representative Payee
Responsibilities, dated 05/29/2020 and updated
07/21/2021, revealad Stimulus money was lo be
used solely at the discretion of the resident or
responsible party. Under no circumstances
should the Stimulus money be used o pay
residant lkability at the facility. The Stimulus
money did net caunt as resources to affact
federal programs like Medicaid for a year and any
attempt by the facility to seize the money was
unfawful. Further, the Guideline stated that an
Interdisciplinary Team (IDT) meeting shauld be
heid with residents and responsible parties to
discuss what could/could not be purchased with
the Stimulus monies, who should be invited, and
what to do if the facliity staff became aware of
misuse of the monies.

Review of the Quality Assurance Performance
Improvement (QAPI) Meeling minutes, dated
07/21/2021, revealed Corporate became aware
the RTA Stimulus checks were used o purchase
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Reprasantative, authorized payment of $3,334.74
for personal items that included a forty Inch
television for $482.99 and an Oplima Evolution
Chair for $2,522.99; that authorization form was
signed by the previous Administrator,

Review of Resident #77's progress notes, dated
October 2020 until March 2021, revealed no
documented evidence the POA was contacted
related to the television or chair. Thera were
multiple notes where the POA was notified of
positive COVID results and testing for COVID.
Review of Occupationa) Therapy noles revealed
no docurnented evidsnce of an assessment of
the evolutionary chair, Interview, on 0B/18/2021
at 10:48 AM, with the DON revealed lhere were
no tharapy noles about the resident's evolutionary
chalr. Revlew of Resident #77's care plan, dated
1072019, revesled the evolutionary chair was for
camfort and positloning.

Review of Resident #77's financial stalements,
dated 08/13/2021, revealed a total of $2,853.42
was refunded to Residant #77's RTA account,
This amount included the cost of the chalr, laxes,
shipping, and interest for April-July 2021.

Attempts to reach Resident #77's
Power-of-Attorney (POA) via phone, on
08/11/2021 at 10:15 AM and 08/18/2024 at 9:30
AM, ware unsuccessful, the voice mall was nat
set up.

2. Review of Resident #36's RTA ravealed
he/she received Stimulus monies on 04/07/2021
for $1400. On 06/08/2021, authorization for
miscellaneous payments from patient trust
accounts revealed the facility, as Resident/Legal
Representative, authorized payment of $1,286.82
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Intervlew with the Minimum Data Set {MDS)
Registered Nurse (RN) #7, on 08/17/2021 at 8:20
AM, revealed thal typically mattresses were used
as a fall interventions and was unaware Resldent
#36 had issues with the winged maltress. She
stated a resident gelting a new matiress would
not be a declslon she would make by hersell
because there wera different factors invoived.
She stated Resident #38 had net been on the air
maliress for a day before he/she fell out of the
bed, and it was agalin replaced by the winged
matirass. Per the interview, she statad lha
decision {0 replace the matiress was made by tha
former Adminlstrator, and she was uncertain of
her reasoning.

Intesview with Staff Development
Coardinator/Quality improvement (SDC/QI)
nurse, on 08/17/2021 at 10:21 AM, ravealed alf
she knew was that the former Administrator
ordered Resident #36 the air mattreas for
comfort. However, she stated Resident #36 had
not complained the bed was uncomfortable nor
had requested a new matiress,

Review of Resldent #36 financial stalements,
dated 07/27/2021, revealed $970.83 was
refunded to Resident #36's RTA account.

3. Revlew of Residenl #30's RTA ravealed
hefsha receivad Stimulus money on 05/03/2020
for $1200, on 01/04/2021 for $800, and on
04/07/2021 for $1400. On 03/26/2021,
autharization for miscellaneous paymenis from
patient trust accounts revealed Resident #30, as
the Resident/Legal Representative, authorized
payment, by signalure, of $1245.49 for persanal
items that Included a forty inch television for
$482.99 and a Lift Chalr for $617.00.
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personal items that included a forty inch television
for 3482, a microAIR MASO0 allernating pressure
low air loss maltress system for $892.99, 2 Matrlx
4100 bed frame for $932.99, a 4-drawer chest for
$390.00, and 2 3-drawer bedside cabinet for
$237.00.

Interview with Resident #34, 08/18/2021 at 10:20
AM revealed he/she "ordered'em® but was not
able to say how helshe knew to order those
specific items and did not look at a catalogue,

QObservation of Resldent #34's room, with the
DON at the same lime, revealad the cabinet,
chast and television were in Resldent #34's roorm.
Howsver, per obsarvation, the bedframe was not
in his/her room.

interview with the DON, on 08/16/2021 at 10:20
AM, revesled the mattress was on hisfher bed but
was unaware of where the bedframe was. The
DON stated she would get with Malntenance and
locate the bed frame, She also stated she was
unaware of any ltems ordered for residents
because tha former Administrator kept staff out of
the loop as o what she was doing with the
Stimulus monsay,

Interview with the Maintenance Director, on
08/19/2021 at 1:40 PM, revealed he inspected all
resident electrical lems for safely. He stated
Resident #34 did racelve a new bed frame and
mattress, which was orderad by the former
Administrator. However, he stated, the bed did
not have a headboard nor a foclboard. in
addition, he stated the wheel locking mechanism
did not mee! safety standards for locking tightly
encugh to prevent the bed from slipping if a
resident tried to get oul of the bed. Therefore, he

F 571
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called her after several items had been
purchased.

Review of the Stimulus Payment Tracking Reporl
revegled the facility reimbursed Resident #246's
RTA account $1657.60 on 07/13/2021.

Interview with the Accounts Recelvable/Resident
Trust Accounts Clerk, on 08/13/2021 at 2:05 PM,
revealed the facility was given information in
05/2020, she thought from Corporate, that
Resident Stimulus checks would not affect RTA
for ayear. She stated Stimulus monles were not
used until this year (2021) to buy residents
durable medical equipment (DME). She stated
the former Administrator initialed using RTA for
DME that shauid have been paid for by facility.

Additional interview with the Accounts
Receivable/Resident Trust Accounts (RTA) Clerk,
on 08/19/2021 at 8;15 AM, revealed when she
questioned the former Administralar about using
Stimulus monies, the Administrator told her
purchased ltems could be used or were neaded
by the residents. Tha Clerk stated she signed the
requisition slips as a wilness for all the ordered
ltems because she was told by the former
Administrator she was always the witness.
Further, she stated when she showed the former
Administrator the 05/2020 Corporate
dacumentation regarding RTA's and purchases,
the former Administrator told her that asg longas
they could use the purchased items at the facility,
it was okay. Furiher interview revealed the Clark
did not report the former Administralor's actions
lo the Reglonal Vice President or the Carporata
Compllance Hotline because the farmer
Administrator had lold her it was okay to use the
monies. She staled, after Corporate was aware

F 571
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Administrator. He staled, until July, thera was no
awareness the former Administrator had used
RTA's money to purchase items the facility should
have furnished and that this had happenad as
early as January or February 2021, He stated the
faciiity needed a more regular audit of the
business office, and this was going to be put in
placs. He stated the facility did have audils that
looked into those things that were usually done
annually, or somelimes semi-annually. He stated
there wera different price levels where the RVP
was triggered to look at a purchase. He stated he
expected If the Administrator was using resident
money for DME purchases, someone would call
Corporate, He stated he believed slaff had baen
intimldated by the former Administrator. He
stated he wished the incidents had been reported
earller to someone.

Interview with the Regional Vice President (RVP),
on 08/20/2021 at 3:03 PM, revealed there was a
Istter sent out in 06/2021 regarding how Stimulus
checks should be spent and Stimulus monies
would not affact resident Medicaid status for at
least a year. An additional update was sent
07/21/2021 reiterating Stimulus expenditures and
the public health emergency was in effect until
October 2021, He stated he was nol aware
Stimulus monies were used inappropriately and
that is something that is taken very serlously. He
stated the facllity had addressed it through a
raview, going back, and looking at processes
from a Quality Assurance standpoint. The facility
had made soma refunds of purchased itema that
the facility should or would have narmally
purchased. He stated those ltems were not
expensive enaugh lo require prior approval. The
RVF stated he did nol have a great answar
regarding what system should have caught this,
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(ant-convulsive) and taped into the Roxicodone
blister pack.

Review of a Uniform Citation {police report),

dated 07/18/2021, revealad LPN #1 was charged

with two (2) counts of Wanton Endangerment,

First Degree. LPN #1 admitied to the police that

she swilched out medications for Primidone fifty

(50) milligrams {mg}, not caring what affects it
would have on the residents.

The faclity's failure to take immediate action to

prevent further abuse and to follow their poficy to

ensure all residents wera free from abuse has

caused or (s likely lo cause serlous Injury, serious

harm or death to other residents in the faciiity.

Immediate Jeapardy {1J) and Substandard Quality
of Care (SQC) were identified on 08/20/2021, and

were determined to exist an 07/18/2021, in the
area of 42 CFR 483.12 Fraedom from Abuse,

F-600, Free from Abuse. The facility was nolified

of the lJ and SQC on 08/20/2021.

Additlonally, It was determined the facility falled to

protect residents from abuse far an additional

four {4) residents (Residents #21, #45, #28, and

#63). On 05/18/2021, Resident #28 pushed
Resident #83 down, resulting in a hematoma to
Resident #63's head. On 06/27/2021, Resident
#45 atlacked Resident #21, resulting in multiple
scralches ang abrasions to Resident #21.

The facilltty provided an acceplable Immediate

Jeopardy Removal Plan on 08/01/2021, with the

facility alleging removal of the Immediate
Jeopardy, on 08/31/2021, The Siate Survey
Agency validated removal of the Immediale

Jeopardy, a4 alleged on 08/31/2021, prior to exit

on 09/02/2021. The facility's remaining

a week for two weeks, then weekly
for four weeks, then monthly for two
months, to ensure any allegation of
abuse or misappropriation was
reported. Resident concerns will be
reviewed in the IDT meeting to
ensure any concem regarding abuse
or misappropriation was reporied
and action was taken to ensure the
resident(s) was protected. On
07/20/21, the DON, SDC, MDS
nurses, Social Services Director
(SSD) and Activities Director (AD) or
support RN nurse began
interviewing 3 random residents with
a BIMs of 9 or higher, weekly for four
weeks, then monthly for fwo months,
to ensure they have no concerns
with when or how their controlled
substances are administerad. Abuse
and narcotic audits continue as per
the abatement plan. Data will be
reviewed at the monthly Quality
Assurance Performance
Improvement (QAPI) Commitiee
meeting monthly for additional
recommendations.

Compliance Date: 11/24/2021
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mg lablet along with three {3) ampty packs; one
{1) Oxycodene 10/326 mg tablet; ona (1)
Tramadol 50 mg tablet; two (2) Hydrocodone
101325 mg tablets; three (3) Gabapentin 600 mg
tablets; five (5} Gabapantin 300 mg fablets; ane
(1} empty skid (a blister pack when full contained
thirty (30) lablets) of Roxicodone labeled for
Resident #32; and, one {1} pack of birth contral
pills labeled for LPN #1.

Canlinued raview of the report, revealed LPN #1
admitted to taking medications fram the facliity,
as well as changing some narcatics out and
replaced them with Primidone 50 mg, without
regard for how this would affect the Involved
residents. LPN #1 stated, if Ihe police drug
lested her, she would have Hydracodone,
Percacet, Gabapentin, and Marijuana in her
system. Per the report, LPN #1 stated she did
nol document narcetics removed from her
medication cart uniit the end of the shift and
atated this was common practice among nurses
at the facllity. Thersfore, the medication could be
missing and even taken by the resident but not
yel signed aut on the narcotic record. The report
stated LPN #1 was charged with two (2) counts of
Wanton Endangerment In the First Degree;
thiteen (13) counts of Theft by Unlawiul Taking
(TBUT), Controlled Substance; three (3) counis
of Possession of a Controlled Substancs; and two
{2) counts of Abuse and Neglect of an Adult
Person.

Interview with the Registered Nurse {RN) Facllity
Consullant, on 07/27/2021 at 1:15 PM, and again,
on 08/18/2021 ai 2:32 PM, revealed she had
been brought in from corporate as a result of the
facility's Issues that needed o be addressed.

She stated there had been an audit, on
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#17. Sha stated the first she heard of missing

she had reported this to the Administrator and
an 07/09/2021. Conlinued interview revealad
with them, the Administrator did. She stated
06/28/2021; however, LPN #1 staled she only
received iwo (2) skids. The DON stated she
waa not on the frigger call. The DON stated
nelther LPN #1 nor LPN #2 were suspended.
3:15 PM, ravealed she interviewad the DON

of Percocet tablels was reported missing. She
siated, when asked about suspending staff

{2} nurses was responsible. Tha Ombudsman

her shoulders.

Contlnued inlerview with the RN Facllity

taped inlo a Roxicodone skid belonging to
Resldent #32 which were not Roxicodone,

also had two (2) pills taped into a Roxicodone

pills used 1o replace the Roxicodone were

Percocets was when pharmacy determined a skid
was missing, which belonged ta Residemt #17, in
an audit conducted on 07/08/2021. She revealed
sent the infermation In a self-report to the police
when police came to the facllity, she never spoke
phacrmacy had delivered three (3) skids of thirty
(30} Percocet 50 mg tablets for Resldent #17, on

thought there was a trigger call that day, but she

Interview with the Ombudsman, on 07/26/2021 at
following an incident, on 07/09/2021, after a skid
implicated in dritg diversion on 07/08/2021, the
DON reglied she was nol sure which of the two

stated, when the DON was asked why she did not
suspend both staff members, the DON shrugged

Consultant, on 07/27/2024% al 1:15 PM, revealed,
on 07/18/2021, she was contacied by the DON,
who informed her LPN #2 had found two (2) pills
faoliowed by a second resldent, Residenl #84, who

gkid which were nol Roxicodone, She slated the
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the narcotics shest, but the Administrater and
DON had taken the Shift Change Count Sheet,
which tracked the number of conlralled substance
skids In the cart. LPN #2 stated she started
another sheet and counted forty-two (42) sheets,

Interview with SRNA #20, an 08/11/2021 at 4:13
PM, revealed LPN #2 showed him, on
07/18/2021, taped skids belonging to Raslident
#32 of wo (2) Roxicodona tablets that had bean
replaced with something else. He revealed, due
1o that, she wanted to check the rest of the
narcotics in the drawer, and they found Resident
#84 also had two (2} Roxicodone tablets removed
from a skid and replaced with something else.
He revealed LPN #2 reported this to the DON,
and he knew thay had looked at LPN #2's cart
while he was still on the floor.

Interview with the DON, on 08/04/202% at 8:28
AM, revealed she received a call from LPN #2, on
the night of 07/18/2021 at 7:30 PM, She stated
LPN #2, stated thal she had found two (2) of
Resident #32's narcotics that had been replaced
with olher pills. She stated she also recelved a
lext, on 07/18/2021 at 7:47 PM from LPN #2, that
she had found a second resident, Resident #84,
wha had two {2) narcotics replaced with other
pills. The DON stated she alered the
Admilnistrator, The Administrator then had a
trigger call, at 7:52 PM, with the Facility
Consullant, the Clinical Director, and the Reglonal
Vica President.

Continued interview with the DON, on 08/04/2021
at 8:28 AM, ravealed she and the Adminlsirator
came In a little after 9:00 PM on 07/18/2021;
police and the SSC! were already present In the
facilily. She stated they did cart audils, and the
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(9/11/2020, with diagnoses that included End
Slage Renal Disease, Dementia in Other
Diseases Classifled Elsewhere withaut Behavioral
Disturbance, and Dependence on Renal Dialysls,

Record review revealed the facility assessed
Resident #84, in a Quarterly Minimum Data Sat
(MDS} Assessmant, dated 04/26/2021, as
fourteen (14) of fifteen (15) on the Brief |nterview
for Mental Status (BIMS), indicating no cognitive
impairment. Continued review of Resident #84's
medical record revealed a Physician's Order,
dated 03/23/2021, for Neurontin {Gabapentin, an
anti-seizure medication also used for nerve pain)
100 mp at bedtime. The record revealed another
Physician's Order, an 05/10/2021 for Roxicodane
(Oxycodone) 5 mg every elghts (8) hours ss
needed for pain.

Review of Resident #84's Controlled Substancs
Count Record for Roxicodone S mg, delivered on
06/10/2021, revealed frequent use once a day,
with use twice a day on multlple occasions. LPN
#1 had signed out eight {8) tablels on the record,
with twa (2) tablets decumented as replaced with
Primidone on 07/18/2021.

Inlerview with Residant #84, on 07/28/2021 at
2:45 PM, revealed he/she received his/her
medicalians on time, and whanever he/she
experlenced pain, staff provided him/her with pain
medications, Resident #84 stated he/she had
never received the wrong medications, as far as
he/she was aware.

Interview with LPN #6, on 08/10/2021 at 2:40 PM,
revealed she had observed, on Resident #84's
Medication Administration Record (MAR) that
Resident #84 did routinely receive pain
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Review of Resident #32's Controlled Substance
Count Record for Roxicodone 5 mg, initiated on
06/15/2021, revealed the last twa (2) medications
on the skid had been replaced wilh Primidone on
0718/2021,

Additional interview with LPN #8, on 08/19/2021
al 8:39 AM, revealed there had bean no evidence
Resident #32 was not receiving his/her pain
medication or gelting another medication in place
of il. She revealed Resident #32 did not ask for
pain medication often. LPN #6 stated Resident
#32 had frequent UTi's, which would ba exhibited
In Resldent #32 by confusion, saying off-the-wall
things, having delusions, and somelimes faligue,
which were behavlors exhiblted by Resldent #32
around 07/18/2021,

Interview with LPN #8, on 08/19/2021 at 8:50 AM,
revealed when Resident #32 had a UTI, ha/she
would be confused, might not know where he/she
was or why, and yell aut. She revealed Resident
#32 did not use many as needed pain
fnedications.

Interview with the Medical Director, on
08/10/2021 at 4:11 PM, revealed when
medications were not administerad as prescribed,
it could lead to problems; and, In the casa of
residents with paln medications, it could lead to
untreated pain. Regarding Resident #32, he
stated he had ordered lab work because he was
concerned Resident #32 might have been
overdosed bul found that was not the case. The
Medical Direclor stated the DON had been
keeping him informed on issuas surrounding the
drug diversion situation at tha facility, as well as
{heir plans ta address lhe issues.
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allegations.

2. Reviaw of a Long Term Care Facllity
Seif-Reported Incident Form, dated 06/27/2021,
revealed, on 06/27/2021, Resident #21 alleged
Resident #45 attacked him/har when Rasident
#21 tried Io stop Resident #45 from pulling
flowers in the courtyard, Continued review
revealed the faciiity made appropriate contacts
and initialed an investigation. Report of the five
day follaw-up revealed Residant #21 was
assessed and trealed, and Residant #45 was
placed and remained on one-lo-one (1:1)
supervision until hefshe was sent to another
facility for psychiatric evaluation and treatment.

Review of Resident #45's medical record
revaaled tha facility admitted the resident, on
031122020, with diagnosas that included
Unspecified Dementia with Behaviaral
Disturbance, Paranoid Personality Disorder, and
Psychotic Disorder due to Known Physiological
Condition. The facility assessad Resident #45, in
a Quarterly MDS Assessment, dated 06/15/2021,
as thrae (3) of fifteen (15) on the BIMS, indicating
severe cognitive impairment.

Review of Resident #45's Comprehensive Care
Plan, dated 05/04/2020, revealed a care plan for
verballphysical aggression with interventlons for
staf lo include not invading the resident's
personal space and removing the resident to a
quiet area during perlods of anger or if
appropriale, Further raview revealed that staff
was not present in the courtyard at the time of the
incident, and other residents Invaded Resident
#45's personat space in response to histher
behaviors,

F 600
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pulling flowers up because Resident #45 thought
they were weeds. RN #4 stated, “| guess
(helshe) didn't tike being yelled at. | do not know
whal thay did after thal incident, besides the
usual. Anything like that, we always gat the
abuse training.”

Interview with LPN #3, on 07/29/2021 at 9:23 AM,
revealed Resident #21 came up 1o the nurse's
slalion after the incident on 06/27/2021, and she
bandaged the resident and called the doctor.
She stated Resident #21 had skin tears all the
way up his/her right arm, an abrasion on hisfher
leg, redness o histher neck, and a scratch undar
one (1) of histher eyes. LPN #3 stated the
residants were ail cut in the courtyard and had
been making comments to Residant #45 all day,
as he/she was pulling up flowers. LPN #3 stated
staff had encouraged the residents to come and
gel them if Resident #45 started pulling up
flowars again, but instead, per her Interview with
Resident #21, Resident #1 was making gestures
at Resident #45, trying to get him/her to stop
pulling up flowers. Continued Interview revealed
when Resident #45 “want after” Rasidant #1, who
was not touched by Resident #45, Resident #21
intervened. LPN #3 revealed Resident #45 had
exhibited aggression toward staff before, but not
towsard other resldenls. She stated Resident #45
was placed on one-fo-one (1:1) supervision, and
she look care of Resident #21, caliing the dactor
and the famlly. LPN #3 stated Resident #45's
nurse and the Assistant Director of Nursing
(ADON), took care of initiating the investigation.
Further, she stated the facility had transferred
Reslident #45 to ancther facility, for psychiatric
care, and since his/her relum 1o the facllity, the
resident had been well behaved.
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the Inlarview, she stated a Personal Care
Assistant (PCA) was in the courtyard with her,
and the CA told her to go get a nurse. When the
nurse came oul, she stated, the nurse took
Resident #21 inslde and told the CA 1o take
Residant #45 lo his/her raom for one-to-one (1:1)
supervision, which she did until 11:00 PM, when
her shift anded. She slated, after the incident,
Rasidant #45 calmed down,

Interview with Registered Nurse (RN) #2, on
08/03/2021 at 3:33 PM, revealed she was in the
dining room with a State Registered Nurse
Assistant (SRNA), on 06/27/2021, at the time of
tha Incident, feeding residents. She stated, they
hegrd a commotion at the inside door to the
courtyard, and the SRNA went out first. She
staled the SRNA came and got her to ga to the
courtyard. She staled she saw Resident #21,
who was upsat, crying, and bloody. In additian,
she sald she saw several SRNA's and staff
members in the courtyard, and sha was told
Resident #45 had gone to the courtyard and was
pulling up flowers. Then, she staled, when other
alert and ortented residents, In the courtyard, told
Resident #45 to stap, he/she turned and became
viclent. RN #2 revealed she was told Resident
#45 chaoked Resident #21, twisted his/her arm,
and kicked him/her, She staled there was a
“marking” around Resident #21's neck, multiple
skin tears to the right arm, and a skin tear or
laceration to either the right or left leg. RN #2
stated Resldent #21 was pretty upset, and other
residents out there were also upset. Per the
Interview, RN #2 said she told CA#1 to take
Resident #45 back to histher room, to separale
him/her from everybody else.

Conlinued interview with RN #2, on 08/03/2021 at
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3. Reviaw of a Long Term Care Facility
Sell-Reported Incident Form, dated 05/18/2021,
revealed on 05/18/2021, on the secura demantia
unit, the DON witnessed Resident #28 push
Resident #63, causing Resldent #63 to fall,
Canlinued review of the facility's five-day fina!
Teport revealed Residen| #28 was agitated, and
Resident #33 was in histher path. Resident #28
said some profanilies to Resident #63, and
before staff could Intervene, Resldent #28 pushed
Resident #63, who fell backwards and struck
his/er head on the floor. Per the report,
Resident #28 was placed on ane-to-one (1 1)
supervislon. Residant #63 was assessed, and
complained of left lower back pain. Further
review revealed Resldent #63 was determined lo
have a hematoma to the left back side of the
head. The report stated Resident #53 was
transferrad to the Emergency Room {ER). whare
computed tomography (CT) scans showed
nomal resulis.

Review of Resident #28's medical record
ravealed the facility admitted the residenl, on
10/21/2018, with diagnoses to include Alcohol
Depandence with Alcohol Induced Persistant
Demaentia, Unspecified Dementia with Behavioral
Disturbance, and Resliessness and Agltation.
The facility assessed Resident #28, In 2 Quarterly
MDS Assessment, dated 05/27/2021, as three (3)
of fifteen (15) on the BIMS, Indicating severa
cognitive impairment,

Review of Resident #28's care plan, dated
10/25/2019, revealed a behavioral care plan for
anxiety and anger when olhers ware in his/her
personal space. Interventions included
documenting behaviors and notifying the
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Interview with SRNA #6, on 07/28/2021 at 11:20
AM, revealed sha routinely worked on the secure
unit and had been there consistently for the past
five {5) months. She revealed Resident #28
could "somatimes get in a mood®, but it was not
typical behavior for Resident #28 to push
somebady out of his/her way,

Interview with the Facility Consultant, on
07/27/2021 al 1:15 PM, revealed the ADON
cbserved Resident #28 push Resident #83, on
05/18/2021, resulting in 2 fall with injury. She
stated Resident #28 was placed on one-lo-one
(1:1) supervislon, which gradually went to evary
fifteen (15) minute checks and was finally
discontinued, on 08/04/2021, as there had been
no further Incidents,

The facility provided an acceplable Immediate
Jeopardy Removal Plan, on 09/01/2021, that
alleged removal of the Immediale Jeopardy (1)
on 08/31/2021. The faciily implementad the
following:

1. On 07/00/2021, a Performance improvement
Plan (PIP) was iniliated related lo Missing
Narcotics which was reporied lo the Office of
Inspecior General- Division of Health Care {State
Survey Agency), at 4:30 PM on 07/08/2021.

2. On 07/09/2021, the Unit Manager and MDS
Nurses audited narcotics in the remaining
medication carts as the North back hall had a
blister pack missing. All count sheets were found
to match the number of skids. Staff signing in
and out of a medication cart was expected on
controlled substance check shests.

F g00
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to raview the additlonal aclion steps with the
interdisciplinary team {IDT). The IDT was
comprised of the Administrator, DON, Quality
Improvement Nurse/Slaff Development
Coordinator (SDC/QI), Minimum Data Sel (MDS)
Nursa, Unit Manager, Activity Director, Soclal
Services Director, and Dielary Manager. The IDT
agreed actions taken would include
abuse/neglect educatlon, abuse/neglect
monitoring via progress nota review, safe surveys
with residents, and staff surveys regarding
ahuse/naeglect.

9. On 07/19/2021, the DON, Unit Manager,
Administrator, Corporate RN, or a suppart RN
began reconclling the narcotic packing slips to the
narcolics received. Tha reconcillation would be
completad three (3} times per week o ansure the
correct number of delivarad narcotics were
logged into the narcotic count boak and the
number of declining count sheals were updaled.
Any discrepancies would be reported immediately
{o the DON and/or administration.

10. On 07/19/2021, staff nurses performed
assessments on all residents, including
assessing pain. For residents with a BIMS of
eight (8) or below, the assessment included
cbservation of non-verbal signs of pain to Include:
breathing, faclal expression, bady language, and
consolability. No concerns wete identified.

11. On 07/19/2021, the APRN assassed
Residents #32 and #84.

12. On07/20/2021, the Administrator suspended
LPN #2.

13. On 07/20/2021, the DON, ADON, SDC, MDS

F 600
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sheels and found Licensed Practical Nurse (LPN
#2) had recarded on the log sheet a reduced
number of sheets counted. The nurse
dacumenied four (4) less sheets than the
previous shift. There was no documentad
explanation why there wera four (4) less sheets
than the pravious shift. The facility suspended
the nurse and reported the information ta the
OIG, APS (Adult Protective Services), and palice,

15. On 07/20/2021 to 07/21/2021 , the Soeia)
Worker and Admisslons Coordinator completed
interviews with all residents with a BIMS above 8.
Residents were asked about concarns with how
and when medications were administered. Any
concerns, which included but was not limited to
pain, were documentad and reporied lo the
Administrator.

16. On 07/21/2021, tha DON, ADON, Unit
Manager, SDC/QI, Weekend Supervisor, MDS
Nurses, the Corporale RN, and/or a support RN
would audit the storage and documentation of
narcotics when checking medication carts to
ensuse narcolics were stored appropriately and
documentation was correcl. Tha audits included:
locking carts, MAR's, shift change counl shests,
signatures, declining count sheats, wasled
narcotics, back side of narcotic medication skids,
skid cards in numerical order, no missing skids,
all narcoties accounted for, andfor pharmacy
packing slips. Audits would occur flve (5) times
per waek until the QAP commitiee delermined
frequency could be reduced. Any concemn
regarding documentation or storage of narcatic
administration would be addressed at the tima of
the audit and reported to the DON or
Administrator, All new concerns would be
reviewed In the momning DT meeting. Any
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not witness for a nurse.) Nurses and KMA's
could not tape a medication to hold it in a card. 1If
a narcotic came loose, it must be wasted, and
two (2) signatures must be prasent. This
education also included signing the Shift Change
Controlled Substance Count Check sheet at the
beginning and end of tha shift. This education
Included that the signature was the nurse's
affimation that the count was carrect and must
be signed when counting. It could not be signed
early or lale. Nurses and KMA's were also
educated regarding detiveries of multiple cards of
narcolics. Tha nurse recelving the narcaotics and
lhe nurse whose medicalion cart would hold the
narcotics must both sign for the receipt. If the
same nurse was both recelving and had the
medication cart, a second nurse must sign also.

20. On 07/26/2021, the DON, Unit Manager,
SDC, Nurse Supervisor, MDS Nurse, and
Corporate RN consultanls bagan administering a
medication administration post-lest to all icensed
nurses and KMA's, The quiz covered both
medication adminisiration and physician
nolification and validated the licensed nurses and
the KMA's continued campetency in a writtan
form. Any licensed nurse or KMA not scoring
ane-hundred percent (100%) on the quiz would
recgive additional aducation,

21. On 07/27/2021, the DON and SOC began
abuse/neglect monitoring via nursing progress
nota review. The past twenty-four (24) hours of
nursing notes were printed off and read, looking
for any indication of abuse/neglect/axploitation.

22. On 0712712021, the DON, SDC, Unit
Manager, RN's, and Adminislrators from "sister
facilitles”, and RN Carporate nurses continued
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30. On 08/19/2021 the DON facilitated 2 Medical
Director update telaphone call.

31. On 08/20/2021, the DON notified the Med]ea
Director of eight (8} IJ lags and the PIP's that
ware baing worked an,

32. On 08/20/2021, the Adminlstrator, DON,
SDC, and Corparate Support staff began
additional Code of Conduct in-servicing. The
in-service Included a quiz. The quiz questions
included employees following laws, reporiing
syslems, when lo report, who to report to, and
where fo find more Information, The employees
were able to verbalize their role in protecling
residents and preventing abuse, neglect, and
exploitation.

33. On 08/20/2021, the facility verified tha facility
rabllled and/or paid for the misapprogpriated
medicalions,

34. On 08/25/2021, the Regional Vice President
announced the transition to the new
Administrator. The Regional Vice Prasident and
Interdm Administrator provided education lo the
new Administrator, including the requirements of
the tags F-600 Abusa/Neglect/Exploitation and
F-610 Investigate/Prevent/Correct Allaged
Vidlatian.

35. On{08/26/2021, the DON facilitated a Madical
Director update telephone meeting, including the
DON, Repional Vice President, Medical Director,
Interim Adminisirator, new Adminlisirator, and RN
Consultant, The discussion included the facility's
immediate jaopardy (1J) status, including the tag
F-610 Investigale/Prevent/Correct Allegad
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40. On 08/20/2021, the DON, four {(4) Support
RN Nurses, and a Carporate RN Nursa
interviewed staff and residents, inspected
medication carts, and raviewed narcotic
documentation. Nu new staff concerns were
receivad. No new residerit concerns were
received, as residents slatad they were receiving
{heir medications. No narcotic medications wereg
identified as missing.

41. Sterting 08/29/2021, the facility’s IDT would
have a meeting five {5) times a waek to review
concemns. The Administrator or DON would
Identify an Investigator to conduct the
investigation. The Cardinal IDT iool would be
utilized lo track the investigation and ensure the
investigalion was completed timely and
thoraughly.

42. The Pharmacy Consultant would visit the
facility at least monthly io validate narcatics were
being monitored and counted per standard of
practice.

The State Survey Agency validated the
implemantation of the facility's immediata
Jecpardy Removal Plan as fallows:

1. Review of a Quallty Assurance (PIP), dated
07/09/2021, revealed, as a result of the missing
blister pack of thirty (30) Percocet identified in a
pharmacy audit, the facility identified only one (1)
staff was signing for narcotics arriving at the
facility, and initiated education on conlrolled
substances, to Include having a second person
sign for contralled substances arriving at the
facllity.

£ 600
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South and North halls of the building, observing
staff providing care, and talking with staif. She
revealed she assessed and interviewed for
evidence of abuse. She revealed she also
conducied chart reviews and validaled the facility
was cantinuing audits and doing everything they
were supposed o be doing. The Clinical Director
slated sha had made surprise visils lo the facility
at 2:00 AM, as well as on weekends, (o determine
any rasident concerns and ensure staff was
following procedures they had been educaled on,

5. Review of Complete In-Service Training
Report with Staft Altending, daled 07/12/2021,
confirmed the OON initiatad staff education for
ficensed nursing staff and KMA's. Education
covered (1} All PRN (as needed) meadications
must be signed on the back of the MAR, (2) all
narcotics no longer In use must stay locked up in
the medication carl until they could be given ta
the DON, and (3) declining count sheet must bis
labeled with room numbers at the top of the
shael.

Interview with the DON, on 08/02/2021 al 9:10
AM, revealed it had been detarmined not
everything was signed out consistently on the
back of the MAR, so the education initiated, on
07/12/2021, emphasized to siafl the need to do
this, Including documenting the effectiveness of
pain medication administered to rasidents.

€. Review of a Kenlucky Incldent Based
Reporting System (KYIBRS) Report, dated
07/18/2021, revealed LPN #1 had been arrested
and charged with thirteen (13) counts of Theft by
Unlawful Taking, three (3) counts of Possession
of Controlled Substances, two {2) counls of
Wanlon Endengerment, and two (2) counls of
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Interview with the DON, on 09/02/2021 at 9:10
AM, revealed when reviawing packing slips, she
confirmed there were two (2) signatures and
checkad to ensure everything listed an the
packing slips was on the medication cart; then
she would initial the packing slips to show she
raviswed them.

10. Review of Pain Assessments revealed Pain
Assessments were completed for ali facility
residenis on 07/19/2021. No concerns were
identified, Additionally, Resident Interview
Medication Administration papers wera reviewed,
with no concerns identified.

Interview with the DON, on 08/02/2021 at 9:10
AM, revealed no new or untreated pain was
idantifled through the pain assessments
conducted on 07/19/2021.

11, Review of Ambulalory Nursing Home Report
confirmad APRN #1 assessed Resident #84 on
07/19/2021. No concarns were Idantified with the
assessment of Resident #84.

Review of the physiclan visit by the Medical
Director (MD) with Resident #32, on 07/20/2021,
revealed possible indicators Resldent #32's
oplates had been raplaced with Primidone. MD
documentation revealed Rasidant #32's condition
impraving at the time of documentation. MD
documentation further ravealed APRN #2 had
visited with Resldent #32 on 07/18/2021.

12. Review of a Long Term Care Facllity -
Seli-Reported Incident Form, daled 07/20/2021,
confirmed LPN #2 had been suspended from the
facllity.
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questioned the Regional Vics Prasident by the
Social Services Director or the Admissions
Coordinatoer about whether or not they had
concerns regarding administration of their
medications. If residents Indicated concerns, this
was explorad further, ta include to whom the
residents reported concerns and when, No
{saues were identified during documentation
review.

16. Raview of Marcolic Cart Audit forms, daled
07/21/2021 confirmed the DON audited the
storage and documentation of all facility
medication carts. Continued review of audils
ravealed audils were occurring five (5) or more
times esach week. Reviaw of Narcotic Cart Audit
forms revealed required educalion was given, an
07/22/2021, for a KMA who had pulled narcotics
but did not sign al the time the narcatics were

\\ given.

17. Interview with the Regional Vice President,
on 09/02/2021 a\ 7:.07 PM, confirmed the
pravious Administratar had been suspended on
07/21/2021, as a result of concerns regarding the
‘vay the Administrator handled the drug diversion
‘ue. The Regional Vice President stated he
“rasenl at the facility acling in the capacity of
“strator from 07/21/2021 through
™, with an Interim Administralor present
1, beginning 07/27/2021, until a new
started on 08/26/2021.

plete In-Service Training
nding, with a start date of
‘aff was educated on the
4 Misappropriation of
vised 03/10/2017.
ared to be on
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(nterviews, on 09/02/2021 with LPN #11, at 3.03
M, and RN #3 al 3:14 PM, revealed both had
been educated on the proper way to do a narcollc
count at shift change, counting skids, comparing
to the number of contrailed substance shests,
and wasting medications, with another nurse
wilnessing and signing, in the Drug Buster keplin
the medication raoms. Bath stated education
also covered the impartanca of signing and
completing pain assessments on the back of the
MAR for PRN (as needed) medlcations and
signing with ancther nurse when narcotics
arrived. LPN #11 also stated, if a skid was
damaged, to report it to the DON, and if a
medicallon was in danger of falling cut of a
damaged skid, it was o be wasted with another
nurse witnessing and signing. LPN #11 revealed
she had seen and experienced management
staff, including the DON, golng argund doing
maedicatian cart audils, and she stayed with her
med|cation cart while was being audited,

Interview with SRNA #20, on 09/02/2021 a1 3:39
PM, a KMA, revealed he received the same
&ducation nursing staff received. He ravealed he
had received multiple educations. The KMA,
stated the education Included the importance of
signing out narcotics when he gave them and not
walling until the end of shifi to sign them out, He
revealed he signed them out right after they wara
given, and If a resident refused, he would mark it
as a refusal and have a nurse witness and sign
the medicalion as wasled. He slaled, if a pill or
skid was compromised, or if anything looked
tampered with, he would alert the DON so she
could assess and determine if medications
needed to be wasled, He revealed corporate
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continuing. Review of a sign in sheet, dated
08/10/2021, revealed the Medical Director was In
attendance at the meeting.

Interview with the Medical Direclor, on
08/10/2021 at 4:11 PM, revealed the DON had
baen in contact with him two (2) to thrae (3) times
a week and had provided him all tha PIP's that
had been planned qut. The Medlcal Director
revealed he was extremely pleased at the

progress the facility had made addressing their
problems.

26. Review of the Narcolic Cart Audit sheets
used for facllity narcotic cart audits revealed staff
werea auditing to ensura (1) All staff were signing
the Controlled Substance Counl Sheet (CSCS) at
shift change, (2) Ali narcotic sheels had been
counted, (3) the number of narcotic count sheets
matched the number of skids on the cart, (4)
Skids on the cart did not have tape on their
backs, (5) Skids were checked to ensure there
were no misging skids, (68) CSCS were being
logged In and out of tha cart on the Shift Change
Controlled Substance Count Check form as the
sheet count number changed {new skids arrived,
sklds were completed), and (6) All narcotics were
signed out and accounted for.

Review of a Narcotic Cart Audit completed, on
08/11/2021 at 11:42 AM, by the DON revealed the
audit was completed with no Issues noted or
correclive action requirad or taken. The
Corporate RN Consultant noted the front-north
narcotic drawer had a screw sticking out that
caused lears/punched hales in the back of
multiple narcotic skids: Tha screw was coverad,

27. Review of Narcotlc Cart Audit completed, on
FORM CMS-2587102-99) Previous Versions Dbsolsta Event ID;432Y11 Faclity 10: 100349
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report an allagation to their supervisor and did not
feel like it was being addressed, they could
contact the DON and Administrator, as wall as
call or fax the Corporate Compliance line.

33. Review of facility documentalion, not labeled
or dated, revealed a total of one hundred and
eight (108) narcotlcs were documented as
missing, which included three (3) skids of thirty
(30} medications each that were missing, and
four (4) non-controlled medications that wera
documented as missing. The document listed
residants by name, along with discrepancies
noted, the cost for each indlvidual dose, resident
payars, and the total cost of all medications
reimbursed, which was three hundred and four
dollars and ninety-seven ($304.97) cenls.

34. Raview of an Appointment Letter as facllity
Administrator revealed appointment of a new
Administrator, on 08/26/2021, with an
Administrator job description, reporting to the
Regional Vice President, who also signed the
ielter on 08/26/2021,

Interview with the Administrator, on 09/02/2021 at
6:32 PM, confirmed he spoke with the Interim
Administrator and the Regional Vice President
aver tha phone, on 08/25/2021, and they
discussed with him the IJ tags the facility had
been cited, o Include abuse and misappropriation
tags. He stated they wanted fo make sure he
was aware of the situation he would be coming
into. He stated the Regionat Vice President had
stressed Lhe imporlance of reporting allegations
and keeping him informed.

35. Review of the document Communicatlon with
Medical Diractor, signed by the Medical Director

FORM CNS.2567(02-99) Previous Versions Obsolsia Event 10: 432Y1) Facility I, 100348

If continuation sheat Page 71 of 408




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/11/2021

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NOC. 0838-0301
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIFLE CONSTRUCTION {X3) DATE BURVEY
AND PLAN OF CORRECTION ICENTIFICATION NUMBER: A. BUILDING COMPLETED
(]
185028 8. WING 09/02/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CQDE
2323 CONCRETE ROAD
JOHNSON MATHERS NURSING HOME CARLISLE, KY 40311
{X4] 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF GORRECTION {3y
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)
F 600 Continued From page 72 F 600

at 9:10 AM, revealed she, the SDC, and a sister
factity nurse went to each medication cart, on
08/28/2021 al shift change with their audit tools,
and went through the packet of audit tools with
medication cart staff, asking questions about
documentation and raporting. She revealed this
process was repeated on 08/29/2021 with a
nurse from 3 different sister facility. She revealed
thare had baen no concerns with the audits.

39. Interview with the Administrator, on
09/02/2021 at 6:32 PM, confirmed the Clinlcal
Director had thoroughly reviewed with him abuse
reporting and investigaling.

Intervlew with the Clinical Director, on 09/02/2021
at 9:10 AM, revealad she raviewed an
investigation file with the Administrator on
08/29/2021. She revealed they went down the
Action Checklist, reviewad the process, and tha
Administrator made notes to himseif on what he
needad to do and on what he could do al that
fims. The Clinical Director staled the
Administrator had Intervlewed residents, called
residents' reprasentatives, and was very thorough
In his Investigation of misappropriation.

40. Review of the facility's Weekend Audits,
dated 08/28/2021, confirmed the Administrator
and a supporl RN interviewed staff and residents
regarding abuse, code of conduct, and
medication administration. Staff members were
abla to answer questions accurately, and
residents did not express any concerns during
interviews. Further, nursing staff conducted an
audit of narcotic documentation and did not
determine any concerms.

41. Revlew of the Cardinal IDT Meeling minutes
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(14) of forty-four (44} sampled residents.

On 07/08/2021, two Licensed Practical Nurses
(LPN #1 and #2) were implicated in stealing a
skid of thirty (30) tablets of Resident #17's
Percocet (a narcotic apiold used 1o treat pain}
51325 milligram {mg). Despite thls, neither nurse
was suspended pending investigation, nor did the
facllity 1ake other action to prevent
misappropriation.

On 07/18/2021, an additional ten (10) sampled
residents had contralled medications taken,
(Residents #1, #8, #34, #47, #48, #56, #60, #65,
#71, and #79), and two (2) resklents had
controlled medications taken and replaced with a
non-prascribed meadication (Reslident #32 and
Resident #84).

On 07/20/2021, it was discovered Residant #9
had a missing skid of thirty (30) tablets of
Percocet. LPN #2 was suspended pending
invastigation,

The facllity's fallure to take immediata action to
prevent further misappropriation of residents’
property; and failure lo follow their policy has
caused or is likely to cause serious injury, serious
harm ar death to other residents in the faclity.
Immediale Jeopardy (\J) and Substandard Quality
of Cara (SQC) were identified on 08/20/2021 and
wera determined to exist on 07/09/2021, in the
area of 42 CFR 483.12 Freedom from Abuse,
F-602 Free from Misappropriation/Exploitation.
The facility was nolified of the 1J and SQC on
08/20/2021.

In addition, the facility failed to protect residents’
persanal funda, ysing their Stimulus money, from

pain assessments on all residents
with no concems identified. On
7121/21, corporate business office
staff audited stimulus monies spent.
Any additional residents found to
have had stimulus monies spent on
items the facility should have
provided had the monies refunded.
Residents were allowed to keep any
items purchased.

3. On 07/09/21, 07112/21, 07/20/21,
07/22/21, 07/23/212, 07/24/21, and
07/25/21 the DON, SDC, RN
consultants and corporate nurses
canducted various in-services on the
facility's abuse policy,
abuse/misappropriation
investigations, and narcotic
administration, documentation and
reconciliation. (See abatement plan
for details). On 07/21/21 the RN
consuitant educated the DON on the
investigation process and the use of
checklists to ensure ail appropriate
actions are taken when
misappropriation/exploitation occurs.
This education is part of new
employee orientation, and agency
orientation, as appropriate.
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Review of the facility Drug Free Workplace Policy
(DFWP), revised 12/2018, revealed the company
recognized the need for a safe and healthy work
anvironmenil frea from the use of prehibited drugs
and alcohol. The palicy staled employees who
abused drugs or alcohol posed a serious risk to
the safety, security, and welfare of residents and
the company. The policy revealed all applicants
for Registered Nurse (RN), Licensed Practical
Nurse (LPN), or Medication Aide were required (o
subrnit a urine sample as a condition of
employment. The policy defined Prohibited
Conduct as possessing or using any prohibited
drug or alcohol while at the workplace, while at
work, or during working haurs. Further Prohibited
Conduct, per the policy, included refusing to
submit to a drug or alcoha! tesi required by the
policy, or failing a drug or alcoho test
administered in accordance with the policy. The
Druig and Alcohal Testing Policy, as documented
in the DFWP, revealad employaes could be
asked o submit to various testing for drugs and
alcohol, and included the company’s right lo test
employees in situations such as, but not limited
1o, & workplace injury, folowing an incident that
resulted in an investigation such as Instances of
residant abuse or medication diversion, or any
time at the sole discretion of the company. The
policy required employeas consent to the Drug
Free Workplace Policy {DFWP}, by signing an
acknowledgement of receipt of the policy.

Review of the employee flle for LPN #1 revealed
a DFWP Acknowledgement of Receipt of Policy,
signed on 04/07/2021.

Review of tha employee file for LPN #2 ravealed
a DFWP Acknowledgement of Receipt of Policy,
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Percocet 5/325 mg missing for Resident #17 and
provided that information to the facility in her
report.

Review of a Packing Slip, dated 06/28/2021,
revealad LPN #2 signed for ninety {80) Percocel
5/325 mg tablets, three (3) skids, for Resident
7.

Intarview with LPN #2, on 07/29/2021 at 4:29 PM,
revealad, on the night of 06/26/2021, LPN #1 had
approached her rapeatedly to lat her know when
the pharmacy arrived to dellver medications, as
LPN #2 was woarking on the Soulh Unit, and the
South Unit nurse was responsible for signing for
deliveries from pharmacy. LPN #2 stated she
signed for threa (3) skids of thirty (30) tablets
each of Percocet 5/325 mg for Resident #17, on
the night of 06/28/2021. However, she stated she
was informed, after the discovery of a missing
skid an 07/09/2021, that LPN #1 alleged only
recaiving itwo (2) skids.

Review of Resident #17's Controlled Substance
Count Record for Percocet 5/325 mg revealed a
sheet, 2 of 3, deliverad on 06/28/2021, with a
receiving signature and dale on the sheet,
Despite repaatad requests, the facility was unable
lo provide either sheet 1 of 3, or a Conlrolled
Substance Count Record for Percocet 5/325 mg
covering the time frame 06/19/2021 through
07/08/2021. Sheet 3 of 3 was the sheet missing
as idenlifled by pharmacy on 07/09/2021. Review
of sheet 2 of 3 revealad LPN #1 signed the first
tablet out, at 12:00 AM on 07/09/2021, with LPN
#7 replacing her on the medication cart on the
moming of 07/09/2021. Review of Resident
#17's MAR for 07/2021 revealed eighty-two (82)
dosas of Percocat 5/325 mg had been
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LPN #1 was actively stealing rasident
medicalions at the facllity. The Police repert
revealed LPN #1 was asked lo emply her pockets
and had an unmarked pill bottle with sevaral
different types of pllls inside, along wilh several
loosa pils in her packet. Review of the avidence
revealed the following were found on LPN #1;
one {1) Primidone 50 mgq tablet along wilh three
{3} empty packs, one (1) Oxycodona 10/325 mg,
ona (1) Tramadol 50 mg, two {2) Hydrocodone
10/325 mg, thrae {J) Gabapentin 600 mg, five (5)
Gabapentin 300 mg, one (1) emply skid of
Roxicodong labeled for Resident #32, and one (1)
pack of birth control pills labeled for LPN #1.
Continued review of the report revaaled LPN #1
admitted to taking medications from the facillty,
as well as changing some narcotlcs out and
replacing them with Primidone 50 mg, without
regard for how this would affect the residents.
When asked by officers what drugs would ba
found In her system upon drug testing her, LPN
#1 ravealed she would have Hydrocodone,
Percocat, Gabapantin, and Marjuana {(a
recreational psychoactiva drug) in her system,
LPN #1 siated she did not document narcotics
removed from her medicatlon cart untll the end of
the shift and stated this was common praclice
among nurses at the facllity. LPN #1 was
charged with two (2) counts of Wanton
Endangerment In the First Degree; thirteen (13)
tounts of Theft by Unlawful Taking, Controiled
Substance; three {3) counts of Possession of a
Controlled Substance; and two (2) counts of
Abuse and Neglect of an Adult Person,

Interview with LPN #2, on 07/28/2021 at 4:29 PM,
revealed she was working the night of
07/18/2021, and was administaring medications,
when she noted Resident #32's narcotic skid had
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tagather and all medicalion cans were audited by
2:00 AM on 07/19/2021, when she lefl tha facility.
The DON revealed she did not have a full record
of what was wasted on !he evening of 07/18/2021
through the morning of 07/19/2021.

Interview with RN #4, on 07/28/2021 at 1:20 PM,
revealed she was called to the facility, on the
night of 07/18/2021, by the DON to halp audit
medication carts, She revealed several narcotics
were missing from the carl belonging to LPN #1.

Interview with LPN #12, on 08/13/2021 at 8:21
AM, revealed she was working, on the night of
07/1B8/2021, when anolher nurse and the SSC)
came around checking medication carts. She
revealed her cart had no problems, and the only
cart sha thought had an Issue was LPN #1's cart.

A) Review of Resldent #65's madical racord
revealed the facility assessed Resident #85, in a
Quarterly MDS Assessmant, dated 06/29/2021,
as fifteen (15) of fifteen (15) on the BIMS,
indicaling no cognitive impalrment. Continued
reviaw revealed orders for Neurontin
{Gabapentin) 200 mq threa times per day, dated
06/04/2021; and Roxicodone 5 mg every six (8)
hours, daled 06/21/2021.

Review of Resident #65's Controlled Substance
Count Record for Roxicodone 5 mg revaaled a
missing {nol documented) lablet on 07/18/2021.

B) Review of Resident #34's medical record
revealed Raesident #34 was admitied by the
facility, on 12/08/2019, and was assessed in a
Quarterly MDS Assessment, dated 06/28/2021,
as fifteen (15) of fiftaen {15) on tha BIMS,
Indicating no cognitive impairment. Continued
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#1 signed out eight {8) tablets on the record, with
two (2) lablets documented as replaced with
Primidone on 07/16/2021. Review of the MAR for
07/2021 ravealed a dosa of Roxicodons 5§ mg
was administerad on 07/08/2021, but not
documented on the controlled Substance Count
Record. Further review revealed tan (10)
documenied administrations during 07/2021 on
tha MAR, with only six {B) documeanted on the
back of the MAR. Review of the 06/2021 MAR
ravealed, of twenty-two (22) doses administered,
only six (6) were documented on the back of the
MAR. The last dose adminisiered on the MAR
was, on 07/18/2021 at 8:00 PM, by LPN #2.

Inlerview with LPN #8, on DB/10/2021 at 2:40 PM,
revealed she had observed, on the MAR, that
Resident #84 did roulinely receive pain
medications with LPN #1 at nighl, although he did
not routinely raceive them when LPN #6 was
working during the day,

E) Review of Resldent #32's medical record
reveaied the resident was admitted by the facility,
on 04/01/2020, and was assessed in the
Quartarly MDS Assessment, dated 06/01/2021,
as a saven (7) of fiftaen (15) on the BIMS,
indlcaling severely impaired cognition. Continued
review revealed an order for Roxlcodone 5 mg
every eight (8} hours PRN, dated D4/01/2020,

Review of Resident #32's Controlled Substance
Count Record for Roxicodone 5 mg, inittated on
06/15/2021, revaaled the last two (2) medications
an the skid had baen replaced with Primidone.
Revlew of Resident #32's MAR for 07/2021
revealed two {2} doses of Roxicodone § mg
documented as given for 07/03/2021; however,
the back of the MAR only listed one (1) dose was

F 602
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H) Revilew of Resident #8's medical recorg
revealed the resident was admitted by the facflity,
on 03/12/2020, and was assessed in the
Significant Change of Status Assessment, dated
05/05/2021, as three {3) of fifteen {15) on the
8IMS, indicating savere cognitive impairment.
Conlinued reviaw revealed an order for
Hydrocodone 5 mg four (4) times per day, dated
0512612021,

Revlew of Resident #8's Conlrolled Substance
Count Racord for Hydrocodone § mg revealed
one (1) dose missing, on 07/18/2021, and not

documented as glven.

1) Review of Resident #47's medical record
revealed the resldent was readmitted by the
facility, on 08/01/2020, and was assessed in a
Quarterly MDS Assessment, dated 06/15/2021,
as four (4) of fifteen (15) on the BIMS, indicating
severa cognitive Impairment. Continued review
revealed an order for Ullram (Tramadol) 50 mg
every eight (8) hours PRN, dated 05/28/2021.

Review of Resident #47's Conlrolled Substance
Count Record for Ultram 50 mg revealad onae (1)
dose missing, on 07/18/2021, and not
documanted as given.

J) Review of Resident #56's medical record
revealed the resident was admitted by the facillty,
an 11/25/2013 and was assessed in the Quarterly
MOS Assessment, dated 08/28/2021, ag six (6) of
fifteen (15) on the BIMS, indicating severe
cognitive impairment. Continued review revealed
an order for Percocet 10/325 mg every four (4)
hours PRN, dated 04/19/2021.

Raview of Resident #56's Controlled Subsiance
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facliity, on 05/03/2021, and was assessed in the
Admission MDS Assessment, dated 05/09/2021,
as a fifteen (15) of filteen (15) on the BIMS,
indicating no cognitive impairment. Continued
review of Resident #9's madical record revealed
an order for Klonopin (a nerve pain refiever) 1 mg
twice a day PRN, dated 05/05/2021 {was
changed to twice a day, on 07/06/2021); an order
for Neurontin (Gabapentin) 600 mg four (4) times
a day, dated, 05/05/2021; and an order for
Percocet 7.5/325 mg every eight (8) hours PRN,
dated 05/27/2021 (was changed lo twice a day,
on 07/12/2021),

Interview with Resident #9, on 07/28/2021 at 3.01
PM, revealed one morning he/she had askaed for
pain medication, and staff informed him/her they
could not provide it as they had been
administered at 2:30 AM. The resident shared
helshe had nrot recelved pain medication, at 2:30
A, and that LPN #1 had been working the night
the medication was allegedly administered.
Resident #9 stated he/she consistently had pain
medication signed out and not given to him/her
when LPN #1 worked. Resident #0 stated he/she
had raporied il to other staff, but remembered
reporling it to SRNA #8, who was also a Kentucky
Medication Aide (KMA), able to administer
medications.

Interview with SRNA #9, on 08/02/2021 at 2:55
PM, revealed Resident #9 had one (1) scheduled
Percocet and ons (1) scheduled as a PRN paln
medication. She stated she did not recall any
Instance In which Residant #9 shared with her not
getling a medicatlan, but if he/she had, she would
check the MAR, and if Resident #9 stated he/she
had not recelved samething documentad on the
MAR, sha would share this infermation with her
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of two (2), was delivered on 07/15/2021.

Review of a Shiff Change Controlled Substance
Count Check form for resident rooms 136 to 149
revealed an incomplete form with LPN #2 not
signing in on form next to LPN #6 on 07/18/2021
at 6:30 PM, which indicated farty-six (46) count
sheets remaining. There was still room at the
bottom of the sheet for two more changes of shift.
Review of the following form revealed LPN #2
indicated the sheet count was 42, and completaed
two sheets on the 07/18/2021 at 7 PM to
07/19/2021 at 7 AM shift, bringing the count to 40
sheels.

Interview with LPN #5 on 08/03/2021 at 4:20 PM
revezled when she came in on the morning of
07/20/2021, the DON had asked her to go
through a med cart with her, She slated they
noted a narcotic skid was on skid twao {2) of two
(2) for a medication that had just been delivered a
week before for Resldent #9. She revealed thare
was also a discrepancy in the Shift Change Count
Sheats, however, looking al the carl she would
not have known that, as the previous Shift
Change Gount Sheet had been removed from lhe
cart. She revealed after the previous Shift
Change Count Sheet had baeen located, it was
determined there was a discrepancy of four (4)
sklds unaccountad for, She revealed one (1) skid
was missing for Resldent #9.

Continued interview with LPN #2 revealad,
following the arrival of the DON and
Administrator, they identified mulliple narcotic
skids with tape on them, and were busy wasting
medicalions on the night of 07/16/2021 through
the morning of 07/19/2021. She revealed some
skids had tape all over them, and had to be
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Interview with Advanced Registered Nurse
Practlticner (ARNP) #1, on 08/11/2021 at 11:44
AM, revealed her concern with residents not
raceiving their controlled pain medication would
be residents nat having their pain conirolled.

The previous Administrator was not available
during the course of the survey, and did not
return calls, the last of which was attempted on
08/20/2021 at 8:48 AM.

Interview with tha Interim Administralor, on
08/20/2021 st 10:24 AM, revealed his expectation
was the facility wauld have a good investigalion
program, a goad audit program, and a good
count program for narcotics that starled whan
they come in to ihe facility, to imil the passibillty
of drug diversion occurring, which resulted in
misappropriation of residenis’ medications.

4. Review of the facility's palicy litled, "Resident
Fund Managament System,” no date, reveated
that each resident that enterad the facility had the
opportunity to establish a Reslident Trust account
(RTA). There was no minimum or maximum
deposit to apen the account, and it was solely for
the convenience of the resident. Per the policy, it
stated to protact the Integrity of the RTA and
minimize the risk of embezzlement, there was a
division of duties in the facility. The Administrator
was lhe primary check signer, along with the
Director of Nursing {DON); and the Business
Office Manager (BOM) should monitor the
balance report monthly to identify any Medicaid
recipient whose balance was within two hundrad
dollars ($200} of the State's limit.

Review of 42 CFR 483.10(f)}{11) revesled the
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have been supplied by the facllity. On
07/22/2021, per the minutes, the Raglanal
Business Office (RBO) and Corporale
Compllance (CC) conducted an investigation and
audis of accounls and items purchased. lems
identified Ihat the facility should have paid for
were 1o be relmbursed by 07/27/2021, RBO and
CC would conduct monthly audits of RTA's for
two (2) months to valldate purchases met
regulations. On 07/23/2021 a QAPI mesling was
held to discuss the process improvement plan
{PIP) of self-identified issuesand all aclions
taken, The Investigation Summary dated
07/21/2021 revealed lhat facility staff, in good
faith, was assisting rasidents to "spend down"
thelr RTA in order to maintaln Medicaid eligibility.
Conlinued review revealad educalion was
provided in May 2020 to assist facilities with
understanding the current guidelines for spending
down the RTA. The Summary stated the fachity
belleved they wara following the guldance
correctly.

Review of the Stimulus Payment Tracking Report,
dated 01/01/2021 through the present, revealed
all four {4) sampled residenta received Stimulus
money lhat was added to thelr RTA's. Conlinued
review revealed that at various Umes in 2021,
there were large sums of money authorized to be
disbursed fram their RTA to pay for persanal
tems.

1. Review of Resident #77's RTA revealed
he/she racelved Stimulus money, on 05/28/2020
for §1200, 01/04/2021 for $600, and 04/07/2021
for $1400. On 02/08/2021, authorization for
miscellaneous payments from patient trust
accounts revealed the facility, as Resident/Legal
Representative, authorized payment of $3,334.74
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television for $280.99 and a microAIR MAS00
alternating pressure low air loss mattress gyslem
for $§894.99; that authorization form was signed
by tha previous Administrator,

interview with Resident #36, on 08/17/2021 at
8:48 AM, revealed hefshe was resting in bed,
winged maliress observed, head of bed elevated,
when asked about the previous mattress (air
mattress), the resident stated he/she had told
them he/she did not want the maltress. Resident
#36 stated he/she was unable to remember who
he/she told, just "ihe ane that brought it." The
resident also staled the winged matlress was
comfortable. Resident #36, per the interview,
stated there had not been the need for a new
television, and he/she did not request it.
Although, Resident #38 stated, this one was
bigger, he/she could see better, and it could be
given lo his/her daughter.

Interview with Licensed Practical Nurse (LPN }
#7, on 081 4/2021 at 10;29 AM, revealed she did
nol kriow whose idea it wes to get Residenl #36
the air matiress, She stated she was confused
as to why because the resident had a winged
maliress to prevent falling out of bed, and an alr
matiress made it easier to slide out of bed. The
winged maitress was laken off the bed, and the
alr mattress was put on the bed. LPN #7 stated
Resident #38 slid oul of the bed three {3) times
that night, with no serious injuries, and night shift
staff took it upon hemseives to remove the air
matiress and put the winged mattress back on
the bed. Per LPN #7, Resident #36 nevar
complained that the winged matiress was
uncomiortabla.

Interview with the Minimum Data Set (MDS)
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Review of an authorization, dated 08/08/2021,
signed by the previous Administrator and
co-signed by Resident #30, revealad an order for
a floor lamp, top of the line bedside table, and a
case of pillow cavers.

Interview with Rasldent #30, on 08/10/2021 at
3:50 PM, revealed when the resident was asked
about the RTA and who bought ltems such as
clothing far him/her, the reaident stated hef/she
did not need anything. Resident #3G seemed a
litthe confused.

Altempt {o interview Resldent #30, on 08/19/2021
at 11:52 AM, was unsuccessful. Resident #30
ignored the State Survey Agency {SSA)
Surveyar's conversation and stared blankly,
straight ahead. Residant #30's roommate stated
Resident #30 would ignore someone if hefshe did
not want io talk. Observation of Resldent #30's
room, at this ime, revealed the floor famp, lift
chalr, television, and top of the line bedside table
In the roam.

Review of Resident #30's financial stalements,
dated 07/23/2021, revealed a total of $507.61
was refunded to Resident #30’s RTA account,

4, Review of Residant #34's RTA revealed
he/she received Stimulus monlas on 04/29/2020
far $1200, on 01/04/2021 for $600, and on
04/02/2021 for $1400. On 02/10/2021, an
autharization for miscellaneous payments from
patlent trust accounts revealed Resident #34 as
his/her Resident/Lagal Representative, with
histher signature,. and it was co-signed by the
former Administrator, Furiher review revealed the
authorizaticn was for payment of $3638.85, for
personal ltems that included a forty inch television
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said she would take care of making it right, and
Ihe bed frame was still in the Maintenance
slorage area. The Maintenance Director staled
the farmer Administrator acted alona when
ordering the resident items.

Ravlew of Resident #34's financial stalements,
dated 07/23/2021, revealed a tolal of $3238.88
was refundad to Resident #34's RTA accounl.

5. Telephone interview with Resident #248's
daughter/POA, on 08/18/2021 at 10:38 AM,
revealed the resident had been a patient at the
factiity but was now deceased. She stated tha
facliity said they had to do something with the
resident's Stimulus maney and had to spand
dowm the RTA within the year, and several items
were purchased. Further, she stated, after
Resident #2468 passed away, his/her sister did
pick up the television that had been purchased,
bul the resldent already had one, and she did not
know why the facillty bought 3 new one.
Additionally, she stated the family was able to
lake home the lightweight wheelchair ($129.31)
that was used lo take Resident #246 out of the
facllity for visits, and she did not know ahout
RoHo cushion (§75.00) purchase. She stated the
lift chair ($617.00) and the Panacea Rectlining
Wheelchalr ($363.99), which had been
purchased, ware left at the facility because they
were tao heavy for the famlly to move. She
stated the family was not reimbursed for the
$1700 spen!. The interview ended by Resident
#246's daughter stating that if facility staff felt tike
the resident neaded those items, that was fine,
but she did not sign anything nor was the RTA
reimbursed any monies. She stated the facility
called her after several tems had been
purchased.
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reimbursed.

Interview with the DON, on 08/13/2021 at 4:20
PM, revealed she had no direct knowledge of
Stimulus purchases or reimbursements. She did
remember, In a daily morning meeting {unable to
remember when, formal notes not taken), the
Adminfstratar talked about using Stimulus monies
to buy residents special alr matiresses that the
facllity should supply. The DON stated when the
former Administrator was questioned if she was
allowed to do that, the Administrator stated it was
okay as long as a resident would be using it. The
DON staled staff did not question her again about
anything with resident financials, She stated she
did not report this to anyone because she had not
been notified of the Principal (Corporate) directive
regarding Stimulus checks, and therefore, did not
know to notify Corporaie Comgliance ar the
Reglonal Vice Prasident.

Interview with the DON and Interim Administrator,
on (8/16/2021 at 2:30 PM, ravealed they were
unaware of what system or process was in place
that caughl the DME purchases. The Interim
Administrator stated he did nof arrive at facility
until 07/26/2021 and that was one reaspn he did
not know.

Interview with the Interim Administrator, on
08/20/2021 at 10:24 AM, revealed the
Administrator did not have any abllity to move
money or access tha general accounting ledger.
Administralors could order stuff but could not
move money around or take money out of 4
resident trust. Ha stated the Reglonal Vice
Presldent (RVP) was oversight manager for the
Administrator, He staled, until July, there was no
awareness (ha former Administrator had used

F 602
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warked har way around the system.

The facliity provided an acceptable Immediate
Jeapardy Removal Plart, on 09/01/2021, that
alleged removal of the Immediate Jeopardy (IJ)
on 08/31/2021. The facility implemented the
following:

1. On 07/08/2021, a Performance Improvement
Plan (PIP) was inltlated related lo Missing
Narcotics which was reported to the Office of
Inspector General- Division of Health Care (State
Survey Agency), at 4:30 PM on 07/09/2021.

2. On 07/09/2021, the Unit Manager and MDS
Nurses audited narcotics In the remaining
medication carts as the North back hall had a
blister pack missing. All count sheats ware found
ta match the number of skids. Staff signing in
and out of a medication cart was expeactad on
conirolled substance check shests.

3. On 07/09/2021, Ihe Slaff Development
Coordinator (SDC) Initlated staff education. The
topies included narcotic count, counting sheets
added and subtracted, signing packing slips, and
logging narcolics into the narcotic books,

4. On 07122021, 07/13/2021, 07/20/2021 to
0712212021, 072412021 to 08/13/2021, and
08/22/2021 to 08/22/2021, an RN Corporate
{Facillty) Consultant worked in the facilly. An RN
Corporate Nurse would continue to be at the
facllity fiva (5) days a week through September
2021, ensuring residents remained free from
abuse, neglect, and exploitation, and policy and
procadures were followad, including the active
ptan of correction. An RN Corporate Nursa could
complele any audit in place of the assigned
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completed three (3) imes per week lo ensure the
correct number of delivered narcotics were
logged into the narcolic count baok and the
number of declining count sheets were updated.
Any discrepancies would be reported immediately
lo the DON and/or administration.

10. On 07/19/2021, staff nurses performed
assessments on all residents, Including
assessing pain. For residents with a BIMS of
eight {8) or below, the assessment Included
observation of non-verbal signs of pain to includs:
braathing, facial expression, body language, and
consolability. No concarns were identified,

11. On 07/18/2021, the APRN assessed
Residents #32 and #84.

12. On 07/20/2021, the Administrator suspended
LPN #2,

13. On 07/20/2021, the DON, ADON, SDC, MDS
Nurses, Weekend Supervisar, Soclal Services
Director (SSD), Activitles Director (AD), andfor
support RN nurses began interviewing threa (3)
random residents, with a BIMS of nine (9) or
above, weekly to ensure they had no concerns
related to when or how their narcotic medications
were administered. Any concern regarding
narcollc administration would be reported to the
DON or Administrator for review at the morning
interdisciplinary leam {IDT) meeling. The three
{3) 2udits would continue five (5) times a week
untll the Quality Assurance Performance
improvement (QAPI) commitlee determined a
reduction could be made. The results of these
audits would be reviewed in the monthly QAPI
meating. The QAPI Committee consisted of the
Administraior, DON, Infection Preventionist,

F 602
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Adminisirator,

16. On 07/21/2021, the DON, ADON, Unit
Manager, S80C/QI, Weekend Supervisor, MDS
Nurses, the Corporate RN, and/or a support RN
would audit the starage and documentation of
narcotics when checking medicalion carts to
ensure narcotics were slored appropriately and
documentalion was comract. The audits included:
locking carts, MAR's, shift change counl shegts,
signatures, declining count sheets, wasted
narcotics, back side of narcotic medication skids,
skid cards in numerical order, no missing skids,
all narcotics accounted for, and/or pharmacy
packing sfips. Audits would occur five (6) limes
per week until the QAPI committae determined
frequency could be reduced. Any concern
regarding documentation or slorage of narcotic
administration would ba addressed at the time of
the audit and reported to the DON or
Administrator. All new concerns would be
reviewed in the moming IDT meeting. Any
concemns and trending would be reviewed and
discussed weekly on Fridays.

17. On 07/21/2021, the Regional Vica Presidant
intervigwad and suspended the facllity's
Administralor,

18. On 07/20/2021 through 07/25/2021, the RN
Corporate Nurses provided education on Abuse,
Neglect, and the Misappropriation of Resident
Property Policy. The education included:
screening of employees, training of employees,
pravention, [denification, investigation, protection,
and reporting/response. One hundred five (105)
of one hundred eight (108) employees completed
the education at that time. The three (3)
remalning employees have since received the
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20, On 07/26/2021, the DON, Unit Manager,
S0C, Nurse Supervisor, MDS Nurse, and
Corporate RN consultants began administering a
medicatlon administration past-test to all licensed
nurses and KMA's., The quiz covered both
medication administration and physlcian
notification and validated the licensed nurses and
the KMA's continued competsncy in a written
form. Any licensed nurse or KMA not scoring
one-hundred percent {100%) on the quiz would
receive additional education.

21. On 07/272021, the DON and SDC began
abuse/neglect monitoring via nursing pragress
nole revigw. The past twenty-four (24) haurs of
nursing notes were printed off and read, looking
for any indication of abuse/neglect/axploitation.

22. On 07/27/2021, the BON, SDC, Unit
Manager, RN's, and Administratars from “sistar
facilities", and RN Corporate nurses continued
safe surveys, with resldents, and staff surveys
regarding abuse/neglect,

23. On 07/20/2021, the OON facilitated 2 Medical
Director Update telephone call.

24, On 08/01/2021, the DON e-mailed the
narcatic abuse/neglect PIP 1o the Medical
Director.

25. On 08/10/2021, the DON facllitated a QAPI
Committee meating with the Medical Director
present. The committes discussed the facllity's
survey status, including the abuse/neglect PIP.
Revlew of actions taken and audit results
concluded in the recommendation for the facility
to: 1) cantinue with the narcotics PIP; 2) provide

OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUFPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X%1) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMSER: A, BUILDING COMPLETED
c
185028 B. WING 09/02/2021
NAME OF PROVIDER OR SUPPUER STREET ADDRESS, CITY, STATE, ZIP CODE
2323 CONCRETE ROAD
JOHNSON M, S NURSI
N MATHERS NURSING HOME CARLISLE, KY 40311
(x4) 10 SUMMARY EYATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION )
PREFIX {EACH DEFICIENCY MUBT BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATGRY OR LSC (DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
F 602 Continued From page 110 F 602

FORM CMS-2587{02-89) Previous Yarsiona Obscisle Event ID:432Y1)

Fachity (D: 100349

If contnualion shaet Page 131 of 408



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/11/2021

FORM APFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0351
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X1) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING COMPLETED
c
185028 8, WING 09/02/2021

NAME OF PROVIDER DR SUPPLIER

JOHNSON MATHERS NURSING HOME

STREET ADORESS, CITY, STATE, 2IF CODE
2323 CONCRETE ROAD
CARLISLE, KY 40311

{%4}1D
PREFIX
TAG

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

PROVIDER'S PLAN OF CORREGTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED 7O THE APPROPRIATE
DEFICIENCY)

43y
COMPLETION

i8]
g o

F 602 Continuad From page 112
exploitation.

33. On 0B/20/2021, tha facility verified the Facifity
rebilled and/or pald for the misappropriated
medications.

34. On 08/25/2021, the Ragional Vice President
announced the transition to the new
Administrator. The Regional Vice President and
Interim Administrator provided education to the
new Administralor, including the raquirements of
the tags F-600 Abuse/Neglect/Exploitation and
F-610 Investigate/Prevent/Corract Alleged
Viclation,

35. On 0B/26/2021, tha DON facllitated a Medical
Olreclor update lelephone mesling, including the
DON, Reglonal Vice President, Madical Director,
Interim Administratar, new Administrator, and RN
Consultanl, The discussion included the facllity's
Immediate jeapardy {1J) status, including the tag
F-810 tnvastigate/Pravant/Carract Allaged
Viglation. Review of aclions taken and audit
results concluded In the recommendation fer the
facility to: 1) provide continued education and 2)
continue auditing.

38. On 08/28/2021, the SDC and RN Corporate
Nurse provided education o three (3) new distary
employses, including abuse/ neglect, and
Invesligate/Prevent/Corract Alleged Vickation if
they saw abuse.

37. On 08/28/2021, the SDC monitored and
audited the north-front medication cart and
verbally quizzed the medicatian cant nurse related
to preventing and protecting residents from
further misappropriation of property (controlled
medications). The medication cart nurse passed

F 602
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invastigation was completed limely and
thoroughly.

42. The Pharmacy Consultant would visit the
facllity at teast monthly to validate narcotics were
belng monilored and counted per standard of
practice.

The State Survay Agency validated the
implementation of the facility's Immadiate
Jeopardy Removal Plan as follows:

1. Review of a Quality Assurance (PIP), dated
(7/08/2021, revesled, as a result of the missing
blister pack of thirty (30) Percocet identified in a
pharmacy audit, the facility identified enly one (1)
staff was signing for narcolics arriving at the
facility, and initiated education on controlled
substances, to include having a second person
sign for controlled substances arriving at the
facility.

Review of a Long Term Care Facility
Self-Reparted Incident Form, dated 07/09/2021,
confirmed the facliity reparted the incident of
misappropriation to alt appropriate parlies, to
include the Office of Inspector General (State
Survey Agency) on 07/08/2021.

2. Review of documentation confirmed facility
staff audited narcotics in aill medication caris on
07/08/2021. Review of audits revealed no other
missing narcotics,

3. Review of a Complets In-Service Training
Repart with Staff Altanding, dated 07/09/2021,
confirmed the SOC iniliated staff education,
allended by licenaed nursing staff and KMA's,
Education covered the need for both the off golng
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must be signed on the back of the MAR, (2) all
narcotics no longer in use must stay lacked up in
the medication cart until they could be given to
tha DON, and {3) declining count sheet must be
labeled with room numbers at the top of the
sheel

Interview with the DON, on 08/02/2021 at 9:10
AM, revealed it had been datarmined not
everything was signed out cansistently on the
back of the MAR, so the educalion iniliated, on
07/12/2021, emphasized to staff the need to do
this, Including documenting the effectiveness of
pain medication administered to residents.

6. Raview of a Kentucky Incident Based
Reporting System {KYIBRS) Report, dated
07/18/2021, revesaled LPN #1 had been arrested
and charged with thirteen (13) counts of Theft by
Unlawful Taking, three (3) counts of Possesslon
of Controlled Substances, two (2) counts of
Wanton Endangerment, and two {2) counts of
Abuse and Neglect of an Adult Person.

Review aof LPN #1'3 employee file confirmed LPN
#1 had been terminated from employment on
07/18/2021.

7. Review of the Narcotle PIP confirmed, as a
result of the 07/18/2021 incldent in which two {2)
residenis had narcotics replaced with
non-prescribed medicatlons, a PP addendum
was In place to Identify the scope of residents
affectad, as well as further staff education on
controlled substances and monitoring by
management staff.

8. Review of meeling minutes, dated
07/18/2021, confirmed the IDT met and ware in
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identified through the pain assessments
conducted on 07/19/2021.

11. Revlew of Ambulatory Nursing Home Report
confirmed APRN #1 assessed Resident #84 on
07/18/2021, No concerns were identified with the
assessment of Resident #84,

Review of the physictan visit by the Medical
Director (MD} with Resident #32, on 07/20/2021,
revealed possible indicators Resident #32's
opiates had been replaced with Primidone. MD
documentation revealgd Resident #32's condition
improving at the time of documentation. MD
documentation further revealed APRN #2 had
visited with Rasident #32 an 07/19/2021,

12. Review of a Long Term Care Facllity -
Self-Reported Incident Form, dated 07/20/2021,
confirmed LPN #2 had been suspended from the
facility,

13. Review of Resident Interview Medication
Administration confirmed facility staff interviewed
three (3) or more residents each week beginning
on 07/20/2021 regarding any concerns with
medicatlon administration, and If so who they
reported to end when. Mo concerns were noled
in review of resident interviews.

Review of Shift Change Narcatic Review sheats,
also used to document nurse and KMA concarns
regarding narcolics administration, revealed no
forms had been completed, indicating no
concems had been reported as of the review date
of 089/02/2021,

Interview with the DON, on 08/02/2021 at 9:10
AM, revasled she frequently interviewed residents
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07222021, for 3 KMA who had pulied narcolics
but did not sign at the time the narcotics were
given.

17. Interview with the Reglonal Vice President,
on 09/02/2021 al 7.07 PM, confirmed the
previcus Administrator had been suspended on
07/21/2021, as a result of concems regarding the
way the Administrator handled the drug diversion
issue. The Regional Vice President statad ha
was present al ihe facility acting in the capacity of
Administrator from 07/21/2021 through
07/23/2021, with an Interim Adminlstralor presant
at the facility, beginning 07/27/2021, until & new
Administrater started on 08/26/2021.

18. Review of Completa In-Service Training
Report with Staff Attending, with a start date of
07/20/2021, revealad staff was aducated on ihe
{acility Abuse, Neglect, and Misappropriation of
Resident Property Policy, ravised 03/10/2017.
The focus of the Iraining appeared to be on
reporting and following the chain of command in
reporting if the situation had not been addressed
The chain of command consisted of the
employes's supervisor, the DON, the
Administrater, and followed by the Corporate
Compliance line or the Ragional Vice President.
The fraining also nated calls 1o the Carporate
Compliance line could be anonymous. Review of
sign in sheets for tralning revealed the last
employee completed tha tralning, on 0810/2024.

Interviews, an 09/02/2021, with Housekeeper #4,
at 2:27 PM, the Admissions Coordinator, at 2:48
PM: RN #3, at 3:14 PM; and SRNA #23, at 3:21
PM, reveated they all had received aducation on
abuse/neglect and misappropriation. In addition,
each was able to idenlify thelr Inmediate
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damaged skid, it was to be wasted with another
riurse witnessing and signing. LPN #11 revealed
sha had sean and experienced management
staff, including the DON, gaing around doing
medication cart audits, and she stayed with her
medicatjon cart while was being audited.

Interview with SRNA #20, on 09/02/2021 at 3:39
PM, a KMA, revealed he received the same
education nursing staff recelved. He revealed he
had recelved mulliple educations. The KMA
stated the education included the imporiance of
signing out narcotics when he gave them and not
wailing until the end of shift to slgn them out. He
revealed he signed them out right after they wera
given, and If a rasident refused, he would mark it
as a refusal and have a nurse wilness and sign
the medication as wasted. He staled, if a pill or
skid was compromised, or if anything looked
tampered with, he would alert the DON so she
could assess and determine if medications
neaded to be wasted. He revaaled corporate
nurses had audited his drug cart recantly.

20. Review of the facility’s Narcolic
Adminlstration Quiz revealed licensed nurses and
KMA's completed written quizzes, beginning on
07/28/2021. Quiz responses reviewed were

appropriate, with no eoncerns [dentified during
review of them.

21. Interview with the DON, on 09/02/2021 at
8:10 AM, revesled the DON and the SOC printed
and reviewed all resident progress notes,
highlighting anything patentially indicative of
abuse or neglect. She revealed, in addition to
revlewing any incidents and accidents, they
looked for any documentation of resident injurles
or behaviors. She stated this was an ongoing

F 602
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shift change, {2} All narcolic sheets had been
counted, (3) the number of narcollc count sheets
matched the number of skids on the cart, {4)
Skids on the cart did nat have tapa on thair
backs, (5) Skids were checked to ensure there
were no missing skids, (6) CSCS were being
logged in and out of the cart on the Shift Change
Cantrolled Substance Count Check farm as the
sheet count number changed (new skids arrived,
skids were completed), and (B) All narcofics wera
signed out and accounted for,

Review of a Narcolic Cart Audit completed, on
08/11/2021 at 11:42 AM, by the DON revealed the
audit was complelad with no Issuas noted or
corrective action required or taken. The
Corporate RN Consultant noled the front-north
narcalic drawer had a screw sticking oul that
caused tears/punched holes In the back of
multiple narcotlc skids: The screw was cavered.

27. Raview of Narcotic Cart Audlt completed, on
08/12/2021 at 5:10 PM, by the DON revealed the
audit was compleled with no issues noted or
corractive acllon required or taken.

28. Revisw of the Narcotic Cart Audit completed,
on 08/13/2021 at 2:25 PM, by the DON revealed
the audit was compleled with na issues noled or
corrective action required or taken.

29. Review of the Narcolic Cart Audit completed,
on 08/18/2021 at 10:30 AM, by the SDC revealed
the audit was completed with no issues noted or
corrective action required or laken.

30. Documentation review confirmed the DON
provided the Medical Director an update call on
08/19/2021.
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34. Review of an Appointment Letter as facility
Administralor revealed appointment of a new
Administrator, on 08/28/2021, with an
Administrator job deseription, reporting lo the
Reglonal Vice Presldent, who also signed the
lelter on 08/28/2021.

Interview with the Administrator, on 08/02/2021 at
6:32 PM, confirmed he spoke with the Interim
Administrator and the Regional Vice President
aver the phone, on 08/25/2021, and they
discussed with him the LI tags the facility had
been cited, to includa abuse and misapprapriation
tags. He slated they wanted 1o make sure he
was aware of the situation he would be coming
Into. He stated the Reglonal Vice President had
stressed the importance of reporting allegations
and keeping him Informed.

33. Review of the document Cornmunication with
Medical Director, signed by the Medical Director
on 08/28/2021, confirmed the Medical Direclor
was provided an update by tha DON on the
Immediate Jeopardy {IJ) citations and comective
actions the facility was taking to address the
citations.

Interview with the Administrator, on 09/02/2021 at
€:32 PM, revealed he was present for the phone
call with the Medical Direclor, on 08/26/2021, in
which the jeopardy citatiens were discussed, as
well as the audits the facillty had been doing and
tha education the facllily had provided. He
revealad they went down each ane of the tags,
discussing Issues and what was being done ta
address Issues,

36. Review of three (3) Employee Affirmation
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investigation file wilh the Administrator on
08/29/2021. She revealed they went down the
Action Chacklist, reviewed the process, and tha
Administrator made notes to himself on what he
needed to do and on what he could do at that
tme. The Clinica! Director slated tha
Administrator had interviewed residents, called
resfidents’ rapresenlatives, and was very thorough
in his investigation of misappropriation.

40. Review of the facility's Weekend Audils,
dated 08/28/2021, confirmed the Administrator
and a support RN interviewed staff and residents
regarding abuse, code of conduct, and
medication administration. Staff members were
able to answar questions accuralely, and
residents did not express any concerns during
interviews. Further, nursing staff conducted an
audlt of narcotic decumentation and did not
determine any concams.

41. Review of the Cardinal 107 Maating minutes
for 08/30/2021, 08/31/2021, and 09/01/2021
revealed evidence |he facility had inltiated five (5)
times weekly IDT meelings.

42. Interview with the Consultant Pharmacist
confimed she visiled tha Facility monthly and
conducted a narcotics audil during her monthly
visits.

Interview with tha DON, on 09/02/2021 at 8:10
AM, confirmed the Consullant Pharmacist
conducted manthly visits, reviewed charts, and
conducted a madication administration zudit.
She stated the only time the Cansultant
Pharmacist was not coming were times, during
the last year, when the facility was in lock-down
duse fo the pandemic.
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F 610 Continved From page 130 F610 misappropriation is alleged occurs.
property {controlled medications), after residents Refer to the abatement plan for the
made allegations of not receiving medications facility’s systemic change.
and that staff were taking the medications for 4. Beginning 11/1/21, completed
fiteen (15) of farty-four (44) sampled residents. - L oo . .

The residents affected were: Resident #1, #8, #9, investigations will be reviewed in the
#17, #32, #34, #47, #4B, #56, #B0, #65, #71, #70, IDT meeting, weekly for four weeks,
#82, and #B4, then manthly for two months, to
On 08/25/2021, Resident #82 alleged in a wrilten ensure the investigation Wail. ,
griavance that he/she had not received controlled complete and followed chec ity
pain medicalions documented as given by appropriate. Abuse and narcotic
Licansed Practical Nurse (LPN) #1. The Director audits continue as per the
of Nursing (DON}) stated the Administrator asked
her ta monitor and investigate for any concerns abatement plan. Refer_tp t.hs .
regarding PRN controlled pain medicatlons; there abatement plan for facility's systemic
was no documented evidence the facility change. Data will be reviewed at the
conducted a thorough investigation into the Quality Assurance Performance
sliegation. Improvement (QAPI) meeting
On 07/08/2021, Resident #9 confroniad LPN #1: monthly for additional
alleging LPN #1 was slealing his/her controlled recommendations.
medications. Aformal grlevance was initiated:
howaver, LPN #1 was not investigated as resuit Compliance Date: 11/24/2021
of this allegation,
On 07/09/2021, a pharmacy audit revealed a
missing skid of thirty {(30) Percocet (Scheduled ||
narcotic) belonging to Resident #17. LPN #2
signed for threa (3) skids of thirty (30) Percocet
each, for a total of ninety (90) Percocet for
Resident #17, on 06/28/2021; however, LPN #1
allaged only receiving two (2) skids of thirty (30)
Percacet each, for a total of sixty (60) Percacet,
The faciiity allowed bolh nurses to continue to
waork with residents despite being In an &llegation
of missing controlled medications.
On 07/18/2021, LPN #2 discovered Resident #32
and Resident #84 both had two (2) Roxicodone
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a Plan of Correction and the facility's Quality
Assurance (QA) manitors to ensure compliance
with systemic changes.

Tha findings include:

Review of the facility's policy titled, "Abuse,
Neglect, or Misappropriation of Resident Property
Palicy,” |aat revised 03/10/2017, revealed the
facility would do whatever was in il conirol to
prevent abuse and misappropriation of resident
property. The policy stated the Administrator was
raspansible ta ensure complaints were
investigated and la report allegations o the
appropriate agencies. Under the section on
Prevention, the policy statad staff would
investigate allagations in a timely manner and
develop corrective measures as indicated. Under
the section on Investigation, the palicy stated the
Admlinistrator was responsible to direct the
invastigation and to ensure appropriate agencias
were notified,

Interview with the Social Services Director (SSD),
on 07/27/2021 at 10:29 AM, and agaln, on
07/28/2021 at 3:45 PM, revealed staff reportad
allegations to their supervisar, which were then
reported to the Adminisirator. The Administrator
did the reporting to slate agencles and Initiated an
investigation. The SSD revealed her role in
investigations was typically interviewing other
facility residents and somelimes conducting
fallow up interviews with the residents involved.
Regarding grievances, the $SD shared any staff
of resident could complete one, with the
Administrator determining which
individual/deparimant would receiva the
grievance, and the $SD logging them in the
grievance log. She revealed some staff and

F 610
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four (4) of which were on consecutive days,

interview with Reglstered Nursa (RN) #1, on
08/02/2021 at 3:52 PM, revealed she had
reporied fo the Administrator, on 06/21/2021, a
concern over narcollcs. She stated she asked
Resident #82 how he/she was doing, the resident
revealed he/she was doing well, but told her a
couple of nurses thought he/she was dying
bacause he/she had recelved g lot of narcotics
over the weekand which the resident said did not
occur. Resident #82 reportad ha/she was not
hurting and had not needed any pain msedications
in a faw days. RN #t gtated she examined
Reasident #82's narcolic sheet and found LPN #1
had signed out for two (2) pain pills on Saturday
and two (2} pain pills for Sunday, which Resident
#82 slated hefshe had not received, She
revealed she sent a lext lo the previcus
Administrator regarding Resident #82's concern
with narcotics. She ravealed she showed the
Administrator the MAR, and the Administrator
stated "this was becoming a problem” and that
Resident #9 had already "called state an us."
Sha revealed the Adminlistrator met with Resident
#82 for about twenty (20) minutes, after which
Residenl #82 staled the Administrator told
him/her she would get to the botiom of it, but as
helshe had heard that before, knew they "weren't
going to do crap” about it. Continued interview
with RN #1 revealed Residant #82 typically look
three (3) or four (4) pain pills 2 month far
breakthrough pain.

Review of a Facility Concern/Griavance Form,
daled 06/25/2021, inltiated by Resident #82 with
RN #1 who received the grlevance, revealed
uncertainty volced by the resident if he/she had
recelved pain medication over the waekend. RN
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interview with the SDC/QI, on DB/05/2021 at
12:22 PM, revealed she was uncertain when
Resident #82 first (dentifled an issue, although
she thought It was early to mid-July. She
revaaled no one reported anything direcily to her
about Resident #82, although there had been a
griavance regarding him/her beilaving he/she was
not getting pain medications that had been signed
aut during the night. She stated if someone had
reported anything to her, she would have reported
It to the DON. She stated, if a nurse had a
suspicion of drug diversion, hefsha should
conlact the DON immediately and Initlate a
grievance form. The SOC/QI shared she would
expect staff lo follow the chain of command In
reporting concemns, which would be nursing staff,
herself, and the DON, as there was currenlly (as
of the date of this irterview) no Assistant Director
of Nursing (ADON).

Interview with the DON, on 08/04/2021 at B:28
AM, and again, on 08/05/2021 at 12:35 PM,
revealed the Administralor approached her, afier
the grlevance by Resldent #82, and told her that
Resident #82 might not have received his/her
medicalion. She stated the Administrator teld her
she needed to start watching LPN #1, The DON
revealed, In her raview of MAR's, she was unable
to identlfy LPN #1 was signing out more PRN
medications than other night shift staff. Tha DON
revealed she did not documant her review aof the
residents’ MAR's,

2. Review of Resident #9's medical record
revealed the resident was readmitted to the
facllity, on 05/03/2021, with diagnoses to include
Paraplegia Unspecified, Nicotine Dependence
Unspecified Uncomplicated, Other Specified
Anxiety Disorders, and Other Chronic Pain. The
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Resident #9 confronted LPN #1, saying he/she
did not appreciale ot getting his/her medication
when tha nurse said he/she did receive them.

Continued interview with the DON, on 08/04/2021
at 8:28 AM, revealed she stayed late, on
07/08/2021, to speak with LLPN #1, who revealed
she had been giving PRN pain medications to
residents to ensure they were able to sleep. The
DON staled she instructed LPN #1 not te do that.

interview with LPN #5, on 08/03/2021 at 4:20 PM,
revealed, on 07/06/2021, Resident #9 had
indicated {o her that he/she was not recelving
histher madications. She revealed Resident #9
wanted his/her pain medication, but she was
unable lo give it 28 Resldent #9's pain pill had
been signed out the pravious evening. She
revealed she alerted the DON at that time via text
message of Resident #9's sllegation, She stated
Resident #8 was nal in any pain that morning.
However, sha stated Resident #5's routine was lo
receive his/her PRN pain medication in the
morning.

Interview with Resident #9, an 07/28/2021 at 3:01
PM, revealed one morning he/she had asked for
pain medication, and staff informed him/her they
could nat pravide it as they had been
administered at 2:30 AM. Residant #0 shared
he/she had not recelved pain medication at 2:30
AM, and LPN #1 had been working the night the
medicatlon was allegedly administered. Resident
#9 stated he/she cansistently had pain
medicatlons signed out and not given to himfher
when LPN #1 worked. Resident #9 staled hefshe
had raported this to other staff, but rememberad
reporting to SRNA #9, who was also a Kentucky
Medication Aide (KMA) and able to administer
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hinther, The previous Administrator received
and rasponded to the grievance, with action
taken, which included: interviewed Resident £9,
interviewed nurses (did not indicate who),
raviewed MAR's, and ongoing investigation with
facillty and law enforcement. The form was
signed as resolved by the previous Administrator
on 07/08/2021. This information was not used to
initiate an investigation into misappropriation.

3. Interview with the Facility Consultant, on
Q712712021 at 1:15 PM, and agaln, on 08/18/2021
at 2:32 PM, revealed she had been brought In
from corporale as a result of facility issues that
needed to be addressed. She revealed thera had
been an audit, on 07/09/2021, by pharmacy which
determined thera was a missing skid of Percocet
5/325 mg belonging to Resident #17. The
investigation revealed three (3) skids of thirty (30)
tablets each of Percocel 5/325 mg had been
delivered by pharmacy, on 06/28/2021 as
documented by Licensed Praclical Nurse (LPN)
#2; however, LPN #1 stated she had received
only two (2) skids of thirty (30) tablets each of
Percocet 5/325 mg.

Interview with the Consultant Pharmacist, on
D8/13/2021 at 10:31 AM, revealed any time she
notad a concern or anything that raised her
attention, she included it In her pharmacy report,
She revealed on 07/09/2021, she noled a skid of
Parcocet missing and pravided that information in
her report to administrative staff.

Revlew of a Packing Slip, dated 06/28/2021,
revealed LPN #2 signed for three (3) skids of
thirty (30) tablets each of Percocel 5/325 mg, for
2 total of ninety (80) Percacat 5/325 myg for
Resident #17.

F 610
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second skid only contained twenty-nine (28)
Percacet tablets, but only one (1) had been
signed out by LPN #1. She stated she raportad
this to the SOC/Q), but was uncertain of the date,
and did not say anything lo LPN #1, She siated
the DON was auditing her medication cart later,
and the DON told her she was doing the audit
because a whole skid of Percocet was missing.

Reviaw of Resideni #17's Controlled Subslance
Count Retord revealed a sheet two (2) of three
{3), delivered, on 06/28/2021, with a recelving
signalure and date on tha sheel. Despile
repealsd requests, the facillty was unable to
provide either sheet one (1) of three (3), or a
Conlrolled Substance Count Record for Percocet
5/325 myg covering the time frame of 068/19/2021
through 07/08/2021. Sheet three (3) of (3) was
the missing sheet, as identified by pharmacy on
07/08/2021. Sheet 2 of 3 revealad LPN #1
signed the first tablet of Percocet out at midnight
on 07/09/2021, with LPN #7 repiacing her on the
cart on the morning of 07/08/2021. Review of
Resident #17's MAR for 07/2021 revealed
elghty-two {82) doses (tablets) of Percocet 5/325
mg had been administerad. However, review of
the back of the MAR revealed no staff had
signed, Indicating administratlon or results of the
medication on the resident’s pain laval,

There was no documented evidence Resident
#17's missing single tablet of Percocet 5/325 mg,
as reporied by LPN #7 on 07/08/21 to the
SDCIQL, was investigated.

{nterview with the SDC/QI, on 08/03/2021 al 9:29
AM, and again, on 08/13/2021 at 4:00 PM,
revealed siaff had suspicions about LPN #1, and
she and the DON had interviewed her on a

FORM CMS-2567(02-99) Pravious Veraions Obsoleta Event i0:432Y1 Facility 10 100349 If continuation sheel Pags 143 of 408




PRINTED: 10/11/2021
DEPARTMENT OF HEALTH AND HUMAN SERVICES e
CENTERS FOR MEDICARE & MEDICAID SERVICES OM8 NO. 0938-0391
STATEMENT OF DEFICIENCIES %1} PROVIDER/SUPPLIERIGLIA {%2) MULTIPLE CONSTRUCTION (M3} DATE SURVEY
AND FLAN OF CORRECTION ICENTIFICATION MUMBER: A, BUILDING COMPLETED
C

09/02/2021

185028 8. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2323 CONCRETE ROAD
JOHNSON MATHERS NURSING HOME CARLISLE, KY 40311

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION

%3}
FREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROS3-REFERENCED TO THE APPROPRIATE oate

DEFICIENEY)

F 610 Continued From page 144 F 610

diversion. She stated she wauld have to suspech
without a doubt someone was under the
Influence, and she had never suspected LPN #1,
and staff had naver reporied to her LPN #1 was
under the influence. She stated the declslon was
made as a team by corporate and administration
to suspend or drug teat an employse. She staled
she agreed on the Imporlance of suspending staff
to prevent further potential drug diversion.

Interview with the Ombudsman, on 07/26/2021 at
3:15 PM, revealed she interviewed the DON
following the 07/09/2021 Incidant with drug
diversion and asked what the facility had done to
address the issue. She stated the DON said they
were unable fo determine which of twa (2) nurses
was gullty of drug diversion. When asked why
both were not suspended, tha Ombudsman
stated the DON shrugged her shouldars,
indicating she did not know.

Review of the facllity Drug Frae Workplace Pollcy
(DFWP), ravised 12/2018, ravealed the company
recognized the need for a safe and healthy work
anvironment free from the use of prohibited drugs
and alcohol. The policy stated employees who
abused drugs or alcohol posed a serlous risk to
the safety, security, and welfare of residents and
the company. The policy ravealed all applicanis
for Registered Nursa (RN}, Licensed Practical
Nurse (LPN), or Medication Aide werae required to
submii a urine sample as a condition of
employment, The policy defined Prahibitad
Conduct as possessing or using any prohibited
drug or alcehal while at the workplace, whiie at
work, or during working hours. Further Prohiblied
Conduct, per the palicy, included refusing to
submit to a drug or alcohol test required by the
policy, or failing a drug or zlcohol test
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Interview with LPN #2, on 07/28/2021 at 4:28 PM,
revealed she was working the night of
0718/2021, and was administering medications
when she noted Resldent #32's narcotic skid had
tape on it, and the medications taped inside were
thickes than the other medications In the skid.
She revealed she contacted the DON and had
SRNA #20 witness as sha searched ihe rest of
the medication cart and found two more
medications taped In place of Resdent #84's
narcatics. She stated she contacted Adult
Prolective Services, and was advised by Social
Services Clinigian | {SSCI) to have ather staff
wiiness her medicatlon admInistration invelving
any narcotics, which she did by having SRNA #8
and SRNA #20 witness every narcotic pulled.

Continued interview with LPN #2, on 07/29/2021
al4:20 PM, ravealed the DON and Administrator
Identified multiple narcotic skids with tape on
them and were busy wasting medications on the
night of 07/18/2021 through the moming of
07119/2021. She slated some skids had tape all
over them and had to be wasted, while others just
had pills removed due to tape. She stated when
Individual pilis wera taken from her medication
carl, both she and the removing stalf signed on
the narcolics sheet.

Conlinued Interview with the DON, on 0&/04/2021
at 8:28 AM, revealed she received a call from
LPN #2, on the night of 07/18/2021 at 7:30 PM,
who reveaied she had found two (2) of Residant
#32's narcatics had been replaced with other pills.
She then staled she received a text, at 7:47 PM,
from LPN #2 that she had found a second
resident, #84, also had two (2} narcotics replacad
with other pliis. The DON slated she alerted the

F&10
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an investigation was started.

Interview with the Interim Administrator, on
08/20/2021 at 10:24 AM, ravealed his expectation
the facllity wauld have a good Investigation
program, a good audit program, and a goad
count program for narcotics thal started when
they came to the facility, Lo limlt the possibillty of
drug diversion occurring,

The previous Administrator was not available
during the course of the survey and did not return
calls, the last of which was attempted on
08/20/2021 at 9:48 AM.

Interview with the Regional Vice President (RVP),
on 08/20/2021 at 3:03 PM, revealed he was part
of the trigger call that occurred on 07/09/2021.
He stated the facility reparted the incldent and
elsc notified Police of the missing skid of thirty
(30) tablets of Percocat. However, he stated, as
they were unable lo determine which specific
nurse might have taken the medicaiions, neither
nurse was suspanded at that time. Me stated he
had not been informed of any prior allegations
thatimplicated LPN #1 in diverting medications,
and as RVP he would have expectad to be
notified of those types of allegations.

The facllity provided an acceptable Immediate
Jeopardy Removal Plan, on 09/01/2021, that
alleged removal of the iImmediate Jeopardy (1J)
an 08/31/2021. The facility implemented the
faliowlng:

1. On 07/08/2021, a Performance Improvement
Plan (PiF) was initiated related to Missing
Narcotica which was reported to the Office of
inspector General- Division of Health Care (State
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{(LPN) #1 was removed frorn the facllity and
amested by Police. LPN #1 was automatically
suspended.

7. On 07/18/2021, an Addendum was sdded to
the PIP due to findings that Percocet tablets were
replaced with Primidone on Resident #84 and
Resident #32 medications.

8. On 07/18/2021, an ad hoc meeting was held
la review the addilional action steps with the
interdisciplinary team (IDT). The IDT was
comprised of the Administrator, DON, Quality
Improvement Nurse/Staff Development
Coordinator {SDC/Q!), Minlmum Dala Set (MDS)
Nurse, Unit Manager, Activity Director, Social
Services Director, and Diatary Manager. The IDT
agread actlons taken would include
abuse/neglact education, abuse/neglect
monitoring via progress note review, safe surveys
with residents, and staff surveys regarding
abuse/neglect.

8. On 07/19/2021, the DON, Unit Manager,
Administrator, Corporate RN, or a suppert RN
began reconciling the narcotic packing slips 1o the
narcotics received, Tha reconciliation would be
compleled three (3) times per week to ensure the
correcl number of delivered narcolics were
legged into the narcolic count book and the
number of declining count sheets were updated.
Any discrepancies would be reporied immediately
to the DON and/or administration.

10. On 071812021, staff nurses performad
assessments an alt residents, including
assessing pain. For residents with a BIMS of
elght (8) or below, the assessment included
observation of non-verbal signs of pain to Include:

F 610
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concern would Include who the concern was
reported to. Any resident concem regarding
narcotic medication administration would be
reported to the DON or Administrator far review at
the moming {DT meeling. The resulls of these
audils would be reviewed in the monthly QAP
meeting.

14. On 07/2012021, the DON audited the Shift
Change Controlled Substance Count Check
sheets and found Licensed Practical Nurse (LPN
#2) had recorded on the log sheat a reduced
numbier of sheets counted. The nurse
documented four {4) less sheets than the
previous shift. Thera wes na documaented
explanation why there were four (4) less shests
than the previous shift. The facility suspended
the nurse and reported the informalion to the
OIG, APS {Adull Protective Services), and police.

18, On 07/20/2021 10 07/21/2021, the Saclal
Worker and Admissions Coordinator completed
interviews with all residents with a BIMS above 8.
Residents were asked about concerns with how
and when medications were administered, Any
concems, which Included but was not limited to
pain, were documented and reporied to the
Administrator.

16. On 07/21/2021, the DON, ADON, Uinit
Manager, SDC/QI, Weekend Supervisor, MDS
Nurses, the Corporate RN, and/or a support RN
would audit the storage and documentation of
narcotics when checking medication carts to
ensure narcatics wera stored appropriately and
documentation was correct. The audits included:
locking carts, MAR's, shift change count sheets,
signatures, declining count sheels, wasted
narcotics, back side of narcolic medicalion skids,
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had since raturned. One {1) nurse was an Family
Medical Leave Act (FMLA) and remained on
FMLA. This education included the off-going
nurse should have the record for comparison to
aclual narcolics seen by the an-coming staff
member. Narcolles should be signed out at the
tima they were removed fram the packet; a nurse
must witness destruction of a dropped or refused
narcotic before signing as a witness. KMA's
could not be the second signature. (A KMA could
not witness for a nurse.) Nurses and KMA's
could not tape a medication o hold itin a card, If
a narcolic came loose, it must be wasted, and
two (2) signalures must be present. This
educatlon also included signing the Shift Change
Controlled Substance Count Check sheet at tha
beginning and end of the shift. This educalion
included that the signature was the nurse's
affmation that the count was correct and must
be slgned when counting. It could not be signed
early or late. Nurses and KMA's ware also
educated regarding deliveries of multiple cards of
narcotics. The nurse receiving the narcollcs and
the nurse whose medication cart would hold the
narcotlcs must both sign for the receipt. if the
same nurse was both receiving and had the
medication cart, a second nurse must sign alse.

20. On 07/26/2021, the DON, Unit Manager,
SDC, Nurse Supervisor, MDS Nurse, and
Corporate RN consultants began administering a
medication administration post-test to ail licensed
nurses and KMA's, The quiz covered both
medication administration and physician
notification and validaled the licensed nurses and
the KMA’s continuad compelency in a written
form. Any licensed nurse or KMA not scoring
one-hundred percent (100%) on the quiz would
recelve addltionat education.
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cart audits on each of the five medication carts.
Audit result: no issues.

28. On 08/13/2021, the SDC complated narcotic
cert audils an each of the five (5) medication
carts. Audit result: no issues.

29. On 08/18/2021, the SDC completed narcotic
cart audits an each of the five madication carts.
Audit result: no issues.

30, On 08/18/2021 the DON facllitated a Medical
Director update telephone call.

31. On 08/20/2021, the DON notified the Medical
Director of elght (8) IJ tags and the PIP's that
were being worked on.

32. On 08/20/2021, the Administrator, DON,
SOC, and Corporale Support staff began
addilonal Code of Conduct in-servicing. The
in-service included a quiz. The quiz questions
included employees following laws, reporting
systems, when to repon, who to repart to, and
where 1o find more information. The employaes
were able to verbalize their rola In protecling
residents and praventing abuse, neglect, and
exploitation.

33. On 0872012021, the facility verified the facility
rebilled and/or pald for the misappropriated
medications.

34. On 08/25/2021, the Reglonal Vice President
announced the transilion to the new
Administrator. The Reglonal Vice Prasident and
Interim Administrator provided education to the
naw Adminisirator, including the requirements of
the lags F-600 Abuse/Neglect/Exploitation and
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alleged violations.

thoroughly.

practice,

investigations, preventing, and comecting any
alleged violations. Review of the Action Chechlist
for abuse/neglect was also included. This
continued on 08/28/2021, at which time the
Administrator was able to verbalize the
importance of, and limellne for, reporting any
allegation of misappropriation of property, The
Adminlstrator also articulated corrective actions to
protect, thoroughly investigate, and resglve

40. On 08/29/2021, the DON, four (4) Support
RN Nurses, and a Corporate RN Nurse
interviewed staff and residents, inspecled
medication carls, and reviswed narcotic
documentation., Mo new staff concerns were
raceived. No new resident concerns were
received, as residents stated they were receiving
thelr madications. No narcotle medications were
identified as missing.

41, Starting 08/28/2021, the facllity’s IDT would
have a meeting fiva {5) limes a week to review
concerns. The Administrator or DON would
identify an Investigator to conduct the
investigalion. The Cardinal IDT togl would be
utilized 1o track the investigation and ensure the
investigation was completed timely and

42. The Pharmacy Consullant would visit the
facliity at least manthly to validate narcotics were
being manitored and counted per standard of

The Stale Survey Agency validated the
implementatlon of the facility's Inmediate
Jeopardy Removal Plan as follows;
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a packet of education on medication
administration as well as having each nurse sign
for dalivery of narcolics.

4. Intarview, on 09/02/2021 at #:10 AM, with the
Clinlcal Director revealed that she, prior to her
arrival, the Facllity Consuliant, had been in the
facility on the dates documenied In the 1J
Removal Plan. She revealed her daily routine
consisted of talking to residents on hoth the
South and North halls of the building, obsarving
staff providing cara, and talking with staff. She
revealed she assessed and interviewed for
evidence of abuse, She revealed she also
conducted chart reviews and validated the facllity
was continuing audits and doing everything they
were suppased {o be doing. The Clinical Director
stated she had made surprise visits to the facility
at 2:00 AM, as well as on weekends, to determine
any resident concerns and ensure staff was
following procedures they had been educated on.

5. Reviaw of Complete in-Service Training
Report with Staff Attending, dated 07/12/2021,
confimed the DON Inlliated staff education for
licansed nursing staff and KMA's, Education
covered (1) All PRN (as needed) medications
must be signed on the back of the MAR, (2} all
narcotics no longer In use must stay locked up in
the medicalion cart until they could be given to
the DON, and (3) deciining count sheet must be
labeled with room numbers at the top of the
sheet,

Interview with the DON, on 09/02/2021 at 8:10
AM, revealed It had been determinad rlot
everything was signed out consistently on tha
back of the MAR, so the education initlated, on
07/112/2021, emphasized to staff the need 1o do
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indicating the slips had been raviawed by either
the DON, Unit Manager, Administrator, a
Corporate RN, or a Support RN.

One (1) packing slip, dated 07/22/2021, was
signed for by one (1) nurse. Further review
datermined this nurse received consultation and
reeducation by the Facility Consullant regarding
the need for two (2) signatures always.

Interview with the DON, on 09/02/2021 at 8:10
AM, revealed when reviewing packing slips, she
confirmed there were two (2} signatures and
checked to ensure everything listed on the
packing slips was on the medication cart: then
sha would inllial the packing slips to show she
raeviewed them.

10. Raview of Pain Assassments revealed Pain
Assessments were completed for all facility
residents on 07/19/2021. No concerns were
identified. Additionally, Resident Intenview
Medicatlon Administration papers ware reviewed,
with no concerns Identified.

Interview with the DON, on 09/02/2021 at 9:10
AM, revealed no new or untreated pain was
identified through the paln assessments
conducted on 07/19/2021.

1. Review of Ambulatory Nursing Home Report
confirmed APRN #1 assessed Rasident #84 on
07/19/2021. No concerns were Identified with the
assessmenl of Resldent #84.

Raviaw of the physician visit by the Medical
Director {MD) with Resident #32, on 07/20/2021,
revealed possible Indicators Resident #32's
opiatas had been replaced with Primidone. MD
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of two (2) for Percocet and Resident #76 was
missing skid four (4) of four (4) for Norco (a
narcotic paln madication). Review of Shiff
Change Controlled Substance Count Check
sheels confirmed one (1) sheel ended af forty-six
(48), while the following sheet started at forty-twa
(42).

15. Resident Inlerview Medication Administration
documentation was reviewed. Residenls were
questioned the Reglonal Vice President by the
Satial Services Director or the Admissions
Coordinator about whether or not they had
concerns regarding administration of thelr
medications. If residents indicated concerns, {his
was explored further, to include 1o whom the
residents reported concerns and when. No
Issues wera identified during docurnentation
raview,

18. Review of Narcalic Cart Audit forms, dated
07/2112021 confirmed the DON audited the
slorage and documentation of al facllity
medication carts. Continued review of audits
revealed audits were occurring five (5) or more
Uimes each week. Review af Narcotic Cart Audit
forms revealed required education was given, on
07/22/2021, for a KMA who had pulled narcatics
but did not sign at the time the narcolics were
given,

17. Interview with the Reglonal Vice President,
on 09/02/2021 at 7:07 PM, confirmed the
previous Administrator had been suspended on
0721/2021, as & result of concerns regarding the
way the Administrator handied the drug diversion
issue. The Reglonal Vice President stated he
was present at the facillty acling in the capacity of
Administrator from 07/21/2021 through
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Interview with the DON, on 09/02/2021 at 8:10
AM, revealed educallon emphasized skids could
not be taped, and discussed the proper way lo
waste narcoties. She revealed a nurse could sign
for 3 KMA to waste narcotics, howaver, a KMA
could nat sign for a nurse. She stated drugs were
all o be wasled in the Drug Buster, which was a
chemical container that drugs were placed in for
disposal. She stated staff was educated on the
requirement for twa (2) staff 1o sign for raceipt of
narcotics,

Interviews, on 08/02/2021 with LPN #11, at 3:03
PM, and RN #3 at 3:14 PM, revealed both had
been educated on the proper way to do a narcollc
count at shift change, counling skids, comparing
to the number of controlled substance sheets,
and wasting medicatians, with anather nurse
wilnessing and signing, in the Drug Buster kept in
the medication reoms. Both stated education
alse covered the impartance of signing and
campleting pain assessments on the back of the
MAR for PRN (as needed) medications and
signing with another nurse when narcotics
arrivad. LPN #11 aiso stated, if a skid was
damaged, lo report it to the DON, and if 3
medication was In danger of falling out of a
damaged skid, it was to be wasled with anolher
nurse witnessing and signing. LPN #11 revealed
she had seen and experienced management
staff, including the DON, going around dolng
madication cart audits, and she stayed with her
madication cart while was being audiled,

Interviaw with SRNA #20, on 09/02/2021 at 3:30
PM, 2 KMA, revealed he received the same
education nursing staff recelved. He revealed he
had received multiple educations. The KMA
stated the sducation included the importance of
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for Abuse and Narcotics and ongoing audils on
07/29/2021.

24. Review of an email, with the Abuse PIP and
Narcolle PIP attached, confirmed it was sent to
the Medical Director, on 08/01/2021.

25. Review of a QAPI Commiltee mesling
agenda, from 08/10/2021, revealed the Abuse
PIP was in the monitoring phase, with monitoring
continuing. Review of a slgn in sheel, dated
08/10/2021, revealed the Medical Diraclor was In
attendance at the mesling.

interview with the Medical Director, on

08/10/2021 at 4:11 PM, revealed the DON had
been in contact with him two (2) lo three (3) timea
8 week and had provided him all tha PIP's that
had been planned out. The Medical Director
revaaled he was extremely pleased at the
prograsa the facility had made addressing their
prablems.

26. Review of the Narcotic Cart Audit shesls
used for facility narcotic cart audits revealed statf
were auditing to ensura (1) All staff were signing
the Controlled Substance Count Sheet (CSCS) al
shiit changa, (2) All narcolic sheels had bean
counted, (3) the number of narcolic count sheels
malched the number of skids on the can, (4)
Skids on the cart did not have tape an their
backs, (5) Skids were checked ta ensure there
warg na missing skids, (6) CSCS were being
logged In and out of the cart on the Shift Change
Coantrolled Substance Caunt Check form as the
sheet count number changed (new skids arrived,
skids were completed), and (6) All narcotics wers
slgned oul and accounted for.

FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (X1} PROVIDERSUPPLIERICLIA (X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING COMPLETED
c
185028 B. WING 0010272021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2323 CONCRETE RDAD
JOHNSON MATHERS NURSING HOME CARLISLE, KY 40311
(X4} SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG caoss-nEFeamc'alglEgc THE APPROPRIATE OATE
OEF )
F&810 Continued From page 168 FG10

FORM CMS-2587{02-89) Previous Versions Obsclels Event ID:422Y11

Fachity [D: 100349

W continualion sheet Page 189 of 408



DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 1011172021

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF OEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA [X2) MULTIPLE CONSTRUCTION 1X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
185028 B. WING 09/02/2021
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, 2IP CODE
2323 CONCRETE ROAD
JOHNSON MATHERS NMURSING HOME CARLISLE, KY 40341
(X4} D SUMMARY STAYEMENT OF DEFICIENCIES 3] PROVIDER'S PLAN OF CORRECTION {xs)
PREFiIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CHOSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
F 818 Conlinved From page 170 F 610

the abllity io make anonymous reports if desired,
with the goal of ensuring all potentlal violalions
were reportad and addressed.

Interview with SRNA #24 and tha Occupational
Therapist, on 09/02/2021 at 3:30 PM, revealed
both had received training on the Code of
Conduct, which included abusa, neglect,
misappropriation, what o report, who o report to,
and when lo reporl. Both revealed if they were to
report an allegation to their supervisor and did not
feel like it was being addressed, they could
contact the DON and Administrator, as well as
call ar fax tha Corporate Compliance line.

33. Review of facility documentation, not labeled
or dated, revealed a lotal of one hundred and
elght (108} narcatics ware documented as
missing, which included threa {3} skids of thirty
(30} medicatlons each that were missing, and
four {4} non-controfled medications that were
documented as missing. The document listed
residants by name, along with discrepancies
noted, the cost for each individual dose, rasident
payors, and the total cost of all medications
reimbursed, which was three hundred and four
dollars and ninely-seven {$304.97) cents.

34. Review of an Appointment Letter as facility
Administrator revealed appointment of a new
Adminlstrator, on 08/28/2021, with an
Administrator job description, reporting to the
Regional Vice President, who also signed the
letter on 08/26/2021,

Interview with the Administrator, on 08/02/2021 at
6:32 PM, confirmed he spoke with the Interim
Adminisiralor and the Regional Vice President
over the phone, on 08/25/2021, and they
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ne concarns identifled,

38. Reviaw of Shift Change Narcolic Review
sheets, completed by the SDC, support RN's, and
corporate RN's, revealed medication carts and
narcotlc documantation were monitored on
08/28/2021, 08/29/2021, and 08/30/2021, with no
issues idenlified.

interview with the Clinical Director, on 09/02/2021
at 8:10 AM, revealed she, the SDC, and a sister
facllity nurse wenl to each medication cart, on
08/28/2021 al shift change with their audit tools,
and went through the packet of audit tools with
medication cart staff, asking quastions about
dacumentation and reporting. She revealed this
procass was repeated on 08/29/2021 with a
nurse from a different sister facility. She revealed
there had been no concarns with the audits.

39. Interview with the Administrator, on
08/02/2021 al 6:32 PM, confirmed the Clinical
Director had thoroughly reviewed with him abuse
reporting and investigating.

Interview with the Clinlcal Direcior, on 09/02/2021
at 8:10 AM, revealad she reviewed an
investigation file with the Adminlstrator on
08/28/2021. She revealed they went down the
Action Chechtlist, reviewed the process, and the
Administralor made notes to himself on what he
needed to do and on what he could do 3t that
ime. The Clinleal Director stated the
Administrator had Interviewed residents, called
residents’ representatives, and was very thorough
in his investigation of misappropriation.

40. Review of the facility's Weekend Audits,
dated 08/28/2021, confirmed the Adminisirator
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and review of the Centers for Medicare and
Medicald Services, "Resident Assessment
Instrument (RAI) Manual 3.0%, it was determined
the facility falled to ensure the Minlmum Data Set
(MDS) Assessment accurately reflected tha
residant's status for two (2} of forty-four (44)
residents (Residents #13 and #245).

Observation of Resident #13, on 08/09/2021,
08/10/2021, and 08/12/2021 revealed tha rasident
had functional limitations in bllateral lower
extremities: hips and knees and his/her mobility
was dependent en an "Evolution” chair (a chair
that addressed mobiilty and pasitioning needs).

However, review of Resident #13's Quarterly
Minimum Data Set {(MDS) Assessment, dated
08/10/2021, revealad the resident did not have
functional limitations in Range of Mation (ROM)
for lower bilateral extremities and did not use a
mobility device,

Review of Resident #245's fall assassment and
Pragress Notes revealed the resident had two (2)
falis on 02/19/2021 and 02/23/2021, prior to the
Quarterly MDS Assessment, dated 02/26/2021,
which only reflected ane (1) fall.

Tha findings Includa:

Inlerview with the MDS Coordinator, on
08/13/2021 at 2:51 PM, revealed the faciiity
utllized the Resident Assessment Instrument
(RAI) Manual 3.0, as a guldeling for accuracy of
assessments. Additionally, she stated the
Assessmenl process included communication
with licensed and non-licensed direct care staff
members, face-to-face observations and
assessment of residents, and raview of the

on 09/03/21 thru 09/07/21, Three
additional resident assessments
were resubmitted with modified
infarmation, On 10/18/21, the MDS
nurse, and MDS Consultants,
reviewed 100% of residents to
ensure ROM and limitations were
correctly coded. No concerns were
identified.

3. The MDS consuitant educated the
MDS nurses on 9/3/21, regarding
the accurate coding of falls and on
9/29/21 on the accurate MDS coding
of ROM and limitations utilizing the
Resident Assessment Instrument
Manual. The RAI manual will he
utilized as a reference for MDS
cading.

4. Beginning 8/6/21, the MDS
consultant or an RN Consuitant will
audit MDS submissions weekly for 4
weeks, then monthly for two months,
to ensure falls, ROM and limitations
were coded correctly. In addition, on
an ongoing basis the Director of
Nursing will audit two MDS
assessments weekly to ensure
accuracy of the assessments. This
will be an ongoing practice. Data
coliected will be taken to the monthly
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dependent on an Evolution chalr (a device that
addressed mobility and posltioning needs). -

Review of Resident #13's most current Quarterly
MDS Assessment, dated 08/10/2021, Section C:
Cognitive Pattern, revealed the casidant had
short and long lerm memory problems;
moderately impaired cognitive skills for dally
decision making. Additional revisw of Section G:
Funclional Status, revealed ambulation did not
oecur, and the resident did not use a mabllity
device. Further, the resident required extensive
assistance of two (2) staff with ADL's such as bed
mabllity, transfer, tolleting, personal hyglene,
dressing, and eating. Continued review revealed
the resident had no functional limitations In ROM
far upper or lower bilateral extremities.

Observation of Resident #13, on 08/09/2021 at
4:11 PM, revealed the resident lying in bed. It
was nolad that at rest, the resident's bilateral
lower extremities were benl at the knees and the
resident's left leg rested on the right leg. Further
abservation revealed an Evolution chair at the
bedside.

Observation of Resldent #13, on 08/10/2021 at
11:58 AM, revealed the resident was lying in bed.
Addltionally, at rest, the resident's feft lag was
bent grealer than the right leg. The resident's laft
calf touched the left thigh. Continued observation
revealed the resident's lefl leg fell over the
resident’s right leg.

Observation of Resident #13, on 08/12/2021 at
3:.06 PM, with Reglstared Nurse (RN) #8,
revealed the resident had functional limitations in
his/her bifateral lower extremities: hips and
kneas. The resident's right knee was bent at

F 641
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Intarview with Stale Registerad Nurse Alde
(SRNA) #18 (worked at the facility for twelve (12)
years), on 08/12/2021 at 11:00 AM, revealed she
was oflen assigned to provide care to Resident
#13. Per the interview, the resident was not able
lo put his/her legs down and he/she held them
bent at all imes. In addition, she stated the
resident’'s Yegs had bean bent for several months.
SRNA #19 statad she provided passive ROM to
the resident's arms and legs for ane (1) hour 2
day during care. Further, she siated Resident
#13 had an Evolution chalr thal he/she was
assisted to daily,

However, review of the Quarterly MDS
assessment, dated 08/10/2021, revealed the
assessment did not capture Resident #13's
functional limitations In ROM, bilateral lower
extremilies, or the maobillty device used daily.

Further, review of Resident #13's nurse aide care
plan {Kardex}, dated 08/13/2021, revealed the
resldent was dependent on an Evolution chair for
mobility.

Interview with Licensed Pragtical Nurse {(LPN)
#13/MDS Coordinator and Registered Nurse {RN)
#7TIMDS Coordinator {at the facility for seven (7)
years), on 08/13/2021 at 2:51 PM, revealed they
used the RA! guldelines to ensura accurate MDS
Assessments. Per the inlerview, when collecting
daia lo complete MDS Assessmants, they
interviewed staff and the resident, completed a
face-to-face assessment of the resident, and
reviewed the medical record in ils entirety. In
addition, thay stated it was imporiant to ensure
MDS Assesaments ware accurale and that they
reflacted the current status of the resident
because the MDS Assessment helped develop
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revealed the facility admitted the resident, on
01/18/2021, with diagnoses including Parkinson's
Disease, Major Depression, Dementia, and
Diabates Mellitus Typa 2.

Review of Resident #245's Quartarly Minimum
Dala Set {MDS) Assessment, dated 02/26/2021,
revealed the facility assessed the resident wilh
the Brief Interview for Mental Status (BIMS)
examination. Resident #245 scored four (4) out
of fifteen (15), which indicated severe cognitive
Impalrment. Coentinued review revealed in
Seclion G: the resident was 2 one (1) person
assist for bed mobility and self-transfers. The
resident used mobliity devices, walker and
wheelchair. Further review of Section G revealed
the resident was not steady for moving from
seated lo standing posilion, walking, turning
around, and surface-to-surface transfers between
tha bed and wheelchair. Further review of this
MDS Assessment, revealed Resident #245's fall,
on 02/23/2021, which occurred during the look
back period, prior to the assessment, was not
noted on the MDS,

Review of Resident #245's CCP, dated
01/18/2021, revealed the resident had an area of
Foeus for falls with interventions listed, Further
review revesled the Focus area did not address
the falls on 02/15/2021 or 02/23/2021 and
revealed no revision of interventions after these
falls, (see F-857)

Review of tha incident reports for falls revealed
Resldent #245 had falls, an 02/18/2021 and
02/23/2021. Review of Resident #245's fall
assessment and Progress Noles revealed the
resident had two (2} falls, on 02/19/2021 and
02/23/2021, prior to the Quarterly MDS

FORM CM5-2587{02-99) Previous Versions Obsclete Evanl 1D: 432Y11

Facilily 10; 100340

If continuation sheat Page 181 of 408




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE 8 MEDICAID SERVICES

PRINTED: 10/11/2021
FORMAPPROVED

OMB NO. 09350351
STATEMENT OF DEFICIENCIES (1) PROVIOER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
ANG PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
185028 B.WING 00/02/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2323 CONCRETE ROAD
JOHNSON MATHERS NURSING HOME CARLISLE, KY 40311
(X410 SUMMARY STATEMENT OF DEFICIENCIES [1»] PROVIDER'S PLAN OF CORRECTION [t00]
FREFI {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMMLETION
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
F 8586 Conlinued From page 182 F 656 F 656
P i gt e F88 1. Residents # 13, #36, #64, #77 and
B #240, care plans were reviewed by
§483.21{b) Comprehensive Cars Plans the MDS nurses and MDS
|§4313-21 (bt)(ﬂ The faﬁ““Y {“Uﬁl develop at"d ‘ consultants on 9/29/21. Updates
mplement a comprehensive person-centere : .
cara plan for each resident, consistent with the were completed as identified.
resident rights set forth at §483.10(c)(2) and 2. MDS nurses and MDS consultant
§483.10(c)(3), that Includes measurable completed a review of all resident
Bl care plans on 09/29-10/05/21. Any
needs that are Identified in the comprehensive care plans needing updated,
assessment. The comprehensive care plan must resolved, or amended were
describe the following - corrected.
(1) The services that are to bs furnished to attain
or malntain the resident's highest practicable 3. On 10/19/21 the MDS consﬂﬁnt d
physical, mental, and psychosacial well-being as educated the MDS nurses, UM, L
required under §483.24, §483.25 or §483.40; and DON on the importance of updating
{ii) é*ﬂ)g:;gfz"?g‘:g;‘ﬂéguw é';"'a%f‘ﬁ-ﬁ ble "equ"}ffd care plans and when to initiate a
under - .25 or .40 but are n
provided due to the resident's exarcise of rights G plgn. MDS nurses, UM, and
under §483.10, Including tha right to refuse DON will educate licensed nurses
treatment under §483.10(c)(8). on the importance of updating care
{iii) Any spaclalized services or speciaiized plans and when to Initiate a care
rehabililative services the nursing facility will |
provide as a result of PASARR P an.. ; . .
recommendations. If a facllity disagrees with the 4, Beginning 10/25/21, residents with
findings of the PASARR, it must indicate its new orders or changes requiring
rationals in the resident's medical record. i i
(iv)in consultation with the resident and the s updatgs LI T
resident's representative(s)- by the IDT, five times a week for
(A) The rasident's goals for admission and two weeks, then weekly for four
:!;;sllr_?]d outﬁm:s. . ¢ botential weeks, then monthly for two
e resident’s preference and polential for
future discharge. Facillties must document manths, to e:nsure oI
whelher the resident’s desira to return to the updatedlreV|sedIdeveloPed e
community was asaessed and any referrals to needed. Any concemns identified
local contact agencies and/or other appropriate will be corrected at the time of
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second, licensed staff member present. Resident
#240 suffered a fall with serious injury on
01/27/2021.

2. The CCP for Resident #13 was not developed
to Include bilateral lower extremily contraclures or
Restorative Care with inlerventions, services, or
treatment to maintain current functional status or
prevent a decrease in function.

3. The CCP for Resldent #77 was not
implemented consistently related to Restorative
Care interventions, services, or treatmant {left
palmar splint) to maintaln current funclional
status or prevent a decrease In function.

4. The CCP for Resident #36 was not devaloped
to includa the air matiress that was purchased for
the resident.

The findings Includa:

Reviaw of the Centers for Medicare and Medicaid
Services, "Resident Assessmant Instrument (RAI)
Manual 3.0", dated October 2019, revealed the
Comprahensive Cara Plan was an
interdisciplinary communication tool and must
include measurable objectives and time frames
and musl| describe the services o be furnished to
attain or maintaln the resident's highest
praclicable physical, mental, and psychesocial
well-belng. Additionally, the facliity was
responsible for assessing and addressing all care
issues that were relevant to individual residents,
regardless of whathar or not they were covered
by the RAI, including monitoring each resident's
candition and responding with appropriate
interventions. Further review revealed the
services provided or arranged must be conslstent
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and mobile x-ray was ordered of bilateral hips,
pelvis, and left shoulder, which was completed on
site that day. Further review revealed X-ray
rasults were relumed at 1:35 PM on 01/27/2021,
with abnormal results, and Resldent #240 was
ordered to be fransferred to the haspital.
Resldent #240 returned from the local hospital,
an 01/27/2021 at 8:30 PM, with a diagnosis of left
humaeral fracture.

Review of Resident #240's CCP revesled the
residant's mobility care plan, prior to 01/27/2021,
had not been developed to indicate the
assislance required for bed mabliity, transfers, or
tolleting. However, all four {4) previous MDS
Assassment, on 01/05/2021, 10/08/2020,
07/01/2020, and 05/29/2020, assessed the
resident as requiring an assist of two {2} with bed
mobility, transfers, and taileting. On 01/27/2621,
the resident's CCP was updated for two (2)
person asslst with bed muaobility.

Review of the Witness Statement from Parsonal
Care Assistant {PCA)} #2, dated 01/27/2021,
revealed PCA #2 was providing Incontinence care
Resident #240 when the resident's hand slipped
off the rail, resulting in a fall. PCA #2 revealed
sha notified the nurse to come and help as soon
as possible.

Raview of the Witness Statement from LPN #17
revealed she was called into Resldent #240's
roem, on 01/27/2021, and noted Resident #240
on the floor on histher back between the beds.
LPN #17's stalement revealed Resident #240
said "l couldn'f hold on.” LPN #17's statament
revealed she completed a head-to-loe
assessment of the resident and noted a skin tear
lo the right lawer arm, a skin {ear to the right inner
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were a reflection of the CCP, so this informalion
would not have been reflected on the nurse aide
care plan prior to 01/27/2021.

Interview with the DON, on 08/04/2021 at B:28
AM, revealed care plans should match the MDS,
which was a reflection of a resident's care needs.

She slated she would expect staff to fallow the
cara pian.

Additional interview wilh the DON, on 08/18/2021
at 10:48 AM, revealsd MDS nurses followed the
RAI manual In developing and revising care
plans. She ravealed the highest tevel of care
required durling the look back perlod was what
was coded, and staff could always provide more
care than the care plan spaclfied, but could not
provide less care.,

2. Review of Resident #13's medical record
ravealed the facility admitted the resident, on
07/28/2017, with diagnoses including Dementia,
Major Deprassive Digorder, Arthrills, and
Schizoaffective Disorder.

Review of Resident #13's Admission Minfmum
Data Sel (MDS) Assessmant, dated 08/04/2017,
revealed the facility assessed the resident to have
a Brief Interview for Mental Stalus (BIMS) scors
of three (3) of fifteen (15), indicating severe
cognitive Impairmant. Additional review revealed
the resident had no functional timitations in
Range of Malion {ROM) for upper or lower
bilateral extramities. Per the Assessment, the
rasident was ambulatory and did not use a
mabiiity device. Further, the resident required
extensive assistance of one {1) staif wilh bed
mobillty, ransfar, dressing, tolleting, and personal
hyglena,
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functional status or to prevent a decrease in
function.

Further obsarvation of Resident #13, on
08/12/2021 at 3:06 PM, with Reglstered Nursa
(RN} #8, revealed the resident had funclional
limitations in bllaleral [ower extremiies: hips and
knees. Tha resident's right knee was bent at
approximately a ninety (90) degrae angle, and the
resident was nol able to flex or exiend the right
kree past the resling position. The resident’s laft
leg was bent less than forty-five (45) degrees,
and the resident was not abla to flex or axtand
the left knee beyand resting position. Per the
abservallon, the rasident's legs touched each
other, and the lefi leg crossed the right leg. The
nurse stated the bilateral quadriceps were tight
and there was resistance when brying to move the
rasident's knees and when irying to move tha
resident’s legs apart. Further, when RN #6
attempted to mave the resident's left leg off the
right leg, tha resident moaned and attempted to
grab the nurse's hands. When the resideni was
at rest, the residents left leg rolled to the right
over the right leg, and Resident #13 was not able
to control normal alignment of his/her tegs.

Interview with RN #6, on 08/12/2021 at 3:06 PM,
revealed Residenl #13's legs were severely
contracted. Per the interview, the resident had a
decline in Deacember of 2020 and had nat bean
ambulatory since then, Addilionally, RN #6 stated
it was Important to provide care to residants to
mest thelr needs and ensure quality care.
Further, RN #6 stated the CCP should have been
developed lo include the bilateral lower extremity
cantractures and appropriate interventions to
assfst the resident.
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revealed interventions included lo encourage the
resident to particlpate in passive ROM, dated
05/20/2020. Additional Interventlons Included
hand hyglane for the resident, prior to donning the
left palmar orthotic {splint); donning of the splint
for the resident to wear three (3) to four (4) hours
befare remaving; and checking skin prior {o and
after removing the splint, for six (8) days a week
for twelve {12) weeks, dated 03/18/2020.

Further inlervanlions included, If the resident did
not participate In the splintbraca program,
document the reason, dated 03/18/2020.

However, there was no documented evidence the
facility consistently Implamented the Restoratlve
Care reglman with intarvantions, services, or
treatment to maintain current functional status or
lo prevent a decrease in function for Residant
77,

Review of Resident #77's RNP Rastorative Alde
lask, dated 05/23/2021 through 0B/18/2021,
reveslad no documentad evidence the resident
recetved his/her splint thres (3) to four (4) hours a
day, six (6) days a week, for six (6) of the twelve
(12) weeks. Additional review revealed no
documanted evidence passive ROM had been
provided since 01/26/2021. Further review
revealed no documented evidence the resident
received splint skin integrity checks before and
afler donning of the leit palmar hand splint for
tweive (12) of the twelve (12) weeks.

Review of Resident #77's Annual MDS
Assessment, dated 07/14/2021, ravealed the
faclity assessed the resident to have g BIMS
score of sevan (7) of fifteen (15), indicating
severe cognitive impairment. Additiona) raviaw
revealed the rasident had functional limitations in
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twelve (12) weeks; howaver, there was no
documented evidence of passive ROM, or skin
integrity checks with the splint,

Inerview with SRNA #5 (had worked al the facillty
far thirty-four {34) years), on 08/12/2021 at 11:24
AM, revealed she had been a RNP alde for elght
{8) years. Per the inlerview, she used the CCP
as a guide to know how lo care for residents.
Also, she stated Resldenl # 77 required a brace
to histher left hand for four (4) lo five (5) hours a
day. Shae stated the resldent also neaded his/her
hand washed and his/her fingers moved around
before applying the brace. SRNA #5 slated
further care should be provided to residents per
their CCP to ensure safe care and o ensure their
needs were met. However, she revaaled she did
not always work as a RNF aide, and all aides
were responsible lo implement the Restorative
care per the CCP,

Interview with RN #4, on 08/12/2021 at 3:45 PM,
revealed nursing staff followed the CCF to ensure
care was provided appropriately io individualized
residants. Per the interview, Resident #77's
Resloralive interventions should be applied per
hisfher RNP Care Plan, In addition, she stated It
was imporiant to encourage passive ROM,
provide skin integrity checks, and to apply the
brace per tha RNP Care Plan to decrease risk for
worsening contracture, pain, and skin
impalrment. Additienally, she staled nurses
should spot check the resident and ensure aides
had provided those interventions. Further, RN #4
reported sha had not identifled any issues with
the resident not recelving his/her Reslorative
interventions as care planned.

Interview with the Qccupationa! Therapist (QT),

F 658
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needs were met and a decline in functionalily was
avoided. Furiher, she revealed Resident #13's
CCP should have been developed to include
hisfher contraciures to bilateral lower extremities,
and Resident #77's CCP should have been
conalstently implemented related to his/her
Restoratlve intervertions to ensura sale quallty
care to meet the needs of the individual resident.

Intarview with the Director of Nursing (DON), on
08/13/2021 at 2:31 PM, revealed she had worked
at the facillity as the DON for one (1) year, and
she expected the RAI Manual Guidelines to be
followed related Lo davelopment of the CCP for
functional fimitations in ROM, Per the interview,
she also axpected the CCP for Reslorative care
intervention 10 be Implemented consistently.
Additionally, she stated, if a residant had a
functional limitation in ROM, the CCP should ba
developed to include the limitstions and
interventlons, services, or treatmant to malntain
current functional stalus or {o prevent a decrease
in function of ROM, Further, she stated it was
impartant for the CCP to be developed and
implemented lo ensure the IDT provided
necessary care to residenis to pravent
complications and maintaln quality of care.

Interview with the Administrator, on 08/16/2021 at
3.30 PM, revealed he had worked at the faclity
since July 27, 2021, Per interview, he expected
the CCP to be daveloped per the RAI guidelines
and the facility's polley. Additionally, he expected
residents whao had funclional limitations In ROM,
to have a CCP developed to include
interventions, services, or treatment to maintain
current functional etatus or to prevent a decrease
in function of ROM. Continued inlarview revealed
he expected the CCP to be Implemented
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8:48 AM, revealed he/she had told staff he/she
did not need an alr matiress when they brought it
in the room, Rasldent #36 shared that the
winged matiress he/she was currently using was
comfartable, and he/she had never had an issue
with his/her bed being uncomfortable.

Interview with RN #7/MDS Coordinator, on
08/17/2021 ai 8:20 AM, revealed that typically,
resident mattresses were fall Interventions. She
slated if a resident were to have a new
intervention with a maitress, the previous
mattress intervention would be resolved. She
reveaied in the case of Resident #36, the
maltress had been replaced far not even a day,
prior to returning the resident to hig/her
winged/deep dish maltress. She stated the
decision lo change matiresses had been entirety
ihe declslon of the previous Administrator, and
she was uncertaln why the previous Administrator
had mada the change.

Interview wilh the SDC/QI, on 08/17/2021 at
10:25 AM, revealed the previous Administratar
had ordered the air maltrass for Resident #36 for
comfort, as she thought it would benefit Resident
#R36. The SDC/Q staied, when she came 1o wark
the following mormning, Resident #36 had ziid out
of bed, so she had staff remove the air matiress
and placa the deep dishiwinged mallress back on
Resident #36's bed. The SDC stated she was
unaware whethar or nol Resident #38 was
assassed by therapy for needing an air mattress.

Conlinued Interview with the DON, on 08/18/2021
at 10:48 AM, revealed residents should be
assessed prior o changing mattresses, and care
plans should be updated whenever there was a
change,
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F 657 Continued From page 200 F 857 4. Beginning 11/1/21, residents. \_Nith
new orders or changes requiring
- care plan updates will be reviewed
by the MDS nurses, UM, SDC, DON
or MDS consultant five times a week
for two weeks, then weekly for four
weeks, then monthly for two months,
to ensure care plans were
updated/revised/developed as
needed. Any concerns identified will
This REQUIREMENT is not met as evidenced be corrected at the time of discovery
by: o
Based on observation, interview, record teview, ar.‘d el t:e DONHECOQn elli'tns
and review of the Cenlars for Medicare and will be taken to the monthly Quality
Medicaid Services (CMS), “Resident Assessment Assurance Performance
Instrumant {RAI) Manual 3.0, it was delermined improvement (QAPI) committee
the facility falled to ensure the Comprehensive . ;
Care Plan (CCP) was raviewed and revised by an meeling for further review and
Interdisciplinary team composed of individuals recommendation.
who had knowledge of the resident and his/her N i
needs for four (4) of forty-four (44) sampled Compliance Date: 11/24/2021
residents (Resldent #13, #22, #80, and #245).
1. Resident #13 had.a fall, on 07/22/2021, and
the Fall Incidant Report noted the resident
required a high low bed to prevent further falls of
the same nature; howaver, the Comprehensive
Care Pian (CCP) was not revised to reflect the
resident's fall intesvention of the high low bed 1o
prevent furthar falls until 08/11/2021 {twenty {20)
days after the fall).
Additionally, Residant #13 had a fall, on
07/23/2021, and the Fall Incident Report noted
the resident required a winged matiress to
prevent further falls of the same nature.
However, the CCP was not revised fo reflect the
resident's fall intarvention of the winged mattress
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arranged should be consistent wilh each
resident’s wrllen plan of care. Continued review
revealed the CCP was driven not anly by
identified rasident issues and/or canditions, but
also by a resident's unique characteristics,.
sirengths, and needs. Furthermore, 8 CCP
based on a tharough assessment and effective
clinical decision making, was compatible with
current standards of clinical praclice that provided
a strong basis for oplimal approaches to quality of
care and quality of life needs of Individual
residents. A well developed and executed
assessment and CCP ra-evaiuated the resident's
status at prescribed intervals (quarterly, annually,
or if a significant change in status accurred) using
the RAI, and then, the individuallized CCP was
madified a3 appropriate and necessary,

1. Review of Resident #13's medical record
revealed the facility admittad the resident, an
07128/2017, with diagnoses including Dementia,
Major Deprassive Disorder, Arthritis, and
Schizoaffective Disorder.

Review of Resident #13's GCP, ravisad on
10/02/2020, revealed the resident had a history of
falls with injury, and had multiple risk factors such
as impaired cognition and an aclual falt on
10/02/2020. The goal was the resident would be
free of serious Injury from falls. Further review
revealed interventions, which included encourage
the resident to wear glasses (07/14/2020);
attempt to distract the rasident with candy andfor
snack (10/02/2020); have commonly used articles
within easy reach (07/14/2020); keep call light
within reach and answer timely (07/14/2020):
winged matiress (07/28/2021); and high low bed
(08/11/2021).
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on the floor. Additionally, the resident was
provided perineal care by staff and was assisted
by two (2) staff back to bed: a winged mattress
was placed on the bed to prevent further fails
from the bed.

However, Resident #13's CCP was not ravised o
include a winged mattress, unti} 07/2912021, six
(6) days after the fall occurrence, on 07/23/2021
at6:115 AM.,

C) Review of Resldant #13's Fall Incident Report
Form, dated 07/24/2021, signed by LPN #3,
revesled on 07/24/2021 at 5:40 PM, the resident
had a fall occurrence in histher room from the
Evolution chalr to the floor. The resident was
sitting on the floor, the lights were off, and his/her
back was resting against the dresser; the
Evolution chalr was lo the resldant's right side.
Additionally, the resldent was unable to give a
deseription of the event relaled to hia/her
cognitive status. Further, the report slated the
immediate action taken was the resident was
assisted by two (2) staff, back ta hisfher Evolution
chair, and dycem was placed on the seat to
prevenl the resident from sliding out of the chair.

However, there was no documented evidance
Resident #13's CCP was revised lo include
dycem to the chair afier the fall occu rrence, on
07/24/2021 at 5:40 PM.

Interview with LPN # 3, on 08/15/2024 at 3:15
PM, revealed she had worked al the facility for
eleven (11) years. Per the Interview, after a fall
evenl, It was the nurse's responsibility to
implement an intervention immediately to
decrease the risk of another fall of the same
nature. Additionally, she stated the CCP should
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before providing care, was aware the resident
required the assistance of two (2) staff for
mobliity, and was a fall risk. Additional interview
revealed she was aware Resident #13 had poor
safety awareness and had a history of falling from
bed and higfher Evolution chair, SRNA #19
slated it was the respansibility of the staff lo
ansure residents were provided a safe
environment to keep the resident safe and to
meet thelr needs. Further, she slated she was
not aware the rasident required dycem lo the
chalr seat to prevent him/her from sliding out of
tha chalr,

2. Review of Resident #22's medical record
revealed the facility admitted the resident, an
04/17/2018, with diagnoses including Dementia,
Anxtely Disorder, Afrtal Fibrillation, Sick Sinus
Syndrome, Pseudabulbar Affect, Overactive
Biadder, and Hypertension,

Review of Resident #22's Significant Change
MDS Assessment, dated 02/22/2021, revealed
the facllity assessed the resident as having short
and long term memory problems; and severaly
impaired cognitive skills for dally declsion making.
Continued raview of the Assessmant reveated the
residant required extensive assistance of two (2)
stafl with bed mobility and transfers; exlensive
asgistance of one (1) staff with eating; and totai
assislance of two (2) slaff for personal hygiens,
dressing, and toilel use, Per the Assessment, the
resident did not ambulata, Further review
revealed the resident had two {2) non-injury fally
and one {1) fall with injury since the prior
Assessment.

Raeview of Resident #22's Fall Incident Repart
Form, dated 03/04/2021, signed by LPN #3,
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have been revisad lo include the use of dycem on
Ihe wheelchair seat. Per tha interview, she did
not recall why she failed to complate the
evaluation or revise the CCP lo include dycem,
after the {all on 03/04/2021.

3. Revlew of Resident #80's medical recard
ravaaled the facility admitted the resident, on
11/28/2018, with diagnoses including Type Il
Diabeles Mellitus, Ostecarthritis, General Anxiety
Disorder, Morbid Qbesity, Major Deprassive
Disarder, Hypertension, Congestive Hearl Fallure,
Chronic Obstructive Puimanary Disease, and
Chandracalcinosis of the Right Knee and Hip.

Reviaw of Resident #80's Quarterly MDS
Assessment, dated 04/21/2021, revealed the
faciity assessed the resident as having a Brief
Interview for Mental Status {BIMS) score of ten
(10) of fifteen (15), indicating moderately impaired
cognition, Continued review of the assesament
revealed the resident required axtensive
assistance of two (2) staff with bed mobility,
transfars, and dressing; extensive assistance of
one (1) staff with personal hygiene; and total
assistance of two (2) staff for toilet use. Per the
Assessment, the resident did not ambulate, had
Impaired baiance during transitions between
surfaces, and could only stabliize with staff
assistance. Further raview ravealed the resident
had not fallen since the prior Assessment,

Review of Resident #80's CCP, revised on
06/24/2021, revealed the resident had a history of
falls, and had multiple risk factors such as
depression, medicalion (antidepressant,
cardiovascular, and a diuretic), and an aclyal fall.
The goal was the resident would be free of
serious Injury from falls, Further review reveated
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Interview with the DON (worked as the DON for
one (1) year), on 08/31/2021 at 2:31 PM,
revealed Resident #13's, Resident #22's and
Resident #80's CCP's should have been revisad
to include Interventions status post fall events
mora timely. In addition, the DON statad the
CCP's should be revised as necassary to ensure
residents received appropriate services and
individuallzed care.

4, Review of Resldent #245's medical recard
revaaled the facility admitted the resideni, on
11/18/2021, with diagnoses including Parkinson's
Disease, Major Deprassion, Dementia, and
Diabetes Meliitus Type II.

Review of Resldent #245's Quarterly MDS
Assessment, dated 02/26/2021, revealed the
facility assessed the resident as having a BIMS of
four (4) of fifteen (15), indicaling severe cognitive
Impairment. Continued review revealed the
rasldent was a one (1).person assist for bed
mability and self-iransfers; used mobility devices,
awalker and wheelchair, Further review revealed
the residant was not steady for moving from
seated 1o standing posltion, walking, turning
around, and surface-io-surface lransfers between
bed and wheelchalr; hewever was able o
slabilize without staff,

Revlew of Resident #245's CCP, dated
01/18/2021, revealed the Focus area of fails did
not address the falls an 02/19/2021, D2/23/2021,
and 03/13/2021. Continued raview of the
Interventions dated 01/18/2021 revealed no
timely revision of the CCP with interventions for
falls which occurred on 02/18/2021, 02/23/2021,
and 03/13/2021.
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was responsible to update the CCP as needed.

Additional intarview with the DON, on 08/31/2024
at 2:31 PM, revealed she expected the CCP's to
he revised accurately, per the RAJI manual. Per
the interview, nurses wara respensible for
revision of the CCP, Including any changes
related to fall events fo prevent future falls.
Additionally, she stated the current process in
place was, during the facility's Moming Clinical
Meeting, held on Monday through Friday, to
review tha CCP's after fall evenls to ensure
revisions were made as necessary and for the
IDT to ensure the CCP was ravised with the mast
appropriale intervention,

Interview with the Administratar, on 08/16/2021 at
3:30 PM, revealed the facllity was to utilize the
RAI Manual and facility policies as resources to
ensure the CCP was revised as nacessary. He
staled it was important for the CCP to be revisad
accuralely to reflec! a resldenl’s current status
and ensure the CCP addressed each resident's
Individual needs.

Services Provided Meet Professional Standards
CFR(s): 483.21(b)(3)(i)

F a58
88=)

§483.21(b){3) Comprehensive Care Plans

The services provided or arranged by the facility,
as outlined by the comprehensive care plan,
must-

{1} Meel professional slandards of quality.

F 857

F 658

F 658

1. Resident #242 no longer resides in
the facility.

2. On 8/19/21 and 8/20/21, the DON
and Ql nurse completed a review of
all current residents and discharged
resident charts for the past 30 days
to identify any resident who had
coded in the center and required
Cardio-pufmonary resuscitation
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Sarvices Provided Meel Professional Standards,
The facility was notified of the |4 on 08/20/2021.

The facility provided an acceptable Immediate
Jeopardy Rernoval Plan on 09/01/2021, with the
facllity alleging removal of the Immediate
Jeopardy, an 08/31/2021. The State Survey
Agency validated remaval of the Immediate
Jeopardy, as alleged on 08/31/2021, prior to exit
on 09/02/2021. The facility's remaining
non-compliance was at a Scope and Severity of a
"D” while the facility develops and implements a
Plan of Corraction and the facility'’s Quality
Assurance (QA} monitors to ensure compllance
with systemic changes.

The findings Include:

Review of the facility's policy titled,
"Cardlopuimonary Resuscitation, Nursing
Procedure Manual,” Version Date: April 2013,
revaaled the objective was lo ventitate the
resident until adequate clrcufation to the brain
was ra-gslablished. The policy stated if the
resident waa not breathing to call §11 and begin
CPR. The policy also instructed staff on how to
do chest comprassions and administer rescue
breathing at a rate of thirty 1o two (30/2)
compressions/breaths. Further review ravealed
CPR would continue for two (2) minutes, than
slop, chack far brealhing; if the resident was not
breathing, rapeat the process, checking for
breath avery (2) minutes. The policy stated the
CPR process was fo continue until there were
slgns of life, another rescuer took over, EMS
arrived and took over, or a physician gave an
order to discontinue CPR,

Raview of the American Heart Association 2020

F 658

responsibility during a Code Blue
situation. The purpose of the drills
and education is to ensure licensed
nurses understand their
responsibilities during a Code Blue.
Results of the CPR drills and
concerns with education will be
forwarded to the Quality Assurance
Performance Improvement (QAPI)
committee for one month to
determine further and/or frequency
of monitoring.

Compliance Date:; 11/24/2021
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{delermined how much oxygen was circulating
through the body). Oxygen was applied via mask
for labored breathing. Further review of the
progress nots revealed staff were unable lo
abtaln a pulse for Resident #242, and CPR was
inillated. Per the note, EMS and the physician
wera notified, and Resident #242 was lransportad
to a lacal hospital by EMS,

Review of the EMS run sheet, dated 01/26/2021,
revealed they were dispatched at 6:06 PM and
arrived on scene at 8:11 PM. Resident #242 was
aler and moaning. The run sheet stated the
facility reporied the resident had baen pulseless
and apnelc (without breath), was given CPR, and
pulse/breath was ragained. Documentalion
showed that a 124ead electracardiogram {EKG)
indicated Resident #242 was throwing premature
vantricular contractions (axtra heart beats which
could be dangerous with underlying heart
conditlons, with which Resident #242 had been
diagnosed).

Revlew of the Hospital Emargency Department
(ED) History and Physlcal (H&P) revealed
Resldent #242 arrived In the ED on 01/26/2021,
status post raspiratory arrest and CPR at tha
facility. Resident #242 met Sepsis criteria and
was admilted for realment. Additional review of
the ED records indicated EMS staff had
performed a 12-lead EKG during transport, which
showed Resident #242 had sustained a
ST-Segment Elevation Myocardial Infarction
(STEMI), the most severe type of heart attack.

Review of the Hospilal Death Discharge
Summary revealed Resident #242 received
broad-spactrum intravenous {IV) antibiotics, fluid
boluses and appropriale sepsis protocols were

FORM CMS-2567(02-69) Praviois Versions Obsoleta Event i0: 43271 Faclity ID: 100349 It conlinuation sheal Page 217 of 408




;10
DEPARTMENT OF HEALTH AND HUMAN SERVICES Pﬂlé\gsg Angg\?é;
CENTERS FOR MEDICARE & MEDICAID SERVICES Q

M8 NO. 0938-039
STATEMENT OF DEFICIENCIES (Xt) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING

185028 B WING

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIP CODE
2323 CONCRETE ROAD
JOHNSON MATHERS NURSING HOME CARLISLE, KY 40311
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES (<] PROVIDER'S PLAN OF CORRECTION

(N3
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
e REGULATORY QR LSC INENTIFYING iNFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE oarE

DEFICIENCY)

F 858 Continued From page 218 F 658

Adminlstrator Instructed her to document the
code In the Progress Noles and nat to do an
Incident report. She stated staff got annual
training, from the SDC/QI nurse on what to do in
case of a code. However, she stated the SDC/QI
nurse did not tell the former Administrator to stop,
she just smirked. LPN #15 slaled she reported
what had occurred in the code lo the DON
because she could not believe the Administrator
did not know haw to do CPR. Sha stated
Physician #1 and the APRN both called her

later that evening, and she told them what had
happened. She stated nobody Investigated the
event or askaed staff to write a statement.
Additlonally, LPN #15 stated it was the worst
axperiance she had evar been in and was so
traumatized by the events of 01/26/2021 that she
dld not work for a month.

interview with the SDC/QI nurse, on 08/19/2021
at 1:50 PM, revealed she assessed Resident
#242 before beginning CPR. She stated that
when he/she regained a pulse, she also told the
pravious Administrator to stop CPR. Then, she
demonstrated to the State Survey Agency (SSA)
Surveyor how the previous Administrater put her
hands over the SDC/QI nurse's hands and forced
CPR {or approximately another minute, until EMS
arrived on the scene. She staled she was unable
to remember if she reported the incident Lo the
Corporate Clinlcal Nurse Consultant.
Additionaliy, the SDC/QI nurse stated the
American Heart Associalion (AHA) guidelines
were the facliity education resource.

Review of nursing staff CPR cards valldated that
the SDC/QI nurse and the farmer Administrator
were certified to perfarm CPR on 01/26/2021.
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done immediately. He stated he was not log
shocked when the resident passed away two (2)
days later. Ha stated the pravicus Administrator
had overstepped her bounds in ordering
cantinued chesl comprassions, and resuscitation
was nol handled in an appropriale way.
Physiclan #1 reporied continuing CPR, on
someone with a pulse, could harm them
drasiically.

Interview with the DON, on 08/19/2021, al 2:00
PM, revealed she had not been praseni for the
code. She staled she met with the former
Administralor the nexi day and told her it was
wrong lo coniinue CPR If there was a pulse. She
stated the former Administrator again stated a
resldent needed a pulse of at least sixty(60) bpm
to stop CPR, Addilionally, the DON staled sha
sought guidance from the APRN who statad to
stap CPR if there was a pulse. She stated an
emall was received from the APRN, about a waek
afer the incident that included a current AHA
glgorithm for CPR and revealad if 3 rasident had
8 pulse, chast compressions were no longer
indlcated.

Interviaw with the Regional Vice President (RVP),
on 08/20/2021 at 3:03 PM, revealed he had no
knawladge of the Incident regarding Resident
#242 and the fact that CPR continued after a
pulse was oblained. He slaled he was aware that
CPR should be discontinued if there was a pulse.
He staled he was not aware Physician #1 had
concerns when he was notified of this situalion.
He stalad his expectation was the Administrator
would have reparted the incident to him; others
could have reported it lo him as well. They could
have reported through the compliance line or
called him specifically. He had no thoughts on

F 858
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Support Algorithm for Healthcare providers, the
CPR policy, and Code Blue. The in-service
instructed nurses that: 1} if a resident was found
withaut a pulse, blood pressure (BP), respirations
or wilh Insufficlent respirations, a Code Blue must
be called immedlately, 2) the chart must always
be checked for the resident’s coda stalus, 3)
always make sura you had lhe correct rasident's
chart, 4) if a resident was a (ull code, then CPR
musl| ba started immadiately, 5) if a resident was
& Da Not Resuscitate (DNRY), than CPR must not
be inltisted, 6) if a resident was a full-code to call
811, 7} the medical dogtor (MD) must be nolified
as soon as possible of the resident's conditlon,
and 8) the nursing staff must follow the Aduit

Basic Life Support Algorithm for Healthcare
Providers.

4, On 8M9/2021, the DON, SDC/Q! nurse, and
Nurse Supervisor initiated a Questionnaire with all
licensed nurses for validation of understanding
thelr role in CPR. The passing score was
one-hundred percent {100%). The questions
included: 1) how do you know if a resldent was a
full code or DNR? 2} If a resident was & full code
when do you initiate CPR? 3) what was the code
lo overhead page if a residenl was found not
breathing and/or no pulse? 4) when should the
MD be notified if a resident was found not
braathing and/or no pulse? 5) when a resident
was found not breathing andfor no pulse, whal
were the nurse’s responsibliities? and 6) do you
conlinue CPR when heart rate and breathing had
ratumed?

As of 8/30/2021, any nurse who was unable lo
answer the questions on the questionnaire after
two attempts would be removed from working
with residents until they ware able to valldate
knowladge. Nurses unable to validate knowledge
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offered feedback and suggestions to the siaff.
The staff were able to demonstrate and answer
queslions corracily, establishing staff were
familiar with facllity policies related to CPR, in
accordance with standards of praclice.

7. On 8/24/2021, the DON, SDC/Q1 nurse, and
the Unit Manager facilitaled a CPR, Drill for
second shift slaff. During and after the drill, the
DON offered feedback and suggestions o the
staff. The siaff was able to demonstrate and
answer questions correctly, establishing staff was
famifiar with facility policies related to CPR, in
accordance with slandards of practice.

8. On 8/25/2021, the DON facilltated the marning
Interdisclplinary team {IDT) meeling. Members of
the IDT inciuded the Administrator, DON, Quality
Improvement Nurse/Staff Development
Coordinator {SDC/QY), Minimum Data Set (MDS)
Nurse, Unit Manager, Activity Direclor, Social
Services Diraclor, and Dietary Manager. At the
mealing, the RN Corporata nurse reviewed
residenis’ medical charts. during which resident
code status was reviewed. Approximately
twenty-flve (25%) percent of resident records
were reviewed and code status was notad to be
up-to-date.

9. On 8/26/2021, the DON reviewed and updated
the CPR plan of corractian with the Medical
Director via lelephone,

10. On 8/20/2021, the DON facliitated a CPR
Drill for the weekend staff. The DON was
assisted by three (3) RN's from a sister facility.
Curing and efier the drill, the DON and RN's
offered feadback and suggestions to the staff,
The staff were able to demonsirate and answer
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percent of discharged charts to identify if any
residents had coded in the last thirty days. Thera
ware no rasidents Identified,

2. Revlew of CPR cards revealed the SDCIQI
nurse audited one-hundred (100%) percent of
licansad nurses far current CPR education,

Interviews with LPN #11, RN #3, LFN #10, and
LPN #8, on 00/02/2021 at 3,03 PM, 3:14 PM,
4:16 PM, and 4.26 PM respactively, revealed thay
were all currently CPR certified.

3. Revlew of signed in-service documentation
sheet, dated 08/19/2021, revealed the DON
in-serviced the SDC/QI nurse regard!ng that CPR
should not be continued if there was a pulse.
Continued review revealed the DON and SDCIQ|
nurse educated all licensed nursing staff on Adult
Basic Life Support Algorithm for Healthcare
Providers, CPR Palicy, and Code Blue.

Intarviews with LPN #11, RN #3, LPN #10, and
LPN #8, on 09/02/2021 at 3:03 PM, 3:14 PM,
4:16 PM, and 4:26 PM respectively, revealed they
did receive CPR educalion and had Code Blue
drills and quizzes across every shift and on
weakends.

4. Review of CPR quizzes revealed one-hundred
(100%) percent of licensed nursing staff took the
guizzes and passed. An employee roster was
used to ensure no one was missed in recelving
the education.

5. Raview of CPR drill documaentation revealed
the facility held drills on 08/20/2021, 08/24/2021,
08/28/2021, and on 08/31/2021, Gontinued
review ravealad they were held across all shifts
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08/02/2021 at 1:18 PM, revealed she was
assigned {o be al the facility until the end of
September 2021. She siated she would assist
faclity management in ansuring staff were
familiar with facility policies related to CPR, in
accordance with standards of practica.
13. inlerview with the DON, on 09/02/2021 at
1:18 PM, revealad she had sent the CFR Drills
analysls from 0B/20/2021, 08/24/2021,
08/29/2021, and on 08/31/2021 to the QAPI
Committee to be discussed at the next meeting.
F 678 Cardio-Pulmonary Resuscitation (CPR) F 678 F 678
§8=J CFR{s): 483.24{a){3)
§483.24(a)(3) Personne! provide basic fife 1. Resudent #242 no longer resides in
support, Including CPR, to a resident requiring the facility.
such emergency care prior lo the arrival of 2. On 8/19/21 and B/20/21, the DON
emergency medical personnel and subject o and QI nurse completed a review of
;ﬂ:;‘i;"gf;ﬂ;&g_’dm L L L all current residents and discharged
resident charts for the past 30 days
to identify any resident who had
‘tl;?s REQUIREMENT is not met as evidenced coded in the center and required
Based on inlerview, record review, review of the Cardio-pulmonary resuscitation
American Heart Assaciation’s Cardiopulmonary (CPR). No other residents were
Resuscitation (CPR) guidelines, and review of the identified. On 8/18/21, the Ql nurse
facliity’s policy, it was determined the facility failed 0 :
ta have an effactive system to ensure staff ware chmp leted a 100% au.d it of all
famlliar with facllity palicles related to CPR for licensed nurses to validate CPR
one (1) of thirty-two {32) residents with Full Code certifications were current and to
Stalus, Resident #242. ensure a copy of the CPR
On 01/26/2021 at 6:30 PM, Resident #242 certification was on file at the facility.
suffered a cardiopulmanary arrest and Licensed 3. On 8/M19/21, the DON and QI nurse
Praclical Nurse (LPN) #15 called a Code Blue for initiated education for all licensed
full CPR lo be givan, The Staff Development nurses. The education included the
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Review of the American Hear Association (AMA)
2020 CPR guidellnes revealed if the vicim was
breathing and had a pulse, ta monitor until
emergency responders were on the scene, A
resident would not need a heartrate of sixty {60)
beats per minutes (bpn) to discontinue CPR,

Review of the facility's CPR policy, titled
“Cardiopulmonary Resuscitation, Nursing
Procedure Manual," Version Dats: April 2013,
revaaled the objective was to ventilate the
resident until adequate circulation to the brain
was re-established. Procedure sleps included lo
call 911 if the resident was nol breathing and lo
begin CPR. The pallcy Instructed that CPR would
continue for two (2) minutes, then stop, check for
breathing; if the resident was not breathing,
repsat the process, checking for breath every (2)
minutss. The policy stated the CPR process was
to continue untll there wera signs of life, another
rescuer ook over, EMS arrived and toak over, or
a Physician gave an order to discontinue CPR.

Review of Resident #242's medical record
ravealed the facility admitted the rasident, on
07/26/2017, with diagnoses that Included
Presance of Cardiac Pacamaker, Benign
Prostatic Hyperplasia, Chronic Obstructive
Pulmonary Disease, Atherosclerotic Heart
Disease, Ischemic Cardiomyopathy, and
Presence of Coronary Angloplasty Implant and
Graft.

Revlew aof the facllly's resusciiative level
communication sheet revealed Resident #242
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she was current on CPR tralning through the
American Heart Assoclation,

interview with the SDC/QI, on 08/19/2021 at 1:50
PM, revealed the American Heart Assaciation
(AHA} guldeline was the facility educalion
resource, Additionally, she slated nursing staff
had Coda Iraining on hire and annually. She
stated CPR cerlification accurrad every two (2)
years by a ceriified AHA Instructor.

However, the facility's CPR policy stated
education was not from the AHA guidelines, as
stated by the SDC/QI nurse, bul the education
was from a Nursing Procedure Manual (Version
Date: April 2013).

Review of nursing staff CPR cards validaied that
the SDC/QI nurse and the former Administrator
were cerlified to perform CPR on 01/26/2021.

Telephone interview with LPN #15, on 08/19/2021
at 1:28 PM, revealed sha remambered the night
Resident #242 coded, around 6:30 PM, right afier
supper, She stated a SRNA notified her Resident
#242 was having lrouble breathing. She stated
she sat Resident #242 up, and ha/she was
gasping and vomiling. She slated she called 3
Code Blue because the resident did not have a
pulse, and the SDC/QI nurse came In the room
started compressions while staff wera looking for
mask. LPN #15 stated, when the former
Administrator came in the room and discovaered
the resident had codad, she administered breaths
through paper towels. Then, LPN #15 stated
Resident #242 grunted, and the rasident had a
pulse, so she fold staff 1o stop compressions.
However, she stated the former Administrator tald
staff to not stop with compressions because they
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Inlerview wilh the DON, on 08/19/2021, at 2:00
PM, revealed she had not been prasent for the
code. She slated she met with the former
Adminlstrator the next day and told her it was
wrong to continue CPR if there was 2 pulse. She
stated the former Administrator again stated a
resident neaeded a pulse of st Iaast sixty (60) bpm
lo stop CPR. Additionally, lhe DON stated she
sought guidance from the APRN who stated to
stop CPR if there was a pulse. The DON stated
staff racelved Code training annually and were
CPR certified every two (2) years,

Obsarvation, on 08/20/2021 at 9:27 AM, of tha
North dining room ravealad the Automaled
Extemal Defibriliator (AED) and pads on their
crash cart. However, there was no log of
checking the AED.

interviews with LPN #6, LPN #7, and Registered
Nurse (RN) #3, on 08/20/2021 at 9:35 AM,
revealed they were not awara where the AED was
in the facility but knew where crash carls wera
located in faclity. The Interim Adminlstrator
stated there was nat an AED in the facility.

Interview with the DON, on 08/20/2021 at 9:40
AM, revealed the logs should be audlied to
ensure the AED was working; hawevaer, she did
not audit the AED log. The DON stated the
facility racelved the AED in April 2021. However,
review of provided AED education and sign-in
sheels revealed the facility received AED tralning
on 02/22/2021 by the SBC/QI nurse. The DON
stated the facility's paiicy should have been
updaled to include the AED.

Interview with the DON and SDC/QI nurse, an
08/20/2021 al 11:20 AM, revealed the facillty did

F 678
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identify any resident who had coded in the center.
No other residents had coded in tha center within
the past thirty (30) days, and nec issuas whare
identified.

2. On 8/18/2021, the SDC/QI nurse completed
an audit of one-hundred (100%) perceant of
nurses' CPR cerlifications to ensura all current
licensed nurses on all shifts were certified in CPFR
and possessed a copy of a GPR certification
card. There were no concerns identiffied during
tha audit. The faclity did not require nursing
assistants, Kenlucky Medication Aides {KMA), or
therapy siaff to be CPR cerlified because they did
nol perform CPR, Non-certifled staff acted as
runners to gather equipment and greet EMS.

3. On 8/19/2021, the DON in-serviced the
SDC/Q) nurse, which included that CPR should
not continue after a pulse was detacled, The
pravious Adminisirator was no longer at the
facility. The DON, SDC/Q! nurse, and Nurse
Supervisor Initiated an in-service with all nurses.
The in-service was about the Adult Basic Life
Suppart Algorithm for Healthcare providers, the
CPR policy, and Code Blue. The in-sarvica
instructed nurses that: 1) if a resident was found
without a pulse, blood pressure (BP), respirations
or with Insufficient respiratlans, a Code Blua must
be called immediately, 2) the chart must always
be checked for the resident's code status, 3)
aiways make sure you had the correct resident's
chart, 4) if a res|dent was a full code, then CPR
must be started immediataly, 5) if a resident was
a Do Not Resuscitale (DNR}, then CPR must nat
be Initiated, 6) if a rasident was a full-code tg call
811, 7) the medical doctor (MD) must be notified
as 500N as possibla of the resident’s condition,
and 8) the nursing staff must follow the Adult
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and 4) B/31/2021 with firs! shift staff. Tha
purpose of the drills were to ensure licensed and
unlicensed stafi understood their responsibilities
during a Code Blue. Responsibilities included
checking the residant for respansiveness,
checking for pulse and respirations, summoning
for assistance, checking cods status, paging
Code Blue, initlating CPR, ensuring adequate
staff responded, nurse{s) dasignated staff to call
311, nurse(s) designated staff to oblain crash
cart, crash cart brought to scena, CPR continued
until EMS arrived, physiclan discontinued coda, or
until tha resldenl’s pulse and respirations had
raturned. Additlonal responsibilities included
checking if crash carts were stocked
appropriately and ensuring the correct chart was
pulledfreviewed. Retraining would be conducted
during the drill by the DON, SDC/QI nurse, andlor
Nurse Supervisar for any |dentified areas of
concern. There had been no issues identified.

6, On 8/20/2021, the DON, SDC/Q nursa, and
the Unit Manaper facilitated a CPR Drill for first
shift staff. During and after the drill, the DON
offered feedback and suggestions to the staff.
The stalf were able to demonstrate and answer
questions correctly, establishing staff were
familiar with facility policies related to CPR, in
aceordance with standards of practics.

7. On 8/24/2021, the DON, SDC/Qt nurse, and
the Unit Manager facilitaled a CPR Dirill for
second shift staff, During and after tha drill, the
DON offered feedback and suggestions to the
staff. The staff was able to demonstrate and
answer questions comrecily, esiablishing staff was
famillar with facility policlas related to CPR, In
accordanca with standards of practice.
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in accordance with standards of practice.

13. The DON would continua forwarding the
results of the CPR Drills to the Quallty Assurance
Performance Improvament (QAPI) Commitlee
monthly for one (1) month, The QAR] Committee
would meel manthly for ana {1) month and review
the CPR Drlll results to determine trands and/or
issues that might need further interventions put
into place and to determine the need for further
and/or frequency of manitering, The QAR
Committae consisted of the Administrator, DON,
Infaclion Preventionist, Medical Director, Sacial
Worker, Medical Records Director, Dietary
Manager, and Housekeeping Supervisor, plus
additional staff members as deemad necessary.

The State Survey Agency valldated the
implementation of the facllity's Immediate
Jeopardy Removal Plan as follows:

1. Review of documentation datad 08/19/2021
through 08/20/2021 revealed the DON and
SDC/QI nurse audited ane-hundred (100%)
percent of discharged charts to identify if any
residents had coded in the last thirty days. Thare
ware no res|dants Identified.

2. Review of CPR cards revealed the SDC/QI
nurse audited one-hundred {100%} percent of
licensed nurses for current CPR education.

Interviews with LPN #11, RN #3, LPN #10, and
LPN #8, on 09/02/2021 at 3:03 PM, 3:14 PM,
4:16 PM, and 4:26 PM respactively, revealed they
wera all currently CPR certified.

3. Review of signed in-service documentation
sheet, dated 08/19/2021, revealed the DON

FORM CMS-2567(02-98) Pravious Versions Qbiolels Event {0:432Y11 Facilly I0: 100348 If continuation shaet Page 241 of 408




DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 10/11/2021

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQO. 0938-D391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIFLE CONSTRUCTION (3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
o
185028 B. wing 09/02/2021
NAME OF PROVIDER OR SUPBLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2323 CONGRETE ROAD
JOHNSON MATHERS NURSING HOME CARLISLE, KY 40314
{X4)10 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (3]
PREFD; (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR 1.5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROFRIATE DATE
DEFICIENCY)
F 878 Continued From page 242 Fa7s

CPR drill for secand shift staff,

8. Review of the IDT meeling agenda, dated
08/25/2021, revealed the Corporate RN reviewed
appraximately twanty-five {25%) percenl of
residents' charts to ensure code status was
documented and up-to-date.

9. Review of facllity documentation, daled
08/26/2021, reveated the DON updated the
Medical Director via telephone call.

10. Raview of CPR Drill documentation, dated
08/29/2021, revealed the DON held the drill for
weekend staff,

11. Review of documentation, dated 08/29/2021,
ravealed the Corporate RN audited twenty-five
{25%) percent of rasidents' charls to ensure the
alectronic face sheels, physical charts, and
residenis’ plans of care contained updated coda
stalus.

12. Inferview with the Corporate RN, on
09/02/2021 at 1:18 PM, revealad she was
assigried to ba at the facility until the end of
September 2021. She staled sha would assist
facility management in ensuring stalf were
familiar with facility policies related to CPR, In
accordance with slandards of practice.

13, Interview with the DON, on 09/02/2021 at

1:18 PM, revealed she had sent tha CPR Drlils

analysis from 08/20/2021, 0B/24/2021,

08/29/2021, and on 08/31/2021 fo the QAP}

Commitiee to be discussed at the next meeting.
F 688 Increase/Prevent Decrease in ROM/Mobitity F 688
58=G CFR(s): 483.25(c)(1)-(3)
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F 688 Continuad From page 244 F 888 reviewed by the Interdisciplinary
Significant Change MDS Assessment, dated teaf“ (10T) to_ determine if the
12M14/2020; and Quarterly MDS Assessment, resident required screening for
dated 08/10/2021, in Sectlon G: Functional additional therapy services.

Status, revealed the resident had no functional :

limitations In ROM for upper or lower bifateral Referrals for screening were made

aextremiles, as needed. On 09/16/21 through
09/27/21, the Director of Nursing

However, observation of Resldent #13, on and/or MDS nurses proactively in-

08/09/2021, revealed hefshe had contractures fo ] ;

his/her bilateral lower extremitles. Further, review ser'w.ced depa.lrtrnent he‘ads (nursing

of the medical record revealed no documented activities, social work, dietary, AR,

aevidence the facility developed or implemented a AP, maintenance, housekeeping,

Restorative Care regimen with interventions, medical records) and nurses

services, or treatment to maintain currant .

functional stalus or to prevent a decrease In regarding N!obl!ity. - transfler annd

function, ambulation, including walking.

SR — \ N 4, Beginning 11/15/21, MDS nurse will

. Residen s most racent Annual 3

Assessment, dalad 07/14/2021, Section G: fun the Reaident Reg‘:\""se i

Functional Staius, revealed tha resident had and ADL significant Change

functional imitations in ROM on one (1) side Analysis with each MDS submission

upper and lower extremity.| Additional review weekly for four weeks, then monthly

Section I: Diagnosis, revealed the resident had a : :

diagnosis of Contracture; unspecified hand. for tv:!vo l:nonths. Ainy resident \an? a

Continued review of Seclion O: Special decline in ADLs will be reviewed by

Treatment, Proceduras and Pragrams, revealed the IDT {o delermine if a referral 1o

the resident '[lecei‘lad seven (7) ?ayg of ; therapy is needed. This process will

g::l::;ﬂ? ursing Programs, for brace or splint be on-gaing. Data collect will be
reviewed at the menthly Quality

However, observations of Resident #77, on Assurance Performance

08/09/2021; 08110/2021; 08/11/2021; and Improvement (QAPI) commitiee

0812/2021 revealed his/her right hand was ting for further recommendation

contracted with no brace or splint. Further review LA L :

of the medical recard revealed documentad

evidence lhe facility inconsistently implemented a Compliance Date: 11/24/2021

Restorative Care regimen with interventions,

services, or treatment te maintain current

functional status or to prevent a decreass in
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the residents daily care and services. Continued
review revealed the resident's Cara Plan would
outline reslorative goals with expected outcomes,
and objectives, which were individualized and
resldent-centered. Further, a dacline in functional
ability required an assessment by the licensed
RNP nurse and/or a therapy referral for
evaluation and treatment, The RNP SRNA
should nolify the RNP nurse immediately when a
dedline occurred In funclional abilitles {i.8.)
mability lo ensure appropriata action In a timely
mannar,

1. Review of Resident #13's medical record
ravealed the facility admitted the resident, on
07/28/2017, with diagnoses Including Dementia,
Major Depressive Disorder, Arthritis, snd
Schizoaffectiva Disorder.

Review of Resident #13's Admission MDS
Assessmenlt, dated 08/04/2917, Section C;
Cognitive Patterns, revealed the resldent was
assessed to have a Brief Interview for Mantal
Stalus (BIMS) scorg of three {3) of fifteen [15),
indicating severe cognitive impairment.

Additional review of Section G: Funclional Status,
revealed the resident had no functlonal limitations
in ROM for upper or lower bilateral extremities.
Per the Assessment, the resident was ambulatory
and did not use a mobiiity device, Further, the
resident required extensive assistance of one (1)
staff with Activities of Dally Living {(ADL) such as
bed mobility, transfer, dressing, lofleting, personal
hygiene, and ealing. The resident did receive
physical and occupational therapy minutas,
starting on 07/28/2017.

Review of Resident #13' Physical Therapy
Pragress and Discharge Summary, dated

F 6888
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unsble to ransfer or ambulate without assistance.
Conlinued review revealed no documented
avidence of an assessment of the resident's
ROM of the bilateral lower extremities; hips and
knees. Further, the goal for the resident was 1o
demonsirate optimal positioning in the most
appropriste sealing system while maintaining
proper positioning up to twa {2) hours a day to
promote oplima! positioning far ADL's and
increase out of bed tme to improve functional
status.

Review of Rasident #13's OT Progress and
Discharge Surmmary, datad 01/17/2021, ravealed
the resident progressed to using an Evolution
chalr (addressed mobllity and positianing
issues)up to one (1) to two (2) hours a day out of
bed with supervision and assistance. Furlher, the
resident was discharged to LTC with the Evolution
chalr as a device to promote comfort and proper
positioning. However, there was no documented
avidance of an assessment of the resident's
ROM of the bilateral lower extremities; hips and
knees,

Observation of Resident #13, on 08/09/2021 at
4:11 PM, ravealed the resident lying In bed with a
thin throw over hisfher abdemen and lower
extramities; bilataral l[ower extremities were bent
at the knees and the residents lefl leg rastad an
the right leg.

Additional absarvation, on 08/10/2021 al 11:58
AM, revealed the resident was lying in bed
uncovered from the walst down. The resident's
bilateral lower extremities were bent at the knees.
Further, at rest, the resident's left leg was bent
greater than the right leg was bent 2t rest,
His/her left calf touched the Ieft thigh. Tha
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rasident's legs louched each other, and ihe left
leg crossed the right leg. The nurse stated the
bilateral quadriceps were tight, and there was
realstance when lrying to move the resident's
knees and when trying to move the resident's
legs apart. Further, when RN #6 attempted to
move the resident's left leg off the right leg, the
resident moaned and attempted lo grab the
nurse's hands. When the resident was at rest,
the resident's left leg rolled to the right over lhe
right leg, and the resident was not able to control
normal alignment of his/her legs.

interview with RN #6, on 08/12/2021 at 3:06 PM,
ravealed Resident #13's legs were severely
contracted, Per the interview, the resident had a
decline in December of 2020 and had not teen
ambulalory since then. Additionally, RN #5 stated
the SRNA's provided ROM to residents with
limitations in ROM. Further, RN #8 staled it was
important lo provide care to residents io meet
their neads and ensure quality care.

Continuad observation of Resident #13, on
08/42/2021 at 3:41 PM, revealed the resident
sitting up In hisfher Evolution chalr at the bedside.
The resident's right foot was resting on the floor;
however, the resident's left leg was bent al the
knee and the resident’s foot was suspendad in
the air, at rest, The restdent's left leg ben! at tha
knee was resling above the resident’s right knee.

Inlerview with State Registered Nurse Aide
{SRNA) #19 (worked at the facility for twelve {12)
years), on 08/12/2021 al 11:00 AM, revealed she
was oftan asslgned ta provide care to Resident
#13. Per the interview, the resident did have
contractures to hisfher lower extremities, but the
resident was not able to put his/her legs down
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on 08/13/2021 at 2:10 PM, revealed Resident #13
was not on the therapy caseload currently and
had not been seen in therapy for a very long lime.
Per the Inlerview, she was not aware if Residant
#13 had limitations in ROM to histher bilaterai
lower extramities; the resident was ambulatory on
admission. She staled all residents' ROM was
assessed on admlssion, but unless nursing staif
noted a decline in a resident’s functional stalus,
therapy would not reassess routinely, The
therapy depariment relied on nursing siaff to
identify and communicate declines/changes in the
functional status of residents to therapy via a
referral on the Electronic Health Record (EHRY;
then a reassessment of furictional stalus,
Including ROM, would be completed. Further,
she staled it was important to provide appropriate
services, equipment, and assistance to maintain
or imprave contractures to prevent skin integrity
issues, maintain Joint alignment, manage pain,
and to prevent/maintain further develaping of
contractures.

Interview with Licensed Practical Nurse (LPN)
#13/Minimum Dala Set (MDS) Coordinator (at he
facility for seven {7) years), on 08/13/2021 al 2:5%
PM, revealed during the Assessment Reference
Date (ARD), she would make observatians of
rasident care and complete assessments of
residents, which should be documented in a
general Progress Note. Addllionally, she staled,
if a decline was noted in a resident's functional
status, a referral should be made to the therapy
department to ensure appropriale and timely
action was iaken to ansure the needs of the
resident wera met. Further, she stated Resident
#13 had a significant change in December of
2020; was palliative care and had a decline In
funclional status. She stated the resident was na
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the left palm; decreased pain lo the left hand
during stretching; and improvement of ten (10)
degrees in ROM in the left hand [oints.
Additlonally, the resident was discharged 1o the
RNP for orthollc management. Further, OT
provided caregiver training focused on
decreasing increazed contracture to the left hand
and ensuring completion of the RNP plan, to
dacrease the resident's risk for potantial skin
breakdown and further development of the left
hand contracture.

Review of Residenl #77's CCP, initiatad on
03/18/2020, revealed the resident required
assislance and had potential to restore or
maintain function of maobllity by opening and
closing of the left hand. The goal was the
resident would nat have worsening ROM in the
upper extremity (left hand). Interventions
included encourage the resident to participate in
passive ROM, dated 05/20/2020. Additional
interventions Included hand hygiene prior to
donning the left paimar orthotic; donning of the
splint three (3) to four {4) hours; check skin prior
ta and after removing the splint six {6) days a
wask for twelve (12) weeks, dated 03/18/2020.
Further interventions included, If the resident did
not particlpate in the splint/brace program,
document the reason, dated 03/18/2020,

Howevar, there was no documented evidence the
facllity congistently implemented the Restoralive
Care regimen with interventions, services, or
trealment to maintaln current functiopal status or
lo preveni a decrease in function.

Review of Residenl #77's RNP Restorative Aide
task, dated 05/23/2021 through 08/18/2021,
ravealed no documented evidence the resident
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Reaview of Resident #77's Annual MDS
Assessment, daled 07/14/2021, Section C:
Cagnitive Palterns, revealed the resident was
assessed lo have a Brief Interviaw for Mental
Status (BIMS) score of seven (7) of fifleen (15),
indicaling severa cagnitive impalrment.
Additional review of Sectlon G: Functional Stalus,
revealed the resident had funcilonal imitations in
ROM an one (1) side, for upper and lower
bllateral extramities. Further, tha rasident
required exlensive assistance of two (2) staff with
Activitles of Dally Living {(ADL) such as bed
mobliity, transfer, and toileting; exiensive
assistance of ane (1) staff for dressing and
personal hyglene; and total assistanca of one (1)
staff for eating. The resident did receive
occupational therapy, ending on 03/09/2020 and
splint and brace assistance saven (7) days for at
least fifteen {15} minules in the lasi seven {7)
calendar days.

However, observation of Resident #77, on
08/08/2021 at 4:28 PM, ravealed the resident's
left hand was edamatous and his/her fingers were
folded down onio the palm at rest. The resident
was not wearing any davica on his/her left hand,

Additional observation of Resldent #77, on
08/10/2021 at 12:20 PM, revealed the resident's
left hand was closed in a fist. The resident was
not wearing any device on hisfher left hand.

Conlinued observation of Resldent #77, on
08/11/2021 at 9:50 AM, ravealed the resident's
left hand was closed In a fist al rest wilh his/her
fingers folded onto the paim. The resident was
not wearing any device on his/her left hand.
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rasidant wore the left hand brace for four (4)to
five {5) hours a day. Further interview revealed
whan she was oul of the facility or had other
duties, such as warking on the floor due ta short
staffing, the RNP services shouid be completed
by other aldes on tha hallway. Continued
interview revaaled SRNA #5 had been cul of the
facility on 08/10/2021 and 08/11/2021.

Observalions of Resident #77, on 08/12/2021 at
3:36 PM, with RN #4, revealed the resident was
wearing a palmar brace to hisfher left hand.
Addltionally, the nurse attempled o rernove the
palmar brace, the resident’s fingers snuggly laid
on the brace, and whan the nurse lifted the
resfdent's fingers, the resident pulled his/her hand
away, mumbled and grimaced.

Interview with RN #4, on 08/12/2021 at 3:45 PM,
revealed nursing staff was responsible to ensure
Resident #77's left hand brace was applied per
hisier RNP Plan. Per the interview, it was
important lo apply the brace per the RNP Plan la
decreasa risk for worsening contracture, pain,
and skin impairment. Additionally, nurses should
spot check the resident and ensure aldes had
applied the brace. Further, she stated she had
nat identified any Issues with the resident not
receiving his/her brace as care planned,

Inlerview with the Director of Nursing (DON), on
08/13/2021 at 2:31 PM, revealed she had worked
at the faclity as tha DON for cne (1) year. Per
the interview, the facility had a RNP, sha was the
RNP nurse, and there were twa {2) RNP aides;
however, one (1) was off on medical leave. Per
the interview, services, treatment, equipment, and
assistance to malntain or improve a resident's
mobllity was also the responsibllity of alt aides In
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stated it was important to provide services and
treatments 1o residents (o keep their highest
functioning lavel and lo ensure those residents,
without functional limitations, remained at
baselina, and those with limitations did not
decline.
F 889 Free of Accldent Hazards/Supervision/Devices f ca9 F 689
55=G CFR(s): 483.25(a){(1)(2)
§483.25(d) Accidents. 1. During the week of 9/13/21 through
The facility must ensura that - 9/17/21, Residents #13, #22, #80,
§483.25(d)(1) The resident environment remains #240 and #245 were assessed by
as frea of accident hazards as Is posslbie; and the quality improvement (Ql) nurse
§483.25(d){2)Each resident recelves adequate to detenmqe if the :—.'\ppr opriate level
supervision and assistance devices io prevent of supervision was in place and/or
accidents. any assistance devices were
present.
2. All residents have the potential to be
affected. During the week of 9/13/21
through 9/17/21, the DON, UM,
nurse supervisor and MDS nurses
completed an assessment of all
facility residents to ensure the
appropriate level of supervision
and/or needed assistive devices
This REQUIREMENT Is not met as evidenced were present. Any resident found to
by: have the incorrect level of
Based on observation, interview, and review of supervision had their care plan
the facility's palicies, it was determined the facility .
falled to ensure each resldent's environment was upd‘at?d. Any. resident m[SSIng an
{ree from accident hazards over which tha facility assistive device had the item
had control; and failed to provide supervision and provided and care plan updated.
assistive devices to each resident to prevent
avoldable accidents for five (5) of forty-four (44)
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5. Review of the Initial Fall incident Reporls
revealed Resident #245 had falls on 02/19/2021,
02/23/2021%, 03/13/2021, and 03/1%/202. Review
of the fall Investigations revealed fall intarventions
wera not updaled on tha CCP in a timely manner
with intarventions to help prevent future falls.

The findings Include;

Review of the facility’s policy titled, "Falls
Protocol,” dated 02/04/2021, revealed residents
would be assessed for fall risk on admissian,
re-admission, quarterly and with a significant
change. Continyed review revealed residents
with falls who wera not Identifled as a fall risk
would be assessed for fall risk. Additionally,
residents at risk for falls would have a care plan
inltiated related to falls with multiple Interventions.
Per the policy, falls would be investigated to
detarmine the root cause and validate that an
investipation was completled. Further, trends with
falis should be reviewed through the
Interdisciplinary Team (IDT); and findings should
be brought to the Quality Assurance Performance
{mpravemen! (QAP!) meeting.

1. Reviaw of a Personal Care Assistant (PCA)
Job Description and Tralning Form for PCA #2,
updated on 11/23/2020, revealed "for anything
beyond a one-person transfer, the PCA may only
asslsl and must be directed by a certified/licensed
staff member." The form was signed by PCA #2
and the DCON on 12/31/2020.

Review of Resident #240's medical record
revaaled the residant was re-admitted to the
facility, on 03/26/2020, with diagnoses to include
Paraplegla Unspecified, Unspacified Atrial
Fibnillatien, and Morbld (Savere) Obesity due to
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the rall, resulting In a fall. PCA #2 revealed she
notified the nurse to come help as soon as
possible,

Review of a Witness Statement from LPN #17
revaaled she was called inta Resident #240's
room on 01/27/2021, and noted resident on the
floor on his/her back between the beds. LPN #17
statement revealed Resident #240 sald " couldn't
hold an.” LPN #17 statement revealed she
completed a head to toe assessmant of resident,
and noted skin tear to right lower arm, skin tear to
tight inner knee, abrasion to left elbow, and skin
tear to 2nd toe on left foot.

Raview of a Witness Statament from SRINA #11
revealed she was doing rounds on 01/27/2021
wilh SRNA #12 and SRNA #12 yelled for her and
LPN #2 to help bacause Resident #240 was in
the floor. SRNA#11 stated PCA #2 was changing
Resident #240 when Resident #240 slipped out of
bed.

Review of a Witness Statement from SRNA #12
revazaled she was In the hallway when someone
yelled help and upon arrival at room Resident
#240 was In the floor.

interview with the Social Services Director (SSD)
on 07/27/2021 at 10:20 AM revealed PCA's were
not allowed 1o change resldents. She revealed
PCA's take a class and had a sheel that covered
everything they were allowed 1o do.

Interview with Facliity Consultant #1 on
072712021 af 1:15 PM revealed the facility had
begun utilizing PCA during the pandemic. She
went on to reveal PCA's ware allowed to asslisi
SRNA's in changing residents, but were not
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01/27/2021, she and SRNA #12 had irfarmed
PCA#2 not to do anything on her own, not to
provide any resident care without one of them
present, but that she and SRNA #12 were down
the hall, and the next thing they knew PCA #2
was yaliing that Resident #240 was In the flocr.

Interview with PCA #3, on 08/03/2021 at 3,02 PM,
revealed as a PCA she assisted the SRNA's, and
when she was done assisting the SRNA's, she
assisted the Courtesy Aides. She revealed she
sat with residents one-on-one (1:1) whan asked
to do so by nursing staff. She revealed she never
did any changing or transfarring of residenis on
her own.

Attlempts 1o reach LPN #17 during the course of
the survey were unsuccessfut.

Interview with the DON, on 08/04/2021 at 8:28
AM, revealad PCA's ¢ould not provide resident
care on thelr own. She revealed PCA's could
assist aldes. She revealed aftar Resident #240
fell out of bed, while 2 PCA was changing
him/her, all staff were reeducated on what PCA's
could and could not do.

Interview with the SDC, on 08/04/2021 at 2:58
PM, revealed PCA #2 should not have been trying
to change Resident #240, as PCA's were not
allowed {o provide resident care without a
licensed staff member presant, and PCA #2 had
received training and knew that. She revealed
Resident #240 was a one (1) person assist, as
hefshe could help turn and repesition.

Inlerview with RN #7, the MDS Coordinator, on
08/04/2021 al 3:28 PM, revealed prior to
01/27/2021, Resident #240's cara plan might not
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one (1) staff with parsonal hygiene; and total
assislance of twa {2) staff for toilet use. Per the
Assessment, the resident did not ambulate, had
impaired balance during transitions betwaen
surfaces, and could only stabilize with staff
assistance. Further reviaw revealed the resident
had not fallen since the prior Assessment.

Review of Resident #13's CCP, revised on
10/02/2020, revealed (he resident had a history of
falls with injury and had multiple risk faclors, such
as impalred cognillon and an actual fall on
10/02/2020. The goal was the resident would be
free of serlous injury from falls, Further review
revealed interventions which included encourage
the resident to wear glasses (07/14/2020);
attempt lo dislract the resident with candy and/or
snack {10/02/2020); have commonly usad articles
within easy reach (07/14/2020); keep call light
wilhin reach and answer timely {07/14/2020);
winged mattress (07/258/2021); and high low bed
{08/11/2021).

Review of Resident #13's Fall Risk Evaluation,
dated 05/10/2021, revesled the facility assessad
the resident to have a score of ten (10). Per the
Evaluation, a total score of ten (10} or higher
indicated the resident was at risk for falls and
follow up was requived.

A) Raview of Resldent #13's Fall Incident Report
Form, dated 07/22/2021, signed by Licensed
Practical Nurse (LPN) #9, revealed on

07/22/2021 at 5:22 PM, the resldent had a fall
occurrence in histher room, falling from the bed lo
the floor. The resident was sltting an the floor
between the two {2) beds. Per the repod, the
resident had no injuries or pain. Continued
review revealad the resident was unable lo give &
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Farm, dated 07/23/2021, signed by LPN #18,
revealed, on 07/23/2021 at 5:15 AM, the resident
had & fall occurrence in his/her raom, falling from
the bed to the floor. The resident was sitling on
the floor between the two (2) beds with tha bed
blanket and sheet. Per tha raport, the resident
was soiled with a bowel movement and his/her
buttocks wera red; howaver, incontinence care
had been pravided at 3:00 AM. Conlinued raview
revealed the resident was unable to give a
description of the evenl, and the resident had no
injury, Continued review revezled lhere was na
further Immediate action taken.

Reaview of Resident #13's Fall Risk Evaluation,
dated 07/23/2021, revealed the facility assessed
the resident to have a score of fifteen (15),
indicating the resident was at risk for falls and
follow up was required.

The State Survey Agency (SSA} Surveyor, on
08/15/2021 af 3:25 PM, attempted to contact LLPN
#16 related to the Fall Incident on 07/23/2021.
LPN #18 was not avallable, and a message was
left to return tha call,

Review of Resident #13's Fall Investigation
Summary, dated 07/27/2021 {four (4) days after
the fall event), signed by the Quality Indicalor
Nurse, revealed on 07/23/2021, the resident was
noted sitting hisfher buttocks wrapped in the bed
blanket and sheet on the floor. Additionally, the
aclions taken during the investigation included a
head lo toe assessment for injuries, which
revealed no injury. Per the Summary, staff
provided the resident perineal care and he/she
was assisted by two (2) staff back to bad; a
winged matiress was placed on the bed to
prevent further falls from the bed, Further, the
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the fall evant), signed by the Quality Indicator
Nurse, revealed, on 07/24/2021, the resident was
noted skting on the fioor on hisfher buttacks with
hismer back resting ageinst the dresser,
Additionally, the actions taken during the
investigalion included a head 1o toe assessment
for Injurlas, which revealed no injury. Per the
Summary, dycem was placed in the chalr, and
the resident was assisled by two (2) staff back to
the Evolution chair. Further, the root cause was
related to safely awareness secondary to
Dementia, Continued review revealed the
resident believed he/she could still ambulate
Independently but was unsteady, weak, and
unable to da so. The resident attampted to get
out of the Evolution chair and go to the bathroom

alone, which consequently caused the fall out of
tha chair.

However, there was no decumentad evidence the
CCP was revised to include dycem to the chalr
after the fall occurrenca, on 07/24/2021 at 5:40
PM.

Interview with LPN #3, on 08/15/2021 at 3:15 PM,
revealed, after a fall avent, it was the nurse's
raspansibility to implement an intervention
Immediately to dacrease the risk of another fall of
the same nature, Additionally, the CCP should be
revised lo Include tha immediate intarvention to
ensura continulty of care, Further, Resident #13
should have had dycem consisiently placed on
hisfher Evolution chair seat after the 07/24/2021
fall event. Per the Interview, she forgot to revise
the CCP to include dycam after the falt.

Observations of Resldent #13, on 08/09/2021 at
4:11 PM; 08/10/2021 at 8:35 AM; and 08/12/2021
at 3:08 PM, revealed there was no dycem in the
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provided a safe environment to keep the residant
safe and lo meet their needs, Further, she stated
she was not aware the resident required dycem
to the chair seat lo prevent him/her from siiding
out of the chair.

3. Revlew of Resident #22's medical record
revealed the facllity admitted the resident, on
0411712018, with dlagnoses that included
Dementia, Anxisty Disorder, Atrial Fibrillation,
Slck Sinus Syndrome, Pseudobulbar Affact,
Overactive Bladder, and Hyperiension.

Review of Resident #22's Monthly March 2021
Physician's Orders, revealed no documentad
evidence of fall intervention davicas.

Review of the Significant Change MDS
Assessment, dated 02/22/2021, rovealed the
facility assessed Resident #22 as having short
and long term memory problems and severely
impaired cognitiva skiils for daily decision making.
Continued raview of the Assessment revealed the
resident required extensive assistance of twa (2)
staff with bed mobility and transfers; extensive
assistance of one (1) staff with ealing; and total
assistance of two (2) staff for personal hyglena,
dressing and lollet use. Per the Assessmant, the
resident did not ambulate, Further review
revealed the resident had two (2) non-injury falls
and ane (1) fall with injury since the prior
Assessmant,

Review of Resident #22's CCP, revised on
03/17/2021, revealed the resident had a history of
falls and actual falls (03/04/2021) and had
mulliple risk factors such as Dementia, allered
perceptlon of awaraness/surroundings, and
cardlovascular medications. The resident had a
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Risk Evaluation on 03/04/2021, However, review
of the facllity’s policy, "Fall Protocal” revealed
rasidents with falls, who wers not identifled as a
fall risk would be assessed for fall risk.

Addllions! review of Resident #22's Fait Risk
Evaluation, dated 05/24/2021, eighty-two (82)
days alter the fall on 03/04/2021, revealed the
{actlity assessed the resident to have a score of
eleven {11), indicating the resident was at risk for
falls and follow up was required.

Continued inlerview with LPN #3, on 08/15/2021
at 3:15 PM, revesled after a fall event, it was the
nursa's responsibility to evaluate the fall risk of
residents who were not praviously at risk for falis.
Further, Resldent #22 should have had a Fall
Risk Evaluation completed after his/her fall, an
03/04/2021, LPN #3 stated Resident #2's CCP
should have been revised to include the use of
dycem or the wheelchair seal, Per the interview,
she did not recall why she falled to complate the
evalualion or ravise the CCP to include dycem
after the fall.

Review of Residant #22's Fall Invastigation
Summary, dated 03/16/2021 (twelve (12) days
after the fall event), signed by the Q) Nurse,
revealed, on 03/04/2021, the resident was noted
sitting on the floor on his/her butlacks at the end
aof the bed; the resident's wheelichair was behind
him/her, Additionally, the actions taken during the
investigation included a head to toe assassment
for injuries. Per the Summary, the resident was
assisiad back Into the wheelchair by two (2) staff,
and dycem wes added to the wheelchalir.

Furiher, the root cause was related to safety
awareness sacondary to Dementia. Continued
review revealed the resident had generalized

F 6889
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Review of Resident #80's CCP, revised on
06/24/2021 revealed the resident had a histary of
falls and had multiple risk factors such as
Depression, medication {antidepressant,
cardlovascular, and a diuretic), and an actual fall,
The goal was the rasident would be free of
serfous injury from falls. Further review revealed
interventions which Included anti roll back on the
wheelchalr, wheelchalr prapsriy fil for residerit
(02/02/2021Y; encourage resident to waar
non-skid footwear (06/08/2021); commonly used
articles within easy reach (08/26/2020); and give
the resident a glass of ice chips between meals
and at bed time {07/15/2021).

Review of Resident #80's Fall Risk Evaluation,
dated 08/08/2021, revealed Lha facility assessed
the resident lo have a score of fourleen (14). Per
tha Evaluatian, a total score of tan (10) or higher
indicated the restdent was at risk for falls and
follow up was required,

Revlew of Resldent #80's Fall incident Report
Form, dated 06/20/2021, signed by the QI Nurse,
ravealed, on 06/29/2021 at 2:00 PM, the resident
had a fall occurrence in histher raom. The
resident was lying on his/her right side in the floor
with regular socks on. Per the report, tha
rasident suffered skin tears to bilateral elbows
and hiafher right knee. Conlinued review
revealed the resident stated he/she was irying to
get some walar, lost his/her balance, spifled the
waler, took a stap and fell. Further, the
immadiata action taken was the resident was
provided first aid and assisted by two (2} staff into
a wheelchair,

Review of Resldent #80's Fall Risk Evaluation,
datad 07/01/2021, two (2) days afier the fall on

F &89
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important to ensure the Fall Prolocol policy and
facility practices were maintained to ensure
residents were provided safa care and to raduce
thelr risk for injury.

Interviaw with the DON, on 08/31/2021 at 2:31
PM, revealed Resident #13's CCP should have
been revised mora timely with interventions for
the 07/22/2021, 07/23/2021, and 07/24/2021 fall
events, and the Falfl Investigation Summary(ies)
for those falls shouid have been more timely.
The DON stated Resident #22's Fall Risk
Evaluation and CCP revisions should have been
more limsly for the 03/04/2021 fall event. The
DON stated Resident #80's Fall Investigation
Summary and CCP revision shiould have been
more timely for the 0:8/26/2021 fall event,

5. Revlew of Resident #245's medical recard
revaaled the facility admitted the resident, on
011182021, with diagnoses including Parkinson's
Diseass, Major Depression, Dementia, and
Dlabetes Mellitus Type 2. Review of the Quarterly
Minimum Data Set {(MDS) Assessment, dated
02/26/2021, revealed the facility assessed the
resident as having a Brief Interview for Mental
Status (BIMS) of four (4} out of fiflean
{15),Indicaling severa cognitive impairment.
Conlinued reviaw revealed in Section G the
resident was a ona (1) parson assis! for bed
mobliity and self-transfars. Thae resident used
mobility devices, a walker and whealchair. Further
review of seclion G revealed the resident was not
steady for moving from seated to standing
positien, walking, turning around and
surface-to-surface transfars between bed and
wheelchair; however, the resident was able to
slabilize without staif. Review of section J
revealed he resident had not exprassed pain
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Review of Resident #245's Fall invesligation, on
02/23/2021, revealed the intervention to place a
5ign to remind the residents It was a shared
bathraom. The Inlervention was not updated on
the care plan, until 03/11/2021, after lhe report
was completed.

Review of Resident #245's Fall Investigation, on
03/13/2021, revesled the intervention to make
sure no plllows were in the wheelchalr seat and
that dycem was in place was not updated on the
care plan, untl 03/25/2021, after the report was
completed.

Review of Resident #245's Fall investigation, on
03/19/2021, revealed an intarvantion to obtain
arders from the physician for blood work to
determine if there was an underlying cause of the
falls, after the report was compleled on
03/24/2021. However, revlew of the Physician’s
orders revegled there was no blood work ordered.

Review of the Resident #245's Fall investigation,
cated 03/24/2021, revealed the resident had
fallen and notifled staff that he/she had gotten
himself’herself back up. Continued raview of the
fall investigation showed the resident was
assessed, but il was nol until he/she complained
of leg pain that an x-ray was obialned, and he/she
was sant to lhe Emergency Depariment {(ED) for
evaluation,

Review of Resident #245's ED medical record,
dated 03/26/2021, revealed Resident #245 was
nat a good historian and could not state if he/she
had a falt. The facllity reporied there might have
been a fall the day before. Conlinued raview of
the ED nole revealed Resident #245 was
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Maeting, participanis {DON, Unit Managers, Ql
Nurse, Activities, Therapy, Minimum Data Set
{(MDS) Nurse} reviewed Fall incident reports and
ensured the documentation was thorough and
that the CCP was revised to include the most
appropriate intervention, Furiher, after each fall
event, she slated the CCP should be revised to
include an infervention to assist the resident with
reducing tha risk of further falls and injury. Tha
Qi Nurse stated she then was responsible to type
up the Fall Investigation Summary with tha
Interdisciplinary Team {IDT) discussion. She
stated the facility's practice was for the Fail
Invesligation Summary ta be completed wilhin
threa (3) days of the fall event, to ensure a limely
investigation and actions. The QI Nurse stated
when she waz out of the facility she did not have
a backup staff member who was responsible for
her job duties and that was the reason the fall
fallow-up was not completad timely.

Interview with the LPN #13/MDS Coordinator and
RN #7/MDS Coordinator, on 08/13/2021 at 2:51
PM, ravesled Monday through Friday they met
with the dally Clinical Morning Meeting and
raviewed fall events. Additionally, she stated,
during the meeting, the 10T would ensure tha
CCP was accurate lo meel the resident's needs
based on the fall documentation and mesting
discussions. Further interview revealed thera
should be new Interventions developed with each
fall event. Howsver, she stated she had not
identified there was a failure to ensure falls ware
care planned with appropriate interventions
timely. However, she stated all nurses were
responsible lo ravise the CCP as nacessary.

Interview with the DON, on 08/31/2021 at 2:31
PM, revealed after a rasident fall event, the
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documentation and ensure thera were
appropriate interventions implemented limely to
reduce the risk for falls, that Fall Risk Evaluations
were completely imely, and that the CCP was
updated timely, Further Interview revealed the
audit process of review in Morning Clinical
Meetings should have identifiad the
noncompliance,
F 755 Pharmacy Srvce/Procedures/Prarmacist/Records F 755 F 755
5S=K CFR(s): 483.45(a)(b)(1)-(3)
§483.45 Pharmacy Services 1. Orf 0719121, staff nurses pgr'fonned
The facility must provide routine and emergancy pain assessments on all facility
drugs and blologicals to its residents, or obtain residents including Residents #1, #8,
tham under an agreement described in #9, #17, #32, #34, #47, #48, #56, #60,
§483.70(g). The facility may permit unlicensed ! ' y : y '
personnel to administer drugs if State law #63, #69, #71, #79, #82 and #84. No
permits, but only under the general supervision of concerns were identified.
8 licensed nurse. 2. Any resident receiving a controlled
substance medication had the potential
§483.45(a) Proceduras. A facility must provide
pharmaceutical services (including procedures to be affected.. On 07119721, staff nurses
that assure the accurate acqulring, recelving, performed pain assessments on all
dispensing, and adminislering of all d{‘UQS and facility residents. No concerns were
bivlogicals) to mee! the needs of each resident. identified.
§4B3.45(b) Service Consultation. The facility 3. On07/19/21, the staff development
must employ or obtain the services of a licensed coordinator (SDC) initiated education for
pharmacist who- all licensed nurses and Kentucky
§483.45(b){(1) Pravides consultation on all Medication AIC.IES (KMA) on narcotlg
aspecls of the provision of pharmacy services in counts, narcotic count sheets, packing
the facility. slips and logging narcotics into the
narcotic books, On 07/12/21, the
§483.45(b)(2) Establishes a system of records of . . '
receipt and disposilion of all controlied drugs in Dlrectqr of Nursing (DON) expanded the
sufficlent detall to enable an accurate education to include documentation of
reconciliation; and as needed {PRN) medications, labeling
FORM CMS-2567{02-09) Pravious Veraions Obsalsta Evanl D 432v11 Facility ID: 10049 I continugtion sheet Page 287 of 408



OEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/11/2021

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391_
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUFPLIERICLIA {X2) MULTIPLE CONSTRUCTICN (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
185028 B.WING 09/02/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE. ZiP CODE R
2323 CONCRETE ROAD
OHNSON MATHER
JOHN: S NURSING HOME CARLISLE, KY 40311
{%4) IO SUMMARY STATEMENT OF DEFICIENCIES 7] PROVIDER'S PLAN OF CORRECTION {xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS3-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
F 755 Continued From page 288 F 755 signatures were present on the packing

2. On 07/09/2021, a pharmacy audit determined
a skid of thirty (30 lablets of Percocat
{Scheduled |l narcotic pain reliever} was missing
for Resldent #17. Licensed Practical Nurse
{LPN) #2 signed the pharmacy packing slip
without another licensed staff to witness, for the
three (3) skids of thirty (30) tablets of Percocet
each, on 06/28/2021, However, LPN #1 slated
she only recelved two (2) skids of thirty (30)
lablets of Parcocel aach.

3. On 07/18/2021, LPN #1 was found by Police
to have in her possession controlled medications
that included Oxycodone {Scheduled Il narcotic),
Tramadol (opiate narcotic analgesic),
Hydrocodone (Scheduled Il narcotic), and
Gabapentin {Scheduled 11} anticonvulsant).
Additionally, LPN #1 was found {0 have
Primidone (non-controfled anticonvulsive) on her
person, which she admitted she used to replace
Resident #32's and Resldent #84's controlled
narcotic medications, which she had
misappropriated.

Ten {10) additional residents had a lotal of
fourteen (14} controlled medications missing and
not signed out property, on 07/18/2021, some of
which were the same type of medications found
on LPN #1 by the Police: Resident #71, #8, #56,
#1, 479, #47, #34, #60, #48, and #65,

Additionally, staff did not adhere to proper
disposal of controlled medications. Only one (1)
licensed staff was documented to witness
disposal, which alsc led to opportunities for
misapprapriation of controlied medications.

4. On 07/20/2021, the Director of Nursing (DON)

slip when controlled substances were
received. These audits will be
completed 3 times per week for 4
weeks,

On 07/20/21, the DON, SDC, MDS
nurses, Social Services Director (SSD)
and Activities Director (AD) or support
RN nurse began interviewing three (3)
random residents with a BIMs of nine (9)
or higher, weekly, to ensure they have
no concerns with when or how their
controlled substances are administered.
On 07/21/21, the DON, UM, SDC, QI
nurse, Weekend Supervisor, MDS
nurses, Corporate RN or support RN,
will audit storage and documentation of
narcotics to ensure narcotics are stored
appropriately and documentation is
correct. These audits will occur five (5)
times per week. Any concerns
identified with any of these audits will be
brought to the Administrator and/or DON
for review at the morning
Interdisciplinary Team (IDT) meeting.
The IDT will review all audits on Friday
and forward infarmation obtained lo the
Quality Improvement Performance
Improvement (QAPI) committee for
review at their monthly meeting. All
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signature of the administering nurse, and an entry
if the medication was destroyed, with the
completed record forwarded to the DON. The
policy stated records should be reconciled each
shift by two (2) staff members authorized to
administer medications, wilth staff signing thair
names on the Shift Change Controlled Substance
Count Check Form, with any discrepancies
reported to the respaonsible supervisor and any
non-justifisd discrepancies reporied to the DON.
The policy staled any discrepancies reporied to
the responsible supervisor should be invastigated
to detarmine the cause, with any explanation
reported to the DON, by filing a Medicalion Error
Report. 1f a reason for the discrepancy could not
be found, this must also be reporied on the
Medication Error Report. Per the policy, should
the discrepancy involve mare than one (1) dose
of a controlled substance, the DON shall natify
the Consultant Pharmacist immediately, who In
turn shall notify the Kentucky Drug Conirol Unit
and other Stats or Federal agencies if desmed
necessary. Furthermaore, the policy stated
disposal of controlled substances should always
be perfarmad by a licensed nurse, witnessed by a
second licensed nurse, and should be disposed
of in a pharmaceutical wasle device, suchas a
Drug Buster. The declining inventory sheet must
indicate the date, time, and quantity of madication
destroyed, and the method of destruction, signed
by the nurse destroying and the nurse witnessing.

1. A) Review of Resident #9's medical racord
revealed tha resident was readmitted by the
facility, on 05/03/2021, with diagnoses to include
Paraplegia Unspecified, Nicotina Dependence
Unspecified Uncompllcatled, Other Specified
Anxiety Disorders, and Other Chronic Pain. The
facility assessed Resident #9, in an Admission

OMB NQ. 5238-0301
STATEMENT OF DEFICIEENGIES (%1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATICN NUMBER: A BUILDING COMPLETED
Cc
185028 B. WING 09/02/2021
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, ZIP CODE
2321 CONCRETE ROAD
JOHNSGN MATHE URSING HO
Ll Al L, CARLISLE, KY 40311
(X4)iD SUMMARY STATEMENT OF OEFICIENGIES D PROVIDER'S PLAN OF CORRECTION x5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS.REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 755 Conlinued From page 290 F 755

FORM CMS-2557{02-29) Pravious Versions Obsolets Event ID; 432Y1)

Facility ID: 100349 i continuation shest Page 291 of 408



4 1/20
DEPARTMENT OF HEALTH AND HUMAN SERVICES IS
CENTERS FOR MEDIGARE & MEDICAID SERVIGES OMB NO 391

STATEMENT OF DEFICIENCIES (Xt} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED

C
08/02/2021 _|

185020 B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2323 CONCRETE RQAD
JOHNSON MATHERS NURSING HOME CARLISLE, KY 40311

{X4}1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION {15

PREFIX {EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY CA LSGC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

OEFICIENGY)

F 755 Continued From page 292 F 755

sign for a second dose, and there was no
indication on the back of the MAR these doses
waere given, for what purpose, or whether or not
the doses were effective. Continued review
revealed Rasident #9 would normally receive a
dose of Percocet 7.5/325 mg between 8:00 AM
and 9:00 AM each morning.

Interview with LPN #12, on 08/13/2021 at 8:21
AM, revealed Resident #9 took hisfher
medication, would ask for it, knew what it looked
like, and knaw what pills he/she took. She
revealed several staff members , including RN #1
and LPN #2, told her they had reported Resident
#9 not receiving his/har medications in June 2021
to the Administrator, although she was not aware
of the Administrator daing anything with that
information.

Interview with LPN #5, on 08/03/2021 st 4:20 PM,
revealed, on 07/06/2021, Resident #9 had
indicated 1o her that he/she was not receiving
his/her medications. She stated Resident #9
wanted his/her pain pilt and Klonopin, but she
was unable to give It because they had been
given en the previous shift, She revealed she
alerted the DON, at that time, via text message of
Resident #9's allegation. LPN #9 stated Resident
#3 was nol in any pain that morning, but his/her
routine was lo receive his/her PRN paln
medication in the morning,

Review of the Facillly Concem/Grievance Form,
cated 07/08/2021, Inltiated by Resident #9,
revaaled the resldent complainad about nat
getting pain pills on the night shift from one (1) or
two (2) weeks ago, not sure of the date, and did
nol want LPN #1 taking care of him/her. The
previous Administrator was listed as the
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he/she was not given his/her prescribed
medications by LPN #1. Resldant #89 gtated
helshe knew what medications he/she took, and
one (1) time he/she was glven a cup of plils which
did not inciude histher PRN pain medication or
hisfher Xanax. Reslident #69 stated he/she
Informed LPN #1, who acted like she had
forgotien them on the carl, and retrieved them for
himfher.

Review of Resident #69's MAR for 06/2021,
revealed the residenl was administered Tramadol
50 mg a total of four (4} times during that month,
twice by LPN #1. This was not documentad on
the back of the MAR, but was documented on the
Controlled Substance Count Record, initiated on
08/08/2021. Review of Resident #69's Controlled
Substance Count Record, Initiated 05/08/2021 for
Tramado! 50 mg twice a day PRN, ravealed the
resldent was frequently administered Tramadal at
8:00 FM, as signed by LPN #1 and LPN #2,

Inlerview with RN #2, on 08/03/2021 at 3:33 PM,
revealed she remembered filling out a grievance
form regarding Residant #89 where the resident
had reported not getling his/her medications
when LPN #1 was working and stated It had
happened more than once. She stated as she
was turning in the grievance form, other staff was
telling her, f Resldent #89 had received the
documanted medications, he/she would have
been "snowed in" which she defined as very tirad
inthe morning and kind of loopy, which Resident
#89 had not been. RN #2 stated when Resldent
#68 had not had hisfher pain medications, he/she
was clear minded and very alerl. She stated
Resident #60 knew il he/she had received his/her
medicalions,
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