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F 000 | INITIAL COMMENTS Fopo| TS Plan of Correction is prep "
-submitted as required by law. By submitting
v/ | Corection date: __12/22/2023 ‘this Plan of Correction, Corydon Specialty
Care does not admit that the deficiency
The following deficiencies resulted from the -listed on this form exist, nor does the facility
facility's annual recertification survey and : T
W investigation of complaints #114568-C, - admit to any statements, flnd?ngs, facts, or
#111008-C, #112668-C, and facility reported conclusions that form the basis for the
;”Cidem #113418-l conducted December 18, alleged deficiency. The facility reserves the
023 to Decel 1, 2023, . .
SCRItAr e right to challenge in legal and/or regulatory
See Code of Federal Regulations (42CFR) Part | oradministrative proceedings the
483, Subpart B-C. deficiency, statements, facts, and
F 637 | Comprehensive Assessment After Signifcant Chg F 837 : £f i
orm the basis for the
§5=D | CER(s): 483.20(b)2)(i1 conglysignsitha
deficiency.
§483.20(b)(2)(i)) Within 14 days after the facility
determings, or should have determined, that
there has been a significant change in the . ’
resident's physical or mental condition. (For F637 Comprehensive Assessment after
purpose of this section, a "significant change" Significant Change.
means a major decline or improvement in the
resident's status that will not normally resolve Residents at Corydon Specialiy Care will be
itself without further intervention by staff or by ; o )
implementing standard disease-related clinical reassessed with an-y Significant cha.ng.e tha
interventions, that has an impact on more than occurs and MDS will be updated within the
cne area of the resident's health status, and 14 days required.
requires interdisciplinary review or revision of the
care plan, or beth.) . o
This REQUIREMENT is not met as evidenced Resident #33 Significant change MDS was
by - updated when it was found during survey.
Based.on:record review, staff interviews, and X
’ s ' ' ECtE‘d-
Resident Assessment Instrument (RAI) Manual 0 GEDE FESIelCOISIWEREaT
the facility failed to complete the Minimum Data . .
; tential to be
Set (MDS) within 14 days of starting Hospice Current residents have the pote
services for 1 of 1 resident's reviewed for Hospice affected but were not.
services (Resident #33) . The facility reported a . .
census of 51 Residents. Staff education provided on Comprehensive
- assessment and significant change.

LABQR

ATORY DIRECLQ)R PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE PRSI
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Any de%.j_ew statement ending with an asterisk {*) dencies a deficiency which the instituticn may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the pafients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not & plan of comection is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program paricipation.
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F 637 | Continued From page 1 F 637| DON/Designee will continue to monitor !
Findings include: monthly for any changes needed.
Record review of a document titled Election Of DON/Designee will conduct three MDS
Madicaid Hospice Benefit dated 10/2/2023, audits x4 weeks. Random audits their after.
informed Resident #33 elected Hospice Benefits
oA S: Concerns identified will be reported and
i ili ommittee :
Record review of Resident #33 Progress Review addressed in the fa:cﬂl‘t\/ _O‘AP! con |
dated 10/2/23 at 1:49 PM documented he was meetings for additional interventions as :

admitted to Hospice Services with primary indicated.
diagnosis of Alzheimer's disease.

Record review of Resident #33 MDS dated
10/12/23 documented an assessment completion
date of 10/23/23.

Buring an interview with the MDS Coordinator on
12/21/23 at 12:15 PM revezled she would expect
a significant change MDS to be completed within
14 days from the date identified.

Review of the RAl Manual dated 10/1/23 instructs
facilities to complete a Significant Ghange
Assessment MDS within 14 days after
determining criteria is met.

F 641 | Accuracy of Assessments F 841! Fadal Accuracy of assessments
88=D | GFR(s): 483.20()

Residents at Corydon Specialty Care will

§483.20(g) Accuracy of Assessments. provide Accurate Preadmission Screening

The assessment must accurately reflect the

\
I
|
i
i
|
;
i
‘

R — and Resident Review (PASSR) on every |
This REQUIREMENT is not met as evidenced current resident, |
by ‘ |
Based on record review and staff interviews the ~Resident #46 (PASSR) on MDS was

facility failed to code Preadmission Screening and
Resident Review (PASRR) on 1 of 1 residents
{Resident #4868} comprahensive Minimum Data
Set (MDS). The facility reported a census of 51

. corrected.
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$S=D | CFR(s): 483.25(c)(1)-(3)

§483.25(c) Mobility,

§483.25(c){1) The facility must ensure that a
resident who enters the facility without limited
range of rnotion does not experience reduction in
range of motion unless the resident's clinical
condition demonsirates that a reduction in range
of motion is unavoidable; and

§483.25(c)(2) A resident with limited range of
motien receives appropriate treatment and
services to increase range of motion and/or to
prevent further decrease in range of motion.

§483.25(c)(3) A resident with limited mobility
receives appropriate services, equipment, and
assistance to maintain or improve mokility with
the maximum practicable independence unless 2
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. ? i ial to be
F 641 | Continuad From page 2 ok Current residents have the potent
residents. | affected.
Findings include: _' Staff education completed on Accuracy of
. assessments.
Record review of Resident #46 PASRR dated '
4/20/2023 documented she was a PASRR Level * DON/Designee will monitor MDS accuracy
I - audits to ensure completed correctly.
The MDS dated 7/23/2023 for Resident #46 DON/Designee will complete 3 audits per
dacumented she was not a PASRR Level II. : .
- week x4 weeks on current resident MDS for
Record review of Resident #48 Care Plan on accuracy. Random audits their after.
12/21/23 documented she was a PASRR Level 11
Concerns identified will be reported and
During an interview on 12/21/23 at 12:17 PM the : ar ;
addressed in the facilit Pl committee
‘MDS Cocrdinator revealed Resident #46 MDS . . y.O.A R
was coded wrong due to a keystroke error and Meetings for additional interventions as
she was a PASRR Level |l indicated.
F 688 | Increase/Prevent Decrease in ROM/Mobility F 688

- their range of motion unless there is a

| needing Restorative Services and this was

building.

FORM CMS-2567{02-99) Previous Versions Obsolate

Event [D: 88WE11

Fagility ID: 1A0838

- F688 Increase/Prevent Decrease in
ROM/Mobility

Corydon Specialty Care will ensure residents
who enter facility without limited range of
motion does not experience reduction in
clinical condition contraindicates.

Resident’s #11, 46, 28 were identified as

initiated while surveyors were in the

Current residents have the potential to be
affected.
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reduction in mobility is demonstrably unavoidabls.
This REQUIREMENT is not met as avidenced
by: .
Based on record review, staff and resident
Interviews, and policy review the faclity failed o
provide 3 of 4 residents with their individualized
Restorative Program as instructed by their Care
Plang (Residents #11, #46, and #28). Facility
reported census of 51 residents.

Findings include:;

1. The Minimum Data Set (MDS) dated 9/26/2023
for Resident #11 documented a Brief Interview for
Mental Status (BIMS) of 15 indicating no cognitive
decline. The MDS revealed Resident #11 required
extensive assistance of two or people with bed
mobility, fransfers, dressing, and toilet use. The
MDS also documented diagnoses of Multiple
Sclerosis (MS), reduced mobility, and muscle
weakness.

Record review of Resident #11, Care Pian on
12/21/23 lacked documentation of a restorative
program for their right hand. Record review of
three (3} untitled and undated documents
12121123 of Resident #11 does not receive routine
restorative services.

During and interview on 12/21/23 at 11:08 AM
with Resident #11 revealed he does not receive
routine restorative services, would like to three (3)
times a week. Resident #11 stated he recaived
restorative therapy three (3) times in the past
month. He also informed he believed he was not
receiving restorative therapy due to staffing
issues

2. Resident #28's Minimum Data Set (MDS)
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. .. || Staff education idf
F 688 | Continued From page 3 Feas| tion completed on providing

restorative nursing services.

DON/Designee will monitor residents
restorative plans.

'DON/Designee will conduct audits weekly x
4 weeks. Random audits to be completed
their after.

Concerns identified will be reported and
|addressed in the facility QAPI committee
meetings for additional interventions as

! indicated.
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assessment dated 11/20/23 identified a Brief
Interview for Mental Status (BIMS) score of 15,
indicating intact cognition. The MDS identified
Resident #28 required total staff assistance with
bed mobility, toilet transfers, shower transfers, sit
to stand, sit to lying, and roli left to right. The MDS
indicated Resident #28 required a wheslchair for
mobility. The MDS indicated Resident #28 had
frequent pain in the tast 5 days. Resident #28's
MDS reflected active diagnoses of hypertension,
renal insufficiency, renal failure, or end-stage
renal disease (ESRD), and depression.

In an interview on 12/21/23 at 09:30 AM,
Resident #28 stated she was not participating in
Restorative Therapy. She further stated she
would like to participate if it was offered to her by
the facility.

Electronic Health Record (EHR) review of
Resident #28's Care Plan indicated Restorative
Therapy for when the resident is up in a
wheelchair, in a recliner, and Active Range of
Motion 2-6 times per week.

in an interview with Staff B, Social Services
Coordinator, on 12/21/23 at 09:46 AM revealed
Resident #28 currently was not in Restorative
Therapy. In a subsequent interview with Staff B,
Social Services Coordinator, on 12/21/23 at 10:30
AM stated she spoke with Resident #28 and
confirmed a request for Restorative Therapy.

Review of the EHR Progress Notes dated
11/7/2023 at 04:05 PM by Social Services
revealed a plan for Resident #28 to participate in
Restorative Therapy.
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3. The MDS dated 10/19/23 for Resident #46
documented she used a wheelchair and a walker
as mobility devices and needed partial to
moderate assistance with toilet use, dressing,
transfers, and in the past three (3} days did not
walk over 10 feet due to a medicat condition or
safety concerns.

During an interview on 12/18/23 2:37 PM
Resident # 46 revealed she was not geting her
restorative program, she informed she wanted to
get it but they don't have enough staff here to get
it done.

Record review of Resident #46 current Care Plan
on 12/21/23 instructed she was to have a walking
program daily and staff were o walk her with
assist of one {1} with a walker and gait belt and to
follow with the wheelchair as of 8/31/23 by the
facilities MDS Coordinator.

During an interview on 12/24/23 at 12:18 PM the
MDS Coordinator revealed Resident #46 should
be getting her restorative program and they are
working on it.

On 12/21/23 at 9:40 the Director of Nursing
(DON) stafed the MDS Coordinator is the
restorative nurse. She stated they do not have a
designated Restorative Aide. She said the
Certified Nurse Aides (CNAs) do restorative as
part of the daily routine. She stated her
expectation is for the CNAs to document the
amount of minutes of restorative that are done
daily. She said for example, upper body range of
motion should be done while assisting the
resident to get dressed.

On 12/21/23 at 9:53 am, Staff A, CNA stated she
began employment in August of this year. She
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stated she knows the residents are supposed to
get their Range of Motion and walking and gat
their exercising in for their restorative plans. She
stated she was not aware she was supposed to
be charting this and does not know how to chart
restorative minutes.

On 12/21/23 at 11:54 am, the MDS Coordinator
stated the facility does not have a Restorative
Aide. She stated the CNAs are to be
documenting daily the activity or action minutes
the resident participates in for their restorative
program. She also stated she is supposed to be
charting restorative notes monthly in the Progress
Notes. She stated the most common restorative
programs are range of motion and walking to dine
which any of the aides can do and the Omni
Cycle which the aides that are trained in
restorative should perform.

The policy Restorative Nursing Services, revision
date July 2017, lacked instruction to staff on how
to implement, provide, and document restorative
programs.
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