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The farility must record and penodcally update
the aadress and phone number of the iesident's
leqal reprasentative or interested famity mamber,

This REQUIREMENT is not mel as evidened
ty

Based on inferview, record review and raview o
the fachity's poficy, it was determined the facifily
faded to ensure the Physiaisn was notifisd when
there was a change in status for one {1} of three
(3} sampled residents. Resident #1 complaingd
to the nurse of ey eves and the inabiiity to sleep
atmight. Tha nurse sert a notfication o the
Physician, who failed o respond. The faility
imled 1o fallow up on The rotification for six {6}
fale i

The findings hcluce:

Review of the faclity's pabey lited "Notificatons”,
effective BURRA S, reveated staf was o o
ihe Aftending Physician whan lreatment peeded
to be allered

Review of the clinical record revedled the facility
admitted Resident #1 on 0318/13 wath disgneses
which inrfuded Dementia, Anxiety, Deprassion
and Allsrgie Rhinitis,

interviow, on BBM913 at 10:00 &AM, with Resident «

#1 ravealed Resident #1 hao requested e nurse
ebtar an order for eye drops "over a week age”.
The resident stated hefshe was already taking a
s ol bt neaded stmething else to MENAge
the symploms, Condinued inferview revegied (he
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e monthly Peefivinance bmarcvemen
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ks and as needed rheseatter, Further
mventionstorective  auiong wiil  he
wnplensented is necessary,
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F 157 Continued From page 2
the nurse okl the resident she would call the
doctor about some new orders. The resident
further stated the doctor never called back.

Cat 353 P, revealed Licensed Practical Nurse
(LPN) #1 sent a fax o tha Fhysician for "eve gtis
{drops} and a sleep med per resident requesi™.
Continued raview reveated no new ordars hag
besn recaived at the thne tha docmentation was
antered.

intarview with LN #1, on 08/21/ 13 at 28 AM.
revealed she had sent & fax o the Physician on
DE/1313, requesting the ave drops and a

fiot heard back from the Physician by the end of

ancther atternpt to reach tha Physician if the
resident had continued to complain, On futther
mlerview, LPN #1 stated she raported to the
oncorming shift abaut the resident's request and
that the Physician had not yel responded.
Continued interview ravealed LPN #1 did not
receeg any information during shift report
fagarding the resident's compiaint when Ihe
nurse roturned o work after thres {3} days off,
She stated Resident #1 did not compiain again
untl D8/19/13, when LEN #1 again rotified the
Physlcian and received orders for eye drops and
Benadryl (may be ghven for allergy symotoms
andior to promote sleep). LPN #1 stated hers
was not @ formal system for folfow up with the
Physicians when requests wera mada.

Inlerview with the Director of Nursing (BON3, on
O6/21/13 at 12:25 PM, revealed she was not
aware there had been a six (8) day delay in

Review of nursing dosumentation, dated 0817313

sleaping pilf for Resident #1. She stated she had -

the day. She further stated she would have made

FOHM CMS- 258 702.99) Previcus Versions Chaolate

Event D HES)

PREFIR {EACH CORRECTIVE ACTION SHOULS BE
TAG CROSS-REFERENCED 1O Thg APPROBRATE DATE
DEFICENCY)

F57
3
i
I_I
1

Fazilig Ity 100487 if nortiration shae! Page 3of 3



DEPARTMENT OF HEAL M AND HUMAN SERVICES

PRINTED G708 2
FORM appRoe

LENTERS FOR MEDICARE & MEDICAID SERVICES _ OMB NG 093
J STATEMENT OF DEFICIEMCIES EX i QHQWC‘EQ?SG?PLE‘?JCi.M [ REVIE" iy COMNSTRUC TGN ’ ! 45
DAND PLUAN OF CONREC Non 3 HSENTEMATION NuMaE D, } A AL AN, CURETED
e s o e ;
} , | C
; 185287 [Bwwne S |

|

L

E AR OF PROVDEN OF SUBPLER
j KINDRED NURSING AN QEHAS?LI'S‘ABGH-HARR{}{}SB{.???G
i

|

|

SIRSETALDRESS. CIVY $TAYE, 2ip cong
883 LEXINGTON ROAD
HARRODSBURG, KY 40130

L oxam SUMMARY SVATEMENT OF LEFICENMES 0 PROVICER'S PLAN OF DORRES T oy
éi ERE Y (EaGh oy ILENGY LIS AL FRECEDED By Bl PREFI (EAGH CORRECTIVE ALTION GO By o
P TA RESULATGRY OR LSC IDENT Y ING INEORMATION) TAG CROBS-REFERENCED 10 THE APFROPKATE
L OEFHIENGY)
! i¥IAG Cenipe 'y e
f F BT Continued From page 3 Fi B
i abRaming a response from the Physician J ,
regsrding Resident #1's request for medicatons, eanon e ey A this it
; She stated the nurse should pass any pending e
!' eauasts along dunng shift repost. She stated the
] facility did not keep any g of notfications or
! have a formal sysiem for follow up. She furthar
siated itwas g matter of reirsig judgmant,
F281 483 20(k)3)0) SERVICES PROVIDED MEFT I

- PROFESSIONAL STANDARDS

The services neovided or arfanged by the facility
mustmeet professional slandards of Guality.,

e s e

Thes BEQUAREMENT s not met as evidenced
I

Based on interview, rECOrd raview and review of
the facifity's poticy. it was determined the faciity
fated to meet professionat standards of Quziigy for
o {1} of thrae () samplad residents, There
wes o documentad evdence of astessmeni and
SR planring sufficient 1o meet the nesds of g
newly admited resident {Rasident 1), prior in
complaetion of the firg! conprehensive
assessment dnd comprehensive care plan.

The facility adgrnitiec Raesident #1 on 0y18/12
Heasiden: #1 sxhibiea significant behaviors an

U3 19/13. coe day after admission to the fachiny.
On 0323113, Residen] #3 axhibited hehaviors
which resulted in the administration of Haidol {a
Nypnotic redication} and subseguent ransfer 1o
3 inpatént behaviora! haalth unit, in sddition,
Resider! #1 had a diagnosis of Lower Back Pain
and a lefyear Mmstory of narcotic pain medication
use. The miial care plan id et address the
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remdent’s behaviors or the patential for
madeguate pan management.

The findings inclida:

Revew of the policy titied “inital Resident
Assessment”, dated 0472809, revealad
rformation was 1o be gathered within rvenity-four
{241 hours of admission "o assess the resident’'s
preliminary physical and menial needs”.
Continued review revealed assessment data was
collecied and analyred by varous disciplinas as
approprate, including Nursing and Sacial
Zervices. Examples of g#ia 1o be collected
inchuded behaviora! patterns. Further review
raveated an initisl care plar was 1o be inftiated as
apuropriate. based on the resident assessment,

Review of the Primary Care Physician’s records,

orowhich the admission orders were based,

revedied Resident #1 had s dlagnosis of Chronic
Lower Back Pain, Pre-admil medications
'(‘lud&d Lorcet 10 miligrams {mg} wice daily.
oreetis & narcolic pam relisver )

FReview of the clinal record revealed Hesidant
#1 was aamitted by the facity on 03/ 18132 waty
diagnoses which maluded Dementia, Anxisty and
Deprassion. The diagnoses st did nol included

CChromie Lower Back Pain,

Feview of the Admission Orders Record reveslad
alf pra-adnnt mediaions were continued,
inoduding Lorcet 10 mg twice daly.

Haview of the Pain Assessmant, dated e,
reveatec Hesidend #1 verbalized nair which was
crironicsn nature, al 2 level of two {2) on @ scals

PHEF
TAG CADSS.FEF £ RENCED 10 THE APPROPRIATE
CEFICIENDY
F281°4 A cure Pl audiv ol was deve foped 1o

sesure that each resident care pian rellecsy
rre residents irdividualized carrent pan of
sure ard review all new sdinission care plans
W eisure they retlect the rasidents Suyrent
an of core will be condocred Meaugh the
HIE which consists of the EL, £ s,

Sociad Service Director, Atvny Director
and Dietary Manager in IOFNEY Wieeting
Monday  through Ericdav with ahe 2N

Weekend Supervisor reviewn on Satirdgy
anad Sundiy

The DNS andiar Exeomiive Dirscior ar
desiynee wild brug any conoems e Hed
swith e cwre plan audas o rte manikiy
Perfonmance hnpsrovemeny (P Dsmmsttes
meeting for the el threg months and as
Bedted Higreafter, Furiher
MRV nions/ca et ve BULINS Wil b
mplemenred as DECESRALY.

Juby 13, 2013
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Raview of the initial care plan revealed no
ierventions related o pain were inifiated prior to
044713

Interview with Resident #1, on 08/19/13 at 1000
AM, revesled he/she had three {3} back surgeries -
] N the past and had heen on pain medications for
about ten {10) vaars,

Review of the Behavior Maritoring Log for Mareh
2013 reveaied Resident #1 began exhibiting
behaviors within twenty-four {24] hours of
adrission. Continued raview revealed the
Sehaviors coourred dally and included
hallucinations, defusions, physical and verbai

- actions directed toward athers e.g. hitting and
screaming, disrobing in public, and wandering.

Review of the form "Datermining Cause of
Disruptive Behavior” revealed twas utilized once
on 0318713, four (4) fmes on 03419713, and once
agam on Q¥23/13 (six iotal), Behaviors

desenbed inclusisd wandering, thinking other
rasidents were family members, rumeaging in
aother residents' personal belangings, walking
haked in the hallway, and cursing and hitting staff
members. Review of documentation for

Possibie Triggers” ravealed the following: | don't
“now; probably sundowning; who knows, do not
RnOW. new place; dementiafwandefirxg; and wants
o go home.

Further review of the initial care plan revegled no
intervertions related to identified resident
- behaviors were initiated,

B T
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[ F 281 Continued From page 6

Review of Social Services documentation, dated
031813 at 2:55 PM, revealed she had receved
the "Determining Cause of Digruptive Behavior

agread o notify the Physician and the family
about Resident #1's behaviors. The Social
Norker further noted she would follow Up as
nesded o ensure psychasocial weilbeing”.

documented pricr fo Regdent #1 heing
i Iransferred to the behavioral health faci ity for
mpatient evatuation.

Review of nursing documentation for D3/ 19413

or the family was notified of Resident #1's
behaviors., Altempls (o inferview the nurse
ravested she was no longer amployad i the
facility and the facifity did noi have a workisig
phone number,

irterview with the Social Sarvices Birector, on
OB/20713 at 3:53 PM, reveaied she was
raspansible for the residents’ hehavioral heatth
care plans. She stated, based on Residant #1's
behaviors, she should have infiated a care plan.
Continued interview revealed she recallad
speaking to the nurse, who was ro langer
empioyed at the faciity, about notifying the
Physician of the behaviors. She further stated
sive did not know if the nurse had made the
notification or not.

Interview with the Director of Nursing (DON} and
the Unit Manager (UM) whare Residant #1
resided, on 06/21/13 at 12:25 PM, reveated they
had no recollection of a discussion of Resident

farms. Continued review revegled the nurse had

Continued review revealed no follow vp note wasg

revealed no documented evigence the Physician

F 281
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515 behaviors during ihe danly interdisciplinary

intal care plan would have included interventions
relaied o bebaviors. She further staled the
Social Worker was resporsible for ey atuating
resident behaviors and ingiating a care pian. The

resident’s diagnoses and information ohiaingd
from the sursng evalualion, and was 3 matier of
professionat nursing judgment. She siated she
didd ot know why Chronio Lower Baek Fain wag
ot ncluded In Resident #1's admission
‘lagnoses. Howewer, she stated she would
2aneclt 0 e & core plan for pain Sased on g
diagnosis of Lower Back Bain and 3 en-year
Ristory of narcotic pam medication use.

4832801 DRUG REGIMEN IS FREE FROM
UNNECESSARY DRUGS

Each resident's drug regunan myst be free from
uneCESsSary drags. An unnecessary dnsg s any

! rug when used in excessive dose {inchuding

! duplicate herapy), or for sxcessive duraiion; or

! withoul adequate ronitoring; of without adepusate

| mdicatians for ity use, or in the presence of

: adverse conssgquences which ndisate the dose

i should be reduced or discontinued; o any
compmations of the ressons above,

Based on a comprahensive assessment of 4
rasident, the facllity must ensure thal residents
wiro have not used antipsyehotic drugs sre not
given these drugs unfess antipsychetic diug
tharapy s necessary to treat a speciho condition
a3 disgnosed and documentad in tha chnical
record, and restdents who use antipsycholic
drugs receive graduat dose reduciions, and
senaviersl interventons, urdess chmically

1

meetings The UM stated she was not sure ¥ iha -

DON slated the inttial care plan was basad on the .

F 329

July
Rindred - Nuorsing and Rehabditation
Harrodstrarg witl continug o prowide o dmig
resmen st s free from annecessary drugs
The fazihey will conripue 10 develop a care
hant with specitic niervensinns bited o ag
sameat of the eatdem’s belaviars,  Fhe
iy will continue 1o rotily ihe physiciar
and resident™s leaal representntive BT an
HHerested family inember whea g sgniioas
change in the resi vsical, memal, o
pevehosocind siatus yocurs

=

b Reswdent d1 medeations WETE 1eyirepe
By the 13T un 672077003 ang by the M3 o0
FHYANT and reswiest s o fromr gl

Hecessary medivalions

Lo An audi was eondacted v the Case
Muanager, MOS8 Coordinator ang 1o 5
andior DINS an ail residents on antt-

pavchiohic medications o adsurg the

resident’s e plame b adidreswest
behaviar exhibired  apo pOrion cenlere
mterventinns ars place. &lso Mdited v
bebavior fagg, acknowleduments torme i
AENULES.
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Co *’*_‘,_“‘Efj From page & ) Fazg 5 Adi Deersed sigff was cducated i 1hy i

contrdindicated, in an offort tn dizeontinue thege st Developrent Luordmator mdiar (h' !

drugs. and DNS on 6212013 10 74272013 0n 1he |

Care plan provess to CHSMre the coare plan .'

This REQUIREMENT iz T met 858 evidented
Dyl

- Based on interview, record review and revisw of
tne facdity's policy, | was determmed the facitity

failed to snsure each resident's drug regimen was -

free fom unnecessary drugs, for one (11 of thres
{33 sdmpled residents (Resident B11 Residen

- B1 exhitnled behaviors over the course of six (83
days, with no documeantad gvidence the
hehaviors were assessed or anafyzed for root
cause. The facility failed s develnp a care plan
waih specfic inferventions hased o &y
sasessment of the resident's behaviors, in
weldition, there was no evidence the Physician
was natified of the behaviors prior to the sixth
day, when an order for Haidol wae received and
the mymnolic drug was administered 0 the
resident,

The findings include:

Raview of the faciity's nolicy titing *Paychoactive
Drug Use, dated QU281 revealod the oGy
was desioned 1o ensure underiying causag of
behavicral symploms were wentified and reatad
onier to tha medical netessity of a psychaactive
drug. Gontinued review revealed the tacihty was
1o sltempt to identify possitle reasons for e
patiert's distress and develop a care tlan
individualized (o the rasident's needs, Contingeg
raview revesied staff was o oblain a signed

rerlects the residents currens plav ol care apd
Braper notiboation of £0 ander CINK upon
hroan order a4 PIRN an-
sy eioe,

FELENH

T A new andery will b reviewed thran et
the DT MOMng mesting Manday throd)
Friday with the nw Weekoned .‘f\,:r_'g‘,eer‘miy;r
FEVIDWING an Raturday and Ny

Mhe DONS  apdisr Eggounve  Dipeesor e
desigiee will Bring any concerns releniited
Wothe monthiy Ferfurmange lrgiravermens
Y Conmmities Mesting for the ney three
UM aned as peeded therealter,  Fupiler
VOIS HINSACTRC e et wil)
splemented ay necessyry
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“Acknowlgdgment of Psychoactive Medication
Use” form after receiving a Physician's order for a
pgychpactive madication.

Review of the facility's policy titled “initial
Resident Assessment®, dated 04/28/09, revealad
information was o be gatherad within twanty-four
{24) hours of admission 1o assess the resident's
pratiminary physical and mantal feeds”.
Continued revew revealed the assessment
sheuld include an analysis of behavioral patterns
o determing individual needs and orefersnces,

Review of the clinical record ravealsd the faciliy
adrvitted Residant #1 on 031813 with diagnoses -
which included Damentig, Anxiety and

Depression,

Review of the Behavior Morsloring Log far March
2013 revealed Rasident #1 began exhibiling
behaviors beginning the night of admigsion,
D383, Continued review revealed the
behaviors occurred daly untl) the rasident was
ransferred {0 the behavioral managermen ynit fo
inpatient reatmant. The documented behaviers
included hailucinations, dejusions, physicat and
verbal actions directed toward others, 2.4, hitting
and screaming, disrobing in public, and
wandering. Documented interventions were
fimited to consoling the resident, ramoving the
resident from the area, and ensiring personal
needs were met. Further review revealed (hase
intarvantions were sffective only for a short time.

Revvew of the form "Determimng Cause of
Lisruptive Behavior” revealed it was utilized six
(6] times between 03/18/13 and 0323413,
Behaviors described included wandering,
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F 328 Continued From page 10
delusions that other residents were family
members, entering other resident rooms and
getling into their personal Hems, removing hisfher
clothes and walking in the hall, yeiling and
cursng, and striking out at staff members.
Continued review of the form's section for
"Pogsible Tiggers” revesied the following
responses: | dont kriow: probably sundowning:
WO knows, do ot know: new place;
dementislwandenng, and wants 1o Go home.

Review of the Care Plan fevesled no documented
avidence the exhibited vehaviors bad baen
addressed and no specific mterventions werg
Hliated.

Review of the Sccial Worker's note, dated
O319/13 at 2:55 PM, raveaed she had received
thrae (3) "Determining Causs of Disruptive
Behavior” forms. Continued review revealed the
SW tatked 10 the nurse (Nurse A}, who agreed o
notify the Physician and the family about Residant
#1's behaviors. Continued review revesalad the
Social Warker further noted she would Follow up
a8 Needed 10 ensure psychosodial weitbaing”,
fowever, there was no documented avidence a
follow up was provided,

Review of nursing documentation for 63119/ 13
revealed no documented avidence Nurse A
contacted the Physician or the farmiiy regarding
Resident #1's behaviors, Altempls to interview

the facifity and the facilily did not have a working
phare number for her

or B8/20013 at 3:53 PM, revealed The

MNurse A reveated she was no longer amploved at

intarview with the Social Services Dirsctor (SSD), |

F 3za
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F 328 Continued From page 11
"Determining Cause of Disryptive Bahaviar” form _
could be filled out by any nurse and forwarded to
the S50 for review.  She stated she attempled
sume interventions, inciuding distraction with
activities and reminiscing, wihou! success. She
acknowledged she had no documented evidence
of attermpts 1o determing a roo! cause of the

behaviors ard had depended on Murse A to
communicate with the family and the Physician.
She stated she was responsible for the residents'
behavieral heaith care ptans and should have :
itiated a care plan related to Resident #1's
specific behaviors. Continued interview revealed
she was unable 1o provids any svidenoe of follow
up to the "Datermining Cause of Disruptive
Behavior” forms,

Review of the Nurses Notes revealed Licensed
Fracticsl Nurse (LPN) #3 documented, on
G213 at 297 BM, Resikdent #1 was
nicraasingly agitated and combative and could
not be redirected. Review of the note dated -
0372313 at 2:27 PM, revealed the Fhysician was
notified and an order for Haldot 1 milligram was
“received and the drug was admimstered, Review |
of subsequent documeantation by LPN #3, on
0323113 at 5:29 PM, revealed upon reporting _
adrministration of the Haldot to the farsly, he was
toid the resident should not have received the _
drug as the resident had 2 bad reaction o it in the |
past.

Intanvigw with LPN 23 on 06/20/13 at 8:41 Pha,
raveaed the family he spoke to about the Halde!

- was very upset Resident #1 had received it, He
stated he looked throughout the resident's chart

. but found ro indication the Haldol was not o be
given, or had ever bean given with adverse

F 328
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congaquance. Me further stated he had not
notified the famity or obtained an
"Acknowledgment of Psychoactive Medication
Usa"form consent. He stated averyihing
rappened too fast,

Intaview with the Director of Nursing {DON) and
the Unit Manager (UM} where Resident #1
resided, on 08/24/13 at 12:25 PM, 1evealed they
had ng recollection of a discussion of Residant
#1's behaviors during tha daity nterdisciphinary
meahngs. The UM stated she was not sure if the

. mitial care plan should have included
interventions refated o bebaviors. She further
stated the Social Worker was responsible for

- evaluating resident behaviors and Initiating a care
plan, The DON stated the initial care plar was
based on the resident's diagnoses and

and was a matter of professional NUFsing
judgment. She further stated she knew of tha
the facility had no record at the time of Resident
receive Haldal pror o the incident. Continued

interview revealed the drug was not cne of the

10 them on admigsion of the resident,

forreation abtained from the nursing evaiuation, :

{family being upset about the resident being given -
Haldol only after the faet, Additionaily, she stated
#1's admission to indicate the resident was not to |

isted allergles on admission and the faciity couid
only proceed with the information made availabla

STATEMENT OF DEFICIENCIES X1 PROVIERSUPPLIERICLIA (23 MULTIPLE QONSTRUSTICH {43 [ATE SURvEY
AND PLAKR OF CORRECTION ENTIFICATION NUMBER: A BLILOWG COMPLETED
<
145387 B WING 08/21/2013
NABAE OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY, STATE 2 £ODE
. 883 LENINGTON RDAD
RINDRED NURSING AND REMABILITATION HARROBSBURG
HARRODSBURG, KY 407130
EAYIY SUMMARY BTATEMENT OF DEFICENCIES [Fal PROVIDER'S PLAN OF CORRECTION A3
PREFIX (EACH DEFICIZNGY MUST BE PRECEDED BY FulL IHREF 1% IEAGH CORRECTIVE ALTION SHOULD B2 COMPLETION
TAC REGUEATUNY OR LEC IDENTIFYING INFORMATION) TAS CROSS-REFERENCED T4 THE APPROPRIATE DATE
DEFICIENGY:
F 329 Continued From page 12 F 329

i

FOFA CMS-2687(02.99) Previots Yersions Obsolots Evant I SIEHD

Faciiity 1 100487 ¥ contmuation sheet Page 13 of 13



