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F 000 | INITIAL COMMENTS F 000| “This Plan of Correction is prepared
) and submitted as required by law. By
Amended submitting this Plan of Correction,

Hopkins Center does not admit that
the deficiency listed on this form exist,

A Recertification Survey was conducted on .
nor does the Center admit to any

04/08/14 through 04/12/14 to determine the

facility's compliance with Federal requirements, statements, findings, facts, or
Immediate Jeopardy was identified on 04/12/14, conclusions that form the basis for the
and determined to exist on 02/16/14, at 42 CFR alleged deficiency. The Center

483.10 Resident Rights, F-157; 42 CFR 483.20

Resident Assessment, F281; and 42 CFR 483.25 reserves the right to challenge in legal

Quality of Care, F-329; at a Scope and Severily of and/or regulatory or administrative
a"J". Substandard Quality of Care was identified proceedings the deficiency,

at42 CFR 483.25 Quality of Care. The facility statements, facts, and conclusions

‘8’:; ;m'iﬁed oF the Immediate laopardy-on that form the basis for the deficiency.”

On 02/15/14, the facility received a telephone
physician's order for Resident #8 for Biaxin (an
antibiotic) 1000 milligrams (mg) daily for seven
(7) days. Review of the February 2014
Medication Administration Record (MAR)
revealed the nurse transcribed the order as
Biaxin 1000 mg daily for seven (7) days; however,
the administration times had been transcribed as
three (3) times a day, instead of daily, Resident
#8 received the medication one (1) time for a total
of 1000 mg on 02/15/14, three (3) times for a total
of 3000 mg on 02/16/14, and two (2) times for a
total of 2000 mg on 02/17/14. The staff who
administered the medication failed to use the five
rights (right resident, right time, right drug, right
dose, and right route) of medication
administration to identify the transcription error.
In addition, 24 hour physician order checks were
not conducted each night to compare the orders
with the MAR to identify any transcription errors.
Interview with the Director of Nursing {DON)

LABORATORYCIR'ET/R'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
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Cle

other safeguards/provide sufficiept prolection lo the palients. (See Instructions.) Except for nursing homnes, the findings stated above are disclosable 90 days
following the daié'ﬂf- urvey whelher or not a plan of correction s provided. For nursing homss, the above findings and plans of correction are disclosable 14
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program participation,
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revealed there was no pelicy and procedure to
perform the 24 hour chart checks; however, it

was the facility's practice and her expectation.

On 02/17/14 at 10:00 PM, Reglstered Nurse (RN}
#1 identified the transcription error and withheld
the medication, but failed 1o notify the physician,
family and the Director of Nursing (DON); and,
failed to complete an incident report for the
medication error. The DON and the Physician
were not made aware of the Incident until the next
day {02/18/14). Interview with the Advanced
Practitionar Registered Nurse {APRN), revealed
the doses of Biaxin could have resulted in kidney
andfor liver failure, andfor gastro-intestinal
disorders.

An acceptable Allegation of Compliance {AoGC)
was received on 04/22/14, alleging the removal of
immediate Jeopardy on 04/17/14. The Slate
Survey Agency validated, on 04/24/14, the
Immediate Jeopardy was removed on 04/17/14,
as alleged. The Scope and Severity was lowered
to a "D" at 483.10 Resident Righis, F-157; 483.20
Resident Assessment, F-281; and, 483,25 Quality
of Care, F-329; while the facility develops and
implersents the Plan of Correction (PoC) and the
facility’'s Performance Improvement Commitiee
menitors the effectiveness of the systemic
changes. Deficlencles continue at F-241, F-308,
F-314, F-332 and F-441 at a Scope and Severity
of a"D".

483.10(b){11) NOTIFY OF CHANGES
{INJURY/DECLINE/ROOM, ETC)

A faclilly must immediately inform the resident;
consull with the resident's physician; and if
known, notify the resident's legal representative

F 000

F 157
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. Resident # 8 was ordered Biaxin XL
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or an interested family member when there is an
accident involving the resident which results in
injury and has the potential for requiring physician
intervention; a significant change in the resident's
physical, mental, or psychosccial status (i.e., a
deterioration in health, mental, or psychosocial
status in either life threatening conditions or
clinical complications); a need to alter treatment
significantly (i.e., a need to discontinue an
existing form of treatment due to adverse
consequences, or to commence a new form of
treatment); or a decision to transfer or discharge
the resident from the facility as specified in
§483.12(a).

The facility must also promptly notify the resident
and, if known, the residenl's legal representative
or interested family member when there is a
change in room or rcommate assignment as
specified in §483.15(e)(2); or a change in
resident rights under Federal or State law or
regulations as specified in paragraph (b)(1) of
this section.

The facility must record and periedically update
the address and phone number of the resident's
legal representative or interested family member.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review and review of
the facility's "Medication Error" policy and
procedure, it was determined the facility failed to
notify the physiclan and the resident's family
member in a timely manner, for one (1) of thirteen
(13) sampled residents (Resident #8), related to
an excessive dose medication error, resulting in
the resident receiving two (2) times the

500mg 2 tabs every day x 7 days on
2/15/14. The order was transcribed to
the MAR as g 8 hours with times 6AM,
2PM, 10PM. On 2/17/14, the MAR
was corrected to reflect the physician
order. Upon notification of the
transcription error on 2/18/14 the
DNS notified the physician/NP with
orders received and initiated. The DNS
completed medication error report
and ensured it was transcribed
correctly on MAR with remainder of
doses given as ordered. The resident
was assessed by the NP on 2/17/14
and again on 2/24/14 and the resident
did not have any negative effects from
the additional antibiotic.

An audit of the 24-hour report and the
event log for the dates of 3/15/14 —
4/16/14 was completed on 4/17/14
by the area support staff including 2
RN Nurses. Audits validated physician
& responsible party notification of a
change in condition; no concerns were
identified as the physician/NP and the
responsible party had been
immediately notified of all events.
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17 of 21 Licensed nurses were re-

Fis7 Cont.mufn‘d From page 3 L. FA57) educated heginning on 4/13/14 and

gf;f;c(a;;c;nagzs;;?ered by the physician over a completed on 4/16/14 by the Director
of MNursing or the Assistant Director of
On 02/16/14 at approximately 3:15 PM, the facility Nursing or the RN Nurse Practice
received a telephans order from the physician, for Educator regarding immediate
esident #8 to be admini d Biax) I ..

Sntib?o!ié) 50; minsgrg:::iﬁg, Ni!c?)?;) (tzglets notification of physiclan/NP upon
once daily for seven (7) days. Registered Nurse identification of medication error or
(RN} #3 received the talephone order and other change of resident status.
transcribed the order on the Medlcation
Administration Record (MAR), The medication Four Licensed Nurses not working
was ordered to be given ance a day, howaever, during this time frame and future new
RN #3 transcribed the administeation times for nurses and/or new medication aides

{hree {3} times a day, at 6:00 AM, 2:00 PM, and

10:00 PM. On 02115/14 at 10:00 PM, Resident during orlentation will have

#8 received the first dose of madication. On reeducation/education before
02/16/14, the resident received the antibiolic returning to work and during
three (3) times at 6:00 AM, 2:00 PM, and 10:00 orientation by the DNS or ADNS.

P, for a total dose of 3000 my, Instead of the
4000 mg per day the physician had ordered. On
02/17114, the resident received the medication
two {2) times at 6:00 AM and 2:00 PM, for a total
of 2000 mg, instead of the 1000 mg ordered by |

the physician.
The DON/ADON/ or RN Manager will
audit the 24 hour report for change in
On 021714 aF approximately 1000 PM, RN #1 condition to validate the physician
noted the medication error resulling from the was immediately notified. This audit

failure to correctly transcribe the times the

medication was to have been administered; will be completed at least daily

however, RN #1 failed to notify the physician, the inciuding weekends for 2 weeks then
Director of Nursing {DON) or the resident’s family. 5 times per week for 30 days then no
The RN notified the oncoming nurse, Licensed less than 3 times per week for 60

Practical Nurse (LPN) #1, during shift change

report, who also failed to notify the physician, the additional days, Corrective action

DON, and the resident's family. LPN #1 informad and/or re-education will be provided
the encoming shift, the next day on 02/18/14, of at point of discovery. Additional audits
the error, On 02/18/14 af approximately 8:00 AM, will be determined by the monthly

ten {10) hauwrs after the medication efror was
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noted, the DON was made aware of the
medication error and notified Resident #8's
physician and family. This error resulted in the
resldent receiving two (2} imes the ordered dose
of the antibiotic over the three (3) day period.
There was no decumented evidence that RN #1
or LPN #1 assessed Resldent #8 after they
became aware of the medication erros. Interview
with the Advanced Practitioner Registered Nurse
(APRN}, revealed the doses of Biaxin could have
resulted in kKidney andfor liver faiture, andfor
gastro-intestinal disorders.

The facllity's fallure to ensure the physician and
family member were made aware of the
medication etror has caused or is likely to cause
serious Injury, harm, Impairment, or death to a
resident. Immediate Jeopardy was identified on
04/12/14 and was determinad to exist on
021614,

The findings include:

Review of the facility's "Medicatlon Errors", policy
and precedure, last revised 01/02/14, revealed
upon discavery of a medication errar, the staff
would evaluate the patient for adverse affects,
report immediately to the DON, and notify the
physician, patient, and responsible party.

Record review revealed the facility admitted
Resident #8 on 06/10/09 with diagnoses which
included Dementia with Behavioral Disturbance,
Cognitive Deficits, Depressive Disorder,
Unspecifled Heart Disease, Unspecified
Hypothyroidism, and Gastro-Esophageal Reflux
Disorder, Review of the Annual Minimum Data
Set (MDS) assessment, dated 03/08/14, revealed
the facility assessed Resident #8's cognitive

F 157

Ql/Pl committee, The Quality
improvement committee includes the
Medical Director, Administrator,
Director of Nursing, Assistant Director
of Nursing, the Social Services
Director, the Maintenance Director,
the Dietary Manager and the Business
Office Manager.

stiaftg
05/14/2014 0 /4/!/

FORM CMS-2567(02-99) Previous Versions Obsolele EventiD: QNXH1

Facliily ID; 100406 If continuation sheel Page § of 47




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

PRINTED: 06/06/2014
FORM APPROVED
OMB NO. 0938-0391

status as severely impaired with a Brief Interview
Mental Status (BIMS) score of three (3),
indicating the resident was not interviewable,

Review of a Physician's Order, dated 02/15/14,
revealed an order for Biaxin 500 mg, two (2) tabs
once daily for seven (7) days; however, review of
the February 2014 MAR revealed the order was
transcribed on the MAR with administration times
of 6:00 AM, 2:00 PM, and 10:00 PM, which was
three (3) times a day rather than once a day that
was ordered by the physician. Further review
revealed the resident received the first dose of
the medication on 02/15/14 at 10:00 PM. On
02/16/14, the resident received three (3) doses of
medication: 1000 mg at 6:00 AM, 2:00 PM, and
10:00 PM, three (3) times the amount ordered by
the physician. On 02/17/14, Resident #8 received
two (2) doses of medication, 1000 mg at 6:00 AM
and 2:00 PM, two (2) times the amount ordered
by the physician.

Interview with RN #1, on 04/12/14 at 10:20 AM,
revealed she was the first staff member who
noted the discrepancy on the MAR, on 02/17/14
at approximately 10:00 PM. She stated she did
not administer the 10:00 PM dose. The RN
stated she did not call the resident's physician
and family but stated she reported to LPN #1, the
oncoming nurse, at shift change, that the
medication had not been administered and the
medication error had been discovered.

Interview with LPN #1, on 04/12/14 at 10:30 AM,
revealed she was told by RN #1 in report about
the error and stated RN #1 said she had reported
it to the DON. LPN #1 stated she "assumed it
was being taken care of " and, "l didn't follow up

on it, I was under the impression that she (RN #1)
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had taken care of it".

Interview with the DON, on 04/11/14 at 4:00 PM,
revealed she was not called regarding the
incident and was not made aware of the incident
until 02/18/14 at approximately 8:00 AM, after six
(8) doses of the medication had been
administered.

Interview with the current DON on 04/12/14 at
4:20 PM, revealed her expectation, was the RN
should have notified the DON, physician, and the
resident’s family when the medication error was
identified.

Interview with the Advanced Practitioner
Registered Nurse (APRN), on 04/11/14 at 12:55
PM, revealed the doses of Biaxin could have
resulted in kidney and/or liver failure, and/or
gastro-intestinal disorders. She stated she was
not made aware of the medication error until
02/18/14.

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

The resident was assessed by the APRN on
02/17/14 and 02/24/14 with no negative side
effects from the antibiotic identified.

An audit of the current MARs and
Physician/APRN orders, was completed on
04/16/14 with no errors identified.

A MAR to medication cart audit was completed by
the Licensed Pharmacy Technician, on 04/14/14
and all MAR orders and medication times were
correct,
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All current rasidenis were reassessed on
04112114, by two {2) licensed staff, for signs and
symptoms of medication reactions and none were
identified.

Sevantean (17) of twenty-one {21} Licensed
Nurses and three {3} of four {4} Cerlified
Medication Aides {CMAs) were re-educated by
the DON/ADON, and or the Nurse Educator on
04/16/14, regarding the appropriate transcription
of physician medication orders, chacking
residents for allergies, the five (b} rights of
medication adminisiration, immediate notification
of the physician/ARNP/DON and responsible
party, upon identification of a medication error
and staff completed clinical competencles and
return demonstration on medicatlon passes and
transcription of physician orders. Four (4)
Licensed Nurses and one CMA were to hava this
training prior to working the fioor, as some of
these staff were either on sick leave, vacation or
worked as needed.

The DON, ADON and Administrative RNs audited
curent MARs and Physician Orders, MARs to
chart reviews, alfergies and physician/responsible
party notifications, every day, beginning 04/14/14,
for fourteen (14) days, then five (5} days a week
for sixty (60) days, then no less than three (3)
times a weak for an additional thirty (30} days.

No discrepancies were identified and the audils
were on-going. Additional audits will be
determinad by the monthly Quality Improvement
{QYl} Committee and corrective action and for
re-education will be provided at the point of
discovery. Licensed Pharmacists or Licensed
Pharmacy Technicians will complete MAR to
chart checks monthly, with corrective action, if
indicated and findings reported to the DON and
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ADOCN, Audit toois will be brought to the monthly
Ql meetings, by the ADM/DON and or ADON for
review with additicnal plans put into place as
warranted by the Qf Committes.

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

Record review on 04/24/14 revealed Resident #8
had no negative oulcome from the event and a
review of the clinicai record, MARs and Physiclan
Orders on 04/23/14, revealed no concerns.

Review of the MARs and Physiclan Ordars for
five (5} residents (Residents #1, #9, #11, #12 and
#19), on 04/24/14, reveaied there were no
medicatien transcription errors.

Review of the MAR and Physician Orders audit
list and the pharmacy audit list, dated
04/15-16/14, revealed on 04/24/14 the DON and
Administrative RNs compleled fifty (50) of fifty
(50} resident audits of MARs and Orders reviews
with no transcription or medication errors
identified.

Review of the Inservice fog, dated 04/13-16/14,
on 04/24/14 revealed all but five {5} licensed stalf
and CMAs were inserviced and a post lest and
repeat demenstration was completed fo verify
competency of transcription of physician orders
and ensure documentation on the MAR was
correct. Any other staff working as needed or
staff on vacation or sick leave, were to he
re-educated prior to working the floor and this
was verified by interview with one CMA and
review of the CMA's training record. She had
heen re-educated on 04/217/14, prior to wark that
day.
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Interviews with RN #1, LPN #4, LPN#5, CMA#1,
CMA#3, and CMA#4 on 04/24/14 at 12:50 PM,
1:00 PM, 1:15 PM, 1:20 PM, 1:36 PM and 2:10
PM and review of the training logs, dated
04/13-18/14, revealed training was completed by
tha DON/ADON and Administrative RNs, which
Included transcription of physician orders to the
MARs, immediate PhysicianfAPRN/DON/
responsibla party notification, training on
monitoring for any reaction to a medication order,
checking for allergies and the five (8) rights of
medication adrninistration.

Review of the Quality Improvement {QlI) audits
and inferviews conducied with the ADON and
DON, on 04/24114 at 10:40 AM, revealed results
of the audits were discussed in the Qf meetings,
as stated in the AcC, training was provided to
ficensed nursing staff as well as the CMAs and
the auditing was ongoing.

F 241 | 483.15{a) DIGNITY AND RESPECT OF F 241 . . .
s5=0 | INDIVIDUALITY Ti‘we Administrator anc.i Social Services
Director, assessed resident #1 for
The facility must promete care for residents in a dignity on 04/09/14 and 04/10/14.
manner and In an environment that maintains or Resident interview and assessment
enhances each resident's digaity and respect in identified the resident did not have

full recognition of his or her individuality.
concerns related to the event,

This REQUNREMENT is not met as evidenced
by:

Based on cbservation, interview, record review,
and review of the facility's Patient's Bill of Rights
and Responsibilities document, it was determined Alert/Oriented residents were
the facitity failed to promote care for one (1) of ; : : ;

; . interviewed clal Services
thirteen (13) sampled residents (Resident #4), in terviewed by the So e
Director or Administrator beginning

a manner that maintains and enhances a o )
on 04/09/14 to determine if residents

Facility ID; $00408 If continuation sheet Page 10 of 47
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F 241 Continued From page 10 o041} had dignity concerns related to

raesident's dignity and respect related to a harsh
remark made by a staff member.

On 04/09/14, Registered Nurse (RN) #1 was told
by Resident #1 thal he/she needed to use the rast
room and RN #1 told the resident that "hefshe
should have told them before they laid him/her
down™ and to "go ahead and go” {void in tha bad),

The findings include;

Review of a document titled, “Patient's Bill of
Rights and Responsibilities”, last revised
09/01113, revealed its purpose was to assure that
the patient's personat dignity, well-being, and
self-determination is maintained and 1o assure
that patients are knowledgeabie of their
responsibilities in this ragard." Further raview of
the policy and procedure revealed staff will he
in-serviced on Patient's Rights and
Responsibilities at orientation and annually
thereafier.

Record review revealed the facility readmitted
Resident #1 on 03/12/14 with diagnoses which
included Parkinson's Disease, Anemia,
Pearipheral Neuropathy, Pressure Ulcer Bultock,
Stage H, Generalized Pain, Infection to Left Foot,
Second Toe, and Restless Leg Syndrome.

Review of a Significant Change Minimum Data
Set (MDS) assessment, dated 03/19/14, revealed
the facility assessed Resident #1's cognition as
moderately impaired with a Brisf Interview for
Mental Status (BIMS) score of twelve (12) which
indicated the resident was interviewable,

Observaticn, on 04/09/14 at 3:06 PM, revealed
Resident #1 stated to RN #1, "l have to go pee".

care/services. No other cancerns were
fdentlified,

Re-education was provided to facility
staff by the Assistant Director of
Nursing {ADNS) beglnning on 4/9/14
to Include appropriate response to a
resident, staff treatment and care of
residents In a manner and an
environment that malntains or
enhances each resident’s dignity and
respect. Facllity staff will have this
education provided during orientation
by the ADNS, Adminlstrator or Social
Service Director,

The Soclal Services Director, Director
of Nursing, ADNS or Administrator will
Interview resldents, family members,
or visitors regarding dignity and
respect towards our residents. This
will include at least 5 residents per
week for 30 days followed by 3
residents per week for 60 additional
days. Correctlve action and/or re-
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F 241
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§8=J

Continued From page 11

RN #1 replied to Resident #1, "You should have
told us that before we laid you dawn, you might
as well go on and ge." The resident stated, "I
don't know [ have to go until the fast minute, | just
hate to pee in the bed."

Interview with RN #1, on 04/09H14 at 3:25 PM,
revealed Rasident #1 had never used a urinal and
always said hefshe had to go after hefshe had
gene. RN #1 siated, ™1 thought {hafshe} said
{helshe} had peed" when asked about remark
related to "you should have told us before we laid
you down.” When asked about the remark telling
the resldent, "you might as well go on and go"
she only replied, "huh", with nc other response.

Interview with Resident #1, on 04/09/14 at 4.00
PM, revealed he/she had little warning before
helshe had to urinate. When the resident was
asked how it made him/her feel to be told, "you
might as well go ahead and go”, the resident
stated "I don't care anymora", with no emotion
and exprassion on his/her face.

Inferview with the Administrator, on 04/09/14 at
4:45 PM, revealed RN #1 should have offered
Resident #1 a urinal or to go to the bathroom.
The Administrator further stated the comments
made to the resident were unacceptable and an
investigation would be conducled,
483.20(k)(3)(i) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professionat standards of quality.

This REQUIREMENT Is not met as evidenced

F 241

F 281

education will be provided at point of
discovery. Additional audits will be
determined by the monthly QI/Pi
committee, The Quality mprovement
committee includes the Medical
Director, Administrator, Director of
Nursing, Assistant Director of Nursing,
the Soclal Services Director, the
Maintenance Director, the Dietary
Manager and the Business Office
Manager,

o5l

May 14, 2014
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Resident # 8 was ordered Biaxin XL

F 281 | Continued From page 12 F 281
by: pag 500mg 2 tabs every day x 7 days on
Based on observation, inlerview, record review, 2/15/14. The order was transcribed to
review of the facility's policy and procedures, the MAR as q 8 hours with times 6AM,
review of the Kentucky Board of Nursing Advisory 2PM, 10PM. Three extra doses were
Opinion Statement (AQS) #14 "Patient Care given until 2/17/14, when the MAR

Orders", and Lippincott Manual of Nursing
Practice, 10th Edition, copyright 2014, it was
determined the facility failed to provide services In

was corrected to reflect the physician
order. Upon notification of the

accordance with acceptable standards of transcription error on 2/18/14 the
pra_ctice, for twp (2} of thirtean (133.) sampled DNS notified the physician/NP with
residents (Resident #8). The facility falled to orders received and initiated. The DNS

administer medication according to the five (5)

rights {right rasident, right medication, right tima, completed medication error report

right dose, right route}; failed to report a and ensured it was transcribed
medication error in a timely manner, and, failed to correctly on MAR with remainder of
investigate the incident to determine if any othar doses given as ordered. The resident
madicatton errors ware made and to inservice

staff members to prevent a reoccurrence of thess was assessed by the NP on 2/17/14
type of errors, In addition, the facility failed to and again on 2/24/14 and the resident
ensure wound care was provided according to did not have any negative effects from
Mursing Praclice guidefines for Resident #1 when the additional antibiotic.

a Licensed Nurse failed to wash her hands and
change gloves after the glove became
contaminated with feces and prior to providing
wound care.

On 02/15/14, Resident #8 was ordered Biaxin XL

560 mitligrams (mg,} two {2) tabs by mouth once All Current residents {50 of 50) were

daily for seven (7) days. Registered Nurse {RN) reassessed on 4/12/14 by two
#3 received the order and transcribad the order licensed nurses for signs and
on the resident's Medication Administration symptoms of medication reactions;

Record {MAR}. The medication was ordered to
be given once a day; howsver, the RN
transcribed administration times as 6:00 AM, 200

none were identified.

PM, and 10:00 PM, three limes a day. On An audit of current Medication

02/15/14, Resident #8 received the first dose of Administration Records {MARS} and

:hm}o mg oftBsaxrp, s:; 3 80%0 PM& On Oiféﬁég)‘iim physician/Nurse Practitioner orders
@ resident recsive Mg doses al o. ‘ was completed by the DNS or an RN

2:00 PN, and 10:00 PM, for a total of 3000 mg,
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instead of the 1000 mg per day, ordered by the
physician. On 02/17/14, the resident receivad
1000 mg doses at 6:00 AM and 2:00 PM, for a
total of 2000 mg that day instead of the ordered
amount of 1000 mg a day. The Licensed
Practical Nurse (LPN) and two (2) Certified
Medication Aides (CMAs), who administered the
medications, failed to identify the transcription
error, On 02/17/14 at approximately 10:00 PM,
Registered Nurse (RN) #1 identified the
transcription error. Interview with the Advanced
Practice Registered Nurss (APRN) revealed the
doses of Biaxin could have resulted in kidney
and/or liver failure and/or gastro-intestinal
disorders.

The facility's failure to ensure medication was
transcribed correctly and failure to ensure
medication was administered according to the
nursing standards of practice, has caused or is
likely to cause serious injury, harm, impairment,
or death to a resident. Immediate Jeopardy was
identified on 04/12/14 and was determined to
exist on 02/16/14. The facility was notified of
Immediate Jeopardy on 04/12/14,

The findings include:

Review of a Kentucky Board of Nursing Advisory
Opinion Statement (AOS) #14, last revised
10/2010, revealed nurses are individually held
responsible and accountable for rendering safe,
effective nursing care to clients and for judgments
exercised and actions taken In the course of
providing care. Registered Nurses and Licensed
Practical Nurses' nursing practice includes the
administration of medication and treatment
prescribed by a physician which are consistent
with the recognized standards of practice. The

4/15/14 and finished on 4/16/14. 50

of 50 resident MARS were

No medication errors were identified.
No transcription errors were

identified.

A MAR to cart audit was completed by
the Licensed Pharmacist and a
Licensed Pharmacy Technician on

4/15/14. 3 of 3 medication

audited. All MAR orders and

medication times matched

labels for 50 out of 50 residents.

17 of 21 Licensed nurses and 3 of 4
medication aides were re-educated
beginning on 4/13/14 and completed
on 4/16/14 by the Director of Nursing
or the Assistant Director of Nursing or
the RN Nurse Practice Educator
regarding the following with return

demonstration:

- Appropriate transcription

physician medication orders;

- Medication pass including the 5

rights of med pass;

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCGCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
185167 B VRNE 04/24/2014
B NAME OF PROVIDER OR éUPPtIER STREETADDRESS, CITY, STATE, ZIP COBE
460 SOUTH GOLLEGE STREET
HOPKINS CENTER
WOODBURN, KY 42170
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
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F 281 | Continued From page 13 Fogq| AreaSupport Personnel beginning an

reviewed.

carts were

pharmacy

of
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compeonents of medication administration
includes but is not limited to preparing and giving
medication in the prescribed dosage, route, and
frequency and the supervision, teaching of, and
delegation to other personnel in the performance
of activities relating to nursing care.

Review of the facility's policy and procedure titled,
"Medication Administration," last revised
01/02/14, revealed the purpose was to provide a
safe, effective medication administration process.
Further review revealed the accepted standard of
praclice would be followed. Review of the
facility's "Clinical Gompetency Validation", dated
03/20/11, revealed the standards included for
staff administering medications to check orders
on the MAR carefully, check specific
administration directions, clarify the medication
order when necessary, check the label on the
medication, calculate the correct dose, administer
the routes of medication properly, document
appropriately on the MAR, and report and record
any side effect, error, or unusual information
regarding the medication.,

Record review revealed the facility admitted
Resident #8 on 10/06/09 with diagnoses which
included Dementia with Behavioral Disturbance,
Cognitive Deficits, Depressive Disorder,
Unspecified Heart Disease, Unspecified
Hypothyroidism, and Gastro-Esophageal Reflux
Disorder. Review of the Annual Minimum Data
Set (MDS) assessment, dated 03/08/14, revealed
the facility had assessed Resident #8's cognitive
status as severely impaired with a Brief Interview
Mental Status (BIMS) score of three (3).

Review of a Physician's Order, dated 02/15/14 at
approximately 3:15 PM, revealed an order for

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION {X6)
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
DEFICIENGY)
: - Immediate notification of
F 281 | Continued From page 14 F 281

physician/NP upon identification of
medication error;

- Notification of responsible
party/resident;

- Notification of the Director of
Nursing Services and for other
Management Nurses as appropriate;

17 of 21 Licensed nurses and 3 of 4
medication aides were re-educated
beginning on 4/13/14 and completed
on 4/16/14 by the Director of Nursing
or the Assistant Director of Nursing or
the RN Nurse Practice Educator
regarding Clinical Competency
Validation for Medication
Administration (see Attachment A.)
Transcription competencies were also
completed by return demonstration
utilizing sample order with licensed
nurse transcribing to sample MAR.

Medication pass observations were
completed for 17 of 21 Licensed
nurses and 3 of 4 medication aides,
including 3 administrative nurses by
the DNS or ADNS or RN Nurse Practice
Educator during each shift beginning
on 4/13/14 through 4/16/14,
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Biaxin XL 500 mg two {2} tabs daily for seven {7}
days. Review of the February 2014 MAR
revealed Biaxin 500 mg two {2} tabs daily for
seven {7} days, for a daily dose of 1000 mg.
However, administration times were transcribed
as 6:00 AM, 2:00 PM, and 10:00 PM.

Interview with RN #3, on 04/11/14 at 4.00 PM,
and review of & Nurse's Nole, dated 02/15/14,
revealed RN #3 cblained the new telephone order
on 02/15/14 at 3:15 PM and transcribed it onto
the MAR. RN #3 stated she wrole the times
down on the MAR as 6:00 AM, 2:00 PM, and
10:00 PM, as she had confused this with another
order sha was working on at the time.

Further review of the February 2014 MAR
revealed the resident received the first dose of
Biaxin 1000 mg at 10:00 PM on 02/15/14. On
02/16/14, the resident received three {3} doses,
1000 myg at 6:00 AM, 2:00 PM and 10:00 FM for a
total of 3000 mg instead of the 1000 mg a day.
On 0211714, the resident received tweo (2) doses,
1006 mg at 6:00 AM and 1000 mg at 2:00 PM for
a lotal of 2000 my instead of the 1000 mg a day.
The LPN and two (2) CMAs administering the
medication at these times failed to Identify the
transcription error,

Interview with CMA #1, on 04/12/14 at 11:15 AM,
revealed she administered the medication on
0211714 at 2:00 PM and should have caught the
error. She stated, " usually look to see if the
MAR malches the label on the medication and |
missed it".

Interview with LPN #2, on 04/12/14 at 11:30 AM,
revealed she administered Biaxin XL 500 mg two
(2} tablets on 02/15/14 at 10:00 PM, on 02/16/14

medication aide not working during
this time frame and future new nurses
and/or new medication aides during
orientation will have
reeducation/education and be
competency tested before returning
to work and during orientation by the
DNS or ADNS.

The Director of Nursing, the Assistant
Director of Nursing, the RN Clinical
Case Manager or the RN Area Support
Personnel will audit all new
physician/NP medication orders
including:

- MAR matches the physician order

+ Time of the medication
administration on MAR matches
physician order

- If medication error identified,
physician notified immediately

- if medication error identified,
medical record corrected per
physician orders

- This audit will be completed daily

(X4} D SUMIMARY STATEMENT OF DEFICIENCIES o] PROVIDER'S PLAN OF CORREGTION 185y
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY})
F 281 { Continued From page 15 F 281 Four Licensed Nurses & one
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at 6:00 AM, and at 1000 PM, and on 02/17/14 at
G:00 AM. She further staled it was the facillly's
policy and procedure fo check the medication
label against the order to ensure accuracy with
right medication, dose and time. She stated she
was not sure what happened because she always
checked the medication labet against the order to
ensire it was accurate.

Interview with the current Director of Nursing
(DON), on 04112114 at 4:20 PM, revealed the
LPN and two {2) Cerlified Medication Aides
{CMAs} who administered the six {6) doses of the
maedicalion, should have verified the order on the
Medication Administration Record (MAR) and the
times of adminisiration with the physician's order
and the pharmacy prescription. She stated they
should have noted the error before six {B) doses
were given improperly.

Interview with the APRN, on 04/11/14 at 12:55
PM, revealed the doses of Biaxin could have
resulted in kidney and/or liver failure andfor
gastro-intestinal disorders.

2. Review of the Lippincoft Manual of Nursing
Practice, 10th Edition, copyright 20114, page 1083,
revealed hand hygiena is the single most
recormmended measure to reduce the risks of
transmiting infection, Hand hygiene should be
periormed in between patient contacts; after
contact with blood, body fiuids, secretions,
excretions, and contaminated equipment or
articles; before donning and after removing
gloves is vital for infection control. It may also be
necessary fo ¢clean hands in between tasks on
the same patient to prevent cross-contamination
of different body sites.

HOPKINS CENTER
WOODBURN, KY 42170
41D SUMMARY STATEMENT OF DEFIGIENCIES iD PROVIDER'S PLAN OF CORRECTION X5
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F 281 | Confinued From page 16 F 281 beginning on 4/14/14 for at least 14

days including weekends then 5 days
a week for 60 days then no less than 3
times per week for 30 additional days.
Additional audits will be determined
by the monthly QI/PI committee.
Corrective action andfor re-education
will be provided at point of discovery
including physician notification and
re-education of involved nurse.

The Licensed Pharmacist or Licensed
Pharmacy Technician will complete 3
of 3 MAR to cart checks monthly x 3
with corrective action if indicated and
report findings to DNS or ADNS.

The audit tools will be brought to the
monthly QI/PI meeting by the
Administrator or DNS or ADNS for
review with addition plans put into
place as warranted by the Quality
Improvement committee. The Quality
Improvement committee includes the
Medical Director, Administrator,
Director of Nursing, Assistant Director
of Nursing, the Social Services
Director, the Maintenance Director,
the Dietary Manager and the Business
Office Manager.
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Review of the facilily’s "Aseptic Wound
Dressings” policy and procedtre, last revised
01/02114, revealed if a break in aseptic technique
occurs, stop the pracedure, remove gloves,
cleanse hands, and apply clean gloves. In
addition, it stated that wound dressings were
performed using aseptic technique to decrease
the risk of wound contamination and
cross-contaminalion during dressing changes.

Racord review revealed the facility readmitted
Resident #1 on 03/12/14 with diagnoses which
included Peripheral Neuropathy, Pressure Ulcer
Buttock, Stage Hl, Infection fo Left Foot, Second
Toe, and Restless Leg Syndrome,

Observation of incontinent care and weund care
provided by LPN #3 to Resident #1, on 04/09/14
at 9:25 AM, revealed LPN #3 donned clean
gloves and used disposable moist toweletles
lacated on the bedside table to clean stool off the
rasident’s buttocks. The stoo! was noted to
contaminate her glove. Further observation
revealed the LPN did not change her glovas or
perform hand hyglene but obtained a fresh molst
{owelette from the bedside {able to clean the
wound bed of the resident's pressure ulcer. She
then removed a conlainer of prescribed Calazime
{skin protectant paste} from the resident's
bedside tabfe, opened the conlainer wearing the
same visibly contaminated glove and applied the
medication to the wound bad with the finger of the
contaminated glove. The LPN faiied to wash her
hands and change gfove bebween providing the
incontinent care and the wound care.

Interview with LPN #3, an 04/09/14 at 9:36 AM,
revaaled she always changed gloves betwesn
incontinent care and wound care and stated she

licensed nurse for pressure sores and
signs/symptoms of infection on
4/28/14.

The other resident with a perifanal
pressure sores was reassessed by a
licensed nurse for signs/symptoms of
infection on 4/28/14 with no concerns
were identifled. As of 05/01/14 this
area was healed.

Re-education was provided to
licensed nurses by the Assistant
Director of Nursing, Director of
Nursing or RN Educator beginning on
4/28/14 to include aseptic techniques
during wound dressing including
appropriate glove usage and hand
hygiene. Licensed nurses will have this
training provided during orientation
by ADNS/DNS or a RN.

(X4 D SUMKMARY STATEMENT OF DEFICIENCIES 2] PROVIGER'S PEAN OF CORRECTION {%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T0O THE APPROFRIATE DATE
DEFICIENCY}
F 281 | Continued From page 17 F o84 Resident #1 was reassessed by a
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thought she did. She stated it was good nursing
practice to ensure gloves were changed and
hands washed to pravent infection,

interview with the Director of Nursing and
Administrator, on 04/09/14 at 10:45 AM, revealed
the LPN should have changed gloves and
washed her hands according to the facility's policy
and procedure and should not have provided
wound care with the soiled gloves,

**The facility implemented the following actions to
removs the immaediate Jeopardy:

The resident was assessed by the APRN on
02/17/14 and 02/24/14 with no negalive side
effecls from the antibiotic identified.

An audit of the current MARs and
Physician/APRN orders, was completed on
04/16/14 with no errors identified.

A MAR to medication cart audit was completed by
the Licensed Pharmacy Technician, on 04/14/14
and all MAR orders and medication times were
correct.

All current residents were reassessed on
04/12/14, by twe {2} licensed staff, for signs and
symptoms of medication reactions and none were
identified.

Seventeen (17) of twenty-one (21) Licensed
Nurses and three {3} of four {4) Certified
Medication Aides {CMA) were re-educated by the
DON/ADON and or the Murse Educator on
04/16/14, regarding the appropriate transcription
of physician medication orders, chacking

dressing or treatment to validate
aseptic techniques including
appropriate glove usage and hand
hygiene were followed across all shifts
at least 4 times per week for 30 days
then no less than 2 times per week for
60 additional days, Corrective action
and/or re-education will be provided
at point of discovery. Additional audits
will be determined by the monthly
Qi/P! committee. The Quality
Improvement committee includes the
Medical Director, Administrator,
Director of Nursing, Assistant Director
of Nursing, the Social Services
Director, the Maintenance Director,
the Dietary Manager and the Business
Office Manager.

May 14, 2014
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residants for allorgles, the five (5) rights of
medication adminisiration, immediate notification
of the physician/ ARNP/DON and respoensible
party, upon ldentification of a medication error
and staff completed clinical competencies and
return demonstration on medication passes and
transcription of physician orders. Four (4}
Licensed Nurses and one CMA were to have this
training prier to working the floor, as soma of
these staff ware either on sick leave, vacation or
worked as nesded.

The DON, ADGN and Administrative RNs audited
current MARs and Physician Orders, MARs to
chart reviews, allergles and physician/responsible
party notifications, every day, beginning 04/14/14,
for fourteen (14} days, then five (5) days a week
for sixty {60} days, then no less than three {3}
times a week for an additional thirty (30) days,

No discrepancies were identified and the audits
were on-going. Additional audits will be
determined by the monthly Quality Improvement
{Ql) Committes and cotrective action and for
re-education will be provided at the point of
discovery. Licensaed Pharmacists or Licensed
Pharmacy Technicians wil complete MAR to
chart checks monthly, with corrective action, if
indicated and findings reported to the DON and
ADON. Audit tools will be brought to the monthly
Gl meatings, by the ADM/DON and or ADCN for
revisw with additional plans put into place as
warranted by the QI Committea.

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

Record review on 04/24/14 revealed Resident #8
had no negative outcome from the evant and a
review of the clinical record, MARS and physician
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ordaers on 04/23/14, revealed no concerns.

Review of the MARs and physician orders for five
residents {Residents #1, #9, #11, #12 and #19),
oh 04/24/14, revesled there were no medication
transcription errors.

Review of the MAR and physiclan orders audit list
and the pharmacy audit list, dated 04/16-16/14,
revealed on 04/24/14 the DON and Adminisirative
RNs completed fifty {50) of 56 resident audits of
MARS and Orders reviews with no transcription
or medication errors identified.

Review of the inservice log, dated 04/13-16/14,
on 04/24/14 revealed all but five (5) ficensed staff
and CMAs were inserviced and a post test and
repeat demonstration was completed to verify
competency of transcription of physiclan orders
and ensure documentation on the MAR was
correct. Any other staff working as needed or
staff on vacation or sick leave, were o be
re-educated prior fo working the floor and this
was verified by interview with one CMA and a
review of the CMA's fraining record and stated
she had been re-educaled on 04/214/14, wrior to
work that day,

Inferviews with RN #1, LPN #4, LPN #5, CMA #1,
CMA #3, and CMA#4 on 04/24114 at 12:50 PM,
1:00 PM, 1:15 PM, 1:20 PM, 1:36 PM and 210
M and review of the training logs, dated
04/13-16/14, revealed training was completed by
the DON/ADON and Adminisirative RNs, which
included transcription of physician ordars to the
MARSs, immediate
physician/APRN/DCN/responsible party
notification, training on monitoring for any
reaction lo a medication order, checking for
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allergies and the five rights of medication
administration.
Review of the Qualily Improvement (Ql) audits
and interviews conducted with the ADON and
DON, on G4/24/14 at 10:40 AM, revealed resuits
of the audits were discussed in the QI mestings,
as stated in the AoC, training was provided fe
licensed nursing staff as well as the CMAs and
the auditing was ongoing. :
F 282 | 483.20(k){3)(Il} SERVICES BY QUALIFIED F 282} Resident #1 was assessed for pain
88=G | PERSONS/PER CARE PLAN ot 04/09/14 and provided PRN

The servicas provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident’s written plan of
cars.

This REQUIREMENT is not met as evidenced
by:

Based on obssrvation, interview, record review,
and review of the facility's policy and procedure, it
was determined the facility failed to provide a pain
assessment and interventions for pain according
to the care plan for for one (1) of thirteen (13)
sampled residents (Resident #1) related to pain.

On 04/09/14, Registered Nurse (RN} #1 was told
by Resident #1 his/her toe was hurting. RN #1
replied to Resident #1, "Itis hard for it not to hurt
when it Is infected”. RN #1 left the room and did
not perform a pain assessment or offer the
rasident any comfort measures for pain control
per the resident's care plan.

The findings include:

pain medication per orders at
3:35pm and again at 11:00pm on
4/9/14 for the resident’s complaint
of toe pain. Resident #1°s nurse
practitioner reassessed resident on
04/25/14. New orders were
received for additional pain
management. Resident’s #1 care
plan was updated by the licensed
nurse.

All residents were re-assessed for
pain on 4/10/14 by a licensed nurse
with follow up and pain medication
administration and documentation
completed as needed. Another
audii was initiated and completed
on 4/16/14 by a licensed nurse to
include all residents with new
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orders for pain management since
4/10/14, any resident with an event
since 3/15/14 and any resident

F 282 Continued From page 22 F 282

Revisw of the facitity's policy and procedurs titled,
"Pain Management”, fast revised 01/02/14,

revealed staff was to maintain the highest identified at risk for pain per the
possible level of comfort for patients by providing 24-hour report review between
a system to identify, assess, treat, and evaluate 4/10/14 — 4/16/14.

pain and to design a plan of care to achleve an
optimal balance betwsen pain relief and
preservation of function, in accordance with
patient directed goals. 1n addition, if the Nursing
Assessment indicated pain, the nurse would

obtain freaiment orders as indicated and at a Licensed nurses were re-educated

minimum of daily, patients would be evaluated for on 4/16/14 by the ADNS or the RN
the presence of pain by making an inquiry of the Nurse Educator regarding pain
palient or by observing for sigas of pain. management assessment including
Record review revealed Resident #1 was when resident states pain is not
readmitted on 03/12/14 with diagnoses which relieved and physician notification
included Parkinson's Diseass, Anemia, if indicated’ treatment and

Peripheral Neuropathy, Pressure Ulcer Buttock, documentation including care plan

Stage Two (2}, Generalized Pain, Infection to Left

Foot, Second Tos, and Restless Leg Syndroms. revision if indicated. New licensed

nurses will have education

Review of the Signiﬁcant Change Minimum Data provided regarding pai_n
Set (MDS) assessment, dated 03/19/14, revealed K . :
: . ) nanagement during orientation by
the facility assessed Resident #1's cognition as
the DNS, ADNS or an RN.

maderately impaired with a Brief Interview for
Mental Status (BIMS) score of "12", which
indicated the resident was interviewable. The
resident was assessed to have the presence of
pain with the pain occurring frequently.

Review of the Comprehensive Care Plan for Pain, The DNS, ADNS, or charge nurse
dated 03/21/14, revealed Interventions to monitor will audit the 24-hour report for
pain on a scale of zero to ten (0-10); administer . o .

change in condition to validate that

pain meadication per physician's orders; note .
effectiveness and notify physictan if not effective, paln management was completed

give as needed (PRN) medication for including care plan revision if

braakihrough as par physician's order; nota indicated for any resident with an
sffectiveness and notify physician if Ineffective,

FORM C#S-2567(02-98) Pravious Versions Gbsolele Evenl ID:GNX414 Facifity ID: 100408 iF continteation sheet Page 23 of 47




PRINTED: 06/06/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEBICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENGIES {¥ 1) PROVICER/SUPPLIERUCLIA {¥2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185167 B.WING 04/2412014

NAME GF PROVIDER OR SUPPLIER

HOPKINS CENTER

STREET ADDRESS, CIFY, STATE, ZIP CODE
450 SOUTH COLLEGE S8TREET
WOQCDBURN, KY 42170

document and repori complaints and non-verbal
signs of pain, and assist to reposition for comfort.

Observation on 04/09/14 at 3:08 PM, revealed
Resident #1 stated to RN #1, "My toe on my lefi
foot hurls." RN #1 stated to Resident #1, "It's
hard for it not to hurt when it is infected.” Further
observation reveaied the RN did nof assess the
resident’s level of pain and did not offer any
comfort measures for the resident's pain,

Review of Resident #1's Physician Orders, dated
03/13/14, revealed an crder for Acetaminophen
{pain medication) 650 milllgrams {mg} as needed
four (4} times a day for pain; however, there was
no documentation the resident was administered
the pain medication refated o his/her complaints
of pain on $4/09/14 af 3.06 PM.

Interview with Resldent #1, on 04/09/14 at 4:00
PM, revealed histher Celluiitis
{infection/inflammation of deep tissue} of the fogt
caused him/her pain and when the staff moved
hit/her it would cause him/her pain and it would
take a while for the pain to go away.

Interview with RN #1, on 04/09/4 at 3:25 PM,
revealed she had not assessed the resident's
pain and had checked to see if their were any
orders for pain medication but she wouid now,

Interview with the Director of Nursing (DON} and
the Administralor, on 04/09/14 at 10:45 AM,
revealed when the resldent complained of pain
they expected the nurse to have assessed the
resident's pain, chacked the physician's orders,
and to have offered pain medication, as per the
plan of care,
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F 282 Gontinued From page 23 Fogp| Cventor new complaint of pain,

This audit wiil be completed daily
for 2 weeks then 5 days per week
for 30 days then no less than 3
times per week for 60 additional
days. Additional audits will be
determined by the monthly QI/PI
commnittee. Corrective action
and/or re-education will be
provided at point of discovery.
Additional audits will be
determined by the monthly QI/PI
committee, The Quality
Improvement committee includes
the Medical Director,
Administrator, Director of Nursing,
Assistant Director of Nursing, the
Social Services Direcior, the
Maintenance Director, the Dietary
Manager and the Business Office
Manager.

05/14/2014 ’05[ il
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Resident #1 was assessed for pain

F 309} Continued From page 24 F 309 .
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F30e] O 04/ 09/_ 14 and provided PRN
5s=G | HIGHEST WELL BEING pain medication per orders at
3:35pm and again at 11:00pm on
Each resident must receive and the facility mus! 4/9/14 for the resident’s Complaint

provide the necessary care and services to attain

. . , '
or maintain the highest practicable physical, of toe pain. Resident #1’s muse

mental, and psychosocial well-being, in practitioner reassessed resident on
accordance with the comprehensive assassment 04/25/14. New orders were
and plan of care. received for additional pain

management. Resident’s #1 care
plan was updated by the licensed

nurse.
This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, record review,
and review of the facilily's "Pain Management"
policy and procedure, it was determined the Al residents were re-assessed for
facitity failed to provide the necessary care and pain on 4/10/14 by a licensed murse

senvices o atlain or maintain the highest , . .
practicable physical, mental, and psychosoclat with follow up and pain medication

wellbeing according to the comprehansive administration and documentation
assessment and plan of care for one (1) of completed as needed. Another
thirteen (13) sampled residents (Resident #1) dit initiated and leted
related to pain. audit was nutig E' aid compileic
on 4/16/14 by a licensed nurse to
During an observation on 04/09/14, Registered include all residents with new
Nurse (RN) #1 was told by Resldent #1 his/her orders for pain management since

toe was hurting. RN #1 replied to Resident #1, "H . e
is hard for it not to hurt when It is infected”. RN 4/10/14, any resident with an event

#1 left the room and did not parform a pain since 3/15/14 and any resident
assessment or o_ﬁer the resident any comfort identified at risk for pain per the
measures for pain conliol, 24-hour report review between

4/10/14 — 4/16/14.

The findings include:

Review of the facllily's policy and precadure litled,
"Paln Management", last revised 01/02/14,
revealed staff was to maintain the highest
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possible level of comfort for patients by providing
a system to identify, assess, treat, and evaluate
pain and to design a plan of care to achieve an
optimal balance between pain relief and
preservation of function, in accordance with
patient directed goals. In addition, if the Nursing
Assessment indicated pain, the nurse would
obtain treatment orders as indicated and at a
minimum of daily, patients would be evaluated for
the presence of pain by making an inquiry of the
patient or by observing for signs of pain.

Record review revealed Resident #1 was
readmitted on 03/12/14 with diagnoses which
included Parkinsan's Disease, Anemia,
Peripheral Neuropathy, Pressure Ulcer Buttock,
Stage Two (2), Generalized Pain, Infection to Left
Foot, Second Toe, and Restless Leg Syndrome.

Review of the Significant Change Minimum Data
Set (MDS) assessment, dated 03/19/14, revealed
the facility assessed Resident #1's cognition as
moderately impaired with a Brief Interview for
Mental Status (BIMS) score of "12", which
indicated the resident was interviewable. The
resident was assessed to have the presence of
pain with the pain occurring frequently.

Review of the Comprehensive Care Plan for Pain
related to Arthritis, pressure points, skin
breakdown and Peripheral Neuropathy, dated
03/21114, revealed interventions to monitor pain
on a scale of zero to ten (0-10); administer pain
medication per physician's orders; note
effectivenass and notify physician if not effective,
give as needed (PRN) medication for
breakthrough as per physician's order; note
effectiveness and notify physician if ineffective,

document and report complaints and non-verbal

on 4/16/14 by the ADNS or the RN
Nurse Educator regarding pain
management assessment including
when resident states pain is not
relieved and physician notification
if indicated, treatment and
documentation including care plan
revision if indicated. New licensed
nurses will have education
provided regarding pain
management during orientation by
the DNS, ADNS or an RN,

The DNS, ADNS, or charge nurse
will audit the 24-hour report for
change in condition to validate that
pain management was completed
including care plan revision if
indicated for any resident with an
event or new complaint of pain,
This audit will be completed daily
for 2 weeks then 5 days per week
for 30 days then no less than 3
times per week for 60 additional
days. Additional audits will be
determined by the monthly QI/PI
committee. Corrective action
and/or re-education will be
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F 309 | Continued From page 26 F 09| Provided at point of discovery.
signs of pain, and assist to reposition for comfort, Adqunal audits will be
determined by the monthly QI/PL
Review of Resident #1's Physician Orders, dated commitiee. The Quality
03/13/14, revealed an crder for Acetaminophen Improvement cominittee includes
{pain medication} 650 milligrams {mg) as needed he Medical Director
four {4) times a day for pain. the .ef ica “e‘_:ml’ .
Administrator, Director of Nursing,
Obs'ervation on 04/06/14 at 3:.06 PM, revealed Agssistant Director of Nursing, the
Remdent?ﬁ stated to RN #1, My foe on n:ny left Social Services Director, the
foot hurts.” RN #1 stated to Resident #1, "It's . . . C
hard for it not to hurt when it is infected.” Further Maintenance Director, the Dietary
observation revealed the RN did not assess the Manager and the Business Office
resident's fevel of pain and did not offer any Manager,
comfort measures for the resident’s pain,
Interview with Resident #1, on 04/08/14 at 4:00
PM, revealed he/she had pain due to Cellulitis
{infectionfinflammation of deep tissus) of the foot ) I
and when staff moved him/her it would cause 05/14/2014 @5/ 4/{([
him/ner pain and it would take a while for the pain
{o go away.
During interview with RN #1, on 04/09/14 at 3:25
P, she staled she had not checked the
rasident’s orders for pain but stated, °l will now".
interviaw with the Director of Nursing {DON) and
the Administrater, on 04/09/14 at 10:45 AM,
revealed their expectation would have been for
the nurse to have assessed the resident's pain,
checked the physician's orders, and to have
offered pain medication. as per the plan of care,
F 314 | 483.25{c) TREATMENT/SVCS TO F 34
ss=0 | PREVENT/HEAL PRESSURE SORES
Based on the comprehensive assessment of a
resident, the facllity must ensure that a resident
who enters the facility without pressure scres
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does not develop pressure sores unless the
individual's ¢linical condition demonstrates that
they ware unavoidable; and a resident having
prassire sofes racaives necessary treatment and
services to promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT s not met as evidenced
by:

Based on observation, infervisw, record review,
and review of the facility's "Hand Hyglene" and
"Aseptic Wound Dressings” policies and
pracedures, it was determined the facility failed to
ensure a resident received the necessary
services to prevent infection and premots healing
for one (1) of thirtean {13} sampled residents
(Resident #1), related o improper wound care for
a Stage |i pressure ulcer. Licensed Practical
Nurse (LPN)} #3 failed to change gloves and wash
her hands between touching feces during
incontinent care and cleaning a wound during
wound care.

The findings include:

Review of the facility's poficy titled, "Hand
Hygieneg", last revised 10/01/13, revealed its
purpose was to improve hand hygiens practices
and reduca the transmisslon of pathogenic
microorganisms. Further review revealed it was
the process of the facllily to use seap and water
in the following situations: After remaving gloves
or other personal protective equipment (PPE),
immediately after contact with blood, bedy fiuids,
or ather potentially infectious materials, and when
hands were vislbly soiled or contaminated,

Review of the facility's policy titled, "Aseptic

X4} 10 SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S FLAN OF CORRECTION (%5
PREFIX {EAGH DEFICIENGY MUST BE PRECERED BY FLLL PREFIX {EAGH CORRECTIVE AGTION SHOULO BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE
DEFICIENGY)
F 314 | Continued From page 27 F 314 Resident #1 was reassessed by a

licensed nurse for pressure sores and
signs/symptoms of infection on
4/28/14.

The other resident with a perifanal
pressure sores was reassessed by a
licensed nurse for signs/symptoms of
infection on 4/28/14 with no concerns
were identified. As of 05/01/14 this
area was healed.

Re-education was provided to
licensed nurses by the Assistant
Director of Nursing, Director of
Mursing or RN Educator beginning on
4/28/14 to include aseptic techniques
during wound dressing including
appropriate glove usage and hand
hygiene. ticensed nurses will have this
training provided during orientation
by ADNS/DNS or a RNM.
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