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£ 000 ' INITIAL COMMENTS F 000
An Abbreviated Survey invastigating complaints
# § 2 058 . A
mK::uac(::g 31’1(;4?;)20!: sarhdmﬁzgﬂoaﬁ;.s ‘ Submission of this Plan .ol Correcuotlh
. Complaints #KY23046 and KY#23058 were ' does not constitute admission or
substantiated with deficlencies cited at the agreement by the provider of the
highest Scope and Severity of a "G". Complaint truth or the facts alleged or
#KY23004 was unsubstantiated with no conclusions set forth in the Statement
deficiencies identified. : of Deficiencles. The Plan of
Correction is submitted solely because
Resident #1 was admitted to the facility on it i required by the provision of
09/17/14 with the diagnosis of Breast Cancer. federal auﬂg}at_e._liit
Resident #1 began having increased pain an .
02/04/15 and complained of pain for fiftesn {15)
days. However, there was no documented k \\\‘?/0
evidence the facility monitored the resident’s pain 0‘6 S
or implementad the Intarventions from the ng qp\
resident's Comprehensive Care Plan. On \:@Z\ o (8&\»
02/18/15, the facility obtained a Computed oo
Tomograpy (CT) for Resldent #1 back and it was
discovered he/she had a L-1 burst fracture
: (fractura of lower spine) and was transferred to
the hospital on 02/20/15.
| Resident #1 was transferred back to the facility _ F 282 483.20(k)(3)(ii) SERVICES BY
for palliative care and a consult for Hospice. QUALIFIED PERSONS/TER CARE
F 282 483.20(k)3)(ii) SERVICES BY QUALIFIED F 282 PLAN
ss=G | PERSONS/PER CARE PLAN 05/15/15
. Corrective Measures for Resident(s|
The services provided or arranged by the facllity Identified In The Deficiency !
ATl L persons in [1] Resident #1 was re-admitted to the
accordance with each resident's written plan of ; facility on 3/30/15 with otders for
e Roxanol 20mg/5ml 0.25ml q 2 s as
needed for pain , palliative care and
This REQUIREMENT is not met as evidenced ! Fentanyl Patch 25mcg, Resident #1
by | received seven doses of Roxanpl fcr
Based on ohservation, interview, record review, breakthrough pain from readmission on
review of the fachity's policy and procedures and 03/30/15 to discharge from the fm:lllqu

LABORATORY (FRECTOR'S CR PR VIDER/SUPPLIER REPRESENTATIVES SIGNATURE TITLE (n8) DATE
Acdmaunigtvatoy™ 5 -—15

Any deficiency stalement ending with an asterisk (*} denctes 8 deficiency which the Institution may be excused from comecting praviding ILis determinad that
other safeguards provide sufficient protection to the patients . (See instructions.} Except for nursing homes, the findings stalad above are disclosable 50 days
following the data of survey whether or not & plan of correction is provided. Far nursing homes, the abave findings and plans of enrmaction are discosable 14
daya following the date these documents are made available lo the tacility, If daficiancies ars clted, an approved plan of correction Is requlsita to continued
program participation.
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hospital records it was determined the facility
failed to provide cara according to the resident's
written plan of cars for one (1) of three (3)
sampled residents (Resident #1).

Resident #1 was admitted to tha facility on
09/17/14 with the diagnosis of Breast Cancer.
The tacility's care plan for Resident #1 included
interventions to administer pain medication as
orderad by the physician; nolify the physician if
the medications were ineffeclive; assess
Resident #1's level of pain and provide comfort
measures such as positioning, music and
massage; and, to administer "Biofreeze” lopically
to the resident's back as needed for back pain.
Resident #1 began having incraased pain on
02/04/15 and complalned of paln for fifteen (15)
days; haowaver, there was no documented
evidengs the facility monitored the resident's pain
or implemented the Inferventions from the
Comprehensive Care Plan.

On 02/18/15, Resident #1 had a Computed
Tomography (CT) and it was discovered he/she
had a L-1 burst fracture (fractura of lower spine)
and was transferred to the hospital on 02/20/15
and diagnosed with probable Necrotic Neoplasm
{tumor). Resident #1 was transferred back to the
facility for palfiative care and a consult far
Hospice.

The findings include:

Review of the facility'’s policy and procedure titled,
"Comprehensive Care Plans” last revised
04/03/13, revealed it was the facility's policy that
each resldent had a plan of care for assessed
needs. Additional raview revealed a care plan
would be developed based on the resident's

on 04/07/15. Resident #1 was
discharge from the facility to a group
home on 04/07/15 per the ariginal
discharge plan.

How Other Resident's Who May Bg#n
Affected By This Practice Were

Identified
(1] On 04/09/15, the Unit Manager,

Assistant Director of Nursing, and the
Resident Care Caordinator/Staff
Development Coordinator assessed
100% of the residents for
sign/symptoms of pain or vcrbalizatic;E
of pain using the Pain Analysis form fpr
residents with a BIMS of 7 or greater
and the Pain Analysis For Non-
communicative/Advanced Dementia
Residents form for residents with Bltjs

05/15/1

of less than 7. Any residents who
verbalized pain or had signs/symptonis
of pain, had physician notification dor
by the Unit Manager, Assistant Dircctor
of Nursing, or the Resident Care
Coordinator/Staff Development
Coordinator.

Mesrsures {mplemented/ Systems

Altered to Prevent Re-Occurrence
[1] Licensed nurses and nurse aides

were educated by the Resident Care
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Record review revealed the facility admitted
Resident #1 on 09/17/14, with diagnoses which
included Breast Cancer, Cerebral Palsy,
Scoliosls, Anxiety, Pruritic Disorder and
Inteflectual Disability. Review of an Admission
Minimum Data Set (MDS) assessment, dated
09/24/14, revealed the facility assessed Resident
#1's cognition as severely impaired with a Brief
Interview of Mental Status (BIMS) scora of three
{3) indicating the resident was not interviewable.

|
i
i
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assessed neads. Cara plan approaches will be Coord!natorfStag Dev-c opmenll d
communicate to staff for the use in providing Coordinator on the pain care plans an
direction for care. The plan of care would be use of the interventions listed on the
reviewad and revised when Indicated and based Pai“ ca.re_plan for'remdents exXperiencing
an the resident’s response. pain. This education was started on
04/09/15 and completed on 04/29/15.
Review of the facility's policy and procedure fitled, [2] All Licensed Nurses were educated
“Pain Management”, last revised 12/19/13, and post-tested by the Resident Care
revealed the facility should manage a resident's Coordinator/Staff Development
pain in a manner that allowed the resldent to Coordinator beginning on 04/09/15 an\j
afttain or mainiain their highest practicable lavel of ending on 04/29/15 on the Pain :
physical, mental and psychosocial well-being. Management Policy including using thL
Further review revealed the resldents would be 3
Pain Management Log to document
evaluated for the presence of pain and the ident's pain. treatment for pain and
potential Impact of pain on their activitles of dally ;e?: ents p‘:.':;; eﬂ - P f1h i
living. Based on the evaluation, the resident Ll A ne e ectiveness o the | 05/15/1
would recelve an individualize pain management pain intervention and to notify the
plan. Additlonal review revealed physu::an _°f a resident experiencing new
‘ non-pharmacological Interventions would be pain or pain not controlled by the pain
utilized as appropriate or per the resident's medication,
preference to address the factors Influencing pain 13] A copy of each resident’s pain ca
and as an intervention to alleviate the pain. plan was placed in front of each
Additionally, medication would be administered resident'’s MAR for the licensed nurse
based on the evaluated lavel of pain and the and certificd medication technicians ¢
effectiveness of the interventions implemented to reference for interventions that may b
'“9:?9‘; e 'e"":?;rs galn. ;he res:::len‘t's &a'“ used when a resident verbalizes pain
) ggld:?wgn: ;ou; nsee adjusted according 1o the shows s/s of pain.
| panse. [4] A copy of each resident's pain care

interventions highlighted was placed
with the residents’ Nurse Aide Data |
Sheets.

(5] Newly admitted/re-admitted 4

plan with the non-pharmacological ‘

residents will have a copy of their pai
care plan placed in front of their
Medication Administration Record and a
copy with the non-pharmacological
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et F282| |, terventions highlighted with their
Further review revealed the facility had assessed Nurse Aide Data Sheet by the License
Resident #1's pain prasence as occurring Nuzses
:zg:;:::.ally and not interfering with sleep or {6] Newly admitied/re-admitted
residents will be audited by the Unit
Review of a Comprehensive Care Plan, datad Manager, Assistant Director of Nursin
10/01/14, revealed the facility assessed Resident or Resident Care Coordinator to ensur
| #1 to have pain related to & surgical incision and a copy of the resident’s pain care plan
hefshe had a history of complaints of pain. have been placed in front of the
Further raview revaaled the Interventions were to resident's Medication Administration
administer medications as ordered by the Record and with the resident’s Nurse |
physician, notify the physician if the medications Aide Data Sheet with the non-
were ineffeclive, assess Rasldent #1's level of pharmacological interventions
palr; a"? P rnvidai com;on measures such as th highlighted. The results of the audit will
positioning, music and massage, encourage the . .
| resident fo report pain before it becama be d|sc.|.!sscd durm_g the ti
unbearable; and to administer “Blofreeze” (gel Abhrcwatec-l Quality Assurance mectitg
' pain medication) tapically to the resident's back M°“‘?RY'F““3Y- .
as neaded for pain, | 7] Licensed nurses will documentont | (5/15/15
the Pain Management Log any non-
Review of a Physician's Orders, daled 12/26/14, pharmacological interventions
_revealed an order for Biofreeze, apply topically to implemented by the licensed nurse or
| lower back three (3) limes a day (TID) as neaded nurse aide when a resident is
for pain; a Physician's Order, dated 01/05/15, lo experiencing pain. The Pain
administer Norco (combinatlon pain medication Management Logs will be reviewed
containing a narcotic and acetaminophen during the Abbreviated Quality
. {Tylenol} 7.5/325 milligrams (mg), one (1) tablet, Assurance meeting Monday-Friday by
| three (3) times a day (TID) at 9.00 AM, 1:00 PM the Director of Nursing, Assistant
and 5:00 PM; and a Physician's Order dated Dircctor of Nursing, Unit Manager a d
01/28/15, to administer Naproxen {pain # Developme téoor dinator for agy
| medication) 500 mg two (2) times dally (BID) for Staft Deve'op . n
back pain, follow up that is needed. .
[8] The Unit Manager, Assistant
Review of a Nurse's Note, dated 02/04/15 at 6:00 Director of Nursing, Directorof |
| PM, (one (1} hour after the scheduled pain Nursing, and the Staff Develqpmcnt
' madication Norco was administered) revealed Coordinator will audit the pain care
Resldent #1 was crying and stating over and plans to ensure they are in place in front
over, "My back hurts®. Further review ravealed of the residents’ Mars and with the
Resident #1 was informed his/her pain |
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the resident's Fabruary 2015 Medication
Administratlon Record (MAR) revealed no
documented evidence the Biofreaze was applled
as ordered or that the facility monitored the
rasults of the resident's medication. In addition,
further raview of the record revealed no
documented evidence the facllity provided
comfort measures, or nolifled the physician of the
rasident's continued pain after his/her pain
medication was administered.

Review of Nurse's Notes, dated 02/06/15 at 1:00
PM, 02/07/15 at 5:00 PM and 02/08/15 at 1:00
PM revealed Resident #1 was noted to be crying
and complaining of back pain; and, on 02/09/15
at 10:15 AM, he/she complained of headache and
back pain. Further review of the Nurse's Note,
dated 02/07/15 revealed the "as needed”
Biofreeze was applied at that time and Resident
#1 was repositioned with a pillow placed behind

Monitoring Measures To Maintain ;
~Going Compliance

[1] The Assistant Director of Nursing}
Resident Care Coordinator, or the Unit
Manager will be responsible for making
sure the pain carc plans are in place ip
front of each resident's Medication |
Administration Record and with eac
resident's Nurse Aide Data Sheet wi
the non-pharmacological interventio
highlighted. The Director of Nursing,
Assistant Director of Nursing, Unit
Manager, and Staff Devclopment
Coordinator will be responsible for
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o‘:ﬂ nu“a :ro;nbpage dministered and it nesded i residents' NADS cvery week times fo
medicalion had been adminislerac and it neade weeks; every other week times four
tima to take effect. The nurse documented ks: and monthly times three mont
Resident #1 was asked if he/sha would [tke to lle bdoced Pain M Y 1t Logs will b
I down in bed and informed the resident that sitting [91The ?m alrllagc-lge ¢ Ng ti
In the wheel chair for long pariods of time would p!aced with each resident’s Narco ';
make his/her back hurt, Further review of the Sign out sheets for easier access when
Nurse's Notes revealed the resident stated documenting a rc.sulent experiencing
he/she did notl want to go to bed and then began pain. The narcotic book from cach
rapeating, "My leg hurts, my back is killing me, | nursing station will be brought to the
didn't sleep good last night". The nurse reminded Abbreviated Quality Assurance Meeting
! the resident again when his/her last pain Monday-Friday for review by the
medication was given and the resident was Director of Nursing, Assistant Directo|
satisfied for a while; however, hefshe began of Nursing, Unit Manager, and Staff
, crying and whimpering again. The nurse Development Coordinator to ensure pain
documented she observed the resident cursing to ; medications administered had follow yp
his/her baby doll in the haltway over and over. i for effectiveness and documentation
Further review of the Nursa's Notes ravealed no or; cc he Pain M ement Lo 05/15/
documented evidenca that the Biofreeze was i made on the Fain Managem g
applied to alleviale the resident's pain. Raview of
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P F making sure non-pharmacological

his/her back. Howevar, there was no

documentsd evidencs the Biofreeze was

| effective. In addition, review of the Nurse's

' Noles, datad 02/06/15 and 02/08/15, revealed the
facility was unable to locate the page of the
February 2015 MAR to show if the "as needed"

. Blofreeze was applied. There was no
documentad evidence the physician was notified
if the medications were ineffactive, tha resident's
level of paln was assessed, aor comfort measures
such as positioning, muslc and massage were

| offerad, per the care plan.

Review of a Nurse's Note, dated 02/10/15 at 3:15
PM, (twa [2] hours and fifteen [15] minutes after
the scheduled pain medication was
administered), revealed Resident #1 began to
refuse care and refused to get out of bed to
socialize. It was documented Resident #1 was
. noted to have behaviors of scratching and
| rubbing his/her legs which caused bleeding. The
resident was noted to be grinding his/her testh,
crying, and pulling his/fher own hair out. Further
raview of the Nurse's Note, revealed Resident #1
had received the scheduled pain medication as
ordared by the physician at 1:00 PM; however,
there was no documented avidence to show [f the
Biofreeze was applied. Further record review
revealed there was no documented evidence of
ongoing monitoring to ensure the effectiveness of
the medication and that cornfort measuras were
: provided, as per plan of care.

Review of a Nurse's Nole, dated 02/11/15 at
11:00 AM, revealed the residant was noted with
repeated episodes of calling out that his/her logs
hurt. The resident propelled himselffherself up

| and down the hallway in his/her wheelchair

'| grinding his/her teeth logethar and rmaking crying

interventions that are utilized when a
resident is experiencing pain is
documented on the Pain Management
log. The Director of Nursing, Assistant
Director of Nursing, Unit Manager, and
Staff Development Coordinator will b¢
responsible for auditing the Pain
Management Logs during the
Abbreviated Quality Assurance meeting
Monday-Friday to ensure follow up

the Licensed nurse for the effectiveness
of the pain medication is being
documented on the Pain Management
Log and the physician is being notifie
of any pain not being effectively
controlled. The Director of Nursing
will bring the results of the audits to the
Monthly Quality Assurance Commitige
[consisting of the Administrator,
Director of Nursing, Assistant Dircct%l;'

of Nursing, Resident Care Coordinat
Unit Manager, MDS Coordinator, Pla
Services Director, Activities Director,
Medical Records Director, Social
Services Director, Admissions
Coordinator] for review and

1

t

months.

development of action plan monthly % 6

05/15/

|5

FORM CMS-2567(02-99) Provious Vertions Qbsolele Event ID:RO&Y 11

Facilty 10: 100070

If continuation sheet Page 8 of 33




PRINTED: 04/22/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-03
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (%2} MULTIPLE CONSTRUCTION {X3) OATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING COMPLETED
c
185078 B. WING 04/08/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BRADFORD HEIGHTS HEALTH & REHAB CENTER, INC 950 HIGHPOINT OR.
' HOPKINSVILLE, KY 42240
P SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORREGTION xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL ' preFx {EACH CORRECTIVE ACTION SHQULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
Y ___ _DEFICENCY} . d—r —
F 282 | Continued From page 6 F 282

sounds. Review of a Nursa's Note, dated
02111415 at 6:00 PM, revealed Resident #1
continued to state his/her back hurt. The
Advanced Practice Reglstared Nurse was notified
and a new order was received to send the
resident {o the hospital; however, the resident
rafused and the physician was made aware with 0
no new orders received.

' Review of a Physician's Order, dated 02/13/15, :
revealed an order was obtained for Norco (Opiod
pain medication) 10/325 every six (&) hours as
needed.

Review of a Nurse's Nole, dated 02/14/15 at 6:40
PM, revaaled Resident #1 refused lo get out of

| bed and was curled up in a fetat position with the
bed covers pulled up to histher chin and refused
to allow wound care. Resident #1 stated, “No, it

I hurts®. Further review of the Nurse's Note !
revealed the “as neaded" Norco was
administered. However, there was no
documented avidence Resident #1's lavel of pain
and effectiveness of the medication was
assessed, or that comfaort measures such as
pasitioning, music and massage were offered
according to the care plan.

Review of a Nurse's Note, dated 02/15/15 at
12:00 PM, revealed Resldent #1 was up in histher
wheelchalr crying and gnashing his/her teeth.
Resident #1 was noled scraiching at self and
smeared blood along the hallway and the hand
rails. In addition, Resident #1 screamed and
used profanity. Resident #1 was taken (o his/her
room where his/her clothes and wound dressing i i
were changed. Review of the February 2015
MAR revealed the "as needed” Norco was

| administered however, thare was no documented
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evidence of continued monitoring to ensure the
effectiveness of tha medication and the degres of
pain relief. In addition, thero was no documented
evidence comfort measures were provided.

Raviaw of a Nurse's Note, dated 02/15/15 at 6:30
PM, revealed Resident #1 placed him/her self on
the floor in the hallway and stated ha/she was
hurting, There was no documented evidence in
the Nurse's Note or on the February 2015 MAR
to show if the "as needed" Biolreeze and Norco
waere provided to the resident. Further review of
the record revealed there was no documented
evidence of continued monitoring to ensure the
effecliveness of the resident's medication

| management and degree of pain rellef, as staled
in the resident's care plan.

Revlew of a Nurse's Note, dated 02/18/15 at 9:00
AM, revealed repeated episodes of crying out that
the resident’s back hurt and Resident #1 was
noted making crying sounds and grinding his/her
teeth. Review of the February 2015 MAR,
revealed the PRN Norco was administered on
02/18/15 at 2:30 PM; hawaver the facility was
unable lo provide documented evidence the as
needed Biofreeze had been administered or the
facility monitored the effectiveness of the
medication.

Review of a Physician's Order, dated 62/18/15,
revealed a naw order for a Computed
Tomography (CT) scan (x-ray test that produces
cross sectional images of the body using x-rays
and a computer) of lumbar {lower back reglon}
spine. Review of the CT Scan Report, dated
02/19/15, revealed Resldent #1 had a L-1 burst
[racture {traumatic spinal injury In which a
veriebra braaks from a high-energy axtal load

F 282
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such as a car accident or fall from a great height)
with significant subluxation (when one or more of |
the bones of spine move out of poslilon and |
create pressure on or irritate spinal nerves).

Review of a Physician's Order, dated 02/20/15,
i revealed new orders for a Neurosurgeon Consult
and an order for a Fentanyl patch (adhesive
patch containing an Opiod pain relieving agent)
25 micrograms (mcg) toplcally, and change avery
seventy-two (72) hours for severe back pain.

Review of a Physician's Order, dated 02/20/15,
revealed 1o transpart Resident #1 to local !
hospital. Review of a Hospital Discharge
Summary dated 02/26/15, revealed Residant #1
was transferred to another hospital and
diagnosed with probable Necrotic Neoplasm
(tumor with ona (1) or more areas of necrosis,
often related to tumor growth beyond the growth
of the tumors vascular supply). Further review
revealed Residant #1 would be transferred back
to the facility with new orders for pallialive care

. and a consult for Hospice.

Interview with Wound Care Nurse, Licensed ;
Practical Nurse (LPN #1) on 04/02/15 at 3:25 PM, :
revealed Resident #1 has chronic pain due lo
breast cancer. She furiher stated Rasident #1's
pain has gotten worse and the resident had
become less actlive. She stated she was not
usually Resident #1's primary nurse, but did see
the resident when she provided hisfher wound
care treatments.

Interview wilh Registered Nurse #1 {(who
documented the Nurse's Notas dated 02/05/15,
02/06/15, 02/07115, and 02/08/15), on 04/08/15 at

| 11:50 AM, revealed Resident #1 had uncontrolled
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| pain. Sha stated she did not apply the Biofreeze | |

that was ordered as needed because the rasldent

| stated It did not help. She stated Rasident #1

_received a scheduled pain maedication; however, '

| itgotto where it would not hold the residant over I
until time for the next dose was due. She stated

| she had provided back massages and
repositioning which did relieve pain sometimes.

! Interview with Floor Nurse, LPN #2, on 04/06/15 |

| at 8:30 AM, revealed Resident #1's pain had
become worse since he/she was admitted to the

| facility. She further stated she would affer o
reposition Resident #1; howsever, she did not
recall offering music or massage to the resident
per the care pian.

Interview with Floor Nurse, LPN #3 on 04/16/15 at
11:20 AM, revealed Resident #1 had frequent
complaints with back pain and had Issues with

I back pain since admission. She stated the back
pain got worse in February thig year (2015). She

| stated she would administered the scheduled
pain medication and offer to reposition Resident

| #1 and prap him/her up with pillows per the care
plan.

Interview with the Director of Nursing (DON), on

| 04/08/15 at 5:25 PM, revealed she expected the
staff to follow the care plan.
Interview with the Advance Practlce Nurse
Practitioner {(APRN), on 04/08/15 at 9:48 AM,

| revealed the facilily staff reported to her on

| occasions that Resident #1 continued to have
pain, She stated she was hasitant to continue to

| increase the pain medication and stated she felt
that it was important to identify the underlying

| cause of the continued pain and not just Increase

* the medicatlon. She further stated she was not AN
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This REQUIREMENT is not mat as evidenced
by:

Based on observalion, interview, record review
and review of the facility's pollcy and procedures
it was delermined the facility failed to ensura
each resident recelved the necessary care and
services to attain or maintain the highest
practicable physical, mental, and psychosoclal
well-being for one {1) of three (3) sampled
rasidents {Residant #1) related to pain
management,

: The facility admitted Residant #1 on 09/17/14 with
the diagnosis of Breast Cancer. Resident #1
began having increased pain on 02/04/15 and
complained of pain for fifteen (15) days.

However, there was no documented evidence the
facility monitored the resident's pain or

l

palliative care. Resident #1 received
seven doses of Roxanol between
03/30/15 and her discharge from the
facility on 04/07/15. Resident #!
continued on her Fentany! patch
25mcg/hr 03/30/15 to discharge from
the facility on 04/07/15. Resident #1
was discharge from the facility toa
group home on 04/07/15 per the original

discharge plan.

How Other Resident's Who May
Have Been Affected by This E;ngtici

{1} On 04/09/15, the Unit Manager,

Assistant Director of Nursing, and the
Resident Care Coordinator assessed

i
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aware Resident #1's pain was severa and
uncontrolled; she staled she should have been
notified. The APRN stated she expected the staff
to continue to monitor for the effectiveness of the
pain medication and to have provided comfort
. measures per the resident's Comprehensive |
Care Plan. F 309 483.25 PROVIDE .
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309 CARE/SERVICES FOR HIGHEST
s5=G | HIGHEST WELL BEING WELL BEING
Each resident must recelve and the facility must !
_ provide the necessary care and services 1o attain Corrective M e Resident(s]
or maintain the highest practicable physical, Identified In the Deficiency
mental, and psychosocial well-being, in {1]. Resident #1 was re-admitted to tHe
accordance with the comprehensive assessment fac.ility on 3/30/15 with orders for
and plan of care. Roxanol 20mg/Smi 0.25mi q 2 hrs as |
needed for breakthrough pain, Feman+l
Patch 25mcg every three days and 05/15/]
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implemented the interventions from the rasidents’ lpD% of the restdents for. N i
Comprehensive Care Plan. On 02/18/15, signs/symptoms or verbalization of pai
Resident #1 had a Computed Tomograpy (CT) ustng the Pain Analysis form for
and it was discovered he/she had a -1 burst residents with a BIMS of 7 or greater
fracture (fracture of lower spine} and was and the Pain Analysis For Non-
transferred to the hospilal on 02/20/15. Communicative/Advanced Dementia
Residents form for residents with a
| The findings include: BIMS of less than 7. The Unit Managgr,
Assistant Director of Nursing, and the
Review of the facliity's policy and procedure tiled, Resident Care Coordinator notified the
”P: it;lt‘: r::g:r:;;:;-;::: tl': wse:;ez ; QIL?& " physician of any resident verbalizing
reve e fa uld man resident's : P :
paln in a manner that allowed the resldent to pain or having signs/symptoms of pain
attain or maintain their highest practicable lavel of I d0 t
physical, mental and psychosoclal well-being. Messures Implemented Or systems
Further review revealed the residants would be Altered To Prevent Re-Occurrence
avaluated for the presence of pain and the [1] 100% of current residents will be
" potential impact of pain on their activities of dally assessed for pain by the Unit Manager
living. Further review revealed based on the Assistant Director of Nursing, and the
evaluation, the resldent would recelve an Resident Care Coordinator using the
individualize pain management plan. Additlonal Pain Analysis form for residents with i
reviaw revealed non-phamacological BIMS of 7 or greater and using the Pai
interventions would be ulilized as appropriate or Analysis For 05/15/15
per resident's preferance to address the faclors Non-Communicative/Advanced
Inﬂuenplng pain and as an intervention to alleviate Dementia Residents form for residents
the pain. Additionally, medicalion would be with a BIMS of less than 7. The pain
administered l:.aased on evaluated lavel of pain assessments will be completed for 100%
and the effectivenass of the interventions £ the current residents one time a wee
" implemented to manage the resident’s pain would o - ! .
be observed and adjusted according ta the for three weeks; every other week time
resident’s respanse. two weeks; monthly time three months
|2] All Licensed Nurses were educated
Raview of the facility's policy and procedure titled, and post-tested by the Resident Care
*Comprehensive Care Plans” last revised : Coordinator/Staff Development
04/03/13, revealed it was the facility's policy that | Coordinator beginning on 04/09/15 an
each resident had a plan of care for assessaed i ending on 04/29/15 on the Pain
: naeds. Additional review revealed a care plan Management Policy including using the
would be developed based on the resident's | Pain Management Log to document
assessed needs. Care plan approaches will be i | !
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F 309, Cantioued From page 12 F 309 resident’s pain, treatment for pain and
communicate to stalf for the use in providing follow up of the effectiveness of the
direction for care. Tha plan of care would be ain intervention and when to notify the
reviewed and revisad when indicated and based pain In e T e et
on the resident’s response. p:?:man of & resident experic 8
: pam.
Recard review revealed the facility admitted [3]All nurse aides were educated and
Resident #1 on 09/17/14, with diagnoses which post-tested by the Resident Care
included Breast Cancer, Cerabral Paisy, Coordinator/Staff Development 05/15/1p
Scoliosls, Anxiety, Pruritic Disorder and . Coordinator beginning on 04/08/15 an
Intellectual Disability. ‘ ending on 04/29/15 on non-verbal
signs/symptoms of pain and the non-
Raview of an Admisgion Minimum Data Set pharmacological pain interventions
(MDS) assessment, dated 09/24/14, revealed the listed on the Pain Care Plans.
tacility assessed the cognition of Resident #1 as i [4] Licensed nurses will be educated ajd
severely impaired with a Brief Interview of Menlal i post-teste d on the Pain Management
Status (BIMS) score of three (3) which indicated Policy by the R esident Care Coordinatbr
the resident was nol interviewable. Further Assistant Director of Nursin
reviaw revealed the facility assessed that or Assistant Dir hs bg -
Resident#1°s pain interfersd with hismer sleep _ “&“%g’lts‘mes three months beginning
lly, ay .
and occutad occasionsly (5] Nurse aides will be educated and
Review of a Comprehensive Care Flan, dated post-tested on non-verbal
10/01/14, revealed Resident #% was assessed lo signs/symptoms of pain and the. non-
have pain related o a surgical incision and a | ] pharmacological pain interventions by
history of complaints of pain. Tha interventions i the Resident Care Coordinator/Staff
the facility had put in place included to administer Development Coordinator or Assistan
medications as ordered by the physician and to | Director of Nursing monthiy times three
notify tha physictan if the madications were months beginning May 2015.
! ineffective. Additianally, the staff was lo assess {6] During orientation, newly hired
Resident #1's level of pain, provide comfort Licensed Nurses will be educated by the
maasures such as positioning, music and Resident Care Coordinat or/Staff
massage, encourage the resident to report pain I Coordinator on the Painj
bafore it became unbearable and administer Development Loor 1 notification df
“Biofreeza® (gel pain med) topically to the Management Policy and not! 1f:a::on-
resident's back as needed for back pain. _ the physician when a resident is havin
| pain.
Review of a Physician's Orders, revealed on ‘
12/26/14 there was an order raceived far |
Slofresza (gel for pain), apply topically to lower : i {
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back threa (3) times a day {TID) as needed for
pain: on 01/05/15, an order to administer Norco
(combination pain medicalion containing a
narcotic and acetaminophen {Tylenol} 7.5/325
milligrams (mg), one (1) tablet, three (3) times a
day (TID) at 9:00 AM, 1:00 PM and 5:00 PM; and
on 01/28/15, an order to administar Naproxen
(pain medication) 500 mg two (2) times daily
(BID) for back pain,

Review of a Nurse's Note, dated 02/04/15 at 8:00
PM, (one {1) hour after the scheduled paln
medication was administered) revealed Resident
#1 was crying and stating over and over, "My
back hurts". Further documentation revealed
Resident #1 was Informed his/her pain
medication had been administered and it needed
time to take effect. The nurse documented
Resident #1 was asked if she would like 1o lis
down In bed and Reglstered Nurse (RN} #1
stated to the resident, “Sitting in the wheel chair
for long periods of ime would make your back
hurt”. The resident stated he/she did not want to
go to bed and then began repeating "My leg
hurts, my back is kiling me, | didn't sleep good
last night*. The resident was again reminded
about when hisfher pain meds were given, and
was satisfied for a while; however, he/she began
" erying and whimpering again. The resident was
then observed cursing to his/her baby doll in
hallway over and aver. There was no
documented evidence the facility assessed
Resident #1's lavel of pain, provided comfort
measures such as positioning, music and
massage, or administered Biofroeze topically 1o
back as needed for back pain.

Review of a facility's "Pain Analysis”, dated
02/06/18, revealed Resident #1's pain was
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[7] During orientation, newly hired
Nursing Assistants will be educated b}
the Resident Care r
Coordinator/Staff Development
Coardinator on non-verbal
signs/symptoms pain and non-
pharmacological interventions.

(8] Newly admitted/re-admitted
residents will have a Pain Analysis
completed every week times four
weeks by the Unit Manager, Assistant
Director of Nursing, Resident Care
Coordinator/Staff Development
Cocrdinator, or floor nurse to assess th
resident’s for pain.

19] Licensed nurses will document en |
the Pain Management Log any non-
pharmacological interventions
implemented by the licensed nurse or |
nurse aide when a resident is
experiencing pain. The Pain
Management Logs will be reviewed
during the Abbreviated Quality
Assurance meeting Monday-Friday by
the Director of Nursing, Assistant
Dircctor of Nursing, Unit Manager ant
Staff Development Coordinator for an
follow up that is needed.

|10] The Unit Manager, Assistant
Director of Nursing, Director of
Nursing, and the Staff Development
Coordinator will audit the pain care
plans to ensure they are in place in fropt
of the residents’ Mars and with the
residents' NADS every week times four

[

05/15/15

weeks; every other week times four
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assessed with an intensity of nine (9) out of ten
{10) on the Numeric Pain scale and was
described as thrabbing and aching constant in
frequency and duration with decreased in sleep
and no appetite. Further review revealed the
resident had decreased sccialization and
episodes of crying. Review of the February 2015
Medication Administration Record (MAR)
rovaaled the resident raceived the scheduled pain
medication as orderad by the physician; however,
fusther review of the pain analysis revealed thera
was no documentsd evidence the physiclan was
notified of Resident #1's constant state of paln
per the facility's policy and procedure,

Review of Nurse's Noles, dated 02/06/15 at 1:00
PM, 02/07/15 al 5:00 PM, 02/08/15 at 1.00 PM,
and 02/09/15 at 10:15 AM, revealed Resident #1
was noted to be crying and complaining of back
pain. Further reviaw of the Nurse's Note revealed
no documented evidence the facility assessad
Resident #1's lave] of pain and the effectiveness
of the pain medication, or provided comfort
measures such as pasitioning, music and
massage, and administered Biofreeze tepically to
the resident’s back as needed for pain.

nterview with the MDS Coordinator, RN #2 on
04/08/15 at 8:35 AM, revealed she completed a
Significant Change MDS assessment on
Resident #1 related to his/her decline. She
stated Resident #1 had Increased back pain and
just starled 1o go down hill. She stated, "it was 50
sad to see him/her crumble”. She revealed she
completed the ancillary pain sssessment on
Resident #1 but did not notify the physician
because she expected the resident's nurse to
notify the physician.

weeks; and monthly times three monuts;
[11] The Pain Management Logs will
placed with each resident's Narcotic
Sign out sheets for easier access whe
documenting a resident experiencing
pain. The narcotic book from each
nursing station will be brought to the
Abbreviated Quality Assurance Meeting
Monday-Friday for revicw by the
Director of Nursing, Assistant Direct

of Nursing, Unit Manager, and Staff
Development Coordinator to ensure pain
medications administered had follow {ip
for effectiveness and documentation
made on the Pain Management Log apd
any pain not being controlled effectively
had physician notification. Every
resident who was administered an as
need pain medication will be reviewed
during the next Abbreviated Quality
Assurance meeting.

Monitoring Measures To Maintain
On-Going Compliance

|1] The Assistant Director of Nursing,
Resident Care Coordinator, or the Unjt
Manager will be responsible for makipg
sure the pain care plans are in place i
front of each resident's Medication
Administration Record and with cach
resident's Nurse Aide Data Sheet with
the non-pharmacological interventions

05/15/15
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" Review of a Nurse's Note, dated 02/10/15 at 3:15
PM, and on 02/11/15 at 11:00 AM and §:00 PM
revealed Resident #1 began to refuse care and
refused ta get out of bed to soclalize. Resident
#1 was noted to have behaviars of scratching and
rubbing histher legs which caused bleeding;
grinding his/her teeth, crying, and pulling his/her
awn hair out. The physician was nolified and
discontinued the Seroquel 25 mg and Depakote
sprinkles; and added Haldol 0.5 mg, and Geodon
20 mg daily. In addition, an order was recalved to
send resident to the hospital, however the
res|dent refused.

Review of a facility's "Pain Analysis”, dated

02/13/15, revealed Resident #1 was assessed by

! the facility to have pain on the Numeric Paln
Scale of nine (9) out of ten {10} and dascribed as
throbbing and the frequency and duration was
constant and bahaviors of rocking back and forth.
Review of a Physiclan's Order, dated 02/13/15,
revealed an order was obtained for Norco 10/325
evary six (6) hours as needed.

Interview with Wound Care Nurse, Licensed
Practlcal Nurse {LPN #1) on 04/02/15 at 3:25 PM,
revealad Resident #1 has chronic pain due to
breast cancer. She further stated Resident #1's
pain had gotten worse and sha became lass
active. She stated she was not usually Resident
#1's primary nurse but sha did see her when she
did her wound care treatments, LPN #1 stated
she did complete thae facility’s "Pain Analysis” on
02/13/15 and stated this was done due to the

- increase in Resident #1's pain medication, LPN
#1 stated Resident #1 was not able to
comprehend the numerical value of a number
related to rating the level of his/her pain. She
further stated Resident #1 would look away if

Assistant Director of Nursing, Unit
Manager, and Staff Development
Coordinator will be responsibl? for
making sure non-pharmacological
interventions that are used when a
resident is experiencing pain is
documented on the Pain Management
log. The Assistant Director of Nursing
Resident Care Coordinator, or the Unit,;
Manager will be responsible for making
sure the pain assessments arc comp leted
according to the schedule. The |
Resident Care Coordinator/Staff |
Development Coordinator will be
responsible for making sure the monthly
education and post-testing is complete
for Licensed Nurses and Nursing

Nurses and Nursing Assistants receive
education during orientation. The
Director of Nursing, Assistant Directof
of Nursing, Unit Manager, and Staff
Development Coordinator are
responsible for auditing the Pain
Management Logs to ensure follow up
by the Licensed nurse for lhe. o
effectiveness of the pain medication iy
being documented on the Pain o
Management Log and the physu:.}an is
being notified of any pain not bt.:mg
effectively controlled.  The Directof of
Nursing will bring the results of the
audits to the Monthly Quality Assurance
Committee The Director of Nursing

will bring the resuits to the Monthly
Quality Assurance Committee l

Assistants, and the newly hired Licenstd | 05/15/1
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CT “::’Bd l:rohT s,:age in on the Faces Pal F309 [consisting of the Administrator,
SskodiiD e HEVREN P 60 S1e racas a0 Director of Nursing, Assistact Directo
Scale. She stated Resident #1 would state it . . .
hurs reat bad and that meant a nine (9) or a {ten) of Nursing, Resident Care Coordinatoy,
10. Unit Manager, MDS Coordinator, Plant
Services Director, ActivitiesDirector,
Review of a Nurse's Notes, dated 02/14/15 at Medical Records Director, Secial 05/15/15

6:40 PM, 02/15/15 at 12:00 noon and 6:30 PM,
and on 02/18/15 at 9:00 AM revealed Resident #1
refused to get out of bed and cured up in a fetal
position with the bed covers pulled up to hisfher
chin and refused to allow wound care stating "No,
it hurts”; was up In hisfher wheelchair crying and
gnashing his/her teeth, scratching at sell and
smearing blood along the hallway and the hand
rails; began to scream and use profanity and
loosing hair dua to pulling it out. Further review
revealed there was no documented evidence of
continued monitoring lo ensure the effectiveness
of pain madication was monitored and the degree
of pain rellef. In additlon, there was no
documented evidence comfort measures were
provided such as music or massage, as per plan
of care,

Raview of a Physician's Order, dated 02/18/15,
raevealed a new order for a Computed
Tomography (CT} scan {x-ray test that produces
cross sectional images of the body using x-rays
and a computer) of lumbar (lower back region)
spine. Review of the CT Scan Repaort, dated
02/19/15, revealed Resident #1 had a L-1 burst
fracture {lraumatic spinal fnjury In which a
vertebra breaks from a high-energy axial load
such as a car accident or fall from a great height)
with significant subluxcation {when one or more
of the banes of spine move out of position and

: create pressure on or imitate spinal nerves).

Services Director, Admissions:
Coordinator] for review and
development of action plans monthly
times six months.

.‘l
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Review of a Physician's Order, dated 02/20/15,
revealed new orders for a Neurosurgeon Consult
and an order for & Fentanyl patch (adhesive

| patch containing an Opiod pain refieving agent)

! 25 micrograms (mcg) lopically, and change every
seventy-two {72) hours for severe back pain.
Further review roevealed a Physiclan's Order was

received lo transport Resident #1 to Jennia

| Stewart Medical Center on 0/20/15.

Interview with Registerad Nursa (RN) #1, on
04/08/15 at 11:50 AM revealed she documented
the Nurse's Notas on 02/05/15, D2/06/15,
02/07/15, and 02/0B/15. RN #1 stated Resident
#1 had uncontrolled paln. RN #1 revealed she
did not apply the Biofreeze as ordered because
the resident stated it did not help. She stated
Resident #1 received a scheduled pain
medication; however, it got to where it would not
hold the resident over until time for the next dose
‘ was dus. She stated she had provided back
massages and repositioning which did relleve
pain sometimes. She sialed she was unsure if
the resident had uncontrollad pain or increase in
behaviors.

Interview with Floor Nurse, LPN #2, on 04/08/15
at 8:30 AM, revealed Resident #1's pain had
worsened since he/she was admitted to the
facility. She further stated she wauld offer fo
reposition Resident #1, however did not recall
offering music or massage to the him/her, She
_turther stated Resident #1 recelvad scheduled
pain medication and she would only document
an assessment if the medication administered
_was an as needed medicatlon and if it was
i scheduled she would just sign it out on the MAR.
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Interview with Floor Nurse, LPN #3, on 04/16/15

| at 11:20 AM, revealed Resident #1 had frequent
complaints with back pain and had Issuas with
back pain since admission. She staled the back
| pain got worsa in February this year, She stated
she would administered the scheduled pain
medication and offer to reposilion Resident #1
and prop him/er up with pillows.

Intarview with the Director of Nursing (DON), on
04/08/15 at 5:25 PM, revealed she expected the
staff to follow the care plan. She further stated
she expected the staff to comptate the facllity's

| Pain Analysis form or tha Pain Analysis for for the
Non-Communicative Resident whaen a Resident
experienced a change In hisfher pain level.

. Intarview with the Licensed Counciling
Psychologlst, on 04/08/16 at 9:34 AM, revealed
she received a referral for Resident #1 for a
Psychiatric Consullation due to Rasident #1's
increased behaviors. She stated Resident #1
was having incraased pain and that could have
been the cause of the increased behaviors. She
further stated she had seen Resident #1 in the
past and stated she had been more oulgoing
before; howaver, now she felt the resident was
more withdrawn.

Interview with the Advance Practice Nurse
Practitianer, on 04/08/15 at 9:48 AM, revealad
facility staff reported to her on occasions that
Resident #1 continued to have pain. She stated
sha was hesitant to continue lo increase the pain
medication and stated she thought it could
possibly be refated lo psychialric Issues. She
stated she felt that it was important to identify the
, underlying cause of the continued paln and not

|
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just increase the medication. She further stated
she was not aware Resident #1°s pain was
severa and uncontrolled and stated she should
have baen notified. She stated she expected the
staff to continue to monitor for the effectiveness
of the pain medication and tc have pravided
comlort measures per the Comprehensive Care
Plan,
Intarview with the Physiclan, on 04/08/15 at 2:23
PM, revealed he was made aware of Resident
#1's increasad pain; however, he stated he could
not recall the exact dates and times, He further
stated he had changed the pain medication in the
past; howaver he stated he wanted to identify the
underlying causa of the continued pain,
F 353 | 483,30(a) SUFFICIENT 24-HR NURSING STAFF F 353
ss=p ' PER CARE PLANS

The facility must have sufficient nursing staff to
provide nursing and related services to attaln or
maintain the highast practicable physical, mental,
and psychosocial well-being of each resident, as
determined by reslident assessments and
individual plans of care.

The facllity must provide services by sufficient
numbers of each of the following types of
personnel en a 24-hour basis to provide nursing

, care to all residents in accordance with residant
| care plans:

Excepl when waived under paragraph (c) of this
secllon, licensed nurses and other nursing
personnel.

Except when walved under paragraph {c) of this
saction, the facllity must designate a licensed

CARE PLANS

Corrective

lights being answered.

F 353 (a) SUFFICIENT 24-HR ’
NURSING STAFF COVERAGE PTR

Identified In The Deficiency.
{1]Social Services Director interviewtd
the residents on the 300 hall witha
BIMS of 7 ar greater on 04/15/15 to gee
if the residents had any issues with call

[2] Number of staff working on the 390
hall on the night shift was increased.

for Resident
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nurse to serve as a charge nurse on each tour of

duty.

This REQUIREMENT Is not met as evidenced
by:

| Based on intervisw, record review, and facility
palicy review, itwas determined the facllity falled

I to provide sufficlent nursing staff to provide

_ nursing and related services to residants residing

| on the 300 Unit to atiain or maintain the highest
praciicable physical, mental, and psychosocial
waell-being of each resident as determined by the
resident's assessments and individual plans of
care for two (2) of six {6) sampled residents

| {Residents #5 and #6) and four (4) Unsampled
Residents (Resident A, D, F, and G). Interviews

with family members, facility staff and

alert/ariented residents revealed the facillty was

“short-staffed” at times and there were times on

the night shift when residents had to wait for

extended periods of time for staff to respond to

| call lights, and {o provide incontinence

care/loileting for resldents.

The findings include:

Interview with the Administrator, on 04/08/15 at
11:50 AM, revealed the facility did not have a
spacific staffing guidelines policy. She stated
there were budgeted hours according to the
census that determines how many staffing hours
ware 0 ba used during & twenty-four (24) hour
period. She further stated the number of staif
used was adjusted as needed according to
census change and resident acuity.

How Other Regidents Who Ma ve
Becn Affected By This Practice Were
[dentified
[1] On 04/27/15-04/30/15, the Social
Services Director interviewed ail |
residents with a Bims of seven or_
greater regarding svaff answering call’
lights in a timely m:mner. The results
were brought to the Abbreviated Quality
Assurance meeting for review and |1
|

G

action plan development if needed o
05/01/15.

Measures Implemmted or Systems|
Altered To Prevent Re- urrence.

[1) Residents on the 300 hall with a
BIMS of 7 or greaten will be interviewed
by the Social Services Director eve:;
week times four weeks regarding call
lights being answcied timely.

[2] The Regionai Human Resources
Director has ads onCarecrbuilders for
nurse openings ar dnurse aide opcninf;

05/15:}15

with sign on bonuses being offered.

[3] Nurse staff < n the 300 hail has begn
increased on the night zhift.

|41 Nurse aide certification classes ar
being offered for nbn-centified nursin
assistant cand.dates.

[5) Recruitment and retention meetings
will be held monthly wit'tre
Administrator, Director o Mursing,
Assistant Director' 8F Nur: 03, Residdnt
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F 353 | Conlinued From page 21 F 353 Staffing Coordinator, Human Resc:lt.l:lcel
Observations during tour of the 300 Hallway on Director, and front-l.me staff atten le 5
04/06/15 at 10:00 PM, ravealed upon entering ‘ ' determine interventions 10 rr.:cruu n N
through the lobby entrance there was a call light i i staff and/oc increase retention rates
audibly sounding. Further observation ravealed staff. dinator
there was no staff visible in the hallway or at the |6] The Staff Development Cooraing
nurses station, Observaton of 200 hallway from will oversee staffing and coverage for
' the 300 hallway revealed a nurse In the haliway any call-ins in the nursing department
giving medications al the medication cart. with the assistance of the Unit _Manag¢r
d Assistant Director of Nursing.
Review of the facllity's dally sign In sheet, dated an 11 schedule was develope
04/06/15, revealed on the 300 Hallway on 1st [7] Anoncalls ¢ Nursing on 05/06/1
shift they had scheduled 1 {(one} Licensed by the Director 0 %Coordinal r,
Practical Nurse {LPN) scheduled to work 7 AM-7 for the Staff Developmen! : Directodlof
PM, and one (1) State Registered Nursing Unit Manager, and Asststant 1 and help Q5/15
‘ Assistant (SRNA) scheduled to work 8 AM-6 PM. Nursing to take weekend ca e
Further raview of the schedule revealed, the 3rd to cover any call ins th.at occur ovir
| shift schedule had one LPN scheduled to work 7 weekend, Monday-Friday the .Sta _
: PM-7 AM, and one SRNA scheduled to work 6 Development Coordinatof, Unit
PM-8 AM. The Census Acuity for this hall was ! Manager, and Assistant Director of
twelve (12). | Nursing will work together 10 cover pny
i call ins that occur i the nursing
Interview with LPN #1, on 04/06/15 at 10:45 PM, deparument.
revealed this was a normal schedule and there P
| had been no call in's on the 300 Unit. LPN #1
stated she was responsible for the 300 Unit and
half of the 200 Unit Td the LPN on tha 100 unit, - eoing Compliane
was responsible for her unit and the other half of = irlator,
the 200':Jnlt. She further stated the other two ! i {1} The Staff Devclopn‘}cnt Sg::g:: 3: of
units normally had two (2) SRNAs scheduled to . ' Unit Manager, and Assistan ndi
wark and the 300 Unit only has one (1) SRNA. t Nursing are rcsponsnb]e for fin mu% o
LPN # { stated there were currently (12) twelve coverage for any call ins that occus ! o
residents on the unit at this time. She further the nursing dcpartment lnclud_mg t le
revealed that of the twelve (12) residents, four call on the weekends. The Plrect of
(2) require tolal care, and three (2) had a Nursing, Social Services Director, [Unit
documented behavior problem.
1. Record review revealed the facility admitted i Director of Nyrsing,
Resident #5 an 04/04/14 with diagnoses which i Managet, Assistart :
included Dementia, Anxiety, and Parkinson's ! : |
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Disease. Review of the Quarterly Minimum Data

Set (MD3) assassment, dated 03/02/15, revealed
the facility assessed Resident #5's cognition as
saverely impaired with a Brief Interview of Mental
Status {BIMS) score of four (4), indicating the
resident was not interviewable. The resident
required extensive assistance of two (2) for bed
mohility, taileting and personal hygiene.

Review of the Nurse Aide Data Sheet, effective
03/29/15 with an end date of 06/04/15, revealed
the resident was assessed to require physical
assist of two (2) for bed mobility, bed pan and
incontinent care; and, use of the machanical lift
for transferring.

Interview with Resident #5's spousa, on 04/06/15
at 10:05 PM, revealed on 04/05/15, after 6:00 PM
they did not have a SRNA warking on the 300
Hallway. The resldent's spouse stated Resident
#5 had to lay in bowel movement for over an hour
before someone came from the hall to answer the
call light. Resident #5's Spouse stated he/she felt
the residents were in need “last night” and he/she
hated to see the nurse working by herself,
Further interview revealed that he/she visits at
night because he/she was afraid the resident
would not be taken cara of as ha/she should be.
He/She statad he/she also hirad sittars to come in
part time to help with the resident’s care.

2. Racord review revealed thae facility admitted
Resident #6 on 03/11/15 with diagnoses which
included Qccupational Therapy Rehab, and
Above the Knee Amputation. Review of the
Admission MDS assessment, dated 03/28/15,
revealed the facility assessed Resident #6's
cognitive status at cognitively intact with a BIMS
scora of fifteen (15), indicating the resident was

answered timely. The Administrator or
Director of Nursing is respansible for
conducting the Recruitment and
Retention meeting each month. The!
Director of Nursing will bring the
results of the follow up

the Recruitment and Retention meeting
to the Monthly Quality Assurance
Meeting [consisting of: Administratgr,
Director of Nutsing, Assistant Directtr
of Nursing, Resident Care Coordinat

Services Director, Activities Director
Medical Records Director, Social
Services Director, Admissions
Coordinatar] for review and
development of action plans monthly
times six months.

with residents regarding call lights being

resident interventions and the results pf

T,
Unit Manager, MDS Coordinator, Plgnt 05/15
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interviewable. The resident required total
assistance of one for transfeming, tolleting and
| incontinent care.

' Intarview with Resident #6, on 04/07/15 at 2:00
PM, revealed on Sunday night (04/05/15) he/she

had to wait to be put on the commode chair. The
| sesident staled at around 5:00 PM, hefshe turned
on the call light for assistance, and at 7:00 PM
someone answered and told the resident he/she
wauld have to use the bed pan. Resident #6
ravealed he/she did not want to use the bed pan
and was told by the State Registered Nurse
Assistant (SRNA) that he/she would have to wait
untii she could find some help to transfer him/her
{o the commade chair.

Interview with Unit Supervisor #1, on 04/07/15 at
12:45 PM, revealed LPN # 2 called har at homa
on 04/05/15 to lat her know that the SRNA
scheduled to work from 8:00 PM- 6:00 AM shift
" tor tha 300 Hallway did not show up. The
Supervisor stated she called several people and
no one would came in to work so the SRNA on
the 200 Hallway helped LPN #1 as much as she
| could until $0:00 PM. The Unit Supervisor stated
| she was awars Rasident #5 got upset about
waiting to use the bedside commode chair but at
the time the resident was care planned for a
"Hoyer" (brand of mechanical Iift) lift to transfer
and the SRNA couldn't do it without assistance.

Interview with LPN #2, on 04/07/15 at 9:30 AM,
revealad there were currently (14} fourteen
residents on the 300 Hall, She stated that out of
the fourteen (14) residents, four (4) required total
care and three (3) had a documented behavior
problem. She siated she was busy trying to do
her job and it was hard to always have time to

F 353

05/15/85

FORM CMS-2567(02-99) Previous Versiona Qbsolale

Event ID:RDAY1

Facility ID: 100070

if continuation shest Page 24 of 33



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

PRINTED: 04/2212015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;

185078

A BULDING

{X2) MULTIPLE CONSTRUCTION

(X3) DATE BURVEY
COMPLETED

8. WING

c

04/08/2015

MAME OF PROVIDER OR SUPPLIER

ERADFORD HEIGHTS HEALTH & REHAB CENTER, INC

STREET ADDRESS, CITY, STATE, ZIP COOE
950 HIGHPOINT DR,
HOPKINSVILLE, KY 42240

xaip | SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY DR LSC IDENTIFYING INFORMATION)

0
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION 5
{EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE bATE

 DEFRENEY) . . e s

F 353 ' Continued From page 24
help the SRNA when she needed it.

Interview with LPN #1, on 04/07/15 at 5:00 PM,
revealed when she arrived at work on tha night of
04/05/15 at 7:00 PM, she was told the SRNA for
the 300 Hall did not show up for work at 6:00 PM,
and they were trying to replace her. LPN #1
stated she contacted the Unit Manzger and she
was trying fo find someone to come In to work.
LPN #1 stated she and the Unit Manager were
unable to find anyone la work so she had to do
her job and the SRNA’s job on the 300 Hall until

" 10:00 PM that night. LPN #1 stated, "We did nol
have a SRNA on the floor from 6:00 PM to 10:00
PM that night." Further interview revealed she did
not get to the 300 Hall until 8:30 or 8:00 PM that
night because she was passing pllls on the 200
Hallway. She further stated the medications on
the 300 Hall were late and she didn't get tham alt
passed untit around 11:00 PM. She stated sha
had asked before about getting more help and
was told staffing was scheduled according to the
census, and that half the ime SRNAs can't get

| their job done at night.

Interview with SRINA #3, on 04/08/15 at 2:30 PM,
revealed she was scheduled to work the 2:00 PM
to 10:00 PM shift on the 200 Hall the night of
04/05/15, and she had been helping the SRNA on
the 300 Hallway during the supper meal. SRNA
#3 stated she was not aware that no one had
came in at 6:00 PM on the 300 Hall; but she had

| noticed a lot of call lights were on down the 300

| Hall at around 7:00 PM or 8:00 PM. She stated
sha was lold by the nurse that someone had
called off so she slarted answering lights trying lo
help. SRNA #3 stated one resident needed help
but she was afraid to lift him/her without help

| bacause the resident was a two parson transfer

F 353
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so she offerad the bed pan but they refused.
SRNA #3 stated she had to wait until the nurse
could asslst her at around 8:00 or 9:00 PM.

Intarview with Unsamplad Resident F (whom the . :
facility identified as having a BIMS' score of 14 i
which indicated the resident was Interviewabla),
on 0410615 at 10:00 AM, ravealed "Thay don't
answer the call lights at night and they don't have
encugh staff to help us go to the bathroom.” The
resident stated he/she would have accidants in
his/her pants and tha bed because thay couldn't
get there fast enough.

Interview with Unsampled Resldent D {whom the |
facility identified as having a BIMS' score of 14 i
which Indicated the resident was interviewable), h
on 04/06/15 at 10:15 AM, revealed the nursing .
staff neaded help on the 300 Hall and they tock |
too long to answer the call lights. The resident :
stated there was no specific shift stating, "They all
take 1o long to get to you.” The rasident stated on
Sunday (04/05/15) night it was 1100 PM before
he/she got hisfher 9:00 PM madication and there
was no SRNA on the hall until 10:00 PM that

! night. The resident stated the LPN was giving the
medication and getting the vital signs at the same

 time. The rasident stated, "The nurse said the ald :

| that was scheduled did not show up, and if !

| he/sha wasn't able to toilet his/herself and give

| hiser own bath the he/she would be in trouble”,

Interview with Unsamplad Resident G (whom the 1
facility identified as having a BIMS' score of 14

, which indicaled the resident was interviewable),

| on D4/06/15 at 10:30 AM, revealed there was not
enough staff working at night and the staff took to
long to get to the residents. The resident stated i
when he/she was first admitted there were times ;
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I when hefshe had incontinent episodes dus to
staff not answering the call ight in time.

‘ Intarview with Unsampled Resident A {whom the
facility identified with a BIMS' score of 15 which
indicated the resident was Interviewable, on
04/07/16 al 2:10 PM, revealed that sometimes
thers was anly one SRNA working on the hall and
tha residents would have to wait over an hour for
somaane o answer the call lights, The resident

| stated by the time the staff would get to him/er,

hafshe wauld have had a bawel movement and
urinated on himvherself. The resident further

stated it happened about three (3) or four (4)

times last manth and it had been discussed in

Resident Cauncll but it didn't do any goad.

Interview with SRNA #1, on 04/06/15 at 10:45
PM, revealed that most nights she worked by
herself and she had a hard lime taking care of
everyone. SRNA#1 stated the nurse would help
her if she needed help, but sometimas residents
had to wait.

Interview with SRNA #2, on 04/06/15 at 8:30 AM,
revealed there were days that she could not get
her work completed. SRNA#2 stated the staffing
was supposed fo increasa when the census
increased but it didn't usually happen. SRNA#1
stated that yesterday (04/05/15) she was able to
get everything done excepl pass ice watar. She
stated her scheduled shift to work was 8 AM to 6
PM.

| Interview with Staffing Coordinator, an 04/07/15
at 11:50 AM, revealed that an Sunday night

| 04/05/15 there was not a SRNA assigned to the
300 Hall from 6:00 PM until 10:00 PM dueto a
call out of the scheduled SRNA, and they ware i
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unable te find a replacement. She stated the
SRNA scheduled to work the 200 Hall was
required to help tha LPN answer lights as well as
caver her assigned 200 Hall assignment. She
stated the facility had a tolal of four (4) SRNAs
working In the entire building. The Staffing
Coordinator revealed the normal process was if
somegna calied out she was required to find a
raptacemant for that person, and if she was was
| unable to caver them she was required to come
in and work in thelr place. She stated she was
out of town that weekend.

Intorview with Activity Directar, on 04/07/15 at
10.30 AM, revealed the rasidents had complained
1o him about the time it takes the SRNAs to
answar the call lights and take them to the
bathroom. He stated he reports any complaint to
tha Administrator for investigation.

Revlew of the Resident Council Minutes, dated
12/2014 and 04/14/15, revealed residents
complained about the time it was taking call lights
to be answered and SRNAs nat passing ice
water. Interview with the Activity Director, on
04/0715 at 10:30 AM, revealed they did an
investigation on the 12/2014 complaints but was
unable to find any documentation that the
investigation had been complated.

| Interview with the Administrator and the Resident
Care Coordinator, on 04/07/15 at 12:00 PM,
revealed thy were unaware of the situation that
accurred related to the staffing on Sunday
 04/05/15. They slated they expected the Unit
Manager to come lo the facility and work if he/she
was unable to find a replacement.

! Interview with the Admintstrator, on 04/05/15 al
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12:30 PM, revealed she was unaware of any
complaints voiced during the resident council
meeting and was unabla to find any writlen
grievances pertaining to staffing and not passing
ice watar, She stated she did not think it was
accaptable for the residents to have incontinent
episodes due to staff being unable to answar the
call lights timely.
F 354 483.30(b) WAIVER-RN 8 HRS 7 DAYS/WK, F 354!

ss=p | FULL-TIME DON

Except when waived under paragraph (c) or (d) of
this saction, the facility must use the services of a
! registered nurse for at least B consecutive hours
a day, 7 days a week.

| Except when walved under paragraph (c) or (d) of
| this sectlon, the facility must designate a
registered nurse to saerve as the diractor of
nursing on a full ime basis,

The director of nursing may serve as a charge
nurse only when the facility has an average daily
occupancy of 60 or fewer residents.

This REQUIREMENT Is not met as evidenced
by:

Based on interview and review of the Director of
Nursing (DON) job daseription, it was determined
the facllity failed to ensure the DON did not serve
as a Charge Nurse,

' The findings include:

deficiency.

! How Other Residen

F 354 483.30 (b) WAIVER-RN 8 HRS
7 DAYS/WK, FULL-TIME DON

Corrective Mensures for Resident(s] 05/15/
Identified 1n the Deficiency.

No residents were identified in the

. !
Been Affected By This Practice Were

ay Have
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F 354 | Continued From page 29 F 354 No residents affected by this p
i ' : Measures | mented or Systems
Review of the Director of Nurse's job description, ‘Altered To Preve Re-Occurrence. |
last revised 06/28/13, revealed the DON was ER— " :
: [1] An interim Director of Nursing was
responsible for organizing, developing, and i { the facility on A il 16
directing those activities related to nursing service put in place at the facility on Apri® 5,
in accordance with established objectives and 2015. .
standards. {2] Ad placed on Caree_r!:tu||ders for
Director of Nursing position by the
Interview with the DON, on 04/07/15 at 3:45 PM, Regional Human Resources Director.
revealed she was the Unit Manager for the 200
and half of the 300 hall. She stated it was difficult
keeping up with both the DON's rasponsibilities Manitorin res to Maintain
| as well as the Unit Manager’s responsibilities. _wsoing Complianc
‘ [1} The Administrator or interim
Interview with the Administrator, on 04/08/15 &t Director Director of Nursing will brin
5:45 PM, revealed she was aware the DON was the results of the recruitment process b
also the Unit Manager. She further stated she ¢ : 3
o the Monthly Quality Assurancc Meeting
. had anly been the Adminlistrator at that facility for c o of. Administrator, Directo
a few manths and that was the way it was when [consrsl!ng of: / mlﬂll). N t" of
she started. She stated she did not know that i of Nursing, Assistant irec od' or |
was a problem the way they had it set up. Nursing, Resident Care Coordina cl':i "
F 411 | 483.55(a) ROUTINE/EMERGENCY DENTAL F 411 Unit Manager, MDS Coordinator, a‘t
s5=p SERVICES IN SNFS : Services Director, Activities Director,
Medical Records Director, Social
| The facifity must assist residents in obtaining Services Director, Admisston
routina and 24-hour emergency dental care. Coordinator] for review and
development of action plans monthly
A facllity must provide or obtain from an outside il a Director of Nursing is employ d.
until B
resource, In accardance with §483.75(h) of this
pari, routine and emergency dental services o 05/15A15
meet the neads of each resident; may charge a
Medicare resident an additicnal amount for
rautine and emergency dental services; must if
necessary, assist the resident in making
appointments; and by arranging for transporiation
1o and from the dentisl's office; and promptly refer
rasidents with lost or damaged dentures to a
| dentist, l ' F 411 483.55(a)
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This REQUIREMENT s not met as evidenced
by:

Based on intarview and record reviaw, itwas
determined the facility failed lo ensure sach
resident was afforded the opportunity to have
routine dental services for one {1) of three (3)
sampled residents {Resident #1).

The findings includs:

Review of the faclity's policy and procedures
titled, "Dental Services”, not dated, revealed its
policy was lo make dental services available to
residents requiring such services. Further review
reveeled dental services were made avaitable to
all residents requiring routine and emergency
dental care. In addition, the facility would assist
the resident in making appointments and

. arranging transportation.

Record review revealad the facllity admitted

| Resident #1 on 09/17/14 with dlagnoses which
included Intellectual Disability, Breast Cancaer,
Scolivsis and Anxiety.

' Review of a Significant Change Minimum Data
Set (MDS) assessment, dated 02/09/14, revealed

| the facility assessed Resident #1's cognition as
severely impaired with a Brief Intarview of Mantal

| Status (BIMS) score of three (3) indicaling the
resident was not interviewable. Further review
revealad the facility had assessed the resident’s
oral/dental status as braken or locse fitting

| denture.

! Observation of Resident #1 on 04/06/15 al 7:45
. AM, revealed the rasident was resting in bed.

Corrective Measures for Resident(s)
Identified In The Deficiency.

[1] Resident was discharged fr_or'n the
facility on 04/07/15 per the original
discharge plan.

How Qther Resident's Who May
Have Been Affected By This Practice
Were Identified,
[1] On 04/14/15 and 04/16/15, 100% of
the residents had an oral assessment
completed by the Unit Manager.and the
Assistant Director of Nursing with na

acute dental issues being observed. |

Altered To Prev
(1] Residents will continue 1o have
weekly oral assessments performed
the floor nurses along with their weekly
skin assessment and documented on the
Weekly Skin QObservation form.

(2} Licensed Nurses were educated qn
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Further observation revealed Rasident #1's teeth
appeared discolored with a ysllow, brown, and
green substance nated. Recard review revealed
no documented evidence Resldent #1 was
offered or provided routine dental care from a
dentist.

Interview with the Resident’s Legal Guardlan, on
04/08/15 at 4:45 PM, revealed she wanted
Resident #1 to receive dental services while a
rasident at the facilty, She stated Resident #1's
dentat /oral status had declined since admission
to the facility, as the resldent's teeth had
increased discoloration.

Interview with the MDS Coordinator, Registered
* Nurse (RN) #2 on 04/08/15 at 8:35 AM, revealed
she completed the Significant Change MDS
assessment on 02/09/14, and stated the
oral/dental status section was coded incorrectly.
She stated Resident #1 did not have denturas.
Further interviaw revealed RN #2 revealed the
resident's dental health was in poor condition.
She stated Resident #1's tegth were discolored
and soma teeth appeared to be missing.
Additionally, she stated it would not have been a
bad idea for Resident #1 to have been referred
for a dental evaluation and stated, ®| think
evaryone should see a dentist”. In addition, she
stated she thought the resident’s nurse would
obtain the refarral for the dantal services.

Interview with the Social Service Diractor (SSD),
on 04/08/15 at 10:25 AM, revealed the facility had
a dental program for all residents to receive

! routine dentat care. She furlher stated the
resident neaded a refemal {or the dental services
from the physician. The SSD statad she was
responsible for aranging the dental

}

Resident Care Coordinatar. Education :
began on 04/09/15 and was completed |
on 04/29/15.
|3} Nursing Assistants were educated by
the Resident Care Coordinator/Staff
Development Coordinator on
performing of oral care. Education
began on 04/09/15 and was completed
on 04/29/15.

{4] Nursing assistants were educated by
the Resident Care Coordinator/Staff
Development Coordinator on reporting
oral issues to the Licensed Nurses.
Education began on 04/09/15 and was
completed on 04/29/15.

|5 Licensed Nurses educated by the
Resident Care Coordinator/Staff
Development Coordinator that dental '
services are available with an MD order.
Education began on 04/09/13 and
completed on 04/29/15.

L= 4]

05/15/1

Monitoring Measures To Maintain

On.-goi mpliance.

{1] The Unit Manager, Resident Care
Coordinator, and the Assistant Directo
of Nursing will be responsible for
monitoring of the weekly oral
assessments. The Director of Nursin(J

= )

will be responsible for bringing the |
results to the Monthly Quality
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refareal to arrange an appointment for Resident tstant L . "
| : = | Care Coordinator, Unit Manager, MD

' #1, She stated it would be the Nurse's
rasponsiiility to obtain the referral from the
physician.

I Interview with the Director of Nursing (DON) on

04/08/15 at 5:40 PM, revealed she would expect

| the nurse to assess each resident's oral/dental

| staius and obtain a Physician's Order for a dental
exam.

! Interview with the facility's Medical
Director/Resident #1's Physician, on 04/08/15 at
2:23 PM, revealed he would have referred

| Resident #1 for denlal services if ha had noted

" any complaints of any dental problems; however,
he did not usually refer residents for routine

" screenings.

3
1

‘ Coordinator, Plant Services Director, |
Activities Director, Medical Records
Director, Social Services Director,
Admissions Coordinator] for review a d
develapment of action plans monthly
times six months.

05/15/

't

|
|
|
|
1
|
|
!
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