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Submission of this plan of correction
OO0 INITIAL GEMMERTES FO%| isnota legal admission that a
i . o “deficiency was correctly cited, and is
An Abbreviated Survey investigating KY20930 'also not to be construed as an
was conducted on 11/04/13 through 11/07/13 to ditissi Fint t it e
determine the facility's compliance with Federal a l‘l-il.SSlon L e.re.s aRAI0SL
requirements. KY20930 was substantiated with facility, the Administrator or any
the highest scope and severily of a "G". employees, agents or other
individuals, who draft or may be
The facility admitted Resident #1, on 10/28/13 at discussed in this response of this p]an
approximately 7:.00 PM; however, they did not of correct. In addition, preparation of
wampials svemssamentanerasidant Upon this plan of correction does not
admission. The resident had a diagnosis of ; o
Esophageal Cancer, with an order for Roxanol constltut.e Al admlssm‘nKor agreement
(pain medication)' every four (4) hours as of any k]nd by the fB.Clllty of the tl‘uth
needed. The facility failed to ensure pain of any facts alleged or see the
medication was available to administer to the correctness of any allegation by the
resident in a timely manner. He/she asked for survey agency. Accordingly, the
pain medication at approximately 10:00 PM and facility has prepared and submitted
4:00 AM the next morning; however, the facility -_— £ i or to the
failed to administer the medication to control the i p a.n O Correclion priol .
resident's pain. The resident left the facility with a resolution of any appeal which may be
family member, on 10/30/13 at 6:45 AM, filed solely because of the
(approximately twelve {12} hours later), as a requirements tinder state and federal
result of the facility's failure to provide pain law that mandate submission of a plan
F 157 4m833njg?br?(e'l:t)l NOTIFY OF éHANGES F 157 S a— (10) day ap
' the survey as a condition to participate
s | IR ROOEELINEIROGM: ET2) in Title 18, and Title 19 programs.
A facility must immediately inform the resident; The submission of the plan of
consult with the resident's physician; and if | correction within this timeframe
known, notify the resident's legal representative should in no way be construed or
or an interested family member when there is an considered as an agl-cement with the
accident involving the resident which results in allegations of noncompliance or
!”iury and iz the potenﬁal for requ‘"i”g phlysicizlan admissions by the facility. This plan
intervention; a significant change in the resident's . : .
physical, mental, or psychosccial status (i.e., a OfCOIT?C“O“ constitutes a wrilten
deterioration in health, mental, or psychasocial allegation of submission of substantial
status in either life threatening conditions or compliance with Federal Medicare
clinical complications); a need to alter treatment Requirements. 12/04/13
|
ROVIDER/SUPPLIER BEPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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Any deficiency statement ending with an asterisk (*) denotes a deficlency which the institution may be excused from correcling providing ItIs determined that
other safeguards provide sufficlent protection to the patients, (See Instructions.) Except for nursing homes, the findings staled above are disclosable 90 days
following the date of survey whether or nol a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are ciled, an approved plan of correction is requisite to continued
program participation.
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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 facllity must also prompfly nofify the resident
and, If known, the resident's legal representative
of interesied family member when there is a
change in room or roommate assignment as
specified in §483.15{e)(2); or a change in
resident rights under Federal or State law or
requiations as specified in paragraph (b)(1} of
this section,

The facllity must record and periodically 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 faciiity's polieyfprocedure, it was determined
the facility failed {o consuit with the resident's
physician when there was a need to alter
treatment for ene {1} of three {3} sampled
residents (Resident #1). Resident #1 was
admitied to the facility on 10/29/13 at
approximately 7:00 PM with orders for Total
Parenteral Nutrition (TPN). The facility was
unable to provide the TPN to Resident #1;
however, staff did not notify the physiclan.

The findings include:

Review of the facility’s Notification of Resident
Change in Gondition policy, undated, revealed

F 157

- Director of Nursing or Unit Managers
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1. Resident #1 discharged from the
facility on 10-30-13. The resident’s
physician was notified by the
Assistant Director of Nursing that the
resident did not receive the TPN as
prescribed on 10-30-13.

2. The Director of Nursing, Assistant

performed an audit of the Medication
Administration Record (MAR) to
compare against the Medication Cart
to ensure that all corrent residents’
medications were available. The audit
was completed on 11-21-13. For any
residents identified as not having
current medications available, the
resident’s physician was notified and
pharmacy delivered the medications.

3.

The Director of Nursing, Assistant
Director of Nursing or Unit Managers
will re-educate all facility licensed
staff regarding notification of the
physician if they are unable to follow
the physician orders to include
medications prescribed. This
education will be completed by
12-3-2013 with no license staff
working after12-3.-2013 without
having received the re-education,

[
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clinicians woutd immediately consult with the
resident's physician a significant change in the
resident's physical, mental, or psychosgcial
status,

Record review revealed the facility admitted
Resident #1 on 10/29/13, with diagnoses which
included Esophageal Cancer. Review of the
Discharge Orders for Nursing Homes, dated
50/29/13 at 4:00 PM, ravealed to continue TPN
{nutrition provided through a needle directly into
the vein), as ordered.

Interview with Resident #1 and his/her spouse, on
11/06/13 at 8:20 AM and 8:45 AM, respectively,
revealed the resident arrived at the facility with
TPN sent from the hospital to ensure no
interruption In the resident’s nutrition. They
stated the nursing staff at the facility was made
aware of the TPN orders; however, there were no
{ntravenous {IV) pumps available in the facility.
Further interview reveated the Director of Nursing
(DON) was present in the facility, and assured
them the TPN would be administered as soon as
the pumps arrived frem the pharmacy.

Review of the Nurse's Notes, dated 10/29/13 at
8:20 PM and 9:30 PM; and, on 10/30/13 at 12:30
AM, revealed calls were placed by the DON to the
pharmacy requesting the IV pumps to administer
the resident's TPN.

Interview with the DON, on 11/06/13 at 9:45 AM,
revesled she had left the facility on 10/30/13 at
approxXimately 1:060 AM. She informed Licensed
Practical Nurse {LPN) #1 to notify her when the iV
pumps arrived at the facility, so she could come
back 1o administer the TPN at that time. Further

- | interview with the DON, revealed she did not

Director of Nursing or Unit Managers
will audit all admissions and re-
admissions weekly for twelve (12)
weeks to ensure all medications are
available timely and the physician is
notified if there is a delay in following

the physician orders.

The results of the audits will be
reviewed by the Quality Assurance
Committee monthly for three (3)
months, If at any time concerns are
identified, the Quality Assurance
Committee will meet to review and
make further recommendations. The
Quality Assurance Committee to

consist of a minimum the

Administrator, Director of Nursing,
Assistant Director of Nursing and
Social Service Director with the
Medical Director attending at least

quarterly.

/0473
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receive a phone call until approximately 6:30 AM,
when she was informed the resident was leaving
the facility against medical advice.

Interview with LPN #1, on 11/04/13 at 3:50 PM;
and, on 11/05/13 at 1:30 PM, revealed the DON
informed her {o call the Assistant Director of
Nursing (ADON} when the IV pumps arrived from
pharmacy. She calfed the ADON at
approximately 1:30 AM; however, she was told
the administration of TPN could wait untll 7:00
AM, when & Registered Nurse (RN) was in the
facility. LPN #1 did not notify the physician the
TPN would not be admyinistered per order.

interview with the ADON, on 11/05/13 at 3:40 PM,
revealed she received a call from LPN #1 at
approximately 1:30 AM on 10/30/13. She stated
the [V purnps had arrived at the facility; however,
she informed LPN #1 to notify the DON. LPN #1
instructed her that if the DON did not respond, the
TPN could wait unlil the day shift arrived. Further
interview with the ADON revealed if the TPN was
not given per order, the physician should have
been notified.

Intenview with the resident’s Oncologist {cancer
doctor), on 11/05/13 at 12:48 PM, revealed he
was under the impression the TPN would be
initfated immediately upon arrival at the facility.
He slated the resident could not eat or drink
anything; therefore the TPN was the only way to
sustain him/her, Further interview with the
Oncotogist revealed he would have exgected the
facility staff to notify him if the TPN could not be
administered per arder as he would have sent the
resident back to the hospital for treatment.

interview with the resident's Primary Physician,
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on 11/05/13 at 3:15 PM, revealed the TPN should
have been administered as soon as possitle. if 1. Resident #1 discharged from the
he would have been made aware the facitity could facility on 10-30-13. The resident’s
not initiate the TPN that night, he would not have .physician was notified by the
discharged the resident from the hospital on . . .
1029713, Assistant Director of Nursing that the
resident’s pain medications were not
Interview with the DON, on 11/06/13 at 9:45 AM, available on 10-30-13. The Physician
revealed she expected the nurse fo notify the was notified on 11-27-13 by the
physician if the TPN was not going to be Assistant Director of Nursing that an
administered per order. admission assessment was not
F 309 483.25 PROVIDE CARE/SERVICES FOR F 309 completed by the admitting nurse at
§8=G | HIGHEST WELL BEING the time of the residents discharge
Each resident must receive and the facility must against medical advice.
provide the necessary care and services to attain ‘
or maintain the highest practicable physical, 2. The Director of Nursing, Assistant
mental, and psychesocial well-being, in Director of Nursing or Unit Managers
accerdance with the comprehensive assessment audited all current residents who
and plan of cara. admitted or re-admitted to the facility
' within the last thirty (30) days to
ensure admission assessments were
) completed and pain medications were
This REQUIREMENT is not met as evidenced available, The audit was completed
by: on 11-25-13. Any concerns identified
Based on interview, record review, and review of were immediateiy corrected.
the facility’s policy/procadure, it was determined
the facility faited to ensure each resident received
tha necessary care and services {o attain or
maintain the highest practicable physical, mental,
and psychosocial well-being for one (1) of three
{3) sampled residents (Resident #1). The facility
admitted Resident #1, on $0/29/13 at
approximately 7:00 PM; however, the facility did
not complete an assessment of the resident upon
admission. The resident had a diagnosis of
Esophageal Cancer, and an order for Roxanol
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{pain medication), every four (4} hours, as
needed. The facility failed to ensure pain
medication was available to administer to the
resident in & limely manner. He/she asked for
pain medication at approximately 10:00 PM and
4:00 AM the next day; however, he/she did not
receive the medication. The resident left the
facility with a family member, on 10/30/13 at 6:45
AM, {approximalely twelve {12} hours later), as a
rasult of the facility's fafiure to provide pain
management.

The findings include:

Review of the facility’s “Admission To Do List",
undated, revealed the following:

1. Review discharge orders

2. Call pharmacy and fax over orders and face
sheet with Foom number

3, Complete Pain Assessment

4, Complete Nursing Nole

Review of the facility's Pain Management Process
Policy/Pracedure, last revised 06/17/13, revealed
the facility recognized that each resident had the
rght to treatment and services to maintain their
qurality of life, Upon admission and re-admission,
the facility would camplete a pain
assessment/evaluation. Physician and family
would be nolified when pain levels were outside
nosmat levels for each Individual resident.

Recerd review revealed the facility admitted
Resident #1 on 10/29/13, with diagnoses which
included Esophageal Cancer. Review of the
Admission Data Set, dated 10/29/13, revealed all
areas of the admission assessment for Resident
#1 were incomplete, including the resident’s pain
status.

‘admission assessments and meeting

-also included notification of the
‘resident’s physician if unable to meet

4y 1D SUMMARY STATEMENT OF DEFICIENCIES 12} PROVIDER'S PLAN OF CORRECTION 5
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F 309 Continued From page 5 F30g; 3. The Director of Nursing, Assistant

Director of Nursing or Unit Managers
will re-educate all facitity licensed
staff regarding timely completion of

residents’ pain needs. The education

resident’s pain control needs. This
education will be completed by
12-3-2013 with no licensed staff
working after 12-3-2013 without
having received this re-education.

4, The Director of Nursing, Assistant
Director of Nursing or Unit Managers
will audit alt new admissions and re-
admissions for timely admission
assessments and meeting pain control
needs weekly for tweive (12) weeks,

The results of the audits will be
reviewed by the Quality Assurance
Committee monthly for three (3)
months, If at any time concerns are
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o _ Committee will meet to review and |
Interview with Licensed Practical Nurse (LPN) #1, make further recommendations The

on 11/05/13 at 1:30 PM, revealed she did not
complete the resident's admission assessment as
it should have been completed by the previeus

Quality Assurance Committee to
consist of a minimum the

nurse. However, Interview with the Director of Administrator, Director of Nursing,
Nursing (DON), on 11/06/13 at 9:45 AM, revealed Assistant Director of Nursing and
she expected LPN #1 to complete the admission Social Service Director with the
paperwork and assessment of the resident. She Medical Director attending at least
revealed the admission process should be quarterly.

completed as quickly as possible.

R104/8

Review of Resident #1's Physician Discharge
Qrders far Nursing Homes, dated 10/28/13 at
4:00 PM, revealed the following orders:

1. Duragesic {pain) Patch 50 micrograms (mcg)
every seventy-two (72) hours

2, Mormphing 2 milligrams (mg)} as needed for
pain, every two {2} hours

Review of Resident #1's facility Physician's |
Orders, dated 10/29/13, revealed the above + |
orders were faxed to the pharmacy at 9:15 PM; |
however, the Morphine was not listed. i

Review of the updated Physician Discharge
Orders, dated 10/29/13, revealed to change the
Morphine Sulfate to Roxanol Sublingual (SL) 20
mg per milliliter (mf); give 0.5 mi every four (4)
hours, as needed. Interview with the Director of
Nursing (DON), on 11/06/13 at 9:45 AM, revealed
the updated orders were brought in with the
resident upen admission, at approximately 7:00
PM. However, she could not provide
documented evidence that the orders were faxed
to the pharmacy.

Interview with the spouse of Resident #1, on
11/06/13 at 8:20 AM, revealed he/she brought the
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resident 10 the facility, on 10/29/13 at
approximately 7:00 PM, with orders from the
hospital. The Spouse indicated at approximataly
10:36 PM, the resident complained of pain due to
the swelling of hilher esophagus, The Spouse
stated the staff indicated the medication had not
arrived from pharmacy at that ime. Further
interview with the Spouse revealed hefshe went
home shorlly afterwards; however, the resident
called him/her at approximately 4:30 AM,
indicating he/she was "sick" and "hurting so bad.”
The Spouse stated when helsha arrived at the
fachlity, the orders brought with the resident were
still sealed at the nurse's desk.

Interview with Resident #1, on 11/06/13 at 8:45
AM, revealed it was reported at approximately
10:00 PM that hefshe was "hurting really bad,"
with a hand on hisfher ¢hest. The resident
reported he/she "cat napped” throughout the
night. Between 3:30 AM-4:00 AM, an alde came
In and brought some ice into his/her room. The
resident informed the aide of the need for pain
medication, as he/she was hurling about an "8 or
9" on a pain scale of 0-10. The aide indicated she
would check on it; however, the alde never came
back into the resident's roorn. The resident
slated at approximately 4:30 AM, he/she
contacted a family member indicating he/she was
in pain and "could not stand it any longer”, The
resident was discharged from the facility later that
morning. Further interview with the resident
verified the paperwork brought in from the
hospital was siill unopened at the nurse's desk.

Interview with Certified Nurse Aide (CNA) #5, on
1105113 at 8:30 AM, revealed she was the aide
{aking care of Resident #1, on 10/29/13 from
11:00 PM to 7:00 AM on 10/30/13. She stated the
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resident put on hisfher cail Hght sometime
between 3:00 AM and 5:00 AM, asking for pain
medication. CNA#5 revealed LPN #1 was made
aware of the resident's request for pain
medication. However, she was informed the
resident's medications had not bean recsived
fram the pharmagy.

Interview with LPN #1, on 11/04/13 at 3:50 PM;
on 11/05/13 at 1:30 PM; and, on 11/06/13 a1 4:00
PM, revealed she did not receive any paperwork
upon the resident's admission to the facifity. LPN
#1 stated she was not aware of the updated
orders from the hospital, and verified she did not
fax any orders ta the pharmacy. Further Interview
with LPN#1 revealed she was the resident's
nurse from 7.0 PM to 7:00 AM; hawever, the
resident never indicated he/she was in pain. She
staled she did not have any reports of the
resident's pain made during the shifl,

Inferview with the DON, on 11/05/13 at §:46 AM,
revealed LPN #1 should have faxed the updated
pain medicaticn arders to the pharmacy, to
ensure arrival at the facility that night.
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