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; i DEFICIENCY) |
_ Lee County Care and Rehabilitation I|
F 000 INITIAL COMMENTS FO00 does not believe and does not admit |
that any deficlencies existed, before, !
An abbrevialed standard survey (KY22763) was ; . |
Iniiated on 02/02115 and concluded on 02/03/15. during ‘ﬁ'ﬂ".’ the survey, The Fadility
The complainl was substantiated wilh deficient . reserves the right to contest the survey |
| praclice identified at "D" level. | findings through informal dispute |
F 157 ' 483.40(b)(11) NOTIFY OF CHANGES F157| resolution, formal appeal proceedings |
s5=0, (INJURYIDECLINEIROOM. ETC) | or any administrative or legal
. . proceedings. This plan of correction is
gﬁﬂam%mmgﬁgggmm;:?;:;'ﬁem | not meant to establish any standard of
known, notify the resident's legel representativa | | e contract obligation or position
or an Interested family member when there Is an | | and the Facility reserves all rights to
f?cldenrt‘d In:olv::g lhc: re:lc:efml whlc::lresu::s Ig | | raise all possible contentions and
! Injury and has the polential Tor requ ng physiclan defenizes i jvi imi
intervention; a significant change In the resident's I daim act?o::n z:yiz of :Yﬂ or ;;“::nal
' physical, mentai, or psychosocial status (L., a od proceeding. NOWINg
| deterioration in health, mental, or psychosacial contained in this plan of correction
_ status in elther life threalening conditions or should be considered as a waiver of
! diinical compilcations); a need to aiter ireatment | any potentially applicable Peer
significanliy {i.e., a need to discontinua an ! Review, Quality Assurance or self
existing form of {reatment due to adverse critical examination privilege which
consequences, oF to commence a new form of the Pacili ,
treatment); or a decision to transfer or discharge e Facility does not waive and
| the resident from the faciiity as spacified In reserves the right to assert in any
i §483.12(a). administrative, civil or criminal claim,
} ! action or proceeding. The facility
: The faclilty mus aiso promptly notify 9 resident offers its response, credible allegations
' and, if known, the resident's legal representaiive | of compliance and pl - i
| or Interested family member when there is 8 ' pliance and plan of carrection as |
' change In room of roommale assignmentas part of its ongoing efforts to provide |
 specified In §483.15(8)(2); or a change in quality of care to residents. il
| resident rights under Federal or Slats iaw or : 'l
| reguistions as specified In paragraph (b)) of |1
| this section, ' !
P g
' The faciiity must record and periodically updale ' |
| the address and phone number of the resident's FI5755D l
| legal representative or interested family member. 1. Resident #1 was assessed ‘
S T ey for pain, sent to the ER for |-

!
{ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

[NV R/ —
d from correcting providing it Is determined that

Any deficlency stalemant anding with an asterisk (*) denclos @ doficlancy which tha institulion may be excus

other safeguerds provide sufficiant protection to the patients. (See insiructions.) Except for nursing homes, the findings staled abova are disciosable 80 days
foliawing the date of survey whather of not a plan of correction Is pravided. For nursing hames, the abovs findings and plans of comection are disclosabls 14
days following the date these documants ara mada avaliable io lhe facility, 1f deficiencies ars clied, an appravad plan of comection I requisite to continued

program parlicipalion,
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in
PREFIX
TAG

I PROVIDER'S PLAN OF CORRECTION

L {(EACH CORRECTIVE ACTION SHOULD BE

! CROSS-REFERENCED TO THE APPROPRIATE
: DEFICIENGY)

F 157 i Conlinued From page 1
This REQUIREMENT s not met as evidenced
by:

failed to nolify a resident's physician whena
aignificant change in condition occurred which
required physician intervention for one {1 of
three (3) sampled rosidents {Resident #1).

to receive hospice services for a diagnosis of

for pain medication to be administered as
needed. Howaver, the resident arrived at the

i facility without handwritten prescriptions for the
{ ordered pain medications; therefora, staff was
unable to administer medications for pain.
Although staff acknowledged the resident’s

{ the resident's medications.

l

l The findings include:

| Araview of the feciilty palicy ttled “Change In
Resident's Condition/MD Notification,” iast

 revised October 2013, reveaied ataif was

‘ required 1o notify the residant’s physleclan of
| changeas in a resident's medical conditlon.

| {raatment was identifled,

1
| Areview of the medical record for Resident #1

B'ased on Inlerview, record review, and a review
of tha facliity poilcy it was determined the faciiity

medical condition required physician intervention,
facility staff falied to notlfy Resident #1 's physician'
to obtain the needed handwritten prescriptions for :

| Continued review of the policy revealed staff was
| required to notify the resident’s physiclan when a
| need to significantly aiter the resident's medical

interviaw and record review revealed Rasident #1 |
was admitted to the facility on 12/24/14 andwas |

Lung Cancer. The resident had physician orders !

 revealed the resident was admitted lo the facllity |

treatment of pain and
Hospital MD/POA notified
on 12/24/14 by RN #1.

the facility failing to notify
the resident’s physician and
if known notify the |
president’s legal \
?
!
!
|
I
t

p 8
COMPLETION
| “oare
i
!
]
1
;
1

| |
2. All residents have the '-|
potential to be affected by

1 ‘
1

] [
.

1

representative or an
interested family member.
All residents’ orders were
audited by the ADONS, or
Unit managers on 2/2/15 to
ensure all residents had an
order to monitor for verbal
and nonverbal S/S of pain.
Resident’s identified to not
have an order to monitor for
verbal and nonverbal S/S of
pain the Unit Manager or
ADON completed a pain
assessment and obtained an
otder to monitor for verbal
and nonverbal S/S of pain.

All residents’ charts will be
audited for
physician/POA/RP
i notification with any change
i of condition over past 90
days by the DON, ADONSs,
| or Unit Managers to be
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i ' concerns identified will be E_

F 157! Continued From page 2 F 157 addressed. |
_on 12/24/14 a1 5:00 PM with diagnoses that i
' included Lung Cancer, Chronic Obstructive

! Pulmonary Disease, and Anxiety. A raview of the 3. Bducation on the change |

| resident's physician orders revealed the resident of resident status policy and,

[ had orders to receive Morphine 2 milligrams (mg) procedure, to include : :
i by cl'ru:nuth evary four hours aut: needed for pain, MD/POA notification was | i
| and Percocet 5 mg by mouth every four to six - i
, provided to the ADONS,

! hours for chest pain. Unit Managers and MDS

A review of Resident #1's nurse's noles dated Coordinator on 2/3/15 by
(1212414 compieted by Registered Nurse (RN) #1 | the Regional Nurse

' reveaied the resident arrived at the facliity at 5:00 | Consultant.

| PM. The nurse's notes further revealed al 5:30

| PM staff had contacted the Advanced Practice ¢ :
| Registered Nurse (APRN), which was on call for staff will be completed by
| \he resident's primary physician. Staff informed | 2/22/15 by the Unit

| the APRN that Reskdent #1 had no handwrilten | Managers and Interim

| prescriptions, and therefore staff wouid notbe

Education for all licensed

: - Director of Nursing.
i [
! abie lo obtain tha resident’s medications for pain. ] Education provided contains,
An interview with RN #1 on 02/02/15 at 11:47 AM the policy for Change in |
revealad she admitted Resident #1 on 12/24/14 i Resident’s Condition/MD |

at 5:00 PM. RN #1 stated she idenlified that : H i !
hosplial staff failed to send the resident's ; ¢ I\I]onf;atlon(;ﬁ?yq:: hat:: was|
handwritten prescriptions for Resident #1's ‘ placed on Il g

i
controfled medications. RN #1 further staled she ! resident’s physician of I|
 notified the APRN that the residen! arrived at the | t changes in a resident’s ll
fa;ﬂg Wm‘tggt ‘I:andwrmen l%ife“ﬂpﬂ‘-‘":ﬂ"g the i medical condition and the |
A slated there was nothing she ¢o 0 I ; : :
because the office was closed due to the holiday. ! ! req_l‘leretta}enthto pqnfy ttl:e -
' Continued Interview revealed the APRN ' resident’s physician when a |
' Instructed the nurse tc call hospital staff and need to significantly alter |
! inform them of the need for handwllten ] = the resident’s medical
i prescriptions. The RN stated she contacted | ! treatment was identified. '
hozpll?l slaf‘fj. which t}aﬂc}l dlsu:hzrguacll1 the resident, ! §
and informed them of the need for handwrilten . .
| prascriptions 1o be abie io obtain and administer . ' 4. The DON, ADONs, Umit
! the resident’s controlied medications. RN #1 i Managers, SDC or MDS l

! staled hospilal slaff slated they wouid "see whal | Coordinator will teview all l '
FORM CME-2567(02-38) Previous Versions Obsclate Evart ID:842711 recmyi. resident status changes dailyhn sheet Page 3of 8




for 2 weeks to ensure
MD/POA notification, then
daily M-F during the
clinical meeting.

Findings of the above stated
andits will be discussed in
the Quality Assurance
meeting monthly for three
months for
recommendations and
further follow up as
indicated. Members of the
Quality Assurance
Committee are: Medical
Direcior, Administrator,
Director of Nursing, Unit
Managers, Social Services
Director, Dietary Manager,
Human Resource Director,
Maintenance Director, and
Quality of Life Director.

5. Date of compliance
2/22/15.
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F 157‘; Continued From page 3 , F167 B30955D . ||
{ they couid do.” The RN staled she had not 1. Resident #1 wes
' contacted the resident's physician, because she assessed for pain, sent to |
! was awalting t:'uapllai staff lo lr.ur::mlde the the ER for treatment of I
, resident’s handwritten prescr ptions, :
F 309 483,25 PROVIDE CARE/SERVICES FOR F 309 pmt’i‘ﬁa'f M?gz?ﬁ s
gs=p HIGHEST WELL BEING ! e ™ on 12/24/14 by |
t .
Each resident must receive and the facility must E ,
provide the nhe:esaary care an;celaervlcas é:l aliain l
or maintain the highest practicebie physical, :
mental, and psychosoclal weli-being, in l 2. Al res.l}:llents:)hna\g the
accordance with the comprehensive assesament potential to be affected
and plan of care. | by the facility failing to
f provide necessary care
and services to attain or
maintain the highest
' This REQUIREMENT is not met as evidenced practicable psychosocial
by: } well-being related to
Based on Interview, record review, and a review pain management for |
of the facility policy It was determined the facility resident #1
falled to provide necessary care and sarvices to :
atiain or maintain the highest practicabie physical, l . ,
mental, and psychosocial weli-being refated to All residents’ orders
pain management for one (1) of threa (3) were audited by the
sampled residents (Resident #1). interview and ADON:s. or Unit
record review revesied Resident #1 was admilled [mana e;s on 2/2/15 to
to the faciily on 12/24/14 with a diagnosis of Lung E .
Cancer. The resident was admilled with ensure all residents had
physician's orders for pain medications; however, an order to monitor for
there wellre no hacngwrlltan praisgpmms for the verbal and nonverbal
medicalions, which were required for staff lo ' S/S of pain. Resident’
administer the paln medications to the resident. i d entiﬁp;lu:o ﬁs;gir: ;]
interview with staff revealed Resident #1 .
| complained of pain; however, staff was unable lo | order to monitor for
| administer pain medications. The faciiity falied to ; ' verbal and nonverbal
' provide the necessary care and services 10 i S/S of pain the Unit !
| assure the resident received the pain medication Meanager or ADON |
i ' completed a pain |
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, | assessment and obtained i
F 309, Continued From page 4 | F 309 an order to monitor for i
:: :kaaded. and tlhe rasident had to be transferred I : verbal and nonverbal i i
to the hosplial to racelve irealment for ! . |
histher pain., i S/S of pain. Care plans | |
| were updated. |
| The findings Include: | l i ‘
' Aveview of the facily poficy Utied "Pel The DON, ADONs, and |
review of the faciiity pollcy titie n | : : :
Management,” effeclive December 2010, . f e l:dﬁagers dv;ﬂlb !
| revealed tacllity resiients assessed to have pain i st Ll :
. wouid have an ongoing assessment and If the ! 2/22/14, of resident F
resident’s pain was not under control the ' orders/ resident status i
! resident's Medical Doctor wouid be notffled. i changes from December
A review of the facility policy iled “Controlled | | 1, 2014 to current date
| Substance Medication Orders,” dated December ] to ensure all residents
| 2012, revesled the facility pharmacy must bain | i admitted from 12/1/14 to
i ;ecelpt ofa deg\'vr complete, anddvalld pra;:;ipllon [ current had been
! from a person lawfuily authorized to prescribe i
! them, bafore a controlled substance can be E;IOVIde;l th:V pecefsary
dispensed. The policy also stated in case of an ¢ and services 10
emergency a practitioner couid speak direcllyto aftain or maintain the
{he pharmacist and provide an emergency highest practicable
aumorlzaol}on for thhgé:har:nacy to supply & ;mali ' physical, mental, and
quantity of the Schedule il medications untll a : o
signed prescription could be provided. PSYC]JOSOC]&[ we.l I-being,
in accordance with the
| A reviaw of the medical racord for Resident #1 comprehensive
ravealed the resident was admitted to the facliity assessment and plan of
on 12/24/14 at 5:00 PM with diagnoses that | . care.
included Lung Cancer, Chronic Obstructive ) : ;
Puimanary Disease, and Anxiety. Areview ofthe
| resident’s physiclan orders revealed the resident ' Th(_# DON, ADOItI’S and
| had orders to recelva Marphine 2 mililgrams (mg) | Unit Managers will
) by mouth every four hours as needed for pain, | review MD orders, 24
! ;gg Pefrcoche; ‘.: m? by mouth every four to six 'r shift report and SBAR to
re for chest pain. | ensure any resident
A review of Resident #1's nurse's notes dated : identified with pain the
12/24/14 completad by Registered Nurse (RN) #1 | physician has been

FORM CMS-2887({02-09) Pravious Versions Cbsclete Evant [D:6842711
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' : and the restdent has '
F 309 - Conlinued From page § F 309 received his or her pain ':
ravealed the resident arrived at the facility at 5:00 medication as ordered. |
PM without handwrillen prescriptions, which were Any concerns -
| required for staff to receive and adminlster pain identified will be -
medications as ordered, The nurse’s notes | |
| further ravaaied at 5:30 PM stalf contacted the addressed. -
| Advanced Practice Registered Nurse (APRN), ! i
i w:;n;h \lnas on au;ffal! ffor thead rlehsld:gl‘szf:'ma'? . 3. Education for all |t
physician, Staff inform e APRN that Resident : ’
#1 did not have handwritten prescriptions and hcezn;:]%d Is. ;aﬁfvtvhas i;Jtm"ted |
‘ therefore staff wouid not be able 1o obtain the on 2/03/15 by the Unit :
| residents madications for pain. The APRN Managers and Interim !
| provided no resolution to ensure the resident was Director of Nursing. The |
| able to receive pain medications as ordered. education will be -
i ' |
| An Inferview with RN #1 on 02/0216 at 11:47 AM f completed by 2/22/15. |
| revealed she admitted Resident #1 on 12/24/14 Education provided was
i al 5:00 PM. RN #1 stated she identified that \ to provide necessary
hospital staff faiied to semfi lh; I‘BSIdGI‘I;S care and services to
handwritten prescriptions for Resident #1's I ; i s
controiled madications, RN #1 further stated she | ;?mn;t’r mﬂ.ll.]tﬂ.l]:; the
notified the APRN thal the resident arrived st the | ' ghest practicable
facility without handwritten prescriptions and the physical, mental, and
APRN stated there was nothing she could do : psychosocial well-being
because the office was ciosed due to the holiday. related to pain
Continued imterview revealad the APRN management
instructed the nurse to cali hospital staff and g :
inform them of the need for handwritten . .
prescriptions. The RN stated she had conlacted | Licensed Staff will be |
| hospital staff, which had discharged Resident #1, educated by DON,
: and informed them of the need for handwritien ADONS, or Unit
| preacriptions, in order to obtain and administer Mana ’ starin l
i the resident's conlrolied medications for pain. | 8IS g E
| The RN stated hospital staff siated they'd "see 2/19/1510 followa |
; what they could do." RN#1 stated her shift had check list that includes |
| ended at approximately 7:30 PM. RN # _ asking the discharging
- ravealed faciiity staff had not oblalned the | hospitals attending
 required handwritten prescriptions for pain hysician for a faxed
- medications when she left the facillty LV L
| (approximately two and one-haif hours after copy of a handwritten

Fecly ID: 1002 Prescription for pain_ _ __ion shest Page 80!0
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s : prior to the resident
: 2(,“!‘21“6:#‘1:".0:1«?:913 flh faciity). The RN F a0 being discharged from
. Resident #1's arrival al the faciiity). The :
* stated she had not contacted the resident's ' tt}ﬁe lﬁ::gml.'tlf acopy of
! physician because she was awalting hospital staff : © uancwIl Fen
' {o provide the resident's handwriiten - prescription is not
| prescriptions. ' available the resident
i will not .
An interview with RN #2 on 02/02/46 at 3:00 PM | ot be accepted
revealed she provided care to Resident #1 after -
7:00 PM on 12/24/14, RN #2 stated she was lold Furthermore the facility
in report the facility was awaiting hospital staff to ! has ensured alternative
faxlgrescﬂpms to the nhaiguacv s0 lh:d he | . pain medication will be
resident's medications couid be obtained. The ¢ : : :
RN stated the resident campiained of pain at ] l;:pt d’;th _e E kit and will
10:00 PM and she contacted the pharmacy to ‘ administered, as
check the stetus of the resident's medications. needed, to any resident
ﬁh:rénacy staff l::'!ormed the 'I‘d': no ;gescﬂptlons that exhibits break
ad been recelved for the resident. RN #2 thr i
!i nolified the on-cafl APRN of Resident #1's ord(::-gil: g;::i;gge v;rbal
| complaints of pain, and the APRN again directed an
| stalf to contact hospital staff to btain handwritien approval from pharmacy
prescriplions {five hours after the residenthed to disperse from E kit is
e e e e sge &t 130 roceived. If the nurse 1
| Res ained of pain again at 11: :
PM on 12/24/14 (slx and one-half hours after :‘;’;‘ble to °t‘l’lmm e
admission to the facility). RN #2 steted she was emove h€ pain
again unabie to provide the pain medications to | rqedxcatmn from the e-
the resident. RN #2 stated she notified the APRN | kit the resident will be
and was directed &t thal time to transfer the | sent to the Emergency
resident to the hospltal for pain management. room for pain
The resldent's physician was never conlacted for |
interventions lo treat Resident #1's pain. management.
[}
An Ing.rvlew with Paramedic #:t:; 02!0‘12115 a} i
 3:15 PM revealed she iransporied Resident # This will ensur:
 rom the faciity to the hospilal on 12124114, She : fucility can ure fhe
 stated the resident was visibly in pain and i P
swhined the whele time.” The Paramedic stated necessary care and
the resident was experiencing pain to the extent | services to attain or
+ she was uncomfortable transporting the patient | _ maintain the highest
FORM CMS5-2587(02.08) Previous Versions Obsolels Evenl 1D;642711 Facityi: w02 practicable physical,

et —————

sheet Paga 7of ¢



PRINTED; 02/17/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
ENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0381
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
185337 8. WING 02i03/2015

NAME OF PROVIOER OR SUPFLIER

LEE COUNTY CARE & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIF CODE
246 EAST MAIN STREET
BEATTYVILLE, KY 41311

e | SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN OF CORREGTION (5)
PREFIX |  (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TaG |  REGULATORY ORLSC IDENTIFYING INFORMATION} TG |  CROSS-REFERENCED YO THE APPROPRIATE DATE
i ' DEFICIENCY)
. 309; mental, and
Continued From page 7 F 308 psychosocial well-being
- without treating the resident’s pain. The e ‘ i
| Paramedic statad, ") broks prolocol and called P 1
. the Emergency Room Doctar myself and got management forall |
! orders” to administer the resident pain residents. Education will!
| medication. She stated she received an order to be completed by 2/22/15
! admitl-lelster Morphi\?e Intrave&oualfy (I\Il)hbut w:’s : l
unabie to obtain [V access, therefors the res ent
| had to be iransported to the hospital without lg 4. The DON, ADONSs, and l
- treating his/her pain. Unit Managers will aud“l
; Physician orders, new
' An interview with the APRN on 02/03/16 at 1:00 | admission, and I
| PM confirmed she was on cali for Resident #1's ; readmissi ’ dent |
i primary physician on 12/24/14, The APRN i Sion resice
| acknowledged she was aware Resident #1 | ; charts daily for 2 weeks,
! arrived at the facillty without handwritten : i then M-F during the
i prescriptll,ons. zl;’d vlvllhoutd th?n ?rescﬂptlons staff clinical meeting to
| was unable to obtaln or adm ster any * aal i
| medication to the resident. The APRN stated, | eg‘s“f:l?he “dmtfsfl“’“ 1
*The transferring physiclan shouid have mada the | check list was lollowed |
resident's prescriptions avaliable,” and stated she and a copy of |
| did not have prescribing authority." She handwritten prescription |
| acknowledged she could have contacted the was obtained prior to \
' resident’s primary physician to obtain the needed admission to the facili !
! prescriptions for the resident but failed to do 8o 1ty. |
because “this was the hospltal's problam,” The ; I
APRN acknowledged the resident had to be : The DON, ADON'S and |
transferred back to the hospital to receive care Unit Mangers will audit |
| and treatment related to pain. Physician orders and
An tnterview with Resident #1's physician on medications forms
02/03M5 at 12:25 PM confirmed facity resklents pulled from the E-Kit
required a handwritten prescription from a daily for 2 weeks. Then
phgslcian to o%l\aln anlg ac:‘min:‘swlgl cnntm!leg e M-F during the clinical
substances. The rasident's physiclan state ' :
on-cail APRN couid have calied him and he wouid me?;m%;? densyge d
have pravided the needad prescriptions for the residents identified to.
resident. The physiclan stated he would have have breakthrough pain
providad the facility pharmacy with the needed or a change in a pain
| prescripions for Resident #1's pain medications. medication has been 1
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i ! e i .'
F 309, Conlinued From page 8 F 308 manageent needsare | I
! An interview with the Administrator on 02/03/15 at s |
| 3:50 PM revesled nursing stalf had been trained 1
i o contact the rasident's physician when a change ! Findings of the above !
T VM R v
e n. s : : :
: further stated stalf P nld have contacied discussed in the Quality
! Resident #1's physician when they were unable to Assurance meeting
: obtain prescriptions required for the residents monthly for three |
: medications to be administered. months for
{ recommendations and
} further follow up as
i indicated. Members of |
the Quality Assurance
Committee are; Medical
Director, Administrator,
| Director of Nursing, |
Unit Managers, Social "
Services Director, !
Dietary Manager, |
Human Resource ]
Director, Maintenance | l
Director, and Quality of |_
Life Director. Il '
1 5. Date of compliance |
2/22/15.
I
|
| |
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