PRINTED: 04/21/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION iDENTIFICATION NUMBER: A BUILDING COMPLETED
R
185402 B. WING 0411112014
STREET ADDRESS, CITY, STATE, ZIP CODE

NAME QF PROVIDER OR SUPPLIER
2500 NORTH ELM ST.

HENDERSON NURSING AND REHABILITATION CENTER HENDERSON, KY 42420
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTICN (X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC {DENTIFYING INFORMATICN) TAG ; CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY?)
{F 000} | INITIAL COMMENTS {F 000}

A Revisit Survey was conducted 04/11/14 and
determined the facility was back in compliance on
03/14/14 as alleged in the acceptable POC.
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folfowing the date of survey whether or not a plan of carrection 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. ¥ deficiencies are cited, an approved plan of carrection is requisite to continued

program participation.

FORM CMS-2567(02-99) Previous Versions Cbsolete ) Event ID: EU4V12 Facility 1D: 100175 If continuation sheet Page § of t







From:

DEPARTMENT OF HEALTH AND HUMAN SERVICES

03/17/2014 10:25 #714 P.008/019

PRINTED: 03/07/2014
FORN APPROVED

OMB NO. 0838-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;

186402

(X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A BUILOING COMPLETED
o 02/21/2014

NAME OF PROVIDER OR SUPFLIER

HENDERS'DN» NURSING AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, 2IP CODE
2500 NORTH ELM ST.

investigation Is in progress,

The results of all investigationa must be reported
to the administrator or his designated
representative and {o other officials in accordance
with State law {including to the State survey and
cerlification agency)} within 5 working days of tha
incldent, and if the alleged violation is verified
appropriate corrective action must be taken,

This REQUIREMENT is not met as evidenced
by:

Based on interview, personnel record review end
review of the Nurse Aide Abuse Registry (NAAR)
Onilne Validation Results and the facility's Abuse
and Neglect Policy, it was determined the facllity
falled to ensure the Nurse Alde Abuse Registry
{NAAR) checks were requesfed upon hire for four
{4} of five (5) personnel records reviewed.

The findings Include;

Review of the facility policy "Abuse and Neglect;
Screenlng of Staff," undated, revealed all
potential employees will be screened as part of
the application process to determine if there Is a
history of abuse, neglect or mistreatment of
individuals. Screening will include checking with
the appropriate licensing boards and registrias.

Review of the Personne! Record for Licensed
Practical Nurse {LPN} #5, ravealed the
employee's hire date was 01/21/14 and the NAAR
check was not complated untit 02/18/14;
twenty-eight (28) days afier hire.

Review of the Personnel Record for Registered

HENDERSON, KY 42420
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was not listed on the abuse registry, RN # 3
F 225 | Continued From page 1 g

F 225 abuse registry check was compleied on

2/11/14 by the former Human Resources
personal and RN # 3 was not listed on the
abuse registry, RN # 4 abuse registry check
was completed on 12/20/13 by the former
human resource personal and RN # 4 was not
listed on the abuse registry. The Assistant
Director of Nursing abuse regisiry check was
completed on 2/19/14 by the former Human
Resource personnel and noted the ADON
was not listed on the abuse registry.

2. Ao audit of all current employee files was
completed on 02/26/2014 by the current
Human Resource Personal to assure all
current employees have had an abuse registry]
check completed and that none are listed on
the abuse registry. Any noted as not having
had this abuse registry check will have an
abuse registry check ran, any listed on the
abuse registry will be immediately suspended
pending evaluation of the abuse registry. This
will be completed by 02/26/2014

3. The Administrator re-educated the Human
Resource Manager on the requirement to
complete an abuse registry check prior to
start of employinent, This was completed on
02/26/2014,

4. The Administrator will review all new
hires weekly for twelve (12) wecks to
validate that the abuse registry check was
completed timely. Results of these audits willl
be reviewed with the Quality Assurance |
Conmittee monthly for at least three (3) i
months or until the committee deems '
resolved. If at any time concerns are
identified the Quality Assurance Commitiee
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E will convene to review and make further
225 Continued From page 2 F 225 recommendations. The Quality Assurance
Nurse {RN} #3, revealed the employee's hire date Committee will consist of at a minimun the
was 02/04/14 and the NAAR check was not Administrator, Director of Nursing, Assistant
compfleted until 02/11/14; seven (7} days after Director of Nursing, MDS nurse, Dietary
hire. Service Manager , Activity Director and
Revi fthe P | Record for RN #4 Maintenance Director with the Medical
eview 0} the Fersonnel Record for ' Director attending at least Quarterly.
revealed the employee’s hire date was 12/13/13 E Q y
and the NAAR check was not compisted unti
12/20/13; seven {7) days after hire.
Review of the Personnel Records for the
Assistant Diractor of Nursing (ADON), revealed
the employee's hire date was 01/24/14 and the
NAAR check, was not completed untli 02/19/14; F281- .
lwenty-six days (26) after hire. | 1. RN # 3 was removed from the medication
| cart on 02/20/2014 and was provided
Interview with the Human Resources Coordinator, . additional training on medication
on 02/21/14 at 10:48 AM, revealed she had only ' administration in the facilities electronic
been in this position for one (1) week but the ' training system (8ilverchair). The Assistant
NAAR checks shouid have been done prior to Director of Nursing observed medication
hiring the staff. ; administration to resident A on 02/24/2014
: and noted that medications were administered
Intervlew with the Regional Administrator, who + timely per physician order. The physician
was in charge during the Administrator's absence, 1 was notified of resident A’s medication
on 02/21/14 at 10:53 AM, revealed he was not administration times on 2/18/14, this
aware the NAAR checks had not been completed notification was made by Unit Manager with
prior to hiring the staff. He stated the NAAR ' no further direction given
checks were overlooked during the transition in | ) 03/14/14
st?lff men.ﬂ.)ers, and should have been completed ‘2 On 02/24/2014 an observation of
prior o hiring any employee. medication administration by the Assistant
F 281 | 483.20(k}(3)i)} SERVICES PROVIDED MEET F 281} . : ..
PROFESSIONAL STANDARDS Director of Nursing noted that medications
§5=D _ were administered timely.
The services provided or arranged by the facility -
must meet professionat standards of quatity. ?3' Of’ 3’_]“4 the‘ f{m'“é’ alte:rcd the
imedication administration time to allow more
time after receiving report from the off going
This REQUIREMENT is not met as evidenced shift. The medication administrati?n time
change was approved by the Quality |
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Assurance Committee and Medical Director
F 281 [ Continued From page 3 F 2811 on 02/28/2014

by:

Based on observation, record review, interview
and review of the facility’s policy and procedure, it
was delemmnined tha facility failed to ensure staff
administered medication within the appropriate
timefrema per the facility's policy for one (1)
unsampled resident (Resident A). Registered
Nurse {RN) #3 administered two {2) of Resident
A's medications fifty-five minutes after the
faclity's aliotted imeframe for medication
administration.

The findings include:

Review of the facllity's policy and procedure titled,
"Medlcation Administration", not dated, revealed
the center strives lo provide safe administration
of all medications, The licensed nurse and/or
medication asslstant will administer medication
according to state specific ragulation. The
licensed nurse and/or medication assistant will
check the following to administer medication:

a. Right medication
b. Right dose

¢. Right dosage form
d. Right route

e. Right resident

f. Right time

1. Review of Resldent A’s February 2014
Physician Orders, revealed orders for the

- following medications to be administered at 8:00
AM: Glucophage (hypoglycemic medication) 500
miliigrams {mg) three {3) times a day (tid} and
Metoprolol (hyperfension) 25 mg tid.

Observation of a medication pass, on 02/18/14 at
9:20 AM, revealed RN #3 adminlstered the above

4. The Director of Nursing or Assistant
Director of Nursing wil observe medication
administration times three (3) times per week
for twelve (12) weeks to assure medications
are administered timely. Results of these
audits will be reviewed with the Quality
Assurance Committee monthly for at least
three (3) months or until the cornmittee
deems resolved. If at any time concerns are
identified the Quality Assurance Committee
will convene to review and make further

i recommendations. The Quality Assurance

| Committee will consist of at a minimum the
Administrator, Director of Nursing, Assistant
Director of Nursing, MDS nurse, Dietary

i Service Manager , Activity Director and
Maintenance Director with the Medical
Director attending at least Quarterly

¥332

1. RN # 3 was removed fromn the medication

cart on 02/20/2014 and was provided

additional training on medication

administration in the facilities electronic

training system (Silverchair). The Assistant

! Director of Nursing observed medication

i administration to resident A on 02/24/2014

- and noted that medications were administered

| timely per physician order. The physician

! was notified of resident A’s medication

t administration times on 2/18/14, this
notification was made by Unit Manager with

. no further direction given.

03/14/14

2.0n 02/24/2014 an observation of

medication administration by the Assistant
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Director of Nursing noted that medications
F 281} Continued From page 4 F 281 were administered timely.
medications at 9:55 AM which was fifty-five
{65) minutes after the facility's allotted time frame. 3. On 3/1/14 the facility altered the
medication administration times to allow
interview with RN #3, on 02/18/14 at 10:15 AM, more time after receiving report from the off
revealed madication administration pass was going shift. The medication administration
allowed one (1) hour before to one {1} hour after time change was approved by the Quality
the scheduled medication times. She explained Assurance Committee and Medical Director
the reason she was passing 8:00 AM medications on 02/28/2014. All Licensed staff were re-
at 10:15 AM was because she had asked the Unit educated on Medication Administration in
Manager (RN#1) on Hali 1 for assistance a . the facility electronic raining system
minimum of five (5) limes with medication {silverchair) with no Licensed staff working
administration but did not receive any help. after 03/12/2014 without having received this
interview with Unit Manger/RN #1, on 02/16/14 at re-education. . .
11:40 AM, revealed RN%S cams (o her and told 4..The Director (?fNur_smg or ASSIStal.lt .
her she needed help with the medication pass q Dlre.ct‘or of.Nurs‘ing will obser\:e medication
and she only esked one (1) time. She stated It a administration times three (3) times per .weck
was part of her job duties to assist with any help !for twelve (12) weeks to assure medications
needed on the floor but the other Unit Manager 'are administered timely. Results of these
{(LPN #2) came from Hall !l to assist RN #3 with laudits will be reviewed with the Quality
finishing the medication pass. Additionally, she L Assurance Committee monthly for at least
revealed she was assisting the Director of three (3) months or uniil the committee
Nursing {DON) with obtaining information for the ideems resolved. If at any time concerns are
survey team; therefors, she did not provide hmmﬁhdmeQumhyAwmmweCmmmﬁw
asslstance to RN #3. lwiil convene to review and make further
Irecommendations. The Quality Assurance
interview with LPN #2, on 02/18/14 at 11:40 AM, Committee will consist of at 8 minimuam the
revealed there had been Issues with RN #1 not :Administrator, Director of Nursing, Assistant
wanting to assist the nurses working on the floor Director of Nursing, MDS nurse, Dietary
in the past. Service Manager , Activity Director and
Interview with the DON and the Administrator, on Maintenance Director with the Medical
02/20/14 at 4:40 PM, revealed it was not Director aftending at least Quarterly
acceptable pracfice to fail to follow the facility's
polley on medication adminigtration,
F 332 | 483.25{m)(1) FREE OF MEDICATION ERROR F 332

ss=p | RATES OF 5% OR MORE
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3321 Continued From page 5 F 332

The faciiity must ensure that it is free of
medication efror rates of five percent or greater.,

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and review of the facility policy and procedure, it
was determined the facllity failed o ensure it was
free of a medication error rate of 5% or greater.
Observation of a medication pass revealed there
ware thirly-two {32) opportunities with two
medication errors which resulied in a 6 percent
medication error rate. Resldent #1 was
administered two medication at the wrong time,

The findings include:

Review of the facility's polley and procedure titled,
"Medication Adminisiration", not

dated, revealed the center strives to provide safe
administration of all medications. The licensed
nurse and/or medication assistant will administer
medication according to state speclfic regutation,
The licensed nurse and/or medication assistant
will check the following to administer medication;

a. Right medication
b. Right dose

c. Right dosage form
d. Right route

e, Right resident

f. Right time

Observation of a medication pass, on 02/18/14 at
9:20 AM, revealed thirty two medications
administered to four (4} residents.
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F 3321 Continued From page 6 F 332
Review of Resident A's February 2014 Physiclan
Orders revealed crders for Glucophage
{hypoglycemic medication) 500 mifligrams (mg)
three times a day {tid) and Metoprolol
{anti-hypertension) 25 mg tid.

Observation of a medication pass, on 02/18/14 at
9:20 AM, revealed RN #3 adminlsterad the above
medications af 9:55 AM which was fifty-five
mihutes afler the facility's aliotted time frame
which resulted in two medication emors.

interview with RN #3 who was still passing the
8:00 AM medications, on 02/18/14 at 10:15 AM,
revealed medication administration pass was
aflowed cone {1} hour before to one (1) hour after
the scheduled medication times.

Interview with the Director of Nursing and the
Adminisfrator, on 02/20/14 at 4:40 PM, revesled it
was nof acceptable practice to fall to follow the
facility's policy on medication administration.
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