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A 000 INITIAL COMMENTS

A complaint invastigation {ICY21448) was initfated
on 03/18H14 and concluded on 03/20/14. The
complaint was substantiated. The facility was
found to be out of compliance with the Conditions
of Parlicipation at 42 CFR 482.23 Nursing
Services (AD385). Standard level daficiencies
were identified at Palient Rights (A0131) and
Nursing Services (A0385 and A0396),

Interview and record review revealed the facility
falled to ensure a Registered Nurse suparvisad
and/or evaluatad nursing care, and failed to
ansura staff Implemented the plan of care for one
(1) of tan (10) sampled patients (Patient #1), A
review of documentation revealed Registered
Nurses failed to ensure staff provided residents
assistance with tuming, repositicning, and/or
incontinence care, and failed to ensure nursing
care plans were developed and implemented for
Patient #1 resulling in an acute decompensation
of tha petlent, admission lo the Critical Care Unit,
and the development of a Stage |l pressure sora
to the buttocks.

Refar to AD131, AQ385, and AO3D6.

A 131 482.13(b)(2) PATIENT RIGHTS: INFORMED
CONSENT

The patient or his or her representative (as
allowed under State law) has the right to make
informed decisions regarding his or her care.

The patient's rights inchude being informed of his
or her heallh status, being involved in care
planning and treaiment, and baing able to request
or rafuse treatment. This right must not be
conslrued as a mechanism to demand the
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1. Informed Consent training for Highlands nursing stalT
UltraGroup Performence Improvement

Coordinaior to provide verbal and written

education on the following:

o What is informed consent?

o Identify emergency situation related to

informed consent;

A 131 © ldentily the persons authorized te consent

PRES /eso

to & pracedure and/or treatment;

o What procedures required consent?

o What procedures specific 1o Behavioral
Health required consent?

o Documenting informed consent asrelated ~ To be
to psychotropic medication on the Behavioral — completed
Health Unit Aprl 2 &
o Exhibit #1 24,2014
«Complete April 22 & 24, 2014

TTE () DATE

d-14-2014

Any deficiancy statament ending wilh an astarisk (*) denotes a deficiency which the Instiution may ba excusad from correcting providing i s detamiined thal
other safeguards provide sufficient protection to the pationts . (See Instructions.) Excapt for nursing homes, the findings staled above are disciosabla 80 days
following the dale of survey whether or not a plan of correction Is provided. For nursing homes, the above {indings and plans of corection are disclosable 14
days foltowing the data Iheae documents ara made avalable to the fackiy. If deficlencias are cited, an approved plan of comection Is requlisis o continued

program pasticipation.
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provision of treatment or servicas deemed
medically unnecessary or inappropriate.

This STANDARD is not met as evidenced by:
Based on interview, record review, and facility
policy review it was determined the facility failed
to ensure an effective process was established
for the patient or patient's representative/guardian
to make informed decisions regarding medical
interventions for one (1) of ten (10) sampled
patients {Patient #1). Psychotropic medications
{mood altering drugs that affect mental activity,
behavior, and/or perception) were ordered and/or
altered for Patient #1 without the consent of the
patient's representative/guardian.

The findings include:

Review of the facility policy entitled "Psychotropic
Medications," revised January 2014, revealed the
purpose of the policy was for the protection and
promotion of each patient's rights and to provide
a procedure for informing patients about
psychotropic medications. The policy revealed
the patient and or patient representative/guardian
had the right to be informed regarding their care
in order to make informed decisions regarding
their care planning and treatment, including
requesting and/or refusing treatment. Further
review of the policy revealed patients or patient
representatives/guardians must be informed
about actions and side effects of psychotropic
medications before they could be administered
and documentation of consent would be noted
within the patient chart. The policy revealed the
psychotropic drug consent form wouid be utilized
for documentation and the appropriate
medication/education sheet would be provided to
the patient or patient's representative/guardian.
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2. Quality Monitoring established for the validation
of informed consent related to medica! interventions
of psychotropic medication(s) documentation

o This monitoring was established to address any
non-conformity which will be addressed with each
individual staff;

o Director of Behavioral Health will review a
minimum of 5 records per week lo ensure
documentation of the informed consent when a
psychotropic medication is changed,

o Exhibit #2 Tobe

o Completed: April 21, 2014; Ongoing Completed
April 21,
2014

3. Revised Behavioral Health Documentation
Process

o The Behavioral Health documentation was
revised to a narrative note by RN (o provide more
thorough documentation of observation, patient
reassessment every 2 hours, validate special
observation and changes in the patient's plan of care;
o Director of Behavioral Health provided written
and verbal education provided to Behavioral Health
staff;

o Director of Behavioral Health will review a
minimum of 5 records per week to ensure proper
documentation;

o Exhibit #3

o Completed: April 21, 2014; Ongoing Tobe
Completed
April 21,
2014
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A raview of Patient #1's medical record revealed
the facility admitted Patient #1 on 02/28/14 with a
diagnosis of Dementia with Behavioral
Disturbances. Further review of the record
ravealed on 03/03/14, 2 milligrams (mg) of Valium
(a benzodiazepine drug used to treat anxiety
disorders) were ordered for Patient #1, two times
a day (10:00 AM and 10:00 PM); on 03/11/14, the
dosage was increased to 5 mg two times a day
(10:00 AM and 10:00 PM). Thera was no
evidence Patient #1's representative/guardian
was informed about the arder for Valium and no
evidence consent for treatment was obtained for
this medication prior to administering the
medication to Patient #1.

Further review of Patient #1's medical record
revealed on 03/11/14, 30 mg of Remeron (an
antidepressant medication used to treat major
depressive disorder) wera administered to Patient
#1 without consent from the patient's
rapresentative/guardian or evidence that the
patient's representative/guardian was informed
about actions and side effects of the drug. In
addition, 100 mg of Seroquel (a short-acting
atypical antipsychotic drug approved for the
treatment of schizophrenia and bipolar disorder)
were administered to Patient #1 on 03/11/12 and
200 mg were administered on 03/12/14 without
consent from the patient's
representative/guardian or evidence the patient's
representative/guardian was informed about the
actions and side effects of the medication.

Interview with Clinical Manager #1 on 03/19/14 at
12:30 PM revealed facility staff was required to
also notify patients' representatives or guardians
of changes in medications/treatments.

ambulate or assisted back to bed after being in a
seated position for more than two hours.

o Director of Behavioral Health provided wrilten
and verbal education provided to Behavioral Health
stafT;

o Director of Behavioral Health will review o
minimum of 5 records per week to ensure proper
documentation;

o Exhibit #4 & Exhibit #2

o Completed: March 17, 2014; Ongoing

5. Psychotropic Medication training for Behavioral
Health staff. Behavioral Health Nurse Practitioner
to provide verbal and written education on the
following:

o Justification of Psychotropic Medication, uses,
and side effects to watch for;

o Using the Pneumonic DELIRIUM to assess the
underlying causes of delirium;

o How to use the (CAM) Confusion Assessment
Method to assess altered mental status due to
delirium;

o Comparison of the clinical features of Delirium,
Dementia, and Depression;

o Case study on assessing level of consciousness
with a competency exam Lo see how well everyone
is understanding information being presented;

o Exhibit #6

o Completed: April 22 & 24, 2014

March 17,
2014

Tobe
Completed
April 22 &
24,2014
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A131| Continued From page 3 A131| 6. Pressure ulcer education for Highlands Nursing

However, further review of Patient #1's medical
record revealed increases/changes were made in
the dosage of psychotropic medications without
naotifying Patient #1's representative/quardian.

On 03/01/14, consent was obtained from Patient
#1's representative/guardian to administer
Amitriptyling (a tricyclic antidepressant medication
used to treat symptoms of deprassion). Although
the dosage was not included on the consent form,
staff administered 25 mg of Amitriptyline.
Howaver, on 03/06/14 the physician's order for
Amitriptyline was changed to 100 mg at 2:00 PM
and 150 mg at 10:00 PM; on 03/07/14 the
Amitriptyline dosage was increased to 200 mg at
10:00 PM, and the AM dose discontinued; on
03/08/14, the Amitriptyline order was changed to
100 mg at 10:00 PM, and the AM dose
discontinued on 03/10/14. There was no
evidence Patient #1's reprasentative/guardian
was notified of the changes in the dosages of
Amitriptyline that had been administered to
Patient #1.

On 03/01/14, consent was obtained from Patient
#1's representative/quardian to administer
Risperdal {an atypical antipsychotic drug that is
mainly used to treat schizophrenia). The consent
form did not identify the dosage or frequency of
the medication; however, a review of Patient #1's
physician orders revealed 0.25 mg of Risperdal,
two times a day, was ordered for Patient #1. On
03/03/14 the order was increased to 0.5 mg of
Risperdal, two times a day (10:00 AM and 10:00
PM); on 03/06/14 the dosage of Risperdal was
increased to 1 mg two times a day (10.00 AM and
10:00 PM}; on 03/11/14 the order was changed to
0.5 mg of Risperdal, two times a day (10:00 AM
and 10:00 PM} and then discontinued at 10:02

information to included:

Lo wound depth and etiology;

etiology;
o April 22 & 24,2014

7. Physician education provided on
on the following:

Communication
o Beliefs & Communication Practices

the US

o Advances in Treatment of Visual
Hallucinations in Neurodegenerative
Diseases

o Best Practices for the Diagnosis and
Treatment of Bipolar Depression

o Exhibit #12

o Completed: April 10 & 11,2014

Staff provided by Director of Nursing Operations/
Risk. Education will be provide written and verbal

o ldentify how wounds are classified according

o Describe the etiology of a pressure ulcer;

o Understand evidenced-based protocols of care
for prevention and management of pressure ulcers;

o Describe appropriate Convatec products that ~ {To be
can be used on wound characteristics, depth, and  (Completed

Medscape (on-line Physician CME Provider)

o Participatory Medicine: Provider-Patient

Regarding Cognitive Functioning Among
Consumers and Primary Care Providers in

April 22 &
24,2014

April 10 &
11,2014
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A 131 Continued From page 4 A131] 8. Highlands Nursing Staff training
PM on 03/11/14. There was no evidence Patient scheduled on various aspects of Patient
#1's representative/guardian was notified of the Rights. UltraGroup Performance
changes in the antipsychotic medication. Improvement Coordinator to provide verbal
and written education on the following:
Interview with Patient #1's o The Kentucky Laws;
represantauvelg_t.l.ardmn on 03/18/14 ?t 7:30.PM o What Patient Rights encompass;
revealed the facility had changed Patient #1's o When and How to inform patients of their
medications and provided medical treatment rights;
Ll ot il e LI S o The patient's role in their Rights;
Further interview with Clinical Manager #1 on ° Pal.lent communication needs and their
03/19/14 at 12:30 PM revealed facility staff was rights; Tobe
required 1o notify patients' o Legal Aspects Completed
representativesiguardians of changes in condition o Exhibit #14 April 22 &
or changes in medications/treatment. The o April 22 & 24,2014 24,2014
interview further revealed the clinical manager
was aware that on numerous occasions during
Patient #1's course of treatment, facility staff
failed to obtain appropriate consent from Patient
#1's representative before changes were made in 1. Informed Consent training for Highlands
psychotropic medications. Clinical Manager #1 Nursing Staff (licensed). UltraGroup
gave no explanation why the cansents had not Performance Improvement Coordinator to
been completed. provide verbal and writien education on the
A 385 | 482.23 NURSING SERVICES A 385/ following:
The hosoital . ized ) o What is informed consent?
@ Nospital must have an organized nUrsing o ldentify emergency situation related to
service that provides 24-hour nursing services. .
A | . informed consent;
The nursing services must be furnished or 1dentify th horized
supervised by a registered nurse. o ldentify the persons authorized to consent
to a procedure and/or treatment;
This CONDITION is not met as evidenced by: © What procedures required consen?
Based on interview and record review it was o What prcfcedures specific to Behavioral
determined the facility failed to ensure a Health required consent?
Registered Nurse supervised and/or evaluated o Documenting informed consent as related | Tobe
the nursing care and implemented interventions to psychotropic medication on the Behavioral 20"_':’;"2‘?
identified on a care plan for one (1) of ten (10) Health Unit 2 fgm 4

sampled patients (Patient #1).

o Exhibit #1
o April 22 & 24, 2014
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Review of documentation revealed the facility
admitted Patient #1 on 02/28/14 with diagnoses
that included Dementia with Behavioral
Disturbance and Depressed/Anxious Mood. A
review of a nursing assessment conducted on the
day of Patient #1's admission revealed the patient
was continent of bowel and bladder. In addition,
the assessment ravealed the patient's skin was
"within normal limits." Review of documentation
revealed staff developed a Nursing Care Plan on
03/01/14 to address the patient's needs and
assessed Patient #1 to have the potential for skin
breakdown due to "altered tissue depletion.”
Review of interventions included on the care plan
revealed staff was 1o inspect and document an
assessment of the patient’s skin upon admission
and daily; implement measures to maintain
urinary incontinence, e.g., to offer a bedpan,
urinal, or assist the patient to the commode every
two (2) to three (3) hours; and implement
measures to decrease skin irritation resulting
from incontinence or diarrhea. A review of a
treatment plan dated 03/03/14 revealed Patient
#1 had "good mobility.” However, nursing staff
failed to provide supervision to ensure the
interventions identified on the Nursing Care Plan
were implemented. Documentation revealed staff
failed to assist Patient #1 to the commode every
two (2) to three (3) hours to maintain urinary
continence and failed to provide assistance with
turning, repositioning, and incontinence care in an
effort to prevent the development of pressure
sores and/or skin breakdown,

In addition, review of facility policy titled "Special
Precautions Level ll-Impulsive Behavior
Precautions” revealed a procedure had been
developed for patients who were viewed as a risk
for "impulsive acts." According to the procedure,

(X4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
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2. Quality Monitoring established for the
A 385 | Continued From page 5§ A 385| validation of informed consent related to

medical interventions of psychotropic
medication(s) documentation

o This monitoring was established to
address any non-conformity which will be
addressed with each individual stafT;

o Director of Behavioral Health will
review a minimum of 5 records per week to
ensure documentation of the informed
consent when a psychotropic medication is

changed, Tobe

o Exhibit #2 Completed

o April 21, 2014; Ongoing April 21,
2014

3. Revised Behavioral Health Documentation
Process

o The Behavioral Health documentation was
revised to a narrative note by RN to provide
more thorough documentation of observation,
patient reassessment every 2 hours, validate
special observation and changes in the
patient's plan of care;

o Director of Behavioral Health provided
written and verbal education provided to
Behavioral Health staff;

o Director of Behavioral Health will review
a minimum of 5 records per week to ensure

proper documentation; g«;[:e leted
o Exhibit #3 April 21
o April 21, 2014; Ongoing 2014

4. Protocol developed for patients to be
assisted to ambulale or assisted back to bed
after being in a seated position for more than
two hours,

o Director of Behavioral Health provided
written and verbal education provided 1o
Behavioral Hezlth staff;
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o Director of Behavioral Health will
A 385 | Continued From page 6 A385| review a minimum of 5 records per week to

A 395

"rounding for a purpose” would be made n the
patient's chart every two (2) hours; and staff
assigned to monitor were to make an entry on the
"Special Precautions, Patient Observation Record
every fifteen (15) minutes.” In addition, the
procedure revealed the RN supervisor was to
make an entry in the progress notes every twelve
{12) hours. Howaver, nursing staff failed to
provide supervision o ensure the patient was
monitored every fifteen (15) minutes in
accordance with the established procedure. Staff
failed to document Patient #1 had been
monitored every fifteen (15) minutes in
accordance with the procedure between the
hours of 1:45 PM and 3:55 PM on 03/12/14.

Continued review of documentation revealed on
the evening of 03/11/14 and the morning of
03712114 facility staff administered numerous
medications to Patient #1 that included
antipsychotics, antidepressants, and antiamdety
medications. On the moming of 03/12/14, staff
crushed the medications and placed the
medications in applesauce when administered
dug to the patient's unresponsive behavior. On
03/12/14, the patient was observed to be
unresponsive and at approximately 3:45 PM, the
patient vomited brown emesis and was
transferred to the Critical Care Unit {CCU).
Documentation revealed at the time the patient
was admitted to the CCU, staff documented
Patient #1 had a Stage Il pressure sore to the
buttock area.

Refer to A0395 and AQ396.

482.23(b){3) RN SUPERVISION OF NURSING
CARE

ensure propet documentation;
o Exhibit #4 & Exhibit #2 gf'mh 17,
o Completed: March 17, 2014; Ongoing L

5. Protocol developed for vital signs to be
obtained every 4 hours while awake. Any
abnormal findings reported to physician.

o Modified care set to include vital signs
every 4 hours while awake;

o Director of Behavioral Health provided
written and verbal education to Behavioral
Health staff;

o Director of Behavioral Health will review
a minimum of 5 records per week (o ensure
proper documentation;

o Exhibit #5 & Exhibit #2 April 1,
o Completed: April 1, 2014; Ongoing 2014

<—continued on next
page

<—A 395 begins on
A 395 page 8 of 19
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6. Behavioral Health RN staff Refresher
A 385 Continued From page 6 A 385 Training on adult assessment
"rounding for a purpose” Id be made in the o Refresher training provided to BHI
patient's chart every two {(2) hours; and staff registered nurses to enhance medical
assigned to {1y nlicate page 1y on the assessment skills
"Special Pre needed to n Record = Each RN will be mentored for 24 hours
every fifteen . he of refresher trainings utilizing the ADT
procedure re(COMplete action as to (ndmission/discharge/treatment) RN;
make an ent{plan ry twelve = Competency Check-off to be completed | To be
{12) hours. i to for each RN: Completed
provide supervision to ensure the patient was o Exhibit #37 April 30,
monitored every fifteen (15} minutes in . 2014
accordance with the established procedure. Staff © April 30, 2014
failed to document Patient #1 had been . L. .. . .
monitored every fifteen (15) minutes in 7. Medication administration policy updated
accordance with the procedure between the to re.ﬂec.l procedure for wasted or returned
hours of 1:45 PM and 3:55 PM on 03/12/14, medication
o Director of Pharmacy to provide written
Continued review of documentation revealed on and verbal education to Highlands Nursing
the evening of 03/11/14 and the morning of Suaff (licensed) on the following:
03/12/14 facility staff administered numerous =  Describe medication administration
medications to Patient #1 that included process as related to BCMA;
antipsychotics, antidepressants, and antianxiaty = Recognize BCMA alerts/symbols;
madications. On the moming of 03/12/14, staff ®=  List proper responses lo BCMA alerts/
crushed the medications and placed the symbols;
medications in applesauce when administerad s Describe return for medications removed
due o the patient's unresponsive behavior. On from Pyxis
03/12/14, the patient was observed to be = Describe return process for medications
unresponsive and at approximately 3:45 PM, the . Tobe
. . . sent from Pharmacy;
patient vomited brown emesis and was Indentify organtzational drug reference Completed
transferred 1o the Critical Care Unit (CCU). g g April 22 &
Documentation revealed at the time the patient resources 24,2014
was admitted to the CCU, staff documented o Exhibit #8
Patient #1 had a Stage ! pressure sore o the
buttock area.
Refer to A0395 and A0386.
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. 9. Pressure ulcer education for Highlands
A 385| Continued From page 6 A385) Nursing Staff provided by Director of
“rounding for a purpose” would be made in th Nursing Operations/Risk Education will be
patient's chart every two (2) hours; and staff provide written and verbal information to
assigqed to Duplicate page try ot the included:
"Special Pr ded t cord o Identify how wounds are classified
every fifteer| 1€ ? t © ti according to wound depth and etiology:
pro:edure riecompiete action | o Describe the etiology of a pressure ulcer;
g;)i::r:n plan ' dnt’otwe ve o Understand c-videnced-based protocols of
provide supervision to ensure the patient was care for prevention and management of
monitored every fifteen (15) minutes in pressure ulcers; Tobe
accordance with the established procedure. Staff o Describe appropriate Convatec products | Completed
failed to document Patient #1 had been that can be used on wound characteristics, | April 22 &
monitored every fifteen (15) minutes in depth, and etiology; 24,2014
accordance with the procedure between the .
hours of 1:45 PM and 3:55 PM on 03/12/14. 10. Quality Monitoring established to audit
the medication alert report from the Cerner
Continued review of documentation revealed on bar coding system.
the evening of 03/11/14 and the morning of o This monitoring was established to audit
03712114 facility staff administered numerous any non-conformities which may be
medications to Patient #1 that included addressed with each individual staff as
antipsychotics, antidepressants, and antianxiety appropriate;
medications. On the morning of 03/12/14, staff o Clinical Managers will review a
crushed the medications and placed the minimum of 12 records per week to monitor
medications in applesauce when administered STt
due to the patient's unresponsive behavior. On o Exhibit #10 ' To be
031214, the patient was aobserved to be C leted: April 21. 2014: . Completed
unresponsive and at approximately 3:45 PM, the R i Ongoing April 21
patient vomited brown emesis and was 2014 '
transferred to the Critical Care Unit (CCU).
Documentation revealed at the time the patient
was admitted to the CCU, staff documented
Patient #1 had a Stage I! pressure sore fo the
buttock area.
A 395 begins on page
Refer to AD395 and AD396. 8 of 19
A 395 | 482.23(b)(3) RN SUPERVISION OF NURSING A 39,
CARE
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A 385 | Continued From page 6 Aaas| 11- Intake process updated to identify bowel

" . " . movement patterns and dietary intake
rounding for a purpose” would be mada in the .

patient's chart every two (2) hours; and staff htslory. . )
assigned to monitor were to make an entry on the o Director of Behavioral Health provided
"Special Precautions, Patient Observation Record written and verbal education to Behavioral
every fifteen (15) minutes.” 1n addition, the Health staff;
pl’OCBdUI'B revealed the RN supewisor was {o o Director of Behavioral Health will review
make an entry in the progress notes every twe! a minimum of 5 records per week to ensure
{12) hours. However, nursing staff failed to proper documentation;
provide supervision to ensure the patient wi o Exhibit # 11 & Exhibit #2 March 27,
monitored avery fifteen (15) minutes in o Completed: March 27, 2014; Ongoing 2014
accord : Staff 12. Revised Behavioral Health
failed { Dngcgtte page Documentation Process
moniigneeaed to - es ) o The Behavioral Health documentation
accordcomplete action tween the was revised to address bowel movements
hours |plan 03/12114. being observed by behavioral unit staff or
Continued review of documentation revealed on repg:led by p?gel;:, ioral Health ided
the evening of 03/11/14 and the morning of © . Irector of He avmra. ca provu. ©
03/12/14 facility staff administered numerous written and verbal education to Behavioral
medications to Patient #1 that included Health staff X .
antipsycholics, antidepressants, and antianxiety o Educated concemning the need for patient
medications. On the moming of 03/12/14, staff observation and net to solely rely on patient
crushed the medications and placed the report of a bowel movement;
medications in applesauce when administered o Director of Behavioral Health witl review
due to the patient's unresponsive behavior. On a minimum of 5 records per week to ensure
03/12/14, the patient was observed to be proper documentation;
unresponsive and at approximately 3:45 PM, the o Exhibit #13 & Exhibit #2 March 19,
patient vomited brown emesis and was o Completed: March 19, 2014. Ongoing 2014
transferred to the Critical Care Unit (CCU}.
Documentation revealed at the time the patient
was admitied to the CCU, staff documented
Patient #1 had a Stage || pressure sore to the
buttock area.
Refer to A0395 and AD396. Q 3f9 fgbeglns on page

A 395 | 482.23(b)(3) RN SUPERVISION OF NURSING A 395 € o)
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A 385 | Continued From page 6 A 385 . .
“rounding for a purpose” would be made in the I3._H|ghlands Nursing Staff scheduled on
patient's chart every two (2) hours; and staff various aspects of Patient Rights. UltraGroup
assigned to monitor were o make an entry on the Performance Improvement Coordinator to
"Specia| Precau[ions, Patient Observation Record PI’OVidE verbal and written education on the
every fifteen (15) minutes." In addition, the following:
procedure ravealed the RN supervisor was to o The Kentucky Laws;
make an entry in the progress notes every t@fkive © What Patient Rights encompass;
(12) hou ! ! iled + o When and How 10 inform patients of their
provide s{Duplicate page rights;
monitoredneeded to o The patient's role in their Rights;
accordand somp|ete action re. Staff o Patient communication needs and their
failed to ights: To be
monitoredP1an L ° |
accordance with the procedure between the 2 léiﬁ?;;? ;gicts g::‘r ;ztfd
hours of 1:45 PM and 3:55 PM on 03/12/14. o April 22 & 24, 2014 24,2014
Continued review of documentation revealed on
the evening of 03/11/14 and the morning of
03/12/14 facility staff administered numerous
medications to Patient #1 that included
antipsychotics, antidepressants, and antianxiety
medications. On the morning of 03/12/14, staff
crushed the medications and placed the
medications in applesauce when administered
due to the patient's unresponsive behavior. On
03/12/14, the patient was observed to be
unresponsive and at approximately 3:45 PM, the
patient vomited brown emesis and was
transferred to the Critical Care Unit {CCU).
Documentation revealed at the time the patient
was admitted to the CCU, staff documented
Patient #1 had a Stage Il pressure sore to the
buttock area.
A 395 begins on page
Refer to A0395 and A0396. 80f19
A 385 | 482.23(b)(3) RN SUPERVISION OF NURSING A395| €<—
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A registered nurse must supervise and evaluate
the nursing care for each patient.

This STANDARD is not met as evidenced by:
Based on interview and record raview it was
determined the facility failed to ensure a
Registered Nurse (RN) supervised and/or
evaluated the nursing care for one (1) of ten (10)
sampled patients (Patient #1). Review of
documentation and interviews revealad Patient #1
was continent of bowel and bladder, ambulatory,
oriented to person and place, and his/her skin
was intact at the time of admission. Interviews
and documentation revealed on 03/12/14, staff
assisted Patient #1 up to a chair in the day area
at 9:30 AM and the patient remained in the chair
until 3:55 PM and was unresponsive. A review of
nurse's notes and documentation on the facility’s
observation sheets revealed Registered Nurses
failed to ensure staff offered the patient fluids ;
provided assistance to the bathroom; provided
assistance with turning and repositioning; or
provided incontinence care in an effort to prevent
the development of prassure sores and/or skin
breakdown. Based on documentation, on
03/12/14 at approximately 3:45 PM, the patient
vomited brown stool and coffee ground material
on the floor and walls of the Behavioral Unit and
was transferred to the CCU. Documentation at
the time the resident was admitted to the CCU
revealed Patient #1 had a Stage |l pressure sore
to the buttock area.

The findings include:

Review of facility's policy titled "Hourly Rounding
for a Pumpose,” revised 01/21/14, reveated
nursing staff was to conduct "hourly” rounds and
address each of the "four P's" (pain, position,

Nursing Staff (licensed). UltraGroup
Performance Improvement Coordinator to
provide verbal and written education on the
following:

o What is informed consent?

o ldentify emergency situation related to
informed consent;

o Identify the persons authorized to consent
to a procedure and/or treatment;

o What procedures required consent?

o What procedures specific to Behavioral
Health required consent?

o Documenting informed consent as related
to psychotropic medication on the Behaviotal
Health Unit

o Exhibit #1

o April 22 & 24, 2014

2. Quality Monitoring established for the
validation of informed consent related to
medical interventions of psychotropic
medication(s) documentation

o This monitoring was established to address
any non-conformity which will be addressed
with each individual staff}

o Director of Behavioral Health will review a
minimum of 5 records per week to ensure
documentation of the informed consent when
a psychotropic medication is changed;

o Exhibit #2

o April 21, 2014; Ongoing.
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. 1. Informed Consent training for Highlands
A 395 | Continued From page 7 A 395 = B

To be
Completed
April 22 &
24, 2014

Tobe
Completed
April 21,
2014
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potty, and problems) on all patients. Nursing
personnel were to specifically address the four
P's and document in the medical record that the
four P's had been addressed.

Review of facility policy titled "Patient Observation
Category: Special Precautions,” revised January
2014, revealed the purpose of the policy was to
ensure the patient was treated in the least
restrictive environment that was clinically
permitted and provided a means of monitoring to
prevent the patient from harming themselves or
others. Procedure Il of the policy, "Special
Precautions Level lI-impulsive Behavior
Precautions” revealed the procedure was
designed for patients who were viewed as a risk
for “impulsive acts." According to the procedure,
"rounding for a purpose will be made in the
patient's chart every two (2) hours", and staff
assigned to monitor were to make an eniry on the
"Special Precautions, Patient Observation
Record" avery fifteen (15) minutes. In addition,
the procedure revealed the RN supervisor was to
make an entry in the progress notes every twelve
(12) hours.

A review of the medical record revealed the
facility admitted Patient #1 on 02/28/14 with
diagnoses of Dementia with behavioral
disturbances, Adjustment Disorder with
depressed/anxious mood, Chronic Obstructive
Pulmonary Disease, Diabetes, Anemia, and
Hypertension. A review of Patient #1's admission
nursing assessment, dated 02/28/14, revealed
the patient had no skin breakdown, was continent
of bowel and bladder, was ambulatory, and
oriented to person and place. Review of the
Medication Administration Record {(MAR) with the
facility pharmacist revealed on the evening of

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 5
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A 395 | Continued From page 8 A 395

3. Revised Behavioral Health Documentation
Process

o The Behavioral Health documentation was
revised to a narrative note by RN to provide
more thorough documentation of observation,
patient reassessment every 2 hours, validate
special observation and changes in the
patient's plan of care;

o Director of Behavioral Health provided
written and verbal education provided to
Behavioral Health staff:

o Director of Behavioral Health will review
a minimum of 5 records per week to ensure
proper documentation;

o Exhibit #3 ke
o April 21, 2014; Ongoing. A:'r’i‘l”;l‘f
- 2014

4. Protocol developed for patients to be

assisted to ambulate or assisted back to bed
after being in a seated position for more than
two hours.

o Director of Behavioral Health provided
written and verbal education provided to
Behavioral Health staff;

o Director of Behavioral Health will review
a minimum of 5 records per week to ensure
proper documentation;

o Exhibit #4 & Exhibit #2

o Completed: March 17, 2014; Ongoing gf)”l’:h 17,

FQRM CMS-2567(02-98) Provious Versions Qbsoiete
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03/11/14, staff administered medications to
Patient #1 that included the following: 0.5
milligrams (mg) of Cogentin (anticholinergic used
in the treatment of Parkinson's) at 5:25 PM and
9:13 PM; 0.5 mg of Risperdal (an atypical
antipsychotic drug which is mainly used to treat
schizophrenia), 10 mg of Namenda (used to treat
moderate to severe dementia of the Alzheimer's
type), 300 mg of Neurontin (used with other
medication to treat seizures and to treat nerve
pain), 30 mg of Remeron (an antidepressant
medication used {o treat major depressive
disorders), and 5 mg of Valium {a benzediazepine
drug used to treat anxiety disorders) at 9:59 PM.
Continued review revealed on 03/12/14, facility
staff administered 0.5 mg of Risperdal at 7:21
AM; and at 9:13 AM, staff administered 10 mg of
Namenda, 300 mg of Neurontin, 0.5 mg of
Cogentin, 5 mg of Valium, and 100 mg of
Seraquel (a short-acting atypical antipsychotic
drug for the treatment of schizophrenia and
bipolar disease) o Patient #1. In addition, review
of the "Hourly Nurse Rounding for a Purpose,”
sheets revealed on 03/12/14 at 9:30 AM, Patient
#1 was assisted up to a chair and placed in the
day area, and remained in the chair until 3:55 PM
with no documented movement. Further review
revealed no documentation the patient was
monitored or checked every fifteen (15) minules
between the hours of 1:45 PM and 3:55 PM. On
03/12/14 at approximately 4:00 PM, Patient #1
was transferred to the Critical Care Unit (CCU)
after the resident vomited brown emesis, and was
determined to have aspiration pneumonia and
unresponsiveness. Review of the medical
physician's consultation report dated 03/13/14
revealed staff had observed Patient #1 and the
patient had "acutely decompensated" and had
"projectile and feculent” vomiting that was all over

5. Protocol developed for vital signs to be
obtained every 4 hours while awake. Any
abnormal findings reported to physician.

o Modified care set to include vital signs
every 4 hours while awake;

o Director of Behavioral Heslth provided
written and verbal education to Behavioral
Health staff;

o Director of Behavioral Health will review a
minimum of 5 records per week lo ensure
proper documentation; April 1,
o Exhibit #5 & Exhibit #2 U5

o Completed: April 1, 2014; Ongoing

6, Psychotropic Medication training for
Behavioral Health staff. Behavioral Health
Nurse Practitioner to provide verbal and
written education on the following:

o Justification of Psychotropic Medication,
uses, and side effects to watch for;

o Using the Pneumonic DELIRIUM to assess
the underlying causes of delirium;

o How to use the (CAM) Confusion
Assessment Method to assess altered mental
status due to delirfum;

o Comparison of the clinical features of
Delirium, Dementia, and Depression;

o Case study on assessing level of
consciousness with a competency exam (o sce
how well everyone is understanding
information being presented;

o Exhibit #6 gz'::m ]
o April 22 & 24, 2014 April 22 &
24,2014
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around 4:00 PM with a "Hoyer Lift" {(mechanical
lift) because the patient was unable to walk,
stand, or pivot independently. CNA #1 stated
when they positioned Patient #1 onto histher side
in the bed to place a "lift" under the patient, a
"brown liquid" came out of the patient's mouth.
According to CNA #1, at that time, RN #1
instructed her to take the patient's vital signs.
She stated the patient's vital signs were “not
good" and RN #1 requested assistance from the

resources
o Exhibit #8
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A 305 Continued From page 10 A 395 7. Behavioral Health RN staff Refresher
the floor and walls. The physician noted upon the Training on adult L
patient's arrival to CCLU, Patient #1 was "hypoxic" © Rcf:resher training P_m"'d"d to
and "hypotensive,” and had two {2) episodes of Behavioral Health Registered Nurses to
brown stool and coffee ground material in his enhance medical assessment skills
vomilus. The nursing assessment for Patient #1 * Each RN will be mentored for 24 hours
in the CCU conducted on 03/12/14 at 4:42 PM of refresher trainings utilizing the ADT
also revealed a Stage Il pressure ulcer with deep (admission/discharge/treatment) RN;
tissue injury noted to the patient's buttocks. =  Compelency Check-off to be completed
To be
for each RN; Completed
Interview with Certified Nursing Assistant (CNA) o Exhibit #7 A mp 30
#1 on 03/18/14 at 4:40 PM revealed the CNA had i1 30,20 : ’
o April 30,2014 2014
provided care for Patient #1 on 03/12/14. CNA .
#1 statedbshehh:d mc:jmtorad P a‘:’"t m::;’;; 8. Medication administration policy
minutes, but a not "ocumenf'e past 1. updated to reflect procedure for wasted or
because the unit was "so busy" and she was the S
. . returned medication
only CNA on the floor. The interview further Director of Ph ' ide writt
revealed she and RN #1 woke Patient #1 around o wUirecloro z_armacy o provide wrl en
9:00 AM on 03/12/14 and cleaned stool from the and verbal education to Highlands Nursing
patient from a small bowel movement. CNA #1 Staff (licensed) on the following:
stated RN #1 crushed up and fed Patient #1 the ®  Describe medication administration
moming medications because Patient #1 could process as related to BCMA,;
not swallow them. CNA #1 stated that when they ® Recognize BCMA alerts/symbols;
changed Patient #1's adult brigf, the patient was = List proper responses to BCMA alerts/
noted to have a reddened area on both buttocks, symbols;
and they placed a “gel cushion” in the patient's ® Describe return for medications
chair. CNA #1 slated she could not remember if removed from Pyxis To be
she offered fluids and/or toileting every two hours = Describe return process for medications Completed
to Patient #1 throughout the day. CNA #1 stated sent from Pharmacy; April 22 &
she and RN #1 assisted Patient #1 back to bed Identify organizational drug reference 24,2014

FORM CMS-25587(32-99) Previous Varsions Qbsolole

Event ID: 110811

Facility ID: 100124

IF continuation shest Page 11 of 19




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

PRINTED: 04/03/2014
FORM APPROVED
OMB NO. 0938-0391

the mechanical lift in place, a brown liquid came
out of the patient's mouth. At that time, according
to RN #1, she thought the patient was "bleeding
out" and instructed CNA #1 to manitor the
patient's vital signs. RN #1 stated the patient's
“vital signs" were "not good" and she requested
assistance from the Rapid Response Team.

Interview with Patient #1's medical physician on
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facility's Rapid Response Team. 9. Pressure ulcer education for Highlands
Nursing Staff provided by Director of
Interview with RN #1 on 03/18/14 at 3:15 PM and Nursing Operations/Risk. Education will be
on 03/19/14 at 4:30 PM revealed she was Patient provide written and verbal information to
#1's assigned nurse on 03/12/14. RN #1 stated included:
when she began her shift at 7:00 AM on o Identity how wounds are classified
03/12/14, Patient #1 was slill asleep in bed. RN according to wound depth and etiology;
#1 stated between 8:30 AM and 9:00 AM, she o Describe the etiology of a pressure ulcer;
:f::"?NA #t1 ‘:’:";t" t:;ethpane?t's t’°°m 1o :’sst's:’ o Understand evidenced-based protocols of
im/her out of bed and the patient was "sedated" .
and had been incontinent of stool. RN #1 stated :?:sﬁ;irﬁ;;:} fon and management of
Patient #1 had a red blanchable area on the . ’ .
. o Describe appropriate Convatec products
buitocks with no broken area, and she placed a that can be used on wound characteristics
"gel cushion” in the chair when she transported . ’
the patient to the day room. RN #1 stated that depth, z-md etiology; To be
she administerad the patient's medications the o April 22 & 24,2014 Con}lp E"d
moming of 03/12/14 and had to crush the - o . e
medications and place them in applesauce 10. Quallly Momlonng established to audit '
because the patient was too sedated to swallow the medication alert report from the Cerner
them intact. RN #1 stated staff fed the patient bar coding system.
his/her breakfast and he/she ate approximately o This monitoring was established to audit
50 percent of the meal, but could not recall if staff any non-conformities which may be
had offered the patient fluids or toileting every two addressed with each individual staff as
hours during her shift on 03/12/14. RN #1 stated appropriate;
at approximately 4:00 PM, she and CNA #1 o Clinical Managers will review a
assisted Patient #1 back to the bedroom in the minimum of 12 records per week to monitor
chair and used a mechanical lift to transfer the medication alerts;
patient because the patient was unable to assist o Exhibit #10 Tobe
with the transfer. RN #1 staled that when they o April 21. 2014: Ongoin Completed
positioned Patient #1 to his/her side to position prit ety »Ungong ;{-‘;‘ 21,
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03/18/14 at 4:30 PM revealed facility staff had not
informed him of “any issues"” and stated he was
not aware of the pressure sore to the patient's
buttocks prior to the patient's admission to the
CCU. According to the physician, the decline in
Patient #1's medical condition happened
"suddenly."

Interview with the attending Psychiatrist on
03/18/14 at 3:45 PM revealed Patient #1 was
admitted to the Behavioral Health Unit from a
local nursing home due to inappropriate sexual
behavior and aggressiveness. According to the
Psychiatrist, the patient's diagnoses included
dementia with behavioral disturbances. The
Psychiatrist stated he had adjusted the patient's
medications to help with the patient's behaviors
and difficulty sleeping. The interview further
ravealed that nursing staff never informed him of
any concerns regarding Patient #1 baing over
sedated or any reported decompensation in the
patient's condition. The Psychiatrist stated on
03/12/14, during morning rounds, he observed
Patient #1 asleep while sitting in a chair in the
commoaon area of the Behavioral Unit. The
Psychiatrist stated he touched the patient to
awaken him/her and stated he/she mumbled
something and went back to sleep. He stated he
wasn't surprised by the presentation of the patient
because of the medication changes, and stated,
"Sometimes | over shoot the medicine; when
patients come in walking, | want them to go out
walking."

Interview with the Clinical Manager for the
Behavioral Health Unit on 03/18/14 at 11:50 AM
revealed Patient #1 had been ambulatory,
confused, and sexually inappropriate (verbally)
upon the patient's admission to the Behavioral

(X410 SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION x5)
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11. Intake process updated to identify bowel
movement patterns and dietary intake
history.

o Director of Behavioral Health provided
written and verbal education to Behavioral
Health staff;

o Director of Behavioral Health will review
a minimum of' 5 records per week to ensure
proper documentation; March 27,
o Exhibit # 11 & Exhibit #2 2014

o Completed: March 27, 2014; Ongoing

12. Revised Behavioral Health
Documentation Process

o The Behavioral Health documentation
was revised to address bowel movements
being observed by behavioral unit staff or
reported by patient;

o Director of Behavioral Health provided
written and verbal education to Behavioral
Health staff

o Educated concerning the need for patient
observation and not to solely rely on patient
report of a bowel movement;

o Director of Behavioral Health will review
a minimum of 5 records per week to ensure
proper documentation;

o Exhibit #13 & Exhibit #2

o Completed: March 19, 2014.0ngoing

March 19,
2014
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Continued From page 13

Unit on 02/28/14. The interview further revealed
the Psychiatrist adjusted Patient #1's medications
numerous times due to the patient's sexually
inappropriate behaviors. The Clinical Manager
stated Patient #1's representative contacted him
by telephone on 03/17/14 and voiced a complaint
about the care Patient #1 received from staff on
the Behavioral Unit and had asked the Clinical
Manager how Patient #1 "ended up with poop in
[hisfher] lungs?" The Clinical Manager stated
upon receipt of the complaint, he began an
internal investigation, met with the Risk Manager,
and alsa completed an incident report and placed
the incident report in the facility's "system™ per
facility protocol. According to the Clinical
Manager and documentation provided, the facility
implemented a plan of correction on 03/17/14 that
included re-education of facility staff related to
monitoring the time a nonambulatory patient
remained in a chair, policies on nursing rounds
and skin assessments, patient abservation
categories, hourly rounding for a purpose, and
patient rights. The Clinical Manager also stated
that after the reported incident on 03/17/14 he
began to monitor to ensure patients on the unit
were not left in chairs for more than two (2) hours
at a time and nurses followed facility protocal to
prevent skin breakdown.

Interview with the Risk Manager on 03/20/14 at
1:30 PM revealed that she became aware of the
incident when Patient #1 was admitted to the
CCU with a Stage Il pressure ulcer and she
began an internal investigation. The interview
further revealed the Clinical Manager informed
her of a complaint received from Patient #1's
represantative/guardian. She stated she
reviewed the medical record for Patient #1 and
identified concerns with staff's lack of

A 395

13. Highlands Nursing Staif training
scheduled on various aspects of Patient
Rights, UltraGroup Performance
Improvement Coordinator to provide verbal
and written education on the following:

o The Kentucky Laws;

o What Patient Rights encompass;

o When and How lo inform patients of
their rights;

o The patient's role in their Rights;

o Patient communication needs and their
rights;

o Legal Aspects To be

o Exhibit #14 Completed
o April 22 & 24, 2014 April 22 &
24,2014
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communication, documentation, and that nursing
staff had not followed facility protocol regarding 1. Informed Consent training for Highlands
skin integrity and monitoring of patients. Nursing Staff (licensed). UltraGroup
A 396 | 482.23(b)(4) NURSING CARE PLAN A 396

The hospital must ensure that the nursing staff
develops, and keeps current, a nursing care plan
for each patient. The nursing care plan may be
part of an interdisciplinary care plan

This STANDARD is not met as evidenced by:
Based on interview, record review, and review of
the facility's policy, it was determined the facility
failed to implement nursing care
plansfinterventions for ong (1) of ten (10)
sampled patients {Patient #1). A review of
Patient #1°s nursing assessment conducted on
the day of admission, 02/28/14, revealed the
patient was continent of bowel and bladder and
the patient's skin was within normal limits with no
skin breakdown noted. On 03/01/14, nursing
staff developed a care plan and noted the patient
had the potential for skin breakdown related to
hisfher "altered tissue depletion." Review of
interventions on the care plan revealed staff was
to inspect and document an assessment of the
patient's skin upon admission and daily;
implement measures to maintain urinary
continence, e.g., to offer a bedpan, urinal, or
assist the patient to the commode every two (2}
to three (3) hours; and implement measuras to
decrease skin irritation resulting from
incontinence or diarrhea. However, review of
nursing documentation and interview with nursing
staff revealed the facility failed to assist Patient #1
to the commode every two (2) to three (3) hours
on 03/12/14 to maintain urinary continence and
failed to provide assistance with turning,

Performance Improvement Coordinator to
provide verbal and written education on the
following:

o What is informed consent?

o Identify emergency situation related to
informed consent;

o ldentify the persons authorized to consent
to a procedure and/or treatment;

o What procedures required consent?

o What procedures specific to Behavioral
Health required consent?

o Documenting informed consent as related

to psycholropic medication on the Tobe
Behavioral Health Unit Completed
o Exhibit #1 April 22 &
o April 22 & 24,2014 24,2014

2. Quality Monitoring established for the
validation of informed consent related to
medical interventions of psychotropic
medication(s) documentation

o This monitoring was established to
address any non-conformity which will be
addressed with each individual stafT;

o Director of Behavioral Health will review
a minimum of 5 records per week to ensure
documentation of the informed consent
when a psychotropic medication is changed;

o Exhibit #2 Tobe

o April 21, 2014; Ongoing Completed
April 21,
2014
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repositioning, and incontinence care in an effort
to prevent the development of pressure sores
and/or skin breakdown. In addition, review of
facility policy tited "Special Precautions Level
ll-impulsive Behavior Precautions” revealed a
procedure for staff to monitor patients for
impulsive behaviors and to make entries on the
"Special Precautions, Patient Observation
Record" every fifteen (15) minutes of the
observations. The procedure revealed the RN
supervisor was to make an entry in the progress
notes every twelve (12) hours. However, staff
failed to document Patient #1 had been
monitored every fifteen (15) minutes in
accordance with the procedure between the
hours of 1:45 PM and 3:55 PM on 03/12/14.

Continued review of documentation revealed
Patient #1 was unresponsive during the day on
03/12/14, vomited, and his/her medical condition
declined. Staff transferred the patient to the
Critical Care Unit {CCU} at 4:00 PM,
Documentation ravealed at the time the patient
was admitted to the CCU staff implemented
emergency measures that included mechanical
ventilation of Patient #1. In addition, staff
documented Patient #1 had a Stage Il pressure
sore to the buttock area.

The findings include:

A review of facility policy titled "Nursing Care
Plans,” revised January 2014, revealed each
patient had an individualized plan of care based
on hisfher needs and problems and initiated by
the registered nurse. The plan would be
evaluated and revised as indicated by the
patient's response,

3. Revised Behavioral Health Documentation
Process

o The Behavioral Health documentation was
revised to a narrative note by RN to provide
more thorough documentation of observation,
patient reassessment every 2 hours, validate

Ispecial observation and changes in the patient's

plan of care;

o Director of Behavioral Health provided
written and verbal education provided to
Behavioral Hezlth stafT;

o Director of Behavioral Health will review a
minimum of 5 records per week to ensure
proper documentation;

o Exhibit #3

o April 21, 2014; Ongoing

4, Protocol developed for patients lo be assisted
to ambulate or assisted back to bed afler being
in a seated position for more than two hours.

o Director of Behavioral Health provided
written and verbal education provided to
Behavioral Health staff;

o Director of Behavioral Health will review a
minimum of 5 records per week to ensure
proper documentation;

o Exhibit #4 & Exhibit #2

o Completed: March 17, 2014; Ongoing
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Tobe
Completed
April 21,
2014

March 17,
2014
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bedpan, urinal, or to assist the patient to the
commode, every two (2) to three (3) hours; and to
implement measures to decrease irritation of the
patient's skin that could be the result of
incontinence or diarrhea. However, review of
nursing documentation and interview with nursing
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A 396 | Continued From page 16 A396| 5, Protocol developed for vital signs to be
Review of facility policy titled "Special Precautions obtained every 4 hours while awake. Any
Level ll-impulsive Behavior Precautions" revealed abnormal findings reporied to physician.
a procedure had been developed for patients who o Modified care set to include vital signs
were viewed as a risk for "impulsive acts.” every 4 hours while awake;
Accordﬂ:g to the procedure, "rounding 'for . o Director of Behavioral Health provided
purpose” would be made in the patient's chart written and verbal education to Behavioral
every two (2) hours; and staff assigned to monitor Health staff:
was to make an entry on the "Special . ' . . .
. . N o Director of Behavioral Health will review
Precautions, Patient Observation Record every . . (s g Kt
fifteen (15) minutes." In addition, the procedure a mmm;um ° rec-:or. $ per week {o ensire .
revealed the RN supervisor was to make an entry proper documentation; April 1,
in the progress notes avery twelve (12) hours. o Exhibit #5 & Ex_h'b“ #2 . 2014
o Completed: April 1, 2014; Ongoing
Review of Patient #1's medical record ravealed .
the facility admitted the patient on 02/28/14 with 6. Psychotropic Medication training for
diagnoses of Dementia with behavioral Behavioral Health staff. Behavioral Health
disturbances, Adjustment Disorder with Nurse Practitioner to provide verbal and
depressed/anxious mood, Chronic Obstructive written education on the following:
Pulmonary Disease, Diabetes, Anemia, and o Justification of Psychotropic Medication,
Hypertension. A review of Patient #1's admission uses, and side effects to watch for;
nursing assassment dated 02/28/14 revealad the o Using the Pneumonic DELIRIUM to
patient had no skin breakdown, was continent of assess the underlying causes of delirium;
bowel and bladder, ambulatory, and oriented to o How to use the (CAM) Confusion
person and place. Further review revealed staff N T e b
developed a nursing care plan on 03/01/14 and S
. . . status due to delirium;
noted the patient had the potential for skin Comparison of the clinical features of
breakdown related to his/her "altered tissue B liri P D e c‘; Il; catur )
depletion." Interventions on the care plan sl ang Liepression;
revealed staff was to inspect and document an o Case study on assessing level of
assessment of the patient's skin upon admission consciousness with a competency exam to see .
and daily. In addition, staff was to implement %‘0“" We"_ everyone 1s understanding Completed
measures {o maintain the patient's urinary information being presented; April 22 &
continence that included offering the patient a o Exhibit #6 24, 2014
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staff revealed the facility failed to implement the
interventions identified on the patient's care plan.
Staff failed to assist Patient #1 to the commode
every two (2) to three (3) hours on 03/12/14 in an
effort to maintain the patient's urinary continence,
and failed to provide the patient assistance with
turning, repositioning, and incontinence care in an
effort to prevent the development of pressure
sores and/or skin breakdown. In addition, a
review of documentation revealed staff failed to
document Patient #1 had been monitored every
fifteen (15) minutes between the hours of 1:45
PM and 3:55 PM on 03/12/14 in accordance with
the facility's established "Special Precautions
Level ll-impulsive Behavior Precautions"
procedure.

[n addition, interviews and documentation
revealed Patient #1 was unresponsive during the
day on 03/12/14 and at approximately 3:45 PM,
the patient vomited brown, coffee ground like
material and was transferred to the Critical Care
Unit (CCU) at 4:00 PM. Based on
documentation, staff implemented emergency
measures in the CCU that included mechanical
ventifation of Patient #1. In addition, staff
documented Patient #1 had a Stage Il pressure
sore to the buttock area.

Certified Nursing Assistant (CNA) #1 stated in
interview conducted on 03/18/14 at 4:40 PM she
had provided care for Patient #1 on 03/12/14.
CNA #1 stated she had monitored Patient #1
every fifteen (15) minutes on 03/12/14 but failed
to document her observations past 1:45 PM
because the unit was "so busy” and she was the
only CNA on the floor. The CNA also stated that
she did not racall if she offered fluids or bathroom
to the patient every two hours as required on

Training on adult assessment

o Refresher training provided to Behavioral
Health Registered Nurses to enhance medical
assessment skills

» Each RN will be mentored for 24 hours of
refresher trainings utilizing the ADT
(admission/discharge/treatment) RN;

» Competency Check-off to be completed

for each RN;
o Exhibit #7 To be
o April 30,2014 Completed

8. Medication administration policy updated | April 30,
to reflect procedure for wasted or returned Uk
medicalion

o Director of Pharmacy to provide written
and verbal education to staff on the following:
= Describe medication administration
process as related to BCMA;

* Recognize BCMA alerts/symbols;

» List proper responses to BCMA alerts/
symbols;

*  Describe return for medications removed
from Pyxis

* Describe return process for medications
sent from Pharmacy;

Identify organizational drug reference
resources

o Exhibit #8 Tobe

I Completed
o April 22 & 24,2014 Apri 2 &

24,2014
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A396 | Continued From page 18 A398| 9, Pressure ulcer education for Highlands
03/12/14 as planned. Nursing staiT provided by Director of Nursing
Operations/Risk Education will be provide
Registered Nurse (RN) #1 stated in interview on written and verba! information to included:
that she hac been ssaigned o provide car anc. L o e
supervision of Patient #1 on 03/12/14. RN #1 according to wound depth and ctiology;
stated betwean 8:30 AM and 9:00 AM on o Describe the el.lology of a pressure ulcer;
03/12/14, she and CNA #1 assisted Patient #1 B e Pt B
out of bed and noted the patient had a red, care for prevention and management of
blanchable area on the buttocks and placed a pressure ulcers;
“gel cushion” in the chair when she transported o Describe appropriate Convatec products
the patient o the day room. RN #1 stated that that can be used on wound characteristics, To be
she could not recall if staff had offered fluids or depth, and etiology; Completed
had offered to take the patient to the toilet avery o April 22 & 24,2014 April 22 &
two hours as identified in the patient's care plan. . 24,2014
10. Quality Monitoring established to audit
Intarview with the Clinical Manager for the the medication alert report from the Cemer
Behavioral Health Unit on 03/18/14 at 11:50 AM bar coding system.
revealed that based on docurnentation staff had o This monitoring was established to audit
not always implemented the interventions any non-conformities which may be
identified on the patient's care plan during the addressed with each individual staff as
patient's admission to the facility. The Clinical appropriate;
Managar_ sta}ed LDl a e e o Clinical Managers will review a minimum
communication and documentation and could of 12 records per week to monitor medication
offer no explanation why staff had failed to ensure X
Patient #1's care plan was implemenied. alerts; o
o Exhibit #10 To be
o April 21, 2014; Ongoing Completed
) April 21,
11. Intake process updated to identify bowel | 2014
movement patterns and dietary intake history.
o Director of Behavioral Health provided
written and verbal education to Behavioral
Health staff:
o Director of Behavioral Health will review a
minimum of 5 records per week to ensure
proper documentation;
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o Exhibit # 11 & Exhibit #2
A 396 | Continued From page 18 A396| o Completed: March 27,2014; Ongoing March 27,
2014
03/12/14 as planned. s
12. Revised Behavioral Health
Registered Nurse {RN) #1 stated in interview on Documentation Process
03/18/14 at 3:15 PM and on 03/19/14 at 4:30 PM o The Behavioral Health documentation
that she had been assigned to provide care and was revised to address bowel movements
supervision of Patient #1 on 03/12/14. RN#1 being observed by behavioral unit staff or
stated between 8:30 AM and 9:00 AM on reported by patient;
03/12/14, she and CNA #1 assisted Patient #1 o Director of Behavioral Health provided
out of bed and noted the patient had a red, written and verbal education to Behavioral
blanchable area on the buttocks and placed a Health staff
"gel cushign" in the chair when she transported . .
- o Educated concerning the need for patient
the patie the day room. RN #1 stated that . .
X . observation and not to solely rely on patient
she could nofwgcall L i
had offered to taxe{DUplicate page report of a bowel movement;
two hours as identifineeded to o l.)il.-ector of Behavioral Health will review
BT T a minimum of 5 records per week to ensure
Interview with the C P proper documentation; March 19
Behavioral Health /2D o Exhibit #13 & Exhibit #2 el
revealed that based on documentation staff had o Completed: March 19, 2014. Ongoing
not always implemented the interventions .
identified on the patient's care plan during the 13. Highlands Nursing Staff training
patient's admission to the facility. The Clinical scheduled on various aspects of Patient
Manager stated there had been a breakdown of Rights. UltraGroup Performance
communication and documentation and Could [mprovemenl Coordinalor [0 pmvide Verbal
offer no explanation why staff had failed to ensure and written education on the following:
Patient #1's care plan was implemented. o The Kentucky Laws:
o What Patient Rights encompass;
o When and How to inform patients of their
rights;
o The patient's role in their Rights;
o Patient communication needs and their
rights; To be
o Legal Aspects Con'\plelcd
o Exhibit #14 April 22 &
o April 22 & 24,2014 bl
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A131, A 385, A395, A396 — CMS Action Plan _Behavioral Health_ID # - 18005)_3/14

1. Informed Consent training for Highlands Nursing Staff (licensed). UltraGroup
Performance Improvement Coordinator to provide verbal and written education on
the following:

o

O 0 0O O O

o
o

What is informed consent?

Identify emergency situation related to informed consent;

Identify the persons authorized to consent to a procedure and/or treatment;
What procedures required consent?

What procedures specific to Behavioral Health required consent?
Documenting informed consent as related to psychotropic medication on the
Behavioral Health Unit

Exhibit #1

Completed: April 22, 2014 and April 24, 2014

2. Quality Monitoring established for the validation of informed consent related to
medical interventions of psychotropic medication(s) documentation

o

o]
o

This monitoring was established to address any non-conformity which will
be addressed with each individual staff;

Director of Behavioral Health will review a minimum of 5 records per week
to ensure documentation of the informed consent when a psychotropic
medication is changed;

Any identified non-compliance will result in re-education of staff.
Continued individual non-compliance will result in progressive discipline.
Exhibit #2

Completed: April 21, 2014; Ongoing

3. Revised Behavioral Health Documentation Process

o

o

The Behavioral Health documnentation was revised to a narrative note by RN
to provide more thorough documentation of observation, patient
reassessment every 2 hours, validate special observation and changes in the
patient’s plan of care;

Director of Behavioral Health provided written and verbal education
provided to Behavioral Health staff;



o
o

Director of Behavioral Health will review a minimum of 5 records per week
to ensure proper documentation;

Any identified non-compliance will result in re-education of staff.
Continued individual non-compliance will result in progressive discipline.
Exhibit #3

Completed: April 30, 2014; Ongoing.

4. Protocol developed for patients to be assisted to ambulate or assisted back to bed
after being in a seated position for more than two hours.

o)

o]
o

Director of Behavioral Health provided written and verbal education
provided to Behavioral Health staff;

Director of Behavioral Health will review a minimum of 5 records per week
to ensure proper documentation;

Any identified non-compliance will result in re-education of staff.
Continued individual non-compliance will result in progressive discipline.
Exhibit #4 & Exhibit #1

Completed: March 17, 2014; Ongoing

5. Protocol developed for vital signs to be obtained every 4 hours while awake. Any
abnormal findings reported to physician,

o
O

o
o

Modified care set to include vital signs every 4 hours while awake;

Director of Behavioral Health provided written and verbal education to
Behavioral Health staff;

Director of Behavioral Health will review a minimum of 5 records per week
to ensure proper documentation;

Any identified non-compliance will result in re-education of staff.
Continued individual non-compliance will result in progressive discipline.
Exhibit #5 & Exhibit #1

Completed: April 1, 2014; Ongoing

6. Psychotropic Medication training for Behavioral Health staff. Behavioral Health
Nurse Practitioner to provide verbal and written education on the following:
o Justification of Psychotropic Medication, uses, and side effects to watch for;

o

Using the Pneumonic DELIRIUM to assess the underlying causes of
delirium;



O
O

How to use the (CAM) Confusion Assessment Method to assess altered
mental status due to delirium;

Comparison of the clinical features of Delirium, Dementia, and Depression;
Case study on assessing level of consciousness with a competency exam to
see how well everyone is understanding information being presented;
Exhibit #6

Completed: April 22,2014 and April 24, 2014

7. Behavioral Health RN staff Refresher Training on adult assessment

o

o]
o}

Refresher training provided to BHI registered nurses to enhance medical
assessment skills
s Each RN will be mentored for 24 hours of refresher trainings utilizing
the ADT (admission/discharge/treatment) RN;
= Competency Check-off to be completed for each RN;
Exhibit #7
Completed: April 30, 2014

8. Medication administration policy updated to reflect procedure for wasted or
returned medication

o

Director of Pharmacy to provide written and verbal education to Highlands
Nursing Staff (licensed) staff on the following:

» Describe medication administration process as related to BCMA;

= Recognize BCMA alerts/symbols;

» List proper responses to BCMA alerts/symbols;

» Describe retun for medications removed from Pyxis

= Describe return process for medications sent from Pharmacy;

» Indentify organizational drug reference resource

o Exhibit #8
o Training scheduled April 22 & April 24, 2014

9. Pressure ulcer education for Highlands Nursing Staff provided by Director of
Nursing Operations/Risk. Education will be provide written and verbal information
to included:

o
o

Identify how wounds are classified according to wound depth and etiology;
Describe the etiology of a pressure ulcer;



o

Understand evidenced-based protocols of care for prevention and
management of pressure ulcers;

Describe appropriate Convatec products that can be used on wound
characteristics, depth, and etiology;

Training scheduled April 22 & April 24, 2014

10.Quality Monitoring established to audit the medication alert report from the Cerner
bar coding system.

o

C
)

This monitoring was established to audit any non-conformities which may
be addressed with each individual staff as appropriate;

Clinical Managers will review a minimum of 12 records per week to monitor
medication alerts;

Any identified non-compliance will result in re-education of staff.

Continued individual non-compliance will result in progressive discipline.
Exhibit #10

Completed: April 21, 2014; Ongoing

11.Intake process updated to identify bowel movement patterns and dietary intake
history.

o

@)
o)

Director of Behavioral Health provided written and verbal education to
Behavioral Health staff;

Director of Behavioral Health will review a minimum of 5 records per week
to ensure proper documentation;

Any identified non-compliance will result in re-education of staff.
Continued individual non-compliance will result in progressive discipline.
Exhibit # 11 & Exhibit #1

Completed: March 27, 2014; Ongoing

12.Physician education provided on Medscape (On-line Physician CME Provider) on
the following:

o
o

O

Participatory Medicine: Provider-Patient Communication

Beliefs & Communication Practices Regarding Cognitive Functioning
Among Consumers and Primary Care Providers in the US

Advances in Treatment of Visual Hallucinations in Neurodegenerative
Disecases



o
@]
8]

Best Practices for the Diagnosis and Treatment of Bipolar Depression
Exhibit #12
Completed: April 10 & 11, 2014

13.Revised Behavioral Health Documentation Process

o

O
o

The Behavioral Health documentation was revised to address bowel
movements being observed by behavioral unit staff or reported by patient;
Director of Behavioral Health provided written and verbal education to
Behavioral Health staff

Educated concerning the need for patient observation and not to solely rely
on patient report of a bowel movement;

Director of Behavioral Health will review a minimum of 5 records per week
to ensure proper documentation;

Any identified non-compliance will result in re-education of staff.
Continued individual non-compliance will result in progressive discipline.
Exhibit #13 & Exhibit #1

Completed: March 19, 2014, Ongoing

14. Highlands Nursing Staff training on various aspects of Patient Rights. UltraGroup
Performance Improvement Coordinator to provide verbal and written education on
the following:

o

O 0O 0 00 0 0

The Kentucky Laws;

What Patient Rights encompass;

When and How to inform patients of their rights;
The patient’s role in their Rights;

Patient communication needs and their rights;
Legal Aspects

Exhibit #14

Completed: April 22, 2014 and April 24, 2014



Highlands Regional Medical Contel

CE oF iy
Policies and Procedures _SPECTOR 6N,

Subject: | Informed Consent Department: Adm\ /
Scope:| Organization Wide Original Policy Date: 01-2002
KY Rev. Stat 2,015 (311.631), CMS 482.13,
Regulatory| 482 .24 Revision Date: 04-18-05, 03-14-08,
Standard: | NJAHO Standard Patient Rights PR.4 Informed |02-03-2010, 12-28-12, 01-28-14
Consent

Location of

Signed | Administration Page: 1of 7
Original:
Author: MW 2“":} o) / / 27 / /3
Deanna Rice, RN, Director of Surgical Services Signature & Date
Sﬁ&pproval Lvape Bl RN MeN ‘\'aq \|3
ignature: Susan Ellis, RN, MSN, VP of Patient Care Services Signature & Date
Approval I angro (3 2N l/a;?/h?

Signature: Mar go Baﬁ RN, Dir&ctor of Nursing Operations / Risk Manager ﬂlgnatu{e & Date

Approval . wa& Rl g | Ll

Signature: "~ Warman, JR., FACHE, President & CEQ Signature & Date

PURPOSE
To provide guidance in regards to the informed consent process, including the roles and responsibilities

of the treating provider (which could include any of the following: physician, surgeon, Licensed
Independent Practitioner (LIP), proceduralist, anesthesia provider) as well as the Highlands Regional
Medical Center (HRMC) staff. This policy will address any consent for procedures throughout the
Medical Center, any all departments, and Inpatient as well as Outpatient. A “Consent for Admission
and Treatment” will be obtained for all patients upon registration/admission, consenting for generalized
care at the Medical Center.
To describe the procedures for:

1. Verifying and documenting the patient’s consent for a procedure on the HRMC Consent for
Operation or Procedure form

2. For handling special situations such as patients with limited English proficiency or emergency
situations.

3. Identifying the persons authorized to consent to a procedure.

With the exception of the original signed copy in Administration’s master manual and the copy in the
Departmental manual, printed copies are considered uncontrolled
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POLICY

Highlands Regional Medical Center will take all reasonable steps to ensure the necessary consents for
admission, hospital, and medical treatment are obtained in writing from the patient (or his/her legal
representative) in accordance with the applicable standards, regulations, and laws of the State of
Kentucky. Informed Consent will be obtained to document that a patient is consenting to a procedure.
The Consent form should be signed and witnessed prior to the procedure but after the physician has
completed the informed consent process. The consent form at HRMC is entitled, “Consent for
Treatment/Procedure” and is referenced in and is apart of this policy.

PROCEDURE

The legal requirement that the patient’s consent is necessary before medical treatment is rendered also
requires that a patient or his legal guardian must be given sufficient information about the contemplated
procedure so that consent given is an informed one. The patient or his or her representative (as allowed
under State law) has the right to make informed decisions regarding his or her care. The patient’s rights
include being informed of his or her health status, being involved in care planning and treatment, and
being able to request or refuse treatment.

1. The right to make informed decisions means that the patient or patient’s representative is given
the information needed in order to make “informed” decisions regarding his/her care. A patient may
wish to delegate his/her right to make informed decisions to another person (as allowed under State
law). (Interpretive Guidelines 482.13 (b) (2).

A. When a patient who is not incapacitated has designated, either orally to hospital staff or
in writing, another individual to be his/her representative, the hospital must provide the
designated individual with the information required to make an informed decision about the
patient’s care. The hospital must also seek the written consent of the patient’s representative
when informed consent is required for a care decision. The explicit designation of a
representative by the patient takes precedence over any non-designated relationship and
continues throughout the patient’s inpatient stay or outpatient visit, unless expressly
withdrawn, either orally or in writing, by the patient.

B. In the case of a patient who is incapacitated, when an individual presents the hospital
with an advance directive, medical power of attorney or similar document executed by the
patient and designating an individual to make medical decisions for the patient when
incapacitated, the hospital must, when presented with the document, provide the designated
individual the information required to make informed decisions about the patient’s care.

The hospital must also seek the consent of the designated individual when informed consent
is required for a care decision. The explicit designation of a representative takes precedence
over any non-designated relationship and continues throughout the patient’s inpatient stay or
outpatient visit, unless the patient ceases to be incapacitated and expressly withdraws the
designation either orally or in writing.

C. When a patient is incapacitated or otherwise unable to commumcate his or her wishes,
there is not written advance directive on file or presented, and an individual asserts that he or

With the exception of the original signed copy in Administration’s master manual and the copy in the
Departmental manual, printed copies are considered uncontrolled
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she is the patient’s spouse, domestic partner (whether or not formally established and
including a same-sex domestic partner), parent ( including someone who has stood in loco
parentis for the patient who is a minor child), or other family member and thus is the
patient’s representative, the hospital will accept this assertion, without demanding
supporting documentation, and provide the individual the information required to make
informed decisions about the patient’s care. The hospital will also seek the consent of the
individual when informed consent is required for a care decision. We will treat the
individual as the patient’s representative unless:
1. More than one individual claims to be the patient’s representative. In such cases,
we will ask for documentation (examples may be; proof of legal marriage, domestic
partnership, or civil union, proof of a joint household, proof of shared or co-mingled
finances, and any other documentation the hospital considers evidence of a special
relationship that indicates familiarity with the patient’s preferences concerning
medical treatment) from each individual supporting his/her claim. If more than one
can provide this documentation, the patient will decide who will be their
representative.
2. Treating the individual as the patient’s representative without requesting supporting
documentation would result in the hospital violating state law. State laws, including
State regulations, may specify a procedure for determining who may be considered to
be the incapacitated patient’s representative, and may specify when documentation is
or is not required.
3. The hospital has reasonable cause to believe that the individual is falsely claiming
to be the patient’s spouse, domestic partner, parent or other family member.
Highlands Regional Medical Center will facilitate expeditious and non-discriminatory
resclution of disputes about whether an individual is the patient’s representative, given
the critical role of the representative in exercising the patient’s rights. Any refusal by
the hospital of an individual’s request to be treated as the patient’s representative,
based on one of the above-specified familial relationships must be documented in the
patient’s record, along with the specific basis for the refusal.
D. KY Law 311.631 states what responsible parties are authorized to make health care
decisions:
1. If an adult patient whose physician has determined that he or she does not have
decisional capacity has not executed an advance directive, or to the extent the advance
directive does not address a decision that must be made, any one (1) of the following
responsible parties, in the following order of priority if no individual in a prior class is
reasonably available, willing and competent to act, shall be authorized to make health
care decisions on behalf of the patient:
a. The judicially-appointed guardian of the patient, if the guardian has been
appointed and if medical decisions are within the scope of the guardianship;
b. The attorney-in-fact named in a durable power of attorney, if the durable
power of attorney specifically includes authority for health care decisions;
c. The spouse of the patient

With the exception of the original signed copy in Administration’s master manual and the copy in the
Departmental manual, printed copies are considered uncontrolled
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d. An adult child of the patient, or if the patient has more than one (1) child, the
majority of the adult children who are reasonably available for consultation;
€. The parents of the child
f. The nearest living relative of the patient, or if more than one (1) relative of the
same relations is reasonably available for consultation, a majority of the nearest living
relatives,
2. In any case in which a health care decision is made under this section, the decision
shall be noted in writing in the patient’s medical records.
3. Anindividual authorized to consent for another under this section shall act in good
faith, in accordance with any advance directive executed by the individual who lacks
decisional capacity, and in the best interest of the individual who does not have
decisional capacity.
4. In any case in which a health care decision is made under this section,
hospitalization for psychiatric treatment at general hospital shall not exceed fourteen
(14) consecutive days unless a court order is obtained under KRS Chapter 202A or
202B. For the purposes of this section, a general hospital is one that is not owned or
operated by the Commonwealth of Kentucky.
5. An individual authorized to make a health care decision under this section may
authorize the withdrawal or withholding of artificially-provided nutrition and
hydration only in the circumstances as set forth in KRS 311.629(3).
Effective: July 13, 2004
E. The proceduralist, or LIP, is a health care provider licensed by the state of Kentucky and
duly qualified to provide independent care in the hospital. MDs, DOs, and ARNPs and
Midwives are LIPs. Although Physician Assistants are not LIPs, they are able to provide
patients with informed consent for procedures that they will perform under the sponsorship
of a physician. For outpatient procedures, the consent will be valid for thirty (30) days.
Signed and witnessed consent forms are valid for the duration of the signee’s current
hospita! stay unless significant changes occur that would invalidate it. The nurse is not
authorized to explain the surgery or the critical procedure. This duty lies with the LIP. The
LIP must sign the consent prior to the patient being taken to the operating room.

II. Procedures that require a consent: Anything with a Code for Charges must have Informed Consent
as specified by the Medical Staff. (A0392 Medical Record Procedures). Properly executed informed
consent forms for procedures and treatments specified by the medical staff, or by Federal or State Law,
if applicable, require written patient consent. (482.51 CMS Condition of Participation Surgical Services)

A. All procedures performed in the Surgery, Emergency department or Cardiac Catheter Lab or
Interventional Radiology

B. Any patient who receives anesthesia for a procedure

C. Any patient undergoing an invasive procedure at the bedside, such as, but not limited to;
Thoracentesis, Paracentesis, EEG, Chest tube or Central Line insertion, Cystoscopy, Pacemaker, Swan-
Ganz insertion, PICC line, paracardiocentsis, Balloon pumps, or Arterial line insertion

D. Selected MRI and Nuclear Medicine procedures, as well as Cardiac Stress Testing

With the exception of the original signed copy in Administration’s master manual and the copy in the
Departmental manual, printed copies are considered uncontrolled
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I1I. The Informed Consent: The “Consent for Treatment/Procedure” will include the patient’s name, the
hospital’s name, the physician’s name and signature, the proposed procedure in lay terms and medical
terms, and indications for procedure, the hospital’s effort to make the consent informed (with the
patient’s or patient’s representative initials/date), that other procedures/treatments may be indicated
(with the patient’s or patient’s representative initials), the proposed anesthesia plan, provider name and
that risks are involved (with the patient’s or patient’s representative initials), consent that the hospital
can dispose of any substance removed during the procedure (with the patient’s or patient’s
representative initials), consent to take/publish photos during the procedure (with the patient’s or
patient’s representative initials). The risks, benefits and alternatives of performing the procedure will be
explained to the patient. Also whether the procedure/treatment is uncommon will be discussed with the
patient. The patient will be informed that they are able to change their mind about having the procedure
at any time prior to the procedure, and they will need to inform a healthcare provider if they change their
mind. The patient and/or patient’s representative will sign the consent with date and time. The consent
will be witnessed and the witness will sign consent with date and time. The consent will also include the
Physician’s Certification that the physician has discussed the procedure, risks, benefits, alternatives to
the patient. All of these components will be included in the “Consent for Treatment/Procedure”™. Once
signed, the “Consent for Treatment/Procedure” will be scanned and will become part of the permanent
medical record.

IV. Signing the Consent: The right to make informed decisions regarding care presumes that the patient
or the patient’s representative has been provided information about his or her health status, diagnosis,
and prognosis. Furthermore, it includes the patient’s or the patient’s representative’s participation in the
development of his/her plan of care, including providing consent to, or refusal of, medical or surgical
interventions, and in planning for care after discharge from the hospital. The patient or the patient’s
representative will receive adequate information, provided in a manner that the patient or the patient’s
representative can understand, to assure that the patient or the patient’s representative can effectively
exercise the right to make informed decisions.

A. Is the patient lawfully able to give consent? Any patient who demonstrates competence and
understanding of the medical or surgical procedure contemplated and is of age of maturity or
over, may give consent to the performance of that procedure. In Kentucky, the age of maturity is
18 years. Ky. Rev. Stat, 2.015 (Supp.1971): 214.185 (Cum.Svc.Issuel1971), as amended, SB#
(Laws 1972). Men and women attain majority at 18 years of age for most purposes. Pursuant to
Section 214.185, any emancipated minor or any minor who has contracted a lawful marriage or
bome a child can give consent for hospital, medical dental or surgical care of his or her child or
himself or herself; for purpose of this section only, an annulment of marriage or a divorce shall not
deprive & minor of his adult status once obtained. Medical, dental, or health services may be
rendered to minors of any age if the risk to life or health is such that treatment should be given
without delay and the requirement of parental consent would result in delay or denial of treatment.
The consent of a minor who falsely represents that he may give effective consent shall be deemed
effective if service was rendered in good faith reliance upon the minor’s representations. Any

With the exception of the original signed copy in Administration’s master manual and the copy in the
Departmental manual, printed copies are considered uncontrolled
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minor may consent to examination and treatment of venereal disease, pregnancy, alcohol or other
drug abuse or addiction.

B. Unmarried minors normally may not give consent to medical and surgical procedures. In such
case, the parent or someone standing in legal place of the pareat must give the consent.

C. Married minors and minors under the age of 18 may give consent in certain circumstances. A
married minor may also give consent for his or her child.

D. Kentucky State Law (KRS 212.347) requires that consent for elective sterilization be obtained
at least 24 hours prior to the performance of the procedure.

E. Patients who are unconscious or otherwise not competent or in command of their mental
faculties cannot give a binding consent. In such cases, consent must be obtained from someone
authorized to consent for the patient, or the procedure must be classed as a life threatening
emergency. In the event that the patient is at risk for losing his/her life or limb, the Consent will be
waived. But all efforts will be made to explain the procedure to the patient and/or family to inform
them of the proposed procedure/treatment and its implications. The physician will be responsible
for determining if there is time to secure the consent. The physician and nurse will document in
the medical record that the consent was waived and the reason consent was not obtained.

F. A LIP obtaining informed consent is responsible for determining whether their patient’s or
patient’s lawfully authorized representative’s preferred language is English. If the preferred
language is not English, all consent discussions must take place in the language of preference of
the patients or lawfully authorized representative with the assistance of an interpreter. Whenever
possible, a professionally trained interpreter should be used.

G. When patients have other communication barriers the LIP should arrange for consent
discussions to take place using a communication modality in which the patient is fluent. For the
blind, a verbal translation in the appropriate language is normally sufficient. For the deaf, written
communication or sign language through a professionally trained medical interpreter may be used.
A deaf person may indicate that they require a sign language interpreter and they should be given
the same consideration as a patient with limited English proficiency. Other handicap
manifestations such as muteness should be dealt with appropriately.

H. It should be noted that all consents to be binding must be obtained prior to the administration
of pre-operative sedation of anesthesia.

I. The consent must be signed prior to the patient being taken to the operating room. The consent
Form will be used during the Time-Out procedure.

With the exception of the original signed copy in Administration’s master manual and the copy in the
Departmental manual, printed copies are considered uncontrolled
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J. Whenever a consent form is signed in a physician’s office, or outside the Medical Center, the
consent will be included in the patient’s medical record and will be valid as long as the informed
consent process has been followed and the consent form is accurate and complete.

V. Witnessing the Consent:_ The consent must be witnessed by a healthcare provider and may deliver
the form to the patient for his/her signature in order to witness the signing of the consent form. By
securing the signature, the staff member is only witnessing that the signature is that of the purported
JPpatient or legal guardian, and that the signer is alert and lucid. If the patient/guardian states he does not
understand, or has questions regarding the nature of the procedure, the staff will notify the physician.
The staff member will not proceed with witnessing the signature until the patient is provided further
explanation by the physician.

References:

Revision Summary:;

Revision Date Responsible Person Description of Revision
01/28/2014 Deanna Rice, RN New Format only
Attachments:

With the exception of the original signed copy in Administration’s master manual and the copy in the
Departmental manual, printed copies are considered uncontrolled
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PURPOSE
To provide a procedure for informing patients about the Patient’s Bill of Rights.

POLICY

The Behavioral Health unit shall obtain an informed written consent from each patient or authorized
representative for the provision behavioral and/or medical care except in behavioral and medical
emergencies. The consent shall include an explanation of the risks, benefits, and alternatives for high

risk procedure and sedation as defined by the medical staff and State Law.

Each patient has the right to explanation of the care, procedures, and treatment that are prescribed. This
right extends to the legal guardian of the person when applicable, and to any other person authorized by

the individual served.

With the exception of the orlginal signed copy in Administration’s master manual and the copy In the

Departmental manual, printed copies are considered uncontrolled
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PROCEDURE

L Provide each patient, family member or guardian a copy and explanation or the Patient’s Biil of
Rights upon admission to the unit.

1l The patient shall be provided an explanation of care, procedures, and treatment to be provided
including:
A. Risks, side effects, and benefits of all medications and treatment procedures to be used,
including those that are unusual or experimental
Alternative treatment procedures that are available
Possible consequences of refusing treatment or procedure
The right to refuse or revoke consent for treatment

oW

1.  Document such explanation in the patient’s medical record.

V.  Obtain written informed consent, when required, for procedures and treatiments, i.e., consent for
all psychotropic medication is required.

< Refer to HRMC Admissions Policy and Procedure Manual for Detailed
Patient Rights

References:

Revision Summary:

Revigion Date Responsible Persan - Description of Revision
1/2014 Bruce Fletcher, RN Revision 10 new word format.
Attachments:

With the exception of the original signed copy in Administration’s master manual and the copy in the
Departmental manual, printed copies are considered uncontrolied




Audit Performed by: BHI

Weekly audit on your unit. A total of 5 audits should be performed. Audits should be include the items listed below
Date Date Date Date Date Date Date Date Date Date Date Date Date Date Date
FIN # FIN # FIN # FIN # FIN # FIN # FIN # FIN # FIN # FIN # FIN # FIN # FIN # FIN # FIN #

Item

{Patient Interview) the nurse and
Patient/POA/Guardian have
discussed the patients current
condition and need to start,
continue or change psychotropic
medications

{Observation} The patient is
exhibiting appropriate behavior or
controlled behavior with
_um..ﬁ_.o:.ouﬁ medications

[Chart Review) Documentation
present on the education provided
about the new psychotropic
medication

{Observation) Consent completed
for new Psychotropic medication or
documentation present indicating
jeuardian notified of medication
change

Documentation of previous
behaviors before starting ar
changing medications present.

Patients level of consciouness is
addressed in documentation and is
monitored, with any changes
IMMEDIATLY reported to physician,

Patient/ guardian feels well
Informedconcerning medication
admiistration/changes




[Patient Interview) The nurse and
Patient/Guardian Have Discussed
the patients current condition and
Immobilty

{Observation) The Patient is
observed in comfortable position

{Observation/Chart Review) Patient
has been ambulated or assisted
back to bed within two hours of
being in a seated position.

|iDbservation) Skin Assesment
completed at beginning of shift and
at any other opportunity {assist to
restroom, Brief change,
bath/shower)

Care plan initiated for skin integrity
[risk for)

If risk is found ali skin integrity
precautions ordered and in use. {Air
mattress, turns, dietary consult,
wound care)

Braden Score documented

Waounds photographed, measured
and documented

Vital 5igns documented q 4 hrs
while awake

Intake form completed
appropriately indicating bowel
movement and dietary history

Bocumentation of bowel movement
obseved or reported
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MEMO

March 26, 2014.

BHI STAFF:

The documentation process has been changed from the BIRP {Behavior, Interventions, response and
Plan) format to a Descriptive Note. The RN will make an entry into the patients shift note at least every
two hours. This is to provide a more thorough documentation of observation and patient reassessment
every two hours. The note wiil continue to follow a patient’s treatment plan and will address any
changes made to the plan of care.

The Policy and Procedure for Patient Documentation has been updated to reflect this change.

Bruce M. Fletcher, §.N
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Behavioral Health Progress Note R

* Final Report *

Result Type: Behavioral Health Progress Note

Resuit date: April 02, 2014 07:33 EDT

Result Status: Auth (Verified)

Result Title; shift assessment

Performed By: Shepherd, Grace RN on April 02, 2014 07:36 EDT
Verified By: Shepherd, Grace RN on April 02, 2014 18:08 EDT
Encounter info: 2932621, Behav Health IP, Geropsych, 04/01/14 -

* Final Report *

dx-generalized anxiety disorder nos bipolar disorder nos.

0700-supine in bed,bed in low position with side ralls up x2.bed alarm on ,water pitcher in reach.alert to
name only.smiles when interacting with nurse.iv to left forearm with 0.95 normal saline @ 75ml/hr,
0800-lying in bed on right side.pleasant when talking with staff.fall precautions in place.
1100-lying in bed on left side.awake.denies any pain or discomfort.bed in low position with side rails up x2.bed alarm in
place.
1300-pt sitting on side of bed.pleasant and coperative with staff.no aggresion or agitation.fall precautions in place,bed
low,side rails up x2.bed alarm in place.
1500-lying in her bed looking out the window.blunted affect pleasant.fearful of falling when turned.no agitation or

aggression.fall precautions in place.
1700-pt pleasant and coperative.no agitation or aggression.falil precautions in place.

c:JmpIeted Action List:

Perform by Shepherd, Grace RN on April 02, 2014 07:36 EDT
Modify by Shepherd, Grace RN on April 02, 2014 10:06 EDT
Modify by Shepherd, Grace RN on Rpril 02, 2014 10:06 EDT
Modify by Shepherd, Grace RN on April 02, 2014 1l:16 EDT
Modify by Shepherd, Grace RN on April 02, 2014 11:16 EDT
Modify by Shepherd, Grace RN on April 02, 2014 13:02 EDT
Modify by Shepherd, Grace RN on April 02, 2014 13:03 EDT
Modify by Shepherd, Grace RN on BRpril 02, 2014 13:03 EDT
Modify by Shepherd, Grace RN on April 02, 2014 15:31 EDT
Modify by Shepherd, Grace RN on April 02, 2014 15:31 EDT
Sign by Shepherd, Grace RN on April 02, 2014 18:08 EDT Regquested by Shepherd, Grace
RN on April 02, 2014 18:08 EDT

* Modify by Shepherd, Grace RN on April 02, 2014 18:08 EDT
* VERIFY by Shepherd, Grace RN on April 02, 2014 18:08 EDT

¥ % N * X F % % %

*

Printed by: FLETCHER, BRUCE MICHAEL Page 1 of 1
Printed on: 04/09/14 11:36 EDT (End of Report)




Highlands Regional Medical Center

Policies and Procedures
Patient Charting Policy#: 02.09.01
Behavioral Health Unit

Highlands Policy: Guidelines for Policies and
Procedures

DNV:MR.2-8R.3; MR.4-SR.1, MR.5-8R.1 a-c,
SR.2 a & b, SR.3, SR.4, SR5 (1) (2) (3); Mar.6;

MR.7-SR.1 a & b, SR2 through SR.8
Administration Page: 10of 4
Author: Bruce Fletcher, RN Clinical Manager Signature & Date
Approval
Signaturc: Sherri Shaw, Regional Director UltraGroup Healthcare Signature & Date
Approval
Signature: Susan Ellis, RN VP Patient Care Services Signature & Date
Approval
Signature: Typed Name and Title of Individual Approving Policy Signature & Date
PURPOSE

Proper paticnt charting helps to ensure continuily of care, provides the necessary information for
further evaluation of patient care, and is necessary for proper billing to third-party payers.

POLICY

Each patient shall have a separate hospital record to provide an accurate record of progress, to use as
a reference for continuity of care, and to use as a guide to further evaluate patient care. The charting
shall contain information to:
1. Justify admission and continued hospitalization,
2. Support the diagnosis.
3. Describe the patient’s slatus at the time of admission to include but not limited to:
* Palien(’s condition at admission and discharge.

With the exception of the ariginal signed copy in Administration’s master manual and the copy in the
Departmental manual, printed copies are considered uncontrolled



Subject: Patient Charting

¢ Patient’s progress throughout course of treatment,.

e Patient’s response to medication and treatment plan,

Reflect chronological picture of the patient’s clinical course.

Reflect ail treatment rendered to the patient,

Reflect the implementation of the treatment plan.

Describe any changes in the patient’s condition.

Describe responses to and oulcome of treatment.

Describe the discharge process and continuing care planning, and need for additional
{reatment,

weRama

PROCEDURE

L.

Il

VL

VIL

VIIL

Record all notations legibly, accurately, and concisely in black ink on all writien documents;
only approved abbreviations may be utilized (see Hospital Policy & Procedures).

Record exact time of the charted occurrence for each notation. Incidents requiring specific
follow-up are to be charted to include specific times of each follow-up action and patient’s
response. All unusual events wili be charged.

Identify all notations with signature and credentials of recorder. Title should be indicated on
form.

Content of charting should cither be direct quoles of the patient or specific facts that have been
observed. The nurse will document the patient’s improved behavior and/or treatment response
based upon their individualized nursing tréatment plan. The source oriented or narrative style
format of documentation is to be followed.

As Continuing Care Planning is implemented (i.e., related conferences with.patient, family and
continuing care resources or placement, and pre-discharge visits), the therapist shall document
the occurrence and significant responses of the patient’s family, efc. in the EMR.

Last names of other patients or staff members are not to be recorded (only initials or first name
and last initial.).

A linc should be drawn between the last word of & note and signature to fill an empty space on
that line (on any written documents). Never leave blank spaces or lines. Do not skip spaces to
accommodate missed entries by other personnel.

Corrcet crrors by drawing one single line through the erroneous statcment and note “crror” and
add initials above the line. DO NOT ERASE! DO NOT USE CORRECTON FLUID!

With the exception of the original signed copy in Administration’s master manual and the copy in the

Departmental manual, printed copies are considered uncontroiled



Subject: Patient Charting 3of4

IX.  Stamp all paper form pages with the addressograph plate in the lower right corner. (May use the
organization’s sel standards of palient chart identification).

X. Information should reflect, but is not limited to the following:

a. Observation of the patient’s status and responses in the course of therapeutic contact.
b. Patient’s response to treatment as it relates to the individualized active treatment goals.
c. Clinical notes are part of the medical record and cannot be removed from the facility.

XI.  Chart entries should be entered daily for each billable entry. Information should reflect, but is
not limited to the following:

a. Enfries should be made on the same date of service. I the entry is not compleled on the
date of service provided, it is considered and should be noted as a “Late Entry,” A
pattern of late entries are considered a red flag and can result in focused medical review.

b. The nursing staff shal! chart a minimum of once per shift in the form of a shift summary.

All therapists shall chart after each individuval or group therapy intervention,

Nursing will chart all medication and nutrition teaching groups in the Education Form in

the EMR CERNER.

e. The other ancillary therapist shall chari either for each rendered service or on a daily
note.

f. Family Therapy sessions will be charted in Cerner under the appropriate heading
(“Other” or “Discharge Planning™).

g. Contacls concerning patients discharge or afiercare will be charted on the Summary
Notes page under Discharge Planning.

e o

XII.  All identified problems on the Master Treatment Plan shall be addressed by number on the
Interdisciplinary Progress Notcs with charting to reflect patient’s behavior, your intervention,
palient’s response to your intervention, and your plan for reinforcing, redirecling, or addressing
the patient’s behavior. Effectiveness of plans of care is demonstrated with continuing _
implementation of changes or revisions which are documented. Each entry must be signed with
the appropriate credentials (NOT job title).

References:; '

With the exception of the original signed copy in Administration’s master manual and the copy in the
Departmental manual, printed copies are considered uncontrolled




Subject: Patient Charting 40f4

Revision Summa
Res nsible Person Descri tion of Revision
Revision fo new word format.
Revised documentation format from BIRP to source
oriented or narrative s le. rocedure IV
Attachments:

With the exception of the original signed copy in Administration’s master manual and the copy in the
Departmental manual, printed copies are considered uncontrolled



Date:

Clinical Manager: Bruce Fletcher

Subject: Staff Education and Unit Monitoring Changes

Sign below to indicate you read the minuies and materials form the staff meeting but were unabl 1

attend,

Behavioral Health In-service Roster

March 17,2014

HIGHLANDS REGIONAL MEDICAL CENTER

Unit: 3A

Name Date | Int. | Name Date | Int.
Sherry Ray W 3R | Jennifer Music S5§-4
Anthonena Halfhill 2494y [« | Brent Slene et DS
Melinda Deerfield §.17./4} o | Shelby York 3¢ Y
Jessica Lafferty -9 j«in
Betty Marfin |2+ 7-1¢| &7l | Jennifer Akers | med 7
Anna Dye 37144 fid | Ella Newman |3/ | 40
Molissa Caudill  |sjar yfl /e I
Sheila Gambil {347 |95 | Carrie Caudill | PRe
Grace Shepherd 16 |E&S | Mary Jarvis 3y g
Trish Hinkle 3fia | ™
Ruby Watkins y RV
Charlene Horn EmLi

A Copy of this sheet is kept In s¢aff meeting log for employees to sign.

ME0A
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The Medical Center of Eastern Hentucky.

3-17-2014

Monitoring changes that have taken effect:

Notice: To improve patient care a new protocol is in effect.
Patients are not to be sitting in a chair for more than two hours:

During that time patient’s weigh is to be shifted from side to side !avery
]
hour and this is to be documented in Cerner. After two hours patient

will be ambulated with assistance or returned to bed.



Behavioral Health In-service Roster

Date: _April 1, 2014

Clinical Manager: Bruce Fletcher

Subject: Changing of Vital Signs to every 4 Hours

Sign below to indicate you read the minutes and materi

attend,

HIGHLANDS REGIONAL MEDICAL CENTER

Unit: 3A

Name | Date [ Int. | Name | Date | Int.

Sherry Ray /1 /1] K | Jennifer Music 174 a7

Anthopea Halthill N-{-\4| Q11 | Brent Slone - DS

Melinda Deerfield .| m £ | Shelby York  fi-1-10| S
Jessica Lafferty [U] 1 410K

Betty Martin Jennifer Akers | ' |~ '

Anna Dye Fr’j[_jﬂf 4z | Ella Newman | &y

Melissa Caudill #4171 ac.

Sheila Gambil H-l-p{ A5 | Carrie Caudill

Grace Shepherd _[7]3] ] £ S | Mary Jarvis

Trish Hinkle =2014|P8

Ruby Watkins

Charlene Horn

A Copy of this sheet is kept in staff meeting log for employees to sign.

als form the stsff meeting but werce unable to
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W

4/1/2014

Patients will now have Vital Signs completed every 4 hours (0700, 1100, 1500,
1300, 2300 & 0300). With the exception of midnight shift and it will be every 4
hours while awake. With the population we serve, this will aid in the earliest
detection of any Health issues that may arise. The vital sign selection of the Admit
Behavioral Health Care Set has been changed to aid in the ordering of this task.

Bruce




BHI Training Objectives

Iv.

Justification of Psychotropic Medications, uses, and side
effects to watch for.

Using the Pneumonic DELIRIUM to assess the underlying
causes of delirium

How to us the (CAM) Confusion Assessment Method to
assess altered mental status due to delirium

Comparison of the clinical feature of Delirium, Dementia, and
Depression

Case study on assessing level of consciousness with a
competency exam to see how well everyone is understating
information being presented




4/9/2014

Ladonna Chirpas
Jexrina Gusler
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Comparison of the Clinical Features of Delirium, Dementia, and Depression



Comparison of the Clinical Features of Delirium, Dementia, and Depression

(Melillo & Houde, 2011)




