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Submission of this is plan of correction is
F 000 | INITIAL COMMENTS F 000 1ot a legal admission that a deficiency exists
or that this statement of deficiency was
A Recertification Survey was initiated 08/19/14 correctly cited, and is also not to be 5
and concluded on 08/21/14 with deficiencies cited ‘construed as an admission of interest again
at the highest scope and severity of an *E°, the facility, the Administrator or any
F 2682 483.2000{3)(1) SERVICES BY QUALIFIED F 282 emplovees, agents, or other individual who
48=0  PERSONS/IPER CARE PLAN

The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's weitten plan of
care.

This REQUIREMENT s not met a5 svidenced
by

Hased on observation, interview, and record
review, it was determined, the facility falled to
ensure staff followed the care plan for two (2) of
shdeen (18} sampled residents (#2, and #11).
The facility failed 10 provide Residents' #2 and
#11 Psyclatric (Psych) Services as identified in
the plan of care. The facility falled 1o ensure
documentation of behaviors for evaluation of
gradual dose reduction (GDR) of prescribed
antidepragsant, psychotropic or antipsychotic
madications for these residents.

The finding include:

The facility did not provide a policy on following
the Cars Plan. The Corporate Nurse provided a
Tool the facility used called User Dafined
Assessment used for facility documentation. She

~ with the allegations of noncompliance or

draft or may be discussed in this response
and plan of correction. In addition,
preparation of this plan of correction does
not constitute and adrmission or agreement of
any kind by the facllity of the truth of any
facts alleged or see the correctness of any
allegation by the survey agency.
Accordingly, the facility has prepared and
submitted this plan of correction prior to the
resolution of any appeal which may be filed
solely because of the requirements under
state and federal law that mandate
submission of a plan of correction within
{10 days of the survey as a condition to
participate in Title 18 and Title 19 programs.
The submission of the plan of correction
within this time frame should in no way be
construed or considered as an agreement

admissions by the facility. This plan of
correction constitutes a written allegation of |
submission of substantial compliance with
Federal Medicare Reguirements.

. Rest N n by
stated on 08/21/14 at 4:00 PM the Minimum Data I Resident # ?‘Sand #1lv gg gfz‘zn Y o4
Set schedule and Care Plan is driven by this Psychiatric Services on -
schedule. According to this OBRA schedule, The Interdisciplinary Team (IDT)
Social Services will complete a Quarterly Set, j consisting of the Director of
create the Care Plan and follow up as needed. f | Nursing, Social Services Director,
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE TITLE S DATE

#

Wl e

4z

Any deficiency statement snding with an asterisk () denotes a defic
other safeguards provide sulficient protection to the patients. {See |

program participation.

iency which the institufion may be excused from correcting providing it Is determined that
nstructions.) Except for nursing homes, the findings stated above are dleclosable 80 clavs
following the date of survey whather or not a plan of correction is provided. For nurging homes, the above findings and plany ol CoNECTon are disclosable 14
days loliowing the dais these documents are made available 1o the facity.  deficlencies are cited, an approved pian of g y ig 5t ‘

n is requisite to continued
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i 4 MDS Nurse, Activity Director ana
F 282 Confinued From page 1 F282| Dietary Services Manager meet on

" ,
1. Review of the dlinical racord for Resident #2 8/29/14 to ensure the care plans for

revealed the facility admitted the resident on resident #. 2 31“1‘# 11 were %}@ing
02/28/14 and re-admitted the resident on followed including evaluation of
05/13/14 with Diagnosis including Paralysis psychiatric services and monitoring
Agitation, Muscle Weakness, Dementia without PSR .

behaviors, Anxisty, Depressive, and Parkinson's of behaviors. All care plan

Disease. i interventions were noted to be
followed.
Review of the Physician's orders revealed an 2. The IDT team com;isting of the

order was written on 08/15/14 for Psych Services

to evaluate, then rewritten again on 08/18/14. Director of Nursing, Social

Services Director, MDS Nurse,
Review of the admission Assessment for Activity Director and Dietary
Resident #2 dated 03/07/14, ravealed the facility Services Manager will complete an

assassed the residents cognition, Basic Inferview it off all t resid
for Mental Status (BIMS) score at eleven (11), audit ofL all current residents to

which meant Resldent #2 had moderately ensure that all care plan

impaired cognition. interventions are being followed
Raview of the Comprehensive Care Plan, initiated mchyimg p sy(;hzatnc“: Sﬁﬁ???g’ \

on 07/03/14, revealed a Care Plan was monitoring of behaviors. This audit
davaloped for Cognitive/Dementia that revealed will be completed by 09/30/2014.

the facility assessed the resident as interviewable Any identified care plan

with a BIMS score of 8-12, moderately impaired. . . L P %
The facliity inltiated a care plan for Behaviors ?nterv @{11101’15 m}t,m place will be .
related to the rejection of care issues regarding immediately put mto place.
showers/baths on 07/07/14. The approaches 3. The Director of Nursing will re-
included attemptad gradual dose reduction of educate the Social Services

psych medications as clinically appropriate and

refer to Psych Services as needed with Director on 9/17/14 the following

axacerbation or inability to redirect behaviors. behavior monitoring system. All
The facility initiated a care plan for Psychotropic behavior or psychotropic care plan
Drug Care plan on 07/03/14 with a goal for lowest insiervemiimé must be followed.

therapeutic dose of psychetropic medications, . o
and free from undesired side effects. The All new psychotropic medications

approaches included ohserve for side sffects for will be reviewed by the IDT on a

antiandety, hypnolic, antidepressants and weekly basis to assure appropriate
antipsychotic medications, and the : y
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DX and monttoring is in place. All
F 282 ??ni!?ua;dfm _?age 2{)‘?} o roviow i F 282 quarterly assessments and new
nterdisciplinary Team o review the et oot el vl
affectivaness of the medication ragimen at least adﬁ.nssmn,s that week will be .
quarterly. reviewed in weekly QA meeting by
the [DT team to ensure
gfﬁfﬂ“&d *’i"’;z‘g ?:] *h‘?a?sﬁi‘t?;;%:w ‘gg‘gg%;ﬂ effectiveness of medications,
arg Was n vmentation o mp X . , .
related to Psychotropic medications. There was b?i’}avm?f monitoring, appropriate
no documentation of an IDT meeting to show the diagnosis and GDR attempts and
facility raviewed the resident’s medications to TN ; , At
determined the effectiveness of the madication 5"‘%&;}8 GDR arg un § }g;fﬁ and that
ragimen and the facility failed o ensure the care plans are up ate P A
resident was seen by Psyoh Services after an resident’s care plans will be
order was "feﬁ*‘"’fi“@;? and is?‘}h Services was reviewed quarterly including those
present in the facility on 08/18/14. on psychotropic medications in the
Observation of Resident #2 on 08/19/14 at 8:10 IDT care conference to include
AM, 11:00 AM, 12:30 PM, 2:00 PM and 3:45 PM, effectiveness of medication,
and on 08/20/14 at 7:15 AM and 9:30 AM behaviors and GDR attempts and
revealed the resident was up and about in the .cheduled GDR. The Social
room without assistance. seheanied Lk, 1he social
Service Dir. will have oversight to
interview with Resident #2 on 08/20/14 at 9:30 ensure this process is followed.
AM revesled the resident was aware of whars "“The Social Services Director will
hefshe was and what the room number was, The d hiatri .
resident did become tearful stating he/she missed provide to psychiatric services a
their home and dog. The resident stated staff resident list of consultants due and
treated him/hear well but complained of anxiaty exit with psychiatric services to
frequently. | assure evaluations are complete. A
2. Review of the medical record for Resident #11 competency test of the above was
revealed the facility admitted the resident on completed on 9/12/14 1o assure
31/21/14 with Dxagn@sts ;ncfuémg ermsswe » understanding. All Licensed staff
/0, and Dementia. The Diagnosis of Peychosis d Certified Nursing Assistants
was added on 02/04/14. and L.eritaed INIsing Assisian
will be re-educated by the Social
Review of the MDS Admission Assessment dated Services Director, Director of
01/28/14 for ﬁesg;d@nt #11 revealed the faciiity Nursing or Assistant Director of
assessed the resident with a BIMS score of Nursi docu tati i
fourteen (14), with no indication of psychosis. INursing on aocumentation o
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behaviors this will be completed by
Review of the Quanterly Assessment dated 4 The Direct ) £ Nursing or
07/24/14 revealed the facility assessed the » ihe vuectorol nusing or-
resident with a BIMS score of ten {10) with no Assistant Director of Nursing will
indication of Psychosis. audit ten (10) residents per month
. or six (6) months to ensure
Heview of the Comprehensive Care Plan for igr¢§X (§) o { ol d
Resident #11 revealed a Care Plan was initiated resident’s care pian are followed,
on (6/09/14 for Psychotropic Drugs with the goal behaviors are monitored if on
of lowest therapeulic dose of psychotropic psychotropic medications and
me&fagatzﬁns and free from undesired side e&gm. psychiatric services evaluations are
Additional approaches were GDR as appropriate, YR fordered. Th ul £
Psych referral as symptoms warrant and the 10T occurring 1t ordered. Lhe resuits o
to review the effectiveness of medication at loast these audits will be reviewed with
quarterly. the Quality Assurance Committee
Continued review of the medical record for mgfiﬂiﬂy tf}r at I‘@as’c 33‘? months or
Resident #11 revealed no documentation of an until the c;ce?mmttee‘dmms
10T meeting quarterly to ensure the offectiveness resolved. If at any time concerns
of the medication. A Physiclan's order was e identified the committee will
racaived on 08/15/14 and rewritten on 08/18/14 ar to review and make
for Psych Services to see the resident. Psych CONVENE 10 FeVIew anx
| Services was in the facility on 08/18/14 but the further recommendations as
| patient was not seen. In addition, on the needed. The committee will consist
Pharmacy recommendation on (08/2%/14, the £ ob o rveiand Director of
Nurse Practitioner (NP) declined the GDR of at ‘1 mn‘;; m;i? tﬂhi N cto
attempt, stating the resident was at the lowest Nursing, the Administrator,
alfective dose when thers was no documentation Assistant Director of Nursing,
the resident had bshaviors or psychosis 1o ™ , s v .
warrant a decline in GDR. &et?ﬁ' Sé’:i_‘vmw M@agar ’ iﬁ@c%al
Services Director with the Medical |
Interview with the Nurse Practitioner #1, who Director attending at least
works under the supervigion of the Medical Quarterly.
Director (MD), on 08/21/14 at 11:35 AM revesled
she reviswed the Pharmaoy Review frequently
with Psych Bervices. The recommendations
were lefl 1o sither the NP or MD (o make the
determination to make changes recommended.
She stated the medication Risperidone was "the
[ go to drug of choloe” for the Medical Director.
FOFR ORIS-Z5ETI0R-5) Pravious Vargons Ubaolels Event £3: {22811 Facity i 100041 if continuation sheet Page 4 of 38




PRINTED: 09/04/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA {2 MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185302 B.WinG ta/21/2014

MAME OF PROVDER OR SUPPLEER

HARDINSBURG MURSING AND REHABILITATION CENTER

STREET ADDRESS, CITY, 8TATE, ZIP COUE
101 FAIRGROUNDS ROAD
HARDINSBURG, KY 40143

04 D SUMMARY STATEMENT OF DEFICIENCIES sy PROVIDER'S PLAN OF CORRECTION s
PRERY {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH QORBECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-HEFERENCED TO THE APBROPRIATE DATE
DEFICIENCY)
F 282 Continued From page 4 282
She stated she had not attended any Quality
Assurance meetings of IDT meeting to discuss
Psychotropic medications as she had not been
invited and was unsurs if the Medical Director
fad attended.
interview with the Director of Nursing (DON), on
C8/217/14 at 4:31 PM, revealed the DON stated
she read the recommendations from the
Consulling Pharmacist and looked to see |f the
racormmendations had been changed. The DON
stated there was a system fallure as it periained
to psychotropic medicalions in the facility. Thers
was no follow through from the Consulting
Pharmacist, Doctors, and Nursing staff,
£ 308 483.25 PROVIDE CARE/SERVICES FOHR Faoe o )
88=0 | HIGHEST WELL BEING 1. Resident #2 and #11 were seen by
Psych Services on 8/30/14. 10/1/14
Each resident must receive and the facility must 2. The Social Services Director will
provide the necessary care and seivices 1o attain .
or maintain the highest practicable physical, complete an audit of all current
mental, and psychosocial well-being, in resident’s physician orders to
accordancs with the comprahensive assessment ensure all residents with orders for
and plan of care. S SO .
psychiatric services have been seen
by psychiatric services. Any
identified as not having seen
‘ . Q psychiatric services with an order
;;Iﬁ REQUIREMENT is not met as avidenced to do so will be seen by psychiatric
Based on observation, interview, and record services by 09/30/14. The Director
review, it was determined the facility failed to of Nursing and Assistant Director
follow Physicians orders for two (2) of sixteen t : ; 4l .
(16) residents (42, and #11). The facility failed to of Nursing will audit all current
ensure Hesidents 42 and #16 were seen by resident’s physician orders to
contracted Psychiatric (Psych) Services, ensure that all physician orders are
assessad and traated al the next available being followed. Any identified as
opportunity after the Physician orders wers not being followed will have
FORM CMB-2887(02-59) Pravious Versions Obsolate Event I0n 032811 Fagifity 1: 100041 i continuation shest Page Bof 38
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physician notification {or further
F 308 Continued From page § F309| direction. These audits will be
written, completed by 09/30/2014.
The findings including: 3. The Director of Nursing will re-
i ) educate the Social Services
The facility did not provide a policy related to Director on 9/17/14 on the Psych
following MD orders, Services Consultation Procedure to
o vohinte .
1, Raview of the clinical record for Resident #2 prqude ?} P S‘f «@h;a‘mc ?er‘““?eg 2 ;
revealed the facility admitted the resident on resident list of consultants due and
02/28/14 and re-admitted on 05/13/14 with exit with psychiatric services to
Diagnosis including Paralysis Agitation, Musocle assure evaluations are complete.
Weakness, Dementia without behaviors, Anxiely, : " : : ,
Depressive, and Parkinson's Disease, Social Serv me‘Dnﬁ has oversight to
the psych services process and
Review of the Physician's orders revealed an Administrator has oversight of the
order was written on 08/15/14 for Psych services Social Service/Psych Services
to evaluate, then rewritten again on 08/18/14. Process. All Licensed Nurses were
2. Review of the medical record for Resident # re-educated and competency test
11 ravealed the facility admitted the resident on provided on 9/12/14 by the
{1/21/14 with Diagnosis including Depraessive Director of Nmsing or Assistant
DAQ, and Dementia. The Diagnosis of Psychosis . o , & =
was added on 02/04/14. Dlref;{?r of Nursing on‘;fﬂ,i@fwmg
physician orders or notification of
Review of the Physician's orders revealed an . il
order was written on 08/15/14 for Psych Services the p;'a}j’szczan if una%:tie to fzi}mx{ )
to evaluate, then rewritten again on 08/18/14. ?}f}’Sim&ﬁ orders. This re-education
will be completed by 09/30/2014.
Raview of the confracted Psych Services list of 4. The Director of Nursing or
residents seen on DB B/14 revealed Fesidents et : . e :
#2 and #1171 wera not seen by Peych Services, Ag*&’fi“{&m Director of Nursing will
audit all new orders 5 days a week
interview with Soclal Services on 08/21/14 at 9:20 Monday through Friday to ensure
And revealed Residents #2 and #11 wers nol saen that physician orders are followed.
by Peych Services on 08/18/14. She siated Y St . R .
someone from their services came in a few days Social Sa:zmc&% Dir @}{}rrwﬂl audit
early to get the list of patients that needed to be all psych service visitation log to
seen. She stated the representative came in on ensure all orders for psych consults
08/15814 1o get the list of patients thal need 1o be |
FORM CMB-2587(02-99) Pravious Varsions Obeolels Everd £: 032811 Fagifity 1D: 100041
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F 309 Continued From page 6

. seen or new patients. She stated there ware
sevan (7) new patients that needed 1o be seen
but only five {5) were seen on 08/18/14 (all but
Hesidents #2 and #11). She stated a total of
twenty-nine (29) patients wers seen by Paych
services on 08/18/14. She stated she was not at
the facility on 08/18/14. She stated it was her
expactation that all new patients would be seen
firs!. She stated the potential complications to the
resident was if they were to be seen due io
behaviors or medication adjustments, that would
not be done, and thers was a potential for
continued behaviors and medication interactions.

Interview with Nurse Practilioner #3, on 08/21/14
at 4:30 PM, revealed she was the staff at the
faciiity on 08/18/14 for the contracted Paych
Services. She stated there was a priority for new
patients to be seen first. She stated they
raceived a text e-mail from the facility stating that
if not all the patients could be seen then to pass
an soma of the new consults. NP 3 stated they
went to three (3) different facilitates that day. She
went on to say when they went to the facility on
08/18/14 they visited all patients who had data
collected information. She stated NP#1 reported
thay had two (2} patients that needed to be seen,
F 329 483.25() DRUG REGIMEN IS FREE FROM
58=E  UNNECESSARY DRUGS

Each resident's drug regimen must be free from
unnecessary drugs. An urmecessary drug is any
drug when used in excessive dose {including
duplicate therapy); or for excessive duration; or
without adequate monitoring: or without adequate
indications for its use; or in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued: or any

Faze

it

were completed. These audits will
F3091 be preformed monthly for a period
of 6 months. The results of these
audits will be reviewed with the
Quality Assurance Committee
monthly for at least six months or
until the committee deems
resolved. If at any time concerns
are identified the committee will
convene to review and make
further recommendations as
needed. The committee will consist
of at a minimum. the Director of
Nursing, the Administrator,
Assistant Director of Nursing,
Dietary Services Manager, Social
Services Director with the Medical
Director and Pharmacy Consultant
attending at least Quarterly.

FORM CMS-2887(02-£9) Pravious Yersions ] Evant 1 C32811

Resident #9 PRN psychotropic
medication was De’d on 8/28/ 14. 10/1/14
Resident # 2 had a GDR of i
Risperdal completed on 09/12/14

as well as on 9/8/14 medication of
Paxil was changed to Lexapro per
Pharm. Recommendation, Resident
#11 GDR complete on 9/3/14 order,
to DC AM dose of Risperdal. The
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Social Services Director noted on
F 329 Continued From page 7 F329) (09/12/2014 that there was an

combinations of the reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy s necessary 1o ireat a specific condition
a3 disgnosed and documented in the clinical
record; and residents who use antipsychotic
drugs recsive gradual dose reductions, and
behavioral interventions, unless ciinically
contraindicated, in an sffort to discontinue these
drugs.

This REQUIREMENT s not met as evidenced
by

Based on obhsarvation, inlerview, record review,
facility policy, and pharmacy recommendations, i
was determined, the faciiity falled to ensure
residents wers free from unnecessary drugs for
three (3) of sixteen (18) sampled residents (#2,
#8, and #11). The facility failed to do gradual
dose reductions, monilor behaviors, and provide
an appropriate diagnosis and symplom criteria or
behavior for Residents 42 and #11. In addition,
tha facliity failed o discontinue a psychotropic
medication that was prescribed on an "as
needed” basis and had not been used for two {2)
years for Resident 48,

The findings includs:

’ Review of the facility policy Hestraint Process

revisad 09/13, ravealad the purpose of the policy

was 1o allow residents to be free from physical

[

appropriate Dx and behaviors are
being monitored for resident # 2
and 11.

An audit of all residents with
psychotropic medications will be
completed by the Social Services
Director by 09/30/14 to identify
any resident on psychotropic
medications without GDR, without
behavior monitoring or without
appropriate Dx. Any identified
resident will be immediately
corrected. On 8/27/2014 the
Director of Nursing reviewed all

current resident’s shysician orders
for any PRN psychotropic
medication not in use, any
identified as not in use in the past
60 days the physician was notified
and the medication was
discontinued.

The Director of Nursing will re-
educate the Social Services
Director on 9/17/14 on the
following Behavior Management
QA process. All behavior or
psychotropic care plan
interventions must be followed.
All new psychotropic medications
will be reviewed by the IDT on a
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, weekly basis to assure appropriate
F329) Continued From page 8 F 329, DX and monitoring is in place. All
and chemical restraints unless medically resident’s care plans will be
necessary as outlined in the Federal Guidelines. newed quarterly including thos
Under the section "Process’, the policy states revicwead qua Yer ¥ 1{):‘“ “J g . o8¢
Psychotropic medications will be reviewed per the on psychotropic medications in the
Resident Assessment Instrument guidelines and IDT care conference to include
alternpted reductions will be documented... effectiveness of medication
Continued review of the policy revealed the facility . e i’
will review all new orders for possible indication of behavior monitoring and GDR
chemical resiraint and ensure least restrictive and attempts and scheduled GDR
have pharmacy review for periodic reduction if including the need for PRN
indicated. psychotropic medications not in
1. Review of the clinical record for Resident #2 use to be discontinued. GDRs for
revealed the facility admitted the resident on new admits and quarterly
Gﬁiﬁgi 14 and re-admitted the resident on assessments will be reviewed by
05/13/14 with Dlagnosis including Paralysis T L: ; ,
Aghtation, %ﬁusc!e%ﬁ!eakness, %egmsn‘zia%;ﬁmuz the IDT team W%’f}} in the weekly
behaviors, Anxiety, Depressive, and Parkinson's QA meeting. The Social Services
Disease. Feview of the resident’s admission Director will provide fo psychiatric
medications dated 08/13/14 includad Paxil 10 services a resident list of
milligram {mg) 1 tab daily, Xanax 0.25 myg three . ltants due and exit with
(3) times a day, Risperdal 0.25 mg 1 tab two (2) consultants due and exit wi
times a day, Sinemet CH 50-200 mg tablet, 2.5 psychiatric services to assure
tabiels three {3} times a day, Ardcept 5 mg one (1) evaluations are complete. A
tablet at bedtime, Sinemeat 25-250 one {1} tablet . ot of f ‘o o
three (3} imeas a day as needad for breakthrough competency test of the above will
- tremors or stiffness, and Ambien 5 mg at bedtime be completed to assure
routine. Further review of the record revealed the understanding. All Licensed
. madication Risperidone was inltiated on 04/03/14 Nursing staff will be re-educated
at 0.25 mag two (2) times a day. Review of the
Pharmacy recommeandations g@veaied, on and @Qmpetemy test compietegi on
05/23/14 the Pharmacist informad the facility of 9/12/14 on attempt of appropriate
the federal requlations required for the uses of intervention prior to use of an as
antipayshotic igﬁms including acceptable needed or new psychotropic
conditions, behavioral or psychological symploms el e X
of dementia, and that symptoms or behaviors medication as well as
must present a danger 1o the resident or others
and symptoms must be dus 10 mania or
psychosis...or care-planned behavioral
O CMS-2587(02-98) Pravious Vorgions Obsclely Evard i 03280 Fauiity I 100041 i# rontinustion sheet Page B of 38
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‘ documentation of interventions.

F 329 Continued From page 9 F329) This education will be completed
intervertions have been allempted. The by 09/30/14 by the Director of
Pharmacy recommendation continued on to say N Assis Direc
please consider reducing the dose and if therapy INursIng or Assistant Director of
was continued to indicate the diagnosis listed Nursing.
above and behavior criteria. The only Diagnosis 4. The Director of Nursing will audit
writlen was Dyslinesia of Parkinson with no five (5) resi

; ! , esident record
documentation of symploms or behaviors. On R ( >1 12) w cir ;pﬁffweei
08/16/14 the Pharmacy sent a recommendation or twelve (12) weeks then five )
that stated Risperidone may worsen Parkinson's resident records per month for six
and 1o please document why the medication was months to assure there are
an appropriate therapautic intervention or . ;g :
consider discontinuing the medication. The appropriate Z}:’f" bé:havmrv
recommendation went on to say the medication monitoring and GDR attempted as
may artagonize Levodopa's effects... and the use well as other interventions
of antipsychotics has been found to increase the documented prior to use of an as
risk of death In Parkinson's disease. The needed or new psychotroni
recommendation gave two (2) cther alternate Heeded of new psycnotropic )
medications o consider. The recommandation medication and any non used PRN
stated there needed 1o be documentation of risk psychotropic medications not in
versus benefits and the interdisciplinary team . use that have not been
ensured ongoing monitoring for effectiveness and di inued. Dir. of . .
potential adverse consequences. The Nurse iscontinued. Dir. of nur sing will
Practitioner declined the recommendation and be reviewing daily in morning
documented Parkinson's disease with meeting all new med orders along
Huntington-fike dyskinesia responding and o 0 . :
improving with Risperidons. Beview of the with Qm’ time and discontinued
Physician's orders revealed the medication Paxil orders to ensure they were
was increasad to 20 mg dally on 07/01/14. documented in the MAR, plan of
0772314 tevaalod e combinaton ot Saon care 15 updated and a nursing note
| o7/ v fo . :
Risperidone had a risk of prolonged QT {measure is in the chart, The res ults of these
of time between stad of Qwave andend of T audits will be reviewed with the
wave in heart's electrical cycle) interval, (Paxil i Quality Assurance Committee
was just increased). ég was rmamman@d the % monthly for at least six months or
prescriber document risk versus benefits and the til the ¢ ittee d
IDT was ensuring ongoing monitoring for irregular unil the committee deems
heartbeat... Again the Nurse Practitioner resolved. If at any time concerns |
declined any changes and documented the are identified the committee will
resident has been on the medication for a long -
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convene 1o review and make
F 328 Continued From page 10 F328  further recommendations as
time and If changed, his/her anxiety would needed. The committee will consist

increase. Review of the Physician order revealed

an order was written on 08/11/14 to monitor the of at a minimum. the Director of

resident's vital signs daily for Tachycardia. in Nursing, the Administrator,
addition, a Psych Consult was ordered on Assistant Director of Nursing,
08/15/14 for the first time. Dietary Services Manager, Social

Caontinued review of the medical record for Services Director with the Medical

Resident #2 revealed vital signs daily found the Director attending at least
heartbeat in the 90's consistently with occasional Quarterly

100's. Review of Behavior monitoring from

March 2014 through July 2014 found no
documentation of mood or behaviors
documented. For August 2014, only three (3)
days of the month had documentation of behavior
cbservation. The resident did not experience
mood or behaviors on those days.

Review of the Gradual Dose Reduction {GDR)
Tracking Report date July 23, 2014 ravealed
thare had not been any gradual dose raduction
atternpts for Psychotropic medications for
Resident #2 including Anxiolvtics,
Antidepressants, Antipsychotics, or Hypnotics.

Heview of the admission Assessment for
Rasident 42 dated 03/07/14, revealed the facility
assessed the resident’s cognition, Basio Interview
- for Mental Status (BIMS) score at eleven (11),

| moderately impaired. The facility documented no
' behaviors during the assessment reference
period. Review of the Quarterly Minimum Data

- Set (MDS) Assessment dated 04/25/14, revealed
| the facility assessed the resident as having no

| psychosis and no behaviors. A Significant

f Change assessment was completed for Resident
| #2 on 05/02/14 and the facility assessed the

] resident as having no psychosis and no

| behaviors. The lacility completed a Quarterly
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Continued From page 11

Assessment on 07/03/14 and assessed the
ragident as having no psychosis or behaviors.

Review of the Comprehensive Care Plan initiated
on 07/03/14 revealed a Care Plan was developed
for Cognitive/Dementia that revealed the facility
asgassed the resident as inferviewabls with a
BIMS score of 8-12, moderately impaired. The
facllity inttiated a care plan for Behaviors related
to the relection of care issues such as
showers/baths on 07/07/14. The approaches
included attempled gradual dose reduction of
psych medications as clinically appropriate and
refer to Psych Services as needed with
exacerbation or inability 1o redirect behaviors.
The facility initiatad a care plan for Paychotropic
Drugs on 07/03/14 with a goal for the lowest
therapautic doss of psycholropic medications,
and frae from undesired side sifects. The
approaches included observe for side effects for
antianxisty, hypnotic, antidepressants and
antipsychotic medications, and the
interdisciplinary Team (10T) to review tha
gifectiveness of the medication regimen at lsast
quarterly.

Observation of Resident #2 on 08/19/14 at 810
AM, 1100 AM, 12:30 PM, 2:00 PM and 3:45 PM,
and on 08/20/14 at 7:15 AM and 9:30 AM
ravealed the resident was up and about in the
room without assistance. The resident was calm
and cooperative with no tremorg or behaviors
notad,

Interview with Resident #2, on 08/20/14 at .80
AM, revealed the resident was awars of whare
he/she was and the room number. The resident
did become tearful stating he/she missed their

home and dog. The resident siated staff treated

F 328
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him/her well but complained of anxisty frequently.

2. Review of the medical record for Rasident #
11 ravealad the facilily admitied the resident on
01/21/14 with Diagnosis inciuding Depressive
D/0, and Dementia. The Diagnosis of Psychosis
was added on 02/04/14. Hoview of the resident's
psychotropic medications include: Risperdal 0.5
myg two {2) times a day on admission. On
013114 Zoloft fifty (503 mg was added. The
medication Risperdal was decreased to 0.25 mg
two (2) times a day as a gradual dose reduction
with diagnosis related to psychosis in the
absence of Dementia. Continued review of the
medical record revealed on 05/23/14 the
Pharmacist recommended a gradual dose
reduction of Risperidone 0.28 myg at bedtime.

Further review of the record revealed the Nurse
Practitionsr declined the recommendation due to
clinically contraindicated and documented the
resident was at the lowest effective dose. Raview
of the Mood and Behavior flow shest from
February 1, 2014 through August 2014, seven (7)
days of documented wandering, eight days of
rejection of care, and one (1) day of physical
behaviors directed at others, Review of the
department notes from 02/03/14 through
08/20/14 revealed on OB/18/14 the resident was
anxious, crying and having behaviors with call
light stating he/she had to go to the bathroom,
and "I'm so cold®. An indwelling catheter was
placed with 400 milliliters of urine returned. The
resident was positive for a Urinary Tract Infection.
There was no other documentation of any
behaviors found. The facility removed the
residant's indwelling Cathetar on 08/20/14.
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Review of the MDS Admission Assessment datad
(1/28/14 for Resident #11 revealed the facility
assessed the resident with a BIMS score of
fourtean {(14), with no indication of psychosis.
The facility documented rejection of cars one (1)
1o three (3) days during the lookback petiod,
Reaview of the Quarterly Assessment dated
07/24/14 revealad the facility assessed the
resident with a8 BIMS score of 10 with no
indication of Psychaosis, and rejection of care one
{1} to three (3} days duting the seven (7) day
loskback period.

Review of the Comprehensive Care Plan for
Hesident #11 revealed a cars plan was initlated
on 08/10/14 for Wanderingfelopement and
rejection of care. The wanderguard was
discontinued on 07/23/14. A Care Plan was
initiatad on 06/089/14 for Psychotropic Drugs with
the goal of lowest therapeutic dose of
psychotropic medications and free from
undesired side effects. Under the section for
approachses, the potential side effects were listed
for anfiandety, hypnolics, antidepressants and
antipsychotics. Urinary retention was listed as a
side effect for antideprsssant and antipsychotics.
Additional approaches were GDR as appropriate,
Psych referral as symptoms warrant and 10T to
review sffactiveness of medication at least
guarterly.

Intarview, on CB/21/14 at B:48 AM, with
Registerad Nurse #2 revealad she had never
seen Fesident #2 with any behaviors but the
resident did have severe anxiaty. She stated
Fesident #11 never had Psychosils and was very
pleasant with staff. She stated Fesident 411 did
ot like o get out of bed, but was always
pleasant. She stated the Murse Practiioner was
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, stated all new orders were gone over in the
" mormning mesting.,

at the faciiity just about every day and could ba
reached anylime. She stated if the resident was
followed by Psych Services they would speak with
nursing staff regarding resident behaviors and
psych medications. She stated she did not think
Residents #2 and #11 wers followed by Psych
Services. She stated if the residents were not
followed by Psych Services the Nurse Practitioner
would discuss with the nurges the residents'
behaviors and medications. She stated as far ag
she knew she had never seen the Pharmagy
consuftant spaak to the Director of Nursing of
Asggistant Director of Nursing about Residents on
Paych medications. BN #2 continued to state she
believed many residents wers admitted on
madications and they just didn't get changed.

Interview with Licensed Practical Nurse #4, on
08/21/14 at 8:85 AM, revealed she had not
witnessed Residents #2 and #11 have any
behaviors or Psychosis. She stated Resident #2
had anxiety. She stated related to Pharmacy
reviews, the recommendations go o the Director
of Nursing, then the Nurse Practitioner reviewed
them and if any new orders were received, # was
put on the twenty-four (24) hour report. She

interview with Social Services, on 08/21/14 at
10:20 AM, revealed she was responsible to
aversee Paycholropic medication use with the
iDTeam at Quality Assessiment mestings. She
stated she gathered reports for fracking and
frending of Psychotropic Drug use as well as
averything about gradual dose reductions (GDR),
She stated she talked with the Pharmacy
Consultant about the GDHs and they discussed it
with the Nurse Consultant,
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Interview with the Pharmacy Consultant, on
08/21/14 at 11:15 AM, reveaied she visited the
facility once a month and informed the Director of
Nursing when she was in the building. She stated
she completed her raports on the Pharmacy
software then transfarred the information to the
facility. She stated she recommended GDRs
hased on the residents and for residents on
Paychotropic medications without a
non-Dementia Diagnosis and that it was required
wo (2) timas within the first six (8) months. She
stated if she had a decline in a request for a
GDR, she would try again within the next three (3)
1o six (8) months. She stated she was not
involved in monthly meetings with the IDT
regarding Psychotropic medications. She stated
she had made mulliple recommaendations fora
GDR for Resident #2 but falt she just could not
demand the Physician do a GDR, Bhe stated for
Resident #11 she raguesied a GDR but was
declined, She stated i the patlent had a !
diagnosis of Psychosis, then the patient should |
ba totally Inappropriate. She want on to say she
had niot attended Quality Assurance for at least
six (8) months. She stated she had discussed
situations with the Diractor of Nursing. She
stated she had not met with the Medical Director.
She stated she gave her reports {0 the
Administrator at the beginning of the vear, had
completad a report on peychotropic medications,
and it was on the high side.

interview with Nurse Praclitioner (NP) #1, who
worked under the supervision of the Medical
Director (MD), on 08/21/14 at 11:38 AM, revealed
she reviewed the Pharmacy Review fraquently
with Paych Services. The recommendations
wera laft to the NP or MD to make the
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Continued From page 16

determination to make the changes
recommended. She stated the medication
Hisperidone was "the go 1o drug of choice” for the
tdedical Director. She staled, related to Resident
#11, she had not found any symploms of
Psychosis. She stated she wag awars of the
potential side effects of the use of multiple drugs
1o reat psychatropic conditions including
Antidepressants, and Psychotropic medicstions.
She siated she had not attended any Quality
Assurance meetings or 1DT meetings to discuss
Psychotropic medications as she had not been
invited and was unsure i the Medical Director
had aftended.

Interview with the Direclor of Nursing (DORN), on
08/21/14 at 4:31 PM, revealed the DON stated
she read the recommendations from the
Congsuling Pharmacist and looked to see if the
recommendations had bsen changsad. The DON
stated there was a system failure as it periained
o psychotrople medications In the facility, There
was ne follow through from the Consulting
Pharmacist, Doctors, or Nursing staff.

3. Review of the clinical record for Resident 49
ravesled the facility admitled the resident on
10/06/12 with diagnoses of Asthma, Disbales
Metiitus Typa I, Chronle Paln, Mypertension,
Psychosis, Paranold Personality, and Anxisty,
Feview of the August 2014 medication orders
revesled Resident #8 was prescribed Risperdal
0.5 myg (1) svery moming and {1} at bedtims for
tha treatment of Paychosis, Further review of the
resident's medications revealad an additional
order {start dale 11/23/12) for Risperdal 1 my
avery six (8) hours as needed (PRN). In addition,
the PHRN Hisperdal arder did not specify clinical
parameters for administration.

Fazg
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Review of Resident #9's clinical record revealed
two (2) pharmacy consultation raports, dated
12/18/13, and 02M12/14, recommaending a3 GDR of
the routine Risperdal and discontinuation of the
PHN order. The pharmacy recommendation
cited the non-use of the PRN Risperdal ag the
rationale for discontinuing (£/C) the medication.
Further review of the pharmacy consult reports
revealaed the resident's physician declined both
recommendations for discontinuing the PRN
Risperdal. Aeview of the recommendation {dated
02/12/14) tor D/C of the PRN Risperdal revealed
the resident's physician cited "the patient is often
aggitated, very nervous, complains of many
things. Risperidone at this dose has helped” as
the rationale for his/her declination.

Continued review of Resident #9's medication
administration records (MAR) ravealed the PRN
Aisperdal had not been administered to the
rasident for the period starting July 2013 and
anding July 2014,

Observation, on 08/19/14 at 10:35 AM, revealed
Hesident #9 in the room silting up in a recliner at
bedside, The resident was naatly dressed and
groomead, Interview with the resident revealad
hefshe had no concerns with the temperature o
taste of breakfast. The residant stated he/she
had been a resident of the faciity for two (2)
yaars., The resident further stated he/she had
raceived good care during hisfher stay at the
facitity. Resident #9's family member was sitting
at the badside visiting with the resident.

Review of the quarterly Minimum Data Set
{(MDS), dated 0B/12/14, and the annual MDS,
| dated 11/13/13, revealed the resident had not

F 329
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axhibited any behaviors for the assessment
pariods,

Haview of the Social Service notes revealed

: documentation the residant had not been

axhibiting behaviors for the following
agsessments; Annual (dated 09/07/13), Annual
{datad 11/13/2013), Quarterly (dated 12/14/13),
CGuuarterly (dated 02/24/14), and Quarterly (dated
08/15/14).

' Review of the clinical record nurses notes
| revealed Resident #9 had one {1) documented

episode of 'agitation’ on 11/14/13 at 10:33 AM.
Further review of the note for 11/14/13 revealed
no documentation of specific exhibited behaviors
or attempied non-pharmacological inferventions.
Raview of the nurses’ noles {pericd dated
0%/23/13 through 08/19/14) revealed no additional
documantation indicating the resident had
exhibited behaviors.

Interview, on 08/21/14 at 5:10 PM, LPN #2 stated
she would administer Resident #9's PRN
Risperdal if the resident were "acting restless or
angious”. The nurse revealed Resident #9'¢ PRN
Risperdal arder did not specify indications for
use. The LPN staled PRN orders should have
clinleal parameters so the nurse would know
whan to give the medication.

Talephone intarview with the facility's contractsd
Pharmacy Consultant revealed she was not
awars of a clinlcal rationale for Resident #%'s
FRN Hisperdal. The pharmacist stated a nurse
should be required to notify the resident's
physiclan to determine the appropriateness for
administration of the medication. Bhe gigled the
administration of Bisperdal would ba dependent

F 328
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upon the resident’s exhibited behaviors, She
further stated violent behaviors would be an
indication for the use of Risperdal, while a
rasident attempting to get cut of had would nol.
The pharmacist revealad January 2013 was the
last dispense date for Resident #9's PRN
Fisperdal. In addition, she revealed she had
recommended the physician discontinue the
arder because of non-use of the madication.

Interview with the DON, on 08/21/14 at 3:55 PM,
revealed she was aware of the pharmacy
recommendation for the discontinuation of
Hesident #9's PRN Risperdal. The DON stated
the pharmacy consull reports were sent io the
rasident's physician for review. She revealed the
: Soclal Services Director (88D) managed the
pharmacy reports once the phyaiclan had
reviewad and accepted/declined the
recommendation. The DON revaaled the 880D
forwarded to her for raview only those
racommendations with medication changes. She
turther ravealad she did not review the
declinations, which the 880 would file in the
resident's medical record. Bhe stated she was
not aware there should ba guidelines/parameters
for the administration of PRN Risperdal. The
DON revesled the resident's physician had
racently declined the services of the faciiity's
confracted psychiatry group for management of
thosa residents under his care.

Centinuad interview with the DON, on 08/21/14 &
358 PM, revealed nurses and Certifled Nursing
Assistants (CNA) were rasponsible for
documenting all resident behaviors. The DON
revesled stalf was expecied (o attempt behavior
interventions prior to administering antipsychotic
maedications to a resident, She revealed nurses
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