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; ‘ | The submission of this
. . o not indicate an
An abbreviated survey investigating KY 19244 . ) .
i was initiated on 10/22/12 and conciuded on admission by Glen Ridge

1 10/24/12, The Division of Health Care Health Campus that the
substantiated the allegation. Regulatory violations e s .

were identified. After supervisory quality review, findings andallegations

! the investigation was re-opened on 11/07/12. An contained herein are

| abbreviated survey was conducted from 11/07 -

11/08/12 and found the complaint substantiated accurate and true

and regulatory violations identified with repregentations
deficiencles clied. ,
: . 4
F 272 | 483.20(b){1) COMPREHENSIVE Fa72 of tl:le qualltl.r of care an
§8=D | ASSESSMENTS gervices provided to the

residents of Glen Ridge.
The facility recognized

The facility must conduct initially and periodically ’
: a comprehensive, accurate, standardized

| reproducible assessment of each resident's , it's obligation to provide
functional ity. .
ional capacity legally and medically
A facility must make a comprehensive necessary care and
assessment of a resident's needs, using the : et ;
resident assessment instrument (RAI) specified i ?&I‘VJ_CES to ?t s residents
by the State. The assessment must include at in an economic and
least the following: efficient m er
' identification and demographic information: | TELent manner.
| Customary routine: The facility hereby
Cognitive patterns; maintaine it isg in
Communication; , . .
! Viision: substantial compliance with
| Mood and behavior patterns; the requirements for
Psychosocial well-being; ticipat i
Physical functioning and structural problems: participation
Continence; in Title 18/19 programs.
Disease diagnosis and health conditions; :
Dental and nutritional status; To this
Skin conditions; end, this plan of
Activity pursuit, correction shall serve as
! Medications; : \ .
! : the credible allegation of
BORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE, TITLE (X&) DATE

Lacked C. ufhaed ~ Byaeunv pifedoe  x  1j-2%-17.

¥ daficiency statement ending with a‘ﬁu.%teﬁsk (%) denctes a deficiency which the institution may ba excused from correcting providing it is determined that
er safeguards provide sufficiant protection lo the patients. (See instruetlons,) Except for nursing homes, the findings stated above are disclosable 90 days
owing the date of survey whether or not a plan of correction is provided. For nursing homas, the above findings and plans of corraction are disclosable 14
/s following the l:::enle these documents are mate avallable to the facility. If deficiencies are cited, an approved plan of comection is requisite to continued
gram participation.
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_ Documentation of participation in assessment,

: Review of the facility's policy regarding Admission

Speclal reatments and procedures; |
Discharge potential;

Documentation of summary Information regarding !
the additional assessment performed on the care |
areas triggered by the completion of the Minimum |
Data Set (MDS); and

This REQUIREMENT ig not met as evidenced
by: ‘

Based on interview, record review, and facility
policy review, it was determined the facility failed
to conduct an accurate initial assessment for one
(1) of three (3) sampled and two (2) unsampled
residents. Resident #1's surgical incision was not
assessed at time of admission.

The findings include;

Nursing Assessment and Data Collection
revealed the purpose of the admission
assessment was to assess and document the
resident's current medical status and identify risk
factors for additional complications or safety
concerns. The comprehensive head to toe
assessment addresses each body system and
should be completed within seventy two hours of
admission. '

Review of the facility's policy, regarding Other
Assessment Guidelines, revealed the form should

and federal regquirements
governing the management
of thig facility. It is
thus submitted as a matter
of statue only.

1. Regident #1 was a
direct

admit to the hospital from
MD office on 10/10/12
related to Deep Vein
Thrombosis which was
identified by facility on
10/9/12. Treatment was
;initiated at that time.

| Lumbar surgical incision
was identified

on 9/30/12 and orders
recieved

for dry dressing to site
and change daily. Facility
i was to also monitor for
signs and symptoms of
infection. Orders were
also given to contact

! surgeon for further

compliance with all state ;

»
b

i

|

12-14-12
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, ) did not return to j
F 272 Continued From page 2 F272
|

i be initiated when an area of impairment, (e.g.;
! sKin tear, rash,excoriation, abrasion, burn cut,
open lesion, bruise and/or surgical wound) is
identified.

Review of the closed clinical record for Resldent
#1 revealed the facility admitted the resident on
09/26/12 at 2:30 PM, with diaghoses of after care
for a Lumbar Laminectomy (an open spinal
decompression to alleviate pain caused by nerve
impingement) and Spinal Stenosis. The inltial

-i assessment contained no mention of a dressing
or incision on the resident’s back. Skin
Impairment sheets dated 09/26/12, the day of
admission, did not Indicate an incision on the
back or the presence of a dressing.

Interview with LPN #1, on 10/24/12 at 4:30 PM,
revealed she vaguely remembered Resident #1,
She stated the day of admission was the only day
she saw the resident. She stated she
accompanied the resident to her room at time of
admission and she and another nurse completed
the assessment together. LPN #1 stated she

i completed the paperwork and the other nurse did
 the physical assessment and completed the Skin
Impaiment Sheets. She slated she was aware
the resident was being admitted for post
operative care but she did not look at the wound
or check 1o see if there were any dressings She
stated she assumed the other nurze looked at the
incision and completed the Skin Impairment
Sheets. She stated she did not remember
indicating on the assessment that there was a not
a dressing and she stated she also did not
remember whether or not she thought it odd that
a post operative resident would come 1o the
facility with no dressing.

2. All resident records
admitted during November
have been reviewed by
DHS,ADHS, MDS and Unit |
Manager to insure that )
admigsion agsessments were
accurate to reflect any
surgical incisions and/or
any other skin issues.

Any inaccuracies were
corrected and MD orders,
care plang and CNA
assignment sheets revised
to reflect current
condition of residents.

3. Executive Director and |
Nurse Managers were ;
reeducated by Clinical
Support Nursges on 11/6/125
related to completion of
comprehengive admission f

assessments. Nurees were
reeducated by DHS related
admission nursging
assessments with emphasis
on skin assesgment and
documentation onl0/28,11/1%

,11/2,11/9, &11/14/12. The
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. _ The importance of )
F 272 | Continued From page 3 F272! consistency in |
Interview with RN #3, on 11/08/12 at 1:21 PM, documentation .
revealed she remembered Resident #1 and took was also discussed with
care of her on several occasions. She stated she examples presented to the
;isi}.:.éed in the admission process for Resident | nurges. Nurses involved
' wever she did not perform the physical i : ?
j assessment. RN #3 stated that on 09/26/12, LPN WItI.l assessment for this
#1 was doing the admission assessment for resident were counseled
Resident #1 and RN #3 went to the room to take by DHS.
notes for LPN #1 as she performed the
assessment. RN #3 stated she never examined
Resident #1 on the day of admission, She stated 4 .0ngoing compliance will
: sha was unaware of Resident #1's admitting : i
 diagnosis as she was just assnstlng LPN #1. She be achieved by 100% %mdli,:s
stated Resident #1's back incision should have by Nurse Managers daily in
' been noted on the Admission Assessment and a clinical meeting
i Skin Impairment Sheet should have been initiated . . l
: during the initial assessment. of new admission records |
: o ) to insure
Interview with the Director of Health Services :
(DHS), on 10/24/12 at 2:30 PM, revealed the agsessments are accurate
expectation was that all documentation should be and complete. Nurses not
accurate and there should not be areas of : ; T
- documentation that confiict with each other. She complying with policies
stated in-services had been conducted on will be disciplined as
documentation and she had offered ]
organizational hints for staff. She siated she did m_acesgary' Tl,lese audits !
not have an answer for the breakdown in the will be ongoing and
: system for this resident, digcussed at Quality 3
F 281 ’ 483.20(k}3)(i) SERVICES PROVIDED MEET F 281 .
$8=D | PROFESSIONAL STANDARDS Assurance meetings for
‘ 6 monthes. .
The services provided or arranged by the facility Any ongoing noncompliance
| must meet professional standards of quality. will require development
of action plan and further
i . education/counseling to
This REQUIREMENT iz not met as evidenced / J
) raddress.
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F 281 ;| Continued From page 4 | F281! 1. Resident #1 was 12-14-12
by: admitted to

! reference to a dressing or incision on the

Based on interview, record review and review of
the facility's policy, it was determined the facility
failed to develop an initial plan of care to
. adequately meet the needs of one (1) of three (3)
sampled and two (2) unsampled residents, The
i | facility failed to address with goals and
1 interventions on the initial plan of care the

surgtcal wound of Resident #1 which
. consequently became infected and the resident
had to be hospitalized.

The findings include:

Review of the facility's policy regarding Admission
i Nursing Assessment and Data Collection
revealed the purpose of the admission
assessment was to assess and document the
 resident's current medical status and identify risk
factors for additional complications or safety
concerns and implement a temporary plan of care
to address problem areas,

Review of the closed clinical record for Resident
i #1 revealed the facility admitted the resident on

| 09/26/12 at 2:30 PM, with diagnoses of after care
for a Lumbar Laminectomy (an open spinal f
decompression to alleviate pain caused by nerve
impingement) and Spinal Stenosls. The initial
care plan, dated 09/26/12, did not cortain any

resident's back. There are no goals or
interventions related to Resident #1's incision
listed on the plan of care.

Review of the information provided to the Office
of Inspector General (OIG) on 10/18/12 by the
resident's family member revealed Resident #1's

hospital from MD
office on 10/10/12
related to Deep Vein
Thrombogis which was
identified by
facility

on 10/9/12.
Resident
did not return. Care
Plan was updated

to reflect surgical
incision

2. All residents admitted

Managers to insure

: been implemented to
greflect resident needs.
Any inaccuracies were

{ corrected and MD orders,
care plans and CNA
asgignment sheets revised

3. Nurgeg were reeducated

to facility during November
have been reviewed by Nurse

!initial plans of care have

to reflect resident needs.
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i by DHS §
F 281 Continued From page 5 F281 on

i which was given intravenously through a PICC
 line (Peripheral Inserted Central Catheter).

family member observed bloody drainage on the
resident's pajamas on 10/02/12. The family

- member stated she showed those bloody

pajamas to a nurse and aiso reported fo the
nurse the resident had reported her linens were
bloody earlier from her incislon leaking. The
family member reported that Resident #1's
incision continued to leak from
10/02/12-10/09/12. On 10/09/12 Resident #1
called the family member and reported the
incision was infected.

Continued review of the closed clinical record for |

Resident #1 revealed the Admission Nursing

: Assessment, dated 09/26/12, did not indicate a

dressing or incision site to the back. Review of
the treaiment record revealed dressing changes
to the back were completed every day. Further
review of the treatment record revealed no

i assessment of the incision site. On 09/30/12 a

physician's order was written to call the surgeon
the next day to clarify the dressing change order.
There was no further follow-up documented.

The Skilled Assessments dated 10/04, 10/05,
10/06 and 10/07 did not indicate a surgical wound
was present and it was marked no or left blank if :
a dressing was present. On 10/08, 10/09 and :
1010 the assessments identified a surgical
wound with a dressing; however, no remarks
were documented regarding the bloody drainage
reported by the family. The next physician order
related to the incision and wound care was written
on 10/09/12 at which time the order was written to
¢lean the incision with peroxide and start the
resident on intravenous (IV) Kefzol, an antibiotic

Review of the Other Skin Impairment

be achieved by 100% audits 3
}ay Nurse Managers in
clinical meeting daily of

This will insure that
‘Anitial care plans reflect

not complying will be
leducated and or counseled

10/28,11/1.11/2,11/9.and |
i11/14related to admission |
assessment s

with emphasis on the
importance of care plan
development. Nurses

that were noncompliant on
this assessment were
counseled. Resident

#1 care plan was updated
on 9/30 to reflect
incision on back and
treatment.

4. Ongoing compliance will |

ew admission records.

resident condition. Nursgses

as needed. New nurses
hired will be given
additional days

of orientation on required

i
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F 281 , Continued From page 6 F281paperwork. Quality
- Assessments completed on 10/10/12 revealed | Agsurance

the surgical site had thick yellow drainage, in

addition, a new open area was identified. No committee will review

measurements were documented; however, it audits for 6 monthg and
was noted to have thick yellow drainage also. ongoing noncompliance
Resident #1 was seen in the surgeon's office on will require

10/10/12 and admitted to the hospital for a deep .
vein thrombosis (blood clot in the leg) and wound development of action
infection. plans and |
Interview itﬁ LPN#1, on 10/24/12 at 4:30 PM further education/
ew wi . /12 at 4: , .
’ revealed she vaguely remembered Resident #1. counseling to
: She stated the day of admission was the only day address.
i she saw the resident. She stated she
accompanied the resident to her room at time of
; admission and she and another nurse completed
i the assessment together. LPN #1 stated she
completed the paperwork and the other nurse did
the physical assessment She stated she was = | : , ,
aware the resident was being admitted for post :
operative care but she did not look at the wound :
or check to see if there were any dressings, and
did not address these in the initial care plan.

- Interview with the Director of Health Services

: (DHS), on 10/24/12 at 2:30 PM, revealed the
initial plan of care was based on the admission
assessment, The form had two columns, the first
| column was for the assessment and the second

i column was for the plan of care which was based
on the assessment, She stated the plan of care
was only as good as the person doing the
assessment, because if the Information was not ;
listed in the assessment it will not transfer over to :
the plan of care. The DHS stated the admission
forms were reviewed by management the next
day, but again stated the information was only as
good as the person completing the i

IRM CMS-2567(02-99) Previous Versions Obsolels Evenl ID:EHTY 11 Facility I0: 100728A If continuation sheet Page 7 of 19
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F 281
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56=0D

: assessment/plan of care. She stated Resident

| care.

i determined the facility failed to follow the plan of

Continued From page 7

#1's initial assessment and plan of care should
have included information on the incision and
dressing, that was the expectation. She stated
in-services had been conducted on
documentation and she had offered
organizational hints for staff. She stated the
system broke down for this resident,
483.20(k)(3)(if) SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

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

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and review of the facility's policy, it was

care for one (1) of three (3) sampled and two (2)
unsampled residents. The facility failed to
administer pain medication when requested by
Resident #1,

The findings include: |

Review of the facility's policy on Emergency
Pharmacy Service and Emergency Kits revealed
an emergency supply of medication was supplied
to the facility. When an emergency dose of a
controlled medication was needed the nurse
would confer with the prescriber to determine
whether the order was a true emergency and

F 281

F 282

110/10/12.

1. Resident #1 no longer
resides in facility.
She was discharged on

2. All resident records §
admitted during November
have been reviewed |
by DHS, ADHS, MDS and |
Unit Manager to insure
that MARS/TARS and CNA _
assignment sheets reflect%
plan of care and that it
is being followed.
Records were also
reviewed to

insure that pain
medication was ordered
and administered as

needed.
3. Nurses were reeducated
by DHS

12-14-12
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i

on 10/28, 11/1, 11/2, i

F 282! Conti ’

nued From page 8 F282i 14 /9, and

then the prescriber would fax a complete
prescription to the facility and pharmacy or
communicate the verbal order to both the nurse
and directly to the pharmacist. j

Review of the Perpetual Inventory For Scheduled
Medications in the Emergency Kif revealed MS
Contin 15 mg and Nerco 10/325 mg were not
stocked in the emergency kit. The emergency kit
did contain Hydrocodone and APAP 5/500 mg
(which is the generic medication for Norco but at
a lower dose).

; Review of the closed clinical record for Resident
#1 revealed the facility admitted the residenton
09/26/12 at 2:30 PM, with diagnoses of after care ‘
for a Lumbar Laminectorny (an open spinal
decompression to alleviate pain caused by nerve
impingement) and Spinal Stenosis. Admission
orders included MS Contin 15 mg every twelve
hours and an order for Norco 10/325 mg every
four hours as needed for pain. The resident was
assessed with a score of 14 on the admission
Brief Interview of Mental Status (BIMS) on the.
Resident Assessment Instrument (MDS)
completed on 10/03/12, which indicated the
resident was cognifively intact Review of the
medication administration record (MAR) revealed |
the first dose of MS Contin was given at 8:00 PM
on 08/26/12 (even though the medication was not ;
delivered until 11:55 PM).

Review of the Initial Care Plan for Resident #1, |
completed on 09/26/12, revealed the facility had |
| initiated a care plan to include the intervention to i
, administer pain medication per physician's order,

; ;
i :

11/14 related Following
care plans, Medication
Adminisgtration/
documentation, Emergency
Drug kits and pain

. assessment/interventions |
and

and documentation. The
‘ nurgsegs

i involved in not

} following care plan

. were counseled,

4. ongoing compliance willg
;be maintained by Nurse
iManagers completing 100%
i audits of admission
records during morning
CQT.

Thege audits will include
review of MARS

and TARS to insure
medication

administered as ordered.

i Medication carts will be
checked to insure ;
medications were delivered;
The 5

from pharmacy.
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Interview with Resident #1, on 11/08/12 at 9:30
¢ AM, revealed at the time of admission to the

t facility her pain was under control. At 11:00 PM
on 09/26/12 Resident #1 requested pain
medication due to having pain in histher back.

: Resident #1 stated someone on the nursing staff |
reported the medication had not yet arrived. The
. facility did not offer the resident any other

| alterative. Resident#1 stated the medicine was
finally given to her at 12:20 AM on 09/27/12, The
medication relieved the pain and he/she wentto |
sleep. Resident #1 reported the pain was
controlied for the rest of his/her stay at the facility.

Interview with the Pharmacist, on 10/23/12 at
3:50 PM, revealed the pharmacy received the
« faxed orders, which inciuded the orders for MS
Contin and Noreo, for Resident #1 at 5:55 PM.
The cut off delivery time was at 5:00 PM for
routine delivery. The pharmacy delivered the
medications ordered for Resident #1 at 11:55 PM.

; The pharmacist stated the facility had an ?
’ Emergency Drug Kit (EDK) for use when a

s resident was in need of a medication right away.
She stated the EDK did not contain MS Contin or
Norco 10/325 mg: however, it did contain

i Hydrocodone and APAP 5/500 mg. She stated if a
resident was in pain the facility could have called
the physician to obtain an order to administer the
Hydrocodone and APAP 5/500 mg unti] the Norco
10/325 mg and MS Contin could be delivered.

! interview with RN #2, 10/23/12 at 4:15 PM, stated |
if an ordered pain medication was not available
due to the resident being a new admission, she
would call the physician for an order to give a

¥
1

daily contact

with new admissions to

insure that

all needs are being met.

Any igsues

will be communicated to

ED or DHS

for follow up. OQuality

Aggurance

Committes will review

admissions

during regular meetings

for 6 months.
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{ pain medication that was available in the EDK
until the pharmacy delivered the original
medication. RN #2 stated the goal was to always |

keep the resident comfortable.

e

Interview with LPN #1, on 10/24/12 at 4:42 PM,
revealed she was the one that completed the
admission assessment for Resident #1 on

i 09/26/12. She revealad at the time of admission
the resident did not request any medication for
pain, She stated she knew there was an EDK for
emergent medication needs,

Interview with LPN #3, on 11/07/12 at 6:13 PM,
revealed she was assigned to care for Resident |
#1 beginning at 10:30 PM on 09/26/12. LPN #3 ;
stated she could not remember Resident #1
requesting pain medication but she knew she
wauld have called the physician and gotten a one
time order for a pain medication that would have
heen in the EDK. She stated she would not let
the resident be in pain. LPN #3 stated she gave
the resident an ordered MS Contin 15 mg at
12:20 AM on 09/27/12 afier it armived from the
pharmacy.

interview with the Director of Health Services
(DHS), on 10/24/12 at 2:30 PM, revealed as soon i
as a resident arrived at the facility, the admitting
nurse should have verified the orders with the
physician and faxed those orders to the
pharmacy and that should generaily occur within
the first hour of arrival to the facility. She stated
that if the nurses were busy there was always
help availabie to ensure a resident received what !
was needed. She stated if a resident expressed
having pain the expectation would be for the
admitting nurse o contact the physician and

RM CMS-2567(02-85) Previous Versions Obsolete Event ID: EHTY 11 Faciilty 102 100729 If continuation sheet Page 11 of 19
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obtain an order for medication contained in the
EDK in order to address the pain immediately, .
while waiting for the other medication to arrive 1. Resident #1 no longer 12-14-12
from the pharmacy. The DON stated the pain resides in facility.
medication could not have been administered at :
8:00 PM as it was not delivered until 11:55 PM. She was discharged on
F 309 : 483.25 PROVIDE CARE/SERVICES FOR "F300110/10/12.
$8=D HIGHEST WELL BEING 2. All resident records

Each resident must receive and the facility must admitted during November

provide the necessary care and services to attain have been reviewed

or maintain the highest practicable physical,

mental, and psychosocial well-being, in by DHS, ADHS, MDS and
accordance with the comprehensive assessment Unit Manager. All MARS and
and plan of care. MD orders will be reviewed

to ensure pain medication
is ordered and administered

This REQUIREMENT Is not met as evidenced | as needed/ordered and that
by: | it is being followed.

Based on observation, interview, record review

and review of the facility's policy, it was 3. Nurses were reeducated
determined the facility failed to follow physician | by DHS
orders related to pain medication for one (1) of |
three (3) sampled and two (2) unsampled
residents. The facility failed to administer pain
medication fo Resident #1 for one hour and
twenty minutes after the pain was reported to
staff. i

The findings include:

Review of the facility's policy on Emergency
Pharmacy Service and Emergency Kits revealed
an emergency supply of medication was supplied
to the facility. Emergency needs for medication
were met by using the facility's approved
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amergency medication supply or by special order !
from the provider pharmacy. When an
emergency dose of a controlled medication was |
needed the nurse would confer with the |
prescriber to determine whether the order was a
frue emergency and then the prescriber would fax
& complete prescription to the facility and
pharmacy or communicate the verbal order to
both the nurse and directly to the pharmacist.

Review of the facility's policy, Guidelines for Pain
Assessment and Management, revealed each
resident’s pain including its origin, location,
severity, alleviating and exacerbating factors,
current treatment and response to treatment will
be assessed/reassessed and documented
according to the needs of each individual. Care
Plan would be initiated and implemented related
to pain and approaches to assist with pain
management.

Review of the closed clinical record for Resident
#1 revealed the facility admitted the resident, on

: 09/26/12 at 2:30 PM, with diagnoses of after care
i for a Lumbar Laminectomy (an open spinal
decompression to alleviate pain caused by nerve
impingement) and Spinal Stenosis. Admission
orders included M8 Contin 15 mg every twelve
hours and an order for Norco 10/325 mg every
four hours as needed for pain.  Review of the
Initial Nursing Assessment, completed on
09/26/12 (no time indicated on form), revealed
the facilily assessed the resident as alert and
oriented to person, place and time, with the
resident stating his/her pain was at a level 6/10,
Review of the medication administration record

i (MAR) revealed the first dose of MS Contin was |
given at 8:00 PM on 09/26/12 (even though the {

s |

)

11/14 related Following
care plang, Medication
Administration/
documentation, Emergency !
Drug kits and pain
asgessment/interventions
and

and documentation. The

I nurses

involved in not
following care plan

were counseled. i
4. ongoing compliance will |
i

pe maintained by Nurse
Managers completing 100%
audits of admission
%ecords during morning
;CQI i

These audits will include
review of MARS §
and TARS to insure '
medication

administered as ordered.
Medication carts will be
checked to insure
medications were c:lelivere:t‘ii‘t
ifrom pharmacy. The
Ambassador Program has
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| medication was not delivered until 11:55 PM).
i The resident was assessed with a score of 14 on
 the admission Brief Interview of Mental Status
(BIMS) on the Resident Assessment Instrument
(MDS) completed on 10/03/12, which indicated

. the resident was cognitively intact Review of the
nursing notes revealed one eniry on the day of
admission 09/26/12, and no more entries until
09/30712.

Interview with Resident #1, on 11/08/12 at §:30
AM, revealed at the time of admission to the
facility her pain was under control. At 11:00 PM
on 09/26/12 Resident #1 requested pain
medication due 1o having pain in his/her back.

' Resident #1 stated someone on the nursing staff
reported the medication had not yet arrived. The
facility did not offer the resident any other
alternative. Resident #1 stated the medicine was
finally given to her at 12:20 AM on 09/27/12. The
medication relieved the pain and he/she went to
sleep. Resident#1 reported the pain was
controlled for the rest of his/her stay at the facility.

Interview with the Pharmacist, an 10/23/12 at
3:50 PM, revealed the pharmacy received the
faxed orders, which included the orders for MS
Contin and Norco, for Resident #1 at 5:55 PM.
The cut off delivery time was at 5:00 PM for
routine delivery. The pharmacy delivered the
medications ordered for Resident #1 at 11:55 PM.
The pharmacist stated the facility had an
Emergancy Drug Kit (EDK) for use when a
resident was in need of a medication right away;
however, the EDK did not contain MS Contin or
Norco 10/325 mg. The EDK did contain
Hydrocodone and APAP 5/500 myg. She stated if a

daily contact

with new admissions to
insure that

all needs are being met.
Any issues

will be cowmmunicated to

ED or DHS

i for follow up. Quality
Assurance
Committee will review
admigsiong

during regular meetings
for next 6 months.

i
H

i 5
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' resident was In pain the facility could have called
the physician for an order to administer the ;

Hydrocodone and AFAP 5/500 mg untif the Norco
107325 mg and MS Contin could be deliverad.

Interview with RN #2, 10/23/12 at 4:15 PM,
revealed if a pain medication was not available
due fo the resident being a new admission she
would call the physician for an order to give a
pain medication that was available in the EDK.
RN #2 stated the goal was to always keep the
resident comfortable.

Interview with LPN #1, on 10/24/12 at 4:42 PM,
revealed she completed the admission
assessment for Resident #1 on 09/26/12. She
completed the verbal part of the assessment and :
another nurse did the physical assessment. She
staled she knew there was an EDK for emergent
medication needs but the EDK was not accessed
: the night Resident #1 was admitted.

Interview with LPN #3, on 11/07/12 at 6:13 PM,
revealed she was assigned to care for Resident i
#1 beginning at 10:30 PM on 09/26/12. LPN #3
stated she could not remember Resident #1
requesting pain medication but she knew she
would have called the physician and gotten a one
time order for a pain medication that would have
been in the EDK. She stated she would not let
the resident be in pain. LPN #3 stated she gave
the resident an ordered MS Contin 15 mg at
12:20 AM on 09/27/12 after it arrived from the
pharmacy.

Interview with the Director of Health Services
(DHS), on 10/24/12 at 2:30 PM, stated as soon
as a resident arrived at the facility, the admitting

} i
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nurse should verify the orders with the physician
and fax those orders to the pharmacy. That
should generally occur within the first hour of
arrival to the facility. She stated if the nurses
were busy there was always help available to 1. Resident #1 no longer 12414-12
ensure a resident received what was needed. , . P11 :
She expected the admitting nurse to contact the resides in facility.
physician and obtain an order for a medication She was discharged on
contained in the EDK in order to address the pain 10/10/12

* Immediately while waiting for the other medication v

 to arrive from the pharmacy. She stated she 2. All regident records

| knows the system failed for Resident #1, the : :

o . ! ve
resident should have received pain medication in admitted durlr‘lg Novembexr
i a timely manner, not one hour and twenty have been reviewed |
S Té&'”ﬁ?ﬁ;ﬁ‘fkgs fe by DHS, ADHS, MDS and
i . 14 ,
$S=D | RECORDS-COMPLETE/ACCURATE/ACCESSIB Unit Manager. All MARS and
LE ! MD orders will be reviewed

! . . . .

The facility must maintain clinical records on each to ensure pain medication l;S
resident in accordance with accepted professional ordered and administered
standards and practices that are complete;

) € S1e, th
accurately documented; readily accessible; and as I:leafkd/ ordered and at
systematically organized admigsion assessments are

accurate to reflect any

{ The clinical record must contaln sufficient

. information to identify the resident; a record of the

i resident’s assessments; the plan of care and
serv:ces provided, the results of any

| | preadmission screening conducted by the State;

{ and progress notes.

{ This REQUIREMENT is not met as evidenced
by
I
| Based on interview and record review, it was
i determined the facility failed to maintain an
. accurately documented clinical record for one (1)

surgical incisions and/or
any other skin issues. any |
inaccuracies were corrected
and MD orders, care plans
and CNA assignment sheets
irevised to reflect current
}condition of residents.

3. Nurses were reeducated

l, by DHS
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i The facility did not provide a policy on accuracy of

! be initiated when an area of impairment, (e.g.;
| skin tear, rash,excoriation, abrasion, burn cut,

| identified.

: decompression to alleviate pain caused by nerve

of three (3) samplad and two (2) unsampled
residents. The facility failed to document an
incision site and dressing for Resident #1 and
failed to accurately document the time of
administration of a pain medication for Resident
#1.

The findings include:

documentation; however, review of the facility's
policy regarding Admission Nursing Assessment
and Data Collection revealed the purpose of the
admission assessment was to assess and
document the resident's current medical status
and identify risk factors for additional
complications or safety concerns. The
comprehensive head to toe assessment
addresses each body system and should be
completed within seventy two hours of admission.

Review of the facility's policy, regarding Other
Assessment Guidelines, revealed the form shouid

open lesion, bruise and/or surgical wound) is j

Review of the closed clinical record for Resident
#1 revealed the facility admitted the resident on

09/26/12 at 2:30 PM, with diagnoses of after care |
for a Lumbar Laminectomy (an open spinal

impingement) and Spinal Stenosis. The inifial
assessment contained no indication of a dressing
or incigion on the resident’s back and i did not

indicate the time the assessment forrm was
completed. Skin Impairment sheets dated

H
H

11/14 related Following
care plans, Medication
Administration/
documentation, Emergency |
Drug kits and pain
agsessment/interventions
and

and documentation with K
an emphasis on accurate
documentation of
medications and skin
impairments including
incigiong. The nurses
involved in not
following care plan
were counseled,

i
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4. ongoing compliance will

H
H

F 614 | Continued From page 17 F 514! . .
: 09/26/12, the day of admission, did not indicate a %be maintained by . Nurse
! back incision or dressing. Nurse's nofe, dated | iManagers completing 100%
| 9/26/12 at 2:30 PM, revealed the physician was | " laudits of admission

called, orders reviewed and faxed fo pharmacy. | ! . .
However, there was no request to administer a ‘records during morning
pain medication from the EDK until the prescribed COx.

pain medications were received. In addition, there | , . .

was no documentation related to the surgical ; iThese audits will include

wound on the back or the dressing. Review of ‘review of MARS
the medication administration record (MAR) : . :
revealed the first dose of MS Contin was and TARS to insure i
administered at 8:00 PM on 09/26/12 (even medication
though the medication was not delivered until o
+ 11:55 PM). The documentation on the nursing adm:f_nlst.:ered as OréEIEd‘ ¢
| assessment 10/01 and 10/02/12 indicated there Medication carts will be |
was no dressing and did not describe the incision checked to insure

gite. The first Skin Impairment Sheet was . . .
completed on 10/03/12 and it indicated a dressing medications were delivered
was to be applied every day until there was no from pharmacy. The

drainage. Nursing assessments dated 10/04,

10/05, 10/06 and 10/07 did not indicate there was Ambassador Program has

a surgical wound and either had no dressing
marked or left it blank even though the Treatment
Record indicated the dressing was changed
everyday from 10/01-10/08/12.

Interview with RN #3, on 11/08/12 at 1:21 PM,

. revealed she statad Resident #1's back incision
should have been noted on the Admission
Assessment and a Skin Impairment Sheet should
have been initiated during the initial assessment.
She stated her documentation was inaccurate ‘
and did not paint a picture of what was going on l
with the resident. :

Interview with LPN #3, on 11/07/12 at 6:13 PM,
revealed she was assigned to care for Resident
#1 beginning at 10:30 PM on 09/26/12. LPN #3 |
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| f . . s
F 514 | Continued From page 18 i Fs514| been revised to include |
i stated she gave the resident MS Contin at 12:20 | daily contact :
PM on 09/27/12 but charted that she gave the with new admisgions to

she should have documented the accurate time ! ,
of when she administered the MS Contin. all r.leeds are being met.
. Any igsues

Interview with the Director of Health Services will be communicated to
(DHS), on 10/24/12 at 2:30 PM, revealed the " ED or DHS

expectation was that all documentation should be
accurate and there should not be areas of

for follow up. Quality

documentation that conflict with each other. The Assurance

DON stated the pain medication could not have ; Committee will review
been administered at ;00 PM as it was not i —

delivered until 11:55 PM. She stated in-services adm}ss:mns !

had been conducted on documentation and she during regular meetings
had offered organizational hints for staff. She for the next 6 months.

stated she did not have an answer for the
breakdown in the system for this resident.
| Continued interview with the Director of Health
Services (DHS), on 11/08/12 at 2:50 PM, :
revealed the medical records were audited to j
; ensure forms are completed and in the medical i
' record, but not on the content of the form to ;
check for accuracy or conflicting infarmation.
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