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DISCLAIMER: This Plan of Correction
is prepared, submitted and executed

An abbreviated survey (KXY #20516 and KY
because it is required by the provisions

#20518) was conducted on 08112/13 through

08/16/13 to determine the facility's compliance of the state and federal law and not
with Federal recuirements. KY #20516 was because Dawson Pointe, d/b/a Dawso
substantiated with deflclencles cited with the Springs Health and Rehabilitation Cgnter,
highest scope and severity of a"D". KY #20618 agrees with the allegations and citatiqns
was Unstibslantiated with no deficiencigs cited. listed on the pages of the Statement o
F 167 | 483.10(b)(11) NOTIFY OF CHANGES F 157 Deficiencies. Dawson Springs Health|and
§8=D | (INJURY/DECLINE/ROOM, ETC) Rehabilitation Center maintains that the
. _ _ alleged deficiencies do not jeopardizejthe
A facllity must lmmedial?ly inform the resident; health and safety of residents, nor is if of
consult with the resident's physician; and if such character as to limit our capabilit
known, notify the resident's legal representative & rendivaionuntecas. Pl P tyﬂ i
or an Interested family member when there is an ool il v pisigerbane, 5.0
accldent nvalving the resident which results In RILOL S OXpERLion. o8 the fuefliys o itten
Injury and has the potential for requiring physician credible allegat{on {‘)f compliance such that
intervention; a significant change in the resident's all alleged deficiencies cited have been or
will be corrected by the date or dates|stated.

physical, mental, or psychosoclal status (i.e., a
deterioralion in health, mental, or psychosoclal
status In elther life threatening conditions or
clinical complications); a need lo alter treatment
significantly (Le., a need to discontinue an
existing form of treatment due to adverse

Dawson Springs Health and Rehabilitation
Center has taken or will take the actions set
forth in the following Plan of Correction.

consequences, or to commence a new form of 157
treatment); or a decision to transfer or discharge Res #1
the resldent from the facllily as specified in 1.  Corrective Action
§483.12(a).
RN re- llity’s Anti-
The faciiily must also promptly notlfy the resident a Oagrﬁlglftu ;itl‘f 0;3’;{22:%:?“3
and, If known, the resident's legal representative DON on 7-26- l):; hioh trclud edy 9
or Interested family member when there Is a R iie it oardfis — p ﬂ'im W
change in room or roomimale assignment as nge Incondition and the contaot of
physician for any signs/symptoms of

specified in §483.15(e)(2); or a change in
rasident rights under Federal or State law or
regulations as specifled in paragraph (h){1) of

blood loss prior to the administration
of an anticoagulant,

this section.
\ 4
msoryﬁ {X8) DATE
/ R‘ oL 5/3
A A i _'/)/ " / /ﬂ
Any defi y 7an aslerisk (*) denotes a deficlency which the Institutlon may b b 2ing providing il Is determined lhat

s/provide sufficlentprotaction lo the pallents. (See instruclions.) Except for nuising homes, the findings stated above are disclosable 90 days
of survay whether or not a plan of correction Is provided. For nursing homes, (he abova findings and plans of conraclion are disclasable 14

following the al
days following the dale thasa documents are made avallable to the facllity. If deficlencles are ciled, an approved plan of corraction Is requisite to continued

program parlicipation,
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) ’ RN received counseling on 7-26-13
F 167 Continued From page 1 F 167 from the DON related to not following

The facllity must record and periodically update
the address and phone number of the resident’s
lagal reprasentative or Interested family member.

This REQUIREMENT s not met as evidencead
by: ‘
ased on observation, Interview and record
review It was determined the facllity fafled to
notify the physiclan when there was a need to
alter treatment for one (1) resldent {#1}, In the
selected sample of thrae (3) resldents. Resident
#1 was on Coumadin (anl-coagulant) therapy
and presented with blood finged urine after a
calheter change on 07/21/43. The physician was
not contacted prior to 1he administration of
Cournadin, The resldent had a change In mental
slaius, Resident #1 was admilted to the hospllal
with hemaluria secondary to indweliing catheter
and urethral strictura,

The findings Include:

Areview of tha Antlcoagulant Policy And
Procedura dated 03/12/13 revealed #4 Naotify the
attending physiclan or physiclan on call of
resldant's status and of any. slgn/symptoms of
bicod loss

A record review revealed Resident #1 was
atmiited lo the facility on 05/23/43 with diagnosis
lo include Open Fracture Unspec Infracapsular
Seotion neck Femur, Aftercare for Healing
Traumalic Fracture of Hip, Unspecified Urethral
Striclure, Other Spacified Disorder of the Penis,
Urinary Tract Infection, Unspecified Disorder Of
The Kidney and Ureter, End Stage Renal
Diseass, Unspecified Anemla, Unspecified
Urinary Retentlon, Malighant Neoplasm Of

facility policy and procedure.
2. 1D of Others at Risk

All residents considered fo be at risk
due to Commnadin therapy were review-
ed by the DON and/er Administrative
QA/Compliance Nurse on 7-23-13
with no other resident identified as
having any adversity regarding the
administration of the medication,

3. Prevention

All licensed direct care staff were
in-serviced on7-23 thru 7-26-13 prior {o
their next duty of the administration

of medication by the DON

regarding following the established
protocols of administering an anti-
coagulant medication,

Inservice provided to licensed direct
care staff on Physician Nofification
and Change in Condition, assessment
and following the comprehensive care
plan on 7-23 thru 7-26-13by the DON.

A mandatory meeting for all licensed
direct care staff fo review again

the Anti-coagulant Policy and
Procedure including the physician
notification regarding

any sign/symptoms of blood loss

was held 9-5-13 by the DON,
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Cecum, Congestive Heart Fallure and Senlle
Pementla. A review of the significant change
Minimum Data Set {MDS) assessmeni, dated 4. Monitoring
07111113, revealed the facllly assessed Resident
#1's cognition as moderately impalred.

CQI Tool, Coumadin Interaction Tool,
Areview of the physiclan order, dated 07/15/13, was nitiated on 9-3-13 by the
revealed stalf should administer Coumadin three Administrative Nurses for a weekly
(3) miligrams (mg.} by mouth (PO) every day. review of the administration of

‘ Coumadin x 1 month, with

A review of the nurge notes, dated 07/21/13 al '
3:45 AM, revealed Resident #1's catheter was foﬁ"c‘;" ups as recommended by the
changad with blood tinged urina noted In the QA Commitiee. Review reparts are
tubing. provllded to the DON who reporis

this information to the monthly
Interview with LPN #1, on 08/13/13 at 2:35 PM, mecting of the Quality
revealed she was told in report from LPN #2 that Assurance (QA) Committee. Any
Resident #1 had been pulling on the catheter, the problems identified are addressed
catheler was changed and lhere was bloody Urine immediately and a report provided
return. The LPN stated she checked on Resldent to the DON and QA Committee
#1 after report and noted there was 200 cc's dark of action taken.
brown urine,
interview with Ragistered Nurse ##1, on 08/15/3 5, Date Corrected: 9-6-13
at 8:65 AM, revealed she was told in report
Resident #1 had pulled on the catheter and had
some bleeding and the calheter was changed.
The RN statad LPN #1 safd when she first
chacked the urine there appsared to be blood
and clots. The RN revealed at 11:00 AM, the
urine was pink in color, the resident was alert and
orientad and she administered Coumadin. The
RN stated because the urine was plnk in color
she fhought the bleeding had slowed and went
ghead and administered the Courmadin without
nolifying ihe physician,
Areview of the Medlcallon Administration Record
datad 07/13 revealed Coumadin 3 mg

FORM CHS-2507(02-09) Pravious Versions Obsolets

Event 1D:9CI6H

Facllity I0: 100188

{F continuailon shasl Page 3 of 8




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

PRINTED: 08/28/2013

FORMAPPROVED

OMB NQ. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1} PROVIDER/SUPPLIER/GLIA
IDENTIFICATION NUMBER:

185263

(X2} MULTIPLE CONSTRUGTION
A BUILDING

B. WING

{X3} DATE SURVEY
GOMPLETED

C
08/16/2013

NAME OF PROVIDER OR SUPPLIER

DAWSON PQINTE, LLG

STRERT ADDRESS, CITY, STATE, ZIP CODE
213 WATER STREET
DAWSON SPRINGS, KY 42408

(X4} D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH GEFICIENCY MUST 8E PRECEDED 8Y FULL
REGULATCRY OR LSG IDENTIFYING INFORMAYION)

1D PROVIDER'S PLAN OF CORRECTION

PREFIX

TAG CROSS-REFERENCED TO THE APPROPRI

DEFIGIENGY)

{EACH CORREGTIVE ACTION SHOULD BE

(48
COMPLETION

IATE DATE

F 157

F 309

Conlinued From page 3
administered on 07/21/13 by mouth at 11:00 AM.

Araview of a nurse's note, dated 07/21/13 at 1:.00
PM, revealed the resident continued {o have
blood tinged urine In the winary ubing. The
resldent's puplls were fixed and were staring
upward. The resident was confused when asked
questions, The physiclan was called with naw
orders recelved to send to the hospital, Interview
with RN #1, on 08/15/13 at 9:56 AM, revaaled the
CNA came and told her the resident wasn't acting
right. The RN revealad she assessed the
rosldent immediately and the resldent had a
change In mental staius. The RN contacted LPN
#1 and the resident was sent out lo the hospital,

Interview the Director of Nursing, on 08/14/13 at
5:50 PM, revealed she would have checked wilh
the physlelan before giving Coumadin if the
resldant had some bleeding,

Interview with Resldent #1's attending physician,
on 08/14113 at 4:10 PM, revealed he was noflfied
of the residant's change in behavior, and was told
the resident had pulled on the catheter and had
some hleeding. The physician reveaied the nurse
should have callad him prior to the adminlstration
of the Coumadin due to the bioad in the urine,
The physiclan stated he would have withheld the
Coumadin and checked the residents
International Normalized Ratio {INR).

A review of the discharge summiary, dated
07/24/13, revealed a diagnoses of Hematuria
sacondary {o Indwslling catheter and urethral
stricture, Anemla secondary o acute blood loss
and Goumadin led to an Increass in INR.
483.256 PROVIDE CARE/SERVICES FOR

F 187

F 309
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T ageordahoe with the comprahensive assessment

provide the necessary care-and services to.altain
‘or.malritaln the highesl practicable physfcal,
méital, and: psychosoclaf wali-Being, In

“dind plan.of-carea,

ghls REQUIREMENT Is'not met as-evidenced
Vi

Based on interview arid racord review it was
determinad-the faglility falled to provide the
necessary carg and services to attain or malintain
the highest practicable: physica! mental, and
psychosocial well-belng in accerdance wnth lhe
comipréhensive. assassment and plan.of care for
one (1) resident (#1), Inthe sslected sample of
fhree (3) reskients reldted to admin)stering
Coumadin {antl-coagulanit) witheut notliying the
physiclan when blaod was noted in the resident's
urine, Resident #4 was-admitted to the hospital
‘with Hematuria $econdary to Indwelling catheter
ang uréthral striclure:

The findligs iclude:

Areview of the Antlcoagulant Polley And

. attending physiclan or physlctan en call of
‘resident's-status and of any slgn/symploms of
b}ood 085

Arecord review revealed Resldent #1 was
admitted to the facllity on 05/23/13 with diaghosis

Procedure fated 03/12/13 revedled #14 Notify the |

tor include Open Fracture Unsped Intracapsular
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8520 | HIBHEST WELL BEING
| Each reidantimiist receive and-the facility must Res #1
1. Corrective Action

RN re-educated on the facility’s Anti-
coagulant Policy and Procedure by the
DON on 7-26-13 which included
change in condition and the contact of
physician for any signs/symptoms of
blood loss prior te the administration
of an anticoagulant.

RN received counseling on 7-26-13
from the DON related to not following|
facility policy and procedure.

2, ID of Others at Risk

All residents considered o be at risk
due to Coumadin therapy were review
ed by the DON and/or Administrative
QA/Compliance Nurse on 7-23-13
with no other resident identified as
having any adversity regarding the
administration of the medication.

3 Prevention

All licensed direct care staff were
in-serviced on 7-23 thru 7-26-13 prior
to their next duty of the
administrgtion of medication

by the DON regarding following

the established protocols of
administering an anti-coagulant
medication.
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F 309 | Gontinued From page 5 £ 300 h}semce provided to hc_e.x}sed
) : : direct care staff on Physician
Section neck Femur, Aftercare for Healing Notification and Chaige
Traumatic Fracture of Hip, Unspecified Urethral in Condif & d
Striclure, Other Specified Disorder of the Penis, In Condition, assessment an
Urlnary Tract infection, Unspecified Disorder Of following the comprehensive care
The Kidney and Ureter, End Stage Renal plan on 7-23 thry 7-26-13 by the
Disease, Unspacified Anemla, Unspscified DON.
Urinary Retention, Malignant Neoplasm Of
Cecum, Gongestive Heart Falfure and Senile A mandatory meeting for all
Dementla, Areview of the slgnificant change Licensed direct care staff'to
Minimum Data Set (MDS) assessment, dated review agaln the Anti-coagulant
07/11/13, revealed the facillly assessed Resldent Policy and Procedure including the
##1's cognition as moderately impaired. physician notification regarding
any sign/symptoms of blood loss
A review of the Comprehensive Care Plan for at was held 9-5-13 by the DON.
sisk for bleeding ralated to use of Asplrin and
Coumadin, dated 07/18/13, reve!a!ed a gosl to be
free of slgns and symptoms of bleeding through .
next review and an intervention to monitor for 4 Monitoring
IS)E}?;SS' c?:r? :fy ?n;;!(;r;i’(;frﬂeedlng and natify the CQI Tool, Coumadin Interaction Tool,
) was initiated on 9-3-13 by the
A voviaw of the physician order, dated 07/16/13, Ad{BmlStratlve lers_es fo_r a weekly
revealed staff should admintster Coumadin review of the administration of
{antl-coagulant) three (3) milligrams {mg.) by Coumadin x 1 month, with
mouth (PO) every day. follow ups as recommended by the
QA Committee, Review reports are
A review of the nurse notes, dated 07/21/13 at provided to the DON who reports |
3:45 AM, revealed Rasident #1's catheter was this information to the monthly
changed with biood tinged wine noted in the meeting of the Quality
tublng. Assurance (QA) Committee, Any
Interview with LPN #4, on 08113/13 al 2:36 PM problems idontified ato addresscd
¥ ,Q : s i i
revealed she was lold in report from LPN #2 that ;m:c};sg%yair;ds Aeggm?t‘gg e
Residant #1 had been pulling on the catheter, the of action taken
catheter was changed and there was bloady urlne '
return. The LPN stalad she checked on Resident
#1 after report and noted there was 200 cc's dark 5. Date Corrected: 9-6-13
brown urine,
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Interview with Cerlified Nurse Aide {GNA) #2, on
08/13/13 at 1:45 PM, revealad she was assigned
to Reslident #1 and noted the urine In the catheter
bag appeared to be brown In color. The CNA
stated when she checked the resident at 10:00
AM there was 100 ¢¢'s of urlne that was
red/brown in color and she emplied the bag in the
cormmede and noted the red coloring of the urine.
The CNA revealed she reported this to LPN #1,

Interview with Registered Nurse #1, on 08/15/13
at 9:56 AM, revealed she was told In report
Reskdent #1 had pulled on the cathsler and had
some bleeding and the catheter was changed.
The RN stated LPN #1 sald when she first
checked the urine here appeared to be blood
and clols. The RN revealed at 11:00 AM, the
urine was pink In color, the resident was alert and
ortented and she administered Coumadin. The
RN stated because the urine was pink in color
she thought the bleading had slowed and went
ahead and administerad the Coumadin without
netifying the physician,

Areview of the Medicafion Administration Record
dated 07/13 revealed Coumadin 3 mg
administered on 07/21/13 by mouth at 11:00 AM.

Areview of a nurse's note, dated 07/21/13 at 1:00
PM, revealed the resident continued to have
bload tinged urine In the urlnary {ubing, The
rasldent’s puplls were fixed and were staring
upward, The resident was confused whean asked
questions. The physiclan was called with new
orders recelved to send to the hospital. Interview
with RN #1, on 08/15/13 at 9:65 AM, revealed the
CNA cama and told her the resident wasn't acting
right. The RN revealed she assessed the
resident immedlaiely and the resident had a

F 308
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change In mental status. The RN contacted LPN
#1 and the resident was sent out to the hospital.

Interview the Direclor of Nursing, on 08/44/13 at
5:50 PM, revealed she would have checked with
the physician bafore giving Cournadin if the
resident had some bieading,

Interview with the Administrator,on 08/15M3 at
2110 PM, revealed the physlician should have
been notifled of the blood In the urine prior to the
administration of the Coumadin. The
Adminlsirator staled the nurse did not follow the
Coumadin policy.

interview with Resident #1's altending physician,
on 08/14/13 at 4:10 PM, revealed he was notified
of the resident's change in bshavior, and was told

the resident had pullad on the catheter and had

some bleeding. The physician revealad the nurse
should have called him prior to the adminlstration
of the Coumnadin due to the blood In the urine.
The physlclan stated he would have withhald the
Coumadin and checked the residents

International Normailzed Ratlo (INR).

Areview of the discharge summary, dated
07/24/13, revealad a diagnoses of Hematurla
secondary {o indwelling catheter and urethral
slricture, Anemla sacondary to acute blood loss
and Coumadin led to an increass In INR.
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