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F 000 | INITIAL COMMENTS F 000 Greenwood Nursing and Rehab Center
acknowledges recelpt of the Statement of
An Abbreviated Survey investigating KY20926 Deficiencies and proposes this Plan of Correction
was conducted on 11/06/13 through 11/08/13 to to the extent that the summary of findings Is
determine the facility's compliance with Federal factually correct and in order to maintaln
requirements. KY20926 was substantiated with compliance with applicable rules and provisions
deficiencles cited. of quallty of care of residents. The Plan of
F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281/ Correction Is submitted as a written allegation of
ss=p | PROFESSIONAL STANDARDS compliance.
The services provided or arranged by the facility Greenwood's response to this Statement of
must meet professional standards of quality. Deficiencies does not denote agreement with
the Statement of Deficiencies nor does it
This REQUIREMENT is not met as evidenced constitute an admisslon that any deficiency is
by: accurate. Further, Greenwood Nursing and
Based on record review, staff interview and Rehab Center reserves the right to refute any of
facility policy and procedure review it was the deficlencles on this
| determined the facility failed to ensure the
| services provided met professional standards of Statement of Deficlencles through Informal
| quality for one (1) of three (3) residents (Resident Dispute Resolution, formal appeal procedure,
l #1). The Licensed Nurse administered "Norco” o/ oo sl
| (narcotic pain medication) after the physician had ansjorany.etieracminisasye anlnes
discontinued the medication, proceeding.
The findings include;
Review of the facility's Medication Administration
policy and procedure, (not dated), revealed any
deviation from the following principles shall be
considered a medication error;
1. To the right resident
2. Administration of the right medication
3. Inthe right dose
4. By the right route
5. By the right method
6. Atthe right time ;J’/ Resident number one no langer resides at the
facllity.
Record review revealed the facility admitted
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other safeguards provide sufficent protection to the patients. (See Instructions) Except for nursing homes, the findings staled above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the atove findings and plans of correclion are disclosable 14
days following the dale these documents are made available to the facitity. If deficiencles are cited, an approved plan of correction is requisite to conlinued

program parlicipalion.
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Resldent that resident on the unit of the
F 281 Continued From page 1 F 281| occurrence was reviewed on 10/1/13 by the unit

Resident #1 on 08/10/13 with diagnosis which
included Displacement Lumbar Intervertebral
Disc with Myelopathy, Difficulty in Walking,
Unspecified Backache, Unspecified Mononeuritis
of Lower Limb, and Unspecified Neuralgia
Neuritis and Radiculitis.

Raview of physician orders, dated

091101 3-09/30/13 revealed staff should
administer Hydrocodone &
milligrams{mg.)/Acetaminophen 325 ing. {Norco)
every four (4} hours related to pain. However,
raview of a physician’s order, dated 09/30/13 at
7:45 AM, revealed the physician discentinued the
order far the Norco due to the resident exhiblting
symptoms of delirium.

Review of the October 2013 Medication
Administration Record {MAR} revealed the order
for Norco was marked through with a large "X".

Review of Residant #1's Pain Management Log
revealed the resident was administered Norco for
patn on 10/01113 on the 11;00 PM to 7.00 AM.

Interview with Registered Nurse (RN} #1, on
11/07/13 at 8:25 PM, revealed she was assigned
to work with Resident #1 on 10/01/13. The RN
stated Resident #1 requested pain medication
and she administered Norco to the residen]. RN
#1 revealed she went by the medication shest
that was [n the narcolic book and doasn't recall
looking at the MAR's. The RN stated she usually
compares both the MAR, the narcotic book and
the orders to see what is ordered but doesi't
recall doing that on 10/01/13. She statad “"she
gave Norco twice that night and both times
looked at the narcotic book" and doesn't recall
looking at the MAR and was not aware the Norco

cart,

The removal of discontinued medicatlons from
the medication cart is now a written facility -

practice,

coordinator.

manager to ensure that no other discontinued
medications had been administered. Al
redication carts were inspected on 11/8/13 by
unit manager and no other discontinued
medications were found on the medication carts.
Licensed nurses were In-service on 10/10/13ina
written in-service completed by the staff

| development coordinator (SDC) regarding the
 facikity policy of medication administcation and
the five rights, The in-service also Included a new
expectation and procedure to remove
discontinued medlcations from the medication

Licensed nurses and certified medication
administration aldes {C.M.A.} will be in-serviced
on 12/5/13 and 12/6/13 regarding the new
facility practice by the staff development

The unit managers, QA nurse and / or DON will
montitor for the proper discontinuatlon of
medications to Include the removal of
discontinued medicattons from the medicatlon
carts weekly for four weeks, then bl-monthly for
two times and then monthly for three months
utilfzing a Q! tool, Upen identification of any
potential concerns, the unit manager, QA nurse
or DON will take follow up action as necessary,
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Continued From page 2
had been discontinued.

Interview with the Directar of Nursing {DON}, on
11107113 at 5:15 PM, revealed when the facility
checkad the narcotic shests they found where the
npight shift nurse (RN #1) had made a medicstion
errar and gave Resldent #1 a medication that had
baen discontinued. The DON stated RN #1 failed
to check the MAR and thought Resident #1 still
had the medication because the medication was
siilf in the drawer.

Interview the Administrator and the DON, on
11/08/13 at 2:25 PM, revealed the facility
implemented a new process for when
medications were discontinued. Discontinued
madications would be taken off of the medication
cart to decrease potential for error. The
Administrator and DON stated the facility

| implemented the facility's process to pull

discontinuad medications off the medicalion cart
and the Information was provided to staffin a
newsletter dated 10/10/13. The staff were not
Inserviced nor were there any sleps taken to
ensure all licensed staff were aware of the new
process. The Administrator and DON stated they
would have prevented a medication error if this
had been their practice. They revealed the policy
to pull the medication from the medication cart
was implemented but was not written,
483.25{m){2) RESIDENTS FREE OF
SIGNIFICANT MED ERRCRS

The facility must ensure thal residents are free of
any significant medication errors.

This REQUIREMENT is not met as evidenced
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8 The results of the audits will be forwarded to the |
F 281 £xecutive QA committee monthly for 3 months
for review, identification of trends, for follow up
actlon as deemed appropriate and to determine
the need for anfor frequency of continued
monitoring,
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. . Resident number one no longer resides at the
F 333 Continued From page 3 F 333

by:

Based on record review and staff intervew it was
determined the facility failed to ensure one {1) of
three (3} residents (Resident #1} was free from a
significant medicatlon error. Resident #1 was
administered Norco (narcotic paln medication)
two fimes after the physician discontinued the
medication due to the resident having symptoms
of delirium.

The findings include:

Record review ravealed the facility admitted
Resident #1 on 09/10/13 with diagnosis which
includad Displacement Lumbar Intervertebra
Dise with Mystopathy, Difficulty in Watking,
Unspecifled Backachs, Unspecified Mononeuritls
of Lowsr Limb, and Unspecified Neuraigia
Neuritls and Radlculitis.

Review of physlcian orders, dated
06/10/13-09/30/13 ravealad staff should
administer Hydrocodone 5
milligrams{mg.)f/Acetaminophen 325 mg. (Norco}
every four {4) hours related {o pain.

Review of tha physician notes, dated 08/30/13,
revaaled he was asked urgently by the nurses to
assess Resident #1 due the the resident having a
mental stalus change since araund 5:00 AM.

The resident had been writing on the bed, writing
on the pillow and naeded to be helped, The
resident stated the staff was trying to hurt her/him
and they were from the devil,

Review of a physician's ordar, dated 09/30/13 at

7:45 AM, revaaled the physician discontinued the
order for the Norco due fo the resident exhibiting

symptems of delirium.

facility.

Resident that resident on the unit of the
occurrence was reviewed on 10/1/13 by the unit
manager to ensure that no other discontinued
medications had been administered. Al
medicatlon carts were Inspected on 11/8/13 by
unit manager and no other discontinued
medicaticns were found on the medication carls.
Licansed nurses were In-service on 10/10/13In a
written In-service completed by the staff
development coordinator (SDC} regarding the
facllity policy of medication administration and
the five rlghts. The In-service also Included 8 new
expectation and procedure te remove
discontinued medications from the medication
cart.

The removal of discontinued medications from
the medication cart Is now a written facllity

practice.

Llcensed nurses and certified medication
administration aides {C.M.A.} will be In-serviced
on 12/5/13 and 12/6/13 regarding the new
facility practice by the staff development
coardlnator.
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Review of the Qctober 2013 Medication
Administration Record {(MAR) revealed the order
for Norco was marked through with & large "X";
however, raview of Resident #1's Pain
Management Log revealed the resident was
adminlstered Norco for pain two times on
10/01/13 on the 11:00 PM to 7:00 AM.

Interview with Registered Nurse (RN) #1, on
11/07/13 at 8:25 PM, revealed she was assigned
Lo work with Resident #1 on 10/01/13. The RN
stated Resident #1 requested pain madication
and she administered Norco to the resident. RN
#1 ravealsd she went by the medication sheet
that was in the narcotic book and doesn't recall
looking at the MAR's, She stated "she gave
Norco twice that night and both times fooked at
the narcotic book”, doesn't recall locking at the
MAR and was not aware the Norco had been
discontinued.

intarview with the Diractor of Nursing (DON), on
11/07/43 at 5:15 PM, revealed when the facility
checked the narcotic sheets they found whers the
night shift nurse (RN #1) had made a medication
error and gave Resident #1 a medication that had
bean discontinued. The DON stated RN #1 failed
to chack the MAR and thought Resident #1 stilt
had the medication bacause tha meadication was
still in the drawer.

Interview the Administrator and the DON, on
11/08/13 at 2:25 PM, ravealed the facility
implemented a new process for whan
medications wera discontinued, Discontinued
medications would be taken off of the medication
carl fo decrease potential for error. The
Administrator and DON stated the facility

The unlt managers, QA nurse and / or DON will
monitor for the proper discontinuatlon of
medicatlons to Inciude the removal of
discontinued medicatlons from the medication
carts weekly for four weeks, then bi-monthiy for
two times and then monthly for three months
utilizing a Qf tool, Upon ldentification of any
potential concerns, the unit manager, QA nurse
or DON will take follow up actlon as necessary.

The resuits of the audits will be forwarded to the
Executive QA committee monthiy for 3 months
for review, identification of trends, for follow up
actlon as deemed approprlate and to determine
the need for anfor frequency of continued

monltoring.

Completion bate; - 12/11/13
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imptemented the facility's process to pull
discontinued medications off the medication cart
and the Information was provided to staffin a
newslstter dated 10/10/13. The staff were not
inserviced nor were there any steps takeh to
ensure all liconsed staff were aware of the naw
procaess. The Administrator and DON stated they
would have prevented a medication emn'dr if this
had been thair practice. They revealed the policy
to pull the medication from the medication cart
was implemented but was not written.
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