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s8=p | RESOLVE GRIEVANCES N

A rasident has the right to prompt efforts by the
facility to resolve grievances the resident may
hava, including those with rezpect to the behavior
of other rasidents,

This REQUIREMENT Is not met as evidenced
by:

Bassd on resident and staff intervisws,
observation and record review the faciiity falled fo
promptly resclve grisvancas and inform the
resident of the progression toward resolution far 1
of 3 residents (Resident #5) reviewed for
grisvances,

Findings included:

Resident #5 was admitied to the facility on
7M. Her diagnoses included history of fall,
chronic pain in limb, ostecporosis, peripheral
vascular disease, ostecarthrills, and lumbago.

Record review of the nursing schedulz and MAR
for 4M15M4 revealed Murse #1 was the nursa
assigned to Resident #5's hall from 7:00 pm -
7:00 am, and she did not administer any
as-neaded pain medication to Resident #5 on that
date.

Record review revealad a grisvance for Resident
#5 dated 4/16/14. The grlevance stated, “Pain
medication not administered as [patient]
requestad. Spoke [with] nursing staff. Staff aware
resident requests [as-needed] pain medication
frequently and can receive as prescribed,
[Patient] made aware of medication regimen.”
Tha grievance form indicaled the Unit

Facrlltt,r repmsentatwes met with
Resident #5 to make sure any
outstanding concern(s) were
resolved. The resident voiced
satisfaction and understanding
with interventions by the facility
and with the resolutions to
previous concerns,
Documentation was generated
at that time to reflect this
follow up.

The facility's Administrator and
Social Servicés Director reviewed
all concerns since 4/16/14 to
ensure that documentation of
concern resolution was thorough
and that the resident (and/or
their family representative who
shared the concern) had been
notified of the concern resolution,
There are no concerns with

outstanding follow-up or resolution

issues at this time, 6/9/14.
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Coordinator signed and dated the form on
4{22/14 indicating she followed up with the
resident and the resident was satisfied, The
form was not signed and dated by either the
Administrator or the Sccial Servicss Coordinator.

Review of the Minimum Data Set (MDS) dated
4f17714 revealed the resident was cognilivaly
intact, had clear speech, made harsalf
understood and understood others. She did not
reject care and received as-needed pain
medication.

Review of the mental heaith progress note dated
4122114 stated, "[Patient] states she's had more
pain in her leg [and] this has led o several
misunderstandings fwith] staff."

Record review of the nursing schedule and MAR
for 5/5M14 revealed Nurse #1 was the nursa
assigned o Resident #5 ' s hall from 7:00 pm -
7:00 am, and she did nol administer any
as-needed Ultram to Rasident #5 on that date.

Record review revealed a grievance for Resident
#5 dated 5/6/14. The grievance stated,
“[Resident] reports to me that she asked [Nurse
#1] for her {as-needead pain medication] last
evening and [Nurse #1] would not administer it to
her." The form indicated the Director of Mursing
spoke to the resident and the resident was
satisfied on 5/7/14.

Review of the menlal health progress note dated
5/5/14 stated, "[Patient] states she's been in
more pain lately {and] the nurse she had frouble
[with] last week over pain meds again told har

'They were out of the medicina! No they weren 't.

The day nurse had if' [Patient] shakes her head

The facility's Chief Operating
Officer in-serviced the
administrative employees
who are responsible for
addressing, resolving and
documenting the outcome(s)
of resident/family concerns.
Future or new.administrative
team members will be
in-serviced as they are hired
and their signature(s) will be
added to the original
in-service which was
completed 5/13/14.
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in disgust. [Patient ' s] physical condition
affecting her mood. [Increased] anxiety. [Patient]
responds well to symptom [management and]
supportive reassurance.”

Review of the physician progress note dated
5/9/14 stated, "Continue current plan of care with
adjustments to plan as needed to meet goal of
symptom control and preservation of current level
functioning. Meurcpathy is chronic and ongeing.
Patient was encouraged to ask for pain
medication for breakthrough pain.”

During an interview on 51314 at 11:48 am
Resident #5 stated, "1 am exhausted from not
having relief from the pain. They are trying & new
patch on me. Mow | have two. This knee pain is
terrible. 1 had a lot of trouble with {Murse #1} in
tha evening because she would not give me the
Uttram and would tell me there wasn ' tany. It
happened twica, Once last week and once a faw
weeks ago. | reported it to the day nurse. The
nurses are 12 hours now and when she came on
in the evening | would have to wail all night for my
[as-neaded] pain medicing. |t seams like
someons said there was a form filled out or
something when it happenad before in April but
no one said apything else about itto me. don't
know what they did, but it happened again. Last
week was the last time | had trouble with that
nurse. She said there wasn ' t any Uliram and
the nurse the next morning said there was. | just
don 't want her to be my nurse, ever, because of
gl the problems. 1t was a terrible feeling, laying
here hurting until the morming because there was
no one else to gat the pain medicing from."

by which concerns are monitored,
to better ensure adeqguate
completion. Effective 5/13/14,

a corporate employee will review
the concern log weekly to make
sure new concerns have been
handled and documented
accordingly. The monitoring will
check for completion (an exact
time expectation will not be set
as some Concerns require more
in-depth follow up) and evidence
of follow up communication
documentation by the appropriate
facility employee(s). The facility’s
internal Concern QA form was
updated on 5/13/14 to allow for
a corporate team member to sign
off after it has been reviewed
{their signature will indicate the
concern has been addressed and
communication has been
documented). The Concern QA
form will not be signed by a
corporate staff member until

this information has heen
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. . ) reviewed and verified.
During an interview on 5/13/14 at 2:05 pm with
MNurse #2, who was a first shift nurse routinely
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assigned to Resident #5, she siated, " [Resident
#5 has complained about [Murse #1] not giving
her her [as-needed) pain meds. it started last
week or the week before. | know one night
{Resident #5] asked me to go ahead and give her
a pain pill because she was worried the nurse
coming on would not give it to her. That was
when il starled - a couple of weeks ago.”

During an interview on 5/13/14 at 4:10 pm, the
MDS nurse indicated Resident #5 spoke to herin
the hallway, on a date she could not remember "
a few weeks ago " and stated [Nurse #1) would
not give her her [as-needed] pain medication.
The MDS nurse indicated sha called the nurse
practitioner who indicated Resident #5 could have
her [as-neaded] pain medication when she
requested it. The MDS nurse indicated she called
[Murse #1] to let her know what the nurse
praciitioner sald regarding the resident ' s
as-needed pain medication. She further indicated
she did not complete a grievance form regarding
this issue.

During an interview with the Unit Coordinator on
5M13/14 ab 4:15 pm, she indicated she was made
aware an 4/16/14 that Resident #5 had requested
[as-needed] pain medication the previous night
but Nurse #1 did not give it. She indicated she
did not speak to Nurse #1 about not giving the
medication and she did not speak to Resident #5
about her medication concems. She indicated
she puta " genaral note " in the communication
book about [as-needed] medications and spoke
to.all the nurses " so that one [nurse] would not
feel pointed out, " The Unit Coordinator
indicated she falt like the concern was handiad
because she "didn 't hear anything else about it."

team, the Concern
Resolution QA Team,

i monthly thereafter to

The Mursing Home

provided by the Chief

the Nursing Home

to monitor the efforts of
this plan of correction.
The initial meeting was on
i 5/13/14. This team will
meet weekly x 4, and then

ensure compliance with
this plan of correction.

Administrator will chair the
QA team with oversight

Operating Officer. This
information will be reported
to the Executive Quarterly
QA Committee meeting by

Administrator. The next
scheduled meeting for the
Executive Quarterly QA
Committee will be 7/16/14.
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Continuad From page 4

During an interview with the Administrator on
&5M13/14 at 4:30 pm she stated, " | was aware of
the [5/5/14] issue with the resident ' s [as-needad
pain medication], but not the [4/15/14] issus. The
Soclal Worker logs the grievance when it [s
resolved and then | sign the completed grievance
to indicated complation. She gives to ma or puts
it in my box to sign. | do not know why the 416
was not signed. [The unit coordinator] should
have had a conversation with the resident aboul
her not receiving her medication. Whoever is
following up with the resident should sign the
form stating the resident was spoken to. | expect
the pain med issues on the grievance form would
have been taken care of that day or the nexi, |
dan ' { know why it was dated as rescived 6 days
later.® She furiher indicated the resident should
recefve her [as-needed) pain medication when
requested and it should be available on the cart.

During an interview on 5/14M14 at 11:33 am with
the DONM she indicated Rasident #5 did not
raceive her as-neaded pain madication on the
5/5/14 night shift whan Nurse #1 could not find it
on the medication carl. She indicated the nurses
on the floor are respansible for taking
medications deliverad from the pharmacy out of
the pharmacy totes and putfing the medications
on the cart. The DON stated, " | know Jon
5/6/14] [Resident #5) sald something about baing
in pain and not getiing her pain medication. "

During an intarview on 5/14/14 at 12:07 pm Nurse
Practiioner #1, she stated, " [Residant #5] has
been complaining of increased pain so [the Pain
Murse Practitioner] has been following her as
well, | knew there was an issue in April when she
didn ' t get her medication. | did speak with
[Murse #1} and told her pain is subjective and

F 166

The facility alleges full
compliance with this
plan of correction,
effective 6/9/14
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Continued From page 5

when a resident states they are in pain they
should be given [as-neaded] pain medication if
requested. [Nurse #1] told me she used her
nursing judgment but could not glve another
reason as to why she did not give the medicine, "

During a phone intendew on 5M14M14 at 6:45 pm
with Nurse #1 indicated she recalled an incidant
in April when the resident did not receive
{as-needed] Ultram becausa the card was emply
when she pulled it off the cart. She stated, "1
don ' t know anything about 5/5. April was the
only tima | had issues with the Ultram. She knows
axactly what she wants and she can tell you. Mo
one talked to me last week about her Ultram not
being given. The only time there was an empty
card was in April. " Atlempled to clarify dates
and oceurrences with Nurse #1 but was unable.
483,25 PROVIDE CAREFSERVICES FOR
HIGHEST WELL BEING

Each resident must receive and the facility must
provida the necessary care and services to allain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprahensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by

Based on resident and staff interviews,
observation and record review the facility falled to
administer as-needed pain madication when
requested for 1 of 3 residents (Resident #5)
reviswed for pain.

F 166

F 308

' 4
Resident #5 was interviewed 6/9/1

on 5/13/14 and voiced i
satisfaction related to a
previous concern about pain
management. Resident #5
continues to be followed by
a pain specialist. Medication
adjustments and monitoring
have resuited from these visits,
the most recent visit occurred
on 6/5/14. New MD orders and
changes are documented and
resident’s care plan has been
updated to reflect these
interventions and changes.
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Clormnuan:'i From page 6 309 The facility's Director of
Findings included:

Residant #5 was admitted to the facility on
T111/11. Her diagnoses included history of fall,
chranic pain in limb, osteoporosis, peripheral
vascular disease, ostecarthritis, and lumbago.

Recaord review of the Medication Administration
Record (MAR) for April and May 2014 revealed a
physician order for the following as-needed pain
medications:

Morco 10-325 milligrams {(ma) by mouth
avary 4 holurs as needed for pain.

Ultram 50 mg by mouth every 6 hours as
needad for breakthrough pain.

Lidoderm patch 5% to left sacroiliac joint as
needad for pain. On for 12 hours/off for 12 hotirs.
Lidoderm patch 5% , up to 3 paiches, to
painful areas on body as needed for pain. On for

12 hours/off for 12 hours,

Record review of the MAR revealed a physician
order for the following scheduled pain
medications:
Morco 10-325 mg by mouth at 12 am
415/14 order - Duragesic (Fentanyl} 50
micragrams {mecq) / hour {hr) paich. 1 patch every
T2 hours for pain.
5/1/14 order change- Duragesic 50 meg/hr pateh.
1 patch every 48 hours.
51214 order change- Duragesic 50 mogihr
patch and 12 megihr patches to total 62megfhr
avary 72 hours.

Record review of the nursing schedule and MAR
far 411514 revealed Nurse #1 was the nurse
assigned to Resident #5's hall from 7:00 pm -
7:00 am, and she did not administer any

as-needed pain medication to Resident #5 on that

Nursing conducted face
to face conversations with
all interviewable residents
to ensure no other resident
had an issue with the
provision of pain medications.
| The initial interviews were
conducted on 5/14/14 and
were documented on a QA
interview tool. These
interviews have been
repeated weekly since
5/14/14 to ensure no
other issues were present.
Based on the feedback from
these interviews, no other
interviewable residents have
voiced concerns with the
provision of pain medications
since 5/14/14.
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z’:""‘m From page 7 F309| " he facility in-serviced all
nurses regarding pain
Record review revealed a grievance for Resident medication management and
#5 dated 4M16M14. The grievancs siated, "Pain
medication not administered as [patient] documentation. This
requested.” in-service was initiated on
Review of the Minimum Data Set (MDS) dated 5/13/14 and completed on
4117114 revealed the resident was cognitively 5/15/14. Future hires (nurses)
intact, had clear speech, made herself will receive this in-service
understood and understood others. She did not durine their ori . il
reject care and received as-needed pain uring their orientation as well.
medication. The pain in-service has bean
Review of the mantal health progress note dated added ‘tn the faclllty’s annual
4/22114 stated, "[Patient] states she's had more education calendar for every
pain in her leg [and] this has led to several March and August {in-service
misunderstandings [with] staff."
will be repeated every 6
Record review of the nursing schedule and MAR months for nurses) by the
for 5/5/14 revealed Nurse #1 was the nurse
assigned to Resident #5's hail from 7:00 pm - Staff Development Coordinator
7.00 am, and she did not administer any or Director of Nursing,
as-needed Ultram to Resident #5 on that date.
Record review revealed a grievances for Resident —-- - :
#5 dated 5/6M14. The grievance stated, The facility formed a QA
“[Resident] reporis to me that she asked [Nurse . nt
#1] for her [as-needed pain medication] last team, the Pain Manageme :
evening and [Nurse #1] would not administer it to Team, on 5/14/14. The QA |
hee.” team consists of the Nursing
Review of the mental health progress note dated Home Administrator, Director
516714 stated, "[Patient] states she's been in more of Nursing and the Unit
pain lately [and] the nurse she had trouble fwith] :
last week over pain meds again told her. "They Coordinators. Additional
were out of the medicina! No they weren't. The members can be added
day nurse had it [Patlent] shakes her head in en needed. The QA
disgust. [Patient's) physical condition affecting her asfwh
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mood. [Increased] anxisty. [Patient] responds otherwise indicated and will
well to symptom [management and] supportive continue these weekly meetings
reassurance,”
for no less than & months.
Review of the physician progress note dated Their efforts and interventions,
5914 indicated Resident #5 could ambulate including the use of tools such
without assistance, and her osteoarthritis was
chronic with ongoing complaints of left lower as the Pain Management
extremity pain. The physician's plan was to Tracking Log(s) and Interview
confinue her scheduled pain medication and .
as-needad pain medications. The note stated, OA Tool, will be documented and
"Continue current plan of care with adjusiments reviewed during the QA team
o plan as needed to meet goal of symptom meeting. These documents will
control and preservation of current level i
functioning. Neuropathy is chronic and ongoing. be kept by the Nursing Home
Patient was encouraged to ask for pain Administrator who will serve as
medication for breakifrough pain. the chair of this QA team.
During an observalion on 5/13/14 at 11:10 am information obtained and
Resident #5 was walking in the hallway from her rated during these Pain QA
room to the dining/sitting area at the nurse's generatea curing ,
station. She was walking with a slow and steady meetings will be summarize and
gait, without any assistive devices. then reported to the Executive
During an Interview on 5/13/14 at 11:48 am Quarterly QA Committee
Resident #5 stated, "l am exhausted from not meeting by the Director of
having relief from the pain. They are frying a new . :
patch on me. Mow | have two. This knee pain is Nursing. The next Executive
terrible. | can ask for my additional pain Quarterly QA Committee
medicine. Every night at midnight | get Norco for meeting is scheduled for ]Ff]_ﬁf]_.ﬂ]_r
pain. 1tis just to help the pain through the night.
if t have pain | can ask for Norco or Ultram, They The facili '
are my two additional pain medications. | can e facility alleges full
have Norco every 4 hours and the Ultram every 6 compliance with this
hours, | had a lot of rouble with (Nurse #1} in the :
evaning because she would not give ma the internal plan of
Uktran and would tell me there wasn't any. It correction, effective
happened twice. Once last week and once a few 6/9/14.
waeks ago. | reported it to the day nurse. The
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nurses are 12 hours now and when she came on
in the eveaning | would have to wait all night for my
[as-needed] pain medicing. Last week was the
fast time | had trouble with that nurse. She said
thers wasn't any Ultram and the nurse the next
morning said there was. | just don ' t want her to
be my nurse, ever, because of alf the problems.
It was a terrible feeling, laying here hurting until
the morning because there was no one else to
get the pain medicine from."”

During an interview on 5/13/14 at 2:05 pm with
Murse #2, who was a first shift nurse routinely
assigned to Resident #5, she sialed, "[Resident
#5 has complained about [Nurse #1) not giving
her her [as-nesded] pain meds. I started last
week or the week bafore. | know ane night
[Resident #5] asked me fo go ahead and give her
& pain pifll because she was worried the nurse
coming on would not give It to her. That was
when it started - a couple of weeks ago."

During an interview on 5/13/14 at 4:10 pm, the
MDS nurss indicated Resident #5 spoks to her in
the hallway, on a date she could not remember “a
few weeks age” and stated [Murse #1] would not
give her her [as-needad] pain medication. The
MDS nurse indicated she called the nurse
practiioner who indicated Resident #5 could have
her [as-needed] pain medication when she
requested it. The MDS nurse indicaled she called
[Murse #1) to lat her know what the nurse
practitioner said regarding the resident ' s
as-needed pain medication.

During an interview with the Unit Coordinator on
513114 at 4:15 pm, she indicated she was made
aware on 4/16/14 that Resident #5 had raguested
[as-needed] pain madication the previous night
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but Nursa #1 did not give it. She indicated she
did not speak to Nurse #1 about not giving the
maedication and she did not speak io Resident #5
about her medication concerns, She indicated
she put a "general note® in the communication
book about [as-needad] medications and spoke
to all the nurses "so that one [nurse] would not
feel pointed out.”

During an interview with the Administrator on
5M13M4 at 4:30 pm she stated, " was aware of
{he [5/5/14] Issue with the resident's [as-neaded
pain madication], but not the [4/15/14] issue,

[ The unit coordinator] should have had a
conversation with the resident about her not
receiving her medication.” She further indlcated
the resident should receive her [as-needed] pain
medication when requested and it should be
available on the cart.

During an interview on 5/114/14 al 11:33 am with
the DON she indicated Residant #5 did not
receive her as-needed pain medication on the
5514 night shift when Nurse #1 could not fird 1t
on the medication cart. She indicated the nurses
on the floor are responsible for taking
medications deliverad from the pharmacy out of
the pharmacy totes and putting the madications
on the carl. The DON stated, "l know [on 5/6/14)
[Resident #5) said something about baing in pain
and not getiing her pain medication. Nurse #1
said it was not on the carl. | looked for the Ultram
card and found the card but it was somewhere
different. The card was not on the carl. | went to
every tote in the facility. | found the resident's
Ultram in the green tote in the med room on
another haliway." The DON called the facility's
pharmacy and stated, "The pharmacy said
412914 was the last (Ultram) card sent for
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[Resident #5] and thera were 30 pills." She
indicated the resident's Ultram would have been
sitting in the 1ol in the incorrect medication room
since it was deliverad,

During an interview on 5/14/14 at 12,07 pm Nurse
Practitioner #1, she stated, "[Resident #5] has
been complaining of increased pain so (the Pain
Nurse Practitioner] has been following her as
well. | knew there was an issue In April when she
lidn * t get her medication. | did speak with
{Murse #1)] and told har pain ks subjective and
when a resident states they are in pain they
should be given [as-neaded] pain medication if
requested. [Nurse #1] told me she used her
nursing fudgment but could not give another

" reason as to why she did not give the medicine.”

During a phone interview on 5/M4/14 at 6:45 pm
with Nurse #1 indicated she recalled an incidant
in April when the resident did not receive
[as-needed] Ultram because the card was emply
whean she pulled it off the cart. She stated, "I
don't know anything about 5/5. April was the only
time | had issuas with the Ullram, She knows
exactly what she wanis and she can tell you. Mo
ong talked to me last week about her Ultram not
baing given. The only time there was an empty
card was in April." Attempted to clarify dates and
accurrences with Nurse #1 but was unable.
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